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ABSTRACT 

 

Caregiver Concordance on Ratings of Child Behavior Problems in Parent-Child Interaction 

Therapy 

 

by 

 

Juan Carlos Gonzalez 

 

Behavioral parent training programs are effective interventions in addressing a wide 

range of child behavior problems. Historically, these interventions have engaged a narrowly 

defined conception of caregivers, focusing on biological mothers, in part due to limited 

guidance on how to engage other caregivers and utilize their reports of child behavior 

problems in clinical decision making. Recent advances in methodological strategies to 

compare agreement between informants in the context of children’s mental health allow us 

to identify domain-relevant information in instances when disagreement between caregivers 

yields clinically-relevant information about the child in services. The current study utilized 

concordance as measured by difference scores and correlations between two caregiver 

ratings in the context of a parent-child interaction therapy (n = 57). Comparison between 

concordance at pre-treatment and post-treatment suggest that there was a significant increase 

in caregiver agreement over the course of treatment for the level of intensity of child 

behavior problems. Regression models, used to test effects of child and caregiver 

characteristics on pre- and post-treatment concordance, found that only secondary caregiver 
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stress was significantly associated with caregiver disagreement. A final regression showed 

that there were no significant predictors in the change in agreement over the course of 

treatment. Findings provide preliminary evidence of domain-relevant information in regards 

to multiple caregiver ratings of child behavior problems. Clinical implications, including the 

importance of capturing when parents might be at risk for ending treatment in lower states of 

agreement, are discussed. 
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I. Statement of the Problem  

A. Background and Significance  

Children in the United States have increasing rates of mental health need despite an 

increased attention to the development and testing of interventions to support children and 

families (Perou et al., 2013). Existing interventions to support children and families include 

behavioral parent training programs (BPTs) which have shown to be effective in addressing 

disruptive behavior disorders (DBDs), one of the most common reasons for referral among 

children’s mental health (Merikangas, et al., 2009; Eyberg, Nelson, Stephen, & Boggs, 

2008). However, given that these interventions were largely developed with the intention to 

support mothers (i.e., female caregivers, historically seen as the sole primary caregivers of 

children) (Panter-Brick et al., 2014), male-identified caregivers, hereafter referred to as 

fathers, have generally been excluded from these interventions. As the general image of 

what families look like changes (Teti, Cole, Cabrera, Goodman, & McLoyd, 2017), our 

interventions, and ways of involving caregivers to support their children should too. Gender 

non-conforming caregivers, caregivers who do not fit the traditional mold, blended families, 

same-sex couples, and fathers are all examples of individuals who have not been 

systematically involved in the development or testing of parenting interventions. Thus, an 

increase in the attention we pay towards caregivers other than mothers will allow us a more 

holistic understanding of how to best support families with children in need. The hope is not 

to replace an existing knowledge base of effective parenting interventions but rather to 

expand who is included in conversations about BPTs and their associated outcomes. 
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Fathers have been shown to have make many unique contributions to children’s 

development when involved positively in family life (Lamb, 2000; 2010). Additionally, 

evidence suggests father involvement in treatment could be related to sustainment of 

treatment gains (Bagner & Eyberg, 2003). Despite these positive outcomes, fathers continue 

to be engaged at strikingly low rates among children and families seeking services for 

children with DBDs (Jiang et al., 2018; Tully et al., 2018; Gonzalez et al., 2023). One recent 

survey of therapists delivering parenting services found that less than one in 5 therapists 

have fathers regularly attending sessions for the child clients (Tully et al., 2018). In fact, in a 

recent systematic review of father engagement in BPTs, 58% of included studies either 

failed to report on father engagement or had engagement rates below 50% (Gonzalez et al., 

2023). Recently, Fabiano & Caserta (2018) posited that, among others, one explanation for 

these low rates of engagement is the lack of clear guidance regarding the integration of 

multiple informant measurement of child behavior problems. Without proper guidance on 

how to integrate information from multiple informants, or evidence that doing so may 

improve outcomes for children and families, providers may be reluctant to invite father and 

other caregivers into treatment. The ways in which multiple informant ratings relate to one 

another may provide us valuable contextual information about how informants are 

understanding their child’s behavior and the degree to which they agree on parenting 

decisions, two aspects of parenting that may directly impact overall family functioning.  

Novel methods, including using concordance, an analysis which allows clinical scientists 

to understand the relationship and agreement between multiple informants, could provide a 

model for clinical application that would support integration of various caregivers, including 

fathers, into children’s mental health in a data-driven manner. Existing studies utilizing 
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concordance to compare parent and teacher ratings shows indicate parent-teacher 

concordance is moderate and may influenced by certain child characteristics such as 

cognitive abilities (Dickson et al., 2018).  

The current study analyzed caregiver concordance in their ratings of child behavior 

problems within the context of parent-child-interaction therapy (PCIT), a best-practice 

intervention for children with DBDs. The sample included racially and ethnically diverse 

families that received PCIT in community settings in the Miami-Dade County region. These 

analyses, which to date have not been utilized in the context of PCIT, may provide a 

valuable framework to guide therapist seeking to integrate multiple caregiver ratings in 

session. Concordance may be used to monitor agreement between caregivers, which may 

have important implications for treatment success. 

B. Context of the Current Study 

Parent-Child Interaction Therapy (PCIT) is a behavioral parent training program (BPT) 

with decades of empirical evidence that places it as a gold-standard intervention for reducing 

child externalizing problems and parenting stress related to these behaviors (Lieneman et al., 

2017; Eyberg, Nelson & Stephen, & Boggs, 2008). Although BPTs vary in their content and 

methods, most rely on a combination of didactic parent education of positive parenting 

techniques (e.g., praise, selective attention) intended to build upon the parent-child 

relationship and strengthen attachment, and effective discipline strategies (e.g., time-out; 

Kaminski & Claussen, 2017). PCIT is a highly structured intervention in which the first 

phase of treatment is dedicated to the development of the aforementioned parenting 

techniques and the second phase of treatment is where discipline strategies are taught and 

practiced. The entire intervention is delivered using play between the parent and the child in 
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which the therapist is coaching the parent in-vivo in the application of the skills being 

taught. A main feature of PCIT is the heavy reliance on outcome monitoring through the use 

of the Eyberg Child-Behavior Index (ECBI; Eyberg & Robinson, 1983; Boggs, Eyberg, & 

Reynolds, 1990), a 36-item, weekly parent-report measure administered before each session, 

which produces an intensity score translating to the severity of child behaviors overall, and a 

problem score, indicating an overview of the number of child behaviors that remain clinical 

target problems for each parent. The use of standardized outcome measures has utility in the 

current study comparing multiple informant reports of child behaviors. 

Though treatment usually continues until a parent has met skill criteria and the child’s 

behavior difficulties are within normal limits, time-limited PCIT has been developed and 

tested (Nixon et al., 2003). Data for the current study uses a time-limited version of PCIT, 

with a set number of sessions within each phase of the treatment. It has been proposed that 

time limited PCIT may support documented issues with treatment dropout and retention in 

PCIT (Lyon & Budd, 2021; Danko, Garbacz, & Budd, 2016). Time-limited samples of PCIT 

may be helpful in providing an initial examination of mother-father concordance in a 

community-based setting that is brief, efficacious, and more likely to have complete data for 

both caregivers. 

C. The Current Study 

To date, no study has 1) used concordance to examine caregiver agreement and 

disagreement on the ECBI within the context of PCIT, 2) examined the impact that child and 

parent characteristics have on agreement or disagreement among parents, or 3) explored how 

levels of concordance change within a family system over the course of PCIT treatment. 

Following Fabiano and Caserta (2018) who highlighted a lack of guidance on how best to 
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integrate multiple informant ratings in clinical settings, an examination from a clinical, 

community sample will be used to provide real-world measures of how caregivers respond 

on their ECBI measure over the course of treatment. The analyses used may provide a 

metric that can be used in clinical settings to spark conversations about parent agreement 

and disagreement in treatment planning and more thoughtfully integrate experiences of 

multiple caregivers into treatment. 

D. Research Aims and Hypotheses 

The following aims will be used to guide the current project in the investigation of 

caregiver concordance in the context of PCIT. Aim 1: Describe the extent to which 

caregivers agree or disagree on ECBI reports within the context of PCIT, and test if these 

differences change over the course of treatment. In line with previous research which shows 

concordance rates in the moderate range for externalizing problems (Stratis & Lecavalier, 

2017), I hypothesize that concordance as measured by q-correlation will be moderate 

between caregivers. As PCIT emphasizes teaching caregivers to use the same parenting 

skills to address child behaviors, I hypothesize that levels of agreement between parents will 

increase over the course of treatment. Aim 2: Analyze the predictive effects of various 

parent and child characteristics on levels of concordance. I hypothesize that higher levels of 

parental stress may be associated with lower levels of concordance between caregivers. 2a: 

test these predictive effects on pre-treatment concordance. 2b: test these predictive effects on 

post-treatment concordance. 2c: test these predictive effects on change in concordance from 

pre- to post-treatment. Finally Aim 3: Explore whether concordance at post-treatment 

predicts distal outcomes (e.g., follow-up ECBI scores for primary caregiver). This final aim 
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will allow the study to establish evidence more firmly for caregiver agreement being 

domain-relevant information in the context of PCIT. 
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II. Literature Review 

A. Children’s Mental Health 

Over the past few decades, the number of children and adolescents in the United States 

who meet criteria for a mental health diagnosis has increased at an alarming rate. In a given 

year, an estimated 13-20% of children under the age of 18 living in the U.S. meet criteria for 

a mental health disorder (Perou et al., 2013). Disruptive behavior disorders (DBDs), 

including conduct disorder and oppositional defiant disorder, are among the most common 

reasons for referral to services for children (Merikangas et al., 2009). Children who exhibit 

DBDs at a young age are also more likely to experience many negative long-term outcomes 

including mental health issues, substance use, and future abuse of women and children 

(Fergusson, Horwood, & Ridder, 2005; Prinz, Sanders, Shapiro, Whitaker, & Lutzker, 

2009). Early onset conduct problems can result in tremendous detriment to the individual, 

the family, and society. Recent evidence suggests that rates among depression, anxiety, and 

disruptive behavior disorders, are all on the rise in the last 15-20 years (Ghandour, et al., 

2019). If there has ever been a time to invest in children’s mental health and understanding 

effective ways of providing prevention and early intervention, that time is now.  

Numerous funding bodies and organizations have acknowledged the rising level of need 

and in turn, turned the attention of research and scholarship towards solving these well-

documented community needs. This is in part due to the tremendous economic burden that 

childhood mental disorder places on the system which has been estimated at nearly $250 

billion annually (Perou et al., 2013; Torio et al., 2015; Eisenberg & Neighbors, 2007) within 

the U.S. alone. In response to widespread community need and associated consequences, 
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county and state mental health systems have implemented prevention and early intervention 

plans to fund children’s mental health services on the front line using primarily evidence-

based practices (EBPs; Hoagwood et al., 2014; Starin et al., 2014; Lau & Brookman-Frazee, 

2015). Funding at state and federal levels has shifted in such a way that allows us to attend 

to these elevated needs of children and families from numerous angles. It remains clear that 

increasing access to effective services, particularly for those who are most vulnerable, is a 

problem that has yet to be thoroughly resolved. Future attempts to increase access to 

effective services will benefit from thorough examination of specific treatment models to 

examine the characteristics that predict increased engagement and retention for groups and 

individuals who continue to be left out of the treatment room. Regarding fathers in 

particular, this task will involve a thorough review of effective interventions for children’s 

mental health disorders with a focus on how fathers engage with these services.  

B. Behavioral Parent Training Programs (BPTs) 

Behavioral parent training programs (BPTs) have been a gold-standard intervention in 

children’s mental health over the last 30 years (Eyberg, Nelson & Stephen, & Boggs, 2008; 

Kaminski & Claussen, 2017). A recent chapter highlighting the vast research on parent 

training interventions summarizes findings from dozens of meta-analyses, which show that 

strength of evidence supporting BPTs ranges from middle-high levels for disruptive 

behavior disorders and ADHD (Long, Edwards, & Bellando, 2017). Further, on average, 

meta-analytic reviews found moderate effect sizes supporting the effectiveness of BPTs 

(Long, Edwards, & Bellando, 2017; Jent et al., 2017). While BPTs vary in their specific 

content, they generally include: 1) a primary focus on the caregiver as opposed to the child, 

2) attending to prosocial behavior instead of fixating on antisocial behavior, 3) supporting 
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caregivers in identifying and recording child behavior, 4) focus on social learning principles 

(e.g., behavioral reinforcement) 5) didactics delivered to caregivers teaching positive 

parenting skills (e.g., praise, modeling, reflecting child verbalizations) and regular practice 

of these skills, and 6) discussion on how to generalize these skills outside of the clinic 

setting (McMahon & Forehand, 2001; Shaffer et al., 2001). Research investigating BPT 

program components that are most associated with positive outcomes found that teaching 

caregivers how to communicate about emotions, teaching caregivers positive parent-child 

interaction skills, and requiring regular practice outside of session were associated with 

higher levels of parent skill acquisition (Kaminski et al., 2008; CDC, 2009). Further, 

components most likely to reduce externalizing behaviors in children were teaching 

caregivers how to promote positive interactions with their child along with how to respond 

consistently to child behavior, including using  an effective time-out sequence, and requiring 

regular practice outside of sessions (Kaminski et al., 2008; CDC, 2009). Some BPT models 

utilize group-based didactic trainings and multi-family practice settings (Lee et al., 2012), 

while other utilize in-vivo coaching directly to parents playing with their children behind a 

two-way mirror (Brinkmeyer & Eyberg, 2003). 

