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About this manual

E-SEE Steps is a designed model of preventative intervention, which is being implemented
and evaluated in England with support from the National Institute for Health Research
(NIHR). At the heart of the model are two, as yet untested, parent training programmes
drawn from the Incredible Years© (1Y) series. Effective interventions have been suggested to
be highly focused, delivered consistently and underpinned by strong rationales (1, 2). In
order to enable the consistent implementation and replication of these services and to
facilitate their evaluation, it is essential that they be articulated clearly and modified if
necessary so that they meet agreed criteria for evaluability (3). Developing so-called
‘manualised interventions’ is a widely-acknowledged means of boosting programme fidelity.

This service design manual explains what the E-SEE STEPS programme model is, the
theoretical basis for its development and why we anticipate an impact on parents’ and
children’s mental health and development. The manual is an overarching document that sits
across delivery sites, and is accompanied in each site by an implementation booklet, with
site-specific details on how it is being implemented there. Knowing exactly what is to be
delivered, and how, is critical for a number of reasons. One is that programmes delivered
with fidelity achieve the best results. Another is that it is essential from an evaluation
perspective to know what is being delivered — otherwise it is not clear what worked (if the
results are positive) or did not work (if the results are negative). This manual does not
replace the Incredible Years programmes’ technical manuals and associated training (under
license arrnagements), which describe in detail how to deliver the Incredible Years Baby and
Toddler programmes. Rather, it complements these, explaining how the E-SEE STEPS model
as a whole works, who will be served and how, and the fit with existing systems and services.

In tandem, the service design manual and implementation booklets are designed to serve
two related functions:

1. To provide a succinct but thorough description of the objectives of E-SEE STEPS and the
way in which it seeks to achieve those objectives. In other words, it answers the
guestion ‘What does E-SEE STEPS do, and why?’ This will enable both staff and their
managers to remain focused.

2. To provide the basic raw materials for implementing the services (and, subject to its
success, for replicating it in another location) what might be thought of as a template or
blueprint. Thus, it answers the question ‘How are the services to be implemented?’

This document is written as a guide for those involved in implementing and evaluating E-SEE
STEPS, namely Health Visitors and health service professionals, and Children’s Centre and
children’s services’ managers and staff. However, the information can be adapted for use
with other stakeholders — parents, teachers, local services, policy makers and so on —to help
them understand what this intervention is about. It will not make the reader an expert in
delivering Incredible Years; no-one can effectively deliver the programme without the



appropriate training and without using the technical manuals which have been designed for
parents (4). The manual is also a ‘living document’, which has been and will continue to be
updated and refined as the evaluation informs the development of the intervention. In
particular, while the core programme components are unlikely to change, it is an aim of the
evaluation to build a better understanding of how these individual programmes can form
components of a larger complex intervention; the barriers and facilitators to their use, and
how they fit with the configurations of health and children’s services systems in the delivery
sites; and how they work to improve parent and children outcomes.

The service design manual and implementation booklets reflect the work of a
multidisciplinary service design group comprising representation from the Universities of
Exeter, York, Central Lancashire and Sheffield. The group has consulted extensively with the
managers of the Children’s Centres in which the programme will be implemented for the
pilot sites and with parents through parent forums. Additionally, a small qualitative study
involving interviews and focus group discussions with parents/carers who had either
previously attended or were currently attending a parent programme was conducted to get
their views on: 1) identification, engagement and recruitment to the study, and also to
parent programmes; 2) retention of participants to parenting programmes; 3) retention to
the study and data collection; and 4) next steps and continued public involvement
throughout the study, including dissemination (5). This was used to inform the development
of the current E-SEE STEPS intervention.
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Glossary of Terms

E-SEE STEPS Enhancing Social-Emotional health and well-being in the Early years:
a universal proportionate model of delivery of Incredible Years Baby
and Toddler

Universal Providing the right service at the right time for the right person —

proportionate dose delivered according to need

Incredible Years Baby Parenting programme designed by Professor Carolyn Webster-
programme Stratton to be delivered to parents with a baby 0-12 months

Incredible Years Parenting programme designed by Professor Carolyn Webster-
Toddler programme  Stratton to be delivered to parents with a child 1-3 years

Incredible Babies A book (hard copy or audio) designed to accompany the Incredible
book Years Baby programme. It contains information/advice and space
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Attachment

Postnatal depression

Co-parent

Responsive parenting

Facilitator

Co-facilitator

Supervision

Fidelity

Logic model

Theory of change
PHQ-9

Randomised
controlled trial (RCT)

Outcomes evaluation

Process evaluation

Cost-effectiveness

for parents to record activities and milestones
The bond between a baby and his/her caregiver

Non-psychotic depressive episode that starts in or extends into the
postpartum period. Usually occurs within the first 4-6 weeks after
giving birth

An adult responsible for the well-being of the child in addition to
his/her primary caregiver, for example a father or grandparent

Parenting which meets the child’s developmental, behavioural and
emotional needs in a timely manner

Professional leading the Incredible Years parent training groups
who has been trained to deliver the programme

Professional trained in the Incredible Years programme who co-
delivers the group with the lead facilitator

Review of the facilitators’ delivery of Incredible Years group
sessions using video recordings, parent satisfaction forms, and
discussion

Delivering the programme as it was designed

Representation of how a programme is expected to work, including
inputs (resources), activities, outputs, outcomes and impacts

Overview of the steps required to reach a specified long-term goal

Patient Health Questionnaire — 9 questions to measure on a scale a
person’s level of depression

Participants are randomly allocated to two or more groups — usually
an intervention group (who get the programme being tested) and a
control/comparison group (who receive nothing or services as
usual). The groups are followed up to see if there are any
differences in outcomes after the intervention is completed

Assess the effectiveness of the specified programme in producing a
change in desired outcomes

Assess how the programme was delivered, including fidelity,
stakeholder experiences, problems encountered, etc. which helps
to explain the outcomes achieved in different environments and for
different people

Do the benefits of delivering the programme outweigh the costs
associated with its implementation



Introduction

The risk of negative outcomes in later life, including low educational attainment, criminal
activity, alcohol or drug misuse, mental ill health and the inability to form secure
relationships, is increased for children who have impaired social and emotional health and
development. The early years in a child’s life are a critical period in development, during
which time responsive and empathic parenting can promote positive outcomes in later life.

Behavioural and mental health disorders have become a public health crisis and by 2020,
are likely to surpass physical illness as a major cause of disability (6). The onset of mental
health issues is difficult to detect in very young children, making the early identification and
prevention of key risk factors important. Parents’ mental health and parenting capacity, as
well as the home environment, are strongly correlated with the health and development of
their children (7, 8).

It is not just maternal mental health that influences the mental health and emotional
development in the child. Indeed, evidence suggests that paternal mental health can also
impact on the mental health and wellbeing of both the child and mother (9). Stress and
depression in parents can lead to unresponsive and ineffective parenting strategies,
including emotional neglect, which impacts negatively on the mental health, emotional
wellbeing and development of the child. This in turn can have longer-term adverse
consequences for the child, including failure to thrive, difficulties in school, drug or alcohol
misuse, juvenile delinquency, aggression, ineffective relationship building, criminal activity
and mental health issues as an adult (10).

Children from lower socio-economic backgrounds are also more likely to have worse health
outcomes and achieve a lower level of education than children from higher socio-economic
backgrounds. This can subsequently have negative impacts on their employment prospects,
living standards, and mental and physical health in later life (11, 12).

This service design manual details a universal proportionate model of parenting support,
called E-SEE STEPS, for the parents of children at risk of social-emotional difficulties. The
core components of the model are taken from the well-known, evidence-based parenting
series called the Incredible Years (1Y) (http://www.incredibleyears.com/). Two programmes
from the series have been included in the E-SEE STEPS model: the Baby and Toddler
programmes are designed to promote social and emotional health and wellbeing in the

early years of children’s life.

We will explore first the risks to children’s social and emotional development and what we
know about how best to promote well-being, and then detail how the E-SEE model is
designed to support parents and children.


http://www.incredibleyears.com/

Risks for social and emotional problems in children

This section:

e Defines social and emotional wellbeing in children
e Explains why it is important to prevent social and emotional ill-health
e Qutlines how social and emotional problems develop

In the UK, 10 percent of children and young people aged 5 to 16 years present with a mental
disorder (13). The term ‘mental disorder’ covers a broad spectrum of symptoms or
behaviours that are associated with distress and interference with personal functions,
including emotional, conduct and hyperactivity disorders (13). It is mainly expressed in the
home and school, particularly among younger children, but can also result in anti-social
activities within the community, especially in adolescents and young people.

Social and emotional wellbeing is important in preventing behavioural and mental health
problems and, in the early years, lays the foundations for later educational attainment and
healthy behaviours. Emotional wellbeing refers to being confident and happy and not
anxious or depressed, while social wellbeing involves having good relationships with other
people in the absence of behavioural problems, such as being disruptive or violent (14). So,
what causes poor social and emotional wellbeing in children and why it is necessary to
intervene early in order to prevent the problem?

Secure attachment in the early years is regularly cited as an important predictor of the
healthy development of young children. Attachment refers to the bond between a baby and
its parent or caregiver (15, 16). In order for the attachment to become secure, the caregiver
should be responsive and available to the child as and when necessary and intervene
promptly should the child be in trouble (17). In essence, an attachment figure provides
protection and security, giving the child the emotional support necessary for him/her to
explore the world whilst acting as a safe place for the child to return to in times of fear (18).

A secure attachment between baby and carer is associated with the development of a range
of competencies, for example self-esteem, self-efficacy and social skills. These competencies
in turn are correlated with better future social, educational and employment outcomes (11).
Conversely, impaired language development and school misbehaviour, followed by early
school exit, along with aggression, defiance and hyperactivity, are associated with insecure



attachment in the child’s first few years of life (16). Additionally, individuals who had
insecure attachments in childhood are more likely to be referred for psychiatric treatment
than those who had secure attachments (17). The effects of early attachment on
relationships continue throughout life and can affect future adult relationships, for example
with a spouse, child, employer or therapist (17).

The ability of the parent, typically the mother, to respond to the infant’s signals promptly
and appropriately (known as sensitivity) has been identified as an important factor in the
development of a secure attachment (19) . Sensitive and responsive parenting in the first six
months of life lays the foundations for future secure attachment (18). Summarised by
Balbernie, “the secure child is naturally confident and socially responsible, able to get along
with others while appreciating their feelings and point of view, and is generally busy
checking out what the world has to offer and learning through play; the insecure child, on
the other hand, becomes an adult who is baffled by this and resorts to insisting that children
sit still and be instructed instead” (18: pp. 6).

Several factors have been found to be associated with negative outcomes in children,
including parental unemployment and low family income; homelessness; low birth rate; and
living in a disadvantaged neighbourhood (20). Additionally, the relationship between a child
and his/her parents has been recognised as the most important influence on the child’s life,
having an impact on their mental health, behaviour and educational development (20).
Significant and life-long inequalities in health and wellbeing begin during pregnancy and the
early years (21). As such, parental depression and poor parenting have been strongly linked
with hampering the emotional and educational development of children (20, 22).

Postnatal depression

Low mood after childbirth is very common, affecting between 3 and 8 in every 10 women in
the first few weeks (23). This period of ‘baby blues’ is usually short-lived. However,
approximately 10 to 15% of new mothers develop a deeper and longer lasting form of
depression (24). This ‘postnatal depression’ can be defined as “a nonpsychotic depression
episode that starts in or extends into the postpartum period” ((25): pp 454). It differs to
general depression by the timing of its onset as it usually occurs within the first four to six
weeks after giving birth, with the mothers’ risk of depression remaining raised for the first
six months (26, 27). The symptoms include mood and sleep disturbances, fatigue, change in
appetite or anorexia, anxiety, feelings of guilt and inadequacy, and poor concentration (26,
28). Severe postnatal depression, called postpartum psychosis or puerperal psychosis, is
rare affecting only 1 in 1,000 women and is regarded as a psychiatric emergency (24).



Postnatal depression can also occur in men, with between 4% and 25% of fathers
experiencing depression symptoms in the postnatal period (29). A range of factors can
increase the risk of a parent developing postnatal depression, including previous experience
of depression, particularly in the antenatal period; lack of support/relationship difficulties;
negative life events around the time of birth; and other life stressors, for example poverty
(28, 30). Depression in mothers can negatively affect the child’s cognitive, social and
behavioural development, while depression in fathers has been associated with later
behavioural and peer difficulties (21).

Despite postnatal depression having a relatively short duration, its consequences can be
longer lasting (22, 31). The most pressing consequence is the impact that postnatal
depression has on the child. Research has demonstrated a link between the presence of
postnatal depression in either parent and poorer developmental outcomes in children, due
to an impaired relationship between the parent and the baby. Unresponsive parenting can
lead to ineffective parenting strategies and inadvertent emotional neglect, impacting
negatively on a child’s emotional wellbeing and mental health. For example, the presence of
postnatal depression in mothers can cause them to be withdrawn and less able to interact
with their baby, or their interactions with the baby to be less warm and more intrusive.
These withdrawn (disengaged and unresponsive) or intrusive (hostile) interactions, if
continued, can have negative effects on the ability of the child to form a secure attachment
to the mother (31). As described above, secure attachment in infancy encourages the
development of the child’s self-esteem, confidence and social skills, which positively
influence a range of outcomes later in life; postnatal depression hinders the development of
these competencies (11).

Although paternal postnatal depression has been associated with unfavourable outcomes in
children, it has received much less attention than maternal depression. The predictors of
postnatal depression in fathers are similar to those for mothers, including a personal history
of depression, depression in a partner, and the quality of the relationship with the partner.
As such, depression in one parent can encourage emotional distress in the other and have
lasting consequences on the relationship of the couple and the family environment, further
increasing the risk of adverse effects on the development of the child (32). The risk of later
conduct problems, particularly for boys, and emotional and behavioural problems is
increased if the father is depressed either pre-or postnatally (33). Additionally, family
services in the UK are generally targeted towards mothers and a lower proportion of fathers
attend parenting classes than mothers (34).

