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Abstract 

 

Promoting Positive Parenting for Families in Pediatric Primary Care: 

Program Development and a Pilot Randomized Controlled Trial 

Abby Pauline Bailin, Ph.D. 

The University of Texas at Austin, 2020 

 

Supervisor:  Sarah Kate Bearman 

 

Positive parenting practices protect children and families from a host of adverse 

outcomes, but evidence-based interventions that support these practices are often 

unavailable to families in need. The current study sought to target barriers to access and 

reach of evidence-based parenting interventions using innovative approaches. This study 

utilized an embedded experimental mixed methods design to support the development of 

an intervention informed by the preferences and feedback of end-users to enhance its 

cultural and ecological fit. The resulting preventive e-health intervention on positive 

parenting, titled Parenting A to Z (PAZ) was tested in a pilot randomized controlled trial 

(N = 60) during well-child visits in pediatric primary care. Results indicated the 

feasibility and acceptability of the intervention, its delivery format, and electronic follow 

up procedures. There were no significant differences between the PAZ condition and the 

control condition related to the growth of child disruptive behavior, parental stress, 

parental self-efficacy, knowledge of effective parenting practices, and parenting practices 

over time. However, the effect size of the intervention on parental stress (d = .11) was 
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commensurate with other evidence-based preventive interventions. These findings 

suggest the potential to attenuate parenting stress with a very brief, self-directed, 

electronic parenting intervention within the scope of a well-child visit. The current study 

outlines the feasibility, acceptability, and impact of a brief-single-session, self-

administered preventive intervention and its potential to reduce risk in a population 

unlikely to access traditional mental health services.   

 



 vii 

 

Table of Contents  

Chapter 1 ....................................................................................................................................... 1 

Introduction ................................................................................................................................. 1 

Background ............................................................................................................................................1 
Childhood stress and adversity ..................................................................................................................................1 
Stress and parenting .........................................................................................................................................................2 
Positive parenting ..............................................................................................................................................................4 

Statement of the Problem .................................................................................................................5 

Significance of the Study ....................................................................................................................6 

Chapter 2 ....................................................................................................................................... 7 

Literature Review ....................................................................................................................... 7 

Overview .................................................................................................................................................7 

Theoretical Frameworks for Parenting Interventions ..........................................................7 
Attachment theory .............................................................................................................................................................8 
Coercion theory ................................................................................................................................................................. 10 

Behavioral Parent Training .......................................................................................................... 12 
History .................................................................................................................................................................................... 13 
Evidence-based BPT interventions....................................................................................................................... 15 
Barriers to access and reach of BPT ..................................................................................................................... 19 

Public Health Approach to Parenting Interventions ........................................................... 25 
Preventive intervention in mental health ........................................................................................................ 26 
Basis for prevention with BPT ................................................................................................................................. 27 
Evidence base for preventive BPT interventions ........................................................................................ 28 

Cultural Adaptations to BPT ......................................................................................................... 31 
Models of cultural adaptation .................................................................................................................................. 32 
Impact of cultural adaptations to BPT ................................................................................................................ 33 

Pediatric Primary Care ................................................................................................................... 34 
BPT in primary care ....................................................................................................................................................... 36 

Technology in Mental Health Delivery ...................................................................................... 38 
Technological applications to BPT........................................................................................................................ 38 
Digital BPT for treatment ........................................................................................................................................... 39 
Digital BPT for indicated prevention .................................................................................................................. 41 
Digital BPT for selective prevention .................................................................................................................... 42 

Statement of the Problem and Purpose .................................................................................... 43 

Research Questions and Hypotheses ......................................................................................... 44 

Chapter 3 .................................................................................................................................... 48 



 viii 

Method ........................................................................................................................................ 48 

Participants ......................................................................................................................................... 48 
Phase 1 .................................................................................................................................................................................... 48 
Phase 2 .................................................................................................................................................................................... 48 

Procedures .......................................................................................................................................... 49 
Phase 1 .................................................................................................................................................................................... 50 
Phase 2 .................................................................................................................................................................................... 50 

Measures .............................................................................................................................................. 51 
Phase 1 .................................................................................................................................................................................... 51 
Phase 2 .................................................................................................................................................................................... 52 

Analyses ................................................................................................................................................ 55 

Phase 1. ....................................................................................................................................... 55 

Phase 2. ....................................................................................................................................... 56 
Analysis plan........................................................................................................................................................................ 56 

Chapter 4 .................................................................................................................................... 61 

Results ......................................................................................................................................... 61 

Phase 1 .................................................................................................................................................. 61 
Qualitative analysis for intervention development ................................................................................... 61 

Phase 2 .................................................................................................................................................. 67 
Feasibility ............................................................................................................................................................................. 67 
Acceptability ....................................................................................................................................................................... 68 
Child and caregiver outcomes.................................................................................................................................. 70 
Qualitative Analysis to explain research trial results .............................................................................. 75 

Chapter 5 .................................................................................................................................... 81 

Discussion .................................................................................................................................. 81 

Cultural and Ecological Fit ............................................................................................................. 82 

Utility of Primary Care .................................................................................................................... 85 

Prevention ........................................................................................................................................... 87 

Innovative Approaches to Intervention ................................................................................... 89 

Limitations........................................................................................................................................... 93 

Future Directions .............................................................................................................................. 96 

Clinical and Policy Implications .................................................................................................. 97 

Tables .......................................................................................................................................... 99 
Table 1 ...................................................................................................................................................................................... 99 
Table 2 ................................................................................................................................................................................... 100 
Table 3 ................................................................................................................................................................................... 101 
Table 4 ................................................................................................................................................................................... 102 
Table 5 ................................................................................................................................................................................... 104 



 ix 

Table 6 ................................................................................................................................................................................... 105 
Table 7 ................................................................................................................................................................................... 106 
Table 8 ................................................................................................................................................................................... 107 
Table 9 ................................................................................................................................................................................... 108 
Table 10 ................................................................................................................................................................................ 109 
Table 11 ................................................................................................................................................................................ 110 
Table 12 ................................................................................................................................................................................ 111 
Table 13 ................................................................................................................................................................................ 112 

Figures ...................................................................................................................................... 113 
Figure 1 ................................................................................................................................................................................. 113 
Figure 2 ................................................................................................................................................................................. 114 

Footnotes.................................................................................................................................. 115 

Appendix................................................................................................................................... 116 

References................................................................................................................................ 118 
 



  

 

 

 1 

Chapter 1 

Introduction 

Background 

 Early childhood experiences—both positive and negative—have a significant impact on 

future health and lifetime functioning, making childhood experiences an important public health 

issue. Given the long-term influence of childhood experiences, early prevention is a critical 

opportunity to mitigate the harmful impact of early risk factors, and strengthen malleable 

protective factors. Effective parenting practices have been documented to be a protective factor 

that promotes positive physical and mental health and wellbeing outcomes across the lifespan.  

 Childhood stress and adversity. Decades of research have demonstrated that exposure 

to early stress and adversity, such as poverty, abuse, neglect, and violence impacts a child’s 

socioemotional development (Toth & Manly, 2011). Research suggests that over half of 

American children experience at least one source of early stress and adversity, and over a quarter 

have experienced more than one occurrence of early stress (Balistreri, 2015; Mersky, 

Janczewski, & Topitzes, 2017; Sacks, Murphey, & Moore, 2014). Estimates of exposure to early 

stressors are higher for racial and ethnic minority children in urban, underprivileged 

communities (Mersky, Tpoitzes, & Reynolds, 2013), child welfare referred youth, and children 

living in poverty (Kerker et al., 2015).  

Childhood exposure to stress is linked to an increased risk for internalizing (negative 

internal behaviors including depression and anxiety) and externalizing behaviors (aggressive, 

noncompliant, and delinquent behaviors) (Burke, Hellman, Scott, Weems, & Carrion, 2011; 

Freeman, 2014) throughout childhood and adolescence, as well as social issues, attention 

problems, and academic difficulties (Jimenez, Wade, Lin, Morrow, & Reichman, 2016). 
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Childhood stress is also linked to ongoing socioemotional difficulties (Morrow & Villodas, 

2017), delinquency, and school dropout into adolescence (Dube, Cook, & Edwards, 2010; 

Morrow & Villodas, 2017), as well as increased risk for alcoholism, drug abuse, suicide attempt, 

and poor health (e.g., obesity, physical inactivity) in adulthood (Felitti et al., 1998). Research 

further suggests that cumulative risk (i.e., exposure to multiple stressors in childhood) and earlier 

age of onset of childhood stress is also predictive of poorer outcomes (Kotch et al., 2008). This 

evidence suggests that cumulative and earlier exposure to childhood stress is associated with 

greater impairment, making early childhood a critical time for intervention.  

According to the 2011/2012 National Survey of Children’s Health, the most commonly 

reported stressor for children age birth to 17 was economic hardship, with more than one in four 

children experiencing economic hardship somewhat or very often (Sacks et al., 2014). Low-

income children have disproportionate exposure to abuse, neglect, and other adversities, making 

them particularly vulnerable to negative outcomes associated with these stressors (Evans, 2004; 

McLoyd, 1998). The National Survey of Children’s Health reported that 35% of children living 

in households at the federal poverty level experienced at least two categories of stressors 

compared with approximately 10% of children at or above the federal poverty level (Sacks et al., 

2014). Compared to youth in less disadvantaged communities, youth in low-income urban 

communities have higher rates of psychological distress (e.g., anxiety, depression; Grant et al., 

2004; Li, Nussbaum, & Richards, 2007), externalizing behaviors (e.g., substance use, violence; 

Bossarte, Swahn, & Breiding, 2009; Grant et al., 2004), and poor academic outcomes (Boden, 

Horwood, & Fergusson, 2007).  

Stress and parenting. Research suggests that the negative outcomes that are related to 

poverty and experiences of other early stressors increase parental stress, which may in turn 
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impinge on parenting (Steele et al., 2016). Parenting stress results from responsibilities as a 

caregiver and the perception that demands of caregiving outweigh the resources available to the 

caregiver (Pereira et al., 2012). These daily and collective demands can lead to physical and 

emotional fatigue (Rodriguez-Jenkins & Marcenko, 2014). High levels of parenting stress are 

associated with lower levels of parental nurturing behaviors (Pereira et al., 2012), more punitive 

parenting practices (Pinderhughes, Dodge, Bates, Pettit, & Zelli, 2000), and increased risk for 

child maltreatment (Anthony et al., 2005; Pereira et al., 2012; Rodriguez, 2010; Taylor, 

Guterman, Lee, & Rathouz, 2009).  

Harsh, inconsistent, and hostile parenting (e.g., physical punishment, neglect, rejection) 

emerges as a critical risk factor that is associated with a host of negative outcomes, including 

externalizing problems (Conger, Neppl, Kim, & Scarmella, 2003; Deater-Deckard & Dodge, 

1997), internalizing problems (McLeod, Weisz, & Wood, 2007), and delinquency (Hoeve et al., 

2009). In a longitudinal study using a racially representative sample of children, those who 

experienced harsh parenting via spanking at age five exhibited more externalizing behaviors at 

age eight (Gershoff, Lansford, Sexton, Davis-Kean, & Sameroff, 2012). Additionally, parenting 

that is psychologically controlling, coercive, emotionally unavailable, and emotionally 

withdrawn has been linked to more externalizing and aggressive difficulties, internalizing 

problems, and scholastic maladjustment in early childhood (Joussemet et al., 2008; Rothbaum & 

Weisz, 1994; Sturge-Apple, Davies, & Cummings, 2006; Thompson, Hollis, & Richards, 2003). 

Parental anger and hostility have been shown to predict continuity of child problem behaviors 

from early childhood into middle childhood (Denham et al., 2000). In contrast, positive parenting 

practices and parental self-efficacy are robust protective factors that may mitigate many of the 

risk factors discussed above.  
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Positive parenting. Positive parenting practices are characterized by high levels of 

parental warmth, attention, and timely responsiveness (Dix, 1991; Wahler & Meginnis, 1997) 

and are viewed as a pathway to enhancing the wellbeing of both children and parents (Sanders, 

Kirby, Tellegen, & Day, 2014b). Positive parenting practices have the potential to shield children 

from the physical and behavioral health problems conferred by economic disadvantage (Hobcraft 

& Kiernan, 2010). Knowledge of these practices, defined as understanding of caregiving and 

childrearing skills (Dichtelmiller et al., 1992), is associated with less dysfunctional parenting 

(Morawska, Winter, & Sanders, 2009), and use of these practices has been associated with 

prevention of child behavior problems (Gardner, Hutchings, Bywater, & Whitaker, 2010; 

Kaminski, Valle, Filene, & Boyle, 2008), improvements in emotional and behavioral adjustment 

in children (Barlow, Smailagic, Ferriter, Bennett, & Jones, 2010), decreases in parental 

depression, stress, and coercive parenting (Sanders et al., 2008), and increases in parents’ 

psychosocial wellbeing (Barlow, Smailagic, Huband, Roloff, & Bennett, 2014). Furthermore, 

engagement in positive parenting practices has been shown to prevent child maltreatment (Prinz, 

Sanders, Shapiro, Whitaker, & Lutzker, 2009) and reduce rates of future child physical abuse 

(Chaffin et al., 2004). 

Parents who engage in positive parenting practices report high rates of parental self-

efficacy (Gross et al., 2003). Parental self-efficacy is a parent’s confidence in their own abilities 

to successfully raise children (Jones & Prinz, 2005). Higher ratings of parental self-efficacy are 

strongly associated with adaptive, stimulating, and nurturing child-rearing environments that 

encourage social, academic, and psychological well-being (Wittkowski, Garrett, Calam, & 

Weisberg, 2017), while lower ratings of parental self-efficacy are correlated with higher stress 

and depression in parents (Gross et al., 2003). In addition, high levels of knowledge of effective 
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parenting and parental self-efficacy in combination result in positive parent-child interactions 

(Jones & Prinz, 2005), and conversely, low levels of knowledge of effective parenting and low 

parental self-efficacy result in greater risk for dysfunctional parenting (Morawska et al., 2009). 

Taken together, knowledge and use of positive parenting practices, as well as parental self-

efficacy may operate as factors that protect against the risks associated with poverty and other 

childhood stress and adversity.   

Statement of the Problem  

 Teaching parents positive parenting strategies has the potential to buffer the effects of 

childhood stress and adversity. The significant health and social consequences of early childhood 

stressors underscore the importance of prevention in communities where there is poverty, crime, 

neighborhood violence, and minimal access to social services. Early preventive interventions can 

reduce the impact of early childhood stressors and lead a child back to a healthy developmental 

trajectory (National Scientific Council on the Developing Child, 2014).  

 Substantial research endeavors in psychology, social work, nursing, and medicine have 

developed and tested interventions that teach parents positive parenting practices. There is a 

large evidence base that supports the efficacy of positive parenting interventions (see, Eyberg, 

Nelson, & Boggs, 2008); however, most youth and families in need never receive any mental 

health services (Kataoka, Zhang, & Wells, 2002), and even fewer will receive effective, 

evidence-based interventions (Graeff-Martins et al., 2008) due to numerous barriers (Kolko et 

al., 2009). This lack of access to social services further exacerbates parenting stress and is itself 

related to decreases in positive parenting practices (Gershoff, Aber, Raver, & Lennon, 2007). 

Furthermore, these interventions are least accessible to disadvantaged, racial and ethnic minority 

families, and may have the least impact for these same populations (Lundahl, Risser, & Lovejoy, 
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2006). Ethnic minorities are projected to comprise 50% of the US population by 2060 (Colby & 

Ortman, 2015) making this a critical public health issue. These trends indicate a need for 

culturally sensitive adaptations to existing interventions that reach more children and families for 

whom exposure to stress increases risk.   

Significance of the Study 

 Early childhood is a critical time point for preventive intervention, given the evidence 

that earlier and cumulative exposure to life stressors has a greater impact on socioemotional, 

academic, and health outcomes. Furthermore, novel means of service delivery that are sensitive 

to the needs of racially and ethnically diverse families are needed to tackle barriers to access. 

The study is a proof-of-concept study that tested an electronic mental health (e-health) 

intervention focused on positive parenting with parents of children age two to eight in pediatric 

primary care settings. Participants included parents of children who presented for their child’s 

routine preventive well-child visit in three primary care clinics serving largely low-income, 

ethnic minority families in Central Texas. Using a mixed-methods approach, an e-health 

intervention was developed via parent interviews (Phase 1), and tested in a pilot randomized 

controlled trial (Phase 2) to assess its impact on child behavior, parental stress, parenting 

practices, knowledge of effective parenting strategies, and parental self-efficacy, as well as the 

feasibility and acceptability of the delivery of this intervention in the primary care setting using 

technology.  
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Chapter 2 

Literature Review 

Overview 

 This chapter will provide an overview of evidence-based parenting interventions, as well 

as adaptations to these interventions in order to increase reach and access. It will begin with the 

theoretical frameworks that provide rationale for the focus on parenting to improve child 

outcomes. Next, it will provide an overview of the history and efficacy of evidence-based 

parenting interventions and the core practice elements common within these interventions, 

followed by a description of the barriers to access and reach of such interventions to high-risk 

children and families. After, the review will provide a description of proposed methods to reduce 

barriers to access and increase reach of evidence-based parenting interventions: 1) rationale for a 

public-health approach to preventive parenting interventions, 2) cultural adaptations to parenting 

interventions, 3) delivery of parenting interventions in the primary care setting, and 4) utilization 

of technology to deliver digital parenting interventions. The chapter will conclude with the 

research questions and hypotheses related to the feasibility, acceptability, and efficacy of the e-

health intervention on positive parenting and its delivery format.   

Theoretical Frameworks for Parenting Interventions 

 The substantial evidence that parenting behaviors—both positive and negative—impact 

child mental health symptomology, academic outcomes, and health outcomes, suggests that 

targeting parenting practices is warranted. The theoretical frameworks highlighted in the next 

section describe the process through which parent-child interactions lay the foundation for 

healthy development in childhood with implications for functioning throughout the lifespan. 
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Attachment theory. Attachment theory, developed from the work of John Bowlby and 

Mary Ainsworth, posits that a strong and secure emotional and physical attachment to at least 

one primary caregiver is critical to healthy development. Bowlby argued that to grow up 

mentally healthy, an infant and young child should experience a warm, intimate, and continuous 

relationship with a caregiver figure. Addressed in three seminal papers, “The Nature of the 

Child’s Tie to his Mother” (1958), “Separation Anxiety” (1959), and “Grief and Mourning in 

Infancy and Early Childhood” (1960), Bowlby laid out the blueprint of attachment theory 

(Bretherton, 1992). Bowlby defined attachment as a biologically based system of behavior that 

exists between the attachment figure (usually a parent) and a child to protect the young and 

maintain their survival (Bretherton, 1992). The attachment relationship is dyadic and reciprocal, 

with the child exhibiting attachment behaviors (e.g., crying) that elicit the attachment figure’s 

caregiving behaviors. This reciprocal relationship is impacted by personal characteristics of both 

the child (i.e., difficult to soothe temperament) and the attachment figure (i.e., stress level), as 

well as by behaviors and factors in the environment.  

The direction of the effect of attachment is proposed to be from the attachment figure to 

the child; therefore, the sensitivity of the attachment figure is hypothesized to shape the infant’s 

response and sense of security. Parental responsiveness, characterized by warm acceptance of 

children’s needs and interests and attunement and contingent responding to children’s cues, is 

theorized to foster a secure parent-child attachment relationship that keeps emotions and stress 

reactivity at manageable levels (Merz et al., 2015). Through repeated successful experiences of 

seeking and obtaining comfort and safety of a sensitive, consistent, and responsive caregiver, 

children theoretically develop their own emotion regulation. As children internalize this security 
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within the attachment relationship, they become more capable of separating from their 

attachment figures with more functional social and emotional independence.  

Mary Ainsworth extended this theory through naturalistic observational methods and 

experimentation in the Strange Situation (Ainsworth & Wittig, 1969), which focused on the 

concept of the attachment figure as a secure base. Ainsworth’s research revealed various infant 

attachment styles: secure, resistant, disorganized, and avoidant. Those with a secure attachment 

figure will venture out, knowing that when they return they will be nurtured and soothed. In 

contrast, those with insecure attachment styles have greater difficulty being soothed, are more 

detached from their caregiver, and exhibit greater distress (Ainsworth, Blehar, Waters, & Wall, 

1978). These behaviors are learned and generalize in other settings and relationships throughout 

the lifespan; thus, attachment theory posits that children’s early attachment patterns are 

predictive of future development and behavior (Bowlby, 1988).  

Empirical research has demonstrated that early attachment patterns impact development 

and wellbeing. In a longitudinal study of a population of economically disadvantaged mothers, 

the long-term outcomes of early attachment were assessed (Sroufe, 1983). Those infants with 

secure attachments as assessed by the Strange Situation procedure were more socially competent 

and more ego resilient at preadolescence (Urban, Carlson, Egeland, & Sroufe, 1991), and during 

adolescence these youth were emotionally healthier, more socially competent, and had higher 

self-esteem than those with insecure attachments in early childhood (Sroufe, Carlson, & 

Schulman, 1993). Those with insecure attachments in early childhood exhibited poor coping 

skills, social skills, self-perceptions, and experienced other difficulties related to the development 

of psychopathology when compared to securely attached individuals (Sroufe, Egeland, Carolson, 

& Collins, 2005).  
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The central tenants of attachment theory suggest that the attachment style formulated 

between caregiver and child have long lasting repercussions for a child’s development. 

Therefore, psychosocial interventions that repair and/or enhance the attachment between parent 

by teaching parents how to respond in supportive, empathic, and responsive ways may promote 

secure attachments to strengthen healthy development.  

Coercion theory. Coercion theory was developed by researchers at the Oregon Social 

Learning Center who began by collecting and analyzing naturalistic observations of hundreds of 

parent and child interactions in order to better understand the development of child disruptive 

behavior. Coercion theory is drawn from behavioral learning principles that postulate that an 

individual’s behavior is formed by the consequences—positive and negative—that follow 

behavior (Skinner, 1938). The framework is also based on social learning theory that suggests 

that children may learn and adopt aggressive, antisocial behaviors through observation, imitation, 

and modeling (Bandura, 1973). Thus, children may adopt antisocial behaviors as a result of a 

rearing environment where parents model coercive disciplinary styles and reinforce non-

compliant, aggressive behavior (Nelson, Hart, Yang, Olsen, & Jin, 2006).  

