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Learning Objectives

Discuss the importance of parent training and early
intervention. Define and discuss parent training and infant
toddler mental health.

Discuss the language of practice components.

ldentify common components in parent training models for
parents with children birth to three.

ldentify common components in parent training models for
parents with children four to eight.

Describe the difference between manualized parent
education programs and common elements-based
approaches and consider next steps in developing effective
parent education programs in their agencies



Parent Training in CW

 About 800,000 families become involved with some
form of parent training as a result of child welfare

services (CWS) involvement

— Many more families may experience parent training prior
to CWS involvement

* Progress in offering more evidence based programs to
child welfare families is slow but seems to be gaining
ground

* Agencies are being required to implement evidence
based programs but cost and training requirements can
be a challenge



Why Parent Training?

Knowledge of parenting skills as well as a basic understanding of
child development are protective factors against abuse and neglect
(Geeraert, 2004; Lundahl, 2006; Macleod and Nelson, 2000).

The underlying theory or impetus of parent training is that (a)
parenting skills can improve with training, (b) child outcomes can be
improved and (c) the risk of child abuse and neglect can be reduced
(Johnson, Stone, Lou, Ling, Claassen, & Austin, 2008)

Characteristics of effective parenting include (a) responsive
interaction style with their child,( b) warmth and affection towards
their child and (c) parenting strategies used (Johnson, et al., 2008).



Early Childhood

* Early intervention has been shown to
decrease the rate of child maltreatment
(Honig & Morin, 2001).

e Early childhood is the most effective time for
the prevention and intervention of child
conduct problems before the conduct
becomes a pattern and a permanent issue.
(Brestan & Eyberg, 1998).



Parent Training

* Parent training is defined by the CEBC as a
“service to help parents improve their
parenting of and communication with their
children with a goal of reducing the risk of
child abuse and neglect and/or reducing
disruptive behaviors” caims eencessescesingrose for chiawetare, 202



Infant and Toddler Mental Health

* Infant and Toddler Mental Health defined by
the CEBC as a “way of conceptualizing early
attachment disruptions and intervening
through parental/caretaker guidance,
supportive counseling, and parent/infant
dyadic psychotherapy.” curoms sudence sasea cieaingrouse, 2012



Infant Mental Health v. Parent Training

HOW DIFFERENT OR ALIKE ARE THESE?

 They are more alike than different because both

1. consider what parents have learned from their own
parents,

2. should engage and work with parents and children
together (much of the time), and

3. may have times when individual work with parents
and/or children is part of the protocol

e Parent training is more likely to be done in groups
* Infant mental health treatment is usually longer



KEY QUESTIONS

 What is the Evidence for Parent Training and
Infant Mental Health by Age?

— How much evidence of effectiveness is there for
programs working with 0-3 and 4-8 year olds,
respectively

— Are there elements shared between effective
programs that can be used to develop a
predictably successful generic model of infant
mental health or parent training interventions



California Evidence Based Clearinghouse

. WeII Supported by Research Evidence

No risk of harm to participants

The practice is documented

At least two rigorous randomized controlled trials (RCTs)

The RCTs have been reported in published, peer-reviewed literature.

In at least one RCT there must be at least one year follow-up with positive benefits.
Outcome measures must be valid and reliable

If multiple outcome studies have been published, the overall weight of the evidence
supports the benefit of the practice.

. Supported by Research Evidence

No risk of harm to participants

The practice is documented

At least one rigorous randomized controlled trials (RCTs)

The RCTs have been reported in published, peer-reviewed literature.

In at least one RCT there must be at least six month follow-up with positive benefits.
Outcome measures must be valid and reliable

If multiple outcome studies have been published, the overall weight of the evidence
supports the benefit of the practice.



