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Objective. Many parents of preschool-age children have concerns about how to discipline their
child but few receive help. We examined the effects of a brief treatment along with usual care,
compared with receiving usual care alone.

Patients. Parents (N = 178) with concerns about their 2- to 5-year olds’ discipline were recruited
when they visited their family physician at 1 of 24 practices.

Methods. After completing mailed baseline measures, parents were randomly assigned to receive
usual care or the Parenting Matters intervention along with usual care. Parenting Matters com-
bined a self-help booklet with two calls from a telephone coach during a 6-week treatment period.
Follow-up assessments were completed at 7 weeks post-randomization, and 3 and 6 months later.

Results. Behaviour problems (Eyberg Child Behaviour Inventory) decreased significantly more in
the Parenting Matters condition compared with Usual Care alone, based on a significant time by
treatment group effect in intent-to-treat, growth curve analyses (P = 0.033).The Parenting Matters
group also demonstrated greater and more rapid improvement than in usual care alone in terms
of overall psychopathology (Child Behaviour Checklist, P = 0.02), but there were no group differ-
ences in parenting. The overall magnitude of group differences was small (d = 0.15 or less).
Conclusion. A brief early intervention combining a self-help booklet and telephone coaching is
an effective way to treat mild behaviour problems among young children. This minimal-contact
approach addresses the need for interventions in primary health care settings and may be a useful
component in step-care models of mental health.

Keywords. Behaviour problems, brief intervention, distance treatment, preschool-age children.

Introduction ways of delivering interventions, are needed to meet
the challenge of providing mental health care for
Discipline-related behaviours (e.g. non-compliance) children.
are the most common behaviour problems among Family physicians (FPs) are the first professional
young children and many parents (40-60%) desire to whom parents turn for help with psychosocial
more information on discipline.! Effective parenting concerns,” and most children/parents see their FP
programmes can be delivered in a variety of ways regularly. Given other demands, physicians in pri-
including individual- and  group-administered mary health care (PHC) settings struggle to address
programmes®> and self-administered interventions children’s psychosocial problems; passive acknow-
using videos,® books* or specific problem (e.g. tantrums) ledgement,® reassurance/support and monitoring are
booklets.> Nevertheless, over 80% of children with common physician responses and referrals for special-
psychosocial problems do not receive treatment.’ ist care are rare.” Behaviour problems in children are
A variety of methods of identifying children/families a particular challenge and FPs report lower levels of
who could benefit from parenting interventions, and comfort and skill in managing such problems, and not
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surprisingly, prefer to refer these cases, compared with
social-emotion or mood problems.!” FPs generally
feel more comfortable and responsible for the iden-
tification and assessment of children’s psychosocial
issues, than treatment.!®!! Physicians can be trained to
effectively deliver discipline interventions,'? and chil-
dren with behaviour problems can be identified and
treated (by nurses, health visitors) in PHC settings.!*!4
Thus, although well positioned to deliver psychosocial
interventions, asking FPs to provide treatment for dis-
cipline problems among young children is unlikely
to be able to meet the demand for services that exist
in PHC.

An alternative might be to increase the identification
of children in need and provide referrals for special-
ist care. Parental concerns are related concurrently'
and prospectively'® with behaviour problem measures
and diagnosis,"” a number of validated brief screening
instrument exist,”> and routine screening can be con-
ducted in PHC."® However, there are many barriers
to accessing specialist care including scheduling, cost,
length of treatment, stigma'® and long waits,” while the
actual utilization of specialist care is also low.*’

This study tested a brief treatment combining book-
lets and telephone support to help parents deal with
discipline problems among young children (2-5 years).
Parents who might benefit from this intervention were
identified at the time of a routine visit in a PHC centre
based on parental concerns; we used parental concerns
to identify potential participants given the high rates
of concerns regarding child behaviour in this popula-
tion?! and the fact that parents raising concerns is the
typical way in which FPs become aware of children
with behaviour problems.!> As opposed to asking FPs
or other professionals in the PHC setting to deliver
the intervention, telephone coaching was provided
by individuals not affiliated with the practices. It was
hypothesized that parents receiving treatment, along
with usual care, would demonstrate greater reduc-
tions in their child’s behaviour problems (primary
outcome), improved parenting practices, and greater
reductions in child psychopathology in general fol-
lowing intervention, compared with parents receiving
usual care alone.

