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multiple raters are represented more than once, but never in the same meta-analysis, to ensure 

data are independent in each analysis.  For measures of child and parental adjustment, separate 

meta-analyses were conducted for positive measures (i.e., measures of self-esteem, such as the 

Self-Perception Profile for Adolescents; Harter, 2012) and each domain of adjustment problems 

(i.e., measures of overall problems, such as the total problem score from the Child Behavior 

Checklist; Achenbach, 1991).  Across all measures, higher scores indicate greater problems or 

more problematic parenting behavior/parent-child relationship; for consistency across measures, 

this involved reversing the effect direction for two tools that are typically scored such that higher 

score reflect better functioning (self-esteem; positive parenting behaviors).  Across studies, a 

negative effect size indicates that participants in the immigrant/refugee group rated better 

adjustment, parenting behavior, or parent-child relationship than did those in the comparison 

group. 

Meta-Analytic Model 

We then compared effect sizes across studies using a random-effects model that can more 

accurately accommodate both homogeneous and heterogeneous studies (Schmidt, Oh, & Hayes, 

2009).  For each domain of positive and problem measures, we conducted an overall test of 

heterogeneity of these effect sizes (using a Q statistic) and examined the magnitude of 

heterogeneity (using I2; Borenstein et al., 2009) to identify potential differences.  Because these 

tests indicated effect sizes were significantly heterogeneous across all indices (as described 

below), we calculated effect sizes separately for studies that examined immigrants (k = 15), 

refugees (k = 13), and samples that combined immigrants and refugees (k = 3). 

Separate meta-analyses of each adjustment variable are presented in the following 

sections: results must be interpreted with caution due to the small number of studies included in 
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several of the analyses.  As such, the same study may be represented several times across 

adjustment variables if multiple assessment tools or multiple raters were used. 

Results 

Demographic Data 

The meta-analysis included 43 articles, describing 31 independent samples with a total of 

10,280 participants: 7,581 children or adolescents and 2,699 parents.  Among parent samples, 

1,851 participants were identified as mothers, 198 as fathers, and 650 as parents.  The 

demographics of the included studies are presented in Table 3 for child adjustment (k = 21), in 

Table 4 for parental adjustment (k = 10), and Table 5 for parenting (k = 3); 4 studies assessed 

both child adjustment and parental adjustment or parenting; the remainder assessed only child 

adjustment (k = 18), parental adjustment (k = 7), or parenting (k = 2).  Across the 31 included 

samples, 15 consisted of immigrants only, 13 included only refugees, and three included a 

combination of both.  The countries of origin represented were diverse: 51 countries were 

identified by name, spanning the continents (and regions) of Africa (East Africa, Middle Africa, 

North Africa, West Africa), Asia (East Asia, South-East Asia, South Asia, West Asia), Europe 

(East Europe, South Europe), and Latin America (Caribbean, Central America, South America).  

The host countries included the United States (k = 8), Australia and Israel (k = 4), Canada and 

Turkey (k = 3), Germany, Italy and Jordan (k = 2), and Belgium, Lebanon, Netherlands, Spain 

and Sweden (k = 1).  Overall, the included studies were rated as relatively high in 

methodological quality (M = 9.19; SD = 0.87; range = 8 to 11).   

Reports of child adjustment were primarily completed by children/adolescents (k = 16), 

and less frequently by parents (k = 4) or teachers (k = 1).  None of the included studies 

incorporated multiple raters of child adjustment using psychometrically adequate measures.  
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Parents reported on their own adjustment across all included studies.  All included studies of 

parenting behavior or the parent-child relationship used multi-informant methodology, and 

measures were completed by both parents and their children (k = 3).  Most evaluations of child 

adjustment assessed overall problems (k = 9) or depression (k = 6) using a variety of measures.  

Approximately two-thirds of the evaluations of parental adjustment assessed symptoms of 

depression (k = 8), primarily using the Center for Epidemiological Studies Depression Scale 

(CES-D; Radloff, 1977) and the Edinburgh Postnatal Depression Scale (EPDS; Cox, Holden, & 

Sagovsky, 1987).  Only three studies assessing parenting met the inclusion criteria with respect 

to a psychometrically sound measure.  Tables 3, 4, and 5 list the measures used in each study; 

Table 6 lists overall effect sizes; Tables 7, 8, and 9 indicate how often each measure was used. 

Measures were organized by construct: for measures of adjustment, measures were 

identified as assessing (i) overall problems (e.g., Child Behavior Checklist (CBCL) total score; 

Achenbach, 1991; Symptom Checklist–90–Revised; Derogatis, 1994), (ii) overall levels of 

externalizing symptoms (e.g., CBCL-externalizing subscale), (iii) overall levels of internalizing 

symptoms (e.g., CBCL-internalizing subscale), measures of symptoms specific to (iv) anxiety 

(e.g., Spence Children’s Anxiety Scale; Spence, 1997; Hopkins Symptom Checklist-25-anxiety 

subscale; Mollica et al., 1987), (v) depression (e.g., Children’s Depression Inventory; Kovacs, 

1985; HSCL-25-depression subscale; Mollica et al., 1987), or (vi) trauma (e.g., Child PTSD 

Symptom Scale; Foa et al., 2001), as well as a measure of (vii) self-esteem (SPPA; Harter, 

2012).  Measures of parenting were examined individually, as the measures in the included 

studies addressed parenting behavior (Alabama Parenting Questionnaire; Frick et al., 1999) and 

family functioning (McMaster Family Assessment Device; Epstein et al., 1983). 

Adjustment Among Immigrant and Refugee Youth 
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These analyses included 21 studies of child adjustment.  Effect sizes and 95% confidence 

intervals for each adjustment variable are reported in Tables 6 (full sample; top section) and 7 

(presented separately by migrant group—immigrant, refugee or combined); the individual effect 

size for each included study, for each measure of adjustment, are depicted in Figures 2 (youth 

self-report) and 3 (parent and teacher reports).  Across the full sample, children/adolescents and 

parents reported more problems than the normative sample across measures of overall problems 

(g = 0.53, youth self-report; 0.65, parent report).  Evaluations of symptoms of anxiety, 

depression, trauma and of self-esteem were completed solely by youth self-report.  These 

indicated that immigrant/refugee youth endorsed more symptoms of anxiety, fewer symptoms of 

depression and trauma, and higher levels of self-esteem compared to normative samples.  It is 

important to note that, apart from anxiety, the 95% confidence intervals of all other youth self-

reports of adjustment included zero, indicating that the effect sizes could also fall in the opposite 

direction.  This suggests that although the summary effect indicates differences between migrant 

samples and normative data, results must be interpreted with caution (Schünemann et al., 2020).   

Externalizing and internalizing problems were limited to parent reports of child 

adjustment.  In this single sample, parents reported fewer externalizing (g = -0.13), but more 

internalizing problems (g = 0.77) among their children compared to normative comparison 

groups.  The single sample of teacher-reported overall problems indicated fewer problems 

among migrant youth compared to the normative sample (g = -0.20); however, the 95% 

confidence interval included zero, necessitating caution in the interpretation of this result. 

Tests of heterogeneity (using the Q and I2 statistics) indicated that there was significant 

variability across all informants and all variables with multiple measures, so we examined 

reports of adjustment separately by migrant group.  Given the significant heterogeneity across 
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and within variables, we also grouped the analyses by measure to observe differences across 

tools used to assess child adjustment. 

As depicted in Table 7, when multiple assessment tools were available, we reported the 

summary effect for each adjustment variable (in bold) and indicated (with *) whether 

heterogeneity tests were significant; when only one measure was available, effects are for that 

measure.  In examining each migrant category independently, differences emerged: overall, 

refugee children/adolescents more consistently reported or were described by others as 

experiencing greater adjustment problems than normative samples: the summary effect sizes for 

each adjustment construct among refugee youth were generally above g = 0.80, whereas effect 

sizes calculated among immigrant-only and combined immigrant/refugee groups generally were 

lower (although still higher than normative comparisons), suggesting greater problems among 

refugee youth than among both their immigrant and normative comparison peers.  Conversely, 

the only study assessing self-esteem yielded stronger self-reported self-esteem among refugee 

youth than the normative sample, and the single study examining trauma among refugee youth 

indicated lower rates of trauma symptoms compared to normative comparisons.  In contrast, 

immigrant-only and combined samples of immigrant and refugee youth self-reported higher 

symptoms of trauma compared to normative samples.  This apparently counter-intuitive finding 

may be related to differences in the normative comparison groups’ characteristics and will be 

described in a subsequent section.  Further, immigrant-only samples self-reported higher levels 

of overall problems and symptoms of anxiety, but lower symptoms of depression, than 

comparison groups.   

When examined separately, the pattern of results across parent ratings of each migrant 

group replicated the pattern observed when all migrant groups were examined simultaneously 
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(Table 6), indicating that parents generally reported higher overall problems in both immigrant 

and refugee youth than normative comparisons.  Contrary to this, in the single study of combined 

immigrant and refugee youth, parents reported fewer externalizing, but more internalizing 

problems, among youth than in comparison groups.  Teacher ratings of overall problems were 

limited to a single study of refugee youth and indicated fewer problems among refugees 

compared to the normative sample.  However, given the small number of studies in each of these 

analyses, results must be interpreted with caution. 

Adjustment Among Immigrant and Refugee Parents 

These analyses included 10 studies of parental adjustment.  Effect sizes and 95% 

confidence intervals for each adjustment variable are reported in Tables 6 (full sample; middle 

section) and 8 (presented separately by migrant group); individual effect sizes for each study, for 

each measure of adjustment, are presented in Figure 4.  Compared to normative samples, 

immigrant/refugee parents reported greater adjustment problems across all measures of 

adjustment, including overall problems, anxiety, and depression.  As the Q and I2 statistics 

indicated significant variability across studies examining symptoms of depression; we once again 

conducted separate analyses for each migrant category, grouping results by measure. 

As seen in Table 8, when multiple assessment tools were available, we reported the 

summary effect for each adjustment variable (in bold) and indicated (with *) whether 

heterogeneity tests were significant; when multiple tools unavailable, effects were reported for 

each tool specifically.  In examining each migrant category independently, the pattern of results 

was similar to that above, except that although samples consisting of only immigrant or refugee 

parents continued to report higher levels of depressive symptoms than the normative samples, the 

one study that combined immigrant and refugee mothers reported lower symptoms of depression 
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than did the comparison group. 

Parenting in Immigrant and Refugee Families 

These analyses included three studies examining parenting.  Effect sizes and 95% 

confidence intervals for each parenting measure are reported in Tables 6 (full sample; bottom 

section) and 9 (presented separately by migrant group); the individual effect size for each 

included study are depicted in Figure 5.  Both youth and parent reports were limited to one 

measure each of parenting behavior and family functioning: respectively, the Alabama Parenting 

Questionnaire (APQ; Frick et al., 1999), which assessed parental monitoring and supervision, use 

of corporal punishment, positive parenting, parental involvement, and an additional set of 

discipline strategies (the inconsistent punishment subscale was removed from analyses due to 

inadequate reliability), and the general functioning subscale of the McMaster Family Assessment 

Device (FAD; Epstein et al., 1983), which assessed overall health within the family’s 

functioning.  Immigrant/refugee youth and parent reports converged on the lower use of 

problematic parenting behaviors by migrant parents than normative comparisons.  However, 

caution is required as the 95% confidence intervals for each of these reports included zero, 

indicating that the effect sizes could also fall in the opposite direction.  Reports also converged 

on measures of family functioning, with both youth and their parents reporting better functioning 

than normative samples.  To explore these reports across migrant groups, we once again 

conducted separate analyses for each category. 

As reported in Table 9, we reported effects for each tool individually because of the 

variability across what the tools were designed to measure.  Separate examination of each 

migrant group revealed the same pattern of results as described above; the only exception was 

when refugee youth reports were examined specifically, the confidence interval of the effect size 



PARENTING SUPPORT 75 

for youth reports of parenting behavior (on the APQ) no longer included zero. 

Discussion 

This study included a total of 31 independent samples evaluating adjustment and/or 

parenting among immigrant and/or refugee youth and parents.  It included studies published until 

the end of January 2020.  Twenty-five of these studies (17 assessing child adjustment; 8 parental 

adjustment) were not included in previous meta-analyses or systematic reviews of immigrant or 

refugee adjustment reviewed earlier.  Our searches did not yield any previous meta-analyses and 

systematic reviews of parenting focused specifically on the experiences of immigrant and 

refugee families; thus, we did not compare the studies of parenting included in our meta-analysis 

to previous reviews.   

A striking finding is the large number of studies that failed to meet inclusion criteria.  

Hundreds of studies were excluded because they did not use a measure we identified as being 

psychometrically adequate (k = 879).  Others used a measure for which there is evidence of 

psychometric adequacy, but did not present data in a manner consistent with the norms for the 

measure (k = 109) or scored the measure in a manner that diverged from the manual (k = 86).  

Finally, an additional 30 studies were excluded because either inadequate levels of reliability (k 

= 4) or no reliability data (k = 26) were reported.  Overall, almost one quarter of the articles 

assessed for eligibility had problematic measurement issues.  This suggests that a large 

proportion of studies in this area suffer from inadequate measurement of key constructs and 

raises important concerns about the interpretation of previous findings.  Of particular concern the 

large number of studies excluded due to failing to meet criteria with respect to measurement 

issues suggests that despite repeated calls to use measures with evidence of psychometric 

strength (e.g., Anderson et al., 2017; Blackmore et al., 2020; Bronstein & Montgomery, 2011; 
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Fellmeth et al., 2017; Falah-Hassani et al., 2015; Kien et al., 2019; Stevens & Vollebergh, 2008), 

the field remains replete with articles that have not addressed this issue. Of the 879 articles 

excluded for using a quantitative measure of adjustment or parenting without evidence of 

psychometric adequacy, over half (k = 535) were published in the past decade.  Further, of 

studies that used a measure with evidence of psychometric strength but were excluded for not 

reporting reliability data for their sample, or reported inadequate levels of reliability, the majority 

(k = 21) were published in the past 10 years.    