 Regardless of the format, these interventions tend to have a focus on reducing parent 

stress, increasing skill acquisition and generalization, and reducing overall levels of child 

misbehavior. These interventions became popular choices for therapists working in 

prevention settings with a wide range of parents and families. For example, BPTs have been 

employed in community settings to reduce levels of child maltreatment for welfare-involved 

parents (Michelson, Davenport, Dretzke, Barlow, & Day, 2013). These studies highlight that 

parenting programs allow parents to gain positive skills that help repair their relationships 
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with their children and to learn effective discipline strategies that can be alternatives to 

physical discipline. In terms of long-term treatment outcomes, many meta-analytic studies 

have found medium to large effect sizes at follow-up (Long et al., 2017), however, these 

findings vary widely and may depend on the specific intervention as some studies do show 

maintenance of treatment gains such as maternal self-efficacy and maternal stress (Tucker, 

Gross, Delaney, & Lapporte, 1998). Evidence supporting the use of BPTs includes research 

suggesting that children are most likely to benefit from mental health services when there is 

a parent actively and consistently involved in their treatment (Becker et al., 2017). Meta-

analytic studies investigating BPT efficacy in various settings have continued to show a 

long-standing record of positive outcomes when delivering these interventions in 

community settings (Lanier et al., 2014), with racial/ethnic minority families (McCabe & 

Yeh, 2009), and to respond to a wide range of presenting problems (DBD, Lundahl et al., 

2006; ADHD, Lee et al., 2012). Some evidence also suggests that modified versions of 

BPTs can be effective in treating children with ASD and other developmental disabilities 

(Scudder et al., 2019). The flexibility and long history of effectiveness of these interventions 

has allowed them to stand as primary options when delivering services to youth and families 

struggling with a wide range of symptoms.  

C. Parent-Child Interaction Therapy 

1. Overview of the Program 

Among the BPTs that have communicated significant confidence in researchers and 

participants alike, a small number of programs stand out. In a recent chapter highlighting 

BPTs with the strongest evidence supporting their effectiveness and efficacy, parent-child 
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interaction therapy (PCIT) was among one of the three interventions highlighted for its 

decades of effectiveness research, strong effect sizes in a wide range of implementation 

settings, and wide-spread adoption and sustainment across the US (Long, Edwards, and 

Bellando, 2017). Developed as a manualized version of a behavioral parent training 

program, PCIT is based on Hanf’s two-phase model of parent training (Hanf & Kling, 1973) 

in which the first phase of treatment involved repair of the parent-child relationship through 

positive parenting skills and the second phase of treatment offers structured discipline 

strategies that will increase child compliance and reduce child misbehavior. In PCIT, a 

didactic teach session is utilized at the beginning of each phase of treatment, where a 

therapist or team of co-therapists will provide didactic instruction to the parent(s) 

introducing positive parenting skills and soliciting questions about the ways in which the 

skills will apply to the family’s specific context. Following the didactic session of each 

phase, sessions consist of structured check-ins, coding of parent skill use, coaching of parent 

skill use through bug-in-the-ear, and debriefing/check-out with the parent(s). The family will 

advance to the second phase of treatment (or graduate from the second phase), once specific 

mastery criteria are met which offer benchmarks for parental skill use as well as clinical cut-

offs for parent-rated child behavior problems. While PCIT shares several core features with 

other BPTs, especially others that use the same two-phase model of theoretical foundation, it 

is also unique in a number of important ways. 

First, the play-based format of PCIT and triadic model which places the therapist as a 

support to the parent who is the active change agent delivering the skills, offers ample 

opportunity for in-vivo practice, application, and coaching of the skill by the therapist to the 

parent. PCIT utilizes a one-way mirror behind which the therapist acts as a coach to the 
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parent who is engaging in real-world play with their child while actively applying the skills 

they are taught in the beginning of each phase of treatment. Studies have shown that the 

amount of time spent coaching parents is positively correlated with skill acquisition in PCIT 

(Barnett et al., 2017), suggesting this active coaching model allows parents to practice the 

skills and receive support in implementing them in real-time. While in-vivo coaching is 

utilized in other parent training programs (Shanley & Niec, 2010), the use of the one-way 

mirror is a unique component that allows the parent to truly stand out as the main change 

agent in the parent-child relationship. 

Second, a marked feature of PCIT is the program’s use of standard progress monitoring 

to inform clinical decision making and treatment planning. As noted above, PCIT relies 

heavily on weekly parent-report measures of child behavior (intensity and problem), and 

homework completion to determine if parents meet mastery to move from one phase of 

treatment to the next. Progress monitoring has also been indicated as an important feature of 

effective evidence-based services in children’s mental health (Jenson-Doss et al., 2020). To 

make informed decision in PCIT, therapist utilize a 36-item measure known as the Eyberg 

Child Behavior Index (ECBI; Boggs, Eyberg, & Reynolds, 1990) which is a parent-report 

measure that is completed weekly and produces two scales (i.e., intensity and problem). In 

the context of the current study, the ECBI is of critical importance given its ability to allow 

for the comparison between caregiver ratings. The ECBI’s two scales will allow comparison 

between caregivers across multiple factors that have been associated with treatment 

differences and has been examined for its psychometric properties in recent years (Rich & 

Eyberg, 2001). 
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2. Effectiveness Research 

PCIT has decades of research backing its effectiveness in various treatment settings with 

wide ranges of family demographics. A recent meta-analytic review of 23 PCIT studies in a 

variety of settings found that, compared to control conditions, PCIT produced significant, 

robust decreases in parent-reported child externalizing behaviors and self-reported stress 

(Thomas et al., 2017). In fact, whole books have been published on PCIT, its effectiveness 

in a wide range of settings, and its utility in treating various presenting concerns 

(Brinkmeyer and Eyberg, 2003). Its popularity and robust outcomes have sparked a 

significant focus on adapting PCIT to even wider age groups and presenting concerns than it 

was originally intended. While initially developed to support parents with children 

experiencing behavior problems and using noneffective discipline techniques PCIT has been 

found to help eliminate disruptive behavior disorder symptomatology (Lieneman et al., 

2017), adapted to include modules for use with specific child clinical presentations (e.g., 

PCIT-CALM for children with anxiety; Comer et al., 2018; PCIT-ED for children with 

emotion dysregulation challenges, Lenze et al., 2011), and proven effective with a wide 

range of racial/ethnic background families. For example, McCabe and colleagues have 

adapted PCIT to include culturally-specific values for Mexican-American families and 

found it to be effective within this community (2009). PCIT has also been adapted for 

culture to treat Puerto Rican children and families with positive results (Matos, 

Bauermeister, & Bernal, 2009). An adaptation made for slightly older children found the 

practice to be effective for children as old as 9 years old (Peer et al., 2017). Adaptations for 

presenting concern include PCIT-CALM (Comer et al., 2018), an adaptation for children 

with social anxiety, PCIT-ED (Lenze et al., 2011), a version which treats emotion 
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dysregulation in addition to the traditional focus on externalizing, disruptive behaviors, and 

PCIT-ASD, an adapted version for children on the autism spectrum which has shown 

preliminary effectiveness in recent studies (Scudder et al., 2019). The effectiveness of PCIT 

in various settings and its widespread adoption among community mental health systems 

across the country makes the intervention a suitable choice for studying community 

implementation of the intervention among multiple caregivers. 

D. Other Caregivers 

Over the last several decades, family structures are shifting such that the traditional ideas 

of the nuclear family are no longer as widely applicable (Cabrera et al., 2018; Cabrera et al., 

2000; Schoppe-Sullivan & Fagan, 2020). For example, roughly 40% of children in the U.S. 

today are born to mothers who are unmarried (Osterman et al., 2023). In recent years, efforts 

to engage and study caregivers in a way that is inclusive and responsive have shown 

promise. For example, a culturally adapted version of PCIT for Mexican/Mexican American 

families highlighted the importance of engaging multiple generations of family members 

with caregiving responsibilities (e.g., abuelos/grandparents; McCabe et al., 2005). This same 

intervention has gone on to show effectiveness over several randomized trials where a wide 

range of caregivers were involved in treatment (McCabe et al., 2009; 2012). Future 

iterations of the intervention offer a more personalized approach to the family that allow for 

an integration of the caregiver’s explanatory models of child behavior problems into 

treatment (Yeh et al., 2022). Other examples include parenting interventions with 

kinship/foster caregivers (Wu et al., 2020), non-resident parents (Perry & Langley, 2021; 

Caldwell et al., 2014), single parents (Chacko et al., 2009; DeGarmo & Jones, 2019), and 

overarching efforts to shift towards parenting interventions that promote co-parenting, an 
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inclusive outcome that can be supported regardless of family structure (Teti et al., 2017; 

Patterson, 2016). However, most efforts to engage a wider range of caregiver types in 

treatment have focused on father engagement, despite continued evidence that even when 

fathers are engaged in treatment studies, their data is often not collected (Gonzalez et al., 

2023). 

E. Fathers 

1. The Impact of fathers on Children’s Development and Treatment Outcomes 

More recently, fathers have been identified as valuable contributors both to treatment 

outcomes as well as family outcomes more generally. In fact, entire books have been written 

dedicated to the impact that the role of the father plays on child and family outcomes (Lamb, 

2000; 2010; Cabrera & Tamis-LeMonda, 2012). In his introductory chapter on how fathers 

influence children’s development, Lamb states, “As far as influences on children are 

concerned, […] very little about the gender of the parent seems to be distinctly important. 

The characteristics of the father as a parent rather than the characteristics of the father as a 

male adult appear to be most significant (2010, p. 5).” Research on the impact of sensitive 

fathering (i.e., scaffolding, teaching, encouraging) predicts positive outcomes both 

cognitively and emotionally in children’s development (Shannon, Tamis-LeMonda, London, 

& Cabrera, 2002). For children whose father is available, and particularly for children who 

are at risk for entering trajectories with negative long-term outcomes, having parents who 

support their needs in a sensitive manner can protect them from experiencing negative life 

course trajectories. Sensitivity and support from fathers have been associated with positive 

pro-social relationships and friendships in children and adolescents (Cabrera, Cook, 
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McFadden, & Bradley, 2012), and fathers who engage in complex play tend to raise children 

with superior language development as compared to fathers who engage in less complex 

play (Malin, Cabrera, & Rowe, 2014). 

In terms of parenting interventions and PCIT, a series of notable studies are worth 

highlighting to articulate the current state of father engagement in children’s mental health. 

In general, the impact of father engagement on intervention outcomes is similar to the 

findings from child development more broadly; when fathers engage in treatment in 

meaningful and substantial ways, the influence of their involvement can produce positive 

and lasting change for families. Grossman and colleagues (2002), for example, showed that 

increased paternal caregiving in family systems and quality of play was associated with 

increased executive functioning in children. A few years later, Feldman and colleagues 

(2007) found evidence that father-infant synchrony may be protective against maternal 

depression in families with pre-term infants. Further, a meta-analysis comparing research on 

BPTs found that studies including fathers in treatment, compared with those where the 

father was excluded, reported significantly more positive changes in both child behaviors 

and desirable parenting strategies (Lundahl et al., 2008). In a pivotal study of father 

involvement and PCIT, Bagner and Eyberg (2003) compared involved-father families (i.e., 

fathers that attended treatment), uninvolved-father families (i.e., families where a father did 

not attend treatment), and absent-father families (i.e., families where the father was not 

involved in the child’s life). While each group of families significantly benefited from 

treatment on measures of child-behavior, parental depression, and parenting stress, and no 

group differences were found immediately after treatment, at 4-month follow up mothers 

from involved-father families were the only group to maintain treatment gains. In addition to 
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findings linking father engagement to immediate benefits, this study suggests that father 

involvement in treatment may also be related to the maintenance of treatment gains. With 

each passing decade, more research enhances our understanding of how and when father 

involvement in parenting and intervention is needed. 

2. Lack of Father Engagement and Future Directions 

Despite empirical evidence highlighting the positive impacts of father engagement in 

services and continued calls to include fathers in research studies and interventions that are 

intended to support families (Budd & O’Brien, 1982; Phares & Compas, 1992; Fabiano, 

2007; Panter-Brick et al., 2014; Fabiano & Caserta, 2018), rates of father engagement in 

both research and practice remain relatively low. In a recent survey of providers delivering 

parenting services, only 17.2% of therapists reported that fathers often attend sessions for 

their child or family services (Tully et al., 2018). Improved rates in attendance of fathers 

could help maximize the number of children and families who benefit from the gains from 

mental health treatment in general and parenting programs specifically. To explain why 

these rates remain low in research and practice, Cabrera and colleagues (2018) posited a list 

of three main reasons why fathers are not being included: 1) distinguishing primary 

caregivers in terms of who spent more time with the child makes it “easier to exclude fathers 

from research” (p. 153), 2) the general belief (as rooted in social role theory) that fathers “do 

not engage in hands on parenting” (p. 153), and 3) parenting research has not caught up to 

the dramatic cultural shifts that have changed demographics of what a “typical” family looks 

like. The authors continue to suggest that a transformation is needed in the way that we think 

about fathers contributing to families and suggest that a family systems approach, where 

relationships are examined in context and in relation to how they impact individual dyads 
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and the family, should be employed in the next generation of parenting research. 

