
UC Santa Barbara
UC Santa Barbara Previously Published Works

Title
Therapist Experiences and Attitudes About Implementing Internet-Delivered Parent-Child 
Interaction Therapy During COVID-19

Permalink
https://escholarship.org/uc/item/5sd789m8

Journal
Cognitive and Behavioral Practice, 28(4)

ISSN
1077-7229

Authors
Barnett, Miya L
Sigal, Marika
Green Rosas, Yessica
et al.

Publication Date
2021-11-01

DOI
10.1016/j.cbpra.2021.03.005
 
Peer reviewed

eScholarship.org Powered by the California Digital Library
University of California

https://escholarship.org/uc/item/5sd789m8
https://escholarship.org/uc/item/5sd789m8#author
https://escholarship.org
http://www.cdlib.org/


 

 

Since January 2020 Elsevier has created a COVID-19 resource centre with 

free information in English and Mandarin on the novel coronavirus COVID-

19. The COVID-19 resource centre is hosted on Elsevier Connect, the 

company's public news and information website. 

 

Elsevier hereby grants permission to make all its COVID-19-related 

research that is available on the COVID-19 resource centre - including this 

research content - immediately available in PubMed Central and other 

publicly funded repositories, such as the WHO COVID database with rights 

for unrestricted research re-use and analyses in any form or by any means 

with acknowledgement of the original source. These permissions are 

granted for free by Elsevier for as long as the COVID-19 resource centre 

remains active. 

 



Available online at www.sciencedirect.com
www.elsevier.com/locate/cabp

ScienceDirect
Cognitive and Behavioral Practice xxx (2021) xxx–xxx
Therapist Experiences and Attitudes About Implementing
Internet-Delivered Parent-Child Interaction Therapy During

COVID-19
1077-7
Thera

Keywor
telehe

Please

Interac
Miya L. Barnett, University of California, Santa Barbara
Marika Sigal, California State University Northridge

Yessica Green Rosas, Frederique Corcoran and Medini Rastogi, University of California,
Santa Barbara

Jason F. Jent, University of Miami, Miller School of Medicine
It has been widely recognized that access to mental health treatment is imperative to address current and long-term stressors

for children and parents during COVID-19. Internet-delivered Parent-Child Interaction Therapy (iPCIT, previously
referred to as I-PCIT) is a strong model for remote service delivery during social distancing restrictions due to its empirical
base. However, this treatment modality was not widely implemented before COVID-19, likely due to barriers to providing
telehealth services. This mixed methods study conducted a follow-up survey to gather therapist experiences (N = 223) in
delivering iPCIT during COVID-19, including qualitative data on the benefits and challenges to delivering iPCIT.
The vast majority of therapists (82%) indicated that they transitioned to deliver PCIT via telehealth in response to
COVID-19. PCIT caseloads decreased slightly from the first survey to the COVID-19 follow-up survey, but the racial
and ethnic composition of caseloads were not significantly different between the two surveys. Of the 183 therapists who
transitioned to deliver PCIT via telehealth, 82% expressed interest in continuing to provide iPCIT following the
COVID-19 pandemic. Reported benefits of iPCIT included decreased barriers to access and the ability to practice skills
within the naturalistic home environment. Challenges to iPCIT were primarily issues with technology as well as other logis-
tical barriers, which could limit engagement for some families. Findings from this study may be beneficial in improving
future implementation of iPCIT during and post-COVID-19.
I N the wake of physical distancing measures during
the global COVID-19 pandemic, children and fam-

ilies are experiencing high levels of stress, which is
increasing the risk of both child maltreatment and
poor mental health outcomes (Cameron et al., 2020;
Imran et al., 2020; Masten & Motti-Stefanidi, 2020;
Nunn, 2020; Teo & Griffiths, 2020). Importantly,
heightened levels of stress in a household can disrupt
family functioning and the parent-child bond, hinder-
ing a child’s ability to adapt and build resilience
(Gewirtz, Forgatch, & Wieling, 2008). Further, parental
stress due to crisis and disaster is positively linked to
increases in child mental health concerns, including
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child behavior problems (Kerns et al., 2014). Thus,
COVID-19 not only presents a concern for the physical
health of individuals throughout the United States, but
also has significant implications for the emotional and
mental health of children and caregivers as they navi-
gate a myriad of stressors, including: financial stress
related to high rates of unemployment, school clo-
sures, and isolation (Imran et al., 2020; Masten &
Motti-Stefanidi, 2020; Nunn, 2020; Riegler et al.,
2020). A major concern for these families is the
increased reports of violence and child abuse that have
been shown to escalate during school closures linked
to health emergencies (Cluver et al., 2020; Piquero
et al., 2020). It has been widely recognized that access
to high-quality mental health treatment is imperative
to address current and long-term stressors for children
and parents during COVID-19.

