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Abstract
This study aims to investigate the effectiveness of a group-based family intervention program known as the 

Positive Parenting Program (Triple P) with families raising a child with developmental disabilities in Japan. Reductions 
in children’s behavioral problems, changes in dysfunctional parenting practices, and promoting effects on family 
empowerment were examined. Participants (N=54) were recruited from mothers visiting two hospitals and two parental 
groups in the Tokyo metropolitan area. They were assessed in terms of child behavior (Strengths and Difficulties 
Questionnaire), parenting style (Parenting Scale), parenting adjustment (Depression Anxiety Stress Scale and Parenting 
Experience Survey), and family empowerment (Family Empowerment Scale). All outcomes were measured repeatedly 
from pre-intervention to six months after intervention. The Strengths and Difficulties Questionnaire scores for three 
sub scales emotional symptoms conduct problems, and difficult behavior indicated a significant intervention effect in 
the children. Moreover, the Parenting Scale scores for all subscales, the Depression Anxiety Stress Scale scores for 
all subscales, and the Parenting Experience Survey scores for the subscales except for the fulfilling subscale, the 
perception of agreement with partner regarding child discipline subscale, and the perception of support received from 
partner subscale, indicated a significant intervention effect in the caregivers. In addition, the Family Empowerment 
Scale scores for all subscales indicated a significant intervention effect in the family. These results provided promising 
evidence for the group intervention based Triple Pas an effective intervention program for Japanese families raising 
preschool and school-aged children with developmental disabilities.
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Introduction
The number of children with Developmental Disabilities (DDs) is 

steadily increasing in Japan [1]. The results of the “National Survey on 
School Children with Special Educational Needs in a Regular Class” 
reported that 6.5% of all children have “mild DDs” that cause a significant 
difficulty in learning and behavior without mental retardation. A little 
fewer than 40% of these children have not received any special support. 
Furthermore, in-school committees should discuss support measures, 
but their work has been inadequate in ensuring that parents and family 
members can manage behavior correction and program development 
for problem behavior [2].

In addition, as shown by the recent establishment of the Act 
on Support for Persons with Developmental Disorders, as well as 
the enforcement of special-needs education [3], the supportive 
environment for DDs has improved, with a better understanding 
of disability in Japanese society. In Japan, DDs is defined as “autism, 
Asperger syndrome, and other pervasive developmental disorders, 
learning disorder, attention-deficit/hyperactivity disorder, and similar 
higher cerebral dysfunctions that usually present symptoms at an early 
age.’’ The qualitative definition is described as “a disorder that typically 
causes behavior, communication, and social adjustment problems 
during the development process” [4].

Children with DDs often cause (or are involved in) problems 
(e.g. trouble with friends, isolation from other children, fall behind 
others) in the community or school one or more times [5]. Parents of 
a child with DDs need to deal with problems caused by the child and 
experience more stress associated with child rearing than other parents 
[6,7]. The pressure of childrearing felt by these parents is strong [8,9]. 
The presence of a child with DDs can also be a source of stress for the 

kin and siblings [8,10]. Although the large majority of parents adjust 
to raising these children, some fail to adapt; the latter are said to be 
potential child abusers [9]. Karst and Van Hecke [8] has reported that 
raising a child with DDs can lead to higher stress in the family.

In raising children with DDs, it is important to empower families 
in various ways such as through collaboration within the family, among 
several families, and between the family and the specialists or local 
government [11]. Empowerment refers to the conditions under which, 
or the attitude or action with which, individuals can achieve their goals 
through interactions with other people [12,13]. “Family empowerment” 
is an important indicator in other countries for both children with DDs 
and their families [14-16].

The Positive Parenting Program (Triple P) is a form of behavioral 
family interaction based on social learning principles; it was designed as 
a comprehensive, multi-level, prevention-oriented system of parenting 
support aimed at preventing and reducing childhood emotional and 
behavioral problems by promoting parental skills, knowledge, and 
confidence [17,18]. It is also based on research in child and family 
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behavior therapy and applied behavior analysis, focusing on antecedents 
of problem behavior and designing positive engaging environments for 
children. It draws on social information-processing models and targets 
parental cognitions, including attributions, expectancies, and beliefs. It 
is also based on research in developmental psychopathology and targets 
risk factors such as poor parent management practices, family discord, 
and parental distress. Therefore, it adopts a public health perspective 
and recognizes the role of the broader ecological context for human 
development [19,20].

The Triple P advocates five core principles of positive parenting that 
address factors associated with positive developmental outcomes in 
children: (1) providing a safe and engaging environment, (2) providing 
a positive learning environment, (3) using assertive discipline, (4) 
having realistic expectations, and (5) taking care of oneself as a parent. 
Within the program, parents are taught a range of parenting strategies 
to enhance the quality of parent–child relationships, encourage 
desirable behavior, teach new skills, and manage misbehavior. Triple P 
emphasizes the development of parent self-regulation, which includes 
self-sufficiency, parental self-efficacy, self-management, and personal 
agency [17].