Coercion theory explains how parents and children reciprocally train one another to 

behave in ways that increase the probability that children will develop aggressive behavior 

problems and that parents will have diminished control, or use punitive means to gain control, 

over these problematic behaviors (Granic & Patterson, 2006). This theoretical framework 

therefore attributes the development of child behavior problems to negative and coercive parent-

child interactions (Patterson, Reid, & Dishion, 1992; Reid, Patterson, & Snyder, 2002). Coercion 

is defined by an aversive event that leads to reinforcement of a negative behavior, with the 

process of coercion escalating over time (Crosswhite & Kerpelman, 2009). Behavior problems in 
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childhood are developed through an iterative process where parents in stressful life contexts use 

coercive parenting strategies (e.g., hostile), and children’s deviant behaviors become negatively 

reinforced over time (Patterson, 1982). These behaviors are often reciprocally determined, such 

that child temperament (i.e., emotionally dysregulated) and parent characteristics (i.e., low 

frustration tolerance) interact to evoke maladaptive parenting styles (i.e., hostility, criticism, 

permissiveness) (Clark, Kochanska, & Ready, 2000). Coercive parent-child interactions become 

reinforced through two different reinforcement cycles—either parent driven or child driven, 

depending on who initiates a demand. In both scenarios, ineffective parenting strategies (i.e., 

harsh punishment, giving up on directive) and child problem behaviors (i.e., argue, tantrum, non-

compliance) are reinforced. Over time, these child problem behaviors are overlearned and 

promote antisocial behaviors that generalize to other settings, such as schools and in social 

interactions with peers (DeGarmo & Forgatch, 2005).  

Because coercion theory assumes that disrupted parent-child interactions produce 

antisocial outcomes, research evidence of the relationship between interactional patterns and 

child outcomes provides support for this theory (Patterson, Forgatch, Yoerger, & Stoolmiller, 

1998). Parental practices, including monitoring and discipline, are significantly correlated with 

police arrest data (Patterson, Crosby, & Vuchinich, 1992), and harsh, inconsistent parenting 

practices are a critical risk factor for delinquency (Hoeve et al., 2009). Furthermore, research 

suggests that the impact of contextual variables (e.g., social disadvantage, marital transitions) on 

child antisocial behavior is mediated by parental practices (Bank, Forgatch, Patterson, & Fetrow, 

1993; Patterson et al., 1998). The reciprocally reinforcing nature of these interactions is 

evidenced in research that showed that early spanking by parents predicted increases in child 

disruptive behaviors, and early child disruptive behaviors elicited more spanking over time 
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(Gershoff et al., 2012). Intervention trials that train parents in effective parenting practices also 

lend support for coercion theory, suggesting that improving parenting practices has a positive 

impact on both short- and long-term child outcomes with especially strong reductions in 

disruptive and antisocial behaviors (see, Eyberg et al., 2008, for review).   

Behavioral Parent Training 

 Behavioral Parent Training (BPT) has been identified as an evidence-based intervention 

for the prevention and treatment of disruptive behaviors in childhood. Disruptive behaviors, also 

referred to as externalizing behaviors, are characterized by noncompliance, aggression, 

destructive behavior, or delinquent behavior (Eyberg et al., 2008). These interventions utilize 

parents as the change agents for child behavior. They are aimed at increasing positive parenting 

practices to improve parent-child interactions, increase child compliance, reduce undesirable 

behaviors, and improve the behavioral and emotional wellbeing of the child.  

 This therapeutic model has its foundation in both attachment theory and coercion theory 

(described above). Related to attachment theory, BPT interventions seek to enhance and/or repair 

the attachment between the child and caregiver by teaching the parent to respond to the child in a 

supportive, empathic, and non-coercive way. This response style promotes a secure attachment 

that leads to positive social and emotional development. Related to coercion theory, BPT is 

aimed at breaking coercive interactional styles between parents and children by teaching parents 

to engage with their child in ways that increase desirable behaviors and decrease undesired 

behaviors through the use of reinforcers (i.e., differential attention) and punishers (i.e., time out 

procedures). Both theoretical perspectives underscore the reciprocal determinism (Bandura, 

1969) that underlies the parent-child relationship. Secure attachment style and positive parent-

child interactions are impacted by the bidirectional influences of personal factors, behaviors, and 
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the environment within the parent-child dyad. BPT assumes that parents are the critical change 

agents in this dyadic relationship given that they have the greatest control over the child’s 

environment, as well as moral, ethical, and legal responsibility to care for their child (Reitman & 

McMahon, 2013).  

 History. BPT grew out of the early research of Constance Hanf, Martha Bernal, Robert 

Wahler, and Gerald Patterson in the mid to late 1960’s. These clinical psychologists developed 

research programs utilizing parents as the focus of the intervention for disruptive behaviors in 

young children (Forehand, Jones, & Parent, 2013). These procedures stood in contrast to the 

dominant methods of intervention for disruptive behavior in that era that involved variations of 

adult psychodynamic psychotherapy adapted for children as well as nondirective play therapy 

(Reitman & McMahon, 2013).  

Many of the best-known BPT programs can be traced directly to the work of Constance 

Hanf’s two-stage model of parenting intervention (1973). Hanf’s two-stage model aimed to 

improve the parent-child attachment and relationship through child-directed interactions (stage 

I), and to increase child compliance through the use of differential attention and time out through 

parent-directed interactions (stage II). Hanf developed her intervention as structured laboratory 

play situations where parents were observed and coached through a one-way mirror in a room 

with a communication system (bug-in-the-ear) and a video monitoring system. Parent and child 

behaviors were recorded and coded to assess parental behaviors and child compliance. During 

stage I, the mother and child were observed in a free-play situation called the Child’s Game 

(Hanf & Kling, 1973). They were taught to use differential attention for appropriate behavior by 

using descriptive statements that follow the child’s activity as well as verbal and physical praise, 

paired with selective ignoring of inappropriate but nonaggressive behavior. During the Mother’s 
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Game (stage II), mothers were taught to use of effective parenting practices for discipline. Hanf 

and her team utilized role-playing, modeling, review of video-tapes, and direct supervision to 

enhance change in maternal behaviors.  

 The early efforts by Hanf and other child behavioral psychologists set the stage for over 

50 years of research and an extensive literature on BPT interventions tested for youth with 

disruptive behavior problems (Reitman & McMahon, 2013). The Hanf model was the precursor 

to many well-known and rigorously tested BPT interventions, including Helping the 

Noncompliant Child (Forehand & McMahon, 1981), Incredible Years Program (Webster-

Stratton & Reid, 2003), Parent-Child Interaction Therapy (Brinkmeyer & Eyberg, 2003), and 

Positive Parenting Program (Triple P; Sanders, 1999).  

In a review of the literature on treatments for youth disruptive behavior, Eyberg and 

colleagues (2008) identified treatments that met criteria for EBTs (evidence-based treatments) 

according to the American Psychological Association Task Force on Promotion and 

Dissemination of Psychological Procedures (APA, 1995; Chambless et al., 1998; Chambless et 

al., 1996). EBTs are psychosocial interventions that have demonstrated efficacy through rigorous 

research. Eyberg and colleagues (2008) included treatments categorized as both well-established 

and probably efficacious according to the standards set by the task force (Chambless et al., 1998; 

Chambless et al., 1996). Accordingly, a well-established or probably efficacious treatment must 

be supported by at least two good between-group experiments demonstrating either superiority to 

placebo or another treatment, or equivalency to an already-established treatment in studies with 

adequate statistical power (Eyberg et al., 2008). “Good” experiments include prospective study 

design, clear inclusion/exclusion criteria, appropriate control or comparison conditions, random 
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assignment to conditions, reliable measures of disruptive behavior, clearly specified sample 

characteristics, and clearly described statistical procedures (Eyberg et al., 2008).  

Of the 16 EBTs identified as well-established or probably efficacious, six used BPT as 

the focus of the intervention with children between the ages of two and eight. Hanf’s original 

program was designed for children in the two- to seven-year-old range (Reitman & McMahon, 

2013), and contemporary “Hanf-model programs” were developed to intervene with families of 

young children approximately between the ages of three to eight years (Kaehler, Jacobs, & 

Jones, 2016). While the remaining EBTs reviewed by Eyberg and colleagues (2008) include BPT 

components, they were designed for older, elementary to high school age youth using both 

parent-training and child-training practices (e.g., cognitive-behavioral therapy for children). 

Therefore, evidence-based BPT interventions focused on children ages two to eight will be 

reviewed in the following section.  

 Evidence-based BPT interventions. Helping the Noncompliant Child (HNC; Forehand 

& McMahon, 1981) was determined to be a probably efficacious treatment for three-to eight-

year-olds with disruptive behavior (Wells & Egan, 1988). During HNC, parents are instructed in 

skills aimed at disrupting the coercive cycles of parent-child interactions. Via modeling, role-

plays, and in vivo training, parents learn to increase positive feedback to the child for desired 

behaviors, ignore minor negative behaviors, give effective commands, and provide praise for 

compliance and time-out for non-compliance. In a randomized controlled trial comparing HNC 

to systems family therapy, families in the HNC conditions showed greater reductions in 

symptoms of Oppositional Defiant Disorder (Wells & Egan, 1988).  

 Incredible Years Parent Training (IY-PT; Webster-Stratton & Reid, 2003) meets criteria 

for well-established as a treatment for disruptive behaviors two-to-10-year-olds. IY-PT is a 
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group parent training program for parents with children diagnosed with disruptive behaviors. 

Group sessions are guided by video vignettes on parenting and interpersonal skills designed to 

reduce coercive interactions and strengthen positive interactions with their children (Webster-

Stratton et al., 2004). IY-PT has been tested in eight randomized controlled trials and multiple 

replication studies, showing superiority to waitlist control and alternate treatment conditions in 

reducing disruptive behavior problems (i.e., Webster-Stratton & Hammond, 1997; Webster-

Stratton, Reid, & Hammond, 2004).  

 Parent-Child Interaction Therapy (PCIT; Brinkmeyer & Eyberg, 2003) meets criteria for 

well-established for treatment of disruptive behaviors for children ages two to seven. PCIT 

focuses on increasing positive parenting and warmth via child-directed interactions in the first 

phase, and then increasing child compliance through effective discipline practices, instructions, 

and time out in the second phase of parent-directed interactions. PCIT has been tested in multiple 

randomized trials and has been found to be superior to waitlist control conditions and alternate 

treatment conditions in reducing disruptive behavior in children with a range of cultural and 

racial/ethnic samples (i.e., Bjørseth & Wichstrøm, 2016; Nixon, Sweeney, Erickson, & Touyz, 

2003; Schuhmann, Foote, Eyberg, Boggs, & Algina, 1998).  

 Parent Management Training Oregon Model (PMTO; Patterson, Reid, Jones, & Conger, 

1975), a well-established treatment for children age three to 12 with disruptive behavior 

disorders (Eyberg et al., 2008), has been found superior to alternative treatments (Patterson, 

Chamberlain, & Reid, 1982), as well as a waitlist control group (Hughes & Wilson, 1988). This 

program teaches parents basic behavioral principles for modifying child behavior. Parents meet 

individually with the therapist and are encouraged to monitor child behaviors and are taught to 

implement behavior modification programs to improve targeted child behavior problems.  
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 Positive Parenting Program (Triple P; Sanders, 1999) is a multilevel system of parenting 

support that aims to prevent and treat social, emotional, and behavioral problems in children by 

enhancing the knowledge, skills, and confidence of parents (Sanders et al., 2014b). It includes 

five tiers of intervention ranging from universal prevention to enhanced, individualized 

treatment. Two levels of Triple P are considered probably efficacious: Standard Triple P and 

Triple P Enhanced Treatment. Standard Triple P was found to be superior to wait-list control 

conditions in reducing disruptive behavior in children ages three and four (Bor, Sanders, & 

Markie-Dadds, 2002; Sanders, Markie-Dadds, Tully, & Bor, 2000). The intervention is 

comprised of teaching parents 17 core parenting skills (e.g., physical affection, attention, limit 

setting, planned ignoring) to increase positive child behavior and decrease negative behaviors.  

Enhanced Triple P targets family stressors such as parent depression or martial problems 

as well as disruptive child behavior. Delivered as an intensive, individual program with up to 11, 

60- to 90-minute sessions, the program includes home visits to enhance parenting skills, partner 

support skills, and stress coping skills in parents. Enhanced Triple P has been shown to be 

probably efficacious for the treatment of disruptive behavior in children ages three to four in two 

randomized controlled studies comparing the intervention to waitlist control conditions (Bor et 

al., 2002; Sanders et al., 2000).  

Based on the systematic review, Eyberg and colleagues (2008) recommend that clinicians 

consider BPT as the “first line approach for young children” (p. 233). Prompted by the APA 

Task Force on Promotion and Dissemination of Psychological Procedures (1995), there is a 

growing emphasis to move from identifying promising treatment protocols, to identifying 

components with similar clinical strategies and theoretical underpinnings (Chorpita et al., 2002; 

Chorpita et al., 2011). Rogers and Vismara (2008) argued that it would be helpful for treatment 
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developers to empirically document the specific efficacious practices underlying “brand-name” 

programs (i.e., PCIT, IY-PT, HNC) in order to enhance the dissemination of EBTs into 

culturally, geographically, and economically diverse settings. To this end, Chorpita and 

colleagues (2002; 2011) set out to define treatment that share a majority of core components, 

including similar clinical strategies and theoretical underpinnings. The treatment family “Parent 

Management Training” (analogous to BPT) is comprised of the core clinical strategies, or 

practice elements with shared theoretical underpinnings that are common to the treatment 

protocols reviewed by Eyberg and colleagues (2008).  

In a review of 435 research studies, Chorpita and colleagues (2011) identified 23 

different EBT approaches for disruptive behavior problems, with BPT identified as a Level 1 in 

terms of the strength of its evidence for children age two to 15. Level 1 interventions are those 

that are considered well-established according to the guidelines set by APA Division 12 Task 

Force for Promotion and Dissemination of Psychological Procedures (1995). BPT had the largest 

effect size (d = 0.98) of any Level 1 treatment across all problem areas (e.g., depression, anxiety, 

trauma). Forty-one research studies were considered “winning” according to the coding 

procedures, indicating that 41 study groups of BPT performed better than another condition (e.g., 

psychosocial treatment, waitlist, no treatment) in a research trial. Therefore, BPT is considered 

more effective than any other youth treatment approach to date (Kaehler et al., 2016). In addition 

to its effectiveness in reducing child disruptive behaviors and improving parenting practices (see, 

Lundahl Risser, & Lovejoy, 2006, for a review), other benefits of BPT include its acceptability 

(Carter, 2007; Lewis, Feely, Seay, Fedoravicis, & Kohl, 2016), ease of training that increases its 

potential for dissemination (Chorpita et al., 2011), and its cost-effectiveness (Sanders et al., 

2008).  
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Chorpita and Daleiden (2009) used a distillation and matching model to identify the core 

clinical strategies that are common among these successful interventions for disruptive 

behaviors, comprised largely of BPT protocols. This approach, which aggregates individual 

elements across separate treatment protocols tested in individual trials, provides insight into the 

possible mechanisms that support change. The most common practice elements for the EBTs for 

disruptive behavior disorders all focus on parenting strategies, and include: parental use of 

praise, time out, tangible rewards, effective commands, differential reinforcement, and modeling. 

These practice elements are all typically found in BPT and are also core components of school-

based programs focused on reducing child behavior problems (i.e., Incredible Years Teacher 

Classroom Management, Webster-Stratton Reid, & Stoolmiller, 2008), increasing self-regulation 

and social skills (e.g., Conduct Problems Prevention Research Group, 2002), or training teachers 

in how to respond to children exhibiting misbehavior (e.g., Ialongo et al., 1999). These programs 

may be implemented on their own, or as a complement to parent training in multimodal 

interventions focused on increasing school readiness (i.e., Chicago School Readiness Program, 

Raver et al., 2011; ParentCorps, Brotman et al., 2011).  

Barriers to access and reach of BPT. The growth of the evidence-base for BPT 

interventions reflects that decades of research have effectively contributed to developing 

psychosocial interventions that positively affect child development and outcomes to serve the 

estimated 20% of children with mental health disorders worldwide (World Health Organization, 

2001). Despite the high prevalence of mental health disorders and the wealth of psychosocial 

interventions, most youth in need of mental health services are unlikely to ever receive them 

(Kazdin & Blasé, 2011). Estimates suggest that approximately 97% of preschool-aged children 

and 80% of school-aged children with indicated mental health needs do not receive services 
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(Kataoka et al., 2002). This proportion of unmet needs is higher among racial minority children, 

including African Americans, Hispanic Americans, and Native Americans (Merikangas et al., 

2011). Furthermore, even fewer children will receive effective, evidence-based interventions 

(Graeff-Martins et al., 2008), and in particular, only a small proportion of parents ever participate 

in family interventions of any kind, let alone those that are evidence-based (Zubrick et al., 1995). 

Therefore, challenges remain in the equitable access to and delivery of EBTs like BPT.  

 The dominant model of mental health service delivery is the administration of 

psychotherapy by a highly trained (e.g., master’s or doctoral level) mental health professional in 

one-to-one, in-person sessions typically in a mental health clinic setting visited by the client 

(Kazdin & Rabbitt, 2013). While this model of service delivery can effectively provide EBTs, it 

greatly limits the reach of mental health services to a substantial portion of those in need. 

Common obstacles to receiving mental health care include unavailability of appropriate 

providers, insurance restrictions, high drop-out rate and no-shows, limited but high cost of care, 

stigma, long delays for services, poor communication between mental and physical health 

providers, obstacles of daily life (e.g., transportation, childcare), and ethnic and cultural barriers 

(Azrin et al., 2007; Kazdin & Blase, 2011; Kolko et al., 2009; Pescosolido et al., 2008). In 

addition to limited access to treatment, perceived barriers negatively impact child and parent 

reported acceptability of treatment (Kazdin, 2000), and the amount of therapeutic change 

decreases as perceived barriers increase (Kazdin & Wassell, 2000). Obstacles to access and 

receipt of evidence-based services are described in detail in the following section. 

 Logistics. Barriers that are embedded into traditional mental health service settings 

include service hours available, waitlists, location, and poor reimbursement rates (Gould, Beals-

Erickson, & Roberts, 2012). Additionally, completion of face-to-face interventions requires 



  

 

 

 21 

significant time commitment (e.g., typically 10-12 sessions; Thomas & Zimmer-Gembeck, 

2007), and high dropout rates are common prior to successful treatment completion (McGoron & 

Ondersma, 2014). For example, dropout rates in randomized controlled trials of PCIT ranged 

from 34% (Werba, Eyberg, Boggs, & Algina, 2006) to 77% in a community medical setting 

(Pearl et al., 2012). A family’s risk for dropout increases with cumulative risk factors that 

include poverty, low maternal education, single parent household, minority status, and high 

distress (Bagner & Graziano, 2013). Families that dropout early have worse outcomes compared 

to treatment completers, showing no improvements in child behaviors and parenting stress from 

baseline (Boggs et al., 2004), making dropout a significant barrier to successful treatment 

outcomes.  

One of the major criticisms of child mental health services is that it is not a system, but 

rather a fragmented, limited, and poorly coordinated group of service providers and agencies 

(Heflinger, 1996). Child-focused human service agencies, such as pediatric primary care, 

schools, juvenile justice, and child welfare systems provide the bulk of mental health services for 

children and families in the United States (Liao, Manteuffel, Paulic, & Sondheimer, 2001); 

however, providers in these agencies are not trained to prevent, assess, diagnose, or treat mental 

health difficulties in children. Therefore, mental health treatment often requires referrals to 

outside agencies, and within a fragmented system of care, poor coordination between service 

providers (i.e., referring agencies, therapists, psychiatrists, medical providers) is noted as a 

barrier to child mental health care (Gould et al., 2012). Evidence suggests that inter-agency 

collaboration among child welfare, treatment providers, and schools is positively associated with 

treatment outcomes (Wells, Chuang, Haynes, Lee, & Bai, 2011); in contrast, the current 
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fragmentation of the child mental health services is a significant barrier to effective mental health 

practice and positive outcomes.  

The cost of mental health services and family material resources have also been identified 

as barriers to mental health care access (Betz et al., 2004; Pajer et al., 2007). Lack of, or 

discontinuous, insurance coverage is frequently cited as a barrier to treatment (e.g., Young & 

Rabiner, 2016) and is associated with decreased likelihood of initiating or continuing treatment. 

In a similar vein, cost of mental health treatment has been identified as a major deterrent to 

access services (Parra-Cardona & DeAndrea, 2016). In addition to financial barriers to accessing 

care, other logistical barriers such as lack of transportation (Bannon & McKay, 2005; Young & 

Rabiner, 2016) and childcare limitations (Young & Rabiner, 2015) may limit family access to 

child mental health services.  

Providers. There are an estimated 700,000 mental health professionals in the US (Hoge et 

al., 2007); too few to meet the needs of the 20% of children affected by mental health difficulties 

in a given year. In an analysis of state mental health plans for child services, the most frequently 

cited gap in the states’ plans was a lack of service providers (Gould et al., 2012). Furthermore, 

existing mental health professionals are often located in heavily concentrated, affluent urban 

areas making it more difficult for people in rural areas and small towns to access such services 

(Health Resources and Services Administration, 2010), and the majority do not provide care to 

populations that are especially in need, including children (Kazdin, 2017). Lastly, 

disproportionately few mental health professionals reflect the cultural and ethnic characteristics 

of those in need of care, and this mismatch of ethnicity and culture can result in barriers that may 

be critical to successful treatment, such as communication, development of a therapeutic 

alliance, and understanding of cultural values (Kazdin, 2017).  
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  Attitudes.  Stigma, or feelings of alienation or shame related to membership in a devalued 

group, is inversely related to mental health service utilization (Vogel, Wade, & Hackler, 2007). 

According to survey results from a representative sample of US adults, most adults believed that 

receiving mental health treatment for a child would make that child an outsider, cause that child 

to suffer as an adult, and result in people in the community knowing they are being treated 

despite confidentiality (Pescosolido, Perry, Martin, McLeod, & Jensen, 2007). Parents whose 

children were recently diagnosed with a mental health problem (i.e., Attention Deficit 

Hyperactivity Disorder) reported initial hesitance to identify their children’s behavior as 

problematic and reported that they perceived health care professionals and school personnel to be 

dismissive of their concerns for their child (dosReis, Barksdale, Sherman, Maloney, & Charach, 

2010). These perceptions contribute to delayed treatment seeking. There is evidence that stigma 

related to child mental health services is greater among ethnic minority groups. In particular, 

African-American parents have less positive attitudes than European-American and Hispanic-

Americans towards mental health services (Turner, Jensen-Doss, & Heffer, 2015) that may be 

related to accessing mental health services.  

Race and culture. Ethnic minority groups experience higher unmet service needs after 

controlling for socioeconomic status and insurance status (Broman, 2012). Even among families 

who initiate referral for mental health services, families from low income, minority populations 

(i.e., African American, Hispanic/Latinx) are less likely to attend their first appointment 

(Harrison, McKay, & Bannon, 2004). This underutilization of services by racial minority groups 

may be explained by the lack of minority mental health providers, language barriers, biased 

assessment techniques resulting in triage to alterative services, and lack of knowledge about 

available services (Garland, Landsverk, & Lau, 2003), as well as the limited availability of 
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interventions that reflect values other than those of Western culture (Griner & Smith, 2006). 

Clients of color may also be mistrustful of mental health services due to historical racial 

disparities and scarcity of therapists from their own ethic/racial background (Griner & Smith, 

2006). Furthermore, caseworkers responsible for making referrals to mental health services 

within the welfare system may be influenced by biased beliefs regarding the perceived benefits 

of psychotherapy for youth of different cultural or racial backgrounds (Garland et al., 2003).  