The shift to telemental health services has been crit-
ical in offering and continuing support for clients and
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families during the pandemic (Douglas et al., 2020;
Sharma et al., 2020). This was made largely possible
by increased insurance coverage for telehealth visits,
including mental health, as well as looser HIPAA
restrictions on telehealth services and platforms
(Gurwitch, Salem, Nelson, & Comer, 2020). At the
beginning of the pandemic, for instance, the federal
government initiated an emergency order whereby
providers were protected against penalty for any unin-
tended HIPAA violation under the good faith provision
of telehealth (U.S. Department of Health and Human
Services, 2020). The notice has allowed providers to
continue providing services over video-
communication platforms without risk of penalty dur-
ing COVID-19, even if they do not fully comply with
HIPAA requirements. Despite strong efforts to imple-
ment telehealth services, there are several barriers that
both clients and clinicians still face that need to be
addressed to ensure effective care (Wright & Caudill,
2020). Many challenges that providers face include
concerns over maintaining therapeutic alliances via
technology-based strategies, as well as effectively com-
municating emotion and compassion to clients with
limited nonverbal cues (Anton & Jones, 2017; Békés
et al., 2020). For clients, disparities in access to tele-
health intersect and exist along many digital divides
including SES, race/ethnicity, immigration status, lan-
guage, and age (Zhai, 2020). These factors strongly
influence an individual or family’s access to the neces-
sary components of telehealth (e.g., technological
devices, stable broadband access) as well as their digital
literacy (Beaunoyer, Dupere, & Guitton, 2020;
Khilnani et al., 2020). COVID-19 has exposed the digi-
tal inequalities that exist among underserved popula-
tions, potentiating their lack of access to telehealth
resources during this time.

In order to address increasing challenges with par-
ental stress (Cameron et al., 2020; Riegler et al.,
2020), child behavior problems (Imran et al., 2020;
Nunn, 2020), and caregiver use of harsh or abusive
discipline (Piquero et al., 2020; Teo & Griffiths,
2020), it is increasingly important that caregivers have
access to evidence-based parenting programs via tele-
health. Behavioral parent training programs, such as
Parent-Child Interaction Therapy (PCIT), are best-
practice, evidence-based interventions to prevent and
treat child disruptive behaviors (e.g., tantrums, aggres-
sion, defiance) and child physical maltreatment
(Kaminski & Claussen, 2017). PCIT emphasizes the
parent-child relationship, uses in vivo feedback (i.e.,
coaching), and monitors client progress in treatment
with weekly assessments of parent skill use and child
behavior problems. PCIT does this through two major
phases: child-directed interaction (CDI) and parent-
directed interaction (PDI). CDI targets the parent-
child relationship and establishes a foundation for
treatment, whereas PDI focuses on structured and
consistent discipline strategies (i.e., time-out) to
address behavioral problems. Many states and coun-
ties have invested in the dissemination and implemen-
tation of PCIT given its potential to prevent the
enormous personal and societal costs of early-onset
conduct problems and child maltreatment
(Beveridge et al., 2015; Scudder et al., 2017;
Timmer et al., 2016).

PCIT had already been adapted to be provided via
telehealth prior to the COVID-19 pandemic, which is
referred to as internet-based PCIT (iPCIT), to increase
access to the treatment (Comer et al., 2017). In iPCIT,
therapists conduct client sessions using a video plat-
form in which therapists and caregivers utilize either
a laptop computer, tablet, or cell phone device posi-
tioned in a way that enables therapists to see the child
and caregiver interacting. The caregiver receives in vivo
coaching via either a bluetooth device directly con-
nected to the visual interface (i.e., computer, tablet,
or cell phone screen) or headphones connected sepa-
rately to a cell phone. Studies comparing traditional in-
person PCIT to iPCIT demonstrated promising results
for iPCIT (Comer et al., 2017; Kohlhoff et al., 2019).
Comer et al. found that children who received iPCIT
were more likely than those who received standard
PCIT to be rated by evaluators masked to treatment
condition to have an “excellent response” at posttreat-
ment and the 6-month follow-up. Furthermore, results
indicated significantly fewer parent-perceived barriers
to treatment for iPCIT in comparison to clinic-based
PCIT, as well as high treatment satisfaction ratings for
both iPCIT and clinic-based delivery. Though iPCIT
had promising outcomes, it had not been widely imple-
mented prior to COVID-19, in part because of the chal-
lenges that arise with insurance (e.g., billing and
reimbursement) as well as variability in technological
capacity for clients and agencies (Gurwitch et al.,
2020). Nonetheless, at the onset of COVID-19, iPCIT
emerged as a strong model in the transition to tele-
health, as it had an empirical base, and traditional
PCIT was already widely implemented in community
settings (Gurwitch et al., 2020). However, questions
remained regarding how to best support therapists
across different settings in delivering the model via
telehealth. To inform further implementation of iPCIT
and best serve families during the COVID-19 pan-
demic, it is necessary to better understand therapist
experiences, including perceived challenges as well as
benefits in delivering iPCIT.
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Current Study

