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Abstract

Recently, there has been a growing interest in
the use of Parent-Child Interaction Therapy
(PCIT) among preschoolers and school-age
children with autism spectrum disorder
(ASD). In this chapter, we describe two stud-
ies of PCIT and ASD: an open clinical trial
and a randomized controlled trial. In both
evaluations, we used the standard PCIT pro-
tocol to examine treatment efficacy with chil-
dren 3-7 years of age and tested the
traditional PCIT model without adaptations.
However, tailoring the model to meet the
unique needs of individual children was nec-
essary. In a few cases, adapting the model
was required to address persistent aggression
in CDI and difficulty sitting for a length of
3 min during the discipline sequence. We dis-
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cuss the considerable promise of PCIT as a
treatment for children with ASD to reduce
disruptive behavior severity and we highlight
particular lessons learned through our clini-
cal work with children with ASD and their
families.

The research summarized in this chapter was
completed during two studies in which we exam-
ined the standard Parent-Child Interaction
Therapy (PCIT) protocol with families of chil-
dren with autism spectrum disorder (ASD) and
disruptive behavior disorders. The initial study
was an open clinical trial completed with our first
ASD/PCIT cases with children ages 3-7 years.
This served as a pilot for our subsequent random-
ized controlled trial (RCT) of PCIT with young
children with ASD. Our RCT then randomized a
total of 23 children ages 3-7 years to immedi-
ately receive 16 PCIT sessions or stay on a wait-
ing list for 16 weeks prior to starting PCIT
(Hoffman, Wong, & Handen, 2017; Scudder,
Wong, & Handen, in press). This chapter will
describe the clinic and clinical team, summarize
initial study design and key findings, highlight
lessons learned from both projects, and provide
recommendations for future directions based on
our work.
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24.1 Description of Clinic

and Team

The Merck Child Outpatient Clinic, Center for
Autism and Developmental Disorders at the
University of Pittsburgh Medical Center serves
families with children ages preschool through
young adulthood for diagnostic and treatment
services. Families seen in the clinic come from
across a wide region: western Pennsylvania as
well as parts of West Virginia and Ohio. While
families attend the Merck Clinic with a number
of presenting concerns related to ASD and other
developmental disorders, many families report
problems associated with child disruptive behav-
iors. In 2012, the Merck Clinic first began offer-
ing PCIT to explore the utility of the intervention
for children with ASD displaying early childhood
disruptive and oppositional behaviors, as PCIT is
well established as an evidence-based treatment
for typically developing children. Since then, the
clinic has continued to provide PCIT services
over the last 5 years.

To establish and maintain strong clinical
skills, the PCIT clinical team underwent a strict
set of training and supervision guidelines. First,
the team was trained and supervised by PCIT
International-Certified trainers. Second, all PCIT
clinicians received weekly clinical and research
supervision which included case discussion,
review of clinical assessments, and in-person and
video-recorded supervision. The initial clinical
team was composed of four doctoral-level
licensed psychologists and one master’s level
social worker. Following the initial cohort of cli-
nicians, the program grew; to meet this demand,
four master’s level clinicians were also trained
according to the same standards as the previous
cohort.

The work at the Merck Clinic is uniquely
positioned as one of the first programs to provide
PCIT with a clinical team who has primary
expertise in neurodevelopmental disorders. For
this reason, the clinic was a perfect setting to con-
duct one of the first RCTs of full-protocol PCIT
(i.e., both Child-Direction Interaction [CDI] and
Parent-Directed Interaction [PDI]) with ASD in

preschool-aged children (Study 2). We describe
our study designs, initial study findings, and lessons
learned in the sections that follow.

24.2 Study 1: Open Clinical Trial
24.2.1 Study Design

Study 1 was an open clinical trial of PCIT with
children with developmental disorders and dis-
ruptive behaviors (n = 8). Families of children
enrolled in the program received services at the
Merck Outpatient Clinic between 2012 and
2014. This examination of PCIT in our clinic
was conducted retrospectively as program evalu-
ation to assess outcomes of our first families in
PCIT.

24.2.1.1 Measures
The following measures were obtained at baseline,
mid-, and post-assessments.

Eyberg Child Behavior Inventory (ECBI;
Eyberg & Pincus, 1999)

A 36-item, parent-completed rating question-
naire used to assess disruptive behavior for chil-
dren and adolescents ages 2—16 years. The ECBI
comprises both an Intensity Scale and a Problem
Scale. The Intensity Scale consists of a seven-
point Likert scale to assess the frequency of
behavior. Raw scores of 131 or higher are sug-
gestive of clinically significant disruptive behav-
ior. The tool has adequate internal consistency
and test-retest reliability (Funderburk, Eyberg,
Rich, & Behar, 2003; Robinson, Eyberg, & Ross,
1980) and good construct and discriminative
validity (Baden & Howe, 1992; Boggs, Eyberg,
& Reynolds, 1990). The ECBI was completed at
baseline, mid-, and posttreatment assessments as
well as at each treatment session.

