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The behavioral and social -emotional consequences of Parent-Child Interaction Therapy (PCIT) were
examined in 17 studies of preschool-age children identified as exhibiting adisruptive behavior disorder.
These studies included 628 children, 368 of whom participated in parent-child interaction therapy.
Study findings revealed that involvement in PCIT results in statistically and clinically significant
improvements in child behavior functioning. While there is some evidence that PCIT positively
impacts socia -emotional development, thisevidenceisless compelling. Implicationsfor practice are
described in terms of core relationship-building and discipline skillsthat parents should implement in

order to optimize child behavior functioning.

Purpose

The American Psychological Association’s Division
12 Task Force on Effective Psychosocial Interventions
recently designated Parent-Child Interaction Therapy
(PCIT) asa“probably efficacioustreatment” for children
with conduct problem behavior (Brestan & Eyberg, 1998).
The primary purpose of thisresearch synthesisisto verify
the effectiveness of PCIT for improving the behavior of
young children exhibiting disruptive behavior disorders.
In addition, the research synthesiswill examineempirical
findings regarding child social-emotional outcomesresullt-
ing from participationin PCIT.

The conduct of the synthesis is guided by a frame-
work that focuses on the degreeto which variationsin the
PCIT intervention are associated with variations in be-
havioral and social-emotional outcomes (Dunst, Trivette,
& Cutspec, 2002). In general terms, a practice-based re-
search synthesis differsfrom moretraditional meta-analy-
ses by systematically examining and unpacking the char-
acteristics of practices that are related to differences in
outcomesor consequences. Specificaly, thistype of analy-
sisfocuses more on an understanding of how the same or
similar characteristicsexert the sameor similar observable
effects and not solely on statistical or observation-based
relationships between or among these variables.

Background

Disruptive behavior in preschool-age children isthe
most common reason for referral to child mental health
services (Kazdin, 1995; Schuhmann, Durning, Eyberg, &

Boggs, 1996). Recent studies have reported prevalence
rates as high as 23% for clinically significant disruptive
behavior among toddlers (O’ Brien, 1996). In addition to
its high prevalence, disruptive behavior exhibits a high
degree of stability over time if not treated (Campbell &
Ewing, 1990; Lahey et a., 1995; Rose, Rose, & Feldman,
1989). Disruptive behavior disorders of early childhood
pose significant challenges—not only for the affected
child, but also for their family and for society asawhole.
The presence of disruptive behavior disorders in young
children appearsto be acommon pathway for awiderange
of psychiatric disordersin adolescence and adulthood, as
well asfor delinquency and criminal behavior (Farrington,
1995).

Giventheenormouspotential long-term societal costs
of childhood disruptive behavior disorders, the need for
early intervention is strongly indicated. The preschool
years appear to be an optimal time for treating disruptive
behavior disorders for several reasons. First, behavior
problemsin young children arelessentrenched relative to
older children and, second, parents have more of an influ-
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ence on their child's behavior at this young age (Capage,
Foote, McNeil, & Eyberg, 1998). In addition, available evi-
dence suggeststhat interventions are more effective with
this population at the preschool agevs. later ages(Dishion
& Patterson, 1992; Ruma, Burke, & Thompson, 1996).

The prominent role of dysfunctional parent-childin-
teraction in the devel opment of disruptive behavior prob-
lems (Campbell, 1997; Olson, Bates, & Bayles, 1990;
Patterson, 1982) suggeststhe need for interventionsaimed
at modifying the contingencies that shape these dysfunc-
tional interactions. Parent-Child Interaction Therapy
(PCIT) represents one suchintervention. PCI T wasdevel-
oped by Sheila Eyberg at the Oregon Health Sciences
University asatreatment for behaviorally disturbed pre-
school children and their families (Eyberg & Robinson,
1982). It employs a two-stage treatment approach, based
on Hanf’s model of parent management training (Hanf,
1969). The development of PCIT was influenced by
Baumrind’sresearch on the authoritative parenting style—
one in which parents are both highly responsive and
highly demanding (Baumrind, 1967). Thislineof research
demonstrated that young children whose parents do not
adequately meet the child’sdual needsfor nurturance and
limits are likely to exhibit poor outcomes. In addition to
socia-learning theory, the conceptual foundation of PCIT
isbased on attachment theory (Ainsworth, 1969). Attach-
ment theory posits that young children whose parents
demonstrate a high degree of warmth, responsiveness,
and sensitivity totheir signalsaremorelikely to develop a
secure working model of their relationships with others
and to develop more effective emotional regulation.

Therefore, PCIT drawsupon both social-learning and
attachment theories in order to modify maladaptive par-
ent-child interactions into ones that characterize authori-
tative parenting. Parents are taught one specific set of
skills that promote a nurturing and secure relationship
with their child and a second set of skills designed to
increasethe child's prosocial behavior and decrease nega-
tivebehavior (Neary & Eyberg, 2002).

Description of the Practice

PCIT isanintensiveintervention that involvestrain-
ing parentsin behavioral management techniques within
a play-therapy context using a combination of didactic,
modeling, and interactive coaching techniques. A critical
element of PCIT is that the practitioner works with the
parent and child together during the majority of thetreat-
ment sessions, since the emphasisison changing interac-
tion patternswithin the dyad. Another defining character-
istic of thisinterventionis“live” coaching, in which the
practitioner provides parents with immediate feedback
while observing parent-child interactions behind a one-
way mirror and communicating to the parent viaabug-in-
the-ear device. Assessment is another key characteristic

2

of PCIT, sinceit guidesclinical decision making through-
out the course of treatment. A number of assessment in-
struments have been devel oped specifically asaresult of
PCIT. The most prominent of these instruments is the
Dyadic Parent-Child Interaction Coding System-11 (DPICS-
Il; Eyberg, Bessmer, Newcomb, Edwards, & Robinson,
1994). The DPICS 11 isabehaviora observation coding
system that is used to measure the frequency of specific
parent skills at the start of each session. Parentsand prac-
titioners review graphs of DPICS-II data each week to
evaluate progress towards skill mastery and to decide
which skills need further attention (Herschell, Calzada,
Eyberg, & McNeil, 2002a).

Typicaly, PCIT isconducted in weekly 1-hour treat-
ment sessions. Each of thetwo phases of PCIT (described
below) begins with a didactic session that parents attend
alone. During this session, the practitioner introducesthe
skill set to be learned for that phase and engages the
parent in a role-play during which the parent begins to
practice the skills. Subsequently, the parent and child at-
tend coaching sessions, during which parents are coached
in the application of the skills as they interact with their
childinaplay setting. At the beginning of each coaching
session, the practitioner reviews homework from the pre-
vious week and observes the parent in a standardized 5-
minute play situation using the DPICS-11. During thisob-
servation period, the practitioner codes the frequency of
the particular skills that the parent is in the process of
learning so that skills requiring further practice can be
identified.

