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Abstract: Parent–Child Interaction Therapy (PCIT) is an intensive parent support program for caregivers and their children who 
exhibit difficult-to-manage disruptive behaviors. After more than four decades of research supporting its efficacy for reducing 
children’s disruptive behaviors and improving parent–child relationships, PCIT has become one of the most popular and widely 
disseminated parenting support programs in the world. The evidence for the efficacy of PCIT can be found in many reviews of 
randomized clinical trials and other rigorous studies. To add to those reviews, our aim was to provide practical guidance on how PCIT 
can be part of an evidence-based program for families that depends on practitioner expertise, as well as attention to families’ diverse 
needs. To do this, we describe the evolution of PCIT as practiced in a university-community partnership that has continued for over 20 
years, alongside a narrative description of selected and recent findings on PCIT and its use in specific client presentations across four 
themes. These themes include studies of 1) whether the standard manualized form of PCIT is efficacious across a selection of diverse 
family situations and child diagnoses, 2) the mechanisms of change that explain why some parents and some children might benefit 
more or less from PCIT, 3) whether treatment content modifications make PCIT more feasible to implement or acceptable to some 
families, at the same time as achieving the same or better outcomes, and 4) whether PCIT with structural modifications to the delivery, 
such as online or intensive delivery, yields similar outcomes as standard PCIT. Finally, we discuss how these directions in research 
have influenced research and practice, and end with a summary of how the growing attention on parent and child emotion regulation 
and parents’ responses to (and coaching of) their children’s emotions has become important to PCIT theory and our practice. 
Keywords: parent–child interaction therapy, parent support, child externalizing behavior, emotion regulation, autism spectrum 
disorder, evidence-based practice

Introduction
Externalizing behavior problems during childhood, including aggressive behavior, excessive tantrums, rule-breaking and 
oppositional defiance, are some of the primary reasons for family distress and requests for professional help.1,2 

Externalizing behaviors (also called disruptive behaviors or problem behaviors) are also troubling because they can 
result in daycare/school disruptions, academic disengagement and failure, victimization by peers and other relationship or 
social problems.3–6 Moreover, children with the most elevated levels of externalizing behavior problems often experience 
chronic problems without intervention, which has significant detrimental effects on the future health and well-being of 
the individuals, their families, and their broader communities – especially given increased risk of contact with the 
criminal justice system.7,8

To address children’s externalizing behavior problems early in life, multiple classic and contemporary theories of 
child development suggest that working with parents and family relationships is a preferred and effective approach.9,10 In 
fact, although there can be multiple causes for externalizing behavior, many children with elevated levels of problems 
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have caregivers who would benefit from learning new or additional skills for parenting. Some of these parents not only 
need skills because their children are especially challenging, but they can have their own histories of aggression or other 
behavioral or mental health problems. Thus, we have seen decades of development, implementation, and evaluation of 
multiple parent training programs that are applicable across of range of child and caregiver problems.

Lists guiding practitioners and parents to services identify over 30 manualized evidence-based treatments (EBTs) that 
aim to reduce child externalizing behavior problems, teach parents skills that can be useful in their caregiving role, and 
improve parent–child relationships (see the California Evidence-Based Clearinghouse for Child Welfare). When these 
treatments are examined closely, a high degree of content overlap and similarity in theoretical foundations and 
implementation can be found.11–14 Many of these treatment programs have important core components that (a) support 
parents to use reinforcement through positive attention and to establish appropriate boundaries and guidelines, (b) 
provide information about and practice with effective parent–child interactions, and (c) assist parents and children in 
improving their regulation of emotions.12,14 Programs with these components are often found to have the most robust 
efficacy in rigorous studies and the greatest effectiveness in real-world settings.14–17

Parent–Child Interaction Therapy (PCIT)18–20 is one of the most popular and widely disseminated of these programs, 
despite the significant training and practice required to become an expert therapist. PCIT (described in more detail below) 
is an individual manualized parent management training intervention designed for caregivers and young children (usually 
children between the ages of 2 and 7 years, but many studies include children ages 2 to 12 years). Initially, PCIT was 
designed for children who exhibit difficult-to-manage disruptive behaviors. In weekly sessions of PCIT that occur across 
two phases, parents (or other caregivers) first learn skills through a psychoeducation (“didactic”) session in each phase 
and then practice these parenting skills with their own children over repeated sessions of coaching and feedback (see 
http://www.pcit.org/ for more details about PCIT).19 Numerous adapted versions of PCIT have been developed to suit 
a range of families with diverse needs and for children under age 2, some of which will be addressed in our narrative 
description of relevant research presented below.

PCIT itself has more than four decades of research supporting its efficacy and effectiveness. In recent years, these 
findings, including numerous randomized controlled trials (RCTs), have been reviewed.21–27 In general, these reviews 
conclude that PCIT is effective for reducing children’s externalizing behaviors. In one PCIT meta-analysis24 summariz
ing the effects of RCTs, large effects on child externalizing behavior were reported, with a standardized mean difference 
(SMD) between PCIT (n = 647) and comparison group (n = 497) of −0.87 (SMD values over |.8| are considered large). 
These positive outcomes can be found when behaviors are measured using surveys completed by parents28,29 and when 
observed by others.30–32 Moreover, many studies have found that the positive outcomes from PCIT extend to reductions 
in parents’ reports of their own stress and distress.33,34 For example, in the same meta-analysis described above,24 the 
SMD between PCIT (n = 214) and comparison group (n = 175) for parent stress was –6.98. Some studies also find that 
PCIT is associated with improvements in children’s internalizing symptoms, such as anxiety and depression.35,36

Purpose of This Paper
The purpose of this paper was to provide a narrative description of past review findings, as well to briefly summarize 
selected and recent research that chronicles the effectiveness of PCIT across families or within subgroups of families with 
specific needs. We focus most attention on what is known about the effectiveness of PCIT from recent research 
addressing outcomes for parents and children who differ in background and/or in presenting diagnoses, with 
a particular focus on recent trends in evaluation and program modification. For this paper, we could not cover all the 
research on modifications of PCIT, but we place a focus on multiple areas that have been relevant in our research and 
service. We contextualize these research findings by drawing from our experiences working with families in the day-to- 
day of a clinic setting, describing our research but also describing how we attended to others’ research to understand our 
own service and its effectiveness as part of an evidence-based parenting program (EBPP) supported by a more than 20- 
year community-university partnership. Thus, along the way, we note how we have integrated our own research findings, 
other published research, listening to our families, and practitioner expertise to contribute to the evidence base, while also 
applying the findings to improve our service – the Family Interaction Program (FIP). We describe our work in FIP as the 
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integration of the best available research on PCIT with clinical expertise, in the context of client characteristics, culture 
and preferences, aligning it with the definition of evidence-based practice (EBP).37

Our overarching purpose was to summarize selected and recent trends in research on PCIT, especially research on 
flexible individualization of PCIT to meet specific client needs, without compromising effectiveness. We draw upon this 
research to illustrate how adopting an EBP model allows for space within manualized PCIT to meet the needs of many 
families, without compromising the tenants of the program that are responsible for PCIT’s long history of benefits and 
positive outcomes. After describing PCIT within our own program, we begin by summarizing recent research evidence 
on standard PCIT and its outcomes, before describing the EBP approach and how PCIT is being modified. We then 
describe what is known about the effectiveness of PCIT when modified, adapted, or individualized for specific client 
needs and preferences, including for children on the autism spectrum and children with signs of attention-deficit 
hyperactivity disorder (ADHD), and changes to content and mode of delivery. We finish with a discussion of what to 
consider before and after individualizing PCIT to ensure it continues to be a beneficial intervention for children with 
disruptive behaviors and distressed parents.