Significantly, one of the primary suggestions from this piece states that novel forms of 

measurement may be needed to capture the impact that fathers have on family systems and 

child development (Cabrera et al., 2018). A primary solution to the problem at hand would 

seem to involve breaking away from the standard world of single caregiver report based on 

who is the primary caregiver to measure child symptoms, developmental milestones, and 

treatment outcomes. Instead, it may be possible to not just ask both parents who are involved 

in the child’s life about their perspectives towards the outcome variable but measure the 

relationship between these ratings and perspectives as well. This way, we increase not only 

the engagement and buy-in that fathers have as active members of the treatment process, but 

we can compare ratings to understand how relationships in scores and perspectives may 

cycle back to inform treatment planning and future research. 

In the same year that Cabrera and colleagues (2018) posed their explanations for why 

fathers were being left out of research and practice, despite long history of empirical 

evidence demonstrating their positive gains, Fabiano and Caserta (2018) highlighted a need 

for a focus on the inclusion, engagement, retention, and measurement of father-related 

outcomes in research that hopes to better understand fathers’ unique roles in treatment. 

Similarly multidimensional in nature, Fabiano and Caserta posed a multifaceted approach to 

resolving longstanding historical differences in rates of father engagement in treatment. 

Inclusion refers to the science of increasing how fathers are invited to and included in the 

initial stages of developing or evaluating an intervention in clinical science. Engagement 

refers to the actions taken once a father is in the door for treatment. What strategies can be 

used to motivate fathers’ engagement to be an active member contributing to treatment. 
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Fabiano and Caserta provide several novel treatment approaches including the use of BPT 

principles during in-vivo sports activities to engage fathers in treatment activities that may 

overcome cited barriers regarding stigma (Fabiano et al., 2009; Fabiano et al., 2012). 

Retention refers to the degree to which fathers are being kept from dropping out of treatment 

or research prematurely and may involve novel strategies of finding ways to sustain 

engagement over the course of treatment. Finally, positive outcomes were stated as their 

own future direction for research on fathers in children’s mental health.  

The issue of outcomes directly echoes Cabrera’s increased attention to measurement and 

stems from a long-standing history of difficulties assessing multiple reporters for a single 

child within the context of a family. Deciding on a primary caregiver for a report on child 

functioning is cleaner and more practical from both a researcher’s and practitioner’s point of 

view, but is it the most accurate? Does it capture the fullest story of what is going on with 

any given child or family? Cabrera and colleagues (2018) caution us to the reality that 

“embracing the paternal template to study parenting behaviors might be as ecologically 

invalid as embracing just the maternal template” (p. 154), and invite us to imagine more 

comprehensive ways of understanding how reports may relate to one another, while 

acknowledging that an important step towards rethinking measurement of family systems 

may involve thorough evaluations of how fathers report on measures that were primarily 

developed with mothers in mind. Fabiano and Caserta (2018) highlight a major 

methodological and clinical problem of handling multiple informant reports and draw our 

attention to the fact that “there are no clear professional guidelines that assist clinicians with 

managing discrepancies across ratings, determining which ratings to weight or emphasize in 

particular situations and how to effectively deal with missing or incomplete data” (p. 857). 
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In a recent investigation of therapist experiences engaging fathers in PCIT, providers 

themselves shared difficulties engaging fathers into treatment in part because of their 

differing experiences in caretaking responsibilities, which resulted in seeing the child 

behavior problems differently (Klein et al., 2022). These reports require further investigation 

to determine if fathers are experiencing their child behavior problems differently and if these 

differences between parental experiences of child behavior problems equate to information 

that is relevant in the context of treatment. 

F. Multi-Informant Integration 

These issues are further complicated by meta-analytic research that examines 

correlations of multiple informant reports to find that even when two observers are reporting 

on the same child at the same moment in time, ratings correlate anywhere from a low to 

moderate range with r values as low as .25 in some cases (De Los Reyes et al., 2015; De Los 

Reyes et al., 2019). In this same meta-analytic work, the existing methods of dealing with 

these discrepancies are outlined as analyzing shared variance or agreement between 

informants, aggregating data to one score, or choosing a primary informant and using their 

observation (De Los Reyes et al., 2019). More research is needed to understand how best to 

manage multiple informant responses in the context of PCIT and other BPTs. For example, 

while interrater analyses suggest the ECBI is valid for caregivers regardless of gender, a 

foundational study on the measure also found that mothers rate their child behavior 

problems as more frequent and severe than their male partners (Eisenstadt et al., 1994). 

Additional research has highlighted that despite efforts to include fathers in clinical services 

and research, little has been done by way of comparing outcomes for different caregivers 

(Tiano & McNeil, 2005), and that acceptability of intervention components varies by parent 
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gender (Tiano, Grate, & McNeil, 2013). Given the proposed directions from previous 

research and a review of existing models and theoretical considerations (Martel et al., 2017), 

it would seem appropriate to begin with an analysis of shared agreement among caregivers 

in the context of PCIT and the measures used to track treatment progress for this 

intervention. 

1. Concordance as an existing model of multiple-informant integration 

Several existing statistical models exist for dealing with multiple informant response 

integration in the context of children’s mental health (see Martel et al., 2017; De los Reyes 

et al., 2023). While an extensive review of each of these models is outside the scope of this 

work, in review of the existing literature base, it is important to acknowledge that simply 

relying on a primary reporter is the status quo which is being reconsidered in the context of 

father engagement in children’s mental health (Fabiano & Caserta, 2018; Cabrera et al., 

2018). As stated previously, assuming we have a family where both biological parents are 

involved in treatment together, choosing the father’s rating instead of the traditional method 

of choosing the mother’s rating may prove just as problematic and still leaves researchers 

and practitioners at a loss for how to deal with informant discrepancies. Instead, we are 

posed with several methods that will allow us to understand to what extent two caregivers 

agree on specific ratings of their child’s behavior. One model which has been applied in 

similar contexts is using measures of concordance between multiple informant reports.  

Concordance is a technique that is used to measure latent agreement and disagreement 

between two informants on the same measure (Youngstrom et al., 2000). Analyses produce 

both standardized difference scores and q-correlations which can be interpreted together to 

inform the best approach for informant integration across each domain on which the analysis 



 

 22 

is applied. Previous applications have found the analytic method to be useful in interpreting 

and suggesting best practices for specific measures in the context of children’s mental 

health. Recently, concordance analyses in conjunction with multivariate analyses were used 

to understand agreement between parent and teacher ratings of children diagnoses with 

autism spectrum disorders (ASD; Dickson et al., 2018). This research found that agreement 

between parent and teacher ratings of child symptoms was moderate but varied depending 

on the subscale of measures used, and that higher child cognitive abilities scores, were 

associated with higher agreement between teacher and parent. This study provides a 

methodological approach to understand discrepancies in caregiver ratings of child behavior 

problems. It may be the case that agreement between mothers and fathers would be higher 

for certain areas of functioning within the measure used. It could also be possible that 

certain child or family characteristics (e.g., parental mental health, child age, child gender) 

would be associated with higher or lower levels of agreement or concordance.   

Utilizing the same parent-report measure used in PCIT (i.e., the ECBI), another 

empirical example of concordance between caregivers and teachers for children with ASD 

found low but statistically significant agreement between caregiver and teacher ratings of 

child behavior intensity (r = 0.27). In addition to these primary findings, separate analyses 

also suggested that the differences were directly associated with the degree and type of child 

diagnoses in that children who had more diagnoses were less likely to generate caregiver-

teacher concordance and agreement in behavior ratings (Stadnick et al., 2017). While 

utilizing two respondents who generally have lower concordance overall (Stratis & 

Lecavalier, 2017), this study offers an additional lens to interpret two caregiver reports on 

their own child. There may be further evidence to suggest that child characteristics such as 
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diagnosis or number of co-morbid diagnoses would be related to lower levels of agreement 

in a family system. Additional applications of concordance modeling include work 

regarding fidelity in community mental health implementation of EBPs (Dickson & 

Suhrheinrich, 2021), examinations of the influence of racial/ethnic variables on parent-, 

child-, and teacher- report of adolescent internalizing and externalizing problems (Lau et al., 

2004), and development of conceptual models to be used in examining multiple informant 

discrepancies (De Los Reyes & Kazdin, 2005). 

2. Defining domain-relevant information 

In a recent special issue outlining over a decade of work to generate guidance for 

researchers and clinicians on the integration of information from multiple informants, De 

Los Reyes and Epkins (2023) outline several key concepts and advances that are relevant for 

the current study. While a thorough integration of the models and frameworks presented was 

not possible given the study context and timeline of the project, there are relevant concepts 

that informed the current study. For example, the key questions that these scholars are 

seeking to answer is whether integration of multiple informant information can tell us 

something unique above and beyond the information we might gather from a particular 

score. Previous literature has made drastic improvements in methodological and conceptual 

frameworks utilized to measure and test these questions empirically. One foundational 

concept is the idea of multi-informant integration generating domain-relevant information, 

which is defined as “data that inform our understanding of the very needs about which 

informants provide reports, and by extension, inform our ability to design services to meet 

client needs” (De Los Reyes et al., 2022, p. 3). De Los Reyes and colleagues (2013) 

proposed the Operations Triad Model which has three paths for interpreting information 
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from multiple informants: Converging Operations, where informants report consistent 

problems and agree on the degree of these problems; Diverging Operations, where 

disagreement between reports provides domain-relevant information that informs clinical 

needs of the child in treatment; and Compensating Operations, where disagreement 

represents measurement confounds as opposed to domain-relevant information.  

The current study uses measures of agreement and disagreement to argue that in the case 

of two caregivers entering treatment for PCIT, the relationship between their scores may 

provide clinically relevant information that directly relates to child need. Other examples of 

this include a study from Lerner and colleagues (2017) reported that greater agreement 

between teachers and parents on child symptoms indicated greater clinical severity in a 

sample of children seeking autism services. Domain-relevant information in this case would 

be clinical severity (as measured through informant agreement). Another recent example 

highlighting domain-relevant information comes from Makol and colleagues (2019) whose 

findings suggest that discrepancies between parent and child ratings of internalizing 

symptoms may predict higher likelihood of hospitalization in youth. Parents who enter 

parent training seeking services for their child tend to experience high levels of stress (Heath 

et al., 2020; Solem et al., 2011). We also know that levels of parent stress have been 

previously shown to be associated with a wide range of child behavior problems, including 

the externalizing behaviors targeted by PCIT (Levac et al., 2008; Schleider et al., 2015). In 

our search for domain-relevant information in the context of PCIT, it is important to 

consider how parent stress may play a role in the levels of agreement or disagreement seen 

in child behavior ratings. For example, when caregivers enter treatment with high levels of 

stress are they less likely to agree on child behavior ratings? It is possible that caregiver 
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stress negatively impacts agreement of a caregiving system, or on the flip side that 

disagreement about a child’s behavior is a source of stress within a relationship. These could 

be potential key targets for change in the context of behavioral parent training interventions. 

The search for domain-relevant information in the context of PCIT with multiple caregivers 

will involve careful consideration of parenting stress as it relates to the agreement or 

disagreement over the course of treatment. To date, no study has integrated both measures of 

concordance and parenting stress to advance the understanding of multi-informant 

integration within PCIT. Details on the methods used to accomplish these goals are outlined 

below. 

III. Method 

A. Study Context 

The current study utilizes archival analyses of an existing PCIT treatment dataset 

collected over the course of the previous 5 years (2018-2022), with child and caregiver 

demographics as well as treatment outcome data from pre-, mid-, post-, and follow-up time 

points. The dataset was collected by the Mailman Center for Child Development, 

Department of Pediatrics, Miller School of Medicine at the University of Miami, and 

services were delivered to children and families living in the Miami-Dade County area of 

South Florida through grant-funded services. Families included in the dataset consented to 

the use of their clinical information in clinical research during the time of consent for 

treatment. All analyses were completed using SPSS Software V29. The final dataset 

included all families from 2018-2022 who completed treatment with more than one 
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caregiver. The final dataset included families who completed ratings of child behavior 

problems across pre-, mid-, and post-treatment. 

B. Participants 

As stated above, participants include families who received time-limited PCIT services 

through the Mailman Center for Child Development from 2018 to 2022 year. Participant 

families were included in the current study if their case information indicated that two 

caregivers participated in treatment, both caregivers completed treatment, and both 

caregivers completed reports of child behavior problems. Children range in age roughly 

from ages 2 to 7 years old and were in treatment for a wide range of behavior problems. 

Time-limited PCIT services were delivered over the course of approximately 18 weeks and 

included 5 CDI sessions and up to 11 PDI sessions with two teach sessions, one for each 

phase of treatment.  

