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Abstract We conducted a review and meta-analyses of 24
studies to evaluate and compare the outcomes of two widely
disseminated parenting interventions—Parent-Child Interac-
tion Therapy and Triple P-Positive Parenting Program. Par-
ticipants in all studies were caregivers and 3- to 12-year-old
children. In general, our analyses revealed positive effects
of both interventions, but effects varied depending on in-
tervention length, components, and source of outcome data.
Both interventions reduced parent-reported child behavior
and parenting problems. The effect sizes for PCIT were
large when outcomes of child and parent behaviors were
assessed with parent-report, with the exclusion of Abbrevi-
ated PCIT, which had moderate effect sizes. All forms of
Triple P had moderate to large effects when outcomes were
parent-reported child behaviors and parenting, with the ex-
ception of Media Triple P, which had small effects. PCIT
and an enhanced version of Triple P were associated with
improvements in observed child behaviors. These findings
provide information about the relative efficacy of two pro-
grams that have received substantial funding in the USA and
Australia, and findings should assist in making decisions
about allocations of funding and dissemination of these par-
enting interventions in the future.
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Behavioral parent training interventions are widely used be-
cause the evidence shows they are efficacious (Serketich &
Dumas, 1996). Although parenting interventions focusing on
child behavior management are widespread there are a vari-
ety of theoretical foundations and delivery formats for these
interventions (Kumpfer & Alvarado, 2003). Nevertheless,
behavioral parent training, where parents participate in skills
training, is included in many interventions with demonstrated
efficacy (Serketich & Dumas, 1996). Often, behavioral par-
ent training involves discussing differential reinforcement
and timeout procedures, and an emphasis is placed on the
role the parent plays in the development and maintenance of
child problem behaviors (Hollenstein, Granic, Stoolmiller,
& Snyder, 2004). Yet, interventions might only include par-
ents, might involve family skills training, where the parents
and children are taught skills and have time to practice these
together with a therapist, or interventions may involve family
therapy in which the family unit receives intervention with
less of the content directed at skill development.

Clinical benefits of behavioral parent training interven-
tions were described in one meta-analysis of 26 published
studies (Sereketich & Dumas, 1996). In another systematic
review (Barlow & Stewart-Brown, 2000), 16 randomized
controlled trials of group parenting interventions were deter-
mined to be efficacious for improving child behavior when
compared to waitlists or other comparison groups. In this
review, however, the heterogeneity of the interventions and
study designs, and the difficulties in generalizing the findings
were emphasized. There have been few reviews that have
systematically compared the efficacy or effectiveness of par-
enting interventions that have different primary methodolo-
gies. Hence, the evidence of efficacy of parent interventions
pertains to the broad category of behavioral parent train-
ing rather than particular intervention types. In past reviews,
summaries included one or two published controlled trials
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to represent each of a range of studies that used differing
training methodologies.

Recently, recommendations were made regarding the
principle characteristics of effective child and family inter-
ventions (Kumpfer & Alvarado, 2003; Nation et al., 2003).
Kumpfer and Alvarado differentiated intervention method-
ologies with respects to service delivery, child only inter-
ventions, parent only interventions, and family-focused in-
terventions. Family-focused prevention interventions were
cited as, in general, producing moderate to very large ef-
fect sizes, whereas child only interventions often produced
very small effects. Although this paper was not a system-
atic review of interventions, the distinction between inter-
vention methodologies and their differing effect on family
functioning highlights the importance of examining the ef-
ficacy of specific types of parenting interventions, and the
potential importance of such findings for governmental pol-
icy and decision-making with respect to dissemination of
interventions.

Parent-Child Interaction Therapy (PCIT) and Triple
P—Positive Parenting Program (Triple P) are two parenting
interventions described as behavioral parent training inter-
ventions, but PCIT and Triple P rely on different delivery
formats, and Triple P also uses a range of delivery formats,
including using the media, individual, and group interven-
tion. The current review summarizes what is known about the
efficacy of PCIT and Triple P, and their subtypes, for three
primary reasons. First, in a previous review, an emphasis
was placed upon describing and attending to actual inter-
vention content and delivery formats in future meta-analyses
(Geeraert, Van den Noortgate, Grietens, & Onghena, 2004).
Hence, we described PCIT and Triple P content and delivery
formats here, and used meta-analytic techniques to assess
what is currently known about the efficacy of these two in-
terventions, which are both founded in social learning theory,
but have different modes of service delivery. Although using
meta-analysis to summarize the findings from trials of PCIT
and trials of Triple P is not a direct comparison of deliv-
ery format, as other differences between the two types of
interventions and each trial were not controlled, we elected
to analyze trials of PCIT and Triple P because of the clear
differences in delivery formats and the potential importance
of such information for future research and intervention im-
plementation.

Second, the number of trials of PCIT and Triple P has
reached a level that makes them amenable to summariza-
tion separate from other parenting interventions. We also
expected that these findings would be of importance to fam-
ilies, communities, and policymakers, because these two in-
terventions have been (and are continuing to be) widely dis-
seminated and funded in both the USA and Australia. PCIT
and Triple P have become popular in Australia in recent
years, and both have been used widely or are being dissem-
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inated in the USA. Triple P has seen widespread growth in
Australia, with recent dissemination to the USA (Prinz &
Sanders, 2004). PCIT is used widely in the USA, with more
recent dissemination to Australia (Nixon, 2001). PCIT and
Triple P have attracted government funding in both countries
to support their implementation.

Conclusions about the effectiveness of PCIT and Triple
P for improving parenting behaviors and reducing child be-
havior problems have been made in some previous literature
reviews. In one review, PCIT was described as a probably
efficacious treatment for children with externalizing and an-
tisocial behavior (Brestan & Eyberg, 1998), whereas Nixon
(2002) cited both PCIT and Triple P as parent training in-
terventions with demonstrated efficacy based upon numer-
ous studies with rigorous methodologies. Webster-Stratton
and Taylor (2001) cited both intervention types as empiri-
cally supported for the reduction of child antisocial behavior.
However, a third reason for conducting the meta-analyses re-
ported here was that none of these reviews were systematic
reviews of all published evaluation studies of both PCIT and
Triple P, and there was no use of quantitative meta-analytic
methods to summarize findings from all studies. Based on
the conclusions of these narrative reviews and others (e.g.,
Foote, Schuhmann, Jones, & Eyberg, 1998; Sanders, Cann,
& Markie-Dadds, 2003) and the expectation that services
provide interventions that are “evidence-based,” Triple P
and PCIT have attracted significant funding in the USA and
Australia. As such, the evidence of efficacy and impact of
differing methodology of both Triple P and PCIT warranted
a more detailed examination. In the current study, we com-
pleted a review and meta-analyses of all trials of Triple P and
PCIT dated between 1980 and 2004.

Theoretical foundations of PCIT and Triple P

PCIT and Triple P have been derived from social and de-
velopmental theories. First, some PCIT and Triple P inter-
vention components have a foundation in the propositions of
social learning theory (Foote, Eyberg, & Schuhmann, 1998;
Sanders et al., 2003). For example, a social learning frame-
work has been employed to direct attention to the interactions
between family members as the source of difficulty, rather
than implying that the child or the parent is independently
responsible for all problems. For minor child misbehavior
differential reinforcement is the primary positive parenting
strategy taught in both interventions. Differential reinforce-
ment is a planned behavior management strategy of posi-
tively rewarding a child’s prosocial behavior whilst provid-
ing minimal attention to a child’s inappropriate behavior. In
addition to differential reinforcement, both PCIT and Triple
P focus on appropriate consequences for child misbehav-
ior. Positive reinforcement of the parent during interactions
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with the child is also used in PCIT, but this is not directly
integrated into Triple P.

Second, applied behavior analysis, developmental models
of social competence, and developmental psychopathology
are theories described as foundations for Triple P (Sanders
et al., 2003), and attachment theory has been described as a
foundation of PCIT (Herschell, Calzada, Eyberg, & McNeil,
2002). Although PCIT and Triple P share theoretical under-
pinnings, there are often differences in intervention length,
service delivery components, and how the intervention for-
mat met their specified goals.

Triple P—Positive Parenting Program

Triple P was designed to promote positive parenting and
caring relationships between parents and children aged be-
tween 2 and 16 years (Sanders et al., 2003). Triple P
has been described as a Behavioral Family Intervention
(e.g., Sanders & McFarland, 2000) with a multi-tiered
continuum of service intervention (Sanders et al., 2003).
Families are offered information on parenting and behav-
ior management strategies through a variety of interven-
tion structures that reflect the differing needs of parents.
The Triple P service modality is structured to enable par-
ents to access information from a variety of sources includ-
ing multi-media, professional consultations and self-directed
modules. Distinct tiers of Triple P are available (http://www.
triplep.net/files/pdf/TripleP_Model_Tabole.pdf). These in-
clude Standard, Group, Enhanced, Self-Directed, and Media
(i.e., one version of Universal Triple P). A child mean age of
five years was found in the Triple P evaluations included in
the current study.

