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Abstract

Objective: Parent-child interaction therapy is an effective intervention to address child
externalizing behaviors. However, disparities in access and retention are pervasive, which relate to
the availability of PCIT in low-income communities, inadequate workforces to provide culturally
appropriate care, and distrust in services due to systemic discrimination. This study incorporated
natural helpers who had been trained as community health workers into PCIT delivery to improve
disparities in engagement and outcomes.

Method: Families from three low-income, predominately Latino/a/x and Black neighborhoods in
Miami qualified for services if they had a child aged 2-8 with clinically-elevated externalizing
behaviors. Families were randomly assigned into either Standard-PCIT group (N=30 families;
80% boys, 57% Latino/a/x, 27% Black) or a PCIT plus Natural helper (PCIT+NH) group (N=51
families; 66% boys, 76% Latino/a/x, 18% Black). Families in the PCIT+NH group received home
visits and support addressing barriers to care from a natural helper. Path analyses within an
intention-to-treat framework examined group-differences in treatment engagement, child behavior,
and parenting skills and stress.

Results: Families in both groups demonstrated large improvements in child externalizing
behavior, caregiver stress, and parenting skills from pre-to-post-treatment. Externalizing behavior
improved significantly more in the PCIT+NH group compared to the Standard-PCIT group. There
were no significant group differences in parenting skills or caregiver stress. Though differences in
engagement were not significant, the PCIT+NH group had a small effect on treatment retention.

Correspondence concerning this article should be addressed Dainelys Garcia, Ph.D., Department of Pediatrics, Miller School of
Medicine, University of Miami, 1601 NW 12th Ave, Miami, FL 33136; ngarcia09@miami.edu.
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Conclusions: Natural helpers may help to address structural barriers that systematically impact
communities of color, apply treatment in naturalistic environments, and promote improved
treatment outcomes.

Keywords

Parent-Child Interaction Therapy; Community Health Workers; Natural Helpers; Mental Health
Disparities

Black, Indigenous, and people of color (BIPOC) are more likely to experience inequities
related to social determinants of health (e.g., food and housing, safe neighborhoods and
schools, economic stability, employment opportunities, experiences of discrimination and
racism), which are linked to poor health outcomes and ultimately result in disparities in

care (Castro-Ramirez et al., 2021). Specifically, BIPOC families are less likely to access,
engage in, and benefit from evidence-based behavioral health interventions (Alegria et

al., 2010; Aratani & Cooper, 2012; Baker et al., 2011). A range of individual, provider,

and structural barriers contribute to the inadequate access to behavioral health services

faced by BIPOC families, including stigma related to mental health services, cost of
services, distance to service location, and the availability of providers who can provide
linguistically and culturally appropriate care (Alegria et al., 2010; Lindsey et al., 2013;
McKay & Bannon, 2004; Yeh et al., 2003; Young & Rabiner, 2015). These access barriers
can be exacerbated for immigrant families who have limited English proficiency, experience
difficulties navigating local healthcare systems, and fear that providing personal information
(e.g., undocumented status) to healthcare systems may make them vulnerable to immigration
authorities (Derr, 2016). Further, BIPOC families who live in low-income neighborhoods
may experience additional vulnerabilities such as community violence and systemic racism,
which are risk factors for increased child internalizing and externalizing behavior difficulties
(Fowler et al., 2009; Hodgkinson et al., 2017; Loyd et al., 2019).

To address disparities in access to care, it is important to consider service access points
(Maguire-Jack & Klein, 2015), person-centered, culturally responsive care approaches
(McCabe et al., 2020), and innovative workforce service-delivery models that serve to better
engage marginalized populations (Author). The current study examined an evidence-based
behavioral parenting intervention, Parent-child interaction therapy (PCIT), that provided
services within neighborhood community agencies. The PCIT program partnered with
ConnectFamilias, a nonprofit community-based agency, to incorporate natural helpers (“lay
people to whom others naturally turn for advice, emotional support, and tangible aid”;
(Israel, 1985) p. 68), who had been trained as community health workers (CHWS). This
service delivery model was designed to improve treatment engagement, retention, and
outcomes for predominantly low-income, Latino/a/x and Black families within a large
metropolitan area in the Southeastern United States.

PCIT targets child behavior through caregiver-child interactions via a dyadic in-vivo
coaching model (S. Eyberg & Funderburk, 2011). PCIT is delivered in two phases: Child-
Directed Interaction (CDI) and Parent-Directed Interaction (PDI). CDI focuses on increasing
caregiver positive strategic attention and verbalizations and PDI focuses on increasing
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effective commands and follow-through to child compliance/non-compliance. PCIT has
been shown to reduce child externalizing (Kaminski & Claussen, 2017; Thomas et al., 2017)
and internalizing behaviors (Chase & Eyberg, 2008), as well as increase adaptive behaviors
(Solomon et al., 2008).

Despite positive clinical outcomes following PCIT with BIPOC families, significant
challenges remain in engaging and retaining BIPOC families in services, especially within
under-resourced and minoritized communities (Fernandez & Eyberg, 2009; Lanier et al.,
2011; Lyon & Budd, 2010; Smith et al., 2022; Werba et al., 2006). Structural barriers found
to negatively impact PCIT engagement and retention include: (a) inadequate transportation
and living in communities that are more likely to experience mental health provider
shortages and limited availability of providers who can provide linguistically and culturally
appropriate care, which reduces access to PCIT and increases risk of dropping out of
treatment and (b) criteria-based PCIT protocol requirements for caregivers to demonstrate
proficiency with targeted parenting skills (S. Eyberg & Funderburk, 2011) before they
advance from CDI to PDI and before they graduate from treatment (Fernandez & Eyberg,
2009; Lyon & Budd, 2010; Quetsch et al., 2020; Werba et al., 2006). Particularly for BIPOC
families, skill requirements often result in delayed transition to the PDI phase and exceeding
the typical length of treatment, potentially due to skills being less culturally familiar or
acceptable (McCabe & Yeh, 2009; Ramos et al., 2018). Challenges with accessing services
and protocol requirements that hinder treatment progress highlight the critical need to
address structural barriers for BIPOC families who could potentially benefit from PCIT.

Multiple strategies have been tested to increase BIPOC families’ engagement and retention
in PCIT with variable success. The use of low-cost incentives or technology enhancements
have been shown to have little to no impact on treatment engagement (e.g., attendance,
homework completion), retention, or clinical outcomes for BIPOC families (Jent et al.,
2021; Quetsch et al., 2020). Cultural adaptations of PCIT for Mexican American families
yielded similar outcomes to standard PCIT related to treatment engagement, retention,

and outcomes (McCabe & Yeh, 2009). However, given the cost of cultural adaptations,

the time it takes to develop them, and the risk of over-applying group values to families
with complex intersecting cultural identities, PCIT research has begun to explore person-
centered, culturally responsive approaches to treatment that incorporate families’ self-
identified relevant cultural factors (McCabe et al., 2020); Author). For example, a recent
randomized controlled trial explored the impact of including the American Psychiatric
Association Cultural Formulation Interview (CFI; (APA, 2013), a semi-structured interview
designed to assess the impact of cultural background on presenting concerns and inform
treatment planning, as part of the PCIT baseline assessment with predominately BIPOC
families within community treatment settings. Families who received the CFI were more
satisfied with the initial assessment and completed CDI at a higher rate than families who
receive the standard assessment. The CFI was found to be especially beneficial for Spanish-
speaking families, who demonstrated higher rates of attendance, homework completion, and
treatment retention than families receiving the standard assessment (Author). Despite recent
efforts to improve treatment engagement, retention, and outcomes for BIPOC families in
PCIT, the majority of strategies examined to date focus on ways to address culture without
addressing structural barriers that impact access to care.

