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ABSTRACT 

Children who attend Head Start children are at increased risk for emotional and 

behavioral disorders. A variety of systemic factors contribute to their increased risk for 

problematic developmental outcomes. Parent-Child Interaction Therapy (PCIT) is an 

evidence-based intervention for improving positive parenting skills and children’s 

outcomes. This study included a multiple baseline design across participants and tested 

the effects of Internet-Delivered Parent-Child Interaction Therapy (I-PCIT) on improving 

Head Start mothers’ use of the Effective Commands that are part of the Parent Directed 

Interaction component of PCIT. Seven total mothers were recruited to participate in this 

study. Four mothers did not complete participation; therefore, data are presented for the 

three mothers that completed intake sessions, baseline, and treatment. The primary 

outcome variable was mothers’ delivery of Effective Commands. Additionally, this study 

included measurement of children’s behavior via mothers’ ratings on the Eyberg 

Childhood Behavior Inventory (ECBI) and mothers’ ratings of the social validity of I-

PCIT. Results indicated that the three mothers that received intervention improved their 

use of Effective Commands. Two of the mothers completed a maintenance phase and 

improved delivery of Effective Commands maintained at levels greater than baseline. 

One mother failed to attend maintenance sessions. Mothers’ ratings on the ECBI resulted 

in reductions in problem severity scores from pre-treatment to post-treatment. 

Additionally, the two mothers that completed social validity measures, rated I-PCIT as 

socially valid. Results are discussed in terms of future directions for research in I-PCIT. 
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CHAPTER I - INTRODUCTION 

Approximately 30% of preschool children are at-risk for or experience an 

emotional or behavioral disorder such as an anxiety disorder, oppositional defiant 

disorder (ODD), or Attention Deficit/Hyperactivity Disorder (ADHD) (Bierman et al, 

2015; CDC, 2021; Feeney-Kettler, et al., 2011; Park & Scott, 2009). Preschool children 

that experience poverty are especially at-risk for developing emotional and behavioral 

disorders during early childhood because of the myriad risk factors associated with 

poverty such as coercive parenting styles, barriers to accessing evidence-based behavioral 

health care, and parenting stress (Alizadeh et al., 2011; Berk, 2018; Duncombe et al., 

2012; Farmer & Reupert, 2013; Karst & Hecke, 2012; Kasari et al., 2015; Steiner et al., 

2012). Fortunately, there are evidence-based parenting programs that reduce preschool 

children’s risk for developing emotional and behavioral disorders. 

Positive parenting programs that include teaching parents to acknowledge their 

children’s appropriate behaviors, deliver effective instructions, and set limits on 

children’s disruptive behaviors are evidenced-based for preventing and treating preschool 

children’s emotional and behavioral disorders (Chaffin, et al., 2009; McMahon, 2015). 

Across several decades of research, researchers have tested and demonstrated beneficial 

effects of several positive parenting programs such as Parent-Child Interaction Therapy 

(PCIT) (Herschell & McNeil, 2007; McMahon, 2015; PCIT, 2020), Triple P Parenting 

Program (McMahon, 2015; Sanders, 2007), The Incredible Years (McMahon, 2015; 

Webster-Stratton, 2007), and The Compliance Training for Children Model (Derieux, 

2021; Griffin, 2007). Recent meta-analyses demonstrate the beneficial effects of these 

positive parenting programs for increasing children’s appropriate behaviors, decreasing 
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disruptive behaviors, and reducing risk for emotional and behavioral disorders (Menting 

et al., 2013; Sanders et al., 2014; Thomas & Zimmer-Gembeck, 2007). Moreover, 

Piquero, et al. (2016) found that PCIT produced the largest effects relative to the Triple P 

Parenting Program and The Incredible Years, possibly due to PCIT including explicit 

live coaching for positive parenting practices. 

Parent-Child Interaction Therapy 

Parent-Child Interaction Therapy (PCIT) is an empirically supported parent 

focused training program that is commonly utilized for children with social, emotional, 

and behavioral concerns, including communication challenges, difficulties with 

attachment, and aggression. PCIT typically is held once per week for an average of 14 

weeks. It encompasses two phases; Child Directed Interaction (CDI) and Parent Directed 

Interaction (PDI). CDI refers to the phase in which the child leads play activities, and the 

parent follows the child’s lead, provides positive feedback for appropriate child behavior, 

and ignores inappropriate behavior. During CDI, a therapist teaches a parent to 

acknowledge their child’s appropriate behaviors during play that is directed by the child.  

Parents are taught to use PRIDE skills. PRIDE skills refers to Praises, Reflections, 

Imitations, Descriptions, and Enjoyment. Traditionally, therapists taught parents to use 

PRIDE skills during face-to-face therapy sessions in which therapists describe PRIDE 

skills, model the use of PRIDE skills with the child, and then provided live coaching (i.e., 

feedback) via a one-way FM radio from behind a one-way glass or room with video 

monitoring.  Once a parent demonstrated mastery of PRIDE skills, PDI is implemented. 

PDI refers to the phase in which the parent learns how to give Effective Commands (EC), 

praise for compliance, and utilize Time Out (TO) for noncompliance. ECs are 
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instructions that include specific components when parents deliver instructions to their 

children to facilitate positive interactions between the mother and child while increasing 

compliance. ECs are taught to parents with the BE DIRECT acronym, which is described 

later in procedures. PDI includes parents learning how to deliver direct instructions, set 

limits, and enforce limits via a time-out from positive reinforcement procedure (i.e., 

negative punishment).  In addition to effective instructions and time-out, PDI also 

includes teaching parents to establish house rules and tips for setting limits at home.  

Therapists teach PDI in the same manner as they taught CDI; that is, the therapist uses 

instructions, modeling, and live coaching. Additionally, PCIT’s successful outcomes may 

be due to how its training has imbedded immediate and direct coaching in which the 

therapist provides positive and corrective feedback upon behaviors (PCIT, 2020). 

Furthermore, both CDI and PDI include homework assignments in which parents can 

practice skills at home. 

Low Socioeconomic Status and Social Emotional Challenges 

Historically, families who participate in Head Start are from ethnically and 

racially minoritized backgrounds and are low socio-economic status (SES) members. 

SES refers to an individual’s social and economic class or grouping and is typically 

measured by wealth, educational level, income, and occupational prestige (Diemer et al., 

2013). As a federally funded national program in the United States (U.S.), Head Start 

promotes school readiness for children in low SES families through educational, 

nutritional, social, and types of services. In 2018-2019, Head Start served over 1 million 

children from birth to age 5 and pregnant mothers. The Head Start population is diverse 

where 44% identified as White, 30% as Black or African American, 10% as Biracial or 
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Multiracial, 10% Unspecified or Other, 4% American Indian/Alaska Native, 2% Asian, 

and 1% Native Hawaiian/Pacific Islander. Additionally, there were 63% of individuals 

who identified as Non-Hispanic/Non-Latino and 37% as Hispanic or Latino (ECLKC, 

2021). Furthermore, this low SES population has been known to be susceptible to both 

social and emotional challenges. Some social and emotional challenges may include 

disruptive behaviors, noncompliance, and aggressive behaviors. Additionally, the early 

onset of emotional and behavioral difficulties is predictive of future maladjustment.  