Other forms of depression

As described above, postnatal depression occurs soon after birth and has a relatively short
duration. Depression at other times, including antenatally (during pregnancy) and
throughout infancy, can also have negative effects on attachment and the child’s future
social and emotional health and development, both directly and indirectly. For example, the
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relationship between two co-parents/carers can be negatively affected if the mental health
of either carer is comprised. This may make them less effective at solving problems as a
couple and working together to provide appropriate nurturance, guidance and limit-setting
to their children (35). Evidence suggests that the more persistent and prolonged the period
of parental depression is, the greater the risk of emotional and behavioural problems in
children (33, 36). While there may be a direct impact of carer depression on children’s
health or development, it is likely that the impact is indirectly realised through impacts on
parenting — negative, critical, unresponsive and helpless parenting behaviours are common
in the presence of depression (7). This may be due to skill deficits that are often displayed
by parents with depression, namely poor problem solving, mood regulation and recall of
previous events (31, 37). Depression can also result in the parent being less attentive and
responsive to their children’s needs (31).

Antenatal depression and associated disorders in women are as common as postnatal
depression, with a prevalence of between 10% and 14% (38, 39). During pregnancy,
depression can increase the risk of babies being born preterm and low birthweight, as well
as having a negative impact on the longer-term social and emotional outcomes for children
(23). Regardless of the timing of the depressive episode/s, symptoms of parental depression
are associated with poor outcomes in children (7). Table 1, taken from the Canadian
Paediatric Society (31), shows the consequences of maternal depression at various time-
points throughout the child’s life.

Table 1. Consequences of maternal depression

Behavioural, cognitive or Consequence of maternal depression on the child
academic

e Inadequate prenatal care

e Poor nutrition

e Higher risk of pre-term birth
e Low birth rate

e Pre-eclampsia

e Spontaneous abortion.

Behavioural e Anger and protective style of coping
e Passivity
e Withdrawal

e Self-regulatory behaviour
e Dysregulated attention and arousal.
Cognitive e Lower cognitive performance.

Behavioural e Passive non-compliance
e Less mature expression of autonomy
e Internalising and externalising problems
e lLower interaction.
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Cognitive e Less creative play
e Lower cognitive performance.

Behavioural e Impaired adaptive functioning
e Internalising and externalising problems
o Affective disorders
e Anxiety disorders
e Conduct disorders.

Academic e Attention deficit/hyperactivity disorder
e Lower IQ scores.

Behavioural e Affective disorders (depression)
e Anxiety disorders
e Phobias

e Panic disorders
e Conduct disorders
e Substance abuse and alcohol dependence.
Academic e Attention deficit/hyperactivity disorder
e Learning disorders.
Source: Bernard-Bonnin, Canadian Paediatric Society, 2004 (31).

Social and structural factors

In addition to depression, low parental income/wealth, occupational social class and
education; high parental job strain; lack of housing tenure; parental isolation; and
neighbourhood and material deprivation are key social factors associated with negative
impacts on the physical and socio-emotional health and development of children (8, 11).
These factors can also increase the risk of depression, with a higher prevalence of
depression evident among adults of lower socioeconomic status (40-43). Interventions to
promote the positive social and emotional health and development of children may
therefore have greater effect and go some way towards reducing inequalities in later life if
they are delivered in areas of high deprivation (44).

Co-parenting relationship

The relationship between caregivers, or co-parents, is another factor that can influence a
child’s social and emotional development. Children born to married parents, rather than co-
habiting parents, tend to have better social and emotional developmental outcomes,
possibly due to the greater instability in a co-habiting relationship when compared to
married couples (45). The effect of single parenthood on child social and emotional
development is inconsistent; it could have a negative effect on the child due to the
increased stresses placed on the lone parent, for example financial pressures from a lower
household income, or conversely the child may experience better social and emotional
development due to the absence of family conflict and stronger attachments with the
parent (46, 47).
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Five major domains of family life have been proposed by Cowan and Cowan as affecting
parenting and children’s outcomes: 1) the quality of the mother- and father-child
relationships; 2) the quality of the parents’ relationship, such as communication styles,
conflict resolution, problem-solving, and emotional regulation; 3) patterns of both couple
and parent-child relationships passed through the generations; 4) levels of adaptation of
each family member, their self-perceptions, and indicators of mental health; and 5) balance
between life stressors and social supports outside of the immediate family (44).
Consequences of poor couple relationships on children, for example marital dissatisfaction
or unresolved couple conflict, can include academic difficulties, behavioural problems and
depression in children and adolescents (48). This may be due to parents giving more of their
attention, time, energy and resources to the relationship difficulties rather than to the child,
which can influence the stress level of the parent as well as the quality of their parenting
(49).

One pathway through which the parent relationship quality can adversely affect child
outcomes is domestic violence. Domestic violence is defined as “any incident or pattern of
incidents of controlling, coercive, threatening behaviour, violence or abuse between those
aged 16 or over who are, or have been, intimate partners or family members regardless of
gender or sexuality. The abuse can encompass, but is not limited to psychological, physical,
sexual, financial, emotional” (p.2) (50). The presence of domestic violence has been
associated with parenting effectiveness, attachment, and maternal mental health (51, 52).
However, although its effect on mental health is consistently negative, the link between
domestic violence and parenting effectiveness can be positive or negative. For example,
parents who are victims of violence are less likely to be emotionally available, sensitive or
responsive to their child’s needs, and have a greater risk of becoming depressed (53). On
the other hand, the experience of violence may lead the parent-victim to compensate by
giving more attention to the child and being more responsive to the child’s needs (51).

There is a higher prevalence of domestic violence among mothers who have experienced
depression in the antenatal and/or postnatal period (54). For example, women who had
probable depression in the antenatal period were found to be between two and five times
more likely to experience intimate partner violence within one year after giving birth than
women without probable depression (54). The impacts of both parental depression and
domestic violence on childhood outcomes have been detailed individually above, yet they
are related, with the prevalence of one increasing the risk of the other. Young children who
witness violence in the home also experience adverse outcomes as a result of this direct
exposure, for example sleep disturbances, emotional distress, excessive irritability, and
developmental delays (53). Evidence suggests that these children are more likely to exhibit
later behavioural problems, including aggression, as well as depression, phobias, insomnia,
bed-wetting, low self-esteem, and lower scores on tests of motor, verbal and cognitive skills
(55). Additionally, there is a high risk for direct child abuse in families in which a woman is
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abused, children are also abused in more than half of these cases, which further increases
the risk of social and emotional problems in the child (56).

Unresponsive parenting in the first years of life, for instance due to postnatal depression or
other stressors, can adversely affect the social and emotional development of children and
impact on their mental health. Children’s mental health issues are associated with
significant costs to the individual and society and both short- and long-term negative
outcomes, for example failure to thrive, school difficulties, drug/alcohol problems, juvenile
delinquency, aggressive behaviour, adult mental health issues, ineffective relationship
building, and criminal activity (10). The risk of becoming a young parent with the possibility
of regenerating the cycle is also increased (57).

Good social and emotional development is based on children acquiring a particular set of
competencies and skills. The concept of social-emotional learning (SEL), defined as “the
process through which children and adults acquire and effectively apply the knowledge,
attitudes, and skills necessary to understand and manage emotions, set and achieve positive
goals, feel and show empathy for others, establish and maintain positive relationships, and
make responsible decisions” (58) includes the concepts of self-awareness, self-management,
social awareness, responsible decision making, and relationship skills. These factors interact
to determine a child’s social-emotional learning ability (58, 59) (Figure 1).
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Figure 1. Social and emotional learning core competencies (Collaborative for Academic, Social and
Emotional Learning, 2018)

Social &

Emotional

PSSR RESPONSIBLE
DECISION-
MAKING

There is a wide literature on the importance of and impact of poor SEL, particularly for
predicting the school readiness and academic performance of children (60) Although most
SEL literature and interventions focus on school-aged children or older children, the
associations between the factors involved in SEL and social and emotional development (as
discussed earlier) are strong. For example, children who have strong social and emotional
skills on entering school tend to have better outcomes in education, mental health and later
life (61), while children who do not develop these skills have more negative outcomes,
mirroring the consequences of poor social and emotional development and attachments
listed in Table 2. This suggests that beginning to build these competencies in the early years
can provide the foundations for these later SEL school-based interventions.
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Table 2. Consequences of poor social and emotional development in childhood and later life

Childhood Later life

School misbehaviour Antisocial behaviour
Aggression Crime

Defiance Drug / alcohol misuse
Hyperactivity

Antisocial behaviour
Juvenile delinquency

Impaired language development Early school exit
Lower scores on intellectual Under-attainment
developmental tests Limited employment prospects

Insecure attachment with parents / carers  Ineffective relationship building

Low self-esteem / confidence Depression
Anxiety

Promoting healthy social and emotional wellbeing in the first years of a child’s life lays the
foundations for future health and educational attainment. The relationship between a child
and his/her parents has been identified as having the most significant impact on their
mental health, behaviour and educational development. Depression and poor parenting can
prevent the formation of a secure relationship between parent and child and consequently
have a detrimental impact on the future health, wellbeing and social outcomes of the child.
Social and structural factors, including low social class, neighbourhood deprivation and
parental education, can also hamper the personal development of children. Implementing
interventions targeted at families with key risk factors for poor child development, such as
depression and deprivation, could therefore go some way to improving the social-emotional
health and wellbeing of young children and reduce inequalities in child developmental
outcomes.

The following section focuses on what works to promote social and emotional health and
wellbeing in young children, and the need for intervention in the first years of a child’s life.
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What works to promote social and emotional health and wellbeing
in children?

This section:

e Summarises the theory underpinning programmes that are effective in promoting
social-emotional health and wellbeing in children

e Describes the need for intervention in the early years

e Sets out evidence for the effectiveness of parent training interventions

The previous section dealt with the importance of promoting positive social and emotional
health and wellbeing in children from the very start of life, and the potential consequences
of not doing so. Although several factors can negatively influence the formation of secure
attachments and subsequent social and emotional development, for example parental
depression and disadvantage, there are ways in which the effects of these can be reduced.
Parent training interventions, such as the |Y series, are one such method.

Promoting positive parenting practices to encourage the healthy development of children in
their first years has become a key focus of UK policies over the past decade. The
Government’s ‘Healthy Child Programme: Pregnancy and the First 5 Years of Life’ (10) sets
out standards to improve the health and wellbeing of children. The priority is to support
parents “to provide sensitive and attuned parenting, in particular in the first months and
years of life” (p. 10). Graham Allen’s ‘Early Intervention — The Next Steps’ report promotes a
range of prevention and early intervention programmes, including Incredible Years (1Y),
delivered early to give children “the essential social and emotional security they need for
the rest of their lives” (p. vii) (62). The cross-party manifesto ‘The 1001 Critical Days’ also
emphasises the importance of the 0 to 2 years age range, recommending a tiered or
proportionate universal approach focusing on parent-infant interaction (15). NICE guidance
further suggests that the social and emotional wellbeing of vulnerable young children
should be tackled through home visiting, early education and childcare (63). The guidance is
based on reviews of programmes promoting maternal sensitivity, the mother-child
relationship, and parenting skills and practice, and stresses the need for universal and
targeted interventions. The policy documents described above highlight the importance of
including fathers and grandparents who provide childcare support in parenting programmes
due to their influence on the health and wellbeing of both mother and child.
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Inequalities in health and development begin during pregnancy and in the first five years of
a child’s life. Events during this time affect a child’s physical, emotional, social, behavioural,
cognitive and language development (21), making it a crucial period in which to implement
parenting interventions. This is because babies’ brains are only 25% developed when they
are born, but by 3 years of age are at 80% of their adult volume. Most of this growth occurs
within the first year of life, during which time the development of the brain is determined
by the baby’s experiences and interactions. These therefore lay the foundations for future
health and wellbeing (21).

Language and communication skills are also learned during the early years and these set the
foundations for a child’s future learning. Educational achievements at school, and
subsequent employment prospects, can be predicted by the level of development at 2 years
of age. Disparities in development between children from prosperous and disadvantaged
backgrounds emerge in these first years (64), further making the case for intervention in the
0 to 2 years period. Despite evidence of children from disadvantaged backgrounds
experiencing more negative development and future life outcomes than those from more
advantaged families (20, 62), effective parenting can overcome these effects. In particular,
responsive and sensitive parenting in the first years can encourage a secure attachment
(strong positive emotional bond) between parent and child. This leads to better emotional
and behavioural regulation for the child and greater self-confidence (64). Allen (62) has
suggested, based on evidence from the UK and abroad, that early intervention “that
develops social and emotional capability can reduce truancy, antisocial behaviour, crime,
health problems, welfare dependency, the need for statutory social care, under-attainment,
exclusion from school and the need for educational alternative provision” (p. 7) (62). Social
and emotional wellbeing in the early years can provide the personal development that
enables children to take full advantage of life chances and helps to protect against risks
associated with deprivation and other adversities. Interventions in early childhood that
promote positive parenting and family relationships can reduce the risk of children
developing physical and mental ill health and prevent generational cycles of social
dysfunction (14).

The postnatal period, along with pregnancy, is a key point at which to deliver interventions
as parents are motivated to learn how to behave and what is best for their child (62). The
family setting is an important influence on the health and development of children. An
environment in which there is good nutrition, secure attachment with warm and loving
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family members, and regular exposure to opportunities for physical play, learning and
development will enable babies and infants to thrive (65). The quality of the relationship
between a child and parent affects the child’s future relationships — the more secure the
attachment, the more likely it is that the child will eventually become independent and
develop strong relationships with other people. Effective parenting skills are necessary for
parents to form these secure and warm relationships with their children, as well as to
communicate with them effectively and provide a stimulating home environment to support
their learning (65). There are many different types of group-based programmes that aim to
promote a positive parent-child relationship and parenting quality; they can be categorised
in terms of their main outcome focus (66).

i. Attachment and parental sensitivity — programmes that focus on promoting parental
sensitivity and responsiveness, and parent-infant/toddler interaction, with the aim of
promoting secure attachment.

ii. Social, emotional and behavioural development — programmes that focus on improving
parent-child interaction (via enhanced parenting skills/style), with the aim of improving the
social, emotional and behavioural functioning of young children.

iii. Language and communication skills — programmes that focus on promoting parents’
playing and reading with children, with the aim of promoting children’s language and
communication in particular but also their wider development (e.g. cognitive, socio-
emotional).

