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Objective: Sexual behaviour is one of the most important developmental experiences 
in adolescence and may lead to longterm consequences. This study aimed to compare the 
effectiveness of cognitive-behavioural therapy (CBT), parent-child interaction therapy (PCIT), 
and their combination on depression, family functioning, and parenting stress in adolescents 
with problematic sexual behaviours (PSBs).

Methods: The sample consisted of 35 female students (10-13 years old) with PSBs from 
schools in Guilan Province, Iran, during the 2023-2024 academic year. They were identified by 
purposive sampling and based on the Sexual Behaviour Checklist and a clinical interview and 
were randomly assigned (using a table of random numbers) to three experimental groups (two 
groups with 12 participants and one group with 11 participants). To measure the variables, Maria 
Kovacs children’s depression questionnaire, family functioning questionnaire, and parenting 
stress scale were used. after completing the questionnaires, the treatment sessions began. The 
pre-test, post-test design with three test groups was used, and data analysis was conducted using 
analysis of covariance (ANCOVA) with SPSS software, version 27.

Results: A statistically significant difference was observed among the experimental groups 
for depression (F=4.83, df=2, P=0.01, observed power [OP]=0.78) and family functioning 
(F=18.14, df=2, P=0.001, OP=1.00). However, no significant difference was observed among 
experimental groups for parenting stress (F=2.76, df=2, P=0.08).

Conclusion: According to the results, CBT-PCIT is more effective than CBT in reducing 
depression, and PCIT and CBT-PCIT are more effective than CBT for improving family 
functioning.

A B S T R A C TArticle info:
Received: 03 Sep 2025
Accepted: 13 Dec 2025
Available Online: 01 Apr 2026

Keywords:

Parent-child interaction therapy 
(PCIT), Cognitive-behavioural 
therapy (CBT), Depression, 
Family function, Parenting 
stress, Problematic sexual 
behaviour (PSBs)

Research Paper
Comparing the Effectiveness of Parent-child Interaction
Therapy, Cognitive-behavioural Therapy, and Their 
Combination in Adolescents With Problematic Sexual 
Behaviours

Citation Mehrvarz F, Abolghasemi A, Khosrojavid M, Hosseinkhanzadeh AA. (2026). Comparing the Effectiveness of Parent-
child Interaction Therapy, Cognitive-behavioural Therapy, and Their Combination in Adolescents With Problematic Sexual 
Behaviours. Journal of Practice in Clinical Psychology, 14(2), 151-166. https://doi.org/10.32598/jpcp.14.2.1028.3

  https://doi.org/10.32598/jpcp.14.2.1028.3

Use your device to scan 
and read the article online

Copyright © 2026 The Author(s); 
This is an open access article distributed under the terms of the Creative Commons Attribution License (CC-By-NC: https://creativecommons.org/licenses/by-nc/4.0/legalcode.en), 
which permits use, distribution, and reproduction in any medium, provided the original work is properly cited and is not used for commercial purposes.

http://jpcp.uswr.ac.ir/index.php?&slct_pg_id=10&sid=1&slc_lang=en
https://www.orcid.org/0000-0002-2718-4183
https://orcid.org/0000-0002-7378-9730
https://www.orcid.org/0000-0002-4079-9094
https://www.orcid.org/0000-0003-4060-0011
https://jpcp.uswr.ac.ir/
https://doi.org/10.32598/jpcp.14.2.1028.3
http://jpcp.uswr.ac.ir/page/72/Open-Access-Policy
https://crossmark.crossref.org/dialog/?doi=10.32598/jpcp.14.2.1028.3
https://creativecommons.org/licenses/by-nc/4.0/legalcode.en
https://creativecommons.org/licenses/by-nc/4.0/legalcode.en


152

April 2026, Volume 14, Number 2

Introduction

olescence is widely acknowledged as 
a critical phase marked by significant 
changes in physical, cognitive, and socio-
emotional domains, the effects of which 
often extend into adulthood (Cheng et 

al., 2024). One of the crucial aspects of growth in adoles-
cence is sexual growth (Hackett et al., 2013). Problematic 
sexual behaviour (PSB) consists of a sexual part of the body 
(genitals, breasts) includes, interference with a person’s 
growth, using coercion, intimidation, or force, physical 
injuries, continuing and addictive behaviours, and sexual 
activity (Mori et al., 2023; Pistre et al., 2023; Hacket et al., 
2013). According to Davis et al. (2003), the development 
of PSBs can be influenced by four categories of factors in 
individuals: child and adolescent vulnerabilities, including 
developmental problems; family adversities, such as lack of 
guidance and supervision, stress, parental depression, and 
substance use; sexual modelling; and coercive modelling. A 
developmental period of the greatest risk for PSBs exposure 
is late childhood and early adolescence (ages 10–14) (Fin-
kelhor et al., 2009; Pistre et al., 2023). Overall, almost 47% 
of adolescents worldwide have experienced sexual behav-
iours, and 6% of them experienced the first sex before age 
13 (Delago et al., 2020). In Iran, the prevalence of sexual re-
lationships among teenage boys and girls has been reported 
to range from 12.8% to 20%(Alimoradi et al., 2017).