Social and emotional challenges, such as the latter, can be extremely problematic 

for the individuals exhibiting these challenges, as well as parents who attempt to address 

and combat these challenges on an ongoing basis. Children who come from low SES 

backgrounds are at high risk for both disruptive behaviors and Mental health disorders. 

High rates of depression, anxiety, conduct problems, and attention deficit hyperactivity 

disorder (ADHD) are prevalent among low SES children (Bierman et al., 2015). As 

reported by the Centers for Disease Control and Prevention (CDC), one in six children 

from ages two through eight in the U.S. have a Mental health, behavioral, or 

developmental disorder (CDC, 2021). Additionally, parental well-being is a factor that is 

associated with low SES. Factors such parental education and depression amongst other 

factors have an impact on parenting and parent-child interactions (Bierman et al., 2015).  

Again, PCIT is evidence-based for preventing and treating emotional and 

behavioral disorders in preschool children (Herschell & McNeil, 2007; McMahon, 2015; 

PCIT, 2020). However, PCIT is not without limitations.  In particular, PCIT was 

designed to be time unlimited; that is, CDI and PDI continue until parents reach specific 

mastery criteria.  Research indicates that PCIT may include 10 to 16 sessions (Goldfine et 
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al., 2008). Relatedly, attrition in PCIT research varies widely and has been reported as 

high as 67% in some studies (Lieneman et al., 2019). Moreover, attrition may be 

particularly high for minority and low-SES families (Lieneman et al., 2019; Lyon & 

Budd, 2010; Werba et al., 2006).  Finally, minority and low SES families have been 

underrepresented in the PCIT research literature and often report barriers to accessing 

evidence-based behavioral health care programs such as PCIT. One method for 

increasing low-SES and minority families’ access to PCIT may be to leverage technology 

by using telehealth service delivery models. 

Tele-Health Service Delivery of PCIT 

Barriers to accessing evidence-based behavioral healthcare may include 

transportation, distance and commute time to therapists’ offices, and inflexible work 

schedules (Harvey & Gumport, 2015; Karst & Hecke, 2012; Kasari et al., 2015; Steiner et 

al., 2012).  Telehealth service delivery may not eliminate those barriers but may reduce 

the extent to which those barriers completely prevent families from accessing evidence-

based behavioral healthcare.  PCIT has already been tested in a telehealth format.  A 

recent review by Ros-DeMarize et al., (2021) states that Internet-delivered PCIT (I-PCIT) 

existed prior to the COVID-19 pandemic, continues to grow in usage, and offers a 

promising mechanism for increasing access to evidence-based behavioral healthcare.  

Moreover, in perhaps the only randomized control trial testing the efficacy of I-PCIT, 

Comer et al. (2017) randomly assigned families to I-PCIT and traditional PCIT.  Comer 

et al. found that, in terms of most child outcomes, both groups experienced significantly 

beneficial, comparable outcomes.  However, I-PCIT was associated with significantly 

fewer parent-perceived barriers to accessing treatment.  Unfortunately, similar to other 
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PCIT studies, the sample included fewer low SES and minority participants; and the 

study lacked direct measures of parents’ demonstration of positive parenting practices 

(e.g., EC). More recently, Dufrene et al. (manuscript in progress) implemented the CDI 

portion of PCIT via online videoconferencing and found that mothers substantially 

increased use of PRIDE skills following live coaching via telehealth service delivery.   

Although early I-PCIT research is promising, more research is needed that 

includes direct measurement of parents’ use of positive parenting practices. First, direct 

observation is the gold standard in behavioral assessment; therefore, when possible, 

researchers should provide direct measurement of important behaviors to increase the 

credibility of findings. Second, in order to elucidate the mechanisms of change involved 

with I-PCIT, researchers must demonstrate provide direct evidence of the behavior 

changes that cause, or are related to, changes in child behavior. For example, EC are 

known to result in increased child compliance (Derieux, 2021). ECs likely improve child 

compliance because ECs are delivered in a developmentally appropriate fashion and are 

followed by labeled praise, which may reinforce, or increase the future probability of, 

compliance. Moreover, as more ECs are delivered and children comply with more 

instructions and continue to contact reinforcement, parents EC us and children’s 

compliance may be more likely to maintain over and generalization to novel ECs and 

across settings. Given the importance of ECs within a positive parenting framework, it is 

important for researchers to demonstrate that parents actually use ECs after they have 

been trained to do so. This is especially important for novel training methods such as I-

PCIT. Unfortunately, the extant I-PCIT literature does not include direct observation of 

parents’ use of positive parenting strategies such as ECs. 
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Purpose of Study 

Limited research has been conducted in the area of implementing Parent-Child 

Interaction Therapy (PCIT) via telehealth (Comer, et al., 2017; Davis et al., 2018; 

Gurwitch et al., 2020; Ros-DeMarize et al., 2021). Many families, and low SES and 

minority families in particular, face barriers to accessing evidence-based behavioral 

health care.  Telehealth service delivery may reduce barriers, but research demonstrating 

parents’ positive parenting skill developing when PCIT is delivered via telehealth is 

limited. The primary purpose of the present study is to extend recent research by Dufrene 

et al. (manuscript in progress), by testing the effects of I-PCIT for increasing EC use by 

minoritized, low-SES Head Start mothers. Additionally, child outcomes regarding 

behavior change will be examined via parents’ ratings of their child’s behavior on the 

ECBI.  The following research questions will be addressed: 

Research Questions 

1. Is there a functional relation between the I-PCIT PDI training for ECs and 

Head Start mothers’ use of EC? 

2. As mothers’ use of ECs increases, does their children’s behavior improve 

as evidenced by lower scores on the ECBI? 

3. Do mothers rate I-PCIT as socially valid? 
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CHAPTER II - METHODS 

Participants and Setting 

 Participants were recruited from a local Head Start agency. After the Institutional 

Review Board (IRB) approved this study, flyers were distributed to the Head Start agency 

administrative staff and individual Head Start centers. Some mothers contacted the 

researcher and other mothers were contacted by the researcher following referral from a 

Head Start center director. The following inclusion criteria were used to include mothers 

in the study: (a) the parent must be mother/female legal guardian of child, (b) the parent 

must have a child enrolled in Head Start Program, (c) the parent/legal guardian consents 

to participation in the study, (d) and the parent/legal guardian consents for child to 

participate in the study. Mothers could not participate based upon the following criteria: 

(a) if the parent or child had been diagnosed with a developmental disability, (b) 

previously had PCIT Training, and/or (c) inability to have access to internet connection. 

Fourteen total mothers contacted the researcher to participate in this study. Six mothers 

reached various stages of participation (described further in Results section), and three 

mothers ultimately completed enough study activities to be included in the data that are 

presented in multiple baseline format. 

 The three mothers that completed enough study activities to be included in the 

presentation of study findings were all Black females and their children were Black. 