Brief Overview of Parent–Child Interaction Therapy (PCIT)
PCIT is a parent training program that is usually described as founded on two theories of the development of problematic 
externalizing behavior in children:20 attachment38 and social learning (later social cognitive theory),39 with a special 
emphasis on social learning theory applied to understanding aggression and the development of coercive cycles between 
carers and children.40 Although PCIT has a core component of coaching parents to recognize and reward positive child 
behavior, it is also designed to guide parents to use these skills to increase parent–child positive interactions (ie, enhance 
the parent–child relationship), while reducing parent and child hostility and, relatedly, lowering the risk of coercive 
cycles of interactions.19 In the “standard” PCIT format, the vast majority of the individual sessions are interactive 
caregiver-child play sessions that occur while a therapist observes the dyad through a window (this can be a one-way or 
a two-way viewing window) and uses a communication device (ie, ‘bug in the ear’, an earpiece for the caregiver to hear 
the therapist) to coach the parent to practice attending positively, consistently and predictably to the child’s play and other 
behaviors. However, there are modifications of PCIT than involve in-room coaching, which can be appropriate for some 
parents and children.

PCIT has two sequential phases, with the first phase often longer than the second phase. Each phase begins with 
a didactic session to teach the parent skills relevant to that phase, which is then followed by direct coaching sessions 
throughout the rest of each phase. The first phase, child-directed interaction (CDI), which has also been referred to as the 
relationship enhancement phase (REP), is designed to strengthen the positive relationship between caregiver and child 
through teaching and coaching parents’ practice of skills in positive parenting. These skills are referred to as PRIDE 
skills – Praise, Reflect, Imitate, Describe, Enjoy. The skills include praise and description of the child’s appropriate 
behavior; interest in the child’s ideas; positive emotional displays and modeling emotion regulation; and positive regard, 
as well as limited hostility and interference in children’s play. At the same time, parents are also coached to respond to 
their children’s externalizing/disruptive behaviors through practice at staying calm and avoiding reinforcing behavior via 
selective attention, being a positive soothing presence, providing emotional support, and giving positive attention to 
children’s appropriate behavior within the social context. Caregivers typically attend several sessions of CDI coaching, 
with the precise number of sessions varying depending on how quickly caregivers acquire skills. When it is agreed 
between the caregiver and therapist that CDI mastery (ie, a minimum number of PRIDE skills and limits on negative 
responses) has been reached, the family will move onto the next phase of parent-directed interaction (PDI).

The PDI phase, also called the additional skills phase (ASP), helps the caregiver to confidently know when and how 
to constructively and carefully implement additional behavior management techniques, such as giving choices and the 
use of time-out that is reasonable, careful, and correct depending on the circumstances and the child. Time-out is briefly 
removing the child from a preferred activity or rewarding experience as a result of ongoing non-compliance or aggression 
that is within the child’s capacity and control, while the parent also concentrates on maintaining positive interactions as 
developed through REP. Time-out can also involve removal of other privileges (such as no screen time for a period of 
time or until the child responds as requested). Ideally, PCIT is completed when parents show significant mastery of all 

Psychology Research and Behavior Management 2023:16                                                                    https://doi.org/10.2147/PRBM.S360302                                                                                                                                                                                                                       

DovePress                                                                                                                       
2601

Dovepress                                                                                                                                                       Campbell et al

Powered by TCPDF (www.tcpdf.org)

https://www.dovepress.com
https://www.dovepress.com


skills and the presenting child problem behaviors have been resolved or have otherwise significantly improved. The end 
of the PCIT journey is often celebrated with a graduation ceremony and follow-up contacts may be planned as check-ins 
or for booster sessions.

Coaching parents as they interact with their children provides numerous opportunities for repetition of skills, while 
also giving therapists the chance to provide immediate feedback on both specific skill development and improvements to 
parent–child interactions within each session and over time. Practice and repetition, plus the ability to understand the 
needs and preferences of each family as they progress through PCIT, increases the chance that parents will come to 
understand their own competencies and build confidence in their parenting. Considering these change processes within an 
attachment theory framework suggests that the repeated practice and the associated self-observed competencies (and 
personalized feedback) from PCIT will facilitate growth in understanding of the self in interaction with their children. 
This understanding directly links to parents’ development of more secure internal working models and forms 
a socioemotional template which should guide continued positive caregiver–child relationship development during and 
after involvement in PCIT.

PCIT at the Family Interaction Program (FIP)
For over 20 years, FIP, located within Griffith University Gold Coast, Queensland, Australia, has delivered PCIT to the 
local community, as a combined research and service program funded through the child welfare (ie, child protection) 
branch of the state government. FIP is an example of the service and research outcomes that can be achieved via 
a longstanding university-community partnership built on the goal of improving family relationships to support children’s 
future opportunities in life and reduce parents’ risk of involvement in the child welfare system.29,32,34,36 Through many 
years of community contacts and linkages, families are referred from a variety of sources spanning across government 
and nongovernment agencies, from health care providers, and from schools and daycare settings. With approximately 2.5 
FTE of training or expert therapists who are often drawn from the clinical psychology training program at Griffith 
University, approximately 1500 families have received PCIT during about 20 years of service (including an estimated 
more than 50,000 hours of coaching of families). At all times, data have been collected from families including, at 
a minimum, parent-report surveys pre- and post-PCIT and repeated recorded observations of interactions between parents 
and children. To date, some repeated data have been collected from almost 900 families.

Working closely with the community over multiple years has helped us to have a clear perception of the level of 
family commitment needed to complete PCIT. Thus, families referred to FIP often attend after they have accessed 
multiple other services, including other parenting programs. This means that the children and parents referred for PCIT at 
FIP are generally there due to child aggressive behavior, or angry outbursts and hostility that have been difficult to 
manage for some time. However, a proportion are directly referred from child welfare for suspected or confirmed child 
abuse, and these families, who also are connected to other family support services, are invited to participate in PCIT, 
knowing that not all children will display high levels of disruptive behavior (eg, some may be withdrawn and fearful, and 
many have experienced significant adversity). Currently, about 25% of children have symptoms that are suggestive of 
being on the autism spectrum or ADHD. The caregivers often report that they experience high levels of distress, that they 
can display hostility unexpectedly, can appear disengaged from parenting, and/or report being unable to manage the 
demands of their children. The families who attend PCIT at FIP frequently report stressors such as caregiver separation/ 
divorce, historical domestic violence, and parental mental health difficulties such as anxiety, depression, and a trauma 
history or post-traumatic stress disorder.