Many of the published articles on the efficacy of Triple P
are based on Standard Triple P, Group Triple P or Enhanced
Triple P. Standard Triple P works with single families, while
group sessions are conducted within Group Triple P. Both
of these types of Triple P emphasize the role of parents in
the development and maintenance of child misbehavior by
assisting parents to identify possible causes and establish-
ing goals for behavior change (Turner, Markie-Dadds, &
Sanders, 1998). Through didactic presentations, individual
or small group activities and homework, parents use differ-
ential reinforcement, communication skills, effective con-
sequences for misbehavior, and planned activity scheduling
(Turner et al., 1998). Approximately 10 sessions are avail-
able for Standard Triple P, whereas, it is usual to offer five
group sessions and three telephone consultations to Group
Triple P participants.

In Enhanced Triple P, three adjunct modules, tailored
to the parents’ individual needs, are added to Stan-
dard Triple P. Modules listed on the Triple P web site
(http://www .triplep.net/) and in the Practitioner’s Manual
for Enhanced Triple P (Sanders, Markie-Dadds, & Turner,

1998) are Practice, Coping Skills, and Partner Support. In
the Practice module, the goals are to identify and resolve
problems with implementing new parenting strategies. In
the Coping Skills module, parents are assisted with personal
issues, such as depression and anxiety. In the Partner Support
module, dual parent families who are experiencing difficul-
ties in communication, relationships and/or co-parenting are
offered support (Sanders et al., 1998).

The final two interventions of Triple P are Self-Directed
and Media. Self-Directed Triple P participants are sup-
plied with a text and a self-help manual and provided with
10 weeks of structured learning tasks and do not have contact
with a professional (Sanders, Markie-Dadds, Tully, & Bor,
2000). Skills taught in Self-Directed Triple P are similar to
those taught in Standard Triple P and weekly telephone con-
sultations with a professional can be arranged. Media Triple
P is described as 12 episodes of an “infotainment” television
intervention (Sanders, Montgomery, & Brechman-Toussaint,
2000). Goals of the intervention are described as providing
parents with parenting strategies, to normalize the challenge
of parenting and to increase community awareness of family
relationships (Sanders, Montgomery et al., 2000).

Parent-Child Interaction Therapy (PCIT)

PCIT is an individualized intervention developed for care-
givers and their 4- to 7-year-old children with externaliz-
ing behavior (Hembree-Kigin & McNeil, 1995). Therapeu-
tic outcomes of PCIT have been described as being guided
by observed changes in parent-child interactions, rather than
self-report changes in the child’s behavior only. A parent is
assisted to alter her/his behavior via direct coaching strate-
gies. In turn, this change in parent behavior is expected to
improve the child’s problem behaviors, and increase posi-
tive interactions within the parent-child dyad. Although the
above is a shared principle of behavioral parent training, the
use of direct, in vivo coaching of parental behaviors dif-
ferentiates PCIT from most other behavior parent training
interventions, including Triple P. In the reviewed studies of
PCIT, the average length of treatment was between 12 and
14 weeks.

There are two phases in PCIT, which are labeled Child
Directed Interaction and Parent Directed Interaction. Pro-
gression from one phase to the next is predominantly depen-
dent on attaining prescribed levels of specific skills known
as mastery criteria (Hembree-Kigin & McNeil, 1995). How-
ever, in the studies reviewed here, PCIT was often limited
to a specific number of sessions (e.g., 12 sessions). PCIT
skills are taught via didactic presentations to parents, and di-
rect coaching of parents while they are interacting with their
children. In didactic sessions (usually two sessions), the fo-
cus is on teaching the parent specific skills related to each
phase of the therapy and these sessions are conducted prior
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to the direct coaching sessions. The remainder of PCIT (usu-
ally about 10-12 sessions in the studies reviewed) involves
direct coaching sessions. These sessions are conducted with
the parent and child in a play therapy room with the therapist
in another room behind a one-way mirror. The therapist and
the parent communicate through a “bug-in-the-ear” device.
This device permits the therapist to provide direct coaching
of parental communication and behavior management skills,
immediate feedback and social reinforcement of the parent.
Parents are expected to practice the skills at home.

As in Triple P, there are variants of the standard PCIT
intervention. Although PCIT was described as a 12-week in-
tervention in most studies, Nixon et al. (2003, 2004) used an
abbreviated version of PCIT that followed the same guide-
lines as Standard PCIT (i.e., two phases of treatment), how-
ever the two didactic sessions were replaced with videos
for home viewing. In addition, instead of the standard 10—
12 PCIT direct coaching sessions, abbreviated PCIT offered
five in-vivo coaching sessions, which alternated with five
30-minute telephone consultations.

Another variant of PCIT adds a 6-session motivation
component (PCIT + motivation). This delivery format was
used in a randomized controlled trial of PCIT with families
who had a history of physically maltreating their children
(Chaffin et al., 2004). The motivation sessions included
videotaped testimonials from previous participants, psy-
choeducation, decision making exercises, self-motivational
cognitions, self-efficacy, and an understanding of the
consequences of child maltreatment. Before proceeding to
Standard PCIT, participants submitted personal statements
regarding parental beliefs, practices and goals for therapy.
After PCIT, a 4-week group intervention was implemented
in order to improve generalization and maintenance of skills.
Also, Chaffin et al. (2004) implemented a second version of
Enhanced PCIT. In this version, participants were provided
with PCIT plus the motivational component, as well as
individual counseling sessions for depression, marital issues
or substance abuse, and home visits.

The delivery formats and specific intervention
strategies of Triple P and PCIT

According to Salas and Cannon-Bowers (2001), Triple P and
PCIT employ strategies that have been found to be effective
— relevant information is presented to parents and parenting
concepts are demonstrated through role-play in both Triple
P and PCIT. Nevertheless, there are at least three key in-
tervention strategies that differ between PCIT and Triple P.
Summarizing the effects of these programs was expected
to provide important information about the relative efficacy
of different intervention components. First, a collaborative
learning model is inherent in Triple P group interventions
where group interactions assist in the learning process. Col-
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laborative learning has demonstrated efficacy and reduces
therapist time and resources (Shebilske, Jordan, Goettl, &
Paulus, 1998). PCIT does not have a group version. Second,
although parents in Triple P are encouraged to conduct home-
work tasks and discuss these with the therapist, observed
practice of parents interacting with children and managing
challenging child behaviors does not usually occur as part of
the intervention design. Standard Individual and Enhanced
Triple P have the provisions for child involvement, but child
involvement was not described in the reviewed studies. In
contrast to Triple P, the use of coaching strategies that in-
clude parents interacting with their children in PCIT is a key
intervention strategy and provides opportunities for parents
to practice new skills and get immediate feedback about per-
formance from interventionists. Because the parent might be
provided with direct remediation of incorrect implementa-
tion of skills and practice with implementation that works
for the parent and the child, and because the overlearning
principles of PCIT evident in the ‘Mastery Criteria’ allow
for repeated practice of skills and increases retention rates of
newly acquired skills (Driskell, Willis, & Copper, 1992), the
direct coaching strategies in PCIT might yield larger effects
on both parent and child outcomes. Third, although restricted
by a small number of published studies, comparing the ef-
fectiveness of standard PCIT and Triple P to interventions
that have been enhanced with additional services and other
components was expected to add important information for
future intervention design and research.