Our meta-analysis focused exclusively on studies that used a measure with evidence of 

reliability and validity in normative samples and reported adequate reliability in their 

immigrant/refugee samples.  Further, the included studies were rated as methodologically strong.  

Given the scientific strength of the included studies, we have confidence in our findings.  

However, it is important to bear in mind not only the effect size, but also its confidence interval.  

The precision of the confidence intervals of summary effect sizes is impacted by both the sample 

sizes of the included studies (as smaller samples may display greater variability across ratings) 

and variability between studies (Borenstein et al., 2009).  Summary effect sizes that yielded 

confidence intervals that included zero provide equivocal evidence of differences between 

reported adjustment problems and parenting constructs between immigrant/refugee samples and 

normative samples (Schünemann et al., 2020).  Given the high degree of heterogeneity across 

nearly all summary effect sizes and confidence intervals that include zero for many effects, these 

results must be interpreted with caution (Borenstein et al., 2009; Schünemann et al., 2020).    

This study adds to the existing literature on immigrants and refugees by examining 

adjustment among children, adolescents, and parents, as well as parenting.  The overall results of 

adjustment replicated the pattern found in previous meta-analyses and systematic reviews that 
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used psychometrically sound measures (e.g., Bronstein & Montgomery, 2011; Falah-Hassani et 

al., 2015), and indicated that immigrant/refugee youth and parents report greater adjustment 

problems compared to normative data, although this varied across migrant groups, informants, 

and adjustment variables.  The small number of studies of parenting measures yielded a pattern 

that was consistent between informants. 

Overall, migrant youth described themselves as having more symptoms of anxiety than 

normative groups.  Migrant youth also reported greater self-esteem, overall problems, and lower 

symptoms of depression and trauma than normative samples; however, the confidence intervals 

for these estimated summary effect sizes included zero.  Parents of migrant youth rated their 

children as displaying more overall and internalizing problems, but fewer externalizing 

problems, than comparison groups.  The single study that used teacher ratings yielded fewer 

overall problems among migrant youth compared to normative data, however, the confidence 

interval with respect to teacher-reported youth overall problems also included zero.  Parent 

reports of their own adjustment showed more overall problems, anxiety, and depression than in 

normative samples.  Both youth and parents reported fewer problematic parenting behaviors than 

normative samples; however, confidence intervals for parenting problems included zero for both 

parent and youth reports.  Further, parents and their children reported more positive family 

functioning than normative comparison groups.  Although moderator analyses might explain the 

variability in the studies across adjustment and parenting constructs, there were insufficient 

studies to pursue moderator analyses to explain this heterogeneity of effect sizes.   

Examination of these variables separately for immigrant, refugee, and combined samples 

revealed some consistencies and some differences between migrant groups in relation to 

normative comparison groups.  Both immigrant only and refugee only samples reported higher 
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anxiety than normative groups.  Among immigrant youth self-reports, the confidence intervals 

for all other constructs included zero.  Refugee youth also self-reported more depressive 

symptoms than normative samples; the confidence intervals for the estimates of self-esteem, 

overall problems, and trauma included zero.  A combined sample of immigrant/refugee youth 

self-reported greater levels of trauma than do normative samples.  Parent reports indicated 

greater overall problems among both immigrant and refugee samples than comparison groups; 

parents also reported greater internalizing, but lower externalizing, problems in a combined 

sample of immigrant/refugee youth compared to normative data.  Finally, teacher-reports were 

limited to refugee youth, and indicated fewer overall problems compared to the normative 

sample; however, the confidence interval included zero.   

Taken together, greater self-reported anxiety and parent-reported overall problems among 

both immigrant and refugee youth (compared to normative samples) emerged as robust findings 

across migrant groups.  The confidence intervals for these estimates did not include zero and the 

studies were methodologically high quality, and both factors increase confidence in our results.  

The interpretation of the other adjustment constructs is limited by the availability of a single 

sample per construct, and/or because the confidence interval of the summary estimate included 

zero.  These factors necessitate caution in the subsequent interpretation of results, as these 

findings provide equivocal evidence of differences in adjustment between immigrant or refugee 

youth adjustment and normative comparisons.  Potential explanations are explored below, first 

across all informants of child adjustment among immigrant samples, then refugee, and combined 

groups. 

In the current meta-analysis, results indicated that the only construct for which immigrant 

youth self-report more problems than do normative groups is in terms of anxiety, replicating past 
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reviews that evaluated anxiety among immigrant youth (e.g., Curtis et al., 2018).  Parent reports 

among immigrant youth were limited to one study examining overall problems.  Results of this 

study were consistent with past research (e.g., Dimitrova et al., 2016), indicating more problems 

among immigrant youth than normative comparisons.  Confidence intervals for summary effect 

size estimates of all other self-report constructs included zero, and the summary estimates of 

overall problems and depression indicated significant variability across studies.  Moderator 

analyses that may have helped explain this heterogeneity were precluded due to inadequate data.    

Results of self-reported overall problems and trauma symptoms were in the expected direction, 

indicating greater problems among immigrant youth than normative comparisons.  Immigrant 

youth, however, also self-reported fewer symptoms of depression than do comparison samples.  

This contradicts the finding of increased depressive symptoms among immigrant youth reported 

by Curtis and colleagues (2018) who did not limit their analysis to studies that used measures 

with evidence of reliability and validity, and the measures of the included studies were not 

described.  It is possible that our results differed due to the use of more stringent inclusion 

criteria for adjustment measures.   

Refugee youth self-reports indicated greater symptoms of anxiety and depression than 

both immigrant and normative comparison samples, replicating findings from past reviews 

limited to studies using psychometrically sound measures (e.g., Blackmore et al., 2020; 

Bronstein & Montgomery, 2011; Kien et al., 2019).  The current review included single studies 

that addressed self-reported self-esteem, self-reported trauma, and teacher-reported overall 

problems, and two studies of self-reported overall problems in refugee youth; for all these studies 

the confidence interval includes zero.  Numerous reviews have reported higher rates of trauma 

symptoms among refugee youth than comparison groups (e.g., Tam et al., 2017), or greater 
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mental health problems than nonmigrants (e.g., Porter & Haslam, 2005).  These reviews, 

however, employed less stringent inclusion criteria as studies were not limited to those that used 

measures with evidence of reliability and validity (Porter & Haslam, 2005; Tam et al., 2017), or 

measures were not described (Curtis et al., 2018).  Further, our findings are discrepant from past 

reviews that used psychometrically strong measures to assess PTSD (e.g., Bronstein & 

Montgomery, 2011).  However, studies in the review conducted by Bronstein and Montgomery 

(2011) that compared PTSD symptoms among refugee youth with a nonrefugee comparison 

group were limited to two studies, one of which focused on unaccompanied minors, the other 

included both accompanied and unaccompanied youth.  Consistent with past literature, it is 

possible that these unaccompanied youth reported higher levels of PTSD symptoms than 

accompanied refugee youth (Kien et al., 2019).  This may account for the discrepancy with the 

current meta-analysis, as we limited refugee samples to those accompanied by their parents.  In 

sum, it is possible that the exclusive use of psychometrically strong measures of adjustment and 

retaining only refugee youth accompanied by their parents may account for differences between 

the findings in our meta-analysis and previous reviews.  Additional potential explanations are 

explored below. 

To further explore the surprising finding in the current meta-analysis that refugee youth 

reported fewer symptoms of trauma than normative comparisons (whereas immigrant and 

combined samples reported greater symptoms than comparison groups), it may help to consider 

the comparison group.  The confidence interval with respect to trauma in refugee youth includes 

zero so does not replicate findings of greater symptoms of PTSD or trauma among refugee youth 

that also used psychometrically adequate measures (e.g., Blackmore et al., 2019; Bronstein & 

Montgomery, 2011; Kien et al., 2019), and these results must be interpreted with caution, as they 
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are limited to one sample.  This finding merits further attention, however, as it raises an 

important question about comparison samples: in attempting to understand this apparent 

discrepancy, it is possible that the comparison sample available for the measures of child and 

adolescent trauma may have impacted these results.  In this review, the one study that examined 

trauma symptoms in refugee youth used the Post-traumatic Stress Symptoms in Children (PTSS-

C; Ahmad et al., 2000) measure, a tool that has norms based on a nonmigrant sample from a 

community with a history of violence.  The study that used this measure reported lower levels of 

trauma symptoms among refugee samples compared to the normative sample.  Examination of 

reported rates of trauma symptoms across all immigrant, refugee, and combined samples, 

however, suggests that the comparison group may be an important consideration: studies that 

used measures developed with youth recruited from regions without a history of violence (i.e., 

children exposed to a natural disaster: Child PTSD Symptom Scale; Foa et al., 2001; community 

sample in a region without a history of disruption: Reactions of Adolescents to Traumatic Stress 

measure; Bean et al., 2006) reported higher rates trauma among immigrant and combined 

immigrant/refugee samples.  It is reasonable to infer that the comparison group for the PTSS-C 

was more comparable to the refugee sample included in this meta-analysis than the immigrant-

only and combined immigrant/refugee samples that used measures developed with qualitatively 

different normative groups, and may help to explain this variability in results.  Findings from this 

review are consistent with the interpretation proposed by Porter and Haslam (2005) that 

comparison groups who may have been exposed to high levels of conflict or violence may report 

adjustment challenges at rates comparable to refugee samples. This highlights the importance of 

considering the comparison group used when examining refugee adjustment.  

Finally, the results of a single study of externalizing problems in a combined sample of 
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immigrant and refugee youth (Aroian et al., 2009) yielded a finding that was inconsistent with 

previous reviews: parent reports indicated fewer problems than normative comparisons, and the 

confidence interval did not include zero.  Contrary to hypotheses, youth were rated as 

experiencing fewer externalizing (but more internalizing) problems than nonmigrant peers.  This 

finding is inconsistent with a past meta-analysis of externalizing problems among immigrant 

youth (Dimitrova et al., 2016).  This meta-analysis, however, did not describe the measures used 

to assess externalizing problems and the psychometric strength of the included measures is 

unknown.  In addition, this meta-analysis did not present results separately by raters of 

adjustment, therefore it is unclear whether this may also have contributed to the discrepancy in 

results between this meta-analysis and the current study.  Another potential explanation may 

include cultural expectations of behavior: in this study, all families were recruited from a 

culturally similar community in one city.  It is possible that the presentation of externalizing 

behavior is discouraged within the context of community expectations of behavior, which may 

have contributed to lower reported rates of externalizing problems (Aroian et al., 2009; Dwairy, 

2006).   

Across parental adjustment, self-reports among immigrant and refugee parents confirmed 

the pattern found in earlier syntheses of immigrant and refugee adults (e.g., Fazel et al., 2005), 

and provide preliminary evidence based on a small number of fathers (n = 198) that the findings 

based on mothers also apply to fathers.  When examined for each migrant group, results were 

fairly consistent with past reviews, however, the confidence interval of the estimate for higher 

overall problems in one sample of immigrant parents included zero and so does not replicate past 

reviews (e.g., Porter & Haslam, 2005).  Although the majority of the findings indicated greater 

problems among immigrant and refugee samples, one exception consisted of a single study that 
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combined immigrant and refugee mothers (Aroian et al., 2009) indicated that migrant mothers 

reported fewer symptoms of depression than do the normative comparison group.  This sample 

was recruited from a culturally similar community with strong community connections, and 

exploration of the sample’s characteristics may help to understand this discrepancy with past 

reviews.  Results suggested that mothers higher in social support reported significantly fewer 

depressive symptoms than mothers who reported lower support.  Low levels of social support is 

a well-recognized risk factor in the development of mental health difficulty (Falah-Hassani et al., 

2015; Fellmeth et al., 2017), and it is possible that the significant relationship between social 

support and depressive symptoms exerted a protective effect preventing mothers from 

developing higher rates of depressive symptoms.  These results point to the benefits of assessing 

potential moderators of adjustment – both risk and protective – to contextualize results and 

attempt to clarify differences between samples. 

Meta-analyses of parenting constructs yielded the same pattern of results when 

examining all samples together or when migrant groups were analysed separately.  This pattern 

was inconsistent with our hypothesis that immigrant and refugee families would report greater 

levels of problems across parenting behavior and the parent-child relationship.  Immigrant only 

and combined samples reported more positive family functioning than normative comparison 

groups.  Interestingly, one of these studies also assessed youth adjustment using a 

psychometrically sound measure (Slonim-Nevo et al., 2009), and found that immigrant youth 

self-reported fewer overall problems than the normative sample.  It is possible that in this sample 

lower rates of child adjustment problems were related to positive family functioning, consistent 

with past research examining family functioning and child behavior (e.g., Biglan, Flay, Embry, 

& Sandler, 2012).  Finally, refugee youth reported fewer problematic parenting behaviors than 
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do normative comparisons (Mellor et al., 2012); the confidence interval for parent reports 

included zero, providing equivocal evidence of differences between refugee and normative 

samples.  It is also important to note that none of the studies included in the parenting meta-

analysis also included validated measures of parental adjustment, signifying a gap the examining 

the interrelationship between child and parental adjustment and parenting in these diverse 

families. 

Taken together, some of our results based on strong methodological studies were 

consistent with previous reviews in finding that immigrant and refugee youth reported higher 

anxiety than normative comparison groups; in addition, our data replicate the findings with 

respect to depressive symptoms among refugee youth.  Further, parent reports indicated greater 

overall problems in both immigrant and refugee youth compared to normative samples, as well 

as greater internalizing problems in a combined sample of immigrant/refugee youth as compared 

to nonmigrant peers.  We also found differences in terms of self-reported depression symptoms, 

as refugee youth reported greater symptoms than normative data, whereas immigrant youth 

reported fewer symptoms than comparison groups.  Further, immigrant only and combined 

immigrant/refugee samples reported greater trauma symptoms than normative samples, however, 

refugee youth reported less trauma symptoms than normative data.  Parent self-reports of their 

adjustment were mainly consistent with past reviews, and our investigation of parenting behavior 

and the parent-child relationship yielded very few studies that used psychometrically sound 

measures. 