One of these adolescent vulnerabilities for PSB can be de-
pression. According to Aaron Beck’s theory (1976), which 
is also applicable to children and adolescents (Beck & Al-
ford, 2009), depression results from automatic negative 

thoughts, dysfunctional schemas, and cognitive distortions, 
including a negative outlook toward oneself, the world, and 
what lies ahead. Studies have shown that adolescent sexual 
experiences and behaviours are associated with depres-
sion (Boyd et al., 2022), and this relationship is stronger 
in younger adolescents (Savioja et al., 2015). Sexual be-
haviours are a breakthrough attempt to regulate emotions, 
and depression among PSBs means overcoming negative 
emotions (Craparo, 2014), and is related to the way parents 
respond to these emotions (Whalen, 2020).

As mentioned, besides adolescent vulnerabilities, family 
adversities have a major role in children’s problems. The 
McMaster model considers six aspects of family function-
ing: Problem solving, communication, roles, emotional re-
sponse, emotional involvement, behaviour control (Epstein, 
1993). Studies have shown that the functioning of the fam-
ily directly and indirectly predicts the behavioural problems 
of children (Song et al.,2023; Du et al., 2020, Abbass ghor-
bani & Naghdi, 2020; Mirzaaghasi et al., 2019; Wang et al., 
2021), and parental depression plays a moderate role (Du 
et al., 2020). Another crucial family adversity is parental 
stress. According to Abidin’s (2016) model, there are three 
areas for parental stress: parent, child, and parent-child re-
lationship (Deckard, 2020). The results of the studies show 
parents’ stress is a positive predictor of children’s behav-
ioural problems (Thériault et al., 2025; Cook et al., 2024; 
Khoshkerdar et al., 2020) and parental depression plays a 
moderate role in the relation of family  functioning and be-
havioural problems of children (Du et al., 2020). Addition-
ally, parenting stress is a barrier for families who receive 
intervention for PSBs (Shields et al., 2018)

Highlights 

● Sexual behaviour during adolescence can lead to longterm consequences. 

● CBT-PCIT is more effective than CBT in reducing depression in adolescents with PSBs.

● PCIT and CBT-PCIT are more effective than CBT for improving family functioning in adolescents with PSBs.

● The experimental groups did not differ significantly in the parental stress in adolescents with PSBs.

Plain Language Summary 

This study examines programs called “parent-child interaction therapy (PCIT)”, “cognitive-behavioural therapy 
(CBT)” and “a combination of both,” designed for adolescents with problematic sexual behaviours (PSBs). The 
programs included parent-child relationship and cognitive and behavioural rules practices to support families. 
Adolescents who joined the program showed reductions in depression and improvements in family functioning. These 
results suggest that such programs can help adolescents with PSBs.
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Adolescents with PSBs achieve the desired result by 
treatments (Grady et al., 2023), such as PCIT and CBT 
(Shawler, et al. 2018, Jenkins et al., 2020). PCIT, which 
addresses behavioural issues by focusing on both adoles-
cents and their caregivers (Bonner et al., 2017), pursues 
goals, such as strengthening parent-child relationships, 
while decreasing behavioural issues; parental skills, in-
cluding positive discipline, reducing parental stress and 
shame (O’Toole et al., 2021; Warren et al., 2022; Hash-
emi & Eyni ,2020) and depression (Fatemi et al., 2022; 
Wessing et al., 2015), improving family functioning 
(Sharifi & Sepehvand ,2023). Additionally, parents’ par-
enting styles are related to family functioning (Abbass 
ghorbani & Naghdi, 2020) and parent-child relationships 
marked by minimal conflict strengthen the connection 
between mindful parenting and maternal depression (He 
et al.,2025). CBT treatment is a family-based, psycho-
logical and supportive group treatment consisting of 
behavioural and cognitive discipline (Silovsky et al., 
2018), has strong empirical evidence to reduce internal 
and external behaviour problems (Hacket et al., 2013; 
Jenkins et al., 2020; Silovsky et al., 2018) characteristic 
clinical features of depression (Lisoy et al., 2024; Mur-
ray et al., 2015; Samavatyan et al., 2021) and decrease in 
parental stress (Gusler et al., 2023).

According to the background of the research, PSBs 
can be an obstacle to the normal transformation of late 
childhood and early adolescence (ages 10–13) and can 
damage them or their families; and according to the high 
prevalence and early onset, the researchers believe this 
study can contribute to early identification and interven-
tion of PSBs. Moreover, to date, most research have only 
reviewed proposed therapies for PSB and the effective-
ness of them or their combinations—even internation-
ally—has been examined in only a few studies, which 
primarily focused on PSBs itself, rather than its under-
lying factors. Also, personal vulnerabilities and family 
adversities, which are identified in this study, have not 
been examined in other studies yet. To address this gap, 
the aim of the present study is to compare 

Materials and Methods

This study is a quasi-experimental study with a pre-
test-post-test design with three experimental groups and 
without a control group. The statistical population of the 
present study consisted of all primary school students 
with PSBs in Guilan Province, Iran, during the 2023-
2024 academic year. The sample of the study included 
35 female primary school students aged 10-13 years 
with PSBs, who were identified through purposive sam-
pling based on the cut-off point in the PSBs Question-

naire and through semi-structured clinical interviews 
based on the diagnostic and statistical manual of mental 
disorders, fifth edition (DSM-5) (McKibbin et al., 2017). 
To comply with ethical guidelines, the present study was 
conducted exclusively with female participants. Con-
sidering the presence of three experimental groups and 
two time points (pre-test and post-test), the sample size 
and assignment of participants to each group were de-
termined using Cohen’s sample-size tables based on the 
F-ratio (Cohen, 1988). The degrees of freedom for the 
table were calculated using the Equation 1:

1. Degrees of freedom (u)=(r−1)×(c−1)=(3−1)×(2−1)=2

The minimum sample size for degrees of freedom equal 
to 2, considering a confidence level of 95%, test power 
of 80%, and an effect size of 0.50, was determined to 
be 10 participants per group. In this study, accounting 
for possible attrition of participants, 12 individuals were 
selected for two groups and 11 individuals for one group, 
and were randomly assigned to the groups. Randomiza-
tion was performed using a table of random numbers to 
ensure unbiased and fully random allocation of partici-
pants to the study groups.