Research to practice gap. Despite the growth of the evidence base for BPT and other 

EBTs established through randomized controlled trials, as well as large-scale government-

promoted efforts to increase use of EBTs in the US (see, e.g., McHugh & Barlow, 2010), there is 

a substantial gap between science and real-world practice, termed the research-practice gap. 

Characterizations of typical practice consistently show that providers in typical mental health 

practice settings rarely and insufficiently use evidence-based practices with the children and 

families that they serve (Borntrager Chorpita, Higa-McMillan, Daleiden, & Starace, 2013; 

Garland et al., 2014). Even when EBTs do enter into typical practice settings, they show a drop 

in clinical benefit (e.g., Wampold et al., 2011; Weisz, Jensen-Doss, & Hawley, 2006). Weisz and 

colleagues (2013) contend that this drop in benefit results as a failure of research-derived 

practices to match the characteristics of usual practice settings (Weisz, Ugueto, Cheron, & 

Herron, 2013). EBTs developed in laboratory settings often fail to account for the setting-

specific and person-specific factors that are likely to enhance reach and access of interventions 

that are acceptable within a given real world setting (Atkins, Rusch, Mehta, & Lakind, 2016). 

This review of the barriers to child mental health services suggests that the traditional 

mental health service delivery model, as well as the means through which researchers develop 

and disseminate EBTs, limit the accessibility and reach of effective, culturally valid mental 
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health services for families most in need. Given this large-scale problem in mental health 

services, researchers in the field of dissemination and implementation science (DI) have sought 

to consider how best to bring optimal care to those in need with consideration of the complexities 

involved in implementing mental health treatments across diverse ecologies (Southam Gerow & 

Dorsey, 2014).  

DI researchers have addressed this complex issue through various means, such as 

professional trainings in EBTs, government and foundation initiatives to disseminate EBTs, 

efforts to systematically characterize treatment as usual, investigation of organization-level 

variables, and numerous other methods (see, Weisz, Ng, & Bearman, 2014, for review of 

methods). Atkins and colleagues (2016) argued that the current state of the DI literature has 

particular limitations for underserved populations, such as children in high-poverty communities. 

In particular, continued efforts to improve services provided in traditional mental health settings 

will have limited impact for vulnerable children and families (Atkins & Frazier, 2011; Atkins & 

Lakind, 2013). Scientists may overcome the limitations of DI research by aligning interventions 

with settings important to children and families in order to understand the “setting-specific and 

person-specific factors associated with adoption and sustainability of practices” in service 

settings that influence children’s mental health (Atkins et al., 2016, p. 218). Embedding DI 

within a public health model, Atkins et al. (2016) argues, can enhance access to services for 

traditionally underserved and vulnerable children and families.  

Public Health Approach to Parenting Interventions 

 Most BPT interventions are delivered to caregivers with children already identified as 

having clinical or subclinical levels of behavior concerns within the traditional mental health 

delivery system of care. Sanders and Kirby (2014) called for a paradigm shift in the field of 



  

 

 

 26 

evidence-based parenting programs from targeted intervention with limited reach (Prinz & 

Sanders, 2007), to population-wide strategies that reach larger segments of the population. This 

“public-health model” has the potential to result in reduction of risk as well as the development 

and reinforcement of protective factors related to onset of mental health, academic, and social 

difficulties by emphasizing prevention (Biglan, 1995; Reedtz, Helge Handegard, & Morch, 

2011). With the underlying assumption that parenting intervention strategies should be more 

widely accessible to the community, a variety of formats, delivery modalities, provider 

disciplines, and access points are needed (Prinz et al., 2009).  

 Preventive intervention in mental health. Recent National Institute of Mental Health 

strategic plans promote a public health approach to enhance the use of innovative prevention 

programs for those most in need (NIMH, 2015). Public health models of prevention for mental 

health were developed from prevention efforts within physical health models that categorized 

prevention according to the population groups to whom the prevention interventions were 

directed and thought to be most optimal (Gordon, 1987). Mrazek and Haggerty (Institute of 

Medicine, 1994) adapted this prevention model for mental health, highlighting that “prevention 

is reserved for only those interventions that occur before the initial onset of a disorder” while 

treatment interventions imply that the individual being treated meets, or is close to meeting, 

diagnostic levels of a particular disorder (Institute of Medicine, 1994, p. 23).  

 Within mental health prevention interventions, Mrazek and Haggerty (Institute of 

Medicine, 1994) identified universal, selective, and indicated prevention. Universal preventive 

interventions are targeted at the general public or whole population that has not been identified 

on the basis of any individual risk factor, such as prenatal care and childhood immunization. 

Selective preventive interventions are targeted to individuals or a subgroup of the population 
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whose risk of developing mental disorders is significantly higher than average, such as preschool 

programs for all children from neighborhoods with high rates of poverty. Lastly, indicated 

preventive interventions are targeted to high-risk individuals who are identified as having 

minimal but detectable signs or symptoms of a mental disorder, or biological markets indicating 

predisposition for mental disorder, such as BPT for children who have been identified by their 

parents as having behavioral problems. There is considerable evidence that preventive 

interventions reduce identified risk factors (both causal of and markers of mental disorders), 

while also enhancing protective factors (Institute of Medicine, 1994). Preventive intervention 

also results in economic returns when investing in early childhood development (Heckman & 

Masterov, 2007; Stevens, 2014).  

Basis for prevention with BPT. Childhood exposure to early stress and adversity 

increases the risk for social, cognitive, and behavioral problems (Dong et al., 2004; Felitti et al., 

1998), thus early prevention holds promise as a means to mitigate the negative outcomes 

associated with early stress and promote a healthier developmental trajectory (National Scientific 

Council on the Developing Child, 2014). Public health models of BPT focus on optimizing the 

environment via parenting, one of the most potent environmental factors to influence a young 

child’s behavior (Bayer et al., 2009). Intervening with parenting focuses on increasing self-

efficacy in using effective parenting practices in order to develop and strengthen the positive 

interactions between parents and their children. Increasing these positive interactions has the 

potential to modify the impact of risk factors (i.e., poverty) and enhance protective factors (i.e., 

effective parenting practices).  

 In particular, poverty has been identified as a risk factor that is proximally related to 

negative emotional and behavioral health outcomes in children (Conger et al., 1992, 1993). The 
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Family Stress Model proposes that financial hardships and poverty impact child development 

through its interaction with family factors, such as parent psychological resources (Conger et al., 

2002; McLoyd, 1998). Strain on parent psychological resources, such as stress and emotional 

functioning, makes parenting more difficult and results in harsher or more inconsistent parenting. 

Such inconsistent, non-contingent, harsh, and disengaged parenting practices have been 

implicated in the development of behavior problems (Loeber & Dishion, 1983; Patterson & 

Stouthamer-Loeber, 1984).  

In support of this theoretical model, research shows that low-income parents are less likely 

to provide nurturing environments with adequate supervision, and are more likely to engage in 

inconsistent, harsh discipline strategies (Harris & Marmer, 1996). Therefore, focusing on 

parenting practices in order to increase warmth and consistency in a population with high rates of 

economic disadvantage has the potential to lessen the impact of poverty on child outcomes. 

Children whose parents are self-efficacious in responding to their child’s maladaptive behavior, 

and provide an environment with effective communication, positive attention, and consistent and 

nonviolent disciplinary methods are less likely to develop behavioral and emotional disorders 

(Sanders Turner, & Markie-Dadds, 2002). Within this proposed framework, numerous 

preventive interventions of BPT have been tested for the prevention of child behavioral and 

emotional difficulties, child maltreatment, and coercive parenting practices, described in the next 

section.  

 Evidence base for preventive BPT interventions. In a systematic review of parenting 

interventions for prevention of externalizing problems, Smedler and colleagues (2015) identified 

36 randomized controlled trials assessing 25 different programs with sufficient follow-up data 

(i.e., 6 months) according to the standards set by the Society for Prevention Research. Of these 
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randomized controlled trials, 14% were universal prevention, 44% were selective prevention, and 

42% were indicated prevention. Just five of all 25 programs were considered evidence-based, as 

they had been subject to more than one trial of sufficient quality. Two of these programs were 

BPT interventions, including Triple P and Incredible Years, described next.  

 Triple P has been tested in universal, selective, and indicated prevention trials. Within the 

multilevel Triple P framework, Level 1 interventions, or universal prevention, are very low in 

intensity and use media and communication strategies to all parents and members of a given 

community (Sanders & Kirby, 2014). Level 2 interventions are low in intensity and include brief 

parenting interventions for parents interested in general parenting information, which often 

comprise selective and indicated prevention efforts (Sanders & Kirby, 2014).  

Sanders and colleagues (2014b) conducted a systematic review and meta-analysis of 

Triple P over a 33-year period, which included 101 studies, with 27 trials using a universal 

approach and 49 using a targeted (i.e., selective or indicated) approach to prevention. Triple P 

has been delivered in an array of settings, including as universal prevention in population trials 

across counties in the southeastern US (Prinz et al., 2009), as well as selective and indicated 

prevention in preschools (e.g., Hahlweg, Heinrichs, Kuschel, Bertram, & Naumann, 2010) and 

primary care (e.g., Turner & Sanders, 2006). Meta-analytic results showed that at follow-up (i.e., 

long term outcomes) Level 1 Triple P had medium mean effect sizes for child social, emotional, 

and behavior outcomes (d = 0.622) and parenting satisfaction and self-efficacy (d = 0.578). For 

Level 2 Triple P trials, long-term outcomes had large mean effect sizes for parenting practices (d 

= 0.819) and parenting satisfaction and self-efficacy (d = 0.844). Additionally, immediately post 

intervention, there were medium effect sizes for child social, emotional, and behavior outcomes 

(d = 0.516). While effects were larger for treatment trials of Triple P, prevention models 
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produced significant effects on child behavior and parenting practices, parental self-efficacy, and 

satisfaction (Sanders et al., 2014b). In addition to these individual outcomes, population-based 

randomized trials of Level 1 Triple P have shown large effect sizes for substantiated child 

maltreatment cases (d = 1.09), out-of-home placements (d = 1.22) and child maltreatment related 

injuries that resulted in hospitalization (d = 1.14) in counties that received the Triple P 

intervention compared to no intervention control conditions.  

Incredible Years has been delivered in over 50 randomized controlled trials, including 12 

selective prevention trials and 11 indicated prevention trials (Menting, Orobio de Castro, & 

Matthys, 2013). As selective prevention, Incredible Years has been delivered in a group format 

with various high-risk multiethnic, socioeconomically disadvantaged families, such as Head Start 

(i.e., Webster-Stratton, 1998). As an indicated prevention intervention, Incredible Years has been 

delivered to preschool children with adjudicated siblings (Brotman et al., 2008) and children 

placed in foster care (Linares, Montalto, Li, & Oza, 2006). In a meta-analysis of Incredible Years 

and its impact on child behaviors, there was a small mean effect size for child disruptive 

behaviors in selective prevention trials (d = 0.13) and indicated prevention trials (d = 0.20) 

(Menting et al., 2013). Despite these small effect sizes, selective and indicated prevention 

interventions resulted in significant differences in child problem behaviors from pre- to post-

intervention (i.e., Gross et al., 2003; Linares et al., 2006; Webster-Stratton, Reid, & Hammond, 

2001), with greater initial severity of child behavior being the strongest predictor of intervention 

effects on child behaviors (Menting et al., 2013). Prevention trials have also shown significant 

changes in effective parenting practices and parental self-efficacy (Gross et al., 2003; Reid, 

Webster-Stratton, & Baydar, 2004; Webster-Stratton et al., 2001), with gains in responsive and 

effective parenting maintained at 2-year follow-up (Brotman et al., 2008). In addition to positive 
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child and parent outcomes, the literature also provides support for the feasibility, acceptability, 

and cost-efficiency of such preventive BPT interventions in real world settings accessed by high-

risk families.  

Cultural Adaptations to BPT 

 BPT interventions tested with varying ethnic and racial groups have generally had a 

positive influence on parenting skills and child behavior across racial, ethnic, and socioeconomic 

groups (e.g., Brotman et al., 2011; Gross et al., 2003; Kaminski et al., 2008). Despite important 

differences across cultural groups, the basic principles underlying effective parenting practices 

taught via BPT are considered cross-culturally robust (Sanders et al., 2008) with consistent and 

non-harsh parenting practices contributing to the healthy development of all children, regardless 

of background (Brotman et al., 2011). For example, Triple P has beneficial effects with culturally 

and linguistically diverse parents including indigenous parents in Australia (Turner, Richards, & 

Sanders, 2007), Chinese parents (Leung et al., 2003; Matsumoto, Sofronoff, & Sanders, 2007) 

and African American parents (Prinz et al., 2009), and preventive trials of Incredible Years with 

low-income, ethnically diverse families has yielded improvements in child behavior and 

parenting practices (Webster-Stratton, 1998; Webster-Stratton et al., 2001). Such results were not 

significantly moderated by ethnic group, such that 634 low-income African American, White, 

Hispanic, and Asian families enrolled in Head Start that participated in Incredible Years 

benefitted similarly from the intervention and expressed high levels of satisfaction with the 

program (Reid, Webster-Stratton, & Beauchaine, 2001).  

Despite these findings, competing evidence suggests that these interventions are less 

effective for economically disadvantaged families and families with ethnic minority status than 

for more affluent, non-minority families (Lundahl et al., 2006; Reyno & McGrath, 2006). In a 
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meta-analysis of 75 studies that used BPT to reduce disruptive child behavior, analyses revealed 

that economically disadvantaged families have diminished post-treatment effects relative to 

economically non-disadvantaged families when initial child problems are more mild, and 

economically disadvantaged families show less improvement one year after the end of treatment 

regardless of problem severity than their more economically advantaged counterparts (Leijten, 

Raaijmakers, Orobio de Castro, & Matthys, 2013). Therefore, disseminating BPT to diverse 

populations that were originally developed according to Euro-American cultural norms may be 

risky (Calzada, Fernandez, & Cortes, 2010), and may lead to failure to recruit and retain ethnic 

minorities in BPT interventions (Castro et al., 2006). Adaptations to BPT interventions that 

integrate factors such as language and cultural beliefs may increase cultural sensitivity and 

improve the target population’s acceptance and the effectiveness of such interventions (Griner & 

Smith, 2006).  

Models of cultural adaptation. Ferrer-Wreder and colleagues (2012) described two sets 

of cultural adaptation frameworks: those that inform modification to the content (i.e., the what), 

and those that inform the process of adaptation (i.e., the how). One such framework focusing on 

the what of adaption is the cultural sensitivity model developed by Resnicow and colleagues 

(2000). This model of adaptation posits that an intervention’s cultural sensitivity can be 

enhanced if the characteristics and life situation of the end-user participant group are 

incorporated into aspects of the intervention and its trial. Resnicow and colleagues define surface 

structure adaptations as modifications that enhance the intervention’s fit, acceptance, and face 

validity with intervention participants, including program language, people, resonance of 

intervention messages, materials, and the way in which the intervention is delivered. Systematic 

adaptations to existing interventions may increase their fit within the culture and experience of 
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diverse populations and foster receptivity, comprehension, and acceptance of messages 

(Resnicow et al., 2000). 

The how of adaptation, or the process of adaptation, may be understood through 

the lens of the Cultural Adaptation Process (CAP; Domenech-Rodriguez & Wieling, 2004). CAP 

involves three phases: 1) creation of collaborative relationships between program stakeholders, 

scientists, program developers, community members, and likely participants, as well as a needs 

assessment; 2) initial round of adaptations to the intervention in collaboration with program 

developer, pilot testing the adapted intervention on a small scale, and investigation of cultural 

appropriateness of the measures to be used; and 3) full scale trial of the adapted intervention. 

These models of cultural adaptation provide useful frameworks to guide the development of 

culturally valid BPT interventions to enhance their efficacy.  

Impact of cultural adaptations to BPT. In a meta-analysis focused on preventive group 

parent training programs for ethnic minority families, van Mourik and colleagues (2017) 

examined the process and content of cultural adaptations and the related outcomes. Results of the 

meta-analysis suggested that culturally adapted preventive parent training programs targeting 

ethnic minority parents have a small but significant effect on improving parenting practices, 

child outcomes, and parental perspectives on parenting. Of the 18 studies that made cultural 

adaptations, 16 made adaptations to an existing intervention or created a new culturally tailored 

program specifically for ethnic minority families. These adaptations included language, persons 

(e.g., matching group leaders with characteristics of the participants) (Gross et al., 2003; Gross et 

al., 2009; Turner et al., 2007), and materials (e.g., adaptations to manuals and video segments to 

portray familiar and relevant situations for parents) (Brotman et al., 2011; Webster-Stratton, 

1998). Seven of the 18 studies made adaptations that incorporated elements that influence the 
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parenting behavior of the target group (e.g., content related to cultural, social, and environmental 

factors). For example, two studies (Brotman et al., 2011; Turner et al., 2007) permitted more 

time to discuss cultural and contextual influences on parenting, while another study incorporated 

cultural and religious elements and parenting norms into their program (Kim et al., 2014).  

In the meta-analysis, cultural sensitivity of the intervention was significantly related to 

effect size of parent and child behaviors, with the highest effect sizes found in studies that made 

adaptations to the protocol that incorporated elements that influence the parenting behavior of 

the target group, like cultural, social, and environmental factors. Five of the 18 studies provided 

detailed information regarding the process of adaptation (e.g., use of information from pilot 

study to adapt BPT, use of an advisory board; Bjorknes & Manger, 2013; Gross et al., 2009). 

While results did not imply that the process of adaptation was significantly related to parenting 

outcomes, documenting this process has the potential to enable researchers and professionals to 

identify the relevant procedures that could be undertaken in the process of cultural adaptation 

that may enhance the impact of BPT for ethnic and racial minority groups.  

Pediatric Primary Care  

 Pediatric primary care has gained attention as a setting with unique utility in providing 

behavioral health services to children and families, as primary care is often the gatekeeper for 

mental health services. Rates of mental health difficulties range from 10-21% of all children who 

present for routine office visits in pediatric primary according to parent and physician report 

(Bilfield, Wildman, & Karazsia, 2006; Polaha, Dalton, & Allen, 2011). These rates of emotional 

and behavioral difficulties are higher in primary care clinics serving predominantly urban, low-

income, minority children and families. In a survey of nearly 200 children in an urban primary 

care clinic serving a population covered by Medicaid, parents reported that 62.4% of children 
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exceeded the clinical cutoff on at least one subscale of a rating of global emotional and 

behavioral functioning (Hourigan, Southam-Gerow, & Quinoy, 2014).  

Externalizing problems in childhood are the primary referral for children into mental 

health services (Kazdin, 2003). Within primary care, disruptive behavior disorders account for 

the largest percentage of diagnosed disorders in young children with rates estimated between 

15% and 18% of children and many more children exhibiting subthreshold symptoms (Briggs-

Gowan et al., 2003; Lavigne et al., 1996; Polaha et al., 2011). Given these high rates, disruptive 

behavior difficulties constitute the highest medical provider referral rates for mental health 

concerns (Rushton, Bruckman, & Kelleher, 2002). Despite high referral rates, at 6-month follow 

up, 39% of those referred for mental health treatment had not attended an appointment with the 

referred provider (Rushton et al., 2002). This finding suggests that many behavior concerns 

identified in primary care are likely to go untreated. 

As noted, primary care, and other child-focused human service agencies provide the bulk 

of mental health services for children and families (Liao et al., 2001). The delivery of behavioral 

health services within primary care may reduce obstacles to mental health services by increasing 

access, reducing stigma, and creating more opportunities for early prevention and intervention. 

Primary care interacts with a substantial proportion of the population (Strosahl, 1998), and 

children access primary care well before they may be identified in other settings like schools. 

The American Academy of Pediatrics recommends at least 15 pediatric primary care visits 

before a child is of age to enter elementary school. Pediatricians have regular contact with 

children and families through routine well-child visits that are designed to prevent health 

problems and promote wellbeing (Starfield, 1998). These frequent visits allow for the 

development of a trusting and longstanding relationship with parents (Foy, 2010) that is fit for 
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identification and intervention of behavioral problems. Furthermore, parents are more likely to 

seek out a physician for youth behavioral difficulties than a counselor or therapist (Polaha et al., 

2011), and families prefer to receive behavioral health services in the primary care setting 

(Kolko, Campo, Kelleher, & Cheng, 2010). In addition to patient preferences, the delivery of 

behavioral health services within primary care is more cost-effective (Gray, Brody, Johnson, 

2005) and leads to better health outcomes (Scharf et al., 2016). In particular, delivery of 

evidence-based BPT interventions in primary care has demonstrated clinically beneficial results 

(Kolko & Perrin, 2014).  

BPT in primary care. Some evidence-based BPT interventions originally developed and 

tested within the traditional mental health service delivery system (i.e., outpatient mental health) 

have also been tested in pediatric primary care. For example, the Incredible Years program was 

tested in two randomized controlled trials in primary care clinics for youth with disruptive 

behaviors. Delivered in 12 sessions by nurses or psychologists (Lavigne et al., 2008), or in 10 

sessions by a research team members and clinic staff (i.e., nurse, nurse practitioner, social 

worker, or pediatrician) (Perrin, Sheldrick, McMenamy, Henson, & Carter, 2014), participation 

in the intervention resulted in significant changes in child disruptive behaviors and parenting 

practices. Feasibility of delivery within pediatric office settings was also indicated.  

In addition to standard treatment manuals (i.e., Incredible Years), numerous BPT 

protocols have been adapted for use in the primary care setting (i.e., Triple P, PCIT). Such 

interventions were adapted to be shorter in length to account for low attendance rates noted 

extensively in the literature of parenting programs (e.g., Gross et al., 2003) in order to make 

participation more acceptable and easier to complete. Evidence suggests that abbreviated BPT 
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interventions can lead to reduced child behavior problems with lower rates of dropout (McGoron 

& Ondersma, 2015).  

Primary Care Triple P (PC-Triple P) was developed from Triple P as a three to four 

session, 20-minute intervention that includes problem identification, behavioral monitoring, 

parenting skill education, and discussion of barriers to implementation. Tested in two separate 

effectiveness trials for parents with children with behavioral difficulties, participation in PC-

Triple P delivered by nurses (Turner & Sanders, 2006) and various other clinic professionals 

(e.g., counselors, healthcare staff) (de Graaf, Onrust, Haverman, & Janssens, 2009) resulted in 

significant decreases in child behavioral difficulties and lax parenting, increases in positive 

parenting strategies, parenting satisfaction, and parental competence compared to parents 

receiving treatment as usual.  

PCIT was adapted for primary care as Primary Care Parent Child Interaction Therapy 

(PC-PCIT), and modified to be conducted in four one-and-a-half hour weekly group sessions 

(Berkovits, O’Brien, Carter, & Eyberg, 2010). The intervention is delivered in pediatrician 

waiting rooms and includes psychoeducation, practice and coaching of child directed interaction, 

and further skill building in parent directed interaction strategies including giving commands and 

time out procedures. In a randomized controlled trial of PC-PCIT compared to self-guided 

intervention, PCIT-Anticipatory Guidance, participating parents in both groups reported 

decreases in child problem behaviors and ineffective parenting practices, and increases in 

parental feelings of control. These research trials extend the efficacy of BPT to the primary care 

setting indicating its potential to reach children and families who may otherwise go untreated.  



