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Objective: A new condition, “child affected by parental
relationship distress” (CAPRD), was introduced in the
DSM-5. A relational problem, CAPRD is defined in the
chapter of the DSM-5 under “Other Conditions That May
Be a Focus of Clinical Attention.” The purpose of this
article is to explain the usefulness of this new terminology.

Method: A brief review of the literature establishing that
children are affected by parental relationship distress is
presented. To elaborate on the clinical presentations of
CAPRD, four common scenarios are described in more
detail: children may react to parental intimate partner
distress; to parental intimate partner violence; to acrimo-
nious divorce; and to unfair disparagement of one parent
by another. Reactions of the child may include the onset or
exacerbation of psychological symptoms, somatic com-
plaints, an internal loyalty conflict, and, in the extreme,
parental alienation, leading to loss of a parent–child
relationship.

Results: Since the definition of CAPRD in the DSM-5
consists of only one sentence, the authors propose an

expanded explanation, clarifying that children may
develop behavioral, cognitive, affective, and physical
symptoms when they experience varying degrees of
parental relationship distress, that is, intimate partner
distress and intimate partner violence, which are
defined with more specificity and reliability in the
DSM-5.

Conclusion: CAPRD, like other relational problems,
provides a way to define key relationship patterns that
appear to lead to or exacerbate adverse mental health
outcomes. It deserves the attention of clinicians who
work with youth, as well as researchers assessing
environmental inputs to common mental health
problems.
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W hen the DSM-IV-TR transitioned to the DSM-5,
there were many important changes in the text,
such as the removal of 54 diagnoses and the

addition of 39 new diagnoses. One of the new terms intro-
duced in the DSM-5 was “child affected by parental rela-
tionship distress” (CAPRD). There is little elaboration of the
meaning of CAPRD in the DSM-5, with the brief explanatory
text simply saying: “This category should be used when the
focus of clinical attention is the negative effects of parental
relationship discord (e.g., high levels of conflict, distress, or
disparagement) on a child in the family, including effects on
the child’s mental or other medical disorders.”1(p716) The
codes for CAPRD are V61.29 (as in the International Classifi-
cation of Diseases, 9th Revision [ICD-9-CM]) and Z62.898 (as in
ICD-10-CM).

CAPRD is in the chapter of the DSM-5 “Other Conditions
That May Be a Focus of Clinical Attention.” It is in the first
section of that chapter, which is headed “Relational Prob-
lems.” The introductory material notes that parent–child re-
lationships can be “protective, neutral, or detrimental to
health outcomes.”1(p715) Also, “a relational problemmay come

to clinical attention either as the reason that the individual
seeks health care or as a problem that affects the course,
prognosis, or treatment of the individual’s mental or other
medical disorder.”1(p715) The other relational problems
presented in the chapter, “Other Conditions That May Be a
Focus of Clinical Attention,” are parent–child relational
problem; sibling relational problem; upbringing away
from parents; relationship distress with spouse or intimate
partner; disruption of family by separation or divorce;
high expressed emotional level within family; and uncom-
plicated bereavement. Also included in the chapter “Other
Conditions That May Be a Focus of Clinical Attention” are
defined terms for both child maltreatment and adult
maltreatment.

CAPRD captures the interplay among environmental
stressors, genetic vulnerabilities, children who are more sus-
ceptible to psychopathology, and thosewho are resilient. This
review explains how children who are exposed to parental
relationship distress (e.g., domestic violence) may develop a
variety of mental disorders, ranging from an adjustment
disorder to major depressive disorder. When children have a
mental disorder, adding the diagnosis of CAPRD or
other relational problem, as appropriate, may help to differ-
entiate treatment outcomes. On the other hand, children

who are unusually resilient—because of
innate hardiness, support from extended
family, community resources, or other
situational factors—may experience
parental relationship distress and manifest
no psychological symptoms at all.

This article is discussed in an editorial by Drs. Robert R. Althoff and
Andr!es Martin on page 542.

Clinical guidance is available at the end of this article.