The current study was conducted as a follow-up to a
survey about PCIT implementation, which was com-
pleted by 324 PCIT therapists in fall 2019. Building
off of the previous study, we had a unique opportunity
to follow up with therapists who completed the origi-
nal survey to investigate how the transition to tele-
health impacted their delivery of PCIT. Specifically,
the current study sought to investigate three research
questions regarding the transition to telehealth using
a mixed methods design, in order to inform imple-
mentation of iPCIT, both during the COVID-19 pan-
demic and following stay-at-home orders. Our
research questions were as follows: (1) How did the
transition to online delivery impact client caseloads,
especially in regard to clients at risk for disparities in
access to care? (2) What were the perceived challenges
of delivering iPCIT during COVID-19? (3) What were
the perceived benefits of delivering iPCIT during
COVID-19?
Table 1

Sample Characteristics

Therapists’ age M (SD) 36.42 (8.24)
Therapists’ gender
Female 89.9%
Male 9.7%
Non-binary/gender queer .4%

Therapists’ ethnicity
Latinx 17.6%
Non-Latinx 82.4%

Therapists’ race
White 85.4%
Black/African American 2.7%
Asian/Pacific Islander 3.2%
American Indian/Alaska Native .9%
Multiracial 3.2%
Other 4.6%

Therapists’ mental health discipline
Clinical Psychology 34.8%
Marriage Family Therapy 21.1%
Counseling 21.1%
Social Work 19.4%
School Psychology 2.2%
Psychiatry .4%
Other .9%

Therapists’ primary work setting
Community mental health clinic 43.9%
Private practice 20.6%
University training clinic 11.2%
Academic medical center 12.1%
Other 12.1%

Note. (N = 223).
Methods
Procedure

In October and November 2019, 324 therapists
were recruited to complete a study on PCIT imple-
mentation on two list serves for PCIT, one managed
by PCIT International for therapists certified in the
model by this organization and another by UC Davis,
which does not require certification. A follow-up sur-
vey about experiences with clinical care during
COVID-19 was sent to the participants from the pre-
vious study who had provided their contact informa-
tion (N = 309). The participants were asked to
complete a 15-minute self-report survey regarding
clinical practice during COVID-19. To gain a repre-
sentative sample of those who had and had not tran-
sitioned to telehealth, the recruitment email specified
that they did not need to have delivered PCIT during
COVID-19. Each participant received a unique Qual-
trics link to allow their responses to be connected
to their original survey responses. Therapists were
first asked screening questions that assessed whether
or not they transitioned to delivering PCIT via tele-
health. Display logic tool on Qualtrics was used to dis-
play the appropriate question based on participants’
previous answers. Upon completion, participants were
e-mailed a $20.00 Amazon gift card as compensation.
The study was determined exempt by the Institu-
tional Review Board at the University of California,
Santa Barbara.
Participants

Out of the 309 emailed participants, 72% responded
to the follow-up survey (N = 223). The sample was pre-
dominantly female (90%), with an average therapist
age of 36.42 (SD = 8.24). The majority of therapists
self-identified as non-Hispanic, White (74%) and most
described their mental health discipline as clinical psy-
chology (35%). A large proportion of therapists (89%)
indicated that they were working at the same agency
they were working for during the first survey in 2019,
and nearly half (43%) of therapists described their pri-
mary work setting as a community mental health clinic.
The majority of therapists reported that they were cer-
tified in PCIT (70%). Participants had an average of 18
clients on their caseloadand 5 PCIT clients. Regarding
reimbursement for services, 39% of therapists saw pre-
dominantly clients with Medicaid or state insurance,
13% saw predominately clients with private insurance,
14% saw predominantly private-pay clients, and 2%
predominantly saw uninsured clients. Additional sam-
ple characteristics can be found in Table 1.
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Differences in therapist demographics were com-
pared for individuals who participated only in the orig-
inal survey to those who completed the follow-up
survey related to COVID-19. A chi-square test of inde-
pendence showed that therapists did not significantly
differ in gender, v2 (2) = 3.78, p = .151, race
v2 (5) = 3.89, p = .566, or ethnicity v2 (2) = .042,
p = .979. Further independent samples t-test analysis
revealed no significant differences in age
t(321) = 1.59, p = .114, number of total cases
t(147) = 1.36, p = .175 or PCIT cases t(321) = .814,
p = .416. As there were no significant differences
between participants who responded to the follow-up
survey and those who did not, it appeared to be a rep-
resentative sample of therapists from the original
study.

Measures

Therapist Characteristics
A modified version of the Therapist Background

Questionnaire (Brookman-Frazee, Drahota, &
Stadnick, 2012) was used to collect demographic infor-
mation about participants (e.g., age, gender, place of
work, type of services provided) in the original survey.
In the follow-up survey, participants were also asked if
they were still working at the same agency as in Fall
2019 when they completed the first survey.

Caseload Characteristics
Therapists were asked demographic information

about their current total and PCIT caseload in both
surveys. Questions about their caseload included items
about the number of cases on their total caseload, the
number of PCIT cases on their caseload, and the racial
and ethnic composition of their caseload (i.e., percent-
age of caseload who were non-Hispanic, White, Latinx/
Hispanic, Black/African American, Asian American/
Pacific Islander, and Native American). To gain a bet-
ter understanding of the types of clients served, the
follow-up survey also asked therapists to describe the
form of reimbursement they used for their clients
(i.e., Medicaid/state insurance, private insurance,
uninsured, private pay). As these frequencies had a
bimodal distribution, the variable was dichotomized
to understand funding source for the majority of cli-
ents on the caseload (i.e., >75% of the caseload).