Infant And Toddler Mental Health Programs

* Well-supported by Research Evidence
— Parent-Child Interaction Therapy (3-6)

* Supported by Research Evidence
— Child-Parent Psychotherapy (Birth-5)

— Multidimensional Treatment Foster Care for
Preschoolers (MTFC-P) (3-6)

* Promising Research Evidence
— Attachment and Biobehavioral Catch-up (Birth to 5)
— Circle of Security (Birth to 5)
— Theraplay (Birth — 18)



Parent Training Models (all ages)

Well-Supported by Research Evidence
— Oregon Model, Parent Management Training (PMT) (2-18)
— Parent-Child Interaction Therapy (PCIT) (3-6)
— The Incredible Years (TIY) (4-8)
— Triple P- Positive Parenting Program (Birth — 18)
Supported by Research Evidence
— 1-2-3 Magic: Effective Discipline for Children (2-12)
— SafeCare (Birth to 5)
Promising Research Evidence
— Attachment and Biobehavioral Catch-up (ABC) (Birth to 5)
— Circle of Security (COS) (Birth to 5)
— Common Sense Parenting (CSP) (6-16)
— COPEing with Toddler Behaviour (12 months — 36 months)
— Nurturing Parenting Programs (Birth to 18)
— Teaching-Family Model (TFM) (Birth — 17)




Parent Training & Infant MH Overlap

Attachment and Biobehavioral Catch-up (Birth to 5) Attachment and Biobehavioral Catch-up (Birth to 5)
Circle of Security (Birth to 5) Circle of Security (Birth to 5)
Parent Child Interaction therapy (3-6) Parent Child Interaction Therapy (3-6)

SafeCare (Birth — 5)

Triple P (Birth — 18)

Nurturing Parenting Program (Birth to 18)

COPEing with Toddler Behavior (12 months-36 months)

1-2-3 Magic (2-12)

Oregon Model, Parent Management Training (2-18)

The Incredible Years (4-8)

Common Sense Parenting (6-16)
Promoting First Relationships (Birth -3)
Child Parent Psychotherapy (Birth — 5)

Multi-dimensional Treatment Foster Care-Preschool (3-6)

Theraplay (Birth to 18)



Why are IMH and PT Different for Infants?

Once upon a time, there was a wicked conflict
between those who believed in social learning-
based parent-mediated parent training programs
and those who believed in psychodynamic-based
parent-mediated attachment focused interventions

But now the two sides are working=—===
Together, sharing more principles,
and may live happily ever after...



Attachment vs. Social Learning Theory

e Attachment

— Children manage stressful events by accessing their
primary attachment figure

— Work focuses on understanding the parenting style of
primary attachment figures in the past and the impact
of the parent’s internal working model on their
current parenting

e Social Learning Theory
— Skills acquisition
— Parenting is a learned behavior

— Work focuses on increasing concrete parenting skills
and considering barriers to utilizing those skills



Social Learning Theory and Attachment Theory

* Techniques

— Use of role models

* Corrective experience which can address internal working
model

— Dyadic work
* Modeling and coaching which focuses on relationship
building
— Didactic

* Parents are taught about attachment theory in some Parent
Training Models (ABC)



Intervention Techniques

* Parent Child Interaction Therapy
— PRIDE technique

— Video
e http://www.youtube.com/watch?v=unmxS20QYP2|

(PCIT)

* Circle of Security

— Cycle of interaction
— Video

e http://www.youtube.com/watch?feature=player detail
page&v=cW2BfxsWguc (COS)



http://www.youtube.com/watch?v=unmxS2OYP2I
http://www.youtube.com/watch?feature=player_detailpage&v=cW2BfxsWguc
http://www.youtube.com/watch?feature=player_detailpage&v=cW2BfxsWguc

Theoretical foundations

The Incredible Years

Parent Child Interaction Therapy
Attachment and Biobehavioral catch-up
Circle of Security

Child Parent Psychotherapy

Oregon Model Parent Management
Training

Triple P
1-2-3 Magic
SafeCare

Parent Child Interaction Therapy



Evidence

* Increased
— Social competence
— Positive parenting skills
— Coping skills
— Positive parent/child interaction
— Problem solving skills

* Decrease
— Negative child behavior
— Out of home placement
— Harsh and ineffective parenting skills
— Abuse and neglect



The Next Frontier
PT for Parents of Children 0-3

* Large group of children entering foster care for
about 20 years

* Boomlet of children who are remaining in
foster care until age 21 who are becoming
parents

— Need an in-vivo parent training model that also
includes foster parents

* Not much evidence about optimal 0-3
— Elements
— Procedures




Q & A SO FAR




Parent Training Components

* Intervention Goals

* Essential Program Components

* Practice (Clinical) Components




Common (0-3 and 4-8) Intervention Goals

* Pa renting Skills (attention, praise, modeling, etc.)
* Effective methods for reducing difficult behavior

(time out, logical consequences, etc.)