PCIT is divided into two distinct treatment phases:
Child-Directed Interaction (CDI) and Parent-Directed In-
teraction (PDI). Parents typically receive instruction in
CDI skillsfirst. Thisset of traditiona play-therapy skillsis
intended to strengthen the parent-child relationship and
increase the child’'s prosocial behaviors. Once CDI skills
are mastered, the parent receivesinstructionin PDI skills.
These skills consist of behavior modification/discipline
techniques designed to decrease negative child behavior.
Therationale for implementing CDI first isthat children
will be less resistant to the limits and rules that parents
will begintoimpose onthem during PDI if theserulesare
applied in the context of the positive relationship that is
established during CDI (Neary & Eyberg, 2002).

In addition to practicing newly learned skills during
the treatment sessions, parents are instructed to practice
CDI/PDI skills between sessions in order to hone their
skills. Ideally, practitioners should avoid using atime-lim-
ited treatment method (i.e., apre-set limit to the number of
sessions) and, instead, employ a criteria-based treatment
method in which advancement through phases and treat-
ment termination isbased on when the parent has achieved
a specified level of skill mastery. When a criteria-based
method is used, the averagelength of PCIT treatment is 12
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sessions (Rayfield, Monaco, & Eyberg, 1999). Inresearch
studiesthat utilize apre-set session limit (in order to stan-
dardize treatment across participants or reduce study
costs), the session limits are typically set at seven CDI
and seven PDI sessions. Themajor skillsto belearned in
the CDI and PDI phases of PCIT are described below.

Child-directed interaction. In this phase, the parent
and child engagein “ special play time,” during which par-
ents are instructed to allow their child to lead the play
session. Parentsare also instructed to avoid asking ques-
tions, giving commands, or criticizing the child. Instead,
parentsare coached in theimplementation of PRIDE sKills:
(1) Praise appropriate behavior (e.g., “I like the way you
are playing so gently with thetoys.”), (2) Reflect appro-
priatetalk (e.g., Child: “I liketo play with blocks.” Parent:
“Theseblocksarefun.”), (3) I mitate appropriate play (e.g.,
parent draws circles on a piece of paper after achild per-
formsthe same action), (4) Describe appropriate behavior
(e.g., “You aremaking atower.”), and (5) be Enthusiastic
(e.g.,“YOuREALLY arebeing gentlewiththetoys!™). Par-
ents are instructed to utilize these skills at an extremely
high frequency rate during special play time. During this
phase, parents are also taught to selectively ignore inap-
propriate behaviorsthat do not place the child inimmedi-
ate danger.

Appropriate toys for CDI include those that encour-
age creativity (such as constructional toys) and that are
developmentally appropriate for the child. Toys that are
messy (e.g., paint), conducive to aggressive play (e.g.,
guns), or have preset rules (e.g., board games) are avoided
(Rayfieldetal., 1999).

Typical criteriafor CDI skill mastery requirethat the
parent emit at least 10 behavioral descriptions, 10 reflec-
tions, and 10 labeled praises during the course of a 5-
minute CDI observation. Additionally, total commands,
criticisms, and questions must be no more than three dur-
ing the observation period (Herschell et al., 2002a). Once
these criteria are met, the PDI phase of treatment isiniti-
ated.

Parent-directed interaction. In this phase of PCIT,
parents are instructed on how to give clearly stated com-
mands and to systematically deliver a consequence fol-
lowing every instance of child compliance or noncompli-
ance. Parents are taught to give commandsthat are direct,
specific, age-appropriate, positively stated, and respect-
ful/calm. In addition, commands are only given one at a
time and only when necessary. The rationale for a com-
mand isalso explained either beforethey are given or after
they are obeyed.

First, the child is taught to comply with simple in-
structions during “minding exercises’ (e.g., “Please put
thered crayon in my hand.”). Asthe child becomes more
accustomed to these simplistic commands, more*“ real-life”
commands areintroduced (e.g., “ Please pick up thecrayon
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that you dropped.”). Parents are coached to provide a
specific praise following child compliance (e.g., “ Thank
you for picking up the crayon. Because you listened to
me, you do not haveto go to time-out. We will keep play-
ing."”). If the child refuses to comply with the command,
the parent givesasingle reminder that the child must obey
or go to the time-out chair. If the child does not comply
within 5 seconds, the parent administersahighly special-
ized and effective time-out procedure (time-out chair) in
which time-out does not end until the child complieswith
the parent’s original command. A backup for time-out is
utilized to eliminate unacceptabl e time-out behavior (e.g.,
a“time-out room”).

ThePDI procedure followsan agorithm that parents
aretaught to follow precisely (see Neary & Eyberg, 2002).
Practitioners provide adiagram with specific wordsto use
when implementing the steps of the time-out procedure.
Parentsinitialy practicethe PDI skillsat homeduring 5-10
minute daily clean-up sessionsfollowing the 5-minutedaily
CDI practice sessions. Over the course of time, parents
extend their commands to other times of the day.

Typical criteriafor PDI skill mastery require that par-
entsgive at least four commands, of which 75% must be
“effective” (e.g., direct, positively stated, etc.) withina5-
minute PDI observation period. In addition, parents must
demonstrate at least 75% correct follow-through after ef-
fectivecommands (i.e., labeled praise after complianceand
warning after noncompliance). Finally, if atime-out occurs
during the observation period, the parent must success-
fully follow through with the time-out procedure and the
interaction must terminate with compliancetotheoriginal
command (Herschell et d., 2002a).

Search Srategy

Search Terms

Identification of relevant studies was accomplished
by using the keywords parent-child interaction therapy,
parent child interaction therapy, and PCIT. An author
search (Sheila Eyberg) was also conducted.

Sources

A computer-assisted bibliographic search was con-
ducted using: Psychological Abstracts (PsycINFO), Edu-
cational Resources Information Center (ERIC) database,
Sacial Science Citation Index (SSCI), MEDLINE, The
Cochrane Database of Systematic Reviews, The Cochrane
Database of Abstracts of Reviews of Effectiveness, The
Cochrane Controlled Trials Register, Cumulative Index to
Nursing andAllied Health Literature (CINAHL), InfoTrac
Expanded Academic ASAP, Academic Search Elite, and
Books in Print. An online search via the Google search
engine was also conducted. |n addition, the tables of con-
tentsfor all 2002 issues of fivere evant journal swere manu-
aly searched in an attempt to retrieve sources that may
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not have been identified by bibliographic searches, due
to their recent publication date. The reference lists of all
acquired sources were also reviewed in order to locate
additional sources that may have been omitted from the
bibliographic search findings. Finally, a bibliography of
PCIT literaturelocated at the University of Florida's Child
Study Lab was also reviewed.

Sdection Criteria

Studies were included in the research synthesis if
they met al of the following criteria: (1) the focus of the
study was to establish the effectiveness of PCIT for chil-
dren with disruptive behavior disorders; (2) the study
samplewas comprised primarily of preschool-age children
(ages 2 through 5) at the time of baseline assessment; (3)
the PCIT intervention was described in sufficient detail to
ascertain that the intervention applied in the study was
thesameintervention described in the Description of Prac-
tice section of the synthesis; (4) children in the study
sample exhibited a disruptive behavioral disorder as evi-
denced by aDSM diagnosis of Oppositional Defiant Dis-
order (ODD), Conduct Disorder (CD), and/or Attention-
Deficit Hyperactivity Disorder (ADHD), or by scoringin
theclinical range onthe Eyberg Child Behavior Inventory
(ECBI; Eyberg & Ross, 1978) Problem Scaleand Intensity
Scale; (5) the study included at |east one child-level be-
havioral or socia -emotional outcome measure.