Participant 1 was 41 years old, and her child was a 4-year-old female; Participant 2 was 

24 years old and her child a 4-year-old male; Participant 3 was 24 years old, and her child 

was a 3-year-old male. All children attended a Head Start center in a rural southeastern 
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state; as a result, all families experienced low SES based on meeting Head Start 

enrollment criteria, which requires income at or below the federal poverty line. 

 This study was conducted completely online via the Zoom application. There was 

an initial online intake, I-PCIT sessions via smart devices (i.e., iPads), as well as a 

pre/post- treatment assessment that were delivered online. The researcher and other 

trained observers served as therapists and conducted sessions while seated in the office of 

a university behavioral health clinic, while Mothers joined I-PCIT sessions from their 

homes. I-PCIT session times were based upon parent’s schedule and availability. Times 

and days varied for each participant. 

Materials 

Intake Interview. A semi-structured clinical interview was conducted with parents 

to determine the appropriateness of I-PCIT for their child. Information regarding 

prevalent concerns, family and social history, developmental information, school and 

daycare information, medical history, and discipline methods were gathered (See 

Appendix A). For all mothers that completed intake sessions, their child’s behavior was 

deemed in need of I-PCIT, but not judged to be so severe that additional services above 

and beyond those provide via this study were needed. 

Instruments 

Eyberg Child Behavior Inventory (ECBI). The ECBI is a widely used self-report 

questionnaire to evaluate parental perceptions of child behavior and is commonly used in 

PCIT research. The ECBI has been used to demonstrate behavior changes from first to 

last session during PCIT (Lieneman et. al, 2019). The ECBI consists of an Intensity Scale 

and a Problem Scale. The Intensity Scale measures how frequently a child exhibits each 
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of 36 behavior problems on a scale ranging from 1 (never) to 7 (always). The Problem 

Scale evaluates whether the child’s behavior is perceived by the parent as a problem on a 

binary scale of yes or no (See Appendix B). Children are considered to be within the 

clinical range with an Intensity Score of 132 or above (T scores ≥60) (Eyberg & Pincus, 

1999). Scores are typically reported in raw score format because raw scores are more 

sensitive to change relative to T scores. The authors report high internal consistency for 

the ECBI, with an alpha coefficient > 0.90 (Abrahamse, et al., 2015). 

Dyadic Parent-Child Interaction Coding System, Third Edition (DPICS-III). The 

DPICS-III (Eyberg & Funderburk, 2016) was utilized to code ECs during baseline, 

treatment, and maintenance. For this study, the categories for parent behavior included 

ECs. In traditional PCIT, the DPICS-III is used to code both parent and child behaviors in 

a 25-minute play session. The DPICS-III collects a frequency count on parent behaviors 

(e.g., direct commands, indirect commands, labeled praise, and unlabeled praise), as well 

as child behaviors (e.g., compliance, noncompliance, and no opportunity). For children 

aged 3 to 6, the DPICS-III has been standardized for both normative and disruptive 

behavior disorder populations. Previous research demonstrates that the DPICS-III has 

good inter-observer agreement, test-retest reliability, discriminative validity, and 

convergent validity (Thornberry, 2013; Travis, 2015). For this study, although the DPICS 

was used to code mothers’ commands, a percentage score was used to represent the 

number of steps in EC that mothers used (See Appendix C). A list of parent behavior 

codes is included in List of Abbreviations. 

Behavior Intervention Rating Scale (BIRS). Parent participants will evaluate the 

social validity of the intervention using the Behavior Intervention Rating Scale, pre- and 
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post-intervention (Elliott & Von Brock Treuting, 1991); See Appendices E and F). Using 

a six- point Likert scale with ratings ranging from Strongly Disagree (1) to Strongly 

Agree (6), the BIRS will allow the researcher to determine if the present intervention was 

perceived as socially valid. High ratings on the BIRS will indicate high levels of 

satisfaction with the intervention on the part of the parent participants. The BIRS consists 

of three factors: Acceptability, Effectiveness, and Time to effectiveness. The 

Acceptability factor is based on prior research using the IRP-15 and has an alpha of .97 

(Elliott & Von Brock Treuting, 1991). The Effectiveness and Time to Effectiveness 

factors are not based on previous measurement evaluations, but rather logic. “Logic 

would dictate that the time requirement of an effect would have a salient place in the 

evaluation of any treatment” (Elliott & Von Brock Treuting, 1991). The Time to 

Effectiveness and Effectiveness factors have alphas of .87 and .92, respectively. The 

BIRS has been found to have high internal consistency with an overall alpha of .97 

(Elliott & Von Brock Treuting, 1991).  

Technology. Each participant was provided with their own smart device (i.e., 

iPad) and equipment package for treatment duration, including a wireless headset and 

tablet mounting bracket. 

Apple iPad© The smart device provided was an Apple iPad (7th Generation) with 

10.2” Retina display. Tablets were utilized to conduct I-PCIT sessions with participants. 

JBL The wireless headset provided was the JBL Tune 510BT Bluetooth 

Wireless Headphones. The headset was used so that the researcher could communicate 

and provide nonintrusive live feedback to the parent participant. The researcher used a 

laptop computer to conduct video coaching sessions. 
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Incentive. $20 gift cards were provided contingent upon completing meetings 

each week throughout the study. Mothers stated their preference of gift card type, and the 

researcher delivered gift cards to mothers following completion of 8 sessions. Mothers 

received a $20 gift card after the completion of the intake session, teach session, each 

coaching session, and also after the completion of each phase of the study (i.e., baseline, 

intervention, and maintenance) for a total of up to $160 for study completion. 

Dependent Variables 

Mothers’ delivery of ECs served as the primary dependent variable. Researchers 

viewed video recordings of baseline, treatment, and maintenance sessions and coded the 

percentage of EC steps implemented correctly for each command delivered during the 

session. The researcher prompted mothers to deliver a command by saying, “give 

instructions like you normally do.” The researcher prompted the mother to deliver a 

command once per minute during a 10-minute session. The following elements were 

included in an EC according to the PCIT Manual (See Appendix G and H; Eyberg & 

Funderburk, 2016): 

a) Parent commands should be direct rather than indirect 

b) Parent commands should be stated positively 

c) Parent commands should be given for one thing at a time 

d) Parent commands should be specific rather than vague 

e) Parent commands should be developmentally appropriate 

f) Parent commands should be given in normal tone of voice 

g) Parent commands should be explained before they are given or after they are 

obeyed 
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h) Parent commands should be used only when necessary 

i) Parent waits 5-seconds for child to respond to commands 

j) Parent praises child for compliance 

Some of the EC components included in the DPICS cannot be directly observed. 

For example, one cannot directly observe whether a parent gave a command only when 

necessary. As a result, for this study, each parent command was evaluated for three 

components: (1) Instruction delivered directly, (2) Instruction positively stated, and (3) 

Instruction followed by appropriate consequence (i.e., labeled praise if compliance, re-

delivery of instruction after fives seconds in which child did not initiate compliance). 

Each command was scored for percentage of steps completed correctly; and, the datum 

for a single session was the average score across 10 commands delivered during that 

single session. 

