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ABSTRACT 

 

 

 Externalizing behavior problems are common in childhood and yet families increasingly 

face barriers to accessing evidence-based interventions such as parent training. Developing and 

evaluating novel service delivery methods are important to reducing this access gap. The purpose 

of the present study is to evaluate parent perception and overall effectiveness of a brief and 

focused parent training intervention for children with externalizing behavioral problems 

delivered via telehealth. Using a noncurrent multiple baseline design, six families were 

randomized to one of three baseline conditions (two, three, or four weeks) and received three 

sessions (30-45 minutes) of parent training focused on praise, reinforcement, and natural/logical 

consequences. Data were analyzed using both group and single-subject (e.g., visual inspection) 

methods. All families exhibited a reliable change on at least one measure of externalizing 

behavior after receiving the intervention and half reported a reliable improvement in parenting 

competency. In contrast, only two families exhibited a reliable improvement in parenting stress 

and one reported a reliable improvement in functional impairment after the intervention. The 

telehealth delivery method was consistently rated in a positive manner across baseline and 

treatment phases. Taken together, the findings suggest that a brief behavioral intervention 

delivered via telehealth can improve externalizing behaviors and parenting competency in the 

short-term and is an acceptable service delivery method for families. The format of the 

intervention may improve its accessibility to families and has potential to be implemented in 

settings such as primary care, where the majority of families seek support for childhood 

behavioral problems. Limitations and future directions are discussed within the paper. 
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CHAPTER 1 

 

INTRODUCTION 

 

Externalizing behaviors such as noncompliance, rule breaking, and aggression are 

common in children and adolescents. Though many of these behaviors improve with age, the 

disruptive nature of these behaviors often makes them difficult for parents and families to 

manage. When behaviors cause significant dysfunction, a diagnosis of attention 

deficit/hyperactivity disorder (ADHD), conduct disorder (CD), or oppositional defiant disorder 

(ODD) may be warranted (APA, 2013). If left untreated, externalizing disorders can negatively 

affect school performance and family functioning (Donenberg & Baker, 1993; Nelson et al., 

2004). When they persist into adulthood, symptoms can significantly impact social functioning, 

job retention, and have costly implications for public services such as welfare and the criminal 

justice systems (Samek & Hicks, 2014). 

 Fortunately, there is a preponderance of evidence that suggests parenting interventions 

based on social learning theory and behavioral theory are effective in improving child 

externalizing behaviors (Gallagher, 2003), and can prevent existing behaviors from reaching 

levels of clinical significance (Berkout & Gross, 2013; Goldfine et al., 2008). A likely reason for 

high levels of efficacy is because parents typically have frequent interactions with their children 

and have many opportunities to correct undesired behaviors and reinforce desired behaviors 

(Kazdin & Weisz, 1998) Though there are several proprietary models, all parent training 

programs capitalize on parent-child interactions by teaching positive-parenting strategies 

including praise, reinforcement, and natural and logical consequences to change their child’s 

behavior (Evidence Based Service Committee, 2009; Leijten et al., 2019). Noteworthy 
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interventions that include these principles are the Triple-P Positive Parenting Program (Sanders, 

1999), The Incredible Years (Webster-Stratton & Reid et al., 2007), Parent Management 

Training Oregon Model (PMTO; Forgatch & Patterson, 2010) and Parent Child Interaction 

Therapy (PCIT; Eyberg & Funderburk, 2011). Collectively, these proprietary programs are 

among the most well-validated and exhaustively reviewed (Leijten et al., 2019).  

Although decades of accumulating evidence demonstrate that parenting interventions are 

effective in reducing disruptive behavior, accessibility to these evidence-based approaches 

remains a problem. Most evidence-based interventions are delivered within specialized mental 

health care settings, which often require a referral, may have long delays until treatment 

initiation, and may be inconvenient and expensive (Owens et al., 2002). It is estimated that over 

one third of the patients who receive referrals for behavioral problems do not attend their 

appointment with the referred provider (Rushton et al., 2002). Those who do attend may still 

experience barriers to care: parenting programs are generally lengthier in nature (i.e., 8-12 

sessions) and can require a high degree of resource and time burden (e.g., attending weekly 

appointments, managing childcare, etc.). This often leads to high attrition rates, especially among 

individuals who are socially and economically vulnerable, ultimately impacting treatment 

effectiveness and the reach of services (Axelrad et al., 2009; Tully & Hunt, 2016).   

 Several changes to the current mental health treatment model have been proposed to 

increase access to care and reduce common barriers interfering with treatment attendance and/or 

completion. Among the most promising includes offering treatments in primary care, the setting 

in which most families seek services for behavioral problems (Polaha et al., 2011). There are 

several ways to provide mental health services to families within primary care (Kolko & Perrin, 

2014), with the typical service characterized by brief, time-limited interventions (often described 
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as consultations) which match the pace of primary care and increase the reach of services, 

thereby maximizing public health impact (Robinson & Reiter, 2016). To date, several brief 

parenting interventions delivered in primary care have shown to be effective for eliminating 

barriers to treatment and improving externalizing behaviors (Berkout & Gross, 2013). These 

include variations of PCIT and PMTO, which average between 3-5 sessions, and appear to have 

similar benefits as traditional treatment approaches (Lavigne et al., 2008; McMenamy et al., 

2011).  

 Another approach to improve access is to deliver evidence-based treatments 

electronically (e.g., via computer or telephone), also known as telehealth or telepsychology 

(hereafter referred to as “telehealth” only). Telehealth has been gaining traction for families in 

rural and underserved areas, where access to a mental health professional is either geographically 

or economically restricted (Harris et al., 2020). During the COVID-19 pandemic, limits to in 

person services have been in place to reduce the spread of the coronavirus and the majority of 

mental health services have been delivered remotely. It is expected that this delivery method will 

continue post- COVID-19 restrictions given its convenience and potential acceptability. While 

the research on parenting interventions delivered via telehealth is limited, it is promising as both 

a feasible and effective service delivery method and warrants further study (Ros-DeMarize et al., 

2021).  

Purpose of Study 

Externalizing behavioral problems are quite common in childhood and yet families 

increasingly face barriers to accessing evidence-based interventions such as parent training. 

Developing and evaluating novel service delivery methods are important to reducing this access 

gap. The purpose of the present study is to add to the existing body of telehealth and behavior 



 

4 

 

management research by evaluating parent perception and overall effectiveness of a brief parent 

training intervention delivered via telehealth. The intervention was explicitly developed to match 

typical service delivery in primary care (i.e., brief, 30-45 minute consultation sessions) such that 

it can be easily transferred to that setting. Further, the intervention was delivered electronically, a 

method that is gaining traction given its convenience and will likely remain an important method 

of care beyond the COVID-19 pandemic. Although piloted within a laboratory setting, the 

preliminary effectiveness and acceptability of this intervention may warrant its implementation 

in primary care settings, where the majority of families seek mental health care.  
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CHAPTER 2 

 

LITERATURE REVIEW 

 

 

Externalizing behavior problems include a grouping of behaviors that are exhibited 

outwardly toward others and are often considered a problem of “undercontrol” (Berkout & 

Gross, 2013; Liu, 2004). These include disruptive behaviors such as aggression, impulsivity, and 

noncompliance. In contrast, internalizing behaviors, or behaviors of “overcontrol”, are inward-

focused behaviors that impact a child’s internal (psychological) environment (Achenbach, 1978; 

Liu, 2004; Tien et al., 2020). These include feelings of loneliness, anxiety, social withdrawal, or 

over-inhibition (Achenbach, 1978). While their pathology may appear asynchronous, the 

presence of externalizing and internalizing behaviors is not a perfect dichotomy and many 

children exhibit both classes of behavior (Liu, 2004). Despite high co-morbidity there is utility to 

the separation of the two domains as externalizing behaviors are the most frequent cause of 

referrals for young children (Kazdin, 2008; Schuhmann et al., 1996), have a more substantial 

impact on familial life (Donenberg & Baker, 1993), and have more costly implications for 

societal resources, when compared to internalizing behaviors (Goldfine et al., 2008; Tien et al., 

2020).  

Development of Externalizing Behaviors  

Externalizing behaviors usually appear during the pre-school/toddler years with the 

average age of onset ranging from age 2 to age 4 (Burt et al., 2011; Côté, et al., 2007). It is 

widely understood that a moderate level of disruptive behavior is developmentally typical during 

this time and that some level of disruptive behaviors are transient throughout childhood and 

adolescence (Burt et al., 2011). Poor sleep and nutrition, or stressful events such as bullying, the 
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death of a loved one, or parental discord or divorce may temporarily exacerbate or contribute to 

behavioral issues (Kazdin, 2008a). However, the presence of certain risk factors means that some 

children exhibit a more frequent and/or more severe constellation of these behavior issues than 

others (Deater-Deckard et al., 1998; Liu, 2004). Risk factors are aspects of the child and his or 

her environment that are associated with poor outcomes (Garmezy & Rutter, 1983; Werner, 

1995). Through decades of research, numerous risk factors for externalizing problems have been 

identified. These risk factors can be separated into four different domains: biological risk factors, 

child-specific risk factors, sociocultural risk factors, and parenting practices (Deater-Deckard et 

al., 1998).  

Biological risk factors are genetic or congenital factors that contribute to behavior 

problems by increasing vulnerability during early stages of development including in utero (Liu, 

2004). To date, several pre- and perinatal factors have been related to the later onset of disruptive 

behaviors. Among the most notable are maternal malnutrition (McIntosh et al., 1995), illness 

(Park et al., 2014), smoking (Brennan et al., 1999), and/or drug use during pregnancy (Min et al., 

2015), a genetic predisposition to externalizing behavior from both the mother and father (Hicks, 

et al., 2004), and birth complications (Hodgins et al., 2001; Liu et al., 2009). The presence of one 

or more of these factors can negatively influence fetal growth and development, cause fetal 

insults to the central nervous system, and increase the likelihood that externalizing behaviors 

may appear later in childhood (Liu, 2004).  

Epidemiological models detailing risk factors for externalizing behavior have also found 

a correlation between difficult child temperament and the development of externalizing problems 

(Janson & Mathiesen, 2008; Rothbart & Bates, 2006). Temperament is defined as a distinctive 

pattern of behavior assumed to have a biological basis, that originates in early childhood, and 
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remains relatively stable across the lifespan (Rothbart & Derryberry, 1981). Temperament 

includes personality components such as reactivity, self-regulation, irritability, activity level, 

attention span, and ease of getting along with others (Chorpita & Weisz, 2009). Together these 

building blocks impact how children engage with their environment and how others react or 

engage with them (Rothbart & Derryberry,1981). The result is a reciprocal relationship between 

early childhood characteristics (that are assumed to be inherent) and environmental factors which 

determine the stability of behavioral patterns.  

In line with this thinking, several environmental factors appear pertinent in contributing 

to externalizing behavioral problems, including both sociocultural and family factors (Moffit et 

al., 2008; Wakschlag et al., 2010). Noteworthy social factors include poverty or low 

socioeconomic status (Huston et al., 1994), parental stress (Eyberg et al., 1993), marital conflict 

(Abidin et al., 1992), negative parental attitude of the pregnancy (Reid & Crisafulli, 1990), and 

adverse family structure characteristics such as being a single parent (Achenbach, 1991). 

Planfulness of the pregnancy and young maternal age have also proven to increase the likelihood 

of externalizing behaviors (Williams et al., 1990). However, parent-child interactions are one of 

the strongest determinants of the development of childhood behavior problems (Campbell, 1997; 

Patterson, 1982). Parenting that includes setting limits, guidance, and sincere teaching is believed 

to encourage greater self-regulation in children and fewer externalizing behaviors (Piotrowski et 

al., 2013). Conversely, poor parenting practices including harsh discipline, failure to set limits, 

and poor supervision can exacerbate existing social risk factors and effect the severity of 

biologically-based behavioral concerns (Kazdin, 1997; Romano et al., 2006; Smith et al., 2014; 

Tremblay et al., 2004).   
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While there are several risk factors related to the development of externalizing behaviors, 

research on resilience has found that protective factors can help buffer children against some of 

these risk factors (Hetherington et al., 2018). Protective factors are individual or environmental 

characteristics that promote successful development and include things like parental warmth, 

positive opportunities for attachment, and strong social support (Hetherington et al., 2018). 

Unfortunately, not all children have access to these protective factors and even when protective 

factors are present, the influence of risk factors may still outweigh their benefit.  

An empirically relevant question concerns the interaction of these factors in contributing 

to and maintaining externalizing behavior. While no definitive etiology has been identified, 

etiological research on externalizing behavior has led to the emergence of several risk-

assessment models. The purpose of these models is to study the multivariate process that occurs 

as different risk factors and protective factors interact with one another and in so doing identify 

which children are likely to outgrow their behavioral problems and which are likely to have 

symptoms persist and/or worsen over time. Deater-Deckard and colleagues (2009) developed the 

cumulative risk hypothesis which states it is the number of risk factors, not the array or 

combination of factors, that determines the saliency of externalizing behaviors. They hypothesize 

the more risk factors a child has, regardless of which domain they come from, the greater the 

likelihood that externalizing behaviors will develop. Liu (2004) proposed an alternative model 

called the biosocial model. According to this model, the interaction between social and 

biological risk factors is the critically important process in predisposing children to externalizing 

symptoms. Overtime, different environmental experiences shape common heritable risks for 

externalizing behaviors, resulting in mild behaviors in protective environments and more severe 

behaviors in high-risk environments (Beauchaine et al., 2007; Beauchaine et al., 2008; Liu, 
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2004). Regardless of which risk-assessment model is the most accurate, the fact remains, for 

some children and adolescents these behaviors persist, causing notable dysfunction at home and 

at school. These children may go on to meet criteria for an Externalizing Behavior Disorder 

according to the Diagnostic and Statistical Manual of Mental Disorders (DSM-5; APA, 2013).  

Externalizing Behavior Disorders   

 The three most common Externalizing Behavior Disorders include Attention-

Deficit/Hyperactivity Disorder (ADHD), Oppositional Defiant Disorder (ODD), and Conduct 

Disorder (APA, 2013). It is notable that ADHD is considered a neurodevelopmental disorder 

within the DSM-5, sharing a category with Intellectual Disability, Autism Spectrum Disorder, 

and other disorders that emerge in childhood. ODD and CD are categorized under Disruptive, 

Impulsive-Control, and Conduct Disorders, along with pyromania (i.e., impulse to start fires) and 

Antisocial Personality Disorder (often considered a potential outcome of childhood Conduct 

Disorder). The Externalizing Behavior Disorder grouping, while not an official grouping within 

the DSM-5, is a useful category for clinicians and researchers given that the three disorders not 

only share overlapping features and symptoms (e.g., noncompliance), but are also highly 

comorbid in children (Liu, 2004; Samek & Hicks, 2014) 

ADHD is characterized by a persistent pattern of inattention and/or hyperactivity- 

impulsivity that interferes with a child’s functioning and/or development (APA, 2013; Barkley, 

1990). Symptoms include an inability to remain focused, complete tasks, follow instructions, and 

successfully organize tasks or activities. Individuals with ADHD may also appear forgetful, 

easily distracted, or intrusive; individuals with the hyperactive-impulsive type may talk 

excessively, fidget, interrupt others and have difficulty waiting their turn in social situations. The 

lifetime prevalence of ADHD is estimated to be between 8-11%, with higher prevalence in males 
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(13.0%) than females (4.2%) (APA, 2013; National Institute of Mental Health [NIMH], 2017). It 

is important to note that among all cultures, the course of the disorder includes a significant 

decrease in both prevalence and symptom severity in adults with ADHD when compared to 

children (APA, 2013; NIMH, 2017). 

Oppositional Defiant Disorder is characterized by a frequent and persistent pattern of 

defiance, angry/irritable mood, and noncompliance (APA, 2013). In children the prevalence rate 

is thought to be between 2% and 16%, with most estimates in community samples ranging 

between 1% and 3% (APA, 2013). Though the prevalence of the disorder in children and 

adolescents is relatively consistent across countries that differ in race and ethnicity, within the 

United States increased prevalence has been observed in children whose family is low-income 

(American Academy of Child and Adolescent Psychiatry [AACAP], 2009; National Academy of 

Sciences, 2015). The lifetime prevalence of ODD is estimated to be 10.2% with higher 

prevalence in males (11.2%) than females (9.2%). Although consistent treatment has proven to 

effectively reduce symptoms of ODD, many children and young adults diagnosed with ODD go 

on to receive a diagnosis of Conduct Disorder (NIMH, 2017).  

Conduct Disorder involves a persistent and pervasive pattern of behavior in which the 

basic rights of others or major age-appropriate societal norms are violated within a twelve-month 

period (APA, 2013). This may include bullying or threatening others, starting fights, exhibiting 

physical cruelty to humans or animals, fire starting and engaging in illegal activity such as auto 

theft, home invasion, forgery, or shoplifting. It is estimated that prevalence in children ranges 

from 2-9%, with age of onset ranging from age 2-15, though notable gender differences have 

been recorded across development (Patel et al., 2018). While prevalence rates appear relatively 

stable across race and ethnicity, within the United States multiple socio-economic and family 
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factors may contribute to increased rates of CD in children and adolescents. Notable family and 

environmental factors include criminal justice involvement and substance abuse by parents as 

well as low socioeconomic status (McGrath & Elgar, 2015). This is particularly important as it is 

believed early symptom onset may lead to worse prognosis of the condition later in life. The 

lifetime prevalence rate of CD is estimated to between 2% and 10%, with increased prevalence 

observed in males (12%) when compared to females (7.1%) (Patel et al., 2018). 

The Center for Disease Control and Prevention (CDC) indicates that in recent years the 

prevalence rates for all three externalizing disorders (ADHD, ODD, and CD) have exhibited 

steady incline in children and adolescents within the United States (CDC, 2018). It is unclear if 

the increasing prevalence rates are due to changes in diagnostic criteria, improved access to 

healthcare and relevant screening measures, or increased awareness of the disorders; research on 

this topic is beyond the scope of this paper. Regardless of the reason for the increase, the CDC 

findings are consistent with those reported by primary care providers (PCPs) who have 

consistently identified behavioral-conduct problems as the most commonly reported 

psychosocial problems in primary care settings (Rushton et al., 2002).  

Consequences of Externalizing Behavior 

The frequency with which behavioral problems are being reported is indication that, 

regardless of label or severity, externalizing behaviors are challenging to manage. Research 

indicates even sub-clinical levels of externalizing behaviors may result in significant impact on 

family and school life, as children who exhibit problem behaviors require close supervision and 

control and often don’t respond to typical child management strategies or parental discipline 

(Barkley, 1990). There are several notable consequences of externalizing behaviors related to 

more immediate family, peer, and school contexts. However, persistent externalizing behaviors 
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can also be a risk factor for adult psychopathology and impaired functioning through the 

lifespan.  

The bidirectionality of parent-child relationships is well documented: parents influence 

their children’s development and functioning, but children also influence parent behavior and 

adjustment (Bell, 1968; Belsky,1984; Sroufe, 2005). Research shows that when compared to 

parents of normally developing children, parents whose children exhibit externalizing behaviors 

often experience less efficacy and satisfaction in their parenting role (Johnston & Marsh, 1989), 

higher rates of parental psychopathology like depressive symptoms (Brody & Forehand, 1986), 

greater social isolation (Wahler, 1980), and an increase number of negative interactions with 

their children (Campbell, 1975; Cunningham & Barkley, 1979). In an effort to demonstrate the 

level of family impairment and parental stress associated with raising a child with externalizing 

behaviors, a landmark study used a continuum of behavioral severity to compare three distinct 

groups of children. The study included families with externalizing children (n = 22), families 

with normally developing children (n = 22), and a clinical control group containing families 

whose children have Autism Spectrum Disorder (ASD) (n = 20) (Donenberg & Baker, 1993). 

Results from the study were consistent with previous research: parents of children with 

externalizing behaviors reported greater negative impact on social life, less positive feelings 

toward parenting, and higher child-related stress than parents of normally developing children. 

Moreover, parents of externalizing children reported comparable levels of stress and impact to 

those reported by parents of children with ASD, an objectively more debilitating condition 

(Donenberg & Baker, 1993).  

While children with externalizing behaviors have arguably less severe symptomatology 

than children with ASD, in many domains they experience a great deal of overlap (Kern et al., 
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2015). Children with externalizing behavior problems often experience deficits in pro-social 

skills and unrewarding relationships (Grzadzinski et al., 2011). Aggression, defiance, and other 

aversive behaviors leads to and rejection by same age peers (Capaldi et al., 2001). This in turn 

leads to substantial maladjustment in contexts such as daycare and classroom settings (Samek & 

Hicks, 2014). In fact, children with externalizing behaviors often disrupt the classroom 

environment, with teachers spending less time on general student education and more time 

controlling the disturbances of the difficult child (Martini-Scully et al., 2000). To minimize the 

impact of disruptive behavior on other students, many children with externalizing behaviors 

receive services and accommodations outside of the general education classroom (Kazdin & 

Weisz, 1998; Schuhmann et al., 1996). This may further impact their social and academic 

experiences in a negative way. 

Reported prevalence rates of academic achievement deficits in children with behavioral 

problems have ranged from 25%-97% (Reid et al., 2007). It is believed that differences in 

reporting are largely due to discrepancies in sampling procedures, measures used, and 

differences in researchers’ operational definition of a deficit (Nelson et al., 2004). A somewhat 

recent longitudinal study sought to clarify some of these discrepancies by comparing the effects 

of learning disabilities and externalizing behaviors on academic success. As learning disabilities 

are well defined and well researched, data from that population served as a benchmark for 

comparative analysis. Results indicated that students with behavioral difficulties performed 

significantly better than students with learning disabilities in reading and math in kindergarten 

and first grade (Nelson, et al., 2004). However, at the five year follow up students with behavior 

problems did not exhibit age appropriate improvement on their academic achievement tests. In 

contrast, the students with learning disabilities exhibited statistically significant improvement in 
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the five years from intake to follow up. This suggests that behavioral difficulties may have a 

more adverse impact on long term academic achievement than learning disabilities (Anderson et 

al., 2001; Nelson et al., 2004). These results help exhibit the debilitating impact that 

externalizing behaviors can have on school dysfunction: children who exhibit severe 

externalizing behaviors are likely to have lower levels of academic achievement (Greenbaum et 

al., 1996; Okano et al., 2020), an increased probability of expulsion, and a greater school drop-

out rate (Alexander et al., 1997; Hinshaw, 1992). Relatedly, externalizing behaviors have shown 

to remain stable from year to year in both clinical and population samples (Achenbach, 1991). 

As a result, children who encounter school dysfunction as a result of externalizing behaviors are 

also less likely to attend postsecondary school, which may affect their long-term 

occupational/vocational prospects (Bullis & Chaney, 1999; Kaufman, 2001).  

In fact, if left untreated externalizing behaviors can result in global impairment in 

functioning across multiple life domains. When compared to a normative sample, individuals 

whose symptoms persist into adulthood have increased risk for long-term functional difficulties 

including problems in interpersonal relationships, increased rates of substance use, poor work 

adjustment, legal difficulties, injury from physical accidents or fights, and unplanned 

pregnancies (Samek & Hicks, 2014). From a psychopathology perspective, Externalizing 

Disorders place children at risk for adult psychopathology, including Substance Use Disorders 

and, at the extreme end of the continuum, Antisocial Personality Disorder (APA, 2013).  

The review of the evidence thus far suggests the following. Externalizing behavior 

problems in children are quite common and often the result of a complex interplay of both 

biological and environmental risk factors. For some children, the relative risk factors outweigh 

protective factors resulting in persistent behavioral patterns that cause impairment and may rise 
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to the level to meet criteria for an Externalizing Behavioral Disorder. Externalizing 

behavior/disorders can have significant impacts at the family, peer, and social level and can 

increase risk for maladjustment in adulthood. In effect, the prevention and/or treatment of 

externalizing behaviors in childhood, with a focus on modifiable risk factors (e.g., parental 

behavior) remains important.  

Psychosocial Approaches to Treatment  

Fortunately, several studies have found that early identification and treatment of 

externalizing behaviors decreases the likelihood that behavior problems will escalate to a level of 

clinical significance (Berkout & Gross, 2013; Goldfine et al., 2008). Empirically supported 

behavioral interventions which instruct parents on how to appropriately manage and improve 

their child’s behavior are the most effective at reducing undesirable or disruptive behaviors in 

children (Axelrad et al., 2009; Muntz et al., 2004). Collectively, these interventions are referred 

to as parent training. While parent training is comprised of many different components, at its 

core it relies on operant conditioning and social learning theory to address behavior problems 

that have been reinforced over time through maladaptive parent-child interactions (Kazdin, 

1997).  

Operant Conditioning 

 Developed by behavioral psychologist B.F. Skinner, operant conditioning is a method of 

learning that alters behavior through consequences (Kazdin, 1997). While originally developed 

in the laboratory, the principles of operant conditioning have been applied to diverse populations 

and serve as the foundation for the techniques used in parent training. Specifically, parent 

training uses antecedents (A), behaviors (B), and consequences (C); collectively referred to as 

the ABCs, to alter behavior (Kazdin, 1997). Antecedents refer to contextual factors or stimuli 
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that occur prior to a behavior. These can be used to promote and directly facilitate behavior, 

which is the B in the ABC model. It is important to note, parent training specifically focuses on 

building prosocial behaviors in place of undesired behaviors. This is done through the use of 

consequences. Consequences refer to a range of events that can follow behavior and that can be 

used to alter the likelihood that that behavior will occur in the future. Consequences that increase 

the likelihood that a behavior will occur in the future are collectively called reinforcement, while 

consequences that decrease the likelihood that a behavior will occur are collectively called 

punishment (Ramnerö & Törneke, 2008).  

 Another distinction to be made is that of positive versus negative consequences. Both 

reinforcement and punishment can be either positive or negative (Ramnerö & Törneke, 2008). 

When using these terms positive does not mean “good” in the traditional sense, rather it means 

that something is being added. Similarly, negative does not mean “bad” but that something is 

being subtracted or taken away. By way of example, negative reinforcement of tantrum behavior 

may occur when a parent withdraws a command once the child begins to tantrum. Positive 

reinforcement occurs when a parent gives a hug or high five in response to compliance with a 

task. The hug has been added so that the child will likely do the task again in the future. The 

same principle applies to punishment. Taking away a privilege to stop two children from 

fighting, is a negative punishment. Adding chores when a child misbehaves is an example of 

positive punishment. The parent is adding something (chores) to decrease the likelihood that the 

child will misbehave in the future. It important to note that parent training programs rely 

primarily on positive reinforcement (e.g., praise and rewards) to facilitate behavior change and 

only use punishment when it is absolutely necessary (Kazdin, 1997).  
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Social Learning Theory 

 Parent training programs are also heavily influenced by social learning theory. Social 

learning theory builds upon operant conditioning by suggesting that human behavior is not only 

influenced by behavioral principles (as suggested by Skinner) but also by cognitive and 

environmental influences like social interactions (Hammer, 2011).  Notable interactions include 

observation, direct interaction with one’s environment, and perhaps most importantly modeling 

(Hammer, 2011). Modeling is the idea that observational learning can be achieved as we use 

cognitive processes such as attention, memory and motivation to learn from the behaviors, 

attitudes and emotional reactions of others; this, in turn, influences what behaviors we find to be 

meaningful and appropriate (Bandura, 1977).  

