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Abstract

The purpose of this study was to investigate how levels of stress amongeraregi
beginning a behavioral parent training program are related to caregd/ehidd
variables. Research questions were answered using archival data cottaotdd4
caregivers who participated HOT DOCS a behavioral parent training program,
between January 2009 through July 2010. The three objectives of the study were to (a)
examine caregivers’ perceived stress in relation to caregiver depmgwrariables (i.e.,
gender, marital status, level of education); (b) examine caregivecgiped stress in
relation to child demographic variables (i.e., levels of externalizing and intanga
behavior and presence or absence of a diagnosis); and (c) determine how levels of
caregiver stress were related to number of parent training sessionstedmipesults
showed that female caregivers beginning a behavioral parent trainingmprbgve
higher levels of perceived stress than their male counterparts. Additiosadgj\ers
with a higher level of education reported less stress than caregivetesgigducation.
No differences were found among those of different marital statuses.alyardrto child
variables, parents’ perceptions of their child’s externalizing behavior, asuneel by the
Child Behavior Checklist (CBCL) Externalizing score, were a sigaifi predictor of
caregiver perceived stress, but internalizing behavior (also as meédguthe CBCL)
and presence/absence of a diagnosis were not. Perceived stress upon entering the

behavioral parent training was not a significant predictor of number of sessions

Vil



completed. Implications of the study for parent training for caregivessmgayoung

children with challenging behaviors are discussed.
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Chapter One: Introduction

Statement of the Problem

Challenging behavior problems are a significant source of concern for many
parents raising young children. Research studies estimate that 7% to all%oahg
children demonstrate behaviors that meet the DSM diagnostic criteadter
Oppositional Defiant Disorder (ODD) or Conduct Disorder (CD) (Dodge, PeBaigs,
1994; Ramey & Ramey, 1998; Webster-Stratton & Hammond, 1998). For children living
in low-income neighborhoods, the risk of significant behavioral problems is even higher
(Conroy & Brown, 2004). Among children living in low-income neighborhoods, up to
35% have behavioral problems that interfere with their daily functioning (\&ebst
Stratton & Hammond, 1998). Children with challenging behaviors present a formidable
challenge for society. Without early intervention, these children are opeetdry for
increased behavioral problems over time, including difficulties in school (Campbell
1995; Pianta, & Cox, 2000; Rimm-Kaufman, Pianta & Cox, 2000). In light of these
statistics, it is important for parents and caregivers to address thengiad| behaviors
of young children early in their lives.

One of the barriers for parents addressing their children’s challebeirayior is
the level of stress that they experience on a daily basis, which may prégodé&om
engaging in effective problem-solving or seeking help through outside sourtiesr{Pe
Costa, Weems, & Dalton, 2010). Caregivers raising a child with specials mextdding

those with challenging behaviors, experience higher levels of stress thars paisng a



typically developing child (Estes, Munson, Dawson, Koehler, Zhou, & Abbott, 2009;
Gupta, 2007; Spratt, Saylor, & Macias, 2007).

Recent research also has investigated how caregiver stresdeagdon the
nature of the child’s special needs. For example, a study by Gupta (2007) showed that
parents raising a child with behavioral difficulties experience sgmtly more
parenting stress than parents raising a child with a chronic illness od avithiltypical
development. Similarly, mothers raising a child with autism spectrum diS@8&)
reported greater parenting stress than mothers raising children withpreeekal delays
(Estes et al., 2009). Taken together, these findings suggest that the spec#ioiiuer
child’s disability and the level of challenging behaviors exhibited byghild are
important determinants in the caregiver’s stress levels.

Raising a child with challenging behaviors also presents a number of eisefori
caregivers in addition to increased parenting stress. Parents raisdrgrchith
challenging behaviors are more likely to experience poor mental healts{@ke
Stratton, 1990) and psychological distress (Estes, Munson, Dawson, Koehler, Zhou, &
Abbott, 2009). In turn, these factors influence the parent-child relationship (\Webster
Stratton, 1990), contributing to further difficulties in managing the child’s beh&e.,
Abidin, 1992; Deater-Deckard, 1998). In light of these findings, it is critical toaleve
practical interventions that promote positive outcomes for children and families
(Webster-Stratton & Hammond, 1998).

Muhammad and Gagnon (2009) examined several demographic variables related to
stress in a Canadian community sample. They found that level of stress waddrigher

females than males. In addition to this, both female and male parents repodieéra hi



mean perceived stress score compared to participants who did not have children. Another
finding was that females and males with a post-secondary level of eduegttoted

higher levels of stress compared to females and males with secondaryl@rdees

education. Participants in the lowest income group had higher levels of saesbdse

in the middle-income group. However, participants in the highest income group had
elevated levels of perceived stress compared to the middle-income group., Moaign

who were married reported lower levels of stress compared to women wisingle

and widowed, separated, or divorced. In contrast, men who were single reported the
lower levels of stress than men who were married or divorced, widowed, or separated.

When looking at research on stress related specifically to caregivaerhk of the
literature focuses on female caregivers. Singer, Ethridge, and Aldana ¢20@ticted a
meta-analysis of 17 studies based on caregivers raising children with devaialpme
delays. Of the 17 studies, only 3 reported outcomes for fathers. Most of the pasicipant
were white, middle class mothers with high school or some college levebamuksas
their highest level of education. They found that stress interventions with multipl
components, such as parent training and emphasis on parent wellbeing, werergignifica
more effective than single component programs.

There also is some literature comparing stress among mothers andritiegs
children with particular diagnoses. For example, a study conducted by Tehee a
colleagues (2009) assessed caregivers raising children with ASD angetioejptions of
stress. They found that mothers experienced significantly higher levelscefveel stress

compared to fathers. Taken together this information highlights the need to better



understand how caregivers perceive their stress when raising young childtren wi
challenging behaviors.
Theoretical Conceptual Framework

The concept of stress has been studied for centuries. However, it was not until after
World War 1l that stress was viewed as part of human emotions (Lazarus, 1993b).
Lazarus’ research on stress has increased our understanding of how peop@@xperi
stress and the coping process. His research on stress emphasizesdhshigldtetween
the individual and the environment in which the stressor takes places (Lazarus &
Folkman, 1984).

Lazaurus’ definition encompasses the transactional nature of stressrbttevee
individual and the environment. According to his theory, stress is an upsetting experien
for individuals, which has implications for their future behavior (Lazaurs, 1966. Thi
definition highlights that both the intensity and quality of a stressful exerieave an
impact on the individual. In addition to this interaction between the individual and the
environment, it is important to take into account the individual's personality (Lazarus
1966). The three main factors of one’s personality that influence how one appraises and
copes with a situation are motivation, the person’s belief system, and his or hedslavail
resources. An important piece of Lazarus’s conception of stress is the coping and
appraisal process. In order to for a person to determine whether or not a stemuli i
stressor, he or she must appraise the situation and determine whether or not hesor she ha
the appropriate resources to combat the stressor.

Similar, to Lazarus’ conceptualization of stress, Webster-Strattonogeceh

theoretical framework for stress specific to caregivers (Welsstatton, 1990). She



conceptualized a model of family stressors, with the notion of stressors haviegip pi
effect. Within this model, she described three different types of stresgtnafamilial
stressors, interpersonal stressors, and child stressors. When stressgsapdl
sufficient coping resources are unavailable, parenting function is interrupdeectly
impacting the child’s development. The presence or absence of resources for the
caregiver either positively or negatively impacts the parent-chédioakhip. Thus, the
caregiver either has necessary skills and support to deal with his or her child or wi
experience negative parenting experiences, such as having negative percepimoos of
her child; exhibiting irritable, critical or abusive behaviors; lacking prakselving
skills; and/or expressing little nurturance to his or her child. If the cetegngages in
poor parenting practices, the child is increasingly vulnerable to théogevent of
conduct problems. As part of this model, four protective factors were also identifie
These included caregiver’s psychological health, the degree of social support of
caregiver, being a male caregiver, and the caregiver not using substdheesa
caregiver is raising a child with challenging behaviors, the stiebgoor she faces and
the resources available to deal with the stressors impacts his or her response
Purpose of the Present Study

The present study expands the research base on stress among saagiagr
children with challenging behaviors by examining levels of stress amoagi\wans
beginning a behavioral parent training program. The study has four main\agecti
First, it aims to understand the overall levels of stress among careggansibg a
behavioral parent training program. Second, the study examines caregivesg/querc

stress in relation to caregiver demographic variables, such as caregider,gnarital



status, and educational level. Third, it examines relationships betweeivee’eg

perceived stress and child demographic variables, including child diagnosisliateg

behaviors, and externalizing behaviors. Finally, the study examines retgi®bgstween

caregivers’ stress and their persistence in a parent training program.

Research Questions

1. Whatis the level of perceived stress reported by caregivers enteringveokadha
parent training program?

2. What is the relationship between perceived stress and caregiver gendatipaedlic
level, and marital status?

3. What is the relationship between caregiver perceived stress and child behavior
problems?

4. What is the relationship between perceived stress and the presence or abaence of
preexisting child behavioral/developmental diagnosis?

5. Do parents who attend three or more sessions have lower perceived stressccompare
to participants who attended two or fewer sessions?

6. To what degree do the caregiver and child demographic variables in this study predi
perceived stress (taking into account the relationships between the variables)

Significance of the Current Study

Results of this study may be used to better understand caregivers eatering

behavioral parent training program and the amount of stress they perceive lingkei

Specifically, it will provide further information about how demographic charatics of

caregivers raising young children with challenging behaviors and theibgdagnosis

of their children are related to caregivers’ perceived levels ofsfféss information



may be helpful in tailoring parent training programs to the specific needdevedif
groups of parents, with the aim of retaining greater numbers of parents in treprogr
Definition of Key Terms

Caregiver. This term is defined as an adult in a child caregiver role. This can
include mothers, fathers, stepparents, foster parents, grandparents, and otres. relat

Child diagnosis. This term will encompass behavioral, psychological, and medical
diagnoses. Examples of different diagnoses that would fall into this definitiobugneot
limited to, Autism Spectrum Disorder, ADHD, Speech/Language, Develophizityy,
Genetic Syndrome, Behavior Disorder, failure to thrive, or premature birth.

Per ceived stress. Perceived stress is a global appraisal of one’s stress. It is defined
as “the degree to which respondents find their lives unpredictable, uncontrollable, and
overloading” (Cohen, Kamarck, & Mermelstein, 1983, p. 387).

Young children. This term will be used to describe the children of the caregivers
discussed in this document. Young children will be defined as between the ages of two-
and seven-years old.

Challenging behavior. This term is defined “as any repeated pattern of behavior,
or perception of behavior, that interferes with or is at risk of interfering witmapt
learning or engagement in prosocial interactions with peers and adults” ([Howssn,

Dunlap, Smith, & Ford, 2007, p. 83).



Chapter Two: Review of the Related Literature

Overview

This chapter begins with an overview of the literature on stress and focuses
specifically on stress among caregivers raising young children. udogédy, the
relationships between caregiver demographic variables, including geradial status,
and educational level, are discussed in relation to caregivers’ stressefditerature
relating child variables to caregivers’ perceived stress alswiswed. This includes a
discussion of stress experienced by caregivers raising children withlspesils (e.g.,
medical disorders, developmental disabilities) and behavior disorders (eegnaéixing
and internalizing disorders). Next, caregiver participation and persistepaeent
training are reviewed as they relate to stress. The literaturevrewgs with a summary
of the literature and outlines the purpose of the present study.
Understanding Stress

Although stress has been of great interest to researchers sinc® tenfity, it is
a difficult phenomenon to study. Two key researchers in the area of stress Rrehard
Lazarus and Dr. Hans Seyle. While both researchers studied stress, theyedxafrom
different perspectives. Seyle’s theory studied physiological chahgesesulted from
exposure to stress from a physiological perspective (Seyle, 1976). Lazhr®y
viewed stress as having psychological underpinnings; specificallxanemed how
people cope with psychological stressors (Lazarus, 1966). Each of these passct

discussed in further detail below.



Seyle is viewed as a pioneer in the world of medicine for his research orastless
the immune system. As an endocrinologist, he spent much of his time studying how rats
respond to stressors and stress-related disease (Seyle, 1976). Seyledlssess as
“the nonspecific response of the body to any demand” (p. 1). With this definition of
stress, Seyle highlighted that the stress one experiences may have positigative
health outcomes. He called these two types of stress distress (an unplebaenfur
version of stress) and eustress (a form of pleasant stress). Regarthestyé of stress
an individual experiences, the body responds similarly to the demand by mobilizing
glucose (energy) from storage sites and inhibiting further storage of glucos

The General Adaptation Syndrome (G.A.S.) is a three-part model developed as part
of Seyle’s stress-response theory (Seyle, 1976) to describe how tbeas@mnse
worked. In the first phase, or alarm reaction, the body experiences a selase Gl
heightened emotions as it is exposed to a stressor. In the second stage, or the stage of
resistance, the body is resistant to the stressor. The body learns to adaptteskor
and responds to the stressor under this constant exposure. In the third stage, called the
stage of exhaustion, one becomes sick, as the body’s stress-response cannot be
maintained. Based on his stress theory, Seyle hypothesizes that the bodystan resi
particular stressor, whether it is related to a job loss, marital conflichjldrrearing, for
a finite amount of time before the body is worn out by the stressor (Seyle, 1988). Se
uses the analogy of withdrawing money from a bank account, without being able to make
deposits back into the account; this analogy demonstrates that once an indivicesd'’s str

resources are used up, the resources cannot be replenished (Seyle, 1993). Thus, one must



use his or her available expenditures in responding to stress carefully to stgyeagmk
maintain resources.