The Triple P comprises five levels of intervention, with group-based 
interventions (Group TripleP) included in level 4; this intervention is 
conducted for groups consisting of 10–12 parents. Results of various 
meta-analyses indicate that Group Triple P is effective in reducing 
child behavior problems and improving parenting outcomes such as 
parental stress, parental conflict, and dysfunctional discipline styles 
[21-23]. In East Asian cultures, Group Triple P has also been found 
to be effective with Hong Kong Chinese families [24,25] and Japanese 
families [26-28]. Group Triple P is thought to be quite robust across 
different cultures, despite cultural differences [26]. Additionally, 
Group Triple P emphasizes self-regulation, that is, parents form their 
own goals, which are informed by their culture rather than by simply 
adopting Western ideas about raising children. Therefore, it is likely 
that Japanese individuals in Japan can incorporate the ideas inherent 
in Group Triple P and adjust it in “Japanese” ways to improve their 
parenting practice and adjustment. This, in turn, will reduce children’s 
behavioral problems and enhance family empowerment.

Although Group Triple P has been found to be effective with 
Japanese families [26-28], it is not clear whether this version is effective 
for Japanese families raising children with DDs. As noted above, parents 
raising children with DDs reported more child behavior problems, more 
stress, less well-being, and more social support than parents of children 
without DDs [7]. To promote the family empowerment process, 
provision of information on child rearing in local care resources has 
also been found to be essential for families raising children with DDs 
[29]. Therefore, we try to provide an effective support program based 
Group Triple P for children with DDs and their families to alleviate the 
family stress in child rearing in Japan. 

The present study is the first attempt to investigate the effectiveness 
of a group-based Triple P intervention in reducing behavioral problems 
in children, changing dysfunctional parenting practices, and enhancing 
the status of empowerment of families raising a preschool or school-
aged child with DDs, using a longitudinal study design within a 
community setting in Japan. 

Methods
Recruitment of participants

Participants of the study were the principal caregivers of the 
children. To include subjects with a variety of backgrounds, participants 

were recruited from the visitors of three urban and suburban hospitals 
for children with DDs in Ibaraki and two parents’ associations of 
handicapped children in Tokyo. Caregivers of children aged 2-12 years 
with DDs were eligible, just followed the code of Triple P Japan. All 
children were assessed by pediatricians, who provided reports of their 
confirmed diagnoses before the intervention program.

Procedures

Caregivers decided whether to participate in the study after receiving 
an oral explanation of the study from a physician or researcher, along 
with a written document. Those who agreed to participate took the 
first self-administered questionnaire (pre-intervention questionnaire) 
home and, upon completion, brought it to the first session of group 
intervention. After the last session of the intervention, a set of 
questionnaires (post-intervention questionnaire) was mailed to each 
participant. Additionally, participants were asked to complete the 
questionnaires at 3 and 6 months after program completion (3months 
after-intervention questionnaire and 6 months after-intervention 
questionnaire). All questionnaires after the intervention were mailed 
back to the researcher from each participant in a sealed envelope. 
Those who did not send back the questionnaires before the due date 
were reminded by telephone and e-mail until they submitted their 
questionnaires.

Intervention

Group intervention was held five times at three Tokyo metropolitan 
areas from March 2011 to April 2013. In general, Group Triple P 
comprises eight sessions over an 8 week period, and it is ideally 
conducted in groups of 10-12 parents. Since it is extremely difficult 
to persuade Japanese fathers to participate in such programs, we 
focused primarily on mothers. The eight sessions areas follows: one 
group session geared toward providing an over view of the program 
and establishing a rapport with in the group (2heach), three group 
sessions in which parent training is conducted (2heach), three follow-
up consultations by telephone (15–30 min each), and a final group 
session. The integrated telephone consultations provide additional 
support to mothers while they practice what they have learned in 
the group session, while following self-regulation theory. The parent-
training component involves discussions of 17 core child-management 
strategies designed to help parents promote their children’s competence 
and development (e.g., praise for good behavior, creating engaging 
activities, and imparting incidental teaching) and to manage m 
is behavior (e.g., by setting rules, providing clear instructions, 
communicating the consequences of an action, and enforcing quiet 
time). In addition, participants are introduced to a “planned activities 
routine” to generalize what they have learned and help them strengthen 
their parenting skills. Active training methods such as modeling, 
rehearsal, practice, feedback, and goal setting are used throughout the 
program to teach specific parenting skills. In the final group session, 
participants share the knowledge and insights they acquired during the 
program, set future goals, and create plans to achieve those goals; the 
session also provides an opportunity for participants to celebrate the 
completion of the program.

Data collection

Data were collected from February 2011 to November 2013. The 
following outcomes were assessed by each measure. The measures 
consisted of a set of questionnaires to be completed by all participants 
four times, one time before and three times after the intervention. 
Participants were asked to complete these questionnaires again at 6 
months after program completion.
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Child behavior: The Strengths and Difficulties Questionnaire 
(SDQ) developed by Goodman [30] was used in this study. The SDQ 
is a 25-item measure of parents’ perceptions of prosocial and difficult 
behaviors in their child. The participants of this study rated the 
each 25 items on a scale of 0 to 2. The SDQ consists of five subscales 
(emotional symptoms, conduct problems, hyperactivity, peer problems, 
and prosocial behavior), and the score for each subscale (range: 0-10) 
is computed by summing the scores for the five items therein. And 
the difficult behavior score in the SDQ (range: 0-40) is calculated as 
the sum of the scores obtained for the emotional symptoms, conduct 
problems, hyperactivity, and peer problems subscales. It is designed 
to assess the frequency of positive and negative behaviors in children. 
The SDQ in Japanese has been validated as having adequate internal 
reliability (emotional symptoms, 0.61; conduct problems, 0.51; 
hyperactivity, 0.75; peer problems, 0.52; and prosocial behavior, 0.69) 
[31]. The difficult behavior score has also been found to have adequate 
internal reliability (r=0.76) and good test-retest reliability (r=0.85) [32].