Dyadic Parent-Child Interaction Coding
System-IV (DPICS Eyberg, Nelson, Ginn,
Bhuiyan, & Boggs, 2013)

A behavioral observation system designed to
assess parent-child social interactions. Extensive
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normative data, reliability studies, and validity
studies have shown the measure’s strong psycho-
metric properties (Eyberg et al., 2013). During
structured DPICS observations, “Do skills”
(Labeled  Praises, Reflections, Imitation,
Behavioral Descriptions, Enjoyment; PRIDE
skills) and “Don’t skills” (Negative Talk/
Criticism, Commands, Questions) as well as
child compliance are coded. The DPICS-IV was
used to code a 5-min Child-Led Play observation,
5-min Parent-Led Play observation, and 5-min
Clean-Up observation at baseline, mid-, and
posttreatment. In addition, the DPICS was used
for 5-min live coding of parent-child interactions
prior to coaching during treatment sessions. This
information was also used to provide feedback to
the family and to tailor treatment. Mastery for
CDI was reached for a parent who used 10 behav-
ioral descriptions, 10 reflections, and 10 labeled
praises and three or fewer “Don’t skills.”

24.2.1.2 Participants

As summarized in Table 24.1, participating chil-
dren included 6 males (75%) and 2 females
(25%), between the ages of 3 and 7 years
(M =5.13 years, SD = 1.55). The majority of chil-
dren were White, Non-Hispanic (n = 5, 62.5%),
while others were Asian (n =1, 12.5%), Hispanic
(n =1, 12.5%), and multiracial (n = 1, 12.5%).
All 8 children had been previously diagnosed
with a pervasive developmental disorder: perva-
sive developmental disorder, not otherwise speci-
fied (PDD-NOS; n =6, 75%), Asperger’s disorder
(n=1,12.5%), or autistic disorder (n=1, 12.5%).
In addition, many of the children were given a
comorbid disruptive behavior disorder diagnosis:
attention-deficit/hyperactivity disorder (ADHD;
n =15, 55.6%) and disruptive behavior disorder,
not otherwise specified (DBD-NOS; n = 2,
22.2%). Some children also had additional diag-
noses such as anxiety disorder, not otherwise
specified (n = 1, 11.1%) and generalized anxiety
disorder (n = 1, 11.1%). Seven mothers and one
father served as the primary parent participating
in treatment, but both parents were trained in
PCIT for half of the participating families.

24.2.1.3 PCIT sessions

All families were seen as part of standard clinical
practice. PCIT was conducted in weekly one-
hour sessions. Across sessions, as indicated in the
PCIT protocol (Eyberg & Funderburk, 2011), an
ECBI and a 5-min DPICS observation were
administered. Treatment progression was based
on parental skill mastery.

24.2.2 Results

24.2.2.1 Number of Sessions

As is shown in Table 24.1, the total number of
sessions (i.e., CDI plus PDI) ranged from a low
of 14 to as many as 31. Three mothers were able
to meet PRIDE skills criteria in six or fewer CDI
sessions; the remaining parents ranged from 10
to 16 sessions. One parent was unable to fully
meet criteria before PDI sessions were initiated.

24.2.2.2 ECBI Scores

As shown in Table 24.2, the mean raw ECBI
Intensity score across the eight families decreased
from 139.4 to 123.8. Based upon a > 20% decrease
between the baseline and posttreatment ECBI
Intensity score, four participants were found to be
responders to PCIT. The remaining four families
evidenced little change in ECBI Intensity scores.
Mean raw ECBI Problem scores also decreased
from 17.4 to 14.6 from baseline to posttreatment.
Figure 24.1 depicts the session-by-session ECBI
Intensity scores for Participant #3. The ECBI
scores actually increased slightly during the course
of the CDI sessions and did not start to decrease
until after the PDI Coach 2 session. At that point,
there was a 50-point decrease, which stayed stable
for the remainder of treatment.