Despite this adversity, our research shows that families who complete PCIT at FIP have significant improvements to 
child disruptive behaviors and develop closer and warmer parent–child relationships – the target outcomes that PCIT was 
developed to address. Evaluations of our service have shown that PCIT at FIP is an effective treatment for reducing child 
behavior problems and parent stress.29,34 In an RCT, families who completed PCIT reported significant improvements in 
child behavior, parent stress, and parent–child interactions compared to waitlist parents, and were less likely to be 
notified for child abuse or neglect after treatment compared to families who do not complete PCIT.32 Further, we have 
found that PCIT improves parents’ emotion regulation, which in turn improves child behavior outcomes,36 demonstrating 
a change mechanism (parent emotion regulation) through which PCIT positively impacts children.
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Across these 20 years of service and research,16,24,29,32,36 FIP has developed strategies to apply manualized PCIT to 
best meet the needs of this diverse community of families. We have done this by conducting research as part of regular 
practice, keeping up to date on the broader research available, and continually improving by gathering feedback from 
families and referral sources. We also have methods of gathering practitioners’ reflection through informal and formal 
meetings and supervision opportunities, and we provide opportunities for formal training outside of our service. In 
community-based clinics such as FIP, the evidence-informed approach of EBP, rather than an exclusive evidence-driven 
approach, has become helpful in decision-making about support services, especially where staff are tasked with meeting 
the diverse needs of clinical populations,41,42 which can be more complex than those in rigorous clinical trials.43 

Although studies of PCIT have consistently demonstrated positive outcomes via rigorous RCTs based on a set of 
suitability criteria16,24,44–46 and we conducted some of these RCTs in FIP,32,34 because of the diversity and complexity of 
community-based clinic presentations and our desire to maximise the number of people who can benefit from PCIT, we 
have increasingly witnessed the need for more flexible implementation by clinicians, or “local scientists”.47–50 In FIP 
today, ascribing to an EBP approach has been important in order to integrate EBTs along with clinical expertise, in a way 
that suits the local context, including client characteristics, culture and preferences.

Current Research on Standard PCIT, Generalizability, and Mechanisms of 
Change
Even prior to the establishment of FIP in 2002, the effectiveness of PCIT had been established for reducing children’s 
externalizing behaviors and parent stress, and for improving parenting practices such as parent warmth and involvement 
or sensitivity with their children (and decreasing negative practices such as hostility and coercion).51,52 Our earliest 
studies of PCIT involving FIP families confirmed and extended these results32,34 and in more recent years, the 
effectiveness of PCIT has continued to garner support. For example, a meta-analysis of 100 studies, including those 
with between and within-group comparisons, post-treatment follow-ups, and random and factorial designs, reported that 
PCIT is a Level 1, well-established treatment for reducing behavioral problems in children ages 2–12 years.25

In reviewing the literature evaluating PCIT in the last decade, we focus on four notable trends in research and delivery 
of PCIT that coincide with the evolution of our clinical experiences in FIP. First, given the solid base of evidence 
supporting PCIT at the group level, researchers have turned their attention towards addressing complex questions of the 
generalizability of effectiveness of standard PCIT (that is, the standard manualized version of PCIT without description 
of any specific modifications, enhancements, or other changes) to diverse groups. Second, there is a growing interest in 
evaluating if PCIT is associated with additional positive outcomes, which may indicate when or where modification to 
PCIT could be of most benefit and could serve to identify “change mechanisms” within treatment that deserve further 
emphasis in treatment and coaching.

Third, there has been a proliferation of materials available that describe how PCIT has been adapted, modified, or 
otherwise adjusted with the aim of improving outcomes for diverse family needs. In conjunction, researchers have started 
to investigate the efficacy or effectiveness of these adaptations. Finally, partly motivated by the COVID-19 pandemic but 
also because of the need to improve access to services, PCIT is taking advantage of new modalities for service provision 
and researchers have been examining feasibility and acceptability, as well as the effectiveness, of PCIT when using these 
modalities.

Topic Trend 1. Generalizability of Standard PCIT
For many years, the evidence has indicated that standard PCIT reduces externalizing behavior problems in children 
across diverse populations, including children living in socially disadvantaged families or culturally and linguistically 
diverse (CALD) families, and children with challenges that may add complexity to the treatment of their externalizing 
behavior problems.53 PCIT has been found to reduce children’s externalizing behavior problems and improve parenting 
practices in parents of low SES and in families from a diversity of backgrounds (low SES;54,55 CALD33,56). For example, 
a study of 18 low-SES African American families with 3- to 6-year-old children diagnosed with a behavioral disorder 
found that for families who completed treatment, children’s disruptive behaviors were significantly improved.54 
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However, it is notable that maternal depression and stress did not improve, with maternal stress remaining above the 90th 
percentile post-treatment. Further, the high attrition rate (upwards of 60%) in already small samples is a limitation in 
studies of PCIT in low-SES samples,54,55 with SES considered a significant predictor of PCIT attrition.57 Further work is 
warranted to understand how best to retain families in PCIT who would benefit, as it may be that families with numerous 
stressors related to low SES could most benefit from more accessible program designs, such as shorter programs 
delivered in an online format or provided within their own community (eg, in a local school environment).

McCabe and Yeh56 found in a sample of Mexican American children aged 3–7 years presenting with clinical levels of 
behavior problems, that both standard PCIT and a modified version for Spanish-speaking families were equally as 
effective at reducing behavior problems to below clinical levels, although it was noted that these families took longer to 
complete PCIT (approximately 4 sessions longer) than reported in previous PCIT trials with native English speakers. 
Hence, a modification to Standard PCIT (ie, allowance for extra sessions) may ensure CALD families get the most 
benefit from PCIT.