The current study

In the current study, our aim was to provide a comprehensive
assessment of the state of the evidence to guide decisions
about the implementation and continued dissemination of
Triple P and PCIT in Australia and the USA, and to deter-
mine whether summarizing the efficacy of PCIT and Triple
P allowed for conclusions about effective intervention de-
livery format. To do this, we identified all randomized con-
trolled trials and single group follow-up studies of Triple
P and PCIT dated between 1980 and 2004. We abstracted
data from all identified studies, and used standard review
and meta-analysis techniques to draw conclusions about the
capacity of each type of intervention to improve parent and
child behaviors. We provided specific analyses of each sub-
type of Triple P and PCIT that has been investigated and
summarized the efficacy of each type of intervention. We re-
ported effects sizes from independent group pre-treatment/
post-treatment (IGPP) studies and single group pre-treatment
/post-treatment (SGPP), and effect sizes based upon differ-
ent sources of information (e.g., parent-report, observation),
and compared effect sizes found in Standard PCIT to effect
sizes found for Triple P.
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Method
Retrieval and selection of studies

We identified studies dated between 1980 and 2004 that
examined the efficacy of Triple P or PCIT. Five litera-
ture search strategies were used. First, electronic databases
were searched (Medline and Psych INFO). Keywords used
to identify articles were Triple P, Positive Parenting Pro-
gram, Parent-Child Interaction Therapy and PCIT. In addi-
tion to using the keyword function, searches were also con-
ducted on known Triple P and PCIT researchers (Eyberg,
Funderburk, McNeil, Nixon, Sanders and Turner). Second,
the reference sections of all retrieved articles were searched
for additional trials. Third, major reviews of parental be-
havioral training and child behavior problems and reference
lists were inspected. Fourth, authors of identified trials were
contacted and all assisted in the identification of additional
publications. Fifth, our searches included book chapters and
attempts to obtain unpublished trials from known authors of
published trials of PCIT and Triple P, but no additional trials
were identified and retrieved.

Included and excluded studies

Studies reported between 1980 and 2004 were included in
the meta-analysis if they met three criteria: These criteria
included a focus on the efficacy of either Triple P or PCIT,
the inclusion of at least one parent or child behavior problems
outcome measure, and the inclusion of empirical data needed
for meta-analysis.

Thirty-two studies of PCIT were retrieved, and we in-
cluded 13 studies from 8 cohorts and 3 research groups
(Chaffin — 1 cohort, Eyberg/McNeil — 6 cohorts, Nixon —
1 cohort; see Table 1). Seven studies reported only means or
did not include needed information for meta-analysis, nine
studies were not effectiveness studies, one study considered
the effectiveness of PCIT within the classroom setting with
the teacher coached in PCIT skills (i.e., parents were not
included in the intervention), and one study was a duplicate
of results reported in an included study.! One further study
met most of the inclusion criteria, however, it was not in-
cluded because three treatment groups with different levels
of father involvement were compared and total effects for all
participants were not reported (Bagner & Eyberg, 2003).

We retrieved 28 studies of Triple P (or earlier versions
of this intervention). Eleven studies based on 10 cohorts
from 1 research group (Sanders) were included in meta-
analyses (see Table 1). Twelve studies did not include enough
information to be included in meta-analysis. Four studies

LA list of references to papers excluded from this review is available
from the authors.

were excluded as they focused on child outcomes other than
child behavior problems (e.g., bed-wetting or pain).! One
study met most inclusion criteria, but results were reported by
subgroups in order to examine martial discord as a moderator
of treatment effectiveness, and total results for all participants
were not reported (Dadds, Schwartz, & Sanders, 1987).

Data abstraction and coding

From each study, we abstracted study and intervention char-
acteristics (see Table 1). Each author abstracted information
independently and results were compared to correct incon-
sistencies. All discrepancies were due to misreading article
content or data entry errors by one author. Hence, to correct
disagreements, the original reference was consulted and the
discrepancies were easily rectified. Intervention characteris-
tics that were extracted included the length of time in treat-
ment, the treatment components (e.g., additional individ-
ual sessions for depression, psychoeducational information
on ADHD, marital relationship enhancement, etc.), and, for
Triple P, whether the intervention was administered to groups
or individual parents/families. Other abstracted data were
characteristics of participants, study design, and outcomes.
When available, parent and child characteristics included
child gender, parent gender, race/ethnicity, and child age.
Study design factors included an indicator of randomization
versus matched/other comparison group, type of comparison
group, time in treatment, time to follow-up assessments, size
of treatment and comparison groups and attrition rate.

Outcome measures used in each study were classified as
negative or positive measures. With the exception of posi-
tive and negative behavioral observations, scores on positive
measures were reversed so that higher scores always reflected
more negative parent and child behaviors.

PCIT study outcomes

The outcomes variables measured in studies of PCIT in-
cluded child problem behaviors as measured by parent- or
teacher-report, clinic or classroom observation, and parent
stress and behavior as measured by parent-report. Child prob-
lem behavior was assessed with parent-report questionnaires
in all 13 PCIT studies, while teacher reports were gathered
in two published studies from a single cohort. The most
commonly used measures were the Eyberg Child Behavior
Inventory (ECBI, Eyberg & Pincus, 1999, mother report),
the Parenting Stress Inventory (PSI, Abidin, 1990, mother
report), and the Dyadic Parent-Child Interaction Coding Sys-
tem (DPICS, Robinson & Eyberg, 1981, observation).

We included more than one outcome measure from studies
of PCIT efficacy, M = 9 measurement subscale scores per
study with a range from 1 to 24 scores for each family; 10
studies from 6 cohorts included multiple measures of both
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child and parent outcomes, while 3 studies from 2 cohorts
included only measures of child outcomes.

Triple P study outcomes

The outcome measures in studies of Triple P included child
problem behaviors as measured by parent- or teacher-report
and clinic observation, while parenting stress and behavior
was measured by parent-report. Child and parent behaviors
were measured by parent-report questionnaires in all 11 stud-
ies of Triple P. The most common parent-report measures
for child behavior outcomes included the ECBI and Parent
Daily Report (PDR, Chamberlain, & Reid, 1987). Clinic ob-
servation of child behavior occurred in four studies using
a version of the Family Observation Schedule (FOS-R-III,
Sanders, Waugh, Tully, & Hynes, 1996, cited in Sanders,
Markie-Dadds et al., 2000). One study considered teacher
perceptions of child behavior problems measured by the
Sutter, Eyberg Student Behavior Inventory (SESBI; Eyberg
& Pincus, 1999).

We included more than one outcome measure from studies
of Triple P efficacy, M = 8 measurement subscale scores
per study with a range from 3 to 22 scores per family. Seven
studies from 6 cohorts included multiple measures of both
child and parent outcomes, while 4 studies from 4 cohorts
included only measures of child outcomes.

Descriptions of trial participants

In all included PCIT and Triple P trials, pre-treatment data
indicated that the average child was within the clinical or bor-
derline range of externalizing behaviors, as measured by ei-
ther the ECBI (Intensity Scale), CBCL externalizing T score
or the Behavior Assessment System for Children (BASC)
externalizing T score. In 12 of the 13 studies of PCIT, the
mean score for child externalizing behavior was reported
within the clinical range. Seven of 11 studies of Triple P re-
ported pre-treatment child externalizing mean scores within
the clinical range, whereas the other four studies reported
pre-treatment means within the borderline range. Two stud-
ies, one of PCIT (Chaffin et al., 2004) and one of Triple
P (Sanders et al., 2004), tested the efficacy of intervention
with families at risk of or engaged in maltreatment. Both
of these studies reported that the average child had a pre-
treatment mean externalizing behavior score within the bor-
derline range.

Some studies restricted child participants by excluding
children with developmental disorders and/or intellectual im-
pairment (Brestan, Eyberg, Boggs, & Algina, 1997; Connell,
Sanders, & Markie-Dadds, 1997; Eyberg et al., 2001; Hoath
& Sanders, 2002; Leung, Sanders, Leung, & Lau, 2003;
Sanders & McFarland, 2000; Schuhmann, Foote, Eyberg,
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Boggs, & Algina, 1998), whereas exclusionary characteris-
tics of parents were more varied. Parents’ intellectual impair-
ment was an exclusionary criterion in two studies of Triple
P (Hoath & Sanders 2002; Sanders, Markie-Dadds, Tully,
& Bor, 2000) and four studies of PCIT (Funderburk et al.,
1993; Hood & Eyberg, 2003; McNeil, Eyberg, Eisenstadt,
Newcomb, & Funderburk, 1991; Schuhmann et al., 1998).
In two other Triple P studies parents’ major psychiatric diag-
nosis was an exclusionary criterion (Sanders & McFarland,
2000; Leung et al., 2003).

Some studies specified inclusionary criteria. In studies
of Triple P, these included parental depression (Sanders,
Markie-Dadds et al., 2000), marital conflict (Ireland,
Sanders, & Markie-Dadds, 2003; Sanders Markie-Dadds
et al., 2000), minimum 20 h/week employment (Martin
& Sanders, 2003), and parental notification of child mal-
treatment (not necessarily confirmed) or elevated scores
on three subscales of the State-Trait Anger Expression In-
ventory (Sanders et al., 2004). One study of PCIT speci-
fied the requirements of a confirmed notification of child
physical maltreatment (Chaffin et al., 2004). The other
12 PCIT studies did not specify inclusionary criteria for
parents.