Parenting programmes target the intra-and interpersonal elements of parenting behaviours
in order to encourage healthy child development. These elements include knowledge,
parenting stress, relationships, and skills and resourcefulness (67). A primary goal is to
develop the parents’ sensitivity, responsiveness and self-regulation abilities, which involves
learning the skills necessary for behaviour change and problem solving (68). Put simply,
parenting programmes attempt to increase parents’ confidence in their ability to be a good
parent by equipping them with the necessary practical knowledge and skills. Programmes
can empower parents and offer support for improving their parenting skills, adopting
healthy behaviours and preparing families to make the best choices for their children, as
well as helping parents to create a home environment that is conducive to the play, health,
safety and development of their children (65).

Parenting interventions can be delivered in a range of different settings using a variety of
approaches (65). Several parent training interventions have been delivered in the UK, for
example the Triple P Positive Parenting Program, the Solihull Approach, Family Nurse
Partnership, and IY. Triple P was designed to improve the parenting knowledge, skills and
confidence of new parents. It provides training and support through interventions of
different intensities that are matched to the needs of the parents and children (67, 69). A
small-scale evaluation of Triple P for babies (Baby Triple P) of mothers with postnatal
depression found that the programme was found acceptable by women, but it was not
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associated with improvements in the mothers’ mood or interactions with their babies over
treatment as usual. However, despite the lack of significance, all measures of happiness,
self-regulation, subjective bonding and depression improved after the programme (69).
Family Nurse Partnership (FNP) is a home-visiting parenting intervention that works with
vulnerable young first time mothers (aged 19 years or under at conception) from early
pregnancy until the child is two years of age. The programme uses a structured home
visiting service to improve pregnancy outcomes, child health and development, and parents’
economic self-sufficiency (70).

A European-wide systematic review found that parenting programmes had more favourable
outcomes when they included intensive support, information and home visits, and focused
on developing the skills of parents and children. They involved combining educational
programmes with workshops and beginning in early pregnancy (44). A separate meta-
analysis of group-based parenting programmes further found them to be effectiveness in
improving the mental health of mothers, with significant improvements in levels of
depression, anxiety/stress, self-esteem, and couple relationship emerging when the results
of 17 studies were analysed together (71).

Many parenting programmes are delivered within Children’s Centres or Family Hubs. As part
of the Government’s Sure Start initiative, centres were based within the more deprived
areas of the UK and were set up to improve the outcomes of young children and their
families while reducing inequalities in child development and school readiness by working
with the families who have a greater need for support (72). Positive effects on children’s
social development, social behaviour and independence at 3 years have been reported for
children taking part in Sure Start Local Programmes than for children from similarly deprived
areas who were not in receipt of Sure Start services. Additionally, parents taking partin a
Sure Start Local Programme displayed fewer negative parenting practices and provided a
better home-learning environment for their children than did parents who were not taking
part in a programme (73).

Pregnancy and the first five years of life lay the foundations for future health and wellbeing,
making this a crucial period in which to implement interventions that promote the positive
physical, emotional, social, behavioural, cognitive, and language development of children.
The family setting plays a crucial role in child development, particularly the quality of
relationships between children and their parents/carers. Interventions implemented during
the first years of a baby’s life that promote effective and responsive parenting can therefore
encourage healthy child development and reduce the risk of poor physical, mental and
social wellbeing in later life.
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The Incredible Years Parent Training Series

This section:

e Introduces what the Incredible Years programme is
e Summarises the evidence for use of Incredible Years parent programmes

Professor Carolyn Webster-Stratton, at the University of Washington in Seattle, US, has
been developing the Incredible Years (lY) series over the last 30 years
(www.incredibleyears.com/). The series of programmes is designed to promote social and

emotional health and wellbeing, prevent or reduce behaviour and emotional problems,
improve parent-child interactions, and improve school relationships. Separate interlocking
programmes are delivered to target the key developmental stages in a child’s life: Baby and
Toddler Programme (0 to 3 years), Preschool Programme (3 to 5 years), and School Age
Programme (6 to 12 years). A separate programme is run for teachers of children aged 3 to
8 years (4). The preschool and school aged programmes have been rigorously researched
over the last 20 years using randomised controlled trials with positive results that have been
replicated by independent researchers. The accumulated research evidence has
demonstrated the effectiveness of these programmes in both preventing and treating
conduct disorders in children aged 3+ years and increasing their social competencies. This
manual is focused on the Baby and Toddler programmes, which are the most recent
additions to the IY series and have received less research testing thus far. They aim to help
babies and toddlers to achieve three developmental milestones: 1) build a secure
attachment with their parents; 2) language and social expression; and 3) begin to develop a
sense of self.

The Y suite of parenting interventions were developed based on theories of learning and
behaviour change. In particular, Bandura’s social learning theory — which suggests that
learning is a cognitive process taking place in a social context and occurs through the
observation and modelling of behaviours (74) — informed the development of 1Y, along with
theories of attachment (17), as described earlier. As such, programme facilitators use a
variety of teaching methods throughout the group sessions, including video modelling, role
play and group discussions. Figures 2, 3 and 4 below represent the theories of change, or
logic models, for the IY Baby and Toddler programmes and illustrate how these methods are
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predicted to impact on risk factors for poor social-emotional health and the short- and long-
term outcomes that the programmes are targeting.
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Figure 2. Brief IY Baby and Toddler logic model

The Incredible Years® Babies and Toddlers Programmes

Programmes developed by Carolyn Webster-Stratton, Ph.D., M.S.N., M.P.H., Professor Emeritus University of Washingten.
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Figure 3. Detailed 1Y Baby logic model

Programme developed by Carolyn Webster-Stratton, Ph.D., M.S.N., M.P.H., Professor Emeritus University of Washington.
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Figure 4. Detailed Y Toddler logic model

The Incredible Years®Toddlers Programme

Programme developed by Carolyn Webster-Stratton, Ph.D., M.S.N., M.P.H., Pro r Emeritus University of Washington.
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The Y series of interventions is one of the few potentially effective programmes for
behaviour problems in children (75, 76). Evaluations of the programmes for children aged
between 3 and 12 years have shown that IY produces significant improvements in the
behaviour of children who received the programme compared with those who did not (76-
79). Independent reviews have also found the IY programme to meet the highest standards
of scientific proof (80).

The IY BASIC Parent Training Programme has been evaluated as both a treatment
programme for children between 3 and 8 years referred with conduct disorders (78, 81, 82),
and as a prevention programme with high-risk families (83). Outcome measures have
included parent and teacher reports and direct observation of child behaviour and parenting
style. When used as a treatment programme, results have demonstrated significant
improvements in parent-child interaction, a reduction in parents’ use of violent forms of
discipline and a reduction in child conduct problems (78, 81, 82). Prevention-focused studies
conducted in Head Start settings in the US with multi-ethnic, socio-economically
disadvantaged families also demonstrated positive outcomes in terms of parent-child
interaction, parental discipline strategies, parent involvement in the child’s education, child
conduct problems (both at home and at school) and child social competence. Using multiple
report sources, a majority of the improvements were shown to be maintained one year
post-intervention, particularly for parents who had attended at least six out of the 12/14
sessions (83). A similar study conducted in Sure Start centres in North and Mid-Wales for
parents of children (aged 36-54 months) at risk of conduct disorder also showed significant
improvements in parenting and child problem behaviours after attending an 1Y BASIC course,
compared with a control group (37).

Further evidence for the effectiveness of the IY programme for children aged between 3 and
8 years comes from a Cochrane review on behavioural and cognitive-behavioural group-
based parenting programmes for early onset conduct problems (84). Although this review
was not limited to Y, nine of the 13 trials which met the inclusion criteria did involve
evaluation of the IY BASIC programme. Results indicated that parent training does lead to a
significant decrease in child conduct problems and a small, but significant, improvement in
parental mental health. As the majority of included studies focused on the IY programme,
the promising results were thought to be most applicable to studies in which the
intervention components are similar to those used in 1Y (84).

Programme drop-out can be a significant problem in parent training interventions (85) and
it is estimated that between 40% and 60% of families who receive treatment for child and
adolescent conduct disorders fail to finish the programme (86). The effectiveness of the IY
BASIC programme is further evidenced by programme retention rates of up to 88% with
socio-disadvantaged families (87). A number of independent replication studies have also
been conducted, evaluating the IY programme in both preventive and treatment contexts
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and being delivered in a variety of settings including schools, Head Start centres and mental
health clinics. These studies have been delivered with different ethnic populations and age
groups in the US, Canada and the UK, and have largely supported the efficacy of the
programme. A study to pool data from trials of IY programmes has been conducted, led by
the University of Oxford. They identified 14 randomised trials from across the UK and
Europe, totalling 1,799 families, with children aged between one and 11 years. The
combined trial data showed a reduction in child conduct problems, parent-reported ADHD
symptoms, and parental use of threats, shouting and corporal punishment, as well as an
increase in the use of praise by parents. However, no evidence was found for the
programme’s effects on child emotional problems or parent mental health (88, 89). The
study also investigated the influence of contextual moderators on programme impact,
including child’s age and gender, ethnicity and SES status. These results have yet to be
published.

Evidence for IY Baby and Toddler

The IY Baby and Toddler programmes have been developed using the same format and
infrastructure that was used in the programmes for older children, but they have not yet
been evaluated in a targeted community-based trial. However, the early years are a critical
period of development for children, during which responsive and empathic parenting can
promote positive outcomes. Findings from a recent meta-analysis on the effectiveness of
the IY programme suggest that the programme may also be beneficial to younger children
and their parents because it is based on the premise that parenting behaviours influence
children’s functioning and changes in these behaviours will lead to sustainable changes for
both children and their families (90).

One IY Toddler trial has been conducted to date in the UK (91, 92). It was delivered to
parents of children aged between 12 and 36 months in eight disadvantaged ‘Flying Start’
areas in Wales and results demonstrated a positive impact on parent wellbeing and use of
negative parenting practices. However, the sample size for this randomised controlled trial
was small (n = 89) and no significant improvements in child development were evident in
intervention children compared with controls (91). The IY Baby programme has also been
trialled in Wales, in which pre- and post-course measures from 79 group participants
showed improvements in parental mental health and parenting confidence. The |IY Baby
groups were offered in a ‘real world’ setting; that is, they formed part of the universal
services offered to all parents of new babies. However, health visitors and other agencies
did target the programme towards those with a higher need, resulting in more than half of
parents attending the groups having a low level of parenting self-efficacy. Although the
programme demonstrates support for the 1Y Baby programme in improving parenting
confidence and mental health, because no control group was included the positive results
cannot be fully attributed to the effects of the programme (93). There are a few
experimental studies underway or recently concluded that begin to tease these effects
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apart. A trial of the IY Baby and Toddler programmes is currently ongoing in the Republic of
Ireland — the Parenting and Infant (PIN) programme is examining the effectiveness, cost-
effectiveness and implementation of a range of group-based developmentally appropriate
parent and infant support services, including the IY Baby and Toddler programmes (94). In
addition, a recent small-scale trial of the IY Baby programme in Denmark found the
programme to have no effects when delivered as a universal intervention, potentially due to
the programme’s focus on at-risk families (95, 96).

To date, IY has achieved significant success in preventing or tackling behavioural problems in
older children, but the approach has yet to be rigorously tested and evaluated in the 0 to 2
years age group, and as such it is unproven what effect these programmes will have on the
social and emotional health and development of young children.

Full details of the IY Baby and Toddler programme content and processes can be found in
the licensed technical manuals and training, which can be purchased online
(www.incredibleyears.com/). We summarise here the core components of delivery outlined

in the logic models.

The group 1Y sessions aim to help parents learn to identify their child’s cues and provide
care that is nurturing and responsive, while developing their skills in observation and
understanding of their child’s needs. Throughout the sessions, they learn how to provide
physical, tactile and visual stimulation, to talk to their babies and to establish predictable
routines. The toddler programme extends this learning by including elements to develop
child-directed play, promote language, social and emotional competence, and handle
separations and reunions. The specific topics covered in each of the programmes are:

Baby Toddler
Getting to know your baby Playing with your child
Babies as intelligent learners Supporting your child’s social, emotional

Providing physical, tactile and visual and language development

stimulation Using praise to encourage positive child

Parents learning to read babies’ minds behaviour

Gaining support Reinforcing positive behaviour

Babies’ emerging sense of self Setting limits

Handling separations

Managing unwanted behaviour
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For maximum effectiveness, each theme must be covered in the sequence listed in the
programme manual and be based on the information in the manual, videotapes, and other
resource materials. The Baby programme is reflected in baby building blocks (Figure 5),
whilst a ‘parenting pyramid’ (Figure 6) is referred to throughout the Toddler programme,
which depicts the parenting behaviours that should be used generously and those which
should be used sparingly and appropriately.

Figure 5. Parents and Babies Building Blocks (www.incredibleyears.com)
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Figure 6. Parenting Pyramid Toddlers (1-3 years) (Webster-Stratton, 2011)
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Both the Baby and Toddler programmes are accompanied by a parent book, which reflects
the content of the programmes and includes activity and journal pages for parents to
complete should they wish to. The IY programme relies on performance training methods,
for example video-tape modelling, role play, and practice activities during the session and at
home (discussed below), as well as feedback during the session from the facilitator and
other group members. The objectives of the programme are to enhance positive
relationships between parent and child and to help parents encourage appropriate social
and emotional development in their children.

Performance training techniques

The Y programme aims to improve the skills and strategies — both cognitive and behavioural
— that parents can use with their children. This is done by practising parenting techniques
using video modelling, role-play and home exercises. Each group session involves around 60%
group discussion (including role-playing), 25% video modelling and 15% teaching by the
facilitator.

Video modelling

Video modelling involves watching video-tapes (referred to as ‘vignettes’) of parent-child
interactions. The vignette settings include eating dinner, getting dressed in the morning and
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playing. The video-taped examples are a mixture of positive, negative and neutral
behaviours or interactions. The negative examples serve to illustrate that parents are not
always perfect. After each vignette the facilitator asks open-ended questions about the
scenes and there is discussion and role-playing of how the parent in the video might have
handled the interaction more effectively. This approach is crucial in helping to enhance the
confidence of parents in their ability to analyse inter-personal situations and to devise and
practice an appropriate response.