Methods

This parallel-group study was conducted in the
Southwestern region of Ontario, Canada. Parents of
children aged 2-5 years who were concerned about
their child’s discipline were recruited during a regu-
larly scheduled appointment (i.e. the appointment
was not made specifically for child behaviour prob-
lems) from 24 family medicine practices. Enrolment
occurred from June 2005 through December 2007.
After returning baseline questionnaires, parents

were randomized in blocks of 4, stratified by family
medicine practice, to the treatment programme along
with usual care, or usual care alone. Recruitment
ended when the target sample size, accounting for
expected loss to follow-up, was reached. Parents in
the treatment condition were randomly assigned to
one of three telephone coaches. Figure 1 is the study
flow diagram. The parent who self-identified as the
primary caregiver (N = 178) provided ratings of all
outcomes and was the person contacted in the inter-
vention condition. Of the 156 parents who were not
single parents, 72 spouses also returned question-
naires (Supplementary Figure 1B).

Procedures

Recruitment from each practice lasted 13.6 months
(£7.8; range = 1-28). At the FP’s office, parents were
given a study overview and concerns checklist by a
study research assistant (RA), or office nurse or recep-
tionist who was paid an honorarium to distribute and
collect forms. Parents were asked if they had concerns
about ‘how to discipline your child’; response format
was based on the Parent’s Evaluation of Developmental
Status checklist.”® Parents meeting study criteria (Fig. 1)
were mailed questionnaires and contacted by a RA
to re-administer the concerns checklist. (The first 40
patients who enrolled were allocated to the trial based
on the concerns ratings completed during the visits to
their FP rather than when the baseline measure was
completed.)

Computer-generated block randomization codes
were prepared, prior to the trial, by a person not
affiliated with the project. Enrolment occurred when
baseline questionnaires were returned. The RA then
forwarded parents’ information to an administrative
assistant (this individual’s only roles in the trial were
to maintain the locked randomization codes data-
base and to receive the returned parent satisfaction
questionnaires) who in turn forwarded the contact
information and treatment condition to a telephone
coach. The coach mailed parents in Usual Care a let-
ter encouraging them to continue with care from their
FP and/or any other treatment recommended, and
that they would be sent a copy of the treatment book-
let about 8§ months post-randomization. The standard
treatment for problems in this population is care by
FPs? and an appropriate comparison for a brief treat-
ment.? Parents in the treatment group were mailed a
treatment booklet and followed up by telephone. For
both groups, follow-up appointments with the FP were
according to usual practice. A RA mailed follow-up
questionnaires at 7 weeks post-randomization, and
then at follow-up 3 and 6 months later. Parents
received gift cards for completing questionnaires;
amounts increased from $15 for baseline forms to $30
at the 6-month follow-up and $40 at the 12-month
follow-up. At the end of the treatment phase, the
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Assessed for eligibility
(N=4095)

. Excluded (N=3917)

v

Enrollment Not meeting inclusion criteria (n=3825)
178 Refused to participate (n=52)

Other (n = 55)

A

l I Randomized l

Allocated to discipline intervention (n=91)
Received allocated intervention (n=91)

Allocated to usual care (n=87)

Allocation Received allocated usual care (n=87)

A

Completed assessment (n = 77) Completed assessment (n = 82)
Did not return questionnaire (n=12) Did not return questionnaire (n=5)
Lost to follow-up (n =0) Po;to'lll':)'fileut Lost to follow-up (n=0)
Discontinued Intervention (n=2) Discontinued Intervention (n=0)

- No time/ Too busy

A 4 A

(A_)mp leted'3 month .follm'v-up (_n =74) Completed 3 month follow-up (n=75)

Did not return questionnaire (n=10) . . . o

Lost to follow-up (n =2) 3 Month Did not return questionnaire (n=12)
Follow-Up Lost to follow-up (n=0)

Discontinued Intorvention (n=3) Discontinued Intervention (n=0)
- No time/ Too busy

v
Completed 6 month follow-up (n = 66) Completed 6 month follow-up (n=71)

Did not return questionnaire (n=16) 6 Month Did not return questionnaire (n=14)
Lost to follow-up (n =0) Lost to follow-up (n =0)
Discontinued Intervention (n=2) Discontinued Intervention (n=0)

- No time/ Too busy

v

Completed 12 month follow-up (n = 69) 3 Month

Did not return questionnaire (n=11)