An interview with the author is available by podcast at www.jaacap.org
or by scanning the QR code to the right.
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There are no doubt many genetic factors, most of them
unknown as yet, that contribute to a child’s inherent bio-
logical strengths and weaknesses.2 A good example is hav-
ing the long allele of the serotonin transporter gene, which
appears to protect children from mental conditions who are
facing severe psychosocial stressors.3,4 As elegantly argued
by Teicher and Samson, exposure to child maltreatment is a
risk factor for the development of numerous mental disor-
ders in childhood as well as adulthood.5 In their article, they
summarize studies that show differential brain changes,
pathophysiology, and treatment outcomes for patients with
similar diagnoses, for example, major depression, with or
without a history of childhood maltreatment. Furthermore,
they propose using the term “ecophenotype” to delineate
these psychiatric conditions, as well as to add the specifiers
“with maltreatment history” or “with early life stress” to the
disorders that have differential trajectories dependent on
early life stressors, so that those populations can be studied
separately or stratified within samples. CAPRD is one of the
early life stressors that should be cited.

The purpose of this article is to explain how clinicians and
researchers can use the new terminology of CAPRD. Since
two of the authors of this article (M.Z.W. and W.E.N.)
developed the chapter on “Other Conditions,” our com-
ments here are consistent with the structure, content, and
intentions of the DSM-5. Parallel to the development of the
DSM-5, a group of family researchers was organized to
collect the scientific evidence and to create the conceptual
frameworks necessary to bring greater attention to inter-
personal relationships in clinical practice. That team of
research personnel, the Relational Processes Working Group,
advised both the DSM-5 Task Force and the Topic Advisory
Group for Mental Health, the component of the World
Health Organization that has been revising the International
Classification of Diseases, regarding the presentation of rela-
tional problems in their respective nosological systems.6 The
Relational Processes Working Group has produced several
publications including two books, Relational Processes and
DSM-V: Neuroscience, Assessment, Prevention, and Interven-
tion7 and Family Problems and Family Violence: Reliable
Assessment and the ICD-11.8

Members of the Relational Processes Working Group
summarized the effects of parental relationship distress in this
way: “Relationship distress influences both parental adjust-
ment and parenting behavior toward children.. Whereas
healthy families, or families characterized by low levels of
stress and conflict, have been linked to resilience and mental
health and adjustment in both children and adults; unhealthy
families, or families characterized by high levels of stress and
conflict, have been linked to a wide range of parenting prob-
lems, such as poor discipline, increased negativity, and
decreased warmth, as well as adjustment difficulties in chil-
dren, including mental illness” (citations omitted).9(p95)

PROPOSED DEFINITION FOR CAPRD
When clinicians are initially exposed to the terminology of
CAPRD, it may seem like a fuzzy concept. As the one-
sentence definition in the DSM-5 is not detailed enough to

clarify the concept, we propose the following expanded
definition for CAPRD: This category should be used when
the focus of clinical attention is the negative effects of
parental relationship distress on a child in the family,
including effects on the child’s mental or medical disorders.
For this category, “parental relationship distress” refers to:
persistent disparagement of one or both parents by the
other parent; high levels of conflict; intimate partner
distress (dissatisfaction with the relationship as well as
difficulty resolving conflicts, lack of positive exchanges,
coercive exchanges, or persistently perceiving negative in-
tentions in the partner); and intimate partner violence
(physical force such as hitting, slapping, and biting;
extreme psychological manipulation; and/or coercive sex-
ual acts). Typically, a child affected by parental relation-
ship distress displays impaired functioning in behavioral,
cognitive, affective, and/or physical domains. Examples of
behavioral problems include oppositionality and the
child’s reluctance or refusal to have a relationship with a
parent without a good reason (parental alienation).
Cognitive problems may include cognitive dissonance
(discomfort due to conflicting beliefs), attempting to
maintain affection for both parents simultaneously (loyalty
conflict), and/or adopting the false belief that the rejected
parent is evil or dangerous (parental alienation). Affective
problems may include anger, anxiety, depressed mood,
and posttraumatic symptoms. Physical symptoms may
include stomachaches, headaches, and exacerbation of
general medical conditions.

MEASURING PARENTAL RELATIONSHIP
DISTRESS
Family researchers have successfully operationalized the
assessment of marital or intimate partner relational prob-
lems (for example, with the Marital Satisfaction Inventory–
Revised [MSI-R]).10 There is a short form of the MSI-R that
can be used as a screening tool, which consists of only 10
questions.11 The interviewer asks questions such as: “Does
your partner often fail to understand your point of view on
things?” “Do minor disagreements with your partner often
end up in big arguments?” “Is your sexual relationship
entirely satisfactory?” If 4 or more of the 10 questions are
answered in a manner consistent with a distressed rela-
tionship, the couple is “probably in need of further assess-
ment and possible intervention.”8(p103) Of course, a more
complete assessment of intimate partner relationship distress
would involve clinical interviews and multidimensional self-
report measures differentiating among sources of relation-
ship distress.12