 When used to influence prosocial behavior modeling can be a powerful antecedent 

(Kazdin, 1997). Unfortunately, when it comes to shaping and changing a child’s behavior, what 

comes most easily and naturally to parents is often the opposite of what works best (Kazdin, 

2008a). Harsh punishments, nagging, overexplaining, and other ineffective means of 

communication lead to the unintentional modeling of undesired behaviors (Bandura et al., 1961; 

Kazdin, 2008a). Overtime these maladaptive parenting practices can lead to a coercive cycle 

(Patterson, 2002). A coercive cycle typically begins by a child misbehaving, followed by the 

parent scolding the child. In response to this parental attention, the child's misbehavior continues 

and often worsens. If the parent disengages to stop the child's aversive behavior, both 

participants are shaped by this response (McMahon & Forehand, 2005). The parent has been 

shaped to give up when the child's behavior becomes aversive, and the child has been shaped to 

become aversive to avoid discipline and gain parental attention (McMahon & Forehand, 2005). 

The negative reinforcement of the child's misbehavior creates a positive feedback cycle whereby 
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parent–child interactions become more difficult to manage, leading to the escalation of 

aggressive behaviors over time (Patterson, 2002; Smith et al., 2014).  

Basic Principles of Parent Training  

Parent training programs based in social learning theory and operant conditioning seek to 

break coercive cycles by mitigating harsh parenting practices and teaching parents to use positive 

parenting techniques that model appropriate behavioral and emotional responses (Kazdin, 

2008a). This is done through the use of several basic principles which are common to all training 

programs: increasing desired behaviors through praise and rewards and decreasing undesired 

behaviors through the use of appropriate consequences. In fact, a recent meta-analysis indicated 

that the use of praise, reinforcement, and natural/logical consequences are the three most 

important components that lead to behavior change in children (Leijten, et al., 2019). 

Praise 

 Praise is a verbal technique used to reinforce desired behaviors (Chorpita & Weisz, 

2009). Praise includes enthusiastic encouragement, words of affirmation, and positive 

recognition for a child’s hard work. Labeled praise is linked to a specific behavior (not a 

characteristic or personality trait) and is given immediately after the behavior occurs. (Kazdin, 

2008a). As such it is a type of positive reinforcement. For example, if a child puts his or her bowl 

in the sink after a meal a parent might say, “thank you for putting your dishes in the sink right 

away”. This communicates gratitude to the child for complying but also provides the child with 

useful feedback by explicitly expressing exactly what the parent wants/expects the child to do 

(Kazdin, 2008a).  

Praise is most effective when it is sincere (Kazdin, 1997). Research shows sincere, 

enthusiastic praise produces more improvement in behavior than mediocre praise (Henderlong, 
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& Lepper, 2002). High fives, hugs, a pat on the back, or other physical touch can also be paired 

with verbal praise (Chorpita & Weisz, 2009). Children who receive frequent praise can more 

easily identify their strengths and internal resources (Kazdin, 1997). Frequent praise also helps 

increase positive parenting practices as parents begin to look for the positive in their child. A 

good rule of thumb is to praise 5 times for every one time a command or reprimand is given 

(Kazdin, 2008a).  

Rewards 

 Though praise and parental attention are strong motivators for most children, some 

children or circumstances require other incentives. Like praise, rewards are a type of positive 

reinforcement (Chorpita & Weisz, 2009). Rewards can be tangible, like a small toy or an edible 

treat or intangible like a day out with mom, the opportunity to pick dinner, the opportunity to 

stay up later than normal or another privilege. Once age appropriate rewards are selected, they 

should be made visible to the child or written down on a reward menu. This serves as both a 

reminder to parents and children that appropriate behavior is expected and monitored and may 

incentivize children to continue making positive choices.  

For a reward menu to be successful, there should be several options for the child to 

choose from. Children can earn points, tokens, or chips to cash in for small rewards or bank up 

their points and cash them in for a larger prize (Chorpita & Weisz, 2009). Just as with praise, 

little to no time should elapse between the time the behavior occurs and the time points are 

issued. Children should be given as many opportunities as possible to earn points and succeed. 

Practicing the behaviors is a way to show the child that he or she is in fact capable of earning 

points quickly and easily and gives parents more opportunities to praise their child’s success 

(Kazdin, 1997).     
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Appropriate Consequences 

Punishment is one of the most widely misunderstood, chronically misused, and wildly 

overused consequences for changing behavior (Kazdin, 2008a). Harsh punishments include 

physical force, excessively long time-outs, taking away privileges for an extended amount of 

time (e.g., 2 weeks), or depriving children of pro-social experiences (Kazdin, 2008a). While 

these punishments may temporarily stop misbehavior, a great deal of scientific evidence shows 

that undesired behaviors tend to return faster (and are frequently more severe) as children 

habituate to the punishment (Kazdin, 1997; Patterson, 2002). This occurs for two reasons. First, 

punishing a behavior is still a form of paying attention to it. Since many children seek out 

parental attention, attending to a behavior encourages the child to do it again (Kazdin, 2008a). 

Second, since no positive behavior has been developed to replace the undesired behavior, the 

problem behavior serves as the default, resurfacing when the opportunity comes up again 

(Kazdin, 1997).  Harsh punishments also create a domino effect that has long-term implications; 

parent behavior is shaped in a harmful way as parents increase the severity of their punishment in 

order to achieve the same effect (Kazdin, 2008a). As punishment severity increases, parents 

model unwanted, sometimes dangerous, behavior for the child they punish. Hitting teaches 

hitting, yelling teaches yelling, becoming visibly angry teaches anger, and so on. Children then 

respond that way to other peers and adults.   

Instead of traditional punishments, parent programs teach parents to use natural and 

logical consequences. Natural consequences are the naturally occurring results of a child’s 

actions and do not require parental intervention (Brosi et al., 2019). For example, if a parent 

urges their child to put his or her toys away and the child does not comply, the toys may get 

stepped on, broken, vacuumed up, or eaten by the dog. These are all natural consequences.  
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Logical consequences are consequences that require parental intervention and generally 

occur when a child doesn’t comply to a rule or a request (Brosi et al., 2019). For example, if a 

parent tells their child they will not be allowed to ride their bike if they ride in the street and the 

child chooses to ride in the street, he or she will lose the privilege to ride their bike for the rest of 

the day. Decades of research has shown that the most effective punishments are mild, brief and 

sparingly used (Kazdin, 2008a). So even if the child does lose their bicycle riding privilege, he or 

she will likely only lose it for a few hours or maybe the rest of the day. Excessively long 

punishments have proven to be ineffective (Kazdin, 2008a).  

Parent Training Programs 

While the teaching order and/or delivery of these principles varies across treatments, 

there is a robust evidence base, including over 200 randomized trials, for programs that include 

these three essential components (Leijten, et al., 2019). Among the most well validated programs 

are the Triple P-Positive Parenting Program, The Incredible Years, the Parent Management 

Training Oregon Model, and Parent Child Interaction Therapy (Tully & Hunt, 2016). A brief 

description of each program is provided below. 

Parent-Child Interaction Therapy (PCIT) 

PCIT is a parenting skills training program recommended for young children between the 

ages of 2 and 7 years with externalizing disorders (Eyberg et al., 1995).  PCIT is composed of 

weekly 1-hour “coaching sessions” during which parents learn the two basic interaction patterns 

essential to parent training. During “the child directed interaction phase”, parents learn specific 

positive attention skills including behavioral descriptions, reflections and labeled praise. They 

also learn active ignoring skills, which they use in applying differential social attention to 

positive and negative child behaviors. During the second phase, “the parent-directed interaction 
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phase”, parents practice giving clear instructions to their child and learn discipline strategies like 

time out. A trained therapist watches the parent-child interaction from an observation room 

through a one-way mirror or a live video feed; bug-in-the-ear technology enables them to 

provide in-vivo coaching to parents as they interact with their child. Clinicians teach parents to 

apply essential skills calmly and consistently so that they achieve the competency necessary to 

apply the skills in real life situations. To build their confidence parents are asked to practice the 

skills during the week through parent-directed interaction homework assignments. Program 

completion usually takes between 12-16 sessions. 

 For over a decade PCIT has been found to be superior to waitlist control conditions in 

reducing disruptive behavior in young children (Eyberg et al., 2008; Nixon et al., 2003; 

Schuhmann et al., 1998). These results have been consistent in multiple settings including 

academic centers (Bagner et al., 2010), community clinics (Foley, 2011; Leung et al., 2009; 

McCabe et al., 2009; 2012) and home-based trials (Danko, 2014). They have also included a 

variety of populations including children at risk for maltreatment (Thomas & Zimmer-Gambeck, 

20; Webb et al., 2017), children whose externalizing behaviors are thought to be due to 

premature birth (less then 37 weeks) and delivery complications (Bagner et al., 2010), children 

who have experienced domestic violence (Terao, 1999), children in foster care (Danko, 2014), 

and children with intellectual impairment (Bagner & Eyberg, 2007).    

Positive Parenting Programs (Triple P) 

Triple P is a multilevel system of treatment with five levels of intensity that vary from 

general prevention (level one) to intense family therapy (level five) and includes between two 

and 12 sessions (Sanders, 1999). Both level four Triple P and level five triple P have been found 

to be superior to waitlist control in reducing disruptive behavior in preschool-age children 
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(Eyberg et al., 2008). Available in group format, standard one-on-one counseling format, or as a 

self-directed course, level four Triple P teaches parents 17 core parenting skills, to help facilitate 

positive parenting. Level five, which can only be completed after Level four, is uniquely 

designed to target family stressors such as parent depression or marital problems, as well as 

disruptive child behavior and includes home visits to enhance parenting skills, partner support 

skills, and mood management/coping skills (Eyberg et al., 2008). Triple P is available in over 25 

countries worldwide (Nowak & Heinrichs, 2008; Sanders, 2012). There are several randomized 

control trials and meta-analyses that support the use of Triple P to treat child misbehavior (Bor et 

al., 2002; Eyberg et al., 2008). Triple P has also shown to be effective in improving behavior in a 

variety of unique populations including children with developmental disabilities (Tellegen & 

Sanders, 2013), children who are in the foster system (Job et al., 2022), children with chronic 

health conditions (Mitchell et al., 2020), and children with an increased risk of maltreatment and 

family violence (Henderson et al., 2019; Schilling et al., 2019).  

The Incredible Years   

The Incredible Years program is a series of interlocking treatment programs designed to 

reduce aggression and behavior problems and increase social competence for early childhood 

through age 12 (Webster-Stratton, 2005). The interlocking design contains three customizable 

treatment programs, one for parents, one for children, and one for teachers. Depending on the 

program selected, the number of sessions can vary from six full day sessions (usually offered for 

teachers) to up to 57 individual sessions offered once a week (available for parents). During 

treatment, participants view videotape vignettes that demonstrate social learning and child 

development principles and serve as the stimulus for focused discussion and problem solving. 

The first few sessions of the program focus on building a positive parent-child interaction and 
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include concepts like child-directed interactive play and praise. Later sessions focus on effective 

discipline techniques including selective ignoring, logical consequences and time out. Sessions 

for teachers also include topics such as proactive teaching strategies and classroom management 

(Webster-Stratton, 1997).  

A recent meta-analysis found that all three Incredible Years programs were found to be 

probably efficacious when used independently, with several combinations showing 

improvements superior to waitlist controls for treatment of behavior problems in a clinical 

setting (Eyberg et al., 2008). These findings have been replicated in community-based settings 

where reductions in both problem prevalence and intensity have been consistently recorded 

(McGilloway et al., 2012). The Incredible Years has proven to be superior to waitlist controls or 

treatment as usual for children with substantial risk factors (Lees et al., 2014), families who are 

socioeconomically disadvantaged (McGilloway et al., 2012; Webster-Stratton & Reid, 2010), 

families experiencing grief (Braiden et al., 2011), mothers who were previously incarcerated 

(Menting et. al., 2013), children in foster care (Linares et al., 2006), and in a variety of classroom 

settings (Baker-Henningham & Walker, 2009; Hutchings et al., 2020). 

Parent Management Training Oregon Model (PMTO) 

PMTO focuses on teaching parents basic behavioral principles for modifying child 

behavior in children ages 4-18 (Patterson, 2002). Principles taught include skill 

encouragement, limit setting, monitoring, problem solving and positive involvement, which in 

turn lead to healthy child adjustment (Forgatch & DeGarmo, 1999; Forgatch & Patterson, 2010). 

The number of sessions typically varies according to the needs of the families, however, the 

average treatment usually includes between 10-17 weekly sessions and telephone contacts with 

parents (Patterson et al., 1982).  
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PMTO has been rigorously tested in efficacy and effectiveness trials in different contexts, 

cultures and formats. Populations for which PMTO has proven to be effective including children 

with disruptive behaviors (Forgatch & DeGarmo, 1999; Forgatch & Patterson, 2010; Patterson et 

al., 1982), chronic offending delinquents (Bank et al., 1991), preadolescents at risk for substance 

use (Dishion et al., 1992), recently divorced mothers (Forgatch & DeGarmo, 1999), stepparent 

families (Forgatch et al., 2005), and families living in high crime areas (Patterson, 2005; Reid et 

al., 1999).  

Limitations of Current Treatments  

Despite a preponderance of evidence documenting the effectiveness of parent training 

interventions, the existing treatments are not without significant limitations. On the whole, the 

interventions identified are lengthy, averaging between 13-27 sessions. Many families lack the 

resources to attend repeated sessions and several studies have identified lengthy treatment 

protocols as a primary cause for parental attrition and early termination (Fernandez & Eyberg, 

2005; Goldfine et al., 2008). Premature termination for parent training programs ranges from 28-

60%, with most families only receiving between five and 10 sessions, far fewer than the 

recommended number to maximize treatment effectiveness (Armbruster & Kazdin, 1994; 

Fernandez & Eyberg, 2009). 

Another factor impacting accessibility is the location in which the interventions are 

delivered. In their 2011 study, Polaha et al. found that when behavioral difficulties arise, parents 

are more likely to seek help from their child’s physician (62.5%) than from a mental health 

provider (24.7%). Unfortunately, the most well-established parent training programs are 

typically delivered in specialty mental health care centers, rather than in primary care where 

most families originally seek help. While primary care providers can offer referrals to specialty 
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mental health care, it is estimated that over one third of the patients do not attend their 

appointment with the referred provider (Rushton et al., 2002). Those who do follow through with 

referrals often face additional barriers, including long wait times. In much of the United States, 

wait times to see a child and adolescent psychologist average 7.5 weeks after a referral has been 

placed, with longer wait times reported in rural areas (AACAP, 2009; Kolko & Perrin, 2014; 

Rushton et al., 2002).  

Appointment cost is another limiting variable (Owens et al., 2002). Lack of insurance or 

inadequate insurance coverage can lead to high out of pocket costs. Not surprisingly, an inability 

to pay for services can serve as deterrents for families seeking care. This presents a substantial 

discrepancy between need and accessibility as research shows an inverse relationship between 

socioeconomic status (SES) and the presence of externalizing behaviors (Lavigne et al., 2010; 

McGrath & Elgar, 2015; Reiss, 2013). Specifically, children from families with low SES are 

more likely to be diagnosed with externalizing behavior disorders than children from well 

advantaged families (McGrath & Elgar, 2015). Social factors that correlate highly with low SES, 

including single parent status (Copage et al., 2001; Kazdin et al.,1994), minority group status 

(Copage et al., 2001), and low parent education (operationally defined as anything less than a 

college degree; Lavigne et al., 2010) have also been associated with noncompletion of treatment.  

A few conclusions can be drawn from the treatment literature thus far. The most effective 

approach to treating externalizing behavior is based upon behavioral and social learning theories 

and involves changing parent behavior to influence child behavior. A variety of proprietary 

models of parent training utilize core strategies that teach appropriate rewards and consequences, 

with varying formats, lengths, and procedures. Despite their robust evidence base, there are 

several barriers to accessing and completing these treatments. In fact, the literature base suggests 
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that most of the services found to be helpful in treating externalizing behaviors are in fact 

inaccessible to the population with the highest rate of prevalence and the greatest need, and if by 

chance they do gain access to the services, the likelihood that they will complete treatment is 

substantially low.   

Methods to Improve Accessibility 

 Given this clear discrepancy between the research on what works to treat externalizing 

behaviors and who ultimately accesses and completes these empirically supported treatments, 

several alternative and innovative methods to treatment delivery have been introduced. These 

methods attempt to address both access issues (i.e., where people seek and complete treatment) 

and attrition. Among the most promising (and relevant to the current study) are brief or 

abbreviated interventions, interventions delivered in primary care, and interventions delivered 

via telehealth.  

Brief Behavior Interventions 

Brief behavioral interventions condense the key components of effective parenting 

programs into a shorter program length (8 sessions or less) (Tully & Hunt, 2016). This is in 

comparison to typical psychotherapy protocols, which tend to be between 12-20 sessions. To 

date, there have only been a few studies that have empirically examined brief parent training 

protocols (Axelrad et al., 2009; Kjøbli,& Ogden, 2012) .  

The Brief Parent Training Protocol (BPT) is a short-term intervention (three to five 

sessions; 30-45 minutes each) adapted from PMTO (Kjøbli & Ogden, 2012). While most brief 

interventions are typically delivered in a mental health or clinical setting, BPT is uniquely 

designed to be delivered in municipal child and family service centers including child welfare 

centers, schools, daycares, and outpatient clinics. A study containing 216 families with children 
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(ages 2-8) with externalizing behaviors found that these brief sessions were sufficient in 

facilitating positive behavior change. Specifically, parents who received BPT reported that their 

children exhibited lower levels of conduct problems, as evidenced by fewer overall externalizing 

behaviors, and a decrease in behavior severity. When compared to the comparison group (who 

received treatment as usual from practitioners within their municipal setting), fewer symptoms of 

anxiety/depression and higher levels of social competence were also noted. Additionally, self-

reports of parenting practices showed that parents who received BPT exhibited more positive 

parenting, less harsh discipline, and less inconsistent discipline than parents in the comparison 

group.  

The Brief Behavior Intervention (BBI) is another intervention based on the principles of 

operant conditioning and social learning theory (Axelrad et al., 2009). An initial study examining 

treatment effectiveness found that treatment was associated with improvement in behavior after 

an average of 7.2 sessions. This included five core sessions and additional booster sessions (held 

by parent request) that focused on specific issues such as toileting and sleep. The five core 

sessions were each 50 minutes and provided individually to each family on a weekly basis. Each 

session included identification of antecedents and consequences for problem behaviors and the 

teaching/modeling of an evidence-based parenting skill. All parent scores that were rated in the 

clinically significant range prior to treatment fell to at least the at-risk range, and all parent 

scores that were rated in the at-risk range fell within normal limits post treatment, thus 

evidencing a clinically meaningful and statistically significant change. 

While the length of these interventions has promising implications for reducing attrition, 

brief interventions still have several noteworthy limitations. Most notably, their impact is limited 

as a result of their delivery location. BPT for example was created especially for municipalities 
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in Norway. Within the United States many of these agencies do not interface with one another or 

are not equipped to deliver mental health services; implementation of this particular treatment 

would require substantial modification for use in the United States. Similarly, the creators of BBI 

recognize that their intervention only marginally improved access as it was implemented in a 

clinical setting within a busy medical center (Axelrad et al., 2009). Families receiving the 

intervention had to have stable transportation and incurred substantial travel times often traveling 

further than their average pediatric office or community mental health center to receive services. 

Other barriers included weekly parking costs and limited service delivery as therapy was only 

delivered during limited daytime hours. These limitations may have influenced overall retention; 

of the 64 families in the original BBI study, 33 families either dropped out (n = 3 after the first 

session, n = 3 after the second session, n = 3 after the third session) or did not complete post 

treatment measures (n = 24; Axelrad et al., 2009). Collectively these findings suggest that while 

brief, BBI may not be ideal for families with geographic or financial barriers. Identifying 

alternative methods of service delivery so that more families can access care may substantially 

extend the reach of these otherwise effective interventions.   

Brief Interventions in Primary Care 

In an effort to meet these needs, primary care has gained significant traction as a venue 

for behavioral health delivery.  Providing behavioral health services to children and families in 

primary care settings is often distinct from the provision of those services in a specialty mental 

health care clinic (American Academy of Pediatrics [AAP], 2000; Robinson & Reiter, 2016). 

Interventions delivered in primary care are even more brief than traditional or abbreviated 

interventions in order to accommodate for the fast pace of patient encounters (Kolko & Perrin, 

2014). The consultation model frequently used in primary care emphasizes warm handoffs and 
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collaborative encounters, this allows for primary care providers to transfer their rapport and trust 

to behavioral health professionals (Berkout & Gross, 2013). Research shows that this component 

can powerfully combat stigma as patients see mental health care workers as other medical 

professionals rather than specialists (Kolko & Perrin, 2014). Stigma is further reduced since 

patients do not need a mental health diagnosis to receive care; research indicates when mental 

health concerns are addressed in primary care they are more likely to be seen as being a 

normative part of development. Delays in treatment are also significantly reduced as brief 

interventions can be often be initiated the same day. For instance, Kolko et al. (2019) found 

when a collaborative care model was used to offer mental health services within a community 

pediatric office, 99.4% of families successfully initiated treatment compared to 54.2% who 

received a referral. Of the families who initiated treatment 76.6% completed treatment when it 

was delivered in their primary care facility compared to 11.6% who had to travel to a specialty 

mental health facility to receive care.  

The positive implication of brief interventions in primary care are further bolstered by 

effectiveness studies. While there is burgeoning evidence regarding the effectiveness of 

collaborative models of behavioral health care for children (Kolko & Perrin, 2014), there is only 

limited evidence regarding brief parent training interventions delivered in this setting (Berkout & 

Gross, 2013). For instance, the Primary Care Triple P (PC-Triple P; Sanders, 1999) was 

developed to address minor behavioral difficulties in four 20- minute sessions. In two studies 

comparing PC-Triple P to waitlist controls and treatment as usual (TAU), parents who received 

PC- Triple P reported fewer behavioral concerns at home (Turner & Sanders, 2006). 

Additionally, parents reported higher satisfaction with parenting, greater perceived competence 

and less distress and anxiety when compared to controls. After receiving the interventions, only 
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7% of youth who received PC-Triple P fell within the clinical range of behavioral difficulties, 

compared to 61.5% of the waitlist control.  

Using a modular approach, researchers at the University of Arkansas implemented a 

flexible parent training protocol within primary care (Gomez et al., 2014). Patients (n = 21) 

attended an average of 2.38 sessions, with each session lasting between 15 and 30 minutes. 

Session content included training on reward systems, the use of praise, selective ignoring, and 

time out. Despite the brevity of the intervention, 38.1% of patients reported reliable change, 

including a statistically significant reduction in child distress.   

Taken together, the clinical and practical benefits of brief interventions delivered in 

primary care suggest that the extension of this model may be advantageous in several domains. 

For one, it potentially reduces issues relevant to access, given that the services are provided 

where families typically go for their behavioral health needs (Polaha et al., 2011; Kolko & 

Perrin, 2014). Further, the typical mode of care is focused and brief – delivering components of 

empirically supported treatments in shorter periods of time (e.g., 15-30 minutes) over a few 

sessions (Robinson & Reiter, 2016). This may be more palatable for families, as it reduces 

resource burden, is in a setting where individuals typically frequent, and despite its short length 

and focus, appears to be preliminarily effective in reducing behavioral problems.  

Telehealth 

In addition to offering services in primary care, technology-based care or telehealth has 

become an increasingly used platform for expanding patient access to evidence-based treatments. 

As a subset of telehealth, telepsychology utilizes phone and internet-based functions such as 

videoconferencing, live chat, and website sharing to deliver mental health services. Interventions 

can either be self-guided with no professional interaction or interactive (Reese et al., 2015).  
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To date, very few telepsychology studies have examined treatments for children and 

adolescents and even fewer have examined parent training programs (Reese et al., 2015). The 

majority of studies that have utilized telehealth for parent training have delivered traditional full-

length interventions. Most notably, blue tooth technology now allows for PCIT to be delivered 

through a web-based broadcast (Comer et al., 2017). Clinicians who utilize this method observe 

live at-home interactions as opposed to in-person interactions through a one-way mirror and use 

blue tooth technology to provide live bug- in- the-ear coaching to parents (Comer et al., 2017). 

Aside from the use of technology, all other elements of the original protocol remain the same. In 

rural areas telepsychology has also been used to deliver Triple P (Reese et al., 2015). 

Videoconferencing allows clinicians to deliver Group Triple P (Level 4) to parents who cannot 

travel to brick and mortar mental health centers. Typically, there are between four to six 

participants in each group. Like web-based PCIT, telehealth-based Group Triple P maintains the 

session length (2-2.5 hours) and duration (eight sessions) of the original Triple P protocol.   

These studies have provided preliminary evidence for the use of telehealth-based parent 

interventions. However, a recent study that examined the effectiveness of technology-assisted 

parenting programs delivered to socially disadvantaged families found that intervention length 

was a moderating variable for single parent families, young parents, and families identified as 

low SES (Harris et al., 2020). In these populations, where a higher prevalence of externalizing 

behaviors has been noted, shorter telehealth interventions yielded greater improvements in parent 

well-being and child behavior when compared to traditional lengthy interventions (Harris et al., 

2020). These findings suggest that, in addition to their success in primary care, brief parent 

interventions delivered via telehealth may be a feasible and effective form of treatment for 
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families who otherwise may not receive treatment for child externalizing behaviors, including 

populations where the prevalence rate is notably higher.  

Statement of the Problem  

Behavioral problems are a common issue, with complex risk factors. While some 

behaviors attenuate with maturation, others persist causing notable dysfunction. Children who 

experience dysfunction in multiple domains often go on to receive a diagnosis of ADHD, ODD, 

or CD. Even when no diagnosis is given, the presence of externalizing disorders are often 

difficult for families to manage. Difficult behaviors lead to poor parent-child relationships, 

isolation from prosocial peer groups, and school dysfunction. If they persist into adulthood, 

externalizing behaviors can have long-term implications for both the affected individual and 

society as a whole. Fortunately, parent training programs, based on operant conditioning and 

social learning theory, can help parents manage difficult behaviors and prevent sub-clinical 

externalizing behaviors from escalating. However, many families in need do not have access 

and/or drop out of treatment. Several novel methods of delivery have been proposed to increase 

access, among the most promising are brief interventions, interventions delivered in primary 

care, and telehealth. In light of the COVID-19 pandemic, telehealth has become especially 

pertinent. However, to date no study has examined a brief intervention that is transportable to 

primary care within a telehealth format.   

The Present Study 

The purpose of the present study is to add to the existing body of telehealth and behavior 

management research by evaluating parent perception and overall effectiveness of a brief and 

focused parent training intervention (three sessions; 30-45 minutes/session) delivered via 

telehealth. While there is ample evidence that traditional- length interventions delivered via 
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telehealth and brief interventions delivered in primary care are both superior to waitlist controls 

at reducing disruptive behavior, there are presently no studies that examine technology-based 

brief behavioral interventions for parents. In addition to addressing a dearth in the literature the 

aim of the present research is to assess telehealth as a platform to expand access to evidence-

based interventions and address an increased need for behavior management by using an 

amended protocol to provide care to more families. This research is especially needful in light of 

the coronavirus disease 2019 (COVID-19) pandemic which has substantially limited in-person 

service delivery and reduced access to many traditional behavior management resources.   

Hypotheses   

 The proposed study will test the following hypotheses: 

Hypothesis One: Families who receive a brief (three sessions) and focused (30-45 minutes) 

intervention based on the three most effective components of parent training (i.e., praise, 

rewards, and natural/logical consequences) will see a decrease in disruptive behavior on the 

following outcome measures: the Eyberg Child Behavior Inventory (ECBI; Eyberg & Pincus, 

1999), the Pediatric Symptom Checklist (PSC- 17; Gardner et al., 1999) and its Externalizing 

and Attention Subscales (PSC-E and PSC-A, respectively), and the Youth Top Problems 

assessment (TPA; Herren et al., 2018). Relatedly, it is expected that there will be no reported 

improvements on the Pediatric Symptom Checklist Internalizing subscale (PSC- I) given that the 

intervention does not directly target internalizing symptoms. 