Lost to follow-up (n =1)
‘ A 4

Analyzed (n=82) Analyzed (n=82)

Excluded from analysis (n=9) Excluded from analysis (n=5)

- completed baseline only or missing - completed baseline only or missing

outcome variables at baseline outcome variables at baseline

Analysis

FiGUure 1 Flow chart showing patient recruitment and retention across study phases
Parents could be approached more than once and identifying information was not collected for parents who did not participate.
Thus, there were multiple reasons for some parents being ineligible; most often this was because they had no concerns regarding
their child’s sleep or behaviour. After being mailed detailed consent forms and baseline questionnaires, 52 parents declined
participation (the main reasons these parents gave were as follows: too busy, 44%,; no longer interested, 25 %; no longer concerned
about child’s behaviour, 23 %) and 55 parents did not return the forms. Families were excluded for the following reasons: (a)
non-English speaking parents (n = 35); (b) children with significant physical (e.g. cerebral palsy) or developmental disabilities
(e.g. Down syndrome; n = 15); (c) families without a telephone (n = 8), (d) parents who were concerned about their child’s sleep,
or equally concerned about both sleep and discipline were invited to participate in separate trials (n = 572). Of the 178 parents
enrolled in the trial, the 14 parents who did not return any of the follow-up forms were excluded from the analyses.

telephone coach mailed parents a satisfaction ques- usual care condition were mailed a treatment booklet
tionnaire that was returned to an administrative assis- after their 6-month follow-up and, thus, did not com-
tant to maintain blinding of the RAs. Parents in the plete the 12-month follow-up; follow-up assessments
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ended in March 2009. RAs noted any time that they
became aware of a parent’s treatment condition, which
occurred for five parents in the intervention group and
one in the usual care group.

The project was approved by the Research Ethics
Board at Western University and all participating par-
ents provided written informed consent.

Intervention

The Parenting Matters intervention booklet had six
weekly sections; content was based on best-practice
recommendations® and draws on social learning and
behavioural models. (i) Week 1 targeted (a) develop-
mentally appropriate expectations and (b) enhanc-
ing positive child appraisals. (ii) Week 2 focused on
(a) family rituals, routines and structure, (b) parental
modelling of appropriate behaviour and (c) how to
track behaviours parents wanted to change. (iii) Week
3 taught encouraging appropriate behaviour by (a)
providing clear expectations and (b) using attention
and rewards. Weeks 4-6 focused on decreasing nega-
tive behaviours through (a) prevention, (b) selectively
ignoring, (c) giving clear requests and (d) time out. The
Flesch—Kincaid grade level was 5.7 and, in a pilot study,
75% of parents found the booklet ‘Easy’ or ‘Extremely
Easy’ to read.”® Booklets were reviewed by experts and
parent volunteers prior to use.

A telephone coach, graduate students in clinical psy-
chology with formal education in general interviewing,
child psychopathology and psychological interven-
tions with children, called parents at Weeks 2 and
5. A call at Week 0 (start of treatment) ensured par-
ents received the booklet and encouraged them to start
the programme. The coach provided support, motiva-
tion and problem solving in applying the information
in the booklets; a manual provided guidance on how
to respond to parent questions. Calls were audiotaped
and reviewed in weekly group supervision provided
by GJR; supervision focused on ways of responding
to specific issues parents raised during the telephone
coaching calls to facilitate parents problem-solving in
using the booklets.

Outcomes

Behaviour problems. The primary outcome was the
total problem score of the Eyberg Child Behaviour
Inventory (ECBI).* This widely used measure* has
established psychometrics.

Secondary outcomes
Parenting practices were measured by the total score
on Parenting Scale.” This measure is commonly used in
treatment studies.*?°

Overall Child Psychopathology was measured using
the total score from the 1'%- to 5-year-old version of
the Child Behaviour Checklist (CBCL).?” Raw scores,
rather than 7-scores, were used as they provide greater

variability and do not remove any differences due to
child age or sex.?

Satisfaction and treatment fidelity. Parents in the
intervention group indicated how much of the book-
let they read and, in two-parent families, how much
their spouse read. They also rated how often they used
20 different discipline strategies (e.g. routine chart,
rewarding appropriate behaviour) from the book-
lets. Satisfaction with the programme was assessed
using items from other established measures,?** which
included perceptions of overall improvement in their
child’s discipline and feelings about the programme,
and the telephone coach.