Exclusion criteria

It was necessary to exclude certain studies that ap-
peared to have met al of theinclusion criteriaduring the
initial phase of the search process. Close inspection of
these studies reveal ed certain characteristics of the PCIT
intervention that differed significantly from the standard
PCIT implementation methodol ogy so asto warrant their
exclusion. Specificaly, excluded studies were those in
whichthe PCIT intervention was administered viaagroup
didactic format (as opposed to apractitioner working one-
on-onewith aparent/child dyad) (e.g., Pollock, 1996) and
those in which the PCIT intervention omitted either the
CDI or PDI phase(e.g., Sosna, 1992).

Sear ch Results

A total of 17 studies met the selection criteria and
were included in the research synthesis. Thirteen studies
were published in peer-reviewed journals, three studies
were unpublished dissertations, and the remaining study
was obtained from the University of Florida's Child Study
Lab website.

It should be noted that two of the studies in this
synthesis constitute follow-up investigations of original
studies that are also contained within the synthesis. Spe-
cificaly, the Eyberg et a. (2001) study presentsfollow-up
data on a subset of families who participated in the
Eisenstadt, Eyberg, McNeil, Newcomb, and Funderburk
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(1993) study. Similarly, the Funderburk et al. (1998) study
presents follow-up data on a subset of families who par-
ticipated in the McNeil, Eyberg, Eisenstadt, Newcomb,
and Funderburk (1991) study.

Participants

Tables1 and 2 summarize, respectively, the character-
istics of both the child and parent study participants. The
17 studiesincluded 628 children, of whom 368 underwent
PCIT and 260 served as control participants. Asseenin
Table 1, participant drop-out rates were highly variable,
ranging from 0% to 53% for pre-post assessmentsand 0%
to 55% for follow-up assessments.

Children’'s gender was reported in 16 (94%) of the
studies. Thevast majority of child participantswere male
(mean of 86% across studies). Participants’ age at pre-
treatment assessment ranged from 2 to 8 years across
studies, with amean age of 4.6 years (average of reported
study means) across the 16 studies that provided infor-
mation on child age.

Child participants were defined as exhibiting a dis-
ruptive behavior disorder using one of three methods: (1)
scoring intheclinical range on the Eyberg Child Behavior
Inventory (ECBI; Eyberg & Robinson, 1982) (five stud-
ies); (2) meeting DSM criteria for Oppositional Defiant
Disorder (five studies); or (3) meeting DSM criteria for
either Oppositional Defiant Disorder, Conduct Disorder,
or Attention-Deficit/Hyperactivity Disorder (seven stud-
ies). Nineteen (19) percent of child participants met dis-
ruptive behavior disorder criteriaviaMethod 1, 29% met
criteriaviaMethod 2, and 52% met criteriaviaMethod 3.
Examination of Table 1 reveal sthat participants assessed
viaMethod 3 frequently exhibited multiple comorbid dis-
ruptive behavior disorder diagnoses.

Descriptiveinformation about the families participat-
ing in the study was not always provided (see Table 2).
From the information that was available, it appears that
thevast mgjority of familieswere Caucasian (70%to 100%
across studies) and approximately half of the parentswere
married. Thelimited information regarding family income/
SES that was available suggested that these were typi-
cally low-income familiesin which the parentswere high
school graduates.

Only 10 (59%) of the studies specified which parent
participated inthe PCIT intervention. In most cases, PCIT
wasimplemented with the mother only (70% acrossthe 10
studies), whilein 30% of cases, both parentswere partici-
pantsinthe PCIT intervention. Almost all studiesreported
participant attrition rates for the pre- to post-treatment
assessment, as well as for follow-up assessments when
studies utilized alongitudinal design.

Resear ch Designs
Table 3 summarizesthe research design employed by
each study. Two studies (12%) used single-participant
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designs (Bahl, Spaulding, & McNeil, 1999; Borrego,
Urquiza, Rasmussen, & Zebell, 1999), whiletheremaining
studies (88%) used a between- and within-group design.

Single-participant designs. Both studies employing
single-participant designs used apre-treatment (O,), treat-
ment (X), post-treatment (O,) design. Both studiesincor-
porated a longitudinal follow-up assessment component
with either one(O,) or two (O,, O,) follow-up assessments.
L ength of time between post-treatment and first follow-up
ranged from 1 to 5 months. For the study that included
two follow-up time points, length of time between post-
treatment and second follow-up was 16 months.

Group designs. Among the studies utilizing a group
design, avariant of the O, XO, within-group design was
used in six studies (40%). One of these studies incorpo-
rated two longitudinal follow-up assessmentsat 12 and 24
months (Eyberg et d., 2001) and ancother employed asingle
follow-up assessment at 1.5 months (Eisenstadt et al.,
1993).

Therewere nine group design studies (60%) that com-
bined between-group contrastswith O,XO, within-group
comparisons. Of these, four compared aPCIT group to a
group of waitlist control participants (Brestan, Eyberg,
Boggs, & Algina, 1997; Eyberg, Boggs, & Algina, 1995;
McNeil, Capage, Bahl, & Blanc, 1999; Schuhmann, Foote,
Eyberg, Boggs, & Algina, 1998), one compared a PCIT
group to a group receiving alternative treatment (Terao,
1999), two compared aPCIT group to asocial-validation
group(s) comprised of participants who did not exhibit
disruptive behavior disorder (Funderburk et al., 1998;
McNeil et al., 1991), one compared aPCIT group to both a
waitlist control group and asocial-validation group (Nixon,
2001), and one compared a PCI T-Standard |mplementa-
tion group to a PCI T-Abbreviated |mplementation group,
a waitlist control group, and a social-validation group
(Nixon, Sweeney, Erickson, & Touyz, 2003). Random as-
signment to groups occurred in all studies with awaitlist
control group, but not in studies employing an alterna-
tive-treatment group or asocial-validation group.

Only 4 of the 9 between-within group design studies
(44%) implemented alongitudinal follow-up component
(Funderburk et al., 1998; Nixon, 2001; Nixon et a., 2003;
Schuhmann et a., 1998). Length of time between post-
treatment and first follow-up ranged from 4 to 12 months.
For the study that included two follow-up assessments
(Funderburk et al., 1998), length of time between post-
treatment and second follow-up was 18 months.