Hypothesis Two: Families who receive the brief intervention will also report an improvement in 

the overall global functioning of their child pre-to post-treatment, as measured by the Columbia 

Impairment scale (CIS; Bird et al., 1993). 
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Hypothesis Three: Families who receive the brief intervention will report increased parent self-

efficacy and reduced parental stress pre- to post-treatment as measured by the Parenting Sense of 

Competence Scale (PSOC; Gibaud-Wallston & Wandersman, 1978; Johnston and Mash, 1989) 

and Parenting Stress Scale (PSS; Berry & Jones, 1995), respectively.  

Hypothesis Four: Families who receive the brief intervention via telehealth will rate the content 

of the therapy and the format of the intervention as helpful/acceptable as measured by the 

Therapy Attitude Inventory (TAI; Brestan et al., 1999) and a researcher created telehealth 

questionnaire.  
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CHAPTER 3 

 

METHODOLOGY 

 

 

Design  

The current study used a non-concurrent multiple baseline across participants design, 

involving a series of A/B replications with randomized baseline lengths (Baer et al., 1968). This 

design was chosen to reduce threats to internal validity and provide flexibility in implementing a 

novel intervention with community participants (Watson and Workman, 1981). In contrast to 

typical multiple baseline designs, baseline and treatment data were not collected simultaneously 

(i.e., were non-concurrent) across participants in the current study due to participants enrolling at 

different times. However, the staggered introduction of treatment still allows for examination of 

a treatment effect. Following an initial assessment (Assessment 1, or A1), participants were 

randomly assigned to one of three baseline phases lasting two, three, or four weeks. Baseline 

lengths were chosen to balance the need to measure baseline level, trend, and variability of data 

(i.e., to establish the stability of baseline) while also providing a timely intervention to those in 

need. During this time, weekly repeated measures on three key parent and child outcome 

variables were gathered. Following the baseline phase, all participants moved into the 

intervention phase, which involved three weekly sessions of a parent training intervention 

adapted for brevity and use via a telehealth platform. Repeated measures were gathered during 

the intervention phase until one month post-treatment. Lengthier follow-up assessment occurred 

one week (Assessment 2, or A2), one month (Assessment 3, or A3), and six months post-

treatment (Assessment 4, or A4).  

Participants 
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  The present study was conducted at a public 4-year Midwestern university. Ten 

participants were recruited from both the university and surrounding community. To be eligible 

to participate, participants had to have a child between the ages of three and 12 who exhibited 

clinically elevated externalizing behavior problems at home, daycare, or school, as measured by 

a score of 7 or greater on the externalizing and/or attention subscales of the PSC-17. Parents 

must also have had access to an electronic device such as a cellular phone or computer and 

regular access to the internet to participate. Parents were excluded from participation if a) their 

child had a known diagnosis of Autism Spectrum Disorder, b) their child was actively receiving 

mental health treatment from another source to manage behavior problems, of c) if their child 

had started or changed dosage of psychotropic medications in the eight weeks prior to enrolling 

in the study. The inclusion and exclusion criteria were chosen to mirror clinical practice within 

integrated behavioral health settings (i.e., to be broadly accessible to children and families 

generally regardless of diagnosis) and to correspond with other parent training effectiveness 

trials (e.g., Axelrad et al., 2009; Kjøbli & Ogden, 2012).  

Measures  

Demographic and Background 

Parents completed a demographic questionnaire (Appendix A), which includes questions 

about gender, race, ethnicity, marital status, employment and education history, income, child’s 

history with mental health treatment (medication and psychosocial), and family composition. 

Child Behavior 

Child behavior was measured with the Eyberg Child Behavior Inventory (ECBI; Eyberg 

& Pincus, 1999), the Pediatric Symptom Checklist (PSC- 17; Gardner et al., 1999), and the 

Youth Top Problems assessment (TPA; Herren et al., 2018). These measures were chosen for 
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their widespread use in primary care settings and brevity. A description of each of these 

measures is provided below.   

The ECBI (Eyberg & Pincus, 1999; Appendix B) is a 36- item survey designed to assess 

caregiver perceptions of disruptive behavior using a 7-point Likert scale.  Sample items include, 

“refusing to do chores when asked” or “having temper tantrums”. The scale ranges from 1 (the 

behavior never occurs) to 7 (the behavior always occurs). In a separate column parents are asked 

to indicate if the behavior is a problem for them by selecting either yes or no. The scale has been 

shown to have good test-retest reliability and high internal consistency for each of its scales; 

intensity scale =.95, problem scale= .93 (Colvin et al., 1999).  Both scales have also 

demonstrated strong concurrent validity with other well-established parent-report measures of 

child behavior including the Child Behavior Checklist (CBCL) (Boggs et al., 1990). The ECBI 

has also proven to have stable convergent validity, discriminant validity and sensitivity to change 

in behavior following outpatient treatment in a pediatric outpatient population (Eyberg & 

Robinson, 1982). As such, the ECBI Intensity scale is a primary outcome measure and was 

administered during the following assessment times: A1, A2, A3, and A4.  

The PSC-17 (Gardner et al., 1999; Appendix C) is a screening tool commonly 

administered in primary care to the child’s caregiver in order to identify mental health 

characteristics in three domains: attention, internalizing behaviors and externalizing behaviors. 

Sample items include “fighting with other children”, “trouble concentrating” and “not listening 

to rules”. Parents are asked to indicate if each item occurs never, sometimes, or often. The scale 

has shown to have good concurrent validity with its lengthier parent measure, the PSC-35. It has 

an internal consistency of α =.89 and test-retest reliability of .85 (Murphy et al., 2016). Although 

it is most commonly used as a screening tool, the PSC-17 has been shown to adequately measure 
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treatment outcomes in a pediatric outpatient population as it is highly responsive to patient 

progress and detecting clinically relevant changes in externalizing behavior, internalizing 

behavior, and attention (Kamin et al., 2015). As such, the PSC -17 was administered as a weekly 

measure during the baseline and intervention phases and during the following assessment times: 

A1, A2, A3, and A4. Responses were scored based on guidelines presented by the authors, with 

higher scores indicating greater occurrence of behaviors. All three subscales of the PSC-17 

(PSC-E, PSC-A, and PSC-I) were also examined for treatment effects in this study. 

The Youth Top Problems Assessment (TPA; Herren et al, 2018; Appendix D) is 

comprised of open-ended questions designed to identify salient behavior problems impacting 

children and their caregivers. For the purpose of this study only the caregiver portion of the 

assessment was administered. This includes questions such as “what is the biggest problem for 

your family right now” and “what are you most concerned about”. Each response is then given a 

severity rating. Ratings ranged from 0 (this is not at all a problem) to 4 (this is very much a 

problem). Each problem is then put in rank-order for the “top 3” problems.  

The original TPA (Weisz et al., 2011) was scaled from 0 to 10 and was later changed to a 

0-4 scale to be consistent with other frequently used behavioral measures (Herren et al, 2018). 

Unfortunately, no updated psychometric studies have been published on the updated TPA scale. 

However, the original TPA has been shown to be psychometrically sound as the behaviors 

identified by children and parents demonstrate strong concurrent validity with the corresponding 

internalizing and externalizing scales of other well-established measures including the Youth 

Self Report (YSR) and the CBCL (Weisz et al., 2011). The scale has also demonstrated adequate 

convergent and discriminant validity as many of the problems identified by parents fell within 

the clinical range of psychopathology as defined by criteria within the DSM-5 as well as cutoffs 



 

40 

 

for the YSR and the CBCL. Lastly, the TPA has adequately measured change over time within 

an outpatient population during a 2011 study and has a test retest reliability ranging from .69-.91 

(Weisz et al., 2011).  The updated TPA was administered as a weekly measure during the 

baseline and intervention phases and during the following assessment times: A1, A2, A3, and 

A4. 

Child Global Functioning 

The Columbia Impairment scale (CIS; Bird et al., 1993; Appendix E) is a 13-item 

instrument designed to measure impairment in four domains of global functioning: interpersonal 

relationships, broad psychopathology, school, and leisure or play. Parents are asked to rate their 

child’s behavior using a 4-point scale ranging from 0 (the behavior is not a problem) to 4 (this is 

a very bad problem for my child), and an alternate score of 5 is also offered for behaviors that are 

deemed not applicable. Sample items include, “how much of a problem do you think your child 

has with getting into trouble?” and “how much of a problem does he/she have getting along with 

other children?”. The CIS score obtained from the parent’s responses is used to calculate a global 

measure of impairment. In numerous studies the parent report measure has demonstrated very 

good to excellent reliability and validity (Singer et al., 2011). Additionally, recent research 

indicates that when given as a repeated measure, the CIS can accurately identify and measure 

change in functional impairment in children receiving outpatient mental health services (Singer 

et al., 2011). Within a clinical sample, the CIS demonstrated good convergent and discriminant 

validity as its ability to adequately predict pathology and the need for mental health services was 

comparable to other well-established behavior screeners such as the Beck Depression Inventory 

(BDI) (Singer et al., 2011).  The scale has also shown to have good internal consistency and 
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adequate test-retest reliability (Bird et al., 1993). The CIS was  administered during the 

following assessment periods: A1, A2, A3,  and A4. 

Parent Self-Efficacy 

The Parenting Sense of Competence Scale (PSOC; Gibaud-Wallston & Wandersman, 

1978; Johnston and Mash, 1989; Appendix F) is a 17- item instrument that measures parent 

satisfaction and perceived self-efficacy in one’s parenting role. The measure is designed so that 

each question loads onto one of these two scales. Sample questions include, “my talents and 

interest are in other areas, not being a parent” and “being a parent makes me tense or anxious “. 

Participants mark their answers using a  6-point scale ranging from 1 (strongly disagree) to 6 

(strongly agree). The PSOC has good concurrent validity with other measures of family life 

including the Child Rearing Practice Report (CRPR) (Ohan et al., 2000). Interestingly, when 

used as part of a comprehensive test battery that included well-validated measures of child 

behavior such as the CBCL, research has found that internalizing and externalizing child 

behaviors are negatively associated with parent satisfaction scores on the PSOC with mixed 

results for self-efficacy in a community sample. The scale has shown to have internal 

consistency of α = .80 for mothers and an α range of .77- .80 for fathers (Ohan et al., 2000). The 

PSOC was administered during the following assessment periods: A1, A2, A3, and A4.  

Parent Stress 

The Parental Stress Scale (PSS; Berry & Jones, 1995; Appendix G) is an 18-item self-

report measure designed to assess caregivers’ overall perceptions of being a parent including 

both positive and negative aspects of parenthood. Examples of positive parenting aspects include 

perceived emotional benefits and the opportunities for personal development. Examples of 

negative parenting aspects include demands on one’s resources, loss of autonomy, and stress 
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related to child rearing. Parents use a 5-point scale ranging from 1 (strongly agree) to 5 (strongly 

disagree) to indicate the degree to which each aspect applies to them. The scale has shown to 

have good discriminant validity and convergent validity with notable measures of caregiver well- 

being including family functioning (r  = -.5) as measured by the General Functioning Subscale of 

the McMaster Family Assessment Device (Zelman & Ferro, 2018), parent anxiety (r = .44) as 

measured by the State-Trait Anxiety Inventory (STAI) and parent depression (r = .35) as 

measured by the Centers for Epidemiologic Studies Depression Scale (CES-D) (Zelman & Ferro, 

2018). The PSS has an internal consistency of α = .84 and an acceptable six-week test-retest 

coefficient of r =.81 (Berry & Jones, 1995). The PSS was administered as a weekly repeated 

measure as well as during the following assessment period: A1, A2, A3, and A4.  

Response to Therapy 

The Therapy Attitude Inventory (TAI; Brestan et al., 1999, Appendix H) is a 10-item 

consumer satisfaction measure designed specifically for parent-child treatments and family 

therapy. The TAI uses a 5-point scale to measure a variety of domains including the quality of 

parent-child interactions and therapy techniques/delivery. Sample items include, “Regarding 

techniques of discipline I feel I have learned…” and “Regarding techniques for teaching my 

child I feel I feel I have learned…” Possible responses range from 1 (I feel I have learned 

nothing) to 5 (I have learned very many useful techniques).  The scale has shown to have high 

internal consistency α = .91, stable test-retest reliability, and moderate external validity ranging 

from .36 to .49 (Brestan et al., 1999). The TAI was administered during the following assessment 

periods: A2, A3, and A4.  

Response to Telehealth Delivery  
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For the purpose of this study a 9-item questionnaire (Appendix I) was developed to 

evaluate participant perception of the telehealth platform.  Sample items include, “I felt that the 

telemedicine platform hindered the delivery of therapy” and “I felt my therapist spent enough 

time with me”. Items pertaining only to telehealth platforms (i.e., Items 1-6) were administered 

at A1. Items pertaining to both telehealth platforms and specific experiences of therapy (e.g., 

“My therapist understood me and my problems; Items 1-9) were administered weekly during 

treatment and post-treatment, as well as at A2, A3, and A4. Participants indicated the degree of 

agreement or likelihood on a 1-5 scale for Items 1-8, with higher scores indicating higher levels 

of agreements or likelihood. One item (Item 9) was scored by frequency and percentage counts 

as it was not presented as a scale.  Question content was developed based on face validity.  

Health Literacy 

 The Center for Disease Control (CDC) 3-question health literacy questionnaire was 

administered across all major assessment periods (A1, A2, A3, and A4) to categorize participants 

as either low or high health literacy (Appendix J; Baur and Rubin, 2016). The three items are: 

(1)“f (2) “How difficult is it for you to understand information that doctors, nurses, and other 

health professionals tell you?”, and (3) “In general, how difficult is it for you to understand 

written health information?”. Responses include “Very easy”, “Somewhat easy,” “Somewhat 

difficult”, “Very difficult.” Participants can also mark “I don’t look for health information” on 

Item 1 and “I don’t pay attention to written health information” on Item 3. Items are scored by 

presenting frequencies and percentages of responses to each item. In order to be categorized as 

low or high health literacy, a coding system similar to Luo et al. (2020) was used. Specifically, if 

a participant endorsed “somewhat difficult” or “very difficult” on at least one item, they were 
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categorized as low health literacy. Participant endorsement of “very easy” or “somewhat easy” 

was categorized as high health literacy.  

Procedure  

 Figure 1 illustrates the following procedure. Participants were recruited from the 

university (both students and staff), the university Child Development Center, and the local 

community through the use of flyers and announcements (e.g., Shocker Blast and/or social 

media). Potential participants contacted the researcher directly via phone or e-mail to schedule 

the informed consent and/or initial assessment meeting. All major assessment periods (A1-A4) 

and intervention sessions were conducted through a HIPAA compliant video conferencing 

service (i.e., Zoom) which was free for participants. 

Baseline Phase 

 Assessment one (A1) occurred after completion of informed consent. At the beginning of 

A1, participants were assessed for inclusion and exclusion criteria via the demographic form. If 

the participant did not meet inclusion criteria or met exclusion criteria, they were given a list of 

alternative treatment options. Those who qualified went on to complete the rest of A1 measures 

electronically: ECBI, PSC-17, TPA, CIS, PSOC, PSS, Response to Telehealth Delivery, and the 

CDC Health Literacy Questionnaire. They were also randomized into one of three baseline 

lengths (2-4 weeks). Following A1, participants completed three weekly repeated measures via 

Qualtrics: PSC-17, TPA, and PSS.  

Intervention Phase 

The intervention phase began after two, three, or four weeks of baseline. During this 

phase, participants received one 30-45 minute therapy session per week, for three consecutive 

weeks. Therapy was conducted by two masters level psychologists with supervision by a 
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licensed psychologist. The therapeutic intervention was delivered using a multimedia telehealth 

platform that utilizes live video communication. At the beginning of each session, participants 

completed the PSC-17, TPA, and PSS. At the end, they completed the Response to Telehealth 

Delivery questions. All assessment measures were delivered electronically via Qualtrics.  

  Parent training. The content of each session was based on key components of parent 

management training (Kazdin, 2008a) and other brief behaviorally-oriented parent training 

approaches (e.g., Axelrad et al., 2009; Kjøbli & Ogden, 2012).  Findings from a recent meta-

analysis indicate that positive reinforcement, praise, and natural/logical consequences are 

positively associated with strong program effects including a reduction in disruptive child 

behavior (Litjen et al., 2019). As such the intervention focused on teaching and practicing these 

three foundational skills across three sessions. Other parent training concepts were referenced 

solely to provide context for these skills.  

The adapted parent training approach was designed specifically to be transportable to 

primary care settings, where treatment duration is often shorter, sessions brief, and clinicians are 

identified as consultants, whose goal is to initiate small behavioral changes that may 

cumulatively have a larger population impact (Robinson & Reiter, 2016). As such, sessions were 

structured to function similarly to how the behavioral health consultant would implement a brief 

intervention in a fast-paced setting: 1) the first session involves a brief history and functional 

analysis, and concludes with a skill, and 2) each follow-up session reviews/problem solves 

around skills. The therapist is introduced as a “coach” or “consultant” to teach a skill and provide 

feedback. For additional details regarding the content of each session see Appendix K. 

All sessions (n=18) were audio-recorded and half (n=9) were coded by trained doctoral 

students for treatment integrity. Sessions and participants were selected quasi-randomly to ensure 
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adequate coding of all three sessions. Sessions were coded for both competence (i.e., general 

therapy competence, general behavior therapy competence, and parent training competence) and 

adherence to the protocol (Appendix L; adapted from Petts et al., 2017). 

General therapy competence was defined as the extent to which the therapist 

demonstrated understanding and interpersonal effectiveness during the session. These two items 

were rated on a Likert scale from 0 (poor) to 6 (excellent). Taken together, the average general 

therapy competence was 6 (SD =.00) across nine sessions. Similarly, general behavior therapy 

competence assessed the extent to which the therapist engaged in the following behavior therapy 

strategies: setting an agenda, collaborating with the client, eliciting feedback, and administering 

homework. These items were also rated on the abovementioned Likert scale (0-6). The average 

general behavior therapy competence was 5.67 (SD = .56) across nine sessions. Lastly, an 

overall parent training competence rating was given using the 0-6 Likert scale. Raters were asked 

to “Rate the clinician overall in this session, as a Parent Training (PT) therapist”. The average PT 

competence score was 6 (SD = .00) across nine sessions. 

Parent training treatment adherence was defined as the extent to which the therapist 

applied the treatment as indicated by the protocol. Not all sessions contributed to all items, 

therefore, adherence scores were calculated for items during relevant sessions, according to the 

protocol. Items were rated on a 1 (not at all) to 6 (extensively) scale.  The following items were 

rated: Did the therapist introduce the three fundamental skills (praise, rewards, and 

consequences)? (Session 1); Did the therapist conduct a functional analysis? (Session 1); Did the 

therapist describe parental attention? (Session 1); Did the therapist introduce positive opposites? 

(Session 1); Did the therapist introduce labeled praise? (Session 1); Did the therapist introduce 

rewards? (Session 2); Did the therapist help the client come up with a reward menu for their 
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child? (Session 2); Did the therapist describe how to effectively give commands? (Session 3); 

Did the therapist describe natural and logical consequences? (Session 3); Did the therapist 

describe the steps necessary to implement consequences? (Session 3). The parent training 

adherence rating across nine sessions was 5.86 (SD = .40) 

Follow up. One week after therapy had been completed participants completed the ECBI, 

PSC-17, PSOC, TPA CIS, PSOC, PSS, TAI, Response to Telehealth Delivery, and the CDC 

Health Literacy Questionnaire (A2). The same battery of assessments was administered at one-

month follow-up (A3) and six months follow-up (A4). Participants also completed the PSC-17, 

PSS, and TPA weekly between A2 and A3.  

Data Analyses 

 All four hypotheses examine whether the intervention affects measures pertaining to 

child behavior, child functioning, parent stress and self-efficacy, and treatment satisfaction. 

Visual inspection of repeated measures data, descriptive statistics (e.g., raw numbers, means, 

standard deviations, frequencies, percentages), reliable change indices (Jacobson & Truax, 

1991), and/or non-overlap of all pairs (Parker & Vannest, 2009) were used to examine treatment 

effects. Specifically, visual inspection via graphs was used for measures administered weekly 

across baseline and post-treatment: the PSC-17 (including the PSC-A, PSC-E, and PSC-I 

subscales), PSS, & TPA. While the visual inspection of data is still considered the primary 

method of analyzing single case designs, there are limitations to solely relying on this approach 

(Brossart et al., 2014; Manolov et al., 2014). Quantitative summary data are needed for objective 

and reliable estimates of treatment effects, which can be particularly helpful for future meta-

analyses (Manolov et al., 2014). In order to supplement visual inspection of data, effect sizes 

were calculated using non-overlap of all pairs (NAP) for all repeated measures (Parker & 
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Vannest, 2009). NAP was chosen over other effect size indices (e.g., Percentage of Non-

Overlapping Data [PND] or Percent Exceeding the Mean [PEM]) given its relative strengths. 

Specifically, NAP takes into account all data points in baseline and intervention phases (as 

opposed to the highest baseline data point in PND) and its effect sizes tend to more closely relate 

to visual inspection (Parker & Vannest, 2009). In this study, baseline data points were compared 

to datapoints in the acute intervention phase (defined in this study as treatment session one 

through A2). The interpretative ranges for NAP effect sizes are as follows: 0-65% = weak, 66-

92% = moderate, and 93-100% = strong. NAP effects were calculated individually for each 

participant and also averaged for an overall group effect size, while taking into account the 

desired direction of the treatment effect.  

 Descriptive statistics were calculated for all measures. Reliable change indices (RCI; 

Jacobson & Truax, 1991) were also calculated for each measure using standard deviations of the 

current sample and reliability coefficients from selected psychometric studies. These indices 

determine significant change on a measure; that is, changes in scores that are unlikely due to 

measurement error. Scores above or below the RCI (depending upon the direction of the 

measure) indicate a reliable change (or worsening) on the measure. RCIs were not calculated for 

the CDC Health Literacy Questionnaire and the Response to Telehealth Delivery as their 

respective items are not summed for a total score. Further, RCIs were not calculated for the TPA, 

as there are no current updated reliability coefficients for this measure in the published literature.  

RCIs were calculated for each participant and also presented as group percentages.  
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CHAPTER 4 

 

RESULTS 

 

 

Sample Characteristics  

 Ten families were recruited and completed informed consent. Of those 10 families, three 

families met exclusion criteria during their initial visit. Reasons for exclusion included (1) the 

absence of externalizing behaviors as indicated by a PSC-17 score less than seven on the 

externalizing and/or attention subscales (n = 2), and (2) concerns with language fluency as the 

primary caregiver stated they would need psychotherapy in a language other than English (n = 

1). The seven remaining families met inclusion criteria for the study and completed the baseline 

phase. None of the children were on medication when enrolled in the study; however, one 

participant reported their child began psychotropic medications prior to beginning the 

intervention phase, and thus this family was excluded from the study. A total of six participants 

completed the intervention phase. Accordingly, the following data is based upon the six 

participants who completed the intervention. Figure 1 presents the participant flow through the 

study and associated procedures.  

Table 1 presents the demographic and clinical characteristics of the participants included 

in the study. The final sample included children ages 3-11 (M age = 5.83, SD = 2.79) and was 

majority male (n = 4; 66.7%). The sample reflects a relatively homogeneous racial/ethnic 

background: 83.3% (n = 5) classified their child’s race/ethnicity as Euro-American/Caucasian 

and 16.7% (n = 1) identified the child’s ethnicity as Hispanic-American/Latino. According to 

parent report, none of the children exhibiting externalizing behaviors had a history of mental 

health diagnosis or learning disability. 
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For all six families the biological mother was the sole participant to complete treatment. 

Caregiver participants ranged from 29 to 44 years-old (M = 36.33, SD = 4.88). Caregiver 

reported race/ethnicity mirrored the identified race/ethnicity of their children: 83.3% of 

caregivers identified as Euro-American/ Caucasian (n = 5) and 16.7% identified as Hispanic-

American/Latina (n = 1). Most caregiver participants identified as married (66.6%, n = 4), while 

16.7% reported being in a domestic partnership (n = 1), and 16.7% identified as divorced (n = 1). 

All families indicated the biological mother spent 6-7 days a week with the child and was a 

primary caregiver. Further, all participants endorsed pursuing secondary education: 16.7% of 

participants endorsed completing some college (less than 4 years; n =1), 50% stated they 

completed four years of college (n = 3), and 33.3% completed more than 4 years of college and 

received a graduate degree (PhD, MA, MS, or MD; n = 2). Most caregiver participants (83.3%) 

were employed at the time of the study (n = 5) with one participant (16.7%) listing “other” as 

their current employment status. 

As it pertains to family characteristics, 66.6% of families reported the child lived with 

both the biological mother and biological father (n = 4) and 16.7% of families reported that the 

child lived solely with their biological mother (n = 1). One family declined to answer (16.7%). 

Excluding the child with reported behavioral concerns, the six families who completed the study 

reported between 0 and 4 other children living in the home: 33.3% of families reported no other 

children in the home (n = 2), 33.3% of families reported one other child in the home (n = 2), 

16.7% of families reported two other children (n = 1), and 16.7% of families reported 4 other 

children in the home (n = 1). Parent report of estimated family income was as follows: 50% (n = 

3) reported income between $50,000 and $74,999, 33.3% (n = 2) reported an income between 

$75,000 and $99,999, and 16.7% (n =1) reported income of more than $100,000. 
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 Assessment One (A1) PSC-17 scores ranged from 13-24 (M =16.5, SD = 4.23). In 

outpatient pediatric populations aged 4-15 a total score of 15 and above is considered a positive 

screen and may be indicative of psychological distress (Murphy et al., 2016). The average score 

of 16.5 in this sample is higher than the average score reported by a normative sample (i.e., 

outpatient primary care patients) in the initial psychometric validation study of the PSC-17 (M 

=11.4, SD = 7.3; Gardner et al., 2007). A1 scores on the PSC-17 Internalizing Subscale ranged 

from 0-6 (M = 3.66, SD = 2.33). Four of the six scores were below the clinical cutoff of ≥ 5.  Of 

note, scores of 5 or more indicate the presence of internalizing symptoms (e.g. withdrawal, low 

mood, etc.) that may be indicative of depression and/or anxiety in pediatric populations (Gardner 

et al., 2007). The Internalizing Subscale average was similar to the average score reported in a 

normative primary care sample (M =3.8, SD = 2.8; Gardner et al., 2007). A1 results indicated the 

presence of significant externalizing behaviors for all families with Externalizing Subscale 

scores on the PSC-17 ranging from 4 to 9 (M = 6.67, SD = 1.86) and Attention Subscale scores 

ranging from 0 to 9 (M = 6.17, SD =3.54). As noted above, a score of ≥ 7 was required on the 

Externalizing Behavior Subscale and/or the Attention Subscale for inclusion in the study. Scores 

that fall within this range have been identified in clinical samples as being a reliable indicator of 

disruptive behavior in a pediatric primary care setting (Murphy et al., 2021). The average scores 

on the Externalizing and Attention Subscales are higher than the average scores from a 

normative primary care sample (M = 3.9, SD = 3.2 and M = 3.6, SD = 2.8, respectively; Gardner 

et al., 2007).  

  The ECBI Intensity Scores at A1 ranged from 115-210 (M = 155.67, SD = 34.19). 

Clinically significant cutoffs for disruptive behavior are identified by an Intensity Score ≥ 131. 