Over the course of several years of clinic data, there were a total of 153 families with 

two caregivers involved in treatment who received PCIT services. For Aim 1 and Aim 2, a 

subsample of families where both caregivers completed treatment (i.e., did not drop out) and 

had complete ECBI data at pre-, mid-, and post-treatment was used given the need to 

compare scores over the course of treatment. The final subsample for Aim 1 and Aim 2 

consisted of 57 families. Of the 57 families included in the sample, the primary caregivers 

were predominately mothers (n = 51, 89.5%) and the secondary caregiver were 

predominately fathers (n = 49, 86.0%). However, there were several other family structures 

included in the sample. Fathers made up 7.0% of primary caregivers (n = 4) and other 

primary caregivers included an adoptive mother (n = 1, 1.8%) and an aunt (n = 1, 1.8%). 
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Mothers made up 8.8% of secondary caregivers (n = 5) and other secondary caregivers 

included an adoptive father (n = 1, 1.8%) and grandmothers (n = 2, 3.5%) 

Primary caregivers were 38.07 years old on average (SD = 5.03) and secondary 

caregivers were 40.04 years old on average (SD = 6.62). The racial and ethnic demographic 

of the sample is comparable to other studies conducted at the University of Miami’s medical 

center (Jent et al., 2021; Garcia et al., 2021) which recruits families from predominately 

Hispanic communities, representative of the Miami area at large. Primary (n = 35, 61.4%) 

and secondary (n = 40, 70.2%) caregivers were both predominately Hispanic (inclusive of 

various racial groups). Racially, a significant proportion of the sample identified as White 

(primary: n = 51, 89.5%; secondary: n = 47, 82.5%). A smaller group of caregivers 

identified as either American Indian/Alaska Native (secondary: n = 1, 1.8%), Asian 

(primary: n = 3, 5.3%; secondary: n = 1, 1.8%), Black/African American (secondary: n = 1, 

1.8%), or Multiracial (primary: n = 3, 5.3%; secondary: n = 4, 7.0%). The sample was 

generally college educated with 47 primary caregivers (82.5%) and 40 secondary caregivers 

(70.2%) reporting having a bachelor’s degree or higher.  

Also typical of the Miami area, several families received treatment either entirely in 

Spanish or in a combination of English and Spanish (primary: n = 14, 24.6%; secondary: n = 

13, 22.8%). Most caregivers received treatment in English only (primary: n = 43, 75.4%; 

secondary: n = 44, 77.2%). Children within the sample were 4.55 years old on average (SD 

= 1.46) and predominately male (n = 39, 68.4%). Similar to the parental demographics, 

children in the current study were predominately Hispanic (n = 37, 64.9%), and White (n = 

48, 84.2%), with a smaller portion of children who were Asian (n = 1, 1.8%), Black/African 
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American (n = 1, 1.8%), or Multiracial (n = 7, 12.3%). A full breakdown of caregiver and 

family demographics can be found in Table 1. 

C. Measures 

1. Demographics Form 

Demographic questions were collected using a standard intake measurement collected by 

the Mailman Center for Child Development. Questions included demographics variables 

regarding the child client age, gender, race/ethnicity, as well as school information. 

Caregiver information was collected regarding age, race/ethnicity, gender, and family 

income. Information was stored via REDCAP on secure servers through the University of 

Miami. 

2. Eyberg Child Behavior Index (ECBI) 

The Eyberg Child Behavior Index (ECBI; Eyberg & Pincus, 1999) is a 36-item parent-

report measure of disruptive behavior in children. The ECBI Intensity scale collects parent 

reports on a 7-point scale for each item while the Problem score uses dichotomous (i.e., yes 

or no) scoring on each item. Problem scores are generated using the same items but by 

asking the parent if the behavior is a problem for that parent during the time of 

measurement. The clinical cut off for Intensity scores on the ECBI is at or above 132. 

Evidence suggests that the measure is reliable for both mothers and fathers in the context of 

PCIT delivery (Eisenstadt et al., 1994). 
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3. Parent Stress Index – Short Form (PSI-SF) 

The Parent Stress Index – Short Form (PSI-SF; Abidin, 1995) is a 36-item parent self-

report measure of which has been shown as a reliable measure of parent stress as it relates to 

their caregiving responsibilities. A total stress score is generated along with three subscale 

scores of Distress, Dysfunctional Interaction, and Dysfunctional Child. The PSI has shown 

reliability and validity in studies with mothers and fathers (Bagner & Eyberg, 2003). 

D. Study Design and Data Analytic Plan 

Concordance, as one of the main variables of interest, was calculated as standardized 

difference scores and q-correlation between caregiver ratings at each time point. The 

combination of these metrics has been supported in previous literature surrounding multiple 

informant integration (De los Reyes and Kazdin, 2005) and will provide complimentary 

measures of agreement and difference between scores which will help contextualize parental 

concordance. Difference scores are calculated by subtracting primary caregiver standardized 

scores from secondary caregiver standardized scores in which positive difference would 

indicate that primary caregivers rate a higher degree of problems than secondary caregivers 

and vice versa. Q-correlations) are complementary metrics used to bolster the concordance 

measure given that difference scores may not provide incrementally valuable data. 

1. Aim 1: Describe the extent to which caregivers agree or disagree on ECBI reports 

within the context of PCIT, and test if these differences change over the course of treatment. 

The first research aim was primarily descriptive and consisted of generating 

complimentary concordance metrics across multiple time points for both caregivers on their 

ECBI ratings for both Intensity and Problem scales. As described briefly above, 
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concordance was calculated by two complementary measures of agreement as described by 

Youngstrom and colleagues (2000). These measures of agreement were calculated 

separately for the Problem and Intensity scales. First, difference scores are generated by 

subtracting the ECBI t-score of the second caregiver from the t-score of the primary 

caregiver where a positive difference score would indicate that the primary caregiver 

reported higher ECBI scores than the secondary caregiver and vice versa. Difference scores 

of zero would indicate that the dyad agree exactly on the overall level of behavior Problem 

and/or Intensity. However, caregivers may agree on the overall level of Problem and/or 

Intensity without necessarily agreeing on any one item. For this reason, q-correlations, 

which are calculated as the Pearson correlation between sets of items completed by two 

individuals, is used to characterize the overall levels of agreement between dyads and 

provides information about the “shape and dispersion of the profile of item scores” 

(Youngstrom et al., 2000, p. 1041). Q-correlation is not sensitive to difference in levels of 

scores and provides complementary information about relationships between scores. Q-

correlation and difference scores were calculated and plotted for Problem scale and Intensity 

scale at each time point (pre-, mid-, post-treatment, and follow-up). Paired t-tests were 

completed to examine differences on concordance indices between pre- and post-treatment. 

2. Aim 2: Analyze the predictive effects that various parent and child characteristics may 

have on levels of concordance. 

The second aim utilized multivariate statistics in the form of several linear regression 

models where child and caregiver variables (e.g., child age, child gender, caregiver stress 

levels, family income) were entered as covariates and regressed onto the dependent variable 
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of concordance as measured by difference scores. The following sub-aims will provide 

further explanation of each analysis. 

a) Aim 2a: Test the predictive effects of parent and child characteristics on pre-

treatment concordance. 

For aim 2a a linear regression model included parent and child characteristics (e.g., child 

age, child gender, caregiver stress levels, family income) as covariates in a model that 

predicted concordance at intake as measured by difference score. These analyses allowed for 

the testing of predictive effects of certain characteristics on the initial concordance between 

caregivers.  

b) Aim 2b: Test the predictive effects of parent and child characteristics on post-

treatment concordance. 

An identical regression model to the one specified above in Aim 2a was used to 

investigate whether the same set of predictors was significantly associated with concordance 

scores at post-treatment. These analyses allowed us to test for predictive effects of certain 

characteristics on the final concordance. 

c) Aim 2c: Test the predictive effects of caregiver characteristics on the change in 

concordance from pre- to post-treatment. 

Should the main effects of changes in concordance be significant, post-hoc analyses will 

investigate the possible identification of specific case characteristics (e.g., caregiver two 

attendance, caregiver homework completion rates) that may predict positive changes (i.e., 

higher levels of agreement) in concordance over time. This question was investigated using 
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linear regression model with the dependent variable specified as the change in concordance 

over time from pre- to post-treatment. 

3. Aim 3: Explore whether concordance at post-treatment predicts distal outcomes (e.g., 

follow up ECBI scores for primary caregiver). 

A final exploratory regression model was included to investigate if there are distal 

outcomes associated with post-treatment concordance. In other words, is concordance at 

post-treatment associated with any long-term positive treatment gains that we would see as 

signs of positive impacts of treatment. The clearest example of a distal outcome was to test 

whether concordance at post-treatment was predictive of any outcome measurement (e.g., 

primary caregiver ECBI scores) at follow-up. This analysis allowed the project to make 

inferences about the potential impact that concordance may have on long-term treatment 

gains and sustainment of positive outcomes. This was accomplished using a linear 

regression model where the DV was follow-up ECBI t-score from the primary caregiver, 

and the predictors were post-treatment concordance score, child age, child gender, and 

caregiver stress. 

IV. Results 

A. Aim 1: Describe the extent to which caregivers agree or disagree on ECBI reports 

within the context of PCIT, and test if these differences change over the course of 

treatment. 

The primary aim of the study was investigated by creating descriptive profiles of ECBI 

scores for both parents over the course of treatment. Figure 1 depicts the mean ECBI t-

scores for primary and secondary caregivers at intake (i.e., pre-treatment), mid-treatment, 
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and post-treatment for both ECBI subscales (i.e., Intensity, Problem). At intake, primary 

caregiver mean t-score was 62.54 (SD = 7.13) for Intensity score and 64.96 (SD = 7.44) for 

Problem score. For secondary caregivers at intake, the mean t-score was 60.19 (SD = 6.95) 

for Intensity score and 61.93 (SD = 8.88) for Problem score. At post-treatment these mean 

scores dropped to 46.89 (SD = 6.66) and 49.07 (SD = 7.19) for primary caregiver ECBI 

Intensity and Problem scores, respectively. Secondary caregivers’ mean t-scores were 47.49 

(SD = 7.25) and 49.07 (SD = 8.87) for post-treatment ECBI Intensity and Problem scores, 

respectively. While the general treatment effect as seen in the downward trend of ECBI 

Problem and Intensity scores for both caregivers is positive, the current study was interested 

primarily in the agreement or disagreement between these scores.  

As described above, concordance was measured utilizing two complimentary metrics 

(i.e., difference scores and q-correlations). Figure 2 is a graphic depiction of the change in 

concordance as measured by difference scores over the course of treatment. These difference 

scores were calculated by subtracting primary caregiver raw ECBI scores for both Intensity 

and Problem scales from caregiver 2 scores with zero signifying perfect agreement. A 

positive difference score, as was the case for the pre-treatment Intensity difference score (M 

= 2.35, SD = 9.06) and pre-treatment Problem difference score (M = 3.04, SD = 11.54), 

highlights that primary caregivers rated higher child behavior problems than secondary 

caregivers at this time point. At mid-treatment Problem difference scores remained positive 

(M = 2.25, SD = 10.48) showing that primary caregivers continued to report higher rates of 

specific child behaviors being a problem for them when compared to secondary caregivers at 

this time point. Intensity difference scores at this time point, however, dropped close to zero 

with secondary caregivers on average rating slightly higher intensity of child behavior 
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problems than primary caregivers at mid-treatment (M = -0.37, SD = 8.58). Finally, at post-

treatment mean scores were -0.60 (SD = 7.48) for Intensity difference score and exactly zero 

(i.e., perfect agreement; SD = 9.89) for Problem difference score.  

Figure 3 depicts the complementary concordance metric of q-correlation (r) over the 

same three treatment time points where a higher correlation shows a stronger level of 

agreement between caregivers on average at that time point. As seen in the figure, q-

correlation scores at intake were 0.17 and 0.01 for Intensity and Problem, respectively. At 

post-treatment, these same scores were 0.43 and 0.26 for Intensity and Problem, 

respectively. To test the change in these differences over time, a paired-samples t-test was 

conducted between the pre-treatment difference scores for both ECBI Intensity and Problem 

scores as compared to the post-treatment difference scores. T-test results highlighted that 

over the course of treatment, agreement between caregivers increased significantly for ECBI 

Intensity [t (56) = 2.18, p = 0.17]. In other words, difference scores for ECBI Intensity 

between pre- and post- treatment showed significant movement towards agreement for 

primary and secondary caregivers. Findings from the t-test of ECBI Problem difference 

scores showed that the comparison between pre- and post-treatment difference scores was 

trending towards significance [t (56) = 1.52, p = 0.67]. 
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B. Aim 2: Analyze the predictive effects of various parent and child characteristics on 

levels of concordance. 

1. Aim 2a: Test the predictive effects of parent and child characteristics on pre-treatment 

concordance. 

A linear regression model was used to examine whether parent or child characteristics 

were associated with caregiver concordance as measured by difference scores at intake. 

Given the limited sample size, a select number of predictors were entered into the model 

including child age, child gender, household income, and caregiver stress at intake as 

measured by PSI total percentiles for both caregivers. Each variable was tested for its 

individual influence on concordance at intake controlling for all other variables. The results 

of this regression model are shown in Table 2 (R2 = 0.30, df = 34, model significance = 

0.051) and highlight that the only significant predictor of concordance at intake was 

secondary caregiver stress (b = -0.59, SE = 0.09, p = 0.002). The model suggests that for 

every point increase in overall stress of the secondary caregiver at intake, the concordance as 

measured by the difference scores on ECBI Intensity between primary and secondary 

caregivers decreased by .59 points. However, given that the overall model was only trending 

towards significance, these results should be interpreted with caution and observed as 

preliminary. No other predictors entered into the model were found to have a statistically 

significant impact on concordance at intake. 
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2.  Aim 2b: Test the predictive effects of parent and child characteristics on post-

treatment concordance. 