  

 

 

 38 

Technology in Mental Health Delivery 

 Just as delivery of BPT within the primary care setting may increase access, 

technological innovations have the potential to extend intervention reach to a greater number of 

high-risk children and families (Kazdin, 2015). Factors that increase the reach of Internet-based 

interventions include: a) accessibility, b) cost efficiency, and c) more structured intervention 

integrity (Ondersma et al., 2017). According to the 2015 U.S. Department of Commerce, more 

individuals are regularly accessing the Internet across all income levels and locations (Ryan & 

Lewis, 2017). Additionally, low-income, Black, and Latinx households comprised the highest 

proportion of U.S. households that used handheld devices (i.e., smartphones) for Internet 

connectivity. Thus, technology-based interventions have the potential to reach a great proportion 

of the population at risk for mental health difficulties (Kazdin, 2015). In addition to the reach 

afforded by technology, use of technology reduces the need for direct contact with providers and 

thus addresses the concern that the individuals in need of mental health treatment far exceeds the 

number of mental health providers available to treat them (Kazdin & Blase, 2011). Furthermore, 

technology-assisted programs may tackle other barriers to access, including stigma, lack of 

transportation, childcare difficulties, and waitlists for mental health services.   

 Technological applications to BPT. According to a review by Jones and colleagues 

(2013), evidence-based BPT interventions are well-suited for technological adaptations because: 

1) disruptive behaviors are among the most common reasons children are referred to mental 

health care; 2) evidence-based parenting interventions share a common theoretical foundation 

and treatment approach; 3) there is a substantial evidence base indicating the efficacy of BPT; 

and 4) use of technology is firmly rooted in the history of BPT (i.e., videotape modeling). 

Furthermore, technology has the potential to ensure fidelity to evidence-based practices 
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(Breitenstein, Gross, & Christophersen, 2014), particularly in the primary care setting where 

most professionals that interact with the general population are not prepared to provide evidence-

based consultation about parenting and child behavior (Prinz & Sanders, 2007). There is a 

growing literature of experimental research that has used innovative technological approaches to 

target dysfunctional parenting and child disruptive behaviors, described next (see, Baumel, 

Pawar, Kane, & Correll, 2016; Breitenstein et al., 2014; Hall & Bierman, 2015, Jones et al., 

2013; Nieuwboer, Fukkink, & Hermanns, 2013, for reviews).  

Digital BPT for treatment. Digitally-adapted treatment trials of BPT interventions have 

shown promise in treating children who meet, or are close to meeting diagnostic levels of 

disruptive behavior disorders. The Incredible Years program was adapted into a web-based 

delivery platform and tested in a randomized controlled trial with 90 families with children 

attending Head Start classrooms and screened with elevated oppositional behaviors (Taylor et al., 

2008). The video-guided intervention includes video examples of parent and child interactions, 

video questions, and summaries of important points. The video is supplemented by five home 

visits by Incredible Years coaches to review content. Parents that participated in the web-based 

Incredible Years program reported high levels of satisfaction with the program, high likelihood 

that they would recommend the program to a friend or relative, and confidence in managing 

future child behavior problems, relative to the no treatment control group (Taylor et al., 2008).  

Internet-based PCIT (I-PCIT) was compared to standard PCIT in one randomized 

controlled trial using webcams and parent-worn Bluetooth earpieces to remotely deliver BPT to 

the home setting with a live therapist (Comer et al., 2017). Seventy percent of children treated 

with I-PCIT and 55% of children treated with standard PCIT showed treatment response in the 

study. The rate of post treatment response was higher in the I-PCIT condition, and parents in this 
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condition reported significantly fewer barriers to treatment. In both condition, parents reported 

high treatment satisfaction, positive engagement, and treatment retention (Comer et al., 2017).  

Triple P Online (TPOL) was adapted as an eight-module self-directed, interactive online 

program that teaches positive parenting skills (i.e., praise) using video-based modeling of 

parenting skills, videos of parent experiences, personalized goal setting, downloadable 

worksheets and podcasts, and automated text messaging and email prompt to increase treatment 

completion (Turner & Sanders, 2011). TPOL was tested in two randomized controlled trials 

compared to Internet-use-as-usual for youths age two to nine (Sanders, Baker, & Turner, 2012) 

and Triple P self-help workbook to children ages three to eight to examine variants of the Triple 

P program (Sanders, Dittman, Farruggia, & Keown, 2014a). TPOL participation resulted in 

improvements in child problem behavior, dysfunctional parenting styles, parental confidence in 

parenting role, parental anger, and inter-parental conflict, with gains maintained at 6-months 

follow up in both trials. Further adaptations to TPOL include a briefer online version of five 

modules (TPOL Brief; Baker, Sanders, Turner, & Morawska, 2013), a radio podcast series 

(Morawksa, Tometzki, & Sanders, 2014), and a television series with Internet support (Sanders, 

Calam, Durand, Liverside, & Carmont, 2008).  

 Internet-PMT was adapted from a Swedish BPT program, Comet, and modified from 11 

to 7, 1.5-hour long sessions with a greater emphasis on positive parenting rather than 

components of discipline for problematic behaviors (Enebrink, Hogstrom, Forster, & Ghaderi, 

2012). The online sessions include written text and videos of interactions between a parent and 

child to model effective parent/child interactions. In a randomized controlled trial comparing 

Internet-PMT to a waitlist control for children between three and 12 with disruptive behavior 
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concerns, parents in the Internet-PMT condition reported a significant reduction in conduct 

problems, less use of harsh and inconsistent discipline, and more praise (Enebrink et al., 2012).  

Parent Management Training (PMT; Kazdin, 2005) was adapted into an Internet-based 

treatment for children age six to 12 and tested in a randomized controlled trial for children with 

disruptive behavior problems comparing two Internet-based PMT conditions: Full Contact PMT 

in which the parent “met” with therapist on a web-based videoconference program from their 

home, and Reduced Contact PMT in which parents viewed pre-recorded treatment sessions on 

the Internet (Rabbitt et al., 2016). Results showed that both treatment groups led to significant 

improvements in child behaviors, parental depression, parental stress, and improved relationships 

among family member, with no significant differences between the groups. Parents in the Full 

Contact condition, however, reported greater acceptability of the intervention.  

Together, these treatment trials provide support for the efficacy, feasibility, and 

acceptability of delivering treatment for disruptive behavior problems with digital technology. 

Due to the potential of technology to increase reach and access to effective EBTs, a growing 

evidence base (described in the next section) has tested the use of technology from a public 

health framework. These randomized controlled trials seek to prevent dysfunctional parenting 

and child problems via BPT prevention using a range of technological formats.  

Digital BPT for indicated prevention. TPOL has been tested in prevention intervention 

trials to reduce parenting stress and dysfunctional parenting. In one randomized control trial 

delivered to mothers with high levels of stress living in an urban setting, those in the TPOL 

condition who completed at least the first four modules reported lower frequency of ineffective 

parenting strategies, compared to those that completed fewer than four modules (Ehrensaft, 

Knous-Westfall, & Lopez Alonso, 2016). Current efforts are underway to examine TPOL with 
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enhanced social media and gaming features (i.e., badges to incentivize skills practice) and 

smartphone accessibility. Early feasibility study results showed that these innovative approaches 

have the potential to increase parent engagement for highly vulnerable parents (i.e., low-income, 

prior incarceration) (Love et al., 2016).  

Digital BPT for selective prevention. Adventures in Parenting, an informational booklet 

published by the National Institute of Child Health and Human Development focused on 

effective parenting practices, was adapted into a 12-session web-based training. It was tested in a 

randomized controlled trial against a face-to-face condition and a booklet only condition with 

106 parents with children between the ages of two and three recruited from pediatric primary 

care (Bert, Farris, & Borkowski, 2008). Parental knowledge of effective parenting practices 

improved with the web-based program. 

Play Nicely, a self-administered, video-guided intervention that teaches parents how to 

manage childhood aggression and provide parental warmth and consistency in five to 10 

minutes, was developed for delivery in the primary care setting. Play Nicely was viewed on a 

mobile computer prior to the physician visit and compared to a no treatment condition in a 

randomized controlled trial (Scholer, Reich, Boshers, & Bickman, 2012). English- and Spanish-

speaking parents of children between the ages of one to five in a predominantly low-income 

pediatric primary care clinic who participated in the intervention group were 12 times more 

likely to report that they planned to do less spanking than those in who had a typical well-child 

visit without the intervention. Parents in the intervention group also reported that the program 

was educational and a valuable component of the well-child visit.  

This small, but growing literature on preventive interventions of BPT delivered via 

digital applications illustrates the potential of these programs to reduce risk for childhood 
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outcomes (i.e., disruptive behaviors, child maltreatment) by targeting and augmenting parenting 

practices. These interventions have demonstrated that they can feasibly and acceptably help to 

reduce parenting stress and dysfunctional parenting practices, factors strongly associated with 

early child behavior problems.  

Statement of the Problem and Purpose 

Despite the multitude of well-established BPT interventions that reduce child disruptive 

behaviors and parental stress, and improve parenting practices, knowledge of effective parenting 

practices, and parental self-efficacy, traditional models of service delivery (i.e., face-to-face, 

outpatient mental health setting, multiple sessions) limit the reach of these interventions to 

families with high need. With increased awareness that evidence-based BPTs often fail to reach 

the children and families with the highest need, novel approaches for service delivery based in a 

public health framework have the potential to reduce risk within existing community services 

and workforce. As outlined by Atkins and colleagues (2016), embedding DI within a public 

health model acknowledges the long-standing history of child mental health disparities and the 

unmet needs of ethnic minority youth living in poverty.  

These unmet needs may be targeted through various approaches that challenge traditional 

models of evidence-based BPT service delivery: 1) preventive intervention, 2) cultural 

adaptations, 3) service delivery setting (i.e., primary care), and 4) technological adaptations. 

Research endeavors using each of these approaches individually and in combination have shown 

promise in increasing access to effective BPT interventions and reducing child and family risk 

factors. However, more empirical investigations are needed to clarify the process, methodology, 

feasibility, and outcomes related to the paradigm shift toward a public health model that 

addresses the needs of vulnerable families. This research is a proof-of-concept study that 
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investigated the impact of a culturally adapted, e-health BPT for selective prevention delivered in 

pediatric primary care. It examined the feasibility and acceptability of the intervention and study 

procedures and examined the effects of the intervention on child behavior, parental stress, 

parenting practices, knowledge of effective parenting practices, and parental self-efficacy.  

Research Questions and Hypotheses  

Research question 1. What are parental preferences and experiences for receiving health 

and behavioral health services for their child and family? 

Hypothesis and rationale 1. Qualitative analyses will generate an explanation of the 

ways that caregivers experience and value health and behavioral health services for their child, 

and how these experiences/preferences contribute to treatment outcomes. Using a thematic 

analysis approach (Braun & Clarke, 2006), data will generate a general explanation for the 

findings in Phase 2 (Creswell & Poth, 2018).  

Research question 2. To what extent are a brief, e-health BPT intervention delivered to 

parents during routine well-child visits and follow-up data collection procedures feasible?

 Hypothesis and rationale 2. Study procedures, including recruitment, randomization, and 

data collection using technology applications will be feasible. This hypothesis is based on 

published research reports that have successfully completed research studies testing preventive 

BPT in primary care using technological applications (Scholer et al., 2012).   

Research question 3a. To what extent are the delivery of a brief e-health BPT 

intervention delivered to parents during routine well-child visits and follow-up data collection 

procedures acceptable to caregivers? 

Hypothesis and rationale 3a. Parents that participate in a brief, e-health BPT intervention 

during their child’s routine well-child visits will be satisfied with the format of delivery and data 
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collection and will report satisfaction with the intervention. This hypothesis is based on research 

supporting parental satisfaction with technological applications to BPT (i.e., Bert et al., 2008; 

Sanders, Baker, & Turner, 2012), including those delivered within the context of a routine well-

child visit (Scholer et al., 2012), and perceptions that these technological applications are easy to 

use (i.e., Cefai, Smith, & Pushak, 2010).  

Research question 3b. Does acceptability of the intervention differ between 

experimental and control conditions? 

Hypothesis and rationale 3b. Acceptability of the intervention will not be significantly 

different between parents randomized to the experimental condition who view the e-health 

intervention compared to parents in the control condition who read the information pamphlet. 

This hypothesis is based on evidence that parental satisfaction does not differ when comparing 

variants of BPT interventions, such as web-based, face-to-face, and self-help workbook 

platforms (i.e., Bert et al., 2008; Sanders et al., 2014).  

Research question 4. Does child disruptive behavior decrease at a greater rate when 

parents view a brief, e-health BPT intervention during routine well-child visits compared to the 

control condition?  

Hypothesis and rationale 4. Child disruptive behavior will decrease at a greater rate in 

the experimental condition compared to the control condition. Substantial evidence shows that 

participation in BPT interventions delivered as prevention interventions (i.e., Gross et al., 2003), 

via brief self-administered technology format (i.e., Sanders et al., 2012), and within the primary 

care setting (de Graaf et al., 2009) results in a reduction in disruptive child behaviors. 
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Research question 5. Does parental stress decrease at a greater rate when parents view a 

brief, e-health BPT intervention during routine well-child visits compared to the control 

condition?  

Hypothesis and rationale 5. Parental stress will decrease at a greater rate in the 

experimental condition compared to the control condition. This hypothesis is based on research 

that supports the effectiveness of preventive BPT in reducing parental stress in interventions 

delivered in person or using digital formats (Gardner et al., 2010; Sanders et al., 2008).    

Research question 6. Does use of effective parenting practices increase at a greater rate 

when parents view a brief, e-health BPT intervention during routine well-child visits compared 

to the control condition?  

Hypothesis and rationale 6. Parents’ use of effective parenting practices will increase at 

a greater rate in the experimental condition compared to the control condition. This hypothesis is 

based on prior research that shows that BPT interventions result in use of more effective 

parenting practices according to parent report (i.e., Berkovits et al., 2010) and observation (i.e., 

Perrin et al., 2014), as well as reductions in dysfunctional parenting practices (i.e., Sanders et al., 

2012).  

Research question 7. Does parental knowledge of effective parenting practices increase 

at a greater rate when parents view a brief, e-health BPT intervention during routine well-child 

visits compared to the control condition? 

Hypothesis and rationale 7. Parent knowledge of effective parenting practices will 

increase at a greater rate in the experimental condition compared to the control condition. Web-

based BPT interventions delivered in primary care result in increased parental knowledge of 

effective parenting practices (Bert et al., 2008). This hypothesis is also based on cognitive 



  

 

 

 47 

science models that posit that declarative knowledge, or knowledge of factual information, is 

learned didactically through observational learning (Bennett-Levy, 2006). Therefore, parents that 

view the video-guided e-health intervention which includes teaching and modeling of effective 

parenting practices, are likely to increase their declarative knowledge of these effective parenting 

practices.  

Research question 8. Does parental self-efficacy increase at a greater rate when parents 

view a brief, e-health BPT intervention during routine well-child visits compared to the control 

condition? 

Hypothesis and rationale 8. Parental self-efficacy will grow at a faster rate in the 

experimental condition compared to the control condition. This hypothesis is supported by 

evidence that preventive BPT increases parental self-efficacy (i.e., Gross et al., 2003; Reid et al., 

2004; Webster-Stratton et al., 2001). In particular, parents that participated in a preventive 

Internet-based BPT reported significant increases in parental self-efficacy after participating in 

the intervention (Day & Sanders, 2017).  
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Chapter 3 

Method 

Participants 

 Phase 1. Participants included 13 primary caregivers (e.g., biological parent, adopted 

parent, foster parent, grandparent) from partner primary care clinics (N = 3) in Central Texas. 

Caregivers were considered for inclusion if they were attending a routine well-child visit for their 

child between the ages of 2 and 8, spoke English or Spanish, and were 18 years or older. 

Caregivers were excluded from the study if they did not speak English or Spanish. Caregivers 

were primarily mothers (92.3%) with an average of three children living in their home. 

Participants were primarily Hispanic/Latinx (92.3%), born in Mexico (53.8%), and spoke 

English as their primary language (53.8%). Most participants (69.2%) were married and did not 

work outside of the home (69.2%). Sixty-two percent of participants earned a high school 

diploma or GED or less and the majority of participants (53.9%) reported a household annual 

income of $20,000 or less (23.1% between $30,000 and $40,000, 7.7% between $40,000 and 

$50,000, 7.7% between $50,000 and $75,000, and 7.7% between $75,000 and $100,000) with an 

average of 5.4 people living off of this income (SD = 2.2).  According to the US Department of 

Health and Human Services Federal Poverty Guidelines of 2018 whose guidelines are based off 

of household income and number of dependents, 53.9% (n = 7) of participants in our sample met 

the poverty threshold. Characteristics of participants in Phase 1 are reported in Table 1.  

 Phase 2. Participants included 60 primary caregivers from three primary care clinics in 

Central Texas (eligibility criteria were the same as Phase 1). Ninety percent of caregivers were 

mothers (n = 54). The majority of participants reported that they were Hispanic/Latinx (78.3%) 

with 51.7% born in the United States. Of the 26 participants that reported they were born outside 
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of the US, 88.5% (n = 23) were born in Mexico. Fifty-five percent (n = 33) were primarily 

English speaking, while the remaining 45% (n = 27) were primarily Spanish speaking. Thirty-

five participants (58.3%) reported that they were married. Participants reported that an average 

of 2.0 caregivers live in their household (range: 0-6, SD =. 97) with an average of 2.6 children 

under the age of 18 living in the home (range: 0-6, SD = 1.4). Fifty percent (n = 30) had less 

than a high school degree/diploma and 75% had an annual household income of $30,000 or less 

(16.7% between $30,000 and $40,000, 3.3% between $40,000 and $50,000, and 1.7% between 

$50,000 and $75,000) with an average of 4.5 people living off of this income (SD = 1.8). 

According to the US Department of Health and Human Services Federal Poverty Guidelines of 

2018 whose guidelines are based off of household income and number of dependents, 63.3% (n 

= 38) of participants in our sample met the poverty threshold. There were no significant group 

differences in demographic factors (i.e., educational attainment, household income, number of 

children and caregivers in the household, or poverty status) or baseline outcomes measures (i.e., 

parental stress, child disruptive behaviors, parenting practices, knowledge of effective parenting 

practices, or parental self-efficacy) between participants randomized to the experimental 

condition and those in the control condition. Characteristics of participants in Phase 2 are 

reported in Table 2.  

Procedures 

 An embedded experimental mixed methods design was used. This design is defined by 

having qualitative data embedded within an experimental design (Creswell & Poth, 2018). 

Qualitative data collection was embedded before the randomized controlled trial to inform 

intervention development and analyzed after to elaborate themes and explain treatment results.  
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 Phase 1. Caregivers that presented to their child’s clinic for a routine well-child visit 

between the age of 2 and 8 were recruited in one of two ways: 1) front desk staff asked 

caregivers who fit study inclusion criteria if they were interested in learning more about a 

research project with the University of Texas; interested caregivers were contacted by the 

research team; or 2) research team member directly recruited eligible caregivers upon check in to 

their well-child visit in the clinic waiting room. Caregivers were scheduled for a one-hour 

interview. After providing consent, caregivers participated in an interview in which they reported 

on their experiences receiving health care in their child’s primary care clinic, their experiences 

with mental health services for their child, and shared barriers and facilitators to accessing 

mental health services for their child. Caregivers were presented with a brief video prototype of 

the proposed e-health intervention and were asked to provide feedback on the presented 

information, aesthetics, and overall appeal of the video. The format of the interview remained 

flexible and was audio-taped. Recordings were transcribed verbatim in their original language. 

Thematic analysis coding of the interviews identified preferences, experiences, and beliefs that 

were used to inform the development of the e-health intervention. Post-hoc thematic analysis of 

the interviews conducted at the completion of Phase 2 elaborated themes and explained treatment 

results. Interviews conducted and transcribed in Spanish were translated into English by the 

research assistant that conducted the interview in Phase 1.  

 Phase 2. A randomized, controlled trial tested the impact, feasibility, and acceptability of 

implementation of an e-health intervention on positive parenting practices delivered to families 

in the primary care setting. Sixty caregivers that presented to the clinics for routine well-child 

visits for children between the ages of 2 and 8 were invited to participate in a study that teaches 

positive parenting practices that have been shown to reduce parenting stress and child behavior 
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problems. Families willing to participate were provided a tablet from clinic staff while waiting 

for their medical provider in the exam room. After reviewing the consent for Internet research, 

caregivers were randomized into the experimental condition (n = 31) or the control condition (n 

= 29).   

After consenting, caregivers completed baseline questionnaires about their child’s 

disruptive behavior, parental stress, parental self-efficacy, parenting practices, and knowledge of 

effective parenting practices (baseline statistics by condition are reported in Table 3). Caregivers 

in the experimental condition then observed a video-guided intervention (~6 minutes), titled 

Parenting A to Z (PAZ), that taught and modeled evidence-based positive parenting techniques of 

positive attention (i.e., labeled praise, describing behavior, reflecting verbal statements) and 

differential reinforcement (i.e., active ignoring). Caregivers in the control condition read an 

electronic handout with educational material about positive parenting practices. After, all 

caregivers completed a questionnaire assessing their parental self-efficacy and knowledge of 

effective parenting practices. Caregivers were compensated for their participation. One-week and 

one-month following the intervention, families received follow-up assessments via text message 

to assess their child’s disruptive behavior, parental stress, parental self-efficacy, parenting 

practices, and knowledge of effective parenting practices. At the same time, they were sent a link 

to the intervention to watch/read again if they chose. Acceptability of the intervention and study 

procedures were assessed at post-intervention and one-month follow up, including the likelihood 

that caregivers would use the strategies learned, experiences learning about parenting in their 

pediatric primary care clinic, and feedback on the study procedures.  

Measures 

 Phase 1. 
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 Interview. Interview questions were designed specifically for this project (Appendix). 

The interview was intended to illicit caregiver experiences and preferences regarding their child 

and family’s health care services, their experiences and preferences accessing and receiving 

mental/behavioral health care for their child and family, feedback on a video prototype of the 

proposed e-health intervention, and perspectives on using technology for mental health services.  

 Phase 2. 

Demographics. Caregivers completed a brief questionnaire reporting their demographic 

characteristics (e.g., race, ethnicity), and their role in their child’s life (i.e., biological parent, 

adoptive parent, foster parent, grandparent). Following recommendations by Brislin (1970; 

Brislin et al., 1973), the measures was forward and back translated with one individual forward 

translating the measure from English to Spanish, and another individual back translating the 

measure to English. Following each back translation, comparisons were made between the 

original English and back translated English and modification were made based on consensus 

when discrepancies arose. As a final check, a third bilingual individual reviewed the measure and 

made additional modifications. 