A random sample of 15 parents’ audio-taped calls
were rated for compliance with, and deviations from,
the protocol by two independent raters using items
based on measures from cognitive psychological treat-
ment.?! Raters were trained to criteria (>80% exact
agreement) prior to conducting the ratings; inter-rater
reliability was 0.98 (interclass correlation).

Service utilization. Parents reported total visits and
visits that involved discussing child discipline with their
FP and 11 other locations/professionals (e.g. walk-in
clinic, psychiatrist and psychologist).*>3 Use of self-help
resources and advice from family and friends was also
assessed.

Readiness for change. Parents’ readiness for change in
parenting® was assessed using a measure based on the
transtheoretical model of change adapted for psycho-
therapy.® Parents were categorized into their highest
level of change and then aggregated into ‘non-action’
(i.e. precontemplation through preparation) or ‘action’
(i.e. action or maintenance) categories.

Data analyses

SPSS (v18) mixed modelling with treatment and study
phase as fixed effects and an intent-to-treat approach
was used to test differences between the intervention
and usual care groups on the ECBI at the primary
end-point (i.e. post-treatment). For all other analyses,
an intent-to-treat approach using growth curve model-
ling tested if differences between the intervention and
usual care groups in the outcome variables occurred
across the four points of measurement (i.e. baseline,
post-treatment and 3- and 6-month follow-up).* Using
SAS PROC MIXED, Level 1 was repeated measures
change within individuals and Level 2 was the differ-
ence between the intervention and usual care groups.
The intercept and slope of time variable were set as
random. For each parent the actual time from base-
line to completion for each of three later assessments
was included to control variation in when parents
returned forms; the cube root of time was used as it
provided the best fit to account for non-linear change
over time. A significant (P < 0.05 one-tailed) group by
time interaction indicates differential change over time
between groups.
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Baseline data for each group were compared with
population norms on the Eyberg Child Behaviour
Checklist,”” the Parenting Scale® and the Child
Behaviour Checklist;”” results are expressed in terms of
the number of SDs above the M of norms (using SDs
from normative samples). Demographic data were com-
pared with census data for the study sample as a whole.*

Sample size

The trial was powered to detect an effect on the primary
outcome of d = 0.45 with 80% power and alpha = 0.05
using a conservative simple post-treatment standardized
difference method (d = M treatment — M control/SD).

Results

Preliminary analyses

As complete data were not available for all partici-
pants, we compared the parents’ baseline data for (i)
14 parents with only baseline data not included in the
analyses versus all others and (ii) 2-parent families with
(n=174) versus without (n = 71) ratings by a spouse/part-
ner. There were no significant differences on the ECBI,
Parenting Scale, CBCL, or any of the demographic vari-
ables when comparing groups in (i) and (ii) above.

Demographic characteristics

Table 1 presents the demographic characteristics of
parents and their children, as assessed at baseline, along
with comparisons with census data. Participating par-
ents were mostly birth mothers with a modal educa-
tional attainment of least some community college.

Outcomes

Behaviour problems (ECBI) at the primary end point,
post-treatment, did not differ significantly between
groups (group by time interaction, P = 0.054). In growth
curve modelling analyses, the group by time interaction
was significant for two outcomes (Table 2); compared
with the usual care group, the intervention group par-
ents reported greater and more rapid improvements in
(i) their children’s behaviour problems and (ii) child
psychopathology in general. Changes in parenting prac-
tices did not differ significantly between groups.

Treatment fidelity and satisfaction

Almost all of the coaching telephone calls scheduled
for Weeks 2 and 5 were completed, coaches were
consistent with the treatment protocol, and parents
were very satisfied with the programme and their
telephone coach (Table 3). Most parents read the
entire booklet and, on average, used the treatment
ideas at least ‘sometimes’; however, 40% of parents
reported their spouse did not read any part of the
booklet.

Service utilization

Few parents (4% intervention; 5% usual care) saw a
FP for their child’s discipline issues (Table 4); reassur-
ance and support without specific advice was the most
commonly reported help received (Supplementary
Table 5b). Similarly, few parents (6% intervention; 13%
usual care) reported seeing someone other than their
FP (Table 4 and Supplementary Table 3b). Self-help
resources were used by many of the parents in both
groups (Table 5).

