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Abstract A comprehensive review of structured family
support programs in children’s mental health was con-
ducted in collaboration with leadership from key national
family organizations. The goals were to identify typologies
of family support services for which evaluation data exis-
ted and identify research gaps. Over 200 programs were
examined; 50 met criteria for inclusion. Programs were
categorized by whether they were delivered by peer family
members, clinicians, or teams. Five salient components
of family support were identified: (a) informational, (b)
instructional, (c) emotional, (d) instrumental, and (e)
advocacy. Clinician-led programs were heavily represented
(n = 33, 66%), followed by family-led (n = 11, 22%), and
team-delivered (n = 6, 12%) programs. Key differences
between programs delivered by clinicians or by peer family
members were found in the degree of emphasis, research
methodology, and outcomes. However, the content of the
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components was similar across all three program types.
There are both important differences in emphasis across
typologies of family support provided by clinicians, family
members, or teams as well as important similarities in
content. Family-delivered support may be an important
adjunct to existing services for parents, although the
research base remains thin. A research agenda to promote
more rigorous evaluations of these services especially
those delivered by peer family members is critical.

Keywords Family support - Peer family support -
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Introduction

Since the late 1980s, the family support and advocacy
movement in children’s mental health have been evolving
in the United States, its development running concurrent
with the expansion of community-based services for fami-
lies and children (Hoagwood et al. 2008). Provision of
family support is not new. Involvement of parents in child
psychotherapies is generally part of standard practice
(Weisz 2004). Within the field of children’s mental health
services, peer-delivered family support has been in exis-
tence for at least 25 years and has been a major emphasis
within the National Federation of Families for Children’s
Mental Health (Robbins et al. 2008). Studies have docu-
mented that parents often report high levels of stress and
strain in managing their child’s mental health needs and
accessing services (Angold et al. 1998; Wu et al. 1999),
and caregiver strain is known to be a key driver of service
access (Costello et al. 1996; Farmer et al. 1997). Thus,
attention to the needs of parents and ways to support parents
as they seek care for their children is fairly well accepted.
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Yet, parent support has also been peripheralized in chil-
dren’s mental health services. It has received far less
research attention than other components of healthcare
(Ireys et al. 2001). It is only recently that peer-delivered
family support has become a billable service in some states.
In addition, only recently that program models have been
structured, documented, and manualized such that they can
be examined and replicated. The newer program models,
rapidly emerging as an adjunctive service, are delivered by
current or former parents/caregivers (hereafter called par-
ents) of children with identified mental health needs who
provide a range of services, including emotional support,
information about mental health services, and direct advo-
cacy (Hoagwood 2005; Koroloff et al. 1994, 1996; National
Federation of Families for Children’s Mental Health
(NFFCMH), www.ffcmh.org, 2008; Osher et al. 2008).
Because of their personal experience, peer family advisors
often have credibility with parents, are able to engender
trust, and can therefore assist parents in becoming more
actively engaged in their child’s services (Gyamfi et al.
2009; Hoagwood 2005; Koroloff et al. 1994, 1996; Osher
et al. 2008; Robbins et al. 2008).

National surveys indicate that the number of professional
peer family advisors (also known as family-to-family
advisors or advocates) providing direct services to parents is
increasing, and organized family associations are encour-
aging the growth of these kinds of family support services
(Gyamfi et al. 2009). Results from a MacArthur Foundation
and Robert Wood Johnson Foundation-funded national
survey of 225 directors of local family education/advocacy
organizations suggest that there are over four million parents
(probably duplicative numbers) who are members of
national associations for parents of children with psychiatric
needs. This includes the National Alliance on Mental Illness
(NAMI), Children and Adults with Attention-Deficit/
Hyperactivity Disorder (CHADD), National Federation of
Families for Children’s Mental Health, and Mental Health
America. Training programs to assist parents in becoming
active leaders with other parents are offered by NAMI and
CHADD. Yet, despite this expansion, we know very little
about the content of these programs or their impact on either
parents or children’s mental health outcomes (Hoagwood
2005). Rigorous studies of family support programs in
children’s mental health are exceptionally rare.

Studies outside of children’s mental health have shown
that peer-delivered services can promote health behaviors.
For example, programs in which peers provide outreach,
emotional/social support, or educational services result in
improved eating habits among women at risk for diabetes
(Auslander et al. 2002), decreased cocaine use (Egelko et al.
1998; Galanter et al. 1998), improved health among persons
with heart and lung disease or diabetes (Lorig and Holman
2003), reduced smoking among cancer survivors (Emmons
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et al. 2005), decreased high-risk behaviors associated with
HIV exposure (Kegeles et al. 1996; Wright et al. 1998), and
improved usage of HIV medications (Broadhead et al. 2002;
Lyon et al. 2003; Williams et al. 2006).

While the relative impact of peer-delivered vs. profes-
sionally delivered support services has not been examined in
mental health, this has been reported in the health literature.
For example, studies have shown that both peer-led and
professionally led support groups for adults caring for
elderly parents were associated with benefits in social net-
working. However, there were differences between the two.
The peer-led group showed the greatest benefit in enhancing
caregivers’ connections to their social network while the
professionally led group displayed the largest improvement
in enhancing caregivers’ psychological status (Toseland
et al. 1989). This suggests a difference in emphasis between
these types of support.

Studies in the health literature also suggest that peer-led
services tend to be used by individuals with stigmatizing
illnesses. For instance, Davison et al. (2000) found that the
use of self-help was the highest among individuals with
AIDS, alcoholism, and cancer, whereas it was the lowest
for those with serious but less stigmatizing illnesses such
as heart disease. The authors concluded that stigmatizing
illnesses may adversely impact support networks and thus
may be especially relevant to individuals with illnesses that
may compromise their social supports.

Because the problem of stigma is pervasive within
children’s mental health and has been well documented
(Hinshaw and Cicchetti 2000; US Department of Health
and Human Services (DHHS) 1999, 2001), one can spec-
ulate whether persistent stigma is contributing to the rise in
the popularity of family support. Irrespective of specula-
tion, however, it is surprising that so little research atten-
tion has been paid to this expanding area. As noted, there
have been very few studies that have delineated the com-
ponents of family support, which have examined its con-
tent—looked inside the black box—or that have examined
the comparative impact of different types of models.

Despite the limited attention, studies of families enrolled
in the largest federally funded service program in children’s
mental health (i.e., the Community-based Children’s Mental
Health Service Program of SAMHSA) have found that
family education and support services provided by peer
family members are used by about one-third of families
(Gyamfi et al. 2009). In addition, parents receiving this ser-
vice report greater levels of strain than parents not receiving
these services. In contrast to peer-led models, professionally
led family support programs have a long and distinguished
history in both adult and children’s mental health. A recent
review of 30 randomized trials conducted by McFarlane
et al. (2003), for example, found family psychoeducational
programs decreased symptoms, reduced relapses and
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rehospitalizations, and increased the rates of employment
and participation in vocational rehabilitation. Further, these
programs were associated with improved health and
enhanced well-being among families (McFarlane et al.
2003).

So, while some types of family support programs (i.e.,
clinician led) have been examined, ambiguity exists as to (a)
whether the content of support differs across program models
(i.e., those led by peer family members or those led by cli-
nicians); (b) the relative emphasis given to different types of
support within these categories; and (c) the level of research
support for and types of outcomes associated with different
program models. Given the expansion of family support
services nationally, its addition to the armamentarium of
billable clinical services in some states (e.g., New York), and
its promise as an adjunctive service for children with mental
health needs, a synthesis of the literature is overdue.

This paper extends and builds upon several other
reviews. A paper by Hoagwood (2005) about family-based
services focused on service processes (e.g., engagement,
alliance, expectancies, choice). It did not differentiate
between family-led and clinician-led models, nor did it
identify components of programs. The review did find that
basic definitions of family support services, attention to the
core components, and rigorous evaluations of program
models were lacking. A recent synthesis of the parent-to-
parent literature (excluding clinician-delivered models)
again highlighted the paucity of rigorous research on these
services for parents (Robbins et al. 2008).

This paper is intended to review a broad range of family
support services and to document core components,
research findings, and outcomes. It encompasses all
delivery models (i.e., family led, clinician led, and team
based). Identification of this broader range entailed looking
beyond studies reported only in the academic literature.
This paper focuses on family support services or programs
that have a clear structure or have been manualized so that
the specific content of the core components could be
identified. It compares the specific support components
across different delivery models and the context within
which such activities are conducted (e.g., settings, level of
integration of family support into treatment). In doing so,
we provide an operational definition for the various com-
ponents of family support in the interest of enhancing
clarity and consistency within this somewhat amorphous
body of literature. This synthesis represents an important
first step toward developing a comprehensive framework
and logic model by which to advance research in this area
and identify effective program models.

We define family support as services directed at meeting
the needs of parents or caregivers of children with mental
health needs with the explicit purpose of helping parents/
caregivers (a) clarify their own needs or concerns; (b) reduce

their sense of isolation, stress, or self-blame; (c) provide
education or information; (d) teach skills; and (e) empower
and activate them, so that they can more effectively address
the needs of their families.

In our paper, we include services and programs directly
targeted at parents and caregivers of children with identi-
fied mental health needs. We include all services or pro-
grams that have been evaluated since 1990. We did not
establish criteria with respect to the rigor of the design.
Instead, any program that had been evaluated was included.
We chose to do so because, as noted, we wanted to both
provide a conceptual structure for this emerging area of
study and highlight areas for advancing a more rigorous
research agenda. We believed that reviewing the data that
exists—even if minimalist—is a logical first step.

The paper describes 50 distinct programs and their
major family support components, examines how types of
support may vary according to provider type, and the
context within which such services are provided (e.g., as a
component of the child’s treatment or a program that the
parent can access regardless of the child’s status in treat-
ment). Further, the impact of these programs on caregiver,
child and service-related outcomes are summarized.

Specifically, our review addresses the following questions:

1. What types of family services, interventions, or pro-
grams are available for parents or caregivers of children
or adolescents with identified mental health needs?

2. Who provides these services and in what context are
these services typically delivered (e.g., offered in
conjunction with the child’s treatment, stand-alone
programs that parents can access independently). Are
services affiliated with family organizations?

3. What are the strengths and limitations of the existing
data on family services, interventions, or programs?

The overall goal of this review is to synthesize the
findings with attention to setting a stronger research agenda
for this emerging area of study and enhancing the policy
relevance of that scientific agenda.

Methods

A comprehensive search of articles on services, interven-
tions, or programs targeted at the needs of parents or
caregivers of children or adolescents with identified mental
health needs included the following:

e Computer searches of PSYCinfo and Medline systems
from 1990 to present, using the following terms: Family
or parent support, skill training, psychoeducation, parent
management training, children’s mental health, support-
ive, adjunctive, health, education, and mental health.
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e Website and Google searches.

e Direct contact with representatives of national family
support organizations (Bazelon Center, Children and
Adults with Attention-Deficit/Hyperactivity Disorder
[CHADD], Child and Adolescent Bipolar Foundation,
National Federation of Families for Children’s Mental
Health, Mental Health America [MHA], National Alli-
ance on Mental Illness [NAMI]) to identify national,
state, and local level programs.

e Discussions with national experts from the major
national family advocacy organizations (e.g., NAMI,
CHADD, and National Federation, MHA).

e Programs from widely recognized published reviews
and compendiums including:

— 2006 Report by the American Psychological Asso-
ciation Working Group on Psychoactive Medica-
tions for Children and Adolescents

— 2007 Biennial Report by the Hawaii Department of
Health, Child and Adolescent Mental Health Divi-
sion on Effective Psychosocial Interventions for
Youth and Behavioral and Emotional Needs (Chor-
pita and Daleiden 2007)

— The Substance Abuse Mental Health Services
Administration (SAMHSA) guide for selecting
evidence-based practices for children and adoles-
cents with disruptive behavior disorders

— SAMSHA National Registry of Effective Practices

— 2008 Journal of Clinical Child & Adolescent
Psychology’s special issue review of Evidence-
Based Psychosocial Treatments for Children and
Adolescents (Silverman and Hinshaw 2008)

— 2008 Parent to Parent: A Synthesis of the Emerging
Literature (Robbins et al. 2008)

— Reviews of BPT programs for conduct, opposi-
tional, and AD/HD, such as those by Chronis et al.
(2004), Gavita and Joyce (2008), and Mah and
Johnston (2008)

We deliberately cast a wide net to include services,
programs, or other types of interventions that offered edu-
cation, skills training, emotional support, concrete support,
or advocacy directly to parents/caregivers. We included
interventions that were provided directly by parents to
parents (i.e., family-led programs); those that were provided
by clinicians (e.g., as a component of cognitive behavioral
or other treatments for children’s disorders); and those that
were delivered by a team composed of a family member and
a clinician. The pool of included programs also ranges in
terms of site (e.g., where they are offered) and whether they
are independent or affiliated with either family support
organizations or with child treatments. The critical issue was
that the support was targeted directly at addressing the
parent’s own needs as a caregiver, not the child’s needs.
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While many preventive interventions include services that
target parent or caregiver support, we exclude them in this
review for parsimony and clarity. These are being reviewed
and will be published in a separate monograph.

Inclusion and Exclusion Criteria

Family services, interventions, or programs are included if
they:

1. Provide educational (information), instructional (par-
ent skill building), emotional, instrumental (concrete
help), or advocacy (advocacy skill training) support for
caregivers of children/adolescents with mental health
conditions. A focus on caregiver needs is essential.

2. Have been published (as journal articles, chapters, or
dissertations) between 1990 and 2008 or are available
(via personal communication).

3. Provide more than a didactic workshop.

4. Are part of a child’s treatment and include an
additional, separate caregiver support component.

5. Have a formal curriculum or structure.

6. Have some evaluative data or are currently being
studied.

Family services, interventions, or programs are excluded
if they:

1. Are targeted for parents of children with other health
or developmental conditions (e.g., diabetes, intellec-
tual disabilities, substance abuse).

2. Are part of a preventive intervention for parents/
caregivers designed to mitigate the emergence of
mental health issues in children.

3. Areclinical interventions whose parent component aims
to improve the child’s outcome. This may occur through
the provision of information (e.g., education about
illness and treatment), or of behavior management skills
or other skills to assist the child in complying with a
treatment protocol. These types of informational and
instructional support for parents while important are
typically considered part of the standard of care for
children, have been extensively reviewed elsewhere
(e.g., Burns et al. (2009), for the SAMHSA Implemen-
tation Resource Guide; Silverman and Hinshaw 2008)
and therefore are not reviewed here. They are included
ONLY if they contain a specific component targeting
parents/caregivers needs.

4. Do not have a specific focus on enhancing parent’s
well-being or reducing parent stress.

Based on the criteria outlined above, we reviewed over
200 family service programs or interventions. Of these, 50
met the above criteria and were included in this review
(Table 1).
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Table 1 List of family support
interventions meeting inclusion
criteria

Intervention or program name Source

Family led

1. Keys for Networking: Targeted Parent Assistance Adams et al. (2006)
CHADD (www.chadd.org)
Hoagwood et al. (2009)

Koroloff et al. (1996)

2. Parent to Parent
3. Parent Empowerment Program

4. EPSDT (Early and Periodic Screening, Diagnosis,
and Treatment Program) Family Associate Program

5. Parent Connectors

6. NAMI Basics Program

7. NAMI Hand to Hand

8. NAMI Visions for Tomorrow

9. Parents’ Empowerment Academy

Kutash et al. (2006)

NAMI (www.nami.org)
NAMI (www.nami.org)
NAMI (www.nami.org)

New Jersey Parents’ Caucus
(Www.newjerseyparentscaucus.org)

10. Parent Empowerment Classes Passages Spokane (a chapter of the
Federation of Families for Children’s
Mental Health and the Child and
Adolescent Network of NAMI,

www.ffcmh.org)

11. Partnership to Support Families Passages Spokane (a chapter of the
Federation of Families for Children’s

Mental Health and the Child and

Clinician led

1. CBFT (Cognitive Behavioral Family Therapy)
for OCD

2. CBT+FAM (Cognitive Behavioral Therapy+
Family Anxiety Management)

3. The STEPP Program (Strategies to Enhance
Positive Parenting)

4. CBT+PAM (Cognitive Behavioral Therapy+
Parent Anxiety Management)

5. Trauma-Focused CBT (TF-CBT)

6. Maternal Stress Coping Group

7. Parent Counseling and Support (Parent Advisor Service)
8. Cognitive Behavioral Group Therapy

9. Supportive Group for Caregivers

10. Project Team

11. Individual and Multi-Family Psychoeducation
Groups (IFP & MFPG)

12. Family Group Psychoeducation

13. PMT+PPS (Parent Management Training+
Problem-Solving Intervention)

14. (FCBT) Family Cognitive Behavioral Therapy
15. (FESA) Family-based Education, support, and attention
16. A Community-Based Aggression Mgmt Program

17. The Parent Education and Skills Training Group
(for families of adolescents with ADHD)

18. Evidence-based Engagement Strategies
19. Time for a Future

20. CFF+CBT—Child and Family Focused
Cognitive Behavioral Therapy) for youth
with bipolar disorder

Adolescent Network of NAMI,
www.ffcmh.org)

Barrett et al. (2004)
Barrett et al. (1996)
Chacko et al. (2008, 2009)
Cobham et al. (1998)

Cohen et al. (2004);
Cohen and Mannarino (2008)

Chronis et al. (2006)
Davis and Spurr (1998)
Deblinger et al. (2001)
Deblinger et al. (2001)
Feinfeld and Baker (2004)
Fristad et al. (2003)

Geist et al. (2000)
Kazdin and Whitley (2003)

Kendall et al. (2008)
Kendall et al. (2008)
Lipman et al. (2006)
McCleary and Ridley (1999)

McKay et al. (1998)
Melvin et al. (2006)
Pavuluri et al. (2004)
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Table 1 continued

Intervention or program name

Source

21. Psychoeducation and Support Group
Intervention for Bereavement

22. Parent Training+PTPS (Parent Social
Problem-Solving Skills)

23. C-PERF (Psychoeducation Responsive to
Families Coping with a Child with
Emotional Disorders)

24. Enhanced Family Treatment

25. Maudsley Model of Family-Based
Treatment

26. Cognitive Behavioral Family Intervention
27. Enhanced Triple P
28. Educational Support for Parents

29. FRIENDS Program (A Family-Based
Group Cognitive Behavioral Treatment)

30. Parent Therapy for youth with ADHD

31. Parent Stress Management (PSM)
Training for AD/HD

32. FCBT for OCD

33. Incredible years Advanced Training
Team led

1. Vanderbilt Caregiver Empowerment

2. CMT+AST (Child Management
Training+-Ally Support Training)

3. Parent Connections

4. (CMAP) Children’s Medication Algorithm
Project for children with ADHD/

Pfeffer et al. (2002)
Pfiffner et al. (1990)
Pfiffner et al. (1990)
Prinz and Miller (1994)
Rhodes et al. (2008)

Sanders and McFarland (2000)
Sanders et al. (2000)

Sheridan and Moore (1991)
Shortt et al. (2001)

Sonuga-Barke et al. (2001)
Treacy et al. (2005)

Valderhaug et al. (2007)
Webster-Stratton (1994)

Bickman et al. (1998)
Dadds and McHugh (1992)

Ireys et al. (2002)
Lopez et al. (2005)

Depression and their families
5. Multiple Family Group

6. S.E.E. Group Intervention (Support,

Empowerment, Education)

McKay et al. (1999)
Ruffolo et al. (2005, 2006)

Operational Definitions and Framework

A key aim of this review was also to develop clearer
consistency in terminology about family support in chil-
dren’s mental health. We reviewed all relevant literatures
including the Friesen (1996), Hogan et al. (2002), Ireys
et al. (2002), and Robbins et al. (2008). To derive
descriptive categories, codes, and typologies that would
capture the range of models, two of the authors (Olin and
Cavaleri) systematically reviewed the 50 interventions that
met criteria (described earlier) in weekly meetings over a
year. The same authors (SO and MC) then divided the 50
studies between themselves and used the coding scheme as
a basis for coding the programs based on the descriptions
provided in the published articles and/or relevant sources.
The coding system was reviewed with all of the authors,
including the leaders from the three national family
advocacy organizations (ES, DG, RH). The two authors
then simultaneously reviewed the programs in order to
ensure inter-rater reliability. Any discrepancies were
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discussed among all of the authors until consensus was
reached. The coding system was refined until no additional
codes were needed (Table 2).

Results

As with the adult mental health literature, this review
revealed similar variations in format, content emphasis,
provider, or service context of family support services for
caregivers of children with identified mental health needs.
Because of the potential policy and research implications in
light of the national rise in family-to-family support ser-
vices, the programs were stratified and analyzed at the
provider level. Within each level, the following aspects of
the programs were highlighted. First, an overall description
of the program with respect to target population (caregiver,
child, specific disorder), format of support (e.g., individual,
group, or mixed sessions, number of sessions), type of
support (e.g., informational, instructional, emotional,
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Table 2 Definitions of family support components

Definitions of family support components

1. Informational/Educational Support
Education about child behavior/development, course of mental
illness and its impact, treatment options, child and family service
systems, and other resources

2. Instructional/Skills Development Support

A. Skill building directed at coaching caregiver on effective ways to
address their child’s illness or associated behaviors
B. Skill building directed at addressing caregiver’s personal well-
being (e.g., communication, problem-solving, crisis management,
anger/anxiety/stress management skills)

3. Emotional and Affirmational Support
Shared communication among families and/or between providers
and families to promote caregiver’s feelings of being affirmed,
understood, and appreciated

4. Instrumental Support

Concrete services such as respite care, transportation, and flexible
funds for emergencies

5. Advocacy Support

A. Provision of specific information about parental rights and
resources (e.g., legislation, entitlements), coaching on ways to
effectively negotiate for services, or provision of direct advocacy to
obtain services for a caregiver or child

B. Leadership skill building to develop caregiver as an advocate at
policy and service system levels

instrumental, advocacy), and setting (e.g., community
based, clinic, hospital). The program description also
included information on the context within which family
support is provided, such as whether or not such support
was provided as part of the child’s overall treatment, or a
separate intervention or program. Second, we focused on
the components or specific activities or content provided to
parents. This allowed us to compare the content emphasis
of different program models. Third, we describe the study
design and sample in order to assess the rigor of the
evaluation. Finally, the impact of the programs was
examined in terms of caregiver, child, and service-related
outcomes.

Table 3 describes the primary typologies of support
(e.g., family, peer, or team-delivered).

Table 3 Comparison by program type

Peer-to-Peer (Family-Led) Programs

Out of the 50 programs that were included in this review, 11
programs (22%) were delivered using a peer-to-peer model
(see Table 4 of Appendix). Eight of the 11 programs (73%)
were affiliated with family-run organizations, including the
National Alliance on Mental Illness (NAMI), Children and
Adults with Attention-Deficit/Hyperactivity —Disorder
(CHADD), the National Federation of Families for Chil-
dren’s Mental Health, Keys for Networking, Inc., and the
New Jersey Parent’s Caucus. It should be noted that the three
NAMI-based programs (NAMI Basics, Hand-to-Hand, and
Visions for Tomorrow) represent adaptations or variations of
the same basic family educational program, although they
vary somewhat in which forms of support they offer.

The three programs that were not affiliated with family-
run organizations were federally supported research pro-
jects led by university-based researchers in collaboration
with family stakeholders. These programs were funded as
pilot projects to develop peer-led programs that would
increase access and activation of parents in mental health
services (PEP, Hoagwood et al. 2009; Olin et al. 2009;
Family Associate Program, Koroloff et al. 1996) or
improve academic performance for children identified with
eligible for special education services because of behav-
ioral or emotional needs (Parent Connectors, Kutash et al.
2006; K. Kutash, personal communication, 2009).