Acceptability. A measure was developed for this research study to assess acceptability of 

study procedures and the intervention. They reported on their experiences using technology (i.e., 

tablet, personal devices) as a part of the research study, the extent to which they found the 

information on parenting valuable (e.g.,, the extent to which they will/did use parenting 

strategies presented), their level of engagement with the intervention (e.g., extent to which they 

paid attention), and regarding whether they liked learning about parenting within the context of 

the primary care setting (e.g., extent to which they talked to or planned to talk to their medical 

provider about parenting) on a 5-point Likert scale from 1 (strongly agree) to 5 (strongly 
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disagree). This acceptability measure was translated into Spanish according to the 

recommendations made by Brislin (1970; Brislin et al., 1973), as described above. 

Child disruptive behaviors. The Eyberg Child Behavior Inventory (ECBI; Eyberg & 

Pincus, 1999) assessed parents’ perceptions of conduct problems for children 2 to 16 years old. 

The 36-item measure includes an Intensity scale that assesses the frequency of problem 

behaviors rated on a 7-point Likert scale from 1 (never) to 7 (always), and a Problems scale that 

rates dichotomously (Yes/No) if a behavior is problematic for the reporting parent; for the 

current study only the intensity scale was used. Numerous studies have supported the validity of 

the ECBI (Eyberg & Pincus, 1999; Gross et al., 2003). The scale is also published in Spanish. In 

the present study, the internal consistency reliability for the total scale was .96.  

 Parental stress. Parenting stress was assessed using the Parent and Family Adjustment 

Scales (PAFAS; Sanders & Morawska, 2010). The measure is comprised of 30 items that 

assesses parenting practices and parental adjustment. Five items comprise a subscale that 

assesses parental stress. Caregivers rated their experiences of parental stress on a 4-point Likert 

scale (0 = not at all to 3 = very much). The items are totaled to yield a total stress score, with 

higher ratings indicating higher dysfunction. Psychometric evaluation of the PAFAS indicate that 

the scales have good internal consistency, as well as satisfactory construct and predictive validity 

(Sanders, Morawska, Haslam, Filus, & Fletcher, 2014c). Internal consistency in the current study 

was .52. This parental stress measure was translated into Spanish according to the 

recommendations made by Brislin (1970; Brislin et al., 1973), as described above.  

 Parenting practices. The Parent and Family Adjustment Scales (PAFAS; Sanders & 

Morawska, 2010) is a 30-item self-report measure that assesses parenting practices and parental 

adjustment. Thirteen items comprised of three subscales (parental consistency, coercive 
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parenting, positive encouragement) assess parenting practices and were used in the current study. 

The measure has demonstrated good internal consistency, construct validity, predictive validity, 

convergent validity, and holds promise for quick and easy administration (Sanders et al., 2014c). 

Internal consistency in the current study was .67. This parenting practices measure was translated 

into Spanish according to the recommendations made by Brislin (1970; Brislin et al., 1973), as 

described above. 

Knowledge of effective parenting practices. The Knowledge of Effective Parenting 

Practices Scale (KEPS; Morawksa, Sanders, & Winter, 2005) is a 30-item instrument that 

assesses knowledge of effective parenting strategies in line with the Triple P program. It utilizes 

a multiple-choice format where respondents are asked to provide the correct answer from four 

possible responses for each item. Each question answered correctly is scored one point, while 

incorrect and unanswered questions are scored 0. Internal consistency for the total score is 

adequate (α = 0.68) with satisfactory test-retest reliability calculated across a 2-week interval (r = 

0.87) (Morawksa et al., 2009). For the current study, 5 items were selected based on content that 

fit the e-health intervention developed for this research study (i.e., positive attention, differential 

attention) and adapted to fit the context (e.g., doctor’s office) and goals of the e-health 

intervention (i.e., increase positive behavior). Test-retest reliability calculated across a 2-week 

interval (post-intervention and one week follow up) was adequate (r = .46) and internal 

consistency was not acceptable (α = .12). This parenting knowledge measure was translated into 

Spanish according to the recommendations made by Brislin (1970; Brislin et al., 1973), as 

described above. 

Parental self-efficacy. Parental self-efficacy was assessed using the Parenting Sense of 

Competence Scale (PSOC; Johnston & Mash, 1989). This self-report measure assesses parents’ 



  

 

 

 55 

overall sense of confidence in their parenting role. It consists of 16 items rated on a 6-point 

Likert scale ranging from 1 (strongly agree) to 6 (strongly disagree). Higher scores reflect 

greater self-efficacy. Internal consistency was found to be satisfactory in a non-clinic sample of 

parents (Morawska et al., 2009). The Spanish translation of the measure has shown good internal 

consistency similar to its English counterpart, as well as culturally valid for use with Spanish-

speaking, Hispanic families (Haack, Gerdes, Schneider, & Dieguez Hurtado, 2011). In the 

current sample, internal consistency was .73. 

Analyses  

 Phase 1. 

Research question 1. What are parental preferences and experiences for receiving health 

and behavioral health services for their child and family? 

Analysis for research question 1. Interviews were analyzed using an inductive thematic 

analysis approach (Braun & Clarke, 2006) to identify themes from the data relevant to 

intervention development as well as concerning factors that explain and may have impacted 

outcomes of Phase 2. The author, dissertation committee advisor, and three bilingual research 

assistants read the entire body of text to develop familiarity with the text and identify emerging 

themes. During this phase, initial codes were identified and generated from the data 

collaboratively. Next, the team conducted an open analysis wherein the text was independently 

reviewed line-by-line. Relevant text related to the broad concepts was highlighted, with 

preliminary notations made to identify possible codes and themes. In a series of meetings, codes 

that emerged directly from the data were discussed by the coding team, with the author helping 

to refine, combine, and disaggregate codes as needed. As a final step in this phase, a preliminary 

coding manual was developed by author that included a brief definition of the codes to “jog the 
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analyst’s memory,” (Guest, Bunce, & Johnson, 2006) a more complete definition that explained 

the code in greater detail, and exemplar relevant text drawn directly from transcripts. This 

procedure was repeated until no major codes or themes emerged from the data that were not 

already documented in the codebook, indicating theoretical saturation. Next, the coding team 

selected relevant text consistent with the identified themes. Using the codebook, three 

independent coders analyzed and assigned codes to each text unit. The author and a research 

assistant coded all English transcripts and two bilingual research assistant assigned codes to the 

Spanish transcripts. All interviews were double coded, with coding discrepancies discussed and 

resolved with the author, and the codebook revised as needed. Coding agreement ranged from 

91.0% to 100.0% (M =98.18, SD = 2.13) for all codes. The result was a “thick description” 

(Lincoln & Guba, 1985) of related themes that were organized into categories to inform 

intervention development as well as categories that provided a qualitative framework for 

interpretation of the quantitative results of Phase 2.  

 Phase 2. 

 Analysis plan. Preparation of the data and descriptive statistics for all measures (means, 

ranges, standard deviations) were conducted using SPSS 22.0. Prior to conducting growth curve 

analyses using HLM7, individual growth curve trajectories were assessed and data was checked 

for outliers. Residuals at level 1 were assessed for any of the following violations of 

assumptions: 1) normality, 2) independence, 3) variance that is constant across all individuals in 

the population and across time. Residuals at level 2 were assessed for any of the following 

violations of assumptions: 1) independently sample from a bivariate normal distribution, 2) 

constant covariance structure that allows for the covariance between residual terms. 
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Analyses consisted of descriptive analyses of feasibility and acceptability using SPSS 

22.0. Follow-up analyses included independent samples t-tests to determine group differences in 

acceptability between experimental and control conditions. The statistical package, HLM7 

(Raudenbush et al., 2004), was used to run the main effects analysis. To assess main effects of 

the intervention on child and parent outcomes, multilevel modeling was utilized to account for 

the nested data structure (i.e., measures nested within caregivers over time). Specifically, growth 

curve models were used to study change over time at the group level (Raudenbush & Bryk, 

2002). The advantages of this model include the ability to account for missing data and allow for 

asynchronous time points for data collection (Raudenbush & Bryk, 2002), and these models have 

also been shown to produce greater statistical power in detecting differences in small to moderate 

sample sizes (Fan, 2003).   

Research question 2. To what extent are a brief, e-health BPT intervention delivered to 

parents during routine well-child visits and follow-up data collection procedures feasible?  

Analysis for research question 2. To assess feasibility, descriptive data analyzed in SPSS 

22.0 characterized the total number of parents who are recruited, consented, and complete 

follow-up assessment measures across the three participating clinics.   

Research question 3a. To what extent is the delivery of a brief e-health BPT intervention 

delivered to parents during routine well-child visits and follow-up data collection procedures 

acceptable to caregivers? 

Analysis for research question 3a. To assess acceptability of the intervention and 

procedures, descriptive analyses of the acceptability measure collected at post-intervention and 

one-month follow-up were conducted in SPSS 22.0.  
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Research question 3b. Does acceptability differ between experimental and control 

conditions? 

Analysis for research question 3b. An independent sample t-test was conducted to assess 

group differences in acceptability between the two conditions.  

Research question 4. Does child disruptive behavior decrease at a greater rate when 

parents view a brief, e-health BPT intervention during routine well-child visits compared to the 

control condition?  

Research question 5. Does parental stress decrease at a greater rate when parents view a 

brief, e-health BPT intervention during routine well-child visits compared to the control 

condition?  

Research question 6. Does use of effective parenting practices increase at a greater rate 

when parents view a brief, e-health BPT intervention during routine well-child visits compared 

to the control condition?  

Research question 7. Does parental knowledge of effective parenting practices increase 

at a greater rate when parents view a brief, e-health BPT intervention during routine well-child 

visits compared to the control condition? 

Research question 8. Does parental self-efficacy increase at a greater rate when parents 

view a brief, e-health BPT intervention during routine well-child visits compared to the control 

condition? 

Analysis for research questions 4-8. Growth curve modeling using HLM software was 

used to test growth in the primary outcomes (i.e., child disruptive behaviors, parental stress, 

parenting practices, knowledge of effective parenting practices, and parental self-efficacy) across 

four intervals (pre-intervention, post-intervention, one-week follow-up, and one-month follow 
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up). Growth curve analysis were used to determine whether caregivers randomized to the 

intervention condition changed at a faster rate over time compared to those in the control group. 

A two-level multilevel model was used to examine the intervention’s impact on each primary 

outcome. First, an unconditional growth curve was examined to investigate whether ratings 

changed significantly over time. Then condition was added as an explanatory variable at level 2 

in a conditional model to determine if change over time was a function of condition. This model 

was used to determine if there was a significant condition by time interaction, such that variance 

in slope trajectories of individuals was accounted by condition.  

Level 1:  

Yti = π0i + π1i(TIME)ti + eti 

 

Level 2:  

π0i = 00 + r0i 

π1i = 10 + 11(CONDITION)1i + r1i 

Full equation:  Yti = 00 + 10(TIME) ti + 11(CONDITION)1i(TIME)ti  + eti 

The intercept, π0i, is a caregiver’s outcome score (i.e., child disruptive behavior, parental 

stress, parenting practices, knowledge of effective parenting practices, parental self-efficacy) 

when time is equal to zero (i.e., baseline), and π1i is the predicted slope and linear growth rate of 

the outcome. 00 is the mean outcome at baseline of all individuals. 10 is the mean linear growth 

rate across all individuals, and 11 is the unique effect of condition on the outcome growth rate. 

The residuals, r0i and r1i, represent the variation of the individual πs around the means, and the 

variances of these distributions are denoted as σ002 and σ112. The full equation is the outcome 

score for an individual based on their research condition and the assessment interval time point. 
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The effect size (Cohen’s d) was calculated using principles outlined by Heck and Thomas 

(2015). First, outcome measures were converted into standardized z-scores and then conditional 

models were run using HLM software. The beta coefficient (11) was used as a standardized 

difference between the experimental condition and control condition to be interpreted as the 

treatment effect size.  
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Chapter 4 

Results 

Phase 1  

 Qualitative analysis for intervention development. The process of thematic analysis 

identified themes relevant to intervention development. The themes were organized into three 

categories: 1) procedural, 2) content, and 3) aesthetics. Table 4 presents the categories and 

themes, the percentage of participants that endorsed each theme, as well as exemplar quotes.  

 Procedural. A subset of codes arose that helped to inform the procedures for recruitment 

and enrollment, as well as participation during well-child visits and follow up.  

 Wait time at clinic. All participants (100%; n = 13) reported that they spend time waiting 

for their medical providers in the waiting room and in the exam room during their routine well-

child visit. For example, one caregiver stated, “The wait in the back [exam room] is what takes 

longer...sometimes between two hours, two hours and a half.” Caregivers reported that they are 

often left with nothing to do during this wait time, suggesting opportunity to deliver the e-health 

intervention during this open wait time. Another caregiver said that she typically waits “about 20 

minutes [sitting] on the phone, you know. Just trying to kill time or reading to her the books that 

are provided there...It might be another 15 to 20 minutes [in the exam room].” Due to the vacant 

time while waiting, we developed procedures in which recruitment and intervention occurred 

while caregivers waited in the exam room for their medical provider.   

Technology access. Almost all caregivers (84.6%; n = 11) reported that they had access to 

a personal digital device at home (i.e., smartphone, laptop, computer) that would permit them to 

watch such a video outside of the clinic. One caregiver said, “I would say my phone, or the 

computer, or the iPad. Or maybe if I need to on YouTube, TV, on iTunes, or something like that. 
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My number one preference I know would use my phone. I always have in hand that one.” Other 

participants noted that the Internet is also accessible. Said one caregiver, “Tablet or phone…  

yeah, because there’s a lot of places with Wi-Fi. Because its available so you so can [access 

Internet].” Due to this finding, procedures were developed to send follow up surveys that 

included access to the intervention (video or reading material) to participant cell phones. 

Caregivers could also elect to have follow up surveys emailed to their email addresses.  

Follow up time. Nine caregivers (69.2%) noted that parenting roles (i.e., preparing dinner, 

pick up from school, getting ready for bed) could get in the way of watching the intervention and 

completing study procedures. Parents identified that times when their children were not home or 

were sleeping would be most ideal for follow up participation. One caregiver said, “Probably at 

night … kids are showered they’re ready in bed too for school and that’s the only time I really 

have for me.” Another caregiver reported they would have time to participate “when the kids are 

sleeping. And I am not stressed, and relaxed...so, I could focus.” To address this theme, follow 

up surveys were texted or emailed to caregivers at 11 AM and again at 8 PM on the follow up 

days (i.e., one-week follow up, one-month follow up).  

Content. A subset of codes arose that helped to inform the content (i.e., language, 

context, strategies, messaging) of the intervention, described next. 

Trust in medical providers. All caregivers (n = 13; 100%) reported that they trusted their 

medical providers and clinic staff and believed in their expertise. This trust was based on prior 

experiences and long-standing relationships with their medical providers and clinic. One 

caregiver said, “I love the people here, the doctors and the staff...they’re pretty nice and friendly 

and caring and I love the support...whatever we would need they pretty much would tend to it.” 

Another caregiver reported, “so she’s able you know to use her expertise you know to see what’s 



  

 

 

 63 

going on...she’s seen her since she was born, since she was little and so she’s been able to trace 

her kind of patterns at since she was very little.” Within this vein, caregivers reported that if they 

had behavioral health concerns for their child, they would first seek help from their primary care 

clinic or provider, suggesting that this provider has substantial influence and clout. For example, 

when asked where a caregiver would bring their child for behavioral health supports, she said, 

“Right here in the clinic...I just feel like they care.” In order to leverage this existing relationship 

and trust in pediatric medical providers, the narrator in the e-health intervention was one of the 

pediatricians from one of the partner clinics who referenced her own experience as a medical 

provider. 

Limited use and access to behavioral health services. Many caregivers (61.5%; n = 8) 

reported that they have not ever needed to or tried to access behavioral health services for their 

child. One caregiver said in regards to accessing behavioral health services for her child, “Uh, I 

haven't seen, I haven't needed to use that or anything” and another reported, “I, thank god, have 

not, like, needed that they give me help, like emotional, for my children.” This suggests that 

many children in the population are not experiencing mental health difficulties, and thus primary 

care may have particular utility for preventive mental health interventions. We sought to develop 

an intervention for families that was consistent with their experiences in the health care system 

since they had positive feelings and trust towards their clinics and providers but minimal 

exposure to behavioral health services. Therefore, the narrator in the intervention draws a 

comparison between use of the parenting strategies and vaccinating a child. The narrator says, 

“These strategies are sort of like a vaccination- just as vaccinations protect your child from 

chicken pox or the flu, these easy parenting tips can help protect your child from illness, 

behavior problems, and school problems, and they also help parents feel more relaxed.” We 
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hoped that drawing the comparison between positive parenting and vaccinations would be 

meaningful and understandable to caregivers, given their limited prior experience with 

behavioral health services.    

Potential to reduce parental stress. Five caregivers (38.5%) provided feedback that they 

thought using the parenting strategies could help them and other parents to reduce their stress. 

One caregiver said, “I’m open to anything and everything that is going to reduce the stress. I’m 

almost 40 I’m getting tired.” Another caregiver referenced how the video may help other 

caregivers. The caregiver said, “I think there is lots of parents that sometimes do need help on 

this... Maybe, they are just so over stressed and alone, and then they get angry, you know? And 

sometimes don't know how to take that.” Because caregivers emphasized this potential for stress 

reduction, we elected to highlight parental stress as an outcome throughout the intervention in 

addition to child outcomes alone.  

Dislike of “ignoring.” Four caregivers (30.8%) did not agree with the recommendation in 

the prototype video to “actively ignore” their child in order to extinguish undesired behavior. 

Some caregivers reported concerns that the child would not learn from ignoring. For example, 

one caregiver said, “I don’t actively ignore because to me I feel like if I turn my back and they’re 

acting up and they know that they’re acting up and I’m not correcting it, it’s just allowing them 

to do it.” Others reported that they would worry what other people think if they ignored their 

child. Said one caregiver, “People are going to look, and they are going to be like: ‘Why aren’t 

you getting your kid? Say something, or do something’.” Because the majority of caregivers still 

endorsed the use of this strategy and the strategy is well-supported by the evidence base for 

disruptive behavior disorders (Chorpita & Daleiden, 2009), we elected to temper the language 

used to describe this strategy. Rather than referring to the strategy as “active ignoring” as was 
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presented in the video prototype, the final video referred to “taking attention away.” 

Additionally, the video stresses that the most important component of this strategy is not the 

removal of attention alone, but the removal of attention in combination and contrast with positive 

attending.  

More explaining. Some caregivers (30.8%; n = 4) provided feedback that they would 

have liked the video to include greater explanation, including why parents may use the strategies 

and expected outcomes. One caregiver said, “I'd say more examples, or a longer video explaining 

why, why we're doing this...And somebody just explained, ‘well this is the reason why because 

then this could happen’.” Another caregiver reported, “You show us how we ignore these 

behaviors now what are the benefits of ignoring these behaviors? Because that’s not in there… 

what is the final outcome of this? By doing this what are we mentally doing to the kids?” To 

address this feedback, the final e-health intervention succinctly explained the expected short- and 

long-term outcomes if parents engage in such parenting practices, including protecting children 

from illness, behavior problems, school problems, and helping parents to feel more relaxed.  

Other settings. After viewing the video prototype, a subset of caregivers (15.4%; n = 2) 

expressed that it would be helpful if the parent also modeled how to use the parenting strategies 

in a public setting outside of the home. One caregiver said, “I don’t know what put that lady and 

that kid in a public setting and letting him do that… change the settings where you’re not in your 

home, because sometimes when you’re in your home it’s calmer, but sometimes when you’re not 

in the home your child changes, like mine does.” To address this feedback, the final e-health 

intervention modeled the use of positive parenting strategies both in the home and in the doctor’s 

office waiting room. 
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Aesthetics. A subset of codes arose that informed aesthetic components of the 

intervention aimed at increasing appeal and engagement with the intervention. 

Ways to engage children. Seven caregivers (53.8%) reported that a particular challenge to 

watching such a video at the clinic would be needing to simultaneously manage their child’s 

behavior. When queried about child management while she waits for her medical provider, the 

caregiver reported, “Just fighting with these kids to sit down and stop grabbing stuff. It gets 

frustrating with them, trying to being there and then waiting so many, so many hours, and then 

the phone dies, and there's nothing else to give, and oh my goodness.” Some parents (15.4%; n = 

2) provided feedback may be able to engage more with the intervention if the video also included 

content that entertained their children. One caregiver said, “[make it a] little bit more interactive 

or something. Put something the kids can watch too, because the kids want to see what happens 

too.” To address this feedback, the final video intervention included cartoons and music that may 

also engage children.  

Text and verbal. A small number of caregivers (15.4%; n = 2) provided feedback that it 

would be useful and support comprehension of content if visual text accompanied the verbal 

narration in the video. One caregiver said, “It tells you in lettering what they're saying, and I 

liked that,” and another reported, “They are not only seeing it or just hearing it, they’re reading 

it.” To address this feedback, the final e-health intervention included text to highlight main ideas, 

summarize content, and emphasize examples narrated throughout the video.  

Table 5 provides an overview of the surface structure adaptations made to the 

intervention following the interviews based on Resnicow and colleagues’ cultural sensitivity 

model (2000). 
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Phase 2  

 Feasibility. Feasibility of the study procedures, including use of technology, was 

assessed according to rates of recruitment and survey completion. Over a 50-day period, 148 

eligible caregivers were identified across the three clinics. Of those eligible caregivers, 67.6% (N 

= 100) were invited by clinical staff to participate. Although reasons for not inviting caregivers 

to participate were not systematically tracked, they included: medical staff perceived that the 

caregiver had minimal time, caregiver had multiple children in exam room that required 

attention, or the medical staff forgot to invite the caregiver. Of the 100 caregivers that were 

invited, 90.0% consented (n = 90) and were randomized. After completing consent on the tablet 

provided at the clinic, 66.7% of those that consented completed participation (n = 60). 

Completion is defined as response to items from the pre-intervention survey (individual items 

may be skipped, as outlined in consent form), observation of intervention (experimental or 

control), and response to items from the post-intervention survey. Of those that did not complete 

participation, 53.3% (n = 16) did not complete any survey items, indicating that they stopped 

participating immediately after completing consent, while the remaining participants completed 

at least some of the survey items.  

Independent sample t-tests and chi-square tests for association were conducted to identify 

any systematic differences between non-completers and participants. Among non-completers that 

completed some survey items (n = 14), there were no significant differences in demographic 

characteristics compared to participants, including educational attainment, and household 

income, number of children and caregivers in the household. In addition, there were no 

significant differences in parental stress, child disruptive behaviors, parenting practices, 

knowledge of effective parenting practices, or parental self-efficacy. Caregivers did not report 
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reasons for non-completion; however, anecdotal accounts from clinic staff attributed non-

completion to time constraints, caregiver need to manage child behavior, challenges reading and 

comprehending survey questions, and challenges using the tablet.  

Follow-up procedures also indicated feasibility. Of the 60 participants, 88.3% (n = 53) 

completed the one-week follow up survey from their personal device. At one-month follow up, 

70.0% of participants completed the survey (n = 42), comprised of 74.2% of participants (n = 23) 

from the PAZ condition and 65.5% of participants (n = 19) from the control condition. For a 

visual depiction of enrollment and completion, see Figure 1. 