Transition to Telehealth
To assess rates of transition to telehealth services,

therapists were asked: (1) if they provided PCIT via
telehealth (yes/no) and (2) if they provided other tele-
health services other than PCIT (yes/no). Participants
who had transitioned to telehealth were asked what
proportion of their caseload from before COVID-19
transitioned to telehealth services (i.e., all, 50–99%,
less than 50%, none). If it was reported that any por-
tion of clients did not transition to telehealth, those
therapists completed a checklist of reasons clients gave
for not transitioning to iPCIT (e.g., client did not have
access to internet). Finally, participants were asked if they
were interested in continuing to provide iPCIT after
COVID-19 restrictions lifted (yes/no).

Perceived Benefits and Challenges of iPCIT
Participants who had provided iPCIT were asked two

open-ended questions to understand their perspectives
of the benefits and challenges of the delivery model.
Benefits of iPCIT were measured by the following
open-response question, “Briefly explain some of the bene-
fits you experienced delivering PCIT via telehealth” and chal-
lenges of PCIT via telehealth were measured by the
following open-response question, “Briefly explain some
of the challenges that you experienced delivering PCIT via
telehealth.”

Data Analytic Plan

A mixed method design to data analysis was
employed for the current study in order to combine
qualitative and quantitative data (Palinkas et al.,
2011). Simultaneous data collection and analysis
(QUAL + quan) occurred in order to explore findings
descriptively regarding the transition to telehealth.
The function of the mixed method approach was com-
plementarity, with quantitative data used to under-
stand the uptake of iPCIT amongst therapists and
clients, and qualitative data analyzed to understand
therapist perceptions of the challenges and benefits
to this uptake.

Quantitative Analyses
To better understand uptake of iPCIT, frequencies

of therapists who transitioned to iPCIT and desired
to continue to deliver PCIT remotely following
COVID-19 restrictions were investigated. To see if case-
load composition changed over time, repeated mea-
sure t-tests were conducted from time 1 (i.e., 2019
study) to time 2 (i.e., current study) for proportion
of total and PCIT cases, as well as ethnic composition
of caseload.

Qualitative Analyses
Of the 183 participants who had transitioned to pro-

vide PCIT via telehealth, 151 therapists reported on
perceived benefits and challenges of iPCIT. Open-
ended responses were coded following recommenda-
tions for conducting qualitative analyses within mental
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health services and implementation research
(Institute, 2018; Palinkas et al., 2011). First, a coding
team of three coders (two graduate student research
assistants and one undergraduate research assistant)
read all responses and developed a coding manual with
21 codes for different benefits and challenges of iPCIT.
Research assistants used the coding manual to individ-
ually code the first 25% of responses. Next, group con-
sensus on occurrence or nonoccurrence of codes was
reached to ensure the reliability of the coding man-
ual’s definitions before research assistants were allowed
to move forward with the next half of the responses.
This method continued in a stepwise manner until all
responses were coded and consensus had been
reached on each open-ended response. Following cod-
ing, the entire authorship team discussed how to codes
were organized into themes that expanded on the chal-
lenges and benefits specific to iPCIT. See Tables 3 and
4 for overarching themes, frequencies of subcodes, and
illustrative quotes.

Results
Transition to Telehealth

Almost all therapists (92%; n = 204) stated that they
were currently providing some form of telehealth ser-
vices (other than PCIT), with 82% (n = 183) indicating
that they had provided iPCIT during COVID-19. Fur-
thermore, 82% of these participants indicated interest
in continuing to deliver iPCIT following COVID-19,
which suggested acceptability of the delivery model.

Therapists were asked what proportion of their case-
load transitioned to telehealth services during COVID-
19. The majority of providers (79%) reported that half
or more of their PCIT caseload made the transition to
telehealth services during COVID-19. Only 6 therapists
reported that none of their clients chose to transition
to iPCIT. The most common client reasons cited for
not transitioning to iPCIT included client preference
Table 2

Changes in Caseload Characteristics

Survey 1 S

M SD M

Total caseload 19.75 16.65 18
Total PCIT caseload 5.53 4.71 4.
Ethnic composition
White 54.85% 34.11% 57
Latinx 25.58% 32.36% 23
Black/African American 13.50% 19.02% 12
Asian/Pacific Islander 2.00% 5.77% 2.
American Indian/Alaska Native 1.72% 10.29% 1.

Note. N = 223. M = Mean, SD = Standard Deviation.
(i.e., client uncomfortable with remote services) and
challenges with other children (e.g., lack of childcare).