The use of video-taped situations has the advantage of accessibility, particularly for less
verbally-orientated parents. It also allows for better generalisation and longer-term
maintenance because it shows interactions in a variety of situations and cultural contexts.
The vignettes, which cover a range of situations, parenting cultures and both positive and
negative examples, help to show parents how the strategies and responses they discuss and
devise can be applied across situations and individuals.

Role-play

Role-playing is used in each session in order for parents to practice newly-learnt behaviours
for interacting with their child. Facilitators are trained to help make people feel comfortable
about role-playing and each session usually has about four or five brief role-plays. The
advantage of role-play is that it helps parents to anticipate situations as well as
demonstrating the consequences that follow from trying to solve a problem in different
ways. In the baby programme, some of the role-play activities will involve parents practising
techniques with their babies as they will attend the sessions together.

Home assignments

Home assignments are an integral part of the IY programmes. For parents, these
assignments may involve observing their child’s behaviour at home, recording thoughts and
feelings, trying out an alternative parenting strategy or reading (or listening to an audiotape
of) a chapter in the course book for parents.

The weekly assignments are designed to ensure that learning in the group sessions is
transferred to the home and underlines the importance of practice as part of the training
programme. At the beginning of each session, parents’ experiences of home assignments
are shared. In this way, the facilitator knows if the learning is being integrated into home life
and parents can share strategies and solutions that they are using.

Barriers to treatment delivery

Much research has been conducted to examine the factors that present barriers to
treatment delivery, such as parental factors (e.g. high parent stress), family factors (e.g.
socio-economic disadvantage) and those centred on the child (e.g. comorbidity) (85).
However, IY is based on a reframing of the problem of parent engagement programmes (87).
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Instead of focusing on the characteristics of the family as the reason for programme failure,
the programme developer sought to examine the characteristics of the programme and
develop intervention characteristics that would enable families to remain engaged in the
intervention and thereby benefit from it (87). The IY programme therefore encourages
strategies that facilitate the engagement of socially-economically disadvantaged families,
such as the provision of child care and meals or snacks, transport to and from parent groups,
holding of groups in highly accessible locations (e.g. children’s centres) and at convenient
times (e.g. evening sessions). However, it should be noted that many of these strategies
may be used as standard in the various delivery sites. In addition to these incentives,
tangible benefits, such as prizes for attendance and completion of homework, are also
incorporated into the weekly IY sessions.

The Y training series has been developed over the past 30 years to promote social and
emotional health and wellbeing, prevent or reduce behaviour and emotional problems,
improve parent-child interactions, and improve school relationships. The programmes for
children aged between 3 and 12 years have been evaluated in several trials and
demonstrated significant improvements in the behaviour of children. They have also been
shown to meet the highest standards of scientific proof by independent reviews. The IY
Baby and Toddler programmes were developed using the same format and infrastructure as
the programmes for older children, but as yet have not yet been rigorously tested and
evaluated in a targeted community-based trial.

The Y Baby and Toddler group sessions help parents to learn how to identify their child’s
cues and provide care that is nurturing and responsive, while developing their skills in
observation and understanding of their child’s needs through developmentally appropriate
topics. The objectives of the programme are to enhance positive relationships between the
parent and child, and to help parents encourage appropriate social and emotional
development in their child. To do so, the programme relies on the use of performance
training methods (for example video-tape modelling, role play and home practice activities),
as well as feedback during the sessions from the facilitators and other parents. Strategies to
encourage the engagement of socially-economically disadvantaged families, such as the
provision of child care and transport, are also recommended by the programme developer.
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E-SEE STEPS and its implementation

This section:

e Explains the ‘logic’ of the programme — how it will achieve the aimed-for
improvements

e Describes who the E-SEE STEPS programme is targeted at

e Summarises the main components of the programme

A theory of change is essentially an overview of the steps required in order to reach a
specified long-term goal. Figure 7 illustrates the theory of change for E-SEE STEPS.

More specific details about the implementation of E-SEE STEPS follow in the remainder of
this section of the manual, which will add detail to the theory of change.

Several factors were identified earlier in this manual as affecting the social and emotional
health and development of young children, including parental depression and, often related,
unresponsive parenting and poor parent-child relationships. Additionally, social factors —
such as deprivation, social class, education, parental job strain, and housing conditions — are
also associated with children’s social and emotional development. Although E-SEE STEPS is
not equipped to change these social factors, their influence may be mediated by poor
parenting and the parent-child relationship (40), which is being targeted by the intervention.
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Figure 7. E-SEE STEPS Theory of Change

Long-term outcome: Reduce social-emotional differences in children

$

1. Improved parent well-being/mental health
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5. Improved child well-being and social-emotional health and development
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Figure 8 illustrates the pathways leading to poor social and emotional wellbeing in children.
As the diagram shows, both depression and social/structural factors can have a direct
influence on a child’s development, but the effects of both variables may be mediated by
poor parenting and consequently poor attachment. IY sessions delivered as part of the E-SEE
STEPS model aim to equip parents with mild or above depression with the knowledge and
skills needed to be effective parents, lessening the impact of depression on their parenting
skills. By raising the quality of parenting, the child’s social and emotional development
should be improved. These pathways targeted by E-SEE STEPS are indicated by the dotted
lines in Figure 8. Although not focusing on social influences, the group delivery of IY may
also help to reduce the impact of social isolation on both depression and poor parenting by
providing parents with a supportive social environment and the opportunity to meet other
parents who face similar issues to themselves. As well as having positive impacts on child
outcomes, group parenting programmes have also been found to improve the psychosocial
health of parents, at least in the short term (71, 97), again lessening the impact of
depression on poor parenting.

Figure 8. Pathways to poor child social and emotional development

Depression
Social Poor Poor child S-E
factors parenting development

NO: girectly Infiuenced by E-SEE

May De infivenced by E-SEE

Similarly, E-SEE STEPS cannot alter the dimensions of the parental relationship, which may
impact on the quality of parenting and parent-child attachments. However, the inclusion of
co-parents in the Y group sessions could potentially improve the quality of the relationship,
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for example equipping both parents/carers with the same knowledge and practical skills
may reduce conflicts caused by differing parenting styles.

The consequences of poor social and emotional development described earlier (and listed in
Table 2, page 15), in essence, are what E-SEE STEPS is aiming to prevent through
implementation of the IY Baby and Toddler programmes. The IY parent training programmes
are universal programmes and can be delivered as a preventive measure to parents in order
to improve their parenting skills. That said, they are likely to be of most use to those who
find parenting a difficult or challenging experience. It is therefore appropriate to target the
group session aspect of the programme at those who are most in need, for two reasons.
First, it is ethically appropriate to help those who are already experiencing problems, prior
to offering a preventive service to those who may be at risk of experiencing those problems.
Second, it is an efficient use of resources to target interventions at those who are most in
need, particularly when the target group is relatively easy to identify.

Initially, all parents of babies born in the specified date range living in the selected area/s
will be informed of the programme and invited to make an application to take part. The
inclusion criteria therefore consist of the following:

1. Primary carers who have a baby aged 8 weeks or under during the recruitment window.
Living within the specified geographic area and in the vicinity of one of the Children’s
Centres.

3. Parents are willing to receive the programme and will be able to attend the designated
groups at the specified times for the duration of the programme, if invited to attend the
baby and/or toddler group intervention.

4. Parents are willing to sign a consent form to acknowledge that they will be randomly
allocated to one of two conditions and if allocated to the control group, they will receive
no intervention but can access services as usual.

The first phase of the intervention is universal, i.e. every parent (randomised to the
intervention group) will receive a copy of the Incredible Babies book. After this point, the
intervention is targeted towards parents who score 5 or more on the Patient Health
Questionnaire (PHQ-9) measure of depression, and/or a score in the monitoring zone or
above on the Ages and Stages Questionnaire: Social-Emotional (ASQ:SE-2). As the evidence
presented in the previous chapters shows parental depression to lead to more negative
outcomes for their children, this proportionate universalism approach is appropriate to
deliver the level of intervention that is suited to the needs of the family. By improving the
parenting competencies of these parents, they can help their babies and toddlers to achieve
the developmental milestones of forming a secure attachment with their parents, language
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and social expression, and beginning their development of a sense of self (4). Parents are
also encouraged to develop support networks, for example with other parents in the group,
which may have a positive effect on their own mental health.

The areas in which to implement E-SEE STEPS are decided based on several factors. Firstly,
the evidence outlined above suggests that parent training interventions may be of most
help to families living within areas of high deprivation and with a diverse population — the
programme will therefore be delivered in areas that demonstrate higher than average levels
of deprivation and diversity. The readiness of the local services to implement the
programme, based on their identified need for it and its fit with their local priorities, and
their experience of delivering the older IY programmes are also factors. The E-SEE STEPS
programme will actively attempt to engage fathers, so the interest of the children’s services
in being more father-focused is a further consideration. Finally, the willingness of the health
and children’s services to work collaboratively together and with the universities involved in
the programme is important in the decision making process.

The project began in 2015 and is due to be completed in 2020. It is envisaged that the
programme will be implemented in two waves during this period as follows.

First wave: 2015/16 — 2017; ~18 months

The two pilot sites taking part in the first wave of E-SEE STEPS are Blackburn with Darwen in
the North West and Devon in the South West of England. Two children’s centres in each of
these sites will run an 1Y Baby programme, and one or two (depending on the number of
parents who score at 5+ on the PHQ-9 at follow-up 2) will run an IY Toddler programme.
Both sites meet the criteria described above in terms of deprivation, fit with local service
priorities, and the willingness of the health and children’s services to work collaboratively
with each other and with the universities involved in E-SEE STEPS.

Second wave: 2017/18 — 2020; 30 months

If the initial pilot in Blackburn with Darwen and Devon shows E-SEE STEPS to have a positive
effect on parental mental health and child social and emotional development, and its
implementation as set out in this manual is feasible, a full trial will be rolled out in four sites.
These may or may not include the sites that took part in the initial pilot trial. The delivery
model for the main trial will be refined based on the experiences of the pilot.
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All'lY programmes, including the Baby and Toddler programmes, are manual-based. This
means that they cannot be delivered without the manuals and other supporting
documentation, which are obtained from www.incredibleyears.com/. Although use of the

facilitator manual forms the basis of faithful delivery of the 1Y parenting programmes, the
skills of the facilitator and co-facilitator in using the manual and materials in an appropriate
way for each group are also crucial.

Facilitators play a key role in creating a therapeutic process that is warm, sensitive and
caring while also being practical, problem-solving and collaborative. For this reason, the
selection and training of facilitators is a crucial component in E-SEE STEPS. Facilitators need
to have a natural aptitude for this work, such as good interpersonal skills, a positive
problem-solving approach and an enthusiasm for working with parents. Previous experience
of working with parents, particularly through the delivery of family support services in a
health care or community setting, is advantageous.

Each group session will be co-facilitated by two people from different organisations, for
example children’s services, health visiting, or speech and language therapies. Managers of
these services will be responsible for selecting facilitators and for ensuring that appropriate
cover is provided to allow these staff members to: attend training; recruit and prepare
parents for the parent training groups; prepare and deliver parent training groups; follow-up
parents in between sessions; perform self-review and peer-review; and have time for
supervision from their mentor.

The qualities required of facilitators are aptly summarised by the developer of Incredible
Years as follows:

‘Group facilitators’ effectiveness is determined not just by their educational or professional
background but by their degree of comfort with a collaborative process and their ability to
promote intimacy and assume a mentor role with families — that is, the kind of leader who
listens, asks for clarification, is reflective and non-judgmental, tries to understand what the
parent is saying through empathy, is culturally sensitive, helps problem solve, and does not
command, instruct or tell the parent or teacher how to parent or teach. At the same time,
the group leader or facilitator must also be able to lead and teach — to explain behavioural
principles and provide a clear rationale for them, challenge participants to see new
perspectives, elicit the strengths of the group, and provide clear limit setting within the
group when necessary.’ (4:214)

To summarise, the key attributes, skills and experiences needed to be a successful Incredible
Years facilitator are:

e good interpersonal skills
e a positive problem-solving approach
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e an enthusiasm for working with parents

e previous experience of working with parents, particularly through the delivery of family
support services in a health care or community setting

e areflective and non-judgemental approach

e an understanding of parents through empathy

e the ability to help solve problems without commanding, instructing, or telling parents
how to parent

e the ability to take charge, teach and confront — to explain behavioural principles and
provide a clear rationale for them

e the ability to challenge families to see new perspectives

e the ability to manage a group — to elicit the strengths of the parents and provide clear
limits within the group when necessary.

Training of facilitators

E-SEE STEPS |Y Baby and Toddler facilitators are trained, over two or three days, to deliver
the content of the parenting programme in a collaborative manner and to become
proficient in using different methods for changing behaviour such as discussion, modelling,
role-play, persuasion, brainstorming and homework activities. This training is delivered by a
Certified Mentor who models a collaborative style of working and illustrates the various
techniques that will be used in facilitating a group of parents.

Supervision of facilitators

The IY programme stresses the importance of supervision. Supervision for each programme
begins after the facilitator has received the required training and starts to facilitate the first
group. It is recommended that facilitators join a peer support group since peer support is
key to the facilitators’ continued learning and success at delivering Incredible Years,
regardless of the degree of expertise they bring. In order to make the most out of peer
support, it is recommended that facilitators make videotapes of their groups as soon as
possible and have these reviewed by the peer group. These video-taped group sessions can
also be self-evaluated and there are forms for doing this which cover areas such as group
process skills, leadership skills, relationship-building skills, facilitator’s knowledge,
facilitator’s methods, and parents’ response. Both peer review and self-review help
facilitators to identify their strengths and areas in which they could improve.

Facilitators are also encouraged to send a videotape of their group facilitation to their
Mentor or Trainer at some point during their first group sessions and to schedule a
consultation with the Mentor/Trainer once or twice a month when the group sessions are
underway. For the E-SEE STEPS pilot, the initial Incredible Years Trainer will be providing this
support to all newly practising facilitators.
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The process of supervision, like the process of training, is designed to mirror the key
principles and processes of the IY programme by being nurturing, caring and acknowledging
the facilitators’ strengths, in addition to practising different strategies to be used in the
groups. At the same time, the process of supervision is also designed to promote fidelity to
key protocols and sequences in the programme by respecting the order in which different
topics are introduced and by maintaining the basic number and length of sessions.