Standard PCIT has also been found to be an effective intervention for improving child externalizing behavior, as well 
as parenting and parent–child functioning, among families involved in child welfare and child protection, which often 
includes parents with low SES, who report trauma in their backgrounds, have experienced domestic violence, report 
histories of mental health diagnoses, live in unstable housing, or face other chaos and stressful events.27,32,58 Notably, 
PCIT has been associated with a reduction in the risk of future notification to child protection for suspected child 
maltreatment in samples of parents from the US58 and from Australia.32

Finally, there has been an obvious desire in the field to establish if the positive effects of standard PCIT can be found 
in specific diagnostic populations of children, with the most notable focus on children displaying signs of or diagnosed 
with autism spectrum disorder (ASD) or ADHD. These are important given questions concerning the applicability of 
certain parenting strategies when children have compounding difficulties with regulation (as with ASD) and attention and 
impulsivity (as with ADHD). Some studies begin with the assumption that it is important to establish that PCIT without 
modification is appropriate in the treatment of externalizing behaviors in children with diagnosed ASD or ADHD before 
making decisions about the benefits of PCIT for these families and/or assuming the need for modifications. Others have 
moved forward with modifying PCIT based on preliminary evidence, theory, expert opinion, and/or family feedback, 
with the aim of improving outcomes for carers and children with ASD or ADHD (or other diagnoses or symptom 
profiles); we describe these studies in a later section.

There is solid evidence that standard PCIT is beneficial for reducing externalizing symptoms in children with ASD or 
ADHD (or both). A 2018 review of treatment outcomes of PCIT across these two diagnostic groups found reductions in 
behavioral problems and improvements in parenting skills. Yet, more improvements in behavior were found among 
children with ADHD compared to ASD.59 In addition, there were greater reductions in parent stress in parents of children 
with ADHD compared to ASD. However, the author highlighted the need for more detailed description of the treatment 
population (reporting ranges and means for all participants) for facilitating more precise analyses of outcomes for 
participant subgroups. Indeed, PCIT as an intervention is designed to treat specific symptoms (disruptive behavior) and 
not a specific diagnostic group. Hence, information about child diagnosis or symptom profile (outside of disruptive 
behavior) is not typically reported. Further, children can be referred to the program from as young as 2 years old, often 
before formal assessment and diagnosis occur.

In two RCTs of carers of children with ASD combined with disruptive behavior, standard PCIT was reported as 
effective in reducing children’s externalizing symptoms and improving observed positive parenting skills (children ages 4 
to 10;60 children ages 3 to 761). Notably, the effect sizes for children’s externalizing/disruptive behavior improvements 
were comparable to effect sizes in studies of children not diagnosed with ASD,62,63 with the effects moderate to large. 
However, there is evidence to suggest that the observed improvements to parenting skills for those with children 
diagnosed with ASD were more modest (but still significant and clinically meaningful) when compared to findings for 
parents of children without this diagnosis.64 There were mixed results for improvements in maternal stress across these 
two RCTs, with Allen et al60 reporting greater improvement in stress for parents in PCIT compared to the comparison 
group and Scudder et al61 reporting no difference in parental stress between parents who received PCIT and parents on 
the waitlist. In addition, Zlomke et al65 found, in a sample of 17 children with a primary diagnosis of ASD who also 
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scored at a clinically significant range for disruptive behavior, reductions pre- to post-treatment for children’s withdrawal 
(avoiding social contact) and attention problems, and improvements to social skills. Yet, they did not find the expected 
improvements in children’s adaptability and functional communication.

Standard PCIT is designed to assist parents to maintain positivity and consistency when they have children who 
display many of the symptoms of ADHD such as impulsivity, inattentiveness, and hyperactivity, especially given that 
these symptoms can co-occur with anger and aggression when the context (eg, daycare and school) requires different 
behaviors and sustained attention for children’s successful progress and development. Thus, as would be expected, PCIT 
has been found to be effective for reducing behavioral problems among children diagnosed with ADHD.66,67 However, 
compared to studies of children with ASD, fewer studies have specifically recruited children with an ADHD diagnosis 
(potentially due to a later average age of diagnosis). In one RCT that recruited 64 families who had children aged 2–7 
years diagnosed with ADHD or ADHD features, PCIT led to a significantly greater reduction in behavior problems, 
parental stress, and negative parenting practices compared to a waitlist control group.67 Importantly, this study also 
reported that PCIT led to improvements in children’s attention. Further, PCIT has been shown to be superior to 
mindfulness-based interventions in a quasi-experimental design in a study of 45 children aged 6–12 years diagnosed 
with ADHD.66 This older age range is notable, considering the average age of diagnosis is 7 years.68,69 Seven years was 
described as the top of the age range for standard PCIT when it was originally developed (although there are extensions 
available for older children). Yet, considering that behavioral parent training is an established and recommended 
treatment for children with ADHD (either alone or alongside pharmacological intervention),70 standard PCIT is likely 
to reduce externalizing symptoms for most children with behavioral signs of or diagnosed with ADHD and their parents, 
as well as reducing these symptoms in children with signs of a diagnosis of ASD, where there are disruptive behaviors 
present.

Topic Trend 2. Mechanisms of Change
A second trending topic in recent PCIT research is the identification of mechanisms of change. PCIT researchers have 
begun to identify some of the specific reasons (mechanisms) that could explain exactly when and why PCIT improves 
children’s externalizing behavior problems and parent–child relationships. Two potential mechanisms that could account 
for these improvements include parents’ or children’s improvements in emotion regulation and parents’ more positive 
(and less negative) specific parenting practices.36,71,72 Focusing on change mechanisms exhibited by the caregiver, we 
found in FIP36 that PCIT improves parenting practices, parent self-perceived emotion regulation, and one subscale of 
reflective functioning (understanding your child’s mental state). These may be some of the mechanisms underlying 
improvements in children’s externalizing behaviors, given that improvements in parent’s emotion dysregulation and 
negative parenting practices were associated with greater relative declines in children’s externalizing behaviors.

In another study of the mechanisms that could account for children’s externalizing behavior improvement during 
PCIT, Skowron et al72 reported that PCIT had a direct effect on parenting behavior rather than an effect mediated via 
parent’s self-regulation skills (measured by parent self-report and observation) in a RCT of high-risk child welfare 
involved families. Further, the use of less negative and controlling behavior by parents when interacting with their 
children (as a result of engaging in PCIT) was associated with an increase in parent reported self-regulation of emotions. 
The study also concluded that the greatest gains in observed parenting skills were in parents with the most negative child 
attributions. These findings may suggest that the teaching and coaching parents to interact calmly with their children 
during PCIT may be one mechanism directly linked to parents’ improvements in regulating their emotions.

Other research has begun to consider children’s emotion regulation as a positive outcome of PCIT that may explain 
children’s externalizing behavior change (or addressed the converse – whether behavior change results in improvements 
in children’s emotion regulation). Overall, PCIT has been found to improve parents’36,73 and children’s emotion 
regulation.71,73 Further, in one study,71 children’s emotion regulation improvement was associated with improvements 
in children’s behavior during PCIT. Moreover, the authors concluded that parenting skills are important for improvements 
in child externalizing behavior, but that it was improvement to child behavior, and not improved parenting skills, that was 
the unique mechanism linked to improved child emotion regulation. Overall, the findings suggest that when children’s 
emotional needs are better understood by parents, and children are praised for emotionally regulated responses (eg, gentle 
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play, talking calmly when upset), externalizing behavior problems decline and, in turn, children’s emotion regulation 
skills improve.