Provider Characteristics

These programs were all led by parents who had experi-
ence navigating complex service systems for their own
children who had mental illness. The use of veteran parents
is a critical aspect of family-led programs; as such parents
serve as important role models and partners for caregivers
in order to facilitate their sense of empowerment and their
ability to independently navigate service systems (Koroloff
et al. 1996). In this review, only programs that included a
structured format or curriculum were included; even so, the
degree to which parents are paid, trained, or supported to
provide peer-to-peer support was not always clear. Train-
ing and support for family advisors providing peer support

Type of support Family led Clinician led Team led Total programs
(n=11) (n = 33) (n=26) (N = 50)
Information Education n=10,91% n =22, 44% n=235,83% 37 (74%)
Instructional Skills Development n=10,91% n = 26, 79% n=235,83% 41 (86%)
Emotional n==6,55% n =10, 30% n =6, 100% 22 (44%)
Instrumental n=23,27T% n=20 n=23,50% 6 (12%)
Advocacy n =11, 100% n=1721% n=>5,83% 23 (46%)
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were more explicitly articulated in the three federally
funded demonstration programs [Parent Empowerment
Program (Hoagwood et al. 2009), EPSDT Family Associ-
ate Program (Koroloff et al. 1994), and Parent Connectors
(Kutash et al. 2006)]. In all three programs, paid parent
peers received formal training (ranging from 2 to 6 days),
ongoing supervision, and support from research staff that
included a mental health clinician. In these programs,
family advisors met in individual and/or group supervision
to share experiences, challenges, and strategies. Supervi-
sion by a trained mental health professional was considered
a crucial support and backup to the role of family advisors
in these programs (Koroloff et al. 1996).

Program Characteristics

The programs represent a broad range including a set of
workshops focused on topical areas relevant to caregivers
of children with mental illness (e.g., NAMI Basics (http://
www.nami.org/), Parent Empowerment classes (http://
www.ffcmh.org/), Parent to Parent (http://www.chadd.
org/), Parent Empowerment Academy (http://www.new
jerseyparentscaucus.org/) to individualized contacts based
on caregiver needs (e.g., Adams et al. 2006; Koroloff et al.
1996). The workshop-based programs were typically
highly structured with respect to content and time
involvement; these programs tended to be delivered in a
group format. The individualized programs tended to be
more flexible or variable with respect to content and time.
For example, the Targeted Parent Assistance program
varied in length and was determined by the level of parent
involvement on a continuum that ranged from parents as
help-seekers to parents as system advocates (Adams et al.
2006), while caregiver participation in the Family Asso-
ciate Program was determined by successful parent linkage
to mental health services (Koroloff et al. 1996).

It should be noted that the workshop-based programs
run by family organizations typically represented only one
aspect of a broader array of caregiver support resources
available to caregivers. For example, caregivers who
accessed the NAMI programs (NAMI Basics, Family-to-
Family, or Visions for Tomorrow), which were primarily
informational or educational in nature, also had access to
other support groups that focused on social and emotional
support.

Client Characteristics

All 11 family-led programs primarily targeted the needs of
caregivers. With the exception of the Parent-to-Parent
program run by CHADD, caregiver participation was typ-
ically not limited by the child’s diagnosis or treatment
condition. A couple of programs (both Passages-affiliated
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programs) required that the child receive mental health
treatment.

Types of Support

Unlike clinician-led programs described below, a unique
support component of all family-led programs is advocacy.
All of the family-led programs included advocacy as a key
component of the support program. Except for one program
that explicitly described providing direct advocacy and
action (Adams et al. 2006), advocacy support appeared to
be primarily focused on empowering families with infor-
mation about laws, entitlements, and strategies for advo-
cacy. Few programs provided coaching on advocacy skills,
with one program including the development of advocacy
leadership skills as part of the continuum of family support
components within a single program (Adams et al. 2006).

Informational and instructional types of support were
almost unanimously represented among all the family-led
programs as well (n = 10, 91%). Informational support was
typically broadly focused on education about brain biology/
mental illness or child psychiatric disorders, the mental
health evaluation process, the impact of child disorder on the
family, and about resources and options for available ser-
vices and treatments. Importantly, a key function of the
parent who led these programs was to provide information
and/or to link families to community resources and services.
Unlike clinician-led programs that tended to focus on family
and parent-level barriers to the child’s receipt of services
(e.g., parental stress, Kazdin and Whitley 2003; Prinz and
Miller 1994), family-led programs were more apt to rec-
ognize the significant impediments posed at the system
level, such as the availability of accessible resources and
services, basic information on the mental health care system
and treatment options, and the nature of child mental dis-
orders and their impact on the family. Among the family-led
programs, instructional support was typically focused on
caregiver coping, self-care, crisis management, problem-
solving, and communication skills. Unlike the clinician and
team-led programs, only one family-led program (Parent to
Parent, Children and Adults with Attention-Deficit/Hyper-
activity Disorder (CHADD) website; R. Hughes, S. Pick-
ford-Schenke, personal communication, 2008) provided
behavior management strategies or tips; such parenting
skills were typically not a focus of family-led support
programs. Instructional support in these programs was pre-
dominantly focused on caregiver’s personal skill develop-
ment, and not on parenting skills.

While emotional support may be implicit in the peer-to-
peer context, only six of the 11 (55%) programs explicitly
described emotional support as a key component of the
program (Adams et al. 2006; both Passages-affiliated pro-
grams, B. Bates, personal communication, March 1, 2009;
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Hoagwood et al. 2009; Koroloff et al. 1996; Kutash et al.
2006). The other programs tended to focus more on pro-
viding information and instruction. Where emotional sup-
port was a key component, such emotional support
typically took the form of facilitated sharing of experiences
and social connections to other families; the parent peer
may also directly provide emotional support by sharing
their own experiences and encouragement. Regardless of
format, emotional support was aimed to decrease stigma,
feelings of isolation, shame, guilt, and helplessness.

Instrumental support was the least common type of family
support among the 11 programs reviewed. Only three pro-
grams provided such supports to families and consisted of
childcare, respite, travel costs, and emergency funds (Adams
et al. 2006; Koroloff et al. 1996; Kutash et al. 2006).

Evaluation Designs

Compared to the clinician and team-led family support
programs, the evidence base for family-led family support
programs is thin. Not surprisingly, only the three federally
funded projects employed a control group, two were ran-
domized controlled trials (Hoagwood et al. 2009; Kutash
et al. 2006), and one was a quasi-experimental design
(Koroloff et al. 1996). All the other programs were based
on pre—post evaluations, with no control groups.

Outcomes

Outcomes examined by the family-led programs were all
primarily focused on the caregiver. Caregiver satisfaction
was the most commonly measured outcome. In the three
experimental studies, caregiver outcomes that focused on
caregiver empowerment produced mixed results. Koroloff
et al. (1996) found that low-income families who had the
support of a family associate to facilitate child mental
health service use showed increased family and service
empowerment and caregiver report of family well-being.
Hoagwood et al. (2009) and Kutash et al. (2006) did not
find differences in family empowerment, though pre—post
differences on this measure was reported among families
who were less empowered to begin with (Kutash et al.
2006). Taken together, these findings suggest that family
support may be particularly beneficial for families who are
less empowered, such as low-income families.

Outcomes related to service participation or access were
also mixed. Koroloff et al. (1996) reported that caregivers
who received support from family associates were more
likely to initiate mental health services for their children
but did not fare better than controls on treatment atten-
dance or retention. Kutash et al. (2006) and Hoagwood
et al. (2009) did not find an impact on caregiver access to
or participation in services.

Among the same three studies that examined the impact
of supporting caregivers on child outcomes, only one
program, which specifically focused on child academic
performance among seriously emotionally disturbed youth
(Kutash et al. 2006), found positive changes in child aca-
demic achievement. The influence of caregiver support in
these pilot demonstration studies on child behavioral and
emotional outcomes were not discernable (Hoagwood et al.
2009; Koroloff et al. 1996; Kutash et al. 2006).

Clinician-Led Programs

Two-thirds (n = 33, 66%) of the 50 programs included in
this review were led by one or more clinicians (see Table 5 of
Appendix). Unlike the family-led programs, none were
connected to family-run organizations; instead, all of these
programs were developed and studied by academic
researchers affiliated with major universities in United
States, Canada, England, and Australia. In addition, many
received federal grants to support these programs and
examine their impact (e.g., Cohen and Mannarino 2008;
Deblinger et al. 2001; Fristad 2006; Kazdin and Whitley
2003; Prinz and Miller 1994; Treacy et al. 2005; Webster-
Stratton 1994).

Provider Characteristics

Consistent with their strong academic affiliation, most of the
clinician-led programs were delivered by master’s or doc-
toral-level clinicians, and predominantly, psychologists
(e.g., CBT+FAM, Barrett et al. 1996; CMB+PAM; Cob-
ham et al. 1998; Project Team, Feinfeld and Baker 2004;
Individual and Multi-Family Psychoeducation, Fristad
2006; FCBT & FESA, Kendall et al. 2008; Parent Train-
ing+PTPS, Pfiffner et al. 1990; EFT, Prinz and Miller 1994;
PSM, Treacy et al. 2005). Even among this set of providers
with advanced educational qualifications, clinicians were
extensively trained and supervised. For example, clinicians
who delivered FCBT (Family Cognitive Behavioral Ther-
apy) and FESA (Family-based Support, Education, and
Attention), the comparison treatment to FCBT, took part in
2-3-h workshops consisting of didactic instruction, role-
plays, and demonstrations. Additionally, therapists were
supervised for 2 h weekly throughout the duration of the
project (Kendall et al. 2008). In a similar vein, clinicians
who delivered PMTH-PPS studied manuals and participated
in ongoing supervision in which videotaped sessions were
reviewed (Kazdin 1987, 1999; Kazdin and Whitley 2003),
while therapists who delivered the Community-based
Aggression Management Program were required to partic-
ipate in a 1%z day training, review the manual, videotape
sessions, and weekly supervision (Lipman et al. 2006).
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Program Characteristics
Settings

Of the clinician-led programs, eleven (33%) specifically
identified the site of the program as a clinic or center nested
within an academic setting. Less commonly, programs
were offered at community-based clinics (n =5, 15%)
(Cohen et al. 2004; Cohen and Mannarino 2008; Lipman
et al. 2006; McKay et al. 1998; Melvin et al. 2006; Val-
derhaug et al. 2007), or very infrequently, an inpatient
psychiatric unit or a clinic within a children’s hospital
(n = 3, 9%) (Geist et al. 2000; McCleary and Ridley 1999;
Sheridan and Moore 1991), the caregiver’s home (n = 2,
6%) (Davis and Spurr 1998; Sonuga-Barke et al. 2001), a
Child Abuse Diagnostic and Treatment Center (n = 2)
(Deblinger et al. 2001; both treatment arms), or the child’s
school (n = 1) (Pollio et al. 2005). Notably, some pro-
grams were delivered across multiple settings, such as
Fristad (2006) Individual and Multi-Family Psychoeduca-
tion, which was initially tested in a medical center and is
currently being tested in the community (M. Fristad, per-
sonal communication, February 2, 2009).

Format

Among the behavior parent training (BPT) programs in
particular, the identified child typically did not directly
receive services from the clinician (e.g., EFT, Prinz and
Miller 1994; PT, Sonuga-Barke et al. 2001), or was seen
intermittently (PT+PTPS, Pfiffner et al. 1990). The cogni-
tive behaviorally based (CBT) programs often had a separate
curriculum for the child, following or adapting the existing
manualized treatments for childhood anxiety disorders (e.g.,
Barrett et al. 1996; Cobham et al. 1998; Kendall et al. 2008;
Shorttetal. 2001). Aside from BPT programs that focused on
the parents, interventions were typically conducted either in
concurrent, separate sessions (e.g., Chacko et al. 2008, 2009;
Fristad 2006; Pfeffer et al. 2002), conjointly (e.g., Kendall
et al. 2008), or a combination of conjoined and separate
sessions (e.g., Cohen et al. 2004; Cohen and Mannarino
2008; Deblinger et al. 2001; Geist et al. 2000). Parent support
interventions were often offered in group formats for BPT/
PT programs; while CBT groups were less common (e.g.,
Deblinger et al. 2001; Fristad 2006).

Program Orientation

Over half of the clinician-led programs (n = 18, 55%)
either focused on behavior parent training strategies (e.g.,
praise, positive reinforcement, planned ignoring, time out)
or were enhancements of core BPT programs (e.g., Maternal
Stress Coping Group, Chronis et al. 2006; Enhanced Triple
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P, Sanders et al. 2000; Incredible years, Webster-Stratton
1994). The theoretical premise behind BPT-based programs
is that negative interactions between the parent and child
(e.g., reinforcing aggressive behavior by attention, compli-
ance, or acquiescence) maintain problematic behaviors.
Instructing caregivers to attend and reinforce prosocial and
adaptive behaviors is the primary goal (Kazdin 1987; Kaz-
din and Whitley 2003). For example, the Enhanced Family
Treatment program (Prinz and Miller 1994), and PMT+PPS
(Kazdin and Whitley 2003), two programs for youth
exhibiting aggressive and antisocial behaviors and their
families, taught caregivers a set of techniques including
praise, attention, and the provision of rewards to increase the
frequency of positive behaviors, and planned ignoring and
time out to withdraw attention in order to extinguish
maladaptive behaviors.

While standard behavioral parent training programs have
a long history of documented effectiveness largely demon-
strated in randomized controlled designs, these approaches
have not been as successful for more vulnerable populations
(Chacko et al. 2008, 2009; Dadds and McHugh 1992; Mah
and Johnston 2008; McKay et al. 1999). Studies to date have
identified risk factors associated with poor treatment
response, such as sociodemographic and mental health
characteristics of families including single parent status,
income and education level, parental stress, lack of social
support, and logistical and concrete barriers to service use.
Accordingly, augmentations or adaptations to existing BPT
programs have sought to address some of these parent or
family factors that could potentially interfere with the
effectiveness of treatment (Chacko et al. 2008, 2009;
Chronis et al. 2006; Kazdin and Whitley 2003; Pfiffner et al.
1990; Prinz and Miller 1994, Reyno and McGrath 2006;
Sanders et al. 2000; Sanders and McFarland 2000). Several
programs added enhancements to BPT by addressing per-
sonal parent issues such as stress (e.g., Kazdin and Whitley
2003; Prinz and Miller 1994), social supports (e.g., Chacko
et al. 2008, 2009); marital discord, anger management,
communications skills, and problem-solving skills (e.g.,
Chacko et al. 2008, 2009; Webster-Stratton 1994).

Most programs that augmented BPT interspersed
the additional component throughout the program (e.g.,
PMT+-PPS offered problem-solving sessions between every
two to four sessions of BPT), although a few such as the
Maternal Stress Coping Group (Chronis et al. 2006) and
Enhanced Triple P (Sanders et al. 2000) offered the
enhancement sequentially after caregivers completed BPT.
Specifically, caregivers were eligible for the Maternal Stress
Coping Group only after participating in an intensive Sum-
mer Treatment Program (STP) that taught BPT skills to
caregivers of youth with ADHD, while parents were offered
the option to participate in the Enhanced form of Triple P
after completing one of several BPT-based programs.
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Similarly, many of the CBT programs for parents were
based on the assumption that parental issues, such as
anxiety, can fuel children’s anxiety. Consequently, these
programs focused on assisting caregivers in learning to
identify and modify their anxiety and model these skills for
their child (Cobham et al. 1998; Deblinger et al. 2001). As
an example, CBT+PAM (Cobham et al. 1998) instructed
the caregiver to apply cognitive restructuring (identifying
and altering faulty cognitions) and relaxation skills to
decrease their own symptoms of anxiety.

Of the remaining programs that did not employ BPT or
CBT or were an enhancement of a BPT program, all
offered educational support (e.g., Supportive Group for
Caregivers, Deblinger et al. 2001; Fristad et al. 2005; Geist
et al. 2000; FESA, Kendall et al. 2008; Pfeffer et al. 2002;
Rhodes et al. 2008; Sheridan and Moore 1991), and the
focus of the educational component was not on alleviating
the child’s symptoms, but on the child’s and/or parents’
understanding of the disorder and its impact on the family.
The objectives of the Individual Family Psychoeducation
program and Multiple Family Psychoeducation Groups for
families of youth with mood disorders, for instance, were
to provide the parents with information in order to under-
stand their child’s mood disorders and decrease their anx-
iety, make an informed choice regarding treatment, and
enable both the youth and their family to cope with the
disorder (Fristad 20006).

Further, five of these programs (Supportive Group for
Caregivers, Deblinger et al. 2001; Geist et al. 2000; FESA,
Kendall et al. 2008; Pfeffer et al. 2002; Sheridan and Moore
1991) including two parent support programs used as com-
parison arms for CBT (Supportive Group for Caregivers,
Deblinger et al. 2001; FESA, Kendall et al. 2008) focus on
providing emotional support. All of these programs were
offered in a group format to decrease isolation, express, and
find ways to cope with their feelings, and/or draw support
from other group members on topics such as sexual abuse,
parental suicide, anorexia, and schizophrenia.

Finally, McKay et al. (1999) Evidence-Based Engage-
ment Strategies is a unique program, different from the
others in this category, because it focused on assisting
providers to identify and problem-solve with parents
obstacles that might interfere with intake appointments or
initial service participation. This pretreatment intervention
to increase service engagement utilized problem-solving
skills and motivational interviewing strategies to directly
address issues that might interfere with treatment service
initiation.

Client Characteristics

Unlike family-led programs that are available to parents
irrespective of the child’s diagnosis or treatment status,

most of the clinician-led programs were only available to
parents if the child was receiving services from the pro-
gram or was the identified patient (e.g., CBT+PAM,
Cobham et al. 1998; Cognitive Behavioral Group Therapy,
Deblinger et al. 2001; PMT+PPS, Kazdin and Whitley
2003; EFT, Prinz and Miller 1994; Enhanced Triple P,
Sanders et al. 2000). Also, many of the clinician-led pro-
grams had clearly specified criteria for participation, which
were most often associated with the child’s diagnosis, age,
or treatment status.

Types of Support

The majority of clinician-led programs offered instructional
or informational support to caregivers, with instructional
support being the most frequently provided type of support
(n = 26, 79%). Given that the majority of programs were
BPT- or CBT-based, the primary focus of instructional
support included building parenting skills (e.g., Barrett et al.
1996; Deblinger et al. 2001; Kazdin and Whitley 2003;
McCleary and Ridley 1999; Pavuluri et al. 2004; Prinz and
Miller 1994; Pfiffner et al. 1990), and/or addressing the
caregiver’s own symptoms of anxiety or distress through
cognitive behavioral techniques such as cognitive restruc-
turing and relaxation strategies (e.g., Barrett et al. 2004;
Chronis et al. 2006; Cobham et al. 1998; Cohen et al. 2004;
Cohen and Mannarino 2008; Kendall et al. 2008; Melvin
et al. 2006; Sanders and McFarland 2000; Treacy et al.
2005). Additional instructional support skills focused on
enhancing the caregiver’s problem-solving, communica-
tion, and/or coping skills (e.g., Barrett et al. 1996; Chacko
et al. 2008, 2009; Deblinger et al. 2001; Fristad et al. 2003;
Geist et al. 2000; Pollio et al. 2005; Sanders et al. 2000;
Treacy et al. 2005). For example, CBT+FAM aimed to
develop problem-solving and communication skills in order
to equip caregivers to handle child and family difficulties
and decrease conflict and maintain treatment gains after the
program ended (Barrett et al. 1996).

Moreover, the Strategies to Enhance Positive Parenting
Program for youth with ADHD and their caregivers offered
coping and problem solving skills in a group format so that
caregivers could build these skills and learn from each other
(Chacko et al. 2008, 2009). Programs such as the Enhanced
Family Treatment program (Prinz and Miller 1994),
PMT+PPS (Kazdin and Whitley 2003), Parent Train-
ing+Parent Social Problem-Solving Skills (PTPS) program
(Pfiffner et al. 1990), and Advance Parent Training (Web-
ster-Stratton 1994) offered problem-solving skills as an
adjunctive component to standard BPT to identify and
resolve parental factors that may impede the child’s progress
or engagement in treatment. Notably, those programs that
aimed to treat oppositional, aggressive, and disruptive
behaviors (e.g., Feinfeld and Baker 2004; Kazdin and
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Whitley 2003; EFT, Prinz and Miller 1994) tended not to
focus on information about the child’s disorder but
emphasized parent skill building. One exception is the
Community-based Aggression Management Program, an
aggression management group for youth and their caregiv-
ers, which provided information about appropriate forms of
anger (Lipman et al. 2006).

Educational/informational support was the next most
common component of parent support among the clinician-
led programs (n = 22, 67%): Overwhelmingly, the main
type of informational support was clinician-delivered
education concerning the child’s disorder, including their
etiology, symptoms, course, and prognosis, treatment
options, and the impact of the child’s disorder on the
caregiver and the family. One notable exception is the
Maudsley Model of Family-Based Treatment, an outpatient
family-based treatment for anorexia nervosa for adolescent
girls, which offered information from a veteran parent
consultant during a treatment session guided by the thera-
pist. This veteran parent consultant shared their story about
how they managed to facilitate their children’s recovery
(Rhodes et al. 2008).

Almost one-third of programs (n = 10, 30%) explicitly
identified emotional support as a key component of the
caregiver component, either on an individual basis through
discussion of the caregiver’s issues and difficulties with an
empathic clinician (Davis and Spurr 1998; FESA, Kendall
et al. 2008; Prinz and Miller 1994; Valderhaug et al. 2007)
or in a group format, in which the group created an
opportunity to share and process caregivers’ feelings and
experiences in order to decrease isolation and enhance
social support (Chacko et al. 2008, 2009; Deblinger et al.
2001; Geist et al. 2000; Pfeffer et al. 2002; Sheridan and
Moore 1991; Treacy et al. 2005).

Unlike the family-led programs, advocacy was not a
main focus of parent support; only seven programs (21%)
(Cohen and Mannarino 2008; Deblinger et al. 2001; Fristad
et al. 2003; McCleary and Ridley 1999; Pavuluri et al.
2004; Pollio et al. 2005; Treacy et al. 2005) provided
advocacy through the provision of information about spe-
cial education services, individualized educational pro-
grams (IEP), and services systems (e.g., juvenile justice,
mental health). TF-CBT (Cohen et al. 2004; Cohen and
Mannarino 2008), a program for youth who were sexually
abused and their caregivers, was unique in its provision of
information about the criminal justice system and how to
obtain victim’s assistance (Cohen et al. 2004; Cohen and
Mannarino 2008): Likewise, the Cognitive Behavioral
Group Therapy program, which was also for caregivers of
youth who were sexually abused, brought in a speaker from
the Office of Victim Witness Advocacy for two of the 11
group sessions (Deblinger et al. 2001). Although most of
the advocacy support was informational, one program
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(Pavuluri et al. 2004) also provided direct advocacy by
attending IEP meetings.

Finally, instrumental support was not identified as a
component in any of these clinician-led programs; how-
ever, several noted that they offered on-site childcare and/
or monetary incentives in order for caregivers to attend the
program (e.g., Kazdin and Whitley 2003; Treacy et al.
2005).

Evaluation Design

The 31 studies involving 33 clinician-led programs (both
Deblinger et al. 2001; Kendall et al. 2008, compared two
treatments in one study) were unlike the family-led pro-
grams, as over three-fourths (n = 26, 84%) employed an
experimental design, and specifically, random assignment
to other treatment groups or wait-list control. Only one
study was based on a quasi-experimental design, and the
remaining programs utilized pre—post (n = 4, 13%) or post
designs (n = 1).