Seyle explained “stress is usually the outcome of a struggle for the self
preservation or the homeostasis, of parts within a whole” (Seyle, 1976, p. 367). An
important point made with Seyle’s theory of stress-response is that whéeatieemany
things in life that are stressful, our bodies attempt to adapt to the stressor; itiyisjibe
to cope with it for a period of time. However, true to his G. A. S. theory, the body can be
eventually worn down and depleted of resources to adapt to stressors. Thus, individuals
that face chronic stress are more at risk for medical problems (Seyle, E8i76xample,
Seyle describes research conducted during World War 1l with pilots. Dimesrgnitial
missions they would experience heightened levels of anxiety, which graduabpsied
as they completed more missions. However, prolonged exposure to these heightened
emotions led to them to exhausting their adaptive resources. In order to recouf, a brea
was needed to restore their resources.

It is important to note that the impact of the stressor is determined to a dggree
how the individual responds to it. From this viewpoint, some people are able to take the
stressors of daily life and respond positively to them. In other cases, individuals’
responses to stressful situations may be detrimental to their well beirsg.HEwWnNg
adequate coping mechanisms is one way to ensure that individuals are abilage ma
their stress.

In contrast to Seyle, Lazarus studied stress and coping, meaning tngesrat
people use in facing psychological stressors. Lazarus defined stressdabithar

adversity” (Lazarus, 1993a, p.2). His theory examined three different typessst st

10



harm/loss, threat, and challenge, which represent a balance of different demeedis pla
on the individual by the environment (Lazarus, 1993b). The person either has the
resources to deal with these demands or lacks the resources. If the person has the
resources to respond to the demand, the response to the stress diminished. IEthe stres
exceeds the individual's available resources to deal with it, the individual o&y fa
deleterious consequences (Monat & Lazarus, 1977).

Part of Lazarus’ theory placed an emphasis on how one’s response to alstressf
stimulus is mediated by one’s appraisal and coping (1993b). Lazarus’ theorgdefine
coping as how an individual responds to different demands. The two major types of
coping are problem-focused coping and emotion-focused coping. Problem-focused
coping results in objective change. Either an individual makes changes within his or her
surroundings or the individual changes his or her part in the relationship. For example, i
an individual is parenting a child with challenging behaviors he or she finds @ty éssf
individual may choose to change his or her parenting practices. With this type af,copin
the individual experiences a change in how he or she appraises the situation. Tihes may
accomplished by temporarily distracting one’s attention away from whatdhedual
finds troubling. For example, if the person is worried about her child’s challenging
behavior, she may distract herself by thinking about or engaging in sometergueh
as prayer, sports, or knitting. Another way to cope would involve changing how one
interprets the relationship. For example, instead of a caregiver viewicilts
outburst at the grocery store as an affront towards her, she may choose tasiaw it
signal that the child is tired and needs a nap or hungry and needs a snack. In tliie case, t

individual does not make direct changes to his or her behavior or the environment; rather,

11



she changes the way she thinks about the stressor. Lazarus’ work on shiggst$idpe
coping processes individuals use to deal with stressors, (Lazarus, 1993a).

In reviewing the works by Seyle and Lazarus, there are severalsileatemerge
about the construct of stress and coping. First, individuals will have physiological
responses to a stressor. Second, the more resources one has, the better he or she can
respond to and cope with stressors. Individuals with fewer coping mechanisms for
psychological stressors are more likely to become sick. Taken together’s Seyl
Lazarus’ research on stress highlight that it is not just the stressor plaatsnthe
individual but also the resources and coping mechanisms one has to manage stress.
Stress Among Caregivers

The work of Seyle and Lazarus contributed to understanding of the impact of stress
on health and well being and stimulated interest in stress managemented#archers
have studied stress with respect to the role it plays in specific situatiobstéie
Stratton’s research on stress, for example, describes how stressors witipgetrénting
practices and the parent-child relationship (Webster-Stratton, 1990). She comsgbtual
a model of family stressors in which stressors have a pile-up effect. [Ehgpeffect
refers to the cumulative effects stress has on the parent over time. Instgachofing
only one or two factors, such as the child’s behavior or parenting practiceguntscc
for outside of the parent-child relationship, such as living in poverty or unemployment.
Within this model, she described three types of stressors: extrafatndissors,
interpersonal stressors, and child stressors. Extrafamilial stresagrisiclude stress
resulting from events such as poverty, unemployment, and hassles in daily life.

Interpersonal stressors include present relationship stressors, suatges $iagle or
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divorced parent, experiencing marital distress, and childhood history of abusle. Chi
stressors include having a child with a difficult temperament, medicalgonsbbr
conduct problems. These stressors may have a deleterious effect on the patent's w
being and relationship with his or her child depending on the parent’s psychological
health and available resources, such as social support. When stressors pile up and
sufficient coping resources are unavailable, a caregiver’s ability émfpigrlimited,
which interferes with the parent-child relationship. The parent may expenmagative
perceptions of his or her child; exhibit irritable, critical or abusive bersMack
problem-solving skills; and/or express little nurturance to his or her child. If teatpa
engages in such poor parenting practices, the child becomes increasinglgbialte
the development of conduct problems.

Webster-Stratton (1990) identified four protective factors that improveatteat-
child relationship and help to decrease parenting stress. First, psychdbegidtia in the
parent can reduce parenting stress. Mothers who are psychologically heakhyore
accurate perceptions of their child’s behavior in contrast to depressed motheradavho te
to view their children as more at-risk (Webster-Stratton & Hammond, 1998). A second
buffer against parenting stress is the availability of social support foategiver
(Webster-Stratton, 1990). Social support can provide caregivers with nurturing, and
enduring relationships and results in a positive impact on the parent-childnsthpi.

Third, Webster-Stratton found that mothers reported significantly more stfatesd to
child behavior problems than fathers (Webster-Stratton, 1988). These findings may be

related to the fact that mothers typically spend more time with their ehilrd may
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experience more stress about their behavior problems and guilt about their parenting
practices than fathers. A final protective factor is for caregivers tal autistance abuse.
One study conducted by Webster-Stratton (1998) examined these four protective
factors in preventing conduct problems in 394 Head Start mothers who completed a
parent training program. Caregivers were randomly assigned to éghearent training
intervention groupr(= 296) or control groupn(= 130). After collecting baseline data, 79
families from the intervention group and 37 families from the control group dropped out.
Of the 278 student participants, 55% were single mothers. Over 80% percent of
participants in both groups were receiving government financial asgstftg-three
percent of the children were boys< 224) and 47% were girle € 202), with an
average age of 56.53 months of age. At baseline, 63% of mothers were in the high-risk
range for making critical statements, and 35% of mothers were in the nestteragh
range for implementing harsh parenting practices. Twenty-threenp@foghildren were
in the clinical range based on mother reports on the Eyberg Child Behavior Igventor
(ECBI; Boggs, Eyberg, & Reynolds, 1990). Use of critical statements dyensoand
children’s externalizing behaviors were confirmed to be true by independentarsse
After completing the intervention, mothers in the intervention groups were sagific
more likely to use consistent and less harsh parenting practices, andangiyifitccrease
their discipline competence. In contrast, control group mothers did not experiamce ga
or changes in their parenting skills. Children in the intervention group demonstrated a
significant decrease in deviance and noncompliance, whereas the childrenanttble c
group showed no differences. Approximately 12-18 months after completing the

intervention, 394 mothers in both groups completed follow-up assessments. The mothers
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in the intervention group reported a significant decrease in harsh disciplinedsieand
increase in limit setting, while the control group mothers did not change. THeschih
the intervention group had a significant increase in positive affect and decrease i
negative affect and misconduct, whereas the control group children did not change.

In a separate analysis using the same sample, risk factors assaiatehildren
experiencing conduct problems were examined (Webster-Stratton & Hammond, 1998)
Of the 426 families, 55% were single mothers, 24% had less than a high school
education, and 21% had their first child as a teenager. Ninety-five percent bildnerc
lived with their biological mother. Using the ECBI, 41% of children experienced above
normal conduct problems, and 23% of children’s scores were in the clinical range. When
considering support available to these mothers, 29% reported that they hadittle or
support from their families, and 16% reported minimal to no support from their peers.
Additionally, 53% of mothers reported using harsh discipline with their children, such as
slapping, yelling, hitting, and extended isolation. Moreover, 38% of the mothers ceporte
that they were either “sometimes” or “frequently” inconsistent withr iscipline. Of
these mothers, 30% experienced harsh parenting practices during thikioctiibnd
26% reported abuse.

In reviewing the research on caregivers and stress, severaltingefaglings
emerge. First, Webster-Stratton’s model of stress highlights the pataqb of stressors
that caregivers with limited resources face on a daily basis whemgratsidren with
challenging behaviors. Second, the majority of caregivers raising childifen

Oppositional Defiant Disorder were single mothers. Almost 25% of these malidanot
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complete high school and had their first child as a teenager. In addition, over 33% of
these caregivers engaged in harsh discipline practices.
Caregiver Variables and Percelved Stress

Several research studies have examined stress related to raisingnalvith
Developmental Delays (DD) and behavior problems. In a meta-analysis of 1% stdie
caregivers raising children with developmental delays (DD), Singerdge, and
Aldana (2007) examined the effectiveness of interventions for helping caregmpers
with stress and psychological distress. Of the 17 studies, only 3 reported outocomes f
fathers. Most of the participants were white, middle class mothers with high school
some college level coursework reported as their highest level of educatiomwidrera
small number of participants that were minorities or had recently imtedyta the
United States. Four studies looked at caregivers raising children with Autisiimuspe
Disorder (ASD), and the remaining 13 studies looked at caregivers raiditigohwith a
wide range of DD, including ASD. This meta-analysis sheds light on the type oépeopl
that often participate in research studies related to caregiveraigkssising young
children with challenging behaviors.

The researchers were interested in how effective interventions aredata
raising children with a developmental delay, and whether a multicomponent training
intervention was more effective than either behavioral parent trainingoitive
behavioral training alone (Singer, Ethridge, & Aldana, 2007). When the studies were
analyzed, the overall effect size for these interventionsdwaB.29. This reflects that the
interventions had a small to moderate effect on parents. In the meta-analysisdisis

used behavioral parenting training as an intervention, and a moderateceff€cB84)
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was found. This suggests that behavioral parent training has a slightly léegeoaf
parenting stress than do other types of programs.

Another study conducted by Baker, Mcintyre, Blacher, Crinic, and Low (2003)
examined 205 mothers and fathers raising three year-old children with #oditwit
developmental delays and their experience of child behavior problems and stress ove
time. Of these families, 86% of the caregivers were married, 52% cameafhigher
socioeconomic background (annual income of $50,000 or more), and over 50% of the
mothers and fathers had graduated from college. At 36 and 48 months, caregivers
completed the Child Behavior Checklist (CBCL; Achenbach, 2001), which is a
broadband behavior rating scale based on caregiver perceptions of child behavior.
Caregivers of children with DD rated their child significantly higher orGBEL than
those parents raising children without a developmental delay, meaning that they
perceived more behavior problems. When the researchers examined how natéders r
children on the CBCL, 8.1% of children without developmental delays and 24.4% of
children with developmental delays were rated in the clinical range. Ratirigthbys
showed that 5.2% of children without a developmental delay and 23.5% of children with
a developmental delay were rated in the clinical range of the CBCL. Témsgts
indicate that mothers and fathers perceived similar levels of overall probhemidoes.
There was a strong agreement in couples’ ratings of child behavior problemspwi
significant differences between ratings on either the broadband scores arondaad
scores. Taken together, these findings suggest that caregivers rabilihveith a
developmental delay experience significantly more stress than casegigeng a child

without a developmental delay.
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Another study conducted by Esdaile and Greenwood (2003) examined a sample
of 78 mothersr( = 53) and fathers(= 25) raising children with disabilities with respect
to parent-child interactions and experience of parenting stress. Data é&sencregivers
were compared to a group of 225 parents (202 mothers and 23 fathers) whose child did
not have a disability. The Parenting Attribution Test (PAT; Bugental et al., /1i6&9)
Parenting Stress Index (PSI; Abidin, 1990), and the Modified-Child Interactiameysur
(MCIS; Esdaile and Greenwood, 1995) were used to determine how caregivers in the
different groups experienced parenting. The PAT is designed to assesgetareg
perceptions of possible causes of successes and failures in hypotheticalicgre g
situations. The MCIS examines how the parent and child interact with each diber. T
child domain identifies characteristics of the child that make parentingudiiffl he
parent domain identifies how variables related to the parent and family ekaytihre
parent-child relationship dysfunctional and result in increased stress.

These researchers found that caregivers raising a child with a dysladi
significantly higher scores on the Child Domain total score on the PSI (16.872,
0.003) than was found among caregivers raising typically developing chilcsdailgE&
Greenwood, 2003). This finding suggests that caregivers view having a child with a
disability as more stress provoking compared to caregivers raisingl avithiout a
disability. There were no significant differences between mother émel fecores on the
Child Domain of the PSI. For the Parent Domain of the PSI, when mothers were
compared to fathers, they reported significantly higher levels of stress on ée Rol
Restriction of the Parenting Role (20.8p65 0.003) and Depression subscales (17.758,

p < 0.003). Also, there was a trend towards mothers experiencing higher amounts of
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stress than fathers in the domains of Sense of Competence, Relationship with Sybuse, a
Parental Health. While these results demonstrate that there is not mangmifference
between mothers’ and fathers’ overall levels of parenting stress, theyigégssthat
mothers and fathers experience stress in different ways.