 Participants could access the intervention (video or reading material) at each follow up 

time point via their personal device. Dosage of the intervention (i.e., number of times the video 

was watched or the reading material was accessed) indicated that those in the experimental 

condition accessed the video 1.2 times on average (range: 1-3), while those in the control 

condition accessed the reading material 1.1 times on average (range: 1-3). Independent samples 

t-tests indicated no significant differences in dosage between the PAZ condition (M = 1.2, SD = 

0.5) and the control condition (M = 1.1, SD = 0.4); t(58) = -.517, p  = .607.  

 Acceptability. Participants reported on the extent to which they liked using technology 

(i.e., tablet, personal devices) as a part of the research study, the extent to which they found the 

information on parenting valuable, and the extent to which they liked learning about parenting 

within the context of the primary care setting. These items were totaled to yield overall 

acceptability at both time points (post-intervention and one-month follow up) and independent 

samples t-tests were conducted to determine group differences in acceptability by condition. As 

hypothesized, there were no significant group differences in acceptability at post-intervention 

between the PAZ condition (M = 40.8, SD = 4.9) and the control condition (M = 41.6, SD = 6.8); 
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t(55) = .554, p = .582. At one-month follow up, participants in the control condition reported 

greater acceptability (M = 39.59, SD = 4.46) than those in the experimental condition (M = 

36.29, SD = 3.69), t(36)= -2.5, p = .02, d = 0.81.    

Descriptive analyses of individual items on the acceptability survey were conducted to 

provide a more nuanced characterization of acceptability. Reports of acceptability are reported 

across both conditions due to the high rates of acceptability across the entire sample. Across both 

conditions at post-intervention, 88.3% (n = 53) of the sample reported (i.e., agreed, strongly 

agreed) that getting registered into the electronic system was easy, 88.3% (n = 53) agreed that 

completing the questionnaires on the tablet was easy for them, 86.7% (n = 52) reported that they 

had enough time at their well-child visit to complete the questionnaires, and 86.7% (n = 52) 

reported that they paid close attention to the information provided. At one-month follow up, 

92.5% (n = 37) of respondents reported that they liked completing follow up surveys on their cell 

phone and 80.0% (n = 32) reported that they would not have preferred to answer follow up 

surveys on something other than their cell phone (i.e., email, pen and paper).  

 At post-treatment, 80.0% (n = 48) of participants reported that they learned new 

information about strategies for parenting, 88.3% (n = 53) reported that they planned to use the 

parenting strategies that they learned about, and 78.3% (n = 47) reported that they would like 

more information about effective parenting strategies. At one-month follow up, 82.5% (n = 33) 

of respondents reported that they planned to share or had already shared information that they 

learned about parenting with other parents, 87.5% (n = 35) reported they planned to use or had 

already used the parenting strategies that they learned about, and 82.5% (n = 33) reported that 

they would like more information about effective parenting strategies.  
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 At post-treatment, 81.7% (n = 49) of participants reported that they liked learning about 

parenting strategies while at their child’s doctor’s office and 53.3% (n = 32) reported that they 

talked to or planned to talk to their medical provider about parenting at their child’s doctor visit. 

At one-month follow up, 65.0% (n = 26) of respondents talked to or planned to talk to their 

medical provider about parenting at their child’s doctor visit, 90.0% (n = 36) reported that they 

felt comfortable talking about parenting with their child’s medical providers, 92.5% (n = 37) 

reported that they had positive feelings towards their child’s clinic and its providers, and 95.0% 

(n = 38) planned to continue to take their child to the same medical provider in the future. Refer 

to Tables 6 and 7 for rates of acceptability by condition. 

 Child and caregiver outcomes. Data were analyzed using a two-level model, nesting 

outcome measurements within participants using HLM7. We hypothesized that compared to the 

control condition, child disruptive behaviors for children whose parents were in the PAZ 

condition would decrease at a greater rate than those in the control condition. At baseline, 88.3% 

of the sample (n = 53) reported child behavior ratings in the normal range as reported on the 

ECBI (M = 83.7, SD = 35.9), with 11.7% of participants (n = 7) meeting clinically significant 

ratings of disruptive behaviors (ECBI ratings > 131). In order to run growth curve analysis, total 

ECBI rating scores were transformed to z-score to account for outliers that caused a large 

variance. An unconditional model was run to determine if there was significant growth over 

time. In the unconditional model, the mean child disruptive behavior rating was 00 = 79.77 with 

average growth of 10 = -0.90. This slope was not significant (t = -0.97, p = 0.33). The variance 

of child disruptive behavior growth rates was r1 = 14.68. The statistical results suggested that 

child disruptive behavior growth rate varied significantly across caregivers (χ2 = 72.03, p = 

0.018). Because there was remaining variance, we ran the conditional model. In the conditional 
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model, the mean child disruptive behavior rating for any person was 00 = 79.74. The average 

growth rate for participants in the control condition from pre-intervention to one-month follow-

up was 10 = -0.38. For a participant in the PAZ condition, the slope of child disruptive behavior 

decreased an additional 11 = -1.01 points over time indicating a steeper decline in child 

disruptive behaviors for those participants in the experimental condition. However, the decline in 

growth rate was not statistically significant (β = -1.01, p = 0.51, d = 0.04). After including 

condition in the model, the variance remaining in growth was u1 = 16.14. The statistical test 

result suggests that the variance in growth rates was significant (χ2 = 73.16, p = 0.011). The 

intraclass correlation (ICC) was 0.84, indicating that 84% of the variance in child disruptive 

behaviors was accounted for by the level 2 cluster (i.e., persons). Ten percent of the proportion 

of variance in child disruptive behaviors was explained by condition. Results are presented in 

Table 8. 

In the PAZ condition, there were four participants that identified clinically elevated 

behavior problems at pre-intervention, while there was one person reported as having clinically 

significant levels of disruptive behavior at one-week follow up and at one-month follow up. In 

the control condition, three children met clinically significant levels of disruptive behaviors at 

pre-intervention, two at one-week follow up, and one at one-month follow up. Descriptive 

analyses showed a pattern in which the mean rating of child disruptive behaviors decreased more 

quickly over time in the PAZ condition (pre-intervention = 81.84, one-week = 78.00) than those 

in the control condition (pre-intervention = 85.66, one-week = 85.60), with both conditions 

ending with the same mean rating of child disruptive behavior at one-month follow up (77.74).  

We hypothesized that caregivers in the experimental condition would report decreases in 

parental stress at a faster rate compared to those in the control condition as reported on the 
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PAFAS (range: 0-10; M = 3.31, SD = 2.31). In the unconditional model, the mean parental stress 

rating across all participants was 00 = 3.58 with average growth of 10 = -0.10. This decline was 

not significant (t = -0.97, p = 0.33). The variance of parental stress growth rates was r1 = 0.15. 

The statistical test results suggested that parental stress growth rate did not vary across caregivers 

(χ2 = 61.29, p = 0.07); however, results indicated that the variance in growth rate was approaching 

significance. Even though no remaining variance was indicated, we ran the conditional model to 

obtain further information. In the conditional model, the mean parental stress rating for any 

person was 00 = 3.57 at pre-intervention. The average growth rate for participants in the control 

condition from post-intervention to one month follow up was 10 = 0.04. For a participant in the 

PAZ condition, the slope of parental stress decreased an additional 11 = -0.28 points over time 

indicating a trend in which parental stress increased for those in the control condition and 

decreased for caregivers in the PAZ condition. This increasing decline in the growth rate was not 

statistically significant (β = -0.28, t = -1.57, p = 0.12, d = 0.11). After including condition in the 

model, the variance remaining in growth was u1 = 0.15. The statistical test result suggested that 

the variance in growth rates was not significant (χ2 = 60.02, p = 0.07). The ICC was 0.75, 

indicating that 75% of the variance in parental stress was accounted for by the level 2 cluster 

(i.e., persons). There was no variance in parental stress explained by condition. Results are 

presented in Table 9. 

We hypothesized that use of effective parenting practices would increase at a greater rate 

for caregivers in the PAZ condition compared to the control condition (range: 0-26, M = 10.71, 

SD = 4.58; higher scores indicate higher dysfunction). In the unconditional model, the mean use 

of effective parenting practices rating was 00 = 10.5 with average growth of 10 = -0.07. This 

decline, which indicates use of more effective parenting practices, was not significant (t = -0.49, 
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p = 0.63). The variance of use of effective parenting practices growth rates was r1 = 0.18. The 

statistical test results suggest that use of effective parenting practices growth rate did not vary 

across caregivers (χ2 = 53.39, p = 0.21).  In the conditional model, the mean use of effective 

parenting practices for any caregiver was 00 = 10.59. The average growth rate for a participant 

in the control condition from pre-intervention to one-month follow up was 10 = -0.17 (high 

scores indicate less use) indicating an overall positive growth in use of effective parenting 

practices for those in the control condition. For participants in the PAZ condition, use of effective 

parenting practices decreased an additional 11 = 0.20 points over time (slope of the experimental 

condition was .03) indicating a decline in use of effective parenting practices. The difference in 

slopes between conditions was not statistically significant (β = 0.20, t = 0.72, p = 0.48, d = 0.04). 

After including condition in the model, the variance remaining in growth was u1 = 0.19. The 

statistical test result suggests that the variance in growth rates was not significant (χ2 = 52.82, p = 

0.20). The ICC was 0.83, indicating that 83% of the variance in use of effective parenting 

practices was accounted for by the level 2 cluster (i.e., persons). Six percent of the variance in 

the use of effective parenting practices was explained by condition. Results are presented in 

Table 10. 

We hypothesized that parental self-efficacy would increase at a greater rate for caregivers 

in the PAZ condition compared to the control condition (range: 48-92; M = 70.48, SD = 9.75). In 

the unconditional model, the mean parental self-efficacy rating was 00 = 69.25 with average 

growth of 10 = 0.46. This increase in self-efficacy over time was not significant (t = 1.06, p = 

0.30). The variance of self-efficacy growth rates was r1 = 2.41. The statistical test results suggest 

that self-efficacy growth rate did vary across caregivers (χ2 = 64.60, p = 0.04).  In the conditional 

model, the mean parental self-efficacy rating for any person was 00 = 69.27. The average 
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growth rate for a participant in the control condition from pre-intervention to one-month follow 

up was 10 = 0.18. For participants in the PAZ condition, self-efficacy increased an additional 11 

= 0.53 points over time. The increase in the growth rate was not statistically significant (β = 0.53, 

t = 0.83, p = 0.41, d = 0.05). After including condition in the model, the variance remaining in 

growth was u1 = 2.39. The statistical test result suggests that the variance in growth rates was 

significant (χ2 = 63.64, p = 0.04). The ICC was 0.79, indicating that 79% of the variance in 

parental self-efficacy was accounted for by the level 2 cluster (i.e., persons). One percent of the 

variance in parental self-efficacy was explained by condition. Results are presented in Table 11. 

Lastly, we hypothesized that knowledge of effective parenting practices would increase at 

a greater rate for caregivers in the PAZ condition compared to the control condition (range: 2-5, 

M = 3.95, SD = 0.94). In the unconditional model, the mean knowledge rating was 00 = 3.90 

with average growth of 10 = -0.004. This decrease in knowledge over time was not significant (t 

= -0.11, p = 0.91). The variance of knowledge growth rates was u1 = 0.002. The statistical test 

results suggest that knowledge growth rate did not vary across caregivers (χ2 = 35.41, p > 0.50).  

In the conditional model, the mean knowledge rating for any person was 00 = 3.90. The average 

growth rate for a participant in the control condition from pre-intervention to one-month follow 

up was 10 = .01. For participants in the PAZ condition, knowledge decreased an additional 11 = 

-0.02 points over time indicating that the slope for the control condition was positive while the 

slope for the PAZ condition was negative. The  . After including condition in the model, the 

variance remaining in growth was u1 = .002. The statistical test result suggests that the variance 

in growth rates was not statistically significant (χ2 = 35.29, p > 0.50). The ICC was 0.56, 

indicating that 56% of the variance in knowledge of effective parenting practices was accounted 



  

 

 

 75 

for by the level 2 cluster (i.e., persons). There was no variance in knowledge of effective 

parenting practices explained by condition. Results are presented in Table 12. 

 Qualitative Analysis to explain research trial results. In analyzing the interviews 

collected during Phase 1 with thematic analysis, we identified themes relevant to the quantitative 

outcomes in Phase 2. Themes were organized into two categories: 1) feasibility and acceptability 

and 2) barriers to impact on child and caregiver outcomes. Table 13 presents the categories and 

themes, the percentage of participants that endorsed each theme, as well as exemplar quotes. 

 Feasibility and acceptability. Quantitative results from Phase 2 indicated that the setting 

(i.e., primary care) and the study procedures, including the use of technology were feasible. 

Additionally, the acceptability of the study procedures, intervention, and delivery of the 

intervention were indicated. A number of codes emerged that help to explain these results of the 

pilot randomized controlled trial.  

Primary care as a natural setting for behavioral health. Acceptability results indicated 

that 83.1% of participants across conditions liked learning about parenting strategies in the 

primary care setting, 65.0% talked to or planned to talk to their medical provider about parenting 

at their child’s doctor visit, and 90.0% felt comfortable talking about parenting with their child’s 

medical providers. These positive feelings associated with the primary care clinic and the 

medical staff were also indicated in the Phase 1 interviews. All 13 caregivers (100%) expressed 

that the primary care setting provides a natural place for behavioral health supports. Parents 

indicated that primary care provides a natural setting, context, and set of services to target 

behavioral health concerns. For example, “I just call the clinic as well for advice...Since they are 

a clinic, you know, I’m pretty sure they know other… specialists.” Another caregiver reported, “I 

call and or like I just wait until their well-child check and then I bring it up to her like, ‘you 
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know I’ve been seeing something going on. I don’t know if maybe it’s um something for 

concern, or if it’s something that you think is just normal for a child their age.’ She was on top of 

it very early on.” Additionally, many caregivers reported that they trusted their medical providers 

and the clinic. Said one caregiver, “It’s like me and her have this one on one connection. I can 

talk to her about anything like from my girls the time they were in my belly until now you know 

it’s like she don’t only judge me whatever.”  These positive feelings associated with the primary 

care clinic and its providers may explain the positive perceptions of the intervention and study 

procedures within the primary care setting.  

Wait time in clinic. Feasibility results indicated that 66.7% of participants that agreed to 

participate and completed consent also completed participation in the clinic (i.e., completed all 

survey items). Additionally, 89.7% of participants reported that they had enough time at their 

well-child visit to complete the questionnaires. These findings were supported by report from 

100% of caregivers in the Phase 1 interviews that families have substantial down time in the 

clinic waiting room or the exam room while they wait for their medical provider(s). For example, 

one caregiver reported, “sometimes they do take close to two hours to get seen by the doctor.”  

Another caregiver said, “usually it’s waiting in the lobby for about 45 minutes, and then we’ll 

wait in the room for another…. 30 minutes...so it’s just a lot of waiting.” Taken together, results 

suggest that there is sufficient down time during a well-child visit that provides a practical 

opportunity to intervene, which supported the feasibility of the current study.   

 Buy in to parenting strategies. Acceptability reports showed that 91.3% of caregivers 

across both conditions planned to use the new parenting strategies they learned about at post-

treatment and 87.5% reported that they had already used or planned to use the parenting 

strategies they learned about at one-month follow up. During the interviews, 100% of caregivers 
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expressed agreement with strategies shown in the video prototype, a desire to use the strategies 

shown in the video, or belief that the strategies shown would work for them or other parents. For 

example, one caregiver stated, “I think whatever you said in the video is true. Because, I notice 

every time I ignore my kids, and they are doing a tantrum, I just like walk away and don't go 

back...I believe in that. It is true, definitely.” Said another caregiver, “that’s a good way to um 

maintain and help in your kids’ behaviors. It’s good to bond with them all the time because it 

keeps them from fighting with other people or fighting with their siblings.”  

Perceived utility of the strategies was also conveyed by caregiver reports that they 

wanted to share the intervention with other caregivers (82.5% reported that they will share or 

have already shared information that they learned about parenting with other parents). This 

desire to share the video with other caregivers was also reported in the interviews. For example, 

one caregiver said, “it would be good to share especially if they are barely becoming parents. 

Yeah so kind of early parents...it would help them out so they won’t get scared or get frustrated... 

it would teach them how to like stay calm.” Another caregiver expressed the desire to share the 

preventive intervention with family members who are not yet parents stating, “With my sisters in 

law, my sister, my brothers—they don’t have babies right now but in the future so they can like 

have more patience with their babies because it’s gonna be their first ones and they can know 

what kind of behavior the kids are going to have.” Caregiver buy in to the parenting strategies 

presented in the video prototype help to explain high rates of planned use of the parenting 

strategies, as well as high rates of reported desire to share the parenting strategies with other 

caregivers.  

Technology. Results suggested that the use of technology (i.e., tablet, personal device) 

was feasible and acceptable to participants. Feasibility data showed that 88.3% of participants 
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completed the one-week follow up survey and 70.0% completed the one-month survey from their 

personal devices suggesting that this method supported retention rates. Quantitative results of 

acceptability of technology (i.e., 89.8% agreed that completing the questionnaires on the tablet 

was easy for them, 92.5% liked completing follow up surveys on their cell phone) similarly 

reflected the utility and acceptability of using technology. These findings were also supported by 

caregiver report of access to and comfort with technology during the Phase 1 interviews as 

84.6% of caregivers (n = 11) reported access to technology. A caregiver reported, “We have a 

tablet we got a phone...we got a laptop” and after a caregiver watched the video prototype they 

said, “I think it’s good because right now everything is about technology.” These findings 

suggest electronic interventions are practical for this particular population.  

 Barriers to impact. Quantitative results indicated that there were no statistically 

significant changes to caregiver-reported youth disruptive behavior, nor any statistically 

significant changes in parental stress, parenting practices, parental self-efficacy, or knowledge of 

effective parenting practices when comparing conditions. Nonsignificant results for these child 

and caregiver outcomes may be explained, in part, by themes that emerged in the caregiver 

interviews in Phase 1.  

 Children as a barrier. A number of caregivers (53.8%; n = 7) expressed that their 

children may interfere with their ability to watch the video or give the video its full attention. 

One caregiver reported, “Kids are going [to get in the way] cause they are bad like monkeys 

jumping all over crazy. Yeah, [so I’m] trying to control... trying to stop them from using the 

doctor’s supplies,” suggesting that the attention needed to ensure their child is not being 

disruptive while waiting for the provider would limit their participation in the clinic. When 

prompted about a time when the caregiver would be able to engage with the intervention, she 
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reported, “when the kids are in school, it's okay. Because when they are all here, and then the 

weekends... like right now watching them and starting cooking and everything... they will be out 

here running around,” suggesting that their parenting roles at home may also interfere with the 

ability to engage with the intervention home. This provides one possible explanation for 

nonsignificant findings in Phase 2. While caregivers had the opportunity to engage with (watch 

or read) the intervention again at follow up time points on their personal devices, the average 

dosage was 1.1 (control) or 1.2 (experimental) times indicating that most caregivers did not 

engage with the intervention when given the opportunity at follow up. It is possible that 

caregiving responsibilities interfered with participation, ultimately limiting positive effects of the 

intervention on child and caregiver outcomes. 

 Longer video. Five caregivers (38.5%) provided feedback after watching the video 

prototype that it would be helpful if the video was longer in length in order to allow for more 

explanations and examples. One caregiver said, “It’s very, very short, right? For me it is. I think 

you need a little more time.” Another caregiver said, “… it would be useful in the future I think 

to make that longer [with] more explanation.” While this feedback was incorporated by including 

explanation of the potential impact of using the parenting strategies and adding an additional 

setting in which strategies may be utilized (i.e., using strategies in doctor’s office waiting room), 

the final e-health intervention remained approximately six minutes in length. Nonsignificant 

findings may be explained by insufficient length of the intervention. Caregivers may have 

needed more content, or more intensive coverage of the strategies in order impact child and 

parent outcomes.    

Won’t work for me. While the majority of caregivers expressed buy in to the strategies 

presented in the video prototype, a smaller subset (30.8%; n = 4) reported that they did not think 



  

 

 

 80 

that the strategies would work for their children or other children. Some parents expressed 

particular dislike for the strategy active ignoring. One caregiver said, “I’ve seen when I go to the 

clinic sometimes, my clinic, and I see the kid on the floor just crying, or something just mad and 

crying, and the mom is right here on the floor, ignoring his kid crying and frustrated, and I don’t 

like that.” Another caregiver expressed they did not believe the strategies could work in reality 

stating, “Sometimes I say like what happens in videos sometimes in reality it will work and then 

sometimes it won’t work.” These findings suggest a potential lack of fit between the intervention 

and participating caregivers in regards to preferences, values, and parenting practices.   
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Chapter 5 

Discussion 

 This study used an embedded experimental mixed methods design to target barriers to 

traditional behavioral health services that limit their reach, access, and effectiveness for 

underserved children and families. An e-health BPT intervention was developed through careful 

review of the literature and engagement with end-user stakeholders. Feedback from caregivers 

who were representative of the larger clinic population informed the procedures, content, and 

aesthetics of the e-health intervention to optimize its cultural and ecological fit within primary 

care settings serving an ethnically diverse, low-income population.  

The resulting preventive e-health intervention on positive parenting was delivered to 

caregivers of children between the ages of 2 and 8 years of age that presented for their routine 

well-child visits. Results indicated that delivery of an e-health intervention was feasible in this 

setting during well-child visits, and follow-up procedures that relied on caregiver response via 

their personal devices were also feasible for retention. Caregivers reported generally favorable 

attitudes towards the use of technology, the parenting practices taught in the intervention, and 

engaging in a parenting-focused intervention within the context of their primary care settings.  

There were no significant differences between the PAZ condition and the control 

condition related to the growth of child disruptive behavior, parental stress, parental self-

efficacy, knowledge of effective parenting practices, and parenting practices over time. 

However, the effect size of the intervention on parental stress (d = .11), though in the small 

range, is commensurate with other preventive interventions (see, Menting et al., 2013; Sanders et 

al., 2014). The mean parental stress ratings at each time point reflected an overall decline in 

parental stress from pre-intervention to one-month follow up in the experimental condition (pre = 
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3.19, one-week = 2.76, one-month = 2.55), whereas the control group fluctuated in parental 

stress over time (pre = 3.43, one-week = 3.85, one-month = 3.24). This is an important finding 

since evidence indicates that parenting stress may act as a keystone variable that has a direct 

influence on parenting behavior and consequent child outcomes (Bailey, DeOliveira, Wolfe, 

Evans, & Hartwick, 2012; Pereira et al., 2012). These findings suggest the potential to attenuate 

parenting stress with a very brief, self-directed, electronic BPT intervention within the scope of a 

well-child visit. 

 The intervention and its delivery format leveraged innovative approaches to behavioral 

health service delivery in order to enhance the reach and access of an evidence-based preventive 

intervention on positive parenting. Key findings from the current study can be consolidated into 

the following areas: cultural and ecological fit of the intervention, utility of the primary care 

setting for behavioral health, delivery of preventive interventions, and innovate approaches to 

service delivery. Study limitations, future directions, and clinical and policy implications are also 

discussed.  