All of the included studies used psychometrically strong measures and were rated as high 

in methodological quality.  Some of our results that were inconsistent with past reviews (lower 

self-reported depression among immigrant youth, higher self-reported self-esteem and lower 
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trauma symptoms, and lower teacher-reported overall problems among refugee youth) may have 

differed in the psychometric strength of the measures used to assess these constructs.  For 

instance, past reviews including depression among immigrant youth (e.g., Curtis et al., 2018), 

and among refugee youth examining self-esteem (Marley & Mauki, 2019), trauma (Curtis et al., 

2018; Tam et al., 2017), and overall distress (e.g., Porter & Haslam, 2005) did not restrict their 

studies to those that used measures with evidence and reliability and validity (Fazel et al., 2012; 

Marley & Mauki, 2019; Porter & Haslam, 2005; Reed et al., 2012; Tam et al., 2017; van Os et 

al., 2016), or measures were not described (e.g., Curtis et al., 2018; Dimitrova et al., 2016).  It is 

possible that the inclusion of psychometrically weak or untested measures could account for 

some of these differences in results. 

Limitations, Strengths and Future Research 

 This systematic review and meta-analysis paints a troubling picture of the literature on 

adjustment and parenting among immigrant and refugee families.  Many potentially eligible 

studies were excluded on review of the full text because measures were often unidentified, did 

not have evidence of adequate reliability and validity, or reported inadequate reliability.  In 

addition, many studies were excluded because there was insufficient information in the article to 

confirm eligibility (e.g., did not report generational status, number of years in host country, or 

whether participating adults were parents), or because data in the primary studies were collapsed 

across eligible and ineligible groups (e.g., newcomers and nonnewcomers) and data for the 

eligible group could not be extracted.  Only 31 studies met inclusion criteria indicating a small 

number of scientifically sound studies with sound measurement of the constructs of interest.   

The results must be considered preliminary due to small number of studies (i.e., parenting 

behavior, parent-child relationship; individual measures of adjustment; teacher reports of child 
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adjustment) that met our inclusion criteria.   

Given the significant variability across included studies, it would have been ideal to 

explore potential explanations for this heterogeneity using moderator analyses.  However, the 

sample of studies did not permit us to conduct moderator analyses with adequate power, limiting 

the ability to examine variability in effect sizes across the included studies.  Authors of past 

meta-analyses have presented such analyses with fewer available studies.  For example, 

Blackmore and colleagues’ (2020) meta-analysis of eight studies of refugee youth presented 

subgroup analyses to examine variability in prevalence rates of mental disorders.  Subgroup 

analyses were presented for each diagnostic category and included from four to seven studies.  

Despite having more available studies of immigrant or refugee samples, we decided not to 

pursue moderator analyses as it is generally not recommended to pursue such analyses with 

fewer than 10 samples to achieve adequate power to strengthen the interpretation of results 

(Borenstein et al., 2009).        

In addition, the use of normative comparison groups of each measure of adjustment or 

parenting enabled us to be more inclusive with study methodology (i.e., we were not limited to 

studies that included a nonmigrant comparison group), but it also raised significant challenges: 

this required careful confirmation that each included study used the full measure in a manner 

consistent with its manual or published norms to calculate effect sizes.  Many studies were 

excluded (k = 86) because the measure’s items and/or scoring had been modified or data were 

presented in a way that was inconsistent with the published norms.  In addition, accessing 

appropriate norms developed with nonmigrants – particularly for trauma measures – was 

challenging: for several measures, we were only able to access samples that were exposed to 

civil war or violence, which may have impacted the results of this meta-analysis.  Further, very 
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few studies were located that assessed parenting with psychometrically adequate measures 

among immigrant and refugee families, reinforcing a gap identified in previous systematic 

reviews (van Os et al., 2016).  Finally, included studies rarely assessed both child or parental 

adjustment and parenting, making it impossible to determine whether adjustment accounted for 

differences in parenting. 

 This meta-analysis is the first to include both immigrant and refugee youth and their 

parents.  It is also the first to incorporate both adjustment and parenting constructs and adds to 

the existing literature of these potentially vulnerable families.  As international migration 

continues to grow (United Nations High Commissioner for Refugees, 2020) and research about 

immigrant and refugee experiences expands, it is essential not only to regularly integrate new 

data to determine if early findings still apply or identify emerging trends, it is also crucial to 

continue reviewing findings to inform the development of appropriate mental health and 

parenting supports that may be helpful.  This meta-analysis supports these two aims: first, by 

examining reports of child adjustment and parenting separately by raters, important differences 

between raters emerged, reinforcing the importance of considering who is reporting.  Although 

this is consistent with the general literature on child adjustment (Achenbach et al., 1987; De Los 

Reyes et al., 2015) and parenting behavior (Hou et al., 2020), it is an important reminder to 

consider the informant when examining the experiences of immigrant and refugee families.  Past 

reviews highlighted challenges in drawing clear conclusions between immigrant and refugee 

youth and attributed this to variability across raters (e.g., Stevens & Vollebergh, 2008) or did not 

differentiate between informants (e.g., Kien et al., 2019).  Moving forward, presenting results for 

individual informants may help clarify the adjustment experiences among immigrant and refugee 

youth, as parents’ and teachers’ report may provide a different picture than youth self-reports. 
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Table 1 

Literature Reviews of Child Adjustment  
 

Study Results Methodological considerations 
Blackmore et al., 2020 
 
(Meta-analysis of refugee 
and asylum-seeking youth: 
8 studies of accompanied 
youth) 

Main results: 
• Overall, rates of PTSD (22.71%), anxiety (15.77%), depression (13.81%), and ADHD 

(8.6%) diagnoses were higher in refugee samples than worldwide prevalence rates; rates 
were lower for ODD (1.69%)  

Moderators of adjustment: 
• Years in host country: Prevalence of all diagnoses (except ADHD) were higher among those 

displaced less than 2 years 
• Visa Status: Higher prevalence of PTSD and ADHD were associated with insecure visa 

status; higher depression and anxiety were both associated with refugee visa status 
• Language: Lower prevalence of PTSD was associated in studies that conducted diagnostic 

interviews in the native language of refugee child/adolescent; this was associated with 
higher prevalence rates of both depression and anxiety disorders 

• Residence: Lower PTSD was associated with current residence status (i.e., those residing in 
the local community fared better than those living in refugee facility/reception center); 
living in the community was associated with higher prevalence of depression and anxiety 
 

• Small number of studies limited 
generalizability of findings 

• Subgroup analyses for sex 
could not be calculated because 
of lack of reported data for: 
PTSD, depression 

• Inclusion criteria: Studies 
needed to use a diagnostic 
interview to determine 
diagnosis 

Bronstein & 
Montgomery, 2011 
 
(Systematic review of 
refugee youth: 22 studies) 

Main results: 
• Prevalence rates (proportion of youth scoring above clinical cut-off of measure) varied 

across studies: PTSD (ranged from 19 – 54%), depression (3 – 30%) and general 
internalizing and externalizing behaviors were high among refugee youth  

Group differences or correlates of adjustment: 
• Age: Older refugee youth reported significantly higher levels of PTSD symptoms and 

externalizing and internalizing behavior than younger refugees 
• Gender: Girls reported higher levels of internalizing behavior, overall emotional distress, 

and depression. Boys reported higher total difficulties and conduct problems. Results for 
PTSD were mixed 

• Country of origin: Youth from Eritrea, Ethiopia, and Guinea reported greater symptoms of 
internalizing and externalizing behavior; Ethiopian youth of the Oromo community reported 
higher PTSD scores; Chinese youth reported overall lower levels of distress 

• Specific pre-migratory adverse events (e.g., parental separation, personal injury, violent 
death of a family member) were correlated with increased scores of PTSD. Cumulative 
adverse events predicted or were correlated with increased scores on measures of 
internalizing and externalizing behavior, PTSD, and depression 

• Limited to self-report data 
• Data not presented separately 

for accompanied and 
unaccompanied refugee minors 

• Heterogeneity between 
populations and methods 
precluded meta-analysis 

• Not all included studies 
involved a nonmigrant 
comparison group 

• Inclusion criteria: Studies 
needed to use a measure with 
evidence of psychometric 
adequacy 
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Study Results Methodological considerations 
• Specific post-migration stressors (e.g., unstable asylum status or failed claims, low levels of 

support, discrimination, more restricted living arrangements, lower language level, poorer 
financial situation), were associated with increased levels of PTSD, depression, or 
internalizing behavior across studies 
 

Curtis et al., 2018  
 
(Systematic review of 
migrant youth: 47 studies; 
38 specific to mental 
health) 

Main results: Included immigrant, refugee, and asylum-seeking youth 
• PTSD symptoms were higher among refugee youth and depression and anxiety symptoms 

were higher among immigrant youth compared to nonmigrant peers: 
o PTSD prevalence rates among refugee youth varied widely, from 20 to 84% of 

children reported clinically significant levels of symptoms 
Group differences or correlates of adjustment: 
• Among refugee youth: 

o Unaccompanied youth were at a higher risk of PTSD than accompanied youth 
o The number of stressful events positively correlated with PTSD symptoms 
o Effect of age on symptoms was unclear, as age differences were often unreported 
o Effect of gender among refugees was hard to determine, as boys tended to be 

overrepresented. Available results varied from no gender difference to higher 
prevalence among girls for symptoms of PTSD, stress, anxiety, and depression 

o Newly arrived refugee youth reported high levels of anxiety and depression 
o Cumulative pre- and post-migration stressors (e.g., insecure status in host country, 

frequent changes in housing, school, and social connections) may exacerbate 
symptoms and contribute to deterioration over time 

• Among immigrant youth: 
o Stress, anxiety, and depression symptoms appear to vary according to level of 

psychological adaptation 
o The potential relationship between age or gender and mental health outcomes was 

mixed across studies 
 

• Limited to studies conducted in 
Europe 

• Heterogeneity across measures 
precluded meta-analysis 

• Limited to self-report data 
• Did not present data comparing 

immigrant to refugee youth 
• Includes studies of “return 

migrants” who migrated back to 
country of origin 

• Did not describe measures used 
(use of measures with evidence 
of psychometric adequacy was 
not an inclusion criterion) 

Dimitrova et al., 2016  
 
(Meta-analysis of 
immigrant youth: 51 
studies) 

Main results: Examined academic, externalizing, and internalizing adjustment among first-
generation immigrant youth 
• Overall, immigrant youth reported somewhat poorer adjustment across internalizing and 

externalizing problems, and slightly better academic adjustment than comparison groups 
Moderators of adjustment:  
• Host region: immigrant youth in Northern Europe reported significantly more externalizing 

problems than youth in Southern Europe; those in Western Europe reported significantly 
more internalizing problems than those in Northern or Southern Europe 

• Developmental stage: adolescent (compared to child) samples reported significantly more 
externalizing problems, whereas child samples reported greater internalizing problems. 

• Limited to studies conducted in 
Europe  

• Comparison group could be 
either nonmigrant or 2nd 
generation immigrant samples 

• Did not describe measures used 
(use of measures with evidence 
of psychometric adequacy was 
not an inclusion criterion)  

• Did not specify how they 
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Study Results Methodological considerations 
• Gender: samples with fewer girls reported increased academic problems 
• Socio-economic status (SES): Samples with lower SES reported higher academic 

adjustment problems 
• Residence: Immigrants with long-term residence in the host country reported fewer 

externalizing problems compared to those more recently arrived 
• Family reunification positively related to lower internalizing and academic problems 

 

accounted for multiple 
informants’ ratings in the meta-
analyses 

Fazel et al., 2005  
 
(Meta-analysis of refugee 
youth: 5 studies) 

Main results: Refugee children 
• Five studies assessing children identified: all evaluated PTSD and yielded an overall 

prevalence of 11% (7–17%); no studies of depression, anxiety, or other disorders among 
children identified 

Moderators of adjustment: 
• None presented (tests of heterogeneity not significant) 

• Limited to studies conducted in 
western countries 

• Limited to studies that recruited 
from the general population 
(excluded clinic-referred 
samples) 

• Excluded studies using self-
report questionnaires 

• Inclusion criteria: Studies 
needed to use an interview-
based psychiatric survey 
 

Fazel et al., 2012 
 
(Systematic review of 
refugee and internally 
displaced youth: 44 
studies) 
 

Main results: 
• Increased risk of reporting symptoms of internalizing disorders or trauma if they were 

directly exposed to violence (prior to and following migration), were girls, family had poor 
financial support or unstable post-migration housing, experienced discrimination, or their 
parents exhibited poorer parental mental health 

• Decreased risk when they reported stronger social support (family cohesion, support from 
peers, positive school experiences) and more stable resettlement conditions in the host 
country 
 

• Methodological and clinical 
heterogeneity precluded meta-
analysis 

• Synthesis of results did not 
differentiate between 
informants 

• Use of measures with evidence 
of psychometric adequacy was 
not an inclusion criterion 
 

Kien et al., 2019 
 
(Systematic review of 
refugees and asylum-
seeking youth: 47 studies) 

Main results: 
• Prevalence rates (presented as interquartile ranges) varied widely across studies of PTSD 

(19.0 to 52.7%), major depression (10.3 to 32.8%), anxiety disorders (8.7 to 31.6%), and 
emotional and behavioral problems (19.8 to 35.0%) 

Group differences or correlates of adjustment: 
• Rates of disorder or problems higher among unaccompanied minors than accompanied 

minors 
• Assessment method: studies using clinical interviews to diagnose PTSD or depression 

yielded lower prevalence rates than studies relying on self-report or proxy-questionnaires; 