Top of Figure 1, the inclusion criteria included age (10 
to 13 years), gender (female), tendency to participate and 
collaborate in the research. The exclusion criteria includ-
ed physical and psychological diseases (direct question), 
consumption of psychiatric drugs (direct question), re-
ceiving other psychological therapies (direct question), 
and more than two absences from therapy sessions, and 
a very high score in the PSB questionnaire.

Study instruments

Clinical Interview: Semi-structured interviews of six 
provided treatments (McKibbin et al., 2017) and the 
clinical interview based on the DSM-5 were used.

Child and Adolescent Sexual Behaviour Checklist: 
The Child and Adolescent Sexual Behaviour Checklist 
(Friedrich, 1998) for children aged 2-12 years includes 
37 items and 9 main content areas: boundary issues, gen-
der role behaviour, sexual interest, sexual knowledge, 
nudism, self-stimulation, sexual influence, behavioural 
attitude, and sexual anxiety, rated on a 5-level Likert 
scale. The main caregiver ranked the behaviours they 
observed during the past six months on a four-point scale 
from 0 (never) to 4 (at least once a week). Cronbach’s 
α on the normal sexual behaviour scale in children was 
equal to 0.77, and Cronbach’s α for each component was 
between 0.75 and 0.78 (Kareshki et al., 2019). The Cron-
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bach’s α of this scale in this research was 0.77. In this 
study, it was also administered to participants aged 13, 
given the minimal developmental differences at this age.

Maria Kovacs children’s depression questionnaire: The 
Child Depression Questionnaire is a self-reported scale 
designed by Kovacs (1992) for children and adoles-
cents aged 7-17 years and includes 27 items and 3 main 
content areas: behavioural, cognitive, and emotional 
symptoms of depression, based on the Likert scale from 
0 to 2 (for A to C). The reliability coefficients for the 
two inventories—the Maria Kovacs and Beck question-
naires—were reported as 0.789 and 0.526, respectively. 
Furthermore, when comparing the Maria Kovacs inven-
tory to the Beck inventory (used as the criterion test), 
it was found that a non-depression score range of 0–8 
on the Kovacs inventory corresponded to a sensitivity of 
97.2%, specificity of 46.1%, and positive and negative 
predictive values of 85.7% (Mirzaie et al., 2019). The 
Cronbach’s α of this scale in this research was 0.78.

Family functioning questionnaire: The family func-
tioning questionnaire was designed by Epstein et al 
(1983) based on McMaster’s pattern, and includes 60 
items and 7 main content areas: problem solving, com-
munication, roles, emotional companionship, emotional 
intercourse, behaviour control of family functioning, and 
overall function of the family, which are rated on a 4-lev-
el Likert ranging from 1 to 4 “strongly agree,” “agree», 
“disagree,” and “strongly disagree”. A high score means 
unhealthy functioning. This tool has a good internal con-
sistency from 0.72 to 0.92 with its subscales from 0.72 
to 0.92. Cronbach’s α was calculated for 60 items and 
7 subscales as 0.83 and 0.82, respectively. Its total reli-
ability was 0.79 (Eimani & Shiralinia, 2015). The Cron-
bach’s α of this scale in this research was 0.72.

Parenting stress scale: The parenting stress scale was 
designed by Berry and Jones (1995) and includes 18 
items that are rated on a 5-level Likert scale from 1 to 5, 
“completely agree,” “agree”, “no opinion “,”disagree,” 
and “completely disagree”. The items relate to the posi-
tive aspects of parental tasks, as well as their negative 
aspects. Berry and Jones have examined the reliability 
of the tool in the test-re-test method and reported this 
scale to be 80%. In a preliminary study conducted to as-
sess the validity of the scale translated into Persian, the 
test-re-test reliability was reported as 0.78 (Paghandeh, 
2019). Additionally, the reliability of the instrument was 
reported by Mohtashami et al. (2012) using Cronbach’s 
α, yielding a value of 0.73. The Cronbach’s α of this 
scale in this research was 0.71.

Parent-child interaction therapy (PCIT) for Problemat-
ic sexual behaviours (PSBs): The PCIT is a family-based 
approach designed to address behavioural issues, focus-
ing on two key skill categories: Child-related skills and 
caregiver-related skills. In this therapy, mothers can ef-
fectively take on the role of a therapist for their children 
(Bonner et al., 2017). The PCIT treatment specifically 
designed for PSBs was introduced by Allen et al. (2016).  
For the purposes of this research, PCIT was implement-
ed by rigorously applying the principles and techniques 
of this therapy over 18 weekly 1-hour sessions, lasting 4 
to 5 months, and exactly based on the treatment protocol. 
During these sessions, two general types of interactions 
(child-directed interaction [CDI] and parent-directed 
interaction [PDI]) were developed within families. The 
treatment included clinical assessment and treatment 
planning along with psychoeducation for 2 sessions, 
CDI training for 5 sessions, PDI training for 7 sessions, 
and completion of the treatment plan over 4 sessions 
(Appendix 1).