Studies Designed to Test the Parent Support Component
Alone

Seven studies (n = 23%) evaluated the impact of caregiver
support on its own. The programs were not an augmenta-
tion of an existing therapy or an integrated component of
the child’s treatment (Davis and Spurr 1998; McCleary and
Ridley 1999; McKay et al. 1999; Pollio et al. 2005; Sher-
idan and Moore 1991; Sonuga-Barke et al. 2001; Treacy
et al. 2005). Thus, much like the family-led programs, the
child was not a direct focus of the intervention (Davis and
Spurr 1998; McKay et al. 1999; Treacy et al. 2005), the
child was receiving separate services that were not directly
connected to the program (e.g., Pollio et al. 2005;
McCleary and Ridley 1999; Sheridan and Moore 1991), or
the caregiver was the primary focus of the intervention that
aimed to improve the child’s mental health (Sonuga-Barke
et al. 2001).

One of these studies in particular was a pretreatment
program that aimed to link caregivers to services for the
child (McKay et al. 1999); two other programs (Davis and
Spurr 1998; Treacy et al. 2005), while providing some
parenting skills, were primarily focused upon the care-
giver’s stress and well-being. Thus, this group of studies
could provide some evidence for the value of parent sup-
port irrespective of the child’s treatment.

Studies That Tested the Parent Support Component
as an Augmentation to Standard Treatment

Twelve programs (36%) that were tested contained parent
support as a separate but related component that augmented
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an existing treatment for the child, such as BPT or CBT
(Barrett et al. 1996; Chacko et al. 2008, 2009; Chronis et al.
2006; Cobham et al. 1998; Kazdin and Whitley 2003;
FCBT, Kendall et al. 2008; Pfiffner et al. 1990; Prinz and
Miller 1994; Rhodes et al. 2008; Sanders et al. 2000;
Sanders and McFarland 2000; Webster-Stratton 1994).

Studies Where the Parent Support Was Integrated
into Child Treatment

The remaining 14 programs (42%) that were included in
our review were parent support programs that were an
integrated part of the child’s treatment (Barrett et al. 2004;
Cohen and Mannarino 2008; [Cognitive Behavioral Group
Therapy, Supportive Group for Caregivers] Deblinger et al.
2001; Feinfeld and Baker 2004; Fristad 2006; Geist et al.
2000; FESA, Kendall et al. 2008; Lipman et al. 2006;
Melvin et al. 2006; Pavuluri et al. 2004; Pfeffer et al. 2002;
Shortt et al. 2001; Valderhaug et al. 2007). The studies of
these programs were not designed to test the impact of the
parent support component by itself; thus, no clear conclu-
sions about the impact of these family support programs
separate from the child’s treatment can be drawn.

Outcomes

Almost universally, the main outcomes examined in 24 of
the 31 studies (77%) of clinician-led programs focused
upon reduction in child’s symptoms or improvement in
functioning. Overall, results were favorable (e.g., Barrett
et al. 2004; Cobham et al. 1998; Cohen and Mannarino
2008; Deblinger et al. 2001; Feinfeld and Baker 2004;
Kazdin and Whitley 2003; Sanders et al. 2000; Sanders and
McFarland 2000; Shortt et al. 2001). The remaining seven
studies did not focus on child outcomes (Chronis et al.
2006; Feinfeld and Baker 2004; McKay et al. 1999; Pollio
et al. 2005; Sheridan and Moore 1991; Treacy et al. 2005),
or child outcomes were not the primary area of investiga-
tion (Prinz and Miller 1994).

Over two-thirds (n = 21, 64%) of studies focused on
caregiver outcomes (not including treatment satisfaction)
either solely or in addition to child or other factors. Among
these outcomes, over half focused on parental mental health
and/or stress (n = 15), although for several studies,
improvements in caregiver health and well-being were modest
or unchanged (e.g., Barrett et al. 2004; Pfeffer et al. 2002).

Additional caregiver outcomes included factors that
might influence the child’s receipt of the program, such as
parental satisfaction with the intervention, which was
examined by almost one-half of the studies (n = 14, 45%)
and was in general high (e.g., Supportive Group for
Caregivers, Deblinger et al. 2001; Fristad et al. 2003;
Pavuluri et al. 2004; Shortt et al. 2001), and the influence

of the parental component upon the child’s treatment pro-
cess (Pavuluri et al. 2004).

Other caregiver outcomes examined aspects directly
related to the support that was provided, such as parenting
skills (e.g., Chacko et al. 2008, 2009; McCleary and Ridley
1999; Prinz and Miller 1994; Sanders et al. 2000),
knowledge about the child’s illness (e.g., Fristad 2006;
Sheridan and Moore 1991), and perceived social support
(Sanders and McFarland 2000; Treacy et al. 2005), with
results being favorable in general.

Several programs also measured service-related out-
comes such as treatment attendance and premature termi-
nation (Chacko et al. 2008, 2009; Kazdin and Whitley 2003;
McKay et al. 1999; Prinz and Miller 1994; Sanders and
McFarland 2000), with mixed results. For example, two
studies found significantly higher rates of attendance as a
result of the intervention (Chacko et al. 2008, 2009; Prinz
and Miller 1994), and two found no difference (Kazdin and
Whitley 2003; Sanders and McFarland 2000) despite that
participants in the former study reported fewer caregiver-
reported barriers. McKay et al. (1999) found that the first
engagement strategy employed at the time of initial contact
was associated with significant increases in initial atten-
dance, but engagement strategies at both the initial contact
and follow-up appointment were necessary to impact
ongoing use of services. Notably, one study found parent
support to reduce demands on the health care system, as
evidenced by reduced caregiver contacts with health visitors
and general practitioners (Davis and Spurr 1998).

Several programs also measured the impact of the
intervention upon family-level factors such as family dys-
function and conflict, with mixed results. Specifically,
families in the Family Group Psychoeducation program
showed an increase in family dysfunction from baseline
(although it was still within normal range), Kazdin and
Whitley (2003) and Melvin et al. (2006) saw no change in
family functioning or the parent/child relationship, Lipman
et al. (2006), found non-significant improvements in the
quality of the parent/child relationship in both the treatment
and control group from pre to posttest, although greater
gains were obtained in the treatment group; and McCleary
and Ridley (1999) found a significant decrease in the
amount and intensity of conflict between the parent and
child from pre to posttest.

Studies That Tested the Parent Support Component Alone

Of the seven studies (of the same number of programs) that
examined the value of caregiver support as a distinct ser-
vice or intervention, all but one (e.g., McKay et al. 1999)
assessed caregiver outcomes. The impact of caregiver
support tended to fall within three areas: (1) satisfaction (2)
efficacy, and (3) mental health and stress. Satisfaction with
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the parent support tended to be high across studies (Davis
and Spurr 1998; McCleary and Ridley 1999; Pollio et al.
2005; Sheridan and Moore 1991; Treacy et al. 2005).
Results for parent efficacy (i.e., skills and confidence) were
mixed. Programs that targeted specific parenting skills
found an impact on parenting efficacy (e.g., McCleary and
Ridley 1999; Davis and Spurr 1998; Sonuga-Barke et al.
2001). In addition, three programs also impacted parental
mental well-being, significantly reducing parental stress
(Davis and Spurr 1998; Treacy et al. 2005) and symptoms
of anxiety and depression (Davis and Spurr 1998; Sonuga-
Barke et al. 2001). Parent support that focused on educa-
tion and information was found to influence attitudes about
managing child illness (Sheridan and Moore 1991).

Additionally, three studies also examined child out-
comes with positive findings related to significant decrea-
ses in behavioral problems or symptoms (Davis and Spurr
1998; McCleary and Ridley 1999; Sonuga-Barke et al.
2001). Two programs that examined service-related out-
comes found positive outcomes related to the caregiver
support: specifically, McKay et al. (1999) found a positive
effect of caregiver support on engagement in service ini-
tiation and continuation, while Davis and Spurr (1998)
found that caregiver support reduced the level of contacts
by caregivers with the health care system.

Studies That Tested the Parent Support Component
as an Augmentation of the Standard Intervention

Of the twelve studies that tested the impact of the care-
giver’s supportive component as an augmentation to stan-
dard treatment (Barrett et al. 1996; Chacko et al. 2008,
2009; Chronis et al. 2006; Cobham et al. 1998; Kazdin and
Whitley 2003; FCBT, Kendall et al. 2008; Pfiffner et al.
1990; Prinz and Miller 1994; Rhodes et al. 2008; Sanders
and McFarland 2000; Sanders et al. 2000; Webster-Stratton
1994), seven examined the effectiveness of the augmented
program upon caregiver outcomes beyond parenting
(competence, skills, self-efficacy) (Chacko et al. 2008,
2009; Chronis et al. 2006; Kazdin and Whitley 2003;
Kendall et al. 2008; Rhodes et al. 2008; Sanders and
McFarland 2000; Webster-Stratton 1994). Findings from
these studies, although mixed, suggest that the caregiver
component was a valuable augmentation to standard
treatment for the child, caregiver, and family.

Interventions for Youth with Disruptive Disorders

Because the majority of the studies among the clinician-led
programs focused on youth with disruptive disorders and
anxiety disorders, we also examined these programs by
youth disorder targeted. Most studies of interventions that
targeted caregivers of youth with disruptive disorders found
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that the enhanced component was associated with greater
outcomes for youth and their caregivers over standard BPT
(e.g., Chacko et al. 2008, 2009; Kazdin and Whitley 2003;
Pfiffner et al. 1990; Sanders et al. 2000; Sanders and
McFarland 2000; Webster-Stratton 1994). Specifically,
enhanced PMT+PPS was associated with decreased parental
depression and stress, and fewer self-reported barriers to care
in comparison with PMT alone (although there was no dif-
ference between groups concerning treatment attendance)
(Kazdin and Whitley 2003). Youth in standard PMT and
enhanced PMT+PPS improved.

Likewise, in the Chacko et al. (2008, 2009) study, which
focused on providing intensive group supports for single
mothers, youth of caregivers in both the standard BPT
and the parent support enhancement (STEPP) showed
improvements in symptoms of ODD when compared to a
waitlist control, and greater improvements were found for
STEPP compared to BPT. With respect to caregiver out-
comes, STEPP resulted in improvements in parent and
family impairment and stress when compared to the BPT
condition. Furthermore, families in the STEPP condition
were significantly more likely to attend treatment and
comply with homework when compared to the BPT con-
dition. Unfortunately, treatment gains were not maintained
in either the STEPP or BPT conditions at 3-month follow-
up. (STEPP, Chacko et al. 2008, 2009), suggesting that
ongoing parent support may be critical for this vulnerable
population.

Webster-Stratton (1994) found that the Advance Parent
training program resulted in additional improvements for
both the parent and the child compared to those parents
who only received the Basic Parent Training. Specifically,
parents in the Advance Parent Training demonstrated better
communication and problem-solving skills, as well as
better consumer satisfaction. Furthermore, their children
demonstrated greater knowledge of prosocial solutions.

Similarly, results of a comparison between Enhanced
Triple P, two programs that were primarily BPT-based but
differ in format (Standard and Self-directed), and a wait-list
control group indicated similar gains among preschool-
aged youth and their caregivers (e.g., reductions in
behavioral problems, improvements in parenting skills and
competence) in the Enhanced and Standard groups com-
parative to the Self-directed and WLC groups at posttest,
although youth who were in the Enhanced group evidenced
the greatest decrease in behavioral problems. Further,
although all three experimental group conditions showed
similar treatment gains at l-year follow-up based upon
observation, the Enhanced and Triple P groups reported
greater improvements via parent self-report. Finally, care-
givers in the Enhanced and Standard Triple P groups rated
the program more favorably than caregivers in the other
two groups (Sanders et al. 2000).
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Finally, Prinz and Miller (1994), who focused on treat-
ment adherence, found that an enhancement to standard
family therapy (BPT) focusing on the caregivers’ issues
had an impact on treatment adherence. Fewer families in
the enhanced condition dropped out of treatment. This is
significant because families who stayed in treatment
(regardless of being in the basic Standard Family Therapy
or the Enhanced Family Therapy) evidenced a significant
decrease in child behavioral problems and greater
improvements in the caregiver’s parenting skills in com-
parison with families who dropped out.

Overall, the aforementioned studies demonstrate the
added value of parent support to standard BPT treatments
for youth with disruptive behaviors. While support focused
on caregivers’ personal skills and issues do not always
produce superior child outcomes compared to standard
BPT, such parent support demonstrated important benefits
for parent mental health and well-being, improved family
functioning, increased treatment engagement, and reduced
barriers to care. Such family-level outcomes are critical in
difficult to engage populations, as these factors help
increase the likelihood that the most vulnerable populations
stay in services and benefit from treatment.

Interventions for Youth with Anxiety Disorders

Added value was found for parent support in treatments for
youth with anxiety. Results of Cobham and colleagues’
(1998) study, which compared CBT with CBT+PAM,
stratified youth into groups based upon their caregiver’s
mental health status, found the greatest benefit of parent
support on child outcomes (being diagnosis-free) was for
youth with a caregiver who suffered from an anxiety dis-
order (77% in CBT4+PAM were diagnosis-free in com-
parison with 39% of youth who received CBT alone).
Similarly, significantly more youth in CBT and
CBT+FAM were diagnosis-free (69.8%) in comparison
with WLC (26%) at posttest, and more youth maintained
their treatment gains at 1-year follow-up in the enhanced
condition (95.6% were diagnosis-free), in comparison with
70.3% of the CBT group (Barrett et al. 1996).

In another study focused on anxiety, Kendall and col-
leagues (2008) found child improvements across all treatment
conditions regardless of whether the parent was involved in
treatment. Parent support (the FCBT condition) focused on
targeting parent’s own anxiety symptoms had added value on
child symptoms only among those children where both par-
ents evidenced an anxiety disorder (Kendall et al. 2008).

Interventions for Anorexia

Rhodes and colleagues (2008) found that a single parent
consultation session added to the Maudsley Model of

Family-Based Treatment, did not result in improvements in
clinical outcomes for children with anorexia nervosa
(though an immediate increase in weight restoration was
noted) (Rhodes et al. 2008). Parent efficacy was not found
to mediate ideal weight restoration in the adolescents.
However, qualitatively, parents reported that this added
component helped parents feel more hopeful and less iso-
lated. The authors felt that a heavier dose of parent support
may have yielded positive benefits.

Studies That Included Parent Support as Part
of the Child’s Intervention

Finally, while the specific impact of the caregiver com-
ponent cannot be discerned from studies of 14 programs in
which the caregiver component was integrated into the
child’s treatment (Barrett et al. 2004; Cohen and Manna-
rino 2008; Cognitive Behavioral Group Therapy, Sup-
portive Group for Caregivers, Deblinger et al. 2001;
Feinfeld and Baker 2004; Fristad 2006; Geist et al. 2000;
Lipman et al. 2006; Melvin et al. 2006; Pavuluri et al.
2004; Pfeffer et al. 2002; Shortt et al. 2001; Valderhaug
et al. 2007), four did not assess caregiver outcomes despite
the inclusion of caregivers as an integral part of the child’s
treatment (Cohen and Mannarino 2008; Geist et al. 2000;
Melvin et al. 2006; Valderhaug et al. 2007). However, two
of these studies examined family functioning (Geist et al.
2000; Melvin et al. 2006), although they found no signif-
icant impact.

Of those that did assess caregiver outcomes, six studies
focused on caregiver satisfaction (Barrett et al. 2004;
Deblinger et al. 2001; Feinfeld and Baker 2004; Fristad
2006; Pavuluri et al. 2004; Shortt et al. 2001). The others
found positive caregiver outcomes related to the parent’s
mental health (CBT and supportive group, Deblinger et al.
2001; Pfeffer et al. 2002), parenting stress (Feinfeld and
Baker 2004; Lipman et al. 2006), increased knowledge
(Fristad 2006), parenting practices, efficacy, and attitudes
toward their child (Feinfeld and Baker 2004; Fristad 2006),
intrusive thoughts, and emotional reactions to their child’s
abuse (CBT and supportive group, Deblinger et al. 2001).

All of these programs, in contrast, assessed child out-
comes and many revealed highly favorable results,
including significantly decreased symptoms and/or severity
of illness (Barrett et al. 2004; Cohen and Mannarino 2008;
Feinfeld and Baker 2004; Pavuluri et al. 2004; Pfeffer et al.
2002; Shortt et al. 2001; Valderhaug et al. 2007). Addi-
tional three studies also found benefit for the treatment,
although this was not significantly different than the
alternative treatment condition where support of parents’
own well-being was not a component (e.g., Geist et al.
2000; Lipman et al. 2006; Melvin et al. 2006). FESA, the
parent support condition (no cognitive skills provided to
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parents) that was the active control to FCBT, yielded the
weakest impact on the child. The impact of the parent
component on caregiver outcomes was modest, with small
improvements in parental anxiety (and specifically, the
mother’s anxiety) (Kendall et al. 2008).

Only four of these studies examined the impact on ser-
vice-related outcomes. Fristad and colleagues (2004) and
Lipman et al. (2006) reported that families when supported
were more likely to obtain or use appropriate services.
Pavuluri and colleagues (2004) found a positive effect on
treatment adherence among families of bipolar youth. A
hospital based family group psychoeducation program for
adolescents with anorexia and their families was found to
be equivalent to standard family therapy that was typically
offered (Geist et al. 2000).

Notably, one study examined the impact of family
support groups (with adjunctive child support groups) as
typified by those generally found in community (Deblinger
et al. 2001). This support group is notable because the
authors manualized this supportive intervention based on
information in the clinical and empirical literature on self-
help groups as well as in consultation with community
leaders of support groups. Using this supportive group
counseling as a comparison condition for the active cog-
nitive behavioral group treatment for non-offending
mothers of children who have experience sexual abuse
(Deblinger et al. 2001), the authors found that both types of
interventions benefited participants, with the active CBT
treatment resulting in greater benefits regarding child
knowledge of body safety (but not PTSD symptoms) and
greater reductions in parental level of distress and intrusive
thoughts posttreatment. At 3 months follow-up, overall
clinical improvements were sustained by participants in
both groups, with parents in the supportive group showing
additional decreases in negative parental reactions. Fur-
thermore, parents in the support group condition were more
likely to maintain contact with other parents and to obtain
additional therapy for their child at follow-up, suggesting
the potential benefits of typical community-based support
groups for parent engagement.

Overall, programs that included caregiver support as
part of the child treatment yielded positive benefits for the
caregiver, the child, and service-related outcomes.

Team-Led Programs

Out of the 50 programs that were included in this review,
six (12%) were led by a clinician and family member team
(see Table 6 of Appendix). All six programs were devel-
oped primarily by researchers and/or clinical professionals,
who collaborated with (e.g., Ireys et al. 2002) or engaged
family members (e.g., Dadds and McHugh 1992) as
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co-leaders or facilitators of the parent support component.
These programs were all funded through foundation
and/or federal grants as interventions for children with
serious emotional and behavioral disorders or psychiatric
diagnoses.

Provider Characteristics

Professionals who led these programs were primarily
psychology or social work clinicians who partnered with
family members. With the exception of the CMT+AST
program (Dadds and McHugh 1992) that utilized allies
identified by parents in treatment, the co-facilitators of
these programs were typically veteran parents who have
had experience navigating complex service systems for
their own children who had mental illness. In the CMT-
AST program, the allies who provided support were trained
by therapists to perform specific tasks for the families (e.g.,
listen, discuss problems, encourage, provide babysitting,
etc.). In other programs (e.g., Ireys et al. 2002 and Ruffolo
et al. 2006), the collaboration between health professionals
and parents was emphasized in the planning, implementa-
tion, and evaluation of the program.

Training requirements were not articulated for all pro-
grams. Where they were specified, regular meetings among
the co-facilitators were considered critical in delineating
roles and responsibilities of the partners. For example,
Ruffolo et al. (2006) noted that fostering partnerships that
valued the unique contributions of each facilitator required
additional skills and training. Typical concerns of parents
who partnered with mental health professionals related to
concerns about parent blaming for child disorders; pro-
fessional concerns related to boundary setting (e.g., sharing
life experiences). Ireys et al. (2002) described the collab-
orative nature of such teams as being based on “different
responsibilities, equal voice, and a common purpose.”
(p. 158). Bickman et al. (1998) noted that the parent
advocate as a team member served as a credible source of
information, as well as an important role model of parent—
professional collaboration.

Where specified (e.g., in Dadds and McHugh 1992, Ireys
et al. 2002, Ruffolo et al. 2005), the roles of the provider
team appear to play to the strength of each member, with
clinicians often primarily responsible for the informational
and instructional components and the parent partner being
primarily responsible for the emotional component or for
facilitating linkages to information and resources. In pro-
grams that emphasized the collaborative nature of the
programs providers, a key aspect of the collaborative teams
was to serve as a model for participants on parent—pro-
fessional collaboration and partnerships (e.g., Bickman
et al. 1998; Ruffolo et al. 2005, 2006).
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Program Characteristics

The programs represented in Table 6 of Appendix range
from brief workshops or topical groups (e.g., 11 h curric-
ulum for the Vanderbilt model, Bickman et al. 1998; Lopez
et al. 2005) to more individualized programs such as the
Parent Connections (e.g., 15 months; Ireys et al. 2002).
These programs were predominantly delivered in group-
based formats. Two of these programs contained individ-
ual, one-on-one components, in which the parent partner of
the team was responsible for personally establishing and
providing emotional and instrumental supports to caregiv-
ers (Dadds and McHugh 1992; Ireys et al. 2002).

Two of these programs (Bickman et al. 1998; Ireys et al.
2002) can be considered independent parent support pro-
grams, in that they were not integrally tied to the child’s
treatment, even though the youth may be in treatment
elsewhere. In the other four programs (Dadds and McHugh
1992; Lopez et al. 2005; McKay et al. 1999; Ruffolo et al.
2005), the parent support component was an adjunctive
piece of a larger treatment program or service. For example,
Ruffolo’s S.E.E. group (2005, 2006) is an augmentation to
intensive case management, targeted at providing key
caregiver supports for families of children with serious
emotional and behavioral problems with histories of out-of-
home placements or inpatient hospitalizations. Similarly,
Dadds and McHugh’s caregiver support is an augmentation
to a parenting program, targeted at socially disadvantaged
parents of youth with conduct problems. In Mckay’s mul-
tifamily group (McKay et al. 1999), the child and siblings
were seen concurrently as well as together with the parents
for part of each session. Within CMAP (Lopez et al. 2005),
the parent support component is only one piece of a larger
array of services (e.g., medication, social skills training,
etc.) for youth with ADHD or depression.

Client Characteristics

Four of the six programs primarily targeted caregivers.
Two programs included youth as part of the program, either
in concurrent sessions or for some part of the treatment
sessions (Lopez et al. 2005; McKay et al. 1999). These
programs typically focused on specific populations, such as
disadvantaged caregivers of youth with conduct problems
(Dadds and McHugh 1992; McKay et al. 1999), and
caregivers of youths with serious emotional and behavior
problems who utilize intensive services (e.g., Ireys et al.
2002; Ruffolo et al. 2005).

Types of Support

Emotional support was unanimously identified as a key
component of these team-led programs. When provided in

group format, emotional support typically included the
facilitation of shared experiences, insights, and peer sup-
port. In three programs (Dadds and McHugh 1992; Ireys
et al. 2002; Ruffolo et al. 2005), parent partners also pro-
vided individual emotional support through emphatic
understanding and affirmational support to encourage par-
ent self-efficacy.

Instructional, informational, and advocacy were the next
most commonly provided types of support, being present in
five out of six programs. Instructional support typically
included skill building around child management strategies,
communication, problem-solving, and stress management.
Informational support typically included education about
the nature of child mental illness, the mental health care
system or treatment options, or information about resources.
McKay’s MFG (1999) also provided education about core
concepts related to family functioning (e.g., rules, roles,
responsibilities). Advocacy support was primarily limited to
the provision of information about parent rights or entitle-
ments; coaching of negotiation skills was more limited
(Ireys et al. 2002; McKay et al. 1999). Only one program
discussed advocacy in terms of leadership, in the form of
“giving back” to others (Ireys et al. 2002).

Instrumental support was only provided by three out of
the six programs. Two programs (Ireys et al. 2002, Ruffolo
et al. 2005) included onsite childcare and transportation to
facilitate parent attendance in groups. The ally support
component in Dadds and McHugh’s program provided
individual instrumental support, including babysitting,
transportation, and outings (with or without the child).