Topic Trend 3. Individualizing and Modifying PCIT
Given PCIT’s strong history of benefit for children and parents and its versatility, many of the most recent lines of 
research address adaptations and modifications of standard manual practice to improve acceptability and applicability, 
improve outcomes for parents and children, or increase accessibility or retention. The attention on modification and 
tailoring of PCIT is testament to the needs of service users and providers, who often express they are searching for 
a program that has flexibility, tackles specific groups/symptoms (eg, children living with ASD), or addresses specific 
challenges (eg, high attrition, missed sessions, access, COVID-19). Primary research themes in the past 10 years have 
been whether PCIT can be improved (or is equally efficacious) with adaptions for populations of children at risk of or 
with clinical diagnoses, for children or parents with internalizing symptoms or disorders, for children with specific 
clusters of traits (eg, callous emotional traits), and when models of program delivery are modified (eg, brief PCIT, 
telehealth, virtual reality).

Studies that address PCIT modifications and adaptations for a broad range of diverse groups56,58,74 often begin with 
the assumption that the positive outcomes from standard PCIT can extend to more families if modifications to the 
protocol are made keeping in mind the evidence of parent and child diversity of needs. Thus, modifications are designed 
to directly acknowledge and attend to client characteristics, culture and preferences, especially those that appear not to 
directly align with elements of a manualized protocol.75,76 Thus, these approaches follow the principles of an EBP 
approach.

This direction in the research is partly a result of practice experience. Individualization and adaptations of PCIT are 
very common in practice. In fact, research has shown that clinicians ordinarily make practice-based adaptations to PCIT. 
In a mixed-methods study of 314 community-based PCIT clinicians focused on identifying practice-based adaptations to 
PCIT, clinician adaptations based on reducing or reordering components of PCIT (eg, omitting DPICS) were rarely 
reported.42 However, adaptations based on augmenting and adding components to PCIT (eg, emotion coaching, elements 
of trauma-focused cognitive-behavioral therapy) were more common. Clinicians reported that adaptations to PCIT were 
primarily due to client clinical diagnoses or presentation, as well as developmental level and emergent life events within 
the family. The outcomes pertaining to practice-based adaptations seem consistent with the literature on adaptations to 
EBTs and research on parenting and child development more generally. Below we summarize what is known about the 
effectiveness of PCIT modifications designed to improve outcomes for children on the autism spectrum or for children 
who need extra support for emotional development (those with signs of ADHD, with comorbid anxiety, or with callous 
unemotional traits). We end with a summary of research on modifying PCIT to address cultural and linguistic/language 
diversity, and when PCIT is provided in different modalities than originally designed.

Autism Spectrum Disorder (ASD)
Considerable modifications to PCIT have occurred in treating behavioral concerns in children on the autism spectrum or 
diagnosed with ASD. PCIT seems amenable for families who attend with children on the autism spectrum, given that 
children often exhibit aggression, emotional dysregulation, and non-compliance77 and are more likely to exhibit 
challenging behaviors than their same-aged and typically developing peers.78 As the presentation of each child with 
signs of ASD varies greatly,77 modifications to the PCIT protocol can seem necessary, when it is still possible to maintain 
treatment fidelity and when integrating PCIT within a continuum of services including speech therapy and occupational 
therapy.

Numerous case studies, pilot intervention studies, and clinical evaluations on the utility of PCIT for children on the 
autism spectrum have appeared in recent years.79 These studies describe multiple-treatment adaptions and supplementary 
components. For example, modifications include changing mastery criteria in CDI to account for expressive language 
delays;65,80,81 adapting treatment to the client’s home for twice weekly sessions;82 adapting the PDI (ie, ASP) procedures 
to include steps such as modeling compliance after an instruction and reducing sit-time during time out;80,81 limiting 
PCIT to a CDI (ie, REP) only protocol;83 using visual supports and social stories;84 allowing reinforcing “social interest” 
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toys to be brought from home to help create interest in play and practice of prosocial behaviors like sharing, waiting and 
turn taking;85 the addition of a Social Directed Interaction Phase (SDI)86 and group PCIT.87 Many of these studies report 
good outcomes for children and parents when PCIT is modified with ASD presentation in mind, including numerous case 
studies and experimental/quasi experimental research studies.84,85,88 For example, when adapting PCIT to include only 
CDI sessions, Ginn et al83 found that post-treatment scores for disruptive behavior significantly decreased, and scores on 
the social awareness subscale significantly increased for children with ASD in the treatment condition, compared with the 
children with ASD in the waitlist condition. PCIT has also been shown to have adjunct benefits for children with signs of 
(or diagnosed with) ASD when adapted for their specific presentation. For example, specific coaching for parents to 
prompt their children to repeat their vocalizations and then to use positive reinforcement via praise and imitation was 
found to increase children’s verbalizations from pre- to post-observation sessions for children with language 
impairments.

In general, modifications suggested for PCIT are described as necessary in order to accommodate the unique needs of 
each child with signs of ASD while also focusing more uniquely on communication, teaching positive social interactions, 
and challenging rigidity and also continuing to focus on the original protocol components to reduce disruptive behaviors 
and parental stress. In addition, there has been a dynamically evolving shift towards the support of neuro-affirming 
psychological and parenting practices. This shift considers that some behaviors that can be misconstrued as disruptive 
(eg, children’s repetitive noises and behaviors that could interfere with other activities or goals) are regulatory and 
soothing for children. This shift also considers that neurodivergent children can communicate their needs through their 
behaviors, especially for children with language delays (eg, sensory overstimulation can result in screaming, running, or 
tantrums to get away), without the intent to be disruptive. This can mean a change in PCIT coaching procedure, with 
more emphasis on coaching parents to interpret the meaning of behavior rather than verbal communication and facial 
emotional displays. A trained PCIT therapist will have more tools to drawn upon to address the challenges and concerns 
within this population and differentiate between when difficult to manage behaviors are functional for regulation (eg, 
jumping around the room seeking deep pressure sensory input) or assisting with symptoms that are defiant or opposi
tional (eg, jumping around the room to avoid complying with an instruction) and coach parents on how to improve their 
responses to either scenario. Further training via PCIT master clinicians and/or in neurodivergent affirming practices 
would be one way to assist with applying PCIT with families managing difficult behaviors associated with ASD.