The average intensity score in this study is higher than the normative outpatient standardization 
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sample (M = 96.6, SD = 35.2; Colvin et al., 1999). Individuals whose scores fall within the 

clinical range experience more disruptive behaviors than same age peers according to parent 

report (Eyberg & Pincus, 1999). As such, the scores obtained during A1 indicate children in the 

present study may be experiencing a variety of disruptive behaviors both above and below the 

clinical threshold.   

The Youth Top Problems Assessment (TPA) was used to further identify caregiver 

behavioral concerns. Participants were asked to identify their top three problems (see Table 1) 

and to rate how big of a problem they were. TPA scores obtained at A1 ranged from 2 

(somewhat of a problem) to 4 (this is a severe problem) for primary concerns (M = 3.67, SD 

=.52), secondary concerns (M = 3.50, SD =.52) and tertiary concerns (M = 2.67, SD = .52).  As 

mentioned previously, the TPA scale has recently been updated by its authors and thus there are 

no known published clinical cut-offs or normative data at this time. 

CIS results obtained during A1 indicated that children were experiencing global 

impairment with scores ranging from 11 to 31 (M = 20.16, SD = 8.03). In clinical samples, a total 

score of ≥ 15 is suggestive of functional impairment in multiple domains including interpersonal 

relationships and academic or occupational functioning (Bird et al., 1993). 

Scores obtained on the PSOC during A1 ranged from 45-67 (M = 57.67, SD = 7.74), with 

the average score of 57.67 falling slightly below the mean score of 63.38 reported by mothers in 

the initial psychometric validation study of the PSOC (Johnston & Mash, 1989) indicating lower 

parenting efficacy. Scores obtained on the PSS during A1 ranged from 39-69 (M= 52.83, SD = 

12.21), with the mean of 52.83 being higher than the mean of 43.2 reported by mothers of 

children with clinically significant behavioral problems in the initial psychometric validation 

study (Berry & Jones, 1995) indicating higher parenting stress.  Both assessments have been 
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used in clinical samples to assess outcomes of interventions designed to support parenting 

efficacy, although they do not have clinical cut-off scores.  

Response to Telehealth Delivery items (scored 1-5) at A1 suggested that participants 

began the study with generally favorable views towards telehealth. The means and standard 

deviations (with higher scores indicating higher agreement or likelihood) are as follows: (1) I 

think that telemedicine platforms hinder the delivery of therapy, M = 2.17, SD = .98; (2) I think 

that the telemedicine platforms are more convenient than meeting in person, M = 4.50, SD = .84; 

(3) I think that telemedicine platforms allow patients to communicate needs clearly and honestly, 

M = 4.44, SD = 1.03; (4) I think that the telemedicine platforms make it easy to connect with a 

therapist, M = 4.50, SD = .84; (5) The likelihood that I will use the handouts and resources 

provided during therapy is, M = 5.00 , SD = .00; (6) I would choose to receive therapy using a 

telemedicine platform in the future, M = 4.00 , SD = 1.09.  
Health Literacy questions at A1 demonstrated that the majority of the sample presented 

with high health literacy. About one third (33.3%, or n = 2) reported it was very easy to get 

advice or information about health or medical topics, while 33.3% (n = 2) reported it was 

somewhat easy, and 33.3% (n = 2) reported it was somewhat difficult. Half of the participants (n 

= 3) reported it was very easy to understand health information from doctors, nurses, and other 

health professionals, while 33.3% (n = 2) reported it was somewhat easy, and 16.7% (n =1) 

reported it was somewhat difficult. Most participants (66.7%, n = 4) reported it was very easy to 

understand written health information, while 33.3% (n = 2) reported it was very easy.  

Group Outcomes  

Reliable Change Indices 

Table 2 presents a summary of the group reliable change findings. A reliable change in 
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the ECBI was determined using the standard deviation of the full sample at A1 (SD = 34.19) and 

Cronbach's alpha (.95) from the most recent psychometric standardization of the assessment 

(Colvin et al., 1999). This yielded a reliable change score of 21.19. Fifty percent (n = 3) of 

participants had a reliable change on the ECBI from A1 to A2. Reliable change occurred for the 

other 33.3% (n = 2) of participants from A2 to A3. One participant (16.7%) had a reliable 

worsening on the ECBI from A3 to A4. 

The total PSC-17 RCI was calculated using the standard deviation of the full sample at 

A1 (SD = 4.23) and reliability data from a national sample (Cronbach’s α =.87; Murphy et al, 

2016). This yielded an RCI of 4.23. Three individuals (50%) indicated a reliable change on the 

PSC-17 from A1 to A2. One other participant (16.7%) exhibited a reliable change from A2 to 

A3.  However, two participants (33.3%) exhibited a reliable worsening on the PSC-17 from A3 

to A4. 

The PSC-E RCI was calculated using the standard deviation of the full sample at A1 (SD 

= 1.86) and Cronbach's alpha from a national psychometric study (α=.80; Murphy et al, 2016) 

yielding an RCI of 2.31. Three participants (50%) exhibited a reliable change on the PSC-E A1 

to A2. There were no reliable changes from A2 to A3. One participant (16.7%) exhibited a 

reliable worsening on the PSC-E from A3 to A4, while one exhibited a reliable improvement.  

The PSC-A RCI was calculated using the standard deviation of the full sample at A1 (SD 

= 3.54) and Cronbach’s alpha from a national psychometric study (α =.82; Murphy et al, 2016) 

yielding an RCI of 4.16. There were no reliable changes on the PSC-A across any time periods.  

The PSC-I RCI was calculated using the standard deviation of the full sample at A1 (SD 

=2.34) and Cronbach’s alpha from a national psychometric study (α =.78; Murphy et al., 2016), 

yielding an RCI of 3.04. One participant (16.7%) exhibited a reliable worsening on the PSC-I 
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from A1 to A2. However, that same participant exhibited a reliable improvement at A3, 

returning to baseline levels. There were no reliable changes from A3 to A4.  

The PSOC was calculated using the standard deviation of the full sample at A1 (SD = 

7.74) and Cronbach’s alpha (.79) from an outpatient study (Johnston & Marsh, 1989). This 

yielded a reliable change of 9.83. One participant (16.7%) demonstrated a reliable change in the 

PSOC from A1 to A2. Two other participants (33.3%) demonstrated a reliable change from A2 

to A3, while one participant (16.7%) exhibited a reliable worsening from A2 to A3. One 

participant (16.7%) had a reliable worsening on the PSOC from A3 to A4. 

Using the A1 standard deviation of the full sample (SD = 12.21) and Cronbach’s alpha 

from the initial psychometric study (.83; Berry & Jones, 1995), the PSS RCI was 13.95. About 

one third (33.3%, n=2) of the sample had a reliable change on the PSS from A1 to A2. No 

participants demonstrated a reliable change on the PSS from A2 toA3. From A3 to A4, one 

participant (16.7%) exhibited a reliable improvement on the PSS and one (16.7%) exhibited a 

reliable deterioration.  

  The A1 standard deviation of the CIS (SD = 8.04) and Cronbach’s alpha from a child and 

adolescent population (.85; Bird, et al 1993) yielded an RCI of 8.63. No participant demonstrated 

a reliable change on the CIS from A1 to A2. One participant (16.7%) demonstrated a reliable 

improvement on the CIS from A2 to A3. There were no reliable changes from A3 to A4. 

The TAI RCI was calculated using the standard deviation of the full sample at A2 (SD = 

3.72) and Cronbach’s alpha from the original psychometric study (α =.91; Brestan et al., 1999), 

yielding an RCI of 3.09. One participant (16.7%) exhibited a reliable improvement on the TAI 

from A2 to A3, while another exhibited a reliable worsening. Two participants (33.3%) exhibited 

a reliable deterioration on the TAI at A4.  
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NAP Group Weighted Effect Sizes 

 Group weighted effect sizes were calculated for all repeated measures variables A1 to 

A2. This provides a summary effect size for acute outcomes, which are also presented in Table 2.  

The weighted group PSC-17 NAP was .69 (69% nonoverlap), Z = 3.84, p <.001, corresponding 

with a moderate treatment effect. The weighted group NAP for the PSC-A was .65 (65% 

nonoverlap), Z = 3.62, p < .001, corresponding with a weak treatment effect. The PSC-E group 

weighted NAP was .72 (72% nonoverlap), Z = 4.006, p <.001, corresponding with a moderate 

treatment effect. Finally, the PSC-I weighted group NAP was .53 (53% nonoverlap), Z =2.943, p 

= .003, corresponding with a weak treatment effect.  

 The TPA #1 group weighted NAP was .76 (76% nonoverlap), Z = 4.224, p <.001, 

indicating a moderate treatment effect. The weighted group NAP score for TPA #2 was .61 (61% 

nonoverlap), Z = 3.43, p <. 001, corresponding to a weak treatment effect. The weighted group 

NAP score for TPA #3 was .62 (62% nonoverlap), Z = 3.408, p <.001, also a weak treatment 

effect.  

 Finally, the group weighted NAP for the PSS was .61 (61% nonoverlap), Z = 3.415, p 

<.001 indicating a weak treatment effect.  

Response to Telehealth Delivery 

 Table 3 presents the average scores on the Response to Telehealth Delivery survey across 

all assessment periods. As mentioned previously, Assessment 1 scores indicated that the sample 

generally viewed telehealth services favorably and were anticipating positive experiences. By 

A2, all individual item scores improved slightly, with the exception of item 5 (likelihood of 

using handouts and resources), which stayed the same high level of agreement (M = 5.0, SD = 0). 

There was very little variability across assessment periods, indicating that the positive view of 
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telehealth and treatment was maintained. No participants reported a worsening opinion of 

telehealth.  

Health Literacy  

 Table 4 presents the health literacy items across treatment. As noted previously, the 

sample generally exhibited a high level of health literacy. Two participants were categorized as 

low health literacy at A1 (the two reported that it was somewhat difficult to get advice or 

information about health or medical topics; one reported it was somewhat difficult to understand 

information from doctors, nurses, and other health professionals). However, at A2 and beyond 

those two participants reported no issues with health literacy and were thus coded as “high.”  

Individual Analyses 

 Table 5 presents the individual raw scores and corresponding reliable changes on all 

outcome variables across all major assessment periods (i.e. A1-A4). Figures 2-9 present the 

individual repeated measures graphs for the PSC-17, PSC-A, PSC-E, PSC-I, TPA (1-3), and 

PSS. The following individual analyses describe the following: 1) the demographic 

characteristics of each family, 2) the raw data for each participant and the corresponding reliable 

changes across the major assessment periods, 3) the repeated measures trends across baseline, 

intervention, and post-treatment, and 4) corresponding NAP scores for the repeated measures, 

indicating whether there is a strong, moderate, or weak treatment effect from baseline through 

the acute treatment phase (defined in this study as treatment session one through A2).  

Participant 1950 

  Participant 1950 was a 44-year-old Hispanic/Latina female. She identified her child as a 

3-year-old Hispanic/Latino male. At the time of the study, participant 1950 was living with her 

child and her spouse. She identified her spouse as the child’s biological father. During A1, she 
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noted that she had an adult son who now lives outside the home. No other children lived in the 

home. Participant 1950 reported she was employed at the time of the study and her son attended 

a full-time daycare during the day. She reported spending 6-7 days a week with her child. Most 

time together was spent in the evening. Participant 1950 reported that she had graduated college 

and the family had a combined household income between $75,000 and $99,999. Her health 

literacy at A1 was categorized as “high.” 

         ECBI. Participant 1950’s A1 ECBI score was 160, indicating clinical levels of disruptive 

behavior. At one-week post-treatment (A2), the score decreased to 141 which did not reach the 

cut-off for reliable change and was still at a clinical level. However, at one-month post-treatment 

(A3), there was a reliable decrease to a score of 116, which was now a score within the 

normative range. Treatment gains did not maintain at the six-month follow-up (A4), with a 

reliable worsening to a score of 149, now back to clinical levels of disruptive behavior. 

         CIS. Participant 1950’s A1 CIS score was 12, below the functional impairment cut-off of 

15. Scores maintained below the clinical cut-off through the acute phase of treatment, with no 

reliable changes: the A2 score was 12 and the A3 score dipped slightly to 8. However, at the six-

month follow-up the score increased to 15, which is now within the significant functional 

impairment range, although was not a reliable change from A3. 

         PSOC. Participant 1950’s PSOC score at A1 was 67, and dipped slightly to 61 at A2 

(although not a reliable change). At one-month post-treatment (A3), there was a reliable 

improvement on the PSOC to a higher score of 81. However, this improvement did not maintain 

at the six-month follow-up: there was a reliable worsening to score of 58, which was a parenting 

competency score below pre-treatment levels. 

         TAI. For Participant 1950, there was a reliable improvement on the TAI from A2 (score 

of 40) to A3 (score of 46), indicating an increase in treatment satisfaction across time. However, 
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this was not maintained at six-month follow-up, where there was a reliable worsening to a score 

of 32. 

         PSC-17. At A1, Participant 1950’s PSC-17 total score was 14, which was below the 

clinical-cut off score. This score reduced to 11 at one-week post treatment (A2) and then to 8 at 

one-month post-treatment (A3), although neither of these changes were reliable. However, at the 

six-month follow-up (A4), there was a reliable worsening to a score of 13, similar to pre-

treatment levels. The repeated measures graph (Figure 2) demonstrates there was a slight 

downward trend on the PSC-17 during baseline. During treatment, the PSC-17 again decreased 

slightly and maintained this improvement during post-treatment. The NAP score for the PSC-17 

from baseline to A2 was 92%, indicating a moderate treatment effect. 

         At A1, the PSC-A was 9, indicating elevated levels of inattention. There was no change 

on the score at A2. While there was a slight decrease at A3 (score of 7, which was still elevated), 

this score returned to baseline levels at A4 (9). The repeated measures graph (Figure 3) 

demonstrates a similar trend. The score remained the same throughout the baseline phase. There 

was a slight dip during the first week of treatment, but there was a return to baseline levels 

through treatment and one-week follow-up (A2). This corresponded to a NAP of 63%, indicating 

a weak treatment effect. Only during post-treatment did scores decrease slightly and maintain 

this improvement. 

         At A1, the PSC-E was 5, which was below the cut-off score for externalizing behavior. 

There was a reliable change at post-treatment (score of 2), which was maintained at one-month 

follow-up (score of 1). However, the score returned to baseline levels (score of 4) at the six-

month follow-up, which was a reliable deterioration. The repeated measures graph (Figure 4) 

demonstrated a decreasing trend during baseline. While there was a slight uptick at the first 

treatment session, scores remained low during treatment and one-week follow-up, corresponding 
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to NAP of 75%, indicating a moderate treatment effect. These low scores maintained throughout 

post-treatment. 

         At A1, the PSC-I was 0, indicating no internalizing symptoms. This score maintained A2-

A3, while at A4 there was a score of 1. The repeated measures graph (Figure 5) demonstrates 

very little variability and change from baseline to treatment; however, there was a slight uptick 

during baseline (score of 2 at baseline week 2) that reverted back to 0 and was maintained during 

treatment and follow-up. Due to the slight uptick, the NAP score was 67%, indicating a moderate 

effect.  

         TPA. The TPA score for Problem #1 (impulsivity) was 3 at A1 and A2, and decreased 

slightly to 2 at A3. However, it returned to a high score of 4 at A4. The repeated measures graph 

(Figure 6) demonstrates slightly more variability in scores across baseline and treatment. During 

baseline, the scores slightly increased (demonstrating a worsening in impulsivity), which then 

decreased during treatment. This pattern corresponded with a NAP score of 88%, indicating a 

moderate treatment effect. Although the scores were variable during post-treatment, they 

generally stayed lower than baseline.             

         The TPA score for Problem #2 (whining) was three at A1 and decreased to 2 at A2, 

which was maintained at A3 and A4. The repeated measures graph (Figure 7) demonstrated a 

consistent score across baseline and treatment, only dipping to an improved score at one-week 

post-treatment, corresponding to a NAP of 63% (a weak effect). However, the decrease in scores 

maintained across post-treatment. 

         The TPA score for Problem #3 (manipulation) was variable across time periods: 2 at A1, 

3 at A2, and 1 at A3, and 3 at A4. The repeated measures graph (Figure 8) demonstrated a 

similar amount of variability, corresponding to a NAP of 42%, indicating a weak effect. 
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         PSS. At A1, Participant 1950’s PSS score was 69. There was a large, reliable decrease to 

a score of 38 at one-week post-treatment (A2), which was maintained at A3 (score of 34), 

indicating decreased parenting stress. Although there was a slight increase in the PSS at six-

month follow-up (a score of 42), this was not a reliable worsening in scores. 

         The repeated measures graph (Figure 9) demonstrated a decrease in scores across 

baseline. This decrease continued slightly during treatment, and was generally maintained during 

post-treatment. The NAP score was 100%, indicating a strong treatment effect. 

         Summary of 1950. Participant 1950 demonstrated reliable improvements in disruptive 

behavior, parenting competency, parenting stress, and treatment satisfaction after receiving the 

intervention. In fact, the treatment effect for reducing parenting stress was strong according to 

the NAP. According to the NAP, there were moderate effects on the total PSC-17 total score, the 

PSC-E, and PSC-I, as well as for the first top problem (i.e., impulsivity). However, these 

improvements in scores did not maintain at six-months, with several outcome measures (i.e., 

ECBI, PSC-17, PSOC, and TAI) exhibiting a reliable deterioration. 

Participant 1726 

Participant 1726 was a 38-year-old Caucasian female. She identified her child as a 5-

year-old Caucasian male. At the time of the study participant 1726 reported being divorced, with 

two other children currently living in the home. She reported spending 6-7 days a week with her 

child, while the biological father spent 0-1 days with the child. Participant 1726 reported 

completing a graduate degree (MA, MS, MD or PhD) and was employed at the time of the study. 

Participant 1726 reported a household income between $50,000 and $74,999. Her health literacy 

at A1 was categorized as “low.” Of note, participant 1726 did not complete an A4 follow up 

sixth-months post-treatment. 
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ECBI. Participant 1726’s A1 ECBI score was 152, indicating clinical levels of disruptive 

behavior. At one-week post-treatment (A2), the score decreased to 132 which did not meet 

criteria for reliable change and was still within the clinical range. At one-month post-treatment 

(A3), there was a slight increase to a score of 141, indicating little variance in disruptive 

behavior over time. 

         CIS. Participant 1726’s A1 CIS score was 18, which meets cutoff criteria for functional 

impairment. Scores increased at A2 to 20, indicating greater impairment directly after treatment. 

At the one-month follow up (A3) scores had decreased to 10, which was a reliable change and 

within the normal range. 

         PSOC. Participant 1726’s PSOC score at A1 was 62. The score increased to 68 at A2, 

which was not a reliable change. At one-month post-treatment (A3) there was a reliable 

improvement on the PSOC to a higher score of 81, indicating greater competence in parenting 

practices after the intervention. 

         TAI. Participant 1726 reported a score of 43 at A2 and 45 at A3, indicating steady 

treatment satisfaction over time. 

         PSC-17. At A1, Participant 1726’s PSC-17 total score was 15, which was within the 

clinical range for impairing behaviors. The total score at A2 increased to 19, indicating a further 

increase in impairing behaviors, but was not a reliable change. A reliable change was observed at 

one-month follow up (A3) with a score of 14, which was slightly below the pre-treatment score 

but still within the clinical range. The repeated measures graph (Figure 2) corresponds with the 

A1-A3 scores. Baseline scores were fairly stable, but there was an increase in scores during 

treatment and immediately after treatment (in the opposite direction of the desired effect), which 

corresponded to a NAP of 0% (a weak treatment effect). Scores decreased slightly post-

treatment, corresponding to pre-treatment levels. 
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         At A1, the PSC-A was 4, indicating normative levels of inattention. No change was 

observed at A2 or A3. The repeated measures graph indicated a similar effect (Figure 3). There 

was no change during baseline, a slight uptick during the first treatment session and then a slight 

decrease, corresponding to a weak treatment effect (NAP of 63%). Scores returned to baseline 

levels during post-treatment. 

         At A1, the PSC-E was 7, which indicated elevated levels of externalizing behaviors. 

There was a decrease at A2 to a score of 5, which was not a reliable change. This was maintained 

at one-month follow-up with a repeated score of 5.  The repeated measures graph demonstrated 

general stable scores across time (Figure 4). While there was a slight decrease during baseline, 

scores increased during the treatment phase and mostly leveled off afterwards, corresponding to 

a NAP of 25% and a weak treatment effect. 

         At A1, the PSC-I was 4, indicating few internalizing symptoms. A reliable change was 

observed at A2 with a score of 10, which is indicative of worsening symptoms and falls within 

the clinical range. A reliable return to baseline levels occurred at A3 (score of 5). The repeated 

measures graph (Figure 5) demonstrated a similar level of variability across time. Specifically, 

scores increased (in the opposite direction of the desired effect) during the treatment phase 

(corresponding to a NAP score of 29%, a weak effect) and then returned to baseline levels post-

treatment. 

         TPA. The TPA score for Problem #1 (physical outbursts) was 4 at A1 and 2 at A2. It 

decreased slightly to 1 at A3. The repeated measures graph (Figure 6) demonstrates some 

variability across treatment phases: there was a decrease during baseline, a slight increase during 

treatment, with scores returning to baseline levels and below during post-treatment. The acute 

treatment effects (baseline to one-week post-treatment) corresponded with a NAP score of 67%, 

indicating a moderate treatment effect. 
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         The TPA score for Problem #2 (Whining) was 4 at A1. The score decreased to 2 at A2, 

and was maintained at A3 (score of 2). The repeated measures graph (Figure 7) demonstrated 

variability in scores during baseline, treatment, and post-treatment phases. However, there was a 

general decrease in scores during treatment in comparison to baseline, which corresponded to a 

NAP score of 75%, a moderate treatment effect.  These lower scores generally maintained during 

post-treatment.  

         The TPA score for Problem #3 (hitting) showed some variation across treatment and 

post-treatment with an A1 score of 3, an A2 score of 0, and an A3 score of 1. Repeated measures 

graph (Figure 8) indicated variability during baseline, with a general decrease in scores. 

However, scores were maintained at 0 during treatment and immediately post-treatment, 

corresponding with a NAP score of 83% (moderate treatment effect). 

         PSS. At A1, Participant 1726’s PSS score was 44. There was a slight decrease to a score 

of 41 at one-week post-treatment (A2), and an additional decrease at A3 with a score of 37, 

indicating a small decrease in parenting stress over time. However, these results were not 

considered reliable changes. The repeated measures graph (Figure 9) exhibits the slight decrease 

in scores between treatment phases (NAP of 67%, indicating a moderate treatment effect), which 

is maintained post-treatment. 

         Summary of 1726. There was not a clear or consistent treatment effect on disruptive 

behavior measures for participant 1726. The reliable improvements found on the PSC-17 and 

PSC-I at A3 were due to increases (i.e., worsening) in scores on the measure that occurred 

immediately post-treatment. Indeed, the NAP demonstrated a weak effect on the PSC-17 and its 

subscales across repeated measures. There were no reliable changes on the ECBI. However, 

there was a moderate treatment effect according to the NAP on the behavioral concerns 

identified within the TPA (i.e., physical outbursts, whining and hitting) indicating that treatment 
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was somewhat beneficial for idiographic treatment goals. Further, the participant did report 

reliable improvements on the CIS and PSOC A2 to A3, indicating improvements in functional 

impairment and parenting competency. There was also a moderate treatment effect (according to 

the NAP) with parenting stress. In sum, the treatment appeared to improve parenting stress and 

competency; decreased functional impairment; and impacted self-reported idiographic treatment 

goals. 

Participant 1175 

Participant 1175 was a 37-year-old Caucasian female. She identified her child as a 4-

year-old Caucasian male. At the time of the study, participant 1175 was living with her child and 

her spouse. She identified her spouse as the child's biological father. One other child lived in the 

home. Participant 1175 reported completing a graduate degree (MA, MS, MD or PhD) and 

reported being “between jobs” at the time of the study. She reported spending 6-7 days a week 

with her child. Most time together was spent in the evening. Participant 1175 reported a 

combined household income between $50,000 and $74,999. Her health literacy at A1 was 

categorized as “high.” 

ECBI. Participant 1175’s A1 ECBI score was 125, which was slightly below the clinical 

cut-off for disruptive behavior. At one-week post-treatment (A2), there was a reliable decrease to 

a score of 98. At one-month post-treatment (A3), there was a decrease to a score of 82. This 

decrease did not meet criteria for reliable change, but is evidence of sustained improvement 

overtime. Treatment gains were maintained at the six-month follow-up (A4), with an additional 

decrease to 79. 

         CIS. Participant 1175’s A1 CIS score was 11, below the functional impairment cut-off of 

15. This score increased to 12 at A2 and decreased again to 7 at A3. The score returned to 

baseline levels (11) at the six-month follow-up. None of the changes was reliable. 
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         PSOC. Participant 1175’s PSOC score at A1 was 45. The score increased to 68 at A2, 

which was a reliable change and indicative of greater sense of competence in managing child 

behavior. The change was maintained through post-treatment, with an A3 score of 66 and an A4 

score of 61 at the six-month follow-up.   

         TAI. Participant 1175 reported a score of 48 at both A2 and A3. There was a reliable 

worsening on the TAI from A3 to A4 with a score of 43, indicating a decrease in reported 

treatment satisfaction at follow-up 

         PSC-17. At A1, Participant 1175’s PSC-17 total score was 13, which was below the 

clinical-cut off score. There was a reliable decrease to 6 at A2. This change was maintained at 

A3 with a score of 6. This score dipped slightly at the six-month follow up (A4) with a score of 

5. The repeated measures graph (Figure 2) also demonstrated this treatment effect across time: 

scores were generally stable during baseline and there was a clear decrease in scores during 

treatment and immediately post-treatment. This corresponded to a NAP score of 100%, 

indicating no overlap in scores baseline through one-week post-treatment, a strong treatment 

effect. 

         At A1, the PSC-A was 7, indicating elevated levels of inattention. Though it did not meet 

criteria for reliable change, there was a notable decrease to 3 (normative levels) at A2. There was 

no change on the score at A3 or A4, indicating that improvements were maintained to six-months 

post treatment. The repeated measures graph (Figure 3) also demonstrated this effect, although 

there was a slight decreasing trend in scores during baseline. However, scores decreased to lower 

levels during the treatment phase, where they maintained. This corresponded to a NAP score of 

97%, indicating very little overlap in scores and a strong treatment effect (which was maintained 

at follow-up). 
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         At A1, the PSC-E was 4, which was below the cut-off score for externalizing behavior. 

There was a reliable change at post-treatment (score of 0), which was maintained at one-month 

follow-up (score of 0). At the six-month follow up the score increased slightly (score of 1). The 

repeated measures graph (Figure 4) demonstrated some variability during baseline, however the 

scores decreased during the treatment phase, corresponding to NAP of 81%, indicating a 

moderate treatment effect. These low scores maintained throughout post-treatment. 

         At A1, the PSC-I was 2, indicating few internalizing symptoms. This score increased 

slightly during A3 (score of 3) and appeared consistent at A4 (score of 3).  At A4 there was a 

score of 1. The repeated measures graph (Figure 5) demonstrates generally stable baseline 

scores, with a small decrease during the treatment phase and one-week post-treatment, 

corresponding to a NAP score of 68% (a moderate effect). There was a return to baseline levels 

during post-treatment and follow-up. 

         TPA. The TPA score for Problem #1 (emotion regulation) was 4 at A1 and 2 at A2. It 

decreased slightly to 1 at A3, and was maintained at the six-month follow up (A4; score of 1). 

The repeated measures graph (Figure 6) demonstrates some variability across treatment phases, 

although the lowest levels occurred during the acute treatment phase (corresponding to a NAP 

score of 75%, a moderate treatment effect). 