A secondary dependent variable was mothers’ ratings of children’s problem 

behaviors on the ECBI. Mothers completed the ECBI prior to baseline and then at the 

beginning of each treatment session. The raw score for each ECBI completed was 

recorded and is reported. 

Data Collection 

All sessions occurred via video conference through the Zoom platform. Parents 

completed rating scales during video conference sessions via Zoom as well.  The 

researcher provided parents with paper copies of the rating scale before the video 

conference sessions.  All sessions were audio and video recorded and stored on a secure 

server.  Observers viewed sessions after the sessions had been completed and used a 

coding sheet to code ECs.  Observers included doctoral students in school psychology. 
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All observers completed an online training module for the DPICS-III that is provided by 

an online PCIT resource website (PCIT for Traumatized Children Web Course, 2021). 

During baseline and treatment sessions, participants completed I-PCIT sessions 

with the researcher. Prior to the first session, the researcher met with mothers during a 

Zoom meeting and assisted mothers with setting the room up for I-PCIT and securing the 

iPad to a piece of furniture so that it was secure and would likely not be contacted by the 

child. Additionally, the researcher assisted parents with setting up wireless ear buds and 

answered any technology questions that the mother may have had.  

During baseline sessions, the researcher prompted the parent to, “tell your child to 

do something” once per minute for 10 minutes. This allowed parents to deliver 10 

commands per session and this process was repeated during treatment and maintenance 

session. During baseline sessions, the researcher did not provide instructions for EC or 

provide live coaching or feedback to mothers during or after any command they 

delivered.  

During the intervention phase, a PCIT PDI session that focused only on EC 

delivery was implemented (described more completely below). Immediately following 

the PCIT PDI session, there was a 10-minute assessment session in which the researcher 

prompted the mother to deliver one command every minute for 10 minutes. Commands 

were coded using the EC form (See Appendix E). 

Research Design and Data Analysis 

A nonconcurrent Multiple Baseline (MB) design across subjects was used to 

assess the effects of telehealth delivered PCIT PDI on parents’ use of EC skills. The 

nonconcurrent MB design included a baseline phase (A), a treatment phase (B), and a (C) 
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maintenance phase. Per What Works Clearinghouse (WWC, 2020) standards, there was a 

minimum of three demonstrations of treatment implementation with a minimum of five 

data points per phase (Kratochwill, et al., 2010). Additionally, there was a minimum of 

two data points stagger between participants. 

The researcher used visual analysis as the primary means for data analysis.  The 

researcher visually analyzed the data paths for level, trend, variability, immediacy of 

effect, overlap across phases, and consistency of effect (Horner, et al., 2005). 

In addition to visual analysis, the researcher calculated an effect size appropriate 

for single subject research design data and the MB design.  Baseline Corrected Tau 

(BCT) was as the effect size and was calculated for all A-B and A-C phase comparisons 

(Tarlow, 2017). BCT accounts for both overlap of data points between phases and any 

baseline trend present. BCT has an online calculator that indicates the presence or 

absence of baseline trend. If baseline trend is present, then the baseline correction is 

applied. If a baseline trend is not present, then the baseline correction is not applied. BCT 

was calculated using an online effect size calculator at the website: 

https://jepusto.shinyapps.io/SCD-effect-sizes/ .  When evaluating effect size, a BCT 

values less than 0.2 is considered a small effect, values between 0.2 and 0.6 are 

considered to have a moderate effect, and values between 0.6 and 0.8 are considered to 

have a large effect, and values greater than 0.8 are considered to have a very large effect 

(Vannest & Ninci, 2015). 

https://jepusto.shinyapps.io/SCD-effect-sizes/
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Procedure 

Intake 

During intake, participants received an informed consent form describing the 

research purpose.  Participants were told in the informed consent form that they may 

leave the study and stop participating at any time during the study without penalty. Intake 

sessions lasted approximately 60 minutes and included participants completing a series of 

questionnaires that included items regarding demographics, parenting styles, home 

routines and child compliance.  Mothers also provided information about their child’s 

problem behaviors so that the researcher could determine if their child was appropriate 

for I-PCIT. Finally, as the researcher had already delivered research materials to mothers, 

the researcher assisted mothers with setting up equipment and ensuring that mothers 

could use the equipment.  

Baseline (Phase A) 

During baseline, data were collected for ECs. During baseline, parent participants 

were encouraged to deliver commands in their typical fashion. The researcher provided a 

simple prompt that included telling the parent, “Give instructions like you normally do.” 

The researcher prompted the parent to deliver a command once per minute over the 

course of 10 minutes, which resulted in 10 total commands during each session. The 

researcher did not provide any instructions for effective commands. Additionally, the 

researcher did not provide any coaching to parents or any feedback following any 

commands. This allowed for an evaluation of command delivery prior to I-PCIT PDI.  
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Treatment (Phase B) 

During intervention, the researcher implemented the PDI portion of PCIT via 

Zoom meetings.  However, the researcher only taught parents to use ECs. I-PCIT PDI 

was implemented in two parts; teach session and coach session according to the PCIT 

Manual (See Appendices G and H).  

Teach Session 

During the teaching session, the researcher completed seven steps: facilitated 

caregiver discussion, gave an overview of PDI ECs, taught EC and labeled praise for 

compliance, taught the 5-second rule that included parents waiting 5-seconds for the child 

to comply before re-issuing a command, re-issuing commands should a child not comply 

with a command, role playing EC delivery, and video examples of EC delivery.  

Step 1- Facilitate caregiver discussion:  Researcher discussed parent participant 

stressors, that were unrelated to the child participant’s behavior (e.g., “Have you been 

experiencing any difficulties you would like to discuss?”). Researcher provided support 

and displayed concern through reflective and empathetic statements. 

Step 2- Give overview of PDI: Researcher explained how the sessions would be 

conducted and gave parent participants an overview and rationale for PDI ECs. The 

researcher used the PCIT manual script (See Appendix G) and PCIT EC handout (See 

Appendix H) to give an overview of PDI and ECs in particular.  

Step 3- Teach ECs and Praise: The researcher taught parent participants EC and 

praise for compliance. BE DIRECT acronym was utilized to teach parent participants how 

to appropriately give ECs. The BE DIRECT is derived from The Eight Rules of Effective 

Commands in PDI (See Appendix H). BE DIRECT is an acronym for: 
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• Be specific with your commands 

• Every command is positively stated   

• Direct rather than indirect  

• Individual rather than complex  

• Reasonable for child’s age   

• Essential commands only   

• Carefully timed explanations  

• Tone of voice is neutral and respectful  

Step 4- Teach 5-second rule: The researcher explained and gave examples for the 

5-second rule for dawdling to parent participants. Dawdling refers to uncertainty if a 

child will obey or disobey a command (PCIT, 2020). The researcher used the PCIT 

Manual script (See Appendix G) to teach the 5-second rule for dawdling. Specifically, 

when a parent delivered a command, they would silently count to five and if their child 

did not yet comply, they would re-issue the command. The researcher instructed parents 

not to re-issue a command until at least 5-seconds had elapsed. 