Parenting style: The Parenting Scale (PS) developed by Arnold et 
al. [33] was used in this study. The PS is a 30-item questionnaire that 
measures dysfunctional discipline styles in parents; it yields a total score 
based on three factors: (1) laxness (permissive discipline), (2) over-
reactivity (authoritarian discipline, displays of anger and irritability), 
and (3) verbosity (overly long reprimands or reliance on talking to 
impart discipline). The participants of this study rated the each 30 items 
on a scale of 1 to 7. The higher score shows the more dysfunctional 
parenting. Total score (range: 1-7) is divided the sum of the score of all 
items by 30. In the same way, scores of each factor is divided the sum 
of the score of all items in a factor by the number of items. The scale 
shows adequate internal consistency with respect to the total (a=0.84), 
laxness (a=0.83), and over-reactivity (a=0.82), but only modest internal 
consistency with respect to verbosity (a=0.63). It also has good test–
retest reliability (r=0.84, 0.83, 0.82, and 0.79, respectively).

Parenting adjustment: The Depression-Anxiety-Stress Scale 
(DASS) developed by Lovibond and Lovibond [34] was used in 
this study. The DASS is a 42-item questionnaire designed to assess 
symptoms of depression, anxiety, and stress in adults. The participants 
of this study rated the each 42 items on a scale of 0 to 3. The higher 
score shows the higher depression-anxiety-stress state in parenting. The 
score for each subscale of depression, anxiety, and stress, is computed 
by summing the scores for the 14 items therein. And the total score in 
the DASS (range: 0-126) is calculated as the sum of the scores obtained 
for the depression, anxiety, and stress subscales. All three of the DASS 
subscales have been demonstrated to have high reliability (depression, 
a=0.91; anxiety, a=0.84; and stress, a=0.90).

The Parenting Experience Survey (PES) developed by Turner et al. 
[35] was used in this study. In the PES, parents are asked to rate the 
following on a scale of 1 to 5 or 0-6:(1) the perceived level of difficult 
behavior in their child, (2) their subjective perceptions of their parenting 
role (e.g., how rewarding, demanding, and stressful they find parenting 
to be), (3) their confidence level and level of support they receive as a 
parent, (4) (for two-parent families) the extent of agreement between 
partners over child discipline and the level of support they receive from 
their partner in their role as parent, and (5) their degree of happiness 
with the relationship with their partner.

Family empowerment: The Family Empowerment Scale (FES) 
developed by Koren et al. [11] was used in this study. The FES is a 34-
item questionnaire designed to assess the empowerment of families 
taking care of children with emotional, behavioral, and developmental 
disorders. The participants of this study rated the each 34 items on 

a scale of 1 to 5. The FES consists of three subscales (family, service 
system, community/political), and the score for each subscale is 
computed by summing the scores for the items therein. The Family 
Empowerment Score in the FES (range: 34-170) is calculated as the sum 
of the scores obtained for the family, service system, and community/
political subscales (range: 12-60, 12-60, 10-50, respectively). The FES 
has been used in about 30 or more studies all over the world as a tool for 
measuring the empowerment of families taking care of children with 
DDs [36]. The FES in Japanese has been validated as having adequate 
internal consistency (family, 0.87; service system, 0.86; community/
political, 0.81) [37]. The total FES score has also been found to have 
adequate internal reliability (r=0.92) and good test-retest reliability 
(r=0.88) [38].

Client satisfaction: The Client Satisfaction Questionnaire (CSQ) 
developed by Turner et al. [39] was used in this study. The 13-item CSQ 
addresses quality of service provided, that is, how well the program 
met the parents’ needs, increased parental skills, and decreased child 
behavior problems. Higher scores indicate higher satisfaction. The 
scale has high internal consistency (alpha=.96), and has an item-total 
correlation of .66 and interim correlations of .30-.87 [40]. This was 
administered only post-intervention. Participants rated their degree of 
satisfaction with the service on a 7-point scale and a total score was 
calculated by summing up the scores.

Demographic information: Participants also provided basic 
demographic information on issues including gender, age, and disability 
of target child, education and occupation of parents, as well as family 
type, family income, marital status, and relationship of participant to 
the target child.

Data analysis

A one-factor repeated-measures ANOVA was used to analyze 
association between intervention and changes in outcome scores, and 
Bonferroni correction was applied to adjust for multiple comparisons. 
We showed the Effect Sizes (ES) in addition to the F and p- values for 
all the ANOVA analyses. According to Cohen’s guidelines [41], we 
considered the ES-values (Small: 0.01/Medium: 0.059/Large: 0.138). 
And P-values of less than 0.05 were considered significant in the present 
study. All data analyses were conducted using SPSS for Windows, 
version20.0J, a Statistical Package for the Social Sciences (SPSS Japan 
Inc., Tokyo, Japan).