J Clin Child Adolesc Psychol. Author manuscript; available in PMC 2024 May 01.
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One innovative strategy that has been proposed to increase access and engagement

in behavioral parenting training for BIPOC families is the integration of CHWs into
treatment teams (Author). The utilization of CHWs within healthcare systems have been
associated with improved health outcomes, healthcare cost savings, and a reduction in
health disparities (Kangovi et al., 2020; Landers & Levinson, 2016). Within behavioral
health, CHWSs have been identified as a unique point of intervention for addressing
structural barriers to engagement for BIPOC families because they typically share aspects
of their own intersectional cultural identity (e.g., race, ethnicity, gender identity, education,
socioeconomic status, parental status, geographic location) with the families they serve
(Gustafson et al., 2018). When such models are developed in conjunction with community-
based organizations that have local expertise and trust with the target community, there

is an opportunity to improve: (1) treatment engagement by working with the community
organization to ensure that services are culturally and linguistically responsive to the needs
of the community; and (2) the reputation of the behavioral health provider, which may lead
to improvements in service utilization (Callejas et al., 2010).

In an effort to explore innovative approaches to PCIT service delivery models that promote
equity in engagement, retention, and outcomes for BIPOC families, a CHW intervention,
referred to as the PCIT plus natural helper (PCIT+NH) model (see Author for more
details on model development) was developed. The PCIT+NH model was developed out
of a collaboration between our university-based PCIT program and ConnectFamilias, a
community-based organization with a well-established natural helpers program serving
predominantly Latino/a/x families, using a community-based participatory research
framework (Faridi et al., 2007). An initial open trial was conducted in community-based
embedded clinics (i.e., clinics embedded in underserved and low-income neighborhoods
within trusted community agencies) to examine the initial effectiveness of criteria-based
PCIT + NH to improve engagement, retention, and child and caregiver outcomes.
Preliminary findings suggest the addition of natural helpers increased recruitment of more
racially, ethnically, and economically diverse families when compared to the traditional
population served by the same program and resulted in significant improvements in child
behavior and caregiver outcomes (i.e., caregiver stress, parenting skills; Author).

Given encouraging open trial findings, the current study extended prior work by evaluating
the effect of a time-limited (i.e., 18 weeks) PCIT+NH model on treatment engagement,
retention, and child and caregiver outcomes via a pilot randomized controlled trial, which
allows for model refinement prior to conducting a subsequent full scale randomized
controlled trial. First, we examined caregiver satisfaction and working alliance with

the natural helpers. Then, we evaluated how the PCIT+NH model impacted treatment
engagement (i.e., alliance with the therapist, satisfaction, and homework completion),
retention (i.e., completion of CDI and PCIT), and child (i.e., externalizing behaviors,
observed child compliance) and caregiver (i.e., parenting skill acquisition, parenting stress,
family conflict and cohesion) outcomes, compared to Standard-PCIT. We hypothesized
that, relative to caregivers receiving Standard-PCIT, caregivers receiving PCIT+NH would
show stronger treatment engagement and retention and demonstrate a positive treatment
response (i.e., decreased child externalizing behaviors, parenting stress, and family conflict,
increased child compliance, parenting skill acquisition, and family cohesion. Exploratory
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analyses further evaluated the impact of PCIT+NH on caregiver perceptions of children’s
internalizing and adaptive behaviors.

Participants for this study included 81 children between the ages of 2 and 8 years and

their primary caregiver who received services between December 2018 and March 2020.
Participants were from a large urban county in the Southeastern U.S. with a large immigrant
population. Child participants had a mean age of 4.68 years (SD = 1.61) and were
predominantly male (n = 58; 71.60%). Approximately 98% of children were identified

as a member of a racially and/or ethnically minoritized group by their primary caregiver.
Only 2 of the 81 families (2.5%) had children who identified both White and non-Hispanic.
In other words, 97.5% of families in our sample had children who were from minoritized
populations. Additional demographic characteristics of the sample can be found in Table

1. Three natural helpers (100% female, 2 age 20-29, 1 age 40-49, 2 identifying as White
Hispanic/Latino/a/x, 1 identifying as White Non-Hispanic/Latino/a/x, 1 primarily Spanish
speaker, 1 bilingual Spanish and English speaker, 1 primarily English speaker) served the
51 families in the PCIT+NH group. Additionally, 4 PCIT therapists (100% female, 75%
White Hispanic/Latino/a/x, 25% Black, 0% White Non-Hispanic) served families in both the
PCIT+NH and Standard-PCIT groups.

Study inclusion criteria consisted of (a) a child 2-8 years old (Thomas et al., 2017), (b)
the primary caregiver being fluent in English or Spanish, and (c) elevated child disruptive
behavior on the Eyberg Child Behavior Inventory Intensity Scale (ECBI; Intensity Raw
Score = 131; (S. Eyberg & Pincus, 1999) or the Externalizing Problems subscales or
composite of the Behavior Assessment System for Children, Third Edition (BASC-3; T-
Score = 60; (Reynolds & Kamphaus, 2015). 38.75% of children met eligibility on both the
ECBI and BASC-3, 30.00% met eligibility based on the ECBI, and 31.25% met eligibility
based on the BASC-3. Exclusion criteria included previously completing PCIT. Families
who did not meet inclusion criteria were given referrals and resources.

Study Design and Procedure

Families that met study inclusion criteria via phone screening were randomized (using an
online random number generator) to either the PCIT+NH (n = 51) or Standard-PCIT (n

= 30) group (see Figure 1) during their baseline assessment. The trial was designed as a
parallel randomized trial. Study staff were not masked to group assignment. Due to the need
to discontinue data collection on March 16, 2020, when a stay-at-home order was instituted
as a result of the COVID-19 pandemic, more families were randomized to the PCIT+NH

group.

Recruitment.—Families were recruited through several means, including referrals

from health professionals (e.g., pediatricians, speech therapists), schools/daycares, self-
referral, and university and community-based agencies, such as ConnectFamilias and
Touching Miami with Love, a faith-based nonprofit community-based agency that provides

J Clin Child Adolesc Psychol. Author manuscript; available in PMC 2024 May 01.
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educational and support programs for children and families. Natural helpers assisted with
the study’s recruitment procedures for both treatment groups through sharing brochures
and discussing study benefits (e.g., at local resource fairs), identifying families who would
benefit from PCIT, assisting families with navigating entry into PCIT (e.g., completion of
forms), and facilitating “warm hand-offs” with the PCIT team.

Communities Served.—Families enrolled in the study presented for treatment at

three PCIT clinics embedded within nonprofit neighborhood community agencies (i.e.,
ConnectFamilias and Touching Miami with Love) that provide support for children and
families within three predominately low-income, Latino/a/x and Black neighborhoods and
have a longstanding academic-community partnership with the PCIT program. The PCIT
clinics provided services free of charge, regardless of income, to families of children aged
2 to 8 years through a grant from a local children’s service council to increase the reach of
parenting interventions to underserved and low-income communities.