24.2.2.3 PRIDE skills

Table 24.3 summarizes the primary parent change
in PRIDE skill use from baseline to mid- and
posttreatment. As can be seen, all participating
parents were able to significantly increase their
use of “Do skills” and decrease their use of
“Don’t skills” by the mid-treatment assessment.
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Table 24.2 Individual and Average ECBI Intensity and Problem Scores at Baseline, Mid-, and Post treatment
ECBI Intensity ECBI Problem
Participant # Baseline Mid Post Baseline Mid Post
01 131 128 140 12 23 27
02 129 118 101 12 11 5
03 144 166 90 23 27 19
04 156 146 123 18 14 9
05 153 146 155 18 14 23
06 124 134 139 13 12 12
07 144 129 145 23 22 19
08 134 128 97 20 23 3
Average 139.38 136.88 123.75 17.38 18.25 14.63
Std Dev 11.64 15.11 24.78 4.60 6.14 8.68
Notes. ECBI Eyberg Child Behavior Inventory, Std Dev standard deviation
Participant 3
ECBI Intensity Scores across CDI & PDI Sessions
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Fig. 24.1 ECBI Intensity scores across CDI and PDI sessions. The dotted line represents the PDI Teach Session
Table 24.3 DPICS Observation Scores
DPICS Skills Baseline M(SD) | Mid-treatment M(SD) | Posttreatment M(SD)
Positive skills Behavior descriptions 2.88 (3.83) 15.75 (7.01) 14.25 (6.25)
Reflections 3.50 (7.01) 10.25 (3.99) 12.00 (7.19)
Labeled praises 1.38 (2.33) 12.38 (3.96) 8.75 (4.17)
Negative skills | Questions 12.00 (12.20) 1.88 (3.36) 0.50 (0.76)
Commands 5.88 (8.74) 1.50 (2.51) 0.13 (0.35)
Negative talk 1.00 (1.77) 0.75 (0.89) 0.00 (0.00)

Notes. n=8
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In addition, these skills were maintained (and in
some cases continued to improve) at posttreat-
ment. Only the mean rate of labeled praise
dropped slightly at the end of treatment.

24.2.3 Discussion

This study captures outcomes of the clinicians’
very first PCIT cases. Clinically, we accepted
families into the program who were reporting high
levels of difficulty in managing their children’s
disruptive behavior; in two cases the reported
behavioral intensity on the ECBI was slightly
below the clinical cutoff (124 and 129 points).
Four of eight participants were determined to be
“PCIT responders.” Yet, even parents whose chil-
dren’s ECBI Intensity scores failed to change
appreciably were able to demonstrate consistent
use of PRIDE skills across the course of treat-
ment. Consequently, increased parental use of
PRIDE skills alone may not always be associated
with improved behavior for children with ASD. In
fact, even in cases in which the children evidenced
significant gains, it was not until a number of PDI
sessions were completed before improvement on
the ECBI Intensity score was noted.

A number of parents were able to demonstrate
acquisition of PRIDE skills within a reasonably
short number of sessions. However, the overall
number of sessions required for treatment was
rather long. It is possible that this was due to the
fact that both parents were involved in four of the
eight cases. It is also possible that children with
ASD may require a greater number of sessions
before gains are noted than among neurotypical
children. Finally, there were many external factors
that may have impacted outcome. For example,
one family was undergoing a significant amount of
interpersonal stress during the course of treatment,
which likely affected their child’s behavior.

24.3 Study 2: A Randomized,
Wait-List Control Trial

Our second study was a randomized, wait-list
control trial of PCIT with children with ASD,
ages 2.5-7 years (ClinicialTrial.gov identifier:

NCT02088905). To our knowledge, this was one
of the first randomized, controlled trials of PCIT
among young children with ASD that included
both CDI and PDI sessions. The study was con-
ducted at two sites: The Merck Child Outpatient
Clinic, Center for Autism and Developmental
Disorders at the University of Pittsburgh Medical
Center and Wesley Family Services. Data were
collected between April 2014 and June 2016. A
total of 25 families were enrolled and 23 random-
ized to either immediate treatment or a wait-list
control.

All participants met criteria for a diagnosis of
ASD, based upon the Diagnostic and Statistical
Manual of Mental Disorders, fifth edition (DSM-
5) criteria (American Psychiatric Association
[APA], 2013) and the Autism Diagnostic
Observation Schedule-2 (Lord, Rutter,
DeLavore, & Risi, 2012), a semi-structured
assessment of communication, social interac-
tion, and play (or imaginative use of materials)
which can be used to diagnose and differentiate
individuals with and without autism or other per-
vasive developmental disorders. A minimum
mental age of 30 months was required, based
upon the Stanford-Binet V (Roid, 2003) or
Mullen Scales of Early Learning (Mullen, 1995),
which are each cognitive ability and intelligence
tests used to diagnose developmental or intellec-
tual deficiencies in young children. These crite-
ria were established to ensure that children
possessed enough expressive language to offer
opportunities for the parents to learn “verbal
reflection” skills. In addition, receptive language
skills of 30 months or greater were required,
based upon performance on the Peabody Picture
Vocabulary Test (PPVT, Dunn & Dunn, 2007).
The receptive language criteria were established
to ensure children could understand simple
parental verbalizations.