The MSI-R pertains to couples or parents who are living
together. When parents split up, a substantial degree of
parental relationship distress is usually referred to as a high-
conflict separation or divorce. The behavioral or external
markers of high-conflict separation or divorce include:
ongoing animosity between the parties and inability to agree
on parenting schedules and other parenting decisions; verbal
acts, such as abusive language, threatening violence; phys-
ical acts, endangering each other; actual or alleged domestic
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violence; actual or alleged child sexual abuse; involvement
of child welfare agencies in the dispute; the unusual number
of times the case goes to court; and the length of time it takes
for the case to be settled.13-15

SCOPE OF CAPRD
Children, of course, are influenced for better or worse by
events that occur in their family, which include the opinions,
moods, and actions of the parents and also the interactions
between the parents and among all of the family members.
Depending on the circumstances of his or her family, a child
may be adversely affected to a significant degree when there
is persistent or substantial conflict between the parents.
Several large studies of psychosocial risk factors for the
development of mental health problems in children docu-
ment that dysfunctional parental relationships lead to
increased problems in children. For example, the Adverse
Childhood Experiences (ACE) study of more than 18,000
insured adults found that 12.5% of participants reported
exposure to interparental violence, and 23.3% dealt with
parental divorce.16 These were two of eight stressors noted
to lead to impaired health in adulthood. Several studies from
the Duke Developmental Epidemiology Program showed
that interparental problems alone were associated with
increased risks (odds ratio [OR] ¼ 3.1) for disruptive
behavior disorders in children compared to children with no
risks, and contributed to both internalizing and externalizing
problems in children when other risks were also present.17

The Duke studies reported on more early childhood
stressors than the ACE study, and were able to separate
“interparental problems” from divorce, exposure to inter-
parental violence, or childhood maltreatment (all of which
were also tabulated). These studies also showed that
increased numbers of childhood stressors led to increased
likelihood of development of a number of internalizing and
externalizing disorders in children. Children may be affected
by a number of parental relationship problems, including
intimate partner distress, intimate partner violence, parental
triangulation of the child resulting in loyalty conflicts within
the child, and a combination of dynamics known in the
forensic literature as “parental alienation.” These four sce-
narios are described below.

Intimate Partner Distress
Intimate partner distress (IPD) may have negative effects on
the emotional and physical wellbeing of both partners of the
relationship, as well as their children. Relationship distress is
associated with impaired functioning in the following:
behavioral domains, for example, conflict resolution diffi-
culty, withdrawal, and overinvolvement; cognitive domains,
for example, chronic negative attributions of the other’s in-
tentions or dismissal of the partner’s positive behaviors;
and/or affective domains, for example, chronic sadness,
apathy, and/or anger about the other partner.18 IPD is the
most common cause of acute emotional distress in
treatment-seeking samples.19 Researchers have used taxo-
metric methods to assess the prevalence of intimate partner
distress,20,21 and found it to be 0.20 for newlyweds and 0.32

across all couples. There is a sizeable literature linking IPD to
a broad range of psychiatric problems.22 Cummings and
Davies have written, “Effects of marital conflict on child
development are well documented. Many of the associa-
tions, for example in predicting children’s internalizing and
externalizing disorders, have been demonstrated repeat-
edly” (citations omitted).23(p31)

When children have been adversely affected by IPD
between their parents, CAPRD would be an appropriate
diagnosis. The following vignette illustrates how an
adolescent may develop psychological symptoms after
exposure to continuing intimate partner conflicts of
this kind:

Case 1. Nicole was the daughter of parents who
engaged in frequent displays of interparental hostility
and conflict. By adolescence, Nicole had developed
significant problems with anxiety and depression.
Numerous family circumstances complicated both
Nicole’s and her parents’ problems. Nicole’s mother and
father both evidenced depressive symptoms. In addi-
tion, Nicole’s father attempted to self-medicate his
symptoms with alcohol, and had thus developed a
drinking problem. Moreover, it appeared that in
response to these conflicts, the father’s alcohol abuse,
and other family stressors, the mother developed major
depression. Nicole became highly emotionally dis-
tressed when her parents fought–evidencing sensitivity
and reactivity to her parents’ conflicts, even when they
were relatively mild. She felt compelled to mediate the
parents’ disputes and to try to alleviate her parents’
distress and sadness. Over time, these many family
problems took a heavy toll on Nicole’s well-being.24(p6)

Cummings EM, Davies PT. Marital Conflict and Chil-
dren: An Emotional Security Perspective. New York:
Guilford Press; 2010. Reprinted with permission of
Guilford Press.