In 77% of studies that employed outcome measures
that require observational coding, interrater reliability data
was also presented. Most of the time (54%), individuals
serving as observational coders were blind to group as-
signment and intervention stage (i.e., pre- vs. post-treat-
ment).
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Characteristicsof PCIT Intervention

The settings in which PCIT was delivered included
university-based psychology clinics, hospital-based clin-
ics, and community mental health centers. Inthe vast ma-
jority of cases, the practitioner serving asthe PCIT practi-
tioner was a doctoral-level clinical psychology graduate
student or psychology intern who had undergone exten-
sivetraining in theimplementation of theintervention. In
one study (Switzer, 1997), master’s-level psychologists/
socia workers employed by a community mental health
center served as practitioners.

With two exceptions, all studiesreported engaging in
weekly treatment sessions that were one hour in length.
Inthe Nixon (2001) and Nixon et a. (2003) studies, weekly
sessions ranged from 1 to 2 hours in duration. In al but
two studies, thetraditional phase sequence (i.e., CDI fol-
lowed by PDI) was utilized. In the study conducted by
Eisentstadt et al. (1993) and its corresponding follow-up
study (Eyberg et al., 2001), aprimary focus of theinvesti-
gation wasto determinewhether phase sequence impacted
treatment effectiveness. Therefore, half of the participants
received thetraditional phase sequence, whiletheremain-
ing half received the PDI component first. Because phase
sequence manipulation only resulted in minor differences
between groups, both studies combined the data and re-
ported on treatment outcome for the group as awhole.

Selected characteristics of the PCIT intervention
implemented in each study are presented in Table 3. Five
studies (29%) utilized acriteria-based treatment method in
which the number of PCIT sessionsvaried acrossfamilies
and was based on the speed at which parents demon-
strated mastery of CDI/PDI skills. Theaverage number of
sessions for criteria-based studies was 12.6. In the re-
maining studies (71%), the researchersinstituted atime-
limited treatment method in which apredetermined num-
ber of treatment sessions were implemented uniformly
across participants. In most of the time-limited studies,
the number of sessions was set at 14, which is greater
than the average number of sessions for criteria-based
studies. Therefore, it is assumed that this liberal number
of predetermined sessions would be sufficient to allow
participantsto achieve mastery of CDI/PDI skills.

Treatment fidelity. Someform of clinician-level, treat-
ment-fidelity information wasreported in nine (53%) stud-
ies. In some cases, the authors simply indicated that prac-
titioners used atreatment manual containing session-con-
tent outlinesto ensurefidelity to treatment. In other cases,
clinicianswererequired to complete checklists document-
ing adherence to treatment-manual session content. The
most compelling form of treatment-fidelity dataoccurred
in studies in which an independent observer coded vid-
eotapes of sessions to establish degree of adherence to
treatment-manual session content (Brestan et a., 1997;



Eyberg et al., 1995; Nixon et al., 2003; Schuhmann et al.,
1998).

Nine studies (53%) provided evidence of treatment
fidelity with regard to the parent’ simplementation of CDI/
PDI skills. Thisevidencetook theform of required comple-
tion of daily homework monitoring sheets, required mas-
tery of predetermined criteriaas observed during sessions,
the documentation of significant pre-post treatment dif-
ferences in targeted parent skills (i.e., increased praise,
decreased commands), and the presentation of graphical
trends that illustrate increases/decreases in targeted par-
ent behavior frequenciesacrosstime. DPICSor DPICSH|
data(Eyberg et a., 1994; Eyberg & Robinson, 1983) were
typically used to assess the degree of parent implementa-
tion of CDI/PDI skills.

Outcomes

Although most studies included parent-level out-
comes (e.g., parenting stress, locus of control), these out-
comes are omitted dueto theresearch synthesis' focuson
child-level outcomes. Child behavioral outcomes were
measured in 65% of the studies, while 35% of the studies
measured both behavioral and social-emotional outcomes.
Table 3 provides a summary of the specific child-level
outcome measures used in these studies.

Behavioral outcomes. The instruments used to as-
sess behavioral outcomes encompass a range of data-
collection methods (self-report, behavioral observation,
structured clinical interview) and arange of respondents
(parents, teachers, study personnel). The vast majority of
these measureswere standardized instrumentswith docu-
mented psychometric properties, although afew werecre-
ated by the authors specifically for usein their investiga-
tion.

The behavioral outcomes assessed by these instru-
mentsinclude parent and teacher reports of behavior prob-
lem frequency and intensity, parent and teacher reports of
inattention/hyperactivity, rates of observed compliance,
and rates of observed negative behavior/verbalizations.
In addition, severa studies examined the percentage of
children meeting diagnostic criteriafor disruptive behav-
ior disorder at post-treatment and follow-up assessment.

Social-emotional outcomes. The measures used to
assess socia-emotional outcomes also varied in terms of
information source (child, parent, teacher, study person-
nel) and methodol ogy (observation and self-report). These
measures also tended to be commonly used instruments
with known psychometric properties. The social-emotional
outcomes assessed by these measuresinclude child-rated
self-esteem, non-verbal affection displayed between par-
ents and children, teacher-rated social competence, and
parent-rated disposition/temperament and hostility/with-
drawal.

SynthesisFindings

Table 4 summarizes the findings regarding the child
behavioral and social-emationa consequences of PCIT
reported across studies. In addition, the table contains
information regarding the degree to which change in be-
havior and/or social-emotional status was demonstrated
tobeadirect result of the PCIT intervention (i.e., specific-
ity). There was considerabl e variation acrossthe 17 stud-
iesregarding the specificity of documenting the appropri-
ateimplementation of (a) treatment (i.e., therapists adher-
ing to session-content guidelines) and (b) CDI/PDI skills
(i.e., parents skill mastery).

For the purposes of this research synthesis, studies
that lacked data demonstrating parent’s mastery of CDI/
PDI skillswere categorized ashaving Low Specificity (N =
8, 47%). Studiesthat provided evidence of parent’s mas-
tery of CDI/PDI skills, but did not report any practitioner
treatment-fidelity procedures were categorized ashaving
Moderate Specificity (N = 3, 18%). Finally, studies that
provided data regarding both appropriate practitioner
treatment delivery and parent skill mastery were classified
asHigh Specificity studies (N = 6, 35%). Thelatter studies
provided the strongest evidence that change in behav-
ioral/social-emotional outcomesare adirect consequence
of the PCIT intervention.

Results

Behavior change. Some form of positive child be-
havior change was documented in all of the studies. Most
studies (76%) implemented multiple measures of child be-
havior change, whereas four studies (24%) relied on a
single measure. The most commonly reported behavioral
consequencesof PCIT included: (1) areduction of parent-
[teacher-rated intensity/frequency of behavior problems
(reported in 94% of studies), (2) anincreasein clinic-ob-
served compliancerates (reported in 53% of studies), (3) a
reduction in inattention/hyperactivity as measured by
parent/teacher report or classroom observation (reported
in 29% of studies), (4) adecreasein clinic-observed nega-
tive behavior such aswhining/crying (reported in 24% of
studies), and (5) areduction in the percentage of children
who qualify for aDSM diagnosis of disruptive behavior
disorder (reported in 24% of studies).