Cognitive-behavioural therapy (CBT) for PSBs: The 
CBT for PSBs is a family-based, psychoeducational, and 
supportive group therapy aimed at reducing or eliminat-
ing incidents of such behaviours. The CBT treatment 
specifically designed for PSBs was introduced by Si-
lovsky et al. (2013). Like PCIT, this approach was also 
implemented over 18 weekly 1-hour sessions, taking 
place over 4 to 5 months. The key clinical components 
for the child and caregiver include rules regarding sexual 
behaviour and boundaries, abuse prevention skills and 
safety planning, emotional regulation and coping skills, 
impulse control and problem-solving skills for children, 
developmentally appropriate sexual education, social 
skills and peer relationships, and acknowledgment of 
sexual behaviour, apology, and restitution. Additional 
key clinical components for caregivers include behav-
ioural parent training for the prevention of and response 
to PSB and other behavioural issues; promoting the 
child’s overall development with an emphasis on psy-
chological and emotional changes; correcting miscon-
ceptions about PSB and their consequences for the child; 
communicating effectively with children about sexual 
behaviour and development; and supporting children’s 
use of coping and decision-making skills (Silovsky et al., 
2018) (Appendix 2).

Combination of Parent-Child Interaction and (CBT): 
This research utilized a combined approach based on 
common factors, emphasizing the shared elements of the 
two therapies over their unique components, thus lead-
ing to more effective treatment outcomes (Norcross & 
Goldfried, 2005). The combined therapy integrated key 
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aspects of both PCIT and CBT, including clinical assess-
ment, treatment planning, and introduction to treatment 
over 2 sessions, psychoeducation over 4 sessions, CDI 
training over 4 sessions, and PDI training along with 
sexual knowledge over 4 sessions. Additionally, the 
stage of sexual education, understanding, and prevention 
of sexual abuse was conducted over 2 sessions, followed 
by completion of the treatment plan over 2 sessions. The 
formal validity of the treatment package was evaluated 
and confirmed by supervisors and advisors based on cri-
teria, such as alignment of components with treatment 
goals, comprehensiveness, and content coherence. The 
evaluation indicated that the selected components from 
the two therapeutic approaches have conceptual overlap 
and are complementary, making their integration scien-
tifically and practically justified.

Furthermore, the integrated treatment package was pi-
lot-tested with five previous clients of the center. Based 
on their feedback, the content of the intervention was 
considered satisfactory in terms of coherence, clarity of 
concepts, and alignment with treatment needs, and mi-
nor adjustments were made to the delivery of the ses-
sions. This combined approach was carried out over 18 
weekly sessions, spanning 4-5 months.

Participants and procedure

This study was conducted after obtaining the necessary 
approvals from the Faculty of Literature and Humanities 
at the University of Guilan. The researcher subsequently 
approached the Counseling Center of District 1, Rasht 
City, Iran, and, with the support of academic supervisors, 
obtained permission to conduct the study. Parents of fe-
male elementary school students were informed about 
the study through school principals and counselors, us-
ing both in-person meetings and virtual communication 
via the Shad platform. They were invited to participate 
if they were interested in receiving training related to 
their children’s sexual development. To enhance parental 
engagement, the researcher emphasized the high preva-
lence of problematic sexual behaviors, the importance of 
early adolescence education in preventing future sexual 
disorders, the ethical and cultural considerations of the 
study, and the confidentiality of participants’ informa-
tion. Parents were also instructed to attend the initial as-
sessment and interviews without their children to ensure 
ethical standards.

A total of 63 interested parents visited the counseling 
center and voluntarily completed the Problematic Sexual 
Behavior Questionnaire regarding their child. Subse-
quently, the researcher conducted semi-structured clini-

cal interviews with the parents based on the DSM-5 cri-
teria (McKibbin et al., 2017). Based on the questionnaire 
and interview results, 38 students who scored above 20 
on the problematic sexual behavior questionnaire and 
exhibited early-stage problematic sexual behaviors (e.g. 
touching, voyeurism, weak boundaries, and interest in 
the opposite sex) were identified.

After applying inclusion and exclusion criteria, 35 stu-
dents meeting all criteria were selected as adolescents 
with problematic sexual behaviors. Their parents were 
invited to participate in the interventions, and the adoles-
cents were randomly assigned to three treatment groups 
using a random number table. After completing the 
questionnaires related to the study variables, treatment 
sessions were implemented. During treatment, five indi-
viduals were excluded from the research due to absence 
of more than two sessions.