Assessments.—If inclusion criteria were met following the screening process, families
were contacted by the PCIT therapist to schedule the 2-session baseline assessment,

which consisted of obtaining written consent (and child assent, if needed), completion

of an adapted version of the Cultural Formulation Interview (CFI; (APA, 2013), which
provides guidance to therapists on cultural factors that might impact treatment, electronic
questionnaires about child and family functioning, and a 20-minute behavioral observation.
The CFI was adapted for this study in an effort to be responsive to family, therapist,

and community-based agency feedback regarding interview length (reduced to 13 items
from 17 items) and language (e.g., “Sometimes people have various ways of dealing

with problems like [PROBLEM]. What has [INDIVIDUAL] done on his/her own to cope
with his/her [PROBLEM]?” was changed to “Sometimes people have various ways of
managing problems. How have you/your family managed [PROBLEM]?” At the end of
the baseline assessment, families were informed of their group status. Families randomized
to the PCIT+NH group were provided a detailed description of the natural helper’s role
and expectations for participation (i.e., additional weekly session with the natural helper).
Given the embedded nature of the PCIT clinics, when natural helpers were available during
the baseline assessment, they introduced themselves and scheduled their first session with
families. Of the 81 families enrolled, 77 (n = 50; 98.04% in the PCIT+NH group and n =
27 90.00% in the Standard-PCIT group) completed the 2-session baseline assessment and 42
(PCIT+NH: n = 29; 69.05%; Standard-PCIT: n = 13; 43.33%) completed a post-treatment
assessment. The post-treatment assessment consisted of electronic questionnaires and a
20-minute behavioral observation. Natural helpers assisted families in completing forms, if
needed.

Shared Intervention Components.—Families in both the PCIT+NH and Standard-
PCIT groups received weekly, one-hour sessions with a bilingual PCIT therapist for a
maximum of 18 weeks in one of three embedded PCIT clinics. PCIT skills were taught to
caregivers during two didactic sessions before starting each treatment phase. Each didactic
session was followed by coaching sessions (with a typical range of 2-5 sessions for CDI
and a typical range of 3-9 sessions for PDI). Therapists coached caregivers on the targeted

J Clin Child Adolesc Psychol. Author manuscript; available in PMC 2024 May 01.
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CDI and PDI skills in-vivo from behind a one-way mirror via a wireless headset. Masters
and doctoral level therapists with backgrounds in clinical psychology and mental health
counseling delivered the PCIT protocol in a time-limited manner (within a maximum of 18
weeks). Therapists received training and weekly supervision with a PCIT Trainer certified
by PCIT International.

Intervention Components Unique to the PCIT + NH Group.—In addition to

the weekly PCIT session, families in the PCIT+NH group received an average of 5.92
sessions (approximately once every other week throughout treatment) with the natural
helpers in their home for 30-45 minutes and had an average of 2.80 telephone or
videoconferencing appointments throughout treatment (Supplemental Table 1). During
sessions, natural helpers worked with families to (1) explain parenting principles in a
culturally and responsive manner (e.g., navigating intergenerational parenting within the
same household); (2) support them in their skill acquisition (e.g., observing at-home
caregiver-child interactions, providing strength-based feedback, and engaging in role plays
to practice targeted skills); and (3) troubleshoot structural barriers to service and other basic
life needs (e.g., transportation, scheduling homework practice, food and housing assistance,
work or immigrant visa, asylum navigation). Upon reflection following study completion,
natural helpers in the current study noted their role was to build meaningful relationships
with families and understand their needs in order to promote treatment engagement and help
families apply PCIT skills meaningfully to their unique situation. No harms or unintended
effects emerged in the trial.

Natural Helper Training.: The natural helper training program was developed through

a community-academic partnership with ConnectFamilias. Natural helpers received seven,
four-hour sessions of training upon hire (See Author for more information on natural helper
recruitment and training). After the initial training and meeting both skill criteria and 80%
inter-rater agreement on child-led play criterion coding, natural helpers attended weekly
consultation with the PCIT therapists to discuss each family’s progress and problem-solve
barriers. Natural helpers also attended bi-weekly group implementation meetings to discuss
recruitment strategies, complete skill and coding practice exercises, review session videos,
and address logistical concerns.

Treatment engagement.

Working Alliance Inventory — Short Revised (WAI-SR).: The WAI-SR (Hatcher &
Gillaspy, 2006) is al2-item self-report questionnaire used to evaluate working alliance
(e.g., “My therapist and | collaborate on setting goals for my therapy™). Therapy-related
experiences are rated on a five-point Likert scale from 1 (seldom) to 5 (always), with higher
raw scores indicating a stronger working alliance, and items are summed to create a total
working alliance score. The WAI-SR has shown good internal consistency for the domains
(oo = 0.81-0.90) and total score (a = 0.91) and has demonstrated convergent and predictive
validity in culturally diverse outpatient settings (Hatcher & Gillaspy, 2006; Munder et al.,
2010). In the current study, all caregivers completed a therapist WAI-SR and caregivers
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in the PCIT+NH group completed a modified natural helper WAI-SR to assess working
alliance with both their therapistand natural helper at post-treatment.

Therapy Attitude Inventory (TAI).: The TAI (S. Eyberg, 1974) is a 10-item self-report
questionnaire measuring overall caregiver satisfaction with parenting programs (e.g.,
“Regarding the progress my child has made in his/her general behavior | am...”). Caregivers
rate satisfaction on a Likert scale from 1 (“very dissatisfied” to 5”very satisfied”), with
higher scores representing greater satisfaction. The TAI has demonstrated excellent internal
consistency (a = 0.91; (Brestan et al., 1999) and moderate external validity (Brestan et al.,
1999). In the current study, the TAI Total score (i.e., the sum of all 10 items) was used as a
measure of treatment satisfaction at post-treatment.

Homework completion.: Caregivers completed daily CDI and/or PDI skills practice
(S.M. Eyberg & Funderburk, 2011) and reported the number of practice days using a
homework sheet (consistent with the PCIT protocol) that was submitted weekly. CDI and
PDI homework completion rates were calculated by dividing caregiver-reported number of
days engaged in practice by the number of available days between sessions. Evidence for
validity of this measure comes from prior PCIT studies that demonstrate higher homework
completion enhances skill acquisition and helps families complete treatment more quickly
(Stokes et al., 2016).

Treatment Retention.—Supplemental Table 1 reports the number of CDI and PDI
sessions completed by families. PCIT services were provided through a grant from a local
children’s service council. As part of the grant, CDI and PCIT completion were defined as
the following:

CDI Completion.: CDI completion was defined as completing 5 sessions or meeting CDI
skill criteria (i.e., 10 behavioral descriptions, 10 reflections, 10 labeled praises, and fewer
than 3 questions, commands, and criticisms within a 5-minute observation).

PCIT Completion.: treatment completion was defined as reaching 18 weeks of treatment or
meeting PCIT graduation criteria (i.e., CDI skill criteria described above, PDI skill criteria
[75% effective command rate and 75% correct follow-through after child compliance/non-
compliance], child behavior within the normal range, and caregivers reporting feeling
confident in their skills to manage their child’s behaviors (Eyberg & Funderburk, 2011).
Both CDI and PCIT treatment completion are valid predictors of caregiver skill acquisition
and child behavioral improvement in socioeconomically and racially diverse families(e.g.,
Davis et al., 2022; Fernandez & Eyberg, 2009)

Child Outcomes.

Eyberg Child Behavior Inventory (ECBI).: The ECBI ((S. Eyberg & Pincus, 1999) is
a 36-item caregiver report measure of disruptive behaviors in children ages 2-16 (e.g.,
“refuses to do chores when asked”). The ECBI is composed of two scales. The Intensity
Scale assesses the frequency of behavior problems (1=neverto 7=always). The Problem
Scale assesses caregiver perceived behavior problems (1 = yes, 0 = no). A raw score of
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131 or higher (7-score > 60) on the Intensity Scale and 15 or higher ( 7-score > 60) on the
Problem Scale is considered clinically significant. The ECBI has demonstrated acceptable
levels of reliability and validity in racially and/or ethnically diverse populations (a = 0.94,
test-retest = 0.75; (Gross et al., 2007), stability over time, and sensitivity to treatment change
(e.g., Author et al., 2021; Author et al., 2019). In the current study, the ECBI was used for
eligibility purposes and as an outcome measure of child externalizing behavior (collected at
pre- and post-treatment).