Analyses of reports by other caregivers
Spouses/partners in the intervention group reported
more rapid improvement in their children’s behav-
iour problems compared with the usual care group, but
there were no differences in parenting or general psy-
chopathology (Supplementary Table 2b).

Readiness for change

Most parents in both groups were in the action stages of
change at each assessment (Supplementary Table 6b).
At baseline, 54% of parents in the intervention and
46% in the usual care group were in these stages; most
parents who were not, were in the preparation stage
(38% in each group).

Discussion

A brief, distance-based (i.e. no in-person sessions) inter-
vention for parents of preschool-age children identified
in a PHC setting and who had concerns about their
child’s discipline resulted in more rapid improvement
in children’s behaviour problems and overall psycho-
pathology compared with usual care alone; treatment
gains were maintained up to 12 months after the inter-
vention. In two-parent families, ratings by secondary
caregivers supported the improvements in children’s
behaviour problems, but spouses/partners did not
report improved parenting or overall psychopathology.
These positive findings need to be balanced with an
acknowledgement that the magnitude of the treatment
effects was small (d = 0.15 or less)* which is less than
similar interventions® (d = 0.23 for ECBI). Changes
were not statistically significant when examined only
up to the post-treatment assessment. Treatment book-
lets had six chapters, with one chapter to be completed
each week, and thus the ‘post-treatment assessment’
was scheduled to occur after parents were to have com-
pleted the treatment (i.e. 7 weeks post-randomization).
It is possible that parents in this trial were still working
through the booklets at the time of the ‘post-treatment’
assessment, or that more time was needed in order for
the effects of the treatment to be evident. During the
study period, few parents in either group received help
for their child’s discipline problems from their FP, or
any other professional/agency, and many parents in
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TaBLE 1 Baseline characteristics of parent participants and their
children randomized to the Parenting Matters or Usual Care alone

conditions
Parenting Matters ~ Usual Care
intervention
n=_82 n=_82
Child characteristics
Girls, n (%) 34 (46.6) 39 (53.4)
Children’s age, mean years 3.1 (£1.0) 3.3 (£1.1)
(£SD)
Parent characteristics
Relationship to child, n (%)
Birth mothers 79 (96.3) 69 (92.0)
Adoptive mothers 0(0) 1(1.2)
Birth fathers 3(3.7) 0 (0)
Single parents, n (%)* 9 (11.0) 11 (13.4)
Parent age, mean (+SD) 324 (+4.9) 32.0 (£5.5)
Race®
Caucasian 79 (96.3) 73 (89.0)
Black 0(0) 2(2.4)
Native-Aboriginal people 1(1.2) 3(3.7)
All other 2(24) 4 (4.4)
Educational attainment, n (%)°
Less than high school 6(7.3) 3(3.7)
Completed high school 9(11.0) 12 (14.6)
At least some community 33 (40.2) 37 (45.1)
college/technical school or
graduate
Some university or Bachelors 30 (36.6) 24 (29.3)
degree
Postgraduate 4(4.9) 6(7.3)
Employment, n (%)
Homemaker or not-employed 29 (35.8) 32(39.0)
outside the home
Part-time 31(38.3) 20 (24.4)
Full-time 21(25.9) 30 (36.6)
Spouse characteristics
Relationship to child, n (%)
Birth fathers 69 (89.6) 68 (89.5)
Birth mothers 4(52) 1(1.3)
Other 4(5.2) 7(9.2)
Parent age, mean (+SD) 33.5(+4.5) 34.6 (5.4)

Parenting Matters ~ Usual Care
intervention
n=_82 n=_82

Educational attainment, n (%)

Less than high school 5(6.6) 7(9.3)

Completed high school 16 (21.1) 15 (20.0)

At least some community 31 (40.8) 33 (44.0)

college/technical school or

graduate

Some university or Bachelors 17 (22.4) 14 (18.7)

degree

Postgraduate 7(9.2) 6 (8.0)
Employment, n (%)

Homemaker or not-employed 0 (0) 2(2.7)

outside the home

Part-time 3(42) 1(1.4)

Full-time 69 (95.8) 70 (95.9)
Family characteristics
Family size, mean (+SD)

Number of people 4.0 (+0.9) 4.1 (x1.1)

Number of children 2.0 (£0.7) 2.1 (x0.9)
Family income (CAS$),n (%)?