Study participants continued to receive ongo-
ing services, including preschool, individual
therapies (e.g., speech, occupational therapy),
and medication management throughout the
course of participation. Treatment involved 8
CDI and 8 PDI sessions (including CDI and PDI
Teach sessions). For all participants, study assess-
ment visits occurred at baseline, mid-, and
posttreatment; wait-list participants completed
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three additional assessment visits prior to begin-
ning PCIT which occurred at the same time as the
treatment group: an initial screen, 9-week visit,
and 18-week visit. Outcome measures included
the ECBI, the Parenting Stress Index (measuring
parental stress levels; Abidin, 2012), the Social
Responsiveness Scale-2 (identifying the presence
or extent of social impairment in ASD;
Constantino & Gruber, 2012), DPICS-IV, and the
Therapy Attitude Inventory (assessing parental
perspectives on therapy and their clinician;
Brestan, Jacobs, Rayfield, & Eyberg, 1999). The
results of that study were recently presented
(Hoffman et al., 2017) and have been submitted
for publication (Scudder et al., in press).
Important lessons learned and future directions
from the present study are described in detail
below.

24.4 Lessons Learned and Future
Directions

24.4.1 Differences in Parenting

and Parent-Child Interactions

in Families with ASD

Compared to Typical

Developing Children

Our experiences to date have strengthened our
belief that parent-child interactions of families
with children on the autism spectrum differ in
some days from families of typically developing
children. Furthermore, our work has reinforced
the need to consider factors such as receptive lan-
guage, behavioral severity, the function of chal-
lenging behaviors, and the influence of specific
parent interaction strategies on child behavior in
PCIT treatment of children with ASD, as they
likely contribute to some of these differences.
Reflecting on previously published findings, par-
ents of young children with ASD tend to initiate
play more frequently, give more suggestions and
commands in the context of play, and more often
respond at a level of play above the child’s abili-
ties in comparison to parents of typically devel-
oping children (Freeman & Kasari, 2013). In our
families, we found parents to frequently use ver-

bal (e.g., suggestions and commands) and non-
verbal strategies (e.g., gestures and physical
touch) to engage their children in parent-child
play. Often, parents in families of children with
ASD are required to work harder to assess and
match child play behaviors and abilities as chil-
dren’s cognitive and adaptive levels are not the
same as their chronological age and may vary
from one type of activity to another. These differ-
ences and variations in the child’s cognitive and
adaptive levels likely contribute to increases in
child disruptive behavior (e.g., Simonoff et al.,
2008), decreases in synchronized and cohesive
parent-child behavior (e.g., Strid, Heimann, &
Tjus, 2013), shorter duration of parent-child joint
engagement (e.g., Freeman & Kasari, 2013;
Maljaars, Boonen, Lambrechts, Van Leeuwen, &
Noens, 2013), and decreases in parental conse-
quences following child disruptive behaviors
(e.g., Reese, Richman, & Belmont, 2005).

Behavior problems of children with ASD are
also often perceived differently by their caregiv-
ers (e.g., Reese et al., 2005). For example, par-
ents of children with ASD may more frequently
look to antecedents of their child’s behavior or
show and explain to the child how to behave,
rather than implement consequences for their dif-
ficult behavior. We have found that at baseline,
parents in our clinic commonly modify their
communication towards their children using both
strategies in line with PCIT (e.g., simplifying
verbal instructions) as well as strategies that may
maintain disruptive behaviors: modifying the
child’s environment in ways that remove demands
on the child or avoiding settings that seem to trig-
ger problem behaviors (e.g., no longer taking the
child to public places). As we have seen more
families with ASD through PCIT, we take careful
note of the interactional strategies used during
our initial intake assessment and CDI sessions to
optimize our coaching to individual family
strengths.

Finally, the trajectory of which parenting
skills are used across the age span may vary for
parents of children with ASD compared to par-
ents of typically developing children. For exam-
ple, while mothers of younger, typically
developing children report that they more often



450

A.T.Scudder et al.

stimulate the development of their child than
with older children, mothers of older children
with ASD stimulate the development of their
child even more compared to younger children
with ASD (Maljaars et al., 2013). Consistent with
this finding, parent-child interactions have been
shown to more significantly influence social
skills in children with ASD as they age than typi-
cally developing peers (Haven, Manangan,
Sparrow, & Wilson, 2014; Meek, Robinson, &
Jahromi, 2012). This may, in part, be due to
increased difficulties for children and adolescents
with ASD in developing other facilitative rela-
tionships. Regardless of some differences, an
increase in behavior problems is directly related
to increased negative, controlling parenting
behaviors for families of both children with and
without ASD (e.g., Maljaars et al., 2013).