• Limited to studies conducted in 
Europe 

• Few studies (k = 5) included a 
nonmigrant comparison group 

• High and unexplained 
heterogeneity across outcomes 
impeded meta-analysis 

• Data not presented separately 
for informants of adjustment 
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Study Results Methodological considerations 
not reported for anxiety disorders or emotional/behavioral problems (relied on self-
report/proxy-questionnaires)  

• Inclusion criteria: Studies 
needed to use a measure with 
evidence of psychometric 
adequacy 
 

Marley & Mauki, 2019 
 
(Systematic review of 
refugee youth: 11 studies) 

Main results: 
• Despite adversity, refugee youth who reported higher levels of these protective factors also 

reported more positive outcomes: peer social support, family unity and parental/familial 
support, social support from ethnically similar community members, self-esteem, parental 
education, maintaining one’s cultural identity, school connectedness/feeling safe, 
community connectedness, and innovative social care services 

• One study evaluating emotional distress among unaccompanied refugee minors indicated 
that older age was associated with poorer mental health outcomes 

• Synthesis of results did not 
differentiate between 
informants 

• Synthesis of results did not 
differentiate between constructs 
of adjustment, referring to 
“positive outcomes” generally 

• Use of measures with evidence 
of psychometric adequacy was 
not an inclusion criterion  

• Evaluation of methodological 
quality rated most (8/11) of the 
included studies as above 
average in quality  
 

Porter & Haslam, 2005  
 
(Meta-analysis of refugees 
and internally displaced 
adults and youth: 56 
studies: 16 included 
child/adolescent samples) 

Main results: 
• Overall, refugees’ (including children, adolescents, and adults) mental health was 

moderately poorer (d = 0.41) than nonrefugee comparison groups 
Moderators of adjustment: 
• Child and adolescent refugees displayed better adjustment than adults 
 

• Comparison groups varied 
widely across studies 

• Results mainly not presented 
separately by age or 
developmental stage 

• Authors calculated an average 
effect size when multiple 
measures of adjustment were 
included in a single sample 

• Use of measures with evidence 
of psychometric adequacy was 
not an inclusion criterion 
 

Reed et al., 2012 
 
(Systematic review of 
refugee youth: 27 studies) 

Main results: 
• Gender: Girls were at a heightened risk for internalizing problems, whereas boys exhibited 

increased risk for externalizing problems 
• Pre-migration exposure to violence, resettlement in a refugee camp, and being internally 

displaced emerged as more general risk factors for mental health problems 

• Methodological and clinical 
heterogeneity precluded meta-
analysis 

• Synthesis of results did not 
differentiate between 
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Study Results Methodological considerations 
• Repatriation to one’s country of origin emerged as protective factor among forcibly 

displaced youth 
 

informants 
• Use of measures with evidence 

of psychometric adequacy was 
not an inclusion criterion 
 

Stevens & Vollebergh, 
2008 
 
(Systematic review among 
labour/economic migrant 
youth: 20 studies) 

Main results: 
• The results across included studies varied widely, and did not unequivocally identify an 

increased risk of mental health problems among migrant youth compared to nonmigrant 
peers: in some samples, migrant youth were reported to have better adjustment than 
nonmigrants, other studies revealed no differences, or better adjustment among nonmigrants 

• However, authors note that few studies accounted for different informants of child 
adjustment, or when these reports differed when evaluating the same children. Authors 
proposed that these differences could be explained by (1) true differences in 
child/adolescent behavior across contexts, (2) differences across informants in what 
constitutes “problem” behavior and meets the threshold for reporting it, or (3) biases that 
may be inherent in self-, parent, or teacher reports of problems 
 

• Limited to labour migrants 
• Authors noted that few studies 

reported on the reliability or 
validity of the instruments used 
with the migrant sample. 

• Inclusion criteria: Studies 
needed to use a measure with 
evidence of psychometric 
adequacy 

Tam et al., 2017 
 
(Systematic review of 
forcibly displaced youth: 
11 studies) 

Main results: 
• Eleven longitudinal studies (of seven independent samples) identified PTSD prevalence 

rates as staying relatively stable over time, though the number of longer-term longitudinal 
studies was limited: rates ranged from 20 to 48.7% (baseline), 10 to 48.3% (after 1 year; k = 
7), 18 to 48% (2 to 3 years; k = 2), 8 to 38% (6 years; k = 2), and 35% (12 years; k = 1) 

Group differences or correlates of adjustment: 
• Greater symptoms of post-traumatic stress were reported by youth who reported greater 

exposure to potentially traumatic stressors and/or stressors associated with daily 
life/resettlement, who were older, and those who also reported greater symptoms of 
depression and/or anxiety 

• Findings examining differences in (1) time since displacement and (2) between girls and 
boys were either inconsistent or no association was found. However, girls were the minority 
(15.5 to 35%) in all included studies 
 

• Samples included internally and 
externally displaced youth, 
unaccompanied and 
accompanied refugee youth 

• Heterogeneity precluded meta-
analysis 

• Authors described the overall 
quality of studies as low 

• Synthesis of results did not 
differentiate between 
informants 

• Use of measures with evidence 
of psychometric adequacy was 
not an inclusion criterion 
 

van Os et al., 2016 
 
(Systematic review of 
mental health problems 
among recently arrived 
accompanied refugee 

Main results: 
• The most common mental health problems reported by refugee youth on arrival were 

symptoms of PTSD, depression and anxiety disorders, impacting up to half of 
unaccompanied minors and accompanied minors, though this varied across studies 

Group differences or correlates of adjustment: 
• Among accompanied youth 

• Heterogeneity across 
instruments and definitions of 
refugee precluded meta-analysis  

• Synthesis of results did not 
differentiate between 
informants 
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Study Results Methodological considerations 
youth: 8 studies) o The number of adverse life events and (if separated from parents) the duration of 

separation was associated with increased risk of PTSD symptoms 
o Greater exposure to violence was associated with increased internalizing, externalizing, 

and PTSD symptoms 
o The effect of age was mixed: older youth appeared to have increased risk of PTSD 

symptoms in two studies, but not in the others 
 

• Use of measures with evidence 
of psychometric adequacy was 
not an inclusion criterion 
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Table 2 

Literature Reviews of Adult Adjustment 
 

Study Results Methodological considerations 
Anderson et al., 2017 
 
(Meta-analysis of 
immigrant and refugee 
mothers: 53 studies) 

Main results: 
• No evidence for overall increased risk of antenatal or postnatal depression among 

migrant women in included studies, except when results were presented separately 
by host country: migrant women in Canada displayed increased risk for antenatal 
and postnatal depression compared to samples in the United States and Australia 

• Authors suggested characteristics of the included samples may have impacted these 
results, but available data were insufficient to conduct additional analyses 

• Majority of studies (50 of 53) investigated depression alone; two assessed 
depression in combination with (1) anxiety) and (2) PTSD; one assessed any 
diagnosis 

Moderators of adjustment: 
• Sensitivity analyses stratified by measure and host country did not explain 

heterogeneity of effect sizes when examining risk for antenatal or postpartum 
depression (lack of data availability precluded further analyses) 
 

• Due to high heterogeneity, authors did 
not report pooled estimate, and 
conducted sensitivity analyses that 
excluded all studies rated at a high risk 
of bias 

• Inclusion criteria: Studies needed to use 
a measure with evidence of 
psychometric adequacy 

Falah-Hassani et al., 
2015  
 
(Meta-analysis of 
immigrant mothers: 22 
studies) 

Main results: 
• Overall, immigrant women were 1.5 to 2 times more likely to report postpartum 

depressive symptoms than nonmigrant women 
Moderators of adjustment: 
• Shorter time in host country, lower social support, poorer marital adjustment and 

perceived insufficient household income were associated with greater symptoms 
 

• Inclusion criteria: Studies needed to use 
a measure with evidence of 
psychometric adequacy 

Fazel et al., 2005  
 
(Meta-analysis of refugee 
adults: 20 studies) 

Main results: Refugee adults 
• Presented meta-analytic results specifically for larger studies (N = 200+), which 

yielded estimates of PTSD of 9% (99% CI 8–10%), and 5% (4–6%) for major 
depression, with evidence of a high psychiatric comorbidity between the two.  
Prevalence rates of generalized anxiety disorder were estimated at 4% (3-6%) 
o Far fewer studies available for psychotic disorder (k = 2) 

Moderators of adjustment: 
• Methodological quality: Larger surveys with greater methodological rigor yielded 

lower prevalence rates than studies lower in methodological quality, although 
heterogeneity was maintained when examining findings from larger studies alone 
 

• High heterogeneity across samples 
• Low number of studies used in meta-

analysis itself reduces generalizability 
• Use of measures with evidence of 

psychometric adequacy was not an 
inclusion criterion  
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Study Results Methodological considerations 
Fellmeth et al., 2017 
 
(Meta-analysis of 
immigrant and refugee 
mothers: 40 studies) 
 

Main results: Results collapsed across immigrant and refugee mothers 
• Migrants from low- and middle-income countries (LMIC) reported higher rates of 

depression than nonmigrants in high-income countries (HIC) and LMIC, though 
the pooled mean scores on measures of depression were below the clinical cut-offs.  

• Results from individual studies suggest that rates of anxiety and PTSD were also 
high, but data were insufficient to calculated pooled estimates 

Moderators of adjustment: 
• Women with a previous history of depression and low social support appeared to 

be more likely to report perinatal depression 
 

• Data not presented separately for 
immigrants and refugees 

• High heterogeneity across studies 
• Inclusion criteria: Studies needed to use 

a measure with evidence of 
psychometric adequacy 

Porter & Haslam, 2005 
 
(Meta-analysis of refugees 
and internally displaced 
adults and youth: 56 
studies) 

Main results: 
• Overall, refugees’ mental health was moderately poorer (d = 0.41) than nonrefugee 

comparison groups 
Moderators of adjustment: 
• More years in host country associated with more positive outcomes (though many 

studies included participants with relatively short duration in host) 
• Region of origin: refugees from Europe reported more negative outcomes than 

refugees from Asia and Middle East  
• Status in host country: Refugees reported poorer adjustment than immigrants  
• However, when exposure to violence was accounted for, immigrants who had been 

exposed reported adjustment that was comparable to refugees 
• Studies higher in methodological quality yielded smaller effect sizes 
• Gender: women reported poorer outcomes than men 

 

• Comparison groups varied widely across 
studies (e.g., some comparison groups 
had likely been exposed to high levels of 
violence due to ongoing conflict, other 
comparison groups were from more 
peaceful regions) 

• Use of measures with evidence of 
psychometric adequacy was not an 
inclusion criterion 
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Table 3 

Characteristics of Child Adjustment Studies 
 

Study Status Country of origin Host country 
(years in host) 

Sample: N, M 
(SD) age & age 

rangea 
Informant Construct (measure); 

reliability in sample 
Methodological 
Quality Rating 

Ahmad et al., 
2008 

Refugee Kurdistan regions of 
Turkey, Iran, Iraq, 
Syria, Lebanon 

Sweden (7.9) N = 111; M (SD): 
NR, 6–18 

Youth Trauma (PTSS-C); α = 
.85 

10 

Aroian et al., 
2009  

Immigrant 
& 
refugee 

Iraq; Lebanon; Others United States 
(8.4) 

N = 635; 13.8 
(1.2), 11–15 

Parent EXT; INT (CBCL); α = 
.90–.92 

8 

Bean et al., 2007 Immigrant 
& 
Refugee 

111 countries Belgium, 
Netherlands 
(“Recent”) 

N = 1,130; 15.3 
(1.8), 13–18 

Youth Trauma (RATS); α = 
.73b   

9 

Cho & Haslam, 
2010 

Immigrant South Korea United States 
(2.3) 

N = 70; 16.6 
(1.1), range: 
NR 

Youth Depression (BDI-II); α 
= .87 

8 

Cleary et al., 
2018 

Immigrant El Salvador; 
Guatemala; 
Honduras 

United States 
(1.3) 

N = 101; 15.4 
(1.7), 12–17 

Youth Anxiety (SCAS); 
Depression (PHQ-9); 
Trauma (CPSS); α = 
.84–.94 

8 

Dimitrova & 
Chasiotis, 
2012 

Immigrant Serbia Italy (< 10.0) N = 124; 9.2 
(1.5), 7–12 

Youth Depression (CDI); α = 
.71 

9 

Eruyar et al., 
2018 

Refugee Syria Turkey (2.1) N = 263; 11.6 
(1.9), range: 
NR 

Parent Overall problems 
(SDQ-P); α = .71 

10 

Giordano et al., 
2019 

Asylum-
seeker 

Syria; Palestine Italy (< 3.0) N = 271; 10.0 
(2.1), 6–14 

Parent Overall problems 
(SDQ-P); α = .73 

9 

Hamdan-
Mansour et 
al., 2017 

Refugee Syria Jordan (< 6.0) N = 250; 11.4 
(3.1), 6–18 

Youth Overall problems 
(SDQ-S); α = .81 

10 
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Study Status Country of origin Host country 
(years in host) 

Sample: N, M 
(SD) age & age 

rangea 
Informant Construct (measure); 

reliability in sample 
Methodological 
Quality Rating 

Table 3 continued…  
Jaycox et al., 

2002 
Immigrant Mexico, El Salvador, 

Guatemala, Korea, 
Russia; Armenia 

United States 
(< 3.0) 

N = 1,004; 11.4 
(1.8), 8–15 

Youth Trauma (CPSS); α = 
.89 

8 

Kovacev & 
Shute, 2004 

Refugee Former Yugoslavia Australia 
(“New”) 

N = 83; 15.3 
(1.5), 12–19 

Youth Self-esteem (SPPA)c; α 
= .71 

8 

Muller et al., 
2019  

Refugee Afghanistan, Syria, 
Iraq 

Germany (1.8) N = 30; 15.1 
(2.0), range: 
NR 

Youth Overall problems 
(HSC-37-A); α = .88 

9 

Quinlan et al., 
2016 

Refugee Middle East, East 
Asia, Africa 

Australia  
(< 1.0) 