Cultural and Ecological Fit 

Despite efforts to reduce the research to practice gap over the last several decades (e.g., 

McHugh & Barlow, 2010), the availability and effectiveness of evidence-based interventions 

remain limited, particularly for socially disadvantaged children and families (Atkins et al., 2016). 

One possible explanation for this remaining gap is that the existing interventions do not 

accommodate the realities of the settings in which socially disadvantaged families are served. To 

address this public health issue, the current research aligned the intervention with setting-specific 

and person-specific factors to enhance its fit within the primary care setting and its reach to 

ethnic minority families experiencing poverty. 
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Research suggests that cultural adaptations to evidence-based interventions are necessary 

to increase engagement and effectiveness. A meta-analysis comparing evidence-based treatments 

with culturally adapted programs found that those that were culturally adapted had higher effect 

sizes on target outcomes (Griner & Smith, 2006). The current study sought to balance the 

integrity of the core principles underlying effective parenting practices taught in BPT that have 

been shown to be cross-culturally robust (Sanders et al., 2008) with cultural and ecological 

responsivity via adaptation.  

The process through which adaptations were made in this study followed the procedures 

outlined by Domenech-Rodriguez and Wieling’s Cultural Adaptation Process (2004) whereby 

the research team developed collaborative relationships with program stakeholders (i.e., primary 

care clinics, caregivers, medical providers), made adaptations based on stakeholder feedback 

from qualitative interviews conducted in Phase 1, and pilot tested the intervention on a small 

scale (see, Figure 2). Through collaborative partnerships and feedback from stakeholders, surface 

structure adaptations were made to the intervention according to the cultural sensitivity model 

(Resnicow et al., 2000). The primary goals of the cultural sensitivity model are to enhance the 

intervention fit, acceptance, and face validity within the intended end-user population, 

specifically a low-income, Latinx population.  The research team adhered to these principles by 

conducting interviews with caregivers at partner clinics who were representative of families that 

would be invited to participate in the trial phase. From these interviews, the research team 

identified themes (procedural, content, aesthetics) and made surface structure adaptations to the 

language, persons, implementation location, medium of presentation, context, metaphors, 

content, and goals of the intervention (see, Table 5).  
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Related to the procedures, the medium of intervention presentation (i.e., electronic) and 

the implementation location (i.e., delivery during wait time at well-child visits) sought to reduce 

provider burden and capitalize on a captive audience in a setting that they trust and frequent. 

Caregivers were recruited by primary care clinic staff rather than external research personnel to 

capitalize on their trust of medical providers at their clinics (persons). Related to the content, the 

video intervention was created in both English and Spanish (language) with a Latinx, bilingual 

mother-daughter dyad representative of the patient population (persons). The intervention was 

narrated by a bilingual pediatrician consistent with caregiver report of high levels of trust in their 

primary care providers (persons). Following caregiver feedback that it would be helpful to see 

the strategies modeled outside of the home, the intervention included a scene where the mother 

utilized the strategies while waiting with her child in a doctor’s office waiting room (context). 

Regarding content, we replaced the word “ignoring” with “taking attention away” in response to 

discomfort from a subset of caregivers with “ignoring” their child, but maintained the strategy in 

order to adhere to the evidence base for BPT. We also utilized metaphors that leveraged 

caregiver trust in the clinics but limited exposure to mental health services (e.g. comparing the 

use of the positive parenting strategies and vaccinations to prevent illness). A number of 

caregivers expressed that the potential to reduce their own parental stress through the use of the 

parenting strategies resonated with them. As a result, the intervention emphasized that a primary 

goal of the video, in addition to supporting positive child outcomes, was to also help parents to 

feel more relaxed (goals). Lastly, related to aesthetics, the intervention was adapted to include 

text that emphasized examples narrated throughout the video, as well as cartoons and music to 

enhance user engagement (content).  
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The high rates of acceptability reported in Phase 2, as well as evidence of feasibility 

suggest some degree of perceived fit of the intervention with its target population. Therefore, 

surface structure adaptations that sought to match intervention format (e.g., electronic, brief) and 

content (e.g., comparing positive parenting to vaccinating a child) to the characteristics of the 

target population and delivery context may have enhanced engagement in the intervention with a 

low-income, ethnic minority population who researchers often fail to recruit and retain (Castro et 

al., 2006). 

Utility of Primary Care 

The current study supports the recommendation that primary care has the potential to 

reach segments of the population that are unlikely to obtain traditional mental health services 

(Hourigan et al., 2015). Over the course of 50 days, 148 families presented to three primary care 

clinics who fit study criteria (e.g., attending a well-child visit for a child between the ages of 2 

and 8). Enrollment rates indicated that 61% of eligible caregivers consented to participate in the 

study, with an even greater percentage (90%) enrolling if they had the opportunity to participate. 

This enrollment rate is consistent with other preventive behavioral health research efforts in 

pediatric primary care that have shown that 50% to 70% of families recruited in research trials 

agreed to participate (see, de Graaf et al., 2009; Scholer, Mukherjee, Gibbs, Memon, & 

Jongeward, 2007). Additionally, this rate is higher than rates of enrollment for other prevention 

trials with low-income families outside of primary care. For example, in a prevention trial of 

Triple P, just 31% of eligible families recruited from preschools enrolled in a universal 

prevention trial (Heinrichs, Bertram, Kuschel, & Hahlweg, 2005), further supporting the utility 

of the primary care setting in recruiting families. Retention rates (70% completed one-month 

follow up) were also comparable to retention rates of other electronic, self-administered 
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parenting interventions such as the Triple P television series (retention at 12 weeks post-

intervention was 69.6%; Sanders et al., 2008).  

The sample was largely low-income (63% were at or below the threshold for poverty 

according to federal guidelines; 75% reported annual income below $30,000), reflective of a 

population who may have elevated risk for parental stress (Steele et al., 2016). The feasibility of 

engaging caregivers during their child’s regularly scheduled well-child visit indicates a practical 

opportunity to intervene preventatively with families unlikely to access traditional mental health 

services. Data from the 2016 National Survey of Children’s Health suggests that 46.7% to 53.1% 

of Texan children with mental health disorders do not receive care for their mental health 

problems (Whitney & Peterson, 2019). Furthermore, these rates are even higher for racial 

minority children (Merikangas et al., 2011) and children and families living in poverty 

(Bringewatt & Gershoff, 2010). Given that the current sample was comprised primarily of Latinx 

and low-income families, it is likely that the majority of these families would not utilize 

traditional mental health services.  

Thus, bringing preventive mental health services into the primary care setting where 

well-child visits are covered for patients at no out of pocket cost (Patient Protection and 

Affordable Care Act, 2010) increased access to information about positive parenting practices to 

families with minimal access to mental health services. In addition to the accessibility afforded 

by primary care, current results supported prior findings that families prefer to receive care in 

this setting (Kolko et al., 2010). Most families interviewed in Phase 1 reported that they would 

seek out emotional and behavioral supports for their children from their primary care clinic first 

as a result of their long-standing relationships with their providers, trust in their clinic and 

provider, and previous experiences obtaining emotional and behavioral supports from their 
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providers. During the trial phase, 81.7% of caregivers reported that they liked learning about 

parenting strategies while at their pediatric provider’s office and 90.0% of respondents reported 

that they felt comfortable talking about parenting with their child’s medical provider.  

Prevention 

Pediatric primary care also provides a practical context for preventive mental health care. 

Well-child visits in pediatric care are intended to be preventative (Starfield, 1998) with attention 

given to general safety (i.e., seatbelts), development (i.e., speech, autism) and well-being (i.e., 

behavior, mood) in addition to physical examination. Therefore, inclusion of a parenting 

intervention aimed at reducing risk of childhood difficulties and parental stress fits within this 

framework. Such preventive approaches challenge traditional models of mental health services 

that tend to be focused on treatment for children already identified as having clinical or 

subclinical levels of emotional and behavioral health concerns. Many families interviewed in 

Phase 1 reported that they had not needed to access emotional or behavioral supports for their 

children to date. This finding aligns with results of child disruptive ratings in Phase 2 with 88.3% 

of child behavior ratings at pre-intervention in the normal range. Therefore, as intended, the 

well-child visit presented the opportunity to deliver preventative behavioral health to decrease 

the likelihood of disruptive behaviors and promote a healthier developmental trajectory (National 

Scientific Council on the Developing Child, 2014). 

While analyses did not yield statistically significant findings related to parent and child 

outcomes, patterns in the data reflected a declining trend in disruptive behavior across the entire 

sample, with a slightly sleeper, though nonsignificant, decline in child disruptive behaviors in the 

PAZ condition. In addition, parental stress ratings had a steeper decreasing slope in the PAZ 

condition compared to the control condition with a small effect size. These analyses were 
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modeled after analyses from other research endeavors of parenting-focused preventive 

interventions (see, Gross et al., 2003; Sanders et al., 2008). Similarly, these investigations found 

an intervention effect whereby ratings of child disruptive behaviors declined in a non-clinical, 

prevention sample.1  

Effect sizes were used to determine the magnitude of group differences and to draw 

comparisons of the current research trial to other published trials of preventive BPT. Results 

reflected small effect sizes with magnitude similar to those of other prevention trials of BPT. In a 

meta-analysis of the Incredible Years Program (IYP), the average effect size for parent-reported 

child disruptive behavior in selective prevention trials of IYP was d = 0.13 (Menting et al., 

2013), reflecting a small effect. The current study’s results align most closely with findings from 

a meta-analysis of Triple P delivered in a self-administered format, like the current study, that 

reported small effect sizes for child behavior problems (d = 0.03). Similarly, the effect size for 

child behavior problems in the current study was very small (d = .04). 

In a more recent meta-analysis that calculated weighted effect sizes across the varying 

levels of Triple P, results showed that Level 1 (universal prevention) Triple P had small effects 

on child behavior (d = 0.35), parenting practices (d = 0.32), parental self-efficacy (d = 0.24), and 

parental adjustment (d = 0.11) (Sanders et al., 2014b). The effect size of parenting stress 

reported in the current study (d = .11) is therefore comparable to that of parental adjustment (i.e., 

parental depression and parenting stress) in the empirically-supported Triple P program at Level 

1. These results substantiate the promise of findings in the current study as Triple P and the IYP 

are supported by a robust evidence base. Small effect sizes are expected in prevention trials 

where initial levels of child behavior problems are low leaving less room for change during the 

intervention period (Kaminski et al., 2008; Menting et al., 2013).  
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Innovative Approaches to Intervention 

The intervention approach tested in this study further diverged from traditional models of 

mental health service delivery by delivering the intervention electronically in a single-session 

format. Mental health services are typically delivered in person by a highly trained therapist over 

multiple sessions in a mental health clinic (Kazdin & Rabbitt, 2013), which may restrict access 

for many families due to transportation, cost, and availability of appropriate providers. Evidence 

suggests that up to 80% of youths experiencing a mental health difficulty go untreated each year 

(Merikangas et al., 2011). Of those youths that do access services in outpatient clinics, they 

attend an average of 3.9 sessions (Harpaz-Rotem, Leslie, & Rosenhack, 2004), despite the length 

of evidence-based treatment protocols for youth disorders being much longer. Delivery of this 

preventive intervention in a brief, single-session format may tackle such barriers to care and 

reduce rates of dropout. Single-session interventions (both treatment and prevention) for youth 

conduct problems have been shown to be beneficial with medium effect sizes (Schleider & 

Weisz, 2017). In fact, single-session interventions have been shown to be the most effective in 

decreasing disruptive behavior problems in children relative to all other youth problem areas 

(Schleider & Weisz, 2017).  

This study contributes to the growing evidence base on single-session interventions 

targeted at child behavior; however, current results indicate smaller effect sizes than in some 

other single-session interventions (e.g., Joachim, Sanders, & Turner, 2010). This may be 

explained, in part, by the short length and limited dosage of this intervention. One theme that 

arose from the caregiver interviews regarding video prototype feedback was that the video 

should be longer and include more explanations. In order to balance feasibility with intervention 

impact, we opted to maintain a shorter video (~6 minutes) with more explanation (e.g., possible 
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outcomes from using positive parenting strategies). It is possible that the intervention itself was 

not, in fact, long enough to produce significant change in parent and child outcomes in the 

experimental condition. We attempted to offset the time limitation in the clinic by presenting the 

option to watch the intervention again at one-week and one-month follow up from personal 

devices. In spite of this option, few participants (n = 4; 12.9%) opted to watch the intervention 

again; the average dosage (i.e., number of times intervention was watched) was 1.2 times. While 

a number of other brief interventions on positive parenting exist in the literature, such as Triple P 

Level 2 (2-3 consultation calls or parenting seminars, Prinz et al., 2009) and Play Nicely (20-30 

minutes, Scholer, Mukherjee, Gibbs, Memon, & Jongeward, 2007; Scholer et al., 2010), we were 

not able to locate any other single-session interventions targeted at child disruptive behavior as 

short in length as PAZ. Additionally, for self-directed positive parenting interventions with 

multiple modules or sessions available, such as Adventures in Parenting (12 web-based sessions, 

Bert et al., 2008) and Triple P Online (TPOL; 8 modules, Ehrensaft et al., 2016), greater effects 

were found when caregivers engaged with more sessions or modules. For example, mothers who 

completed at least four modules of TPOL exhibited greater reductions in dysfunctional parenting 

compared to mothers that engaged in less than four modules (Ehrensaft et al., 2016). Taken 

together, these findings suggest that the PAZ intervention may have been insufficient in length to 

impact outcomes.   

An additional limitation may be the breadth of content covered within this single-session 

intervention. PAZ covered positive attention and differential reinforcement, which are two high-

frequency practice elements that appear in effective BPT interventions (Chorpita & Daleiden, 

2009). The intervention did not include other high-frequency practice elements from the 

evidence base that address managing rule-breaking or aggressive behavior, such as time out and 
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effective commands (Chorpita & Daleiden, 2009). The current intervention was a divergence 

from the others in the evidence base for preventive positive parenting interventions in its sole 

focus on the techniques aimed at improving the parent-child relationship and frequency of 

desired behaviors. Other interventions include content focused on managing misbehavior and 

aggression through redirecting (e.g., Play Nicely; Scholer et al., 2007), use of effective 

commands, and time out (e.g., TPOL; Ehrensaft et al., 2016).  

Although Level 1 Triple P does not include any of these practice elements, its overall 

focus is on raising awareness of parent issues and encouraging parental participation in parenting 

programs (Sanders, 2008), rather than specifically on the practice elements that enhance the 

parent-child relationship as in the current study. The next tier of the intervention, Level 2 that is 

aimed at selective prevention like PAZ, includes strategies to manage aggressive behavior (i.e., 

using assertive discipline) in addition to the practice elements focused on promoting a positive 

learning environment (Ehrensaft et al., 2016). These practice elements that target managing 

misbehavior through safe, consistent discipline may be an integral component to impact parent 

and child outcomes.  

The limitations in length and breadth of evidence-based practice elements in the current 

intervention may have had a particular effect on changes in parental knowledge with 

implications for other outcomes assessed. It was expected that knowledge of effective parenting 

practices would increase in the experimental condition immediately after viewing the 

intervention because of evidence that didactic means of information transfer (e.g., lectures/talks) 

are most effective for learning declarative knowledge (Bennett-Levy, McManus, Westling, & 

Fennell, 2009); however, this effect was not indicated. Changes in declarative knowledge are a 

necessary precursor to changes in procedural skills, or behavior change (Bennett-Levy et al., 
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2009). Evidence suggests that knowledge of positive parenting practices is associated with the 

practice of less dysfunctional parenting (Morawska et al., 2009), and use of such effective 

parenting practices is associated with improvement in child behavior (Barlow et al., 2010) and 

decreases in parental stress (Sanders et al., 2008). With no change in knowledge in the current 

study, it follows logically that actual parenting practices did not change over time and there were 

no significant changes in child behavior. Furthermore, as evidence suggests that parents who 

engage in positive parenting practices report higher rates of parental self-efficacy (Gross et al., 

2003), the lack of change in parenting practices may have limited change in reported self-

efficacy. In order to target these outcomes, future efforts may explore ways to enhance 

motivation to engage with the intervention more than one time, as well as explore the necessary 

dosage or length to impact changes in parental knowledge.  

The current study utilized a self-directed parenting intervention delivered via video on 

tablets and personal devices in order to reduce provider burden, ensure treatment integrity, and 

test the feasibility of using this format. The use of tablets in the clinic appeared to be feasible and 

acceptable, and follow up surveys delivered via text message to participant personal devices 

resulted in retention of 70% of participants at one-month follow up. As in other trials of BPT 

delivered electronically (e.g., Scholer et al., 2007; Taylor et al., 2008), caregivers in the current 

study reported high levels of satisfaction using the clinic-provided tablet and their own personal 

devices for their participation. These results dovetail with growing evidence that low-income, 

minority families, like those represented in the current sample, have access to handheld devices 

with Internet connectivity (Ryan & Lewis, 2017). Therefore, current findings support the notion 

that technology-based interventions have the potential to reach a greater proportion of the 

population that may experience barriers to traditional mental health services (Kazdin, 2015).  
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At the same time, self-directed interventions require self-motivated engagement without 

the support of an active therapist in the room. Whereas meta-analytic reviews of self-directed 

(Tarver, Daley, Lockwood, & Sayal, 2014) and online parenting programs (Nieuwboer et al., 

2013) show that such interventions have medium to large effect sizes for parent-reported child 

disruptive behaviors and parenting outcomes, the current results reflect smaller effect sizes. 

Although caregivers reported generally high levels of engagement in the intervention, it is 

possible that varying levels of engagement in the intervention could have impacted outcomes. As 

caregivers reported in the Phase 1 interviews, childcaring responsibilities were likely to reduce 

the chances that they could engage with such an intervention and may explain the current results. 

An additional barrier to engagement may have been limited availability of Wi-Fi outside of the 

clinic or high cellular data costs associated with streaming videos which may have restricted 

dosage of the intervention. Despite the potential for diminished engagement, results reflect 

positive feelings associated with a video-guided, self-directed intervention, along with its 

feasibility.  

Limitations 

 There are limitations to the study that should be noted. First, because this study was 

conducted as a pilot randomized controlled trial, we were limited in regards to its sample size 

and length of follow-up assessment time points. According to standards formulated by the 

Society for Prevention Research, the minimum post-intervention interval for follow-up for 

prevention interventions must be six months in order to determine if the intervention decreases 

the likelihood for the unwanted future outcomes (i.e., child disruptive behaviors; Flay et al., 

2005). Due to time and funding constraints, we were unable to follow up with families at six 
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months. Additionally, due to funding limitations, the sample size was constrained to 60 

participants, which is likely to affect power and thus the ability to detect a true effect.   

 Due to the small sample size and the short interval period for data collection (i.e., one-

month), we were unable to conduct statistical analyses for mediation and moderation effects. In 

particular, investigation of mediation effects is important to understanding why and how 

interventions produce change, and there is both theoretical and empirical evidence that supports 

the investigation of whether parenting practices are a mediator of change in youth disruptive 

behavior problems when treated by BPT (Forehand, Lafko, Parent, & Burk, 2014). In addition, 

racial and ethnic minority membership status, severity of child disruptive behaviors, and parental 

stress may be potential moderators of intervention effect that cannot be assessed with the current 

sample.  

 We sought to utilize existing measurement tools from the evidence base; however, to 

assess knowledge of the parenting practices covered in PAZ, an existing tool used in research 

trials of Triple P (see, Morawksa, Sanders, & Winter, 2005) was adapted. Changes included 

cutting the questionnaire from 30 questions to five questions, as well as changing the content to 

match the content presented in the current intervention. Reducing the length of the measure has 

the potential to reduce the psychometric validity of the tool; however, due to time and funding 

constraints, validation of the measure prior to its use in the current study was not feasible. In 

addition, average knowledge scores at baseline were high (average of 3.9 out of a maximum of 

5). The high initial starting point increases the likelihood of regression to the mean such that high 

initial ratings are likely to be followed by less extreme ratings nearer the subject’s true mean 

(Barnett, van der Pols, & Dobson, 2005). Reliability data also suggested inadequate 

psychometric properties with test-retest statistics of moderate consistency between post-
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intervention and one-week follow up (r = .46) and unacceptable internal consistency (α = .12). It 

is therefore possible that the measure was not, in fact, an accurate tool for measuring knowledge 

of effective parenting practices. Additionally, several of our other measurement tools (i.e., 

parental stress, parenting practices) had low to moderate internal consistency, perhaps due to 

adaptations made to fit the current study (e.g., content of knowledge questionnaire, Spanish 

translations), which may have impacted the ability to reliably assess outcomes. 

Parent and child outcome data collected in the trial phase relied on self-report from 

caregivers. Objective measurement would be helpful in determining the impact of the 

intervention, particularly as it relates to changes in parenting practices and child behavior. 

Another limitation of self-report data is the potential of low literacy rates in the sample. There is 

a direct correlation between poverty and illiteracy (Wamba, 2010) and since a majority (63.3%) 

of the current sample met the federal threshold for poverty, there is a chance that some 

participants may have struggled with the survey items they were asked to complete. Participants 

with lower literacy levels may have had difficulty providing accurate responses and experienced 

fatigue in completing survey items. Next, while the research team strove to develop a culturally 

valid intervention, due to resource and time constraints, we were unable to assess important 

racial, ethnic, and cultural factors such as cultural values, acculturation, and generational status 

that may contribute to the development of a culturally valid intervention and explain outcomes. 

Additional deep structure adaptations that incorporate cultural, historical, environmental, and 

psychologic forces may further enhance the salience of the intervention to the target population 

(Resnicow et al., 2000). Last, the extent to which the adapted intervention is generalizable to 

other populations outside of these three primary care clinics is unknown. While adapting 

interventions is suggested to enhance the setting- and person-specific fit (Resnicow et al., 2000), 
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it may limit reach to other populations that differ in ethnicity, culture, race, and socioeconomic 

status. 

Future Directions 

 The current study built upon the extensive literature of BPT by integrating cultural, 

technological, setting, and public health adaptations to increase the reach and access of the 

intervention to families unlikely to access traditional mental health services. Current findings 

yielded information related to the feasibility, acceptability, and impact of this intervention that 

may be expanded in future efforts.  

 Future research efforts should investigate the same questions with a larger sample in 

order to increase the power of the study. Additionally, per the guidelines of the Society for 

Prevention Research, follow up should occur for at least six months after the intervention to 

determine if the outcomes intended to be prevented, are in fact prevented (Flay et al., 2005). 

Future efforts may also include measurement of parent and child outcomes using observational 

data collection. The current study relied on self-report measures, which may result in biased 

reporting as well as challenges to participants with lower levels of literacy. Observational data 

could reduce the challenges imposed on participants, while also providing a less subjective report 

of behavior, particularly parenting practices and child disruptive behaviors.  