Evaluation Design

Five out of the six programs were tested using experi-
mental designs, with four randomized controlled trials
(Bickman et al. 1998; Dadds and McHugh 1992; Ireys et al.
2002; Ruffolo et al. 2005) and one quasi-experimental
design (McKay et al. 1999). One study was a pilot feasi-
bility evaluation of an algorithm-based medication project
(Lopez et al. 2005). Of these programs, only four were
designed to assess the impact of the parent support com-
ponent. Bickman et al. (1998) and Ireys et al. (2002) were
stand-alone parent programs, while Dadds and McHugh’s
(1992) and Ruffolo et al. (2005) were designed to test the
parent component as augmentations to an existing treat-
ment or service.

Outcomes
Only five studies had published data (Ireys et al. 2002 did
not publish final data); one of these five reported on

implementation feasibility and not outcomes (Lopez et al.
2005). With respect to caregiver outcomes, only Bickman
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et al. (1998) found a positive impact of a caregiver
empowerment curriculum on caregiver’s sense of services
efficacy and knowledge but not actual change in caregiver
behavior as it pertains to treatment involvement. In the two
studies designed to assess the impact of the caregiver
component as an augmentation to an existing treatment
(Dadds and McHugh 1992) or service (Ruffolo et al. 2005),
caregivers in both groups showed improvements in care-
giver outcomes pertaining to caregiver symptoms (e.g.,
depression), perceived social support, and skills. No added
gains were found for the caregivers with the additional
caregiver support component in both these studies. How-
ever, Dadds and McHugh noted that responders from either
group were more likely than non-responders to report high
levels of perceived social support from friends. Ruffolo and
colleagues (2005) also reported trends favoring the care-
giver support group. In the Ruffolo study, qualitative data
indicated that parents who had the added caregiver support
component reported higher levels of social support, spoke
more positively about their children, and felt less isolated
and hopeless that their counterparts who received the
intensive case management service only.

With respect to child outcomes, the three programs that
contained a focus on child management or services (Dadds
and McHugh 1992; McKay et al. 1999, Ruffolo et al. 2005)
documented a positive impact on child behavior and
symptoms. Bickman et al. (1998) program, which focused
solely on caregiver empowerment, did not find the inter-
vention to carry over to the child’s mental health status.

Both Bickman et al. (1998) and McKay et al. (1999) also
examined the impact of the program on service use.
McKay et al. (1999) reported that the Multifamily Group
intervention, which was targeted at youth with externaliz-
ing problems and included both caregiver, youth and sib-
lings in the intervention, was associated with higher rates
of mental health service use and lower dropout rates.
Bickman et al. (1998), which focused solely on the care-
givers’” empowerment, found no impact on service use.

Overall, team-led parent support programs showed
positive benefits on caregiver-related outcomes related to
self-efficacy, symptoms, and perceived social supports and
skills. Where the parent support also targeted the child
(e.g., through intensive case management, child manage-
ment training, or child participation in the intervention),
positive benefits on child and service-related outcomes
were also found. However, these gains could not always be
solely attributed to the parent-focused support component.

Discussion

This review highlights strengths and weaknesses in studies
of family support services for parents of youth with mental
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health problems. The purpose of the review is to provide
conceptual consistency in the definition of this service, to
identify typologies and core components of these services,
and to assess the status of research on its impact. Three
salient models characterized the 50 studies we evaluated;
programs led by a clinician, the more traditional model;
those led by a family member, a newer model; and those
led by a team, the least developed but most recent model.
We identified five core components and functions that
captured (broadly) the range of services: information
sharing (or education), skill development, emotional sup-
port, instrumental support (i.e., concrete services), and
advocacy support. What is unique about family support
services, as opposed to traditional clinical care, is that they
are designed to assist parents in clarifying their own needs
or concerns, reducing their sense of isolation, stress, or
self-blame, and empowering them to take an active role in
their children’s services. We found that the specific func-
tions and activities that constituted each of the five com-
ponents of family support were quite similar irrespective of
who provided the service or where it was provided. Dif-
ferences were found in emphasis (mixture of components)
and even more starkly, in the extent to which the program
models had a research base.

We found substantial unevenness in the distribution of
models (i.e., family led, clinician led, team led) and in the
quality of evaluation data. Two-thirds of programs were led
by clinicians; less than a quarter of programs were led by
family members and only a handful represented a team-
based collaboration between a mental health clinician and a
family member. Despite the surge of interest in family-
driven service models, few such models have been sys-
tematized and developed to the point that evaluations have
been conducted. Instead, the bulk of the extant programs
are clinician led.

Key Findings: Program and Participant Characteristics

Almost unanimously, family and team-led programs were
not delivered in clinical settings, but rather in community
settings. In addition, the majority of the family-led pro-
grams were affiliated with national or local family-run
organizations. Team-led programs were typically affiliated
with universities and developed and delivered by
researchers who collaborated with family members through
federally funded research efforts. Almost all the clinician-
led programs were based in clinical settings, with family
support services almost always contingent on the child
having a diagnosis, being an identified patient, or in con-
current treatment. In contrast, family and team-led pro-
grams were less likely to place constraints on eligibility for
family support services, other than having a child with an
identified mental health need.
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Key Findings: Types of Parent Support

Overall, similar types of functions or activities (i.e., edu-
cation/information, emotional, skill building) were repre-
sented across the three different provider categories.
However, the content and emphasis differed across pro-
viders. Thus, clinician-led programs were more likely to
focus on skill building related to managing the child’s
mental health issues, while family-led programs emphasized
parent cognitions about their experiences, with the goal of
problem-solving child management issues. Clinician-led
programs tended to be grounded in behavioral or cognitive
behavioral theories, focusing primarily on parenting skill
building to manage child symptoms. As noted in a recent
review of parent engagement in the behavioral parent
training literature, a key limitation of such programs is the
exclusion of parent’s emotional experiences and social
cognitions related to the acceptability of these methods
(Mah and Johnston 2008). Within family-led programs, skill
building focused more on parents’ own needs involving
personal coping, stress, and anger management, communi-
cation and problem-solving skills, respite and self-care.
Clinician-led programs tended to focus on the parents’ own
needs but in the service of increasing the parents’ capacity to
support the child’s compliance with treatment (e.g., help
parent manage own anxiety so parent can support child
adherence to exposure exercises). Family-led programs
were also more likely to emphasize advocacy supports, and
more apt to recognize and discuss system level barriers
rather than parent-level barriers to service access.

Advocacy and instrumental support were not a core
component of the programs provided by clinicians,
whereas they were more often included in family-led pro-
grams. In addition, family-led programs were more likely
to emphasize emotional support through shared experi-
ences, often with a goal of reducing parental isolation and
stigma. Team-led programs appeared to be more compre-
hensive, with a more balanced emphasis across the various
types of support: instructional, informational, advocacy,
and emotional. Team-led programs were also more likely
to provide instrumental supports than family-led or clini-
cian-led programs.

Key Findings: Strength of the Data

Programs led by clinician or clinician-family teams have
been far more rigorously studied than family-led models.
Clinician-led programs are more likely to have used
experimental designs, most often with random assignment.
Family-led programs have received much less federal
research support and therefore have relied on weaker
evaluation designs and consequently have a much thinner
evidence base. Where evaluation data exist, pre—post

designs with weak or no comparison groups were the
predominant design.

In terms of outcomes, family-led programs were more
likely to focus on caregiver satisfaction or caregiver per-
ceived support. This is in keeping with the primary focus of
family-led programs on targeting caregiver isolation and
providing information and education. Outcomes in clini-
cian-led models tended to focus on reduction in child’s
symptoms, improvement in functioning, and parent mental
health or stress reduction. Among clinician-led programs,
the findings from the research clearly demonstrated the
value of family support services. In general, support ser-
vices for parents produced superior child outcomes to
standard treatment alone. This held whether the program
was an independent intervention, an augmentation to
standardized child treatment, or an integrated component
of child treatment. In addition to augmenting child out-
comes, these studies found that parent support conferred
important benefits for the parents, improving mental health
and well-being, increasing self-efficacy, reducing stress,
and improving perceived social supports and skills. It also
improved family functioning, increased treatment engage-
ment, and reduced barriers to care.

Families support services are likely to grow in the
coming years in part because this type of service is
adaptable to the needs of different families, can be indi-
vidualized, is likely to be cost-effective (although that has
not been established), and is a natural gate-way into mental
health services for parents who might otherwise shun them.
For example, family support is likely to be especially
helpful for parents who have experienced blame stemming
from the stigma of mental health, parents with different
cultural frameworks, or parents who have had negative
experiences with the system. In an important new devel-
opment, this service model is becoming increasingly pro-
fessionalized as states undertake the process of making it a
billable service (NY) and create credentialing programs to
certify peer parent providers to deliver this service. Given
the growing workforce shortage, the availability of a cadre
of highly trained professional family advisors delivering
effective family support services may assist the mental
health system as it is transformed under new paradigms of
health care.

Future Research

Despite its promise, and relative to other scientific sub-
fields in children’s mental health, family support has
received limited research attention. This is due in part to
sloppiness in defining either the parameters of “support,”
its core functions, the competencies needed to deliver it
well, or the outcomes it is intended to effect. The field is
awash in different terms, interpretations, and other verbal
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debris that obfuscate the potential of this service. Such
ambiguity has prevented the development of a clear
framework for understanding and systematically studying
family support and its impact. This review provides an
important first step in operationalizing and characterizing
key components of family support.

A clear conceptual framework is needed to guide future
studies. This review provides some insight into compo-
nents of family support and suggests what the contours of a
framework might include. In our view, a comprehensive
conceptualization could be drawn from theory and research
on behavior change (Jaccard et al. 2002), patient activation
(Alegria et al. 2008), self-efficacy (Bandura 1977, 1986),
and empowerment (Sarason et al. 1990; Santelli et al.
1993). A comprehensive model will need to include
attention to mediators of parent and child outcomes (e.g.,
does emotional support that reduces shame, self-blame, and
isolation increase parent activation and self-efficacy that in
turn positively impact child and family functioning?) The
components of family support fit well within the Unified
Theory of Behavior’s (UTB) explanatory model (Jaccard
et al. 2002). For instance, information and education may
shape parents’ expectancies, attitudes, and beliefs; emo-
tional support is likely to influence perceptions of social
norms; instrumental support and advocacy may address
environmental constrains; skill building is likely to influ-
ence self-efficacy). Considerable work is needed to outline
thoroughly the logic model underpinning family support, as
well as the most salient outcome measures for assessing
change, but this we believe is a necessary next step.

A range of studies is needed to fill this vacuum. These
include mediator and moderator analyses of the impact of
family support to identify what factors account for out-
comes. It will not be sufficient to document evidence of
effective family support interventions if concurrent atten-
tion is not paid to the mechanisms by which impact is

@ Springer

attained. There is a need for intervention enhancement
studies (e.g., adding family support to other interventions)
to assess its comparative effectiveness. To develop a sci-
ence on individualized care, it will be necessary to launch
studies that identify which components are most helpful to
which types of parents or at what particular junctures in
their personal journey.

The development of the evidence base in children’s
mental health has been largely driven by researchers who
have historically focused on improving child outcomes,
assessed in terms of psychiatric symptoms (e.g., CBCL
scales, diagnoses or items from the DISC) or generalized
functioning (e.g., CGAS). Even among those treatment
studies that provide caregiver support, caregiver outcomes
are often focused on parent pathology (e.g., depression/
anxiety/psychiatric symptomatology), and more relevant
caregiver measures (e.g., caregiver strain, parental stress)
are often not measured. Asynchrony exists. Likewise, the
limited evaluations that currently characterize most family-
led services have failed to yield scientifically generalizable
knowledge. To advance the science in this area and keep
pace with its rapid emergence as a promising adjunctive
service, new paradigms of scientific collaborations
involving researchers and family advocates are essential.
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See Tables 4, 5 and 6.



Clin Child Fam Psychol Rev

1dg 01 paredwoo

jusuIEal) pusye 01 A[YI 2IoW

APuBOyIUSIS 910M UOTJUIAIIUL
ddd.LS 2y} ur uaIprgn

1dg 01 sAneredwod

dddLS PUe DTM Ym

uostredwod ur (O Ul SOseaIdap

JuBOYIUSIS PIOUIPIAS UOHIPUOD
ddd.LS 2y} ul pnox pryy

uonipuod WvA+LID
) ur sured 3s9)ea1s oy
POOUIPIAD UAIP[IYD IOFUNOA pue
sorewoy] ‘dnoi3 1gD uey surel
10)e2IS PIOUIPIAD UONIPUOD
INVA+1dD 2y ur [pnok
pue ‘oA YPim uostredwod
ur dn-mof[oj pue juourjeansod
Je 901J-SISouSeIp aIom suLle
[eyuowadxa yioq ur YInox :py)
Y31y Judwiean yim uonoejsnes
Surpqrs (g) ‘sdnois Hm
pue [ejuowiLadxe 2y} uIMmIaq
QouaIayy1p ou) sdnoid eaIy [[e
$SoI0® DO S.PIIY SuIdIojurdl
pue uorssaxdop 3urqrs
ur suononpai Juedyrusis (1) ayiQ

uorjoRJsIes I9AI3aIed Y31y (7)

sdnoi3
[eyuowLiodxe $soId® (SSAms
‘uorssaidop) ssansip IoAIZoIed
ur agueyo oN (1) 2418240
dn-morjoy syjuow-9
01 dn pourejurewr 919Mm suren)
‘saniepow dnoi3 pue [enpIAIpur
U99M]9q SOOUAIJJIP JUBIYIUSIS
ou $s9321d 01 paredwoo 3sapsod
je (Ky1oa9s pue swoydwAs)
DO Ul SasBaIdp JuUBOYIUSIS
poouapire 11gD dnoig pue
[eNPIAIPUL [Oq UL INOA P17y

OIM 10 ‘ddALS ‘Suturel],

juaIed [eIoiaeyeg 0) poudisse

A[WOpURI 919M SISYIOU IIAY) pue
UDIP[IY> QHAYV WM USIP[IYO O]

:a1dwns [y

“dn
-Mo[[0] syyuow g pue 9/sodsaig
(OTM 10 ‘WVA+19D ‘19D)
0} pazrwopuel 33e Jo sreak $]1—/
Im UIPTIYD 6L :2pdutns 1Y

dn
-MO[[0] sypuowr g pue ¢/sod/aig
(D1M) 100U0d IsIPEM 10 149D
dnois ‘44D [enpIAIpur o)
pozrwopuer o3e Jo s1edk /] pue
[ U9M12q [Inok £/ :21duwg 1Dy

j1oddns Teroos
sojeII[IOB) pue sonssI s juared

sassaippe ssaoo1d dnoin :ppuonousry

SIS Surafos-wd[qoid pue Furdoo

‘Sururen juared :JpuonOINISUf

(suonemis

[nyIedy Sulnp pIIyd Ioj [opow
0)) s[Irys Surajos-wapqoid (s[rrys
SuIudISI| pue UOTBOIUNWIWIOD
9osdn pue Kjorxue jo swoydwiAs
S JoAI3a1eD 9U) 93BUBW O)

SIS ¢(SurnrouSt pauuerd ‘spremar
‘oste1d ““3-9) Ajorxue s pryo

Q) 9SBAIOAP 0} 1 dg :JpuondIniisuf

w0y 9y ur juowearn; oy Joddns
pue DO S.PIIYO Y} ASLAIOIP
01 sa1301e1)S {SAN[NOYJIP [BIOTABYSq
pue Kjorxue pIydo Jo juowaSeuew
juared ‘sT[DYs Surajos-woqoxd
S(STIDS 2ANIUZ09) Juduwaseuewr

K1o1XUR JUATR] JDUOLINLISU]

(uonuaaaxd

osuodsal pue 2Insodx?) juounean
S, PIIYO AU} INOqe UOJEUWLIOJUI

pue ¢s3urqrs uodn DO Jjo 1oedwr
) ‘Ayerxue pue DO Noqe

UOTIBONPAOYIAS :[PUODULIOfU]

SUOISSAS [ G'Z QUIU JOAO PAISAI[P
st wersoxd ayJ, (8661 ‘T 1° weysuruun)
(woiy paardp) dnoid s[ys [e100s
9jeredas e ur ojedronted uaIp[y) "qHAV
)M 93k Jo s1eak 7] pue G uaamjaq yinok
Jo s1oypowr J[3urs 10y werdord Jururen

juared paseq-AjisIoArun ‘Surp[ing-s[[eys v

umur 08

—09 SI UOISSAs [ord JO uoneInp [ej0) Y],
‘UOISSas Juowaeuey Ajo1Xuy ATwue
Ui () € Ioj IoA13ared ayy surol uayy
Pue ‘(1661 T8 19 Na11eg) JOOqYI0M B[RO
Surdo) oy uodn paseq urw (¢ I10J 1.gD
SOAT0RI PIIYD Y} :SUOISSAS AP[oom 7]

Ul PAISAI[OP SI JUSWIEI], “eI[eNsny

Ur OIUI[O Paseq-AJISIOATUN B J8 PAIJJO
SIOAIZOIRD IIQY) puR SIOpIOSIp Ajorxue

M udIpqiyo 10j werdoxd peseq-1g) V

‘Tfom se s3urqis 0} uado sem weidoid
U], "MOIAQI JOJ SBM UIW ()] Sururewr Ay}
pue ‘Ut (¢ 10J Sulurer) S[[D{S POAIIIAI
juared oy} ‘urw (G Ioy 1. gD poseq
-dnoi3 ur 10 A[[EnpIAIpUI UJS SEM P[IYD

A SAP[eOM Y G'] Sem Qwir) JUSUIEAN [BI0],

papnjout

os[e a1om juouneanisod syjuowr ¢

PUE QUO SUOISSAS 19)500q 0M ], “YITua]

Ul SYooM {] SeM JUSW)EI], "TOPIOSIP
AA1S[NdWI00—0AISSISqO POOYPIIYD 10F
BIENSNY UT OTUI[D PAseq-AJISIOATUN € Je
paIojjo sa1Soreng [eioraeyeqg 2ANUSo)
Surs) suorsindwo)) pue suoIssasqO

woIj Wwopal,, werdoid paseq-1.9D V

(6002 ‘800C
‘T8 12 OydRYD 224108
weI3old
(ddd.LS) Sunuareq
QAT)ISOJ ddoueyUY
0] muﬂmoﬁbm '€

(9661)
‘Te 19 NRIIRY (204108

(WVA+19D)
JuowaSeuRA

Kyprxuy

Apure J+Adexay,

[eloiARyg
aAnus0) ¢

(#002)
‘[6 19 NNALIRY 120410

(1490D) Adesyy,
A[rure Teloraeyeg
AAnIIS0)

dnoin) 10 [enpraipuy ‘|

SawodInQ)

grdures pue uSisop Apmg

sjuouodwoo jroddns Arueg

jeurtoj ‘uonendod 103181 ‘Surpes
Surpnjour uonduosap weiSoid [[eIAQ

ERILTN
‘werdoxd Jo oweN

Pa] UBIOIID  S[qBL

pringer

A



Clin Child Fam Psychol Rev

JUBOYIUSIS JOU dIoM

SI[NSAI 9SAY) INq ‘931J-sIsouSeIp

3uroq jo sojel 10y31Y paouIpIAd

dnoi3 Kjerxuy pryd oyl

ur YInoA pue ‘poureIuIew dIoM
sure3 ‘dn-mo[[oj sypuowt ¢ 1y

INVd+1dD 9y ut %L 0
paredwod gD ur 9a1j-sIsougerp
a19M (%6€) duofe LgD ul uey)
dno1s WVd+1dD oy ur (%LL)
Q91J-SISOUSEBIP 1M [INOA 210w
‘dnoi1d Kyerxuy Juared—+priy) oy
Suowy "(NVd+LID %08 ‘L9D
9%C8) UOnIPUOd JO SSI[pIegal
dnoi3 Kyorxue juared+pryd
oy uey) Jueuwnyeaisod Je 931y
-SISOUSeIp 9q 0} A[oYI[ 2I0W SeMm

dnoxs Kerxuy pry) oyL, pIyd
JIM O
aaneredwod uorssaxdop [eurdyewt
pue ‘s10ad M jusunredurr
‘@HAV Ul Suononpar juedsyrusis
9dU9pIA? JoU PIP ddHLS
ur yinoAk pue ‘dn-mof[oj sypuowt
-¢ 18 1d9 10 ddd.LS oyiie 10}
paurejurews Jou sureS ‘JoAOMOH
1dg 01 paredwoo
JUSUIEaT) YIIM uonoeysnes YSIyg
(€) "1dg Surareoar syuared o)
poredwos syuowugisse ojo[dwroo
puUE JudUneaI) pUAIe 0} A[YI|
arowr Apjueoyrugis a1om Jddd.LS
ur s1AI3aIe) (7) "1dg pue
DM 0} paredwod juouaredwr
pue ssans up sjuwAordwr
JUBOYTUSIS POUIPIAD

ddALS ut syuared (1) uaid

dn-mof[oy ypuowr z/1s0d/o1d

INVd+L9D

10 LD Pposnoo-plryd

IOYII0 0) PAudIsse A[wopuer

Apuenbasqns pue (Kjerxuy

uared+pIiy) 'sa KRIXUY P[IY))

[9A9] Ayorxue juared £q padnoid

UQIP[IYD "93e JO sIeak §] pue .
UQaM)aq URIPIIYD /9 :2]duins [y

(JuoweSeuewl Aoua3unuod
‘Sururer) uonexe[aI ‘SULINIONINSAT
aAnIu30d “3°9) Jururen
SIS 2ANIUS0)) :JpUOINAISUT
(19pI0SIP S, PIIYO oY)
Surureurew “9'1) ssau[l s p[IyYo
1oy uodn joedwir s 19A139180 )
pue A1a1xue jo A30[0139 2y} Jnoqe
UONBINPIOYIASJ :JPUODULIOfUT

[ | Sem juouneon

Ioj awm (@10, (0661 'T& 19 [[epUaY)

weidoxd je) Surdo) oYy Jo SATIRALISP

e (1661 'Te 10 Nolieg) JOOqyIoM B[R0y
Surdo) oY) uo paseq ST JuAWIEAI) S P[IYO YL

SUOISSas gD Ud}

JOJ U23s SI P[IYD Y} PuB ‘SUOISSIS AV JNnoj

ur aredronred sjuared "eIfensny Ul OTUID

Paseq-A)ISIOATUN B JO INO PIseq SIOPIOSIP
Kyarxue pooyp[ryo 1oy wreidoid paseq-1.gD V

(8661)
‘Te 10 Weyqo)) 1924108

(NVd+L14D)
Juourageuey K19IXUY
juared—+Aderoy,

[eso1ARyag PIIYD b

SawodInQ

qdures pue uStsop Apmig

sjuouodwoo joddns Ajruueq

jeurtoj ‘vonendod 10318 ‘FUIos
Surpnpour uonduosep weisoxd [[e1AQ

ERILTN
‘werdoxd Jo oweN

pringer

A's

panunuod § Jqe],



Clin Child Fam Psychol Rev

dn-mofjoj 1e

pouTejuUTEW AIoM SUTES JUAUIBAL],
(erqeoridde pue nydjoy)
K1qeIoaey weidoxd ay) 9jex
sjuaIed ‘UOTORJSTIES JUQUWIIBIL],
) OTIM Yim uosuredwoo ur
dnoi3 x) Suowe juowrrredwr ss9|
Apueoyrusis (¢) ¢dnoi3 x3 oy ur
PIIYo In0oqe suontusod aAne3ou
Ul 9SBAIOAP 191813 Apueoyrusis
(@) 1M 01 paredurod
Wo)SI-J[3s Ul JuduwdAoxdwr
pue uorssardap Jo sxs

ur 9sea1dop JueoyrusiS (1) Juaivd

SIS

Sunjuared pue ‘ssonsip pajerar

-ewnern ‘uoissaidop jo swoydwAs

paroxduwr payrodar dnoi3
19D-dL 9y ul SIoAISaIe)) Juaing

1DD ul yInoA 0y paredwod asnqe

0] paje[al suUONIUZ0d pue dUIeys

‘swo[qoid [eroraeyeq ‘uorssordap

dS.Ld jo swoydwAs ur

SOSBOIOAP JUBOYIUSIS POOUSPIAD
LED-AL SUIAIOAX YINOX :pI1)

dn-mor[oj yuow-g ‘ysod/arg
weI3old
juouneal], Jowwns qHAV
Y} Jo uona[dwod Jurmoj[oy
DI Jo dnoi3 Surdoo oy
POAISOQI SIdYIOW 79 2jduuvs DY

dn
-MO[[0] Yuow-g | pue -9/s0d/a1g
(1DD)
Ade1oy) poIajuad-pIIyd 10 19D
-1 0} paugIsse A[WOpURI dIoMm
sjuared 1oy pue a3e Jo SIBAA
¥1-8 m ok 6zg -opdums [y