Step 5- Give video examples: Researcher provided videos examples of PDI EC 

delivery. The parent participants were told to pay particular attention to ECs and labeled 

praise for compliance and to take notes so that those commands and labeled praise 

statements could be discussed. After each video, the researcher asked parent participants 

a series of questions from the PCIT Manual (See Appendix G), including “What 

commands did you see in this video?”, “Were they direct or indirect?”, “What instances 

of praise did you see in the video?”, “What instances of praise did you see in the video?”, 

and “Were they labeled or unlabeled?” 
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The teaching session lasted approximately an hour and a half. When observers 

later coded parent commands, they also completed a treatment integrity checklist to 

record and assess the extent to which the researcher delivered I-PCIT as intended (See 

Appendix K). 

Coaching Sessions 

Following the teaching sessions, the researcher met with mothers for coaching 

sessions. Each coaching session included review of EC core steps, parents practicing EC 

delivery with their child while the researcher provided coaching. Coaching included the 

researcher praising parents for accurate EC delivery and providing corrective feedback in 

the event of a command delivered that did not include all EC components. Coaching 

sessions lasted approximately 45 minutes. Immediately following a coaching session, a 

play session was conducted in which mothers played with their children using 

developmentally  appropriate toys consistent with requirements of PCIT and the 

researcher prompted parents to issue one command per minute for 10 minutes as was 

done during baseline. Observers coded parents EC based on audio and video recordings 

of the session following completion of the session. 

At the beginning of each coaching session, parents completed the ECBI, and the 

researcher graphed the ECBI score. The next session, the researcher shared the ECBI 

graph with the parent so the parent could review their child’s progress. The ECBI graph 

includes all ECBI rasw scores that had been collected and were plotted on graph so that 

parents could observe changes in child behavior from pre-treatment to post-treatment. 

Additionally, following the first two coach sessions, the researcher provided a homework 

assignment to the parent in the form of additional practice. The homework assignments 
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were called play sessions and included the parent playing with their child three to five 

times during the week, prior to the next coaching session (See Appendix S and T). The 

play sessions encompassed a 10-minute Zoom session for parents to practice those skills, 

but no coaching, instructions, or feedback was given to the parents. After the session, 

observers used the DPICS-III to code the percentage of correct steps for ECs, these 

sessions were to determine if the parents retained the EC skills that were taught in the 

coaching sessions.  

Procedural Integrity 

Training for Coding 

Doctoral students in a school psychology training program were trained to 

complete procedural and treatment integrity evaluations for intake, baseline, teaching, 

coaching, play, follow-up, and maintenance sessions.  

Baseline Procedural Integrity 

The observers completed a procedural integrity checklist for the baseline session 

to ensure that the baseline phase procedures were being implemented as intended. 

Twenty percent of baseline sessions were evaluated for procedural integrity. Procedural 

integrity for baseline procedures was 100%. 

Treatment Integrity 

Twenty percent of teaching, coaching, and play sessions were coded for treatment 

integrity for each phase for each mother. Treatment integrity was 100% for all sessions 

that were assessed. 
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Interobserver Agreement 

Twenty percent of sessions by phase and mother in which EC was scored were 

evaluated for IOA (Kratochwill, et al., 2010). IOA was calculated by assessing the extent 

to which a secondary observer provided the same recordings for each step for each 

command delivered during the session. For each command delivered, there was an IOA 

score and then average IOA for that session was calculated. IOA for ECs was 96.67% 

(range, 93.33-100%). 
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CHAPTER III  - RESULTS 

Participants Who Did Not Complete the Study 

            This study included intensive recruitment from multiple agencies and 

sources. First, as per the original research plan, flyers were distributed to a local Head 

Start agency with the intention that interested mothers would contact the researcher, or 

Head Start center directors would refer mothers and their children that they perceived as 

needing parent training services. Several mothers contacted the researcher and expressed 

interest in participating in the study. One mother provided consent and then subsequently 

did not attend the scheduled intake session or additional rescheduled intake sessions. 

Additionally, one mother consented to participation and attended an intake session but 

did not attend the first scheduled baseline session or additional rescheduled appointments. 

Further, one mother provided consent for participation, completed the intake session and 

the baseline phase along with two coaching sessions, but did not attend any further 

sessions despite multiple attempts to follow-up with rescheduled appointments at varying 

times that the mother identified as more convenient. Finally, one more participant 

provided consent, completed the intake and baseline phase along with one coaching 

session, but did not attend any additional sessions despite numerous attempts to 

reschedule. Difficulties with getting participants to attend intakes, baseline sessions, and 

coaching sessions occurred despite numerous attempts at follow-up and financial 

incentives in the form of gift cards. 

Results from Participants That Entered Treatment 

During baseline, Participant 1 implemented ECs with a mean score of 51.00% 

(range, 43.33 -56.67%). When the intervention phase began, there was an increase in ECs 
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with minimum variability and minimum overlap with baseline. During the intervention 

phase, Participant 1 implemented ECs with a mean score of 79.00% (range, 46.67 – 

90.00%). When the maintenance phase began, there was a gradual decrease in trend to 

moderate levels with minimum variability. During the maintenance phase, Participant 1 

implemented ECs with a mean score of 71.00% (range, 63.34 – 80.00%) (See Figure 1). 

BCT calculations for the baseline and I-PCIT PDI phase yielded an effect size of 0.84 

(SE = 0.16; 95% CI: [0.47, 0.97]) for EC statements, indicating a large treatment effect. 

Consequently, Participant 1’s level of EC statements substantially increased once PDI 

coaching began. BCT calculations for baseline and the maintenance phase yielded an 

effect size of 1.00 (SE = 0.03; 95% CI: [1.00, 1.00]) for corrective statements, indicating 

a very large effect of treatment. Thus, Participant 1’s level of EC statements substantially 

increased and maintained after the I-PCIT PDI intervention was implemented.  

 

Figure 1. Percentage of Correct Steps for Effective Commands of Participant 1. 
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During baseline, Participant 2 implemented ECs with a mean score of 61.43% 

(range, 56.67 -66.67%). When the intervention phase began, there was an increase in ECs 

with high variability, but minimum overlap with baseline. During the intervention phase, 

Participant 2 implemented ECs with a mean score of 82.67% (range, 66.67 – 100.00%). 

When the maintenance phase began, there was a gradual decrease in trend; however, 

percentage of steps of ECs maintained at high levels with little variability. During the 

maintenance phase, Participant 2 implemented ECs with a mean score of 90.67% (range, 

80.00 – 96.67%) (See Figure 2). BCT calculations for the baseline and I-PCIT PDI phase 

yielded an effect size of 0.99 (SE = 0.02; 95% CI: [0.66, 1.00]) for EC statements, 

indicating a very large treatment effect. Consequently, Participant 2’s level of EC 

statements substantially increased once PDI coaching began. BCT calculations for 

baseline and the maintenance phase yielded an effect size of 1.00 (SE = 0.02; 95% CI: 

[1.00, 1.00]) for corrective statements, indicating a very large effect of treatment. Thus, 

Participant 1’s level of EC statements substantially increased and maintained after the I-

PCIT PDI intervention was implemented. 
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Figure 2. Percentage of Correct Steps for Effective Commands of Participant 2. 