Theimprovements from pre- to post-treatment were
statistically significant across all studies, and clinically
significant (i.e., scores moved from the clinical range to
the normal range) in 14 (82%) studies. For studies that
compared PCIT participants against awaitlist or aterna-
tive-treatment control group, the PCIT participants exhib-
ited significantly greater behavioral improvements rela-
tiveto the control group. Furthermore, 6 of the 8 longitu-
dinal studies (75%) reported that behavioral gains ob-
tained at the time of post-treatment were maintained
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through all follow-up periods.

Social-emotional change. Six of the 17 studies (35%)
included some measure of child-level, social-emotiona
change. The Eisenstadt et al. (1993), Eyberg and Robinson
(1982), McNell eta. (1991), and Nixon (2001) studieseach
presented origina data, whilethe Eyberg et a. (2001) study
presented longitudinal follow-up data from the original
Eisenstadt et al. (1993) investigation. Similarly Funderburk
et al. (1998) presented longitudinal follow-up dataon the
origind McNell et al. (1991) investigation. Improvement in
social-emotional status from pre- to post-treatment was
reported in all of thefour studies presenting original data.
Of thetwo “original data” studiesthat employed acontrol
group, one study reported differential rates of improve-
ment between groups favoring the PCIT group (Nixon,
2001). Follow-up assessments (Eyberg et al., 2001;
Funderburk et al., 1998; Nixon, 2001) indicated that, witha
few exceptions, post-treatment gainsin social-emotional
development were not maintained over time.

Rival Explanations

A number of rival explanationsmight explainthe posi-
tivefindingsreported by study authors. Asaconsequence
of thegenerally high quality of theresearch designs, how-
ever, many of theserival explanations can be refuted.

The possibility of maturation accounting for pre-post
treatment improvementsin behavioral functioning is miti-
gated by strong evidence in the literature that disruptive
behavior disorders do not spontaneously remit over time
if untreated (e.g., Campbell & Ewing, 1990). In addition,
the inclusion of a control group(s) in 53% of the studies
serves to separate the effects of maturation and treat-
ment. Participant mortality or attrition could also explain
positivefindings. Significant attrition posed aproblem for
5 of the 17 studies reviewed in this synthesis. However,
themajority of these studiesreported alack of differences
on demographic characteristics and/or symptom severity
measures across treatment dropouts and compl eters.

The demand characteristics of the treatment-outcome
study may haveresulted in observer or rater bias, sinceall
of the outcome measures involved the use of self-report
and experimenter observation methods. The typical em-
ployment of multiple outcome measures utilizing multiple
methods of data gathering within studies serves to at-
tenuate concerns that positive findings are simply the
result of observer/rater bias. Furthermore, observational
data coders weretypically blind to group assignment and
intervention stage (i.e., pre- vs. post-treatment), thereby
minimizing the probability of observer biasin the clinic
setting.

Because a number of studies selected participants
for inclusion in the study based on highly elevated scores
on the ECBI, documented improvements using this mea-
sure may be a product of regression to the mean. How-
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ever, several studiesreported aclear differential improve-
ment on the ECBI between a PCIT group and awaitlist/
aternative-treatment control group, which provides evi-
dencethat improvement on this measure cannot be solely
attributed to a statistical artifact.

In summary, anumber of common threatsto internal
validity were addressed within the research designs of
these studies. The use of control groups, blind raters,
multi ple methods of measurement, and appropriate statis-
tical techniques diminishesthe plausibility of rival expla-
nations and strengthens the contention that observed
effectsaredirectly attributableto participationinthe PCIT
intervention.

Conclusion

Thisresearch synthesis examines claimsthat Parent-
Child Interaction Therapy isa“ probably efficacioustreat-
ment” for the treatment of children with conduct problem
behavior (Brestan & Eyberg, 1998). The primary focus of
this synthesis is to summarize findings regarding the ef-
fectiveness of PCIT for improving the behavior of young
children exhibiting disruptive behavior disorders. A sec-
ondary focusisto examine empirical findings regarding
child social-emotional outcomesresulting fromthe PCIT
intervention.

The evidence base for PCIT’s effectiveness stems
from studies that (1) assessed level of adherence to a
standardized treatment protocol (i.e., treatment fidelity);
(2) utilized multiple assessment methods and research
designs; (3) used measures with well-established psycho-
metric propertiesto assess outcomes; (4) employed ava
riety of control groups; (5) used “real world” samples of
participantsin which children suffered from comorbid dis-
ordersand were from low-income, single parent families;
and (6) employed a longitudinal component to demon-
strate the stability of treatment effects. Furthermore, stud-
ies documenting the efficacy of PCIT have been repli-
cated by severa independent research groups.

Taken together, these studies provide strong evidence
for the effectiveness of PCIT. The evidence reviewed in
this synthesis supports claims that PCIT is effective in
improving behavior outcomes in preschool-age children
with disruptive behavior disorder; therefore, PCIT isrec-
ommended as an evidence-based intervention for this
purpose. The utility of PCIT for impacting social-emo-
tional outcomes in this population, however, is tenuous
and requires further investigation. A reduction in disrup-
tive behaviors should logically lead to improved rel ation-
ships with caregivers and peers, which in turn, should
resultinimproved child socia-emotional outcomes. How-
ever, these outcomes have not yet been afocus of inves-
tigationinthe PCIT treatment-outcome literature.



There are several caveats regarding the recommen-
dation of PCIT as an evidence-based intervention. First,
none of the studies reviewed in this synthesis examined
father-child dyads(i.e., familiesinwhich the sole caregiver
participating in the intervention was the father). Thereis
no reason to postul ate that father-only implementation of
CDI/PDI skillswould result in different behavioral/social-
emotional consequences. Despite this, there is currently
no available evidence to support the use of PCIT without
incorporating the child’s mother in the intervention. Al-
though most of the study participants have been male
(which likely is areflection of the greater prevalence of
disruptive behavior disordersin males), none of the stud-
iesreviewed reported differential rates of improvement for
femalesand males. Therefore, the available evidence sug-
geststhat PCIT isequdly effectivewith femaesand males.

Since the vast mgjority of PCIT treatment effective-
ness research has been conducted using Caucasian chil-
dren, it isan erroneous assumption that PCIT is effective
for improving behavior/socia-emotional outcomes for
children of other ethnicities. Indeed, the exploration of
cultural variableson PCIT outcome hasrecently beeniden-
tified asakey direction for future research studiesin this
area(Herschell, Cazada, Eyberg, & McNeil, 2002b). Cul-
tural variations in acceptable parenting practices cannot
be ignored. It may be that the skills that PCIT requires
parents to engage in with their child may fall outside the
range of acceptabl e parenting practicesfor parents of par-
ticular ethnic groups. Therefore, PCIT isrecommended as
an evidence-based intervention only for those families
who consider theimplementation of CDI/PDI skillsascon-
sistent with their cultural parenting norms.

Onelast caveat concerns the external validity of the
research findings. Since all studies of PCIT effectiveness
were conducted in clinical settings using master’s- /doc-
toral-level therapists who underwent substantial training
in PCIT, the generalizability of findingsto less controlled
settings appears limited.