The IY programme lays particular stress on training and certification whenever the
programme is being evaluated. For this reason, any use of the IY programme for research
purposes — such as evaluation — requires that it be implemented by certified facilitators.
Following certification, facilitators are encouraged to be part of a peer support group within
their agency — which would include peer review of videotapes of their work —as well as
attending a consultation workshop every two years. However, the fact that IY has not been
widely adopted by professionals or their agencies in the pilot sites means that group
facilitators will find themselves acting in the role of ‘early adopters’ within their organisation
and in the city as a whole. Supervision, both through peer support and consultation with
mentors and trainers, will support these early adopter facilitators to become champions for
Incredible Years and act as a source of ongoing training.

Specifically for E-SEE STEPS, the supervision arrangements for facilitators delivering IY Baby
groups during the pilot phase will take the following format. This may be adapted for the
main trial phase.

e 2 xface-to-face sessions plus 3 remote (Skype) sessions. The first face-to-face session
will be at the start of the 10 week programme (for example, during week 1), and one
half way through (for example, in week 5). Including preparation time, face-to-face
sessions will last a maximum of 4 hours. Supervision sessions held via Skype will last a
maximum of 3 hours, including preparation time (the exact split between preparation
and call time to be decided between the Mentor/Trainer and 1Y developer).

e The lY developer, Carolyn Webster-Stratton, will have a debrief session with the
Mentor/Trainer via Skype following their initial supervision session with the group
leaders, plus another at a later date to be confirmed.

e The supervision sessions will involve discussion of the facilitators’ experiences and a
review of video clips from the sessions. Videoing of the sessions is crucial for supervision
and certification. As supervision will be held in groups with the facilitators, the
Mentor/Trainer will view the video clips prior to the session and have comments ready
to give during the supervision. If there is not time for the Mentor/Trainer to review clips
from all pairs of facilitators, the pairs that are reviewed in each supervision session will
be alternated.

e Group leader checklists and parent weekly evaluation forms will also be shared with the
supervising Mentor/Trainer.
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The programme should be delivered to someone who has main caring responsibility for the
child. In some cases this will not be a parent, but rather foster carers, kinship carers or even
friends who have been given the responsibility through specialist services to look after a
child. However, it will primarily be through the mother that researchers will recruit other
carers.

Parents can be identified through referrals from Health Visitors, through Children’s Centre
staff and through self-referral. Parents/carers will complete an application form and give
consent for the research team to contact them. Their details will then be passed on to the
research team, who will make an appointment with the parent to do a baseline data
collection visit. The study will be advertised across the delivery sites through posters (for
example in Children’s Centres, supermarkets, etc.), on Mumsnet and Children’s Centre
websites, and advertisements in the local media. Leaflets will also be delivered to family-
populated areas within the area and awareness-raising stands will be held in the local areas,
for example in supermarkets or community centres. Additionally, briefing sessions will be
run with Health Visitors and Children’s Centre staff involved in the identification and
recruitment of parents/carers covering the application process and important information
about the study.

It is also necessary to be clear to all delivery partners and parents that parents who meet

the criteria for participation and who go on to attend a parent training group will need to be

supported to attend and continue with the course to its completion. Delivery partners will

be expected to provide practical support to deliver the programme, to identify parents likely

to meet the selection criteria on screening and to provide on-going support to those parents.

The following process will operate to identify and recruit parents to the programme:

1. Children’s Centres will send information about the study to all families with a child less
than two months old born between the dates set for the site. This will also include an
application form that parents can complete and return to the research team if they wish
to be part of the study.

2. Health Visitors will be trained in the identification of parents and will tell parents about
the study during the primary visit (10-14 days after birth). If the parent is interested in
taking part, the Health Visitor will complete an E-SEE application form with them and get
consent to pass their details on to the research team. If the parent does not wish to
make an application at this time, the Health Visitor will leave the E-SEE information
sheet and application form with the parent to self-complete should they decide to. Every
Health Visitor will also be required to keep a log of parents who they have provided
information to about the study, including dates and parent postcode.
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10.

Children’s Centre staff will ask parents of new-born children if they have heard about
the study and, if not, invite them to fill in an application form and give consent for their
details to be passed on to the research team.

In addition, the programme will be advertised in the local area through Children’s
Centres, leaflet drops, and other popular community areas (for example supermarkets).
The paperwork included in the application packs consists of a brief information sheet for
parents as well as an application form on which parents give written consent for the
researchers to contact them about the study.

On receiving a completed application form, a researcher will contact the parent to
arrange a time for a data collector to visit them at home, check eligibility (for example,
age of child), give the parent more details about the trial and ask about their interest in
taking part.

A data collector (researcher) will conduct a home visit with the parent, during which the
researcher will give the parent a full information sheet and obtain written informed
consent. (Baseline observation and questionnaires will also be completed during this
visit — see ‘Evaluating E-SEE STEPS’).

After completing the home visit, the parents will be randomised to either the
intervention or control group. The Trial Co-ordinator will inform the parent and the
referrer of their allocation.

Parents in the intervention group will receive a copy of the Incredible Babies book (hard
copy or audio) and, if found to have a score of 5 or above when the PHQ-9 is completed
at the first follow-up data collection visit two months post-baseline, or a level of monitor
or above on the ASQ:SE-2, will be offered a place on the Incredible Years Baby
programme. Parents who have scores of 5 or above at the second follow-up time point
nine months post-baseline will be offered a place on the Incredible Years Toddler
programme. Follow-up 3 will be conducted 18 months post-baseline.

Parents allocated to the control group will be offered the normal range of family support
services within each Children’s Centre area, but not offered the Incredible Babies book
or a place on either of the IY programmes.

Retaining parents/carers

It is now well known that getting parents/carers to stay involved with programmes often

requires concerted efforts on the part of the programme providers. The following steps

should be taken to encourage and enable parents to remain involved in the programme for

its duration:

1.

An on-site créche should be provided free of charge for the children of parents attending
the Incredible Years group sessions should they need it. For the baby groups, parents are
expected to attend with their babies so that techniques can be practiced, but may also
have older children who will be offered a place in the creche.
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2. Free transportation to and from the programme should be provided for parents who
require it. This may involve refunding the cost of travelling on public transport or the
transport being arranged by the delivery agency.

3. Refreshments (tea, coffee, biscuits, snacks etc) should be provided at the beginning of
each group session, with a special celebration to mark the end of the programme.

4. As far as possible, group sessions should be arranged at a time and place to suit the
majority of parents and will remain the same for all sessions.

5. Parents who miss a session should be contacted and offered a follow-up session at
home, over the phone or at another convenient location and at a time that suits them so
that they can catch up on the session content.

6. All parents receiving the group sessions should be contacted (telephone call, text, letter
or home visit) by the facilitator or co-facilitator during the week in between every
session to provide individual encouragement and support to continue with the
programme. The parents/carers should also be asked about their feelings and thoughts
about the previous session and how they are getting on with their home activities.

7. The principles and ideas developed by parents during the session should be typed out
and circulated to parents. All parental homework needs to be reviewed and specific
advice and feedback provided.

8. Procedures need to be in place for following up non-attenders. A telephone call on the
day of the group and, where possible, catch-up sessions may be offered — including
taking the DVDs out to families for them to watch. At a minimum, following the
telephone call, the families who could not attend should be posted the relevant set of
handouts.

The trial begins with the universal Incredible Babies book being given to all new parents who
consent to taking part in the research. This book includes information and advice to help
parents promote and understand their babies’ physical, social, emotional and language
development. All parents/primary carers will be screened for depression using the Patient
Health Questionnaire (PHQ-9) at baseline and at 2 months, and parents whose score is 5 or
above will be invited to attend practical parent training group sessions. In addition, children
are screened using the Ages and Stages Questionnaire: Social-Emotional (ASQ:SE-2) at
baseline and 2 months, and children whose score is in the monitoring zone or above will
also be eligible for the parent group sessions. These parents will be offered a place on the
baby programme, which consists of 10 weekly 2-hour sessions involving facilitator-led group
discussion, videotape modelling and rehearsal of taught intervention techniques.
Programme content will focus on how parents can help their babies feel loved, safe and
secure, and how to encourage the physical and language development of their babies.
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Parents will be encouraged to take their baby along to the sessions with them to allow them
to practice the techniques together.

All parents will then complete the PHQ-9 and ASQ:SE-2 again, 9 months post-baseline.
Eligible parents, with scores above the cut-offs, will be offered a place on the toddler
programme. This programme consists of 12 weekly 2-hour group sessions following a similar
structure to the baby programme (discussion, video-tape modelling and role-play). Unlike
the baby programme, the parents will not be able to take their toddler with them, although
a creche will be available on site for them to use. Throughout the toddler programme,
parents will learn how to help their toddlers feel loved and secure, encourage the language,
social and emotional development of their toddler, establish clear and predictable routines,
handle separations and reunions, and use positive discipline to manage misbehaviour. Due
to the offer of a place on the parent training groups being made based on the PHQ-9 score
and/or the child’s ASQ score, there are 4 potential scenarios (lines running across) for
parents in this universal proportionate delivery model

Figure 9. Four potential scenarios for parents in the intervention group

Incredible Babies Incredible Years Baby Incredible Years
book programme Toddler programme

No toddler programme

Incredible Babies Incredible Years Baby offered based on PHQ-9 /
book programme ASQ:SE-2 score at 9 month
follow-up
Incredible Babies No baby programme offered No toddler programme
book based on PHQ-9 / ASQ:SE-2 offered based on PHQ-9 /
ASQ:SE-2 score at 9 month

score at 2 month follow-up
follow-up

No baby programme offered
based on PHQ-9 / ASQ:SE-2
score at 2 month follow-up

Incredible Babies Incredible Years

book Toddler programme

These different elements of the programme recognise that some parents need more
support than others. Some parents may also need assistance in linking in with other services;
depending on their needs, assistance with this should be provided as part of the programme.
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Group sessions and support

Parent training is delivered in groups and facilitated by trained facilitators. The group format
has the advantage of reducing isolation and offering new sources of support to parents
through building a parent support network. This support network is developed further using
a buddy system, in which parents pair up and phone each other during the week to share
their experiences of the homework assignment. Each parent’s ‘buddy’ will change every few
weeks.

Each group is facilitated by two people: a facilitator and a co-facilitator. The facilitator
presents the content of the programme whilst the co-facilitator monitors and responds to
the dynamic within the group. This requires a close and complementary working
relationship between the facilitator and the co-facilitator. For example, the co-facilitator will
observe if the group has spent enough time on a particular topic or exercise, if someone
appears upset or distressed, if someone requires additional support, or if there is a need to
explore a particular issue in greater depth for the group or for individuals. The effectiveness
of each training session depends on there being a good match of skills and personalities
between the facilitator and the co-facilitator. The facilitators are to alternate so that either:
(i) one leads half a session and the co-facilitator leads the other half; or (ii) they take it in
turns weekly. This is so that supervision can be delivered to all facilitators equally, thereby
improving the chances of all of them reaching accreditation status by the end of the
programme.

The group format helps parents to recognise that other parents often share their
experiences, and allows them to explore different approaches to problem-solving. The
facilitator or co-facilitator makes contact with each parent at least once a fortnight outside
of the group sessions, either by phone (ideally once a week) or through a home visit, to ask
how things are going and to see if they are having any difficulty with the programme. This
not only helps to promote commitment from participants and prevent drop-out but it also
allows for individual needs and requirements to be taken into account. If the facilitator or
co-facilitator thinks it is necessary, there may be more frequent contact with parents,
particularly where language or comprehension problems are affecting parents’ attendance
and understanding.

Working collaboratively with parents

A collaborative approach to programme delivery is fundamental (98) and the core theme is
a reciprocal relationship between parent and facilitator. The facilitator seeks to utilise,
equally, their own knowledge and the parent’s unique strengths and perspectives. Respect
for each person’s contribution is paramount in order to foster a non-blaming relationship
built on trust and open communication. Due to the reciprocal nature of the approach, both
parents and facilitators have important roles in facilitating change and, consequently, a
stake in the outcome (98). The facilitator and co-facilitator support this approach through:
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e summarising the points made by parents while also reflecting, reframing and reinforcing
them as required

e using role-playing exercises

e being supportive and accepting of all group members, while also displaying humour and
optimism

e always encouraging participation.

This model of partnership is seen as restoring dignity, respect and self-control to parents
who, because of their particular situation, may have low self-confidence and feelings of guilt
and self-blame about their parenting.

Therapeutically, the collaborative approach is seen as improving parents’ self-efficacy,
motivation and commitment, which, in addition to promoting behavioural change, is also
likely to reduce drop-out rates from the programme. The collaborative approach also allows
the programme to be used flexibly and to be adapted to the particular needs of each
individual and group.

Time considerations

The time to prepare the course must not be underestimated. In preparing for it for the first
time, facilitators need to set aside a minimum of two days — preferably four half days — to go
through the materials and familiarise themselves with the course content, vignettes and
discussion ideas.

In the E-SEE STEPS model, facilitators are expected to contact parents prior to the start of
the course. It is recommended that this be done by a home visit to explain the rationale for
the programme and to provide a summary of the programme content. The amount of time
involved with the initial home visits depends on the size of the catchment area from which
the population is being drawn and the consequent travelling time.

Room preparation, including putting up agendas and principles, is likely to need around half
an hour prior to the session. Half an hour afterwards is needed for room clearing.

Time should also be allowed for general administration, which includes photocopying course
materials, writing letters to referral agencies and any other administrative requirements of
the Children’s Centres within which the Incredible Years groups are operating.

Language considerations

Some parents attending the group sessions may struggle to understand all of the verbal and
written materials. Parents do not need to read anything in the sessions; they are reporting
on what they have done in the previous week, watching video clips, discussing aspects of
parenting and planning goals for the following week. There are handouts and record sheets
if parents want to use them. Records can be completed at home using pictures, or written in
poor English (spelling is not an issue). Alternatively, reflections can be audio-recorded.
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The Incredible Babies book is available as an audio book, so parents can listen to it rather
than read it. It is very helpful if parents can read or listen to the book, but they can complete
the IY programme without it.

The IY ‘fridge notes’ are useful as they summarise the key points from each session. They
can be translated, although of course this does not help parents who do not read in any
language.