During baseline, Participant 3 implemented ECs with a mean score of 64.63% 

(range, 51.67 -75.00%). When the intervention phase began, there was an increase in ECs 

with high variability and minimum overlap with baseline. During the intervention phase, 

Participant 3 implemented ECs with a mean score of 81.67% (range, 73.33 – 93.33%) 

(See Figure 3). BCT calculations for the baseline and I-PCIT PDI phase yielded an effect 

size of 0.93 (SE = 0.06; 95% CI: [0.58, 0.99]) for ECs statements, indicating a very large 

treatment effect. Consequently, Participant 3’s level of EC’s statements substantially 

increased once PDI coaching began. During the intervention phase, Participant 3 

cancelled six sessions and failed to attend additional intervention sessions despite 

repeated attempts to reschedule by the researcher and the availability of financial 

incentive. As a result, Participant 3 did not enter the maintenance phase. 
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Figure 3. Percentage of Correct Steps for Effective Commands of Participant 3. 

ECBI Findings 

            Participants completed the ECBI prior to receiving instruction or training 

for ECs. Then, participants completed the ECBI during each treatment session. 

Participants also completed the ECBI at the conclusion of the treatment. The researcher 

scored the ECBI upon receiving it from participants and then shared scores with 

participants each session. ECBI Intensity raw scores ranged from 40 to 198 across 

participants. 

For Participant 1, the pre-treatment ECBI resulted in an intensity raw score of 

168. During treatment, Participant 1’s ECBI ratings resulted in the following scores; 176, 

187, and 198. Post-treatment, participant 1’s rating resulted in an intensity raw score of 

116. 
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For Participant 2, the pre-treatment ECBI resulted in an intensity raw score of 53. 

During treatment, Participant 2’s ECBI ratings resulted in the following scores; 43, 43, 

40. Post-treatment, participant 2’s rating resulted in an intensity raw score of 46 (See 

Appendix. 

For Participant 3, the pre-treatment ECBI resulted in an intensity score of 179. 

During treatment, Participant 3’s ECBI ratings resulted in the following scores; 171, 139, 

and 102. Post-treatment ECBI ratings were not collected due to Participant 3 not 

completing treatment. 

            Overall, the ECBI results indicate that at pre-treatment parent Participants 

1 and 3 rated their child’s frequency of behaviors to be at clinically significant levels ( 

131). At post-treatment, Participant 1 rated their child’s frequency of behaviors to be at 

subclinical significant levels ( 130). Participant 3’s post-treatment ECBI ratings were 

not collected. Additionally, although parent participant 2’s ECBI results were initially 

subclinical at pre-treatment (i.e., 53), there was a decrease in Participant 2’s rating of 

their child’s frequency of behaviors (i.e., 46). All parent participants’ ECBI ratings of 

their child’s frequency of behaviors decreased from pre-treatment to post-treatment (See 

Table 1). 

Table 1  

ECBI Results 

 

 

 

PRE-

TREATMENT 

COACH 

SESSION 

1 

COACH 

SESSION 

2 

COACH 

SESSION 

3 

POST-

TREATMENT 
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Table 1 Continued 

PARTICIPANT 

1 
168 176 187 198 116 

PARTICIPANT 

2 
53 43 43 40 46 

PARTICIPANT 

3 
179 171 139 102 N/A 

 

Social Validity 

Prior to and at the conclusion of the I-PCIT intervention, participants 1 and 2 

completed the BIRS to rate the social validity of the intervention. Participant 1’s rating 

resulted in mean item scores of 5.50 pre-intervention and 4.99 post intervention for the 

acceptability factor, 5.29 pre-intervention and 5.71 post intervention for the effectiveness 

factor, and 6.00 pre-intervention and 6.00 post intervention for the time to effectiveness 

factor. Participant 2’s rating resulted in mean item scores of 5.46 pre-intervention and 

4.96 post intervention for the acceptability factor, 5.57 pre-intervention and 4.43 post 

intervention for the effectiveness factor, and 5.50 pre-intervention and 5.50 post 

intervention for the time to effectiveness factor. Participant 3 did not complete the BIRS, 

due to not completing the intervention. Overall, total mean scores were 5.50 pre-

intervention and 4.96 post-intervention for participant 1. Total mean scores were 5.46 

pre-intervention and 4.96 post-intervention for participant 2. All participants rated the I-

PCIT intervention as moderate to highly socially valid, indicating that they were overall 

satisfied with the intervention (See Table 2). 
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Table 2  

BIRS Pre- and Post-Treatment Results 

Table 2 Continued 

 

PRE-

TREATMENT 

ACCEPTABILIT

Y FACTOR 

POST-

TREATMENT 

ACCEPTABILIT

Y FACTOR 

PRE-

TREATMENT 

EFFECTIVENES

S FACTOR 

POST-

TREATMENT 

EFFECTIVENE

E FACTOR 

PRE-

TREATMENT 

TIME TO 

EFFECTIVENES

S FACTOR 

POST-

TREATMENT 

TIME TO 

EFFECTIVENES

S FACTOR 

PARTICIPAN

T 1 

5.50 4.99 5.29 5.71 6.00 

6.00 

PARTICIPAN

T 2 

5.46 4.96 5.57 4.43 5.50 

5.50 

PARTICIPAN

T 3 

N/A N/A N/A N/A N/A 

N/A 
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CHAPTER IV - DISCUSSION 

 The purpose of this study was to extend recent research by Dufrene et al. 

(manuscript in progress), by examining the effects of I-PCIT on the extent to which 

mothers’ implemented ECs component of PDI. Dufrene et al. (manuscript in progress) 

tested the effects of I-PCIT on the PRIDE skills of mothers. Results from Dufrene et al. 

Indicated that when I-PCIT was implemented, direct observations of mothers’ use of 

PRIDE skills increased substantially and maintained at follow-up. 

For this study, the first research question asked whether mothers’ use of ECs 

increased after receiving I-PCIT targeting mother’s delivery of ECs. Although there was 

substantial participant attrition, for mothers that completed baseline and intervention 

phases, I-PCIT caused substantial increases in mothers’ delivery of ECs. Additionally, for 

the two mothers that completed the maintenance phase, their EC delivery maintained at 

levels greater than observed during baseline. As a result, findings from this study are 

consistent with Dufrene et al. (manuscript tin progress) in that I-PCIT can result in 

mothers increasing their use of positive parenting strategies. Previous studies that 

employed I-PCIT did not include direct observation of parent’s use of PRIDE skills or 

ECs; rather, those studies simply included indirect data such as data obtained from rating 

scales.  

The second research question asked whether children’s behavior improved 

following an increase in their mothers’ use of ECs. Results from this study indicate that 

as mothers increased their use of EC, their children’s behavior improved as evidenced by 

decreased scores on parent completed ECBIs. For two of the participants, pre-treatment 

ECBIs resulted in clinically significant problem behaviors; and, at post-treatment scores 
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decreased to subclinical levels. For the other participant, pre-treatment ratings on the 

ECBI resulted in a subclinical score, but there was a reduction in the score at post-

treatment. Results from this study are consistent with previous I-CPIT studies that have 

included the ECBI as the primary measure of children’s behavior. That is, in those 

studies, I-PCIT was associated with reductions in parent ratings of their children’s 

problem behaviors. 