Computation and analyses of effect sizes

We computed single group effects from pre-treatment
to post-treatment (SGPP) and pre-treatment to follow-
up (4 months to one year after treatment completion;
SGPF). We also analyzed independent groups pre-treatment/
post-treatment (IGPP) and independent groups pre-
treatment/follow-up (IGPF) effects. In the following sec-
tions, we refer to treatment versus “comparison” groups in
the IGPP and IGPF analyses. Comparison groups included
randomized waitlists, matched control groups, and alterna-
tive community intervention or social validation (“normal
community”) groups (see Table 1).

SGPP and SGPF effect sizes

The formula used to calculate a single group effect size
(SGPP or SGPF) was the following:

dsg = (Mposl - Mpre)/SDpre

where,

ds; was the single group effect size (SGPP or SGPF) re-
ported in Tables,

Mpos was the mean value at post-treatment or at follow-up,

My was the mean value at pre-treatment, and,

SDyre was the standard deviation at pre-treatment.
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In one single group study, means and standard deviations
were not reported, so paired ¢-test values were used to calcu-
late effect sizes.

IGPP and IGPF effect sizes

As suggested by Becker (1988) and Morris & DeShon
(2002), the final IGPP and IGPF effect sizes used in analy-
ses were calculated as the difference between the treatment
and comparison single group effects. The three formulas
used to calculate IGPP effect sizes and IGPF effect sizes
were:

d = (Mt—posl - M;- pre)/SDt—pre
de = (Mr—post - Mc—pre)/SD<'—pre
dig = d;-d,

where,

d; was the effect size for the treatment group,

d. was the effect size for the comparison group,

dig was the final IGPP or IGPF effect size reported in the
Tables and Figures,

M -pos and M .—pos Were the mean values for the treatment
group (t-post) or the comparison group (c-post) at post-
test or at follow-up,

M, -pre and M-, were the mean values for the treatment
group (#-pre) or the comparison group (c-pre) at pre-test,

SD-pre and SD..-pre were the standard deviations at pre-
test.

Hence, d;; was the treatment effect size net of the compar-
ison group effect size. When dj; was positive this indicated
a larger effect in the treatment group than in the comparison
group. When d;; was negative this indicated a larger effect
in the comparison group than in the treatment group.

We used pre-test SDs for all calculations, as suggested
by Becker (1988), because pre-test SDs are often more
consistent across studies than post-test SDs. The use of pre-
test SDs to estimate effect sizes, therefore, results in esti-
mates that are more comparable across different experimen-
tal manipulations (in this case, between studies of PCIT and
Triple P). Post-test SDs have been found to be less consis-
tent than pre-test SDs as a result of different experimental
manipulations. We kept single group effect sizes separate
from independent group effect sizes, because there is contin-
uing debate about when these can be combined, and because
single group effect sizes are often larger than independent
group effect sizes (see Carlson & Schmidt, 1999; Morris &
DeShon, 2002). Although there are many reasons that single
group and independent group effect sizes might differ and
both study designs can have their own biases, one reason
single group effect sizes often are larger is because they do
not take into account the time effect (e.g., history or matura-

tion effect) that can be partly accounted for by a comparison
group (Morris & DeShon, 2002).

PCIT effect sizes

Thirteen studies were included in calculations of SGPP effect
sizes; eight studies were included in calculations of IGPP
effect sizes. Four studies were available for calculations of
SGPF and IGPF effects. We calculated the following for child
behavioral outcomes: 65 SGPP effects, 30 SGPF (4 month to
1 year after treatment) effects, 49 IGPP effect sizes, and 14
IGPF effect sizes. For parenting behaviors, we calculated 47
SGPP effects, 14 SGPF (4 month to 1 year after treatment)
effects, 54 IGPP effects, and 16 IGPF effects.

Triple P effect sizes

Eleven studies were included in the calculations of SGPP;
whereas seven studies were included in calculations of IGPP
There were no studies with comparison groups that included
afollow-up assessment. We calculated the following for child
behavioral outcomes: 78 SGPP effects, 27 SGPF (4 month to
1 year after treatment) effects, and 53 IGPP effects. For par-
enting behaviors, we calculated 77 SGPP effects, 55 SGPF (4
month to 1 year after treatment) effects, and 50 IGPP effects.

Reduction of effect sizes and final analysis

Effect sizes were categorized by purpose of the measure (to
assess child or parent), method (questionnaire versus obser-
vation) and reporter (mother, father, teacher). In some cases,
effect sizes in the same category within a study were av-
eraged after accounting for repetition from multiple studies
from the same sample. This averaging was done to reduce
bias that might be introduced from studies that used more
measures, and findings reported in more than one publica-
tion were included only once. In sum, we report one effect
size per study sample for (a) child behavior by method and
reporter and (b) parenting by method and reporter. Effect
sizes were analyzed with DSTAT (Johnson, 1989) to com-
pute bias-corrected summary effect sizes, confidence inter-
vals, r values, to examine homogeneity of effect sizes and
outliers, and to compare effect sizes for PCIT to those for
Triple P. Since there was homogeneity of effect sizes in all
analyses, we did not examine correlates of effect sizes.
Most observational and survey measures used within tri-
als of PCIT and Triple P were for the assessment of neg-
ative child or negative parenting behaviors. Hence, except
in the cases of observations of positive child or parent be-
havior, negative effect sizes were expected as they would
indicate declines in problem behaviors from pre-treatment
to later assessments in studies with single group repeated
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measurement designs, and greater declines in the treatment
group compared to the comparison group in studies with in-
dependent groups repeated measurement designs. With the
exception of one PCIT study (Eyberg & Robinson, 1982),
coding of observational measures in all studies was reported
to have been conducted by coders who were independent of
the study and blind to participant status.

Results: PCIT

Child behavior change during treatment: Single group
treatment effects

In PCIT, medium to large effect sizes were observed for sin-
gle group child behavior change from pre-to post-treatment
(see Table 2). Improvements were found in clinic observa-
tions of both negative and positive child behavior,d = —.54
and .94, respectively, and large effects were found when out-
comes were based on mother and father reports of child
negative behavior, d = —.1.31 and —.83, respectively. In
one study of 10 children, no significant changes were found
in classroom observations of positive child behavior and
teacher report of negative child behavior from pre to post
treatment.

Effect sizes for child behavior change from pre-to follow-
up, however, were less likely to be significantly different
from 0. The only statistically significant effect size was for
mother (or mixed mother/father) report of negative child
behavior,d = —1.10. No significant change in child behav-
iors from pre-treatment to follow-up was found when effect
sizes were based on clinic observation, father report (when
isolated from mother report), teacher report, or classroom
observation.

Child behavior: Treatment versus comparison groups
Standard PCIT

When compared to waitlist, medium and large effects ranging
from absolute values of .61-1.45 were found favoring PCIT
for mother (or mixed mother/father) reports of negative child
behavior, and father reported negative child behavior (see
Table 2). However, no significant effect was found for ob-
served negative child behaviors. When PCIT children were
compared to normal (i.e., nonclinical) comparison groups,
mothers in PCIT reported greater declines in their children’s
behavior problems than other mothers and large effects were
also found for positive behaviors as observed in the class-
room, and teacher reports of negative behaviors of children
in PCIT compared to a normal comparison group. Effect
sizes ranged from an absolute value of 1.21-1.57. When
compared to a deviant community group, teachers reported
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greater improvements in negative behaviors of children in
PCIT d = —1.16 however there were no significant effects
for observations of positive behavior in the classroom.

Abbreviated PCIT

No significant effects of Abbreviated PCIT were found
when child behaviors were compared to waitlist comparison
groups (see Table 2). When Abbreviated PCIT participants
were compared to a normal community comparison group,
there was no significant effect on observed positive child
behavior, but there was significant improvement for PCIT
participants when child behaviors were assessed with mother
report,d = —1.57.

Enhanced PCIT

No comparisons of Enhanced PCIT (PCIT + motivation or
PCIT 4+ motivation + individual) versus waitlist compar-
ison groups were conducted. Instead, in one study, parents
with a history of maltreating their children were assigned to
PCIT + motivation or a community group didactic inter-
vention. In this study, parent-reports of child behavior were
collected, and the effect of PCIT was large, d = —.83 (see
Table 2). A large effect on mother-reported child behavior
problems also was found for a PCIT + motivation + in-
dividual intervention when compared to a community group
didactic intervention, d = — 2.16.

Parent change during treatment: Single group
treatment effects

There were significant changes in parenting outcomes pre-
treatment to post-treatment, with effect sizes for negative and
positive parenting ranging from an absolute value of 1.11—
3.11 (see Table 3). The only exception was a nonsignificant
effect size found for father-reported negative behaviors in
one small study of 12 fathers, d = —.68.