Another study by Calzada, Eyberg, Rich, and Querido (2004) examined the
different experiences of 53 mothers and fathers raising preschoolersppitisi@onal
Defiant Disorder (ODD). The mean age of the children was 4.49 years (SD =rid09) a
83% of the sample was male. 77% of the participants were white, 17% Africamcame
and 6% identified as other. The authors did not report caregiver educational lewél. Al
the children met the DSM-V criteria for ODD, while 75% also met ther@iter
ADHD.

Parents completed the Eyeberg Child Behavior Inventory (ECBErgy® Pincus,
1999) and the Parenting Stress Index (PSI; Abidin, 1995). Based on the ECBI, mothers
reported significantly higher levels of disruptive behaviors than fathers (Motlean =
176.98 v. Father: mean = 166.06; t = -3R8&; .001). Also, mothers reported
significantly higher levels of stress on the PSI in both the Child and Parent domains.
During a 30 minute structured parent-child interaction, mothers had signiicaorté
responsive behaviors to their child’s behavior than fathers. During the failekeB@-
minute interaction, child compliance was higher than during the mother-childr@@emi
interaction. Both mothers and fathers found their child’s behavior to be both disrupting
and challenging; however, fathers rated their child’s behavior as legptolisrthan

mother’s ratings. These results highlight that mothers engage in rsponseve
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interactions with their noncompliant child; however, the child listens more oftée to t
father than the mother.

Another study compared changes in family composition and marital statng duri
a child’s first four years of life in families raising young chikingith or without
cognitive delays (Hatton, Emerson, Graham, Blacher, & Llewllyn, 2010). A ndsional
representative sample from the United Kingdom’s Millennium Cohort StudyS)M@s
selected for analysis. Data were collected over three waves when thrercinere
approximately nine months, three years, and five years of age. Duringpwayvihere
were 18,819 children and 18,552 families; wave two, there were 15,808 children and
15,590 families; and, wave three, there were 15,459 children and 15,246 families. Data
were collected at face-to-face home-visits with the mother and haeparten available
and through self-report questionnaires. In addition, the researchers testbddten’s
cognitive abilities using the Bracken Basic Concept Scale (Bracken, 2002)eand t
Naming Vocabulary subscale of British Ability Scale®, dition (BAS II; Elliot, Smith,
& McCulloch, 1997). They found that significantly more children with cognitivaysel
were living in single mother households than typically developing children. Aintlee t
of the child’s birth, 64.4% of families with a child with a cognitive delay werepgarent
homes compared to 83.5% of caregivers raising a typically developing chilcesittes r
of this study demonstrate that mothers raising children with cognitive delaysore
likely to be single caregivers. Taken together these finding highlights thathdre
likely for a single mother to be raising a child with a cognitive delay thamwmgarent

family.
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Muhammad and Gagnon (2009) looked at the relationship between parenthood
and perceived stress in a Canadian community sample. The sample consisted of 29,527
males and 34,308 females between the ages of 20-64. Of this sample, 18,042 female
participants (52.59%) and 12,791 male participants (43.29%) had children. They were
asked to respond to the following question: “Thinking about the amount of stress in your
life, would you say that most days are: Kot at all stressful?2) Not very much
stressful?3) A bit stressful{4) Quite a bit stressful®) Extremely stressful?p. 317).
They found that level of stress was higher for females than males, 3.01 versus 2.92,
respectively. Second, both female and male participants classified as papentsd a
higher mean perceived stress score compared to participants categorniaaepasent
participants (females: parent = 3.06 vs. non-parent = 2.95; males: parent = 3.00 vs. non-
parent = 2.85). Another finding was that females and males with a post-secondary leve
of education reported higher levels of stress, 3.05 and 2.96, compared to females and
males with secondary or less level of education, 2.94 and 2.85. Participants in the lowest
income group had higher levels of stress than those in the middle-income group.
(females: lowest group = 3.08 vs. middle-income group = 2.96; males: lowest group =
2.89 vs. middle-income group = 2.88). However, participants in the highest income group
had elevated levels of perceived stress compared to the middle-income gnuaipgfe
3.04; males = 3.01). Lastly, women that were married reported lower levels sf stres
(2.95) compared to women who were single (3.07) and widowed, separated, or divorced
(3.19). In contrast, men who were single reported the lowest levels of stresgHarB3)
men who were married (2.92) or divorced, widowed, or separated (3.04). Taken together,

there are several noteworthy findings from this study. First, it is tlehwomen
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experience greater levels of self-reported stress than men. Also, wornemennarried

experience less stress than their single or divorced peers, a differeneemoiith men.
Tehee, Honan, and Hervey (2009) conducted a study that looked at factors that

contribute to stress when raising a child with Autism Spectrum Disord&D ) AForty-

two caregivers (23 mothers and 19 fathers) living in Ireland completed & gkrie

guestionnaires. The average age of the children was 9.3 $&ars4(5 years). The mean

age of mothers and fathers was 40.9 years and 44.9 years, respectively. thwenty-

children were male and two were female. The authors did not report the parernté$ mari

status or educational level. Caregivers completed the Perceived Sales@PSS-10;

Cohen et al., 1983) and an adaption of the Family Stress and Coping Interview (FSCI,

Minnes & Nachshen, 2003) called the Family Stress and Coping Questionnaire-(FSCQ

A). The FSCQ-A measures caregiver stress and coping. On the PSS-10 péstitaokba

mean score of 17. 8D = 6.7) with scores ranging from 3 to 29. Mothers’ mean score

was 20.5 $D = 6.6) while fathers’ mean score was 16D € 5.3). Based on the results

of this study, mothers experienced significantly higher levels of perceness st

compared to fathers (Kruskal-Wallis te¥t,= 9.243df 1, p = 0.002). There was a

strong, positive correlation between the PSS-10 and the FSQGQ=A,68,p < 0.001).

The researchers’ findings are unique and one of few studies that have used 1let®SS-

look at parents’ stress. Overall, the authors report that the participants stutthy had

low levels of general perceived stress. However, it is important to note thatutly was

conducted with caregivers raising children with ASD and did not have a control group of

typically developing children to serve as a comparison. As demonstrated intothes s
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of caregivers’ stress, this study supported the finding that female caregikperience
higher levels of stress than male caregivers.
In summary, the extant literature reveals several important findiregedeb the

relationships between stress and caregiver characteristics suctdas gelucational
level, and marital status. First, mothers experience higher levels af strapared to
fathers (Calzada et al., 2004; Esdaile & Greenwood, 2007; Singer et al., 2007: Tehee et
al., 2009). Second, caregivers who are married have less stress than those whizare sing
(Hatton et al., 2009; Muhammad & Gagnon, 2009). These findings support Webster-
Stratton’s research on caregivers and stress (1990) related to eddrata@ssors and
interpersonal stressors.
Child Variables and Caregiver Perceived Stress

From the research reviewed in the previous sections, multiple variables, such as
gender, education level, and marital status, impact caregivers’ percepfistress
(Calzada et al., 2004; Esdaile & Greenwood, 2007; Muhammad & Gagnon, 2009).
Furthermore, there are certain child variables, including developmental itissybil
medical diagnoses, or behavior problems that can impact caregivers’ pmrsejbtstress
(Gupta, 2007). In this section of the literature, research regarding childtehistars and
their relationships to parent perceptions of stress will be described.

Gupta (2007) compared parenting stress levels among caregiverg caikdren
with developmental disabilities, ADHD, HIV/AIDS, and asthma. The caregwere
recruited from a pediatric clinic that primarily served low-incomeili@amfrom various
cultural backgrounds. Almost all of the participants were mothers and 47.5% oéchildr

came from single-parent households. Caregivers were classified into aue gfdups:
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behavior, developmental, medical, and control, based on their child’s issue. The behavior
group included 50 caregivers of children with ADHD. The developmental group
consisted of 28 caregivers of children with developmental delays. The medical group
included 46 caregivers of children with HIV/AIDS and asthma. The fourth group
consisted of 22 caregivers with children with no behavioral, developmental, or medical
condition, who served as a control group.

Caregivers of children in each of these groups completed the Paremgissg) IBdex
(PSI; Abidin, 1995). Results showed that caregivers raising children in thiegieeantal
group and behavior group reported the highest levels of parenting stress orathe Tot
Stress score (PSI mean score of 275.0 compared to 272.5 for the behavioral, 251.67 for
the medical, and 229.4 for the control groups). Caregivers raising children wHbAD
(the behavioral group) also experienced heightened levels of total stress.H&/hen t
caregivers in the behavior group were compared to the control group for post hoc PSI
comparisons, caregivers raising children with ADHD reported significaigher levels
of stress in the child domain. When caregivers from the behavior and medical groups
were compared, caregivers in the behavior group reported significantly higklerdé
stress in the areas of the child domain. Overall, these results suggeatdbaters
raising children with behavioral problems experience higher levels eEstigen
compared to caregivers raising typically developing children and children hvihic
health problems.

Another recent study compared stress among caregivers rdigorgic ages 4-12
years old with various health, behavioral, developmental, and neurological concerns

(Spratt, Saylor, & Macias, 2007). Caregivers recruited for the study halderhih one
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of four clinics: developmental-behavioral clinic (57 children, ages 4-12vientricular
hemorrhage (IVH) research sample (70 children, age 8), developmental clinie s&npl
children) and neural tube defect research sample (45 children with spina bifida).
Caregivers with children in the developmental-behavioral clinic had significhigher
levels of stress compared to the other three samples (IVH research sample,
developmental clinic sample, and neural tube defect research sample). This finding
suggests that raising a child with difficult behaviors is even more fstrésscaregivers
than raising a child with medical or developmental issues.

In another study, Estes, Munson, Dawson, Koehler, Zhoe, and Abbott (2009)
compared the parenting stress reported by 51 mothers raising children itto A%
parenting stress reported by 23 mothers raising children with DD. THes refsthis
study indicated that, mothers with children diagnosed with ASD scored significantl
higher on both parenting stress and psychological distress compared to mothers of
children with DD (parenting stres$= 2.87,p < .01; psychological distress= 2.06,p <
0.005) (Estes, et al, 2009). There also were group differences in child problem behavior
and daily living skills. Children in the ASD group had higher levels of problem behavior
(M =0.23,SD= 0.78) compared to children in the DD groiyp£ -0.54,SD = 0.50).
When considering the impact of child characteristics on maternal parstri#sg and
psychological functioning, the researchers found that children’s behavior psolvien
associated with mothers’ stress and psychological distress. The seglyts indicate
that mothers raising children with ASD reported higher levels of both parentesg st

and psychological distress when compared to mothers raising children with DierfFur
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the results demonstrate that child characteristics, particularly deigoeeblem behavior,
impact levels of parenting stress and psychological distress among mothers.

Taken together, these studies found that child characteristics do indeet impa
caregivers’ perceptions of stress. Raising a child with a disabilityicalgoroblem, or
behavior problems is perceived as more stressful by parents than rdygncaky
developing child. Also, the parent’s perception of stress is influenced by liidis c
behavior problems. Finally, raising children with externalizing disordersalleaging
behaviors, such as ODD and ADHD is perceived as more the most stressful.
Caregiver Persistence in Treatment Programs

Of concern to those who design and deliver parent training programs to assist
caregivers raising children with special needs is the fact that everggramnts who
express initial interest in the training, there is a relatively high dropteifrom these
programs (Pellerin, Coasta, Weems, & Dalton, 2010). As such, researchers llaee trie
discern the factors that lead caregivers to drop out of parent training psogiam
example, Pellerin, Costa, Weems, and Dalton (2010) compared treatment emsygriet
non-completers at a child and adolescent community mental health clinic. Itiflarma
was collected by phone via a sociodemographic questionnaire on 474 carepeers w
they made the initial contact for services. In particular, information basdg: @hitd’s
age, gender, family income, parent educational level, and access to trdimspoma
gathered. Caregivers also completed the CBCL (Achenbach, 1991) to assess both
internalizing and externalizing child symptoms. Caregivers completed thH@&B8in,
1995) to assess caregivers’ perceived levels of stress. Finally, casemugpleted the

Brief Symptom Inventory (BSI; Derogatiz & Melisaratos, 1983), whichssese
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caregivers’ psychological symptoms. Of these 474 families, 107 (23%) did not@ome t
the clinic for their initial appointment. Three hundred sixty-seven fanpbescipated in
their initial session; however, 72 families did not attend their scheduled evaluation
appointment. Of the remaining 295 families, 45 participants were unable to received
services at the clinic or were referred elsewhere for servieashtindred fifty families

and their children began treatment at the clinic, and 54% terminated tné¢aimlg.

There were several significant differences found between completers14) and
non-completersn= 136) in this study (Pellerin, Coasta, Weems, & Dalton, 2010).
Significantly more completers graduated from high school than non-compéters (
6.072,P < 0.05). Non-completers had significantly more children in treatment than non-
completers X* = 6.488,P < 0.01). Additionally, completers reported significantly less
stress on the Total Stress cluster of the RS£(6.850,P < 0.009). Children whose
parents completed treatment had a significantly lower Total Score on the CBCL
compared to children whose parents dropped out of treatXfenty.675,P < 0.02).

Also, non-completers’ children had significantly more juvenile justice invodverthan
completers X? = 5.960,P < 0.02). Non-completers also reported greater levels of
perceived life and parenting stressors and selected more items on thatBSidorsed
depressive symptoms. Of the sample that made initial contact with the comuofimgty
less than one third completed treatment and, of these, around half of these fagslies be
therapeutic services offered by the clinic.