Less than $20 000 5(6.1) 10 (12.2)

$20 000-$39 999 6(7.3) 11 (13.4)

$40 000-$59 999 27 (32.9) 20 (24.4)

$60 000-$79 999 14 (17.1) 13 (15.9)

$80 000-$99 999 9(11.0) 10 (12.2)

$100 000 or more 21 (25.6) 18 (22.0)
Family income adjusted for family size, n (%)

Low 3(3.7) 9 (11.0)

Lower-middle 16 (19.5) 20 (24.4)

Upper-middle 33 (40.2) 25(30.5)

High 30 (36.6) 28 (34.1)

aIn the southwestern counties of Ontario, 24.6% of families with chil-
dren have single parents; comparison with study sample: %> = 13.6,
P <0.001.

"Race of women aged 25-44 in families in Ontario with children is as
follows: White, 88.2%; Black, 1.6%; Native-Aboriginal people, 2.1%;
all other, 8.0%; comparison with study sample, x> = 1.41, P = 0.70.

‘Educational attainment of women aged 25-44 in families in Ontario
with children is as follows: less than high school, 16%; completed high
school, 28%; at least some community college/technical school or
graduate, 35%; some university or bachelors degree, 14%; postgradu-
ate, 7%. Comparison with study sample: x> = 24.7, P < 0.001.

dFamilies with a parent aged 25-44 years in Ontario have incomes as
follows: less than $20 000 = 6.5%, $20 000-$39 999 = 13.8%, $40 000~
$59999 =16.5%,$60 000-$79 999 = 17.5%, $80 000-$99 999 =7.8,$100 000
or more = 38.0%. Comparison with study sample: y* = 29.6, P < 0.001.
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TABLE 2 Qutcomes for the intervention and usual care groups across each phase of the study

Outcome Baseline® Post-treatment 3-month follow-up 6-month follow-up 12-month Group by
mean (+SD) follow-up® time*
Parenting  Usual Parenting  Usual Parenting Usual Parenting  Usual Parenting I
Matters Care Matters Care Matters Care Matters Care Matters
Eyberg Child 124.1 120.7 107.6 110.8 101.8 106.0 100.5 104.6 99.0 0.033
Behaviour  (+27.1) (£29.8)  (£25.7) (£25.1) (£26.0) (£25.0)  (£27.8) (£23.4)  (29.6)
Inventory
Parenting 3.0 29 2.8 2.8 2.8 2.7 2.7 2.7 2.7 0.34
Scale (+0.6) (+0.6) (x0.6) (x0.5) (+0.6) (£0.5) (x0.6) (x0.5) (x0.6)
Child 38.7 342 26.9 26.7 25.5 234 22.5 21.9 20.8 0.02
Behaviour  (+19.7) (£187)  (x15.3) (+16.6) (£17.4) (£16.7)  (x17.4) (x164)  (£16.0)
Checklist

aBaseline data compared with available norms, for the Parenting Matters and Usual Care groups, respectively, were as follows: (a) Eyberg Child
Behaviour Checklist, +0.71 SD, +0.64 SD; (b) Parenting Scale, +0.61 SD, +0.50 SD; (c¢) Child Behaviour Checklist, +0.29 SD,0.05 SD. These data are
consistent with our approach of recruiting parents who were concerned about disciplining their child, but not necessarily within the clinical range.

"Twelve-month follow-up data are available only for the Parenting Matters intervention group as parents in the Usual Care group were mailed

treatment booklets after the 6-month follow-up.

‘Group by time P = significance level of the group by time interaction in growth curve modelling analyses.

both groups used self-help resources. Thus, the small
group differences were not likely due to the usual care
alone group receiving alternative interventions. The
low rates of help of any kind accessed by parents in
the usual care group may reflect the fact that they were
aware that they would receive a copy of the treatment
book after the 6-month follow-up, but may also simply
reflect current practice in addressing children’s behav-
iour problems in PHC.®%?