Intimate Partner Violence
Domestic violence (DV) refers broadly to physical, sexual, or
psychological abuse of one family member by another, so it
includes both intimate partner violence (IPV) (e.g., violence
between the parents) and physical, sexual, or psychological
maltreatment of a child. IPV is a pattern of behavior in
which one intimate partner uses physical violence, coercion,
threats, intimidation, isolation, or emotional, sexual, or
economic abuse to control the other partner in the relation-
ship. Of course, violence between partners can be perpe-
trated by one partner or by both partners. The DSM-5
definition of IPV was written to be inclusive of partners of
any sexual orientation and marital status.

There has been considerable research regarding the ef-
fects on children of exposure to IPV.25,26 Crooks et al. wrote,
“The existing studies show that as a group, children who
have been raised in families where there has been violence
between the adult intimate partners fare worse than their
peers across a range of social, behavioral, and learning
outcomes,” and furthermore, “Research indicates that
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children exposed to DV are more likely than other children
to be aggressive and have behavioral problems, have
different physiological presentations, [and] exhibit higher
rates of posttraumatic stress disorder symptomatology” (ci-
tations omitted).27(p22-24)

When IPV has occurred in a family, it is likely that the
children in the family experience CAPRD. It is psycholog-
ically traumatic for a child to witness persistent or substan-
tial conflict between parents. When high levels of violence
occur, the child may develop posttraumatic stress disorder.28

When relatively low levels of violence occur chronically, the
child may develop anxiety (such as separation anxiety dis-
order or generalized anxiety disorder) or depression. In or-
der for clinicians to clearly describe and communicate the
child’s condition, it is possible to use these conditions
together. For example, a child who has seen her father
repeatedly berate and occasionally slap her mother may
have nightmares related to the father’s behavior and refuse
to go to school because of fear of losing her mother. The
clinician may use both separation anxiety disorder and
CAPRD to describe the child’s condition.

Sadly, there are many vignettes of children exposed to
IPV. The following vignette, taken from the author’s
(M.Z.W.) clinical practice, illustrates how exposure to IPV
can modify a child’s physical and mental health, both
directly as well as through changes in parenting practices.

Case 2. Gregory was an 8-year-old boy with chronic,
poorly controlled asthma, brought to a tertiary care
center by his mother. During his mother’s pregnancy
with Gregory, she was hit and pushed by Gregory’s
father several times. The father’s behavior improved
temporarily when Gregory was born, but worsened
again when Gregory developed asthma at age 2 years.
When Gregory was a toddler, his mother was holding
him during a mild asthma attack and his father became
so enraged that he choked her. (The evaluator did not
have contact with the father and was not able to deter-
mine precisely why he behaved in that manner.)
Gregory was released from his mother’s arms only when
she slumped to the floor unconscious. Following that
episode, the parents divorced, and Gregory did not see
his father again. Gregory’s asthma became very difficult
to control, necessitating numerous steroid bursts as well
as several hospitalizations. During work at the asthma
specialty hospital, it became apparent that when
Gregory developed a slight wheeze or mild cough, his
mother would become quite anxious and over-vigilant,
likely linked to her posttraumatic stress symptoms
from the choking episode, which in turn led Gregory to
develop secondary panic anxiety when he had mild
asthma symptoms. This anxiety was difficult for the
family and primary care physicians to distinguish from
asthma, so his symptoms were often over-treated with
steroids. While Gregory denied having any overt
memories of the IPV, he would often try to avoid in-
halers or nebulizers, perhaps an avoidance of a trigger of
his posttraumatic anxiety. Thus, he was frequently
nonadherent to daily steroid inhalers, and only utilized

his epinephrine inhalers when desperate. Once the
exposure to IPV and secondary anxiety symptoms in
both mother and child were understood and treated,
Gregory’s asthma was able to be well controlled.
(Adapted from Wamboldt, Weintraub, Krafchick, Berce,
and Wamboldt, pp. 142-144)29

Loyalty Conflict
A loyalty conflict occurs in a child when she tries to maintain
affection and good feelings toward each of her parents (or
other caregivers), even though they are angry and hostile
toward each other. Having a low level of divided loyalty for
a short duration is usually not problematic for the child. The
child realizes that her parents sometimes argue, but usually
they are able to work out their disagreements.