In a review article of negative outcomes associated with behavioral paraimtgr
programs, Assemany and Mcintosh (2002) suggested three reasons for why negative

treatment outcomes occur. In particular, they looked at different variabtggedated
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whether or not caregivers would drop out of behavioral parent training programs
prematurely. Behavioral parent training programs are often recommendakgivers
as an early intervention for young children that exhibit challenging behakmsgver,
many of these caregivers drop out of these programs prior to completing them. T
authors suggest three reasons for why negative outcomes occur for behaveortal par
training programs. These included premature family drop out, caregivers not fully
engaging in the treatment program, and inability to maintain the changes atdpllow
They also identified several contextual variables that impact treatoer@mes for
behavioral parent training programs. The three variables highlighted by the authors
socioeconomic disadvantage, family dysfunction, and the severity of the cloidiaat
problems. Taken together these three variables and contextual variables plageaha
who completes and does not complete behavioral parent training programs.

The studies presented in this section of the literature review examined the
differences between completers and non-completers of treatment proghenismdings
indicate that caregivers were more likely to not complete a treatmenapragghey had
less education and if their child had more severe behavior problems (Assemany &
Mcintosh, 2002; Pellerin et al., 2009). Additionally, caregivers with high levelsesfsst
are less likely to complete treatment (Pellerin et al., 2009).

Summary

There is a considerable amount of research that has been done on stress and its
impact upon health and well-being. Research on stress among parents ingiatates t
caregivers raising children with challenging behaviors experiemagayrstress than

parents of other children, including those with medical diagnoses or developmental
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disabilities (Gupta, 2007; Spratt, Saylor, & Macias, 2007). Caregiver chastcsealso
contribute to stress among those raising children. Mothers are more dikelyort
greater perceived stress than fathers, and those who have less education seem to
experience more stress than their peers with more education (Calzaday, Ribh, &
Querido, 2004; Webster-Stratton & Hammond, 1998). Thus, those caregivers with the
most challenging children and fewest resources become the least likehefd fsrem
treatment because they are less likely to participate (Assemargii&dgh, 2002).
Purpose of the Present Study

The purpose of the current study is to expand on the available literature on
caregivers of children with challenging behaviors. Specifically, tndyshims to provide
additional information about levels of stress among caregivers beginningwacbaha
parent training program and how both caregiver and child characteristictated te
levels of perceived stress among caregivers. Moreover, the study aims to disether
initial levels of stress among caregivers are related to persistetieeparent training
program. In sum, the proposed study has three main objectives. First, the study aims to
examine caregivers’ perceived stress in relation to caregiver depmgwrariables, such
as gender, marital status, and educational level. Second, the relationship between
caregivers’ perceived stress and child demographic variables wilbb@reed, including
child diagnosis, internalizing behaviors, and externalizing behaviors. Lés\gtady
will compare levels of stress upon beginning a parent training program aa@gver

completers and non-completers of the program.
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Chapter Three: Method

Overview

This chapter reviews the methods that were used to answer the reseatohgjues
posed in this study. Specifically, the chapter includes a description of thepaautsc
followed by the measures that were used for data collection, procedures Unesdtudy,
and methods of data analysis. The chapter concludes with a discussion of study
limitations and contributions to the reader’s understanding of caregiverss stho are
beginning in a parent training program.
Participants

The present study used data retrieved from an archival database. Haselata
included information about caregivers from Hillsborough County, Florida who
participated in a six session behavioral parent training program. Thisigy@irdgram
took place at the University of South Florida (USF) in the Children’s Medicaicgsr
building in the Department of Pediatrics. Caregivers included in this studyldigme
USF Internal Review Board (IRB) consent form.

A demographic description of the caregivers in the present sample is pesente

Table 1. The majority of the 474 participants in the sample were the biologieat p&
the target child (74%), female (73%), married (54%), and had at least compigted hi

school (85%). A relatively large percentage of participants did not reportrthetal
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status (24%) or their level of education (9%). The mean age of the partigip#nss

study was 35.61 years of age with a range from 16 to 79 years of age.

Table 1

Demographic Information for Participants in HOT DOCS

Variable Number Percent
Gender
Female 347 73.2%
Male 127 26.8%
Caregiver Relationship to Target Child
Biological Parent 350 73.8%
Adoptive Parent 19 4.0%
Foster Parent 8 1.7%
Grandparent 21 4.4%
Aunt/Uncle 8 1.7%
Child Service Provider 45 9.5%
Other 7 1.5%
Not Reported 16 3.4%
Ethnicity
Black or African American 34 7.2%
White 266 56.1%
Hispanic or Latino 112 23.6%
Asian 12 2.5%
American Indian or Alaska Native 7 1.5%
Other/Multiracial 5 0.6%
Not Reported 40 8.4%
Marital Status
Married 251 53.1%
Single 68 14.4%
Divorced 22 4.7%
Separated 13 2.8%
Other 7 1.5%
Not Reported 113 23.9%
Level of Education Received by Caregiver
Less than High School 24 5.1%
Completed High School 108 22.8%
Completed Technical School 42 8.9%
Completed 2-Year College Degree 50 10.6%
Completed 4-year College Degree 106 22.4%
Completed Graduate Degree 100 21.1%
Not Reported 44 9.3%

Note:N =474
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Table 2 provides a description of the target children of the participants inrém¢ pa
training program. The majority of the participants’ target children weile (63%) and
did not have a reported diagnosis (35%). The missing data for child’s gender occurred
because the Demographics Form did not contain an item asking for this informalien at t
beginning of data collection. This item was added to the form later on during data
collection. The mean age of the children was 41.59 months with a range of 11 to 142
months.
Table 2

Demographic Information for Participants’ Children

Variable Number Percent
Target Child’s Gender
Male 296 62.5%
Female 107 22.6%
Not Reported 71 15.0%
Developmental/Behavioral Diagnosis
No Diagnosis 165 34.88%
ASD 67 14.16%
ADHD 35 7.40%
Speech/Language 84 17.76%
Developmental Delay 33 6.98%
Down’s Syndrome 2 0.42%
Other Genetic Syndrome 9 1.90%
Behavior Disorder and Disruptive 5 1.06%
Behavior/NOS
Failure to Thrive 1 0.21%
Premature Birth 1 0.21%
Other parent reported condition 5 1.01%
Other 2 0.42%
Not Reported 65 13.74%
Note:N =474
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Description of the Behavioral Parent Training Program

The behavioral parent training program in which parents in this studyensked
was theHelping Our Toddles, Developing Our Children’s Skills (HOT DO@8gnt
training program (Armstrong, Lilly, & Curtis, 2006). The program consisgsxof
sessions and a booster session. Each session is held once per week and lasts
approximately 2 hours. The sessions (after Session 1) include a 30-minute review and
reflection on the caregivers’ experiences for the week in carrying oskiflethey
learned from the previous lesson. Then,HI@ZET DOCSnstructors provide instruction on
the week’s topic, practice problem-solving using group examples, and assigndr@mew
for caregivers for practice of their new skills. Appendices A and B provide aimore
depth description of each session’s content and topics covered.
Measures

For this study, data were analyzed from several different sourckslingcthe
Perceived Stress Scale: 10 Items (PSS-10; Cohen & Williamson, 1988), ttie Chil
Behavior Checklist (CBCL; Achenbach, 2001), andHi@T DOCSdemographics
guestionnaire (Armstrong, Lilly, & Curtiss, 2006). Each of these measures was
completed by the participants at the beginning of the first session (priontpégiosed
to the curriculum) and, with the exception of @ T DOCSdemographic questionnaire,
at the end of the sixth session (after the training had been completed). Onlyllidatac

during the initial session were used in the current study.
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Perceived Stress Scale: 10 Items. The total score from the PSS-10 (PSS-10;
Cohen & Williamson, 1988) was used to measure caregiver stress. The PS3iéfis a
survey used to assess caregivers’ global perception of their stnessriginal Perceived
Stress Scale (PSS; Cohen, Kamarck, & Mermelstein, 1983) was a 14-iterdesigned
to “measure the degree to which situations in one’s life are appraisedsssustr
(Cohen, Kamarck, & Mermelstein, 1983, p. 385). This measure was intended “to tap into
the degree to which respondents found their lives unpredictable, uncontrollable, and
overloading” (Cohen, Kamarck, & Mermelstein, 1983, p. 387). In evaluating the
psychometric properties of the PSS, Cohen and Williamson (1988) found that the
measure had strong internal consistency (reliability coefficiamged from .84 to .86).
Additionally, test-retest reliability was .85 for a college-agedmamafter two days and
.55 for the community sample after six weeks.

In 1988, Cohen and Williamson released an updated version of the PSS (1988),
which they called the PSS-10, because it had 10 items. A national sample of 2,387
participants completed the survey, results of which indicated good internaltenogis
(alpha coefficient .78) (Cohen & Williamson, 1988). Scores on the PSS-10 range from
0-40 with lower scores indicating lower levels of stress. The study will aentipax
results to the mean of the PSS-10 in the current sample of caregivers to théveormat
sample.

Scores on the PSS-10 are obtained by summing up the participants’ responses for
all of the items. For items four, five, seven and eight, scores are reverfe@£47-2=2,
1=3, 0=4) and are summed to equal each participant’s total score. While trapdevel

of the PSS-10 do not provide classification guidelines, higher scores on the PS$ sugges
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greater levels of overall stress and lower scores represent lowlsrdéwserall stress.
Only fully completed surveys will be included in the data analysis. Ineztestders are

directed to Appendix C to review the PSS-10.

Achenbach Child Behavior Checklist. The Achenbach Child Behavior Checklist
(CBCL: Achenbach, 2001) was used to examine caregiver perceptions of child hehavior
The CBCL is a behavior rating scale used to assess caregivergters®f children
aged 18 months to 18 years problem behaviors. There are three versions of the CBCL.: the
Parent Rating Form (CBCL), the Teacher Rating Form (TRF), and thBR&wsit Form
for youth ages 12-18 (YSR). For the proposed study, only the CBCL will be used. Based
on the child’s age, the caregiver either completed the CBCL for ages 1ye&nstor the
CBCL ages 6 to 18.

The CBCL scores are summarized into the large-band factors (Eiieignaind
Internalizing scores), a Total score, and narrow band scores. Both CB@E.ad#:the
CBCL: 6-18 are very similar; however, there are seven additional iten@BCL: 6-18.

In addition to this, the CBCL 1%2-5 produces seven narrow band scores while the CBCL.:
6-18 produces eight. On the CBCL.: 6-8 there are eight narrow band scores, which are
Anxious/Depressed, Withdrawn/Depressed, Somatic Complaints, Social Problems
Thought Problems, Attention Problems, Rule-Breaking Behavior, and Aggressive
Behavior. On the CBCL 1 %-5, there are seven narrow band scores, which are
Emotionally Reactive, Anxious/Depressed, Somatic Complaints, Withdrawn, Sleep
Problems, Attention Problems, and Aggressive Behavior. Caregivers are asiied to r
items describing their child’s behavior over the previous two months on a three-point

scale, ranging fromot true= 0,somewhat or sometimes trael, oroften or very often
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true = 2. Raw scores are reported as T-scores with a mean of 50 and a standdohdevia
of 10. A T-score of 64 or below is considered to be within normal limits; sconesdret

65 and 69 are considered to be in the at-risk range; and a score of 70 or above is
considered to be within in the clinical range. For the CBCL: 1% - 5, the manual reports
good internal consistency coefficients ranging from .76 to .92. For the CBCL16el8,
manual repots good internal consistency coefficients ranging from .78 to .97.
Additionally, the CBCL has high retest reliability ranging from .82 to .95 anepaable

interrater reliability ranging from .52 to .77.

HOT DOCS Demogr aphics Questionnaire. TheHOT DOCSDemographic
Questionnaire (Armstrong, Lilly, & Curtiss, 2006) was used in this studgtteeg
information on caregiver gender, marital status, and level of educationl @s wether
the child had a specific diagnosis. This questionnaire was developed®ThBOCS
team to collect participant demographic information. Nineteen itemacteled to
gather information specific to the parent/caregiver about his/her child@aregiver
items include age, gender, race/ethnicity, and education. Child items ingkidgeader,
and diagnosis (examples include ADHD, ODD, and ASD). The questionnaire may be
reviewed in Appendix D.

Data Collection Procedures

For the proposed study, permission was obtained from the principal investigator of
HOT DOCSto retrieve the data necessary for this study frontHtbé DOCSdatabase
(January 2009-June 2010). These data included the PSS-10 scores, participant
demographics, and CBCL Internalizing, Externalizing, and Total scores. Alingae

de-identified prior to the researcher obtaining the data from the database.
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Data Analysis

Six research questions were proposed for this study. Each is describedRyedow
to addressing the research questions, a factor analysis was done with-tt@tBSS
determine its internal consistency with the study’s sample.

Research Questions
Resear ch question one. What is the level of perceived stress reported by
caregivers entering a behavioral parent training program?

In order to answer this question, descriptive statistics were usediv@asemean
total score on the PSS-10 was calculated. In addition, the distribution of the wesre
examined using skewness and kurtosis.

Resear ch question two. What is the relationship between perceived stress and
caregiver gender, educational level, and marital status?

In order to answer this research question, a series of simultaneoymemult
regressions were run. The dependent/criterion variable was the PS&d.0Tve
predictor/independent variables included caregiver gender, educationahieVebarital
status. After examining each of the independent variables, the interactiwegie
gender*educational level, gender*marital status, and gender*educatiogi&harital
status were examined.

To complete the multiple regression, first, each participant’s totad scas
calculated on the PSS-10. The total score is a continuous score ranging4i@omext,
the participant’s gender was entered into the equation. The highest ledatafien was
added to the equation next. This is a categorical variable, and caregieeted one of

the following responses: less than high school, completed high school, technical school
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degree, two-year college degree, four-year college degree, or grddgete. This
variable was dummy coded. Finally, caregiver marital status was addedeaquation.
On the demographic form, caregivers selected their marital statagtie following
choices: married, single, divorced, separated, or other. This variable aldomwwary
coded.