ADHD and Comorbid Anxiety
ADHD is one of the most prevalent childhood disorders,89 where behavioral symptoms such as hyperactivity, impulsiv
ity, and inattention mix with frustration and overload to give rise to non-compliance, defiance, and emotional dysregula
tion. ADHD has high comorbidity with oppositional defiance disorder (ODD), conduct disorder (CD), and anxiety 
symptoms. Thus, PCIT for children with signs of or diagnosed with ADHD can often appear to need additional attention 
for parents to address children’s excessive worries, fears, and other symptoms of anxiety. Although children at risk of or 
diagnosed with ADHD show a decrease in their symptoms of ADHD, including externalizing and internalizing 
symptoms, following standard PCIT,26 many studies are now tailoring PCIT to this population with positive findings. 
For example, there are now PCIT programs for emotional development (PCIT-ED),90,91 PCIT with additions to 
incorporate more emotion coaching (PCIT-Eco),92 and additions designed to coach approach behavior (while minimizing 
the common avoidance behavior of children with anxiety symptoms) and leading by modeling (PCIT CALM).93 Studies 
using these PCIT adaptations report promising outcomes for children’s comorbid ADHD and internalizing symptoms, 
with reductions in both anxiety and depressive symptoms. Earlier studies of children diagnosed with ADHD have added 
new psychoeducation content and handouts to PCIT, which were designed to increase understanding of the etiology of 
ADHD, to describe how ADHD relates to behavior problems and other child difficulties, and to summarize treatment 
options. Another extension was inviting extended family into the PCIT sessions.94

PCIT has also been adapted in other ways for comorbid anxiety disorders via the addition or substitution of phases 
that focus on anxiety symptoms, placing emphasis on behavioral intervention methods that aim to extinguish the use of 
avoidance of feared states or objects, while encouraging approach instead.95,96 The rationale for these adaptions was 
fuelled by preliminary evidence that standard PCIT, specifically the CDI phase, was effective in reducing internalizing 
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symptoms without any adaptions. Recently, DADS (Describe, Approach, Direct command, Selectively attend) steps were 
added to the PCIT CALM adaption,93,97 which was an extension of strategies developed by Pincus et al98 when they 
added a bravery directed interaction (BDI) phase, applied to separation anxiety. In another adaptation, a Verbal Directed 
Interaction (VDI) Phase was substituted for PDI to target selective mutism (PCIT-SM).99 While this research has tended 
to confirm the acceptability and the effectiveness of these adaptions for targeting anxiety in children, there are still mixed 
results in the effectiveness of PCIT for internalizing symptoms so further research is required.23,100

Callous Unemotional Traits
Modifications are also being tested for children with callous unemotional (CU) traits. Children with CU traits exhibit 
a pattern of behavior that reflects a lack of empathy and remorse.101 CU traits are described as a risk factor for 
psychopathy and children exhibiting these traits have a reputation as being treatment resistant.102 Yet, PCIT augmentation 
for emotional development (PCIT-ED) seems to benefit children described to have CU traits. In an RCT comparing PCIT- 
ED (n = 64) to a waitlist control group of families (n = 50), Donohue et al102 found that not only did the level of CU traits 
decrease more from pre-to-post treatment (and the improvement was maintained 18 weeks later) in the PCIT-ED group 
relative to waitlist but also that the existence of CU traits at pre-treatment did not interfere with the reduction of 
depression and ODD symptoms in the PCIT-ED condition for children aged 3- to 5-years-old.

Modifications were also made to PCIT in another RCT for CU traits (PCIT-CU).103 In PCIT-CU, standard PCIT was 
augmented with three components that present specific challenges to children with CU traits including: 1) adding the skill 
of “emotional expression” to the PRIDE skills for parents to practice; 2) child emotional insensitivity, which adds the 
CARES (Coaching and Rewarding Emotional Skills) module that utilizes parent modeling, role plays, positive reinforce
ment, and social stories to help children recognize and improve their use of prosocial responses; and 3) child insensitivity 
to punishment, which aims to increase reward dominance using a token economy (rewarding desirable behaviors with 
tokens that can be exchanged for something desired by the child). This RCT that compared standard PCIT with PCIT-CU 
showed that children’s CU traits and conduct problems improved significantly in both conditions, but only the PCIT-CU 
group improvements were maintained at 3-month follow-up. Overall, evidence is mounting that modifying PCIT to 
directly address CU traits can be effective relative to no parenting training and to standard PCIT. This has great potential 
to address what had been considered relatively resistant behaviors to change in other parent training and support 
programs.

Modifications Related to Inclusivity
The breadth of research on PCIT that has emerged from many countries and regions around the world suggest that it can 
be successfully implemented across cultures and can produce robust treatment outcomes among diverse 
groups.56,94,104,105 However, this evidence is not sufficient to conclude that PCIT, which was developed in the USA 
for English-speaking families, does not need adjustments for some families given their sociocultural or linguistic 
backgrounds.

Up until recently adaptions to PCIT for various diverse populations have been done locally, for specific populations, 
and applied as a standard across families or applied in an ad hoc basis in conjunction with therapist experience.42 This 
approach makes it difficult to gauge the extent and possible impact of these modifications. For example, many 
modifications seem to concentrate on translating the psychoeducation and didactic materials from English to another 
language, and these changes may be minimal or may be more significant because of changes to the meaning of content 
and the delivery of information. However, more recent adaptions have focused on matching psychoeducation and specific 
skills and strategies to family structures, parenting styles and values related to ethnicity or other aspects of sociocultural 
experiences (eg, migrants). Notably, research on adapting evidence-based behavior parent training programs, such as 
PCIT, for Mexican American families – an adaption called Guando a Niños Activos (Guiding Active Children; 
GANA)45,56 – has reported positive experiences for family and positive effects for child behavior and parenting. 
Similarly, Yeh et al106 developed the personalized approach (PersIn) of providing flexible PCIT for a variety of 
ethnicities, family structures, and parenting styles. As another example, MYPCIT106,107 begins by assessing a Parent 
Explanatory Model (PEM) for each family that maximizes the potential for treatment success. The PEM measures the 
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modifications made to individualize or personalize treatment for each family across four areas (parental treatment 
expectancies, parental etiological expectations, endorsement of parenting styles, and family support for treatment) and 
subsequently delivers MYPCIT according to the PEM profile.107 Although this is a promising approach and seems to 
make explicit the clinical behaviors and considerations that probably occur in practice, MYPCIT does not yet seem to 
improve on the outcomes of standard PCIT. In one pilot feasibility study, MYPCIT was shown to produce significant 
changes in child and parent outcomes comparable to existing PCIT studies.106

Another way that PCIT is reaching a greater diversity of families is by modifying standard PCIT for use in 
maltreating and welfare populations. Although there has long been evidence that standard PCIT is beneficial for these 
high-risk families,32,58 adaptation for these families can now be found in the literature. Given the high rates of dropout 
(up to 50–60%) of these families from PCIT and other parent support programs, many of the modifications have been 
concerned with reducing the burden on families in terms of time commitment and location, but also in targeting barriers 
to effective treatment, with modifications such as motivational interviewing designed to encourage positive change and 
resolve ambivalence.29,108 While the premise for this augmentation is solid for reducing recidivism (notifications for 
child abuse following treatment) and improving program retention,58,109,110 a randomised trial of PCIT with motivation 
enhancement versus standard PCIT showed no difference in child behaviors and parent stress or retention rates between 
the two treatment conditions.29 There are other modifications that keep the high possibility of trauma exposure in mind 
for these families, referred to as adding a trauma directed interaction (TDI) phase.111 This phase is designed to create 
a consistent strategy so that therapists can address trauma and trauma-related symptoms while maintaining treatment 
fidelity. Efficacy research is not yet available for this modification but could be beneficial given that at FIP we have 
worked with many caregivers and children with trauma experiences and found the need for treatment modifications. 
Examples of necessary modifications we have made include adding a “time-in” approach (eg, parent remains with child 
when the privilege of play is removed) to improve warmth and sensitivity; adjusting expectations of the speed of 
treatment progress when caregivers need more practical experience and given their own histories of dysfunction in 
caregiver–child relationships; and extending or only implementing the CDI (ie, REP) phase when relationship enhance
ment is prioritised over discipline skills, especially when working with punitive caregivers.