Behavior Assessment System for Children, Third Edition, Parent Rating Scale
(BASC-3 PRS).: The BASC-3 PRS ((Reynolds & Kamphaus, 2015) is a caregiver-report
measure of emotional, behavioral, and adaptive functioning of children ages 2-21.
Caregivers rate the frequency of behaviors (e.g., “disobeys”) on a four-point Likert scale
(O=neverto 3=almost always). T-scores 69 or higher are considered clinically significant
while 60 to 69 are considered at-risk. The BASC-3 PRS has well-established validity and
reliability (a = 0.83-0.96, test—retest = 0.87-0.92; (Reynolds & Kamphaus, 2015), and
has demonstrated convergent validity and sensitivity to treatment change (Author et al.,
2022; Author et al., 2019). In the current study, the BASC-3 PRS t-scores were used to
for eligibility purposes and as an outcome measure of child externalizing, internalizing, and
adaptive behavior (collected at pre- and post-treatment).

Caregiver Outcomes.

Dyadic Parent-Child Interaction Coding System, Fourth Edition (DPICS-1V).: The
DPICS-1V ((Sheila M. Eyberg et al., 2014) is a behavioral observation tool used to

code and assess caregiver behaviors and the quality of caregiver and child interactions.
PCIT therapists trained to 80% coding reliability coded the three 5-minute DPICS-IV
observations: (1) child-led play (CLP), (2) parent-led play (PLP), and (3) clean-up (CU).
The frequency of positive parenting practices (e.g., labeled praises, reflections, and behavior
descriptions) and negative parenting practices (e.g., questions, commands, and criticisms)
were coded during CLP observations. During PLP and CU observations, caregiver
verbalizations were coded to generate rates of: (1) caregiver effective commands, (2)
caregiver correct follow-through on effective commands (i.e., praises for child compliance
or time out warnings following noncompliance), and (3) child compliance to effective
commands. The DPICS-IV demonstrates acceptable reliability and validity of the coding
categories (Sheila M. Eyberg et al., 2014) and is sensitive to changes in parent skill
acquisition and treatment success in myriad diverse samples, including families from our
clinic (Author et al., 2022; Author et al., 2021). In the current study, the DPICS-1V was used
as an outcome measure of caregiver skill acquisition (collected at pre- and post-treatment).

Parenting Stress Index, Fourth Edition: Short Form (PSI-SF-4).: The PSI-SF-4
((Abidin, 2012) is a 36-item self-report questionnaire used to measure caregiver stress and
difficulties in the caregiver-child relationship for caregivers of youth between ages 0-12
(e.g., “my child makes more demands on me than most children”). The PSI-SF-4 yields

a Total Stress score and subscale scores in 3 domains: (1) Parental Distress (PD), (2)
Parent-Child Dysfunctional Interaction (P-CDI), and (3) Difficult Child (DC). Caregivers
rate their level of agreement on a five-point Likert scale from 1=strongly agree to 5=strongly
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disagree to generate 7-scores and percentiles, with higher scores indicating higher levels of
stress. Percentile scores between 81 and 84 on the P-CDI subscale or between 81 and 89

on all other scales indicate a high stress score. Percentile scores above 84 on the P-CDI
subscale or above 89 on all other scales are considered clinically significant. The PSI-SF-4
has well-established validity and good internal consistency (a = 0.96; (Abidin, 2012) and
captures improvements in caregiver stress in the diverse families served by our clinic (Davis
etal., 2022). In the current study, the PSI-SF-4 Total Stress and three domain t-scores were
used as outcome measures of caregiver stress (collected at pre- and post-treatment).

Family functioning.

Bloom’s Family Processes Scale.: The Bloom’s Family Processes Scale (Bloom, 1985a)
assesses family conflict and cohesion using a 5-item conflict subscale (e.g., “we fight a lot in
our family”) and a 5-item cohesion subscale (e.g., “there is a feeling of togetherness in our
family”). Caregivers rated their level of agreement on a five-point Likert scale (1=strongly
agree to 5=strongly disagree). Bloom’s Family Processes Scale has demonstrated acceptable
levels of reliability and validity (a = 0.76 to a = 0.85(Bloom, 1985) including in families
similar to those served in our clinic (e.g., Author et al. 2017). In the current study, conflict
and cohesion subscales were created by averaging the 5 items in each domain and used as
outcome measures of family conflict (collected at pre- and post-treatment).

Analytic Plan

Our analyses proceeded in a series of iterative steps in accordance with best practices
(McDonald, 2014). These same steps were repeated to analyze each dependent variable.

In Step 1, we examined whether randomization succeeded by examining whether the
PCIT+NH and Standard-PCIT groups significantly differed on baseline variables according
to independent groups £tests (for continuous measures) and chi-square tests (for categorical
measures; McDonald, 2014). In Step 2, we analyzed the effects of data missingness by
comparing participants missing data on dependent variables to those that had complete data
using independent groups #tests and reported any significant differences (McDonald, 2014).
Additionally, we utilized an intention-to-treat analytic framework wherein we included all
families who began participating in the study, even if they withdrew before completing the
intervention [PCIT+NH (n = 51) and Standard-PCIT (n = 30)]. In Step 3, we examined
whether the intervention made a difference in engagement, retention, and child and caregiver
outcomes by identifying differences between the PCIT+NH and Standard-PCIT groups.
Specifically, utilizing full-information maximum likelihood estimation procedures (FIML)
within a path analytic approach, we examined whether intervention group status predicted
differences in engagement, retention, and child and caregiver outcome variables at post-
treatment even after controlling for baseline levels of the outcome variable (Bauer &
Curran, 2019). All models analyzed in the results were fully saturated. Importantly, given
significant number of families who terminated treatment early in the Standard-PCIT group,
we emphasize and interpret effect sizes at post-treatment, where statistically significant
differences between groups may be more difficult to detect due to low Standard-PCIT group
size. Effect sizes are interpreted according to Cohen’s (Cohen, 1988) benchmarks of d= 0.2
or /2 =.02 is a small effect, &= 0.5 or /2 = .13 is a medium effect, = 0.8 or 2= 26 is a
large effect.
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The CONSORT diagram depicting the flow of participants through the study can be
found in Figure 1. Descriptive statistics for all primary study variables can be found in
Supplemental Table 1 (engagement variables), Supplemental Table 2 (retention variables),
and Supplemental Tables 3 and 4 (child and caregiver outcome variables, respectively).

Examining Whether Randomization Succeeded

It appears that randomization succeeded in most cases. The PCIT+NH intervention and
Standard-PCIT groups did not significantly differ on any child or caregiver demographic
characteristics (Table 1) except caregiver gender (more women in the Standard-PCIT
group), caregiver race (more White caregivers in the PCIT+NH group, more Black and
Multiracial caregivers in the Standard-PCIT group), caregiver ethnicity (more Hispanic/
Latino/a/x caregivers in the PCIT+NH group), and caregiver English Language proficiency
(more caregivers fluent in English in the Standard-PCIT group). Therefore, we performed
sensitivity analyses (available upon request) wherein caregiver gender, race, ethnicity, and
English language proficiency were included in all analyses as control variables. There

were no substantive changes in the magnitude of results when these control variables were
included, but model fit significantly degraded, so the final models we present below do not
include these control variables. Finally, there were no significant differences between groups
on any child (Supplemental Table 3) or caregiver (Supplemental Table 4) outcome variables
at baseline, except for scores on the PSI Parent-Child Dysfunction subscale (higher scores
on the Standard-PCIT group).