Total client caseload did not change significantly
from the first survey (M = 19.75, SD = 16.65) to the
follow-up survey (M = 18.42, SD = 15.42), t
(215) = 1.61, p = .110, d = .110. However, participants
reported having significantly fewer PCIT clients at
follow-up (M = 4.50, SD = 5.84) than the original survey
(M = 5.53, SD = 4.71), t(215) = 2.67, p = .008, d = .183.
There were no significant differences in the caseload
composition for any of the racial or ethnic groups
(see Table 2).
Perceived Benefits of iPCIT

Qualitative themes expanded on reasons why the
majority of therapists indicated an interest in continu-
ing to deliver iPCIT, by identifying components that
made it an appealing delivery model. Overall, thera-
pists recognized the benefit of being able to continue
providing PCIT in a safe manner during the pandemic.
For instance, one therapist explained the added bene-
fit of “not having to sanitize toys, not worrying about virus
exposure.” Therapists expressed that iPCIT does not sig-
nificantly differ from in-person PCIT, making the tran-
sition to telehealth a smooth experience: “I feel as
though most aspects of PCIT transferred extremely well to tele-
health.” Two overarching themes related to specific
benefits of iPCIT: (1) the benefit of applying the treat-
ment skills within the home setting and (2) increasing
access and engagement for some families.

More than half of the benefits discussed had to do
with providing treatment within the home setting.
For example, many therapists mentioned the ability
for treatment to occur in a naturalistic environment,
which they perceived increased the generalizability of
skills to the home: “Transfer of the parents’ skills learned
in treatment is better than if they were in the clinic because they
are learning/practicing learned skills in their natural envi-
urvey 2

SD t df p Cohen’s d

.42 15.42 1.61 215 .110 .11
50 5.84 2.67 215 .008* .18

.18% 36.48% -1.36 216 .177 .09

.49% 32.58% 1.60 216 .110 .11

.21% 20.04% .949 217 .343 .06
13% 6.52% -.248 218 .804 .02
65% 10.16% .240 217 .811 .02



Table 3

Themes and Codes Related to Benefits of Providing iPCIT During COVID-19

Benefits Themes
and Codes

Count % code
mentioned

Quote

Benefits of the Home Setting
Seeing the home
environment

92 60.2% “Getting to see family dynamics in the real world and observing parent
skills in the home environment.”

Generalizability 30 19.9% “Transfer of the parents’ skills learned in treatment is better than if they
were in the clinic because they are learning/practicing learned skills in
their natural environment.”

Continuity of
treatment

29 19.2% “Being able to continue seeing patients during pandemic”

Targeted support 29 19.2% “[. . .] opportunities to coach parents during everyday activities such as
cooking.”

Increased Access/Engagement
Decreased
barriers to
treatment

47 31.1% “Accessibility - able to overcome barriers like childcare/transportation to
the office.”

Convenience 40 26.5% “Flexibility in scheduling with busy families”
Attendance 21 13.9% “Significantly improved attendance”
Treatment gains 20 13.2% “Caregiver is more responsible and active in the intervention.”
Assessment/
homework sheets

3 2.0% “Being forced to find a way to provide standardized measures to parents
remotely opened up a whole new world for me as well.”

Note. (n = 151).
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ronment.” The added benefit of seeing the home setting
also contributed to greater treatment gains, as one
therapist expressed, “One of my client families did every-
thing perfectly in in-person sessions, yet the ECBI remained
high. The transition to telehealth allowed us to see what was
breaking down during play and the timeout sequence at home
and work on targeted generalization.” Further, seeing the
home environment gave providers an opportunity to
gain realistic insight into the family dynamic and
allowed for targeted support for challenging activities:
“[. . .] ability to see dynamics in the home and provide coach-
ing through problem areas (dinner, morning routine, etc...).”

The transition to telehealth reduced logistical barri-
ers for both therapists and their clients to increase
access and engagement in PCIT. For instance, iPCIT
made treatment more accessible to a broader popula-
tion, “Some families that had wanted to do PCIT in the past
but couldn’t due to scheduling issues are now able to partici-
pate.” Additionally, therapists reported that the switch
to telehealth significantly improved attendance, “Par-
ents can more easily attend, when [there] may be challenges
regarding transportation or other issues that may inhibit them
from coming to the office” and allowed for “greater family
engagement.” In the context of COVID-19 specifically,
iPCIT helped ease stress for some clients, “PCIT is reliev-
ing significant parental stress related to COVID, working from
home, schools being closed, etc.” as well as for therapists, “It
helps me, as a PCIT therapist, to save time and able to navi-
gate my dual roles: PCIT therapist and ‘full-time’ mom (we
lost childcare due to COVID).” In sum, the majority of
therapists reported generally positive perceptions of
iPCIT, with some expressing that it had been fulfilling
even with new challenges introduced by the model,
“Delivering PCIT via telehealth [. . .] has been more challeng-
ing and more rewarding.”