Topic Trend 4. Modalities and Content of PCIT: Online Delivery and Briefer PCIT
One of the biggest events impacting on intensive, in-person parent support programs in the last few years has 
undoubtedly been the COVID-19 pandemic. Even before the pandemic, but especially following it, the emerging 
theme has been “flexibility”– including flexibly delivered PCIT, in terms of mode and length of delivery. During 
pandemic restrictions, traditional forms of face-to-face and in-clinic services were abandoned with a quick change to 
online or other forms of telehealth delivery. To get the findings of design issues, feasibility and acceptability of PCIT in 
an online format out quickly, PCIT providers started documenting case studies on the provision of PCIT via online 
services within months of the start of the pandemic.112,113

However, online delivery has also been discussed as necessary and important to broaden inclusion in general, by 
removing common barriers of location, accessibility and transport, time, and discomfort within a clinical environment. 
Connecting with PCIT providers online opens possibilities for PCIT reach, including servicing more families in rural and 
remote areas, allowing flexible work-at-home arrangements for providers, provision of services for parents who are 
unable to make in-person clinic appointments, further engagement of fathers, and engagement of children and caregivers 
or teachers within the school environment. One such case study summarised that “telehealth-delivered PCIT shows 
promise as a parent-directed intervention that can reduce parental distress and the frequency of externalizing behaviors in 
young children”.112 Furthermore, an RCT of Internet delivered PCIT (I-PCIT)114 found that 70% of children in the 
I-PCIT group showed treatment response, compared with 55% in clinic-based PCIT. Also, 55% of children in I-PCIT 
continued to show treatment response after 6 months compared with 40% for clinic-based PCIT. Additionally, fewer 
parent barriers were perceived.

In our experience at FIP, providing PCIT during the pandemic (with a switch from in-clinic to online services 
occurring within the span of one week), we were surprised by the reach and acceptability of I-PCIT, despite our concerns 
about access to technology and family circumstances that could limit involvement and increase risk (partner violence, 
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shared or unstable housing, multiple young children, history of child abuse). Most families had smartphones or were 
quite inventive at finding ways to connect online (sharing devices among households or between family members). 
However, following a return to in-clinic services, our preference is a hybrid model where there are some in-clinic 
sessions/meetings prior to shifting to hybrid services or only online sessions for those who prefer it. Some in-person 
contacts facilitate greater connection and trust and provide parents the guidance they need to understand the components 
of PCIT. We expect that more work will be forthcoming soon on using digital devices to deliver the core components of 
PCIT to address barriers to engagement and accessibility and examine effectiveness.

Brief Versions of PCIT
High attrition rates, recorded to be between 30% to 69% in PCIT programs115 have instigated modifying standard PCIT 
to more brief versions with less time investment, but with similar effectiveness. Increasingly practitioners are realizing 
that the intensive support and skill practice provided for up to 16 weeks of PCIT may be overservicing some families. 
Thus, some researchers are piloting shorter and “lighter touch” protocols. Several research studies have identified shorter 
versions of PCIT to be feasible and effective.34,116 While the standard PCIT protocol is intended to be time unlimited 
until a mastery level of skills is met, time limited PCIT has been found to be equally as effective or significantly better, 
while also reducing time burden on families and service providers.31,34 Most promising, was an intensive (but shortened 
in time commitment) version of PCIT (I-PCIT), which found that delivery of I-PCIT over five days a week for two 
weeks, showed comparable improvements in parenting skills, discipline practices and child externalizing at post 
treatment and follow-up relative to PCIT once a week for 10 weeks.116

While not technically a modification of PCIT but a new parent management training program with its own structure 
and materials, the Parent-Child CARE program (PC-CARE) has also sought to solve the problem of high attrition by 
synthesizing the central tenants (based on attachment, social learning, operant conditioning, and behavior theories), skills 
and strategies of PCIT, including direct coaching, and PCIT-based coding techniques within a 7-week protocol.117,118 

Besides being a shorter intervention than PCIT, PC-CARE scaffolds didactic education week-by-week with the child 
present as well as the parent rather than in two distinct sessions teaching the parent only. The sessions are also structured 
to include a weekly check-in, the didactic teaching of new skills, an observational assessment, and a check-out 
component. Just like PCIT, there is also a live coaching component most weeks. To date, research supports a higher 
retention rate to completion in PC-CARE (94%), while still reporting significant improvements in child behavior.118 

Moreover, in a recent comparison of PC-CARE to PCIT, PC-CARE participants (n = 69) reported significantly greater 
rates of improvement in child behavior and parent stress and were also 2.5 times more likely than PCIT participants (n = 
135) to complete seven continuous sessions.119 This emerging evidence makes PC-CARE a promising alternative to 
PCIT for some families. In FIP, we have developed a system to triage families to PCIT or PC-CARE depending on 
background, current concerns, barriers to attendance, and client preferences.

Other modes and methods of PCIT delivery have also been developed and are not inferior to standard PCIT, including 
Group PCIT aimed to deliver PCIT to more families in the community in a cost-effective way,87,120–122 PCIT augmented 
with an e-book (Pocket PCIT),123 and delivery of PCIT using virtual reality (VR).124 PCIT-VR enables caregivers to 
practice PCIT skills in VR scenarios within their own homes, in addition to practicing with their children during actual 
playtime at home. The extra practice time, flexibility in practice responses, tailored scenarios to meet individual practice 
goals and live feedback made available through the VR augmentation are expected to further improve parenting skills 
and promote faster skills growth. Results of a single case experimental design study for PCIT-VR are expected to be 
published in 2023 and this could present a promising technological advancement for the delivery of PCIT.