Examining Missing Data

Participants missing data on any child or caregiver outcomes at post-treatment did not

differ from those with complete data on any baseline child or caregiver outcome measures.
However, families with missing data were more likely to have caregivers who were younger
(479) = 2.27, p=.03), less educated (£79) = 3.15, p< .01), single, divorced, or separated
(435) = 1.35, p=.02), and have caregivers (Fisher’s Test p=.02) and children (Fisher’s Test
p <.01) who identified as a race other than white. Families with versus without missing data
did not differ on any other demographic variables reported in Table 1. As mentioned in the
Analytic Plan, we utilized FIML to ensure all 81 families, including those with missing data,
were included in all analyses.

Engagement Outcomes

Alliance.—Caregivers reported strong working alliances with their natural helper in the
PCIT+NH group, as they reported an average alliance score of 57.69 out of 60 possible
points. Further, caregivers in both the PCIT+NH and Standard-PCIT groups reported strong
working alliances with their therapist (57.82 points in the PCIT+NH group and 56.40
points in the Standard-PCIT group). While there was not a significant difference between
the PCIT+NH and Standard-PCIT groups, the magnitude of the 1.42-point higher score in
the PCIT+NH group was consistent with a “small” effect (Supplemental Table 1, Table 2,
(Cohen, 1988).
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Satisfaction.—Caregivers also reported high satisfaction with therapy in both the
PCIT+NH and Standard-PCIT groups (47.52 out of 50 possible points in the PCIT+NH
group and 47.00 out of 50 possible points in the Standard-PCIT group). There was no
significant difference in satisfaction scores between the two groups, and the magnitude of
difference was not large enough to be considered a “small” effect (Table 2, (Cohen, 1988).

Homework completion.—Homework completion in both the PCIT+NH and Standard-
PCIT groups was moderate. The PCIT+NH group completed homework between 61%-68%
of the time, while the Standard-PCIT group completed homework between 53%—-63% of the
time, depending on the type of homework (i.e., CDI, CDI during PDI, PDI; Supplemental
Table 1). There was no significant difference in homework completion between the groups.
However, the difference in PDI homework completion between the two groups (8.33%
higher in the PCIT+NH group) was consistent with a “small” effect (Table 2, (Cohen, 1988).

Retention Outcomes

Completion of CDI and PCIT.—As reported in Supplemental Table 2, 74.51% of the
PCIT+NH group completed the CDI phase, and 56.86% completed PCIT, whereas only
56.66% of the Standard-PCIT group completed the CDI phase and 43.33% completed PCIT.
Surprisingly, neither of these differences were statistically significant. However, it is notable
that the 17.85 percentage point difference in CDI phase completion and 13.53 percentage
point difference in PCIT completion were both consistent with a “small” effect (Table 2,
(Cohen, 1988). Specifically, intervention group membership accounted for 2% and 4% of
variance in CDI completion and PCIT completion, respectively (Table 2).

Child Outcomes

Externalizing behaviors.—Children in the PCIT+NH group significantly improved in
their BASC-3 Externalizing scores from baseline to post-treatment, {22) = 6.42, p<

.01 (Supplemental Table 3), whereas children in the Standard-PCIT group did not, #11)
=1.87, p=.09. Scores were, on average, 5.55 points lower at post-treatment in the
PCIT+NH group as compared to the Standard-PCIT group (Table 3), even after controlling
for baseline scores, a statistically significant and small-to-medium effect. In fact, this
difference amounted to over half a standard deviation difference between the two groups,
with PCIT+NH group membership uniquely predicting 7% of total variance in BASC-3
Externalizing 7-scores (Table 3). As another point of comparison, 88.89% of the children in
the PCIT+NH group who scored in the “at-risk” or “clinically elevated” range at baseline
(n=27) scored “within normal limits” by post-treatment, whereas 63.64% in the Standard-
PCIT group with elevated baseline scores did so.

Children in both the PCIT+NH [ECB/ Problem 27) = 5.90, p< .01; ECBI/ Intensity

#(30) =9.22, p< .01] and the Standard-PCIT [ECB/ Problem {12) =5.13, p< .01; ECBI/
Intensity (14) = 5.77, p < .01] groups significantly improved on both the ECBI Problem and
Intensity subscales from baseline to post-treatment (Supplemental Table 3). ECBI subscale
scores were, on average, 2.14 points higher (Problem) and 1.40 points lower (Intensity)

at post-treatment in the PCIT+NH group, compared to the Standard-PCIT group (Table

3), even after controlling for baseline scores. Neither of these differences was statistically
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significant, though the magnitude of the difference in Problem scores reached the threshold
for a “small” effect (Table 3; (Cohen, 1988). In other words, children in both the PCIT+NH
group and the Standard-PCIT group significantly improved in their ECBI problem and
intensity subscale scores from the beginning to end of treatment. However, improvements
on the ECBI problem subscale were slightly (but not statistically significantly) larger in the
Standard-PCIT group, and improvements on the ECBI intensity subscale were slightly (but
not statistically significantly) larger in the PCIT+NH group. Thus, both groups improved
over time on both the ECBI problems subscale and the ECBI intensity subscale, and these
improvements were statistically indistinguishable from one another across groups. Notably,
both groups had post-treatment ECBI Problem and Intensity scores that were well within
normal limits (Supplemental Table 3). As another point of comparison, 88.24% of the
children in the PCIT+NH group who scored in the “clinically elevated” range at baseline
scored “within normal limits” by post-treatment, whereas 90.48% in the Standard-PCIT
group with elevated baseline scores did so.

Child compliance.—Children in the PCIT+NH group significantly improved in their
therapist-observed compliance to caregiver direct commands from baseline to post-treatment
[428) = -2.81, p< .01; Supplemental Table 3], while children in the Standard-PCIT group
did not [{13) = -0.44, p=.67]. Child compliance was, on average, 22.15 percentage points
higher in the PCIT+NH group, compared to the Standard-PCIT group, even after controlling
for baseline compliance (Table 3). This difference was statistically significant and represents
a small-to-medium in effect, amounting to over half a standard deviation difference between
groups, with PCIT+NH group membership uniquely predicting 6% of total variance in
compliance (Table 3).

Internalizing behaviors.—Children in both the PCIT+NH [422) = 5.14, p< .01] and
the Standard-PCIT [#11) = 3.01, p=.01] groups significantly improved in their BASC-3
Internalizing 7-scores from baseline to post-treatment (Supplemental Table 3). Scores were,
on average, 1.80 points lower at post-treatment in the PCIT+NH group, compared to the
Standard-PCIT group (Table 3), even after controlling for baseline scores. However, this
difference was not statistically significant or notable in its effect size. As another point of
comparison, 81.82% of the children both groups who scored in the “clinically elevated”
range at baseline scored “within normal limits” by post-treatment.

Adaptive behaviors.—Children in both the PCIT+NH [422) = -4.91, p< .01] and the
Standard-PCIT [{11) = -3.36, p < .01] group significantly improved in their BASC-3
Adaptive 7-scores from baseline to post-treatment (Supplemental Table 3). Scores were,
on average, 0.89 points higher at post-treatment in the PCIT+NH group, compared to the
Standard-PCIT group (Table 3), even after controlling for baseline scores. However, this
difference was not statistically significant, and the magnitude of this difference was very
small.