SONIATIOR JSBAIOUL
0} S[[IS "SULM)ONNSAT IANIUT0D
‘SSQUIATIIISSE PUB S[[IYS [BIO0S

‘S[[D[S UONBXR[Y :JPUONINAISU]
(sI01A®YQq puE $TUI[a] S,9U0 pue
sjy3noy) usamjeq diysuone[ar
9y} JNOQe UONBULIOJUL “'9°T)

UONBINPAOYIASJ :JPUODULIOfU]

SWINOIA JOJ QOURISISSE
urejqo 03 Moy JNOqe SAJINOSAI
pue uoneuLoju] :£on204py

(s)y3noty 9jeIndoRUl

Sunoa110o pue JurkjrIuapr

‘syys Surdoo 9AnIu0o

pue uonexXe[aI “3-9) S[IIs

u>:_cmoo £(Ino Qwn ‘uonuae
‘osrerd) 149 :jpuononaisuy

wlsAs donsnf ayy noqe
uonewIojuI ‘A[Iuiey pue prryo
uodn $109JJ9 SJI pue 9snqe [enxas
‘sisougerp pue swojdwAs o1
UOTJBONPAOYIASJ :JPUODULIOfU]

(7661 “112q[1D-PI0d2g
pue ‘rouwalg ‘weysuruun) :JHJ0D)
werdord uoneonpy Sunuared Ajunwwo))
ay) woij paaLRp Sunuared uo dnoi3 Apeom
e ur pojedronred s10A1301e0 Yorym Surmp
‘QHAV S.PIIYD 119Y) 9s82109p 01 “(dLS)
we1301d JUSWIRAL], Jowwng paseq-1dg
99Mm-g U UI JUSWIAJOAUL S P[IYD I13Y)
Suimoroy peredronied s1oA13a1R)) "SONIATIOR
ur JurSe3us pue Juures) UONEBXE[AI
‘SSOUQATIIISSE ‘S[[DS [BIO0S SB [ons seare
ur urp[ing s[[ys Sunogie} sea[npoul Inoy
Jo sisisuo)) uorssardop wo1j SuLRyns e
1O JO YSUI JB I oym qHAV YNm nok jo
syuared 1oy weidoid dnoi3 ‘paseq-Ajisroarun
oam-71 ® st dnoi3 siyJ, -osino)
uorssardo yiim 3urdo) ay) JO 9ATIBALIOP
e st dnoin 3urdo) ssens [eUIdBN UL,

[oes urw ()¢ Ioj
A[[BNPIATPUI UIS 2IOM [INOA PUB SIOAIFAIRD
‘suorssas jurol Jurmn(g -oouaradxa s pyo
AU} SSNOSIP 0] pue ‘A1dJes pue AJI[eNXos
0} 3ururerad sonsst Jnoqe UOHBWLIOJUT
opraold ‘uoneoIUNWIWOD )e)I[IoR]
03 suoIssas Jurof urw-(¢ 921y} 10j 1dedxa
(renprarput 1od Ut Gi7) SUOISSas [eNPIAIPUL
ur Ajoyeredas pue A[renjuonbas uoss are
SIOAISAIRD PUB INOX SISAISAIRD IIdY) pue
pasnqe A[[enxas uodq 9ABY OyMm UIP[IYD
10J J1UI[O AJISIOATUN B JB PAIDJJO SBM
jey) swrerdord qSId uodn poseq weidoid
SuIp[INg-S[[IYS PUE [EUONEONPI NIM-T]

(9002)

‘Te 39 STUOIY)) :22410§
dnoi3 Surdoo

Ssons [eUIAIRIN 9

(8007) ouLruUBIA
pue udyo) {(+007)
‘Te 319 udyo)) :224n0g
(LgD-4L) Adexoys
[eIOTARYSQ QATIIUTOD
pasnooj-ewinel], ‘¢

SawodInQ

qdures pue uStsop Apmig

sjuouodwoo joddns Ajruueq

jeurtoj ‘vonendod 10318 ‘FUIos
Surpnpour uonduosep weisoxd [[e1AQ

ERILTN
‘werdoxd Jo oweN

panunuod § Jqe],

pringer

A



Clin Child Fam Psychol Rev

dnoi3 aanroddns

A ‘sa dnoi3 2Anmu3od

) ur pajedronied oym asoy)

Suowre dn-mo[[oJ Je paurejurEw

9q 03 A[o1] 210w ApuEOyTUSIS
1om sured [aad[-juared pue priyd

UONUAAIUL

aanzoddns oy ur asoyy

uey) A[qeroaej arow wergoid

o) pajer dnoid [eIolAByq

9ANIuS0o Ay ur sjuared (7)

"dnoi3 aanroddns oyy ur s1eyjowr

0) paredwod sjyInoyy dAISNIUL

pue asnqe 9y} JUILIdU0d

SUOIIOUIY JSIQAPE UI SISBAIOIP

1018213 YIIM PJBIOOSSE Sem
dnoi3 eanm3oo ayy, (1) Juaivg

jsansod je dnoi3 oanzoddns

Ay ur yynok uey) A3pamouy]
Apoq ojes a1ow paouapIad dnoid

2ANIUS0D Y} UL YINOX PI1YD)

SJD)/SIONSTA Y)[EAY YIIM S}IOBIUOD
PIONPAI JUIWUOIIAUS dWOY Y}
ur sjuowaaoxdwit ‘panfea ATy3rg

90IAIOS AU} PUNOJ SIOLIJY Y1)

(uonuaAIUI
0] anp sa3ueyd OU) paInSeaw
os[e 1oddns [e100§ JuowIEon
[IIM UOTIORISTIES (Y) ‘UAIP[IYO
119y JOo suononnsuod aanisod
arouw (¢) ¢(uorssaxdop pue
K)aIXUR) SAN[NOYJIP [BUOTIOWD
pue ssans [ejuared pasearoop ()
SWIAQ)SA-J[AS paseardu] () :Juaang

swoqoid jo Ajroass
puE SXS JOIARYQQ PISBAINR( PIIYD

dn-mor[oy yuowr ¢/)sod/a1g
dnoi3 aanroddns 10 9AnIUZ0O
) 0} pauJIsse A[WOpURI 9I9M
o3k Jo s1Bak § pue 7 usamjeq
YINOA pue SIOYIOW 44 :9jduvs [DY

SQOIAIQS
SunsIxa ym JorIUOd [ensn
pey oym ‘uonipuod uostredwod
QU Ul §¢ pUB UOHIPUOD
[eyuowtradxa ur sarfwey

09 Jo Apnis [eyuowLIddx9-1sBNQ)

SUOISSIs

[T 9y Jo om) SuLnp SIdAIZAIRD

0] ayods AoBOOAPY SSOUITAN
WIdIA JO 90YJO YL :Aovdoapy

SIS UOTIEJIUNWIWOD ‘SAIFNens

Surdoo Juroueyua ‘Son[NOYJIP
[e101ARYQq 0] [d{ :JPUOUINAISU]

suonu30o

[ejuared paIoISIp 29Npal

0] 9snqe [enxas Jnoqe uoneoONp
Jo uorstaoxd :ppuonpuLIofuy

wod1sd
-Jos Joyy juowdne o} yroddns
[BUOTIOWd JO UOISIAOI] :JPUOOULT
SIS
Surajos-worqoid pue sor3erens
[BIOTARYDY :JPUOLINLISUT

(6# 998) sIoAIZaIR)
107 dno1ny eanioddng oy 01 paredwio)

PIIYO pue IoA13ared Yy Aq paje[dwod

9q 01 AJIATIOR UB J0J POAISSAI QI9M UTW G|

1se[ oy} :y ¢ 1oy 30w sdnoin) ‘dnoi3 umo

119y} Ul AJUQLINOUOD UIS 1M UAIP[IYD

‘PozZIWNOIA A[[ENXaS U9Qq 9ABY OYM

a3e jo s1eak §— YIm [INOA JO SIdyjow 10
suorssas ] jo Junsisuod weidord dnoi3 y

js130[0yoAsd [eoruro & Aq pasiaradns

pue pauter) are oym ‘suerornerpad

puUB (SOAIMPIW JO SISINU PAI)SIZAT)

SIOJISIA [J[ey AQ POISAI[P SIIIAIRS “YISuQ|

ur g | A[ensp) (XIS sem SUOISSas JO Joquinu

UBJW) SUOISSAS JO JOqUINU J3S OU ‘padu

paynuapt uodn Jurpuaedop jjo Surrade)

renpeid e i juared ay) 03 siseq Apoom

& uo 1oddns [enprarpur Surpn[our sedIAIOS
[I[eay [BIUSW ‘PAseq-dwWoY JO UOISIAOI]

swojqoxd

[eIOIABYQQ PUE [BUOTIOUWI FUIOUIPIAD YINOA

aAey Jo ‘swa[qoid [eroosoydAsd ‘sannoyjip

Sunjuared Surousrrodxd pue SJUSWIUOIIAUD

[nyssans pue J00od ur SuIpIsal UAIP[IYO

[ooyosaxd jo s10AI301ED 10 WOPIUTY
PalIu() Y} Ul paseq 201AIS AJosiape Juared v

(1002)
‘I8 19 1o8ul[qe( :224n0g

Kderoyg, dnoip
[eloIARYDg 9ANIUS0)) '

(8661) 1ndg pue siaeq
:204n08

QIAIDS
JIOSIAPY JudIed °/

SawodInQ

qdures pue uStsop Apmig

sjuouodwoo joddns Ajruueq

jeurtoj ‘vonendod 10318 ‘FUIos
Surpnpour uonduosep weisoxd [[e1AQ

ERILTN
‘werdoxd Jo oweN

panunuod § Jqe],

pringer

A's



Clin Child Fam Psychol Rev

Q0UBPUIIE JUSUNBIL], :19YI0

dn-morjo} e paurejurewr
ssons Sunuared ur 9seaIddq
weidoxd
s uondeysues YSiy (g)
{1Ldg 1noqe 93pa[mousy paseaIout
(7) ‘(sseuaaniasse romod
©3°9) sar3orens Junuored osIoApe
pue ssaxns Sunjuared pasearddp
‘Koeoyge ‘seonoerd Sunuored
ur syuowAoldwr Juedoyrugis
POOUIPIAD UOTHIPUOD JUSWIIEAT)
) ur syudred ([) 424182400

(310dar1 19y08)
uo paseq pasoxdwr Apyueoyrudis
pue) 1odar 10A132180 Uodn
paseq dn-mof[o} Je paurejurew
QJom Sures JUSWIBAL], JUSUIEAN
paKerop 03 paredwod Io1ARYq
ur syuowaAoxdwr Jueoyrugis
K[reonsnels paouapiad dnoi3
juauIeal) Y} Ul YINOX PIy)
uonuaAIaiul aAntoddns
AU ul Jsoy uey) A[qeIoAey
arow werdoxd oy pajer dnoid
[BIOIARYQQ 9ANIUSOD Y] Ul sjualed

dnoi3 aantoddns

o sa dnoi3 aanmu3od

Ay ur pajedronted oym asoyy

Suowre dn-mo[[oJ 18 paurejuTEW

9q 03 A[oy1] 210W ApUBOyIUSIS
Q1om suteS [ead[-juared pue pryd

dnoi3 aanroddns

oy} ur s1dyjow 03 paredwod

SIY3NOY) QAISNIUI pUE asnqe )

SUIUIOOUOD SUONOW ISISAPE Ul

SOSBAIOIP I9)BAIS YIIM PIJeIOosse
sem dnoi3 oAnIu3od oy, Juaing

jsansod je dnoi3 oanzoddns

) ur yynok uey) A3pajmouy
Apoq ojes a1ow paouapIad dnoi3d

2ATIUS0D Y} UL YINOX PI1YD)

dn-morpoy yuowr G/psod/aig
uonIpuod *(¢g = u)
UONIPUOD JUSUIEAT} PIAB[IP
10 (47 = u) Teyuowtradxa ay)
0] PIZIWIOPURI AI9M SIOAIZAIRD
119y} pue 93e Jo sIeak § pue

+ ueamlaq YINok /+ Jo ajduws 1y

dn-mof[oy yuowr ¢/)sod/aig
dnoi3 aanroddns 10 9AnIUZ0D
) 0} pauJIsse A[WOpURI 9I9M
a3k Jo s1BaA § pue 7 usamjeq
YINOA pue SIQYIOW 44 :9jduvs [DY

(s)y3noyp

pawoIsIp pue dandeperew

S JOAIS2IRD QU] 9SBAIOAP

03 sar3arens “3§-9) Sururen

SIS 9ANIUS0D {AOUQ)ISISUOD

9seaIoul 0} sAIFANens S[ID[S

juowaSeurwW JoFue pue SUIA[OS

-wo[qoid (S[[IYS UOTBIIUNWIIOD
‘1Ldg :jpuononaisuy

1oddns s 10A130180

AU} PISURYUD $1994 "9snqe S, p[Iyo
I19Y) Jnoqe SSUIfed pue SUIOUO0D

119y passaxdxa s1oa13ored

yomym ur 21oydsoune aanzoddns

e Sunejqoe] puoyouly

(-030 ‘dnoi3
Kq poproap so1doy) [euoneULIOJU]

uorssas dnoi3 yoes a10joq
urw ()¢ J10j sas1o1oxd Surp[ing-diysuonerar
pue syse} ur ojedronted pue S[Iys

mau donoerd sjuared pue ULIPIIYO YOTYM UI

. owumy 10730303, sepnjour os[e weidoid ay,

ISUQ[ UI U () SUNSE] SUOISSIS
[ENPIAIPUT JIY} PUR [ G| SUIISE[ SUOISSIS
dnoi3 auru 19A0 PAISAIAP ST Yorym ‘dnoi3d

juared 9y} 01 JUALINOUOD SUNI JUIWIIBAI)
S.PIIYO oY, "YInoA jo sired yim suolssos
ulw-()f 931y} pue 4 G| Sumnse| SUOISSIS
dnoi3 Apjeom g uT UQIS AIB UAIP[IYD
'SI9AI3Q1BD 119y pue swa[qold [eroraeyeq
SUIZITeuIRIX? UIOUAPIAL INOA 10
weidoid paseq-1dg ‘yuounean Joom-g[ v

dnoi3 9jeredss e ur ApuarIMdOUOd

UQ9s sem PIIYD YL, “Susl ur Ut G Y |

‘SUOISSAS ] "SIAUIOW IIdY) PUB PIZIWNDIA

A[Tenxas uaaq oAeY oym 33k JO SIBIA §—7

ynoA 1oy dnoi3 oanzoddns e jo Junsisuod

(8# 99s) Aderay], dnoin [eroraeyog
aAnmso) 0) uostreduwod 9ANIE Y],

(¥007) 1o9eg
PUE P[OJUId] :22410S

wea], 109lo1g ‘01

(1002)
‘[e 39 193UI[qa( (224108

SIoAISoIRD)
10} dnoin aanioddng g

SawodInQ

qdures pue uStsop Apmig

sjuouodwoo joddns Ajruueq

jeurtoj ‘vonendod 10318 ‘FUIos
Surpnpour uonduosep weisoxd [[e1AQ

ERILTN
‘werdoxd Jo oweN

panunuod § Jqe],

pringer

A



Clin Child Fam Psychol Rev

wreigoxd
oy ur pajedronred dnoi3 Jm
0U0 DIM PUB DJJIN Uomlaq
HH POsea1odp Jo d5pajmouy
Ul 2duaIolJIp ON "D'IM
0) paredwod FUIYIIS AITAISS

ur sjuewoAoIdw 10)ealn) Lyl

dn-morjo} yluow-9 18
paurejurew sures juaweal],
*03pajmou] JopIoSIp poour
ur sjuewaAoxdwt Juedyrusis
paouapiad sjuared OIM
0} paredwio)) (1) :S424182.40)
(eoueoyrugrs
payoroidde sioad woiy
j10ddns) j1oddns Teroos [ejuared
JO S[oAQ[ I91eaI3 Apueoyrugis
pauodar uonuoAIouL
[eyuowiLIddxo oY) ul YINo X :pjiy)
[ Ae) |
(¢) ‘womoegsnes juowiean} YTy
(2) “1sonsod uaIp[Iyo I1aY) Jo
SMIITA J[QRIOAR] AIOW PUB S[IAJ]
A4 ul sjuowaAoldwl paoudpIAd
sjuared yjog () 8424182400

werdoxd
WM uonoesues YSIH priy)
1# 10¥ (@
uonuaAmul 3sod g7 pasearoop
ApueoyIugIs poouapIad
sjuared yjoq ‘doysyzom jsod
SIOPIOSIP POOW JNOQE AFPI[Mouy]
Ul SaseaIoul JuBdYIUSIS
paouapIAd ‘siayjej Aprernonted
NQq ‘SIOAISAIRD Ylog :$424182.4D)

sj[nsax uonenyeAay (1)

(Juounjean pake[op 03 paredwoo
UONIPUOd JUAUIIRAT) 2AOR) [DY
puodas ay) ur [[—8 sode ynok
Jo sarrurey ¢¢ (q) pue ‘Apms
JsI 9y ul yInoA/syuared ouru (e)
Jo oidures e y)m DJAIN UOISSIS
-XIs o) JO SLOY OML (7) ‘(ypmnok
0¢ Jo syuared ¢z = u) sdoysyiom
4 %41 9y} JO UONEN[eAd

ue (1) Surpnjour sarpnis a[dnniy

wo)sAs [0070S

puE [)[eay [eIuaW Y} )M

JIOM 0} MOV JNOQe [eUOTJEUWLIOJUT
Jo uoistaold :{ovooapy

juowaSeuew woydwAs ‘S[Irys

uonedunuwwod pue 3urdod
‘SUIA[OS-WIR[QOI] :JPUOINAISU]

SQ[0AD

Aqruuey aane3au pue ‘suondo

JUSUIBAI) ‘SISPIOSIP poor
INOQe UONBINDPH :JPUOLDULIOfU]

DdA 10 dAT 03 uonhippe
Ul SOOIAIQS JOUIO QAT AvWU ULIP[IYD
uoIssos
oy jo uoniod o[pprw oy Juump A[ojeredos
pue UOISSas Ay} Jo pud pue Juruurdeq ay)
e 193a30) 199w SAA[IWE] JIdY) pue YINoA
‘werdord HJIN Y} U] ‘SUOISSIS 7 pue
SUOISSAs UIW-()G {7 PUB ‘9 ‘g JO Junsisuod
S1eWIO) (dAT) [eNPIAIPUL UL J]QR[IRAR OS]V

SUOISSAs UL ()G ‘Paseq

-dnoi3 Y310 jo SISISU0d HIJIN "(Sessauf[r

wnnoads aarssardop pue Jejodiq) s1opIosip

POOW 1M SJUIDSI[OPE PUB UIP[IYD JO
s1oA13a180 J0J weidoid TeuoneonpaoydAsd v

(€002)

‘Te 19 peIstl] :22.4nog

uoneONPA0YIASq
Apueg-nmy
pue [enprarpuy ‘1|

SawodInQ

qdures pue uStsop Apmig

sjuouodwoo joddns Ajruueq

jeurtoj ‘vonendod 10318 ‘FUIos
Surpnpour uonduosep weisoxd [[e1AQ

ERILTN
‘werdoxd Jo oweN

panunuod § Jqe],

pringer

A's



Clin Child Fam Psychol Rev

Jouepuane
juounjean Suipre3ar sdnoi3d
UQIMIOQ SOUIAJJIP ON oY1)

sdiysuoneax
Aurey Jurpredar sdnoid
Suowe 9OUIYIP ON A7t

LINd
)M uostredwod ur asn 9JIAIAS

0] SIdLLER(Q 19MdJ pue ‘uolssaidop

Jo swoydwAs paseardap

‘ssons Junuared Jo S[OA] Tomo|

Apueoyrusis paoudpIAd UONIPUOD

PIdUBYUD Y] Ul SIOAISAIRD

‘IoAamoy ‘syuawarordur
poouapiad sdnoi3 yjog 424152400

uonIpuod Sdd-+LINd
AU} UI PIOUIPIAD AIOM IOIABYQ

ur syuouwoAoxdwt 191813
‘IoAamoY ‘paAoiduwr suonIpuOd

4Joq SSOIdB YINO X PJ1y)

a3uer

[ewIOU UM [[1S ysnoyie

‘QuIfeseq WOIJ UOTOUNJSAp
A[Twrey ur asearou] :Ajnuv,y

‘Ae)s
[eadsoy jo y3Su9[ ur a3ueyd ON

(¢) ‘swoydwifs 1eor3ojoyoAsd

ur o3ueyd oN (7) ‘suaunean
y10q ur judreamnbs ure3 JySrom (1)

LSSd

PAATR0AI Apn3s STy} Ul YInok

Y} JO IV "Sdd+1INd 10 LINd

IOUII0 0) PAUSISSE SIOAITAIRD

119y} pue -9 saSe uIp[Iydo
L1 JO SISISU0D 2jduns [y

Adeioy], A[rueq 1o
dO4 01 paziwopuer sjuared 1oy)

ssoI)s 10J S[IYs Surajos-wajqord

¢{(no own ‘Funroudt pauuerd

‘Furdeys 9uowooiojurar aanIsod
‘ostexd “3+9) 1dg :jpuononasuy

ure3

YIIOM M PIIBIOOSSE STUI[I9)

QSULIUT )i [eap A[TWIR] pue
Juoosajope yjoq dioH :jpuonowy

a3ueyd ypim Surdod

“oedwt [eor3ojoyoAsd pue

[eorsAyd sy pue s1opiosip 3une

93e uo Furpuadop (syoom 9T 10J (1.SSd)
Sururex], s[o[S Surajos-wojqoid) Adeiayy
Jo woj [o[[eted & ul ST JO ‘U93s A[)OIIp
JOU JOUIIR ST P[IYO AT, :JeULIOJ [eNPIAIPUL UB
Ul PAI9JJo JuaUIeAL], SYooM $—7 K10Ad 149
yim postadsiour are (SJJ) SuoIssas Surafos
-wo[qoId ‘Y | Surise] suoIssas APyoom 9]
ur 9yedroned syuareq Sumpes AjrsIoAtun
B UMM PIISOU OTUI[o ueqin juonedino ue
Je s1oA1Sa1ED IIoY) pue swe[qold [erorAryeq
ym yinok 103 weidoird poseq-1d4g vV
‘Ssauq[t M
PJeIo0SSe SUI[AI) SSAIPPE 0} JUUNLI)
[e1o0soydAsd prepuels ojur pojer3ajul
os[e a1om sjuareq ‘sdnoi3 juared pue
Ju9osa[ope ajeredos UT-Gf, pue SUOISSIS
dnoi3 Apurey urw-G4 jurol Jo sisisuod
UOISSaS Yoy "SYIUOW { JOAO SYOIM T
K19A9 SuoIssas Y3Ig -a3ueyd IoIABYq
pue [eurpmnie I19Jsoj 0} sem [e03 Ay,
‘Sumes juanedur ue Ul BSOAIOU BIXJIOUR
pasou3erp A[mau )M SJUISI[OpE J[BW)

