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Issue Brief: Increasing Access to PCIT in Child Welfare

Parent Child Interaction Therapy

Across home, day care, school, mental
health, and social service settings, many
young children present with externalizing
problems such as aggression, defiance,
hyperactivity, and inattention. Caregivers,
teachers, and even treatment providers of-
ten struggle to manage and mitigate these
behaviors.

Research shows that children exposed
to adverse childhood experiences such as
abuse and neglect are at a high risk of emo-
tional and behavioral difficulties. In fact,
up to 80% of children who are placed in
foster care exhibit such problems.! How-
ever, children in foster care seldom receive
evidence-based mental health services,?
and effective interventions for young fos-
ter children are particularly scarce.?

Many of the most effective mental
health interventions for young children
center on parent training that includes
live parent coaching and interactive par-
ent-child activities.* Parent-Child Interac-
tion Therapy (PCIT) is one of the most
wellvalidated parent training models.
Drawing on attachment and social learn-
ing principles, PCIT combines play and
child behavior therapies into a cohesive,
structured clinical model. The immedi-
ate goals of the intervention are to help
caregivers reduce parent stress, increase
parent satisfaction, and strengthen behav-
ior management skills. The ultimate goal
of PCIT is to reduce child externalizing
behaviors.

PCIT has two phases: Child-Directed
Interaction (CDI) and Parent-Directed
Interaction (PDI). CDI strengthens the
caregiverchild relationship by teaching
parents how to reinforce wanted child be-
haviors and selectively ignore unwanted
behaviors. PDI trains parents in positive
discipline techniques, thereby improving
child compliance and emotion regulation.

Hallmarks of PCIT

Diverse learning modalities, including
teaching, modeling, role-play, and
coaching

Live coaching — an essential,
active ingredient

Assessment at each session to
track progress

Individualized treatment plan based
on assessment results

Brief duration (12-14 weeks)
and low cost (approximately $1,000
per client)

Evidence for PCIT

Research compiled over three decades has
shown that PCIT is associated with signif-
icant and enduring impacts on external-
izing problems among children ages 2-7
years.” Emerging evidence suggests that
PCIT may reduce internalizing problems
such as anxiety and depression as well.7
In addition, PCIT has been shown to en-
hance parenting attitudes and skills along
with parent-child interactions while reduc-
ing caregiver stress and child abuse poten-
tial.® Studies have replicated these results
with child welfare service recipients, in-
cluding children in foster care.%!0

Adapting PCIT for Children in
Foster Care

Despite its proven efficacy, PCIT often
does not reach children in the child
welfare system. To increase its availabil-
ity and accessibility, Drs. Joshua Mersky
and Dimitri Topitzes of the University of
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Wisconsin-Milwaukee (UWM) adapted
PCIT so that it can be delivered routine-
ly within a foster care context. Drs. Mer-
sky and Topitzes modified PCIT from a
dyadic treatment averaging 12-14 weekly
clinic sessions to a group-based training
model consisting of 2 to 3 full-day work-
shop sessions. During each day-long work-
shop, PCIT clinicians facilitate parent skill
development through instruction, mod-
eling, role-play, and live coaching. The
majority of the day’s schedule is devoted
to coaching, which is an essential active
ingredient of PCIT. In addition, clinicians
provide PCIT phone consultation to each
parent for several weeks following the first
face-to-face training session. These brief
phone consults are designed to enhance
fidelity to the model, increase treatment
dosage, and help parents apply their skills
in the home environment.

This adaptation of PCIT has at least
four advantages. First, whereas foster
parents typically receive unproven lec-
ture-based trainings, the PCIT model
incorporates well-validated experiential
and coaching strategies that promote pos-
itive parenting. Second, a group-based
approach to PCIT reduces participation
burden and stigma for foster parents
while providing them with social learning
opportunities. Third, the model follows
the conventional format of foster parent
training, which is typically delivered in
group settings, thereby increasing the
likelihood of agency uptake and sustain-
ability. Fourth, the group-based format is
designed to contain costs, again increas-
ing the probability that resource-limited
child welfare agencies will integrate it into
their usual services.

Results from a Randomized Trial

In 2014, Drs. Mersky and Topitzes
completed a randomized trial of their
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Both PCIT groups improved significantly
compared to services as usual.

adapted PCIT model with 129 foster
families in Milwaukee. Participants were
assigned to one of three study condi-
tions: a) a wait-list control group; b) a
brief intervention group receiving 2
days of PCIT training and 8 weeks of
telephone consultation; and ¢) an ex-
tended intervention group receiving
3 days of PCIT training and 14 weeks
of telephone consultation. Results re-
vealed that the brief and extended PCIT
interventions were associated with a sig-
nificant decrease in parenting stress and
a significant increase in positive parent-
ing practices. In addition, children in
both intervention groups exhibited sig-
nificant reductions in externalizing and
internalizing problems compared to the
control group.!-12

Translating Research to Practice

Drs. Mersky and Topitzes are committed
to research that increases access to in-

novative and effective services, especial-
ly children and families with complex
needs. Reflecting this commitment,
they partnered with Children’s Hospi-
tal of Wisconsin (CHW) to integrate
PCIT into the child welfare system. As
a leading provider of community-based
services statewide, CHW is dedicated
to translating research into practices
and policies that promote child and
family well-being. In addition to pro-
viding PCIT to foster families, the CHW
Well-Being department is working with
Drs. Mersky and Topitzes on imple-
menting PCIT with biological caregiv-
ers whose children have been placed,
or are at risk of being placed, in out-of-
home care.

Spotlight on Project Connect

In the spirit of translating research to
practice, CHW has adopted the PCIT
group-based model through Project
Connect. With consultation from Drs.
Mersky and Topitzes, the Well-Being de-
partment has served over 40 foster fam-
ilies since the program was launched in
the fall of 2015. Preliminary data from
follow-up assessments indicate that
child behavior problems generally de-
cline following participation in Project
Connect.

The sustainability and fidelity of
these services are made possible, in
large measure, by virtue of the strong
partnership between CHW and UWM.
For example, all clinicians in the
Well-Being department were trained by
Dr. Cheryl McNeil, an internationally
renowned PCIT expert. UWM spon-
sored Dr. McNeil’s training events.
In addition, as a Level I PCIT trainer,
Dr. Toptizes provides clinical consul-
tation through a local PCIT learn-
ing community in which all Project
Connect clinicians actively partici-
pate. Dr. Topitzes also trains new CHW
clinicians in the PCIT model and is pre-
paring other PCIT clinicians at CHW to
assume these supervisory and training
responsibilities in the future.
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Children in foster care seldom receive evidence-based
mental health services, and effective interventions for
young foster children are particularly scarce.
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