Ethical consideration

There searchers stated and observed the verbal and written 
agreements described below to candidate participants when requesting 
cooperation: (i) subject’s cooperation in the survey is fully based on 
voluntary will, (ii) no disadvantage will occur to the medical care or 
treatment of the child even if the care giver does not cooperate in the 
study, (iii) consent to study cooperation can be withdrawn at any time 
during the study, and (iv) the privacy of subjects is strictly protected 
when the study results are published. The study was conducted with 
the approval of the Medical Ethics Review Board of the University of 
Tsukuba (approvalno.23-268).

Results
There were 55 participants in the study. One participant dropped 

out from the program due to family reasons. No participant failed to 
complete the pre- or post-intervention data throughout the 4 time 
points and at 6months after intervention.
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Summary of subjects 

Table 1 shows the characteristics of caregivers, families, and 
children. In age demographics, 22.2% of caregivers were in their 

30s, 74.1% were in their 40s, and 3.7% were in their 50s. The rate of 
caregivers who answered that they had someone help them raise their 
child was 94.4%. Their husbands or grandparents were listed as the 
helper. However, the use of local services, including “consultation for 
therapeutic education”, “temporary support in the daytime”, ‘‘support 
available outside”, and “teaching language, therapeutic education and 
training for the child”, was low at 32.0%. Children were 7.4 ± 2.7 years 
old (mean ± SD), and boys accounted for 77.8% of the total. Medication 
was taken by 77.8% of children, and 16.7% had an intellectual disability 
certificate. With regard to attendance at preschools and schools, 63.0% 
of children attended a regular class, which exceeded 25.9% of those who 
attended a support class and 5.6% of those who attended a special-needs 
class. The 18.5% of children used Tsukyu (school system that provides 
special education as needed with children with DDs attending a regular 
class) because of limited availability.

Follow-up results and intervention effects 

Table 2 presents the means and standard deviations of each 
dependent measure before and after the intervention, along with the 
F statistics and significance values yielded by the repeated-measures 
ANOVA (controlled for baseline scores), all of which show the effect 
of the intervention. 

Child behavior: The repeated-measures ANOVA revealed a 
significant intervention effect on the SDQ scores for the emotional 
symptoms subscale (F=4.77, p=0.003, ES=0.081), the conduct problems 
subscale (F=2.79, p=0.042, ES=0.049), and the difficult behavior 
subscale (F=10.39, p < 0.001, ES=0.108). The level of emotional 
symptoms and the conduct problems were significantly lower in the 
3months after the intervention period. The level of difficult behavior 
was significantly lower after the intervention until the 6-month period. 
In addition, the mean score for the difficult behavior subscales was 
within the clinical range [31] before the intervention, but outside the 
clinical range after intervention. There were no significant effects of the 
child’s gender, type of educational setting the child was receiving, and 
residence area on the SDQ scale.

(N=54)

      n/mean±SD %/
range

Caregiver
Gender Female 53 98.1%
Age 41.3±4.7 34-52
Relationship Mother 53 98.1%

Father 1 1.9%
Employment status Housewife 27 50.0%

Regular employee 6 11.1%
Part-timer 19 35.2%
Self-employed 2 3.7%

Education level High school 12 22.2%
Junior college 9 16.7%
Professional 
school 12 22.2%

College 19 35.2%
Graduate school 2 3.7%

People who help with child-
rearing Yes 51 94.4%

No 3 5.6%
Use of service due to mental 
issues Psychiatrist 10 18.5%

(multiple answers allowed) Clinical 
psychologist 4 7.4%

Counselor 4 7.4%
Social worker 2 3.7%

Family
Length of residence (year) 6.5±4.4 0.3-20
Number of family members 3.9±0.9 2-6
Number of children 1 22 40.7%

2 23 42.6%
3 7 13.0%
4 2 3.7%

Annual household income <3 3 5.6%
(in millions of yen) 3-5 12 22.2%

5-7 18 33.3%
7-10 13 24.1%
10-13 6 11.1%
>13 2 3.7%

Child
Gender Male 42 77.8%
Age (years) 7.4±2.7 2-14
Diagnosis (multiple answers 
allowed) ADHD1) 34 63.0%

PDD2) 26 48.1%
Autism 11 20.4%
AS3) 5 9.3%
LD4) 5 9.3%
MR5)(including 
mild MR 3 5.6%

Epilepsy 3 5.6%
DCD6) 3 5.6%
Anxiety disorder 2 3.7%
Adjustment 
disorder (truant) 2 3.7%

Tic disorder 2 3.7%
Nocturnal enuresis 1 1.9%
Obsessive-
compulsive 
disorder

1 1.9%

Unknown 5 9.3%
Medication Yes 42 77.8%

No 12 22.2%
Disability certificate Yes 9 16.7%

No 45 83.3%
Attendance at (pre)school Regular class 34 63.0%

Support class 14 25.9%
Special-needs 
class 3 5.6%

Private nursery 3 5.6%
Use of Tsukyu Yes 10 18.5%

    No 44 81.5%
1) ADHD: Attention Deficit / Hyperactivity Disorder 
2) PDD: Pervasive Developmental Disorders
3) AS: Asperger syndrome
4) LD: Learning Disorders
5) MR: Mental Retardation
6) DCD: Developmental Coordination Disorder

Table 1: Characteristics of subjects.
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Parenting style: The repeated-measures ANOVA indicated a strong 
significant intervention effect on all the subscales of the PS: the laxness 
(F=12.16, p<0.001, ES=0.184), the over-reactivity (F=10.39, p<0.001, 
ES=0.161), the verbosity (F=13.63, p<0.001, ES=0.202), and the total 
PS score (F=17.08, p<0.001, ES=0.240). The present study showed a 
significant reduction in the use of dysfunctional parenting strategies 

after intervention until the 6-month period. There were no significant 
effects of the child’s gender, type of educational setting the child was 
receiving, and residence area on the PS scale.