24.4.2 Differences in Challenging
Behaviors of Children
with Autism

The challenging behaviors of children on the
autism spectrum are substantial (Mayes et al.,
2012) and although some behaviors may be
accounted for solely by child noncompliance,
some disruptive behaviors may in part be due to
core features of ASD (e.g., restrictive and repeti-
tive behaviors). Consistently, we found that
behaviors such as stereotyped speech or move-
ments, restricted interests or unusual sensory
interests often influenced child behavior during
play. For example, children in our clinic demon-
strated a variety of stereotypic behaviors such as
using repetitive verbalizations and rigid or repeti-
tive play behaviors (e.g., lining up toys, sorting
toys, verbalizing rigid rules during parent-child
play interactions). This type of disruptive behav-
ior is distinct from behaviors occurring due to
noncompliance or defiance in typically develop-
ing children, and it has been hypothesized to, at
times, serve as a self-regulatory coping strategy
that helps regulate arousal levels or anxiety
(Joosten, Bundy, & Einfeld, 2009). Some of the
children we saw displayed frequent emotion dys-
regulation, which appeared to result in less per-

sistence to continue tasks and less utilization of
constructive coping strategies. Our clinical con-
ceptualizations were that increasing alternative
coping behaviors may be needed to fully address
emotion dysregulation and the associated restric-
tive and repetitive behavior (e.g., Samson et al.,
2014). We believe that additional empirical stud-
ies related to the process of developing alterna-
tive coping behaviors and emotion regulation
skills in young children with ASD during
evidence-based practices (e.g., PCIT) may be key
to enhancing clinical practices.

24.4.3 Clinical Utility of PCIT
with Children with Autism
Spectrum Disorders: Tailoring,
Adapting, and Modifying

Standard PCIT may not be effective for all chil-
dren with ASD. Autism is a diagnosis which has
great variability in clinical presentation and
requires clinicians to have specialized knowledge
and skill as well as be more expedient and flexi-
ble in repeatedly assessing and evaluating behav-
ior during parent-child interactions. In addition,
the clinician must be keenly aware of the influ-
ence of specific parenting strategies on child
behavior, the function of challenging behaviors,
and change in behavior over time. Anecdotally,
this may be even more essential with a population
with ASD and disruptive behaviors, because redi-
recting negative behavior patterns once they have
started can be particularly demanding and time
intensive. We also agree that children with ASD
may more frequently have difficulty generalizing
skills to other settings. Consequently, home (e.g.,
personal hygiene, completing household tasks,
homework) and public (e.g., attending birthday
parties, going to the grocery store) practice of
skills is particularly important (Krasny, Williams,
Provencal, & Ozonoff, 2003). In our opinion,
additional clinician training is warranted to pro-
vide education and support in effectively tailor-
ing specific aspects of the intervention to families
of children with ASD.

When we first implemented PCIT for children
with ASD, we utilized the standard protocol to
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determine the effectiveness of this strategy with-
out adaptations. We found that for the majority of
families, tailoring treatment in ways similar to
that used in PCIT treatment with typically devel-
oping children was effective in the reduction of
challenging behaviors. However, adaptations
would likely benefit some children and families.
Using Eyberg (2005) as a guide of tailoring,
adapting, and modifying treatment, we are begin-
ning to understand common ways the protocol
may be tailored or adapted to families of children
with ASD with specific clinical presentations
(e.g., additional areas of emphasis in coaching,
mastery criteria in CDI for children using few
verbalizations [reflection criteria]). With this, we
are also finding common presentations which
may warrant further considerations of tailoring
and adapting treatment, such as a child whose
baseline assessment indicates significant lan-
guage deficits; a large percentage of parent-child
interactions characterized with persistent stimu-
lation seeking, physicality, and aggression; fre-
quent perseverative echolalia, repetitive play, or
limited social responsivity; or any combination
of these. Further examination of the adaptations
to PCIT made by other authors studying PCIT
and ASD (e.g., Masse, McNeil, Wagner, &
Chorney, 2007; Solomon, Ono, Timmer, &
Goodlin-Jones, 2008; see Chap. 16 from this
handbook) as well as those made by others work-
ing in related areas, such as children with intel-
lectual disabilities (Bagner & Eyberg, 2007) and
toddlers (Dombrowski, Timmer, Blacker, &
Urquiza, 2005), may also inform our approach.

24.4.4 Common Adjustments
24.4.4.1 Adjustment to the session
environment and setup
Adjustments to the PCIT session environment are
recommended as the first strategies to improving
the effectiveness of PCIT for children with
ASD. Careful consideration must be given to the
types of toys used during treatment sessions, as
many children with ASD have certain toys that
are of extremely high interest to them. For exam-
ple, iPads and electronics, cars, and superhero

figurines were preferred play options for children
in our studies. While including such toys may
increase the child’s interest in coming to PCIT
sessions, they also can make it very difficult for
the parent to effectively interact with the child. In
addition, a child’s preferred toy may not be con-
ducive for a CDI session, as it may invoke
increased aggressive behavior (e.g., light saber),
the implementation of rules or structure (e.g.,
pogs or Harry Potter board game), or the increased
likelihood of isolated play (e.g., iPad). Proactively
addressing challenges (e.g., children arriving at
the clinic with one of these favorite toys or activi-
ties) can prevent early difficulties. It may be help-
ful to discuss whether these items will be used in
early sessions to engage children in play or left in
the car or at home because they would likely
require limit setting. In addition, if a child has a
history of aggressive behavior, PCIT clinicians
may need to have access to a number of soft, safe
toy options, as aggressive behavior may persist
longer and be more difficult to redirect initially
than with typically developing children.
Incorporating a child’s interests can also be help-
ful when first trying to engage children on the
autism spectrum. If a child has an interest in a
particular iPad game, rather than letting the child
bring the iPad to session, we might coach the par-
ent to try working the characters into play or have
drawing paper with the characters on it. Since
engaging children with ASD can be difficult,
being creative in the ways to engage their inter-
ests may help reduce resistance stemming from
removing their favorite activities entirely.