An identical linear regression model was used to examine whether parent or child 

characteristics were associated with caregiver concordance as measured by difference scores 

at post-treatment. The same set of predictors were included in the second linear regression 

model including child age, child gender, household income, and caregiver stress at intake as 

measured by PSI total percentiles for both caregivers. Each variable was tested for its 

individual influence on concordance at intake controlling for all other variables. Table 3 

displays the results of this regression model predicting concordance at post-treatment (R2 = 

0.20, df = 34, model significance = 0.245). As seen above, the only significant predictor of 

post-treatment concordance on ECBI Intensity was secondary caregiver stress at intake (b = 

-0.37, SE = 0.07, p = 0.050). No other predictors entered into the model had a statistically 

significant impact on post-treatment concordance. However, given that the model was not 

significant, these results should be interpreted with caution as there may be a more 

representative set of variables that are associated with predicted change in post-treatment 

concordance.  

3. Aim 2c: Test the predictive effects of caregiver characteristics on the change in 

concordance from pre- to post-treatment. 

A third linear regression was completed to predict the effect of caregiver characteristics 

on the change in concordance from pre- to post-treatment (D concordance, diff). Several 

secondary caregiver characteristics were entered into the model as predictors of change in 

concordance including the frequency of “do skills” and “don’t skills” at post-treatment, the 

CDI and PDI homework rates, and the coach session attendance rates. As seen in Table 4, 
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this regression had poor model fit (R2 = 0.055, df = 50, model significance = 0.760) and 

explained approximately 5.5% of the variance in the outcome variable. The model was not 

statistically significant nor were the individual predictors significant predictors of change in 

concordance from pre- to post-treatment.  

C. Aim 3: Explore whether concordance at post-treatment predicts distal outcomes 

(e.g., follow up ECBI scores for primary caregiver). 

The final linear regression was completed to explore to potential impact of concordance 

on distal outcomes. In this case, the distal outcome variable is measured by caregiver 1 

ECBI intensity t-score. Predictors entered into the model included the absolute value or 

post-treatment concordance, child age and gender, both caregiver PSI total stress percentiles, 

and household income. Table 5 displays the results of this regression model predicting 

primary caregiver ECBI Intensity t-score at follow-up for the (R2 = 0.298, df = 28, model 

significance = 0.208). Results highlight that post-treatment concordance scores significantly 

predicted ECBI Intensity t-score at follow up such that as the difference scores increased 

(e.g., greater disagreement), ECBI Intensity t-score at follow up increased (b = 0.47, SE = 

0.31, p = 0.019). No other variables entered into the final model were significant predictors 

of ECBI scores at follow-up. 

V. Discussion 

Despite several decades of progress developing, testing, and disseminating effective 

treatments for child behavior problems, the implementation of multi-informant integration in 

clinical decision for these interventions is still lacking (De Los Reyes et al., 2023; 2015). As 

the field of behavioral parent training moves to include more fathers and other caregivers 
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into treatment (Fabiano & Caserta, 2018; Gonzalez et al., 2023), it is critical that we make 

use of the evidence on multi-informant integration to enhance clinical outcomes. Several 

recent studies have highlighted various theoretical models (e.g., shared decision-making; 

Fitzpatrick, et al., 2023) and clinic-based evidence illustrating that the relationship between 

informant ratings can provide domain-relevant information, that is, information that is 

clinically relevant and indicative of a specific need above and beyond one individual’s 

ratings (Lerner et al., 2017; Makol et al., 2019). The current study utilized secondary data 

analysis to determine whether there is domain-relevant information between primary and 

secondary caregiver reports of child behavior problems in the context of PCIT. The findings 

of this study seek to support clinicians and researchers in making the most of their clinical 

outcome data and enhancing care for children and families. Further, given that PCIT is an 

intervention that utilizes a standardized measure for routine outcome monitoring, this 

intervention is well-situated for research on multi-informant integration and for generating 

valuable clinical data from multiple caregivers. As we consider the results from the current 

study it is important to think about how they will benefit the implementation of clinical care 

by way of clinical decision making. The following sections will discuss the results from the 

current study with an emphasis on how the information may be leveraged and disseminated 

to improve clinical practice for children and families. 

The primary aim of the current project was to first use complementary metrics to 

generate and graphically depict the extent to which caregivers agree or disagree on their 

ratings of child behavior problems. As seen in Figure 1, there was a general treatment effect 

such that for both primary and secondary caregivers, across both Problem and Intensity 

scales, ratings of child behavior problems decreased over the course of treatment. While this 
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is important in the context of treatment effectiveness, the subsequent figures emphasize the 

space between these rating scores. First, in Figure 2 we see the graphic depiction of 

difference scores over the course of treatment which were on average positive (i.e., primary 

caregivers rating higher behavior problem intensity and higher number of behaviors being a 

problem) at the pre-treatment time point and approached zero over time. This approach 

towards agreement was seen more starkly for Intensity scores than it was for Problem scores 

which corresponded with the findings that comparison between pre- and post-treatment 

difference scores were only significant for the Intensity scale. This may suggest that the 

ECBI Intensity scale is a more sensitive tool for measuring caregiver agreement or 

disagreement.  

While this may have been expected given the fact that Intensity items are generated 

using a 7-point rating scale as opposed to dichotomous ratings (Eyberg & Pincus, 1999), it 

does contradict previous findings that both scales have similar psychometric properties for 

mothers and fathers (Eisenstadt et al., 1994). More importantly, this finding suggests that 

treatment may improve overall rates of agreement between caregivers for the Intensity of 

child behavior problems, but not an agreement about which behaviors are seen as problems 

by individual caregivers. However, given that the finding from current study was trending 

towards significance for the Problem score difference comparison over time, further 

research is warranted with larger samples to investigate the strength of this finding.  

Another notable finding from the primary aim was the initial low rates of concordance as 

measured by q-correlation. Previous research suggests that mother-father dyads of children 

are among the respondents with the highest levels of observed concordance and agreement 

on child mental health symptoms with meta-analytic evidence estimating these levels of 
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agreement at .48 for internalizing concerns and .58 for externalizing concerns (De Los 

Reyes et al., 2015). Given that our baseline agreement levels (.01-.17) were indicative of 

low overall agreement as measured by q-correlation, this may suggest that families who 

enter treatment for child behavior problems are at particular risk for baseline levels of 

disagreement. Given historical reports of high parent stress levels in the context of parent 

training (Health et al., 2020), it would be reasonable to suspect that this stress may be related 

to a caregiving system’s ability to see problems similarly. Also, if the levels of disagreement 

are related to clinical severity, it may be that there is a relationship between clinical severity 

and parenting stress. Perhaps parents who have children with higher needs are more stressed, 

leading them to have higher levels of disagreement. Previous research showing high levels 

of parenting stress among those enrolled in PCIT (Garcia et al., 2021) may partially explain 

higher levels of disagreement, however, further investigation is needed evaluating constructs 

such as co-parenting that may require specific attention in the context of parenting 

interventions such as PCIT. While this study provides preliminary evidence of domain-

relevant information, more is needed to map these results onto latent constructs and test the 

impact of treatment on their change over time. 

While the primary aim was to define whether agreement between caregivers changed 

over the course of treatment, the secondary aim was to investigate the influence of parent 

and child characteristics on that change. Secondary caregiver stress was the only significant 

predictor of pre- and post-treatment concordance of those entered into the model. While 

these findings should be interpreted with caution given the limited sample size and model fit 

characteristics, they highlight the relevant impact that individual caregiver characteristics 

can have on between caregiver constructs. In this case, secondary caregivers (i.e., 
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predominately fathers) entering into treatment with high levels of overall parenting stress 

may negatively influence the degree to which both caregivers agree on child behavior 

ratings. Given that these participants were mostly fathers in the current study, it may be 

important to study the unique stressors that fathers face in the context of parenting 

interventions. While previous research has characterized provider experiences engaging 

fathers (Klein et al., 2022; Gonzalez et al., 2022), and conflict between father preferences 

and certain ways that parenting interventions are formatted (Pfitzner et al., 2015), further 

research on how father stress levels impact treatment outcomes may be warranted.  

The fact that the impact of secondary caregiver was seen for both pre- and post-

treatment suggests that the influence of this characteristics may be pervasive and worthy of 

specific assessment and intervention. Future implementation of PCIT with several caregivers 

may benefit from utilization of the “Caregiver Stress” modules from the PCIT manual 

(Eyberg & Funderburk, 2011). As more providers address ongoing changes in family 

structure (Teti et al., 2017) and increases in family stress because of COVID-19 (Garcia et 

al., 2021), thoughtful integration of these modules may be indicated for families where 

multiple caregivers are present. Utilizing existing modules may be preferred for providers in 

community settings who themselves often report high stress and burnout levels (Lau et al., 

2018) given the fact that they can be seamlessly integrated into the intervention as planned. 

While the current study did not show that secondary caregiver homework or attendance rates 

significantly predicted overall changes in concordance from pre- to post-treatment, this may 

have been an artifact of the limited sample size. Further investigation is needed to 

understand the mechanisms of change that may already be addressing or improving overall 

concordance.  
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Aside from establishing a potential current baseline of concordance between multiple 

caregivers in the context of PCIT, the current study was interested in the potential impacts 

that caregiver agreement made an impact on distal treatment outcomes. If we know 

something about caregiver agreement on baseline measurement, could this tell us more 

about the family’s risk for negative outcomes? Could concordance be related to the 

maintenance of treatment gains? The final regression model included in the current study 

sought to probe these questions by regressing several child and caregiver characteristics, 

including post-treatment concordance, onto the distal outcome of primary caregiver ECBI 

Intensity score. What we found suggested that among several predictors, only post-treatment 

concordance significantly predicted ECBI Intensity score at follow-up, highlighting that 

concordance may offer clinically important (i.e., domain-relevant) information about the 

maintenance of treatment gains. In our sample, as post-treatment difference scores 

increased, so did ECBI follow-up scores. Therefore, the process of participating in PCIT and 

gaining agreement in a child’s behaviors could help predict maintenance in changes. This 

could help explain previous research, which has shown that when fathers are involved in 

treatment, families have improved maintenance of treatment gains (Bagner and Eyberg, 

2003).  

For clinicians conducting PCIT, this information could be crucial in responding to 

families at the time of termination. Once more robust information on caregiver concordance 

has been established, providers may be cued to suggest booster sessions to families with low 

levels of agreement on post-treatment outcomes measurement. Without adding additional 

measurement burden, we may be able to predict who might call back to the clinic for 

additional support just from looking at a relationship between two scores. Current examples 
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of booster sessions show that they can improve maintenance of specific skills in the context 

of parent training for foster parents (Van Camp et al., 2008) and that alone they can provide 

relative improvement in child aggression and concentration in a community sample (Tolan 

et al., 2009). Following a similar model within the context of PCIT may be indicated and 

utilizing evidence-based decision making can help these intervention efforts be targeted for 

families who need it most. It may also be the case that feedback to families can be provided 

at post-treatment about their risk for potential loss of treatment gains over time to encourage 

continued use of positive parenting skills learned throughout treatment. 

A. Limitations 

Despite the significance of certain findings, the current study does have several 

limitations. Most notably, the limited sample size of families with complete treatment data 

resulted in a reliance on difference scores as a primary measure of concordance as opposed 

to conducting more sophisticated statistically analyses which have been noted in recent 

research (Castagna & Waschbusch, 2023; Laird & De Los Reyes, 2013). While 

complimentary metrics of q-correlation offer some additional information, analyses such as 

polynomial regressions may be indicated in future studies with larger samples. Further, the 

inability to study families that dropped out of treatment due to limited completion of ECBI 

data did not allow for a comparison between groups or subsamples of the dataset. Finally, a 

significant percentage of families had caregivers with a graduate degree (63.2% of primary 

and 36.8% of secondary caregivers) and family income above $100,000 (59.6%), suggesting 

that the generalizability of these findings to lower-income families with less privilege may 

be limited. While these limitations are notable, using these results as a basis for future 
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studies may continue to build evidence for domain-relevant information between caregivers 

who engage in PCIT for children with disruptive behaviors. 

B. Conclusions 

Efforts to improve children’s mental health and behavioral parent training need 

systematic improvements to the ways in which multiple caregiver information is integrated 

into clinical practice. Clinical decision making can be improved through careful use of 

multi-informant integration, particularly when there are standards of baseline evidence that 

allow providers to understand how their families compare to standard norms. The current 

study provides an example of how to apply difference scores and concordance measurement 

to generate preliminary evidence of domain-relevant information in the context of PCIT. 

While the findings are limited by a small sample size, the current study provides new 

evidence on the low levels of caregiver agreement at intake, and evidence of that agreement 

improving over time. Caregiver stress was illuminated as a predictor of this concordance or 

agreement and should be further investigated in studies with larger samples. Finally, the 

predictive significance of concordance on distal outcomes such as follow-up scores shows 

that providers and researchers may benefit from comparison between caregiver scores, even 

when anticipated agreement is high. Overall, the current study provides a step in the 

direction towards understanding the relationship between multiple caregivers’ ratings of 

child behavior problems in the context of behavioral parent training.  