The third research question asked whether mothers would rate I-PCIT as socially 

valid. Due to attrition, only two of the three mothers completed pre- and post-treatment 

BIRS. For those two mothers, their ratings indicated that they perceived IPICT as socially 

valid. These findings are consistent with findings from Dufrene et al. (manuscript in 

progress), which also included the BIRS as a measure of social validity. Overall, pre- and 

post- ratings were not significantly different from each other. Ratings of 5 and above 

indicate high social validity. All participants in this study rated the I-PCIT intervention as 

moderate to highly socially valid, indicating that they were overall satisfied with the 

intervention.  

Limitations 

Findings from this study are encouraging because these findings indicate that I-

PCIT may produce substantial improvements in mothers’ use of ECs based on direct 

observation data, which had not been included in previous I-PCIT studies. Direct 

observation is the gold standard for behavioral assessment and these data provide 

important support for further testing of I-PCIT. However, this study is not without 

limitations. First, this study did not include direct observation of children’s compliance 

before and after their mothers increased use of EC. Although this study does include 
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ECBI ratings indicating children’s behavior improved, there are no direct observation 

data to substantiate ECBI ratings. Future research should include direct observation data 

for child compliance. Second, due to substantial attrition, this study only includes limited 

data demonstrating mothers’ maintenance of EC delivery. As a result, readers must 

withhold judgement on the extent to which I-PCIT produces maintained gains in EC 

delivery. Future research across multiple studies is needed to provide greater confidence 

in the extent to which I-PCIT results in maintained use of ECs. 

Third, this study includes a limited range of participants in terms of demographic 

characteristics. As a result, readers must use caution when generalizing results of this 

study to other participant populations. Future research should include a greater range of 

participant demographic characteristics in order to increase external validity. For 

example, future research may include fathers, in addition to mothers, as well as parents 

from additional racial, ethnic, and SES groups. Finally, although the social validity 

ratings from the two participants that completed the BIRS indicate that I-PCIT is socially 

valid, the substantial attrition, which is consistent with previous PCIT research, would 

indicate that social validity is of concern. Substantial attrition occurred despite intensive 

follow-up from the researcher and financial incentives for participation. Two parent 

participants dropped out of the study due to obligations of a new job, thus, their 

availability changed. One parent participant missed every scheduled appointment and 

continuously rescheduled meetings in lieu of having open availability and reporting that 

she was a stay-at-home mom. Another parent participant experienced a loss of job, so 

there were interruptions in continuous participation in the study.  
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This study did not include qualitative research in the form of focus groups or 

follow-up meetings with mothers to obtain their perceptions of how the intervention may 

be modified to best meet their needs and increase participation. However, anecdotally, 

some parent participants reported that they wanted additional behavior management 

strategies and quicker time to intervention instead of extended time through baseline. 

Future research may include focus groups with a large number of representative parents 

so that an iterative intervention development process may occur that results in a version 

of I-PCIT that results in less attrition.
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APPENDIX A – Clinical Interview 

Clinical Interview 

• Primary Concerns 

o Reason that family seeking help now 

o What caregivers want from this evaluation 

• Family/Social History 

o All adults and children living in the home 

o Child’s relationship(s) with all caregivers 

o Child’s relationship(s) with siblings (and ages of siblings) 

o Family changes, moves custody/visitation arrangements 

o Caregiver support systems: childcare; family activities 

• Developmental Information 

o Pregnancy and birth (weight, complications, substance exposure, 

medications) 

o Developmental milestones 

▪ 0-6 months (sleep, feeding problems, colic) 

▪ 6-12 months (locomotion) 

▪ 1-2 years (2-word sentences) 

▪ 2-3 years (toilet training) 

• School/Daycare 

o Placement history 

o Behavior, learning, peer problems, special services 

o Current placement (name of school/daycare, teacher) 
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• Medical History 

o Significant accidents, illnesses, allergies 

o Seizures, tics, unusual staring spells 

o Medications (current and past) dosage, effectiveness, problems 

o Treatments/evaluations (developmental testing, counseling, PT, OT, 

speech) 

o Mental health history of caregivers 

o Difficult family problems (domestic violence, substance use, child welfare 

contact) 

• Discipline 

o Methods of discipline used (for each, how often, how effective) 

o Spanking (If caregivers don’t mention spanking, ask how often they “have 

to” spank) 
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APPENDIX B – ECBI Form 
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APPENDIX C – DPICS Coding Sheet 

 

Video Coding 

Trial Commands Statements Child 
Compliance Praise Parent 

Percentage 

 Direct (D) or 
Indirect (I) 

Negatively (N) 
or Positively (P) 

Yes (Y) or No 
(N) 

No (X), 
Unlabeled (U), 
Labeled (L), No 

Opportunity 
(NO) 

𝑥
3⁄  

1.      
2.      
3.      
4.      
5.      
6.      
7.      
8.      
9.      

10.      
Totals Child: Parent: 

Percentage 

Child 
Percentage 

 
𝑥
10⁄  

 

Parent 
Percentage 

 
𝑥
10⁄  
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APPENDIX D – DPICS Codes 

DPICS-III Codes 

  

Direct Command DC 

Indirect Command IC 

No Opportunity NOC 

Comply CO 

Noncomply NC 

Labeled Praise LP 

Unlabeled Praise UP 
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APPENDIX E – BIRS (Pre-Treatment) 
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APPENDIX F – BIRS (Post-Treatment) 
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APPENDIX G – PCIT Manual 
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APPENDIX H – Eight Rules of Effective Commands in PDI 
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APPENDIX I – Intake Procedural Integrity 

 

Procedural Integrity Checklist for Intake Session 
 

Parent Participant: ____________________ Child Participant: 
____________________  

Session: _________ Date: __________ (e.g., 1) Observer 1: _________  
Observer 2: _________ Observer 3: _________ 

 
As you view the session, place a checkmark or an “x” under the appropriate column. List 

these totals in the appropriate blanks below the table. 
 

Task Completed N/A Did not 
complete 

Researcher gave overview and format of 
research project to parent participant    

Researcher administered intake 
questionnaire to    

Researcher obtained parent participant 
demographic information    

Researcher administered BIRS 
questionnaire to parent participant    

Researcher sent parent participant BESS 
questionnaire electronically or mailed     

Totals /5 =   
 

  



 

52 

APPENDIX J – Baseline Procedural Integrity 

Procedural Integrity Checklist for Baseline Sessions 
 

Parent Participant: ____________________ Child Participant: 
____________________  

Session: _________ Date: __________ (e.g., 1) Observer 1: _________  
Observer 2: _________ Observer 3: _________ 

 
As you view the tape, place a checkmark or an “x” under the appropriate column. List 

these totals in the appropriate blanks below the table. 
 