Implicationsfor Practice

For practitionersworking with familiesof childrenwith
severe levels of disruptive behavior, the formalized Par-
ent-Child I nteraction Therapy protocol appearswarranted.
Implications for practice, however, can also be derived
from thisresearch synthesisfor children with moretypical
levelsof challenging behavior. For these children, the pres-
ence of awarm and nurturing parent-child relationship,
combined with the use of consistent discipline and clear
limit-setting, optimizes child behavioral functioning. A
positive parent-child relationship can be cultivated by
implementing regular child-led playtimes, during which
parents avoid giving commands or criticism and engage
in ahigh frequency of labeled praise using an enthusias-
tic tone of voice. Consistent discipline is attained when
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parents give direct commands in a calm, respectful way,
and systematically deliver aconsequence following each
instance of child compliance or noncomplianceinthecon-
text of everyday activities.

The companion to the Bridgesis a Bottomlines (Vol.
1, No. 7) report that describesthe mgjor findingsfromthis
practice-based research synthesis in understandable,
user-friendly language. The Bottomlinessummarizeswhat
we know about Parent-Child Interaction Therapy specifi-
cally for parentsand practitioners. Alsoincludedisalively
vignetteillustrating what the practicelookslikefor ayoung
child and hismother.

For more detail ed information concerning implemen-
tation of PCIT components, the reader is referred to the
PCIT SolutionsPractice Guide. Solutionsare designed by
staff of the Research and Training Center on Early Child-
hood Development as a compliment to research synthe-
ses concluding that sufficient research evidence existsto
support the practice under study. The PCIT Solutions
Practice Guideis prepared in a“how to” format that pro-
vides practitioners and parents with the information nec-
essary to use PCIT techniquesto decrease disruptive be-
havior problems. This practice guide will be available to
readers in either electronic versions at our website
(www.researchtopractice.info) or written, video, and/or
PowerPoint versionsthat can be obtained by writing us at
our Research and Training Center address.
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Table 1

Characteristics of the Child Study Participants and Sample Attrition Rates

Child Characteristics

Disruptive Behavior Disorder

Study Sample Size® Attrition Rate” CriteriaMet® Ageat Basdine % Male
Bahl et al. (1999) 1 Post: 0% ODD (100%) Range: 6 100%
F1: 0% Mean: 6
Borrego et a. (1999) 1 Post: 0% Clinical Range on ECBI scales Range: 3 100%
F1: 0% (100%) Mean: 3
F2: 0%
Brestan et a. (1997) 30 0% ODD (100%) Range: 3-6 83%
(24/16) Mean: 4.5
Eisenstadt et al. (1993) 31 Post: 23% ODD (25%) Range: 2.5-7 92%
F1: 55% ADHD (13%) Mean: 4.5
CD (4%)
Multiple Dx (58%)
Eyberg et al. (1995) 50 28% ODD (66%) Range: 3-6 80%
(35/15) Multiple Dx (34%) Mean: 4.5
Eyberg et a. (2001) 20 Post: 35% ODD (25%) Range: 3-6 90%
F1: 35% ADHD (10%) Mean: 4.7
F2: 40% Multiple Dx (65%)
Eyberg & Robinson (1982) 7 0% Clinical Range on ECBI scales Range: 2-7 86%
(100%6) Mean: 4.9
Funderburk et al. 84 Post: * ODD (8%) Range: 2-7 100%
(1998) (12/72) F1: 8% ADHD (8%) Mean: 4.8
F2: 0% Multiple Dx (84%)
McNell et al. (1999) 32 0% Clinical Range on ECBI scales Range: 2.5-8 75%
(18/14) (100%6) Mean: 5
McNeil et al. (1991) 30 0% ODD (10%) Range: 2-7 100%
(10/20) Multiple Dx (90%) Mean: 4.5
Mee (1992) 20 0% Clinical Range on ECBI scales Range: 3-7 100%
(100%) Mean: 5.2
Nixon (2001) 55 Post: 0% ODD (100%) Range: 3-5 74%
(34/21) F1: 0% Mean: 3.8
Nixon et al. (2003) 75 Post: 12% ODD (100%) Range: 3-5 71%
(17/58) F1: * Mean: 3.8
Perez et al. (2002) 41 * ODD (100%) Range: 3-6 *
Mean: *
Schuhmann et a. (1998) 64 Post: 34% ODD (33%) Range: 3-6 81%
(37/27) F1: * Multiple Dx (67%) Mean: 4.9
Switzer (1997) 53 53% ODD (32%) Range: 2.5-7 76%
ADHD (20%) Mean: 5.2
Multiple Dx (16%)
No Diagnosis (32%)
Terao (1999) 34 0% Clinical Range on ECBI scales Range: 2-7 65%
(27/17) (100%) Mean: 4.9

&Total sample size, followed by a breakdown of children in treatment (PCIT) group and children in control group(s).

P Post = Post-treatment assessment, F1 = Follow-up assessment 1, F2 = Follow-up assessment 2

©ODD = Oppositional Defiant Disorder, CD = Conduct Disorder, ADHD = Attention-Deficit/Hyperactivity Disorder, Multiple Dx =

Multiple diagnoses (e.g., ADHD + ODD, etc.), ECBI = Eyberg Child Behavior Inventory

* Data not reported
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Table 2

Characteristics of Parents and Families

Parent Characteristics

Family Characteristics

Parent(s) Mean Median Socioeconomic
Participating Percent Percent Education Family Status
Study in Study?® Caucasian Married Level Income (Hollingshead)

Bahl et al. (1999) M & F: 100% 100% 100% — — —

Borrego et a. (1999) M Only: 100% — 0% — — —

Brestan et al. (1997) M Only: 47% 70% 50% 14 — 33
M & F: 53%

Eisenstadt et al. (1993) M Only: 75% 88% 54% — $15,000 —
M & F: 25%

Eyberg et al. (1995) — 80% — — — 34

Eyberg et al. (2001) M Only: 100% 85% — — $15,000 —

Eyberg & Robinson (1982) M Only: 57% — 43% 13 — —
M & F: 43%

Funderburk et al. (1998) — 92% — — — —

McNeil et a. (1999) — 88% — — — —

McNeil et al. (1991) M Only: 60% 90% 60% — $12,000 —
M & F: 40%

Mee (1992) M Only: 100% 90% 55% — — —

Nixon (2001) M Only: 71% — 85% 14 Range: $40-$69K —
M & F: 29%

Nixon et al. (2003) — 96% 88% — Range: $23-$41K —

Perez et al. (2002) — — — — — —

Schuhmann et a. (1998) — 7% 55% — — 35

Switzer (1997) M Only: 92% 92% 32% 68% > 1 year Range: $15-$35K —
M & F: 8% college

Terao (1999) — — — — — —

M Only = Mother only, M & F = Mother and father
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Table 3