In this study, 18 PSB-CBT and PCIT treatment ses-
sions were held within 4-5 months. These sessions were 
conducted by the researcher and at the Centre of Psycho-
logical Services and included individual and combined 
sessions of children and parents. To minimize interaction 
between the groups, separate time slots were allocated 
for each group’s attendance at the center. Participants 
were instructed not to disclose or discuss the type of 
treatment they were receiving with others. Although all 
sessions were delivered by a single therapist, the use of a 
detailed standardized treatment manual helped minimize 
therapist-related biases. To maintain participants’ moti-
vation and minimize dropouts, a respectful and support-
ive relationship was established between the researcher 
and participants. Session schedules were adjusted based 
on participants’ availability, with reminders sent one day 
prior via the Shad messaging platform. Missed sessions 
were supplemented with audio summaries sent to par-
ents and children, and key concepts from previous ses-
sions were briefly reviewed at the start of each session. 
Finally, after completing complete treatment sessions, 
the post-test was administered, and data were analysed 
using SPSS software, version 27.

Results 

In the descriptive statistics section, results obtained 
from the one-way analysis of variance (ANOVA) indi-
cated no significant difference in the mean age of stu-
dents (P>0.05, F=0.7) and no significant difference in 
the mean age of mothers across the experimental groups 
(P>0.05, F=1.11). Also, the results of the chi-square 
test showed no significant difference in the frequency 
of participants across the experimental groups in birth 
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order (P>0.05, χ²(3)=0.95), mothers’ education (P>0.05, 
χ²(3)=2.40), and family economic status (P>0.05, 
χ²(3)=1.25). Table 1 presents the means and standard de-
viations of the research variables in the test groups and 
in the pre-test and post-test. To check the normality of 
the variables, the Shapiro-Wilk test was employed, and 
the results revealed that the assumption of normality of 
all the variables in the pre-test and post-test was met and 
the distribution of all the variables was normal (P>0.05). 

To examine the assumption of homogeneity of regres-
sion slopes for the pre-test and post-test scores across 
experimental groups, an F-test was conducted. The re-
sults of this test for depression variable were (F=0.83, 
P=0.49) and family function were (F=0.53, P=0.49). 
Neither variable was significant (P>0.05). The results in-
dicated no significant interaction between the treatments 

and the pre-test scores, suggesting that the assumption 
of homogeneity of regression slopes was met and that 
performing analysis of covariance (ANCOVA) was 
appropriate. However, for the parental stress variable 
(F=66.61, P=0.001), the results showed a significant in-
teraction between the treatments and the pre-test scores 
(P<0.05), indicating that the assumption of homogeneity 
of regression slopes was violated. Therefore, we must 
use the one-way ANOVA instead. To determine the ho-
mogeneity of the test groups in the post-test, Levene’s 
test was used to compare group variances. The results for 
the depression variable were (F=3.325, df=2, P=0.05) 
and for the family functioning variable were (F=1.337, 
df=2, P=0.28). Both variables were not significant 
(P>0.05). It can be said that the variances are equal in 
experimental groups; therefore, further analysis of this 
variable was not performed. 
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The results of ANCOVA have been reported to de-
termine post-test differences between the test groups, 
by controlling the pre-test effect, as presented in Table 
2. Results for depression were (F=4.83, df=2, P=0.01, 
observed power [OP]=0.78). This table shows a sig-
nificant difference between the experimental groups for 
the depression variable (P≤0.05). The eta squared (η²) 
indicates that 27% of the variance in depression can be 
explained by the experimental conditions. In addition, 
the results for family functioning were (F=18.14, df=2, 
P=0.00, OP=1.00). This table shows a significant dif-
ference between the experimental groups in the family 
functioning variable (P≤0.05). The eta squared (η²) indi-
cates that 58% of the variance in family functioning can 
be explained by the experimental conditions.

To examine which experimental groups showed dif-
ferences in depression scores, a Bonferroni test with a 
95% confidence interval was conducted. The results in-

dicate that a significant difference was found in depres-
sion scores only between the CBT group and the PCIT-
CBT group (P≤0.05). The comparison between the CBT 
and PCIT groups revealed no significant difference, nor 
was a significant difference found between the PCIT 
and CBT-PCIT groups (P>0.05). According to the mean 
scores of the experimental groups in Figure 2, the de-
pression score of the CBT group is 10.05, the score of 
PCIT group is 8.55, and the score of CBT-PCIT group is 
7.29. The depression scores of participants in the CBT-
PCIT group are lower than those of participants in the 
CBT group. Based on this finding, it can be inferred that 
the combined therapy is more effective than CBT in re-
ducing depression. 

To examine which experimental groups showed dif-
ferences in family functioning scores, a Bonferroni test 
with a 95% confidence interval was conducted, and the 
results indicated that a significant difference is observed 

Table 1. Statistic findings of studied groups

Variables Test Group Mean std S-W Statistic P

Depression

Pre-test

CBT 13.40 5.54 0.94 0.55

PCIT 11.30 4.46 0.98 0.92

CBT-PCIT 13.10 3.98 0.94 0.59

Post-test

CBT 10.70 5.05 0.90 0.24

PCIT 7.50 3.80 0.90 0.24

CBT-PCIT 7.70 4.03 0.86 0.07

Family function

Pre-test

CBT 102.20 14.35 0.88 0.12

PCIT 99.50 11.88 0.95 0.76

CBT-PCIT 97.30 11.82 0.92 0.38

Post-test

CBT 98.30 14.78 0.88 0.13

PCIT 88.30 12.52 0.91 0.28

CBT-PCIT 83.50 9.73 0.84 0.05

Parent stress

Pre-test

CBT 43.00 11.12 0.98 0.90

PCIT 40.80 10.06 0.95 0.98

CBT-PCIT 40.60 8.80 0.97 0.67

Post-test

CBT 39.60 11.09 0.92 0.42

PCIT 34.50 10.43 0.90 0.26

CBT-PCIT 32.60 11.25 0.95 0.70

CBT: Cognitive-behavioural therapy; PCIT: Parent-child interaction therapy.�
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Table 3. ANCOVA