Future efforts should also investigate ways to enhance engagement in the primary care 

setting as well as when families participate on their personal devices. Researchers may explore 

ways to incentivize caregivers to enhance their motivation to engage with the intervention in 

spite of low levels of child behavioral difficulties. Other culturally informed preventive 

interventions, such as ParentCorps, have systematically incorporated motivation and incentives 

throughout to engage parents (i.e., sessions focused on increasing motivation, providing 
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childcare; Brotman et al., 2010). Such efforts for PAZ may also include the opportunity for 

caregivers to view additional parenting strategies using a wider array of practice elements from 

the evidence base, either at another appointment or on their own. Caregivers may have the 

opportunity to select parenting strategies or child behaviors that are most relevant to them in 

order to increase motivation. In addition, reducing the distractions of childcare responsibilities 

while watching the intervention at the clinic may further enhance motivation and engagement.  

Lastly, future research should more fully evaluate cultural, racial, and ethnic factors and 

their impact on outcomes. Assessment of these factors with a larger sample would allow for 

statistical evaluation of moderation that was not feasible in the current study. Additional 

empirical work may include follow up interviews with caregivers from the clinics to inform 

ongoing culturally-valid adjustments to the content of the intervention, as well as integration of 

socialization messages relevant to the end user population (i.e., respeto in Latinx groups; 

Calzada et al., 2010). These efforts may increase the cultural validity of this intervention to 

ensure its fit to ethnic minority families that were primarily served by this intervention.  

Clinical and Policy Implications 

 Growing recognition that current mental health practices fail to reach many children and 

families, particularly ethnic/racial minority and low-income families, warrants novel means of 

service delivery. The current findings suggest that delivery of a brief, single-session preventive 

program that teaches positive parenting practices is feasible and acceptable using technology 

within a non-traditional behavioral health service setting. Shifting the paradigm toward a public 

health model within the field of behavioral health necessitates that interventions are aligned with 

the goals of settings that matter to target families and incorporate the local knowledge of that 

setting and its population (Atkins et al., 2016). In the current study, aligning the intervention 



  

 

 

 98 

with the objectives of a preventive well-child visit in primary care allowed for families who may 

be at risk for parental stress and its related outcomes to access preventive behavioral health prior 

to the onset of child disruptive behavior problems. This alignment may also reduce 

stigmatization of behavioral health services by offering the intervention to all families in a clinic-

wide approach within a setting comfortable and familiar to participating families.  

Brief, single-session, self-administered preventive services, like the one tested in the 

current study, are also likely to be cost-effective. First, preventing disruptive behavior problems 

in early childhood is likely to offset education, mental health, law enforcement, and social 

services costs that are tenfold for children with conduct problems compared to their peers (Lee et 

al., 2012). Second, use of technology as a means of service delivery reduces the cost of clinician 

training and supervision, while ensuring the integrity of the intervention (Kazdin & Blase, 2011). 

Last, the delivery of a positive parenting intervention within the scope of a well-child visit 

maximizes the value of care provided without additional costs to third-party payers like 

Medicaid and Children’s Health Insurance Program (CHIP) that cover the costs of such medical 

visits. Present findings show the feasibility and acceptability of targeting parenting practices in a 

cost-effective manner that has the potential to mitigate risk and enhance protective factors that 

may lead to healthier social, emotional, and behavioral outcomes. 
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Tables 

Table 1 

Participant Characteristics, Phase 1 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

 Characteristic N % 

Relation to child   

     Mother 12 92.3 

     Grandmother 1 7.7 

Age 31.4 (M) 6.7 (SD) 

Hispanic/Latinx 12 92.3 

Primary Language   

     English 7 53.8 

     Spanish 6 46.2 

Birthplace   

     United States 6 46.2 

     Mexico 6 46.2 

     Honduras 1 7.7 

Educational Background   

     Never went to school 1 7.7 

     8th grade or less 1 7.7 

     More than 8th grade, no high school graduation 2 15.4 

     High school graduate 3 23.1 

     Completed a GED 1 7.7 

     Business, vocational, or trade school after high school 2 15.5 

     Attended college, but did not graduate 3 23.1 

Employed outside of home (full or part time) 4 30.8 

Marital Status   

     Single 1 7.7 

     Married 9 69.2 

     Separated 3 23.1 

Household Income   

     $5,000-$10,000 5 38.5 

     $10,000-$20,000 2 15.4 

     $20,000-$30,000 0 0.0 

     $30,000-$40,000 3 23.1 

     $40,000-$50,000 1 7.7 

     $50,000-$75,000 1 7.7 

     $75,000-$100,000 1 7.7 

Number of People Living on Income 5.4 (M) 2.2 (SD) 
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Table 2 

Participant Characteristics, Phase 2 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 Characteristic N % 

Relation to child   

     Mother 54 90.0 

     Father 4 6.7 

     Grandmother 1 1.7 

     Cousin 1 1.7 

Hispanic/Latinx 47 78.3 

Primary Language   

     English 33 55.0 

     Spanish 27 45.0 

Birthplace   

     United States 31 51.7 

     Mexico 23 38.3 

     Venezuela 1 1.7 

     Cuba 1 1.7 

     Africa 1 1.7 

Educational Background   

     8th grade or less 12 20.0 

     More than 8th grade, did not graduate high school  18 30.0 

     High school degree/diploma 18 30.0 

     Attended some college, did not graduate 3 5.0 

     College graduate 7 11.7 

Marital Status   

     Single 20 33.3 

     Married 35 58.3 

     Separated 2 3.3 

     Divorced 3 5.0 

Household Income   

     $5,000-$10,000 18 30.0 

     $10,000-$20,000 18 30.0 

     $20,000-$30,000 9 15.0 

     $30,000-$40,000 10 16.7 

     $40,000-$50,000 2 3.3 

     $50,000-$75,000 1 1.7 

Number of People Living on Income 4.5 (M) 1.8 (SD) 
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Table 3 

Baseline Ratings by Condition 

 PAZ Condition Control Condition 

Variable M SD Range M SD Range 

Child disruptive behavior 81.8 38.0 42-225 85.7 34.1 40-195 

Parental stress 3.2 2.0 0-7 3.4 2.6 0-10 

Parenting practices  10.8 4.5 0-22 10.6 4.8 4-26 

Parental self-efficacy 69.6 7.4 52-83 71.3 11.7 48-92 

Knowledge of effective parenting 3.9 1.0 2-5 4.0 0.9 2-5 
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Table 4 

Qualitative Data Analysis for Intervention Development: Categories and Themes 

Category 

Participants who 

endorsed (%) Exemplar response 

1. Procedural 100.0%  

1.1. Wait time at 

clinic 

100.0% The wait in the back [exam room] is what takes 

longer...sometimes between two hours, two hours and 

a half.  

1.2. Technology 

access 

 

84.6% I would say my phone, or the computer, or the iPad. 

Or maybe if I need to on YouTube, TV, on iTunes, or 

something like that. My number one preference I know 

would use my phone. I always have in hand that one. 

1.3. Follow up 

time 

 

69.2% Probably at night … kids are showered they’re ready 

in bed too for school and that’s the only time I really 

have for me. 

2. Content 100.0%  

2.1. Trust in 

medical provider 

 

100.0% I love the people here, the doctors and the 

staff...they’re pretty nice and friendly and caring and I 

love the support...whatever we would need they’d 

pretty much would tend to it. 

2.2. Limited use 

and access to 

behavioral health 

services 

61.5% Uh, I haven't seen, I haven't needed to use [behavioral 

health services] or anything 

2.3. Potential to 

reduce parental 

stress 

 

38.5% [I would watch something like this because] 

sometimes you need…do things differently for the 

better. Try new things that also help us to not stress 

ourselves and also help our children. 

2.4. Dislike of 

“ignoring” 

 

30.8% I don’t actively ignore because to me I feel like if I 

turn my back and they’re acting up and they know that 

they’re acting up and I’m not correcting it, it’s just 

allowing them to do it. 

2.5. More 

explaining 

 

30.8% I'd say more examples, or a longer video explaining 

why, why we're doing this...And somebody just 

explained, ‘well this is the reason why because then 

this could happen.’ 

2.6. Other settings 15.4% I don’t know what put that lady and that kid in a 

public setting and letting him do that… change the 

settings where you’re not in your home, because 

sometimes when you’re in your home it’s calmer, but 

sometimes when you’re not in the home your child 

changes, like mine does. 
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Note. Text included in brackets has been included by the author for clarification or to replace 

identifying information. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Table 4 (continued) 

   

3. Aesthetics 23.1%  

3.1. Ways to 

engage children 

15.4% [make it a] little bit more interactive or something. 

Put something the kids can watch too, because the 

kids want to see what happens too. 

3.2. Text and 

verbal 

15.4% It tells you in lettering what they're saying, and I liked 

that.  
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Table 5 

Surface Structure Adaptations 

 

Theme CSa Construct Adaptation 

Procedural Medium of Presentation Delivery of a digital intervention 

 Implementation Location Delivery during wait time at primary care clinic 

 Persons Recruitment conducted by primary care clinic staff 

Content Language Available in English and Spanish 

 Persons Latinx, bilingual mother-daughter dyad  

  Narrated by bilingual pediatrician from primary 

care partner clinic 

 Context Modeled parenting strategies outside of home in 

doctor’s office 

 Content Replaced the word “ignoring” with “taking 

attention away” 

 Metaphors Comparison drawn between use of parenting 

strategies and child vaccinations 

 Goals Potential to reduce parental stress 

  Short and long-term outcomes for children 

Aesthetics Content Text accompanying narration 

  Cartoons and music 

Note. Adaptation followed procedures outlined by Resnicow et al., 2000.  

aCS = cultural sensitivity. 
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Table 6 

  

Acceptability Reports at Post-Intervention  

Acceptability Strongly Disagree Disagree Neutral Agree Strongly Agree 

 Aa(%)  Bb(%) A(%) B(%) A(%) B(%) A(%) B(%) A(%) B(%) 

Technology/Procedures       

   Registration was easy 0.0  0.0 0.0 3.4 9.7 6.9 58.1 48.3 29.0 41.4 

   Like using tablet 3.2 3.4 9.7 0.0 3.2 0.0 38.7 34.5 41.9 62.1 

   Tablet easy to use 0.0 3.4 6.5 0.0 9.7 0.0 48.4 55.2 32.3 41.4 

   Had enough time 0.0 3.4 0.0 3.4 6.5 6.9 58.1 48.3 29.0 37.9 

   Paid close attention 0.0 3.4 0.0 0.0 9.7 10.3 61.3 51.7 25.8 34.5 

Content       

   Learned new information 0.0  6.9 3.2 0.0 12.9 13.8 54.8 31.0 25.8 48.3 

   Plan to use parenting strategies 0.0 3.4 0.0 0.0 9.7 3.4 54.8 48.3 29.0 44.8 

   Want more parenting information 0.0 3.4 3.2 0.0 12.9 20.7 58.1 31.0 22.6 44.8 

Primary Care Context       

   Liked learning at doctor’s office 3.2 10.3 0.0 0.0 12.9 6.9 48.4 34.5 32.3 48.3 

   Plan to talk to medical provider 3.2 10.3 9.7 0.0 35.5 31.0 35.5 41.4 12.9 17.2 

aA= PAZ condition           

bB= control condition          
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Table 7 

  

Acceptability Reports at 1 Month Follow-up  

Acceptability Strongly Disagree Disagree Neutral Agree Strongly Agree 

 Aa(%)  Bb(%) A(%) B(%) A(%) B(%) A(%) B(%) A(%) B(%) 

Technology/Procedures       

   Liked using cell phone 0.0  0.0 4.3 0.0 0.0 5.9 47.8 41.2 43.5 52.9 

   Prefer phone over pen and paper 4.3 5.9 8.7 0.0 8.7 5.9 43.5 35.3 30.4 52.9 

Content       

   Plan to share parenting strategies 0.0  0.0 13.0 0.0 8.7 11.8 65.2 47.1 13.0 41.2 

   Planned use of strategies 4.3 0.0 4.3 0.0 13.0 0.0 60.9 58.8 21.7 41.2 

   Want more parenting information 0.0 0.0 8.7 0.0 8.7 17.6 65.2 23.5 17.4 58.8 

Primary Care Context       

   Plan to talk to medical provider 0.0 0.0 0.0 5.9 30.4 29.4 52.2 29.4 13.0 35.3 

   Comfortable talking to provider 4.3 0.0 0.0 0.0 13.0 0.0 60.9 47.1 21.7 52.9 

   Positive feelings towards clinic 0.0 0.0 4.3 0.0 8.7 0.0 65.2 41.2 21.7 58.9 

   Will continue to visit clinic 0.0 0.0 0.0 0.0 4.3 0.0 65.2 35.3 26.1 64.7 

aA= PAZ condition           

bB= control condition          

Note. Percentages reflect the percent of caregivers that responded on the acceptability survey at one-month follow-up (n = 40); 

74% (n = 23) of PAZ condition participants completed one-month follow-up; 59% (n = 17) of control condition participants 

completed one-month follow-up. 
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Table 8 

 

Growth Curve Model of Child Disruptive Behavior  

 Unconditional Model Conditional Model 

Final Fixed Effects Coefficient SE p value Coefficient SE p value 

Mean child behavior at baseline (00) 79.775 3.804 <0.001 79.739 3.798 <0.001 

Slope (10) -0.899 0.923 0.334 -0.375 1.1640 0.748 

Difference in slope by condition (11)    -1.012a 1.524 0.509 

Final Random Effects Variance 

component 

χ2 p value Variance 

component 

χ2 p value 

Variance in intercept (u0) 605.021 149.362 <0.001 607.341 150.710 <0.001 

Variance in growth (u1) 14.682 72.033 0.018 16.139 73.162 0.011 

Level-1 effect (r) 120.026   118.935   

Note. ES = effect size. 

aES = 0.04. 
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Table 9 

 

Growth Curve Model of Parental Stress 

 Unconditional Model Conditional Model 

Final Fixed Effects Coefficient SE p value Coefficient SE p value 

Mean parental stress at baseline (00) 3.582 0.353 <0.001 3.574 0.352 <0.001 

Slope (10) -0.103 0.105 0.331 0.0381 0.136 0.780 

Difference in slope by condition (11)    -0.275a 0.175 0.122 

Final Random Effects Variance 

component 

χ2 p value Variance 

component 

χ2 p value 

Variance in intercept (u0) 3.992 95.915 <0.001 4.088 97.214 <0.001 

Variance in growth (u1) 0.147 61.292 0.065 0.145 60.018 0.066 

Level-1 effect (r)    1.383   

Note. ES = effect size. 

aES = 0.11. 
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Table 10 

 

Growth Curve Model of Parenting Practices  

 Unconditional Model Conditional Model 

Final Fixed Effects Coefficient SE p value Coefficient SE p value 

Mean parenting practices at baseline (00) 10.583 0.615 <0.001 10.588 0.611 <0.001 

Slope (10) -0.071 0.146 0.627 -0.174 0.233 0.458 

Difference in slope by condition (11)    0.200a 0.278 0.476 

Final Random Effects Variance 

component 

χ2 p value Variance 

component 

χ2 p value 

Variance in intercept (u0) 14.982 135.495 <0.001 14.856 135.265 <0.001 

Variance in growth (u1) 0.179 53.395 0.211 0.187 52.816 0.198 

Level-1 effect (r) 3.128   3.133   

Note. ES = effect size. 

aES = 0.04. 
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Table 11 

 

Growth Curve Model of Parental Self-Efficacy  

 Unconditional Model Conditional Model 

Final Fixed Effects Coefficient SE p value Coefficient SE p value 

Mean parental self-efficacy at 

baseline (00) 

69.247 1.623 <0.001 69.268 1.627 <0.001 

Slope (10) 0.457 0.433 0.296 0.180 0.615 0.771 

Difference in slope by condition (11)    0.535a 0.642 0.408 

Final Random Effects Variance 

component 

χ2 p value Variance 

component 

χ2 p value 

Variance in intercept (u0) 94.399 130.488 <0.001 95.008 130.886 <0.001 

Variance in growth (u1) 2.410 64.603 0.036 2.392 63.642 0.035 

Level-1 effect (r) 25.079   25.004   

Note. ES = effect size. 

aES = 0.05. 
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Table 12 

 

Growth Curve Model of Knowledge of Effective Parenting Practices  

 Unconditional Model Conditional Model 

Final Fixed Effects Coefficient SE p value Coefficient SE p value 

Mean parenting knowledge at 

baseline (00) 

3.851 0.144 <0.001 3.851 0.144 <0.001 

Slope (10) -0.004 0.039 0.914 0.007 0.049 0.879 

Difference in slope by condition (11)    -0.023a 0.067 0.740 

Final Random Effects Variance 

component 

χ2 p value Variance 

component 

χ2 p value 

Variance in intercept (u0) 0.548 74.136 0.006 0.537 73.454 0.006 

Variance in growth (u1) 0.002 35.413 >0.500 0.002 35.285 >0.500 

Level-1 effect (r) 0.425   0.429   

Note. ES = effect size. 

aES = 0.02. 
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Table 13 

Qualitative Data Analysis to Explain Research Trial Results: Categories and Themes 

Category 

Participants who 

endorsed (%) Exemplar response 

1. Feasibility and 

acceptability 

100.0%  

1.1. Primary care 

as a natural 

setting for 

behavioral health 

100.0% I call and or like I just wait until their well-child check 

and then I bring it up to her like, ‘you know I’ve been 

seeing something going on. I don’t know if maybe it’s 

um something for concern, or if it’s something that 

you think is just normal for a child their age.’ She was 

on top of it very early on. 

1.2. Wait time in 

clinic 

100.0% Usually it’s waiting in the lobby for about 45 minutes, 

and then we’ll wait in the room for another…. 30 

minutes...So it’s just a lot of waiting. 

1.3. Buy in to 

parenting 

strategies 

100.0% I think whatever you said in the video is true. Because, 

I notice every time I ignore my kids, and they are 

doing a tantrum, I just like walk away and don't go 

back...I believe in that. It is true, definitely. 

1.4. Technology  

 

84.6% I think it’s good because right now everything is about 

technology. 

2. Barriers to 

impact on child 

and caregiver 

outcomes 

84.6%  

2.1. Children as a 

barrier 

 

53.8% Kids are going [to get in the way] cause they are bad 

like monkeys jumping all over crazy. Yeah, [so I’m] 

trying to control... trying to stop them from using the 

doctor’s supplies. 

2.2. Longer video 38.5% It’s very, very short, right? For me it is. I think you 

need a little more time. 

2.3. Won’t work 

for me 

 

30.8% Sometimes I say like what happens in videos 

sometimes in reality it will work and then sometimes it 

won’t work. 

Note. Text included in brackets has been included by the author for clarification or to replace 

identifying information. 
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Figures 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 1. Participant enrollment. 

Eligible caregivers 

(N = 148) 

Excluded 

Caregivers not invited to 

participate (n = 48) 

Caregivers invited to 

participate 

(n = 100) 

Excluded 

Caregivers opted out  

(n = 10) 

Caregivers enrolled  

(n = 90) 

Excluded 

Caregivers did not complete survey 

items (n = 30)  

- Completed some survey items 

(n = 14) 

- No survey completion (n = 16) 

Caregivers completed 

participation in clinic  

(n = 60) 

PAZ condition (n = 31) 

Control condition (n = 

29) 

 

1-week FU completed (n = 53) 

1-month FU completed (n = 42) 
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Figure 2. Process of cultural and ecological adaptation using the Cultural Adaptation Process (Domenech-Rodriguez & Wieling, 

2004)  
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Footnotes 

1 Preventive interventions are intended to reduce risk and build protective factors rather 

than reduce symptoms like treatment interventions (Institute of Medicine, 1994), so it is 

important to also consider the outcomes through this lens. In particular, we sought to prevent 

growth in parental stress and child disruptive behaviors. Other prevention trials (e.g., Brotman et 

al., 2003) have conducted analyses to determine if the intervention being tested prevents the 

undesired outcomes (i.e., disruptive behaviors), such that the control group in fact gets worse 

over time, while the experimental condition stays the same. With nonsignificant growth curve 

analyses in the current study, such additional analyses were not conducted. However, trends in 

the data indicate that participants in the control condition had a positive slope of parental stress 

suggesting a worsening of parental stress in this condition over time. Related to child behavior, 

the control condition had a negative slope indicating an improvement in behavior over time 

similar to that of the experimental condition, but with a flatter slope.  
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Appendix 

Thank you for joining me here today. Today, I am going to be asking you about your experience 

in this clinic, as well as how you feel about receiving help and advice for emotional and behavior 

concerns with your child and family. You are the true expert in your own family and clinic, so I 

am seeking your input today to help us solve a problem: how to help the clinic provide more 

support to families for emotional and behavioral concerns. As the expert, I will also be asking 

your feedback on some of our proposed ideas. 

 

I appreciate your honest feedback. As noted in the consent form, your name or any personal 

identifying information will not be linked to your interview, so this information you provide is 

private and will not be shared with your service providers. It will in no way impact the services 

you receive in the clinic.  

 

Tell me about your experience receiving services at this clinic. 

 PROBE: How satisfied are you with the services you receive? 

 PROBE: What would improve your experience in the clinic? 

 PROBE: How do you describe your clinic’s role in providing care to your family? 

 PROBE: Describe your interactions with staff at the clinic (e.g., pediatrician, nurse, front  

desk staff). 

PROBE: Imagine if cost was no issue—how would you improve the clinic? 

 

Tell me about your experiences receiving help/support for your child and family’s emotional and 

behavioral needs. 

 PROBE: How do you get help for your child’s emotional or behavior problems? 

 PROBE: How easy is it to get help for your child’s emotional and behavioral problems?  

 PROBE: What barriers are there to getting help for your child’s emotional and/or  

behavioral problems? 

PROBE: Where would you feel most comfortable getting help for your child’s emotional 

and behavioral problems? 

PROBE: How are services for your child’s emotional and behavioral needs integrated in 

your clinic? 

PROBE: If the clinic wanted to provide more services for children’s emotional and 

behavioral health, how do you think the clinic could do that? 

PROBE: Who do you go to for parenting advice? 

PROBE: How would you/do you go about seeking professional advice for your child’s 

emotional and behavior problems? 

PROBE: Do you find any challenges to asking your health providers about parenting? 

PROBE: How do you negotiate parenting with your partner? 

PROBE: If you have to get information that is sensitive or potentially embarrassing, how 

do you prefer to access that information (i.e., online, provider, family, friends)? 

 

 

One of the goals of this study is to use technology in order to improve and increase the services 

provided to your family and others in the clinic. We are developing a brief, electronic program to 

teach effective, research-based ways for parents to act with their children. Research has shown 
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that these strategies decrease child behavior problems and parenting stress, as well as decrease 

the likelihood for later school dropout and health problems.  

 

What do you think about this idea to use technology for this type of program? 

 

What experiences have you had receiving health interventions electronically? 

 

Would you watch something like this? 

 

What device would you use to watch something like this? 

 

When would you watch something like this? 

 

When, during your child’s doctor visit, would be the best time to watch something like 

this? 

 

What would get in the way of you watching something like this (i.e., passwords)? 

 

What are your thoughts about the language of the video (e.g., active ignoring)? 

 

Do you think that would work on someone like you?  

 

What would make this better for someone like you?  

 

Have you seen anything like this before? If so, what does it remind you of? 

 

Is it something you would want to share with other people (friends, family)?  

 

What would make you want to share it with other people? 
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