Task Completed N/A Did not 
complete 

Unobstructed view of participants    
Ensure that the room is set up with 

toys/activity    

Ensure microphone and headphones 
have audio    

5 minutes of continuous play    
Refrain from implementing treatment 

procedures    

Totals /5 =   
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APPENDIX K – Teach Session Treatment Integrity 

 
Treatment Integrity Checklist for PDI Teach Session 

 
Parent Participant: ____________________ Child Participant: 

____________________  
Session: _________ Date: __________ (e.g., 1) Observer 1: _________  

Observer 2: _________ Observer 3: _________ 
 
As you view the session, place a checkmark or an “x” under the appropriate column. List 

these totals in the appropriate blanks below the table. 
 

Task Completed N/A Did not 
complete 

Researcher held discussion about 
stressors unrelated to child participant’s 

behavior with Parent participant 
   

Researcher gave overview and format of 
PDI teach session    

Researcher taught parent participant 
effective commands and praise for 

compliance 
   

Researcher taught parent participant 5-
second rule for dawdling    

Researcher gave parent participant video 
examples and held discussion    

Researcher gave parent participant 
handouts     

Totals /6 =   
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APPENDIX L – Coach Session 1 Treatment Integrity 

 
Treatment Integrity Checklist for PDI Coach Session 1 

 
Parent Participant: ____________________ Child Participant: 

____________________  
Session: _________ (e.g., 1) Date: __________ Observer 1: _________  

Observer 2: _________ Observer 3: _________ 
 
As you view the session, place a checkmark or an “x” under the appropriate column. List 

these totals in the appropriate blanks below the table. 
 

Task Completed N/A Did not 
complete 

Researcher gave overview of session    
Researcher gave corrective feedback to 

parent participant for incorrect 
administration of Effective Command 

(ex., parent providing indirect 
commands) 

   

Researcher taught parent participant to 
introduce PDI to the child participant    

Researcher gave corrective feedback to 
parent participant for omitted praise 
when child participant complies with 

command 

   

Researcher reviewed ECBI graph    
Researcher provided homework    

Totals /6 =   
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APPENDIX M – Coach Session 2 Treatment Integrity 

 
Treatment Integrity Checklist for PDI Coach Session 2 

 
Parent Participant: ____________________ Child Participant: 

____________________  
Session: _________ (e.g., 1) Date: __________ Observer 1: _________  

Observer 2: _________ Observer 3: _________ 
 
As you view the session, place a checkmark or an “x” under the appropriate column. List 

these totals in the appropriate blanks below the table. 
 

Task Completed N/A Did not 
complete 

Researcher gave overview of session    
Researcher reviewed homework    

Researcher discussed labeled praise 
with parent participant    

Researcher gave corrective feedback to 
parent participant for incorrect 

administration of Effective Command 
(ex., parent providing indirect 

commands) 

   

Researcher gave corrective feedback to 
parent participant for omitted praise 
when child participant complies with 

command 

   

Researcher reviewed ECBI graph    
Researcher provided homework    

Totals /7 =   
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APPENDIX N – Coaching Session 3 Treatment Integrity 

 
Treatment Integrity Checklist for PDI Coach Session 3 

 
Parent Participant: ____________________ Child Participant: 

____________________  
Session: _________ (e.g., 1) Date: __________ Observer 1: _________  

Observer 2: _________ Observer 3: _________ 
 
As you view the session, place a checkmark or an “x” under the appropriate column. List 

these totals in the appropriate blanks below the table. 
 

Task Completed N/A Did not 
complete 

Researcher gave overview of session    
Researcher reviewed homework    

Researcher gave corrective feedback to 
parent participant for incorrect 

administration of Effective Command 
(ex., parent providing indirect 

commands) 

   

Researcher gave corrective feedback to 
parent participant for omitted praise 
when child participant complies with 

command 

   

Researcher reviewed ECBI graph    
Researcher discussed generalization and 

provided resources    

Researcher gave overview of next 
session    

Totals /7 =   
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APPENDIX O – Play Session Treatment Integrity 

 
Treatment Integrity Checklist for PDI Play Sessions 

 
Parent Participant: ____________________ Child Participant: 

____________________  
Session: _________ (e.g., 1) Date: __________ Observer 1: _________  

Observer 2: _________ Observer 3: _________ 
 
As you view the session, place a checkmark or an “x” under the appropriate column. List 

these totals in the appropriate blanks below the tablet. 
 

Task Completed N/A Did not 
complete 

Unobstructed view of participants    
Set up room with toys/activity    
5 minutes of continuous play    

Parent participant delivered EC    
Parent participant delivered labeled 

praise when appropriate    

Totals /5 =   
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APPENDIX P – Follow-Up Session Procedural Integrity 

 

Procedural Integrity Checklist for Follow-Up Session 
 

Parent Participant: ____________________ Child Participant: 
____________________  

Session: _________ Date: __________ (e.g., 1) Observer 1: _________  
Observer 2: _________ Observer 3: _________ 

 
As you view the session, place a checkmark or an “x” under the appropriate column. List 

these totals in the appropriate blanks below the table. 
 

Task Completed N/A Did not 
complete 

Researcher gave overview of session    
Researcher held discussion    

Researcher asked parent participant to 
complete ECBI questionnaire    

Researcher reviewed homework    
Researcher reviewed PDI    

Researcher reviewed ECBI graph    
Researcher provided or arranged for 

providing resources to parent 
participant 

   

Researcher gave overview of next 
session    

Totals /8 =   
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APPENDIX Q – Maintenance Session Procedural Integrity 

Procedural Integrity Checklist for Maintenance Sessions 
 

Parent Participant: ____________________ Child Participant: 
____________________  

Session: _________ Date: __________ (e.g., 1) Observer 1: _________  
Observer 2: _________ Observer 3: _________ 

 
As you view the tape, place a checkmark or an “x” under the appropriate column. List 

these totals in the appropriate blanks below the table. 
 

Task Completed N/A Did not 
complete 

Unobstructed view of participants    
Ensure that the room is set up with 

toys/activity    

Ensure microphone and headphones 
have audio    

5 minutes of continuous play    
Refrain from implementing treatment 

procedures    

Totals /5 =   
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APPENDIX R – In-Session PDI Coding Sheet * 

*Chair Warning, TO Chair, and TO Room omitted for purposes of this study 
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APPENDIX S – First Homework Assignment 
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APPENDIX T – PDI Practice Log 

PDI Practice Log Sheet 

Child’s name _________________  Caregiver’s name _____________________ 

 

Date 

Did you practice PDI for 
5 minutes in a play 

session? Place a check 
mark () 

Comments 

Example: 
Tuesday 
12/06/22 

 

 

Practice went well at first, 
but Terreca didn’t listen 
when I asked her to clean 

up. 
Sunday 

 
__________ 

 
 

  

Monday 
 

__________ 
 

  

Tuesday 
 

__________ 
 

  

Wednesday 
 

__________ 
 

  

Thursday 
 

__________ 
 

  

Friday 
 

__________ 
 

  

Saturday 
 

__________ 
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APPENDIX U – House Rules Handout 
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APPENDIX V - IRB Approval Letter 
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