Medium to large effects were found for clinic observations
of negative parent behaviors and parent-report measures of
negative parent factors from pre-treatment to follow-up. Ef-
fect sizes ranged from an absolute value of .61 to .94.

Parenting: Treatment versus comparison groups

Standard PCIT

There was more improvement in parent behavior and func-
tioning among parents in PCIT than those in a waitlist. All
effect sizes except one (observations of fathers’ negative
behaviors in one small study of 22 fathers) were significant
and usually large in magnitude, d ranged from an absolute
value of .76 to 5.67 (see Table 3). Similar large effects of
PCIT were found for observations of mothers, d = — 1.03,
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Table 2 PCIT child outcomes with treatment group change and comparison effects

Cohorts/Studies Effect Es Lower  ES upper
Measure Included” N Size (Es)  95% CI 95% CI1 r Conclusion
PCIT: Single Group Pre- to Post-Treatment
Parent report AB,C,D,E, FG,H 146 —1.31 —1.56 —1.06 -.55 Improve
Father report A,G,H 24 —0.83 —1.42 —0.24 —.38 Improve
Teacher report C 10 —0.97 —-1.90 0.04 —.44
Clinic observation B,C,D,G,H 60 —0.54 —0.90 —0.13 —.26 Improve
Clinic observation (positive) B,C,D,G,H 60 0.94 0.55 1.34 43 Improve
Father Clinic observation I 3 —=0.90 —2.58 0.78 —.40
Father Clinic observation (positive) 1 3 1.22 —0.52 2.96 .52
Classroom observation (positive) C 10 0.97 —0.03 1.80 43
PCIT: Single Group Pre-Treatment to Follow-up
Parent report AB,C,D 60 —1.10 —1.48 —-0.72 —.48 Improve
Father report D 13 —0.58 —1.36 0.20 —.28
Teacher report C 9 =097 —-1.95 0.01 —43
Clinic observation B,D 30 —-0.43 —0.94 0.08 .21
Clinic observation (positive) B.D 30 0.30 —-0.21 0.81 14
Classroom observation (positive) C 9 0.84 —0.12 1.80 .38
Independent Groups Comparisons
Standard PCIT vs. Waitlist
Parent report ADE,G 137  —1.45 —1.82 —1.07 —.59
Father report AG 38 —1.23 —-1.93 —0.54 -.52
Clinic observation D,G 47 0.11 —0.46 0.68 .06
Clinic observation (positive) D.G 47 0.61 0.02 1.20 .29 *
Standard PCIT vs. Normal Community Group
Parent report D 38 —1.57 —2.29 —0.84 —.62
Teacher report D 19 —-1.23 —2.22 —-0.25 -.53
Clinic observation (positive) D 38 0.11 —0.53 0.75 .05
Classroom observation (positive) D 19 1.21 0.23 2.19 52 *
Standard PCIT vs. Deviant Community Group
Teacher report C 18 —1.16 -2.16 —0.15 -.50 *
Classroom observation (positive) C 18 0.80 —0.57 1.31 37
Abbreviated PCIT vs. Waitlist
Parent report D 37 —-0.40 —1.05 0.25 —.20
Clinic observation D 37 0.40 —0.25 1.05 .20
Clinic observation (positive) D 37 0.00 —0.65 0.65 .00
Abbreviated PCIT vs. Normal Community Group
Parent report D 37 —1.57 —-2.31 —0.83 —.62 *
Clinic observation (positive) D 37 —0.08 —0.73 0.57 —.04
PCIT + Motivation Enhance vs. Community Group Didactic Program
Parent report F 77 —0.83 —1.29 —0.36 —-.38 *
PCIT + Motivation + Individual vs. Community Group Didactic Program
Parent report F 68 —2.16 —2.76 —1.56 -.73 *

*Indicates that there was a significantly larger pre-treatment to post-treatment change (effect) within the Treatment group compared to the

Comparison group. CI = Confidence interval.
“See Table 1 for a list of study codes.

and mother-reports of their parenting, d = — 1.59, when
compared to mothers in a normal community comparison

group.
Abbreviated PCIT

Compared to waitlist, medium or large effects of Abbreviated
PCIT were found for observed changes in positive, d = .92,

but not negative, parenting behavior and mother-reports of
their parenting, d = — .74 (see Table 3). When negative
parenting behaviors of participants in Abbreviated PCIT
were compared to a normal community group, there were
moderate to large effects on clinic observation of negative
parental behavior, d = —.82, and mother reports of their
behaviors, d = —.75.
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Table 3  PCIT parenting outcomes change and comparison effects

Cohorts/Studies Effect ES lower  ES upper
Measure Included” N size (ES)  95% CI 95% CI r Conclusion
PCIT: Single Group Pre- to Post-Treatment
Parent report A,B.D.EF,G 122 —1.11 —1.38 —0.84 —.49 Improve
Father report A 12 —0.68 —1.50 0.14 -.32
Clinic observation A,B,D.EG,H 111 —1.46 —1.76 —1.16 -.59 Improve
Clinic observation (positive) A,B,D.,EG,H 111 1.15 0.87 1.43 .50 Improve
Father clinic observation AH 15 —1.53 —2.34 —-0.72 —.61 Improve
Father clinic observation (positive) AH 15 3.11 2.05 4.17 .84 Improve
PCIT: Single Group Pre-Treatment to Follow-up
Parent report A,B,D 53 —0.83 —1.23 —0.43 —.38 Improve
Clinic observation B.D 30 —-0.94 —1.47 —0.41 —42 Improve
Clinic observation (positive) B,D 30 0.61 0.09 1.13 .28 Improve
Independent Groups Comparisons
Standard PCIT vs. Waitlist
Parent report AD.E,G 125 -—1.16 —1.55 —0.78 -.50 *
Father report A 22 —1.02 —1.91 —0.13 —.45 *
Clinic observation AD,G 92 —-0.76 —1.19 —0.34 -.36 *
Clinic observation (positive) A,D,G 92 3.66 2.79 4.52 .88 *
Father clinic observation A 22 —0.67 —1.53 0.20 —-.32
Father clinic observation (positive) A 22 5.67 3.79 7.54 94 *
Standard PCIT vs. Normal Community Group
Parent report D 38 —1.59 —2.32 —0.85 —.62
Clinic observation D 38 —1.03 —1.71 —0.35 —.46
Abbreviated PCIT vs. Waitlist
Parent report D 37  -0.74 —1.41 —0.08 -.35 *
Clinic observation D 37 —0.54 —1.20 0.12 —.26
Clinic observation (positive) D 37 0.92 0.24 1.60 42 *
Abbreviated PCIT vs. Normal Community Group
Parent report D 41 -0.75 —1.39 —0.12 -.35
Clinic observation D 41  —0.82 —1.46 —0.18 -.38
PCIT + Motivation vs. Community Group Didactic Program
Parent report F 77  —1.15 —1.64 —0.67 -.50
Clinic observation F 77 —1.15 —1.64 —0.67 -.50
Clinic observation (positive) F 77 1.65 1.13 2.16 .64
PCIT + Motivation + Individual vs. Community Group Didactic Program
Parent report F 68 —0.86 —1.36 —0.36 —.40
Clinic observation F 68 —4.79 —.570 —3.84 -.92
Clinic observation (positive) F 68 2.32 1.71 2.94 .76

*Indicates that there was a significantly larger pre-treatment to post-treatment change (effect) within the Treatment group compared to the

Comparison group. CI = Confidence interval.

¢ See Table 1 for a list of study codes.