Resear ch question three. What is the relationship between caregiver perceived
stress and child behavior problems?

Multiple regression was used to examine the relationship betweelveareg
perceived stress scores and child behavior problems. The dependent/criterlae varia
was the PSS-10 score. The predictor/independent variables were thaliinteyrand
Externalizing scores from the CBCL. To complete the multiple reigredarst the PSS-
10 total score was calculated. Next, the child’s total score on the CBCadded to the
equation. Subsequently, the child’s Externalizing and Internalizing sceresadded to
the equation.

Resear ch question four. What is the relationship between perceived stress and the
presence or absence of a preexisting child behavioral/developmental diagnosis?

In order to answer this research question, analysis of variance (AN®&A)sed
to compare caregiver perceived stress raising children with or without aspiregex
behavioral/developmental diagnosis. Caregivers endorsed the preexisting
behavioral/developmental diagnosis on the demographics questionnaire. Caregreers w
instructed to circle or write in the entire medical, genetic, and/or behaviagaaties

that applied to his or her child. Caregivers were not restricted as to how mgngstia
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they could identify. This variable was dichotomized to either “No Diagnosis” or
“Diagnosis.”

Resear ch question five. Do parents who attend three or more sessions have lower
perceived stress compared to participants who attended two or fewer sessions?

With this research question, analysis of variance (ANOVA) was used tondteter
whether or not persistence in a behavioral parent training program deciaraspgec
stress. The variable for persistence in the program was dichotomizeduetoatiended
two or fewer parent training sessions or attended three or more parent trassingse
The mean total caregiver stress score from each of the two groups (attendeae or
sessions; attended 3 or more sessions) was compared to each other to detdrenine if t
groups differ significantly. An alpha level of .05 was used.

Resear ch question six. To what degree do the caregiver and child demographic
variables in this study predict perceived stress (taking into account thenshghs
between the variables)?

In order to answer this research question, the correlations between thadiffere
demographic variables and stress were examined. Correlations canrcamgé fo +1. A
positive correlation means that as one variable increases, the other variaasaacA
negative correlation means that as one variable increases, the other variaaleesec
The closer a correlation is to 1, the stronger the relationship is. Typicallglatmms of
.01 are considered low, .3 moderate, and .5 are high (Cohen, 1992).

After examining the correlations between the demographic variables anthPSS

multiple regression analyses were conducted. The resulting R-squaréé&oagtession
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indicates how much variance in the dependent variable can be explained by the
independent variables.
Ethical Considerations

To ensure that the rights and safety of the participants were not violdhes!
study, the investigator obtained approval from the Internal Review Bdi&] ¢f the
University of South Florida. Once the IRB approved of the study, the investwgasor

permitted to examine data from the archid@T DOCSdatabase.
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Chapter Four: Results

Overview

The purpose of this chapter is to present the results of the study. The chgipier be
with a description of how the data were treated. Next, a factor analysisathat w
completed with the 10 items of the PSS-10 is described. Subsequently, the resalts of th
main research questions are presented. Descriptive statistics, Amdlysiriance
(ANOVA), and multiple regression were used to address the research questions.
Treatment of the Data

The first step of data analysis was for the principal investigator tapgedval
from the IRB in order to access the HOT DOCS database. Once approval amasdbt
the principal investigator for the present study was granted access to itipgag’
demographic information, PSS-10 scores, and CBCL scores. The principal ineestigat
did not have access to any information that could be used to identify the subjects. The
data were taken from different Microsoft Excel spreadsheets andarnatgean SPSS
database. All of the information was synced into the SPSS database based on the
caregiver identification code. After all of the information was organizeldeisPSS
database, the principal investigator reviewed all entries in the databassure that all
of the data were in the expected range. Once all of the data were revieB&dy&$

used to analyze the data.
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Factor Analysis and Measure of I nternal Consistency for the PSS-10

Prior to analyzing each of the six research questions, a factor anedgsis
conducted with the 10 items on the PSS-10. There were 411 cases used in the factor
analysis. (It is noted that although there were 474 participants total, sorcgpats had
incomplete data, i.e., they did not complete the PSS-10). The data were analyzed by
means of a principal axis factoring model, with a promax with Kaiser Naatiah
rotation. Two components with an eigenvalue greater than 1.0 were found, 4.77 and 1.28,
which together accounted for 60.5% of the total variance. For the first factor, gere w
factor loadings from -.02 to .84 between the ten items on the scale. Cronbach’s malpha fo
the six items that loaded on factor one was .87, which suggests strong internal
consistency. For the second factor, the factor loadings ranged from -.01 to .80. The
second factor, which included the four items that loaded heaviest on it, had a Cronbach’s
alpha of .76, which suggests strong internal consistency. Factor one accounts for 42.93%
of the variance, and factor two accounts for 7.61% of the variance. Examination of the
highest loadings for each item revealed that the first factor loaded naegiyten the
negatively worded items (e.g., been angered, been upset, could not cope). In contrast,
items that loaded most heavily on the second factor were the positively worded item
(e.q., felt confident, felt things going your way, been able to control ionist
Cronbach’s alpha for all of the items was .88, which suggests strong internateonsi
These findings are similar to those found by Cohen and Williamson (1988) when they
conducted a factor analysis on the 10 items. Based on the results of the fagts anal

and past research using the PSS-10, it was decided that the total score would be used to
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address the research questions in the present study (Cohen & Williamson, 1988; Tehee,
Honan, & Hevey, 2009).
Analysis of Major Research Questions

Research question one. What is the level of perceived stress reported by
caregivers entering a behavioral parent training program?

The Perceived Stress Scale-10 Items (PSS-10; Cohen & Williamson, 1988) total
score was used to determine participants’ perceived stress. Prior totoajdhla mean
score for this measure, skewness, and kurtosis were calculated for tin¢ sammple.
The skewness for the current sample was -0.77. This suggests that the distsbution i
skewed to the left and that there were relatively few low scores amdrgpaauts on the
PSS-10. The kurtosis was -0.43. The kurtosis suggests that more of the care§8ers’ P
10 scores are closer to the mean and there is a lower probability of having éx88me
10 total scores.

Table 3 presents the descriptive statistics for the PSS-10. The highegiaeraze
score on the PSS-10, the higher their level of perceived stress. On this measese, S
ranged from 0 to 40. The mean stress score for participants in this study wasSD~95 (
6.99). The median score for the participants was 18.00. With the probability santple use
by Cohen and Williamson (1988), the mean and standard deviation of the PSS-10 was
13.02 SD= 6.35) with a range from 0 to 34. As such, the stress among parents in the
current sample was approximately one standard deviation higher than in theljyobabi

sample studied by Cohen and Williamson.
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Table 3

Mean (SD), Range and Internal Reliability Coefficients for PSS-10

Measure M (SD) Minimum  Maximum  Skewness  Kurtosis Internal
Consistency

Perceived 17.95 2 38 -0.77 -0.43 .88

Stress (6.99)

Scale

(PSS-10)

Note.N = 433

Research question two. What is the relationship between perceived stress and

caregiver gender, educational level, and marital status?

In order to analyze the relationship between caregiver perceived sitess a
caregiver gender, educational level, and marital status, severaesalgre conducted.
First, the bivariate relationship between each variable and PSS-10 scoramased to
determine whether the relationship was statistically significamtedl as effect sizes for
the significant findings. Second, correlations between the variables weawed to
ensure there was no multicollinearity. Finally, multiple regression wak use

Table 4 provides the results of the analyses examining the relationshigtetwe
caregiver perceived stress and the demographic variables. Results ofjemdedte
samples, one-tailedtest showed that female caregivers reported a significantly higher
level of perceived stress than male caregivgd?9) = -2.80,p = .0025, although the
effect size was smaltl(= -0.30). Unlike caregiver gender, there was not a statistically
significant effect for caregivers’ marital statéis(4, 337) = 1.05p = .38,n°= .01, which
suggests that approximately 1% of the overall variance is accounted foritaf status.
However, there was a statistically significant effect based onicarsgevel of

educationF (4, 402) = 5.74p < .005,n°= .05, which suggests that a small portion of the
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variance (5%) is accounted for based on level of education. Bonferroni post-hoc analyses
were conducted in order to examine the difference in perceived stresg ardividuals
with varying levels of education. Significant differences were found bettee

following groups: less than a high school degree and four year degre84), less than

a high school degree and a graduate degree@09), a high school or technical degree
and a four-year degrep € 0.03), and a high school or technical degree and graduate
degree§ =.002). There were no significant differences between the following groups:
less than high school and a high school or technical dggre&.00), less than high
school and a two-year degrge=.372), a high school or technical degree and two-year
degreep = 1.00), a two-year degree and a four year degreel(00), a two-year degree
and a graduate degrge< 1.00), or a four-year degree and a graduate degreé.Q0).
Overall, what the analyses indicate is that there is a general trend faoduads who

have higher levels of education to experience less stress.
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Table 4

Descriptive Statistics and Significance for PSS-10, Caregiver Gender, Educationdoelv®arital Status

Variable n Mean (SD) Minimum  Maximum  Skewness Kurtosis Test p
Gender
Female 317 18.51 (6.86) 2 38 -0.17 -0.25 1(429)=-2.80 0.0025
Male 114 16.39 (7.20) 3 35 22 -.60
Marital Status n.s.
Married 240 17.45(7.16) 2 38 -.03 -43
Divorced 20 17.50 (8.42) 5 35 .03 -.61
Separated 12 18.42(9.04) 4 35 .49 -.34
Single 63 18.98 (6.41) 6 33 .04 -.48
Other 7 21.43 (5.96) 12 29 -17 -.61
Educational Level F(4, 402) = .0005
5.74
Less than High School 21  21.76 (5.88) 9 29 -91 -.06
High or Technical 137 19.64 (7.05) 2 38 -.10 -.02
School Degree
2 Year Degree 49  17.98 (7.47) 2 35 .03 -.18
4 Year Degree 103 16.92 (6.61) 3 30 -.08 -.97
Completed Graduate 97  16.18 (7.04) 3 30 -.08 -.78
Degree

Note. SD = Standard Deviation
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In addition to completing the bivariate analyses, the correlations between the
demographic variables were analyzed and are reported in Table 5. Thelioosela
between the variables ranged from .01 to .27. There was not a strong relationship
between the independent variables, which suggests that multicollinearity waas not
concern with the current sample. Several significant correlations edthéfist, there
was a significant positive correlation between caregiver gender and PS&d.@ sc
.15,N = 331,p < .005, one-tailed). This suggests that females have a significantly higher
PSS-10 score compared to males. There also was a significant negaglagioarr
between educational level and PSS-10 saore-(27,N = 331,p < .005, one-tailed),
which suggests that caregivers with less education reported higher leveisenfguk
stress. Additionally, there was a significant positive correlation betweegiear gender
and being singler (= .10,N = 331,p < .05, one-tailed), which suggests that female
caregivers were more likely to be single than male caregivers.\Fithale was a
negative correlation between being single and educational fevel{1,N = 331,p <
.05, one-tailed), which suggests that caregivers who were single had |lestsoechinan

those who were not single.
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Table 5

Correlation Matrix for PSS-10, Caregiver Gender, Educational Level, and Marital Status

Variable 1 2 3 4 5 6 7
PSS- Caregiver Educational Divorced Separated Single Other
10 Gender Level
1 PSS-10
Caregiver  .15%
Gender
0 = Male
1 =Female
3 Educational -.27** .01
Level
4 Divorced -.01 .08 -.02
5  Separated .03 .02 .03 -.05
6 Singlé .07 .10* -11* -.12* -.09
7 Othef .07 .08 -.06 -.04 -.03 -.07

Note.: = married was used as the referent variable *@bs ** p <.005

After examining the correlations among the variables, multiple regreasalysis
was used. Table 6 provides the results of the unstandardized and standardizedntsefficie
for each of the predictor variables. The model explained 8.1% of the vafaf&e324)
=5.88,p < .0005. Table 6 gives the information for the predictor variables in the model.
Both educational level and caregiver gender were significant predidtstiess, but

marital status was not.
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Table 6

Unstandardized and Standardized Regression Coefficients for Variables Predicting

Stress
Variables B Standard Error oB B
Gender 2.42 0.91 14*
0 = Male
1 =Female
Educational Level -1.47 0.30 -.26**
Marital Status (Married = Reference
category) 0
Divorced -72 1.63 -.02
Separated 1.34 2.15 .03
Single 0.62 1.01 .03
Other 2.32 2.68 .05

Note N =331 *p < .05 **p <.0005

Research question three. What is the relationship between caregiver perceived
strss and child behavior problems?

In order to answer research question three, several analyses werdexitauc
examine caregiver perceived stress related to child behavior problemsiésstptive
statistics were used to calculate the mean CBCL scores as well as skewddurtosis.
Second, correlations between the variables were reviewed to ensure the@ wa
multicollinearity. Finally, multiple regression analyses were usetetermine the
relationships among these variables.

Table 7 presents the descriptive statistics for the PSS-10, Intergacore on the
CBCL, and Externalizing score on the CBCL. On the CBCL, T scores are consmlered t
be in the “at-risk range” when they are between 65 and 69 and in the “clinical range”
when they are 70 or above. As the table shows, the mean CBCL Internalizing seore wa

57.22, which is in normal limits. The mean CBCL Externalizing score was 59.68, which
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is also within normal limits. The standard deviations (11.29 and 11.91, respectively)
demonstrate that there was considerable variability in these scoreqtentializing
scores ranging from 29 to 83 and Externalizing score ranging from 28 to 92.