 



 

 45 

References 

1. Bagner, D. M., & Eyberg, S. M. (2003). Father Involvement in Parent Training: 
When Does It Matter? Journal of Clinical Child and Adolescent Psychology, 32(4), 
599–605. https://doi.org/10.1207/S15374424JCCP3204_13 

2. Baker, C. N., Arnold, D. H., & Meagher, S. (2011). Enrollment and Attendance in a 
Parent Training Prevention Program for Conduct Problems. Prevention Science, 
12(2), tps://doi.org/10.1007/s11121-010-0187-0 

3. Barnett, M. L., Niec, L. N., Peer, S. O., Jent, J. F., Weinstein, A., Gisbert, P., & 
Simpson, G. (2017). Successful Therapist-Parent Coaching: How In Vivo Feedback 
Relates to Parent Engagement in Parent-Child Interaction Therapy. Journal of 
Clinical Child & Adolescent Psychology, 46(6), 895–902. 
https://doi.org/10.1080/15374416.2015.1063428 

4. Barnett, M., Miranda, J., Kia-Keating, M., Saldana, L., Landsverk, J., & Lau, A. S. 
(2019). Developing and evaluating a lay health worker delivered implementation 
intervention to decrease engagement disparities in behavioural parent training: A 
mixed methods study protocol. BMJ Open, 9(7), e028988. 
https://doi.org/10.1136/bmjopen-2019-028988 

5. Boggs, S. R., Eyberg, S., & Ann Reynolds, L. (1990). Concurrent Validity of the 
Eyberg Child Behavior Inventory. Journal of Clinical Child Psychology, 19(1), 75–
78. https://doi.org/10.1207/s15374424jccp1901_9 

6. Bridge, J. A., Asti, L., Horowitz, L. M., Greenhouse, J. B., Fontanella, C. A., 
Sheftall, A. H., … Campo, J. V. (2015). Suicide Trends Among Elementary 
School–Aged Children in the United States From 1993 to 2012. JAMA Pediatrics, 
169(7), 673–677. https://doi.org/10.1001/JAMAPEDIATRICS.2015.0465 

7. Brown, G. L., Schoppe-Sullivan, S. J., Mangelsdorf, S. C., & Neff, C. (2010). Early 
Child Development and Care Observed and reported supportive coparenting as 
predictors of infant-mother and infant-father attachment security. 
https://doi.org/10.1080/03004430903415015 

8. Budd, K. S., & O’Brian, T. P. (1982). Father involvement in behavioral parent 
training: An area in need of research. The Behavior Therapist, 5(3), 85–89. 

9. Cabrera, N. J., Cook, G. A., Mcfadden, K. E., & Bradley, R. H. (2012). Family 
Science Father residence and father-child relationship quality: Peer relationships 
and externalizing behavioral problems. 
https://doi.org/10.1080/19424620.2011.639143 

10. Cabrera, N. J., Shannon, J. D., & Tamis-Lemonda, C. (2010). Fathers’ Influence on 
Their Children’s Cognitive and Emotional Development: From Toddlers to Pre-K. 
https://doi.org/10.1080/10888690701762100 

11. Cabrera, N. J., & Tamis-LeMonda, C. S. (2013). Handbook of father involvement: 
Multidisciplinary perspectives: Second edition. Handbook of Father Involvement: 
Multidisciplinary Perspectives: Second Edition, 1–486. 
https://doi.org/10.4324/9780203101414/HANDBOOK-FATHER-
INVOLVEMENT-NATASHA-CABRERA-CATHERINE-TAMIS-LEMONDA 

12. Cabrera, N. J., Tamis-LeMonda, C. S., Bradley, R. H., Hofferth, S., & Lamb, M. E. 
(2000). Fatherhood in the twenty-first century. Child Development, 71(1), 127–136. 
https://doi.org/10.1111/1467-8624.00126 



 

 46 

13. Cabrera, N. J., Volling, B. L., & Barr, R. (2018). Fathers Are Parents, Too! 
Widening the Lens on Parenting for Children’s Development. Child Development 
Perspectives, 12(3), 152–157. https://doi.org/10.1111/cdep.12275 

14. Caldwell, C. H., Antonakos, C. L., Assari, S., Kruger, D., De Loney, E. H., & Njai, 
R. (2014). Pathways to prevention: Improving nonresident African American 
fathers’ parenting skills and behaviors to reduce sons’ aggression. Child 
Development, 85(1), 308–325. https://doi.org/http://dx.doi.org/10.1111/cdev.12127 

15. Castagna, P. J., & Waschbusch, D. A. (2023). Multi-Informant Ratings of 
Childhood Limited Prosocial Emotions: Mother, Father, and Teacher Perspectives. 
Journal of Clinical Child and Adolescent Psychology, 52(1), 119–133. 
https://doi.org/10.1080/15374416.2022.2151452 

16. Comer, J. S., Busto, C. del, Dick, A. S., Furr, J. M., & Puliafico, A. C. (2018). 
Adapting PCIT to Treat Anxiety in Young Children: The PCIT CALM Program. 
Handbook of Parent-Child Interaction Therapy: Innovations and Applications for 
Research and Practice, 129–147. https://doi.org/10.1007/978-3-319-97698-3_9 

17. Danko, C. M., Garbacz, L. L., & Budd, K. S. (2016). Outcomes of Parent–Child 
Interaction Therapy in an urban community clinic: A comparison of treatment 
completers and dropouts. Children and Youth Services Review, 60, 42–51. 
https://doi.org/10.1016/J.CHILDYOUTH.2015.11.007 

18. de Haan, A. M., Boon, A. E., de Jong, J. T. V. M., Hoeve, M., & Vermeiren, R. R. 
J. M. (2013). A meta-analytic review on treatment dropout in child and adolescent 
outpatient mental health care. Clinical Psychology Review, 33(5), 698–711. 
https://doi.org/10.1016/J.CPR.2013.04.005 

19. De Los Reyes, A., Cook, C. R., Gresham, F. M., Makol, B. A., & Wang, M. (2019). 
Informant discrepancies in assessments of psychosocial functioning in school-based 
services and research: Review and directions for future research. Journal of School 
Psychology, 74, 74–89. https://doi.org/10.1016/J.JSP.2019.05.005 

20. De Los Reyes, A., & Kazdin, A. E. (2005). Informant discrepancies in the 
assessment of childhood psychopathology: A critical review, theoretical framework, 
and recommendations for further study. Psychological Bulletin, 131(4), 483–509. 
https://doi.org/10.1037/0033-2909.131.4.483 

21. De Los Reyes, A., Thomas, S. A., Goodman, K. L., & Kundey, S. M. A. (2013). 
Principles Underlying the Use of Multiple Informants ’ Reports. 
https://doi.org/10.1146/annurev-clinpsy-050212-185617 

22. De Los Reyes, A., Talbott, E., Power, T. J., Michel, J. J., Cook, C. R., Racz, S. J., & 
Fitzpatrick, O. (2022). The Needs-to-Goals Gap: How informant discrepancies in 
youth mental health assessments impact service delivery. Clinical Psychology 
Review, 92(October 2021), 102114. https://doi.org/10.1016/j.cpr.2021.102114 

23. De Los Reyes, A., Wang, M., Lerner, M. D., Makol, B. A., Fitzpatrick, O. M., & 
Weisz, J. R. (2023). The Operations Triad Model and Youth Mental Health 
Assessments: Catalyzing a Paradigm Shift in Measurement Validation. Journal of 
Clinical Child and Adolescent Psychology, 52(1), 19–54. 
https://doi.org/10.1080/15374416.2022.2111684 

24. Degarmo, D. S., & Jones, J. A. (2019). Fathering Through Change (FTC) 
intervention for single fathers: Preventing coercive parenting and child problem 



 

 47 

behaviors. Development and Psychopathology, 31(5), 1801–1811. 
https://doi.org/10.1017/S0954579419001019 

25. Dickson, K. S., & Suhrheinrich, J. (2021). Concordance between Community 
Supervisor and Provider Ratings of Fidelity: Examination of Multi-Level Predictors 
and Outcomes Social Networks and Multi-level Systems of Autism Intervention 
View project BRIDGE Collaborative for Early Intervention for Children at risk for 
ASD View project. Article in Journal of Child and Family Studies. 
https://doi.org/10.1007/s10826-020-01877-0 

26. Eisenstadt, T., Mcelreath, L. H., Eyberg, S., & Mcneil, C. B. (1994). Child & 
Family Behavior Therapy Interparent Agreement on the Eyberg Child Behavior 
Inventory. Child & Family Behavior Therapy, 16(1), 21–27. 
https://doi.org/10.1300/J019v16n01_02 

27. Eyberg, S. M., & Funderburk, B. (2011). Parent-child interaction therapy: 
Treatment manual. PCIT International. 

28. Eyberg, S. M., & Pincus, D. (1999). Eyberg Child Behavior Inventory and Sutter-
Eyberg Student Behavior Inventory: Professional manual. Odessa, FL: 
Psychological Assessment Resources. 

29. Eyberg, S. M., Nelson & Stephen, M. M., & Boggs, R. R. (2008). Evidence-Based 
Psychosocial Treatments for Children and Adolescents With Disruptive Behavior. 
Journal of Clinical Child & Adolescent Psychology, 37(1), 215–237. 
https://doi.org/10.1080/15374410701820117 

30. Eyberg, S. M., & Robinson, E. A. (2009). Conduct problem behavior: 
Standardization of a behavioral rating. https://doi.org/10.1080/15374418309533155 

31. Fabiano, G. A. (2007). Father participation in behavioral parent training for ADHD: 
Review and recommendations for increasing inclusion and engagement. Journal of 
Family Psychology, 21(4), 683–693. https://doi.org/10.1037/0893-3200.21.4.683 

32. Feinberg, M. E., Brown, L. D., & Kan, M. L. (2012). Parenting Science and 
Practice A Multi-Domain Self-Report Measure of Coparenting. 
https://doi.org/10.1080/15295192.2012.638870 

33. Feinberg, M. E. (2002). Coparenting and the Transition to Parenthood: A 
Framework for Prevention. Clinical Child and Family Psychology Review 2002 5:3, 
5(3), 173–195. https://doi.org/10.1023/A:1019695015110 

34. Feldman, R., & Eidelman, A. I. (2007). Maternal postpartum behavior and the 
emergence of infant–mother and infant–father synchrony in preterm and full-term 
infants: The role of neonatal vagal tone. Developmental Psychobiology, 49(3), 290–
302. https://doi.org/10.1002/DEV.20220 

35. Fergusson, D. M., Horwood, L. J., & Ridder, E. M. (2005). Show me the child at 
seven: The consequences of conduct problems in childhood for psychosocial 
functioning in adulthood. Journal of Child Psychology and Psychiatry and Allied 
Disciplines, 46(8), 837–849. https://doi.org/10.1111/j.1469-7610.2004.00387.x 

36. Fernandez, M. A., Butler, A. M., & Eyberg, S. M. (2011). Treatment Outcome for 
Low Socioeconomic Status African American Families in Parent-Child Interaction 
Therapy: A Pilot Study. Child & Family Behavior Therapy, 33(1), 32–48. 
https://doi.org/10.1080/07317107.2011.545011 

37. Garcia, D., Blizzard, A. M., Peskin, A., Rothenberg, W. A., Schmidt, E., Piscitello, 
J., … Jent, J. F. (2021). Correction to: Rapid, Full-Scale Change to Virtual PCIT 



 

 48 

During the COVID-19 Pandemic: Implementation and Clinical Implications. 
Prevention Science, 22(3), 1. https://doi.org/10.1007/S11121-021-01225-8 

38. Garg, S., Kim, L., Whitaker, M., O’Halloran, A., Cummings, C., Holstein, R., … 
Fry, A. (2020). Hospitalization Rates and Characteristics of Patients Hospitalized 
with Laboratory-Confirmed Coronavirus Disease 2019 — COVID-NET, 14 States, 
March 1–30, 2020. Morbidity and Mortality Weekly Report, 69(15), 458. 
https://doi.org/10.15585/MMWR.MM6915E3 

39. Ghandour, R. M., Sherman, L. J., Vladutiu, C. J., Ali, M. M., Lynch, S. E., Bitsko, 
R. H., & Blumberg, S. J. (2019). Prevalence and Treatment of Depression, Anxiety, 
and Conduct Problems in US Children. The Journal of Pediatrics, 206, 256-267.e3. 
https://doi.org/10.1016/J.JPEDS.2018.09.021 

40. Gonzalez, J. C., Flores, I., Tremblay, M., & Barnett, M. L. (2022). Lay health 
workers engaging Latino fathers: A qualitative study. Children and Youth Services 
Review, 141(May), 106601. https://doi.org/10.1016/j.childyouth.2022.106601 

41. Gonzalez, J. C., Klein, C. C., Barnett, M. L., Schatz, N. K., Garoosi, T., Chacko, A., 
& Fabiano, G. A. (2023). Intervention and Implementation Characteristics to 
Enhance Father Engagement: A Systematic Review of Parenting Interventions. 
Clinical Child and Family Psychology Review. https://doi.org/10.1007/s10567-023-
00430-x 

42. Hanf, C., & Kling, J. (1973). Facilitating parent–child interaction: A two-stage 
training model. Unpublished Manuscript, University of Oregon Medical School. 