N = 42; INT: 
15.8 (1.3), 
COM: 15.0 
(1.7), range: 
NR 

Teacher Overall problems 
(SDQ-T); α = .76 

9 

Short & 
Johnston, 
1997 

Immigrant Hong Kong Canada (1.4) N = 97; Girls: 8.6 
(1.7), Boys: 
8.0 (1.8), 6–11 
yrs 

Parent Overall problems 
(CBCL); α = .95 

9 

Shoshani et al., 
2016 

Immigrant Asia, Philippines, 
Eastern Europe, 
South America, 
Africa, Middle East 

Israel (7.8) N = 128; 14.9 
(2.0), age 
range: NR 

Youth Overall problems 
(BSI); α = .74 

11 

Slonim-Nevo et 
al., 2009 

Immigrant Former Soviet Union Germany; 
Israel (6–8 
months) 

N = 195; 
Germany: 14.2 
(2.0); Israel: 
16.0 (1.2); 12–
18 

Youth Overall problems 
(BSI); α = .94 

10 

Slonim-Nevo & 
Sharaga 2000 

Immigrant Former Soviet Union Israel (“New”) N = 75; 15.0 
(NR), 14–17 

Youth Overall problems 
(BSI); α = .96 

10 

Stein & Polo, 
2014 

Immigrant Mexico, Central or 
South America 

United States 
(7.7) 

N = 77; 13.1 
(0.7), 11–15 

Youth Depression (CES-DC); 
α = .79 

10 
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Study Status Country of origin Host country 
(years in host) 

Sample: N, M 
(SD) age & age 

rangea 
Informant Construct (measure); 

reliability in sample 
Methodological 
Quality Rating 

Table 3 continued…  
Tummala-Narra 

& Claudius, 
2013 

Immigrant Caribbean, South & 
Central America, 
Asia, Middle East, 
Africa 

United States 
(6.3) 

N = 49; 15.4 
(NR), 13–19 

Youth Depression (CES-DC); 
α = .85 

8 

Yayan & 
Duken, 2019 

Refugee Syria Turkey (< 7.0) N = 738; 11.9 
(3.1), 7–18 

Youth Anxiety (STAIC); 
Depression (CDI); α 
= .74–.78 

9 

Yayan et al., 
2020  

Refugee Syria Turkey (< 7.0) N = 1,115; 10.5 
(2.8), 9–15 

Youth Anxiety (STAIC); α = 
.78 

9 

Sample column: COM = comparison group; INT = intervention group; Construct (measure) column: EXT = Externalizing symptoms; INT = Internalizing 
symptoms; Overall = measures of overall problems NR: Not reported 

BDI-II: Beck Depression Inventory, 2nd edition; BSI: Brief Symptom Inventory; CBCL: Child Behavior Checklist; CDI: Child Depression Inventory; CES-
DC: Center for Epidemiological Studies Depression Scale for Children; CPSS: Child PTSD Symptom Scale; HSC-37-A: Hopkins Symptom Checklist-37 
for Adolescents; PHQ-9: Patient Health Questionnaire–Depression scale; PTSS-C: Post-traumatic Stress Symptoms in Children; RATS: Reactions of 
Adolescents to Traumatic Stress; SCAS: Spence Children’s Anxiety Scale; SDQ: Strengths & Difficulties Questionnaire (-S: child self-report; -P: parent 
report; -T: teacher report), total problem score; SPPA: Self-Perception Profile for Adolescents; STAIC: State-Trait Anxiety Inventory for Children 

a: Mean (SD) & age range reported in years, unless indicated as months 
b: Internal consistency reported in Derluyn, Mels, & Broekaert (2009) with an overlapping sample 
c: The effect direction for this measure was reversed so that higher scores reflect worse functioning 
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Table 4 

Characteristics of Parental Adjustment Studies 
 

Study Status Country of origin 

Host 
country 
(years in 

host) 

Sample: N, M (SD) age & age 
rangea 

      Parents | Children 

Measured 
child 

adjust? 

Construct 
(measure); 

reliability in 
sample 

Methodological 
Quality Rating 

Alhasanat-
Khalil et 
al., 2018 

Immigrant Yemen, Lebanon, Iraq, 
others 

United 
States 
(7.8) 

N = 115 
mothers; 29.3 
(5.3), 19–40 

NR No PP-Depression 
(EPDS); α = 
.79 

9 

Aroian et al., 
2009  

Immigrant 
& 
refugee 

Iraq; Lebanon; Other 
Arab countries 

United 
States 
(8.4) 

N = 635 
mothers; 44.5 
(8.4), range: 
NR 

N = 635; 
13.8 (1.2), 
11–15 

Yes Depression 
(CES-D); α = 
.91 

8 

Beeber et 
al., 2010  

Immigrant Latina (mainly 
Mexico) 

United 
States 
(5.3) 

N = 80 mothers; 
INT: 26.2 
(6.1); COM: 
26.5 (5.8), 
range: NR 

N = 80; INT: 
1.3 (1.0), 
COM: 1.4 
(1.0), 0.1–
3.0 

No Depression 
(CES-D); α = 
.90 

10 

Costigan & 
Koryzma, 
2011 

Immigrant People’s Republic of 
China, Taiwan, 
Hong Kong, 
Singapore; Other 

Canada 
(7.0) 

N = 177; fathers: 
44.7 (4.6), 
mothers: 41.7 
(4.0), range: 
NR 

N = 177; 
11.8 (1.8), 
10–14 

No Depression 
(CES-D); α = 
.83–.88 

9 

Kirchner et 
al., 2011 

Immigrant Colombia, Bolivia, 
Ecuador, Peru, 
Honduras, Paraguay 

Spain 
(2.4–
4.6) 

N = 105; fathers: 
36.9 (8.9), 
mothers: 34.9 
(8.3), range: 
NR 

NR No Overall 
problems 
(SCL-90-R); 
α = .97 

10 

Lecompte & 
Rousseau, 
2018 

Immigrant Bangladesh, Comoros, 
Ghana, Haiti, India, 
Morocco, Mexico, 
Pakistan, Sri Lanka, 
Turkey, Tunisia 

Canada 
(8.0) 

N = 37 mothers; 
M & range: 
NR; 86% 
between ages 
20–40 

N = 37; 37.0 
(19) 
months, 
0.42–5 yrs 

No Anxiety, 
Depression 
(HSCL-25); α 
= .79–.88 

9 

         
         



PARENTING SUPPORT 124 

Study Status Country of origin 

Host 
country 
(years in 

host) 

Sample: N, M (SD) age & age 
rangea 

      Parents | Children 

Measured 
child 

adjust? 

Construct 
(measure); 

reliability in 
sample 

Methodological 
Quality Rating 

Table 4 continued…  
Mohammad 

et al., 
2018 

Refugee Syria Jordan 
(<7.0) 

N = 365 
mothers; M: 
NR, 18–45 

NR No PP-Depression 
(EPDS); α = 
.76 

11 

Nakash et 
al., 2016 

Asylum-
Seeker 

Eritrea Israel (< 
6.0) 

N = 38 mothers; 
M: NR, 20–37 

NR No PP-Depression 
(EPDS); α = 
.72 

9 

Short & 
Johnston, 
1997 

Immigrant Hong Kong Canada 
(1.3–
1.4) 

N = 97; mothers 
of boys: 37.0 
(4.0), of girls: 
37.7 (4.1), 
range: NR 

N = 97; 
Boys: 8.0 
(1.8), 
Girls: 8.6 
(1.7), 6–
11 

Yes Depression 
(CES-D); α = 
.89 

9 

Sim et al., 
2018  

Refugee Syria Lebanon 
(< 3.0) 

N = 291 
mothers; 31.8 
(8.2), range: 
NR 

N = 291; 7.4 
(3.2), 2–
12 

No Overall 
problems 
(DASS-21); α 
= .91 

9 

COM = comparison group; INT = intervention group; NR: Not reported; PP-Depression = Measure of depression used in postpartum period 
All measures completed by parents as self-report; CES-D: Center for Epidemiological Studies Depression Scale; DASS-21: Depression Anxiety Stress 

Scales: EPDS: Edinburgh Postnatal Depression Scale; HSCL-25: Hopkins Symptom Checklist-25; SCL-90-R: Symptom Checklist-90-Revised 
a: Mean (SD) & age range reported in years, unless indicated as weeks or months 
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Table 5 

Characteristics of Parenting Studies 
 

Study Status Country of 
origin 

Host 
country 

(yearsa in 
host) 

Sample: N, M (SD) age & age 
rangea 

Parents | Children 

Measured 
child 

adjust? 

 Measure 
(informant); 
reliability in 

sample 

Methodological 
Quality Rating 

Cyril et al., 
2016 

Immigrant 
& refugee 

Africa Australia 
(7.3) 

N = 269 parents; 
39.6 (7.9), 
range: NR 

N = 273; 14.7 
(1.9), 12–17 

No FAD (Parent & 
Youth); α = 
.78–.82 

8 

Mellor et al., 
2012 

Refugee Sudan, Somalia, 
DRC, Burundi, 
Djibouti, 
Kenya, 
Tanzania 

Australia 
(7.2) 

N = 99 parents; 
40.9 (7.0), 
range: NR 

N = 100; 15.0 
(1.7), 13–17 

No APQ (Parent & 
Youth)b; α = 
.71–.87 

10 

Slonim-Nevo 
et al., 2009 

Immigrant Former Soviet 
Union 

Germany, 
Israel (6–
8 months) 

N = 391 mothers & 
fathers; 
Germany: 39.2 
(5.5)–41.1 (5.7); 
Israel: 41.5 
(5.2)–43.1 (7.1), 
range: NR 

N = 195; 
Germany: 
14.2 (2.0); 
Israel: 16.0 
(1.2), 12–18 

Yes FAD (Mothers, 
Fathers & 
Youth); α = .72 

10 

NR: Not reported; Parents = indicates both fathers and mothers participated  
APQ: Alabama Parenting Questionnaire; FAD: McMaster Family Assessment Device (general functioning subscale)  
a: Mean (SD) & age range reported in years, unless indicated as months  
b: The effect direction for two subscales of this measure were reversed so that higher scores reflect worse functioning  
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Table 6 

Overall Effect Sizes of Child Adjustment, Parental Adjustment, and Parenting across Informants 
 

Variable Overall Hedges’ g [CI] Range of g Heterogeneity Tests 
Child adjustment: positive measures 

Self-esteem (k = 1) -0.11 [-0.37 to 0.16], p = .44  -0.11 -- 
Child adjustment: problems 

Youth self-report    
Overall problems (k = 5) 0.53 [-0.45 to 1.51], p = .29 -0.68 to 1.68 Q(4) = 573.70, p < .01; I2 = 99.30 

Anxiety (k = 3) 0.87 [0.50 to 1.24], p < .01 0.36 to 1.15 Q(2) = 47.61, p < .01; I2 = 95.80 
Depression (k = 6) -0.12 [-1.20 to 0.95], p = .82 -1.70 to 1.77 Q(5) = 834.65, p < .01; I2 = 99.40 

Trauma (k = 4) -0.18 [-1.08 to 0.71], p = .69 -1.55 to 0.55 Q(3) = 231.27, p < .01; I2 = 98.70 
Parent report    

Overall problems (k = 3) 0.65 [0.39 to 0.92], p < .01 0.29 to 0.82 Q(2) = 19.87, p < .01; I2 = 89.93 
Externalizing (k = 1) -0.13 [-0.23 to -0.03], p = .01 -0.13 -- 
Internalizing (k = 1) 0.77 [0.67 to 0.88], p < .01 0.77 -- 

Teacher report    
Overall problems (k = 1) -0.20 [-0.51 to 0.10], p = .19 -0.20 -- 

Parental adjustment: problems 
Parent self-report    

Overall problems (k = 2) 2.14 [2.00 to 2.28], p < .01 2.13 to 2.15 Q(1) = 0.02, p = .89; I2 = 0.00 
Anxiety (k = 1) 1.36 [1.03 to 1.68], p < .01 1.36 -- 

Depression (k = 8) 0.96 [0.001 to 1.917], p = .050 -1.11 to 2.22 Q(7) = 1890.90, p < .01; I2 = 99.63 
Parenting: problems 

Youth report    
APQ (k = 1) -0.28 [-0.60 to 0.04], p = .09 -0.28 -- 
FAD (k = 2) -0.38 [-0.60 to -0.17], p < .01 -0.49 to -0.27 Q(1) = 4.00, p < .05; I2 = 75.01 
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Variable Overall Hedges’ g [CI] Range of g Heterogeneity Tests 
Table 6 continued…    

Parent report    
APQ (k = 1) -0.09 [-0.45 to 0.27], p = .64 -0.09 -- 
FAD (k = 2) -0.55 [-0.78 to -0.32], p < .01 -0.66 to -0.43 Q(1) = 6.04, p = .01; I2 = 83.45 

Note: A positive effect size reflects greater problems 
APQ: Alabama Parenting Questionnaire; FAD: McMaster Family Assessment Device (general functioning subscale) 
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Table 7 

Effect Sizes of Adjustment in Immigrant, Refugee, and Combined Samples of Children/Adolescents 
 

Variable Immigrant only: 
Overall Hedges’ g [CI] 

Refugee only: 
Overall Hedges’ g [CI] 

Combined:  
Overall Hedges’ g [CI] 

Youth report: Positive Measures, Self-esteem   
SPPA -- -0.11 [-0.37 to 0.16] (k = 1) -- 

Youth report: Problems    
Overall Problems  -- 0.94 [-0.54 to 2.42] * (k = 2) -- 

BSI (GSI) 0.26 [-0.78 to 1.29] * (k = 3) -- -- 
HSC-37-A -- 0.18 [-0.19 to 0.54] (k = 1) -- 