(€002) Aapym
pue urpzey :224n0g

(Sdd+LINd)
UOnUIAINU] JUIA[OS
-we[qoIJ+ Sururel],

juowaSeURIA JudIed "¢

(0002)
‘Te 19 1S19D) :20.410g

uoneONPA0YIASq

piyD pue SJuds9[ope G 2jduvs [Hy noqe uoneonpy :uonyvuLIofuy Jo sarruey Joj dnoi3 uoneonpaoydAsd v dnoin Afrweq g1
jeurtoj ‘vonendod 10318 ‘FUIos 90In0S
sowooInQO qdures pue uStsop Apmig sjuouodwoo joddns Ajruueq Surpnpour uonduosep weisoxd [[e1AQ ‘werdoxd Jo oweN

panunuod § Jqe],

pringer

A



Clin Child Fam Psychol Rev

(14 weidoid) 19D
I0J paquIOsap se sSurpuy dwes
(3sod
0} axd woy Kjarxue 1ayjej jo
sisATeue papnpoaxd azis ojdweg
"'VSdA pue sdnoi3 1.g) om
U99M)2Q IOUAIAJIP JuedyIuSIs
ou inq ‘dn-mof[oj pue jsoysod
Je sjuowaAoIduwr jsopour)
K)oIXUR [BUIRIRIA :L24182.4D)

SIOPIOSIP
KJa1IXUR PAOUIPIAL OS[e sjuared
yjoq uaym J.gDJ I0A0 sured
JuAUIIEAI) 19JBAIS IIM PIIBIOOSSE
sem gD Aym ‘A1arxue piyd
10} LdDd 1oA0 1ED] 10§ s1yauaq

1918213 pantoddns surodar 1oyoea,
vSdd ym uosuredwod ur
dn-mo[[oJ Je 991J-SISougeIp a1oMm
sdnoi3 paseq-1. gD Yy} ul yInok
Q10w ‘ureSe pue ‘paurejuTEw
d1om sures juauleaL],
JuedyIugis A[eonsnels
sem oM (%) VSHA Wim
uostredwod ur 9a1j-SIsouserp
oM (%19 ‘%t9) sdnois 1904
pue gD 9y Ul yinok aIow

ng ‘padudpIad sdnoid [y :ppyd)

(r1#
werdord) 1.gD. 10J poqLIosap se
ug1sop yoreasar pue idures sweg

dn-moyjoy 1e94-1150d/01d
(g1# weagord 99s-uosuredwod
9ATOR UB) YSH PRAISJAI ()G puE
‘(LEDD LD [eNPIAIPUT PIATOIAI
§S ‘LD AJrurey paaredar
9g ‘a3e jo s1eak 4 pue /
U9IMIOq URIPIYD [9] :27duws [DHY

swojdwAs s pryo
IIoY) SSNOSIP 0} SIQAISAIRD I0J
wnioj & papiaoid oym ‘ueromuI[o

e woly yoddng :puonoury

soanjoadsiad [eonerooy)
pue ‘A3ojone ‘AjarXUE JNoqe

UONBINPIOYIASJ :JPUODULIOfUT

(swoydwAs s, priyo
9y} 03 puodsar A[ejerrdoidde
pue AJaIXue S I9AISID 9U)
3SB2I103p 0] (SIYSnoy [euonRLI
Surkjipouwr) SurnmMonnNsaI
ANIUS09) S[IDS 9ANIUS0D SS[[IYS
UOTJRITUNWIWOY) :JPUONINAISU]
SIopIOSIp AjorXue jnoqe
UONBONPAOYIASJ JPUODULIOfU]

SUOISSas 0m] Inq [[e 10J Apjuiof ueds arom

SIOAISAIBD pue UIP[IYD "uoneonpaoydAsd

Jo uorstaoxd oy sem weidoxd sty

Jo juouodwod urewr Ay, ‘uoneINp Ul Y |

‘SUOISSas Aoam Q[ JO PAISISUOD JUSUNLAL],

‘(P1# 999) LD 01 [01IUOD dATIOR )

Sem SIY) OIUI[O paseq-A)ISIOAIUN € Je paseq

SIOPIOSIP AJQTXUE (JIM UIP[IYD JoJ weidord
JUSWIIERI) IQAISAILD PUB PIIYD Joom-9] Y

(900 *NPaH pue [[epudy)

yooqyIiop 18D Furdo) ay) uodn paseq

SI Juaunean s pliyo oy ‘Isideroy) ay) yPim

Aroreredas joowr A9y YoIyMm UT ‘SUOISSOS

o) 10J 1dooxa Aputof usas are sioar3ared

II0Y) pue UQIp[IY)) "uoneInp ul y | Sumnse|

SUOISSs A[{oom UIIXIS “OIUI[d PIseq

-K)ISIOATUN B JB PIseq SIOPIOSIP AjaIxue
yIm uIp[iyo Joj werdord peseq-1.gD vV

(8000
‘T8 19 [[BPUQY] 1224108

(VSdd) uonuany pue
‘uoneonpy “oddng
paseq-AJrureg G|

(8000)
‘[€ 32 [[BpUY 1224108

(LgdD
Aderayg, [eioaeyeg
aAnmgo) Afrwed [

SawodInQ

qdures pue uStsop Apmig

sjuouodwoo joddns Ajruueq

jeurtoj ‘vonendod 10318 ‘FUIos
Surpnpour uonduosep weisoxd [[e1AQ

ERILTN
‘werdoxd Jo oweN

panunuod § Jqe],

pringer

A's



Clin Child Fam Psychol Rev

191gu0d pryduared
ur uononpal JuedyrusIS A,y
uonoejsies weigoxd
Y31H () "9ouspyuod pue
s[iys Sunuoared ur sjuowroaoxdur
poyodar-jjog (1) 24182400

j10da1 10132180 Uodn 9seq jsod
0} a1d woiy 1o1ABYRq Wwa[qoxd
ur 9seaI109p JuedYIUSIS pI1y)

sdnoi3
uoaM19q SA3uRYD JUBOYIUIIS
ou Jnq ‘sdnoi3 yjoq ur pasearour
(uonjesIpow pue ‘arejjom pIIyd
uey) JOYI0 IOIOM [RIO0S JO osn
{1o310Mm 110ddns Jo asn) SOIAISS
[I[eAY [EIUSW PIIYD JO 3S() AYIO)
sdnoi3 uoomioq SQOUIJJIP
jueoyrusdis ou nq ‘dnoid
juouI)BaI) Y} UI Sured 10jeaId
pue ‘sdnoi3 yjoq ur sarjrurey
Suowre drysuornyefar priyouared
) jo Aypenb oy Surpre3ar ysod
0} axd woxy Juawaaoxdwy :Aj1uw,]

sdnoi3 uoomiaq
ssoms [ejuared UI SOOUIOIJIP
jueoyrusdts ou nq ‘dnoid
jusu)ean) Y} Ul sured 10jeaId
pue ‘sdnoi3 yioq 1oy 3s0d 03

a1d woiy juoworordwy 424182400

JUBOYTUSIS JOU IOM SQOUAIQJIIP

9593 ySnoyie uonIpuod

[013U0D 2y} uey) sured 10jeaId

opew dnoi3 uonuoAIdIUI AY) pue

‘swo[qoid [eIOTABYQQ UI 9SBAIOAP
e pamoys sdnoi3 yog :pjiy>H

a3e jo
sIeak /] pue ] Udam)aq yInok
€01 Jo s1oA1321ed €9 27duing

u31sop 2AnENn[BA? Jsod/aig

1sapsod

pPANQLIUOD 6 ‘BIep Isaja1d

panqrnuod a3e Jo S1edk [[—/
yInoA jo sarjrwey ¢z ojduws 1Dy

s[ooyos
AU} I dIom ued syuared
MOY PUB WRISAS [RUONEINP
JNoqe UoIssnosI( :£on20apy

(Ino owm

‘3untou3t pouuerd “3-9) S[[DS

Sunuared pue ‘Surajos-wrorqord
‘UOTJBOTUNWIWIOD) :JDUOINAISU]

(Aderoyjooeurreyd
39) Juouneon pue qHJV Inoqe
UONBONPAOYIAS JruUoyDULIOfil]

wesdoxd s pryo

oY) ur pasn sa13arens ‘sonbruyo)
Sunuored :jpuononisuy

uorssaI3se

pue 1o3ue jo suorssaidxo [euriou
JNOQe UONBULIOJU] :JDUONDULIOfU]

I9JUdD dures

Y Je SsuoIssas juonedino ur K[ojeredes uvas

SI P[IYO YL, "UoneInp ul y ¢ Sunse[ SUOISsIs

dnoi3 Apyeom uag, ‘Teadsoy Suryoea)

ueipeue)) € Jo 1ed sI jey) 19U Yedy

[eauoul s pIIYd> & Ul palojjo JHAV WPim
SJUISI[OPE JO SIoAIFaIed J0J weidoid dnoin

SuoIssas Qonoeld owoy Ul ¢ pue ‘suolssos

dnoi3 pyo (1 ‘suorssas dnoi3 juared

€) SUOISSAs 9 JO PIISISUOD UONUIAIUT

[210} U, ‘uoIssaI3Te/103ue 1Y)

[01u0d 0) YINOK J[qeud 0} Kemyied Wo[qold

MONY 2y} uodn paseq dnoi3 3urajos
-wopqod “ojeredas UT UAIS IOM UAIP[IYD)

QWOY JY) UI SUOISSS [ENPIAIPUL 1Y)

pue dnoi3 s, piyo oy 03 Jo1xd pay SUOISSIS

dnoi3 oamyy ur pojedronied sioAr3are)

"OIUI[O AJIUNWWOD UBIPRUER)) € Ul PIseq
ynoA 10y dnoi3 juowaSeuew uorssaI3se uy

(6661) Aa1pry
pue AIBQ[DOJN 224105
dnoiny Jururery,
S[IB[S pue uoheonpy
juared oyl ‘Ll

(9000)
‘Te 10 uewdry :20.nog
weI3old Juowaseury
uoIssaI3sy
paseq-Aiunwwo)) v 9|

SawodInQ

qdures pue uStsop Apmig

sjuouodwoo joddns Ajruueq

jeurtoj ‘vonendod 10318 ‘FUIos
Surpnpour uonduosep weisoxd [[e1AQ

ERILTN
‘werdoxd Jo oweN

panunuod § Jqe],

pringer

A



Clin Child Fam Psychol Rev

(ysmy)
UOTIUQAIIUI Y} 0) JOUIYPE
pue AJLISAUI JUAUWIRAL], YI)

weioxd
M uonoejsnes YSIy :424182.4v)

1so11s0d 01
a1d woxy Ay1oass pue swoydwAs
ur suonjonpal JuedyrusIS pry)

Suruonouny Aqrwej pojrodar
-yuared ur a3ueyo oN :AJ1uv.g

swojdwAs Surzieurajur pojrodar

-juared ur a3ueyo oN dn-mo[[oJ

Je jou Inq jusunean-jsod je

Suruonouny juadsajope partodar

UBIOIUI[O UT JudwoAoxduy

“19JB[ SYIUOW § PIurejurew

QIoM YOTIYM ‘UOTJEIPI [EPIOINS pue

Kyarxue ‘uorssaidap juoosojope

ur sjuowaAoIdwr Jueoyrugis
PaIeNSUOWAP SJUdUIRAN [V PJIYD

9sn 901AIRS Furo3uo

)M POJRIOOSSE SBM SUOTIUIAIIUL

10q paAIRdal Jey) dnoi3 oy

Auo Inq ‘N1 Ppim uostredurod

Ul 90UBpUINE [eNIUL UL

SOSBOIOUT JUBOYIUSIS POOUIPIAD
sdnoi3 [eyuowadxa yog ay10

orurp Ajeroads e ur
uonestpaut snid [gI+A40 yim
paean qgd ym o5 Jo s1eak 7
PUE G U99M]q UAIP[IYD ¢ :2]dung
Apms
Kyiqisesy 3sodysaxd K1ojerodxg

uonEdIpaW-+ gD JO UONBdIPIW
‘LD 01 paziwopuel sjuared Iy}

pue SjudIsA[ope ¢/ JO 2jdwung DY

(6€ = u) (OVD

[ensn se ayeIul 10 ‘(G = Uu)

syjuauodwod yroq (G§ = u)

Quole uonuaAIIUI duoydo[d)

a) 0} pougisse Ajwopues
SIOAIZAIRD GO :2]duws [DY

IoA13018D

A} JO JBYSQ UO 9JUIIJUOD

dAd1 ue puape A[qissod 10

‘ue[d uoneONpy pIZI[enplAIpU]

UE ‘SOOJAIOS UOIIBINPI

[e1oads Jnoge uonBWLIOJUT YIIm

pop1aoid are SI9AISOIRD YOIYM UT
juouodwods [euondo uy :{ovooapy

(932

‘poowt s p[Iyo Yy} SuLIoyIuOr

07 S[[IS ‘STUI[29] §,PIIYD depI[eA

‘sjuawd)e)Is-J[os danIsod erousad

0] 3'9) Juounean s, udIp[Iyd>

Q0IOJUIAI UO SIQAISAIED

Sunonnsut ¢S[[D[S UOHBIIUNWWOD

pue Jurajos-wojqoid {(oouereq
Suipuy) a1ed-J[9S :JpUONINLISU]

1opio0sip Jejodiq noqe

sIayoea) 0] uoneonpa papraoid

‘os[y “(yueunjean ‘A3ofone “39)
[eUONEBONPAOYIAS JpUODULIOfU]

(Ade1oy) oanru3oo pue Jururen

uonexe[al “3+9) S[[DS 2ANIUT0
‘Sumes [eon) :ypuonONLISUT

uorssaidop jnoqe
UONBONPAOYIASJ :JPUOUDULIOfUT

SOOIAIRS I[eay

[BIUSUW P[IYD O} SISLLIRQ :3I S[[D[S
SUIA[OS-W[qOI] JPUOLINISUT

suondo juounean pue ssedoxd

ayeur ‘KouaFe ‘ropraoid oy jo

901 Ay} ‘SAOIAIAS JOJ PIU S, P[IYD
JO uonedyLIe[) (JPUOHDULIOfU]

a3e jo s1eak 7]

—8 uaIp[Iyo J0J payns Ajewndo juounear],

‘uoIssas ay) uo Jurpuadop s3uT[qIS YIIm IO

‘10U3030) ‘A[oreIedas u9as I9U)Io Iv SII[IWe)

Iroy) pue uaIp[iy) ‘ynok yim A[renprarpur

‘UISUQ[ Ur uTW ()9 ‘suUOIssAS 7] Jo

9SIN0D AY) JOAO A[M9M PAIJAIIP JUSUILI],

1oddng 390 0) sKepp pue ‘(S[[IYs SurA[oOS

-woqoid) wa[qoId SIY) SAJOS M UBD

MOH YO ‘syuared 10y 9[A1s0JIT peouereq

& SurdeInooug/puall] poon e Jurog

“uasalg Ay} ur SUIAT/SIYSNOY ], 2AnIRSoN

ON ‘(syuowae)s aanisod) 31 og ue)

1 ‘uonen3ay 100y ‘ounnoy :sordrourrd

MOENIVY oy} uodn poseq I9pIosip
1efodiq omeipad 103 weidoid jusunesn y

(0661 ‘Te 12 a1e[D) 9s1no)) uorssardoq

s Furdo)) Jueds9[opy Yl woIjy

POALIDP Sem 1. gD JUSISI[OPR Y[, "PIpn[oul

QIoM SUOISSIS A[IWIe] oM I, *d[qe[reAe sjuared

9} JOJ SUOISSAS JUALINOUOD (SIUIISIA[OP.

QU I0J SUOISSIS [enpIAIPUL A[joom

urw-0g ¢ Jo paisisuod werdord ayg,

"OIUI[O AJIUNWILIOD B Ul PaIdjjo uorssaidop
1M SIUQDOSI[OPE 10 Juduedn) paseq-1g) V

werdold STy 10J uads Jou SI prIyd YL, Y |
A1orewrxoxdde sise] uonjuaaraiur juonbasqns
y) pue ‘PIuQf ur urw ()¢ A[eyewrrxordde
s)se] uonudAIuI duoydaey
KI[eNPIAIPUT PAISAI[OP (MIIAINUI ISI pue
quoyda[)) $10BIU0D OM], "SIOIAIIS [I[BY
[eIUQW P[IYO UT 20ULPUSIIE 9Je)I[IOB] 0} JO[0D
JO SI9AIZQIRD QWOOUI-MO] Apueurwopaid
0) PAISAI[OP UOTIUIAIUI Juduwrage3uo
Juauneanald mararuI-isIy pue suoydayal v

(¥002)
‘[€ 19 LIN[NAR] (224105
(LgD+4:1D) weiSord
moqurey Iyl ViV
‘Aderay], [eroiaeyeg
aAnIuS0)) pasnooq
Aiueq pue p[iy) 0g

(9002)
*Te 19 UIA[QIA] :22410S

amng € 10§ SWILL, "6

(8661)
‘T8 12 ABON 224108
sa1391ens
Jjuowade3uyg
paseq-oouopiay 8]

SawodInQ

qdures pue uStsop Apmig

sjuouodwoo joddns Ajruueq

jeurtoj ‘vonendod 10318 ‘FUIos
Surpnpour uonduosep weisoxd [[e1AQ

ERILTN
‘werdoxd Jo oweN

panunuod § Jqe],

pringer

A's



Clin Child Fam Psychol Rev

[y Sunuared ur syuowoaoxdwr 10)eaId

PIOUIPIAD SUONIPUOD IOq UI JUSWIRAN)
poro[dwod oym SI0AISOIR)) [JUIUD]

synodoip

ym pareduwod ‘swajqoid 1o1aeyeq pryd
ur SUOTJONPAI PIOUIPIAS YINOX PJ1yY)

(esnqge oouLISqNS ‘SIOAISIERD

9[3urs ‘SHS mo[ 3 9) ysu y3iy je

soruuey Suowre Apemonted ‘1S IoA0

dnoi3 149 oy} ur 1omo| Apuedyrugis

sem pue ‘UoneSIISOAUT IopUn SWod)No
Arewad oy) sem nodoip jo 9ey 4ayI0Q

wergoxd
s uonoejsnes paytodoy 124182410

dn-morpog 18

LdI ym uostreduwod ur 9sea1oop 19)eaid

Apueoymuss € pey uonipuod S41d

oy ur yyno x -3odar [eurejewr uodn

paseq dn-mofrjo} yjuow-4 Je pue 3sensod

swio[qold [eIOIABYIQ UI SUOHIONPAI
jueoyrudts paouaprad sdnoid yog ppyH

uorssaxdop
juared ur a3ueyd ON :424132.4D)
parsiszad juounsnlperewr
[eroos pue swoldwAs ssans
onjewnesod ‘uorssaidop pue Kjorxue
Padnpal pamoys UIP[IYS DY -PIIYD

144 1o

14S Ioyire 03 paudisse AJwopuel
1om oym o3k Jo sIedA g

PUE 7 U9am)aq SK0q JO SIQATIZIRD

L1 JO PASISU0d a7duivs [y

G Jo ordwres -(3sod) uoneneag

dn-mof[oj yiuow-y1s0d/a1g

Sdl1d
10 (1d1) J0 juouodwod SurA[os

-worqoid ay) jnoyim Jururer],
JUATRd QAISUIU] IS 0)
POZIUIOPULT dIoM UIP[IYD Jo aSe
Jo s1eak g pue § U9MISq Inok
Jo s1oyjowr 9[SUIS [ :27dus [DY

104 ou Jo [Dg 0} paudisse
A[wopuel a1om (UIP[IYD

GL) senwey ¢ :apdwns [y

(sorrom Teuosiad ‘ssoms

qol ““3-9) pIyo 9y} 03 paje[ar A[JOIIp

jou so1d0} UO PISNO0] UOISSNISI

“diysuone[a1 aAneIoqe[[0d

‘uado ue paysiiqeIss oym UeIOIUId
B )M SsuoIssas aanioddng :ypuonoursy

S[ID[S Sunooys

-9[qnoy ‘S[[IS UONEITUNWIWOD
‘SIID[S SuIA[OS-wa[qoI]

(3urroust

pouueld ‘Surdeys ‘no owm ‘spremax
‘osterd “39) 1dg :jpuononiisuy

surer3oxd uoneonpa

PIZI[ENPIAIPUI PUB SIDTAIIS

uoneonpa [eroads ‘serorjod 2oueIo[0)
013z pue 2onsnl a[ruaAn( :{ovsoapy

QATIIAI 0}
J09[0 UBD SIOAISAIRD JBY) S[[IS WOS
QIe S[[IS [BIO0S PUR ‘UOHBIIUNUIWOD
‘urdoo ‘Furajos-werqord
‘uonexe|al ‘1dg :Jpuononiisuy
juowdooAdp Juadsajope
INOQE UONEINP? ‘(UONBIIPAW SB yons
JUQUIBAI) ‘SIOPIOSIP JUIISI[OPR pue
PIIYD) UOTIBONPAOYDIAS] :JPUOLDULIOfU]

SIN[NOYJIp [BUONIPPE 10] SIS
Surajos-wrorqoxd ‘(3no awm ‘Suriousr
pouueld ‘spremar ‘osteid ‘uonuone
aanisod “§9) 1d4g :jpuononisuy
Jous umo I ssaxdxa 03 syuared
10} papiaoid yoddng :ypuonoury
Suruorouny [e100S puE [RUOTIOWD
S.pIyo Jowoid pue ‘suonoear
pIqIOw AJIIUQPT ‘OpIomS SSNOSIp
‘JolIS Jo suorssaidxa s pIyo 191s0j
0] MOY PUE JUSUIIABIIIQ POOYP[IYD
U0 UONEINPAOYIAS] JpuonvuLIOfi]

SIOIAIDS JI0J UIS A[J0IIp
10U ST PIYD JY, "SANSST JAYIO JO SUOISSNISIP
M pasiadsioyur axom suoIssas [ (1S Jo
SUOISSIS QA[OM ], "SINSST PAJe[aI P[IYI-UOU JO
SUOISSNISIP [BUONIPPE puR (I JS=1UsWiedn

Aqwrey prepuels) 1dg sopiaoid
JBY) UOISSAIF3e M YINOA JO SIOAISAIRD
10§ werdoxd Sururen juored paoueyud Uy

(r661) 1A
pue zulld :224n0g

(149
juoweal], A[rureq
podueyuy 4T

(wrer3oxd s 1oA130180
AU} 0] PAIR[AI JOU SI JUdUBAN S P[IYD

3Y1) SAOIAIIS IOYI0 1O YIOM [BIO0S [00YIS (S002)
ur pagesus 9q JSNW UAIP[IYO $SIOAISIRD [ 19 OI[[0d :22410§
£q uodn paprosp 9Ie PassnISIp 9q O} (J949d
sordo, ‘uorssas 1od urwr (g 10§ 390w suondo -D) s1ap1osig
l0g "SUOISSas AP[eam 7] 10 SYom § [euonowsy

J10J SUOISSIS YoM B 9JIM] JOU}IS UI PAIJJO
SIOPIOSIP [BIOIABYSQ IO/pPUE [BUOTIOUID Surdo) sarprure
ym ynok jo syuared 1oy werSoxd 0] aA1suodsay

dnoi3 [euonieonpooydAsd paseq-[ooyds y  UONBOINPAOYIASJ €7

YA Py © s

SUOISSAS AU} JO I} IOJ UAIS Sem
PINYD 9YL "Ldd 03 uonippe ul sannogjp
PaJe[al PIIYO-UoU SUISSAIPPE S[[IYS