         The TPA score for Problem #2 (attention seeking) was 3 at A1 and decreased to 1 at A2, 

which was maintained at A3 (score of 1) and increased slightly at A4 (score of 2). The repeated 

measures graph (Figure 7) demonstrates a single dip in score during the baseline period followed 

by a slight increase. Scores during treatment were generally lower in comparison to baseline, 

corresponding to a NAP score of 81% (a moderate effect). With the exception of one slight 

uptick during post-treatment, these scores were generally maintained. 
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         The TPA score for Problem #3 (parent praise) was 3 at A1 and decreased to 1 at A2. This 

low score maintained at A3 and A4. According to the repeated measures graph (Figure 8), there 

are only two elevated scores (A1 and treatment week 1), with an otherwise stable score 

throughout treatment phases. This lack of variability corresponded to a NAP of 54%, indicating a 

weak treatment effect. 

         PSS. At A1, Participant 1175’s PSS score was 65. There was a large, reliable decrease to 

a score of 44 at one-week post-treatment (A2), which was maintained at A3 (score of 40), 

indicating decreased parenting stress. Treatment gains did not maintain at the six-month follow-

up (A4), with a reliable worsening to a score of 54, indicating increased stress during the post-

intervention period. 

         The repeated measures graph (Figure 9) demonstrated a gradual decrease in scores from 

baseline to the treatment phase, corresponding with no score overlap (NAP = 100%) and a strong 

treatment effect. This decrease continued during post-treatment. 

         Summary of 1175. Participant 1175 demonstrated reliable improvements in disruptive 

behavior (i.e., ECBI, PSC-17, PSC-E), parenting competency, and parenting stress. This 

corresponded with a strong treatment effect on the PSS and PSC-17 according to the NAP; as 

well as a strong effect for the PSC-A. There were also moderate treatment effects according to 

the NAP on the PSC-E, PSC-I, and the first two top problems (i.e., emotion regulation and 

attention). There were no reliable changes on functional impairment. In general, treatment 

improvements maintained at one-month post-treatment and six months post-treatment. The 

exceptions were the PSS, which exhibited a reliable worsening at A4 (although still not at 

baseline levels) and the TAI, which decreased 5 points at follow-up. 

Participant 2501 
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Participant 2501 was a 29-year-old Caucasian female. She identified her child as a 6-

year-old Caucasian female. At the time of the study, participant 2501 was living with her child 

and with her spouse. She identified her spouse as the child's biological father. No other children 

lived in the home. Participant 2501 reported graduating from a 4-year college and was employed 

at the time of the study. Her daughter attended school full-time during the day. She reported 

spending 6-7 days a week with her child. Participant 2501 reported a combined household 

income between $75,000 and $99,999. Her health literacy at A1 was categorized as “high.” Of 

note, participant 2501 did not complete the A4 follow up at six-months post-treatment. 

ECBI. Participant 2501’s A1 ECBI score was 172, indicating clinical levels of disruptive 

behavior. At one-week post-treatment (A2), the score decreased to 147 which meets criteria for 

reliable change but is still within clinical range. At one-month post-treatment (A3), there was an 

increase to a score of 163, which is evidence of sustained impairment throughout the study. 

         CIS. Participant 2501’s A1 CIS score was 27, indicating functional impairment within 

the clinical range. Scores remained within the clinical range throughout treatment, with an A2 

score of 21 and a return to baseline at A3 (score of 27). This indicates sustained impairment over 

time. 

         PSOC. Participant 2501’s PSOC score at A1 was 62 and did not change reliably 

throughout the study (score of 61 at A2 and 62 at A3). 

         TAI. Participant 2501 reported a score of 37 at A2 which was maintained at A3 (score of 

36), which was indicative of a stable attitude toward therapy delivery. 

         PSC-17. Participant 2501 demonstrated no reliable change (or reliable worsening) on the 

PSC-17 or its subscales. At A1, Participant 2501’s PSC-17 total score was 19, which was above 

the clinical-cut off. The score remained in the impaired range at A2 (i.e., score of 17), with a 

slight increase to 20 at A3. The repeated measures graph (Figure 2) demonstrated this general 
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trend across treatment phases. There was a slight decrease during baseline as well as a slight 

decrease during the treatment phase and one-week follow-up, corresponding to a NAP score of 

69% (moderate treatment effect). However, scores generally returned to baseline levels during 

post-treatment. 

         At A1, the PSC-A was 8, indicating slightly elevated levels of inattention. This score 

remained steady throughout treatment with an A2 score of 8 and an A3 score of 9. The repeated 

measures graph (Figure 3) also demonstrated this general stable trend. While there was a slight 

decrease during baseline, treatment phase scores were stable and overlapped with baseline scores 

corresponding to a NAP of 50% (a weak effect). Scores returned to baseline levels at post-

treatment. 

         At A1, the PSC-E was 7, indicating slightly elevated levels of disruptive behavior. There 

were no changes in the score across the major assessment periods (A2 and A3). However, the 

repeated measures graph (Figure 4) did demonstrate more variability across study phases. There 

appeared to be a stable decrease during treatment in comparison to baseline, corresponding to a 

NAP of 84% (moderate treatment effect). However, scores rebounded to baseline levels during 

post-treatment. 

         At A1, the PSC-I was 4, indicating few internalizing symptoms. This score decreased 

slightly during A3 (score of 2) and returned to baseline at A3 (score of 4).  The repeated 

measures graph (Figure 5) demonstrates little variability from baseline to treatment, yielding a 

NAP score of 56% (a weak effect), with stable scores maintaining during post-treatment.   

         TPA. The TPA score for Problem #1 (bedtime non-compliance) was 4 at A1 and 3 at A2. 

It returned to baseline at A3 with a score of 4. The repeated measures graph demonstrated a 

similar pattern (Figure 6). With the exception of a slight dip during baseline, scores remained 

high and stable. During treatment and one-week post-treatment, scores decreased with a small 
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amount of overlap in scores from baseline. This corresponded to a NAP of 90%, a moderate 

treatment effect. However, scores returned to baseline during post-treatment repeated measures. 

         The TPA score for Problem #2 (whining) remained at 4 across the major assessment 

periods. The repeated measures graph (Figure 7) reflects this general stability during the study. 

While there was a slight dip during baseline, scores generally remained high during treatment, 

yielding a NAP of 13% (a weak treatment effect). These high scores maintained during post-

treatment. 

         The TPA score for Problem #3 (general noncompliance) also remained steady across 

treatment and post-treatment with an A1 score of 3 and an A2 score of 3. This score increased 

slightly at A3 with a score of 4. The repeated measures correspond with this general pattern of 

stability (Figure 8). There were no changes in scores during baseline, and a slight uptick during 

treatment that leveled out to baseline scores (the corresponding NAP was 37%, indicating a weak 

effect). Scores remained stable through post-treatment. 

         PSS. At A1, Participant 2501’s PSS score was 39. There was an increase to a score of 42 

at one-week post-treatment (A2), which was not a reliable change. An additional increase was 

noted at A3 with a score of 45. This was below the threshold for reliable change but indicated a 

consistent increase in parent stress.  

         The repeated measures graph (Figure 9) demonstrated a generally stable pattern scores 

between baseline and treatment, corresponding to a NAP of 50% (a weak effect), and that was 

maintained through post-treatment. 

         Summary of 2501. Participant 2501 demonstrated reliable improvements in disruptive 

behavior on the ECBI from A1 to A2. Although there was an increase in ECBI scores at A3, it 

was not a reliable worsening. There were no other reliable improvements on study measures. 

According to the NAP, there were moderate treatment effects on the PSC-17, PSC-E, and the 
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first top problem (bedtime non-compliance). In sum, there was some improvement noted in 

disruptive behaviors, but this was not consistent across measures; and there were no notable 

improvements in parenting stress, parenting competency, or functional impairments. 

Participant 1456 

Participant 1456 was a 35-year-old Caucasian female. She identified her child as a 6-

year-old Caucasian male. At the time of the study, participant 1456 was living with her child and 

her domestic partner. She identified her domestic partner as the child’s biological father. One 

other child lived in the home. Participant 1456 reported completing some college and being 

employed at the time of the study. She reported spending 6-7 days a week with her child. 

Participant 1456 reported a combined household income between $50,000 and $74,999. Her 

health literacy at A1 was categorized as “high.” 

ECBI. Participant 1456’s A1 ECBI score was 210, indicating clinical levels of disruptive 

behavior. At one-week post-treatment (A2), the score decreased to 172 which meets criteria for 

reliable change. At one-month post-treatment (A3), the score remained at 172. Treatment gains 

were maintained at the six-month follow-up (A4), with a slight increase to 174, which was still 

within the clinical range but far below the pre-treatment score. 

         CIS. Participant 1456’s A1 CIS score was 31, which is well- above the functional 

impairment cut-off of 15. Scores remained above the clinical cut-off throughout the study, with 

no reliable change. At A2 the reported score was 25. The A3 score decreased slightly to 23 and 

then increased to 27 at the six-month follow-up, indicating continued impairment over time. 

         PSOC. Participant 1456’s PSOC score at A1 was 55. The score increased to 61 at A2, 

which was not a reliable change. A reliable worsening was noted at A3 with a score of 46, which 

was indicative of a decreased sense of competency in managing child behavior. The score 

returned to baseline at the sixth-month follow up (A4) with a score of 55. Collectively, 
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participant 1456’s PSOC scores indicate that parent sense of competence was variable across 

treatment. 

         TAI. For participant 1456, there was a reliable worsening from A2 (score of 44) to A3 

(score of 40), indicating a decrease in treatment satisfaction across time. This was maintained at 

six month-follow up (A4) with a score of 40.  

         PSC-17. At A1, Participant 1456’s PSC-17 total score was 24, which was above the 

clinical-cut off score of 15. There was a reliable change to 19 at A2, which indicated a 

significant decrease in undesired behavior. This score dropped slightly at A3 with a score of 18. 

At six-month follow-up there was a reliable worsening to a score of 23, similar to pre-treatment 

levels. The repeated measures graph (Figure 2) shows little variance during the baseline period, 

with treatment scores mostly overlapping with baseline (NAP = 63%, a weak effect). There was 

a slight decrease during post-treatment that remained stable. 

         At A1, the PSC-A was 9, indicating elevated levels of inattention. This remained 

consistent at A2 (score of 9), followed by a slight decrease at A3 (score of 8). At six-month 

follow-up (A4), the PSC-A score surpassed pre-treatment levels with a score of 10. The repeated 

measures graph (Figure 3) demonstrated a similar effect. Baseline scores were relatively stable, 

as were treatment scores, although there appeared to be a small amount of non-overlap between 

baseline and treatment (NAP score of 68%, a moderate effect). Scores remained stable through 

post-treatment. 

         At A1, the PSC-E was 9, indicating elevated levels of externalizing behavior. There was 

a reliable change at post-treatment (A2; score of 6), which was maintained at one-month follow-

up (A3; score of 6). At the six-month follow-up (A4) the score increased slightly (score of 8). 

The repeated measures graph (Figure 4) demonstrated a slight variation during baseline, with an 
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overall decrease during treatment and one-week post-treatment (corresponding to NAP of 70%, 

indicating a moderate treatment effect). These gains were maintained throughout post-treatment. 

         At A1, the PSC-I was 6, indicating few internalizing symptoms. This score decreased 

during A3 (score of 4) and appeared consistent at A4 (score of 4).  At A4 there was a score of 5. 

The repeated measures graph (Figure 5) demonstrates the greatest variability during the baseline 

phase when compared to the treatment and post-treatment phase. However, there was a decent 

amount of overlap in baseline scores during the treatment phase, corresponding to a NAP of 

40%, indicating a weak effect. 

         TPA. The TPA score for Problem #1 (hitting) was 4 at A1 and 2 at A2. It increased 

slightly to a score of 3 at A3, and was maintained at the six-month follow up (A4; score of 3). 

The repeated measures graph (Figure 6) demonstrates a steady decrease during the baseline 

period with the lowest score reported at the initiation of the treatment phase. The score increased 

slightly during treatment, with scores generally overlapping with baseline (NAP = 48%, weak 

effect) and maintained at post-treatment. 

         The TPA score for Problem #2 (indecisiveness) was 4 at A1 and decreased to 3 at A2, 

which was maintained at A3 (score of 3) and decreased slightly at A4 (score of 2). The repeated 

measures graph (Figure 7) demonstrates no variation in scores during baseline. A lower score 

was noted the week treatment was initiated with scores returning to baseline during treatment 

and a lower score reported one-week post-treatment. This pattern corresponded with a NAP of 

75%, indicating a moderate treatment effect. Scores remained below baseline levels during post-

treatment. 

         The TPA score for Problem #3 (noncompliance) also remained steady across treatment 

and post-treatment with an A1 score of 3 and an A2 score of 4. These scores were maintained at 

A3 (score of 4) and A4 (score of 3), indicating noncompliance remained a salient issue 
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throughout treatment and post-treatment. The repeated measures graph indicated a bit more 

variability during treatment (Figure 8). While scores generally remained high during baseline, 

there was a decrease during treatment corresponding to a NAP of 80% (moderate treatment 

effect). However, scores returned to baseline levels during post-treatment. 

         PSS. At A1, Participant 1456’s PSS score was 55. There was a slight decrease to a score 

of 52 at one-week post-treatment (A2), which was not a reliable change and was maintained at 

A3 (score of 52). The score increased to 57 at the six-month follow-up (A4), surpassing the 

initial baseline score with a score of 55. 

         The repeated measures graph (Figure 9) demonstrated relative stability in scores during 

the baseline and treatment phases, which maintained during post-treatment. This corresponded to 

a NAP score of 28%, indicating a weak treatment effect. 

         Summary of 1456. Participant 1456 demonstrated reliable improvements in disruptive 

behavior, as demonstrated by the ECBI, PSC-17, and PSC-E. However, gains measured by the 

PSC-17 were not maintained during the sixth-month follow-up where a reliable worsening was 

noted. According to the NAP, the PSC-A and PSC-E demonstrated a moderate treatment effect, 

as did the top problems #2 and #3 (interestingly, the top problem #1 only demonstrated a weak 

effect). The PSOC and TAI both demonstrated reliable worsening at A3. At six-month follow-

up, the PSOC returned to pre-treatment levels. Conversely, the TAI maintained its lowest score 

at that time. There were no reliable changes observed on the CIS or PSS across any time periods. 

Taken together, while there were moderate changes reported on disruptive behavior during 

treatment, some of these changes did not maintain at six-month follow-up; treatment did not 

reliably improve parenting stress, parenting competency, or functional impairment. 

Participant 1376 
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Participant 1376 was a 35-year-old Caucasian female. She identified her child as an 11-

year-old Caucasian female. At the time of the study, participant 1376 was living with her child 

and her spouse. She identified her spouse as the child's biological father. Four other children 

lived in the home. Participant 1456 reported graduating from college with a four-year degree. 

She was reportedly employed at the time of the study. She reported spending 6-7 days a week 

with her child. Participant 1376 reported a combined household income more than $100,000. Her 

health literacy at A1 was categorized as “low.” 

ECBI. Participant 1376’s A1 ECBI score was 115, indicating subclinical levels of 

disruptive behavior. At one-week post-treatment (A2), the score decreased to 95 which was not a 

reliable change. At one-month post-treatment (A3), a reliable change was noted with a score of 

68. Treatment gains were maintained at the six-month follow-up (A4), with a slight decrease in 

score to 67. 

         CIS. Participant 1376’s A1 CIS score was 22, which is above the functional impairment 

cut-off of 15. Scores remained above the clinical cut-off with a score of 18 at A2. The score 

continued to trend downward with a score of 15 at A3 and a score of 8 at A4. This final score is 

below the impairment cut-off. 

         PSOC. Participant 1376 demonstrated no reliable change on the PSOC. Participant 

1376’s score at A1 was 55. The score increased to 60 at A2 and continued to increase at A3, with 

a score of 68. At six-month follow-up (A4) the score was 64, indicating a maintenance of 

parenting competency across time. 

         TAI. Participant 1376 maintained their attitude about therapy throughout treatment as 

evidenced by a score of 42 at both A2 and A3 and a score of 43 at six-month follow-up (A4). 

         PSC-17. At A1, Participant 1376’s PSC-17 total score was 14, which was below the 

clinical-cut off score of 15. There was a reliable change to 9 at A2, which indicated a significant 
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decrease. This score remained consistent at A3 (score of 9), and decreased further to a score of 5 

at the six-month follow-up. The repeated measures graph (Figure 2) demonstrates a generally 

stable baseline (although there was a slight dip at baseline week 4), with scores during treatment 

and one-week post-treatment generally lower than baseline (NAP = 85%, a moderate effect). 

This was maintained during post-treatment. 

         The PSC-A for participant 1376 remained at zero throughout the major assessment 

periods indicating no inattention symptoms. The repeated measures graph (Figure 3) also 

demonstrated this effect, with only one deviation (a score of 1) occurring during post-treatment. 

This corresponded to a weak NAP effect (50%). 

         At A1, the PSC-E was 8, indicating slightly elevated levels of externalizing behavior. The 

score decreased at A2 to a score of six which was maintained at A3 (score of 6).  At the six-

month follow-up (A4) the score decreased to a score of 2, which was a reliable change. The 

repeated measures graph (Figure 4) demonstrated some variability during baseline, however a 

stable change in scores to below baseline levels was observed during the treatment phase and 

one-week post-treatment. This corresponds to a NAP of 90%, indicating a moderate treatment 

effect. Scores generally maintained during post-treatment. 

         At A1, the PSC-I was 6, indicating few internalizing symptoms. This score decreased 

during A2 (score of 3) and maintained at both A3 (score of 3) and A4 (score of 3). The repeated 

measures graph (Figure 5) demonstrates a small amount of nonoverlap between baseline and 

treatment phases (NAP = 55%, weak effect). The slight decrease in scores observed was 

maintained at post-treatment. 

         TPA. The TPA score for Participant 1376’s Problem #1 (attention seeking) was 3 at A1 

and 2 at A2. It decreased slightly to a score of 1 at A3, and increased slightly at the six-month 

follow up (A4; score of 2). The repeated measures graph (Figure 6) demonstrates steady scores 
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during baseline followed by increased variability throughout treatment, with a notable low in 

both the acute treatment phase and the follow-up period. This pattern corresponded with a NAP 

score of 88%, indicating a moderate treatment effect. 

         The TPA score for Problem #2 (fighting with siblings) was 3 at A1 and 2 at both A2 and 

A3. The score decreased to a score of 1 at A4. The repeated measures graph (Figure 7) 

demonstrates no variation in scores from baseline to treatment, with a small dip occurring one-

week post-treatment (NAP = 63%, weak effect) that is maintained. 

         The TPA score for Problem #3 (lying) also remained relatively steady across treatment 

and post-treatment with an A1 score of 2, and an A2 score of 2. At A3, participant 1376 reported 

a score of 1 which was maintained at A4 (score of 1), indicating lying was not much of a concern 

at the time the study concluded.  Repeated measures graph (Figure 8) demonstrate some 

variability during baseline, with scores decreasing to a moderate amount of nonoverlap during 

treatment and one-week post-treatment (NAP = 72%, moderate effect). 

         PSS. At A1, Participant 1376’s PSS score was 45. There was a slight increase to a score 

of 47 at one-week post-treatment (A2), which was not a reliable change and was maintained at 

A3 (score of 47). Participant 1376 demonstrated a reliable change in parenting stress at A4, with 

a score of 31. 

         The repeated measures graph (Figure 9) demonstrated relative stability in scores during 

the baseline and treatment phases. This corresponded to a NAP score of 30%, indicating a weak 

treatment effect. 

         Summary of 1376.  Participant 1376 demonstrated reliable improvements in disruptive 

behavior, as demonstrated by the ECBI (at A3) and the PSC-17 (at A2). Gains measured by both 

assessments were maintained throughout treatment. Additionally, several reliable changes were 

noted at A4 including the PSC-E and the PSS. There were moderate treatment effects via the 
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NAP with the PSC-17, PSC-E, and TPA #1 and #3. Collectively these indicated fewer 

externalizing behaviors and improved parent stress with time. 
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CHAPTER 5  

 

DISCUSSION  

 

 

 Externalizing behaviors such as noncompliance, rule breaking, and aggression are 

common in children and adolescents. Even at subclinical levels undesirable behaviors can lead to 

dysfunction and family discord (Donenberg & Baker, 1993; Nelson et al., 2004). Parent training 

programs have proven to be effective in managing these behaviors, however substantial barriers 

to care (e.g. referral requirements, time burden etc.) often prohibit families from initiating 

services and completing treatment (Axelrad et al., 2009). The purpose of this study is to evaluate 

parent perception and overall effectiveness of a brief parent training intervention delivered via 

telehealth with potential adaptability for primary care.  

Effects on Child Behavior 

 Individual studies and meta-analyses of parent training for children (e.g. PCIT, PMTO 

and Triple P) have consistently reported medium to large effect sizes for decreases in parent-

reported child disruptive behavior (Hood & Eyberg, 2003; Larsson et al., 2009; Leijten et al., 

2019; Weisz, et al., 2017). The present study used the PSC-17 (and its subscales), TPA, and 

ECBI to assess pre-post outcomes of disruptive behavior at the group and individual level after 

three sessions of abbreviated parent training. Hypothesis one posited that families who received a 

brief (three sessions) and focused (30-45 minutes) intervention based on the three most effective 

components of parent training (i.e., praise, rewards, and natural/logical consequences) would see 

a decrease in disruptive behavior. This hypothesis was partially supported based upon NAP 

effect sizes and RCI data.   

At the group level, moderate treatment effects (analyzed via the NAP) were found for the 

PSC-17, PSC-E, and the primary top problem on the TPA. Further, all participants demonstrated 
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at least one reliable change on either the ECBI (83.3%) or PSC-17 (66.7%; including the PSC-E 

subscale, 50%) during the acute phase of the study (i.e., either at one-week post-treatment or 

one-month post-treatment). When taken together, findings indicate the present intervention 

appropriately targeted disruptive behaviors in the short-term. While it is impossible to directly 

compare the outcomes of this study to experimental group design studies in the literature, the 

medium NAP effect sizes on the disruptive behavior measures is promising and appears to align 

with the literature bases of traditional parent training protocols (e.g., Leijten et al., 2019; Weisz, 

et al., 2017) and brief behavioral interventions (e.g., Axelrad et al., 2009; Kjøbli & Ogden, 

2012). Notably, this effect was obtained after three sessions, which is shorter than brief-

interventions previously described in the literature (where improvement was observed after an 

average of 7.2 sessions). There is a dearth in the literature for interventions lasting under 5 

sessions, with only one recorded study demonstrating effectiveness in 2.38 visits within a 

primary care setting (Gomez et al., 2014). The 3-session model used in the present study 

supports emerging literature that for families seeking behavioral health interventions, three 

sessions may be sufficient to achieve treatment effectiveness and reduce disruptive behavior.  

 Interestingly, the PSC-A exhibited no reliable changes across treatment and was 

associated with a weak treatment effect at the group level. Although parent training is a well-

established intervention for children with attention difficulties and/or ADHD (Evans et al., 

2018), it is possible that the current brief treatment was not appropriate for this particular 

presenting problem. For instance, while the brief intervention was meant to be flexibly applied to 

idiographic concerns of the families, children with attention difficulties may benefit from 

interventions that more directly target these issues (e.g., school-home report cards; Barkley, 

1990). It is also worth noting, however, that only one participant identified a TPA that was 
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associated with inattention and/or hyperactivity (i.e., Participant 1950, TPA #1 = Impulsivity). 

This suggests that while some participants reported elevated attention scores, parents were 

choosing to focus on co-occurring behavioral issues (e.g., noncompliance, physical outbursts) 

during the brief treatment, and attention issues were not generally targeted directly.  

 It is worth noting that the PSC-I also exhibited a weak treatment effect via the NAP. The 

one reliable improvement reported by a participant occurred only after there had been a reliable 

worsening on the measure. In effect, the reliable change was a return to baseline levels of 

internalizing issues. The overall lack of effect on this subscale of the PSC-17 was anticipated and 

demonstrates the specificity of the brief behavioral intervention. In other words, although 

internalizing and externalizing behaviors tend to be comorbid (Achenbach, 1978; Liu, 2004), the 

behavioral intervention did not impact internalizing symptoms as a whole, further highlighting 

the potential internal validity of this study.  

 Additionally, the second and third ranked TPA items also exhibited an overall weak 

effect (as noted previously, RCIs were not calculated for this measure given the lack of 

psychometric data on the most updated measure; Herren et al., 2018). This is in contrast to TPA 

#1, which had the numerically largest NAP effect size of all of the child behavior measures (i.e., 

.76). This suggests that the brief intervention was most effective for the families’ top rated 

presenting problem and had little effect on other problems. Given the brevity and focus of the 

intervention, this finding, while not anticipated, is not surprising. In other words, given the short 

amount of time with families, it may have been difficult to target several problem behaviors at 

once. Although one might hope for a generalization effect (i.e., learning skills for TPA #1 would 

also correspond for TPA #2), families appeared to need more targeted interventions for these 

issues.  



 

83 

 

 Six-month follow-up data on the child behavior was slightly more variable. Of the four 

families who completed A4, three families (75%) maintained their ECBI gains (one participant 

demonstrated a reliable worsening by A4 but still did not return to baseline levels). Two families 

(50%) maintained PSC-17 and PSC-E gains, respectively. In contrast, two families exhibited a 

reliable worsening on the PSC-17 at A4, with one of those participants also exhibited a reliable 

worsening on the PSC-E. Taken together, about half of families who completed follow-up 

exhibited a maintenance of gains and did not return to baseline levels of disruptive behavior. 

While typically treatment effects wane across time (Leijten et al., 2019; Weisz et al., 2017), these 

findings are promising given the brevity of the treatment. That is, despite being brief and 

focused, the treatment may still have long-term impacts (at least at six months follow-up).  

 In sum, the brief intervention appeared to have a moderate treatment effect on disruptive 

behaviors and the top idiographic treatment target. For about half of these participants, the 

treatment effects maintained. The intervention did not meaningfully impact attention difficulties, 

internalizing problems, or other idiographic treatment targets.  

Impairment 

 Hypothesis two stated that families who received the brief intervention would experience 

improvements in the overall global functioning of their child as measured by the Columbia 

Impairment scale (CIS; Bird et al., 1993). This hypothesis was not supported as only one 

participant exhibited a reliable change on the CIS during the study. While it was anticipated that 

the brief intervention would have a greater impact on overall global functioning of the children 

in the study, it is also possible that a moderate reduction in disruptive behaviors does not 

correspond with meaningful reductions in impairment. That is, while families generally reported 

improvements in behavior, these improvements did not have a large impact on the child’s 
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functioning within the family, school, activities, and other relationships. It is also possible that a 

lengthier intervention would have a greater impact on this outcome variable. 

Parenting Self-Efficacy and Stress 

 Hypothesis three stated that families who received the brief intervention would report 

increased parent self-efficacy and reduced parental stress pre- to post-treatment as measured by 

the Parenting Sense of Competence Scale (PSOC; Gibaud-Wallston & Wandersman, 1978; 

Johnston and Mash, 1989) and Parenting Stress Scale (PSS; Berry & Jones, 1995), respectively.  

This hypothesis was partially supported.  Half of the participants (50%) exhibited a reliable 

improvement in parenting self-efficacy at either one-week or one-month post-treatment. 

Interestingly, one participant exhibited a reliable worsening in self-efficacy at one-month post-

treatment, despite having maintained improvements in disruptive behavior from one-week post-

treatment. Of the three participants who exhibited improvements during the acute phase of the 

study, one exhibited a reliable worsening at the six-months follow-up, with a parenting self-

efficacy score below baseline levels. This same participant (1950) also demonstrated reliable 

worsening on other outcome measures, indicating an overall lack of maintenance of gains.  