SDQ-S -- 1.68 [1.55 to 1.82] (k = 1) -- 
Anxiety -- -- -- 

SCAS 0.36 [0.16 to 0.56] (k = 1) -- -- 
STAIC -- 1.10 [1.02 to 1.18] (k = 2) -- 

Depression -0.50 [-1.64 to 0.64] * (k = 5) -- -- 
BDI-II -0.60 [-3.14 to 1.95] (k = 1) -- -- 

CDI 0.04 [-2.50 to 2.58] (k = 1) 1.77 [1.67 to 1.87] (k = 1) -- 
CES-DC -0.77 [-2.58 to 1.03] * (k = 2) -- -- 

PHQ-9 -0.42 [-2.97 to 2.12] (k = 1) -- -- 
Trauma -- -- -- 

CPSS 0.14 [-0.23 to 0.50] (k = 2) -- -- 

PTSS-C -- -1.55 [-4.05 to 0.95] (k = 1) -- 

RATS -- -- 0.55 [0.47 to 0.64] (k = 1) 

Parent report: Problems    
Overall problems -- -- -- 

CBCL Total score 0.29 [0.08 to 0.50] (k = 1) -- -- 
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Variable Immigrant only: 
Overall Hedges’ g [CI] 

Refugee only: 
Overall Hedges’ g [CI] 

Combined:  
Overall Hedges’ g [CI] 

Table 7 continued…    
SDQ-P -- 0.81 [0.72 to 0.89] (k = 2) -- 

Externalizing -- -- -- 
CBCL Externalizing scale -- -- -0.13 [-0.23 to -0.03] (k = 1) 

Internalizing -- -- -- 
CBCL Internalizing scale -- -- 0.77 [0.67 to 0.88] (k = 1) 

Teacher report: Problems    
Overall problems -- -- -- 

 SDQ-T -- -0.20 [-0.51 to 0.10] (k = 1) -- 
Note: A positive effect size reflects greater problems; * = tests of heterogeneity (Q statistic) < .05 

BDI-II: Beck Depression Inventory, 2nd edition; BSI: Brief Symptom Inventory; CBCL: Child Behavior Checklist; CDI: Child Depression 
Inventory; CES-DC: Center for Epidemiological Studies Depression Scale for Children; CPSS: Child PTSD Symptom Scale; HSC-37-A: 
Hopkins Symptom Checklist-37 for Adolescents; PHQ-9: Patient Health Questionnaire–Depression scale; PTSS-C: Post-traumatic Stress 
Symptoms in Children; RATS: Reactions of Adolescents to Traumatic Stress; SCAS: Spence Children’s Anxiety Scale; SDQ: Strengths & 
Difficulties Questionnaire (-S: child self-report; -P: parent report; -T: teacher report), total problem score; SPPA: Self-Perception Profile for 
Adolescents; STAIC: State-Trait Anxiety Inventory for Children 
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Table 8 

Effect Sizes of Adjustment in Immigrant, Refugee, and Combined Samples of Parents 
 

Variable Immigrant only: 
Overall Hedges’ g [CI] 

Refugee only: 
Overall Hedges’ g [CI] 

Combined: 
Overall Hedges’ g [CI] 

Parent self-report: 
Problems 

   

Overall problems -- -- -- 
DASS-21 -- 2.13 [1.95 to 2.31] (k = 1) -- 

SCL-90-R 2.15 [-5.36 to 9.67] (k = 1) -- -- 
Anxiety -- -- -- 

HSCL-25 Anxiety scale 1.36 [1.03 to 1.68] (k = 1) -- -- 
Depression 0.97 [0.13 to 1.81] * (k = 5) -- -- 

CES-D 1.16 [0.11 to 2.22] * (k = 3) -- -1.11 [-1.21 to -1.01] (k = 1) 
EPDS 0.12 [-1.71 to 1.95] (k = 1) 1.94 [1.44 to 2.45] * (k = 2) -- 

HSCL-25 Depression scale 1.27 [-0.58 to 3.12] (k = 1) -- -- 
Note: A positive effect size reflects greater problems; * = tests of heterogeneity (Q statistic) < .05 

CES-D: Center for Epidemiological Studies Depression Scale; DASS-21: Depression Anxiety Stress Scales: EPDS: Edinburgh Postnatal 
Depression Scale; HSCL-25: Hopkins Symptom Checklist-25; SCL-90-R: Symptom Checklist-90-Revised 
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Table 9 

Effect Sizes of Parenting in Immigrant, Refugee, and Combined Samples of Families 

 

Variable Immigrant only: 
Overall Hedges’ g [CI] 

Refugee only: 
Overall Hedges’ g [CI] 

Combined: 
Overall Hedges’ g [CI] 

Youth Self-report   -- 
APQ -- -0.28 [-0.46 to -0.10] (k = 1) -- 
FAD -0.49 [-0.65 to -0.34] (k = 1) -- -0.27 [-0.42 to -0.13] (k = 1) 

Parent Report    
APQ -- -0.09 [-0.29 to 0.12] (k = 1) -- 
FAD -0.66 [-0.77 to -0.55] (k = 1) -- -0.43 [-0.58 to -0.28] (k = 1) 

Note: A positive effect size reflects greater problems 
APQ: Alabama Parenting Questionnaire; FAD: McMaster Family Assessment Device (general functioning subscale) 
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Figure 1 

Flowchart of Included and Excluded Studies  
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37,488: Records identified through 
databases 

19,349: 
Duplicates removed 

13,513: 
Abstracts excluded 

4,595: Articles excluded 

• 941: No quantitative data presented 
• 879: Did not use measure from list 
• 739: Did not meet immigrant/refugee 

criterion 
• 693: Qualitative data only 
• 321: Did not meet family criterion 
• 242: Data not presented separately for 

eligible group 
• 203: Unavailable in English/French 
• 148: Review or meta-analysis 
• 109: Data inconsistent with norms 
• 101: Did not meet adjustment or 

parenting criteria 
• 86: Measure used/scored inconsistently 

with manual 
• 54: Duplicate 
• 29: Full text of article not located 
• 26: Reliability of measure not reported 

with immigrant/refugee sample 
• 12: Articles with overlapping samples 
• 8: Appropriate norms not located 
• 4: Inadequate reliability reported 

18,139: Total records identified; 
screened against title and abstract 

4,626: Articles assessed for 
eligibility 

31: Unique samples 
(43 articles) met all criteria and 

included 
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                Study         Sample Size: I/R      Norms                            Hedges’ g                              Status        Measure    Weight (%) 

Figure 2 

Individual & Summary Effect Sizes: Child Adjustment (Youth Self-Reports) 
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                Study         Sample Size: I/R      Norms                       Hedges’ g                                  Status             Measure          Weight (%) 
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Figure 3 

Individual & Summary Effect Sizes: Child Adjustment (Parent and Teacher Reports) 
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Figure 4 

Individual & Summary Effect Sizes: Parental Adjustment 
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Figure 5 

Individual & Summary Effect Sizes: Parenting

                Study                  Sample Size: I/R      Norms            Hedges’ g                 Status              Measure         Weight (%) 
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Abstract 

We present preliminary multimethod, multi-informant data on a new measure of adherence 

(Practitioner Session Reflection Tool) that invited practitioners to report on their adherence and 

content modifications to an evidence-based parenting program.  Fifty-two practitioners from 12 

community agencies submitted 361 self-reports; a subset of 23 practitioners submitted 63 audio-

recordings to permit additional ratings by a coding team.  Results support the feasibility of using 

the self-report tool in community settings and preliminary evidence of reliability and convergent 

validity.  The comparison of ratings across practitioner self-report and external coders yielded 

low correlations between informants.  This may highlight the different contexts from which 

informants identify and report on adherence, rather than as a measure of reporting accuracy.  We 

review the implications of these results for adherence measurement using multiple informants, 

study limitations, clinical implications, and future directions for research. 

Keywords: adherence, parenting, measure development, multiple informants 

Clinical Impact Statement:  

We present data on a new self-report adherence measure that may be a useful tool for 

practitioners to reflect on their delivery of a parenting program and promotion of parents' self-

regulation. 
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Multimethod Adherence Measurement in an Evidence-Based Parenting Program 

Effective parenting is linked to positive emotional and behavioral adjustment among 

children (Biglan, Flay, Embry, & Sandler, 2012), whereas ineffective or harsh parenting 

practices are associated with negative outcomes in child development (Clément, Gagné, & Lee, 

2014; Gerschoff et al., 2018).  There is abundant evidence that programs based on social learning 

theory are efficacious in supporting and enhancing positive parenting (Barlow, Parsons, & 

Stewart-Brown, 2005; Rothenberg, Weinstein, Dandes, & Jent, 2019).  This study presents 

preliminary data on a new practitioner self-report measure of adherence in the delivery of a 

parenting intervention (Sheshko, Lee, & Gagné, 2015).  To evaluate the usefulness of this tool in 

a community setting, we examine three issues.  First, we assessed practitioners’ completion rates.  

Second, we examined the internal consistency and interrater reliability of the new self-report tool 

and an observational measure designed to assess the same variables (Kirby & Sanders, 2014a, 

2014b).  Finally, for a subset of participants, we compared self-report adherence data to coder 

ratings based on the observational measure. 

Evidence-based parenting interventions are designed to increase the frequency of positive 

interactions among parents and children, promote parental consistency, and enhance parents’ 

skills to support children’s emotional development (Scott & Gardner, 2015).  The Triple P – 

Positive Parenting Program is designed to offer a range of supports that vary in their intensity 

(Sanders, 1999, 2012).  The Group Triple P program, consisting of four group sessions, three 

individual sessions (typically conducted by phone), and an eighth group session, is offered to 

parents of children with behavioral challenges.  A core concept in the delivery of Triple P is self-

regulation: the capacity to self-regulate one’s attention, thoughts, feelings, and behaviors 

emerges early in life and is associated with more positive outcomes; it includes skills in self-
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efficacy, self-sufficiency, goal setting and self-monitoring, and personal agency, which then 

support independent problem-solving (Sanders, Turner, & Metzler, 2019).  Self-regulation 

involves responding to cues from others about one’s behavior to enable the individual to monitor 

and regulate his or her own behavior (Karoly, 1993).  Triple P encourages parents to use cues 

from their child’s behavior (e.g., noticing signs of escalating child behavior) and awareness of 

their own reactions (e.g., becoming frustrated) to regulate their parenting behavior (Sanders, 

1999; Sanders & Mazzucchelli, 2013).  Triple P promotes self-regulation in parents, with the aim 

that there will be cascading positive effects as a parent’s self-regulation is strengthened, so does 

their child’s capacity to self-regulate (Sanders et al., 2019).  In each session, practitioners invite 

parents to take an active role in setting their own goals for change, selecting the strategies they 

wish to try, and gathering data to assess their usefulness.   

Measurement of Adherence in Evidence-Based Programs 

Following the demonstration of program efficacy, evaluating effectiveness requires 

assessment of its implementation (Dozois et al., 2014).  Effective implementation of efficacious 

programs requires monitoring both the implementation of service and the associated changes in 

client behavior (Dozois et al., 2014).  A key issue is the extent to which a program is delivered in 

a manner that is consistent with its evidence base (Forgatch, Patterson, & DeGarmo, 2005). 

Fidelity to the evidence base, also referred to as treatment fidelity, implementation fidelity, and 

treatment integrity, is a multi-faceted construct that includes such elements as adherence, 

competence, and differentiation (Allen, Shelton, Emmons, & Linnan, 2017; Perepletchikova, 

Treat, & Kazdin, 2007).  Adherence is the extent to which the program is delivered in 

accordance with the core elements of its evidence base (Forgatch, Patterson, & DeGarmo, 2005), 

competence refers to the skill with which the practitioner delivers the program, and 
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differentiation is the degree to which an intervention protocol can be consistently distinguished 

from other protocols (Schoenwald, Garland, Southam-Gerow, Chorpita, & Chapman, 2011).  

Each facet captures an individual feature that may have a unique impact on therapeutic change 

(Perepletchikova et al., 2007).  Meta-analytic research has found that programs implemented 

with higher levels of adherence yield greater effect sizes than do those that deviate from their 

empirical base (Forgatch & DeGarmo, 2011).  The focus of this study is on adherence. 

There are multiple ways to assess adherence, including routine self-assessment by 

practitioners and ratings by other people.  The Triple P program encourages practitioners to 

complete a session-specific checklist after each session (Sanders, Markie-Dadds, & Turner, 

2000) indicating whether they completed each activity described in the manual for that session.  

Session checklists are designed to promote reflective practice.  They do not address adjustments 

to the content’s presentation and do not assess adherence to the program’s underlying principles 

(e.g., self-regulation in Triple P).  Observational measures of adherence to parenting programs 

include content checklists consistent with the program manual (e.g., Parent-Child Interaction 

Therapy; Lyon & Budd, 2010 and Triple P).  Others also include a measure of process adherence 

(e.g., Parent Management Training – Oregon model; Knutson, Forgatch, Rains, & Sigmarsdóttir, 

2009); these code underlying processes present across sessions regardless of content and focus 

on how the program is delivered.  Despite growing acknowledgement of the importance of 

measuring adherence (e.g., Meyers, Durlak, & Wandersman, 2012), the psychometric strength of 

its measures is rarely reported (Schoenwald & Garland, 2013). 

Flexible Delivery and Adherence in Triple P 

To optimize outcomes in the delivery of an evidence-based program practitioners are 

encouraged to deliver the program in a way that is both adherent and sensitive to client needs 
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(Kendall, Gosch, Furr, & Sood, 2008).  Eyberg (2005) considered three ways that delivery of 

Parent-Child Interaction therapy could be adjusted.  Practitioners are routinely encouraged to 

tailor the program by adjusting content or its delivery (e.g., teaching skills in a more concrete or 

abstract fashion) to suit clients’ needs.  Structural changes to the program’s delivery or major 

content changes, such as adaptations (or changes to a standard protocol, often for a new 

population) or modifications (when the treatment developer implements universal changes to an 

existing protocol), are made by the developer, and tend not to be encouraged by practitioners.  