Summary and Implications for PCIT Practice
In summary, multiple reviews have concluded that PCIT results in substantial improvements in behavioral problems in 
children, improvements in the quality of parent–child relationships, and reductions in parent- and child-related stress in 
caregivers.21–27 Research has confirmed and extended this to diverse families56,107 and children with suspected or 
diagnosed ASD or ADHD,59,79 anxiety93 or CU traits.101,103 Furthermore, there has been substantial progress across 
the entire field of parenting support towards unpacking the black box of interventions by identifying effective 

https://doi.org/10.2147/PRBM.S360302                                                                                                                                                                                                                                

DovePress                                                                                                                         

Psychology Research and Behavior Management 2023:16 2610

Campbell et al                                                                                                                                                       Dovepress

Powered by TCPDF (www.tcpdf.org)

https://www.dovepress.com
https://www.dovepress.com


components, with the most prominent and beneficial described as positive reinforcement (particularly praise); consistent, 
natural and logical consequences; relationship enhancement and family communication; parental self-management; and 
emotion understanding and regulation.12,14 To unpack the reasons for the benefits found from PCIT itself, researchers 
have shifted, as has parenting theory and research in general,125–133 to emphasize emotion and its expression, as well as 
its regulation or dysregulation, in parents and children as important drivers of behavior change or as the important 
outcomes themselves. At the same time, researchers are questioning whether changing parenting behavior has down
stream effects on emotions (reactivity or regulation) and cognitions (attention, attributions) of either parents or their 
children.

These directions in research provide information that can be useful for improving the effectiveness of PCIT for each 
family. Understanding the change mechanisms supported in research, as well as staying connected to the evidence-base 
of PCIT for specific demographic, social, and diagnostic groups, are foundations of maintaining an EBP – they help 
practitioners to think more carefully about how and why a manualized program, such as PCIT, can benefit all families. At 
the same time, these new research findings can assist practitioners to better articulate where, when, and why they 
individualize a service component because they can link it to evidence – specifically, evidence of what practice 
modifications or adaptations are best for the individual families they work with (also keeping in mind their own skill 
level and caregiver/child preferences). For example, the emerging research on PCIT for children suspected to be on the 
autism spectrum or suspected of ADHD has resulted in new materials and manualized elements specific for these 
families.92,94,105 In FIP, we have regularly reconsidered our approaches as the proportion of children referred who are 
suspected of ASD or ADHD has increased over time (which likely reflects increasing recognition but also changes in 
funding and access to service provision).

As another example, there has been increasing attention on parents’ and children’s emotion regulation and parents’ 
emotion socialization of their children as integral to children’s pathways of social and emotional development.134,135 This 
basic science theory and research has led us36 and others91–93 to conduct research on the impact of PCIT on emotion 
regulation and dysregulation with children, parents or both. In the day-to-day clinic work of PCIT in FIP, this has also 
had an influence. Although we would argue that standard PCIT was designed to change the emotional climate of the 
family given the foundation in attachment theory,136 this had been implicit rather than explicit in the training materials 
and manuals for PCIT. Just as the focus on emotion regulation and the emotional aspects of parenting have increased over 
recent years, emotion is now more frequently mentioned in PCIT materials and there are more resources available to 
practitioners to clarify their role in emotion work.20,79,117,137 Thus, emotion work during PCIT (particularly during 
coaching sessions) has become more prominent. Regarding work on emotion recognition, there can be coaching of 
parents’ use of emotion words to describe children’s play and behavior, and there is frequent reflection on (or 
conversations with) parents about their own feelings while interacting with their children. For work on emotion 
regulation, there is frequent modeling of emotion regulation to parents through practitioners’ requests for parents to 
emulate their voice tone, and to use deep breathing or other techniques to self-regulate and model regulation for their 
children; reinforcement through praises for children when they are staying calm in tough situations; promotion for 
children to “use their words” when frustrated; and coaching of parents to use techniques to soothe their children’s 
negative emotions (eg, emotional validation and naming emotions) while also helping them to learn to minimize attempts 
at problem-solving or reasoning with children until the hot situation has subsided. Some of the important questions that 
have not yet been answered concern the independent and interactive impacts of emotion change and behavior change 
during PCIT on children’s functioning and development and family relationships.

Overall, what some might view as a program that follows a standard protocol, PCIT is now emerging as a parenting 
management training and support program that can be adapted to meet specific population and individual needs, directly 
interfacing with what families are seeking, their goals, their history of previous learning and assistance, and their capacity 
to engage. The availability of so many PCIT modifications and adaptions means the literature was difficult for us to 
comprehensively describe in this one paper. Yet, finding information on so many effective modifications and adaptations 
suggests that an EBT like PCIT, when it is established and disseminated widely, can undergo ad-hoc or more systematic 
changes to produce targeted approaches that are designed to better meet the needs of specific populations, cultures, and 
individual client needs and preferences. Clinicians and researchers may use their experience and listen to their clients to 
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test new practice techniques or other modifications while also maintaining core components of PCIT that are known to be 
critical to its effectiveness. To make the right choices for modification fit, we will increasingly rely on assessments that 
guide inclusion and exclusion criteria, therapist skill and experience, and attend to modification research to guide an 
effective research-practitioner model.

When tailoring PCIT to treat families with special and different needs, there is still a need to keep an eye on fidelity 
by maintaining what is known about the effective core components and key features of PCIT and the underlying 
behavioral theory, while simultaneously contributing to ecological validity by matching treatment to individual family 
needs. There is increasing interest in the theoretical and more novel components that might augment, attenuate, limit, 
strengthen, weaken, and buffer traditional PCIT for children and families that warrant extra attention in certain areas. 
Current information about the effectiveness of PCIT modifications are still mostly presented as pilot studies, case studies 
or quasi-experimental studies. However, it is important that modifications are supported by research that can clearly 
articulate theory to support the change, the specific outcomes that might be improved with the change, and the families 
that might benefit most from the change. These considerations have numerous implications for study design and 
measures, which we cannot address here. While modifications are promising, the evidence from the current research 
on PCIT continues to suggest that they are not always (or even usually) necessary, so more research is needed to 
understand modifications and adaptation making sure we ask the right questions about the new or better outcomes we 
want to work with our families and children to achieve.

Concluding Thoughts
Working with externalizing behaviors across different contexts, presentations, and diagnoses requires the use of an EBP 
model, where clinical expertise, a solid knowledge of the research evidence, and making the family’s needs and 
preferences central to decision-making are key to best outcomes. In making adaptations to the standard PCIT protocol, 
PCIT therapists should hold in mind individual characteristics (such as the need for more emotion regulation coaching) 
that clients present with, as well as the treatment components of PCIT that are essential to driving behavior change. This 
includes attention as a reinforcing influence, the power of relationship enhancement skills, and setting firm boundaries in 
a warm and caring way. Research into PCIT should continue to evaluate effectiveness while also identifying treatment 
components that are most essential to meeting families’ goals, using rigorous methodologies to enhance generalizability 
of results. Future work could also seek to understand secondary benefits to PCIT, including to family relationships and to 
children’s success in other life domains.
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