Groups can also be run in a language other than English provided that: (i) this is done by a
trained facilitator; (ii) the whole group speaks the language in question; and (iii) the co-
facilitator also speaks that language. For supervision, the facilitator would need to sit down
with the supervisor and translate what he/she said on the videotape into English.

The IY programme materials can be translated but this is more complex: key principles have
to be adhered to and there is a rigorous approval process for translating written and video
materials, which requires collaboration with the Incredible Years head office in Seattle, US.
The Incredible Babies book is being translated into an audio book in Urdu.

If required, interpreters need to be booked for the length of the programme (10 weeks for
IY Baby and 12 weeks for Y Toddler). They should arrive ideally one hour before each
session in order to run through the materials with the facilitator. There will usually be a
short catch-up conversation for parents at the start of each session to go over things learnt
in the previous session.

Implementation structure
Implementation of E-SEE STEPS involves the following groups of people:

Project Manager and Service Design Group
Service managers (e.g. children’s services, health services)
Incredible Years Trainers/Mentors

P wnNPR

Trained Incredible Years Baby and Toddler facilitators

Project Manager and Service Design Group

The Project Manager, with support and advice from the Service Design team, will support
the implementation of 1Y by carrying out the following functions:

e Organise training and supervision for IY facilitators

e Train and support Children’s Centre staff and Health Visitors to screen and recruit
parents

e Train and support facilitators and other staff in retaining parents to the programme,
including provision of training in father inclusion

e Help to establish peer support networks for facilitators

e Order resource materials for the facilitators to use
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e Support Children’s Centres in establishing parent support networks

e Be a central point of contact for staff involved in delivery to facilitate communication
with the Evaluation Team

e Ensure the programme is delivered with fidelity and to a consistently high standard

e Promote awareness of the programme across the site.

Children’s Centre and health service managers

Children’s services and health service managers are key to the success of E-SEE STEPS. They

will need to:

e Ensure that Health Visitors, Children’s Centre staff (where appropriate), 1Y facilitators
and partner agencies identify appropriate parents for the programme

e Identify appropriate staff from their own organisations to be trained as IY Baby and
Toddler facilitators

e Support staff to deliver IY Baby and Toddler parenting groups, including providing
appropriate rooms, finding staff cover if necessary and allowing time for delivery,
preparation, reflection, supervision and peer-support activities

e Ensure that facilitators, Children’s Centre and health service staff support parents to
continue with and complete the programme

e Work closely with each other to ensure delivery is shared equally between the
facilitators from different organisations

e Keep informed of the project purpose and developments and ensure that their teams
and partner agencies are aware of the pilot project, its aims and intended outcomes.

Incredible Years Trainers/Mentors

Before |Y can be delivered, group leaders will need to be trained in the Baby and Toddler
programmes. Certified IY Trainers or Mentors will:

e Deliver 2-3 day Y Baby training to staff identified by service managers as potential group

leaders

e Deliver 2-3 day IY Toddler training to staff identified by service managers as potential
group

e Provide fortnightly supervision (face-to-face and/or telephone) to group leaders
throughout the length of the programme for both Baby and Toddler programmes.

Trained Incredible Years Baby and Toddler facilitators

The successful delivery of 1Y will rest with the facilitators trained to deliver it. The success of

the trial depends on the facilitators being adequately trained and supported to deliver IY
Baby and Toddler programmes to groups of parents with fidelity.
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The key functions of facilitators will be to:

Deliver IY parent training groups with fidelity

Encourage parents to complete the programme and make contact with them in between
the group sessions

Arrange and seek out supervision and opportunities for reflection on their delivery.

Ethhical approval has been obtained from the Wales Research Ethics Committee (NRES REC
number 15/WA/0178). The 1Y programme will be implemented in accordance with the

following core values:

Beneficence: a commitment to the well-being of programme participants, including a
commitment to act with honesty and integrity as well as with compassion, empathy and
care

Non-maleficence: a commitment to do no harm and avoid any situations that may put
programme participants in any physical or psychological danger through, for example,
stress or inappropriate conduct

Autonomy: a commitment to respect the dignity and rights of programme participants,
including their right to confidentiality and to giving informed consent to participate
Inclusivity: a commitment to promote participation in the programme by those parents
who consent to participate but who may, due to personal or family circumstances, have
difficulty in doing so.

Based on these core values, everyone involved in implementing the E-SEE STEPS model will:

Have the necessary training and competence to do so, and will be given adequate
support and supervision in order to optimise the opportunity for improving the well-
being of participants

Endeavour to identify and develop the strengths of participants. Equally, they will be
aware of the vulnerabilities that can be exposed through sharing experiences of
parenting with a group of other parents and will take all appropriate measures to ensure
that participants feel safe and protected from harm

Ensure that the needs of each individual participant are addressed adequately and that
every effort is made to overcome barriers to participation

Maintain confidentiality regarding information about participants. This principle can only
be broken in exceptional circumstances where a child is considered to be at serious risk.
In these circumstances, established guidelines at the Children’s Centre/Family Hub for
safeguarding children will be followed. This means that anyone who knows or suspects
that a child has been harmed, or is at risk of being harmed, must report it through the
local safeguarding channels.
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e Follow the standard operating procedures (SOPs) when concerns arise, for example for
suicide risk, severe depression and domestic violence. These have been developed in
collaboration with service delivery partners

e Be required to be cleared by the Disclosure and Barring Service (DBS) before any work
on Incredible Years parenting groups begins.

Information about participants will be stored as anonymised data, in accordance with the
provisions of the Data Protection Act 1998, so that the data do not identify the person to
whom they relate. Appropriate measures will be taken to store all data (both hard copy and
computer data) in a secure manner, which includes the removal of identifiers, the use of
pseudonyms, and other technical means for breaking the link between data and identifiable
individuals. Extreme care will be taken when delivering or transferring any confidential
material over computer networks in order to prevent data being published or released in a
form that would permit the actual or potential identification of research participants.
Similarly, arrangements will be made for the appropriate archiving or destruction of data
when the evaluation is completed.

Everyone who is invited to participate must first be provided with information about the E-
SEE study in order to give their informed consent. A leaflet containing information about the
programme will be given to each parent. This leaflet will be supplemented by verbal
explanations, and each person who is invited to participate will have an opportunity to ask
guestions and discuss their concerns. Prior to giving consent, each person will be informed
of their right not to participate in the programme, including their right to withdraw from it
at any time. Each participant who gives free and informed consent will be invited to sign a
consent form.

E-SEE STEPS involves delivery of the 1Y Baby and Toddler programmes in a universal
proportionate model, i.e. the dose delivered depends on the level of the families’ needs.

Use of the facilitator manual forms the basis of faithful delivery of the 1Y parenting
programme, but the skills of the facilitators in using the manual and materials in an
appropriate way for each group are also crucial. Facilitators need to have good
interpersonal skills, a positive problem-solving approach and an enthusiasm for working
with parents. Previous experience of working with parents is advantageous.

Facilitators are trained to deliver the content of the parenting programme — separate
training will be delivered for the baby and toddler programmes. In addition, the
Trainer/Mentor will provide fortnightly group supervision sessions once the course
commences. Videoing of the sessions is necessary for supervision and certification.
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The recruitment process involves a combination of self-referral and applications through
Health Visitors and Children’s Centres. Parents must complete an application form and give
written consent for their contact details to be passed on to the research team. A researcher
will then contact the parents and carry out a baseline data collection visit before the parent
is randomised into either the intervention or control group.

Concerted efforts should be made to retain parents during the programme, for example by
holding the group sessions at a suitable time of day, providing transport, childcare and
refreshments, and working to re-engage parents who are considering dropping out. Some
parents attending the group sessions may struggle to understand all of the verbal and
written materials. Parents do not need to read anything in the sessions and records can be
completed at home using pictures, written in poor English, or audio-recorded. If interpreters
are to be used in group sessions, they need to be booked for the entire duration of the
course (10 weeks for the Baby programme and 12 weeks for the Toddler programme).
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Evaluating E-SEE STEPS

This section:

e Describes the overarching design of the evaluation

e Qutlines the main aims and objectives of the three strands of the evaluation —
outcomes, processes and cost-effectiveness

e Lists the measures that will be used to assess parent and child outcomes and
effectiveness of the implementation of the E-SEE STEPS model.

The evaluation of E-SEE STEPS is to be conducted by randomised controlled trial (RCT),
which is a method used to scientifically measure the efficacy or effectiveness of a service. It
is an approach that remains fairly rare in children’s services for a number of reasons,
including the constraints of cost and practical obstacles but also owing to ideological
resistance on the part of some policy makers and practitioners (99). While the aim should
always be to select the most appropriate method for the question in hand, random
allocation evaluations, used properly, are best-placed to identify the ‘net effect’ of an
intervention (100). The considerable resources required to undertake such a study properly
require clarity about what is being provided to whom and with what aim, and a clear
understanding of the logic behind the intervention; it makes no sense, financially or ethically,
to invest in an evaluation that potentially will be able to say very little that is conclusive
about the impact of services on children’s well-being. As well as quantitative approaches to
assess change in measurable dimensions throughout the intervention, the evaluation will
also include a qualitative element, in part to explore issues of implementation and process
(to complement attention to impact).

The main research question for the RCT is:

To what extent does the E-SEE STEPS proportionate delivery model of Incredible Years
enhance child social and emotional well-being at 20 months of age, and adult well-being,
compared to services as usual (SAU)?

Participants will be parents of children aged 8 weeks or less during the identification period,
identified by children’s centre staff, Health Visitors, other professionals, or through self-
referral. Parents who are recruited into the trial will be randomly allocated to the
intervention or control group on 5:1 ratio (3:1 in the pilot), stratified according to level of
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need based on parent PHQ-9 scores or parent-child scores on the ASQ:SE-2, and the gender
of the child and parent. Intervention parents will receive a copy of the Incredible Babies
book (universal level). Dependent on the level of need at data collection points 2 and 3,
parents in the intervention group may be invited to join an 1Y Baby programme (10 weeks, 2
hours per week) and/or an 1Y Toddler programme (12 weeks, 2 hours per week). Control
parents will receive services as usual. IY Baby and Toddler will not be offered as part of SAU
in participating local authority areas.

The need for the programme and the proposed delivery of the E-SEE STEPS model has been
outlined earlier in this manual. This section will focus on the specific objectives of the
research trial and the three elements of programme evaluation that will be conducted
alongside delivery of the model, which focus on: 1) clinical outcomes; 2) processes; and 3)
cost-effectiveness.

The three strands of the evaluation will help to answer the research question above by not
only finding out if the programme is successful at improving child and parent well-being
compared to services as usual, but also what contributes to the success, or failure, of the
programme in different environments for different people, and how cost-effective it is i.e.
whether or not the benefits of the programme for parents, children and services outweigh
the costs required to implement it. Each element of the evaluation therefore has its own
distinct aims and these are listed below.

1. Clinical outcomes evaluation

a) To what extent does the proportionate delivery model of Y (and each dose level)
enhance child social emotional wellbeing at 20 months of age, and adult wellbeing,
compared to services as usual (SAU)?

b) For whom are the cumulative/individual 1Y programmes most effective?

2. Process evaluation

a) Can a (multi-agency) service deliver IY in a proportionate universalism model, and what
are the organisational, or systems-level, barriers and facilitators to delivering in this way
with fidelity?

b) How acceptable and feasible is delivery of E-SEE STEPS for key intervention stakeholders,
i.e. parents/co-parents, facilitators, heath facilitators, service managers?

¢) How do organisations and facilitators engage with, and retain, fathers and other carers
in the programme and in the services?

d) To what extent do process outcomes compare to a similar trial outside of the UK (to
identify and explore transferable ‘lessons’ and transportability of IY Baby and IY Toddler)?
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3. Economic appraisal/cost analyses

a) |s E-SEE STEPS cost-effective in enhancing child social emotional wellbeing at 20 months,
and adult wellbeing, when compared to SAU?

b) Does E-SEE STEPS influence patterns of health and social service use in children and
parent/s when compared to SAU?

c) Can we assess the likely long-term costs and benefits of the IY programmes?

A suite of measures for children and parents/co-parents will be used to assess progress
towards outcomes at various time points throughout the trial.

Child outcomes

The following measures for child outcomes will be administered at all data collection points
— baseline, then 2, 9 and 18 months post-baseline —and independently completed by the
parent or co-parent, unless otherwise stated.

Primary outcome

a) Social and emotional wellbeing: To establish effectiveness at each and all IY dose levels
using the parent-report Ages and Stages Questionnaire — Social Emotional (ASQ:SE-2)
(101-103). The co-parent will not be asked to complete this questionnaire.

Secondary outcomes

b) Behaviour: Strengths and Difficulties Questionnaire (SDQ) (104). Measured at 18 month
follow-up only.

c) Attachment: Observational report of the parent-child dyad completed by the data
collector using The CARE Index (105, 106).

d) Cognitive development: PedsQL Infant Scale (107). Measured at 18 month follow-up
only.

e) Health (quality of life): PedsQL Infant Scale (107). Measured at 18 month follow-up only.

f) Service use: Client Service Receipt Inventory (CSRI) (108).

Parent and co-parent outcomes

The following measures for parent outcomes will be administered at all data collection
points — baseline, then 2, 9 and 18 months post-baseline — and independently by the parent
or co-parent, unless otherwise stated.
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Primary outcome

a)

Depression: To establish effectiveness at each and all IY dose levels, using the Patient
Health Questionnaire (PHQ-9) (109, 110).

Secondary outcomes

b)

Carer-child attachment/interaction: Maternal Postnatal Attachment Scale (MPAS)
and/or Paternal Postnatal Attachment Scale (PPAS) (111). Measured at 18 month follow-
up only.

Parenting skill: Parent Sense of Competence (PSoC) (112).

Health-related quality of life (HRQoL): European Quality of Life — 5 Dimensions (EQ-5D-
5L) (113).

Service use: Client Service Receipt Inventory (CSRI) (108).

Demographics: A bespoke parent-/co-parent-report demographics form capturing key
information on age, ethnicity, religion, income, marital status, and parent/co-parent
education. The co-parent and follow-up demographics form are a shorter version than
the baseline form.

Process evaluation

The process evaluation is a mixed methods study that will gather both quantitative

programme delivery data as well as qualitative data about implementation, participant

experiences and contextual factors influencing successful delivery.