Perceived Challenges of iPCIT

Though the home setting and opportunities for
engagement were seen as benefits, these facets of
iPCIT also posed challenges: “Keeping parents engaged
when they are distracted by siblings, taking calls, other service
providers (e.g., exterminator) arriving.” The majority of
therapists agreed that the main challenge of iPCIT “has
been primarily with technology.” Challenges fit into two
overarching themes related to (1) limited resources,
such as Internet access or equipment (headsets, toys)
and (2) challenges with delivering the treatment proto-
col via telehealth. For instance, some therapists
expressed concerns with rural populations being dis-
proportionately disadvantaged: “The biggest challenge is
the factor of people having adequate technology and internet
access. My community is very rural and over 40% of our
county does not have access to high speed internet.” The same
was true for low-income families because of the “expec-
tation of caregivers to buy a variety of toys even though they
may lack resources.” Additionally, therapists reported
that low-income families might not have adequate



Table 4

Themes and Codes Related to Challenges to Providing iPCIT During COVID-19

Challenges Themes and Codes Count % code
mentioned

Quote

Technological Challenges
Session logistics/troubleshooting 106 70.2% “It has been somewhat difficult to figure out how to assess

whether a client’s technology will be effective for delivering
telehealth and how to transfer the treatment to telehealth
delivery.”

Camera view limitations 28 18.5% “Hard to see the child consistently during session as they
wander off screen”

Barriers to
assessment/documentation

21 13.9% “[. . .] getting parents to fill out electronic ECBI before
sessions has been very difficult and it takes up a lot of time
to fill out the questions with them at the beginning of
session.”

Barriers to training 2 1.3% “More difficult to coach trainees since a separate chat is
needed to communicate and symbolize ‘being behind the
glass’”

Challenges of the Home Setting
No dedicated space for sessions 59 39.1% “Lack of ability to control the session (pet coming into the

room, child leaving the room).”
Barriers to client engagement 47 31.1% “Some parents/caregivers do not seem to take telehealth

sessions as seriously (they may be doing other tasks
during check-in, for example).”

Lack of appropriate materials 39 25.8% “[. . .] not having materials and toys regularly used for
interactive play.”

Inability for clinician intervention 22 14.6% “It’s more difficult to contain and structure the environment
and be physically present to help manage problematic
behaviors with parent”

Lack of childcare 19 12.6% “Families with multiple children and need childcare [. . .]”
PDI/Time out 17 11.3% “Parents refusing to go into PDI because of the fear of

tantrums and not being able to manage them
appropriately.”

Barriers to attendance 13 8.6% “[. . .] work schedules changing and parents being less
participative.”

Note. (n = 151).
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space to have private treatment sessions. However,
therapists still experienced challenges with some cli-
ents who had adequate resources, access and equip-
ment but “[. . .] have limited knowledge of technology/
virtual sessions.”

Furthermore, technology posed challenges regard-
ing providing coaching to parents while they interacted
with their child: “Hard to see the child consistently during
session as they wander off screen; hard to hear what is happen-
ing in the room and child’s statements as clearly as in-office;
disruptions to technology (clients getting disconnected, head-
phones running out of battery, etc.).” In addition, thera-
pists noted that preparing for iPCIT sessions was
more difficult for parents, “Home environment (setup) is
difficult for parents to manage and many parents are resistant
to adapting their setups for a more efficient therapy session.”
This was especially challenging for the discipline phase
of treatment (PDI), which typically starts in a highly
controlled clinical setting, which allows the therapist
to provide in-person support before parents imple-
ment the use of time-out within the home-setting: “Par-
ents refusing to go into PDI because of the fear of tantrums
and not being able to manage them appropriately.”
Discussion
It is widely recognized that while the “first wave” of

COVID-19 is the impact of the virus on the health of
individuals, the “second wave” impact will be on mental
health, and the number of individuals personally
affected will be larger and far-reaching (Masten &
Motti-Stefanidi, 2020). In fact, this second wave is
being exacerbated by many of the measures needed
to prevent spread of the virus, including physical dis-
tancing. Stay-at-home policies that require children
and caregivers to learn and work from home ultimately
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interfere with social support networks and protective
factors that help to alleviate mental health concerns.
These conditions create heightened challenges with
parenting, including managing children’s emotional
and behavioral responses to stress (Imran et al.,
2020). Therefore, it is of utmost importance and
urgency to understand the implementation of provid-
ing high-quality, evidence-based telehealth services to
promote resiliency in children and their families. PCIT
is an excellent model to address many of the chal-
lenges of COVID-19, in that it has an evidence-base
in decreasing parental stress, child behavior problems,
depression, and anxiety (Gurwitch et al., 2020;
Lieneman et al., 2017). Furthermore, evidence on its
effectiveness via telehealth (Comer et al., 2017;
Fleming et al., 2020) supports the intervention as a
front-line response to address many mental health
and parenting challenges arising from COVID-19.