 In contrast, the reductions in parenting stress were slightly less consistent. One third 

(33.3%, n =2) of the sample had a reliable change on the PSS from A1 to A2. However, for one 

of these participants, there was a reliable worsening at the six-months follow-up. While another 

participant reported a reliable improvement in parenting stress at A4, it is difficult to attribute 

this change to the intervention given. This variability was replicated with a weak group weighted 

NAP (.61).  

 Collectively, the results suggest that the intervention was associated with an increase in 

parenting self-efficacy for about half of participants, with less of an impact on parenting stress on 
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the group as a whole (although some individual participants reported reliable improvements or 

strong effect sizes on the NAP). In other words, the intervention did a better job at making 

parents feel more confident in their parenting skills, but was less impactful on the overall 

stressfulness associated with parenting. These findings are inconsistent with those reported in 

other outcome studies which demonstrated a large effect size for decreases in parent stress (Hood 

& Eyberg, 2003) and a negative correlation between disruptive behaviors and perceived stress 

(Willford et al, 2007). 

 The absence of a treatment effect for parenting stress in particular may be due to a 

variety of factors. Similar to the lack of effect of the global functioning of the child, it is possible 

that moderate improvements in disruptive behaviors did not have a meaningful impact on the 

stressors of parenting or that a lengthier intervention is needed to target this variable. However, it 

is possible that other factors may be impacting parental stress above and beyond mitigating 

effects of the present intervention. For instance, the study was conducted during a global 

pandemic, which directly and consistently impacted the stress levels of families in a variety of 

ways (e.g., distance learning, loss of employment; Brown et al., 2020). Further, all of the 

caregiver participants in the current study were mothers, who may have more perceived 

parenting stress given gender role demands (Berry & Jones, 1995).  It is important to note that 

limited data was gathered on other family stressors (e.g. well-being of other children in the 

home, unemployment, births, deaths etc.), which likely also influences parental stress and overall 

family functioning. In sum, it is possible that the treatment did not have a salient impact on 

parenting stress and/or that other contextual factors may have also been impacting stress levels.  

Telehealth and Treatment Satisfaction  



 

86 

 

 Hypothesis four posited that families who received the brief intervention via telehealth 

would rate the content of the therapy and the format of the intervention as helpful/acceptable as 

measured by researcher created Response to Telehealth Delivery items and the Therapy Attitude 

Inventory (TAI; Brestan et al., 1999). In general, this hypothesis was supported, as the telehealth 

delivery model was viewed favorably by participants throughout the study.  In fact, participants 

began the study anticipating positive experiences with the telehealth platform. There was very 

little variability in the telehealth questionnaire across assessment periods, indicating that the 

positive view of telehealth maintained. In other words, the participants expected to find 

telehealth acceptable and their experience with the delivery model did not change their opinion. 

This corresponds with a general literature base that suggests individuals find telemental health 

services to be just as satisfactory as in person services (Jenkins-Guarnieri et al., 2015) and a 

growing literature base suggesting the feasibility and acceptability of parent training 

interventions delivered via videoconferencing (Monzon et al., 2020; Ros-DeMarize et al., 2021). 

However, this finding should be interpreted with cautioned as it is possible that these positive 

findings are a result of a selection bias; that is, only participants who anticipated that the 

telehealth intervention would be helpful sought out this intervention study during recruitment. It 

is unclear to what extent the participants in the current study are similar to the general treatment 

seeking population (see limitations below).  

 However, general treatment satisfaction as measured via the TAI was a bit more variable. 

Only one participant demonstrated a reliable improvement from one-week to one-month post-

treatment, indicating that their overall positive perspective on the parent training intervention 

increased with time. In contrast, another individual demonstrated a worsening in scores during 

this same time period. Further, at six month-follow-up two participants reported a reliable 
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worsening in scores, again indicating a decrease in the perceived satisfaction or usefulness of the 

treatment. It is interesting that some participants reported worsening perspectives of parent 

training across time. This may correspond with behavioral problems worsening after treatment 

ends; indeed, one of the participants that reported a lower score also exhibited a deterioration in 

child behavior and decreased parental self-efficacy (Participant 1950). It is also possible that 

because the parents are no longer in treatment, they may not perceive it as useful (e.g., they are 

not using the skills learned). At the same time, about half of the participants demonstrated no 

change on the TAI, indicating that their view of treatment remained stable throughout the study.  

Health Literacy  

 While there were no specific hypotheses related to health literacy, this measure was 

administered to contextualize the current findings. At baseline, two participants were coded as 

“low health literacy”; however, by A2 those participants no longer reported issues with 1) getting 

medical information or advice or 2) understanding information presented by medical 

professionals. It was not anticipated that the intervention would improve health literacy, although 

it is possible that interactions with study therapists did impact this variable. Low levels of health 

literacy are associated with health disparities (Luo et al., 2020) and could have implications for 

treatment outcomes. This study does not directly address this hypothesis, but does highlight that 

a mostly high health literacy sample benefitted from the intervention. Of note, the general high 

health literacy could also explain the low attrition rates, as 100% of the participants that started 

the intervention, also completed it.  

Implications and Future Directions 

 The results of this study may have implications for researchers and clinicians interested 

in improving the accessibility and reach of behavioral health interventions. The intervention was 
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originally designed to be transportable to primary care settings – a place where all families 

regardless of diagnosis or severity of behavioral health issues can be seen by a provider and 

where interventions are generally brief and focused (Robinson & Reiter, 2016). Previous 

research has indicated that brief interventions delivered in primary care can be effective in 

reducing distress and patient symptomology, and that these effects can last in the long-term 

(Bridges et al., 2015; Possemato et al., 2018; Ray-Sannerud et al., 2012). Significant gains can 

occur even when the modal number of sessions is 1 and an average visit length is 15-30 minutes 

(Bridges et al., 2015). The preliminary effectiveness of the current brief intervention suggests it 

may be a viable option for implementation in primary care. Future research would need to 

examine both the effectiveness and feasibility of implementation in this setting.  

 The brief nature of the intervention also makes it ideal as a first step in a stepped care 

approach to treatment (Davison, 2000) – a low intensity intervention that is broadly applicable 

regardless of diagnosis or symptom severity. For those who do not respond to this low-level 

intervention, a higher level of care may be indicated (i.e., more frequent or intense treatment 

modalities). Future research may consider evaluating a brief intervention such as this within a 

stepped care approach, which nicely fits into primary care service delivery, but also can be 

implemented in other outpatient settings.  

 The telehealth platform also contributes to the accessibility of the intervention and may 

be helpful for reaching patients who experience practical barriers to accessing behavioral health 

care (e.g., transportation, time off work; Owens et al., 2002). Regardless of need, it appears that 

telehealth services may continue to be offered past the COVID-19 pandemic given its 

convenience and apparent acceptability by families. However, additional research is needed to 

assess the acceptability of the telehealth platform to other populations that were not targeted in 
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this study, including families without easy access to electronic devices, or individuals who 

identify their health literacy as low, as this may affect feasibility, acceptability and attrition.  

 Another important focus in treatment outcome research is to examine why and how a 

treatment works, i.e., its mechanism of action. Understanding what factors lead to improvements 

is sorely needed in child outcome literature (Kazdin & Nock, 2003), and may be particularly 

important in a brief intervention such as this. Because this intervention has “trimmed the fat” 

from typical lengthier protocols, it may be easier to examine processes of change. Indeed, from a 

behavioral theory perspective, there are likely only a few mechanisms of action that could 

explain treatment gains in this study given that the protocol focused on praise, positive 

reinforcement, and appropriate consequences. However, common factors (e.g., therapeutic 

alliance) could also contribute, particularly given that the treatment integrity ratings indicated 

high interpersonal effectiveness and general therapy competence. Future research may attempt to 

delineate what processes may be contributing to improvements in disruptive behavior in this 

intervention.    

 In addition to mechanisms of action, moderators of treatment outcome are also important 

to examine (Kazdin & Nock, 2003). A larger and more diverse sample would help to delineate 

what factors or patient characteristics contribute to improvement and/or lack of sustained 

improvement across time. For instance, while the majority of families experienced and 

maintained gains in disruptive behavior in this study, a select few did not report sustained 

improvement. It was unclear what differentiated the families that maintained gains in this study. 

The literature suggests premature termination (Boggs et al., 2005) and lack of parent buy-in 

(Kazdin, 2005) may contribute to deterioration of treatment effects with time. Potential 
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moderators could include factors such as these, but also demographic characteristics of the 

participants.  

 Relatedly, given that the current study had a homogenous sample (generally White, high 

education, and average/above average income), recruiting a more diverse sample would be an 

important next step. Diagnosis disparity research has identified both race and income as factors 

that influence a family’s perception of symptom severity and their desire to seek treatment 

(Morgan et al., 2013). Specifically, research has found children from families with low 

socioeconomic status (which was underrepresented in the present study) are more likely to be 

diagnosed with externalizing behavior disorders than children from well- advantaged families 

(McGrath & Elgar, 2015). In considering these factors, it is clear additional research is needed to 

generalize the present study to more culturally and socially diverse populations, who are in the 

greatest need of accessing an intervention such as this.  

In considering the sample, it should also be noted that the present study included 

individuals with who presented with elevated scores on the Externalizing or Attention Subscales 

of the PSC-17. While it was a clinically elevated sample, it was by design not a clinical sample 

(i.e., inclusion based upon a mental health diagnosis). This was purposeful, as the intervention 

was intended to be broadly applicable to families presenting with behavioral concerns, mirroring 

clinical care offered in primary care settings (Robinson & Reiter, 2016). However, it is quite 

possible that some children met criteria for a diagnosis (e.g., ADHD, ODD) although this was 

not assessed. Indeed, the average scores on the ECBI and PSC-17 were above clinical cutoffs 

and higher than normative outpatient samples, indicating a sample with elevated behavioral 

issues. Taken together, it is unclear if the present intervention is suited for individuals with 
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mental health diagnoses and a future study may consider implementing with a more clinical 

sample to examine treatment effects.  

Limitations 

 There are several limitations to the current study. First, as noted above there are 

generalizability issues as it pertains to the sample. Although attempts were made to recruit from 

the larger local community (i.e., through social services and primary care, in addition to the 

university), the sample was ultimately a convenience sample of six families interested in 

receiving telehealth services. This may have impacted the effects of the intervention and limits 

the generalizability of the conclusions drawn.  

 The single-subject design also has limitations. This design is ideal for piloting novel 

interventions to examine their preliminary effectiveness before moving into a larger, group 

experimental design. From this perspective, this design was appropriate for this study given the 

novelty of the intervention. However, the ability to draw sound conclusions about the 

intervention may be somewhat limited. First, while the design was technically a multiple 

baseline across participants design, the data were analyzed as series of A/B (i.e., 

baseline/intervention) replications in which all participants served as their own control (as 

opposed to examining treatment effects across participants given staggering baselines). This 

method of analysis was chosen due to difficulties in visually analyzing the data. For instance, 

there were very few stable baselines that allowed for a clear visual treatment effect; and some 

baseline data were improving prior to the intervention. This unfortunately is typical within single 

subject treatment outcomes research (e.g., Jarrett & Ollendick, 2014; Parker et al., 2011). 

Extensive literature review of single-subject design supports the use of a three-point baseline in 

the event a stable baseline cannot be obtained in a timely manner and/or it becomes unethical to 
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withhold treatment. In order to meet this criteria, the minimum baseline in the present study was 

comprised of A1 plus two-weeks of baseline data. Visual analysis was subsequently conducted 

for each participant and was aided by statistical analysis, i.e., nonoverlap of pairs (NAP). While 

this approach was appropriate for the present study, other reasons for a treatment effect must be 

considered, including time and maturation. On the other hand, the series of A/B replications 

across 6 participants may be considered a strength in that a treatment effect was replicated across 

several participants.  

 As mentioned previously, there are limitations to relying solely on visual analysis and 

descriptive statistics within single subject designs (Brossart et al., 2014; Manolov et al., 2014). 

To supplement, the current study used reliable change indices (RCIs) and nonoverlap of all pairs 

(NAP) to provide more objective estimates of treatment effects/responses. The NAP analysis is 

particularly useful for summarizing a treatment effect – that is, a lack of overlap of data points 

between the baseline and intervention phases. However, the NAP is not sensitive to a trending 

baseline, which was the case for some participants in this study. Other analyses, such as the Tau-

U, may be helpful for controlling baseline trend while analyzing data (Parker et al., 2011). 

However, as previously mentioned. this analysis was not used given recent concerns with 

interpretation of the statistic, particularly with shorter baselines (Brossart et al., 2018). Future 

research is needed to delineate the best method of analyzing single subject designs from a 

statistical standpoint. Ideally, researchers can control for baseline trend methodologically; that is, 

not starting treatment until there is stability. However, this is not typically feasible in applied 

research settings.  

 Finally, all of the measures were administered via Qualtrics, which could have impacted 

parent responses above and beyond the typical limitations of self-report measures.  Relatedly, 
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treatment effects were only measured by parent-self repot and thus it is unclear if effects would 

be noted by other reporters or in other settings (e.g., school) or by clinical data obtained from 

live behavioral observations.  

Conclusions 

This study provides encouraging results for the effectiveness and acceptability of a brief 

and focused intervention for children with elevated behavioral concerns, delivered via telehealth. 

Additional research is needed to extend this intervention to culturally and economically diverse 

and/or clinical populations and ideally to implement in a primary care setting. Future research 

should consider more stringent research designs that can assess moderators and mediators of 

treatment outcome. Further, additional research is needed to examine if an intervention such as 

this can impact global functioning of the child and parenting stress – important variables that 

were not generally impacted by the intervention in this study. Taken together, this intervention 

shows promise and may one potential service delivery option to help improve the accessibility of 

behavioral health interventions to children and families.  
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Appendix A 

Demographic Form  

Demographic Background Questionnaire 

Child Information 

Child’s Gender: M   F       Child’s Date of Birth: ___________  Child’s 

Age:_______           

Child’s Race/Ethnicity: 

Euro-American/White   African-American/Black   Hispanic-American/Latino(a) 

Asian-American         American Indian         Arab-American 

Alaskan American     Multiracial                     International/Non-US resident 

Other _________________    

Has the child ever been diagnosed with a learning disability?                      Y         N 

Please list the child’s mental health diagnoses: ______________________________ 

Is the child currently taking medication for any psychological disorder?  Y      N 

If yes, has the child received a dosage change in the last 8 weeks?            Y      N 

Household Information 

Please select all the caregivers that live with the child in the household where the child spends 

most nights each week: 

Biological father      Biological mother    Step-father               Step-mother    

Adoptive mother      Adoptive father        Grandmother            Grandfather     

Father’s significant other (male or female) Mother’s significant other (male or female) 
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Uncle                       Aunt                         Other:_____________________________ 

What is the combined income of all the adults living in the household where the child spends 

most nights each week? 

Less than $5,000      $5,000-10,000                   $10,000-14,999        $15,000-19,999        

$20,000-24,999        $25,000-34,999                    $35,000-49,999        $50,000-74,999     

$75,000-99,999        More than $100,000 

How many other children live in the house where the child spends most nights each week: 

         0       1       2       3       4       5       6       7       8       9       10+ 

Caregiver Information 

Please provide the following specific information for all the caregivers in the child’s life even if 

they do not reside with the child. 

Biological Mother 

How many days per week does this caregiver see the child?         

0-1    2-3    4-5    6-7 

Age of caregiver: ___________         

Marital Status: 

         Single           Married        Domestic partnership           Engaged 

         Separated     Widowed     Divorced/annulled               Other:________________ 

Education Level: 

Did not graduate high school                General Educational Development (GED) Test 
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Graduated high school                                 Completed some college                    

Graduated 2-year college or technical school degree 

Graduate 4-year college                              Some graduate school 

Graduate degree (Ph.D., MA, MS, MD)        

Occupational Status: 

         Employed     Unemployed            On disability            Stay at home parent 

         Retired         Other: __________________ 

Biological Father 

How many days per week does this caregiver see the child?        0-1    2-3    4-5    6-7 

Age of caregiver: ___________         

Marital Status: 

         Single           Married        Domestic partnership           Engaged 

         Separated     Widowed     Divorced/annulled               Other:________________ 

Education Level: 

Did not graduate high school             General Educational Development (GED) Test 

Graduated high school                                 Completed some college                    

Graduated 2-year college or technical school degree 

Graduate 4-year college                              Some graduate school 

Graduate degree (Ph.D., MA, MS, MD)      
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Occupational Status:  

         Employed     Unemployed            On disability            Stay at home parent 

         Retired         Other: __________________ 

Other caregiver: 

Step-father               Step-mother             Uncle                       Aunt 

Adoptive mother      Adoptive father                    Grandmother            Grandfather     

Father’s significant other (male or female) Mother’s significant other (male or female) 

Other:___________________ 

How many days per week does this caregiver see the child?         0-1    2-3    4-5    6-7 

Age of caregiver: ___________         

Marital Status: 

         Single           Married        Domestic partnership           Engaged 

         Separated     Widowed     Divorced/annulled               Other:________________ 

Education Level: 

         Did not graduate high school           General Educational Development (GED) Test 

Graduated high school                                 Completed some college                    

Graduated 2-year college or technical school degree 

Graduate 4-year college                              Some graduate school 

Graduate degree (Ph.D., MA, MS, MD)        
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Occupational Status: 

         Employed     Unemployed            On disability            Stay at home parent 

         Retired         Other: __________________ 
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Appendix B 

 

 Eyberg Child Behavior Inventory (ECBI) 

Below are a series of phrases that describe children’s behavior. Please (1) circle the number 

describing how often the behavior currently occurs with your child, and (2) circle “yes” or “no” 

to indicate whether the behavior is currently a problem.  

 

How often does this occur with your 
child?                                                                                                                                                                                                   
Never  Seldom  Sometimes  Often  Always 

Is this a 
problem 
for you? 

    1       2        3       4        5       6        7  
1. Dawdles in getting dressed 

Y        N 

    1       2        3       4        5       6        7  
2. Dawdles or lingers at mealtime 

Y       N  

3. Has poor table manners                                     1       2        3       4        5       6        7  
 

Y       N 

4. Refuses to eat food presented                           1       2        3       4        5       6        7  
 

Y       N 

5. Refuses to do chores when asked                    1       2        3       4        5       6        7 Y       N 

6. Slow in getting ready for bed                          1       2        3       4        5       6        7 Y       N 

7. Refuses to go to bed on time                           1       2        3       4        5       6        7 Y       N 

8. Does not obey house rules on own                  1       2        3       4        5       6        7 Y       N 

9. Refuses to obey until threatened                      1       2        3       4        5       6        7 
with punishment 

Y       N 

10. Acts defiant when told to do something          1       2        3       4        5       6        7 Y       N 

11. Argues with parents about rules                      1       2        3       4        5       6        7 Y       N 

12. Gets angry when doesn’t get own way            1       2        3       4        5       6        7 Y       N 

13. Has temper tantrums                                        1       2        3       4        5       6        7 Y       N 

14. Sasses adults                                                    1       2        3       4        5       6        7 Y       N 

15. Whines                                                             1       2        3       4        5       6        7 Y       N 

16. Cries easily                                                     1       2        3       4        5       6        7 Y       N 
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17. Yells or screams                                             1       2        3       4        5       6        7 Y       N 

18. Hits parents                                                    1       2        3       4        5       6        7 Y       N 

19. Destroys toys and other objects                     1       2        3       4        5       6        7 Y       N 

20. Is careless with toys and other objects           1       2        3       4        5       6        7 Y       N 

21. Steals                                                              1       2        3       4        5       6        7 Y       N 

22. Lies                                                                1       2        3       4        5       6        7 Y       N 

23. Teases or provokes other children                 1       2        3       4        5       6        7 Y       N 

24. Verbally fights with friends own age             1       2        3       4        5       6        7 Y       N 

25. Verbally fights with sisters and brothers        1       2        3       4        5       6        7 Y       N 

26. Physically fights with friends own age           1       2        3       4        5       6        7 Y       N 

27. Physically fights with sisters and brothers      1       2        3       4        5       6        7 Y       N 

28. Constantly seeks attention                              1       2        3       4        5       6        7 Y       N 

29. Interrupts                                                         1       2        3       4        5       6        7 Y       N 

30. Is easily distracted                                           1       2        3       4        5       6        7 Y       N 

31. Has short attention span                                  1       2        3       4        5       6        7 Y       N 

32. Fails to finish tasks or  projects                      1       2        3       4        5       6        7 Y       N 

33. Has difficulty entertaining self alone              1       2        3       4        5       6        7 Y       N 

34. Has difficulty concentrating on one thing       1       2        3       4        5       6        7 Y       N 

35. Is overactive or restless                                   1       2        3       4        5       6        7 Y       N 

36. Wets the bed                                                    1       2        3       4        5       6        7 Y       N 
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Appendix C 

 

Pediatric Symptom Checklist-17 (PSC-17) 

 

Emotional and physical health go together in children. Because caregivers are often first to 

notice a problem with their child’s behavior, emotions or learning, you may help your child get 

the best care possible by answering these questions. Please mark under the heading that best fits 

the child.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Does your child: Never Sometimes Often 

1. Feel sad.    

2. Feel hopeless.    

3. Feel down on him/herself.    

4. Worry a lot.    

5. Seem to be having less fun.    

6. Fidget, is unable to sit still.    

7. Daydream too much.    

8. Distract easily.    

9. Have trouble concentrating.    

10. Act as if driven by a motor.    

11. Fight with other children.    

12. Not listen to rules.     

13. Not understand other people’s 

feelings. 

   

14. Tease others.    

15. Blame others for his/her troubles.    

16. Refuse to share.    

17. Take things that do not belong to 

him or her.  
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Appendix D 

 

Top Problems Assessment (TPA) 

 

STEP #1: 

 

• Say: “Now I’m going to ask about the biggest concerns you have about [youth's name] that you 

would like his/her treatment [or “counseling” or whatever term is appropriate for the context] to 

focus on. What are the most important problems you think [youth’s name] needs help with in 

treatment [or “counseling,” or other appropriate term]? What are the behaviors or emotions 

s/he’s having difficulty with?” 

o PROBE, if necessary: 

§  “Is there anything that is causing problems for [youth’s name] at home or school?” 

§  “If I were watching a movie of [youth’s name], what would the problem look like to 

me?” 

§  “How would things be different if treatment were helpful?” 

o The Top Problems for the caregiver should be in the caregiver’s own words. Before 

moving to Step #2, you should try to obtain 3 identified Top Problems that each meet 

both of the following criteria: 

§ Described in terms of the youth’s behavior (e.g., disobeying at home, crying, refuses 

to go to school) or emotions (i.e. sadness, anxiety, anger) 

§ Potentially changeable via therapy 

• E.g., NOT “Father is in Afghanistan” or “Parents are going through a divorce.” In 

these instances, good follow-up questions to ask might be: “How does this problem 

affect [youth’s name]’s mood or behavior? What are the ways in which [youth’s 

name]’s behavior or mood have been different since [the stressor] began?” 

 

STEP #2: 

• After getting three Top Problems, read them back to the caregiver to confirm they agree with 

the chosen Top Problems. Next, you should obtain the severity of each top problem on a scale 

from 0 (not a problem) to 4 (a very big problem). 

• Please say: “Now I would like for you to rate each of these problems on a scale from 0 to 4, 

where 0 means not a problem at all and 4 means a very big problem. The first problem you 

mentioned is [read top problem #1]. Using the 0 to 4 scale, how big a problem is this for 

[Youth’s Name]?” 

• After rating Top Problem #1, continue, reading each problem aloud and have the caregiver rate 

each problem on the 0 to 4 scale. 

 

STEP #3: 

• Clarify rankings of the top problem in numerical order, starting with the most problematic Top 

Problem. 

• Please say: “Based on what you’ve just told me, it seems like the problem you are most 

concerned about right now is [most highly rated problem]. Is that correct? The next most serious 

problem is…” 

• Ensure the rank order is correct based on caregiver report. If two or more problems are given 

the same ranking score (e.g., 4), ask the caregiver which one is a bigger problem and priority for  
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treatment. It’s okay if the severity of the Top Problems and their rankings don’t match. Take the 

approach in the script, ask for clarification, but if the caregiver is insistent on it, it is okay if 

rankings and ratings don’t match. The key goal here is to establish a fixed order in which the Top 

Problems are presented for all subsequent assessments. That is, Top Problems #1, #2, and #3 

should always be assessed in the same order and refer to the same problems as in the baseline 

assessment. 

  

Top Problem #1____________  (0 = not a problem; 4 = a very big problem) 

Top Problem #2 ____________ (0 = not a problem; 4 = a very big problem) 

Top Problem #3 ____________ (0 = not a problem; 4 = a very big problem) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

125 

 

 

 

Appendix E 

 

Columbia Impairment Scale (CIS) 
 

Please select the number that you think best describes the child or youth’s situation:  

 

0 

(No problem) 

1 2  

(Some 

Problem) 

3 4  

(Very Bad 

Problem) 

5 

(Not 

Applicable/Don’t 

Know) 

 

In general, how much of a problem do you think [she/he] has with:  
1) …getting into trouble? 

2) …getting along with (you/[her/his] mother/mother figure). 

3) …getting along with (you/[her/his] father/father figure).  

4) …feeling unhappy or sad? 

0   1   2   3  4     5 

0   1   2   3  4     5 

0   1   2   3  4     5 

0   1   2   3  4     5 

How much of a problem would you say [she/he] has: 
5) …with [his/her] behavior at school?  

6) …with having fun? 

7) …getting along with adults other than (you and/or [her/his] 

mother/father)? 

 

0   1   2   3  4     5 

0   1   2   3  4     5 

0   1   2   3  4     5 

How much of a problem does [she/he] have: 
8) …with feeling nervous or afraid? 

9) …getting along with [her/his] [sister(s)/brother(s)]? 

10) …getting along with other kids [her/his] age? 

 

0   1   2   3  4     5 

0   1   2   3  4     5 

0   1   2   3  4     5 

How much of a problem would you say [she/he]has: 
11) …getting involved in activities likes sports or hobbies? 

12) …with [her/his] school work (doing [her/his] job)? 

13) …with [her/his] behavior at home? 

 

0   1   2   3  4     5 

0   1   2   3  4     5 

0   1   2   3  4     5 
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Appendix F 

 

Parenting Sense of Competence Scale (PSOC) 

 

Please rate the extent to which you agree or disagree with each of the following statements. 

 

1 

Strongly 

Disagree 

2 

Somewhat 

Disagree 

3 

Disagree 

4 

Agree 

5 

Somewhat 

Agree 

6 

Strongly Agree 

 

1) The problems of taking care of a child are easy to solve once you know how your 

actions affect your child, an understanding I have acquired.  

2) Even though being a parent could be rewarding, I am frustrated now while my child is 

at his/her present age.  

3) I go to bed the same way I wake up in the morning, feeling I have not accomplished a 

whole lot.  

4) I do not know why it is, but sometimes when I am supposed to be in control, I feel 

more like the one being manipulated.  

5) My mother was better prepared to be a good mother than I am. 

6) I would make a fine model for a new mother to follow in order to learn what she 

would need to know in order to be a good parent.  

7) Being a parent is manageable, and my problems are easily solved.  

8) A difficult problem in being a parent is not knowing whether you’re doing a good job 

or a bad one. 

9) Sometimes I feel like I’m not getting anything done. 

10) I meet my own personal expectations for expertise in caring for my child. 

11) If anyone can find the answer to what is troubling my child, I am the one.  

12) My talents and interests are in other areas, not being a  parent.  

13) Considering how long I’ve been a mother, I feel thoroughly familiar with this role. 

14) If being a mother of a child were more interesting,  I would be motivated to do a 

better job as a parent. 