Parenting adjustment: According to the repeated-measures 
ANOVA, the post-intervention mean score for the DASS depression 
subscale and the DASS total score were significantly reduced until 

(N=54) Time       Effect (time effect)

Scale Score range Pre Mean 
(SD)

Post Mean 
(SD)

3 months after 
Mean (SD)

6 months after 
Mean (SD) F¶ p-value effect sizes

SDQ

Emotional symptoms 0-10 2.98 (2.32) 1.98 (1.65) 1.87 (1.67)* 2.03 (1.97) 4.77  0.003 0.081 

Conduct problems 0-10 3.46 (2.19) 2.89 (1.83) 2.47 (1.87)* 2.79 (2.12) 2.79  0.042 0.049 

Hyperactivity 0-10 6.00 (2.65) 5.11 (2.29) 5.04 (2.33) 5.34 (2.17) 2.05  0.109 0.037 

Peer problems 0-10 4.94 (2.45) 4.19 (2.19) 3.84 (2.38) 4.39 (2.70) 2.26  0.084 0.040 

Difficult behavior 0-40 17.38 (5.89) 14.17 (5.10)** 13.22 (6.00)*** 14.55 (5.95)* 6.52 <0.001 0.108 

Prosocial behavior 0-10 4.07 (2.68) 4.50 (2.65) 4.87 (2.63) 4.89 (2.36) 1.31  0.272 0.024 

PS

Laxness 1-7 2.79 (0.49) 2.29 (0.64)*** 2.22 (0.72)*** 2.23 (0.64)*** 12.16 <0.001 0.184 

Over-reactivity 1-7 3.78 (1.17) 2.75 (1.21)*** 2.84 (1.14)*** 3.12 (1.19)* 10.39 <0.001 0.161 

Verbosity 1-7 3.65 (0.98) 2.65 (0.84)*** 2.81 (1.01)*** 2.91 (0.96)*** 13.63 <0.001 0.202 

Total 1-7 3.27 (0.62) 2.50 (0.72)*** 2.54 (0.78)*** 2.63 (0.70)*** 17.08 <0.001 0.240 

DASS

Depression 0-42 8.25 (8.33) 4.72 (5.84)* 4.00 (6.17)** 6.58 (7.32) 4.23  0.007 0.100 

Anxiety 0-42 5.51 (5.00) 3.74 (3.57) 3.29 (5.05)* 5.50 (5.53) 3.61  0.022 0.065 

Stress 0-42 12.45 (7.43) 7.96 (5.95) 7.51 (6.72) 11.39 (8.82) 5.52  0.001 0.127 

Total 0-126 26.22 
(18.33) 16.43 (13.72)* 14.80 (16.98)** 22.97 (20.06) 5.21  0.002 0.121 

PES

Parenting is difficult 1-5 3.38 (0.98) 2.60 (0.90)*** 2.51 (0.83)*** 3.14 (1.07) 14.69 <0.001 0.217 

Parenting is rewarding 1-5 2.70 (0.97) 3.13 (0.90)* 3.27 (1.10)* 2.81 (1.14) 4.34  0.006 0.076 

Parenting is demanding 1-5 3.43 (1.05) 2.72 (1.10)** 2.93 (1.16) 3.27 (1.11) 5.78  0.001 0.098 

Parenting is stressful 1-5 3.39 (1.01) 2.63 (1.04)*** 2.56 (1.01)** 3.16 (1.13) 8.28 <0.001 0.135 

Parenting is fulfilling 1-5 2.87 (1.12) 3.72 (1.04) 2.98 (0.93) 2.66 (0.78) 15.53 <0.001 0.227 

Parenting is depressive 1-5 3.22 (1.21) 2.41 (1.11)*** 2.42 (1.02)** 2.76 (1.17) 8.63 <0.001 0.140 

Confidence in parenting 1-5 2.24 (0.90) 2.96 (0.72)*** 2.78 (0.84)** 2.74 (0.75)** 9.91 <0.001 0.157 

Support for parenting 1-5 2.67 (0.98) 3.39 (1.04)** 3.11 (0.82)* 2.82 (1.07) 6.61 <0.001 0.111 

Agreement with partner regarding child discipline 
(n=51) 1-5 2.86 (0.99) 3.08 (1.06) 3.14 (0.89) 3.03 (1.00) 1.07  0.366 0.021 

Support received from partner (n=51) 1-5 2.90 (1.03) 3.18 (1.09)* 3.19 (1.18) 3.05 (1.18) 1.09  0.356 0.021 

Happiness with partner (n=51) 0-6 3.12 (1.25) 3.32 (1.24) 3.62 (1.23) 3.03 (1.13) 3.37  0.020 0.063 

FES

Family 12-60 37.55 (6.22) 42.07 (7.12)*** 41.98 (6.66)** 40.11 (7.09)* 7.65 <0.001 0.126 