Caregiver Outcomes

Skill acquisition.—Caregivers in both groups significantly increased their total positive
parenting practices [PCIT+NH Mpggse/ine = 3.92 verbalizations, Mpysstreatment = 29.27
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verbalizations, #29) = -11.20, p < .01; Standard-PCIT Mpgasesine = 3.69 verbalizations,
Mposttreatment = 30.00 verbalizations {14) = -9.52, p< .01] and decreased their negative
parenting practices [PCIT+NH Mpgase/ine = 25.41 verbalizations, Mppsttreatment = 4-63
verbalizations #29) = 9.55, p<.01; Standard-PCIT Mpgasejine = 28.52 verbalizations,
Mposttreatment = 3.53 verbalizations {14) = 6.44, p< .01; Supplemental Table 4] from
baseline to post-treatment. When comparing these parenting practice improvements across
groups, improvements were very slightly, but not statistically significantly, larger in the
Standard-PCIT group. Thus, both groups improved over time with regards to increasing
positive, and decreasing negative parenting practices, and these improvements were
statistically indistinguishable from one another across groups. On average, total positive
parenting practices was lower by 0.71 behaviors, and total negative parenting practices
was higher by 2.23 behaviors at post-treatment in the PCIT+NH group compared to the
Standard-PCIT group (Table 3), even after controlling for baseline scores. Neither of these
differences was statistically significant, though the magnitude of the difference in negative
parenting practices reached the threshold for a “small” effect (Table 3; (Cohen, 1988). As
another point of comparison, 56.67% and 73.33% of parents in the PCIT+NH group met
PCIT skill milestones on positive parenting skills (i.e., over 30 skills demonstrated) and
negative parenting skills (i.e., 3 or fewer skills demonstrated), whereas 53.33% and 73.33%
did so in the Standard-PCIT group.

Caregivers in both groups significantly increased their use of effective commands
[PCIT+NH £28) = -6.22, p< .01; Standard-PCIT £13) = -2.78, p=.02] and their rate

of correct follow through [PCIT+NH £28) = -9.43, Standard-PCIT {13) = -4.45, p< .01;
Supplemental Table 4] from baseline to post-treatment. The average effective command
rate was 10.61 percentage points higher, and the average correct follow-through rate was
18.18 percentage points higher at post-treatment in the PCIT+NH group compared to the
Standard-PCIT group (Table 3), even after controlling for baseline scores. Neither of these
differences was significant (Table 3), although they were between “small” and “medium”
in effect (Cohen, 1988). Thus, intervention group membership uniquely predicted 2% of
total variance in effective command rate and 5% in correct follow-through rate (Table 3).
As another point of comparison, 58.62% and 62.07% of caregivers in the PCIT+NH group
met PCIT skill criteria on effective command rate (i.e.,75% of commands given considered
“effective™) and follow through rate (i.e., correctly following through on 75% of effective
commands given), whereas 42.86% and 35.71% did so in the Standard-PCIT group.

Parenting stress.—In the PCIT+NH group, parenting stress was significantly reduced
from baseline to post-treatment on all four PSI subscales examined (see Supplemental Table
4), including Total Stress [430) = 5.33, p< .01], Parental Distress [{30) = 4.53, p< .01],
Parent-Child Dysfunctional Interaction [{30) = 3.32, p< .01], and Difficult Child [430) =
6.77, p<.01]. In contrast, in the Standard-PCIT group, parenting stress was significantly
reduced from baseline to post-treatment on two of four subscales, including Total Stress
[412) = 2.51, p=.03] and Difficult Child Score [412) = 3.37, p< .01], but not Parental
Distress or Parent-Child Dysfunctional Interaction. Importantly, in both groups and across
the four subscales, post-treatment parenting stress was within normal limits. The differences
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between the groups in post-treatment scores were not significant, and the magnitude of these
differences was not notable.

Family conflict and cohesion.—Families in the PCIT+NH group significantly reduced
their family conflict ((24) = —-2.87, p < .01) but did not significantly increase their family
cohesion (424) = 1.53, p=.14) from baseline to post-treatment. In contrast, families in
Standard-PCIT group did not significantly reduce their family conflict ({10) =-1.54, p=
.15) or increase their family cohesion ({10) = 1.73, p=.12) from baseline to post-treatment.
The differences between the groups in post-treatment family conflict and cohesion scores
were not statistically significant, and the magnitudes of these differences were not notable.

Discussion

The current pilot randomized controlled trial sought to evaluate the extent to which the
addition of a CHW model to PCIT (PCIT+NH) impacts treatment engagement, retention,
and child and caregiver outcomes compared with standard, time-limited PCIT. Though it has
been proposed that CHWS, such as natural helpers, may provide important auxiliary services
to address mental health service disparities for BIPOC families, very limited research has
established their success in doing so (Author). This pilot randomized controlled trial makes
an important contribution to the literature by evaluating how one auxiliary model impacted
engagement, retention, and clinical outcomes in PCIT. Across all variables examined, it
appears that the PCIT+NH group performed as well as or better than Standard-PCIT. On

no occasion were Standard-PCIT group skill improvements statistically significantly larger
than PCIT+NH group improvements. In contrast, PCIT+NH group improvements were
significantly larger than Standard-PCIT with regards to observed (i.e., child compliance rate)
and caregiver-reported measures of child externalizing behavior (i.e., BASC Externalizing
T-Score). Findings provide continuing evidence that parenting interventions like PCIT are
effective if BIPOC families engage in them (Kaminski & Claussen, 2017; Thomas et al.,
2017). Findings also provide initial evidence for incremental benefits to the addition of
natural helpers into services.

Regarding treatment engagement, both interventions appear equally effective in generating
strong working alliances and therapy satisfaction for families. Additionally, both
interventions appear to help caregivers engage in similar levels of homework completion.
While homework completion rates in the PCIT+NH group were about 4-8% points higher,
rates were not high enough for this difference to be statistically significant. Nonetheless,
rates of homework completion in both groups were greater than other PCIT studies reporting
averages of 39.1-62.7% for CDI homework and 47.4-77% for PDI homework, which could
be attributed to the various efforts to address cultural and structural barriers to treatment
across both treatment groups (Lyon & Budd, 2010; Stokes et al., 2016). PCIT homework
completion has been shown to be an indicator of greater satisfaction (Danko et al., 2016),
retention, and caregiver skill acquisition, and shorter time in treatment (Stokes et al., 2016),
making it an important variable to assess throughout treatment.

Similar to trends found for treatment engagement, findings suggest that the PCIT+NH
intervention is probably more effective in helping families complete both the CDI phase of
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treatment and PCIT in its entirety, as evidenced by higher rates of completion (PCIT+NH
group 13% - 17% higher) and effect sizes that are small in magnitude. However, these
differences were not found to be statistically significant. Overall retention rates for
PCIT+NH and Standard-PCIT were 57% and 43%, respectively, which is comparable to
other evidenced-based parenting programs with retention rates between 40-60% (Harpaz-
Rotem et al., 2004; Lieneman et al., 2019; Lyon & Budd, 2010; Quetsch et al., 2020;
Wierzbicki & Pekarik, 1993). Within this study, participants completed an average of 8.3
and 9.3 sessions within the Standard-PCIT and PCIT+NH groups, respectively. (Lieneman
et al., 2019) found that, among families who terminated treatment early, those who attended
at least four sessions showed significant improvements in child behavior problems, while
those who attended fewer than four sessions did not. Therefore, while attrition rates remain
high within this study, it is important to consider the differences in those who terminate
treatment because progress has been made and goals have been met versus those who
terminate because of treatment barriers or other reasons. It is possible that, while attrition
rates were not significantly different between the two groups, the addition of a natural helper
contributed to families completing at least four sessions. We suspect that the high attrition
rate in the Standard-PCIT group might have made the sample size small enough to make
detection of statistically significant effects related to retention more difficult.