However, a child may experience a high degree of
divided loyalty if parental conflicts are obvious and persis-
tent. Also, a more serious loyalty conflict may develop if one
or both parents pressure the child to support that parent’s
side in the daily or weekly disagreements that occur be-
tween them:

If Mom expects the child to agree with her, the child feels
guilty at not siding with Dad; if Dad pressures the child
to be on his side, the child feels distressed in rejecting
Mom. . It is extremely uncomfortable to be caught in an
unending battle that features external conflict (between
the two parents) and internal conflict (the child’s affection
for Mom versus her affection for Dad).30(p52)

In family systems theory, this pattern may be described
as triangulation, a concept that explains the origin and
maintenance of some dysfunctional family relationships. A
common form of triangulation is cross-generational coali-
tion, which family therapists have linked to maladjustment
of the involved children.31,32

Children frequently develop physical and psychological
symptoms when they experience high levels of loyalty con-
flict stress, as illustrated in the following case vignette:

Case 3. The most common psychosomatic symptoms
that occur in children are headaches and stomach-
aches, and Stephanie, age 11, had both. Stephanie had
a good relationship with both of her parents prior to
their divorce. After the divorce, she lived most of the
time with Mom, but had considerable parenting time
with Dad. The parents divided their responsibilities.
With regard to homework, Mom focused on arithmetic
and science, while Dad helped Stephanie with spelling
tests and geography. The problem was that the parents
endlessly bickered with each other and frequently
argued when Stephanie transitioned from one house-
hold to the other. Stephanie dreaded the “switching
hours” and developed anticipatory physical symptoms
including abdominal pain and vomiting. The head-
aches and stomachaches vanished when the parents
firmly resolved to stop disagreeing in front of
Stephanie.30(p53) Adapted from Bernet W, Freeman B.
The psychosocial assessment of contact refusal. In:
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Lorandos D, Bernet W, Sauber SR, eds. Parental
Alienation: The Handbook for Mental Health and
Legal Professionals. Springfield, IL: Charles C Thomas;
2013:47-73. Reprinted with permission of Charles C
Thomas.

It is noteworthy that loyalty conflicts frequently occur in
the context of IPD and IPV, the two scenarios previously
described in this article. If the focus of attention is on the
child, CAPRD is the appropriate term to use; if the adult
partners are in treatment, the appropriate term to use would
be either IPD and/or IPV, depending on which criteria were
met. Children with loyalty conflicts experience a specific
mental state (attempting to maintain good feelings toward 2
individuals who are in conflict with each other) that should
be identified by evaluators and therapists. Triangulation and
loyalty conflicts may occur in intact families as well as
divorced families; likewise, CAPRD may occur in intact
families as well as divorced families. In this type of case,
CAPRD is an appropriate designation because the relational
problem involves the father, the mother, and the child. The
child is symptomatic due to feeling caught in the middle. In
the case of Stephanie, the parent–child relational problem
diagnosis would not be used because the child did get along
individually with each parent.

Parental Alienation
Parental alienation refers to a child’s reluctance or refusal to
have a relationship with a parent without a good reason.
Typically, the child has a false belief that the rejected parent
has been abusive or neglectful. Children with false beliefs
about events that never actually occurred may develop false
memories, that is, memories of non-events.33 In cases of
parental alienation, the false beliefs or false memories drive
strongly expressed contact refusal and hostility. In most
cases, parental alienation is created in the context of a high-
conflict separation or divorce by one parent’s indoctrinating
the child to unjustifiably dislike or fear the other parent. The
former is referred to as the preferred or alienating parent; the
latter as the rejected or target parent. In terms of severity,
parental alienation may be mild, moderate, or severe.15 Mild
parental alienation means that the child resists contact with
the target parent but enjoys the relationship with that parent
once parenting time is underway. Moderate parental alien-
ation means that the child strongly resists contact and is
persistently oppositional during parenting time with the
target parent. In cases of severe parental alienation, the child
persistently and adamantly refuses contact and may hide or
run away to avoid being with the target parent.

In some cases of parental alienation, the alienating parent
induces the child to say, believe, and falsely remember that
he or she was sexually abused by the target parent. In the
following vignette, the child was induced by her mother and
by psychotherapists to have a severe degree of parental
alienation, including false allegations of sexual abuse.