To guide practitioners in their delivery of Triple P, the program’s developer distinguished 

between practitioner adaptations with a low or high risk of diminishing program efficacy 

(Mazzucchelli & Sanders, 2010; Sanders, 2012).  Low risk adaptations may enhance program 

efficacy as they address client needs, whereas high risk adaptations are likely to reduce program 

efficacy.  Low risk adaptations to program content include using pertinent examples; useful 

process adaptations include modifying program length to adjust to client needs.  High risk 

content adaptations include removing or replacing program material; high risk process 

adaptations include a practitioner advising a parent to use or avoid particular parenting strategies 

(instead of promoting self-regulation through discussing the pros and cons of a particular 

strategy, the rationale behind its use, and exploring instances where it may be more useful). 

Research by Lau and colleagues (2017) examining self-reported adaptations to five 

evidence-based programs implemented in children’s mental health services (including Triple P) 

asked practitioners to indicate how frequently they made changes; researchers then categorized 

these as either augmenting (i.e., modifying how session content is presented, integrating 

supplemental material, and extending the length of the program) or reducing/reordering (i.e., 

removing or rearranging the order of components and condensing the program) adaptations.  In 
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this context, augmenting adaptations are similar to Eyberg’s (2005) definition of tailoring and 

echo Mazzucchelli and Sanders’ (2010) recommendations for low risk variations.  Reducing or 

reordering adaptations are comparable to Mazzucchelli and Sanders’ (2010) description of high-

risk variations and go beyond acceptable levels of tailoring (Eyberg, 2005).  Across all five 

programs practitioners more frequently reported augmenting than reducing adaptations (Lau et 

al., 2017).  Triple P provides practitioners with a tool to consider what information is presented 

(i.e., content adherence).  A tool that allows them to reflect on their adherence to how they 

deliver it may be very beneficial in ensuring that the program is implemented both as effectively 

and flexibly as possible (Forehand, Dorsey, Jones, Long, & McMahon, 2010).   

Multiple Assessment Perspectives 

 The benefits of examining multiple perspectives are well-established in services for 

children (Hunsley & Mash, 2018).  A robust literature shows that agreement between raters is 

imperfect for rating children’s behavior (e.g., De Los Reyes & Kazdin, 2005) and therapeutic 

alliance (e.g., McLeod, Southam-Gerow & Kendall, 2017).  In a seminal meta-analysis 

conducted by Achenbach, McConaughy, and Howell (1987) of agreement across raters in multi-

informant, multimethod assessments of child and adolescent psychopathology, correspondence 

across raters was consistently low to moderate (average Pearson r = 0.28; Achenbach et al., 

1987; De Los Reyes et al., 2015).  Despite this robust finding, researchers persist in viewing 

converging reports as a measure of reporting accuracy, treating discrepancies as error or an 

artifact of measurement (De Los Reyes, Thomas, Goodman, & Kundey, 2013). 

In examining reports of program adherence by different raters, discrepancy is also 

common.  For example, therapist and observational ratings of adherence to interventions for 

adolescent behavior problems were only weakly correlated (Hogue, Dauber, Lichvar, Bonek, & 
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Henderson, 2013).  Herschell, Quetsche, and Kolko (2019) examined concordance between 

different raters in a family intervention and found low rates of agreement, with clinicians and 

caregivers reporting higher adherence than did expert raters.  In both cases, researchers attributed 

these discrepancies to overestimation by clinicians and caregivers. 

Measurement experts have proposed that discrepancies may reflect unique contributions 

influenced by the different perspectives of the raters (De Los Reyes, Henry, Tolan, & 

Wakschlag, 2009; Hunsley & Mash, 2018).  In the field of child psychopathology, De Los Reyes 

and Kazdin (2005) proposed that discrepancies among raters may be, in part, related to the 

perspective from which the rater perceives the behavior.  For example, when informants are 

asked to rate a behavior (e.g., parents reporting on a child’s disruptive behavior), they may 

access information from memory that confirms its presence, potentially at the expense of 

disconfirming information.  Further, De Los Reyes and colleagues (2017) proposed guidelines 

for interpreting results from multiple raters not only when they converge, but also when they 

diverge or may compensate for one another, as relying on convergence as a measure of 

adherence may neglect important information that may come from diverging or compensating 

results.  From an adherence perspective, it may be helpful to consider the context from which 

practitioners, clients, supervisors, and/or observational raters report on program adherence. 

We present preliminary adherence data in the delivery of Group Triple P, including 

practitioner self-reports and ratings on a subset of the data by a coding team.  In line with 

previous research (e.g., Herschell et al., 2019), we anticipated that practitioners would report 

higher content and process adherence than would be rated by the coding team. 

Method 

Participant Characteristics 
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This study was part of a project evaluating the implementation of Triple P in Québec, 

Canada (Delawarde-Saïas, Gagné, Brunson, & Drapeau, 2018; Gagné, Thomas, Delawarde, 

Daly, & Brunson, 2017).  Participants in this study (N = 52) were front line practitioners from 12 

agencies trained and accredited in Group Triple P for parents of children under age 12.  Across 

agencies, one to 18 practitioners delivered Group Triple P (per agency: M = 4.25; SD = 5.02; 

agency information unknown for one practitioner).  A subset of practitioners (n = 23) consented 

to audio-record sessions to permit coding of their adherence (Table 1).  Across the seven 

agencies represented in this subset, one to nine practitioners delivered Group Triple P (per 

agency: M = 3.29; SD = 2.66).  Chi square and t-test analyses indicated that practitioners who 

submitted recordings did not differ demographically from those that did not.  Demographic data 

for the full sample and subsample are presented in Table 1.  

Sampling Procedures 

Self-report measurement of adherence.  Throughout 2014 and 2015, 68 practitioners 

were trained in Group Triple P.  They were followed for two years (January 2015 to December 

2016) and invited to complete the self-report measure after each group session they delivered.  

Fifty-two practitioners completed self-reports of adherence for group sessions yielding a 76.5% 

participation rate among trained practitioners.  A total of 75 groups were registered in the 

project; as each includes five group sessions, the total number of potential submissions of the 

PSRT is 375.  Participants submitted 361 valid entries with full or partial adherence data (96.3% 

response rate) and are nested within several levels: each group program included five 

submissions of the self-report, some practitioners ran multiple groups, and many of the agencies 

had multiple practitioners delivering Group Triple P. 

Coding ratings of adherence.  Audio-recording of sessions for adherence coding required 
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approval by agency managers, practitioners, and parents.  One agency did not consent to record 

sessions; lack of parental consent (n = 12 groups; 60 sessions), discomfort among practitioners or 

their agency (n = 2 groups; 10 sessions), and recording equipment failure or practitioner error (n 

= 12 sessions) account for the remaining unrecorded sessions.  Twenty-three practitioners from 

seven agencies submitted 66 audio-recordings yielding a 48.0% participation rate in submitting 

audio-recordings across practitioners and accounted for 17.6% of all completed group sessions.  

Of these recordings, 63 were usable (in which the full session was recorded, and audio quality 

was sufficient for coding).  The three submitted sessions with recording problems were excluded.  

All procedures were conducted in French; measures were translated into French for this study, 

and all procedures were approved by ethical review boards in Québec (the Integrated University 

Center for Health and Social Services – CIUSSS; #MP-CJQ-IU-13-017) and the University of 

Ottawa (#H03-15-08). 

Measures 

Self-report measurement of adherence.  The Practitioner Session Reflection Tool 

(PSRT; Sheshko, Lee, & Gagné, 2015) is a 12 to 17-item tool that takes approximately 10 

minutes to complete.  Part one of the PSRT assessed adherence to program content; part two 

focuses on adherence to the self-regulation framework as a measure of process adherence.  The 

number of items varies across sessions as each group session consists of a different number of 

session activities.  Further, not all items on the process portion (part two) are applicable to the 

early group sessions (e.g., promoting generalization of strategies cannot occur before all 

strategies are introduced, thus item 8 is not applicable until later group sessions).  A copy of the 

PSRT for the first group session is included as Appendix A.1  Copies of the PSRT for each 

 
1 Included as Appendix G in dissertation 
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session are available from the first author. 

In part one of the PSRT, practitioners indicate whether they conducted each session 

component as described in the program manual, then they describe any changes by checking all 

that applied from: I (a) added elements, (b) removed elements, (c) adapted activity, (d) replaced 

an element with another, or (e) dropped activity, and then select the reason for this change (e.g., 

perceived irrelevance to the clients, insufficient time in session; categories were drawn from 

Asgary-Eden and Lee, 2011).  At the end of the measure, the practitioner can describe in a text 

field the nature of the modifications.  The PSRT yields frequency of reported changes to session 

content and reasons for these changes. 

Part two of the PSRT consisted of eight items.  Participants were asked to indicate on a 

three-point scale (from “not at all” scored zero to “a lot” scored two points) the extent to which 

s/he used the self-regulation framework with parents during the session.  An additional option, 

“not applicable in this session,” was available.  Example items included “I invited parents to 

develop their own parenting goals” and “I invited parents to select the strategies that they wanted 

to employ,” drawn from Sanders and Mazzucchelli (2013).  The items applicable to each session 

were averaged to enable comparison across sessions and the average across sessions was 

calculated. 

Coder ratings of adherence.  Two measures of adherence were rated by a coding team: 

the Coder Session Review Tool (CSRT) and the Adherence Measure for Process Quality in 

Standard Triple P (AMPQ; Kirby & Sanders, 2014a, 2014b).  All audio recordings were de-

identified by research staff before files were uploaded to a secure shared drive for the coding 

team.  The CSRT paralleled the measure completed by practitioners after each session.  The 

AMPQ, a coding system created by the developer of Triple P, addressed processes common to 
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all sessions.  Items of the AMPQ focused on collaborative interaction with parents and the use of 

the self-regulation framework to support parents in developing and pursuing their own realistic 

goals.  Fifteen items were rated at a global level on a scale from “Not Present” (scored 1) to 

“Fully Present” (scored 4), yielding a total process adherence score (range: 15–60).  Higher 

scores indicated higher use of the self-regulation framework.  We calculated a percentage score 

that indicated practitioners’ use of opportunities to promote self-regulation.  To our knowledge, 

this is the first published study to use this measure and prior psychometric data are not available. 

Coding team.  A three-person coding team consisting of the first author, a doctoral 

student in clinical psychology, and a senior undergraduate in psychology completed 30 hours of 

training in the coding system.  Didactic training delivered by an accredited Triple P trainer (the 

second author) provided an overview of the Triple P program and the self-regulation model.  The 

team then reviewed the CSRT and AMPQ, practiced and discussed coding as a group, then 

independently practiced coding.  Once the team agreed at a rate of 80.0% across codes, coders 

rated recordings individually.  Of these recordings, 20.0% were coded by at least one additional 

rater to calculate inter-rater reliability.  The coding team met regularly to prevent coder drift, 

review questions and resolve discrepancies.  The coder completed the CSRT as s/he listened to 

the audio-recording to assess adherence to session content.  After listening to the recording, the 

coder completed measures of process adherence, as outlined in Appendix B.2 

Results 

Feasibility of PSRT in Community Implementation 

 Across the two years of the project, practitioners conducted 75 groups and completed 370 

PSRTs, yielding self-report adherence data for 98.7% of group sessions.  Of these, nine 

 
2 Included as Appendix H in dissertation 
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submitted PSRTs did not include any adherence data; 361 included full or partial data and 

represented 96.0% of group sessions.  

Reliability of Adherence Measures 

Internal consistency.  To evaluate the reliability of the adherence measures, we 

calculated the internal consistency of part two of the PSRT (self-regulation checklist) and the 

AMPQ using Cronbach’s alpha.  As a content checklist that changes every session, part one of 

the PSRT/CSRT did not lend itself to measures of internal consistency.  Reliability analyses 

demonstrated “good” (i.e., α = .80 – .89) levels of internal consistency (Hunsley & Mash, 2018) 

for practitioner self-reports (PRST; n = 246; α = .80) and coder ratings (CRST; n = 59; α = .85 

and AMPQ; n = 63; α = .81).   

Interrater reliability.  Intraclass correlations (ICCs) examining the absolute agreement 

across raters achieved good levels of inter-rater reliability (Hunsley & Mash, 2018): for the 

CRST content checklist (.89) and self-regulation rating scale (.81), and .88 across the rating 

system of the AMPQ. 

Convergent Validity of the Coder Session Review Tool 

 The same rater completed part two of the CSRT and AMPQ for a given session, thus 

Spearman’s correlation coefficient was used to account for this nonindependence of data.  A 

Spearman’s rho (rs = .72; N = 59; p = .01) of the correlation between coder ratings of the CSRT 

and AMPQ demonstrated adequate convergent validity (Hunsley & Mash, 2018), indicating that 

they are tapping into a similar construct. 

Multiple Informants of Adherence 

Having established both the internal consistency and interrater reliability, the next step 

was to examine the correlation between the self-report and coder ratings of adherence.  The 
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intraclass correlation (ICC; two-way mixed model, absolute agreement) between self-report and 

coder ratings of content adherence (PSRT and CSRT part one) was .40.  This indicated a poor 

level of agreement (Hunsley & Mash, 2018) on whether session content was conducted as it was 

described in the manual or if it was modified.  The correlation between coders and self-reports 

on part two of the PSRT and CSRT (two-way mixed model, absolute agreement ICC = .08) 

indicated no relation between ratings on practitioners’ promotion of self-regulation. 