Sig  FMSdfSSSourceVariables

0.082.7626.233252.467BetweenParent 

9.50027256.500WithinStress

29308.967Total

SS: Sum of squares; MS: Mean square.�

between the CBT group and the PCIT group, as well 
as between the CBT group and the PCIT-CBT group 
(P<0.001). However, no significant difference was found 
between the PCIT and CBT-PCIT groups (P>0.05). The 
mean family functioning score shown in Figure 3 were 
as follows: 95.93 for the CBT group, 88.46 for the PCIT 
group, and 85.71 for the PCITCBT group. The results 
showed that the adjusted mean of family functioning 
scores of participants in the PCIT and CBT-PCIT groups 
were lower than those of participants in the CBT group. 
Since a lower score in family functioning indicates a 
more favourable outcome, it can be concluded that PCIT 
and CBT-PCIT are more effective than CBT in improv-
ing family functioning.

For the parental stress variable, due to the lack of as-
sumptions of the regression slope required for ANCO-
VA, we could not use ANCOVA; therefore, we used 
one-way ANOVA instead. To determine the homogene-
ity of the experimental groups, Levene’s test was used 
to compare group variances. The results for the parents’ 
stress variable were (F=0.440, df=2, P=0.65) and were 
not significant (P>0.05), indicating that the variance of 
this variable was equal in experimental groups; there-
fore, further analysis of this variable was not performed. 

In Table 3, the results of the one-way ANOVA showed 
no significant differences among the experimental 
groups (F=2.76, df=2, P=0.08). The results showed no 
significant difference among experimental groups in the 
parental stress variable (P>0.05).

Discussion

This study aimed to compare the effectiveness of PCIT, 
CBT, and their combination on depression, family func-
tioning, and parenting stress among adolescents with 
PSB. The findings of the present study revealed a sig-
nificant difference between the experimental groups in 
the depression variable and 27% of the variance was ex-
plained by the experimental conditions of this research. 
Furthermore, CBT-PCIT was more effective than CBT 
in reducing depression. The results of this study were 
consistent with previous research that has shown a re-
lationship between childhood sexual behaviours and de-
pression (Savioja et al., 2015) and that PCIT and CBT 
lead to changes in depressive cognitions and a reduction 
in clinical symptoms of depression (Lisoy et al., 2024; 
Murray et al., 2015; Wessing et al., 2015; Samavatian 
et al., 2021; Fatemi et al., 2022). This convergence may 
stem from the shared emphasis on cognitive restructur-
ing, enhanced emotional regulation mechanisms, and 
parenting skills.

Table 2.  Single-variable covariance analysis ANCOVA

OP Eta2Sig   FMSdfSSTestVariables

1.000.800.00102.66404.3101404.310Pre-test

Depression 0.780.270.014.8319.015238.031Group

3.93826102.390Error

1.000.910.00255.963840.58513840.585Pre-testFamily 

1.000.580.0018.14272.2952544.590Group
Functioning

15.00426390.115Error

SS: Sum of squares; MS: mean square; OP: Observed power. �
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These findings extend prior evidence by demonstrat-
ing that combining CBT with parent–child interaction 
components can yield broader and more sustainable out-
comes, particularly in contexts where relational stressors 
play a central role in depressive symptomatology.

As mentioned earlier, depression results from auto-
matic negative thoughts, dysfunctional schemas, and 
cognitive distortions. In this study, the combined therapy 
involved teaching parent-child relationship skills, which 
included behaviour management and communication, 
reducing stigma and shame, addressing myths and mis-
conceptions, fostering hope, recognizing and expressing 
emotions, self-control skills, and emotional regulation, 
as well as family reunification. Alongside these, cogni-
tive-behavioural skills were taught, including self-con-
trol and self-soothing strategies, using behavioural tech-
niques to stop unhealthy thoughts or actions, cognitive 
restructuring, identifying erroneous beliefs, challenging 
thoughts, teaching social skills, applying self-control 
to sexual behaviour rules, enhancing self-control cues, 
creating and maintaining friendships, peer pressure man-
agement, preventing abuse, empathy, and apologizing. 
These interventions collectively contributed to the im-
provement of depression in these adolescents.

Regarding differences between these two approaches, 
CBT primarily targets intrapersonal factors of depres-
sion by modifying dysfunctional cognitions, maladap-
tive beliefs, and avoidance behaviours. Its mechanisms 
of change are largely cognitive and behavioural, aim-
ing to restructure thought patterns and promote adap-
tive actions. In contrast, PCIT focuses on interpersonal 
and emotional dimensions by enhancing the quality of 
parent-child interactions, strengthening attachment se-
curity, and improving emotion regulation through re-
sponsive and supportive relationships. The therapist 

guides parents to become emotionally attuned and be-
haviorally consistent, which creates a more nurturing 
family environment. Thus, while CBT operates mainly 
through cognitive restructuring and behavioural acti-
vation, PCIT facilitates emotional regulation and re-
lational repair through experiential learning within the 
parent–child dyad. Integrating these two approaches 
addresses both the internal cognitive processes and the 
external relational context that contribute to depressive 
symptomatology. The presence of the parent as an active 
agent of change extends the therapeutic process beyond 
the clinical setting, allowing newly acquired emotional 
and behavioural skills to be practiced and reinforced 
in daily interactions. This generalization of therapeutic 
gains may explain the greater durability and magnitude 
of symptom reduction observed in the integrated treat-
ment. Overall, by simultaneously targeting cognitive 
distortions, emotional dysregulation, and relational in-
security, the combined CBT–PCIT model provides a 
more comprehensive and ecologically valid framework 
for treating depression. This integrative approach lever-
ages complementary mechanisms of change—cognitive 
insight and emotional connection—to foster deeper and 
more sustainable therapeutic outcomes than CBT alone.