Small modifications to the physical session
room and setup can also prevent unnecessary
challenges. For example, children with ASD
often have an interest in lights and switches.
Having sat in the dark with more than one family
when trying to conduct therapy, we quickly
replaced our PCIT session room light switches
with a key switch that cannot be operated by a
child. Securing other doors, cabinets, and access
to other areas in the clinic was also necessary to
reduce elopement. In some cases, we found it
necessary to remove all furniture in the session
room. Similarly, a number of our children have
pulled at the bug-in-the-ear wire or attempted to
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grab the device itself. We shifted to a wireless
Bluetooth-like option, which is worth exploring.
Prior to this, a few parents wore vests or other
outer clothing to hide the device and associated
wires. Lastly, the one-way mirror often intrigues
both neurotypical and atypical young children;
however, for several children with ASD, their
interest in the mirror persisted for a longer dura-
tion (e.g., repeated saliva and mucus swirling on
mirror). In these cases, we moved the dyad’s play
interaction away from the mirror. Considering
these slight adjustments prior to working with
children with ASD may reduce the number of
barriers to overcome while trying to regularly
implement PCIT with this population. That being
said, unique challenges will likely arise with indi-
vidual clients and will require consistent patience,
regular flexibility, and some ingenuity.

We commonly found that children in our
studies had difficulty waiting and needed sup-
port and preparation for transitions. Minimizing
the number of unnecessary or abrupt transitions
for children, providing verbal transition state-
ments, and positively attending to increases in
flexibility throughout sessions can be ways to
practice and model appropriate transitions with
families, which will likely add ease during ses-
sions. At times, clinicians may need to recon-
sider or adjust the regularly scheduled 5—10-min
check-in with the parent used to obtain an
update of the prior week’s activities and review
of homework. During long check-ins, the child
may engage in increased stereotypies or stimu-
lation-seeking behaviors and, in turn, have dif-
ficulty transitioning into play. In particular,
checking in with the parent by phone prior to the
session, in-person while the child is playing in
the waiting area, at the start of the session over
the bug-in-the-ear, or at the end of the session
may minimize preventable challenges early in
treatment. As many of our participants required
supervision at all times, clinicians may also
need to interact with the child while providing
the parent homework; in ideal circumstances, a
second clinician might join to engage with the
child while the primary clinician checks in with
the parent and provides the homework assign-
ment for the following week.

24.44.2 Adjustmentsin CDI

While “typical PCIT coaching” usually empha-
sizes child prosocial behaviors and parent sup-
port through the use of differential reinforcement,
some additional education surrounding ASD
behaviors was necessary to tailor the standard-
ized protocol to the child and family’s specific
needs (as would be done with typically develop-
ing children). For example, one child demon-
strated repetitive behaviors and rigidity in
allowing toys to mix. Coaching was tailored to
include information about flexibility and rigidity
in his play. Specifically, the use of selective atten-
tion principles during CDI to address rigid play
behaviors and praising the child’s flexibility over
time was a coaching focus. With his parents’
increased awareness of flexible play behavior,
they were able to promote sharing, letting others
have a turn or engage in the play, as well as cre-
ative child play behaviors.

In our work, we have been able to use the stan-
dard CDI mastery criteria for most parents of
children with ASD. However, our most consistent
challenge has been meeting mastery criteria for
reflections. We have purposely limited PCIT
enrollment to children with receptive/expressive
language skills at or above 30 months to reduce
this challenge. Regardless, we are finding that
this does not necessarily mean that a given child
will verbalize enough during a 5-min interaction
period for parental mastery criteria for reflections
(i.e., of child verbalizations) to be met. At times,
we have adjusted the CDI parental mastery crite-
ria from 10 or more reflections during a DPICS
observation to reflecting >75% of the child’s ver-
balizations during the 5 min. This change capital-
izes on opportunities for reflections rather than a
direct frequency count. In cases that children
have limited words, we would also encourage
parents to reflect vocalizations. Therefore, in the
case that a child only says five things during a
given five-minute CDI observation, as long as the
parent has reflected at least four verbalizations/
vocalizations, he or she will have met the adapted
reflection criteria.