Enhanced PCIT

There was a large effect when Enhanced PCIT + moti-
vation was compared to a community group didactic inter-
vention favoring Enhanced PCIT on all parent measures,
d ranged from an absolute value of 1.15 to 1.65 (see
Table 3). Enhanced PCIT + motivation + individual also
was compared to a community group didactic intervention
on all parent measures. Large effect sizes ranging from an
absolute value of .86 to 4.79 favoring Enhanced PCIT +
motivation + individual also were found for observed neg-
ative and positive parent behavior and negative parenting
based on self-report.

a Springer

Results: Triple P

Child behavior change during treatment: Single group
treatment effects

For Triple P, small and medium effects were found for
single group pre- to post-treatment child behavior (see
Table 4). Clinic observed negative child behavior, negative
child behavior measured by both mother and father reports
and stepparent reports of negative child behavior improved.
Effect sizes ranged from an absolute value of .31 to .73.
However, a small study of 9 children with teacher reports of
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Table 4 Triple P child outcomes change and comparison effects

Cohorts/Studies Effect size ES lower 95% ES upper 95%
Measure Included? N (ES) CI CI r Conclusion
Triple P: Single Group Pre- to Post-Treatment
Parent report A,B.CDLEFGH|ILJ 449 —0.73 —0.86 —0.59 —.34 Improve
Father report A,B,F 182 —0.52 —0.73 —0.31 —-.25 Improve
Teacher report H 9 —0.04 —0.96 0.88 —.02
Stepparent report G 26 —0.65 —1.21 —0.09 —.31 Improve
Clinic observation ADE 274  —0.31 —0.47 —0.14 —.15 Improve
Clinic observation (positive) D 74 41 —.06 .83 .20
Triple P: Single Group Pre-Treatment to Follow-up
Parent report A,B,C,D.LE.EH,] 357 —-0.70 —0.85 —0.54 —-.33 Improve
Father report AB 154  —0.45 —0.67 —-0.22 —-.22 Improve
Clinic observation AD.E 269 —0.61 —0.78 —0.43 —.29 Improve
Clinic observation (positive) D 74 0.36 0.03 0.68 18 Improve
Independent Groups Comparison, Triple P vs. Waitlist
Standard, individual
Parent report AG 178  —0.69 —-0.99 —0.38 —.32
Father report A 100 —0.60 —1.01 —0.20 —-.29
Stepparent report G 42 —0.57 —1.20 0.07 -.27
Clinic observation A 136 —0.22 —0.55 0.12 —.11
Group
Parent report LJ 9% —0.67 —1.08 —0.26 —-.32 *
Enhanced
Parent report AH 149 -0.96 —1.30 —0.61 —.43
Father report A 101  —0.56 —0.96 —0.16 —.27
Teacher report H 20 —-0.03 —0.91 0.85 —.02
Clinic observation A 129 —-0.46 —0.82 —0.11 —-.23 *
Self-Directed
Parent report AF 155 —-0.51 —0.84 —0.19 —-.25
Father report AF 128 —1.26 —1.64 —0.88 —-.53
Clinic observation A 132 —0.02 —0.36 0.32 —.01
Media
Parent report C 46 —0.79 —1.39 —0.19 —-.37 *

*Indicates that there was a significantly larger pre-treatment to post-treatment change (effect) within the Treatment group compared to the

Comparison group. CI = Confidence interval.
“See Table 1 for a list of study codes.

child behavior did not yield a significant effect size. Analy-
ses of single group pre-to follow-up data on child behavior
resulted in small and medium effect sizes for all measures, d
ranged from an absolute value of .36 to .70 (see Table 4).

Child behavior: Treatment versus comparison groups
Standard Individual Triple P

Medium effects were found in favor of Standard Individual
Triple P when compared to waitlist comparison group when
child negative behavior was reported by mothers (or mixed
mothers/fathers), d = — .69 or by fathers, d = —.60 (see
Table 4). This did not hold for clinic observations of nega-
tive child behavior and one study including reports from 42
stepparents.

Group Triple P

When compared to a waitlist control, a medium effect was
found for Standard Group Triple P when based on mother
(or mixed mother/father) report, d = —.67 (see Table 4).
No studies used observational methods or collected reports
from individuals other than parents.

Enhanced Triple P

When Enhanced Triple P was compared to waitlist, medium
and large effect sizes favoring Enhanced Triple P were found
for clinic observations of negative child behavior and father
and mother reports of negative child behavior. Effect sizes
ranged from an absolute value of .46 to .96 (see Table 4). In
a small study of 20 teachers, there was no significant effect
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of Triple P when negative child behavior was compared to a
waitlist comparison group.

Self-directed Triple P

Mothers in Self-Directed Triple P reported moderate im-
provements, d = —.51, while fathers reported large im-
provements in their children’s behavior, d = — 1.26, com-
pared to waitlist mothers and fathers (see Table 4). No signif-
icant effect on clinic observations of child negative behavior
was found.

Media Triple P

Compared to waitlist, Media Triple P had a large effect on
child behaviors as reported by parents, d = —.79.

Parent change during treatment: Single group
treatment effects

Small and medium effects on parenting behaviors were

found in analyses of single group pre-to post-treatment data,
d = —.70 for mother report and d = —.38 for father report

Table 5 Triple P parenting outcomes change and comparison effects

(see Table 5). There was no significant effect for observations
of negative parent behavior. Small and medium effects were
found for pre-to follow-up changes in parenting self-report
measures for mother report and father report and observed
negative parent behavior ranging from an absolute value of
.28 to .69.

Parenting: Treatment versus comparison groups
Standard Individual Triple P

When compared to waitlist, Standard Individual Triple P
had a large effect favoring the Triple P intervention when
based on mother (or mixed mother/father) reports of par-
enting, d = —1.07, and a medium effect based on fa-
ther reports of parenting, d = —.40 (see Table 5). How-
ever, this did not hold for clinic observed negative parent
behaviors.

Group Triple P

Compared to a waitlist comparison group, a medium effect
size was found in favor of Standard Group Triple P when

Cohorts/Studies Effect size ES lower 95% ES upper 95%
Measure included? N (ES) CI CI r Conclusion
Triple P: Single Group Pre- to Post-Treatment
Parent report AB,C,D.E,FH,I,J 420 —-0.70 —0.88 —0.55 —.33 Improve
Father report A B,EF 194 —0.38 —0.58 —0.18 —.12  Improve
Clinic observation A.E 217 —-0.19 —0.38 0.00 —.05
Triple P: Single Group Pre-Treatment to Follow-up
Parent report AB,C,D.E,FH,J 354 —0.69 —0.85 —0.54 —.33 Improve
Father report AB.E 159 —0.28 —0.50 —0.06 —.14 Improve
Clinic observation A.E 195 —0.45 —0.65 —0.24 —.22  Improve
Independent Groups Comparison, Triple P vs. Waitlist
Standard, Individual
Parent report A 136 —1.07 —1.43 —0.71 —47
Father report A 100 —0.40 —0.80 0.00 -20 p=.05
Clinic observation A 136 0.14 —-0.20 0.48 .07
Group
Parent report LJ 9%  —0.69 —1.11 -0.27 -33 %
Enhanced
Parent report AH 149 —0.98 —1.32 —0.63 — 44 %
Father report A 101 —0.46 —0.86 —0.06 —-.23 x
Clinic observation A 129 —0.11 —0.46 0.24 —.06
Self-Directed
Parent report AF 155 —1.44 —1.80 —1.09 -.59
Father report AF 128 —0.36 —0.71 —0.01 —.18 p=.05
Clinic observation A 132 0.07 —0.28 0.41 .03
Media
Parent report C 46  —045 —1.03 0.14 —-.22

Note *indicates that there was a significantly larger pre-treatment to post-treatment change (effect) within the Treatment group compared to the
Comparison group. CI = Confidence interval. “See Table 1 for a list of study codes.
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based on mother (or mixed mother/father) reports of their
parenting, d = —.69 (see Table 5).

Enhanced Triple P

When comparing Enhanced Triple P with waitlist, there were
statistically significant effects favoring Enhanced Triple P
for measures of negative parent factors as reported by moth-
ers (or mixed mother/father; large effect), d = —.98 and
fathers, d = —.46 (medium effect, see Table 5). This
did not hold for clinic observations of negative parent
behaviors.

Self-directed Triple P

When we analyzed findings comparing Self-Directed Triple
P to waitlist, large and small effects favoring Self-
Directed Triple P were found based on mother (or mixed
mother/father) report, d = —1.44, and father report,
d = —.36, respectively (see Table 5). This did not hold
for observed negative parent behavior.

Media

There was no significant effect of Media Triple P on parent-
ing based on self-report questionnaire.

Results: Comparison of PCIT and Triple P

We used categorical modeling to compare the effect sizes
for PCIT and Triple P (Johnson, 1989). We conducted anal-
yses to compare SGPP effect sizes, and compared IGPP for
Standard PCIT (compared to waitlist) to the multiple forms
of Triple P (compared to waitlist).

Single group pre-treatment/post-treatment (SGPP)
effect sizes

For SGPP, PCIT had larger effects of parent report of child
negative behaviors, but not when effect sizes were based
on observed child behaviors. More specifically, there was
a larger improvement for study families in PCIT than in
Triple P for parent-report of child behavior problems, — 1.31
vs. —.73, p <.001 (see Tables 2-5). However, there was no
difference in SGPP effect size for observed child negative
behavior, —.54 vs. —.31,p = .27.

Findings when comparing SGPP for parenting problems
showed that PCIT had larger effects for both parent report
and observed parent negative behaviors. There was a larger
improvement for study families in PCIT than in Triple P
when outcomes were based on parent report of parenting
problems, — 1.11 vs. —.70, p <.001. There also was a larger

improvement in observed parent negative behavior for PCIT
than Triple P, —1.46 vs. —.19, p <.001.