The following quantitative fidelity monitoring data will be collected for each group

programme delivered (IY Baby and Toddler):

a)

b)

Facilitators’ adherence to core components: Assessed using the standard weekly-
completed IY checklists that correspond with the components set out in the respective
programme manuals. Adherence to an average of 80% of the content is generally
considered acceptable fidelity.

Implementation fidelity: The Y group sessions will be video recorded and a random
subset of both Baby and Toddler programmes will be used as observational data. The
session videos will be observed and coded by two researchers using a tool developed by
the research team — the Parent Programme Implementation Checklist (PPIC)(114) —
which comprises indices for adherence, dose/exposure, quality of delivery, and
participant responsiveness. Inter-rater reliability will be assessed and reported.

Parent satisfaction with the programme: Assessed using standard 1Y satisfaction
guestionnaires, adapted for use with parents with low literacy and for UK English
language (originally US English). The weekly questionnaire will be completed by parents
at the end of each group session and the end of programme questionnaires will be
completed at the end of the baby and toddler programmes. These will supplement data
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on retention rates over the course of the intervention to examine acceptability of the
intervention.

d) Attendance: Facilitators will complete a weekly attendance log, developed by the
research team, to record the parents/co-parents who attend each session. This includes
space for the facilitators to include reasons for non-attendance, whether the parents
received a catch up session, and how many creche places and interpreters were required
by the group each week.

e) Contact: Facilitators are required to contact parents in between each group session and
a contact sheet, developed by the research team, will be completed weekly to record
the number of each type of contact made (home visit, phone call, text and letter).

The process evaluation will also gather qualitative data from a series of focus groups and
semi-structured interviews with key stakeholders in order to build an understanding of the
acceptability and feasibility of the intervention, as well as the factors that influence
successful implementation.

To avoid influencing the impact of the intervention, the focus groups and interviews will
only be undertaken once intervention delivery is complete in each site. A total of 16 focus
groups will be conducted; four in the pilot phase and 12 in the main trial. These will be
divided between parents and co-parents participating in the intervention and facilitators
leading the IY groups. The focus groups will explore:

a) Acceptability and usefulness of the Incredible Babies book as a universal intervention
b) Acceptability of a proportionate model with stepped intervention

c) Processes for identification, screening and recruitment

d) Strategies/approaches for engaging fathers and extended carers

e) Barriers and aids to attendance

f) Experiences of participation in the groups.

Where possible, a separate focus group with participating fathers and/or extended carers,
such as grandparents, will be convened to explore item d above in more depth.

A total of 18 semi-structured interviews with health and children’s services managers will be
undertaken; six in the pilot phase and 12 in the main trial. This roughly translates to three
interviews per site, to include at least one interview from a health services manager in each
site. The interviews will explore the managers’ views of:

a) Accommodations required/adaptations made to the existing service to enable delivery
of E-SEE STEPS

b) System, organisational and team-level barriers and facilitators to delivery in their locality

c) E-SEE trial participation

d) Acceptability of study protocols, for example randomisation and screening.
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Economic evaluation

Information will be collected directly from participants to establish access to health, social
and educational services. Measures used to determine the cost-effectiveness of the trial will
include:

a) Client Service Receipt Inventory (CSRI) — as listed for outcomes, the CSRI completed at
each baseline and 2, 9 and 18 months post-baseline will be used to determine whether
families’ use of services changes over the course of the programme (reduced service use
suggests reduced costs to health and/or children’s services).

b) Assessment of social service and early educational service access to give a fuller societal
picture for cost-analyses.

c) Use of participant health records to supplement, or compare to, the parent-completed
CSRI.

An overarching Parent Advisory Committee (PAC) will be established with groups in each
study region (two groups for the pilot and four groups for the main trial). Each group will
contain 4-5 members drawn from the project sites with parents and co-parents who are
similar to the potential research participants. This is to include mothers, fathers,
stepparents and grandparents. Each PAC group will be contacted approximately four times
during the set-up and pilot phase and five times during the main trial. The main roles of the
PAC are to advise and support researchers on recruitment to the trial, advise on and assist
with training in the measures to be used, advise on retaining parents to the trial, and on
publicity and dissemination. PAC members will be trained appropriately with regards to
their role on the committee. The handbook for the public engagement work will be on the
E-SEE study website (http://e-see-trial.org/).

The main research question for the E-SEE STEPS trial is: To what extent does the
proportionate delivery model of Incredible Years enhance child social emotional well-being
at 20 months of age, and adult well-being, compared to services as usual? In order to
answer this question, the evaluation of E-SEE STEPS is to be conducted by randomised
controlled trial (RCT), which is a method used to scientifically measure the efficacy or
effectiveness of a service.

Participants will be parents of children aged 10 weeks or less at baseline, identified by
children’s centre staff, Health Visitors, other professionals, or through self-referral. Parents
who are recruited into the trial will be randomly allocated to the intervention or control
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group on a 5:1 ratio. Intervention parents will receive an Incredible Babies book (universal
level intervention) and, dependent on their level of need at the data collection points 2 and
3, may be invited to join an IY Baby group and/or an |Y Toddler group. Control parents will
receive services as usual.

The evaluation will consist of three strands: 1) clinical outcomes; 2) processes; and 3) cost-
effectiveness. Put together, these three strands will help to answer the research question
above by not only finding out whether or not the programme is successful at improving
child and parent well-being compared to services as usual, but also what contributes to the
success, or failure, of the programme in different contexts for different people, and how
cost-effective it is.

A range of measures for child and parent outcomes will be administered at baseline, and
then 2, 9 and 18 months post-baseline, including the Ages and Stages Questionnaire — Social
Emotional (ASQ:SE-2) for child social and emotional well-being and the Patient Health
Questionnaire (PHQ-9) for parent and co-parent depression. The Y interventions will be
delivered in the interim periods between these data collection points. Additional
guantitative and qualitative measures will be used for the process and cost-effectiveness
evaluations.

A Parent Advisory Committee will be set up and consulted in each site, with the aim of
supporting researchers on issues relating to the recruitment and retention of parents to the
trial, training in the measures to be used, and on publicity and dissemination of findings.

58



References

1. Cameron G. Promoting Positive Child and Family Welfare. In: Kufeldt K, McKenzie B,
editors. Child Welfare: Connecting Research, Policy and Practice. Waterloo: Wilfrid Laurier
University Press; 2003.

2. Little M, Sinclair R. The Evolution of Family Support. In: Axford N, Berry V, Little M,
Morpeth L, editors. Forty Years of Research, Policy and Practice in Children's Services: A
Festschrift for Roger Bullock. Chichester, West Sussex: John Wiley & Sons Ltd.; 2005. p.
119-34.

3. Axford N, Berry V, Little M. Enhancing Service Evaluability: Lessons from a
Programme for Disaffected Young People. Children & Society. 2006;20(4):287-98.
4. Webster-Stratton C. The Incredible Years Parents, Teachers, and Children's Training

Series: Program Content, Methods, Research and Dissemination 1980-2011. Seattle, WA:
Incredible Years Inc.; 2011.

5. Tracey L, Bywater T, Blower S, Berry V, Cohen J, Kiernan K, et al. Public
Involvement in Research: Social and Emotional Well-Being in Early Years. Final report
following discussion groups held with parents and family service staff. York: Institute for
Effective Learning, University of York; 2014.

6. Rosenberg L. Behavioral disorders: the new public health crisis. J Behav Health Serv
Res. 2012;39(1):1-2.
7. Gross HE, Shaw DS, Moilanen KL. Reciprocal associations between boys'

externalizing problems and mothers' depressive symptoms. J Abnorm Child Psychol.
2008;36(5):693-709.

8. Pikhart H, Ruiz M, Morrison J, Goldblatt P, Marmot M. Final Scientific Report: Social
inequalities in early childhood health and development: a European-wide systematic review.
London: Research Department of Epidemiology and Public Health, University College
London; 2014.

9. Goodman JH. Paternal postpartum depression, its relationship to maternal
postpartum depression, and implications for family health. Journal of advanced nursing.
2004;45(1):26-35.

10. Shribman S, Billingham K, Department of Health. Pregnancy and the First 5 Years of
Life. London: Crown Copyright; 2009.

11. Marmot M, Allen J, Goldblatt P, Boyce T, McNeish D, Grady M, et al. Fair Society,
Healthy Lives: The Marmot Review. London: UCL; 2010.

12. Marmot MG, Bell RG. Improving Health: Social Determinants and Personal Choice.
American Journal of Preventive Medicine. 2011;40:S73-S7.

13. Green H, McGinnity A, Meltzer H, Ford T, Goodman R. Mental health of children and
young people in Great Britain, 2004. Norwich: Office for National Statistics; 2004.

14. National Institute for Health and Care Excellence (NICE). Social and emotional
wellbeing for children and young people. NICE local government briefings. 2013.

15. Leadsom A, Field F, Burstow P, Lucas C. The 1001 Critical Days: The Importance of
the Conception to Age Two Period. 2013.

16. White C, Webster-Stratton C. The Incredible Years® Baby and Toddler Parent
Programmes: Promoting attachment and infants’ brain development. International Journal of
Birth and Parent Education. 2014;2(1):31-5.

17. Bowlby J. The making and breaking of affectional bonds. I. Aetiology and
psychopathology in the light of attachment theory. An expanded version of the Fiftieth
Maudsley Lecture, delivered before the Royal College of Psychiatrists, 19 November 1976.
Br J Psychiatry. 1977;130:201-10.

18. Balbernie R. Attachment: A play of closeness and distance. International Journal of
Birth and Parent Education. 2014;2(1):3-6.

19. de Wolff MS, van ljzendoorn MH. Sensitivity and Attachment: A Meta-Analysis on
Parental Antecedents of Infant Attachment. Child Development. 1997;68(4):571-91.

20. Crown Copyright. Every Child Matters. Norwich: The Stationery Office; 2003.

59



21. HM Government. Maternity and Early Years: Making a good start to family life. 2010.
22. Murray L. The impact of postnatal depression on infant development. J Child Psychol
Psychiatry. 1992;33(3):543-61.

23. National Collaborating Centre for Mental Health. Antenatal and postnatal mental
health: The NICE Guideline on clinical management and service guidance. Updated edition.
London: The British Psychological Society and The Royal College of Psychiatrists; 2017.
24, Dunn K. Understanding postnatal depression and perinatal mental health. London;
2016.

25. Beck CT. Postpartum depression: a metasynthesis. Qual Health Res.
2002;12(4):453-72.

26. Leahy-Warren P, McCarthy G. Postnatal depression: prevalence, mothers'
perspectives, and treatments. Arch Psychiatr Nurs. 2007;21(2):91-100.

27. Robertson E, Celasun N, Stewart DE. Risk Factors for Postpartum Depression. In:
Stewart DE, Robertson E, Dennis C-L, Grace SL, Wallington T, editors. Postpartum
depression: Literature review of risk factors and interventions. Toronto, ON: University
Health Network Women's Health Program; 2003. p. 11-70.

28. Robinson E, Stewart DE. Postpartum Disorders. In: Stotland NL, Stewart DE, editors.
Psychological Aspects of Women's Health Care. 2nd ed. Washington, D.C.: American
Psychiatric Press Inc.; 2001. p. 117-39.

29. Musser AK, Ahmed AH, Foli KJ, Coddington JA. Paternal postpartum depression:
what health care providers should know. J Pediatr Health Care. 2013;27(6):479-85.

30. Tsivos Z, Wittkowski A, Calam R, Sanders M. Postnatal depression - the impact for
women and children and interventions to enhance the mother-infant relationship.
Perspective - NCT's journal on preparing parents for birth and early parenthood. 2011:16-20.
31. Bernard-Bonnin A-C, Canadian Paediatric Society. Maternal depression and child
development. Paediatrics and Child Health. 2004;9(8):575-83.

32. Goodman JH. Paternal postpartum depression, its relationship to maternal
postpartum depression, and implications for family health. J Adv Nurs. 2004;45(1):26-35.
33. Ramchandani PG, O'Connor TG, Evans J, Heron J, Murray L, Stein A. The effects of
pre- and postnatal depression in fathers: a natural experiment comparing the effects of
exposure to depression on offspring. J Child Psychol Psychiatry. 2008;49(10):1069-78.

34. Scourfield J, Cheung SY, Macdonald G. Working with fathers to improve children's
well-being: Results of a survey exploring service provision and intervention approach in the
UK. Children and Youth Services Review. 2014,;43(0):40-50.

35. Cowan P, Cowan CP. What can we do to enhance children's development? A
contextual view of couple and parenting relationships, preventive intervention, and family
policy.

36. Meltzer H, Gatwood R, Corbin T, Goodman R, Ford T. Persistence, onset, risk
factors and outcomes of childhood mental disorders. London; 2003.

37. Hutchings J, Gardner F, Bywater T, Daley D, Whitaker C, Jones K, et al. Parenting
intervention in Sure Start services for children at risk of developing conduct disorder:
pragmatic randomised controlled trial. BMJ. 2007;334(7595):678.

38. Evans J, Heron J, Francomb HO, S.

Golding, J. Cohort study of depressed mood during pregnancy and after childbirth. British
Medical Journal. 2001;323:257-60.

39. Melville JL, Gavin A, Guo Y, Fan MY, Katon WJ. Depressive disorders during
pregnancy: prevalence and risk factors in a large urban sample. Obstet Gynecol.
2010;116(5):1064-70.

40. Kiernan KE, Huerta MC. Economic deprivation, maternal depression, parenting and
children's cognitive and emotional development in early childhoodl1. The British journal of
sociology. 2008;59(4):783-806.

41. Lorant V, Deliege D, Eaton W, Robert A, Philippot P, Ansseau M. Socioeconomic
Inequalities in Depression: A Meta-Analysis. American Journal of Epidemiology.
2003;157(2):98-112.

60



42. Mental Health, Poverty and Social Exclusion [press release]. Bristol: Economic &
Social Research Council2012.

43. Wickham S, Taylor P, Shevlin M, Bentall RP. The Impact of Social Deprivation on
Paranoia, Hallucinations, Mania and Depression: The Role of Discrimination Social Support,
Stress and Trust. PLoS ONE. 2014;9(8):e105140.