* Planned Activities (activity preparation, cuing, rule setting, etc.)
* Child-directed play

* Parent-Child Relationship (scheduted time together)

* Parent’s personal skills (time management, health checking,

etc.)

* Child Progra m/Education (e.g., social skills training)



Program Components (0-3...)

Provider qualifications
— Bachelor’s
* PMTO, NPP, SC

— Mental health professional or teacl*"
* 1-2-3 Magic, COS

— Graduate degree (Masters prepared)
* CPP, PCIT, Theraplay, TIY

Duration
— 4-52 weeks

Home-based
— ABC, 1-2-3 Magic, CPP, COS, PMTO, NPP, SC, Theraplay, Triple P

* Center based
— 1-2-3 Magic, CPP, COS, PMTO, PCIT, NPP, Theraplay, TIY, Triple P




Practice (Clinical) Components (0-3)

* Parent component
— 1-2-3 Magic, ABC, CPP, COS, PMTO, PCIT, NPP, SC, Theraplay, TIY

* Child component
— 1-2-3 Magic, ABC, CPP, COS, PMTO, PCIT, NPP, SC, Theraplay, TIY,

e Group format
— 1-2-3 Magic, COS, NPP, PMTO, TIY, Theraplay,

* Homework
— 1-2-3 Magic, ABC, COS, PCIT, NPP, SC, Theraplay, TIY

* Feedback
— ABC, COS, PFR, NPP, Theraplay




Summary: Infant MH and Parent Training (Birth-3)

O N O U

0.

Parents and children are BOTH included in the program
Optional group format-average of 10 participants

Homework-tracking child behavior and proximity
seeking

Video- Feedback on parent/child interaction and
observation of stock videos

Minimum professional requirement of bachelors degree
Dosage (Weekly, 1 hour, Primarily 4-20 weeks)
Setting (Home-based and community based)

Social learning and attachment are foundational
theories

Parent directed and child directed play

10. Psychoeducation about child development and MH



Program Components (4-8)

Provider qualifications

— Bachelor’s
* PMTO, NPP, SC, Triple P

— Mental health professional or teacher
* 1-2-3 Magic,

— Graduate degree (Masters prepared)
* PCIT, Theraplay, , TIY

Duration
— 4-20 weeks

Home-based
— ABC, 1-2-3 Magic, CPP, COS, PMTO, NPP, SC, Theraplay, Triple P

Center based
— 1-2-3 Magic, CPP, COS, PMTO, PCIT, NPP, Theraplay, TIY, Triple P



Clinical Components (4-8)

Parent component
— 1-2-3 Magic, PMTO, PCIT, NPP, SC, Theraplay, TIY, Triple P

Child component
— 1-2-3 Magic, PMTO, PCIT, NPP, SC, Theraplay, TIY, Triple P

Group format

— 1-2-3 Magic, NPP, PMTO, TIY, Theraplay, Triple P
Homework

— 1-2-3 Magic, PCIT, NPP, SC, Theraplay, TIY

Video or live feedback
— PCIT, Theraplay, Triple P



Generic Parent Training Programs (4-8)

Ten common components:

Strong engagement and alliance development with parentF
Demonstration of skills to be learned

Relentless focus on increasing positive behavior of parent and
child with praise and other rewards

Require completion of behaviorally specific homework each
week with child

Psychoeducation about child development and MH

Monitoring of progress by parent of parent’s progress and
child’s progress

Methods to maintain engagement in the group

Require frequent behavioral practice in session (preferably
with live feedback)

At least 15 hours (individual), 25 (group)

10. Supervision of group leader based on observation (or listening)



Can We Be
Effective
Delivering Parent
Training if We
Don’t Use
Manualized EBP
Packages?




Review of Background, Lingo, & Caveats

e Common Elements:

— Bruce Chorpita and colleagues term for what elements are most
commonly found in the winning treatment arms of studies

* Active Ingredients:

— This would be something that is in an intervention that is really
making the difference—nothing we say should be interpreted to
mean that we know the active ingredients

* “Essential Components”:

— This is the CEBC language, provided by the treatment
developers, as to what matters most—even though we cannot
really be sure what is essential

* Common Components

— Our term for what we see as frequent elements in promising
and effective parenting programs with no suggestion that we
know whether these are winning or active or essential
components






|s Effective Parent Training a Commodity—Or
a Specialty Good?