Case 4. When Tom and Mary divorced, Mary received
primary custody of their 3-year-old daughter. After 3
uneventful post-divorce years of normal visitation and

friendly relations, Mary initiated legal proceedings to
deny Tom normal visitation and voiced suspicions that
“something” had happened to their child. A court-
appointed psychologist found no evidence of any
abuse by Tom, and described a strong father–daughter
relationship. Unhappy with the opinion of the court-
appointed psychologist, Mary spent over $25,000 on
two therapists, whose progress notes indicated that
their sessions focused on trying to get the child to
accuse her father of abusing her. The child repeatedly
refused to accuse her father of anything worse than
making her eat vegetables. She repeatedly told the
therapists that she loved her father. After 60 therapy
sessions, the child finally began to make bizarre
accusations of sadistic sexual abuse against her father,
her father’s friends, and other adults. The sexual abuse
accusations led to the complete rupture of the father–
daughter relationship and two serious criminal
indictments against the father, which were ultimately
dropped by the district attorney. Nine years later, at age
16, the daughter said she never wanted to see her father
again.34(p126) Adapted from Bernet W, ed. Parental
Alienation, DSM-5, and ICD-11. Springfield, IL: Charles
C Thomas; 2010. Reprinted with permission of Charles
C Thomas.

Children who experience parental alienation almost al-
ways fulfill the definition for CAPRD; that is, the child is
affected by conflict between the parents, with the result of
forming an enmeshed relationship with one parent and
rejecting a relationship with the other parent. Depending on
the focus of clinical attention, other DSM-5 conditions may
be assigned in cases of parental alienation. If the focus of
clinical attention is on the impaired relationship between the
child and the target parent, the term “parent–child relational
problem” may be used. If the focus of clinical attention is on
the parent who caused the child’s parental alienation
through manipulation and indoctrination, the term “child
psychological abuse” may be used.

When the DSM-5 was in development, there was a pro-
posal to include parental alienation disorder as a new
diagnosis.34 In response, members of the DSM-5 Task Force
never said that they doubted the reality or the importance of
parental alienation. However, they concluded that parental
alienation did not meet the standard definition of a mental
disorder, that is, “the requirement that a disorder exists as an
internal condition residing within an individual” (Letter
from D.A. Regier, January 24, 2012). Task Force members
said that parental alienation should be considered an
example of a relational problem because it involves a
disturbance in the child’s relationship with one or both
parents.

Parental alienation is a term more frequently used in
forensic settings, where the psychiatrist or psychologist is
asked to determine a more objective “truth” than what
practicing clinicians are asked to assess. Practicing clinicians
deal with the beliefs of the child and know that there may be
distortions in those beliefs, but seldom are allowed the
intense evaluation of forensic mental health experts.
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However, it is important for both clinicians and forensic
practitioners to distinguish parental alienation (rejection of a
parent without a good reason) from realistic parental
estrangement (rejection of a parent for a good reason, such
as a history of abuse or neglect by that parent). There have
been concerns reported in the literature that acceptance of
the “parental alienation” construct may lead some clinicians
to discount a child’s true fears of a parent who has mal-
treated him or her.35,36 For this reason, the Relational Pro-
cesses Work Group recommended that it would be better
not to include parental alienation as a specific relational
problem but instead to use the appropriate broader category,
that is, CAPRD, parent–child relational problem (PCRP),
and/or child psychological abuse.

DIFFERENTIATING MALADAPTIVE FAMILY
PATTERNS
Although the 4 maladaptive patterns of family interaction
that illustrate the CAPRD diagnosis may overlap in features
and may co-occur in some families, it is important to un-
derstand how they differ from each other.

Intimate Partner Distress Versus Intimate Partner Violence
Although both IPD and IPV are commonly seen in clinical
samples, they may or may not be on a continuum. Having
verbal conflict with an adult partner or persistently avoiding
the partner is a very different matter from escalating to
violence. In addition, intermittent brief episodes of violence
in the context of arguments are a different “type” of IPV than
chronic, calculated, and pervasive control of the partner
through violence. The first is more amenable to treatment,
and the second is more likely to be associated with antisocial
personality disorder and to be refractory to treatment.37

Obviously, IPV involves a more serious level of dysfunc-
tion. IPD usually refers to difficulty resolving conflicts,
withdrawal of affection for the other person, or being
emotionally overinvolved with each other. IPD is thought to
range from 31% to 40% of the population in the United
States, depending on the method whereby it is assessed.38

IPV has several subtypes, which may or may not occur
together: intimate partner physical abuse, intimate partner
psychological abuse, intimate partner sexual abuse, and
intimate partner neglect. Thus, IPV can involve physical
force such as hitting, slapping, and biting; extreme psy-
chological manipulation such as threats to harm a loved
person or pet; or coercive sexual acts. Assessing rates of
IPV in the population is complicated by variability in
methodology, design, and definitions. The World Health
Organization collated studies from more than 50 countries
and found lifetime prevalence rates varying from 13% to
34%.37 Both IPD and IPV are risk factors for maladjustment
in the couple’s children; both IPD and IPV may cause
CAPRD.