Regarding child behavior outcomes, results suggest that both interventions lead to
improvements in children’s caregiver-reported externalizing, internalizing, and adaptive
behaviors. However, the PCIT+NH group appears to improve child externalizing behavior
to a greater degree, as evidenced by significant differences between the PCIT+NH and
Standard-PCIT groups on both observed (i.e., child compliance rate) and caregiver-reported
measures of externalizing behavior. While the mechanism is unclear, it is possible that the
addition of a natural helper increased BIPOC caregiver buy-in and acceptability of the skills
and provided additional opportunities for caregiver skill practice, leading to improvements
in child compliance and externalizing behaviors. These findings are inconsistent with a prior
meta-analysis that demonstrated that PCIT programs that alter content of the program (e.g.,
adjunct sessions, cultural changes) result in smaller reductions in children’s externalizing
behaviors relative to the Standard-PCIT model (Thomas et al., 2017). These conflicting
results might be related to the focused nature of the natural helper “s role in the current
study. For the purposes of this trial, natural helpers were provided with training specifically
in how to help caregivers use the PCIT skills taught to them by their therapists.

In addition to improvements in child behavior, it appears that both interventions teach
caregivers CDI and PDI skills and reduce parenting stress to a relatively equal extent

and have a relatively small effect on family conflict and cohesion. The one difference
between these groups may be in the realm of PDI skills, where caregivers in the PCIT+NH
group achieved rates of effective commands and correct follow-through that were 10-18
percentage points higher than Standard-PCIT (equivalent to a small-to-medium effect).
However, as with the retention variables, this interpretation is up for debate, because even
though the effect size differences are notable, these differences across groups in PDI skills
were not found to be statistically significant. Nonetheless, it is possible that the addition of
the natural helper is particularly helpful during the PDI phase, which introduces discipline
tools that may be perceived as less culturally familiar or acceptable. Cultural background
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and social economic status have been found to interact to shape acceptability of parenting
practices (Heffer & Kelley, 1987), suggesting BIPOC families may benefit from additional
support aligning parenting skills with cultural values as they acquire these new skills.

Strengths, Limitations, & Future Directions

It is important to note a number of strengths of the current study. Various changes were
made to address cultural and structural barriers to PCIT across both treatment groups,
including using session-limited treatment, embedding services within trusted community-
based settings, the availability of highly-trained, bilingual PCIT therapists, and using an
adapted version of the CFI as a routine part of assessment, which allowed therapists to
provide person-centered culturally responsive services (e.g., incorporating family values
when identifying and monitoring treatment goals). Further, all services were free and
funded by a local children’s service council. While these strengths may have improved

the accessibility and acceptability of PCIT for BIPOC families in this trial, the findings may
not generalize to other settings. It is possible that including CHWSs, such as natural helpers,
may be even more valuable in settings that do not have this same focus on addressing culture
and structural barriers, but there is also the potential that systems without these capacities
(e.g., inadequate number of bilingual therapists) would not be able to benefit from the
PCIT+NH model. Additionally, sample size in the current study was uneven and limited due
to recruitment stopping in response to stay-at-home orders due to COVID-19. Moreover,
though all measures used in the current study were widely used and found valid and reliable
when used in similar populations, due to the way we set up our data collection system, we
are unable to report the internal consistency for measures used in the current sample. We
have since redesigned our data collection system to ensure we can do so in the future. Lastly,
although children in both groups significantly improved in terms of disruptive behavior,
caregivers in both groups had difficulty meeting full CDI graduation criteria (PCIT+NH
group = 50% met criteria, Standard-PCIT group = 53% met criteria) and PDI graduation
criteria (PCIT+NH group = 52%, Standard-PCIT group = 29% met criteria). While it is
possible that an 18-week PCIT+NH model may not be enough time for some caregivers to
fully acquire the PCIT skills, it is also possible that without a time-limited model caregivers
may have experienced delayed transition to the PDI phase and extended length of treatment
due to skills being less culturally familiar or acceptable (McCabe & Yeh, 2009; Ramos et
al., 2018), placing them at a higher risk for terminating treatment early. It will be important
for future work should examine impacts of Natural Helpers on skill acquisition over longer
periods of time.

Though this pilot trial had these limitations, this trial is a critical first step as calls to
incorporate CHWs within children’s mental health services increase, but research on their
impact on engagement and clinical outcomes remain limited (Author). The PCIT+NH model
demonstrated one innovative way to integrate CHWSs within an evidence-based practice for
young children and their families. For evidence-based practices, such as PCIT, to fulfill

their public health potential it is critical that more families, especially from systemically
marginalized groups, be able to access and engage in services. Findings from this trial

help identify future directions to enhance equity in access and outcomes. Importantly, it

is critical to identify strategies to make sure CHW models, such as PCIT+NH, can be
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implemented and sustained within community settings. One especially important area to
investigate is how these models can be financed in settings that require insurance coverage,
as CHW services are rarely reimbursable (Author). First, it may be important to establish
the cost-benefit of incorporating CHWS into services, as these data can inform the types

of financing strategies that can be used to implement and sustain services (Dopp et al.,
2021). Additionally, a larger sample could be especially valuable to understand whether the
integration of natural helpers/CHWSs differentially impacts BIPOC families from different
cultural backgrounds. For example, one CHW model found that Spanish-speaking Latino
families were most likely to benefit from navigational services (Feinberg et al., 2021).

In sum, CHWs and natural helpers are a critical workforce to help make evidence-based
services culturally acceptable and accessible for BIPOC families. Preliminary positive
findings from this trial support the need for further research and policy support to understand
how to best partner with CHWs to enhance equity in access to and the quality of mental
health services. Specifically, we believe findings from this trial and our prior work offer
many recommendations that can make the field more anti-racist, inclusive, and equitable. We
will offer two such recommendations here.

First, we would recommend that every provider that has the funding capacity to do so
consider piloting the use of natural helpers from BIPOC communities to increase access

to behavioral health interventions. By partnering with local community organizations to
integrate natural helpers into our treatment protocol, we reached a sample wherein 45%

of families identified as a race other than white (compared to 30% of our usual clinic
population) 49% reported an education level lower than a bachelor’s degree (compared

to 28% of our usual clinic population), and 37% reported an income less than $20,000
(compared to 16% of our usual clinic population; Author et al., 2022). Natural helpers

also reduced the treatment completion gap between families in our typical clinic population
(who usually complete PCIT 68% of the time), and families from the three embedded PCIT
clinics (who usually complete PCIT 43% of the time). Simply put, natural helpers have been
our most powerful allies in our fight to break structural barriers to treatment access in our
community and have served a as vital bridge in our mission to center community voices as
we attempt to respond to community needs.