43. Heath, G. H., Fife, C., Lu, S., Eddy, C. J., Hone, M. J. G., & Pollastri, A. R. (2020). 
Collaborative Problem Solving reduces children ’ s emotional and behavioral 
difficulties and parenting stress : Two key mechanisms, 1226–1240. 
https://doi.org/10.1002/jclp.22946 

44. Henry, T. L., Jetty, A., Petterson, S., Jaffree, H., Ramsay, A., Heiman, E., & 
Bazemore, A. (2020). Taking a Closer Look at Mental Health Treatment 
Differences: Effectiveness of Mental Health Treatment by Provider Type in Racial 
and Ethnic Minorities. Journal of Primary Care & Community Health, 11, 
215013272096640. https://doi.org/10.1177/2150132720966403 

45. Hoagwood, K. E., Olin, S. S., Horwitz, S., Mckay, M., Cleek, A., Gleacher, A., … 
Hogan, M. (2014). Scaling Up Evidence-Based Practices for Children and Families 
in New York State: Toward Evidence-based Policies on Implementation for State 
Mental Health Systems. Mental Health Systems, Journal of Clinical Child & 
Adolescent Psychology, 43(2), 145–157. 
https://doi.org/10.1080/15374416.2013.869749 

46. Jensen-Doss, A., Douglas, S., Phillips, D. A., Gencdur, O., Amber, Z., & Gomez, N. 
E. (2020). Measurement-based Care as a Practice Improvement Tool: Clinical and 
Organizational Applications in Youth Mental Health, Evidence-Based Practice in. 
Child and Adolescent Mental Health, 5(3), 233–250. 
https://doi.org/10.1080/23794925.2020.1784062 

47. Jensen-Doss, A., Haimes, E. M. B., Smith, A. M., Lyon, A. R., Lewis, C. C., 
Stanick, C. F., & Hawley, K. M. (2016). Monitoring Treatment Progress and 
Providing Feedback is Viewed Favorably but Rarely Used in Practice. 
Administration and Policy in Mental Health and Mental Health Services Research 
2016 45:1, 45(1), 48–61. https://doi.org/10.1007/S10488-016-0763-0 



 

 49 

48. Jent, J. F., Brown, T. M., Davidson, B. C., Cruz, L., & Weinstein, A. (2017). 
Handbook of Childhood Psychopathology and Developmental Disabilities: 
Treatment. https://doi.org/10.1007/978-3-319-71210-9_7 

49. Jent, J. F., Rothenberg, W. A., Weinstein, A., Stokes, J., Barnett, M., Srivatsa, N., 
… Garcia, D. (2021). Comparing Traditional and Ebook-Augmented Parent-Child 
Interaction Therapy (PCIT): A Randomized Control Trial of Pocket PCIT. Behavior 
Therapy. https://doi.org/10.1016/J.BETH.2021.02.013 

50. Jiang, Y., Tully, L. A., Burn, M. T., Piotrowska, P., Collins, D. A. J., Moul, C., … 
Dadds, M. R. (2018). Development and Psychometric Evaluation of the Father 
Engagement Questionnaire. Journal of Child and Family Studies, 27(11), 3457–
3467. https://doi.org/10.1007/s10826-018-1195-0 

51. Kaminski, J. W., & Claussen, A. H. (2017). Evidence Base Update for Psychosocial 
Treatments for Disruptive Behaviors in Children. Journal of Clinical Child & 
Adolescent Psychology, 46(4), 477–499. 
https://doi.org/10.1080/15374416.2017.1310044 

52. Klein, C. C., Gonzalez, J. C., Tremblay, M., & Barnett, M. L. (2022). Father 
Participation in Parent-Child Interaction Therapy: Predictors and Therapist 
Perspectives. Evidence-Based Practice in Child and Adolescent Mental Health, 
00(00), 1–15. https://doi.org/10.1080/23794925.2022.2051213 

53. Laird, R. D., & De Los Reyes, A. (2013). Testing informant discrepancies as 
predictors of early adolescent psychopathology: Why difference scores cannot tell 
you what you want to know and how polynomial regression may. Journal of 
Abnormal Child Psychology, 41(1), 1–14. https://doi.org/10.1007/s10802-012-
9659-y 

54. Lamb, M. E. (2010). The Role of The Father In Child Development (5th ed.). John 
Wiley & Sons, Inc. 

55. Lamb, M. E. (2000). The history of research on father involvement: An overview. 
Marriage and Family Review, 29(2–3), 23–42. 
https://doi.org/10.1300/J002v29n02_03 

56. Lanier, P., Kohl, P. L., Benz, J., Swinger, D., & Drake, B. (n.d.). Preventing 
Maltreatment with a Community-Based Implementation of Parent-Child Interaction 
Therapy. https://doi.org/10.1007/s10826-012-9708-8 

57. Lau, A. S., Garland, A. F., Yeh, M., Mccabe, K. M., Wood, P. A., & Hough, R. L. 
(n.d.). Race/Ethnicity and Inter-Informant Agreement in Assessing Adolescent 
Psychopathology. 

58. Lau, A. S., & Brookman-Frazee, L. (2016). The 4KEEPS study: identifying 
predictors of sustainment of multiple practices fiscally mandated in children’s 
mental health services. Implementation Science 2016 11:1, 11(1), 1–8. 
https://doi.org/10.1186/S13012-016-0388-4 

59. Lau, A. S., Gonzalez, J. C., Barnett, M. L., Kim, J. J., Saifan, D., & Brookman-
Frazee, L. (2018). Community Therapist Reports of Client Engagement Challenges 
During the Implementation of Multiple EBPs in Children’s Mental Health. 
Evidence-Based Practice in Child and Adolescent Mental Health, 3(3), 197–212. 
https://doi.org/10.1080/23794925.2018.1455545 

60. Lee, P. C., Niew, W. I., Yang, H. J., Chen, V. C. H., & Lin, K. C. (2012). A meta-
analysis of behavioral parent training for children with attention deficit 



 

 50 

hyperactivity disorder. Research in Developmental Disabilities, 33(6), 2040–2049. 
https://doi.org/10.1016/J.RIDD.2012.05.011 

61. Lenze, S. N., Pautsch, J., & Luby, J. (2011). Parent–child interaction therapy 
emotion development: a novel treatment for depression in preschool children. 
Depression and Anxiety, 28(2), 153–159. https://doi.org/10.1002/DA.20770 

62. Lerner, M. D., De Los Reyes, A., Drabick, D. A. G., Gerber, A. H., & Gadow, K. 
D. (2017). Informant discrepancy defines discrete, clinically useful autism spectrum 
disorder subgroups. Journal of Child Psychology and Psychiatry and Allied 
Disciplines, 58(7), 829–839. https://doi.org/10.1111/jcpp.12730 

63. Levac, A. M., Mccay, E., & Merka, P. (2008). Program for Children’s Aggression: 
Understanding and Illuminating Mechanisms of Change, 21(2), 78–88. 

64. Lundahl, B. W., Tollefson, D., Risser, H., & Lovejoy, M. C. (2008). A Meta-
Analysis of Father Involvement in Parent Training. Research on Social Work 
Practice, 18(2), 97–106. https://doi.org/10.1177/1049731507309828 

65. Lyon, A. R., & Budd, K. S. (2010). A Community Mental Health Implementation of 
Parent-Child Interaction Therapy (PCIT). https://doi.org/10.1007/s10826-010-9353-
z 

66. Makol, B. A., De Los Reyes, A., Ostrander, R. S., & Reynolds, E. K. (2019). 
Parent-Youth Divergence (and Convergence) in Reports of Youth Internalizing 
Problems in Psychiatric Inpatient Care. Journal of Abnormal Child Psychology, 
47(10), 1677–1689. https://doi.org/10.1007/s10802-019-00540-7 

67. Malin, J. L., Cabrera, N. J., & Rowe, M. L. (2014). Low-income minority mothers’ 
and fathers’ reading and children’s interest: Longitudinal contributions to children’s 
receptive vocabulary skills. Early Childhood Research Quarterly, 29(4), 425–432. 
https://doi.org/10.1016/J.ECRESQ.2014.04.010 

68. Matos, J., Bauermeister, L., Bernal, G., M. J., Rivera-Medina, C., Torres, R., 
Rodriguez, I., Cumba, E., Santiago, R., … Juan, S. (2009). Parent-Child Interaction 
Therapy for Puerto Rican Preschool Children with ADHD and Behavior Problems: 
A Pilot Efficacy Study P R O C E S S. Family Process, 48(2). Retrieved from 
www.FamilyProcess.org 

69. McCabe, K. M., Yeh, M., Garland, A. F., Lau, A. S., & Chavez, G. (2005). The 
GANA program: A tailoring approach to adapting parent child interaction therapy 
for Mexican Americans. Education and Treatment of Children, 28(2), 111–129. 
https://doi.org/10.13016/eman-s23m 

70. McCabe, K. M., Yeh, M., & Zerr, A. A. (2020). Personalizing behavioral parent 
training interventions to improve treatment engagement and outcomes for culturally 
diverse families. Psychology Research and Behavior Management. Dove Medical 
Press Ltd. https://doi.org/10.2147/PRBM.S230005 

71. McCabe, K., & Yeh, M. (2009). Parent–Child Interaction Therapy for Mexican 
Americans: A Randomized Clinical Trial. Journal of Clinical Child & Adolescent 
Psychology, 38(5), 753–759. https://doi.org/10.1080/15374410903103544 

72. McCabe, K., Yeh, M., Lau, A., & Argote, C. B. (2012). Parent-Child Interaction 
Therapy for Mexican Americans: Results of a Pilot Randomized Clinical Trial at 
Follow-up. Behavior Therapy, 43(3), 606–618. 
https://doi.org/10.1016/j.beth.2011.11.001 



 

 51 

73. Merikangas, K. R., Nakamura, E. F., & Kessler, R. C. (2009). Epidemiology of 
mental disorders in children and adolescents. Dialogues in Clinical Neuroscience. 
Les Laboratoires Servier. https://doi.org/10.31887/dcns.2009.11.1/krmerikangas 

74. Michelson, D., Davenport, C., Dretzke, J., Barlow, J., & Day, C. (2013). Do 
Evidence-Based Interventions Work When Tested in the “‘Real World?’” A 
Systematic Review and Meta-analysis of Parent Management Training for the 
Treatment of Child Disruptive Behavior. https://doi.org/10.1007/s10567-013-0128-
0 

75. Nelson, A. (2002). Nelson, A. (2002). Unequal treatment: confronting racial and 
ethnic disparities in health care. Journal of the National Medical Association, 94(8), 
666. Journal of the National Medical Association, 94(8), 666. 

76. Olin, S., Kutash, K., Pollock, M., Burns, B. J., Kuppinger, A., Craig, N., … 
Hoagwood, K. E. (2014). Developing quality indicators for family support services 
in community team-based mental health care. Administration and Policy in Mental 
Health and Mental Health Services Research, 41(1), 7–20. 
https://doi.org/10.1007/s10488-013-0501-9 

77. Osterman, M. J. K., Hamilton, B. E., Martin, J. A., Driscoll, A. K., & Valenzuela, 
C. P. (2023). National Vital Statistics Reports Volume 72, Number 1 January 31, 
2023, 72(1), 15–44. Retrieved from https://www.cdc.gov/nchs/products/index.htm. 

78. Panter-Brick, C., Burgess, A., Eggerman, M., McAllister, F., Pruett, K., & 
Leckman, J. F. (2014, November 1). Practitioner review: Engaging fathers - 
Recommendations for a game change in parenting interventions based on a 
systematic review of the global evidence. Journal of Child Psychology and 
Psychiatry and Allied Disciplines. Blackwell Publishing Ltd. 
https://doi.org/10.1111/jcpp.12280 

79. Patterson, C. J. (2017). Parents’ Sexual Orientation and Children’s Development. 
Child Development Perspectives, 11(1), 45–49. https://doi.org/10.1111/cdep.12207 

80. Pellerin, K. A., Costa, N. M., Weems, C. F., & Dalton, R. F. (2010). An 
Examination of Treatment Completers and Non-Completers at a Child and 
Adolescent Community Mental Health Clinic. Community Mental Health Journal 
2010 46:3, 46(3), 273–281. https://doi.org/10.1007/S10597-009-9285-5 

81. Perou, R., Bitsko, R. H., Blumberg, S. J., Pastor, P., Ghandour, R. M., Gfroerer, J. 
C., … Centers for Disease Control. (2013). Mental health surveillance among 
children--United States, 2005-2011. Morbidity and Mortality Weekly Report. 
Surveillance Summaries (Washington, D.C. : 2002), 62 Suppl 2(2), 1–35. 

82. Perry, A. R., & Langley, C. (2021). Group-Based Parent Education Intervention for 
Nonresident Fathers. Research on Social Work Practice, 31(8), 860–867. 
https://doi.org/10.1177/10497315211003669 

83. Pfitzner, N., Humphreys, C., & Hegarty, K. (2017). Research Review: Engaging 
men: a multi-level model to support father engagement. Child and Family Social 
Work, 22(1), 537–547. https://doi.org/10.1111/cfs.12250 

84. Phares, V., & Compas, B. E. (1992). The Role of Fathers in Child and Adolescent 
Psychopathology: Make Room for Daddy. Psychological Bulletin, III(3), 387–412. 

85. Prinz, R. J., Sanders, M. R., Shapiro, C. J., Whitaker, D. J., & Lutzker, J. R. (2016). 
Addendum to BPopulation-Based Prevention of Child Maltreatment: The U.S. 