Moreover, the findings of the present study indicated a 
significant difference between the experimental groups 
in family functioning and 58% of the variance was ex-
plained by the experimental conditions of this research. 
PCIT and CBT-PCIT were more effective than CBT in 
improving family functioning. These results align with 
those reported in earlier studies showing that adoles-
cents’ behavioural problems are related to family func-
tions and behavioural  and family based education can 
improve family functioning (Song et al.,2023; Du et al., 
2020; Ghorbani & Naghdi, 2020; Mirzaaghasi et al., 
2019; Wang et al., 2021; Sharifi & Sepehvand , 2023; Si-
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lovsky, 2020). It may be explained by the fact that PCIT 
directly targets patterns of interaction, communication, 
and emotional responsiveness within the family system, 
domains that are only indirectly addressed in traditional 
CBT. Moreover, the inclusion of parents as active par-
ticipants likely facilitated the generalization of therapeu-
tic gains to the home environment. These findings ex-
tend prior evidence by demonstrating that interventions 
combining cognitive restructuring with relational and 
systemic components can yield broader improvements 
in family functioning, beyond symptom reduction alone.

We also found that the effect size for the depression 
variable was 0.27, while that for the family functioning 
variable was 0.85. This shows that the family function-
ing was affected by experimental conditions more than 
the depression variable. This can be explained by the fact 
that, first, PCIT directly targets parent–child interactions, 
which are the core components of family functioning, 
whereas subclinical depressive symptoms are internal 
and may be less responsive to interaction-focused strate-
gies. Second, observable behavioural changes can occur 
relatively quickly, while changes in mood and cognition 
often require longer periods and more intensive cogni-
tive work.

As mentioned, PCIT can lead to improvements in par-
enting skills and positive discipline, enjoyment of shared 
time, parental control over standards, direct targeting of 
dysfunctional behaviours, and family reunification in 
two stages, thereby improving family functioning. Since 
caregivers in this therapy learn a systematic approach 
to discipline and practice behavioural management 
and communication skills, they can influence family 
functioning aspects, such as problem-solving, commu-
nication, roles, emotional responsiveness, emotional 
involvement, and behaviour control. Additionally, the 
combined treatment, with its focus on emotional regu-
lation and coping skills, impulse control and problem-
solving for children, developmentally appropriate sexual 
education, social skills, peer relationships, and affirma-
tion of sexual behaviours, as well as behavioural tech-
niques to stop unhealthy thoughts or actions, cognitive 
restructuring, identifying misconceptions, apologizing, 
and compensating, alongside family components, can 
lead to the improvement of family functioning.

Additionally, the results showed no significant dif-
ference between the experimental groups in the paren-
tal stress variable. Previous studies have shown that 
parents’ stress is associated with children’s behaviour 
and parent-child relationship (He et al., 2025; Cook et 
al., 2024; Hashemi & Eyni, 2020, Khoshkardar et al., 

2020) and CBT can lead to a decrease in parental stress 
(Gusler, 2023) and PCIT is effective in reducing paren-
tal stress (Warren et al., 2022). Previous studies did not 
compare the effectiveness of these kinds of therapies on 
parent stress. Therefore, the findings from this study on 
parental stress are not consistent with previous studies. 
Several factors may explain this finding. First, parental 
stress was not necessarily severe at baseline, limiting the 
potential for measurable reductions. Second, while the 
interventions targeted child behaviour and parent–child 
interactions, they did not directly focus on stress man-
agement or coping strategies for parents. Third, changes 
in parental stress may require longer or more intensive 
interventions, as short-term programs are more likely to 
produce observable improvements in family functioning 
or child behaviour. 

The parent-child-relationship model (Abidin, 2016) 
presents three domains for parental stress: the parent, 
the child, and the parent-child relationship. Research in 
this area shows that parental stress acts as an obstacle 
for families who receive PSB services.  Since parental 
stress is influenced by multiple factors across parenting 
(such as age, education, and psychological functioning), 
the child domain (including children’s traits, such as 
health, mood, and behavioural problems), and the par-
ent–child relationship (including the quality of proxim-
ity or conflict), it is not solely dependent on parent–child 
behavioural interactions. Therefore, parental stress is not 
substantially reduced during these treatments and may 
be considered as a potential exclusion criterion for par-
ticipation.