Table 7

Mean and Standard Deviation for PSS-10, CBCL Internalizing Score, and Externalizing

Score

Variable n Mean Minimum Maximum Skewness Kurtosis
(SD)

PSS-10 433 17.95 2 38 -0.08 -0.43
(6.99)

CBCL Internalizing 334  57.22 29 83 -0.04 -0.42

Score (11.29)

CBCL Externalizing 334 59.68 28 92 0.30 -0.07

Score (11.91)

After completing the descriptive statistics analyses, a caoelatatrix was
calculated. The results are presented in Table 8. There was a significan pos
correlation between the PSS-10 and Internalizing CBCL scere231,N = 315,p <
.005, one-tailed). In addition to this, a significant positive correlation was fouwedret
the PSS-10 and Externalizing CBCL scare (27,N = 315,p < .005, one-tailed). The
correlations between the variables ranged from .23 to .67. The strongest corredagtion w
between the Internalizing and Externalizing scores on the CBCL (0.67). Badesl on t
correlations, there was no concern that multicollinearity was present faagitession

analyses.
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Table 8

Correlation Matrix for PSS-10 and CBCL

Variable 1 2 3
PSS-10 Internalizing  Externalizing
1 PSS-10
2 CBCL Internalizing Score 0.23***
CBCL Externalizing
3 Score 0.28*** 0.67***

Note ***p < 0.0005

Table 9 provides the results of the unstandardized and standardized cosffarient
each of the variables. Using the enter model, a significant model emEr(®12) =
13.81,p < .005). This model explains 7.5% of the variance with perceived stress
(adjusted? = 0.075). Table 9 gives the information for the predictor variables entered
into the model. The Externalizing score on the CBCL was significant, but the
Internalizing score was not. Examples of externalizing behaviors aremplianoce,
aggression, and temper tantrums. In contrast, some examples of internalizvigtseh
include withdrawal, sadness, and worry. As such, parents who had children with
externalizing behavior problems reported higher levels of stress whereaalinieg
behavior problems were not associated with greater stress among parents.

Table 9

Unstandardized and Standardized Regression Coefficients for Variables in the Model

Variables b Standard Error of b B
CBCL Internalizing Score 0.051 0.05 0.08
CBCL Externalizing Score 0.13 0.04 0.22*

Note *p < .05, **p < .005
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Research question four. What is the relationship between perceived stress and the
presence or absence of a preexisting child behavioral/developmental diagnosis?

In order to answer this question, analysis of variance (ANOVA) was usee&. T@&bl
provides a display of the mean and standard deviations of caregiver PSS-10 scores as
reported by caregivers. There was not a statistically signifi¢eatt @f whether or not a
child had a reported diagnosis on caregiver’'s PSS-10 s€of2s431) = 0.77p =.382,

n% = 0.002. Less than 1% of the variange= 0.002) is accounted for by whether the
child had a diagnosis.
Table 10

Mean and Standard Deviation of Variables related to Reported Child Diagnosis

Variable Percent Mean SD
Diagnosis 63.5% 18.2 6.8
No Diagnosis 36.5% 17.6 7.3

Note:N = 433SD = Standard Deviation

Research question five. Do parents who attend three or more sessions have lower
perceived stress compared to participants who attended two or fewer sessions?

In order to address this research question, several analyses were edniist,
participants were grouped in one of two categories: (a) those who attereded|éss
sessions or (b) those who attended three or more sessions. Next, the mean and standard
deviation are reported based on the number of sessions they attended. Table 11 provides a

display of the mean and standard deviations for each of the variables.
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Table 11

Mean and Standard Deviation of Variables related to PSS-10

Variable Percent Mean SD
2 or fewer sessions 12.7% 18.2 5.8
3 or more sessions 87.3% 17.9 7.2

Note N = 433SD= Standard Deviation

In order to analyze the possible changes between the number of sessiginsrsare
attended, a one-way Analysis of Variance (ANOVA) was used. There was not
statistically significant difference in caregiver perceivedsstibetween caregivers who
attended 2 or less sessions and those who attended 3 or more seq2io431) = 0.104,

p = .747 1% = 0.000.

Research question six. To what degree do the caregiver and child demographic
variables in this study predict perceived stress (taking into account thenshghs
between the variables)?

In order to analyze the relationship between caregiver perceived sitess a
caregiver gender, educational level, marital status, internalizorg sn the CBCL,
externalizing score on the CBCL, caregiver number of sessions attended, ana ahethe
not a child had a reported a diagnosis, correlation and regression analyses edferuse
these analyses, participants needed to have complete data. As such, the zamjpale si
reduced from 474 to 260. The means, standard deviations, and frequencies for each of the

variables included in the analyses are presented in Table 12.
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Table 12

Percents, Means, and Standard Deviations by Variable

Variable Percent Mean Standard Deviation

PSS-10 18.43 7.29
Caregiver Gender 0.78 0.41

Female 78.46%

Male 21.54%
Educational Level 2.17 1.27

Less than High School Degree  5.77%

Completed High 36.54%

School/Technical School

Two-Year Degree 12.31%

Four-Year Degree 25.77%

Graduate Degree 19.62%
Marital Status (1 = married)

Married 73.46%

Divorced 6.92%

Separated 3.46%  0.03 0.18

Single 13.46%  0.13 0.34

Other 2.69% 0.03 0.16
Internalizing CBCL Score 57.19 11.05
Externalizing CBCL Score 59.55 11.71

Sessions Attended
(0=2orless; 1=3ormore)

Two or less sessions 8.46%
Three or more sessions 91.54%
Reported Child Diagnosis
(0 = no diagnosis; 1 = diagnosis) 0.60 0.49
No Diagnosis 40.38%
Diagnosis 59.62%
Note.N = 260

In addition to completing the descriptive analyses, a correlation matsix wa
calculated. Table 13 presents the correlation matrix. Several significagiations
emerged. The significant correlations are noted in Table 13 with an las@oiselations
ranged from -.01 to .48. There were no strong correlations between the varialdbs, whi

suggests that mutlicolinearity is not a current concern with the present sample
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Table 13

Correlation Matrix for the Variables Entered in the Model

1 2 3 4 5 6 7 8 9 10 11
Variable PSS-10 Caregiver Education Divorced  Separated Single Other Child  Caregiver CBCL CBCL
Gender Level Diagnosis Attendance Internalizing Externalizing
Score Score
PSS-10
Caregiver .09
Gender (0 =
male; 1 =
female)
3 Education -.20%** .04
Level
4 Divorced -.05 .07 -.04
Separated .07 .05 -.01 -.05
Single 2% JA2* -.20%** -11 -.08
Other .07 .09 -.06 -.05 -.03 -.07
Child .15* .07 -.26%** .10* .03 .10 -.01
Diagnosis
9 Attendance .01 .04 .06 -.08 -.02 -.00 -.04 -.05
10 CBCL .25 .03 -.30%** -.13* .05 A7+ 10 A8r* -.13*
Internalizing
11 CBCL .32 .01 RSN Rl -.01 .06 .20%** .02 A3r* -.10 B9+

Externalizing

Note * p < .05, *p < .005 **p <.0005
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After examining the correlations among the variables, multiple r&greanalysis

was used. Table 14 provides the results of the unstandardized and standardized

coefficienct for each of the variables. The model explained 9.6% of the varar(te,

249) = 3.76p < .005. Table 14 gives the information for the predictor variables in the

model. The only predictor variable that was significant was the CBClriatieing

score.

Table 14

The Unstandardized and Standardized Regression Coefficients for the Variables

Predicting Stress

Variable B SEB B
Caregiver Gender
(0 =male; 1 = female) 1.49 1.07 .08
Educational Level -0.65 0.37 -11
Marital Status
(Married = referent category)
Divorced -1.13 1.78 -.04
Separated 2.01 2.38 .05
Single 0.80 1.34 .04
Other 2.26 2.71 .05
Reported Child Diagnosis (0 =
no diagnosis; 1 = diagnosis) 0.03 1.03 .00
Sessions Attended (0 = 2 or less;
1 = 3 or more) 1.01 1.57 .04
Internalizing CBCL 0.01 0.06 .02
Externalizing CBCL 0.16 0.05 26%*

Note.N = 260, **p < .005
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Summary of the Results

After completing the individual analyses, several key findings emelrgsd.
participants had an overall PSS-10 score of 17/858556.99). Participant gender and
level of education were related to perceived stress. In contrast, matiigl was not
significantly related to perceived stress. In addition to this, particippatséptions of
the severity of the child’s problem behavior were related to significantly higies of
perceived stress. The higher the Internalizing and Externalizing scofies GBCL, the
higher the participant’s perceived stress. In contrast, whether or ndtilthead a
reported diagnosis was not significantly related to caregiver stiestaryy, the number
of parent training classes attended by the participant was not sigmyficzlated to
stress. Finally, when both caregiver and child demographic variables weedéantera
regression equation, only the Externalizing CBCL score was a significadittar; all
others were not (gender, education, marital status, child diagnosis, atiendan

Internalizing CBCL score).
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Chapter Five: Discussion

Overview

Existing literature highlights the many concerns that arise fontsaraising
children who exhibit behavioral problems (Pellerin, Costa, Weems, & Dalton, 2010;
Webster-Stratton, 1990). Challenging behavior problems are a significarg séurc
concern for many parents raising young children. Unfortunately, reséweis shat
young children with challenging behaviors are on a trajectory for contlrelealior
problems without intervention services (Campbell, 1995; Pianta & Cox, 2000). To
exacerbate this problem, caregivers with high levels of stress due taileég loehavior
often fail to use effective problem solving strategies or seek outside res@Redlerin,
Costa, Weems, & Dalton, 2010).

The present study sought to develop a fuller understanding of the stress levels of
caregivers upon beginning a behavioral parent training program to addréssgthgl
behaviors in young children. In particular, the study sought to examine howsiress
among caregivers by gender, education, marital status, caregiver pereepthe target
child’s behavior, and the presence or absence of a child diagnosis. The study also
examined how initial levels of stress were related to continuation in the praiairg
program. Stress was measured with the PSS-10, a measure of general stnasdtet

used in other studies to examine overall levels of stress among caregivers.
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Perceived Stress Among Caregivers Beginning a Behavioral Parent Training
Program

The results of the current study indicate that caregivers raisingeshildth
challenging behaviors report relatively high levels of perceived stresallovée
average PSS-10 total score in the current study was 17.95. This number was compared to
the PSS-10 total score found in Cohen and Williamson’s sample (1988) of individuals
who had at least one child living in their home. Caregivers in the Cohen and Williamson
study had an average PSS-10 total score of 13.0.

The PSS-10 total score was higher for caregivers in the current Btud7.95)
than for those in Cohen and Williamson’s 1988 study who had 4 or more chNdiren (
15.1). Cohen and Williamson did not account for whether children had behavioral
difficulties or a medical diagnosis. These findings are not surprising dieguaist
research on caregivers raising children with challenging behaviors. iEpégipast
research reflects that caregivers raising children with chatigrigghaviors have higher
levels of stress than those whose children who display more typical behavew; (Es
Munson, Dawson, Koehler, Zhou, & Abbott, 2009; Gupta, 2007; Spratt, Saylor, &
Macias, 2007). This suggests that even having a large family (i.e., 4 children ias#is c
is not associated with as much parental stress as having at least onetbhild wi
challenging behaviors.

In a study by Tehee, Honan, and Hevey (2008) of parents raising children with
autism, the mean PSS-10 score was 17.7 with a standard deviation of 6.7. Thisns simila
to the mean PSS-10 total score found in this study (17.95). This suggests that parents of

children with autism experience similar levels of stress compared to pseekiag
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behavioral parent training due to their child’s challenging behaviors. Thig stud
highlights the increased stress found among parents raising children igmging
behaviors.

Overall, results of this study demonstrate that parents entering a pai@ngt
program for children with challenging behaviors reported higher levels of siias the
general population and individuals with 4 or more children. The findings of this seidy ar
consistent with past research on parents raising children with challengisngdrs,
which found mean PSS scores to be similar to those found in the current investigation
(Tehee, Honan, & Hevey, 2008).

Perceived Stress Related to Caregiver Demographic Variables

Another question addressed in the current study is how demographic charagteristic
relate to perceived stress among parents raising children with gwadldrehaviors. It
was expected that female caregivers, those with less education, and pestiipa were
not married to have higher levels of perceived stress. This hypothesis waghsbdme
supported by the data. Results of this study indicated that there were argnific
differences in perceived stress between males and females as atlvaen individuals
of varying educational levels, with females and those with less educationeexpey
greater perceived stress. These findings are similar to previousuliee(@tuhammad &
Gagnon, 2009; Webster-Stratton, 1998). In Cohen and Williamson’s standardization
sample (1988), in which female caregivers reported significantly highelslef
perceived stress than male caregivers. In past research on individsialg children,
similar findings have been found between mothers and fathers raising children with

Autism Spectrum Disorders (ASD) (Tehee, Honan, & Hevey, 2008).
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These findings suggest that it is women who report higher levels of sta@ssén
when they are raising a child with challenging behaviors. There are mairiyl@oss
reasons for this finding. First, historically, women have been expected toeagsum
greater amount of responsibility for child-rearing (Webster-Stratton, 199@nefi also
may experience higher levels of stress because of having to balance ehildcar
responsibilities with work responsibilities. Although information on work outsidieeof t
home was not available for the current sample of mothers, future research should
examine how level of parenting stress among mothers raising children wléngheg
behaviors is impacted by having to balance work with child-rearing.