Children’s behaviour problems were only moderately
elevated, compared with population norms. Other par-
enting intervention studies conducted in PHC included
preschool-age children with higher levels of behaviour
problems at baseline. For example, children in a study
by Patterson et al."* had ECBI scores of three-quarters

of a standard deviation above the norm; samples in
other studies using community samples are similar
(ECBI scores 1.5 SDs above the mean;* >75th per-
centile on a paediatric behaviour problems screener).*
Greater problem severity is consistently related to lar-
ger improvements in parenting interventions* and thus,
lower problem severity may have decreased the ability
to detect change. Lower problem severity might also
relate to lower parental motivation for change. Just
over half of the parents in the intervention group were
in the action stages of change. Readiness for change
in parenting has rarely been examined.*** Although
the scales and methods used to assess readiness for
change have differed across studies, 43-50% parents**+
have been found to be in the action stages before

TaBLE 3 Treatment fidelity and satisfaction for the Parenting Matters intervention group

Telephone coaching

Parent ratings

Week 2 Week 5
Telephone calls
Calls completed % 93 87 Reading booklet
Attempts, calls completed Mean (+SD) 3.3 (£3.0) 4.1 (£2.6) Parent Mean % (SD) 91 (x£19.9)
Duration of calls (min) Mean (+SD) 17.2(£9.8)  20.5(x8.6) Spouse/Partner® Mean % (SD) 26 (+39.2)
Attempts, call not completed Mean (+SD) 6.3 (£2.1) 7.4 (£2.0)  Use of booklet ideas®  Mean (+SD) 3.8 (£0.4)
Ratings of audiotapes Satisfaction® Mean (+SD)
Coaching behaviour? Mean (+SD) 5.4 (+0.6) Programme overall Mean (+SD) 5.5 (+0.6)
Consistency with protocol Mean (+SD) 5.9 (£0.1) Telephone coach Mean (+SD) 5.7 (£1.0)

20f the parents with spouses/partners, 7.7% did not know what their spouse read; 40% of spouses rated as having not read any of the booklet.

"Frequency of using the 20 treatment elements 1 = ‘Never’, 3 = ‘Sometimes’ and 5 = ‘Very often’.

“79% of parents completed satisfaction ratings; scores range from 1 to 7.

dAverage ratings of support, motivation and problem solving coaching behaviour;. scores range from 0 to 6.
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TaBLE 4 Service utilization for the Parenting Matters intervention and Usual Care groups in the 2 months prior to baseline and from baseline
through 6-month follow-up

Two months prior to baseline

Baseline to 6-month follow-up

Parenting Matters Usual Care P Parenting Matters Usual Care P
Mdn Max % 1 or Mdn Max % 1or Mdn Max % lor Mdn Max % 1or
more more more more
Family physician visits
All visits 0 5 40% 0 10 49% 0.47 0 6 41% 0 11 44% 0.84
Discipline-related visits 0 2 9% 0 10 4% 0.18 0 3 4% 0 2 5% 0.68
All other providers
All visits 0 12 32% 0 31 41% 0.33 0 30 41% 1 28 59% 0.07
Discipline-related visits 0 7 9% 0 31 9% 0.94 0 9 6% 0 7 13% 0.20

Mdn, median; Max, maximum for group; % 1 or more, percent of group reporting at least one visit during time frame.

P, significance from Mann—Whitney U.

intervention. The extent to which parents’ readiness
might have impacted this study is unclear, but worth
examining in future studies.

The lack of group differences in parenting practices
was surprising. It may be that the intervention is sim-
ply not effective at changing parenting. However, the
components in the treatment booklets are similar to
previous studies that have demonstrated improvements
in parenting.”® Further, we simultaneously ran a separ-
ate trial using the same treatment and assessments with
parents who were equally concerned about both their
child’s sleep and discipline. In this other trial, parents
who were randomly assigned to receive exactly the
same intervention for discipline issues demonstrated
improvement in both children’s behaviour and parent-
ing.* Parents who were concerned about both sleep and
discipline had children with higher levels of behaviour
problems and poorer parenting at baseline, and some-
what higher motivation for change (at post-treatment
78% in action stages), compared with the trial described
here. This suggests that this brief, distance-based inter-
vention may be better suited to parents whose children
have slightly more severe problems, which we expect
would incline them to be more motivated to make
changes in their parenting. Alternatively, in the current
trial, results would suggest that something other than
improvements in parenting are related to improve-
ments in children’s behaviour, which might include the
quality of parent—child interactions, better daily rou-
tines, parental modelling, etc.