Characteristics of the Research Designs and PCI T Interventions

Intervention Characteristics Outcome Measures
Tx Tx
Length Reliability Use of Fiddity  Fiddity
Research of Data Blind Number of Data: Data: Social-
Study Design®  Follow-Up Reported?  Raters? Sessions’  Clinician®  Parent® Behavioral®  Emotional’
Bahl et al. S 1 mo. N N Total: 11 M,C,D CBCL
(1999) 0,;X0,0;3 CDI: * DPRICS
PDI: * ECB/
TRF
Borregoetal. (S) 5 mo. Y N Total: 11 c T CBCL
(1999) 0;X0,0;04 16 mo. CDI: 5 DPICS
PDI: 6 ECB/
Brestaneta. (G) N/A N/A N/A Varied T,0 M ECB/
(1997) 0;X0, (M =13.38)
TX vs. WC
Eisenstadt et  (G) 1.5mo. Y Y Tota: 14 C CBCL DPICS
a. (1993) 0,X0,04 CDI: 7 DPICS PCSA
PDI: 7 DSM-1IIR S/
ECB/
wwp
Eybergetal. (G) N/A Y N Varied T,0 M, D DPRICS/I
(1995) 0;X0, (M =13.0) ECB/
TX vs.WC
Eybergeta. (G) 12 mo. Y Y Tota: 14 C D CBCL PCSA
(2001) 0:X0,0504 24 mo. CDI: 7 DSM-11IR SI
PDI: 7 DPICS
ECB/
wwp
Eyberg & G) N/A N N Varied C,D DAICS BBAC
Robinson 0:X0, (M =8.9) ECB/
(1982)
Funderburk  (G) 12 mo. Y Y Tota: 14 T cocs wms
et al.(1998) 0:X0,050,4 18 mo. CDI: 7 ECB/
PDI: 7 RCTRS
TX vs. Cyvs. SESB/
CovsCy
McNel etd. (G) N/A N/A N/A Tota: 14 CBCL
(1999) 0,X0, CDI: * ECB/
PDI: *
TX vs.WC
McNeil eta. (G) N/A Y Y Total: 14 T cocs WMS
(1991) 0;X0, CDI: 7 DPICS
PDI: 7 ECB/
TX vs. Cyvs. RCTRS
C SESB/
Mee(1992) (G) N/A Y Y Varied DAICS
0:X0; M =14.1)
Nixon (2001) (G) 6 mo. N N Total: 12 DSM-1V SI S7SC
01X0,05 CDI: 5 ECB/
PDI: 7
TX vs. WCvs.
C
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Table 3, continued

Intervention Characteristics QOutcome M easures
Tx Tx
Length Reliability Use of Fidelity  Fiddlity
Research of Data Blind Number of Data: Data: Socia-
Study Design®  Follow-Up  Reported? Raters? Sessions  Clinician®  Parent® Behaviora®  Emotional’
Nixonetad. (G) 6 mo. Y Y Total: 12 T,0 D CBCL
(2003) 0;X0,0;5 CDI: 5 DPICS
PDI: 7 DSM-IV S/
TX vs. WCvs. ECB/
C, vs. C3 HSO-M
Perezeta. (G) N/A N/A N/A Total: 12 ECBI
(2002) 0;X0, CDI: *
PDI: *
Schuhmann  (G) 4 mo. Y Y Varied T,0 M, D DPICS I
etal. (1998) 0O;X0,05 (M =13.0) DSM-11IR SI
ECB/
TX vs. WC
Switzer (G) N/A Y N Total: 14 D DPICSI
(1997) 0X0, CDI: 7 ECBI
PDI: 7
Terao (1999) (G) N/A N/A N/A Total: 14 ECB/
0. X0, CDI: 7
PDI: 7
TXvs. C,

2(S) = Single participant design, (G) = Group design, subscripted O = Different assessment phases of a study, X = PCIT Intervention
phase of study, TX = Treatment group, WC = Waitlist control group, subscripted C = Control groups other than Waitlist control (e.g.,
dternative treatment, participants without disruptive behavior disorders)

P CDI = Child-Directed Interaction phase of PCIT, PDI = Parent-Directed Interaction phase of PCIT

°T = Practitioner used treatment manual containing session-content outlines, C = Practitioner completed checklists documenting
adherence to session content, O = Objective observer coded tapes for adherence to session content.

9M = Parent was required to meet predetermined mastery criteria as observed during clinic sessions, C = Parent completed daily
homework monitoring sheets, D = Significant pre-post differences in targeted parent behavior frequencies (as measured by an independent
observer) were documented (e.g. increased praise, decreased commands), T = Graphical trends across time illustrating increases/decreases in
targeted parent behavior frequencies were presented.

€ DPICS = Dyadlic Parent-Child Interaction Codling System (Eyberg & Robinson, 1983), DPICS-// = Dyadic Parent-Child  Interac-
tion Coding System-1/ (Eyberg et al., 1994), ECB/ = Eyberg Child Behavior Inventory (Eyberg & Robinson, 1982), CBCL = Child Behavior
Checklist (Achenbach & Edelbrock, 1983), TRF = Teacher’s Report Form (Achenbach & Edelbrock, 1986), DSM-/V S/ = DSM-1V Structured
Interview for Disruptive Behavior Disorders(Nixon, 2001), DSM-//IR SI = DSM-11IR Structured Interview for Disruptive Behavior Disorders
(McNell et al., 1991), WWP = Werry-Weiss-Peters Activity Rating Scale(Routh et a., 1974), SESB/ = Sutter-Eyberg Student Behavior Inven-
tory (Funderburk & Eyberg, 1989), RCTRS = Revised Conners Teacher Rating Scale(Goyette et a., 1978), COCS = Classroom Observation
Coding System (McNell et a., 1991), HSQ-M = Home Situation Questionnaire-Modified (Matthey & Barnett, 1999)

Y PCSA = Aictorial Scale of Percaived Competence and Social Acceptance for Young Children (Harter & Pike, 1984), BBAC =
Becker Bipolar Adjective Checklist (Becker, 1960), WMS = Walker-McConnell Scale of Social Competence and School Adjustment (Walker
& McConnell, 1988), STSC = Short Temperament Scale for Children (Prior et a., 1989)

* Data not reported
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Table 4

Mgor Findings Regarding Child Behavioral and Social-Emotional Consequences of PCIT

Study

Relation
to PCIT?

Behaviora
Consequences’

Social-Emotional
Consequences

Bahl et al.
(1999)

Borrego et al.
(1999)

Brestan et al.
(1997)

Eisenstadt
et al. (1993)

Eyberg et al.
(1995)

Eyberg et al.
(2001)

Eyberg &
Robinson (1982)

Funderburk
et al. (1998)

M

Parent ratings of behavior problem frequency and intensity improved over
time and were within normal range at post-tx.

Tx gains were maintained at one-month follow up.
Parent ratings of behavior problem frequency and intensity improved over

time and were within normal range at post-tx with tx gains maintained at
five- and 16-month follow up.

Increase in observed compliance from pre-tx (29%) to post-tx (43%) and 16-

month follow up (50%).

Clinic observations of negative behavior (e.g., whining) were significantly
decreased at post-tx, but rebounded during follow up (levels remaining
lower than pre-tx).