 

 52 

Triple P System Population Trial. Prev Sci, 17, 410–416. 
https://doi.org/10.1007/s11121-009-0123-3 

86. Regan, J., Lau, A. S., Barnett, M., Stadnick, N., Hamilton, A., Pesanti, K., … 
Brookman-Frazee, L. (2017). Agency responses to a system-driven implementation 
of multiple evidence-based practices in children’s mental health services. BMC 
Health Services Research, 17(1), 671. https://doi.org/10.1186/s12913-017-2613-5 

87. Reyes, A. D. L., Augenstein, T. M., Wang, M., Thomas, S. A., Drabick, D. A. G., 
Burgers, D. E., & Rabinowitz, J. (2015). The Validity of the Multi-Informant 
Approach to Assessing Child and Adolescent Mental Health. Psychological 
Bulletin, 141(4), 858. https://doi.org/10.1037/A0038498 

88. Rich, B. A., & Eyberg, S. M. (2001). Accuracy of assessment: the discriminative 
and predictive power of the Eyberg Child Behavior Inventory. Ambulatory Child 
Health, 7(3–4), 249–257. https://doi.org/10.1046/J.1467-0658.2001.00141.X 

89. Ruch, D. A., Sheftall, A. H., Schlagbaum, P., Rausch, J., Campo, J. V., & Bridge, J. 
A. (2019). Trends in Suicide Among Youth Aged 10 to 19 Years in the United 
States, 1975 to 2016. JAMA Network Open, 2(5), e193886–e193886. 
https://doi.org/10.1001/JAMANETWORKOPEN.2019.3886 

90. Schleider, J. L., Patel, A., Krumholz, L., Chorpita, B. F., & Weisz, J. R. (2015). 
Relation Between Parent Symptomatology and Youth Problems : Multiple 
Mediation Through Family Income and Parent – Youth Stress. Child Psychiatry 
Hum Dev, 46, 1–9. https://doi.org/10.1007/s10578-014-0446-6 

 

91. Schoppe-Sullivan, S. J., & Fagan, J. (2020). The Evolution of Fathering Research in 
the 21st Century: Persistent Challenges, New Directions. Journal of Marriage and 
Family, 82(1), 175–197. https://doi.org/10.1111/jomf.12645 

92. Scudder, A., Wong, C., Ober, N., Hoffman, M., Toscolani, J., & Handen, B. L. 
(n.d.). Parent-child interaction therapy (PCIT) in young children with autism 
spectrum disorder. https://doi.org/10.1080/07317107.2019.1659542 

93. Scudder, A., Wong, C., Ober, N., Hoffman, M., Toscolani, J., & Handen, B. L. 
(2019). Parent–child interaction therapy (PCIT) in young children with autism 
spectrum disorder. Https://Doi.Org/10.1080/07317107.2019.1659542, 41(4), 201–
220. https://doi.org/10.1080/07317107.2019.1659542 

94. Shaffer, A., Kotchick, B. A., Dorsey, S., & Forehand, R. (2001). The past, present, 
and future of behavioral parent training: Interventions for child and adolescent 
problem behavior. The Behavior Analyst Today, 2(2), 91–105. 
https://doi.org/10.1037/h0099922 

95. Shanley, J. R., & Niec, L. N. (2010). Coaching Parents to Change: The Impact of In 
Vivo Feedback on Parents’ Acquisition of Skills. Journal of Clinical Child & 
Adolescent Psychology, 39(2), 282–287. 
https://doi.org/10.1080/15374410903532627 

96. Shannon, J. D., Tamis-LeMonda, C. S., London, K., & Cabrera, N. (2009). Beyond 
Rough and Tumble: Low-Income Fathers’ Interactions and Children’s Cognitive 
Development at 24 Months. Http://Dx.Doi.Org/10.1207/S15327922PAR0202_01, 
2(2), 77–104. https://doi.org/10.1207/S15327922PAR0202_01 



 

 53 

97. Solem, M., & Christophersen, K. (2011). Predicting Parenting Stress : Children ’ s 
Behavioural Problems and Parents ’ Coping, 180(April 2010), 162–180. 
https://doi.org/10.1002/icd 

98. Stadnick, N., Chlebowski, C., & Brookman-Frazee, L. (2017). Caregiver-Teacher 
Concordance of Challenging Behaviors in Children with Autism Spectrum Disorder 
Served in Community Mental Health Settings. Journal of Autism and 
Developmental Disorders 2017 47:6, 47(6), 1780–1790. 
https://doi.org/10.1007/S10803-017-3101-9 

99. Starin, A. C., Atkins, M. S., Wehrmann, K. C., Mehta, T., Hesson-McInnis, M. S., 
Marinez-Lora, A., & Mehlinger, R. (2014). Moving Science Into State Child and 
Adolescent Mental Health Systems: Illinois’ Evidence-Informed Practice Initiative. 
Journal of Clinical Child & Adolescent Psychology, 43(2), 169–178. 
https://doi.org/10.1080/15374416.2013.848772 

100. Stratis, E. A., & Lecavalier, L. (2017). Predictors of Parent–Teacher Agreement in 
Youth with Autism Spectrum Disorder and Their Typically Developing Siblings. 
Journal of Autism and Developmental Disorders 2017 47:8, 47(8), 2575–2585. 
https://doi.org/10.1007/S10803-017-3173-6 

101. Tamis-Lemonda, C. S., Shannon, J. D., Cabrera, N. J., & Lamb, M. E. (1999). Furs-
tenberg & Harris. Cooksey & Fondell. 

102. Teti, D. M., Cole, P. M., Cabrera, N., Goodman, S. H., & McLoyd, V. C. (2017). 
Supporting Parents: How Six Decades of Parenting Research Can Inform Policy and 
Best Practice. Social Policy Report, 30(5), 1–34. https://doi.org/10.1002/j.2379-
3988.2017.tb00090.x 

103. Thomas, R., Abell, B., Webb, H. J., Avdagic, E., & Zimmer-Gembeck, M. J. 
(2017). Parent-Child Interaction Therapy: A Meta-analysis. Pediatrics, 140(3), 
20170352. https://doi.org/10.1542/PEDS.2017-0352 

104. Tiano, J. D., Grate, R. M., & Mcneil, C. B. (2013). Comparison of Mothers’ and 
Fathers’ Opinions of Parent-Child Interaction Therapy. Child & Family Behavior 
Therapy, 35(2), 110–131. https://doi.org/10.1080/07317107.2013.789358 

105. Tiano, J. D., & McNeil, C. B. (2005). The inclusion of fathers in behavioral parent 
training: A critical evaluation. Child and Family Behavior Therapy, 27(4), 1–28. 
https://doi.org/10.1300/J019v27n04_01 

106. Timmer, S. G., Urquiza, A. J., Boys, D. K., Forte, L. A., Quick-Abdullah, D., Chan, 
S., & Gould, W. (2016). Filling potholes on the implementation highway: 
Evaluating the implementation of Parent-Child Interaction Therapy in Los Angeles 
County. Child Abuse and Neglect, 53, 40–50. 
https://doi.org/10.1016/j.chiabu.2015.11.011 

107. Tolan, P. H., Gorman-Smith, D., Henry, D., & Schoeny, M. (2009). The benefits of 
booster interventions: Evidence from a family-focused prevention program. 
Prevention Science, 10(4), 287–297. https://doi.org/10.1007/s11121-009-0139-8 

108. Torio, C. M., Encinosa, W., Berdahl, T., McCormick, M. C., & Simpson, L. A. 
(2015). Annual Report on Health Care for Children and Youth in the United States: 
National Estimates of Cost, Utilization and Expenditures for Children With Mental 
Health Conditions. Academic Pediatrics, 15(1), 19–35. 
https://doi.org/10.1016/J.ACAP.2014.07.007 



 

 54 

109. Touyz, S. W. (2003). Parent-Child Interaction Therapy: A Comparison of Standard 
and Abbreviated Treatments for Oppositional Defiant Preschoolers. Article in 
Journal of Consulting and Clinical Psychology. https://doi.org/10.1037/0022-
006X.71.2.251 

110. Tully, L. A., Collins, D. A. J., Piotrowska, P. J., Mairet, K. S., Hawes, D. J., Moul, 
C., … Dadds, M. R. (2017). Examining Practitioner Competencies, Organizational 
Support and Barriers to Engaging Fathers in Parenting Interventions. Child 
Psychiatry & Human Development 2017 49:1, 49(1), 109–122. 
https://doi.org/10.1007/S10578-017-0733-0 

111. Van Camp, C. M., Montgomery, J. L., Vollmer, T. R., Kosarek, J. A., Happe, S., 
Burgos, V., & Manzolillo, A. (2008). Behavioral parent training in child welfare: 
Maintenance and booster training. Research on Social Work Practice, 18(5), 392–
400. https://doi.org/10.1177/1049731508318658 

112. Varga, C. M., Gee, C. B., Rivera, L., & Reyes, C. X. (2017). Coparenting Mediates 
the Association Between Relationship Quality and Father Involvement. Youth & 
Society, 49(5), 588–609. https://doi.org/10.1177/0044118X14548529 

113. Webster-Stratton, C., & Hammond, M. (1990). Predictors of treatment outcome in 
parent training for families with conduct problem children. Behavior Therapy, 
21(3), 319–337. https://doi.org/10.1016/S0005-7894(05)80334-X 

114. Yeh, M., Zerr, A., & McCabe, K. (2022). Personalizing PCIT for culturally diverse 
families: Outcomes from a pilot trial utilizing the PersIn framework. Behaviour 
Research and Therapy, 159 (September 2021), 1-10. 
https://doi.org/10.1016/j.brat.2022.10420 



 

 55 

Appendix 

Table 1. Caregiver and family demographics for treatment completers with complete 
ECBI data (n=57) 
 Frequency (%) OR M(SD) 
Variable CG 1 CG 2 
Relationship to child   

Mother 51 (89.5%) 5 (8.8%) 
Father 4 (7.0%) 49 (86.0%) 
Adoptive mother 1 (1.8%) - 
Adoptive father - 1 (1.8%) 
Aunt 1 (1.8%) - 
Grandmother -  2 (3.5%) 

Age 38.07 (5.03) 40.04 
(6.62) 

Ethnicity   
Hispanic 35 (61.4%) 40 (70.2%) 
Other (e.g., Asian, Afro-Brazilian, Brazilian, 
Caucasian, Chinese, Greek, Jewish, Mix, Non-
Hispanic, White) 

22 (38.6%) 17 (29.8%) 

Race   
American Indian or Alaska Native - 1 (1.8%) 
Asian 3 (5.3%) 1 (1.8%) 
Black or African American - 1 (1.8%) 
White 51 (89.5%) 47 (82.5%) 
Other (e.g., Hispanic, Latino, not sure) - 3 (5.3%) 
Multiracial 3 (5.3%) 4 (7.0%) 

Highest level of education   
HS Diploma/GED 3 (5.3%) 7 (12.3%) 
Some College 2 (3.5%) 5 (8.8%) 
Associate’s degree  5 (8.8%) 5 (8.8%) 
Bachelor’s degree 11 (19.3%) 19 (33.3%) 
Graduate Degree 36 (63.2%) 21 (36.8%) 

Language PCIT Delivered   
English 43 (75.4%) 44 (77.2%) 
Spanish 10 (17.5%) 8 (14.0%) 
English & Spanish 4 (7.0%) 5 (8.8%) 

Child Age 4.55 (1.46) 
Child Gender  

Male 39 (68.4%) 
Female 18 (31.6%) 

Child Ethnicity  
Hispanic 37 (64.9%) 
Other (e.g., American, Asian, Brazilian, Mixture, 
Non-Hispanic, White) 20 (35.1%) 

Child Race  
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Asian 1 (1.8%) 
Black or African American 1 (1.8%) 
White 48 (84.2%) 
Multiracial 7 (12.3%) 
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Table 2. Linear regression predicting concordance (diff) at pre-treatment 
Variable (Reference) b SE p 
(Constant) 20.03 13.17 0.139 
Child age 0.24 1.00 0.883 
Child gender (male) 0.08 3.61 0.614 
Caregiver 1 PSI, total stress percentile 0.24 0.10 0.182 
Caregiver 2 PSI, total stress percentile -0.59 0.09 0.002 
Household Income -0.06 1.01 0.685 
Note: Model characteristics are as follows, R2 = 0.304, total df = 34, model ANOVA 
significance = 0.051. 
 

Table 3. Linear regression predicting concordance (diff) at post-treatment 
Variable (Reference) b SE p 
(Constant) 15.11 10.18 0.148 
Child age 0.24 0.78 0.173 
Child gender (male) -0.14 2.79 0.428 
Caregiver 1 PSI, total stress percentile -0.01 0.07 0.946 
Caregiver 2 PSI, total stress percentile -0.37 0.07 0.050 
Household Income -0.18 0.78 0.287 
Note: Model characteristics are as follows, R2 = 0.197, total df = 34, model ANOVA 
significance = 0.245. 
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Table 4. Linear regression predicting change in concordance from pre- to post-
treatment (D diff) 
Variable (Reference) b SE p 
(Constant) 2.47 11.50 0.831 
Caregiver 2 ‘Do Skills’ at post-treatment 0.15 0.15 0.389 
Caregiver 2 ‘Don’t Skills’ at post-treatment 0.06 0.20 0.769 
Caregiver 2 CDI homework rate 0.04 0.09 0.843 
Caregiver 2 PDI homework rate 0.24 0.08 0.209 
Caregiver 2 coach session show rate -0.17 0.14 0.418 
Note: Model characteristics are as follows, R2 = 0.055, total df = 50, model ANOVA 
significance = 0.760. 

 

Table 5. Linear regression predicting primary caregiver ECBI Intensity t-score at 
follow-up 
Variable (Reference) b SE p 
(Constant) 42.15 10.62 <0.001 
Post-treatment concordance, diff, absolute value 0.47 0.31 0.019 
Child age 0.05 0.89 0.789 
Child gender (male) 0.04 3.36 0.860 
Caregiver 1 PSI, total stress percentile -0.21 0.08 0.332 
Caregiver 2 PSI, total stress percentile 0.16 0.07 0.432 
Household Income -0.03 0.91 0.881 
Note: Model characteristics are as follows, R2 = 0.298, total df = 28, model ANOVA 
significance = 0.208. 

 

 

 

 