Loyalty Conflict Versus Parental Alienation
The difference between loyalty conflict and parental alien-
ation is qualitative, that is, different methods of coping with

parental conflict. A child with a loyalty conflict puts mental
and emotional energy into maintaining a good relationship
with both parents. The child is not pretending but actually
feels an attachment to both parents, who are intensely
fighting with each other: when he is with his father, he loves
his father but misses his mother; when he is with his mother,
he loves his mother but misses his father. The child is tasked
with loving two people who do not love each other. That
scenario evokes cognitive dissonance, which causes
discomfort and anxiety.39 The child may resolve the anxiety
by aligning with one parent against the other, especially if
one parent is able to successfully manipulate the child into
believing that the other parent was abusive or neglectful.
Although that is not an adaptive or healthy solution in the
long term, adopting a pattern of parental alienation does
solve the child’s immediate problem of being caught be-
tween warring parents. We describe the difference between
these two conditions as “qualitative” because there is a clear
difference between the two mental processes: maintaining
two conflicting thoughts simultaneously (a loyalty conflict)
as opposed to strongly endorsing affection for one parent
and strongly denying affection for the other parent (parental
alienation).

Both loyalty conflicts and parental alienation may be
designated as CAPRD when they become a focus of clinical
attention. However, it is critical to assess whether there is
IPV and/or child maltreatment involved before designating
a child as having parental alienation. A child may quite
rationally decide not to have a relationship with a parent
who perpetrates violence (either to the child or other family
members), and this should not be designated as parental
alienation. If there is no occurrence of IPV or child
maltreatment, the primary distinction between a loyalty
conflict and parental alienation is in the mental state of the
child, that is, trying to maintain affection for both parents
versus enmeshing with one parent and totally rejecting the
other parent. There may also be a difference in the cause of
those two conditions, in that the external stressor prompting
parental alienation (active indoctrination of one parent
against the other) is usually more intense than the cause of a
loyalty conflict (e.g., both parents vying for the child’s
affection).40 If one parent does actively disparage the other
to the child, and if the disparagement is distorted in
magnitude or content, this may be designated as psycho-
logical abuse toward the child.

The idea that unusually intense loyalty conflicts may
evolve to parental alienation was explained more than 20
years ago by a German child and adolescent psychiatrist.
Klosinski wrote,

A child can figuratively become paralyzed when caught
in a conflict of loyalties toward his or her parents and can
no longer bear the ambivalence of power and helpless-
ness and the accompanying feelings of guilt..[A]
frequently observed defensive reaction of the child is a
sudden and exaggerated taking of sides with one parent
and a turning against the other: resorting to unrealistic
black and white, good and bad dichotomous
thinking.41(p561)
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Although Klosinski described the phenomenon of
parental alienation, he did not use that term, which had been
introduced several years previously by Gardner.42

Parental Alienation Versus Parental Estrangement
The primary symptom in both parental alienation and
parental estrangement is the child’s refusal to have a rela-
tionship with one of his parents, sometimes called contact
refusal or visitation refusal. In parental estrangement, there
is a good reason for the contact refusal, such as a history of
abuse or neglect by the rejected parent. In parental alien-
ation, on the other hand, the child’s contact refusal lacks
legitimate or rational justification, but instead is driven by
the false belief that the rejected parent is evil, dangerous, or
not worthy of his time and affection. Estrangement is
considered a rational response to an unhealthy situation
(avoiding a relationship with an abusive parent), whereas
alienation is usually a maladaptive mental condition
(extremely oppositional behavior due to a false belief).
However, depending on the family circumstances, both
parental estrangement and parental alienation may occur in
the context of CAPRD.