Independent groups pre-treatment/post-treatment
(IGPP) effect sizes

Child negative behaviors

Figure 1 shows IGPP effect sizes and confidence intervals
for the four forms of PCIT and five forms of Triple P when
compared to waitlist. The effects in Fig. 1 are based on
parent-reports of child negative behavior. As shown, there
were large effect sizes for child negative behavior in all forms
of PCIT, except the Abbreviated version, which did not have
a significant effect on child negative behavior. There were
medium to large effects for all forms of Triple P.

As can be seen by comparing the confidence intervals in
Fig. 1, results of our analyses that compared Standard PCIT
to multiple forms of Triple P showed differences in PCIT and
some forms of Triple P for parent report of child negative
behaviors. The effect size for PCIT, — 1.45, was significantly
larger than the effect sizes for Self-directed, —.51, p <.001,
Group, —.67, p < .01, and Individual Triple P, —.69,p < .01,
but the PCIT effect size was not larger than the effect size
for Enhanced, —.96, or Media Triple P, —.79. However, in
contrast to these findings, for IGPP based on observed child
negative behaviors, there were no differences in the effect
size for Standard PCIT, .11, compared to Triple P in the
Self-directed, —.02, Individual, —.22, and Enhanced, —.46,
forms (figure not provided).

Parent negative behaviors

Figure 2 summarizes IGPP effect sizes based on parent re-
ports of parent negative behavior, and illustrates that all forms
of PCIT and Triple P, except Media Triple P, had medium or
large effects. Media Triple P did not have a significant effect
on self-reported negative parent behavior. All other inter-
ventions reduced negative parenting of those in treatment
when compared to waitlist. Of these effective interventions,
Abbreviated PCIT and Group Triple P had the most modest
effects on parenting, but effect sizes were still medium in size
and quite similar to other, often more intensive and longer
forms of these interventions (i.e., all confidence intervals had
a range of values in common).

When we statistically compared Standard PCIT to forms
of Triple P, PCIT had a larger effect when compared to
Media Triple P, but not when compared to other forms of
Triple P; the effect size for Standard PCIT, — 1.16, was not
different when compared to Self-directed, — 1.44, Group,
—.69, Individual, — 1.07, and Enhanced Triple P, —.98. Yet,
PCIT did have a larger effect on parent report of parenting
problems than media Triple P, —.45, p <.05. However, for
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Fig. 1 Independent Groups Pre-treatment/Post-treatment (IGPP) ef-
fects for parent report of child behavior problems. Note: Lower effect
sizes indicate greater declines in the treatment group as compared to

IGPP of observed parent negative behaviors, Standard PCIT
had a larger effect size, —.76, than Triple P in the Self-
directed, .07, p < .01, Individual, .14, p < .01, and Enhanced,
—.11, p < .05, forms (figure not provided).

Discussion
Behavioral parent training is a popular form of parenting

intervention (McMahon & Forehand 2003; Nixon, 2002;
Sanders et al., 2003; Webster-Stratton & Taylor 2001)

waitlist comparison group. Confidence intervals that cross 0 indicate
that the effect size was not significantly different from 0

and has been described as efficacious in previous meta-
analytic and review articles (Barlow & Stewart-Brown, 2000;
Serketich & Dumas 1996). In an attempt to go beyond state-
ments pertaining to the efficacy of behavioral parent training
as a broad category, our review and meta-analyses described
the reported efficacy of two parenting interventions with
known behavioral parent training origins. The interventions
were chosen for this review due to their similar theoretical
foundations, and their wide-spread dissemination, popular-
ity and significant level of government funding in both the
USA and Australia, but their differing modes of delivery.

051
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Fig. 2 Independent Groups Pre-treatment/Post-treatment (IGPP) ef-
fects for self-reported parenting problems. Note: Lower effect sizes
indicate greater declines in the treatment group as compared to waitlist
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comparison group. Confidence intervals that cross O indicate that the
effect size was not significantly different from 0
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We analyzed 24 evaluations of Parent-Child Interaction
Therapy (PCIT) and Triple P-Positive Parenting Program.
Findings revealed that these interventions improve parenting,
such as improving parental warmth, decreasing parental hos-
tility, increasing parental self-efficacy, and reducing parental
stress. Most versions of these interventions also reduce nega-
tive child behaviors, such as aggression and extreme tantrums
and opposition. These results put numerical weight behind
previous narrative reviews in which authors have concluded
that interventions are effective when they include behavioral
parent training (Nixon, 2002; Webster-Stratton & Taylor,
2001; Weisz, Hawley, & Jensen Doss, 2004).

Participation in PCIT and Triple P results in improvements
in child behavior and parenting from pre- to post-treatment
(i.e., short-term improvements in behavior). In addition,
although few studies included follow-up beyond immedi-
ate post-treatment, there was some support from prospective
assessment of treatment participants for continued positive
effects of these interventions up to 3 months after interven-
tion completion. However, conclusions regarding long-term
effectiveness of either intervention must remain tentative.
Follow-up data collected from treatment participants were
never compared to waitlist or alternative treatment groups.
More specifically, follow-up data were not collected from
waitlist participants for any of the Triple P studies and follow-
up data only were collected from a social validation group
in only one series of PCIT studies in Australia (Nixon et al.,
2003, 2004).

Findings show that the strength of the effects of PCIT
and Triple P, and conclusions about which intervention may
result in greater improvements in parenting and family func-
tioning, depended on the measures used to assess outcomes
and the subtype of each intervention. Although findings were
not without exception, Standard PCIT tended to have larger
effects than Triple P when compared to waitlist and when
outcomes were based on parent report of child negative be-
haviors and observed parent negative behaviors. In contrast,
there was no effect size difference when findings were based
on observed child behaviors and only one difference (Stan-
dard PCIT vs. Media Triple P) for parent report of parenting.
In addition, Standard PCIT did not have a larger effect than
Enhanced Triple P, except when comparing observed parent
negative behavior.

For some intervention types and when observational mea-
sures were used, effects were not consistently found to be
different from O (i.e., effects were not significant). Significant
treatment effects on children’s behaviors were found for both
Triple P and PCIT interventions when outcomes were as-
sessed via female caregiver (or combined female/male care-
giver) reports or observation. Effects were generally medium
for Triple P and large for PCIT. The exceptions were a large
effect size for Enhanced Triple P and a small and nonsignif-
icant effect size for Abbreviated PCIT. Effect sizes based

on teacher reports were calculated on single studies with
small samples, and were rarely as large as those based on
female caregiver report or observation and often did not
show significant improvements in children’s behaviors, but
improvements among PCIT participants were greater than
waitlist comparison groups (Funderburk et al., 1998; Hoath
& Sanders, 2002; McNeil et al., 1991). Large effect sizes
were found for father reports of child behavior and parent-
ing when PCIT was compared to a waitlist (Brestan et al.,
1997; Nixon et al., 2003, 2004; Schuhmann et al., 1998) and
small to large effects were found with the same measures
for Enhanced Triple P and Self-Directed Triple P (Connell
et al., 1997; Sanders, Markie-Dadds et al., 2000). Parenting
during Self-Directed Triple P did not significantly improve
when father reported behaviors.

Considerations for the generalization of study findings

There are three key issues to consider when generalizing the
results of the current meta-analyses. All issues come from
the sampling details included in studies and the measure-
ment strategies used. First, the demographic characteristics
of families included in many of the studies were unclear or
may have been limited to moderate or higher income fami-
lies. Only two of the Triple P studies had participants within
the lower socio-economic status (SES) group and with low
parent education (Hoath & Sanders, 2002; Sanders et al.,
2004). Sanders and McFarland (2000) reported participants
in the low SES range, however failed to report parental edu-
cation. Although sometimes unclear, all other participants in
Triple P studies appeared to have been from middle class or
higher SES groups and, with the exception of one study (Bor,
Sanders, & Markie-Dadds, 2002), middle or higher levels of
parental education. Due to the high number of Triple P stud-
ies in the meta-analysis with middle or higher SES, it is not
certain that findings can be generalized to low income or
high risk groups at this time.

With the exception of three studies from one study group
(Nixon, 2001; Nixon et al., 2003; Nixon et al., 2004), par-
ticipant demographic data were not consistently reported
in studies of PCIT. When income or educational informa-
tion was reported, participants were low-to-mid SES (Eyberg
etal.,2001; Hood & Eyberg, 2003; Nixon, 2001; Nixon et al.,
2003, 2004; McNeil et al., 1991; Schuhmann et al., 1998).
In the cases when education was reported, PCIT partici-
pants had moderate levels of education (Brestan et al., 1997;
Eyberg & Robinson, 1982; Nixon, 2001; Nixon et al., 2003,
2004). Given the inconsistency in reporting of demographic
data, it also is difficult to draw conclusions about generaliza-
tion of PCIT to low SES and high-risk families.