Encouragingly, our study found that the vast major-
ity of PCIT therapists transitioned to providing iPCIT,
with 82% of our respondents indicating they had made
the transition. Of those therapists, 79% reported that
the majority of their clients transitioned to iPCIT from
in-person services. Though therapists reported some
client attrition following the transition to telehealth,
for reasons including concerns about receiving remote
services and logistical barriers (e.g., childcare for sib-
lings), the majority continued. These findings indicate
a continuity in evidence-based services for many fami-
lies receiving PCIT at the onset of COVID-19. Further-
more, our findings suggested that for our sample, in
which approximately 40% of therapists provided care
for Medicaid or uninsured populations, there were
no significant changes in the racial and ethnic compo-
sition of client caseloads. This is consistent with other
recent research that demonstrated successful transition
from PCIT to iPCIT during COVID-19 (98%) for pre-
dominantly Latinx families (71%; (Garcia et al.,
2021)). However, it is important to note that qualitative
themes identified that some therapists identified chal-
lenges in internet and technology access for low-
income, underserved, and rural communities, consis-
tent with concerns about disparities driven by the digi-
tal divide (Beaunoyer et al., 2020; Khilnani et al., 2020;
Zhai, 2020). Therefore, it is important to continually
identify how telehealth services impact disparities in
access to care.

Though there were not significant changes in the
racial or ethnic composition of caseloads following
the transition to iPCIT, it needs to be noted that across
both surveys, therapists reported seeing a majority non-
Latinx, White client population on average. Therefore,
further efforts may need to be made to increase the
access and acceptability of standard PCIT and iPCIT,
along with other evidence-based practices to address
mental health disparities in care (Alegria, Vallas, &
Pumariega, 2010; Alegrı́a et al., 2016). Ameliorating
service disparities for communities of color requires
concerted efforts regarding how to implement
evidence-based practices, such as PCIT, within commu-
nities of color to increase access to and acceptability of
the intervention (Baumann & Cabassa, 2020;
Woodward et al., 2019). Strategies to increase initial
engagement in treatment could include culturally tai-
lored, direct-to-consumer advertisements (Barnett
et al., 2020) or therapists could partner with trusted
community members (i.e., natural helpers, community
health workers) to conduct outreach with families who
would benefit from PCIT (Barnett et al., 2016; Barnett,
Miranda, et al., 2020). Specific to telehealth, given that
many videoconferencing platforms may not be apps
that families typically use, trusted community members
may be able to share their experiences regarding the
ease of use and the privacy of videoconferencing apps
with families seeking services. Further, therapists may
enhance the perceived fit and acceptability of PCIT
for communities of color if they attend to the family’s
culture and tailor how they frame the intervention
and skills to a parent’s values and expectations for
treatment (McCabe et al., 2020). At a systems level,
implementation of PCIT needs to focus on increasing
reach within communities that have been historically
marginalized and underserved. This includes attention
to cultural humility and reduction to language barriers
within training and consultation models (Baumann &
Cabassa, 2020). For example, the PCIT Spanish Coali-
tion, which is comprised of bilingual community and
university-based therapists, has focused on increasing
the availability of high-quality translated intervention
materials and case consultations for working with
Spanish-speaking families. COVID-19 has not only pro-
vided an opportunity to increase access to telehealth
mental health services, but also remote training and
consultation models, which might be more cost-
effective for low-resource settings. Further research is
needed to identify how low-cost implementation strate-
gies impact client, fidelity, and health equity outcomes,
in order to increase access to evidence-based services
for communities of color (Weisz et al., 2020;
Woodward et al., 2019).

The majority of challenges to providing iPCIT that
therapists identified in open-ended qualitative
responses related to difficulties with technology. To
address technological challenges therapists should
plan to schedule a session to set up technology before
proceeding with service delivery as this provides an
opportunity to effectively structure the environment
and test out what equipment works the best for each
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family’s space. Additional practical solutions common
challenges to iPCIT implementation are provided in
Supplemental Table 1. Specific guidance is provided
related to access to technology and materials, video
and audio connectivity issues, resistance to altering
the home environment for session, and hesitation
about starting PDI in a telehealth format. Beyond these
brief proposed solutions, additional open-source rec-
ommendations regarding providing iPCIT during
COVID-19 have been detailed in a training guide that
was developed and disseminated via listservs for certi-
fied PCIT therapists and is freely available on the PCIT
International website (http://www.pcit.org/covid-19-
professional-resources.html).

Beyond challenges with access to technology and
adequate resources, some respondents noted that the
added burdens during COVID-19 (e.g., working and
attending school from home) made engagement in
session challenging. For these reasons, beyond adapta-
tions to iPCIT, it is important to consider brief and
scalable interventions for families that are not able to
engage in intensive treatments, but still need mental
health and parenting support (Gruber et al., 2020;
Schleider et al., 2020). Further, given the differential
impact of COVID-19 on different communities
throughout the country, it is important for PCIT provi-
ders to seek out support from other PCIT providers
within their community and region to learn from one
another the most effective strategies for delivering
iPCIT for families in their community. In fact, recent
iPCIT research demonstrated that the use of locally
developed iPCIT recommendations for service delivery
and communities of practice were related to reported
reductions in children’s disruptive behaviors during
COVID-19, whereas, the use of national resources for
iPCIT service delivery by therapists actually led to
reported increases in reported disruptive behaviors
during iPCIT )(Garcia et al., 2021).