Service system 12-60 40.40 (5.29) 43.52 (6.41)*** 43.29 (7.49) 43.55 (7.20) 4.10  0.008 0.072 

Community/political 10-50 25.71 (6.57) 27.85 (6.29)** 27.96 (7.08) 28.08 (6.38) 2.09  0.104 0.038 

  Total 34-170 103.65 
(15.45) 113.44 (17.40)*** 112.27 (17.76)* 111.74 (18.50) 5.03  0.002 0.087 

ANOVA adjusted for the baseline score at each measurement time.
*p < 0.05, **p< 0.01, ***p< 0.001, 
¶F statistic in repeated measures ANOVA adjusted for each baseline score.
ANOVA, analysis of variance; SD, standard deviation

Table 2: Results of repeated measures ANOVA on children, caregivers, and family outcomes.
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3months after the intervention (F=4.23, p=0.007, ES=0.100; F=5.21, 
p=0.002, ES=0.121). Overall, the repeated-measures ANOVA revealed 
a significant intervention effect on each DASS subscale and total score. 
There were no significant effects of the child’s gender, type of educational 
setting the child was receiving, and residence area on the DASS scale.

The repeated-measures ANOVA for the PES revealed a significant 
intervention effect on (1) the mothers’ perceived level of difficult 
behavior in their child (F=14.69, p<0.001, ES=0.217); (2) their 
subjective perceptions of their parenting role (rewarding: F=4.34, 
p=0.006, ES=0.076; demanding: F=5.78, p=0.001, ES=0.098; stressful: 
F=8.28, p<0.001, ES=0.135; fulfilling: F=15.53, p<0.001, ES=0.227; 
depressive: F=8.63, p<0.001, ES=0.140); (3) their confidence level 
in parenting (F=9.91, p<0.001, ES=0.157); (4) their perceived level 
of support in their parenting role (F=6.61, p<0.001, ES=0.111); and 
(5) their degree of happiness with the relationship with their partner 
(F=3.37, p=0.020, ES=0.063). However, the repeated-measures ANOVA 
did not demonstrate a significant intervention effect on the mothers’ 
ratings, indicating (6) the extent of agreement between them and their 
respective partners regarding child discipline, as well as (7) the level of 
support they receive from their partners in their role as parent.

Family empowerment: The repeated-measures ANOVA indicated 
a significant intervention effect on two subscales of the FES: the family 
(F=7.65, p<0.001, ES=0.126) and the service system (F=4.10, p=0.008, 
ES=0.072), and the total FES score (F=5.03, p=0.002, ES=0.087). This 
study showed a significant enhancement in the family empowerment 
after intervention until the 3-month period, at least. There were no 
significant effects of the child’s gender, type of educational setting the 
child was receiving, and residence area on the FES scale.

Client satisfaction 

On the Client Satisfaction Questionnaire (CSQ), among the 54 
participants who completed the program, a part from the question 
on improvement in relationship with spouse (mean=4.34), the mean 
scores of all other items were above 5on the 7-point scale (Table 3).

Discussion
This was the first study that investigated the effectiveness of group 

intervention based Group Triple P in reducing behavioral problems in 
children, changing dysfunctional parenting practices, and enhancing 
the status of empowerment of families raising a preschool or school 

aged child with DDs, using a longitudinal study design within a 
community setting in Japan. We think the participants of this study 
were a good representation of the population viewed from the annual 
household income because an average of that was 5,48 million of yen 
according to the announcement of Ministry of Health, Labour and 
Welfare in 2013 [42]. 

Follow-up results and intervention effects

Child behavior: The present study clearly showed the effectiveness 
of Group Triple P in reducing emotional symptoms, conduct problems, 
and difficult behaviors of children with DDs as measured with the SDQ. 
Compared with the previous study with parents of typically developing 
children in Japan [25,26], the SDQ scores for the emotional symptoms, 
conduct problems, hyperactivity, peer problems, and difficult behavior 
subscales before starting the intervention (at baseline) were higher and 
the SDQ score for the prosocial behavior subscale before starting the 
intervention (at baseline) was lower in the subjects in this study (parents 
of children with DDs), which was as expected. According to the cut-
off classification set (low-need, some-need, and high-need) based on 
“Standards for SDQ in Japan (data analysis of 2,899 children aged 4 to 
12 years)”published by the Ministry of Health, Labour and Welfare in 
Japan [43], the baseline values of hyperactivity and peer problems of 
the subjects in this study were classified as some-need, while those with 
difficult behavior and prosocial behavior were classified as high-need. 

Group Triple P is a direct and concrete parenting program. We were 
initially concerned about the efficacy of Group Triple P intervention 
in changing child behavior, as was the case in the previous study [26], 
because (1) the children participating in this study have conduct 
problems as their disability characteristics and (2) Group Triple P is 
not a program for child behavior correction, but for practical strategies 
to be used by the caregiver. However, contrary to the prediction, 
their conduct problems (emotional symptoms, conduct problems, 
and difficult behavior) evaluated by parents decreased, which was 
maintained for 3or 6 months. The level of difficult behavior was 
significantly lower after the intervention. In addition, the cut-off class 
was maintained at some-need and the scores were outside the clinical 
range; the scores were maintained for 6months. The difficult behavior 
subscale is a summed score of 4 items, including emotional symptoms, 
conduct problems, hyperactivity, and peer problems, but we also 
considered the idea that it was a multiplicative effect. Unfortunately, 
intervention was not effective in prosocial behavior, which remained 