Tx group exhibited significant reduction in parent-rated behavior problem
frequency and intensity, while WL group did not exhibit pre-post
assessment change.

Positive effects of tx generalized to siblings of target children.

Significant increase in observed compliance from pre-tx (41%) to post-tx
(72%).

Significant decrease in observed deviant behavior (e.g., whine, cry) at post-
tx.

Proportion of sample meeting DSM criteriafor DBD decreased to 15% at
post-tx.

Parent ratings of behavior problem frequency and intensity, inattention, and
hyperactivity were significantly improved at post-tx.

All tx gains were maintained at 1.5-month follow up.

Tx group exhibited significant reduction in parent-rated behavior problem
frequency and intensity, while WL group did not exhibit pre-post
assessment change; tx group scores fell within normal range at post-tx and
positive effects generalized to siblings of target children.

Significant increase in observed compliance from pre-tx (21%) to post-tx
(46%) for tx group only.

Majority of children (54%) in original study (Eisenstadt et al., 1993)
remained free of a diagnosis of DBD 24 months after tx compl etion.

100% of families classified as “tx success’ at post-tx, 92% at 12-month
follow up, and 85% at 24-month follow up.

Significantly improved compliance at post-tx were maintained at 12-month
follow up (90%) and 18-month follow up (80%).

Post-tx improvement on parent ratings of behavior problem frequency and
intensity, inattention and hyperactivity was maintained at 12- and 24-month
follow up (large effect sizes noted).

Children exhibited a significant declinein observed deviant behavior and
significantly greater observed compliance at post-tx (39% vs. 89%); these
positive effects generalized to siblings of the target child.

Parent ratings of behavior problem frequency and intensity significantly
improved and were within normal range at post-tx.

Significantly improved observational ratings of compliance and appropriate
behavior documented at post-tx in original study (McNeil et al., 1991) were
maintained at 12- and 18-month follow up.

Parent ratings of frequency/intensity of behavior problems remained within
normal range at 12- and 18-month follow up.

Teacher ratings of behavior problems, hyperactivity and inattention

Significant improvement in
child-rated self-esteem at
post-tx.

Significant improvement in
Parent-child non-verbal
affection at post-tx.

Previously reported gainsin
self-esteem (Eisenstadt et al.
1993) were not maintained at
either the 12- or 24-month
follow up.

Parents rated children as having
asignificantly morerelaxed
disposition at post-tx.

Parents rated children as
significantly less withdrawn/
hostile at post-tx.

Previously reported gainsin
social competence (McNell et
al. 1991) maintained at 12-
month but not at 18-month
follow up (i.e., scores no longer
within normal range or
different from control groups).
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Table 4, continued

Study

Relation
to PCIT?

Behavioral Consequences’

Social-Emotional Consequences

Funderburk
et al. (1998)

McNeil et .
(1999)

McNeil
etal. (1991)

Mee (1992)

Nixon (2001)

Nixon et al.
(2003)

Perez et al.
(2002)

L

L

Significantly improved observational ratings of compliance and appropri-
ate behavior documented at post-tx in original study (McNeil et al., 1991)
were maintained at 12- and 18-month follow up.

Parent ratings of frequency/intensity of behavior problems remained
within normal range at 12- and 18-month follow up.

Teacher ratings of behavior problems, hyperactivity and inattention
remained within normal range at 12-month follow up, but not at 18-
month follow up (still improved over behavior problem control group).

Tx group exhibited significantly greater improvement at post-tx relative
to WL group on parent ratings of behavior problem frequency and
intensity; ratings were in the normal range for Tx group at post-tx and
remained the clinical range for WL group at post-tx.

Tx group exhibited significantly greater improvement at post-tx relative
to control groups on parent & teacher ratings and observational measures
of behavior problems.

Tx group exhibited significant improvement on observational ratings of
percent of time on task in the classroom and teacher ratings of
hyperactivity at post tx, but amount of improvement was not greater than
that exhibited by control groups

Observed compliance significantly improved at post-tx in the clinic (41%
vs. 70%) and in the classroom (54% vs. 87%); post-tx classroom
compliance was on par with normal control group.

Magnitude of improvement report by parent was significantly related to
magnitude of improvement reported by teacher (.78).

Significantly decreased levels of negative talk (e.g., whine, smart talk,
yell) were observed at post-treatment.

Parent ratings of behavior problem intensity/frequency decreased from
clinical range to normal range at post tx; scores for WL group remained
in clinical range.

Tx group significantly less likely to meet DSM-IV criteriafor ADHD
relative to WL group at post-treatment.

ADHD symptom severity ratings were significantly decreased for the tx
group at post-tx.

Tx group was comparable to normal control group on ratings of
oppositional behavior and hyperactivity at six-month follow up.

Parent ratings of behavior problem intensity/frequency decreased from
clinical range to normal range at post tx; scores for WL group remained
in clinical range.

ODD symptom severity ratings were significantly decreased for the tx
group at post-tx but not for WL group.

Observed compliance significantly improved at post-tx (64% vs. 81%);
post-tx compliance was on par with normal control group.

All tx gains maintained at six-month follow up.

Abbreviated PCIT tx and Standard PCIT tx produced comparable
outcomes.

Parent ratings of behavior problem frequency and intensity exhibited a
significant decline over the course of treatment.

Magnitude of improvement in behavior problems was similar across CDI
and PDI.

Previously reported gainsin
social competence (McNeil et al.
1991) maintained at 12-month but
not at 18-month follow up (i.e.,
scores no longer within normal
range or

different from control groups).

Significant improvement in
teacher-rated social competence at
post-tx for Tx group, but amount
of improvement was not greater
than that exhibited by control
groups.

Tx group rated as exhibiting a
more flexible temperament
relative to WL group at post-tx.

Temperament ratings for tx group
improved even more at 6-month
follow up.
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Table 4, continued

Behavioral Consequences’

Social-Emotional Consequences

Relation
Study to PCIT?
Schuhmann et al. H
(1998)
Switzer (1997) M
Terao (1999) L

Tx group exhibited significantly improved compliance at post-tx (23%
vs. 47%) while WL group remained unchanged.

None of the children in tx group met DSM criteriafor ODD at post-tx.

Parent ratings of behavior problem intensity/frequency decreased from
clinical range to normal range at post-tx; scores for WL group remained
in clinical range.

All tx gains maintained at four-month follow up.

Significantly improved compliance was observed at post-tx (54% vs.
80%), along with significant decrease in negative behavior.

Parent ratings of behavior problem frequency and intensity significantly
improved and were within normal range at post-tx.

PCIT Tx group exhibited significantly greater reduction in parent-rated
behavior problem frequency and intensity relative to alternative Tx
group; at post-tx, PCIT Tx group scores were within normal range, while
alternative Tx group scores remained in clinical range.

#H = High specificity, M = Moderate specificity, L = Low specificity (See text for a more detailed description of specificity ratings.)
5Tx = Treatment, WL = Waitlist control, DBD = Disruptive Behavior Disorder, ODD = Oppositional Defiant Disorder
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