Second, many questions abound about the role natural helpers should play in the provision
of behavioral health services (Author). We think our findings recommend one such answer:
natural helpers can be integrated into treatment itself by regularly visiting families in
treatment to help them practice skills they are learning in treatment and problem solve.
Our findings in this and other studies (e.g., Author et al., 2022) demonstrate that allowing
natural helpers to play this role enhances treatment effectiveness. Natural helpers on our
clinical team improve the mental health of the children they are serving in treatment (as
evidenced by our externalizing behavior findings). In conclusion, though our preliminary
findings certainly need to be replicated, we believe use of natural helpers represent a

rare strategy that simultaneously breaks down structural barriers to treatment access and
enhances treatment effectiveness with culturally responsive, person-centered care (McCabe
et al., 2020). Therefore, we believe advocating for greater use and study of natural helper
models in our field will make it more anti-racist, inclusive, and equitable.
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Note. PCIT+NH = parent—child interaction therapy plus natural helper.
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Children PCIT+NH (n =51 families)  Standard-PCIT (n = 30 families) tor c2 p
%or M Nor SD %or M Nor SD
Age (In Years) 4.50 1.53 4.99 1.72 1.35 18
Sex (% Male) 66.67% 34 80.00% 24 1.65 20
Race N/A .87
American Indian or Alaskan 1.96% 1 0.00% 0 - -
Black 17.65% 9 26.67% 8 - -
Pacific Islander 1.96% 1 0.00% 0 - -
White 56.86% 29 46.67% 14 - -
Other 9.80% 5 10.00% 3 - -
Multiracial 11.76% 6 16.67% 5 - -
Ethnicity — Hispanic/Latino/a/x Origin 76.47% 39 56.67% 17 N/A .08
Child Born in USA (% Yes)? 83.33% 35 85.19% 23 N/A .26
Child Proficient in English (% Yes)? 68.63% 35 83.33% 25 2.13 14
Child Has Health Insurance (% Yes)? 94.12% 51 96.67% 29 N/A 1.0
Autism Spectrum Disorder Dx (% Yes) 9.80% 5 13.33% 4 N/A  0.87
Child DCF Report on File? 15.69% 8 10.00% 3 N/A 074
Caregivers
Age (In Years) 35.84 6.34 34.49 6.10 -094 .35
Sex (% Female) 100.00% 51 90.00% 27 N/A .05
Race N/A .05
American Indian or Alaskan 0.00% 0 3.33% 1 - -
Black 15.69% 8 33.33% 10 - -
Pacific Islander 1.96% 1 0.00% 0 - --
White 66.67% 34 36.67% 11 - -
Other 7.84% 4 10.00% 3 - -
Multiracial 7.84% 4 16.67% 5 - -
Ethnicity — Hispanic/Latino/a/x Origin 78.43% 40 53.33% 16 5.58 .02
Highest Level of Education -047 64
High School/GED or Less 19.61% 10 20.00% 6 - -
Some College/Associate Degree 29.42% 15 40.00% 12 - -
Bachelor’s Degree 35.29% 18 26.67% 8 - -
Graduate Degree 15.69% 8 13.33% 4 -- --
CG Proficient in English (% Yes)? 68.63% 35 90.00% 27 N/A .03
Household Income N/A .96
Less than $20,000 36.84% 7 28.57% 2
$20,000-$34,000 31.58% 6 28.57% 2
$35,000-$49,999 10.53% 2 14.29% 1
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Children PCIT+NH (n =51 families)  Standard-PCIT (n = 30 families) tor c? p
% or M N or SD % or M Nor SD

$50,000-$74,999 15.79% 3 14.29% 1

$75,000-$99,999 0.00% 0 0.00% 0

Over $100,000 5.26% 1 14.29% 1
CG Marital Status (% Married or Domestic Partnership) 62.16% 23 68.00% 17 N/A  0.18
# of Children in CG Care with Disability 0.75 0.56 0.80 0.48 0.45 .66
# of Children Living in Home 1.85 0.83 1.70 1.06 -0.70 .49
# of Adults Living in Home 2.09 0.78 217 1.09 038 071

Note. PCIT+NH = parent-child interaction therapy plus natural helper; Dx = diagnosis; CG = caregiver. For “Child Born in the USA,” “Household
Income,” and “Marital Status” the percentages are reported out of the total number or caregivers who reported on those measures; some caregivers
in both groups refused to answer those questions. For variables with some response options that have less than 5 responses, Fisher’s Exact t-test
results are reported, which include a probability but not a test statistic.
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Path Analysis Examining Effects of PCIT+NH on Engagement & Retention Outcomes

Table 2

Effects Post-Treatment
B or OddsRatio SE p  Unique R? Explained

Alliance with Therapist IE 1.42 166 .39 .02
TAI Total Score IE 0.52 111 .64 .01
CDI HW Completion % IE 5.21 515 .31 .01
CDlI in PDI HW Completion % IE 3.80 6.42 55 .01
PDI HW Completion % IE 8.33 762 .27 .03
Total Weeks in PCIT IE 0.57 185 .76 .00
# of CDI Sessions IE 0.44 042 .30 .01
# of PDI Sessions IE 0.60 0.82 .46 .01
# of PCIT Sessions IE 1.04 113 .36 .01
Completed CDI IE 2.24 1.09 .26 .04
Completed PCIT IE 1.72 0.80 .37 .02

Page 26

Note. “Intervention Effect” is effect of PCIT+NH (scored as a “1”) compared to Standard-PCIT (scored as a “0”). Bolded parameters significant

at p<.05. IE = Intervention Effect; PCIT = parent-child interaction therapy; NH = natural helper, CDI = child-directed interaction; PDI =

parent-directed interaction; TAI = therapy attitude inventory, HW = homework
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Path Analysis Examining Effects of PCIT+NH on Child & Caregiver Outcomes

Table 3

Effects Post-Treatment
B SE p Unique R? Explained
BASC Externalizing T-Score IE -555 2.86 .05 .07
Baseline Level 0.45 011 <01 31
BASC Internalizing T-Score IE -1.80 2.26 43 .01
Baseline Level 050 008 <01 .52
BASC Adaptive T-Score IE 0.89 241 71 .00
Baseline Level 0.92 013 <01 .61
ECBI Problem Raw Score IE 214 264 42 .03
Baseline Level 0.45 0.20 .02 12
ECBI Intensity Raw Score IE -140 1029 .89 .00
Baseline Level 067 016 <01 .28
Child Compliance Rate IE 2215 1114 .05 .06
Baseline Level 0.38 013 <01 .18
Caregiver Positive Parenting Practices IE~ -0.71  3.60 .84 .00
Baseline Level -0.05 0.62 .93 .00
Caregiver Negative Parenting Practices IE ~ 2.23 2.01 27 .04
Baseline Level 025 007 <01 .23
Caregiver Effective Command Rate IE 10.61 11.08 .34 .02
Baseline Level 0.16 0.33 .63 .01
Caregiver Correct Follow-Through Rate 18.18 1167 .12 .05
Baseline Level N/A N/A  N/A N/A
PSI Total Stress Score IE -350 6.94 .61 .00
Baseline Level 064 015 <01 .28
PSI Parental Distress Score I1E -6.21  6.06 31 .01
Baseline Level 0.80 011 <01 .53
PSI Parent-Child Dysfunctional IE -441 6.63 .51 .00
Baseline Level 0.51 012 <01 31
PSI Difficult Child Score IE 1.85 7.81 .81 .01
Baseline Level 079 021 <01 .27
Family Conflict Score IE -0.15 0.22 .50 .00
Baseline Level 0.45 014 <01 .25
Family Cohesion Score IE 014  0.17 42 .01
Baseline Level 0.27 010 <01 18

Page 27

Note. “Intervention Effect” is effect of PCIT+NH (scored as a “1”) compared to Standard-PCIT (scored as a “0”). Bolded parameters significant
at p<.05. IE = Intervention Effect; BASC = behavioral assessment system for children; ECBI = eyberg child behavior inventory; PSI = parenting
stress index; CDI = child-directed interaction; “positive parenting practices” total = labeled praise + behavior descriptions + reflections. “negative
parenting practices” total = questions + command + negative talk. N/A = not applicable. “N/A” provided as value in “Caregiver Correct Follow
Through Rate” model because all caregivers scored a 0% on baseline correct follow-through rate, and the consequent lack of variability made the

model inestimable with this baseline follow-through rate included in the model. Therefore, it was excluded from the model.
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