Beyond challenges with access to technology and
adequate resources, respondents noted that the added
burdens during COVID-19 (e.g., working and attend-
ing school from home) made finding appropriate
space and time to do session in treatment especially dif-
ficult. Even with the identified challenges, the benefits
of delivering iPCIT were recognized by participants
with qualitative themes pointing to the opportunities
provided by serving families in the home environment,
which overcame logistical barriers to access for some
families and allowed treatment skills to be applied in
naturalistic environments. These benefits are consis-
tent with findings from an efficacy trial of iPCIT, which
found higher rates of treatment engagement and
response in comparison to clinic-based PCIT (Comer
et al., 2017). Given challenges with dissemination and
implementation of treatments tested within efficacy tri-
als (Weisz, Ng, & Bearman, 2014), it is encouraging
that PCIT therapists identified these benefits of the
model after delivering it under the stressful circum-
stances of COVID-19. Ideally, future research will inves-
tigate the effectiveness of iPCIT when delivered within
community settings to see the clinical impact of this
delivery model in real-world settings. Further, though
therapists attributed providing treatment in the home
environment to greater generalizability of skills, it still
needs to be investigated if parents are better able to
generalize skill use to new settings (e.g., public out-
ings) when they receive iPCIT compared to standard
PCIT.

Notably, over 80% of participants who had transi-
tioned to iPCIT expressed that they hoped to continue
to deliver this model following the COVID-19 pan-
demic and stay-at-home orders. This finding, which
was similar to a study showing that psychologists pre-
dicted an increased use of telehealth following
COVID-19 (Pierce et al., 2020), points to the potential
for how mental health treatment delivery in general
and PCIT delivery specifically will change in the years
to come. Though mental health therapists and clients
have had concerns about delivering treatment via tele-
health, opportunities to build capacity and identify
benefits might support sustained use of this service
delivery model following the pandemic (Anton &
Jones, 2017; Pierce et al., 2020). Given pervasive chal-
lenges to access of evidence-based practices, such as
PCIT, these changes could provide an opportunity to
reach more families in need of these services (Gruber
et al., 2020; Gurwitch et al., 2020).
Strengths and Limitations

This study was able to leverage a past study of PCIT
implementation to provide insight into how treatment
delivery changed following the onset of the COVID-19
pandemic and stay-at-home orders for a large sample of
therapists. However, as with all research, findings from
this study needed to be interpreted within its limita-
tions. First, though there was a high response rate to
the follow up survey (72%), the original sample and
therefore the current one may not be representative
of PCIT therapists in general. Respondents were pre-
dominantly certified in the model and may have held
more positive attitudes and commitment to delivering
PCIT as compared to therapists who did not complete
the survey. Therefore, these therapists may have been
more likely to make the transition to iPCIT and sustain
their delivery of the treatment during the stress of
COVID-19 than therapists with less experience. Fur-
ther, though PCIT has been disseminated internation-

http://www.pcit.org/covid-19-professional-resources.html
http://www.pcit.org/covid-19-professional-resources.html
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ally (Solomon & Orengo-Aguayo, 2018), our sample is
predominantly from the United States and therefore
limited in perspectives from providers from other
countries.

Implications and Future Directions

The COVID-19 pandemic has required dramatic
shifts in mental health service delivery, which has
brought many challenges, but also opportunities to
reimagine how to increase access of evidence-based
practices (Gruber et al., 2020; Moreno et al., 2020).
By identifying how therapists perceive delivering
iPCIT, researchers and practitioners will be able to
develop strategies to improve the implementation
and accessibility of iPCIT to families in need of services
during COVID-19 and in the years to follow. Though
many benefits to iPCIT were identified, challenges
pointed to areas for enhanced training or systems-
level change to support equitable access to care. Speci-
fic to delivering iPCIT, implementation supports are
needed to help therapists identify how to address chal-
lenges for delivering treatment within a home setting.
These could include trainings and consultation around
how to manage difficulties with technology (e.g., child
leaves the screen), along with strategies to manage
child behaviors during iPCIT, especially during the dis-
cipline (PDI) phase. Future research should identify
implementation strategies that best support PCIT ther-
apists in online treatment delivery and also examine
how increased use of iPCIT might change access to
treatment over time.

At a systemic level, COVID-19 has further illuminated
structural barriers to equity, including health insurance
coverage and the divide in access to internet and appro-
priate technology (Beaunoyer et al., 2020; Khilnani
et al., 2020; Zhai, 2020). Further, COVID-19 has dispro-
portionately impacted racial and ethnic minority com-
munities, both in terms of disease burden, job loss,
and discrimination, reflecting the necessity that mental
health providers promote resiliency in the face of the
racial trauma that has been heightened during the
COVID-19 pandemic (Liu & Modir, 2020). Changes to
health and mental health systems following COVID-19
need to include structural changes to insurance, inter-
net coverage, and workforce capacity building to make
sure themost impacted and underserved groups receive
equitable access to high quality services, including PCIT
(Gruber et al., 2020; Moreno et al., 2020).

Appendix A. Supplementary material
Supplementarydata to thisarticlecanbe foundonline

at https://doi.org/10.1016/j.cbpra.2021.03.005.
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