44, Morrison J, Pikhart H, Ruiz M, Goldblatt P. Systematic review of parenting
interventions in European countries aiming to reduce social inequalities in children's health
and development. BMC Public Health. 2014;14:1040.

45, Goodman A, Greaves E. Cohabitation, marriage and child outcomes. London:
Institute for Fiscal Studies; 2010.

46. Amato PR. The impact of family formation change on the cognitive, social, and
emotional well-being of the next generation. The Future of children / Center for the Future of
Children, the David and Lucile Packard Foundation. 2005;15(2):75-96.

47. Waldfogel J, Craigie T-A, Brooks-Gunn J. Fragile Families and Child Wellbeing. The
Future of children / Center for the Future of Children, the David and Lucile Packard
Foundation. 2010;20(2):87-112.

48. Cowan CP, Cowan PA, Heming G, Miller NB. Becoming a Family: Marriage,
Parenting, and Child Development. In: Cowan PA, Hetherington EM, editors. Family
Transitions. Hillsdale, New Jersey: Lawrence Erlbaum Associates Inc.; 1991. p. 79-110.

49. Osborne C, McLanahan S. Partnership Instability and Child Well-Being. Journal of
Marriage and Family. 2007;69(4):1065-83.

50. Home Office. Information for Local Areas on the change to the Definition of Domestic
Violence and Abuse: Crown Copyright; 2013 [Available from:
https://www.gov.uk/government/uploads/system/uploads/attachment data/file/142701/quide-
on-definition-of-dv.pdf.

51. Levendosky AA, Huth-Bocks AC, Shapiro DL, Semel MA. The impact of domestic
violence on the maternal-child relationship and preschool-age children's functioning. Journal
of Family Psychology. 2003;17(3):275-87.

52. Velonis AJ, O'Campo P, Kaufman-Shriqui V, Kenny K, Schafer P, Vance M, et al.
The Impact of Prenatal and Postpartum Partner Violence on Maternal Mental Health: Results
from the Community Child Health Network Multisite Study. Journal of Women's Health.
2017;26(10):1053-61.

53. Osofsky JD. The impact of violence on children. The future of children. 1999:33-49.
54. Howard LM, Oram S, Galley H, Trevillion K, Feder G. Domestic Violence and
Perinatal Mental Disorders: A Systematic Review and Meta-Analysis. PLoS Med.
2013;10(5):e1001452.

55. Fantuzzo JW, Mohr WK. Prevalence and effects of child exposure to domestic
violence. The future of children. 1999:21-32.

56. Martin SG. Children exposed to domestic violence: psychological considerations for
health care practitioners. Holistic nursing practice. 2002;16(3):7-15.

57. Loeber R, Farrington DP. Young children who commit crime: epidemiology,
developmental origins, risk factors, early interventions, and policy implications. Dev
Psychopathol. 2000;12(4):737-62.

58. Collaborative for Academic Social and Emotional Learning. What is SEL? 2018
[Available from: https://casel.org/what-is-sel/.

59. Denham SA, Brown C. “Plays Nice With Others”: Social-Emotional Learning and
Academic Success. Early Education and Development. 2010;21(5):652-80.

60. Durlak JA, Weissberg RP, Dymnicki AB, Taylor RD, Schellinger KB. The impact of
enhancing students' social and emotional learning: a meta-analysis of school-based
universal interventions. Child Dev. 2011;82(1):405-32.

61. Guyn Cooper Research Associates. Issue Brief: Social and Emotional Learning in
Canada 2013 [Available from: http://www.maxbell.org/sites/default/files/SELIssueBrief.pdf.
62. Allen G. Early intervention: The next steps. Cabinet Office, London; 2011. Report No.:
404489/0111.

61


https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/142701/guide-on-definition-of-dv.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/142701/guide-on-definition-of-dv.pdf
https://casel.org/what-is-sel/
http://www.maxbell.org/sites/default/files/SELIssueBrief.pdf

63. National Institute for Health and Care Excellence (NICE). Social and emotional
wellbeing: Early years. 2012.

64. Social Mobility and Child Poverty Commission. State of the Nation 2014: Social
Mobility and Child Poverty in Great Britain. 2014.

65. McAvoy H, Purdy J, Sneddon H, Mac Evilly C. Prevention and Early Intervention in
Children and Young People's Services: Child Health and Development. Dublin: Centre for
Effective Services; 2013.

66. Dartington Social Research Unit, University of Warwick, Coventry University. The
Best Start at Home. 2015.

67. McConnell D, Breitkreuz R, Savage A. Independent evaluation of the Triple P
Positive Parenting Program in family support service settings. Child & Family Social Work.
2012;17(1):43-54.

68. Sanders MR, Mazzucchelli TG. The promotion of self-regulation through parenting
interventions. Clin Child Fam Psychol Rev. 2013;16(1):1-17.

69. Tsivos ZL, Calam R, Sanders MR, Wittkowski A. A pilot randomised controlled trial to
evaluate the feasibility and acceptability of the Baby Triple P Positive Parenting Programme
in mothers with postnatal depression. Clin Child Psychol Psychiatry. 2014.

70. Family Nurse Partnership National Unit. The Family Nurse Partnership Programme:
Information leaflet. In: Health Do, editor. London: Crown Copyright; 2012.

71. Barlow J, Coren E, Stewart-Brown S. Meta-analysis of the effectiveness of parenting
programmes in improving maternal psychosocial health2002 2002-03-01 00:00:00. 223-33 p.

72. Foundation Years. The "Core Purpose" of Sure Start Children's Centres [Available
from:

http://www.foundationyears.orqg.uk/files/2011/10/Core purpose of Sure Start Childrens Ce
ntres.pdf.

73. Melhuish E, Belsky J, Leyland AH, Barnes J. Effects of fully-established Sure Start
Local Programmes on 3-year-old children and their families living in England: a quasi-
experimental observational study. The Lancet. 2008;372(9650):1641-7.

74. Bandura A. Social Learning Theory. Oxford: Prentice-Hall; 1977.

75. Barlow J, Smailagic N, Ferriter M, Bennett C, Jones H. Group-based parent-training
programmes for improving emotional and behavioural adjustment in children from birth to
three years old. Cochrane Database Syst Rev. 2010(3):CD003680.

76. Gardner F, Leijten P. Incredible Years parenting interventions: current effectiveness
research and future directions. Curr Opin Psychol. 2017;15:99-104.

77. Hutchings J, Lane E. Parenting and the development and prevention of child mental
health problems. Curr Opin Psychiatry. 2005;18(4):386-91.

78. Webster-Stratton C, Hammond M. Conduct problems and level of social competence
in Head Start children: prevalence, pervasiveness, and associated risk factors. Clin Child
Fam Psychol Rev. 1998;1(2):101-24.

79. Webster-Stratton C, Taylor T. Nipping early risk factors in the bud: preventing
substance abuse, delinquency, and violence in adolescence through interventions targeted
at young children (0-8 years). Prev Sci. 2001;2(3):165-92.

80. Brestan EV, Eyberg SM. Effective psychosocial treatments of conduct-disordered
children and adolescents: 29 years, 82 studies, and 5,272 kids. J Clin Child Psychol.
1998;27(2):180-9.

81. Webster-Stratton C. Advancing videotape parent training: a comparison study. J
Consult Clin Psychol. 1994;62(3):583-93.

82. Webster-Stratton C, Kolpacoff M, Hollinsworth T. Self-administered videotape
therapy for families with conduct-problem children: comparison with two cost-effective
treatments and a control group. J Consult Clin Psychol. 1988;56(4):558-66.

83. Webster-Stratton C. Preventing conduct problems in Head Start children:
strengthening parenting competencies. J Consult Clin Psychol. 1998;66(5):715-30.

84. Furlong M, McGilloway S, Bywater T, Hutchings J, Smith SM, Donnelly M.
Behavioural and cognitive-behavioural group-based parenting programmes for early-onset

62


http://www.foundationyears.org.uk/files/2011/10/Core_purpose_of_Sure_Start_Childrens_Centres.pdf
http://www.foundationyears.org.uk/files/2011/10/Core_purpose_of_Sure_Start_Childrens_Centres.pdf

conduct problems in children aged 3 to 12 years. Cochrane Database Syst Rev.
2012;2:CD008225.

85. Kazdin AE. Practitioner review: psychosocial treatments for conduct disorder in
children. J Child Psychol Psychiatry. 1997;38(2):161-78.

86. Armbruster P, Kazdin AE. Attrition in child psychotherapy. In: Ollendick TH, Prinz RJ,
editors. Advances in clinical child psychology. 16. New York: Plenum; 1994. p. 81-108.

87. Webster-Stratton C. Parent Training with Low-income Families: Promoting parental
engagement through a collaborative approach. In: Lutzker JR, editor. Handbook of child
abuse research and treatment. New York: Plenum Press; 1998.

88. Gardner F, Scott S, Landau S, Pickles A, Beecham J, Hutchings J. Project Protocol:
How far could widespread dissemination of parenting programmes improve child antisocial
behaviour and reduce social inequalities? Combining datasets from trials in different
communities to establish for whom programmes are effective and cost effective [Available
from: http://www.nets.nihr.ac.uk/ _data/assets/pdf file/0018/131553/PRO-12-3070-04.pdf.
89. Leijten P, Gardner F, Landau S, Harris V, Mann J, Hutchings J, et al. Research
Review: Harnessing the power of individual participant data in a meta-analysis of the
benefits and harms of the Incredible Years parenting program. J Child Psychol Psychiatry.
2017.

90. Menting AT, Orobio de Castro B, Matthys W. Effectiveness of the Incredible Years
parent training to modify disruptive and prosocial child behavior: a meta-analytic review. Clin
Psychol Rev. 2013;33(8):901-13.

91. Griffith N. Evaluating the Incredible Years Toddler programme in disadvantaged
areas of Wales: University of Bangor; 2011.

92. Hutchings J, Griffith N, Bywater T, Williams ME, Baker-Henningham H. Targeted vs
universal provision of support in high-risk communities: comparison of characteristics in two
populations recruited to parenting interventions. Journal of Children's Services.
2013;8(3):169-82.

93. Evans S, Davies S, Williams M, Hutchings J. Short-term benefits from the Incredible
Years Parents and Babies Programme in Powys. Community Practitioner. 2015;88(9).

94. McGilloway S, Hickey G. Evaluation of a group-based, early parenting intervention
2015 [Available from: http://www.isrctn.com/ISRCTN17488830.

95. Pontoppidan M. The effectiveness of the Incredible Years™ Parents and Babies
Program as a universal prevention intervention for parents of infants in Denmark: study
protocol for a pilot randomized controlled trial. Trials. 2015;16(1):1-11.

96. Pontoppidan M, Klest SK, Sandoy TM. The Incredible Years Parents and Babies
Program: A Pilot Randomized Controlled Trial. PLoS One. 2016;11(12):e0167592.

97. Pisterman S, Firestone P, McGrath P, Goodman JT, Webster |, Mallory R, et al. The
effects of parent training on parenting stress and sense of competence. Canadian Journal of
Behavioural Science/Revue canadienne des sciences du comportement. 1992;24(1):41.
98. Webster-Stratton C, Herbert M. Troubled Families - Problem Children. Chichester,
England: John Wiley and Sons; 1994.

99. Axford N, Little M, Morpeth L, Weyts A. Evaluating children’s services: Recent
conceptual and methodological developments. British Journal of Social Work. 2005;35(1):73-
88.

100. Rossi PH, Freeman HE, Lipsey MW. Evaluation: A Systematic Approach. 6th ed.
London: SAGE Publications; 1999.

101. Squires J, Bricker D, Heo K, Twombly E. Identification of social-emotional problems
in young children using a parent-completed screening measure . Early Childhood
Research Quarterly. 2001;16(4):405-19.

102. Squires J, Bricker D, Twombly E. The ASQ-SE user’s guide: for the ages & stages
guestionnaires, social-emotional. A parent-completed, child-monitoring system for social-
emotional behaviors. Baltimore, MD: Paul H. Brookes Pub. Co.; 2002.

103. Bricker D, Squires J. Ages & Stages Questionnaires: A parent-completed, child-
monitoring system. 2nd ed. Baltimore: Paul H. Brookes Publishing Co.; 1999.

63


http://www.nets.nihr.ac.uk/__data/assets/pdf_file/0018/131553/PRO-12-3070-04.pdf
http://www.isrctn.com/ISRCTN17488830

104. Goodman R. Psychometric properties of the Strengths and Difficulties Questionnaire
(SDQ). J Am Acad Child Adolesc Psychiatry. 2001;40.

105. Caldwell B, Bradley R. HOME Inventory Administration Manual. 3rd ed. Arkansas,
USA: University of Arkansas; 2003.

106. Crittenden PM. Abusing, neglecting, problematic, and adequate dyads: Differentiating
by patterns of interaction. Merrill-Palmer Quarterly of Behavior and Development. 1981:201-
18.

107. Varni JW, Seid M, Rode CA. The PedsQL: measurement model for the pediatric
quality of life inventory. Med Care. 1999;37(2):126-39.

108. Beecham J, Knapp M. Costing Psychiatric Interventions. In: Thornicroft G, editor.
Measuring Mental Health Needs. London: Gaskell; 2001. p. 200-24.

109. Kroenke K, Spitzer RL. The PHQ-9: a new depression diagnostic and severity
measure. Psychiatric annals. 2002;32(9):509-15.

110. Kroenke K, Spitzer RL, Williams JB. The PHQ-9: validity of a brief depression
severity measure. Journal of general internal medicine. 2001;16(9):606-13.

111. Condon JT, Corkindale CJ. The assessment of parent-to-infant attachment:
Development of a self-report questionnaire instrument. Journal of Reproductive and Infant
Psychology. 1998;16(1):57-76.

112. Johnston C, Mash EJ. A measure of parenting satisfaction and efficacy. Journal of
clinical child psychology. 1989;18(2):167-75.

113. Devlin NJ, Krabbe PF. The development of new research methods for the valuation
of EQ-5D-5L. Eur J Health Econ. 2013;14 Suppl 1:S1-3.

114. Bywater T, Gridley N, Berry V, Blower S, Tobin K. The parent programme
implementation checklist (PPIC): the development and testing of an objective measure of
skills and fidelity for the delivery of parent programmes. Child Care in Practice. 2018:1-29.

64