Some of our children have displayed a range
of sensory behaviors at various times during the
sessions. These may include pacing, spinning,
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hand-waving, trailing their hands on the wall, and
high-pitched screams. These types of behaviors
are not typically socially mediated, so ignoring
these behaviors does not always result in the
child returning to the targeted activity.
Occasionally, children with ASD simply engage
in these behaviors for a brief period of time and
will then begin interacting with their parent
again. In cases that children are engaging in these
behaviors for longer periods of time (e.g., child
spinning a Lego over and over again saying
“Woo!”, seemingly unaware of parent behavior
or verbalizations), we may coach the parents to
imitate or reflect and then redirect (e.g., say
“Woo!” as they rotate the Lego. Then, once the
child becomes engaged, we coach the parents to
continue their own play by using the Lego in
another way) as a way to engage attention back to
the parent-child interaction in a manner that is
interactive enough to disrupt the sensory self-
stimulating behavior. Essentially, we coach the
parent to briefly engage with the child and then
expand the play. In most cases, this approach
appeared to reduce the time spent in restrictive
play, self-stimulation, and perseverative behavior
across sessions.

Perseverative behaviors are also frequently
observed among children with ASD in which a
child seems to become “stuck” on a certain topic
or appears overly focused on an item. For exam-
ple, one participant wanted a particular toy to be
in the session room. When he did not find it there,
he repeatedly asked for it throughout the session
(continued to focus on it, even when the parent
did not respond to the questions and discussion).
In our clinical discussions, we have focused on
several potential parent responses. The clinician
can either (a) continue to coach the parent to
ignore the child’s perseverative behavior (which
may limit what can be accomplished during the
rest of the session), (b) provide a one-time answer
and then move on (ignoring any further perse-
verative questioning), (c¢) immediately provide
the child what he or she has been requesting
(thereby, reinforcing initial requesting but pre-
vent parents from reinforcing persistent and esca-
lated requests), or (d) ignore and redirect such
requests, but place the item in the session room at

the next session so as to avoid continued perse-
veration across sessions. We have not created a
specific response to this type of behavior as we
have observed that the quality of the persevera-
tion has varied across individual children. For
example, one child who would unsafely climb on
the table in the playroom continued to request the
table at each appointment after it was removed.
In another example, one child continuously
requested a toy that was not in the room during
one session. In this case, we chose to answer
once, then ignore the repeated questions and redi-
rect play throughout the session. When the toy
was included in the session room during the next
visit, the child did not engage with it.

Aggression was also an ongoing concern for
some of our participants, particularly in CDI. In
part, we found this to be due to deficits or delays
in developmentally appropriate play, differences
in functional and creative play, or ongoing parent-
child interactions characterized by high levels of
physical stimulation (e.g., parent and child initi-
ated “rough housing,” such as child climbing on
parent or parent frequently lifting the child). For
example, a child may not easily be redirected or
may even engage in increased disruptive behav-
ior when the parent attempts to play in a manner
different from the way the child was accustomed.
In these cases, mild aggression could simply be
ignored and redirected as outlined in the PCIT
manual (Eyberg & Funderburk, 2011). However,
we also observed more severe aggression and
tantrums which were clearly unsafe, and in a few
cases, persisted over multiple sessions.

We felt it was necessary to establish a clear
discriminant of severe and persistent aggressive
behavior in CDI. After attempting other recom-
mended management strategies (see McNeil &
Hembree-Kigin, 2010 for description), if aggres-
sion persisted, we moved to a “Swoop-and-Go”
technique during CDI. This was introduced only
in cases when the child displayed persistent
aggression consisting of direct intentional harm
towards the parent (e.g., repeatedly striking the
parent, throwing toys with force at the parent’s
head, pulling roughly at parent clothing). The
parent simply told the child that he or she had to
leave the room when the child hit (taking the toys
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as well). The parent remained out of the room
(although still visible to the child) for 60 s, fol-
lowed by 5 s of quiet. Once PDI sessions began
with this group of aggressive children, the time-
out sequence was used as a consequence for non-
compliance just as it is in the standard protocol,
beginning with an effective command. For these
families, we taught the parent to give a quick
incompatible command with any aggression,
and, if needed, follow with a warning and use of
timeout.

As a clinical team, we felt that this change in
CDI was warranted for several reasons. In CDI,
the children were primarily engaging with their
parents in more physical ways than seen with
same-aged typically developing kids. In many
cases, a baseline assessment of behavior indi-
cated that physical stimulation and communica-
tion were often functions of this physicality.
Frequently, the parent was responding to the
physical engagement (e.g., rough housing, allow-
ing the child to climb on the parent’s back). For
many reasons, these interactions were ineffective
for dyads; however, they were central to how
these dyads were interacting. In observing these
interactions, an important focus of CDI treatment
was helping the parents differentiate between
positive and negative communication or stimula-
tion behaviors. This distinction bolstered the par-
ents’ use of more appropriate physical touch and
alternative communication strategies (e.g.,
PRIDE skills), as well as supported effective
selective attention. For these children, they were
either (1) completely unresponsive to subtle redi-
rection (e.g., the parent turning away and con-
tinuing to play) or (2) they became increasingly
physical while the parent ignored and redirected
the problem behaviors—extinction of the behav-
ior did not occur in a period of time that appeared
safe.