Surajos-werqoid Jo paIsSISUOd JuouIIeaI],

(0661) e 19
IouIyd 224105

(SdLd)
SIS Sura[og
-wd[qoId [B1O0S

JeWIOf [eNpIAIPUT UE UT
PAIOAI[OP Yoom Uora [ '] Sumnse[ sUOISSIS
1yS10 Jo paystsuod werdoxd AyJ, "IOPIOSIP

JONPUOd YIIM UIP[IYD JO sIayjouwr [Iuls Juared+Sururery,
10y weidoid ‘paseq-14g ‘pArucwiSne uy juared ‘7g
SUOISSAS [ G'] U9} UI A[JUSIINOUOD
Inqg A[eredas uaas a1om syuared pue
(2002

UQIP[IYO Y], "USIP[IYO PIABDIq JIAY) ISISSE
ued Aoy} os syuared 3ureonpe UO PasnNdO0y
juouodwiods juared ayJ, “Juared e Jo oproms
Q) 1ayye syuared aroy) pue sSurqrs Iy 10J UOT)UAIIU]
‘03 Jo s1eak G] pue 9 ueamiaq uaIp[yd  dnoin joddng pue
10J (1Dg) uonuaaloul dnoid JUSWAABAIAQ ¥V  UONBINPAOYIAS] “[T

‘Te 10 19JJ9Jd :90IN0S

JuuIRARAIYg

SawodInQ

qrdures pue uSrsop Apmg

sjuouodwioo yoddns Ajruue

jeurtoj ‘vonendod 103181 ‘Surpes
Surpnpour vonduosap werdoid [[e10AQ

ERILTN
‘werdoxd Jo oweN

panunuod § Jqe],

pringer

A



Clin Child Fam Psychol Rev

jnodoip :a1 sdnoi3 ueamjeq
QOUQIRJIP JUBOYIUSIS ON Y1)

(3sod 031 a1d woiy syjuowaAoxdwr
poouapias sdnoi3 yjoq) 1oddns
[e100s pue 9ou23dwod JO ISUIS
‘suonmugod aanedou Surpiedar
sdnoi3 ueomiaq OUAIYIP
oN ‘dn-mo[[oj yuow-g je
149 uey) [4gD Ul sal[iuiey s1ow
Suowre pourgjurewW AI9M SuUTe3
g ‘uorssaxdop ur suononpal
JUBOYIUSIS YIIM PAJBIOOSSE
QoM SJuUdUBAN YlOg JU2DJ
sdnoi3 ssoroe
SureS ur 9OUQISJJIP JUBOYIUTIS
ou Inq ‘dn-mof[[o} Je paurejurew
arom yorym sdnoid yjoq ssoioe
pasea10ap sxs aAandnisiq ppyD

ssounjodoy a1ow

pue paje[osI Ssof 1[0 sjuared

'SJUE)[NSUOD YIIM PUOq ISUSJUT

pue drerpawrwt ue do[oAdp

01 syuared Pomo[[e SUOIRINSUOD

) Jey) 1s933ns sIurpuy

JATEIIEND ‘IOAOMOH "UOT)BIO)SAI

JYSTIOM [e9pI SJRIPAW O} PUnoj
jou AoBOYJQ JUdIR] :24182.4D)

SW0IINO
[EILUID UL SOUIYIP ON PIHD

dn-mor[oy yuow-9/sod/a1g

144D
10 [Jg 01 paudisse A[wopuel
a1om a8e JO SIBAK G—¢ YINoA
Jo s1oA1301RD /4 (27duns JHY

juouodwod juared

-o3-juared oy 159} A[[eoyroads

0} Jy3nos Apnj§ "UOIEBI[NSUOD

juared-o3-juared Yym pajuowidne

JUSWIIBAL], “SA JUSWIEAI) PIBPUBIS

:sdnoi3 om} ojur sarruej (g jo
juowuSisse wopuey :27duvs [y

s[ios Surdoo ‘Sururen
uonexe[aI ‘(3uLmjonnsar
QADIUS0d ‘sjYSnoy) aAne3au
Surkynuaprt ““3-9) senbruyody
aAnuS0o ‘(In0 QW) ‘UONUAE
‘ostexd “3'9) 1dg :jpuononaisuy

AI9A0031

S URIP[IYD I12y) 9)eII[Ioe]

0} padeuew A9y) moy pue

QJI[ JIY} PIQLIOSAP JUL)NSUOD
yuared oy, :jpuoyvuLIOfuf

Yoeqpad) pue UOTIEAIISqO
Jo sasodind oy 103 Qwoy
U} UI PAJONPUOd dIoM (oM
Jod sowir) om)) SUOISSIS INOJ pue
‘SOI[IWE] (I1M SISeq [ENPIAIPUL UB
U0 A{oom PaAIQJJO 1M SUOISSIS
o jo y3rg -paredronaed
I9AI32IBD pUB PIIYO Y}
pog "D 1o Ao Jo sisouserp
Arewnad & yiim InoA jo sioyjow
passaxdep 10§ (€661 ‘PPEA
pue s1opues) 9sino)) uorssardoq
AL Surdo) oy woIj poALISp
jey) el[ensny Ul OIUI[O paseq
-K)Is19ATUN B e parejjo wreidoid

Paseq-LgD PuR Ldd eom-ZI V
sysideroyy oy} INOYIM Y[e) 0}
UOISSas 2] JO pu? Y} I U (|
UQAIS Q1om sjuared juared
UBIOJOA AU} JO JUSUIIA[OAUL
oy} parmonns oy sisideroy) om)
M uonounfuod ur jusunean
oy} ur £[Jes 90UO0 PajoNpuod
sem uone)nsuod juared-ol-juared
$SUOISSas SUO[-Y () 03 PIISISUOD
juaunean A[ruej prepuels ‘(po
SIBQK QT—CT) SHIS JUQdSI[OpE 10
BSOAIQU BIXQIOUE JOJ JUAUIILAI)

paeseq-Aruej ‘quonedino uy

(0002) puefreJolN
pue SISpuURS 224108

(149D) uonuaAIau]
\ﬁ:ﬁ.&m [eloiaeyag
aanmsoD 9z

(8000)

‘Te 19 sopoyy :22.41n0§
JLElERIG
poseg-A[Tuie]

JO 19pON AdIspnel “GT

SawodInQ

grdures pue uSisap Apmg

sjuouoduwros y1oddns Aprureg

jeurtoj ‘vonjerndod
1a31e) ‘Fumes Jurpnjour
uondrrosap weiSoid [eIeAQ

90IN0S
‘wrerdoid jo awreN

penunuod ¢ Idqe],

pringer

A's



Clin Child Fam Psychol Rev

pringer

A

dnoi3 a1d 03 paredwos dnoi3
I9)Je pue Junmp s[ed suoyd
SSanSIp Jomay opew sjuared
Jey) wea) Juswearn) woly syodax
[210poaUY "UOIIOBJSTIES IOAISOIRD
‘eruarydoziyos jnoqe a3paymouy
93ueyd JuedyIugIs ou ssauf[l
Judoso[ope 3urdeuew jo joedwr
uo sagueyo [BUIPMINY :S424182.4D)

SUONIPUOd
OIM PUe Paldall(d-J[oS YIm
uosLredwod Ul uordBJsnHEs pue
‘ooudredwos Sunuared ‘Funuared
ur sure3 10)ea13 padudPIA
d 9du], prepuel§ pue paosueyuyg
SUTATO0QI SIOAISAIR)) JU2IDJ
juared £q pojrodar se Jo1Aeyaq
S PIIYo 2y} ur syuauwaoxduar
1918013 pojtodar sdnoid
d 91du L, prepuels pue paosueyuyg
9y} Inq ‘(UOTIBAISSQO BIA) sured
JUAUIILAI) JR[IWIS PAJUIPIAD
sdnoi13 [ejuowrradxa 921y
[1e ‘dn-mofgjoy Ieak-ouo 1y ‘Isod
Jje sures 1s9JeaIs ay) paoudpIAd
9rdiry, pooueyuyg SUTATOOAI YINO X
Yok DA\ pue pajoan
-J[2S 01 paredwod sioraeyaq
AndnISIP Ul $9SBAIOP 191BAIT
Ppaduapiad d 91du], prepuels
pue pasuequy JUIATOIAI
SIOAISAIRD JO YINOX :pJiYyD)

sarreuuonsanb jo sisAjeue
aAne)Ienb (sjuaosajope /] Jo
syuared g¢ jo uonen[ead jsod—oig

dn-mofoJ 1824 | 9sodjaig

I Jo d didu, parariq
~JI9S ‘prepuelS ‘paouryuy
IOYII0 0) paudIsse A[wopuer
QIoM SIOAISQIRD IIOY) pue yinok
paSe-[ooyosaxd GO :27duns [y

(Aqqoy ‘ondsar “3-9) s[eod

[euosiad jos syuared ‘IopIosip

im SuI[eap ur pAJe[osl SSof [99)
syuared djoy o3 110ddng :jpuonoury

stsougoid ‘sonsst

A[Turej ‘uorjedrpaul ‘sisouserp

papnpout sordo], Juedsajope

Surpuey ur 9ouapyuod [eyuared

1500q 01 eruaiydoziyos jnoqe
oSpojmour| aseaIou] ;JpuoDULIOfU]

SIS SuIAjoS

-wopqoid ‘sxowred 1oddns

0) sa13orens dofoaap ‘s[Iys

SuruQ)SI| puB UOTBIIUNWILIOD)

:o[npoN Hoddng

Jouyred (9) SjuduwIale)s-J1os

(sonbruyoa9) uonexe[ar “a°1) S[LYS

Surdoo ‘suonmu3os [euorzounysAp

AjIpowr pue AJ1juop] :9[NPOJA

SIS Surdo) (q) 4 [0Ae]

ur paures] S[[B[s Ldg uyal
:9[NPOIA 2011081 (B) 1JDUOINAISUT
Juapuadap-o[npoN

1smeryoAsd pue
Js130[0yoAsd ‘IoxIom [eId0s Jo wed) B AqQ
P9[ 2IoM SUOISSIS Y G'] AP[eom XIS "Ssau[[t
) jo a3pemouy] pue jusunsnfpe jo sogels
JUQIHIP 18 1M sjuared ‘Teidsoy Kep
J0 juaned-ur oueryoAsd arearrd Arunwwod
e ur eruarydoziyos yim sjuadsajope

Jo syuared 10j uonjuoaIojur dnoi3 v

SUOISSOS
11 P229x2 jou op A[[eordA) suorssas [ejof,
"ISUQ] UT UTW () ST YOTYM “O[NPOU 90T)oeI
oy 1dooxa uoneInp Ul Ul ()g ‘Yoed UOISSIS
9a1y) 03 dn jo Sunsisuoo (yroddng rouireq
‘SIS Surdo) “oonoe1d) sepnpowr Iy}
Pa19gJo are s1aArSare)) g o[duiy, peoueyuyg
10J paIapIsuod 2q 0} ‘(1dg Aqurewnd
ore yorym) sweidord o, [9AdT [BIOADS

Jo 2uo pIje[dwod ApeaI[e dARY ISNW SAI[TWE,]

p1odsip [eyrew/toulred 1o ‘(ssons
‘uorssardop “8-9) saN[NOYJIP YI[BaY [LIUSW
umo 119y} Jurousrradxe are oym swoqord
[eI01ARYOq SUIOUIPIAD YINOA JO SIQAITIIRD
J0J ST ([oA9] Y)Y oyy) d o[dH, padsueyuy
swo[qold [e1o1ABY9q ylm yinoAk jo
sIoA13a180 10] (d o[du], ‘weidold Sunuared
9ANISOq) weidord UOTUIAIIUT pue
uonuaAdld paren-nnwW B Jo [9Ad] Yy YL,

(1661) 21007
pue UBpLIQYS :22410§
SJUQ0SI[OpE
oruarydozryos
ym syuared
10y dnoi3 y1oddns
pue [euoneonpy ‘ST

(00027) T8 19 s1opueg

() 9eudordin mmm
(1) :204n08§

(wreadoig

Sunuared 9ANISOJ)
d o1duy, peoueyuy /g

SawodInQ

qdures pue uStsop Apmig

sjuouodwoo joddns Ajruueq

jeurtoj ‘vonendod 10318 ‘FUIos
Surpnpour uonduosep weisoxd [[e1AQ

ERILTN
‘werdoxd Jo oweN

panunuod § Jqe],


http://www.triplep.net

Clin Child Fam Psychol Rev

uonoeysnes weidord Y3y () s1oyiej
Suowre £JISOQIOA UL ISBAIOIP B pue
‘SIOUIOW J0J (QJULIUA[ puUB ‘A)ISOQIIA
‘SUOTIOBAIIOAO UT SUOT}ONPaI “§-9)
Sunuared ur syuoworoldwr pue ssans
Sunuored paseaIodp YIIM PAJRIDOSSE
Apueoyrudis sem NS (1) Iuared

DIM pPue §29Dd 01 paredwiod
(uonoeysnes Sunuared pue (Aoeoyjo
UeaY [eIudW) Jusunsnipe [eurolew

ur JudwaAoldwr JueoyIusIS 1241824100
dn-mofg[oy
oM G JB paurejurewl sures JUQWIBAL],
Qoueoyrugis payoeoxdde
S$7Dd Ul YIno A "3 TM PUe S7Dd
01 aaneredwod juouneamsod qHQAV Jo
swoldwAs pasearddp Apueoyiudis pjy)

uonoejsnes juduwiean YSIy 42413240)
uonoejsnes juauean ysSiH

dn-morjoy ypuowr 1 e
paurejurewt d1am suren ‘(9,9) DTN Ueyl
Juouneamsod 18 (969) 231)-s1souserp
9q 03 A[oy1] 210w ApjuROyTUIIS

arom dnoi3 jusunean Y ur YInox :ppiy)

dn-mor[oy puow 71 pue 9/sod/eig
DIM =4} 10 JNSd =43
I9YIIQ 0} PAUIISse A[WOpURI dIoM
(sorqrurey /g ‘sIoyie} € ‘sioyjow
0Of) SIoAISaIRD €9 :apduivs [HYy

(0z = u) onuod

Is1] Sunrem {8z = u) (SDd)

yoddns pue Juresunoos juared

‘(o€ = u) (1.d) Sururen juared

{(INOA PIO TBAA-C JO SIOAIZAIRD
8/ Jo oduwres [ej03) sdnoi3 a1y,

LOY

(LT =u) DTIM 10 (S = u)
SANHIYA I9yite 0} paziopuel
QA1om a3e Jo sieak ()] pue

24,0 U29M)2q YINOK [/ :2]duvs [ DY

([erourUY pUB [RUOIIBINP

©3°9) SJUSWIAINUD PUB SIOINOSAT

Aunwwod noge uoneuLIojul
Jo uoIs1aolg :Aomooapy

uonouny dnoi3 ayp
e1A papiaoid :uioddng jpuorjoug

Sunmyonnsax
aAnus0o ‘(1dg) s[rys Sunuared
pue ‘aIed-J[as ‘uoneIIUNUIWOd
‘SUIA[OS-WR[qOI] :JPUOIINAISU]
(quownyeon ‘swojdwAs ‘A30[0139)
HQV (7) “yuswadeuewr
‘Sunuared pue s1oAI3ored
uo ssoms jo joedwr ‘ssans
(1) Ioqe uoneoNpy JPUCHDULIOfU]

(swnnue) JuiSeuew pue
‘Jno ow} ‘seurinoI JuIysIqelsd
‘SOLIEPUNOQ pUE S)IWI]

Sumpes ‘osterd) 149 :jpuononsuy

daHav
JNOqe UONEBONPH JPUONDULIOfU]

S[Iys Surajos-wojqoid pue
910ddns 1oujred ‘uoneoTUNWWIOD
(Surzou3t pauuerd YuawredIojural

aanrsod ‘quauradiojurar ‘asterd)

S[IDs Sururen juared ¢(,ow,,

wed ® 3uneard ‘uonexe[al

grosnuwr ‘Furyearq doap)

SIS uonexe[al ‘SuLIn}onysal
oAnIug0)) ppuonOINIsUy

Kyarxue jo sjaoej TeordoforsAyd

puR ‘paures] ‘9AnIu3od

‘(swoydwiks) Ayorxue jnoqe

UONBINPAOYIAS] JPUOLDULIOfU]

(S002)
‘Te 19 Adeal], :20.4n08

(NSd)
weI30ld JUoWASeURIA

$SoNg JudIed ‘[¢

JAJUId YdIeasal e je joul

B SYOOM G 12A0 APom || g 10} JHAVY
y)m yinok Jo s1oardared 10j weidord dnoid vy

JOAISAIRD pUB PIIYD A} UIIMIDq UOTORIUI
oy} ssesse 03 porrad [eUONIEAIISqO

ue 10J }dooXo SIOIAISS 10J U9S A[IOAIIp
Jou ST P[IYD Y], "dWOY S U0 Y} Ul
jsideroy) JOJISIA Y[ESY paulen) & Aq U9S SI
oym IoA13ared oy 10§ papraoxd st weroxd
SIY[, "JeulIo} [enpIAIPUI UE UI POISAI[OP
AHAQV P s1ojooyosald Jo s1oarSered

10} pue[3ug ur peseq weidoid yoom-g uy (Id) Sururel], yuared "o¢

(S661 ‘norreq) Yooqyrop dnoin
e[eoy] surdo) ay3 uodn paseq st Jusuodwod
S.PIIYO QUL JUSIUOD UT JUSUIEOI)
S.PIIYD oY) YIIM S[IBIOAOD pUR ‘(SUOISSIS
un-(f (O] J0 SuoIssas Y g/ | Inoj
10319) Y 9 St juauodwod S[[Iys IoAISared
QUL "SUOISSIS 19)S00Q 7 PUE SUOISSIS
ApP1eom (] Jo sisisuod (mou adod 01 moy
mouy nok ‘wifed Aejg pue ‘oonoeid o3 105105
J,UO(] ‘J[OSINOA pIemal os ylom Q0IN ‘sued
aro1dxg ‘s;ysnoy) 1ouuy ‘poos [99) pue
XB[OY ‘POLLIOA\ SUI[A9] JO ISISUOD YOIym
‘sar3ejens oy 10y wAuoroe ue) werdoxd
SANATYA YL 'SIOPIOSIP KIAIXUE YiIM
yInoA Jjo s1oAr3ared 10j weidoid jusuneon
juared pue p[IYd> paseq-LgD ‘uelfensny uy

(1000) T8
Ieg-e3NUOS 224105

(1002)
‘T& 39 NIOYS :22.410S
(yuownyeal],
[eI01ARYQg 2ANIUTOD)
dnoi3 poseq-Aure
V) SANATYA 6T

SawodInQ

qrdures pue uSrsop Apmg

sjuouodwioo yoddns Ajruue

jeurtoj ‘vonendod 30316 ‘Surpes
Surpnpour uonduosep weisoxd [[e19AQ

ERILTN
‘werdoxd Jo oweN

panunuod § Jqe],

pringer

A's



Clin Child Fam Psychol Rev

UONJBJSIIES JOWNSUOD 19119g
() ‘stoys Surajos swojqoid
pue uonedrunwwio)) ([) :Juaivd
suonn[os [eroosoid jo a3pajmouy]
pasearou] (7) :ut sjuswaaoidur
Poppe pamoys Sululel], 9OUBAPY
‘syuared uoomiaq JurA[os
-worqoid pue uopEOIUNWIWOD
pUE S[[IS [BIOOS JO 93pajmouy
PIIYo ‘ssomsip juared Guounisnipe
PIIYo uo dn-mof[oy wid)
J10ys Je syuowarorduwr yueoyrugis
pamoys sdnoi3 yiog (1) P10

QUON 42418241
K)11oA9s ssauf[r pue swoydwAs
dDO ut uononpay -pryd

Sururel], juared

UBAPY "SA DISVY 01 paudisse

AJwopuel 21om 23e JO SIBAA

JYS10 pue 921y) USAM]Aq UAIP[IYD
i satfiwey 8/, :opduns [ DY

dn-mof[oy yyuow-9
pue ¢ ‘uonen[ead jsod—aid ‘(L]
—g 93®) s191s3unoA gz jo e uadQ

110ddns Teroos Suruoyiuans

9QuoweFeuew uorssardop

pue ssaxns ‘1o3ue ‘S[[DS JUIA[OS

-we[qoid ‘S[[IYS UOHEIIUNUILIOD
SOUOBQ, {JpUONINLISU]

PIIYo pue juared oy

y1oddns pring 03 skem pue ‘uraq

-[1om juared pue Awej ‘1o3ue

pue uonensniy ‘oureq jo s3uroojy

[eyuared ssaIppy :jpuonouly

J0tAeyRq dDO
S PIYO WoJ 93e3UASIp 0} sAem
:a1 syuared yoea, ;jpuononiisuy

juaunean) st pue OO
Jnoqe UoneONpy :JPUOHDULIOfU]

suorssos dnoi3 y g Apeam [1—6

UI PAISAT[ap aq ued weiSoxd siyy, "sonsst

[euosiodiour umo s juared uo Jursnooy

Aq wrei3oid Sunuared HISYE 9yl Uo sp[inq

Sururen juered 90UBADPY 9YJ, ‘] 03 ¢ soSe

uaIp[Iyo ur Suiajos-wa[qoid pue sioraryeq

[eroosoid ‘uoryern3ar reuonowe Junowoxd

pue s1o1aeyoq 2Andnisip Suronpar

Je pawIe UAIP[IYd pue Joyoed) ‘sjuared 1oy
swes3old Jo Aeure aArsuayarduwos e jo jed

(Tenuew paystiqndun)
“[e 39 Iunuadeld woij padepe juouneal], 19D

jusueal) s pryo
AU} 0] PAUI] AIOM SUOTIUIAIAIUL A[TwIe]
A[renprarpur
Ut ¢ 10§ U99s sem PIIyo Sy, "Uulld Og—C[
10§ 9yerrdordde Arejuowdoroasp
Se P[IYd IIay) INOYIM IO )M
uads Furaq syuared [YIIm SUOISSIS ()] pue
‘PIIYD 3Y) YIIM SUOISSIS JUIof om] {SUOISSIS
71 19A0 PAJONPUOD JUIWIBAL], "SOIUI[D
omeryoAsd pliyo [einI pue ueqin juanedino
OIuIdpLIR-UoU Ul PAjonpuod ‘DO YPim
SJUQOSI[OPE PUEB UIP[IYD I0J Juaunean gD

WO STBIAS[QIPAIOUT MMM
0s[e 33s (y661)
UO0YIRI)S-I0JSqIA 192410S
Juared QOUBAPY
SIBd X 9[qIPAIdU] g€

(L002)
‘Te 32 SNeYIP[BA (2241105

ano
10J Aderoyy, reroraeyeg
aAnuso) Aqweq zg

SawodInQ

ordwres pue u3rsop Apmi§

sjuouodwod J1oddns Ajrueq

jeurtoj ‘vonendod 10318 ‘Surpes
Surpnpour vonduosap werdoxd [[e10AQ

9o1nos ‘wergord Jo oweN

panunuod § Jqe],

pringer

A


http://www.incredibleyears.com

Clin Child Fam Psychol Rev

dn-mof[oj e paurejurewr
jou Inq ‘Sururen-jsod
paroxdur a3pojmouy| ‘|
:(40S14pD JU2IDJ) 12O
SQOIAIOS
1op1aoxd yiim uonoejsnes
juared 1o ‘QoueI[[e SuryIom
‘UreI)s IOAISAIRD ‘Sniels yiesy
reuaw ‘quauomoduwd ‘Aoeoyye
SOOIAIOS UO PUNOJ SIOUAIAJJIP
JUBOYIUSIS ON 424182410
poInseawt
usaym punoj Suruonouny IoARYaq
pue [euonowd uo joedwi oN Py

e1ep paystqndun

juowdSeUBW [RUONBINDPI

pue quounear) 0} JUSUNIUILIOD
pue SopMIMy 42418240

uornoejsIes
juared ‘vomjouny pue s3IuUNQIW
ur uonedronied juored (Furald
0} Sunyees d[oy WOIJ JUSWAOW
juared Jo wNNUNUOD [9AJ]
-u9) oy} Juoe sse13oi1d :124132.40)
SOINSEBAW Y[ [LIUSW pue
(yyew pue Jurpeal ‘QduULpuIR)
SOWO2INO [euonedNpy pPI1y)

paystqnd
jou w:zwom ..Numx:hdms $UL02IN0)