(N=54)

  mean SD
1. How would you rate the quality of help you and your child received? (7 = Excellent, 1 = poor) 5.94 1.00
2. Did you receive the type of help you wanted from the programme? (7 = Yes definitely, 1 = No, definitely not) 5.91 0.90
3. To what extent has the programme met your child’s needs? (7 = Almost all have been met, 1 = No needs have been met) 5.06 1.25
4. To what extent has the programme met your needs? (7 = Almost all have been met, 1 = No needs have been met) 5.40 1.25
5. How satisfied were you with the amount of help you and your child received? (7 = Very satisfied, 1 = Quite dissatisfied) 6.08 0.95
6. Has the programme helped you to deal more effectively with your child’s behaviour? (7 = Yes it has helped a great deal, 1 = No it has made 
things worse) 5.45 1.27

7. Has the programme helped you to deal more effectively with problems that arise in your family? (7 = Yes it has helped a great deal, 1 = No it has 
made things worse) 5.17 1.14

8. Do you think your relationship with your partner has been improved by the programme? (7 = Yes definitely, 1 = No, definitely not) 4.34 1.45
9. In an overall sense, how satisfied are you with the programme you and your child received? (7 = Very satisfied, 1 = Quite dissatisfied) 5.96 1.05
10. If you were to seek help again, would you come back to Triple P? (7 = Yes definitely, 1 = No, definitely not) 5.33 1.19
11. Has the programme helped you to develop skills that can be applied to other family members? (7 = Yes definitely, 1 = No, definitely not) 5.02 1.37
12. In your opinion, how is your child’s behaviour at this point? (7 = Greatly improved, 1 = Considerably worse) 5.51 0.74
13. How would you describe your feelings at this point about your child’s progress? (7 = Very satisfied, 1 = Very dissatisfied) 5.44 1.18

Table 3:  Results of the Client Satisfaction Questionnaire items.
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within the clinical range. A more directly encouraging program, as well 
as Group Triple P, is required by parents in order to improve children’s 
prosocial behavior within the limited timeframe. However, this study 
result indicated that Group Triple P indirectly but effectively changed 
conduct problems of children of concern to caregivers.

Parenting style: The present study found that Group Triple P 
was able to bring about great improvements in parenting style among 
Japanese participants rearing children with DDs. The scores of child 
behavior at baseline was high, which indicated difficulty raising 
children, but the PS scores for all subscales at baseline were lower than 
those of the previous study in parents of typically developing children 
[26,28], which was not expected. Parents of children with DDs in Japan 
may have some educational opportunities regarding management of 
their children in outpatient departments of child psychiatric or medical 
centers; therefore, they may be trained to some extent before starting 
the intervention. Sessions 2 and 3 of Group Triple P provide “10 skills 
to establish good relationship with their children to promote their 
development” and “7 skills to handle behavior of difficult children”, 
respectively [17]. Both sessions teach direct and concrete skills for 
caregivers. Overall, the intervention significantly decreases PS scores, 
and these effects last 6 months. 

It is obvious that Group Triple P was effective in modifying 
parenting style of caregivers in this study. There were some reasons 
the intervention effect lasted 6months in PS. First, Group Triple P is 
a program focusing on 17 child-rearing skills, which is acceptable and 
easy to use for caregivers, and second, the contents of Group Triple P 
are described in one textbook, which may enable them to repeatedly 
read and recall it. For another reason, we thought that the Group 
Triple P allowed parents to self-regulate, choose which areas to target, 
and internalize the “lessons” to improve their parenting practice and 
adjustment because of the group-based intervention style was part of 
Japanese culture.

Parenting adjustment: The present study clearly showed the 
effectiveness of Group Triple P in reducing participant’s depression, 
anxiety, and stress, as measured with the DASS and in decreasing 
the extent to which participants found parenting to be difficult, 
demanding, stressful, and depressive, and in improving the extent to 
which they found parenting to be rewarding and their confidence in 
their parenting skills. 

Each subscale score and the sums of DASS at baseline were higher 
than those of the previous study in parents of typically developing 
children [26,34]. Recent studies reported that 32.2% of women in 
their 40s in Japan had some psychiatric symptoms and approximately 
30% of them visited medical institutions for consultation [44,45]. The 
percentage of those using mental health services was quite higher in the 
subjects of this study (Table 1) compared with the above-mentioned 
reports. In Japan, mothers take their children with DDs to routine 
consultations, and doctors evaluate the state of not only children, 
but also their mothers, and refer the mothers to other specialists 
(psychiatrists, psychologists, counselors, etc.) if necessary. This may 
explain the above-mentioned high percentage of service use. This study 
result revealed that the intervention significantly decreased DASS 
scores, which lasted 3months. Parents of children with DDs are likely 
to worry about how to be involved with their children and to deal with 
their conduct problems [7,46]. It was assumed that the above applied to 
the majority of subjects in this study. Therefore, Group Triple P, which 
focuses on concrete child-rearing skills of caregivers, was suitable for 
them.