Examples

In Study 1, we had two children who fell in this
category. For the first, we began with lower-level
strategies (see McNeil & Hembree-Kigin, 2010),
moving only to Swoop-and-Go after persistent
aggression occurred (to adhere to the standard
protocol). Although we eventually moved to our

described Swoop-and-Go procedure, one child
had already displayed in-session aggression for a
number of CDI sessions; ultimately, this child
demonstrated sporadic bouts of aggression
throughout CDI. After this case, if child aggres-
sion persisted for more than one session, we
moved to the Swoop-and-Go strategy to manage
high levels of physicality and aggression.
Importantly, we enforced a no tolerance rule for
any physical aggression with these children. In
these cases, aggression was managed much more
quickly. We conceptualized this strategy as pre-
venting the session room from becoming a dis-
criminant stimulus for aggressive patterns of
behavior. Ultimately, we found that we needed
extremely clear consequences for aggressive
behaviors with this group of children.

24.4.4.3 Adjustmentsin PDI

Similarly, to CDI, we found some changes were
necessary when implementing PDI with children
with ASD. Specifically, two primary challenges
were included: child processing of a command
and child ability to sit on the timeout chair for
3 min. These examples are detailed below.

One issue we continually faced while working
in PDI with children on the autism spectrum was
ensuring that parental commands were heard. For
example, we have had a number of instances in
which the child was engaging in sensory-seeking
behaviors that distracted the child from process-
ing the issued command. If it seemed that the
child did not “hear” the command, we coached
the parent to improve their location by moving
closer, improve their positioning to be within the
child’s view, and then restart the process by
restating the command. Keeping to the standard
PCIT protocol, we coached parents to avoid using
an orienting command (e.g., calling the child’s
name). However, many parents with a child with
ASD have been taught (by other professionals) to
engage the child by first using his/her child name
prior to giving a directive. Therefore, additional
rationale or focus was needed to adjust this
behavior for families of children with ASD; for
some, this was a particularly difficult behavior to
change. We encouraged the parent to stand close
to the child when commands were initially given
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and to point to enhance the clarity and saliency of
what was said. The goal of this procedure was to
increase the distance from the child at later ses-
sions. As with typical children, parents may also
be coached to remove or set aside items that may
distract the child prior to giving the command.
One study evaluating specific strategies to
increase compliance in children with autism
(Fischetti et al., 2012) highlights our clinical
impression that effort reduction alone (providing
less demanding instructions) may not be effective
for increasing compliance. Further examination
of gradually increasing task demands as well as
the specific application of components of the dis-
cipline sequence may be useful when considering
PDI coaching with families of children on the
autism spectrum.

Some of our younger children or children with
more severe ASD symptoms had difficulty fulfill-
ing the three-minute timeout chair criteria. While
the child may be able to remain seated and quiet
for 1-2 min, by the second minute, some children
began to engage in sensory behaviors or got out
of the chair. In a few cases, it appeared that the
child forgot that he or she was in timeout. As a
result, we shortened the timeout period length for
such children to 1-2 min plus quiet. We drew
from our timed observations of how long the
child was able to be seated during play in CDI
and our baseline data of each child’s develop-
mental level. In such cases, the shortened timeout
period assisted in increasing compliance in a
developmentally appropriate  manner; this
seemed to decrease frustration for both the parent
and the child. Moreover, this change allowed the
clinician to manage the session more effectively
as well as more efficiently shape compliance
across sessions.

24.5 Summary

Children with ASD often display high rates of
disruptive behavior. We have found that utilizing
PCIT to address these concerns has been suc-
cessful. Across our two studies of PCIT and
young children with ASD, we were able to fol-
low the standard PCIT protocol with only slight

adjustments. Our research suggests that parents
of children with ASD can rapidly develop and
consistently use PRIDE skills. Importantly, this
does not necessarily mean that the clinician will
observe a corresponding change in the rate of
child’s disruptive behaviors; in fact, there may
be a lag between parent acquisition of skills and
decreases on ECBI scores. At times, some adap-
tations to the PCIT protocol will need to be con-
sidered when working with the ASD population.
Specifically, there may be higher rates of aggres-
sion persisting across early sessions, as well as
disruptive behaviors that relate to core features of
ASD (e.g., stereotyped or repetitive motor move-
ment, inflexible adherence to routines or ritual-
ized behavior, restricted interests that interfere
with parent-child interactions). Such behaviors
may lower rates of child social reciprocity and
verbalizations during parent-child interactions
and lead to difficulty for some children in comply-
ing with parental instructions or sitting for the
3-min timeout required in the PDI sequence. In
this chapter, we have provided some options for
addressing such concerns and conclude that PCIT
can be an appropriate treatment option for fami-
lies of young children with ASD.
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