15) I honestly believe I have all of the skills necessary to be a good mother to my child. 

16) Being a parent makes me tense and anxious. 

17) Being a good mother is a reward in itself.  

 

1   2   3  4   5  6 

 

1   2   3  4   5  6 

 

1   2   3  4   5  6 

 

1   2   3  4   5  6 

 

1   2   3  4   5  6 

1   2   3  4   5  6 

 

1   2   3  4   5  6 

1   2   3  4   5  6 

 

1   2   3  4   5  6 

1   2   3  4   5  6 

1   2   3  4   5  6 

1   2   3  4   5  6 

1   2   3  4   5  6 

1   2   3  4   5  6 

 

1   2   3  4   5  6 

1   2   3  4   5  6 

1   2   3  4   5  6 
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Appendix G  

 

Parental Stress Scale (PSS) 

 

The following statements describe feelings and perceptions about the experience of being a 

parent. Think of each of the items in terms of how your relationship with your child or children 

typically is. Please indicate the degree to which you agree or disagree with the following items 

by placing the appropriate number in the space provided.  

 

1 

Strongly 

Disagree 

2 

Somewhat 

Disagree 

3 

Undecided 

4 

Agree 

5 

Strongly 

Agree 

 

 

1) I am happy in my role as a parent. 

2) There is little or nothing I wouldn’t do for my child(ren) if it was necessary.  

3) Caring for my child(ren) sometimes takes more time and energy than I have to give. 

4) I sometimes worry whether I am doing enough for my child(ren).  

5) I feel close to my child(ren). 

6) I enjoy spending time with my child(ren). 

7) My child(ren) is an important source of affection for me.  

8) Having child(ren) gives me a more certain and optimistic view for the future.  

9) The major source of stress in my life is my child(ren). 

10) Having child(ren) leaves little time and flexibility in my life.  

11) Having child(ren) has been a financial burden.  

12) It is difficult to balance different responsibilities because of my child(ren).  

13) The behavior of my child(ren) is often embarrassing or stressful to me.  

14) If I had to do it over again, I might decide not to have child(ren). 

15) I feel overwhelmed by the responsibility of being a parent. 

16) Having child(ren) has meant having too few choices and too little control over my 

life.  

17) I am satisfied as a parent. 

18) I find my child(ren) enjoyable.  

1   2   3  4   5   

1   2   3  4   5   

1   2   3  4   5   

1   2   3  4   5   

1   2   3  4   5   

1   2   3  4   5   

1   2   3  4   5   

1   2   3  4   5   

1   2   3  4   5   

1   2   3  4   5   

1   2   3  4   5   

1   2   3  4   5   

1   2   3  4   5   

1   2   3  4   5   

1   2   3  4   5   

1   2   3  4   5   

 

1   2   3  4   5   

1   2   3  4   5   
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Appendix H 

 

Therapy Attitude Inventory (TAI) 

 
Please select the response which best expresses how you honestly feel.  
 

I. Regarding techniques of disciplining, I feel I have I learned 
1. nothing   2.very little   3. a few new techniques   4. several useful techniques   5. very many useful techniques  
 

II. Regarding techniques for teaching my child new skills, I feel I have learned 
1. nothing   2.very little   3. a few new techniques   4. several useful techniques   5. very many useful techniques  
 

III. Regarding the relationship between myself and my child, I feel we get along 
1. much worse than before   2. somewhat worse than before   3. the same as before   4. somewhat better than 
before   5. very much better than before  
 

IV. Regarding my confidence in my ability to discipline my child, I feel  
1. much less confident   2. somewhat less confident 3. the same  4. somewhat more confident 5. much more 
confident  
 

V. The major behavior problems that my child presented at home before the program started are at this time 
1. considerably worse   2. somewhat worse 3. the same  4. somewhat improved 5. greatly improved  
 

VI. I feel that my child’s compliance to my commands or my requests at this time 
1. considerably worse   2. somewhat worse 3. the same  4. somewhat improved 5. greatly improved 
 

VII. Regarding the progress my child has made in his/her general behavior, I am  
1. very dissatisfied   2. somewhat dissatisfied  3. neutral  4. somewhat satisfied 5. very satisfied 
 

VIII. To what extent has the treatment program helped with other general personal or family problems not directly 
related to your  child in the program? 
1. hindered much more than helped   2. hindered slightly 3. neither hindered or helped  4. helped somewhat 5. 
helped very much 
 

IX. I feel the type of program that was used to help me improve the behaviors of my child was 
1. very poor  2. poor 3. adequate 4. good 5. very good 

 
X. My general feeling about the program I participated in, is 

1. I disliked it very much   2. I disliked it somewhat  3. I feel neutral  4. I liked it somewhat 5. I liked it very 
much  
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Appendix I 

 

Response to Telehealth Delivery  

 

 

  

9. Compared to when I first started the study…. 

…I think more highly of telehealth 

…My opinion of telehealth has not changed/has remained the same 

…I think less highly of telehealth  
 
 
 
 
 
 
 
 
 

 
 

1. I think that telemedicine platforms hinder the delivery of therapy 

a. Agree   b. Somewhat Agree   c. Neither agree nor disagree  d. Somewhat disagree  e. Disagree  

 

2. I think that the telemedicine platforms are more convenient than meeting in person  

a. Agree   b. Somewhat Agree   c. Neither agree nor disagree  d. Somewhat disagree  e. Disagree 

 

3. I think that telemedicine platforms allow patients to communicate needs clearly and honestly  

a. Agree   b. Somewhat Agree   c. Neither agree nor disagree  d. Somewhat disagree  e. Disagree 

 

4. I think that the telemedicine platforms make it easy to connect with a therapist  

a. Agree   b. Somewhat Agree   c. Neither agree nor disagree  d. Somewhat disagree  e. Disagree 

 

5. The likelihood that I will use the handouts and resources provided during therapy is 

a. Very likely  b. Somewhat likely  c. Unsure  d. Somewhat unlikely  e. Very unlikely  

 

6. I would choose to receive therapy using a telemedicine platform in the future  

a. Agree   b. Somewhat Agree   c. Neither agree nor disagree  d. Somewhat disagree  e. Disagree 

 

7. I felt my therapist spent enough time with me 

a. Agree   b. Somewhat Agree   c. Neither agree nor disagree  d. Somewhat disagree  e. Disagree 

 

8. I felt my therapist understood my family and my problems  

a. Agree   b. Somewhat Agree   c. Neither agree nor disagree  d. Somewhat disagree  e. Disagree 
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Appendix J 
 

CDC Health Literacy Questionnaire  

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

1. How difficult is it for you to get advice or information about health or medical topics if you need it? 

     Very easy 

     Somewhat easy 

     Somewhat difficult 

     Very difficult 

     I don’t look for health information  

2. How difficult is it for you to understand information that doctors, nurses, and other health professionals tell 

you? 

     Very easy 

     Somewhat easy 

     Somewhat difficult 

     Very difficult 

3. You can find written information about health on the internet, in newspapers and in brochures in doctor’s 

offices and clinics. In general, how difficult is it for you to understand written health information? 

     Very easy 

     Somewhat easy 

     Somewhat difficult 

     Very difficult 

     I don’t pay attention to written health information 
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Appendix K  

 

Brief Parent Training Protocol 

Session 1 (30-45 minutes) 

1. Goals  

a. Begin rapport building 

b. Conduct focused interview & functional analysis   

c. Introduce labeled praise  

d. Complete: PSC-17, PSS, TPA, & Telehealth Survey  

 

2. Prior to the start of the sessions, have parent(s) fill out the PSC-17, PSS, & TPA 

electronically.  

 

3. Introduce therapist & approach to treatment (3-5 mins) 

This program was designed to teach you three main foundational parenting skills: 
praising your child, using rewards to motivate good behavior, and implementing natural 
and logical consequences for misbehavior. Research has shown that these three skills are 
the most pertinent to treating childhood behavioral problems including tantrums, 
noncompliance, and aggression.  
 
Over the course of treatment, we will meet for a minimum of three sessions that will last 
about 30-45 minutes. These sessions will be structured to introduce a skill, brainstorm 
how it can be implemented at home with your child and assign homework to practice 
using it over the course of the week. I will function somewhat like a coach or consultant: 
I am here to help you figure out the best way to manage your child’s behavior. What 
questions do you have regarding our treatment approach?  

 

4. Conduct focused contextual interview (based upon Robinson & Reiter, 2016) (5-10 minutes) 

I would like to spend the first part of our time together hearing more about your family and 
your child’s background. This will help me get a better sense of how your child is functioning 
and what environmental factors may be impacting behavior.   

a. Family 

i. Who lives at home? What are family relationships like at home? How well 
does child get along with caregivers, siblings, and other family members? 

b. Social 

i. Who are the child’s friends? How well does your child get along with 
friends and classmates?  

c. Work/School 

i. What school does your child go to? What grade are they in? How do they 
do in school? Have they ever had to repeat a grade? Do they have an IEP, 
504 or other accommodations? How is behavior in school? What is the 
child’s attitude and behavior towards school and teachers?  

ii. Where do family members work? 
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d. Recreation 

i. What does child like to do for fun? Does he/she participate in any sports 
or clubs? How much screen time does the child engage in? What is their 
level of physical activity? 

e. Self-care 

i. How are eating and sleeping? How is the child’s health? 
f. Other 

i. Is there any other background information that I should know about 
regarding your family and the child?  

 
Therapist provides a brief summary of the important contextual factors related to behavior, 

highlighting strengths where relevant.  

 
5. Conduct functional analysis/assessment (5-10 minutes) 

Now that I have a better sense of your child’s background, let’s start to focus on some of the 
disruptive behaviors that your child exhibits. (Therapist may choose to use the problems 

identified within the Youth Top Problems Assessment as a starting point). It looks like you’ve 
identified ___________ behavior has most problematic right now. Is that correct? What do you 
think is the biggest problem right now? Why is this most problematic? [Problem specification]  
 
I’d like to get some more information regarding what may be contributing to this behavior. 
[Problem conceptualization: Therapist will probe for problem onset, frequency, and duration ad 

well as for antecedents and consequences for behavior).  
a. When did you first notice the behavior? How often does it occur? Have you noticed it in 

different settings or environments? When the behavior does occur how long does it last? 
How has it changed/evolved over time? 

b. What may be maintaining the behavior (antecedents/ consequences)? Have you noticed 
the behavior occurring or getting worse in certain settings or environments? Is there a 
specific time of day that it occurs? What happens right before the behavior occurs? What 
happens right after?  

c. What have you done to try and change the behavior? What has worked? What barriers 
have you identified to solving this problem?  

 
Therapist briefly summarizes problem behavior and potential controlling variables, 

emphasizing any positive efforts/changes that parents have made to change behavior.  

 
6. Introduce labeled praise as first step in treating behavior problems (10-15 min) 

One of the first steps we can do when trying to change behavior in children is to refocus 
our attention. Parental attention is a strong motivator for most children. If children 
aren’t getting the amount of attention they need for positive behavior they may behave 
negatively or in a way that assures they get attention. For example, have you ever had to 
interrupt your phone conversation to correct, reprimand, or discipline your child for 
being disruptive? Of course! Most parents have. But have you ever interrupted your 
phone conversation to praise or attend to your child for NOT being disruptive or for 
playing quietly? Most parents haven’t. Today we are going to discuss ways to manage 
behavior by changing what behaviors you pay attention to/ attend to.  



 

133 

 

a. Introduce differential attention: what we pay attention to grows  

The first thing to note, is that what we pay attention to grows. Just like grass, the 
behaviors that get the most sunshine and water, or in this case parental attention, 
grow bigger and stronger with time.  

b. Introduce positive opposites: have parent identify what behavior they want to 

increase. Therapist ties pack the positive opposite to what was described 

previously as the top problem behavior. Therapist focuses on explicit behavior.  

Let’s brainstorm what is a positive opposite to the top problem behavior you 
identified earlier. What do you want to see different?  

i. Example 1: I want you to use soft hands or gentle touches vs. do not hit 

ii. Example 2: Please walk in the hallway vs. don’t run 

c. Advise parents to give labeled praise when they see their child engage in the 

positive opposite. Labeled praise is a type of positive reinforcement. Labeled 

praise is  

i. Immediate – occurs right after the behavior 

ii. Specific –specifies the behavior   

iii. Sincere – uses a warm & genuine tone 

iv. Frequent – can be used every time an appropriate behavior occurs   

7. Have parents identify some examples that might work for them and their child 

What are some ways that you can praise your child? Let’s come up with examples 
and practice together.  

a. Examples: “I like the way you are using your inside voice” or “I really like how you 

are playing so gently with your toys”  

8. Assign homework: Parents to implement labeled praise whenever positive behaviors occur 

a. Therapist brainstorms appropriate goal for the week.  

What behaviors do you want to target this week with labeled praise? How often to do you 
think you can practice this skill?What would help you to implement labeled praise 
throughout the week? What barriers to you forsee?  

9. Instruct parent(s) in completing the telehealth questionnaire at the conclusion of the session  

 

 

Session 2 (30-40 minutes) 

1. Goals:  

a. Follow-up on labeled praise and problem-solve around implementation 

b. Introduce rewards/rewards system 

c. Complete: PSC-17, PSS, TPA, & Telehealth Survey  

 

2. Prior to the start of the sessions, have parent(s) fill out the PSC-17, PSS, & TPA 

electronically.  

 

3. Review and problem solve labeled praise and homework (5 min) 

Before we move into the skill for today, I’d like to hear how your homework went. You were 
instructed to work on labeled praise – how did that go? What was hard about it? How successful 
were you? How did it impact your child and his/her behavior? (Therapist helps to problem solve 

around barriers to implementation, while reinforcing change efforts).  
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4. Introduce rewards: the basics (5-10 min) 

While research tells us parental attention is a strong motivator for kids, we understand that some 
kids and some situations require greater incentives. Today we are going to discuss rewards and 
when/how to give them.  

a. Some children require additional incentives to consistently exhibit desired behaviors and 

these incentives are called rewards 

b. Rewards can include privileges, activities, allowances, or tangible items 

c. When possible, rewards should be decided on ahead of time (with the child’s input if 

possible) so that they can be readily available and so that the child knows what to expect  

d. Relatedly, rewards should always be linked to a specific behavior so that the child knows 

what he/she has to do to earn them (see below) 

5. Developing a reward system specific to your child (10-15 min) 

Let’s take a few minutes to come up with some behaviors you want your child to increase 
or keep doing and some items or activities that you feel might be especially meaningful to 
your child (invite the parent to get a piece of paper and walk them through the steps 

below).  
a. Step one: Create a list of desired behaviors 

i. Focus on a maximum of three (more can be added later) 

ii. Choose one behavior the child is already good at  

iii. The more specific the better 

b. Step two: Create a list of activities or items the child finds rewarding, this is called a 

reward menu 

i. These items do not have to be expensive and should be sustainable 

ii. Sample items may include: playing a game with a parent, going to the mall 

together, allowing the child to pick a tv program, getting to stay up an extra 

half an hour, picking a favorite meal for dinner, a toy or treat costing a dollar 

or less- for small children this may be something like a chocolate ship or a 

jelly bean.  

c. Step three: Establish a connection between rewards and behavior  

i. Select a behavior and choose a reward to be paired with it- you can solidify 

this list later with your child 

1. The reward should be given immediately AFTER the desired behavior 

occurs, never before 

2. In the beginning you may have to utilize chaining- this means 

rewarding successful attempts that get the child closer to the desired 

behavior 

ii. For behaviors that occur frequently throughout the day such as teaching a 

child to say please or thank you, a token system that uses points or stickers 

may be useful. Once the child earns the pre-determined number of points they 

can cash them in for a reward. 

d. Step four: Altering the frequency of rewards  

Often, when parents first implement a rewards program, they feel like they are rewarding 
their child all the time. That’s ok. This is new for you but also new for your child. If too 
few rewards are given, your child will likely lose interest or may even feel like they aren’t 
being successful. To provide the opportunity for him/her to experience success, your child 
should be rewarded more often in the beginning.  You can then lessen rewards overtime 
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so that more good behavior is expected to obtain the same level of reward. The idea is to 
continue to find incentives that are sustainable for you and that keep your child 
interested.  

i. When first implementing the program rewards should be given frequently 

however over time you can increase the demand requiring your child to do 

more to earn a reward  

ii. Be patient with your child and with yourself during this process 

6. Assign homework: Instruct parent in beginning a rewards system 

You’ve got the concrete steps to take in implementing a rewards program. Let’s figure out 
how you can try to implement this week, in addition to continuing your work with labeled 
praise. What barriers to do you foresee with implementation? How can you involve your 
child and other caregivers to maximize effectiveness? 

7. Instruct parent(s) in completing the telehealth questionnaire at the conclusion of the session  

 

Session 3 (30- 40 minutes) 

1. Goals 

a. Follow-up on rewards system and labeled praise 

b. Introduce effective commands and natural and logical consequences  

c. Wrap- up treatment 

d. Complete: PSC-17, PSS, TPA, & Telehealth Survey  

 

2. Prior to the start of the sessions, have parent(s) fill out the PSC-17, PSS, & TPA 

electronically.  

 

3. Review/problem solve rewards program and homework (5 mins) 

Before we move into the skill for today, I’d like to hear how your homework went. You were 
instructed to work on the rewards program– how did that go? What was hard about it? How 
successful were you? How did it impact your child and his/her behavior? (Therapist helps to 

problem solve around barriers to implementation, while reinforcing change efforts).  

 

4. Introduce effective commands and consequences (5-10 min) 

Today we are going to talk about how to clearly communicate to your child that you want 
them to do something, it could be anything, “getting their shoes” “sitting down for dinner” 
any task that you want them to complete. We are also going to discuss what to do if they 
don’t comply.  

a.  To effectively give a command to their child, parents should: 

i. Get the child’s attention 

a. Don’t give a command from another room 

b. When possible look the child in the eye  

ii. Reduce distractions 

a. Make sure all electronic devices are off 

iii. Speak clearly and without raising your voice  

iv. Frame the command in the positive 

Many parents have become accustomed to framing commands in the 
negative, with words such as don’t or stop, “don’t run, don’t hit your 
sister, or stop running”. The problem is, these commands don’t tell 
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children what we want them to do. For example, if you say, “don’t run” 
and your child complies but then starts hopping on one foot in order to get 
from point A to point B, would you be happy? Likely not. What you were 
meaning was please walk.  

a. Tell the child what you want them to do instead of what NOT to do 

b. Example: don’t run vs. please walk  

v. Tell don’t ask 

Often when we want a child to do something we present it as a favor. For 
example, you might say, “are you ready to come to dinner now?” when 
what you mean is that dinner is done and they need to come to the table 
and sit in their chair to eat. When you present a command as a question or 
a favor you are giving your child a choice and it is perfectly in their right 
to say no. The solution is to give a simple concrete statement as a 
command, “Jane, please come in for dinner now”.  

vi. Break commands into appropriate parts  

A common mistake parents make is to ask a child to do too many things at 
once. Many children cannot keep more than one task in mind at a time 

a. Example: The command “clean your room” has a lot of different 

parts instead the parent may want to assign one task like “please 

pick up all the clothes from the floor and put them on the bed”   

b. This allows greater opportunities for praise and sets your child up 

for success  

b. Consequences work best after a command is given.  

After you give a command a good rule of thumb is to count to five in your head. If 
your child is not moving in the direction of following the command then you may 
need to issue a consequence. Today we are going to talk about two types of 
consequences: 

i. Natural consequences  

a. Require no adult intervention  

b. Example: if you play too rough with a toy and it breaks you no 

longer have the toy to play with  

ii. Logical consequences  

a. Consequences that require intervention on the part of the parent  

b. These “fit the crime” and are time-limited. Children respond best 

to consequences that are immediate and shorter in duration. This 

gives them ample opportunity to earn rewards and praise.  

i. Example: if you don’t pick up your toys I will pick 

them up and you will have to earn them back. This 

is called an If- Then statement. Let’s look at an 

example of when you might use one of these.  

5. How to use consequences: (10 -15 min) 

Let’s walk through an example of how consequences could work. We’ll then discuss how it can 
be used for your child.  

1. Step one: Issue a command, “Please pick up your toys” 

i. Parents who have implemented a reward system can also attach a reward to 

the command, for example, “if you pick up your toys you can earn a token” 
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2. Step two: Always look for the opportunity to praise and/or reward your child before 

giving a consequence. If the child complies you might say something like, “Thank 

you for listening the first time” or “thank you for picking up your toys”. 

i. If a reward was promised parents should give the reward in response to the 

child’s compliance 

ii. Rewards should be appropriate to the task  

If rewards are too large or are given too often, the child will not work as 
hard to improve.  

iii. Small rewards should be readily available 

You  may want to have small rewards in each room or in the car or diaper 
bag so that you are prepared to give the reward immediately  

iv. If the child does not comply within 5-10 seconds move on to step three 

3. Step three: Re-issue the command with an if-then consequence, “Please pick up your 

toys. If you don’t pick up your toys, then you will lose access to them (a logical 

consequence).  

i. For parents who offered a reward with the initial command it is important to 

note that reward is no longer on the table, they may want to say something 

like, “You missed getting a token, but I still expect you to pick up your toys. 

If I have to help you pick them up, you will have to earn them back”.  

4. Step four: Issue consequence following noncompliance 
i. Effectiveness is based on consistency, so stick with it! Follow through with 

your consequence. 

ii. Ignore whining or other mild misbehaviors that may function to get you to 

change course. Explain to child how they may earn privilege, toy, etc. back.  
5. Step five: look immediately for opportunities to praise  

i. Once the task is over, move on. Look for any and every opportunity to praise 

your child: “Thank you for sitting quietly.”  

6. Trouble shoot/practice (5 Min) 

This is can be a challenging skill to implement – let’s figure out how it can best work for you 
and your child 

1. Have parents identify any potential barriers, answer any questions the parents may 

have regarding natural & logical consequences 

2. If necessary, help parents come up with age appropriate consequences  

i. Take away tokens/rewards for those with rewards system  

ii. Take away access to toys or privileges for a brief period of time (i.e., no more 

than a day, ideally).  

iii. Offer ample opportunity to earn back privileges or rewards for appropriate 

behavior.  

 
7. Wrap-up/plan for next steps 

We’ve covered quite a bit in a short amount of time. Let’s review what we’ve covered and see 
what help you may need in the future. 

1. Walk through all three skills – labeled praise, rewards system, and 

commands/consequences—and see what changes have been made and what still 

needs to be worked on. What would tell you you have mastered these skills? What 

would tell you that you still need help? 
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2. Discuss strategies to work on skills. Normalize that change takes time. 
3. If needed, discuss what would demonstrate that parents need more help. 

 
8. Instruct parent(s) in completing the telehealth questionnaire at the conclusion of the session. 

Schedule post-treatment assessment. 
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Appendix L  

 

Parent Training Treatment Integrity and Competency (Adapted from Petts et al., 2017) 

 

Participant # ______________   Session # _____________________ 
 
Part I: Therapist Behavior 
For each item, assess the therapist on a scale from 0 to 6, and record the rating on the line next to 

the item number.  Descriptions are provided for even-number scale points.  If you believe the 

therapist falls between two of the descriptions, select the intervening odd number.  For example, 

if the therapist set a very good agenda but did not establish priorities, assign a rating of 5 rather 

than 4 or 6.   

 

0  1              2               3         4                5                    6 

Poor  Barely          Mediocre       Satisfactory      Good      Very Good      Excellent 

  Adequate 

 
General Therapy Competence 
 
____1.  Understanding 

0 Therapist repeatedly failed to understand what the client explicitly said and thus     

consistently missed the point.  Poor empathic skills. 

 2 Therapist was usually able to reflect or rephrase what the client explicitly said  but 

repeatedly failed to respond to more subtle communication.  Limited ability to listen and 

empathize. 

4 Therapist generally seemed to grasp the client’s “internal reality” and experience as 

reflected by both what the client explicitly said and what the client communicated in 

subtle ways.  Good ability to listen and empathize. 

6 Therapist seemed to understand the client’s “internal reality” and experience 

thoroughly and was adept at communicating this understanding through appropriate 

verbal and non-verbal responses to the client. Excellent listening and empathic skills. 

 
 
 
____2. Interpersonal Effectiveness 

0 Therapist has poor interpersonal skills. Seemed hostile, demeaning, or in some other 

way destructive to the client.  

2 Therapist did not seem destructive, but had significant interpersonal problems. At times 

therapist appeared unnecessarily impatient, aloof, insincere, or had difficulty 

communicating confidence and competence. 

4 Therapist displayed a satisfactory degree of warmth, concern, confidence, genuineness, 

and professionalism. No significant interpersonal problems. 

6 Therapist displayed optimal levels of warmth, concern, confidence, genuineness, and 

professionalism, appropriate for this particular client in this session. 
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General Behavior Therapy Competence 
 
____3. Agenda. 
 0 Therapist did not send an agenda 

 2 Therapist set agenda that was vague or incomplete 

4 Therapist worked with the client to set a mutually satisfactory agenda that included 

specific target problems  

6 Therapist worked with the client to set an appropriate agenda with target problems, 

suitable for the available time.  Established priorities and then followed  the agenda. 

 

_____4. Collaboration 
 0 Therapist made no attempt to involve the client in working together 

 2 Therapist occasionally attempted to involve the client in working together 

 4 Therapist frequently attempted to involve the client in working together 

6 Therapist throughout the session actively solicited the client’s involvement in working 

together 

 

 

 

____5.  Feedback 
0 Therapist did not ask for feedback to determine client’s understanding of, or response 

to, the session. 

2 Therapist elicited some feedback from the client, but did not ask enough questions to be 

sure the client understood the therapist’s line of reasoning during the session or to 

ascertain whether the client was satisfied with the session. 

4 Therapist asked enough questions to be sure that the client understood the therapist’s 

line of reasoning throughout the sessions and to determine the client’s reactions to the 

session.  The therapist adjusted his/her behavior in response to the feedback, when 

appropriate. 

6 Therapist was especially adept at eliciting and responding to verbal and non-verbal 

feedback throughout the session (e.g., elicited reactions to session, regularly checked for 

understanding, and helped summarize main points at end of session). 

 

____6.  Homework 
 0 Therapist did not attempt to incorporate homework relevant to therapy. 

2 Therapist had significant difficulties incorporating homework (e.g., did not revisit 

previous homework, did not explain homework in sufficient detail) 

4 Therapist reviewed previous homework and assigned homework generally relevant to 

issues dealt with in session.  Homework was explained in sufficient detail 

6. Therapist reviewed previous homework and carefully assigned homework for the 

coming week.  Assignment seemed “custom tailored” to help client incorporate new 

perspectives or experiment with new behaviors discussed during session, etc. 
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Parent Training Competence 
How would you rate the clinician overall in this session, as a Parent Training therapist (circle 

one)? 

 

0  1           2               3         4                5                    6 

Poor  Barely       Mediocre       Satisfactory      Good      Very Good      Excellent 

  Adequate 

 

 

Parent Training Protocol   
The following questions are specific to individual sessions and are identified as such.   

For each item, assess the therapist on a scale from 0 to 6, and record the rating on the line next to 

the item number.  

 

1  2     3          4         5   6 

not at all   some  considerably   extensively 

 

    (N/A = Not applicable) 

____1a. (Session 1): Did the therapist introduce the three fundamental skills (praise, rewards and 

consequences)?  

____1b. (Session 1): Did the therapist conduct a functional analysis?  

____1c. (Session 1): Did the therapist describe parental attention?  

____1d. (Session 1): Did the therapist introduce positive opposites?  

____1e. (Session 1): Did the therapist introduce labeled praise?  

____2a. (Session 2): Did the therapist introduce rewards?  

____2b. (Session 2): Did the therapist help the client come up with a reward menu for their 

child?  