Second, the methods of recruiting families differed. Triple
P studies most often used media outlets to advertise and re-
cruit families via self-referral (9 of the 11 Triple P studies
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used media as a recruitment strategy), while PCIT partici-
pants were most often clinic-referred (only 3 of the 13 PCIT
studies used media as a recruitment strategy). Only one Triple
P study used clinic referred participants (Leung et al., 2003).
It remains unclear how much of the difference between PCIT
effect sizes and Triple P effect sizes may be due to differing
recruitment methods. Previous researchers have suggested
that there will be selection bias effects when participants
are recruited via the media and self-referred as compared
to relying on referrals from clinics or other professional
sources (Berlin, O’Neal, & Brooks-Gunn, 1998). Reyno and
McGrath (2006) found a moderate effect size when com-
paring source of referral and treatment outcome in favor of
self-referral over referral from professionals. However, we
found no evidence of this in the current study. Although,
there was some variability in recruitment strategies across
PCIT studies, and across Triple P studies, homogeneity of
effect sizes was found within studies of PCIT and within
studies of Triple P. This suggests that recruitment methods
may not have greatly influenced effect size.

Third, parent-reported child behavior problems were as-
sessed with either the Eyberg Child Behavior Inventory
(Eyberg & Pincus, 1999) or the Child Behavior Checklist
(Achenbach, 1991) in all but one study included in this re-
view. Of studies of PCIT, the ECBI was used in nine studies,
the ECBI and the CBCL were used in three studies, and the
BASC was used in one study. Similarly, in studies of Triple
P, the ECBI was used in nine studies, and the CBCL was
used in two studies This resulted in more meaningful com-
parisons of the effect sizes for children’s behaviors found in
studies of PCIT to those found in studies of Triple P.

We also compared intervention types on effect sizes for
observed child and parent behaviors and parent-reports of
their own parenting behaviors. In contrast to parent reports
of child behaviors, there were some differences in the ob-
servational measures of children and parents, and measures
that assessed parenting, and we cannot rule out the possibil-
ity that differences are due to the use of different measures.
For example, DPICS (Robinson & Eyberg, 1981) was the
observational coding system used in studies of PCIT. DPICS
coding resembles and follows directly from treatment activ-
ity (i.e., parents are coached in specific communication skills
such as praises, descriptions and reflections and DPICS is an
observed frequency count of these verbalizations). Progres-
sion through treatment often depends on seeing improve-
ments in DPICS scores. In Triple P, a different observational
coding system (the Family Observation Schedule, Sanders et
al., 1996, cited in Sanders, Markie-Dadds et al., 2000) was
used to assess observed behaviors of children and parents.
Although the FOS was developed to assess the aims of Triple
P it does not directly follow treatment activity nor is progres-
sion of treatment relative to this measure, whereas coaching
of PCIT skills is directly linked to the DPICS. Further, fam-
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ilies are repeatedly videotaped and coded for observed be-
haviors (using DPICS results throughout PCIT sessions to
guide intervention strategies) and this is not done in Triple
P. These differences may have made it more likely to find
observed improvements in child and parent behaviors among
families in PCIT (Weisz, Weiss, Han, Granger, & Morton,
1995). Overall, including observational measures in addition
to parent report measures is recommended for future studies,
and the finding of more significant effect sizes in PCIT than
in Triple P when using observational measures may show
that it is advantageous, both for intervention development
and outcome studies, to develop observational measures that
are designed to test specific intervention aims (as has been
done in PCIT).

Implications for clinical practice and intervention
dissemination

Triple P and PCIT both have been designed to provide par-
ticipants with a range of intervention options. For example,
therapist contact time and length of service delivery varies
for Triple P - from Media Triple P and Self-Directed Triple
P with minimal therapist involvement, to Group Triple P
and Standard Individual Triple P. Enhanced Triple P also
is available, which is administered individually and includes
additional sessions on coping skills and partner support. Due
to the limited number of comparison studies of various in-
tervention types, it is difficult to determine the benefits of
the enhanced intervention versions. Currently the findings
do not clearly support the additional benefits of concurrent
treatment options for families, such as those provided in En-
hanced Triple P and Enhanced PCIT. When compared to a
waitlist control, Self-Directed Triple P (with minimal thera-
pist contact) produced similar effect sizes when compared to
Enhanced Triple P. Larger effects were found for PCIT with
the addition of a motivational enhancement and individual
services (PCIT 4+ ME + I) when compared to Abbreviated
PCIT. However, these large effect sizes for PCIT + ME +1
were likely influenced by the structure of the intervention.
Chaffin et al. (2004) reported that participants were required
to succeed in the motivational component prior to commenc-
ing PCIT. This requirement may have inflated effect sizes,
because participants who entered and completed PCIT had
already completed a 6-week motivational course and, al-
though retention rates for the motivation course were re-
ported, the overall attrition rate was unclear. These mixed
findings are consistent with Reyno and McGrath’s (2006) as-
sertion that further study is required to determine whether the
addition of concurrent treatment in interventions, which have
already been shown to be efficacious, provides any additional
positive outcomes for participants. It is possible that partic-
ipants may not be able to maintain commitment to a vari-
ety of intervention approaches simultaneously, and treatment
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providers may not have the resources to develop and maintain
high standards across all intervention components.

Although PCIT and Triple P have overlapping content, a
further implication for clinical practice may be embedded in
the differences in design and intensity of each intervention.
The somewhat larger, and sometimes significantly larger, ef-
fect sizes for Standard PCIT when considering child behavior
change may illustrate that intensity and design matter to the
level of positive outcomes for parents and children. With
respect to child behavior change, it appears that the direct
involvement of both the parent and the child in joint thera-
peutic sessions that provide parents opportunities to practice
new skills may produce somewhat larger improvements, es-
pecially in parent reports of child behavior problems and
observed parent negative behavior. However, there was less
evidence that there were greater improvements in observed
child negative behavior in PCIT than in Triple P, and parents
did not tend to report greater improvements in PCIT than in
Triple P. In sum, a more firm determination of differences in
behavior change and parenting between interventions awaits
further studies to add to the meta-analyses conducted here.
Nevertheless, these findings provide some initial support for
the usefulness of the intervention methodology of PCIT of
enhanced parental practice of skills under direct observation
and coaching by a therapist.

Of further interest to clinicians is the notion of dissemina-
tion and transportability of interventions, which are designed
and tested in controlled clinic environments. Both PCIT and
Triple P have been disseminated to community agencies in
the USA and Australia, however, there have been no pub-
lished, independent dissemination or transportability studies
from either intervention. This means there is no current evi-
dence for effectiveness of either Triple P or PCIT in a com-
munity setting. Triple P and PCIT could enhance evaluations
of intervention effectiveness by evaluating the respective in-
terventions in a diversity of settings. As dissemination of
each intervention continues, independent evaluations by the
community services now implementing PCIT and/or Triple
P would increase the knowledge of intervention effectiveness
and the effects of dissemination.

Conclusions

According to the current guidelines for evidence-based prac-
tice in psychology, which are limited in a number of ways
by not including criteria for length of follow-up or study
sample size (American Psychological Association, 1995;
Chambless & Hollon, 1998), we tentatively conclude that
PCIT meets the criteria for a “well-established treatment”
and Triple P meets the criteria for a “probably efficacious
treatment.” We were precluded from describing Triple P as a
well-established treatment, because our search revealed that

Triple P evaluations have not yet been conducted by two
independent investigators or investigatory teams. Given the
need to make choices about how resources are allocated for a
range of interventions, independent trials of PCIT and Triple
P with longer-term follow-up and cost-effectiveness analyses
should be conducted.

Researchers are charged with the responsibility to pro-
vide the community with information that assists effective
decision-making. Multiple trials of both PCIT and Triple P
have greatly assisted in developing two parenting interven-
tions to assist parents to have better relationships with their
children and to reduce child behavior problems. This pro-
vides the community with much needed resources. Some of
the remaining critical future questions are which intervention
and what components are most beneficial for which popu-
lation and in what context. To determine this, further stud-
ies specifically examining participant demographics, com-
parisons to alternative treatment options and independent
evaluations of Triple P will assist clinicians in determining
which intervention would best meet the needs of their client
and in doing so could possibly alleviate future years of fam-
ily dysfunction and parenting stress, and alter pathways of
delinquent and antisocial behavior among a large number of
children and adolescents.
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