Conclusion 

According to the results of the research, CBT-PCIT 
is more effective than CBT in reducing depression 
and PCIT and CBT-PCIT are more effective than CBT 
in improving family functioning. Furthermore, fam-
ily functioning is affected by experimental conditions 
more than depression. However, no significant differ-
ence was found between the experimental groups in 
parental stress. Therefore, adopting CBT-PCIT therapy 
to decrease depression, using PCIT or CBTPCIT to im-
prove family functioning, could be a valuable approach 
to support these adolescents. Additionally, to strengthen 
the applicability of future findings, it is recommended 
that other adolescent vulnerabilities, including develop-
mental problems and other family adversities, such as 
lack of guidance and supervision, parental depression, 
and substance use, be examined.
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Limitations and future directions 

Regarding the limitations of this study, the limited sam-
ple size and the absence of a control group reduce the 
strength of the findings. Additionally, maternal reporting 
bias and cultural factors affecting the reporting of sexual 
behaviours may influence the results, and since the treat-
ments were administered by the researcher, there is an 
increased risk of therapist-related bias. Comparing treat-
ment effectiveness between boys and girls, follow-up as-
sessments to examine the durability of treatment effects, 
systemic factors as the third category of variables, can be 
addressed in future research. Moreover, delivering these 
interventions in a complementary and multifaceted way 
within schools, including training for school staff, may 
increase their overall effectiveness.
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Appendix 1. PCIT for PSB

Session Content Goal

1 

Psychosocial assessment: family, living environment, medical history, and development.
Functional behavioural assessment; sexual maturation and conduct, including past experiences 
with sexual difficulties and abuse.
Measurement of the child’s behavioural problems, PSB (problematic sexual behaviour), trauma 
symptoms, and parental stress.
Overview of safety planning, immediate risk reduction for future PSB.

Psychosocial assessment 
and therapy planning

Parent-child interaction coding system.
Safety planning and supervision monitoring.
Clinical decision-making for treatment model.

2

Dispelling myths about PSB
Behavioural plan designed for the child to adhere to private rules, accompanied by systematic 
response training for caregivers to effectively manage future incidents.

Psycho education

A parent-child session focused on body awareness, personal boundaries, private rules, abuse 
prevention, and safety education.

3-7

Standard PCIT training sessions and CDI coaching emphasizing core values for boundaries and 
adherence to private rules; strategies for self-regulation at home, including redirection/distrac-
tion and selective attention techniques.
Mastery of parenting standards

CDI

8-14

Standard PCIT training sessions and PDI (parent-directed interaction) coaching.
Direct targeting of non-compliant behaviour.
Continued implementation of the behavioural reinforcement plan (e.g., using a behaviour chart 
to monitor adherence to private rules) is recommended to support consistent behaviour man-
agement.

PDI

15-18
Identification of feelings and expression.
Self-control and emotion regulation skills.
Family reunification 

Completion of planning

�
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Appendix 2. CBT for PSB

Session
Content

Caregiver Group
Adolescent Group

1 Sexual behaviour rules  Introduction to PSBs and responses 

2 Introducing and expressing emotions   Supervision

3 Applying emotions to sexual behaviour rules   Introducing and expressing emotions

4 Combined: Relaxation techniques   Relaxation techniques

5 Self-control strategies   Self-control strategies

6 Self-control games   Giving effective commands and emphasizing core values

7 Applying self-control to sexual behaviour rules   Behaviour management and planning

8 Combined: Developing self-control signals   Development of self-control signals

9 Making and maintaining friendships   Encouraging social interactions and peer relationships

10 Combined: Peer pressure management   Managing peer pressure

11 Abuse prevention   Sexual development and education

12 Learning sexual education   Exchange of education, values, and sexual beliefs

13 Combined: Talking about sexual education   Talking about sexual education

14 Puberty / self-control and sexual education   Abuse prevention

15 Empathy   Selective attention, choices, and consequences

16 Apology   Review of behaviour management

17 Apology   Letters of appreciation and apology to children

18 Combined: Sharing letters of appreciation and apology 
with children   Sharing letters of appreciation and apology with children

�
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Table 3. Combined CBT–PCIT Therapy for PSB

Session Content Goal

1-2

Psychosocial assessment
Measurement of behavioural problems and coding system for parent-child 
interaction
Clinical decision-making for treatment model
Rules of sexual behaviour
Introduction and expression of feelings and applying feelings to rules of 
sexual behaviour

Psychosocial assessment and therapy 
planning

3-4

Behavioural plan (reinforcement plan) for the child with private area rules 
and future incident management
Supervision
Relaxation techniques

Psycho education

5-6
Parent-child session focused on body awareness, personal boundaries, pri-
vate area rules, abuse prevention, and safety education. Self-control and 
emotion regulation strategies

7-10

Standard PCIT training sessions and CDI coaching emphasizing core values 
for boundaries and adherence to private area rules: redirection/distraction 
techniques, selective attention strategies for self-regulation at home, and 
self-control games.
Parental mastery of IH standard
Giving effective commands and core values
Learning sexual rules

CDI  and sexual rules

11-14

Standard PCIT training sessions and PDI coaching
Directly targeting noncompliant behaviour
Continuous use of behaviour reinforcement plan (i.e., behaviour chart for 
following private area rules)
Applying self-control to rules of sexual behaviour
Talking about sexual rules

PDI and sexual rules

15-16 Learning sexual education
Understanding and preventing sexual abuse  Sexual rules

17-18

Peer pressure management
Empathy
Apology
Family reunification

Completion of planning

Abbreviations: CDI, child-directed interaction; PDI, parent-directed interaction.�
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