____3b. (Session 3): Did the therapist describe how to effectively give commands?  

____3c. (Session 3): Did the therapist describe natural and logical consequences?  

____3d. (Session 3): Did the therapist describe the steps necessary to implement consequences? 
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Appendix M  

 

Consent Form  

 
 
Purpose: You are invited to participate in a research study evaluating a three-session focused 

intervention for improving externalizing behavior (i.e. whining, tantrums, and noncompliance) in 

children. We are hoping to find out if this intervention is effective for changing disruptive child 

behaviors and if telehealth delivery is acceptable to parents.  

 

Participant Selection: You were selected as a possible participant in this study because you 

responded to the announcements about this project and are the parent or primary care giver of a 

child between the ages of 3 and 12 who is exhibiting externalizing behavior. You are at least 18 

years of age, speak English fluently and have access to a computer, phone, or mobile device. 

Approximately 25 participants will be invited to join the study. 

 

Explanation of Procedures: Based on your availability, you will schedule an initial session that 

will last approximately 60 minutes and include the informed consent process and an initial 

assessment (30 minutes). If you decide to participate, you will be randomized into a baseline 

phase lasting between 2-4 weeks. This will allow researchers to collect essential data about your 

child’s behavior. Data will be collected weekly. After this phase you will receive a brief (three-

session) parenting intervention. The intervention includes one 30-45 minute therapy session per 

week, for three consecutive weeks. The therapeutic intervention will be delivered via a multi-

media telehealth platform and will include live video communication. At the beginning of each 

session you will be asked to complete a brief assessment (5 minutes) about your child’s behavior 

during the past week. The content provided in the three intervention sessions is based on key 

components of parent management training and other behaviorally-oriented parent training 

approaches. After each session you will be asked to complete an assessment about your 

experience with therapy and the telehealth platform (5 minutes). All assessment measures will be 

delivered electronically via Qualtrics.  

 

One week after therapy has been completed you will be asked to complete a comprehensive 

assessment (30 minutes). In order to track behavior a brief (5 minute) assessment will be 

conducted weekly for the next three weeks. At a one-month and six-month follow up the 

comprehensive assessment (30 minutes) will be administered again. Please note, no weekly 

assessments will be administered between your one month and six-month follow up.  

 

The intervention will be audio recorded for the purposes of treatment integrity. Audio recordings 

will be heard only by Dr. Petts or approved study staff for the sole purpose of coding therapist 

implementation of the intervention protocol. All audio recordings will include only your 

participant code number and will not contain any identifying information.  You will be informed 

before a specific session is recorded. If you feel uncomfortable about the recording, you can 

withdraw your consent for it at any time.  

 

The initial assessment will include a demographic questionnaire, a child behavior inventory, a 

pediatric symptom checklist, a child impairment questionnaire, individual questionnaires for 
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parent stress and perceived confidence in your ability to parent, and a structured interview to 

identify the top problems you wish to address in therapy. Subsequent assessments will include 

some or all of these same measures.  

 

Discomfort/Risks: While completing assessment measures, it is possible that you may encounter 

some level of discomfort or distress. Your therapist will monitor for this distress. Please note that 

you may choose to stop participating at any time without any penalty.  

 

As with any intervention, it is possible the target behaviors will not improve at the conclusion of 

the study, and this could lead to worsening of feelings. If you would like to consider an 

alternative intervention, your therapist can provide you with referral sources. If you feel that your 

child’s behavior worsens during the baseline phase and you would like more immediate services, 

we will provide you with a referral list.  

   

If at any point you feel too distressed to continue the study, please inform the researcher and you 

may discontinue your participation without penalty. If the distress continues after you discontinue 

or finish participation and you require immediate metal health assistance please contact the 

national suicide prevention hotline at 1800-273-8255 or text HOME to 741741 for 24/7 crisis 

intervention.  

 

Benefits: The main benefit of participation in this study is receiving a free brief psychotherapy 

intervention to help manage externalizing behaviors in children. This may help improve your 

ability to parent your child and overall family functioning. However, we cannot guarantee a 

positive outcome and it is possible that undesirable child behavior will not change because of 

your participation in this study. 

 

An indirect benefit of your participation is that other individuals who regularly interact with you 

and your child (i.e. teachers, primary care providers, other specialists) may benefit from the 

knowledge that is gained from this research. The study will help us understand the effectiveness 

and acceptability of a brief intervention for parents and thus will provide knowledge to the field 

of psychology.  

 

Confidentiality: Every effort will be made to keep your study-related information confidential.  

Your responses to any surveys and questionnaire will be encoded with a number known only to 

Dr. Petts and co-investigators. No identifying information will be associated with the audiotapes 

of any treatment session which will only be reviewed by the co-investigators or assistants under 

the direct supervision of Dr. Petts. The audiotapes will be kept with all other study-related data 

and documents in a locked file cabinet for five years. However, in order to make sure the study is 

done properly and safely, there may be circumstances where study-related information that may 

be of a personal nature must be released. By signing this form, you are giving the research team 

permission to share information about you with the following groups:   

 

• Office for Human Research Protections or other federal, state, or international regulatory 

agencies; 

• The Wichita State University Institutional Review Board; 
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The researchers may publish the results of the study. If they do, they will only discuss group results. 

Your name will not be used in any publication or presentation about the study.   

 
Compensation or Treatment for Research Related Injury: Wichita State University does not 

provide medical treatment or other forms of reimbursement to persons injured as a result of or in 

connection with participation in research activities conducted by Wichita State University or its 

faculty, staff, or students.  If you believe that you have been injured as a result of participating in 

the research covered by this consent form, you can contact the Office of Research and Technology 

Transfer, Wichita State University, Wichita, KS 67260-0007, telephone (316) 978-3285. 

 

Payment to Participants: Participants who complete treatment and all corresponding 

assessments, including the six-month follow up can choose to be entered into a drawing for a $25 

gift card. Study payments are taxable income. You will be asked to complete a W9 form which 

requires your name, address, and social security number in order for you to receive study 

payments. A Form 1099 will be sent to you and to the Internal Revenue Service if your payments 

are $600 or more in a calendar year. 

 

Refusal/Withdrawal: Participation in this study is entirely voluntary. Your decision whether or 

not to participate will not affect your future relations with Wichita State University and/or the 

Department of Psychology. If you agree to participate in this study, you are free to withdraw from 

the study at any time without penalty. 

 

Contact:  If you have any questions about this research, you can contact me at: Dr. Rachel Petts, 

Department of Psychology (Office JB 430); Phone: (316) 978-3720; Email: 

rachel.petts@wichita.edu.  If you have questions pertaining to your rights as a research subject, 

or about research-related injury, you can contact the Office of Research and Technology Transfer 

at Wichita State University, 1845 Fairmount Street, Wichita, KS 67260-0007, telephone (316) 

978-3285. 

You are under no obligation to participate in this study.  Your signature below indicates that: 

• You have read (or someone has read to you) the information provided above,  

• You are aware that this is a research study,  

• You have had the opportunity to ask questions and have had them answered to your 

satisfaction, and 

• You have voluntarily decided to participate. 

You are not giving up any legal rights by signing this form. You will be given a copy of this 

consent form to keep. 

_________________________________________________  

Printed Name of Subject       

 

____________________________________    _______________________ 

Signature of Subject       Date 

 

____________________________________________________ 

Printed Name of Witness 

____________________________________             ________________________ 

Witness Signature       Date 
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Appendix N  

 

Paper Recruitment Advertisement 

 

Volunteers Needed for a Research Study on Managing Child 
Behaviors 

 

The Integrated Behavioral Health Lab at WSU is offering a brief intervention for parents 
or caregivers seeking to manage child behavior including: inattention, whining, 
tantrums, failure to follow directions, and rule breaking. 

Participation involves 1) attending an introductory session and three brief telehealth 
intervention session (30-45 minutes) where you will learn parenting skills to manage 
undesired behaviors 2) completing online/ web-based assessments weekly to track 
behavior change and 3) three follow-up assessments that will occur 1 week, 1 month 
and 6 months after the intervention has been completed.  

Inclusion/Exclusion Criteria:  
• Participants must be age 18 or older 
• Participants must be fluent in English 
• Participants must have access to a phone, computer or tablet  
• Participants must be the parent or caregiver of a child between the ages of 

3 and 12 who is exhibiting disruptive behavior  
• The child exhibiting the disruptive behavior must not currently be in 

treatment, have recently changed or initiated psychotropic medications or 
have a diagnosis of Autism Spectrum Disorder (ASD) 

Location: Wichita State University, Jabara Hall, Department of Psychology  
 
Contact: If you are interested in participating in this study please contact Ashley Ormond 

aeormond@shockers.wichita.edu or Dr. Rachel Petts at 316-978-3720/ rachel.petts@wichita.edu 
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Appendix O  

 

Electronic Recruitment Advertisement  

Parenting can be tough! Researchers at Wichita State University are seeking to help parents 

manage behavior concerns in children ages 3-12. Behaviors may include whining, tantrums, and 

difficulty following directions. The study will include three telehealth parent training sessions 

(approx. 45 min each) and follow up assessments one week, one month, and six months after 

treatment in order to track long-term behavior change.  

Parents who complete all three parent training sessions and corresponding assessments will be 

entered into a raffle for a $25 gift card. We are looking for about 25 families to participate in our 

study. If you have a child living in your home who is between 3-12 years old and is exhibiting 

behaviors that are difficult to manage, you may be eligible for this study.  

If you are interested in learning more about this study, please contact the researcher using the 

phone number or e-mail address below.   

Ashley Ormond aeormond@shockers.wichita.edu or 

Dr. Rachel Petts at 316-978-3720/ rachel.petts@wichita.edu 
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Appendix P  

 

Referral Options 

 

If you need immediate medical attention, please call 9-1-1 

 

For mental health crisis please contact the National Suicide Prevention Lifeline at 1-800-273-

8255 or text HOME to 741741 for 24/7 assistance.  

 

For Wichita State University Students and/or Faculty seeking mental health services contact 

Counseling and Prevention Services (CAPS) at  

 

Student Wellness Center  

1845 Fairmount Street  

Wichita, KS 67260 

Phone: 316-978-4SWC (4792) 

Instagram/Facebook/Twitter: @ShockersCAPS 

 

For other outpatient needs please consider contacting one of the following agencies  

 

COMCARE of Sedgewick County 

635 N Main 

Wichita, KS 67203 

Phone: 316-660-7675 or 316-660-7540 

 

Family Consultation Services 

560 N Exposition St  

Wichita, KS 67203 

Phone: 316-264-8317 

 

Prairie View Regional Mental Health Center  

1901 E 1st St.  

Newton, KS 67114 

Phone: 316- 634-4700 (East Campus) 

 316-729-6555 (West Campus)  

 

South Central Mental Health  

120 S. Gordy  

Suite 3 

El Dorado, KS 67042 

Andover: 316-733-5047 

Augusta: 326-425-0073 

El Dorado: 316-321-6036 
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Appendix Q 

 

IRB Approval 
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Participant Sex Age Ethnicity Household 

Income 

PSC-17 Scores ECBI Intensity 

Score 

CIS 

Score 

TPA Target and Score Parent 

Measures 

1950 Male 3 Hispanic/Latino $75,000-

$99,999 

Total: 14 

Attention: 9 

Externalizing: 

5 

160 

 

12 (1) Impulsivity: 3 

(2) Whining: 3 

(3) Manipulation: 2 

PSS: 69 

PSOC: 67 

1726 Male 5 Caucasian $50,000-

$74,999 

Total: 15 

Attention: 4 

Externalizing: 

7 

 152 

 

18 (1) Physical outbursts: 4 

(2) Whining: 4 

(3) Hitting: 3 

PSS:44 

PSOC:62 

1175 Male 4 Caucasian $50,000-

$74,999 

Total: 13 

Attention: 7 

Externalizing: 

4 

125 

 

11 (1) Emotion Regulation: 

4 

(2) Attention Seeking: 3 

(3) Parent Praise: 3 

PSS:65 

PSOC: 45 

2501 Female 6 Caucasian 75,000-$99,999 Total: 19 

Attention: 8 

Externalizing: 

7 

172 

 

21 (1) Bedtime non-

compliance:4 

(2) Whining:4 

(3) Noncompliance:3 

 

PSS: 39 

PSOC: 62 

1456 Male 6 Caucasian $50,000-

$74,999 

Total: 24 

Attention: 9 

Externalizing: 

9 

210 

 

31 (1) Hitting: 4 

(2) Indecisiveness: 4 

(3) Noncompliance: 3 

PSS:55 

PSOC: 55 

1376 Female 11 Caucasian >$100,000 Total: 14 

Attention: 0 

Externalizing: 

8 

115 

 

22 (1) Attention seeking: 3 

(2) Fighting with 

siblings: 3 

(3) Lying: 2 

PSS: 45 

PSOC: 55 

Note. CIS= Columbia Impairment Scale; ECBI= Eyberg Child Behavior Inventory; PSC- 17= Pediatric Symptom Checklist- 17 Items; PSOC= Parenting Sense 

of Competence Scale; PSS= Parental Stress Scale; TPA= Top Problem Assessment. 

 

 

 

 

 

 

Table 1 
Demographic and Clinical Characteristics of Sample at Assessment One  
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Table 2 
Summary of Group Outcome Data  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Assessment RCI Results             Effect size 

ECBI  21.19 n=3 (50%) had a reliable change A1 to A2 

n=2 (33.3%) had a reliable change A2 to A3 

n=1 (16.7%) had a reliable worsening A3 to A4 

N/A 

PSC-17 4.23 n =3 (50%) had a reliable change A1 to A2 

n=1 (16.7%) had a reliable change A2 to A3 

n =2 (33.3%) had a reliable worsening A3 to A4 

Moderate treatment effect 

(NAP = 69%) 

PSC-E 2.31  n=3 (50%) had reliable change A1 to A2 

There were no reliable changes A2 to A3 

n=1(16.7%) had a reliable worsening and n=1(16.7%) had a reliable improvement A3 to A4 

Moderate treatment effect 

(NAP=72%) 

PSC-A 4.16 There were no reliable changes across any time periods Weak treatment effect 

(NAP= 65%) 

PSC-I  3.04 n=1 (16.7%) had a  reliable worsening A1 to A2 

That same participant exhibited a reliable improvement at A3, returning to baseline levels 

There were no reliable changes A3 to A4 

Weak treatment effect 

(NAP=53%) 

TPA 1 N/A 

 

Moderate treatment effect 

(NAP = 76%) 

TPA 2 N/A 

 

Weak treatment effect 

(NAP = 61%) 

TPA 3 N/A 

 

Weak treatment effect 

(NAP = 62%) 

CIS 8.63 There were no reliable changes A1 to A2 

n =1 (16.7%) had a reliable change from A2 to A3 

There were no reliable changes A3 to A4 

N/A 

PSS 13.95 n= 2 (33.3%) had a reliable change A1 to A2 

There were no reliable changes A2 to A3 

n=1(16.7%) had a reliable improvement and n=1 (16.7%)  had a reliable worsening A3 to A4 

Weak treatment effect 

(NAP = 61%) 

PSOC 9.83 n=1(16.7%) had a reliable change A1 to A2 

n =2 (33.3%) had a reliable improvement, while n=1(16.7%) had a reliable worsening A2 to A3 

n=1(16.7%) had a reliable worsening A3 to A4 

N/A 

TAI 3.09 n=1 (16.7%) had a reliable improvement, while n=1(16.7%) had a reliable worsening from A2 to A3 

n=2 (33.3%) had a reliable worsening on the TAI at A4 

N/A 

Note. CIS= Columbia Impairment Scale; ECBI= Eyberg Child Behavior Inventory; PSC-17= Pediatric Symptom Checklist- 17 Items; PSC-A = Pediatric Symptom Checklist – Attention Subscale; 
PSC-E = Pediatric Symptom Checklist – Externalizing Subscale; PSC-I = Pediatric Symptom Checklist- Internalizing Subscale; PSOC= Parenting Sense of Competence Scale; PSS= Parental Stress 
Scale; TAI = Therapy Attitude Inventory; TPA= Top Problem Assessment   
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Table 3 
 
Group Responses on the Response to Telehealth Delivery Across All Major Assessment Periods 

 

 

 M (SD) 
     A1 

  (n =6) 

    A2 

 (n= 6) 

    A3  

  (n =6) 

    A4  

   (n =4) 

1. I think that telemedicine platforms hinder the delivery of therapy 2.17 (.98) 1.83 (1.33) 1.67 (1.21) 1.50 (1.00) 

2. I think that the telemedicine platforms are more convenient than meeting in person  4.50 (.84) 5.00 (.00) 5.00 (.00) 4.75 (.50) 

3. I think that telemedicine platforms allow patients to communicate needs clearly and 

honestly  

4.44 (1.03) 5.00 (.00) 4.80 (.45) 5.00 (.00) 

4. I think that the telemedicine platforms make it easy to connect with a therapist  4.50 (.84) 5.00 (.00) 4.83 (.41) 4.75 (.50) 

5. The likelihood that I will use the handouts and resources provided during therapy is  5.00 (0.00) 5.00 (.00) 5.00 (.00) 4.75 (.50) 

6. I would choose to receive therapy using a telemedicine platform in the future  4.00 (1.09) 5.00 (.00) 5.00 (.00) 5.00 (.00) 

7. I felt my therapist spent enough time with me  N/A 4.83 (.41) 4.83 (.41) 5.00 (.00) 

8. I felt my therapist understood my family and my problems  N/A 5.00 (.00) 5.00 (.00) 5.00 (.00) 

 n (%) 
9. Compared to when I first started the study…. 

…I think more highly of telehealth 

…My opinion of telehealth has not changed/has remained the same 

…I think less highly of telehealth  

 

 

N/A 

 

3 (50%) 

3 (50%) 

0 (0%) 

 

4 (66.7%) 

2 (33.3%) 

0 (0%) 

 

2 (50%) 

2 (50%) 

0 (0%) 

Note. Items 1-8 are scored 1(Disagree) to 5 (Agree), with the exception of Item 5 which is scored 1(Very Unlikely) to 5 (Very Likely) 
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Table 4 
 
Participant Responses to the Health Literacy Items Across All Major Assessment Periods 

 

 n (%) 

A1 A2 A3 A4 

1. How difficult is it for you to get advice or information about health or 

medical topics if you need it? 

     Very easy 

     Somewhat easy 

     Somewhat difficult 

     Very difficult 

     I don’t look for health information  

 

 

2 33.3%) 

2 (33.3%) 

2 (33.3%) 
0 (0%) 

0 (0%) 

 

 

2 (33.3%) 

4 (66.7%) 

0 (0%) 

0 (0%) 

0 (0%) 

 

 

3 (50%)          

2 (33.3%) 

0 (0%) 

0 (0%) 

1 (16.7%) 

 

 

3 (75%) 

1 (25%) 

0 (0%) 

0 (0%) 

0 (0%) 

2. How difficult is it for you to understand information that doctors, 

nurses, and other health professionals tell you? 

     Very easy 

     Somewhat easy 

     Somewhat difficult 

     Very difficult 

 

 

3 (50%) 

2 (33.3%) 

1 (16.7%) 
0 (0%) 

 

 

5 (83.3%) 

1 (16.7%) 

0 (0%) 

0 (0%) 

 

 

5 (83.3%) 

1 (16.7%) 

0 (0%) 

0 (0%) 

 

 

3 (75%) 

1 (25%) 

0 (0%) 

0 (0%)  

3. You can find written information about health on the internet, in 

newspapers and in brochures in doctor’s offices and clinics. In general, 

how difficult is it for you to understand written health information? 

     Very easy 

     Somewhat easy 

     Somewhat difficult 

     Very difficult 

     I don’t pay attention to written health information 

 

 

 

4 (66.7%) 

2 (33.3%) 

0 (0%) 

0 (0%) 

0 (0%) 

 

 

 

5 (83.3%) 

1 (16.7%) 

0 (0%) 

0 (0%) 

0 (0%) 

 

 

 

5 (83.3%)      

1 (16.7%) 

0 (0%) 

0 (0%) 

0 (0%) 

 

 

 

3 (75%) 

1 (25%) 

0 (0%) 

0 (0%) 

0 (0%) 

Note. Bolded numbers represent responses coded as low health literacy 
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Participant Measures A1 A2 A3 A4 Participant Measures A1  A2 A3 A4 

1950 ECBI 160 141 116 149 2501 ECBI 172 147 163  

 PSC-17 

    PSC-A 

    PSC-E 

    PSC-I 

14 

  9 

  5 

  0 

11 

  9 

  2 
  0 

8 

  7 

  1 

  0 

13 
  9 

  4 
  1 

 PSC-17 

    PSC-A 

    PSC-E 

    PSC-I 

19 

  8 

  7 

  4 

17 

  8 

  7 

  2 

20 

  9 

  7 

  4 

 

 CIS 12 12 8 15  CIS 27 21 27  

 TPA 1 

TPA 2 

TPA 3 

3 

3 

2 

3 

2 

3 

2 

2 

1 

4 

2 

3 

 TPA 1 

TPA 2 

TPA 3 

4 

4 

3 

3 

4 

3 

4 

4 

4 

 

 PSS 69 38 34 42  PSS 39 42 45  

 PSOC 67 61 81 58  PSOC 62 61 62  

 TAI  40 46 32  TAI  37 36  

 Health 

Literacy 

High High High   Health 

Literacy 

High High High  

1726 ECBI 152 132 141  1456 ECBI 210 172 172 174 

 PSC-17 

    PSC-A 

    PSC-E 

    PSC-I 

15 

  4 

  7 

  4 

19 

  4 

  5 

  10 

14 
  4 

  5 

  5 

  PSC-17 

    PSC-A 

    PSC-E 

    PSC-I 

24 

  9 

  9 

  6 

19 
  9 

  6 
  4 

18 

  8 

  6 

  4 

23 
  10 

  8 

  5 

 CIS 18 20 10   CIS 31 25 23 27 

 TPA 1 

TPA 2 

TPA 3 

4 

4 

3 

2 

2 

0 

1 

2 

1 

  TPA 1 

TPA 2 

TPA 3 

4 

4 

3 

2 

3 

4 

3 

3 

4 

3 

2 

3 

 PSS 44 41 37   PSS 55 52 52 57 

 PSOC 62 68 81   PSOC 55 61 46 55 

 TAI  43 45   TAI  44 40 40 

 Health 

Literacy 

Low High High   Health 

Literacy 

High High High  

1175 ECBI 125 98 82 79 1376 ECBI 115 95 68 67 

 PSC-17 

    PSC-A 

    PSC-E 

    PSC-I 

13 

  7 

  4 

  2 

6 
  3 

  0 
  3 

6 

  3 

  0 

  3 

5 

  3 

  1 

  1 

 PSC-17 

    PSC-A 

    PSC-E 

    PSC-I 

14 

  0 

  8 

  6 

9 
  0 

  6 

  3 

9 

  0 

  6 

  3 

5 

  0 

  2 
  3 

 CIS 11 12 7 11  CIS 22 18 15 8 

 TPA 1 

TPA 2 

TPA 3 

4 

3 

3 

2 

1 

1 

1 

1 

1 

1 

2 

1 

 TPA 1 

TPA 2 

TPA 3 

3 

3 

2 

2 

2 

2 

1 

2 

1 

2 

1 

1 

 PSS 65 44 40 54  PSS 45 47 47 31 
 PSOC 45 68 66 61  PSOC 55 60 68 64 

 TAI  48 48 43  TAI  42 42 43 

 Health 

Literacy 

High High High   Health 

Literacy 

Low High High  

Table 5 
 
Participant Raw Scores Across All Assessment Periods 
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Note. Bolded numbers represent a reliable improvement from the previous assessment period. Bolded and italicized numbers represent a reliable worsening from the previous 
assessment period. CIS= Columbia Impairment Scale; ECBI= Eyberg Child Behavior Inventory; PSC- 17= Pediatric Symptom Checklist- 17 Items; ; PSC-A = Pediatric 
Symptom Checklist – Attention Subscale; PSC-E = Pediatric Symptom Checklist – Externalizing Subscale; PSC-I = Pediatric Symptom Checklist- Internalizing Subscale; 
PSOC= Parenting Sense of Competence Scale; PSS= Parental Stress Scale; TAI = Therapy Attitude Inventory; TPA= Top Problem Assessment. 
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Figure 1 
 
Flow of Participants Through Each Phase of the Study  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Assessment 1 (A1): Pre-Treatment (n = 7) 
Assessments: ECBI, PSC-17, TPA, CIS, PSOC, PSS, Telehealth 

Delivery, Health Literacy 
*Randomization to 2, 3, or 4 week baseline lengths 

Informed Consent/Assessed for Inclusion  (n =10) 
n =3 excluded  

Baseline Phase (2-4 weeks); n = 7 
n =1 excluded  

Weekly assessments: PSC-17, TPA, PSS 
 

Intervention Phase (3 weeks); n = 6 
  

Weekly assessments: PSC-17, TPA, PSS, 
Telehealth Delivery 

 

Assessment 2 (A2): One-week post-intervention; n = 6 
Assessments: ECBI, PSC-17, TPA, CIS, PSOC, PSS, TAI, Telehealth 

Delivery, Health Literacy 
 
  
 

 
Note. Short blocks are indicative of study phases lasting 2 weeks or more. Long blocks are indicative of a major 
assessment period. 

Post-Treatment Phase (2 weeks);  n = 6 
  

Weekly assessments: PSC-17, TPA, PSS 
 

Assessment 3 (A3): One-month  post-intervention; n = 6 
Assessments: ECBI, PSC-17, TPA, CIS, PSOC, PSS, TAI, Telehealth 

Delivery, Health Literacy 
 
  
 

Assessment 4 (A4): Six-months post-intervention; n = 4 
Assessments: ECBI, PSC-17, TPA, CIS, PSOC, PSS, TAI, Telehealth 

Delivery, Health Literacy 
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Figure 2 
 
PSC-17 Scores for Participants Across Study Phases 
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4 Weeks Baseline 
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Figure 3 
 
PSC-A Scores for Participants Across Study Phases 
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3 Weeks Baseline 
 
 

 
 
 

 
 

0
2
4
6
8

10
12

1 2 3 4 5 6 7 8 9 10 11

Sc
or

es

Weeks 

1175

PSC-A

Treatment + A2A1 +Baseline Post-Treatment + A3

0
2
4
6
8

10
12

1 2 3 4 5 6 7 8 9 10 11

Sc
or

es

Weeks 

2501

PSC-
A

Treatment + A2A1 + Baseline Post-Treatment + A3



 

161 
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Figure 4 
 
PSC-E Scores for Participants Across Study Phases 
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3 weeks baseline 
 
 

 
 
 
 

 

0
2
4
6
8

10
12

1 2 3 4 5 6 7 8 9 10 11

Sc
or

es

Weeks 

1175

PSC-
E

Treatment + A2A1 + Baseline Post-Treatment + A3

0
2
4
6
8

10
12

1 2 3 4 5 6 7 8 9 10 11

Sc
or

es

Weeks 

2501

PSC-
E

Treatment + A2A1 + Baseline Post-Treatment + A3



 

164 
 

 4 weeks baseline 
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Figure 5 
 
PSC-I Scores for Participants Across Study Phases 
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3 weeks baseline  
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Figure 6 
 
TPA 1 Scores for Participants Across Study Phases 
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 3 weeks baseline 
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 4 weeks baseline 
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Figure 7 
 
TPA 2 Scores for Participants Across Study Phases 
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3 weeks baseline 
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4 weeks baseline 
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Figure 8 
 
TPA 3 Scores for Participants Across Study Phases 
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4 weeks baselines  
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Figure 9 
 
PSS Scores for Participants Across Study Phases 
 
2 weeks baselines  
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4 weeks baseline  
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