The results of the PES indicated that (1) the mothers’ perceived 

level of difficult behavior in their child, at baseline, was higher than that 
in the previous study in parents of typically developing children [26], 
which was consistent with the result of 4.1.1; and (2) their subjective 
negative perceptions of their parenting role (like “low-rewarding” and 
“high-demanding”, stressful, and depressive) at baseline were higher 
while their subjective positive perceptions at baseline were lower than 
those of the previous study. In addition, (3) their confidence level in 
parenting, (4) their perceived level of support in their parenting role, 
(5) their degree of happiness with the relationship with their partner, 
(6) the extent of agreement between them and their respective partners 
regarding child discipline, and (7) the level of support they receive 
from their partners in their role as parent at baseline were lower than 
those of the previous study [26]. In terms of parenting experience of 
child-rearing based on the above-mentioned findings, the caregivers 
in this study considered their parenting as negative tasks containing 
non-positive factors, lost their confidence, had problems with their 
partners, and felt isolation; in other words, they themselves needed 
help. The intervention effects associated with the outcomes of (1) to 
(5) and, in particular, (3), significantly increased, and this effect lasted 
for 6 months. The previous study reported that caregivers’ confidence 
in child rearing significantly influenced the quality of child rearing and 
caregivers themselves, and their children and family members. It was 
significant that Group Triple P improved the outcome of (3) and the 
effect lasted a long time. In general, the outcomes of (1), (2), (4), and (5) 
lasted at least 3months. Therefore, the caregivers in this study used the 
skills obtained in Group Triple P in the daily rearing of their children 
and showed various changes and obtained good results, which might 
change parenting perceptions.

However, the current study did not find Group Triple P to be 
effective in bringing about improvements in areas related to the parents’ 
partner. This might be due to our study method, because Group 
Triple P was performed in the daytime on weekdays, the majority of 
the participants were mothers. In addition, Japan is unique in that 
fathers work hard from the morning to midnight and have no time for 
communication with and support for mothers about child rearing; this 
might have contributed to the result. Another reason the intervention 
effect may have been insufficient is that the purpose and contents of 
Group Triple P mainly focus on the relationship with children, not 
partners. Group Triple P should be targeted toward both the mother 
and father. However, since we carried out the Group Triple P sessions 
on weekdays, participation by working fathers was not possible. The 
findings of previous studies have suggested the association between 
paternal involvement and child functioning [47-49], which in turn 
suggests better out comes if fathers are involved in Group Triple P. 
Future studies should involve fathers and test the effectiveness of Group 
Triple P on scales related to both parents.

Family empowerment: This study was the first to measure 
family empowerment as the primary outcome of Group Triple P. The 
present study found Group Triple P to be effective in bringing about 
improvements in the empowerment of the family rearing children with 
DDs. Each subscale and sums of FES at baseline were more similar 
compared with the previous study in patients of children with DDs 
in Japan [37]. In fact, FES scores of caregivers of children with DDs 
in Japan were significantly lower than those of the study conducted 
overseas [11,50]. The intervention effects were demonstrated by 
‘family’ and ‘service system’ subscale scores and sums of the scores. In 
particular, the subscale scores of family significantly increased by the 
intervention and the effects lasted 6months. Moreover, the subscale 
scores of service system were significantly greater immediately after the 
intervention, but did not last. As described above, the reason the long-
term intervention effects were observed only in the subscale scores of 
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family might be that the purpose and contents of Group Triple P mainly 
focus on establishment of the relationship between caregivers and 
children at home. However, this study demonstrated the intervention 
effect of Group Triple P on family empowerment, overall.

Client satisfaction
Client satisfaction with the Group Triple P program in this study 

was evaluated after the intervention, and was higher than that in the 
previous studies [39,40], suggesting that the program was easy to use 
for them. Sanders et al. [40] reported that all CSQ scores were greater 
in the enhanced group than in the standard group. In this study, all 
outcomes (child behavior, parenting style, parenting adjustment, and 
family empowerment) of Group Triple P were significantly greater, 
which might be related to their high satisfaction.

Limitations of the present study and issues for the future
The present study had some limitations. First, this study did not 

divide the subjects into an intervention group and a waitlist control 
group to compare outcomes, so we couldn’t determine that the present 
intervention was better than time and maturation. Second, Group 
Triple P intervention was performed in the daytime on weekdays, so 
the majority of the participants were mothers. Third, although there 
are various types of DDs, the caregivers in this study were enrolled as 
“parents of children with developmental disability” without any detailed 
classification. Fourth, all the measures were reported by the caregivers, 
who wanted to believe that their children are improving and that they 
are fulfilling their training well. 

It is necessary and desirable to carry out further studies that 
use a randomized design in order to assess the long-term effects of 
intervention and confirm the validity of the current study’s results. 
Additionally, future trials would need to make provisions to allow the 
participation of family members, so the whole family can be consistent 
in applying the Triple P strategies. Finally, children with different DDs 
may have different needs and characteristics, and parents are likely 
to come from diverse backgrounds. Triple P facilitators need to be 
sensitive to the different needs of children and families and be flexible in 
delivery while retaining program fidelity [51]. Furthermore, the effects 
of intervention should be evaluated in terms of not only child outcomes 
but also parent and family factors that may have an influence on both 
the immediate and long-term effects of therapy or treatment [8,52]. 
Adding an observational piece, especially a blind observer would also 
be a key element.

Nevertheless, the current study recommends that Group Triple P 
intervention be employed widely in Japan as an effective improvement 
and relief program for the families who are raising preschool or school-
aged children with DDs.
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