A commodity is a good or service where there are no special,
distinguishing characteristics among individual units of the good or
service. One grain of wheat, one barrel of oil, one lump of coal is
indistinguishable from another of its kind (Wikipedia).

The opposite of a commodity is a specialty or “brand name” good
or service. In business, many producers try to differentiate their
goods and services out of a commodity class because the only way
to compete in a commodity market is on the basis of price. (Policies
that insist on the use of specialty services when a commodity
would do as well, are inefficient.)

Specialty goods and services command higher prices because they
are in limited supply. Yet this limits access to clients. Commodities
are much cheaper because there is a much larger supply. In our
field, the pressure toward specialization comes from the value of
being classified as an EBP, which opens many doors.



Generic Parent Training Can Work: Reducing
Conduct Problems Among Children Exposed to IPV

Jouriles and Colleagues (2009) in Texas
developed a parent training R T T
intervention for mothers who had just wesREe—=

left a DV Shelter.

Treatment based on general text
books: Dangel & Polster (1988) and
Forehand and McMahon (1981).

Included 12 child management skills
(listening to your child, praising,
reprimanding) presented in sequence:
one family at a time. Pre-training of
therapists and regular in-service
supervision was provide.




—@— Comparison Group
—- Project Support Group

60 ./_,k’"'.

CBCL Externalizing T-Scores

Intervention Period Follow-up Penod

1 2 3 B S 6

Assessment Number

Greater improvement during parent training and continued
improvement well into the normal range from “generic”
parent training




The Common Elements Approach

Using elements that are found across several evidence-
supported, effective manualized interventions

“Clinicians ‘borrow’ strategies and techniques from known
treatments, using their judgment and clinical theory to adapt
the strategies to fit new contexts and problems” (Chorpita,
Becker & Daleiden, 2007, 648-649)

Actual treatment elements become unit of analysis rather
than the treatment manual

Treatment elements are selected to match particular client
characteristics



The Common Elements Approach

Step 2:

Step 3:

Development of :
Step 1 treatment Information
=9 Lo overload: Too many
: elements,
Emphasis on N treatment manuals
] compilation into
evidenced-based to learn and
treatment

manuals change as
new knowledge is

treatments
programs, and

testing of treatment
manuals




Weisz et al. RCT Shows that Modular Approach to MH
Treatment Works with Depressed, Anxious, or Conduct
Disordered Children

3.5 1

3.0

2.9-

2.0

1.5

No. of Diagnoses

1.0-

0.5

L1 Pretreatment
[ Posttreatment

]

Usual Care

.
1

Standard
Condition

Weisz, J. R. et al. Arch Gen Psychiatry 2012;69:274-282.

Modular




Weisz et al (2012) Summary of Results

1. Youth in modular treatment showed significantly
faster improvement than youths in usual care,
on overall and parent-reported behavior
problem measures.

2. Modular treatment also outperformed standard
(manualized) treatment, on behavior problem
score.

3. Outcomes in the standard manual condition did
not differ significantly from outcomes in usual
care.



Common Components Matter

* Reminder: Not common elements, per se

— Nor is the Weisz, Chorpita et al., (2012) study a
true test of common elements (the elements were
only taken from the three manuals that clinicians
were also trained on).

* May be the best we have now... until more
common elements are identified



=

UNIVERSITY of MARYLAND

| | SCHOOL OF SOCIAL WORK
NS

This formulation of common components
in parent training for young children is
not based on evidence or with approval
from California Evidence Based
Clearinghouse but is a reflection of
suggested next steps for research and
development.



Conclusions

Parent training for children 4-8 is now entering middle
age and is dependable

* [t’s time to go generic, if you have no EBP available build one
from the common elements or common components

Parent training for children 0-3 continues to be wedged
between an infant mental health/attachment framework
and a teaching responsive relationship framework

* Neither provides a sufficient basis, yet, for recommending
what should be done

* We believe that a common elements analysis would be a
benefit to this sub-field once sufficient studies are in place.

In the meantime, we believe that there are very good
reasons to use the common components described here.

Purists may not agree; more science is needed comparing
approaches.
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