09 = N :UOIIBN[BAS IPIMIILIS
"SQI[IWe] /¢ ‘slojeurpiood juared
61 = N :Apms paseq-[ooyos
‘sorpuey £ ‘sjuared

7€ = N :Apms paseq-Ajrunwwo))

(sordures opimajels
puE ‘[00YdS ‘AJUNWWO)))
UOTJBN[BAD PIM JJB]S pUB

‘ugdIsop (Juounean [ens))) [0NUOD
1sIprem-fejuawLodxe Suisn syeLn

jo11d 7 :S9Ipnis 93elS IO X MIN

9)ed0ApE
0) SME[ [BUONEINP? JNOge IFpajmouy]
JO 9S[] "SpPasU [BUOIIBONDS PUE [I[EaY
[eIuQW S P[IYS JIdY) JO J[BYSq UO 9renjosou
pue sadeyul] Ajead syuared djoy :{ovooapy
Kyoededs [euorssojord B Ul SIOAISAIRD M
ur Sunjes Arepunoq pue Ied-J[9S :JPUOIOULT
QIed S PIYD UT POAJOAUL
s[euorssajoid snotrea yim Sunenogou
pue Suuramred ‘Surajos-wojqoid
Uo S[[YS "S[[IS SuMIas [0S PUB JUIWSSISSE
posu quowoFe3ua ‘SUTu)SITT (JPUOINAISU]
SME[ [eUOTIEONpP
JISeq pUR ‘Ied JO WRISAS YI[edY [eusu Y}
‘$JUQUIEAI) 1A} PUB SIAPIOSIP POOYP[IYD
UOWWOD JNOQE UONRINPH :JPUOYDULIOfU]

wed) Uoredonps 9AN99JJe ue dojoasp
0] MOV Jnoge SAISAJeNs ‘JUWA[IUD
puE SME[ INOqe UOIBULIOJU] :{op20apy
sdiysuonear A[iwrej uayi3uans o) sor3elens
pue JUSWAFeuBW JOIARYDY JPUONINIISU]

ey oy

az1s dqdures UMOUNUN)  yodn joedwr sy pue qH/QY JO 9SIN0D pue

(3sod) suonenreay 2oI1yJ,

paytodar jou azis opdureg

wWNNUNUOD [SA[-Ud) 0} SuIpI0doe

Sunjrewyouaq pue jsod—aig

QInjeu 9y} INOQE UONRINPH :JPUOHDULIOfU]
KoedooApe swd)sAs pue Jroddns
19ad opraoid 0} pouren a1 WNNURUOD
oy} ur 95e)s [euy oY) Je sjuared ‘Uonoe
pue £0BOOADE JOAIIP SE [[oM SB ‘SIOTAISS
I9YJ0 pue uone[sI39 Jnoqe s3ururer)

ySnoay) S[[S pue uorewLIoju] :{on2oapy
sjuared I19U)0 (IIM SUONOAUUOD [JART)

pue SuI3poj ‘9xedp[Iyd ‘OFeIA JPIUIUNAISU]
soljiurey

IOUJO PUB SIOJUSW 0} UONOUUOY) :JPUONOUT
jsaIo)ul

juared 03 paje[ar Sururel], ;JPUOLINLISU]

sjsa1our Juared o) poje[al s3urures) SAQY|
0) soSeyul| pue UOTRWLIOJU] UOUDULIOfU]

(uono9s paf-wrea) 99s) Jusuromodurg
ToAI3a1ED) I[IQIOPUBA(866T) S, T8 19
ueunyorg woij pajdepe red ur st Jgd

Sururen woly
SIS pue a3pa[mouy| jo uoneordde
ouoy 0 papiaoid are s[[ed UonL)NSUOd
AYoom-1q JIUOW-XIS "SPIaU [I[eay
[eIUSW IIM UIP[IYD JO SIOAISATRD
JTomodura pue 9jeAnoe siopraoid
dioy 03 [opowr a3ueyd JOIARYq
paseq-A1091 & pue jroddns juared jo
sordrourid uo paseq st Jgd "uBIOIUID
[J[eaY [EIUSW B PUEB JBOOADE
juaored ® Aq po[-00 sI Jururer siyJ,
'SPaoU [)[eay [BIUSW [IIM UIP[IYO
Jo syuared o3 j1oddns juared-oy
-juared opraoid oym siorom uoddns
Apuey 1oy weidoxd 3ururen y-op v

eooApe A[mwrey Aq A[uo

papraoxd 201AI9s J021Ip Ing

‘91BO0ADE pUB UBIOIUID AQ
Pa1-09 ST dAd U0 Sururer]

(6000)
‘[& 19 poOMSeOY :224n0§
<ureIgord
juouLomodwy juared ¢
so[npout y-g jo
SunsIsuod suoissas paseq-dnoid usa9g
*SJUISI[OPE PUB UIP[IYD JO SIOAISAIRD
10} padofeAs(q “Afrurey oy ur
AH/AQV Yim SUIAI] pue ‘SUOTIUIAIOIUL
[BUOTIBONPA QATIOJJ ‘JuswaSeurw
woydwAs Kep-0)-Aep Juowiearn; jnoqe
UOTJBULIOJUI 118 3y} JO 3e)s sopraoxd
tey wesSoxd pajelyye-AAVHD V

(800C) uonedruNWuwod

[euosiad ‘oyuaydS-pIOPOIg
'S ‘soU3ny Y :22.4n08g
juared o3 Judred ‘g

SoLIEA WNNUNUOD Ay} Y3noayy ssar3oxd
PUE JUSWIOAJOAUT JO [OAQ] I}
pUB )SIAUI pue 20UdLIdX9 JO [9A]
1oy Je paSeSus are sjuared "(SIOAIS
-djoy 03 s1oyoes-djoy woiy “a'1)
KoBO0ApE WRISAS 0] A[TUIR] WOIJ dAOW
sjuared sd[oy Jey) WNNUIIUOD [QAJ[-U)
B UO paseq SI UONRZIUBSIO unI-AJIwey
sesuey] sIy], ‘swoqoid [eroraeyeq
JIo/pue [EUOTIOWS JIOJ YSII J& oIk IO
QAR OUYM URIP[IYD YA sjuared Joy)o
0} sjuared Funosuuod pue Jurse3ud
10} [opowt J1oddns 199d-03-190d W

/310 sKay mmmy//:dny
‘os[e 99§
(9007) ‘T8 19 SWepY :22410§
QOURISISSY JUdIRJ PIdSIe],
:SunpomiaN 10§ SAY |

sowodINQ

oidwres pue udisop Apnig

syjuauodwos yoddns Apruueg

jeurioj ‘vonendod j031e) ‘Surpes

Surpnpour uonduosap werdord [[e1AQ Qomos ‘weidord Jo sweN

pol A[weg S dqe],

pringer

A's


http://www.keys.org/

Clin Child Fam Psychol Rev

pringer

SQOIATOS HIA Jo 1d1ooar
pIyo uo joedwr oy ‘Suruuerd
[euoneonpa ur uorjedronted
Amurey ur 23ueyd ON Y10
Juowromodwe A[rurey
MO pue KoeoyJo SIOIAIdS YI[edy
[eIUW MO 1M 3SOY) ‘pauTens
ATy3ry osoy) Juowre A[uo
pajou sagueyd 1sod—aiq 124132400

Suruonouny

[eIOIARYQQ pUE [EUOTIOUId

ur 93ueyd OU JUSUIIADIYDIE
Surpear paaoxdwy ppryH

UONUQJAI IO JUBPUI)E JUAWIRAI)
uo joedwl ou Ing ‘SOIAISS
I[e9Y [BIUSW S UAIP[IYD deNIUl
0] A[YI] 210W SIQAISAIRD) Y10
Suruonouny
Amurey uo joedwlt ou {MOTATIUT
uo paseq 3uraq-[[om A[rwej pue
juouromodurd wo)sAs 991AIOS
pue A[IWe) Pasealoul 424182410

swoydwAs
PIIYS UL SOOUSISIP Ou piiy5y
uonoejsies
Sururen jo S[A9[ Y31y ‘¢
e
om) ut paroxdwr Aoeoyyg-J[oS
SOOIAIOS YI[BOH [BIUSIA JOpIAOI] T

(09 = N) dnoi3 si0y00uu0)
juareq snjd Surure1], 19Yova], "SA
(JuawA[oAur Judred asearour 03)
(¢S = N) dnoiny Sururer], 1oyoea],

Loy

UOTJUQAIOIUT JUSTeAINba ou

IIM SANUNOd uogaIQ INoJ Wolf

sorrwej ¢f] 03 poredwod orom

SV UM S91UNod uoSa1 991y}
woIj SAI[TWe) 96 Judwrredxa-1seng)

$S900NS OTWOPEOE
S, pIIyo punore Aqreroadsa ‘s[rys

Koeooape uo syuered yoeo)) :{ovooapy
SIQUUIP [BUOTIEONP

Je 9OUBPU}IE MO[[E 0] IBIP[IYD
pue uonelodsuel], ;jpjuaum.isuy

(110ddns
Surpuy pue Furdoo “3-9) sonssI
umo sjuared 1oy poddng :ypuonousy
$S900NS OIWAPEIE S PIIYI
punoxe Aprenonaed ‘urppmng [oys
pue SUJA[OS-WIA[QOI] :JPUONINAISU]
SIQUUIP [BUOTIEONP
pue j0e3u00 suoyd ySnoiy)
pop1aoid s921n0sar 03 saFeyul]
puE UONRULIOJU] :JPUOYDULIOfUT

S9OINOSAI Y)IM SUOT)OUUOD
BII[I0B] ‘PIIYD PUE JOAISQIRD
ay Jo saniiqisuodsar pue syysu
oy Sururdouod uoneonpy :Kovooapy
*019 ‘ared audsar ‘urylo[o
‘81800 uoneodsuen ‘aIeop[Iyd
I0J puny ysed d[qIXa[ :JPIUIUNAISU]
j10ddns Teuonjoura
pUE [RIO0S JO UOISIAOL] :JpUotoulsg
SIOPIOSIP
oeIyoksd pIIyo pue suonen[eAd

Yeay [eyuow pue [(ASdd noqe
UOTJRWLIOJUT SOPIAOI] UODULIOfU]

(00T 'Te ¥ skaip)

Uomnods pYJ-wea], Y} Ul PaqLIOSIp

weigoid 19yjoue ‘SUOT)OAUUOD)
juared woiy paydepe sI [opowr SIy [,

IeaA [00YDs 2y} INOY3NOIY) pP[ay AIom

SIoUUI(] [euUOneonpy 99IY ], Ieoy

[e3uaw p[Iyo Uey) Joyjes ddueuLIojrad

orwapede pryod Juraoxdur

uo sem snooj Arewrtid y ueIOIUI[O

e AQ pesiaradns pue ‘pourern; ‘pred s1

oyMm SOI[IWE] JO UOIRIIPI] Y} WOL)

102d © Aq SYIUOW ¢ TOAO PAISAT[OP

st 11oddns juared peseq-ouoydorey

IenSoy "pegIMISIp A[[euonowrd

se paynuopl pue weidold uoneonpa

Teroads jooyos orqnd € ur pajeonpa

oIe oym URIP[IYD Jo sjuared 1oy
weidoxd yroddns juared ‘paseq-[ooyos y

s1opraold yieay rejusw Aq pasiaradns
are v ‘syueunurodde yieay
rejuowr 921y} ur soyedronted priyo oyl
[N SWIOY JY} UI SIOAISAIRD IIM JIOM
SAJBIDOSSE (SALIBA SIOIAIDS JO PSUS]
‘o3e Jo sIeak {1 pue § UIMIQq INOA
JO SIOAISQIED QWOJUI-MO] S1d3Ie]
werdold STy, 'SwWoISAS 9OTAIOS UIYIIM
s[[ys [euonegiaeu juapuadopur pue
juouLromodwd 194132180 J)BII[IOE] O}
s1oupred pue S[opow 901 S IAISS (V)
SOJBID0SSE A[IWe, "SIOIAIdS J[qISue)
pue 1oddns ejuared jo uorsiaoxd
U} BIA SOJIAISS YI[EaY [BIUSW PIYD JO
9Sn pue SS90 elI[Ioe 0 (LASdH)
wWpA30.4g WUAUIDIL], pUp ‘S1SOUIDIT
‘SUIU22.408 J1poLIdg puv K14vy

s u03a1Q Jo jueuodwods jusuneanaid y

A

800¢ ‘UOTIBITUNTUIOD

[euosiad ‘ysemny
1900¢ 'Te 10 yseiny :22.4n0g
$10J00UU0)) JUdIEd °G

(9661) 'T& 19 JJO[OIOY] :22410§
weisold
Jreossy Apwed 1ASdA +

sawodInNQ

ordwres pue udisop Apmig

syjuouodwos y1oddns Aprureg

jeurioj ‘vonendod 30318y ‘Surpes
Surpnpour uonduosap werdoid [[e1AQ

Qomos ‘weidord Jo sweN

panunuod ¢ Iqe],



Clin Child Fam Psychol Rev

ydurosnuewr paystqndun)
SIOAISOIRD S SOA[QSWIAY) JO
suondoorad (a3pamouy] 424182.4v)

1UOTIBLIASSI(] UO pasegq

UOII0BJSIIES Ut :24182.4D)
sopnjoul
Insed "paysiqnd jou sjnsoy

UONEIUNWIWOd Pue
Surajos-worqoxd Apruue v,y
KoeO0ADE PUE ‘UONUSAIUI pUE

JUQWISSISSE “‘SSAU[[T [BIUSW INOqe
a8pomouy ‘ospy ‘uondrosap
-J[9s pue ‘quaurromoduwd
QIBO-J[0S ‘SSAMS 12418241
:apnjout
SQINSBIJA| "UONEN[BAD JOPU[)

wsAs donsnl opuaan( ay) Jnoqe
UONBONPA PUE S[[DS A0BJ0APY :Kopooapy

SIS

uonEIIUNWWOD ‘yuawedeuew wajqoxd
SIS 21eo-J[as pue Surdo)y :jpuononiisuy

umowyun 3z1s S[WeS  gyrdpioy jo sadA} ‘ssoupyr [eIuowASo[o1q

(3sod/a1d) uonenjeag ureIq Jnoqe UONBINPH :JPUODULIOfu]

sarorjod

J1e)s pue [e1opay dreudoidde 103 AoeooAape

‘3urure)qo pue AjrunuwIwiod Y} UNm

SO1AISS 19139q pue Joddns ojenrdoidde

Surure)qo J0 3uredo] Uo ouePINg ‘WISAS
Qonsnl opruaan( o) Yym Iunyiop £ovooapy

Juawodeurw
asderar pue stsuo ‘s[oys Surdo)) ;ypuononaisuy

KI19A0021

pue ‘suondo juowiean; JuoweSeurw

SUONEBOIPaU ‘SIseq [BIISO[0Iq IIaY) pue 019

umowyun az1s [AWeS  «pyarydoziyos pooypyyo ‘uorssaidop ofew
(3sod) uoneneag ‘QHAV NOqe UONRWLIOJU] :JDUOHDULIOfU]

PIIYO JI9Y) J0J 9JEO0APE 0}
MOY UO SI0INOSAT PUL UONRWLIOU] :{o20apy

juowaSeuew K)jojes pue

SISLIO ‘UOTBIIUNWIWOD Kep-0)-Aep I0J S[[DYS

(sired payorew SurAjos-wo[qoid 9ATIRIOQR[[0)) :JPUOINLISU]
€6) parordwos s3s9) 3sod G¢ pue
s1s9101d 9/ 1 1591 j011d Q) 104

‘uonen[eAd jsod—aig ‘ssardoid ug

POAJOAUT SWRISAS pue
‘uopinq Arwej ‘suondo jusunearn ‘ssaujyl
[EIUSW JNOQE UONIBONPH :JPUOYDULIOfu]

dedronred
0} JoAISoIRd Q) I0J JUSUIEDI) UT 9q
0} Paau Jou $20p PIIYd Ay, "werdoid
Kep-¢ © 10 syoam [ IoA0 pajo[dwod
9Q UBD SUOISSAS QA[IM ], "SIOPIOSIP
urerq M SJuddSI[Ope pue UIPIIYD
Jo s1oa13ared Arewnid 10j sdoysyiom
dnoi3 jo Sunsisuod weidoxd

uoddns Arurey ‘pajerjyje-TNVN vV

(800¢ ‘uoned
-ununuod [euosiad) 19sug
'L (g /310 TUreu mmam//:dny
‘(800C Passaooe)

aNsqaM JIAVN (1) :22.4n0g
MOLIOUWIO],

10j SUOISIA TINVN "8

dredronted o1 10A132180
oy} JoJ JusuEea) Ul 9q O} pIau
Jou S0P PIIYD YL, SS[Npou [ ¢ JO
3umnsIsSu0d suolssas paseq-dnoid ouIN
*SIOPIOSIP [B01S0[0IqOINOU-TEIUIWT
-[eUOTIOWId )M ULIP[IYD JO SOI[TWE]
pue sjuared Suowre juswromoduwd
pue Surfeay ‘Surured] 19)soj
0} pougrsep wersoxd pajeryFe-INVN V
MO[3q PIQLIOSAP ST YITYM ‘SUOISTA
TIINVN JO JamoIsino ue st sorseq [INVN
Sredronred o3 10130180
oy} JoJ JusuEean Ul 9q O} PIau
jou $90p PIIY2 Ay, "so[npout y-¢-g
JO 3unsIsuod suolssas paseq-dnois xig

(8002) (01O TINVN
10§ sweioxd Jo 1030911p)

IAIVN JO uosulqoy “S yim
Q0ouapu0dsaIIod [euosIag
() (/310 TIIRU MMM //:d)Y
) TINVN (1) :224n0g
puey 01 pueH JINVN 'L

SSOU[[T [BJUSW (IIM SJUIOSI[OpE pue

UQIP[IYS JO SIOAISAIRd 10J padojara

MOIIOWO], J0J SUOISIA TINVN

Jo ymoidino ue st werdoxd smy,

‘sarrure) Jomoduro pue SSQUSNOIISuU0d

ostel ‘[eay djoy o) uoneonp? jo
[opowt paseq-ewnes) “pARIYFE-INVN V

(LOOT ‘uonesrunuwod
[euosiad) 19)s1g ", 1224108

weigold soiseq [JNVN ‘9

sowodINQ

oidwres pue udisop Apnig syjuauodwos yoddns Apruueg

jeurioj ‘vonendod j031e) ‘Surpes

Surpnpour uonduosap werdord [[e1AQ Qomos ‘weidord Jo sweN

panunuod ¢ Iqe],

pringer

A's


http://www.nami.org/
http://www.nami.org/

Clin Child Fam Psychol Rev

eiep paystqndup
uonoeysHeS JUdIed 24182400

ejep paystqndup
uonoeyses Judteq 24182407

SOOTAISS S PIIYD
poyoedwr ururen MoH 4ay10
woysAs omsnl opruaan(
pue pa [erdads ‘orejjom prIyo
‘Yireay [ejuow pue SISw 9sed
s dIiysuonear JUIWA[OAUL
SWISAS ‘UONOISIES 1424182400

uonoBISHES Pl

:opnyout
saInsealy ‘paysiqnd jou synsoy

ssaoo01d dnoi3 ayy BIp :jpuonowy

OI0A JATIOR, UB JARY pUB
PIIYo 10J AedoApe ued syuared jey) os
WISAS YI[eay [eyuaw Aq pasn a3en3ue]

JNOQe UONEONPD SAPIA0L] AoV20ApYy
sued juounean s piyod 1Y) LM 0] pue
uaIpqIyo 1oy} Y digsuonerar 101199

e oaey syuared Surd[oy :jpuononisuy

oz1s ojdures umouyun
(3sod) uonenreag
walsAs donsnl oprueanf
oy) pue uone[sise] vl :{ovooapy
ssaoo1d dnoi3 ayy BIA :jpuonowy
SIS
Surajos-wo[qoid pue UONEITUNWIWOD
areo-jres ‘Surdo)y :jpuoronisuy

(@HQV ‘sIepIosp
Kyorxue ‘eruarydoziyos 3osuo AIed “3-9)

oz1s ordures umouyun) sassou[[I [ejuew ‘ASo[olq ureiq jnoqe

(3sod) uonengeag uoneonpy :JpUoyDULIOfuU]

weigoxd

Sururen Aoeooape juored-feuorssojord

‘ss0001d JHT 9y} pue wo)sKs uoreonpo
reroads oy Sune3diaeN :Aovooapy

SIS UONEOTUNWIWOD
‘S[[S UOTINOSAI 1DTJUOY) :JPUOLINAISU]
azs d|dures umoujun SIoYIR] 10J UONBONPI ‘SSAU[T

(3sod/a1d) uonenjeag [BIUSW JNOQE UONBINDH :JDUOLDULIOfu]

juounear) deredos ur oq jsnu

PITYD 9y, 'So[npow Y-] jo Sunsisuod

SuoIssas paseq-dnoi3 uay, sassauf[l

[eJuUoW SNOLIAS 10J JUSWIILAI) Ul YINoA

JO s19A13218D 10J pado[aAd(] "S9SIN0D
Sunuared Jo sowds pajerjyje-sagessed vV

jusunean deredos
umo J19Y) SUTAT0aI 9q Jsnur yinoKk Y,
's[npowr Y- Jo SunsIsuod SuoIssas
paseq-dnoiS uaJ, *sesSQU[T Jeyuowr
SNOLIdS YIIM (INOA JO SIQAISAIRd
I0j sdoysyrom TeuoreonpaoydAsd

JO sauIds pIjer[yje-safessed v

edronred

0] IOATISAIED Ay} JOJ JUSUIEaI)

Ul 9q 0} PAU JOU S0P PIYd Y],

"qoed 4 9 0} ¢ woiy SurSuer sosse[d

Y)IM ‘Seam ¢ J0J sjeowr wergord

AU, "SI9AISAIED 0] SUOIBOYNIND

pue ‘s3ururen ‘sdoyssiom paseq

-dnoi3 sopraoid jey) uoneziuesio

ue ‘snone)) s Juared A9sIof MON

oy Jo 1red st weadoxd siyy, “swolsAs

IQUJO puEB SAIOUITE JUSWIUIIAOT [)IMm

SunenoSou A[oAnEIOqR[[0D UI pIE O}

SoSUQ[[eYD [BIOIABYIQ PUE [RUOTIOWD

UM oA Jo s1oA13ared 1oy weidord
uoneonpa pue Jurures} dAIsudyIdwod y

(8007 ‘uonEOIUNWIWOd
[euosiad) sareq g :22.4n0g
Sal[rure
110ddng o3 diyszouired ‘11

(600¢ ‘uonedIUNWWOd
[euosiad) sojeq ‘g :204n0g

sasse)
Jusuromodwy Juared ‘O]

(800¢ ‘uonedIuUNWWod
[euosiad) I
(8007 passeooe) dserxopur
/310" snoneossjuared
Kastalmau mma//:dny
d)Isqam snone))

Sjuared KosIof MAN 1224108

Awapeoy
juouromodwry Sjuared ‘g

sowodINQ

ordwres pue u3isop ApmS syjuauodwos yoddns Apruueg

jeurioj ‘vonendod j031e) ‘Surpes
Surpnpour uonduosap werdord [[e1AQ

Qomos ‘weidord Jo sweN

panunuod ¢ Iqe],

pringer

A


http://www.newjerseyparentscaucu