Another possible reason for the finding that women experience higher levels of
stress than men when raising a child with challenging behaviors is becamss \wmay
take on more responsibility for finding help for the child than men do. For example,
Raffaele Mendez and colleagues (2010) conducted a study on coparenting among couples
raising children with challenging behaviors. They found that mothers typtoakythe
lead in researching interventions for the child, with fathers playing a smater role in
this process.

Women also may perceive more problematic behaviors in their child than men
perceive. For example a study conducted by Calzada and colleagues §00uhee the
different experiences of 53 mothers and fathers raising preschoole@pputsitional
Defiant Disorder (ODD). They found that mothers reported significanthyehiigvels of
disruptive behaviors and more stress than fathers. In addition to this, mothesdengag

more responsive behaviors to their child’s misbehavior than fathers.
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There was a significant difference in perceived stress among thosgpats of
different educational levels. This finding was not surprising and consisténpast
research (Cohen & Williamson, 1988). In the present study there were siginifica
differences between those with a high degree or less and those with an advaresd degr
which is similar to Cohen and Williamson (1988). Webster-Stratton and Hammond
(1998) identified having less education as a risk factor associated witig rchddren
with challenging behaviors.

There was not a significant difference in perceived stress among thaferehd
marital statuses. This finding is surprising given the past research, vasi¢bund single
parents to experience greater stress than married parents (Wetsten 3 Hammond,
1998). In examining the data, a possible explanation for why a significant diedenh
not emerge in this study may have to do with the sample. Over 53% of the sample was
married, creating restriction of range for this variable. In anothdysh which a similar
percentage of participants were married (86%), the researclaensnexl how mothers
and fathers experienced child behavior problems and stress over time among couples
raising a child with a DD and those raising a typical child (Baker, McinBleeher,

Crinic, & Low, 2003). Mothers and fathers’ ratings of their child’s behavior wergdasi

on the CBCL. In addition, mothers and fathers of children with DD had higher parenting
stress, which was related to their child’s behavior problems rather than nwetiod

their child had developmental delay. Those parents raising a child with a develdpmenta
delay did experience more stress than those raising a typically developthg chi

In another study by Salinas, Smith, and Armstrong (in press), the researchers

conducted a qualitative study with male participants to better understand thei
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experiences of attending HOT DOCS, which was the same curriculum geamtcin the
current study were completed. The researchers found that spouses’ motivattiendo a
the sessions was most related to their spouse or partner encouraging thendtd htis,
couples would attend the sessions together.

Overall, results of this study show that female caregivers and thdskegst
education reported significantly higher levels of perceived stress. Tihds®$ are
similar to previous literature (Muhammad & Gagnon, 2009; Webster-Stratton, 1998). In
addition to this, the present study did not find significant differences betwegivease
perceived stress based on their marital status. These findings suggessithgchildren
with challenging behaviors is significantly more stressful for parghtshave a lower
level of education and/or are female.

Caregiver Perceived Stress Related to Perceptions of Child Behavior

It was expected that those participants who rated their children higher on the CBCL
would experience greater levels of perceived stress than those partisipardil not
perceive their children to exhibit challenging behaviors. This hypothesis was taabpor
by the data. The results of the present study indicated that there wasangmbsitive
relationship between the PSS-10 and the CBCL internalizing score and CBCL
externalizing score. This suggests that as caregiver’s perceptiong chtligs
externalizing and internalizing behaviors increase, so does their percees=d $his
finding is not surprising given the past research on raising children witleratialg
behaviors. For example, parents raising children with a DD rated their dieldés/ior
on the CBCL as more problematic than those of a typically developing claikei(B

Mcintyre, Blacher, Crinic, & Low, 2003).
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In addition, caregivers’ ratings of their child’s externalizing behayias measured
by the externalizing score on the CBCL, served as a significant prediatdrlgaThe
Externalizing score on the CBCL explained 8% of the variance in the regression
equation. This suggests that the more severe a caregiver rates hisholdhear the
CBCL externalizing score, the more likely he/she is to experiencerlighels of
perceived stress. This suggests that caregivers who perceivéhtltbio @ngage in more
“acting out” type behaviors are predicted to have higher levels of stressntrast, the
CBCL internalizing score was not a significant predictor variable ofgyaatits’ stress.
A possible reason that this variable was not a significant predictor is because
internalizing behaviors are internal to the child. Thus, the child may not dispnax
behaviors, such as tempter tantrums, which may be more stressful for caregiver
handle.

These findings converge with past research related to raising childhren wi
challenging behaviors. The results suggest that children who engage in acting out
behaviors, such as noncompliance, temper tantrums, etc., are associatednerth hig
levels of perceived stress for caregivers. Webster-Stratton’s theomgess feicused on a
“pile up” effect that environmental stressors have on caregivers (1990). Fotspare
dealing with their child’s challenging behaviors can be difficult and put ntigggsson
them as they try to manage their child’s behaviors. Research shows that pauent
greater difficulty accessing outside resources and coming up with solutionseéssaddr
their child’s behavior when they are stressed (Pellerin, Costa, Weemdto$,[2010).
Moreover, parents who have children with challenging behavior are morethkely

experience poor mental health (Webster-Stratton, 1990) and psychologiesdistr
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(Estes, Munson, Dawson, Koehler, Zhou, & Abbott, 2009). These feelings of stress can
have further implications for the parent-child relationship (Webster-&t;at990),
which can make it more challenging for them to handle their child’s behawgr (i
Abidin, 1992; Deater-Deckard, 1998). This past research highlights the cyclerthat ca
occur when caregivers feel stressed about their child’s behavior and éetbidikcannot
control it.

In addition to this, the present findings suggest that caregivers’ perceptibes of t
child’s behavior play an important role in how they perceive their own stress.
Both the PSS-10 and the CBCL rely on caregivers’ perceptions of their child’s behavior
and their perceived stress. Thus, these measures provide subjective measures of the
child’s behavior and the caregiver’s stress. Several studies have useddbheCBe
Eyberg Child Behavior Inventory (ECBI; Boggs, Eyberg, & Reynolds, 1990) to egalua
caregivers’ perceptions of their child’s behavior (Baker, Mcintyre,i&gdCrinic, &
Low, 2003; Webster-Stratton & Hammond, 1998). In one study, parents rated their
children higher on the CBCL when they were raising a child with a DD compared t
those who did not have a child with a DD (Baker, Mcintyre, Blacher, Crinic, & Low,
2003). The findings of the current study further demonstrate that caregiisng
children that they perceive as having higher levels of externalizing problems
experience greater perceived stress.
Perceived Stress Related to Reported Child Diagnosis

It was expected that caregivers who reported a child diagnosis would have highe
levels of perceived stress than those who did not. However, this hypothesis was not

supported by the data analyses. A significant difference did not emergebetwee
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caregivers who reported a diagnosis and those did not report a diagnosis. This finding
was unexpected because past research has found that caregivers rasengwhh a
behavioral diagnosis have higher levels of stress compared to raising aitthihd w
diagnosis (Gupta, 2007; Spratt, Saylor, & Macias, 2007). In one study that allssifie
children in one of four groups (behavior, developmental, medical, and control), those
raising children with ADHD or DD had significantly higher levels oést compared to
those raising children with no medical diagnosis or who are typically developingag(Gupt
2007).

There are several possible explanations for why differences did not emerge
between the two groups (diagnosis vs. no diagnosis) in this study. First, carsgifrers
referred themselves to the behavioral parent training program. This subgésts
caregivers perceive their child’s behavior as being severe enough émiwa@utside
services in the form of parent training classes. As demonstrated ircregeastion four,
caregivers’ rating of their child’s externalizing behaviors servealsaagnificant predictor
variable for higher levels of perceived stress. Thus, caregivergpignes of their
child’s behavior may serve as a more important predictor variable rather thdremdret
not their child has a diagnosis.

A second possible explanation for the lack of differences in caregives Byres
child’s diagnosis was that caregivers self-reported whether or not tHdihekia
diagnosisThis information was not corroborated with medical records. For the current
study, almost 37% of the target children did not have a diagnosis while approximately
64% reportedly had a medical, developmental, or psychological diagnosis. Chiitlren

a medical condition, like Cerebral Palsy, were coded the same as ADHEDor A
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Different results may have been obtained if the research question wazednaheach
diagnosis rather than collapsing into one variable.

In future research it may be beneficial to change the way this datallecter] and
analyzed. For example, researchers may ask participants to submit a ooguyiczl
records or a copy of the medicine prescription bottle (if the child takes atiedicto
verify the child’s diagnosis. Another possibility would be to take the child’s medical
diagnosis and break it down into one of the following categories: medical, behavioral,
developmental, or psychological. Past research has been done on different catégories
child diagnosis, and significant differences have emerged in caregivenstipgraress
(Gupta, 2007; Spratt, Saylor, & Macias, 2007).

Caregiver Initial Perceived Stress Related to Persistencein Behavioral Parent Training
Program

For the current study, it was expected that a significant difference woeldje
between caregivers’ level of perceived stress when they entered\adsehparent
training program and the number of behavioral parent training sessions theydattende
Approximately 13% of caregivers attended two or less behavioral trainingrsessile
87% attended three or more sessions. There was not a significant differen@nbetwe
caregivers who attended two or less parent training sessions and thoseenwthedatiiree
or more sessions. This finding was surprising as past research demesribtiithose
participants who do not complete a treatment plan have significantly higher ¢ével
stress than those who complete a treatment program (Pellerin, Costa, \& ézatton,

2010).
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A possible reason for why a significant difference did not emerge bethveénd
groups is that the variable was dichotomized into two groups. Caregivers were coded as
either attending two or less sessions or attending three or more sessionsn&afanay
emerge between the groups based on the total number of sessions attended and which
sessions they attended. During the first few sessions, caregiverdiedasics of child
development and how to determine the function of their child’s behavior. In later
sessions, participants are taught interventions to use to address theirctiali#sging
behaviors. For example, session one of the parent training program focuses on child
development. In later sessions, caregivers are taught specific skills teittheal
challenging behaviors. For a more complete description of each session, seeAApendi
and B. In future research, it may be beneficial to compare caregived da the
number of sessions they attend and the content to which they are exposed. For example, a
difference may emerge between those who signed up for the parent tréassesand
only attend the first session and those caregivers who completed all ginsess
Premature dropout from intervention programs has been linked to not having enough
supports in the home and having more stress (Pellerin, Costa, Weems, & Dalton, 2010).
Perceived Stress Related to Caregiver and Child Demographic Variables

The final research question was designed to determine what caregiver dnd chil
variables put into the same multiple regression equation would predict caregiver’
perceived stress. It was expected that entering both caregiver and daitdeginto the
equation would explain a large portion of the variance. Past research has shown that both
child and caregiver variables relate to the amount of stress caregekfé/ebster-

Stratton, 1990). Almost 10% of the variance in PSS-10 scores was explained by the
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variables in the regression equation. This suggests that approximately 90% of the
variance was not accounted for in the present regression model, which means that there
are other variables that were not included in the present study which may lestietrr pr
caregiver stress.

The single best predictor of caregiver perceived stress was the elileiaalizing
score on the CBCL. This suggests that caregivers’ perceptions of theis tehavioral
difficulties is an important predictor of caregivers’ perceived stresseltiradings are
consistent with past research (Gupta, 2007; Spratt, Saylor, & Macies, 2007), in that
caregivers who have children with challenging behaviors have higher levelsssf st
compared to caregivers raising children without difficult behaviors.

While 10% of the variance is accounted for in this model, this suggests that
approximately 90% of caregivers’ perceived stress could not be predicted baked on t
variables entered in the model, which means that there are other variableayttsiied
more light on what predicts caregivers to feel more stressed. Websttoi8$
conceptualization of stress included extrafamilial, interpersonal, and cttidiiSahat
impact caregivers’ stress (1990). For example, factors such as unemplaoyrtrent
hassles of daily life may impact caregiver’s perceived stress. Arfattter that may
impact caregivers’ perceived stress is the availability of resowd¢hem. For example,
the number of friends or family they have to help them raise their child may be
important factor. Another variable that may impact caregiver’s percetingss ss their
mental health. For example, in past studies on caregiver’s stress¢chesgfound that
those individuals raising children with challenging behaviors experience poalment

health (Webster-Stratton, 1990) and psychological distress (Estes, Munson, Dawson,
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Koehler, Zhou, & Abbott, 2009). In future studies, it may be beneficial to gather
additional information related to the number of supports available to caregivers and
measures of caregivers emotional wellbeing.
I mplications for School Psychologists

The results of the current study have several implications for school psyst®log
Specifically, the current study indicates that there are certeagigar and child
variables that are significant predictors of caregiver’s perceivesssifae results of the
present study and past research converge and demonstrate that child behavior problems
predict caregiver stress (Calzada et al., 2004; Esdaile & Greenwood, 2007; Muhammad
& Gagnon, 2009). In reviewing Webster-Stratton’s conceptualization of stiatsireo
caregivers, it is clear that stress can have a pile up effect andrheeyaral factors that
impact how both the child and caregiver react and interact with each other (1990). School
psychologists can work with those caregivers who are most at risk fareaxgeg high
levels of stress and help mediate the relationship between parent and child. Young
children who exhibit challenging behaviors are on a trajectory for behaviotdéprs
over time (Campbell, 1995; Patterson, DeBaryshe, Ramsey, 1989). Patterson and
colleagues (1989) noted that children who have a long history of antisocial behavior
come from families with inconsistent and harsh discipline practices. School psyistel
can offer parent training services to caregivers to help them learrvpasgcipline
practices. This way, caregivers are better equipped to manage their lotlidigor.
Based on the current study, we know that female caregivers, those with lesoaducat
and those who perceive their child to exhibit challenging behaviors are moredikely t

experience higher levels of stress. One intervention that can be used witk garent
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parent training. Behavioral parent training has been shown to have a modecateneffe
parents (Singer, Ethridge, & Aldana, 2007). H@T DOCSparent training program

has been shown to increase participant knowledge of appropriate skills (Williams, 2007).
In a study conducted by Weinberg (1999), he implemented a parent training pfogram
parents raising children with ADHD. At the end of the program, parent’s kdgelef
ADHD increased significantly, and they experienced a significant decre@srenting
stress. Hastings and Beck (2004) reviewed psychological interventions thatdagiel
parenting stress when raising a child with an intellectual disabilithgdsterventions
that teach parents ways to reduce problem behaviors in their children appegn®t@im
both parents’ well-being and children’s behavior. School psychologists can wbrk wi
caregivers to provide services to help parents learn parenting strategifisd ways to
manage their stress.