In a clinical or forensic evaluation, it may be difficult to
distinguish alienation from estrangement. Determining
when a child’s negative feelings about one parent are
rational or irrational is more often than not quite chal-
lenging. In some respects, the process is similar to differen-
tiating a non-bizarre delusion from a persistent, justified
worry. Proposed methods for distinguishing alienation from
estrangement (beyond the scope of this article) have been
described by several authors.30,43,44

It is remarkable that abused children frequently remain
attached to their abusive parents, whom they might perceive
as charming and charismatic. Through various mental pro-
cesses, maltreated children persist in fearing, loving, hating,
being dependent on, and longing for the love and acceptance
of their abusive and neglectful mothers and fathers.45,46 As a
result, a maltreated child may have ambivalent feelings to-
ward the abusive parent; however, the alienated child
almost always has highly negative attitudes toward a non-
abusive parent. It is counterintuitive that an alienated,
nonabused child may be more negative toward the rejected
parent than a child who was actually abused.

Child Affected by Parental Relationship Distress Versus
Parent–Child Relational Problem
Both CAPRD and PCRP are relational problems in the DSM-
5. These relational problems may or may not occur together.
The criteria for a PCRP are more fleshed out in the DSM-5,
and indeed there has been a field trial of those criteria
yielding good interrater reliability.47 It is methodologically
easier to establish criteria for a dyadic relationship, for
example, a parent and child, than a triadic relationship, such
as CAPRD. It is possible that a child may only have a
difficult relationship with one parent and relate well to the
other parent. It is also possible that the child may have a
good relationship with each parent but still react to the
conflict between them (e.g., in the scenario for a loyalty

conflict). Thus, the clinician should choose either or both of
those terms that help to identify risk factors for the child’s
symptoms when formulating a case. When billing, the
clinician should choose the relational problem that they are
focusing on in treatment with the child.

DISCUSSION
CAPRD is a concept that clinicians and research personnel
will find useful once they become familiar with its meaning,
scope, and implications. For research in this area to proceed,
use of the more stringent definitions for intimate partner
maltreatment and intimate partner relationship distress,
found in the DSM-5, may be helpful in ascertaining whether
either of those problems are occurring in the parents of
children presenting with health complaints. The World
Health Organization is currently testing these definitions in
a large, multinational field study to assess cultural relevance
in low-, middle-, and high-income countries, as well as
whether these definitions add additional clinical utility.48

Clinical treatment studies for children with specific disor-
ders, for example, anxiety, depression, or disruptive
behavior disorders, can assess outcomes using the occur-
rence of current or past IPD or IPV in parents as covariates,
to see whether presence of CAPRD affects treatment
outcome. Further treatment studies may contrast the treat-
ment of the parental relationship problem in addition to
treatment of the child, as compared to treatment of the child
alone. In adults with major depression, the presence or
absence of IPD has been shown to affect treatment outcomes
and has led to recommendations for couples therapy in
addition to individual therapy or medications if IPD is pre-
sent.49 Finally, screening for parental distress or maltreat-
ment may be accomplished preventively during well-child
checkups. If there are relational problems involving the
parents, randomization to couples therapy or treatment as
usual and tracking child mental health outcomes could test
whether changing this risk factor may prevent onset or
progression of child mental health problems.

With regard to clinical practice, CAPRD can be used to
identify several different responses that a child might have to
interparental conflict, interparental violence, or parental
efforts to triangulate a child into taking his or her side against
the other parent. Children faced with these parental diffi-
culties may develop or have exacerbated psychological
symptoms, physical reactions, an internal conflict, or an un-
warranted behavioral rejection of a relationship with a parent.
Unlike the more familiar DSM-5 diagnoses that focus solely
on symptoms exhibited by children, CAPRD identifies the
context, often the precipitating cause, of the child’s symp-
toms. Identifying this contextual component to the child’s
presentation can lead to a more comprehensive treatment
plan. Prevention programs may well target reduction of
exposure of the child to interparental conflict as a way of
minimizing a variety of adverse outcomes for children.

CAPRD, like other conditions included in the section on
“Relational Problems” in the DSM-5, purports an additional
paradigm for mental health practitioners to consider.
This section tries to define reliably common environmental
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contexts of key relationships that appear to lead to or exac-
erbate a variety of adverse mental health outcomes. Coding
this context in a standardized and reliable manner is one
method of helping to understand heterogeneity among
individually based disorders. For example, a child suffering

from major depression in the context of CAPRD may have a
different illness from a child who is depressed within a calm
and supportive home environment. Coding CAPRD when it
is present may help to distinguish differential outcomes for
children with similar symptom constellations. Although
CAPRD is new and not yet well understood, it deserves the
attention of mental health professionals who work with
children, adolescents, and families. &
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