Limitations

All outcomes were based on parent reports. Although
similarity in findings for mothers’ and fathers’ rat-
ings minimize bias associated with mono-method

assessment, teacher reports (when available) or
observational measures could provide additional
information on changes in children’s behaviour and
parenting. However, other parenting trials of brief
interventions with preschool-age children that have
used observations** have not found them to be as
sensitive to change as parent-report measures. In
part, this may be due to the low frequency of behav-
iour problems that tend to occur during home obser-
vation.* Finally, use of an observational measure
would likely have resulted in decreased participation,
and increased drop-out, due to greater demands on
families and concerns about intrusion into families’
personal lives.*®

About one-third of the parents who expressed interest
in the trial when they were recruited at a visit to their FP
were not enrolled, as they either declined participation
(18%) or did not return baseline questionnaires (19%).
Other parenting trials with preschool-age children that
have reported either of these figures have had higher per-
centages of cases that declined participation (M =34%) or
did not return baseline questionnaires (M = 28 %).!32647-
Some parents may have preferred alternative methods of
treatment (e.g. individual, in-person sessions) or, among
those who said they were ‘too busy’, some parents may
have been too overwhelmed or depressed to engage in
a self-help treatment.” Nevertheless, about 85% of par-
ents seeking mental health services for children prefer
the type of treatment used in this study In our study,
only one parent withdrew from treatment, which is less
than other treatment studies with preschoolers that have
reported this information (M = 17% ).*?¢4%3-5 Finally, 8 %
of parents completed only the baseline assessment and
were excluded from the analyses; however, there were
no significant differences between these parents and
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TaBLE 5 [Informal sources of help sought for discipline problems by the Parenting Matters intervention and Usual Care groups in the 2 months
prior to baseline and from baseline to 6-month follow-up

Two months prior to baseline

Baseline to 6-month follow-up

Parenting Matters Usual Care Parenting Matters Usual Care
n %" n %" n %° n %"
Help from family or friends
Mean (+SD)? 1.5 (x1.4) 1.4 (+1.3) 0.9 (+1.0) 1.0 (£1.0)
Never asked for help 16 19.5 23 28.0 20 244 19 241
Types of self-help®
Did not use self-help 28 34.1 31 37.8 23 28.0 22 26.8
Text (book, pamphlet) 41 50.0 38 46.3 51 62.2 44 53.7
Television/Video 18 22.0 15 18.3 17 20.7 25 30.5
Telephone help-line; parenting class 5 6.1 5 6.1 8 9.8 10 12.2
Internet 20 24.4 19 232 17 20.7 28 34.1

aFrequency of contact for help: 0 = never, 1 = only once; 2 = once a month; 3 = a few times a month; 4 = once a week; 5 = a few times a week;
6 = daily. Comparing Parenting Matters to Usual Care for the 2 months prior to baseline, P = 0.44; for the baseline to 6-month follow-up compari-

son, P =0.34.

Percentage of parents within each group.

Self-help used could have occurred at any time within the assessment period; categories are not mutually exclusive (i.e. parents may used more

than one type of help).

the rest of the sample. At the 6-month follow-up, 21%
of parents did not return the questionnaires. Growth
curve modelling handles missing data well; however,
there could be systematic differences between parents
who do, versus who do not, complete follow-up assess-
ments. Nevertheless, our data are similar to other trials
which have had an average lost to follow-up rate of 23%
at 6-8 months. 34134748

Conclusion

The Parenting Matters programme for children with
mild discipline problems resulted in small, but statisti-
cally significant, improvements in children’s behaviour
problems. This study adds to the knowledge base of
empirically supported and brief interventions for chil-
dren’s discipline problems in PHC.** A distance-based
approach overcomes many of the limitations of other
treatment approaches and, given that during the trial
very few parents received help from their FP or other
professionals, it addresses the need for a brief interven-
tion relevant to the concerns of parents of preschool-age
children. However, the magnitude of the group differ-
ences found and lack of improvement in parenting sug-
gest that this intervention might be more effective for
parents whose children have more severe problems
and/or are more motivated to make changes in their
discipline. The Parenting Matters programme might be
best considered within a step-care model.” This study
used active screening/recruitment to identify parents

with concerns who were interested in treatment. If such
screening were part of a stepped-care approach, moni-
toring and watchful waiting, or just the booklet alone
without telephone coaching, might be the appropriate
first step prior to using this brief intervention in PHC.
The booklet might also be used with coaching and sup-
port provided by the FP or, depending on the organiza-
tion of health care within the region/country, by another
provider within PHC, such as a nurse/nurse practitioner
or health visitor. Ideally, such modifications should be
evaluated in a new trial.
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