Additionally, the current study found that caregivers’ ratings of theld’shi
externalizing behavior of stress was a significant predictor of percene=d sts well as it
was significantly correlated with higher scores on the PSS-10. This ssitfussthe
more a caregiver perceives their child to engage in externalizing behavelsgher
their perceived stress will be. Another way that school psychologists can whrk wit
children is to provide early intervention services to teach prosocial behaviors. By
providing supports for families, this may help to mediate the stress assowittt the
child’s behavior. For example, school psychologists can work with children and teach
them new skills. Examples of this may include teaching them how to expressadhes
and needs or teaching them social skills. These services may occur in the home or

preschool setting, which may help with the transition to formalized schooling.
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Limitations of the Present Study

Although this study provides several important implications for school
psychologists, there are several limitations to the present study. g stiudy is
archival in nature. The research team collected all of the data befateviglopment of
the current study. The researcher did not have control over the instrumentdsahelct
used with the participants as well as the methods of data collection. A secdatidimi
of the present study is the relatively small sample $ize 474), which required that
several of the variables be collapsed or dichotomized for the statistibaemaNith a
larger sample size, it would be possible to analyze the different levels of ididesr
For example, in the current study caregivers reported whether or not theinathia
diagnosis and participants were either coded as “diagnosis” or “no diagi#sse.”
result, participants who reported their child had an ASD or ADHD were in the sa
category as DD or a medical disorder. A third limitation of the present sulde
reliance on the caregiver’ self-report and perceptions of their child’s lmehaeblems.
Data were primarily collected using a demographic questionnaire amgl sales.
Medical records, direct observations of the child, or use of other informantgi{e.g.
child’s preschool teacher) were not used to verify the intensity of the chiltbwioe or
disorder. Another limitation of the present study is that the PSS-10 does not have
classification guidelines. Therefore, one is left to interpret PSS-al0stmires has higher
levels of stress based on the higher the score. In past research, PSS-tOrestalsre
comparable to the participants in this study (Tehee, Honan, ???). They intetpreted t
PSS-10 scores they obtained as low levels of stress. A final limitation of sespstudy

is that marital status was used as a predictor variable in the regressibonsqused in
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the current study. This variable may not encompass all of the stress thatleitaglin a
relationship with another adult and how one handles stress related to raising atbhild w
challenging behaviors. It mat be beneficial to consider more central esrighbch as
coparenting or dyadic adjustment as predictors of stress.
Directions for Future Research

Despite the limitations mentioned above, the present study provides a starting point
for future research studies. There are several ways that future stodidsexpand on
current study. First, it may be beneficial to gather additional data framipants. This
could include the number of stressors the caregiver has had to deal with over tleapast y
(e.q., job loss, effects of the economy, death of a loved one, eligibility for government
assistance or Medicaid, etc). A second idea would be to collect data on theagsourc
participants have to buffer stress (e.g. family living in the samefaraacial resources,
involvement in the church or a religious group, number of friends he or she had, etc).
Second, it may be worthwhile to consider using additional measures thatigreedds
specifically measure stress related to parenting. For example, oaissaise the
Parenting Stress Index (PSI; Abidin; 1990). Third, it may be beneficial ta pise
test/post-test design to assess caregiver’'s change in perceive@stiiesy progress
through the parent training program. Also, the booster sessions could be used as another
time point of measurement to see if results of the parent training progranaiatained
after the parent training program ends. A final idea would be to providéQieDOCS
training in places where caregivers most likely not to attend have an opporunity t

attend. For example, future trainings could be offered when children are in scdagl or
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care, at the YMCA who provides free childcare, or partnering with a schaattdrgho
has a parent involvement initiative.
Conclusions

The results from the current study demonstrate that female caselgeginning a
behavioral parent training program have higher levels of perceived streskdinanale
participants. Also, the results of the study demonstrate that there arerdifebetween
perceived stress based on caregiver's gender and educational level, \aith fem
caregivers and caregivers with less education reporting higher levéiess SNo
differences were found among those of different marital statuses. In addatiegiver’s
perceptions of the severity of their child’s externalizing behavior arendisamt
predictor of the stress they perceive, but internalizing behavior and peédesence of a
diagnosis were not. Perceived stress upon entering the behavioral parent wasima
a significant predictor of number of sessions. The results of this studyrhpheations
for how school psychologists work with caregivers and their children and help them to
manage their stress. Also, the present study provides additional directioremtbat c

addressed by future research projects.
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Appendix A: Description of HOT DOCS Parent Training Program

Helping our Toddlers Developing our Children’s SkilEXT DOCS)s a
manualized parent training program designed to help parents and caregiversandders
child development and learning, understand child behavior, and use a problem-solving
model to understand and address their children’s behavior problems (Armstrong, Lil
Curtis, 2006; Williams, 2010)HOT DOCShas four goals: “1) to improve
understanding of the developmental milestones; 2) to increase knowledge of how
children learn; 3) to address challenging behavior issues using a proagtivach; and
4) to provide guidance to promote health and mental health practices” (Armstibng, Li
& Curtis, 2006, p. iv). The program is comprised of six sessions that meet oncegger w
and last approximately two hours each. Also, a seventh booster session is included in the
manual.

Session one. During the first class, the participants learn about early child
development, developmental milestones, and brain development. As with each
subsequent class a “parenting tip” or pivotal parent skill is introduced and aalspeci
play” activity, which is designed to provide home-based practice. Priords sfarting,
participants completed demographics information, a pre-test on HOT DOCS, agd rati
scales. The ratings scales include the Perceived Stress Scales100(E8hen &
Williamson, 1988), Child Behavior Checklist (CBCL; Achenbach & Rescorla, 2000), a
Sleep Disorders Inventory for Students-Children’s Form (SDIS-C) (lbugihl, 2004).
These data are entered into a database by the HOT DOCS team.

Session two. In the second class, the importance of routines and rituals to

development are discussed. Routines are described as daily activitiestinatusog
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Appendix A (Continued)

the day that have a clear beginning and ending. Rituals are describedrasltbe s
components that comprise a routine. The session two parenting tip teachestparsat
positive verbal reinforcement to support appropriate behaviors. The special piay act
focuses on developing a reading routine.

Session three. In the third class, behavior theory is discussed. Parents are taught to
look at behavior within the context of antecedents, consequences, and reinforcement. The
parenting tip for this class focuses on teaching children to use a calm voicst by f
modeling this to them. The special play activity for the week is coloring, with a
emphasis on developing beginning and ending times with an activity.

Session four. Class four focuses on teaching antecedents or preventions.
Preventions are described as things that parents can do prior to misbehavior occurring.
The parenting tip for this session is to practice the use of preventions. Thé glagcia
activity for the use is to use play dough and a mat. This activity is desmteath
children boundaries, as well as reinforce cleaning up, transitions, and mutuahemjoy

Session five. Class five teaches caregivers how to help their children develop new
skills by identifying behavioral goals and task analysis to teach new. gkiiring this
session, the proper use of time out is expanded. The parenting tip for the week is to use
follow through. The special play activity is a ball, which encourages turn takiwg e
caregiver and child.

Session six. Class six focuses on stress management and pulls from content
emphasized in the previous five classes. The parenting tip “take 5 for yoarskH

progressive relaxation CD are combined to help caregivers relieve thes.str
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Appendix A (Continued)
Booster session. Four to eight weeks after class six a booster session is scheduled.
This session brings participants back together to review material taught theisig

classes and helps to address any new or resistant concerns.
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Appendix B: Table of Skills Taught During HOT DOCS

Table 15. Summary of Topics covered durt@T DOCS

Session Topic Covered Parenting Tip Special Play Activity

1 Child Development Use positive words Bubbles

2 Routine and rituals Catch them being good Reading

3 Behavior and Use a calm voice Coloring
development

4 Preventing problem  Use preventions Fun Dough
behavior

5 Teaching new skills Follow-though Balls

6 Managing parent stress Take time for yourself  Progressive

Relaxation CD
7 Review Review Review
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Appendix C: Perceived Stress Scale: 10 Items

Perceived Stress Scale

The questicns in this scale ask you about your feelings and thoughts during the last month. In
each case. you will be asked to indicate by circling how often you f2lt or thought a certain way.

Mamz o S o S Date

Age - Genderi(Circie): M OF Other

0= Never 1=Almost Mever 2=3ometimes 3 =Fairly Often 4 = Very Often

*ooIn e last Foe te, Fows aften have sou been opset
beeause of samotting hat happoned anexpeatiee =2 e 1] 1 2 3 4

2. I the last Foe th, hoes aflen have you el Rl you sere rable
o ecntiol The nrperant g s in veur IFe? e 1 2 3 4

An e last moe th . Foe aften have el fel nervoos and "stieszee™? 0 1 2 ! 4

4. In the last Foe th, Boes aflen have vou fell corfident aboot vaur ability
o Randle your porsonal probleras? e 1] 1 2 3 4

SooInthe last Foe te, hoes aflen have you fel hat teregs
T L TN T OO 1] 1 2 3 4

B.oInthe last Foe the, Fow aften have vou fouee that yoo cadld net cope

withrall the trimgz thal vou Fad 1o oo™ e e 1] 1 2 3 4
Toonthe last For th, Boes aflen have you beer able

E e ol At E i Y ur DFEF L e e e 1 2 3 4
& Inthe last ror th . Boes often have oo el hat yoo were on tep of things? . 0 1 2 ! 4

. Inthe last Foe te, hoes aflen have you beer angered
beeause of things thal woere outside of your corteal ® e 1] 1 2 3 4

1A In the last raoe k. Poes often have you felt difficuibies
were giling ug 2o Figh that wou coule rob eeercorie ther¥ L 1] 1 2 3 4

Flease feel free to use the FPercenyed Siress Scale for your research.

Mind Garden, Inc.

infog@mindgarden.com
waay mindgarden.com
Refarences
Tl FEE S ae o3 tearoter bl ge frsans ot e Sewecmn Sosabge 3l 6ssos ahge Ieaey Cale S Kans rh Toard B welsle 1 R (1533 &
slehal Fgagu e gl Jersmesd S7ess Araaaiod Fasth sed ot Aghacen, 54 39F-29%
Sohee Goare dhllarset 3 Pescowed Bless noa fosublily E2arpe of e Latee Shetes, Spacape $oand Cskeup 5 (Ces | The Sooad
Pupnfzicgy o Hoath. Mewoury Pack 260 Sage 12l
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HOT DOCS ID Code:

Are you the child's:
Circle one response

Marital status:

Your Age:

Referred Childs Age:

Child's Diagnosis:
Circles Write all that
apply, medical, genetic,
behavioral

Mumber of ather
children in the home:
Mot including target child

Does your child have
health insurance?
Circle one response

Appendix D: HOT DOCS Demographic Questionnaire

HOT DOcCs

Biclagical Parent
Adeptive Parent

Foster Parent

Frandnarant

Marmed  Single
Diverced  Separatred
Othen

Ma dingnasis

ADHD

Develepmental Delay

Frivo*e insurarce
Medicaid
Mo insurance

88

Demographic Questions for Caregivers

Your Country of
Origin:

Aunt/Uncle

Child Zervice Provider:

Other:

Your Zip Code:

Your Gender: Male
Child's &ender: Male

Autism spectrum disorde~

Al
ffﬁ\"

Female

Female

[Autism, PR, Asperger’s syndrome, etc)

Speeck/Language Delay

Other:

Age(s) of your
other children:

Are you the
child’s primary
caregiver or legal
guardian:

Yes
If nat, wha is?

LS
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Appendix D: (Continued)

Does your child
currently receive any
therapies or services?
Circle/Write all that
apply,

Does your child
currently attend school
or daycare?

What racial group do
you identify with?
Circle one response

What ethnic group do
you identify with?
Circle one response

What is your highest
level of education?
Circle one response

Ak

ERILBRENS FOARE
Liaiirniaies deeatr |

Mane

Speech/Language Therapy
Physizal Therapy {FT)
Occupational Therapy (OT)

Early Intervention (Eary Steps)
Special Education {Scheol IEP)

Hame with parent/ralative

Daycare (friend/relative)

Daycare (prefessienal)

Frezchool

Alricon Ameriooans Bluck
Amernican Indions Alaskan Mative

Asziand Asian Indian

Hispanic or La-ing

Less than kigh schoal
Completed high schoal

Technical school degree

89

Individuol Counseling/ Therapy
far:

Group Counseling S Theropy
far:

Dther theropies:

Voluntary Pre-cindergarten
Elementary Scacal

Othear

Coucnsian S While
Hawaian/Paci fic Islander

Othear

MNOT Hisponic =r Lating

Twe-year college degree
Four-year college degree

Gradeate degrae
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