Self-Report Measurement of Adherence 

Content adherence (PSRT part one).  The 361 SRTs yielded a total of 2862 entries for 

content adherence (as each PSRT included multiple session activities).  The frequency of session 

activities reported “completed as described in the manual” and “modified” were tabulated to 

descriptively examine adherence.  Overall, practitioners reported (Table 2, top left panel) that 

they implemented the program’s content as described in the manual 79.2% of the time.  The 

components most frequently reported as completed according to the manual were: (a) teaching 

parents how to progressively phase out use of the program in the last group session (98.5%); (b) 

setting the agenda at the beginning of each session (94.4%); (c) reviewing the content of the 

previous session (92.7%); and (d) reviewing parents’ progress throughout the program in session 

eight (91.3%).  Practitioners reported modifications most often when they (a) established group 

rules (28.8%); (b) conducted the final evaluation (27.5%); and (c) guided parents through the 

second (27.2%) and third (25.7%) set of strategies in a given session. 

The self-reported modifications (and reasons for modifying program content) are 

presented in Table 2; the frequency of each modification type presented in the top right and the 

reasons for modifications in the bottom panel.  Practitioners most frequently reported they 

adapted (43.5% of modifications) and removed (32.3%) content.  Practitioners reported that they 
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dropped a session component entirely (15.8%) or added elements to a component (8.2%) less 

frequently, and rarely reported replacing an element of a session component (0.2%).  

Practitioners primarily reported that they modified content because they did not have enough 

time in session (48.7%).  Practitioners also frequently endorsed the “other” category (40.4%): 

this included descriptions of moving material to a different session, completing the activity as a 

large group discussion (instead of practicing in pairs or smaller groups), or because the parent 

had not completed the tasks at home necessary for the activity. 

Process adherence (PSRT part two).  Practitioners consistently reported a high level of 

process adherence to self-regulation: across individual items and sessions, practitioners rated that 

they promoted self-regulation in 80.0 to 95.0% of the available opportunities. 

Coder Ratings of Adherence 

Content adherence (CSRT part one).  The 63 audio-recordings coded by the team 

yielded 505 entries of content adherence.  Overall, the coding team rated practitioners as 

adhering to the manual approximately half of the time (49.9%); the most common modifications 

rated by coders were removing elements (51.5%), adapting elements (32.7%), and eliminating a 

session component entirely (24.4%).  Coders rarely or never rated modifications as additions 

(0.5%) or content as replaced (0.0%).  Coders frequently rated components at the beginning (e.g., 

program introduction, establishing group rules, and agenda setting) and end of a session (e.g., 

third or fourth set of strategies, final evaluation, and session wrap-up) as modified.  Overall, 

coders rated content as modified more frequently than did practitioners (50.1% compared to 

15.4%); practitioners more frequently reported adaptations (43.5% of reported modifications 

compared to 32.7%), whereas coders more often rated practitioners as removing elements 

(51.5% compared to 32.3%) or dropping an activity entirely (24.4% to 15.8%). 
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Process adherence (CSRT part two).  Across the 63 sessions, coders rated process 

adherence to the self-regulation checklist as variable throughout the program, and rated 

practitioners as promoting self-regulation among parents in 30.0 to 55.0% of the available 

opportunities.  Process adherence was rated highest in the sessions introducing positive parenting 

practices (#1: 55.0%) and wrapping up the group intervention (#8: 45.0%); lowest for the session 

focused on managing misbehavior (#3: 30.0%).  Across items, coders most frequently rated 

practitioners as inviting parents to monitor their child’s behavior (50.0%) and selecting the 

parenting strategies they wished to use (45.0%).  Coders less frequently noted practitioners 

inviting parents to generalize strategies to different situations (25.0%). 

Process adherence (AMPQ).  Using the global measure of process adherence, coders 

recorded that practitioners used 58% of the available opportunities to engage in the skills overall, 

with little variability across sessions.  Coders rarely rated skills as either “Not present” or “Fully 

present,” and most consistently rated techniques as “Minimally” or “Moderately present.”  This 

suggests that practitioners were rated as regularly engaging in techniques to promote self-

regulation, but that there were also opportunities that they did not use. 

Discussion 

 In this study, 75% of trained practitioners delivered Triple P, which is comparable to the 

rates reported by Asgary-Eden and Lee (2011). The results of this study provide preliminary data 

for a new self-report measure of adherence to a parenting program that addresses both content 

and process adherence.  As the sessions were recorded with audio (and not video), the coding 

team was unable to capture nonverbal communication that may have lent itself to rating process 

adherence (e.g., encouraging nods; gestures inviting parents to share).  Further, as the qualitative 

field available to describe modifications was at the end of the measure (not after each session 
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activity), some modification descriptions were unclear due to insufficient information.  It is also 

important to note that adherence ratings were not independent: practitioners submitted PSRTs for 

five group sessions, and many practitioners conducted groups with multiple sets of parents.  

Further, some agencies had numerous practitioners conducting groups (and others had only one).   

 Despite these limitations, the results of this study contribute to the development of low-

cost and low-burden tools to measure adherence and support implementation in community 

settings.  First, as a high proportion of eligible practitioners completed the PSRT, this suggests 

that it can feasibly be used by practitioners in a community setting.  Further, practitioners’ self-

report using the self-regulation checklist (PSRT part 2) was internally consistent. 

Several considerations may help interpret the discrepancy between self-report and coder 

ratings.  First, the PSRT was designed to support practitioners in tracking (i) adherence to 

program content and (ii) the degree to which they promoted self-regulation.  The low correlation 

between self-reports and coder ratings is consistent with past research in adherence (e.g., Hogue 

et al., 2013; McLeod et al., 2017) demonstrating weak correlations between reports of the same 

circumstances.  Rather than interpreting differences across raters as indicators of accuracy, it 

may be more helpful to consider them as distinct sources of information.  Across multiple 

domains or problems, self-report and external raters yield discrepant results.  For example, in 

parenting research, self-reported parenting behaviors are only weakly correlated (r = .17) with 

observer ratings (Hendriks, Van der Giessen, Stams, & Overbeek, 2018), reflecting a low level 

of agreement between raters (Hunsley & Mash, 2018).  The correspondence between raters of 

adult depression is moderate (e.g., Carter, Frampton, Mulder, Luty, & Joyce, 2010; Cuijpers, Li, 

Hofmann, & Andersson, 2010) and each report uniquely contributes to predicting treatment 

outcome (e.g., Tada et al., 2014).  In these fields, the benefits of self-monitoring are not 
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disregarded due to imperfect correlation with others; instead, discussion centres on the potential 

benefits each report may contribute (e.g., Uher et al., 2012). 

In adherence research, coders tend to rate more strictly than do practitioners and past 

efforts have mainly explained discrepancy as practitioners’ tendency to over-estimate adherence 

(e.g., Herschell et al., 2019).  However, another explanation can be drawn from the field of child 

psychopathology.  In the Attribution Bias Context model, De Los Reyes and Kazdin (2005) 

proposed that different informants attribute the causes of behavior to the context or environment 

in unique ways, and some informants’ perspectives may be more heavily influenced by 

contextual factors.  In this study, the external raters completed the CSRT while listening to the 

session; practitioners completed the PSRT afterwards.  In completing the CSRT, coders had 

access to the whole session and focused specifically on assessing adherence.  Practitioners, on 

the other hand, had to rely on their memory of the session as they managed the multiple demands 

of covering content and managing a group.  It is possible that coders rated whether practitioners 

were seizing every opportunity to promote self-regulation and referenced the manual throughout 

coding to rate content modifications.  Practitioners may have applied the principle of minimal 

sufficiency, reporting adherence as a reflection of covering the gist of a session component or an 

aspect of self-regulation. 

Clinical Implications 

The PSRT was designed to invite practitioners to track modifications to inform selection 

of low-risk adaptations and reflect on promotion of self-regulation.  In Triple P, low-risk, minor 

adaptations are encouraged (such as modifying examples to clarify how strategies may best fit 

with a family’s needs, or increasing the number of sessions to permit parents more time if 

required) and represent flexible implementation that incorporate the needs, characteristics, and 
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preferences of clients (Mazzucchelli & Sanders, 2010; Sanders, 2012).  The PSRT expanded on 

existing adherence tools to support practitioners in tracking modifications that could help in 

intervention planning, implementation evaluation, and supervision.  For example, tracking both 

content and process adherence could support practitioners and supervisors in identifying sessions 

(or activities) that are frequently modified (particularly by eliminating content or when a session 

becomes more directive than self-regulatory).  In addition, in this study coders rated whether 

practitioners seized all available opportunities to promote self-regulation.  As outsiders, they 

identified even more opportunities to engage in self-regulation than did practitioners.  

Practitioners, however, possibly operating within the construct of minimal sufficiency, may have 

reflected on their sessions and identified sufficient opportunities to promote self-regulation to 

keep the processes firmly in mind.  Further, the practitioners in this study were all relatively new 

to Triple P.  It is possible that as their experience expands, they will increasingly identify even 

more opportunities to promote self-regulation.  This raises interesting supervision opportunities: 

for example, as new practitioners are trained and begin to implement the program, perhaps a 

seasoned practitioner within the agency could periodically observe and code for content and 

process adherence.  This information could then be used in peer supervision as a tool to discuss 

modifications and obstacles to adherence, to better understand the motivation for adaptations and 

generate solutions that suit their agency’s needs and resources.   

Future Research 

 These preliminary results highlight the need for future examination of adherence within 

the large-scale implementation of evidence-based programs such as Triple P.  However, the 

current study did not examine the predictive validity of the PSRT so the link between adherence 

and clinical outcomes is unknown.  It will be valuable to understand the threshold of adherence 
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that is required to produce positive effects.  It is possible, for example, that although coders 

perceived missed opportunities to promote self-regulation, that the practitioners seized enough 

opportunities to promote self-regulation and ensure generalization of gains.  Further, it will be 

beneficial to explore the differences in content adherence as compared to process adherence, as 

this may provide valuable information in identifying targets in training and supervision.  

Examination of variables that may moderate content and process adherence will be beneficial.  

These could include parental adjustment, practitioner and agency characteristics, and session 

composition (e.g., sessions with more content may be more heavily impacted by both content 

reduction and increased directiveness undermining process adherence).  Increased understanding 

of these may support practitioners in making low-risk content modifications and encourage 

process adherence.  In future analyses it will be helpful to examine correlation across ratings (as 

the same practitioners submitted multiple adherence forms) using multilevel modeling.  In 

addition, it may also be helpful to examine the rates of content and process adherence (as rated 

by self-report compared to external coders) in this sample compared to measures used in other 

parenting programs to further contextualize these results of the PSRT. 

Finally, the PSRT was originally developed as both a planning and a reflection tool, 

although only the reflection tool was used in this study.  In the future, it may be helpful to 

include the planning tool and evaluate its feasibility in a community setting.  Further, it may 

strengthen the PSRT if modification categories are streamlined into those that augment (such as 

adaptations or additions) or reduce/diminish (such as eliminating content or reordering content in 

a way that changes its function) the program’s implementation.  This could simplify measure 

completion and bolster its usefulness in community settings.  In line with the approach of Lau 

and colleagues (2017), this may support a more nuanced adherence evaluation while minimizing 
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burden. 

Conclusions 

 This study, as part of a larger implementation of Triple P in community agencies, 

provided support for the feasibility, reliability, and convergent validity of a new self-report tool 

that assesses content and process adherence.  This tool was designed to encourage practitioners 

to track adherence and modifications to the program’s content and invites them to reflect on the 

degree to which they promote self-regulation.  The comparison of ratings across practitioner self-

report and coders yielded low correlations.  This may highlight the different contexts from which 

informants identify and report on adherence, rather than a measure of reporting accuracy.  

Examination of these differences, whether between external raters and practitioners as in this 

study, or between practitioners and their supervisors or colleagues, may provide a useful 

springboard to discuss adherence to a parenting program as implemented in community agencies. 
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Table 1 

Practitioner characteristics (N = 52) who delivered Group Triple P 

 Total 
(N = 52) 

Submitted Audio 
(n = 23) 

Sex     
Male 4 (8.0%) 2 (8.7%) 
Female 47 (90.0%) 20 (87.0%) 
Missing 1 (1.9%) 1 (4.3%) 

Highest education     
Post-secondary diploma 17  (33.0%) 10 (43.5%) 
Post-secondary degree 23 (44.0%) 9 (39.1%) 
MA or PhD 8 (15.0%) 3 (13.0%) 
Missing 4 (8.0%) 1 (4.3%) 

Sector     
Health & social services agency 39 (75.0%) 19 (82.6%) 
Community organization 9 (17.0%) 3 (13.0%) 
Missing 4 (8.0%) 1 (4.3%) 

Agency and submission rates     
Mean (SD) number of practitioners per agency 4.25 (5.02) 3.29 (2.66) 
Range of practitioners across agencies 1 – 18  1 – 9  
Total number of groups registered 75    
Total number of sessions 375    
Total number PSRTs submitted 370 (98.7%)   
Total number valid PSRTs 361 (96.3%) 230 (62.2%) 
Total number audio recordings submitted   66 (17.6%) 
Total number valid audio recordings   63 (16.8%) 
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Table 2 

Content adherence: Self-reported frequency and type of modifications, PSRT part one (N = 361) 

Session component 
Modified 

(% 
selected) 

Modification Type (% selected) 

Adapted Removed Dropped 
activity Added Replaced 

Program introduction 13.7 20.0 60.0 20.0 .0 .0 
Establish group rules 28.8 42.9 38.1 14.3 4.8 .0 
Setting agenda 5.0 33.3 16.7 16.7 33.3 .0 
Review last session 6.4 14.3 28.6 7.1 50.0 .0 
Homework review 12.2 54.3 22.9 17.1 5.7 .0 
Strategies: Set 1 14.9 60.4 30.2 7.6 .0 1.9 
Strategies: Set 2 27.2 47.4 35.1 16.5 1.0 .0 
Strategies: Set 3 25.7 42.4 39.1 17.4 .0 1.1 
Strategies: Set 4 19.0 51.2 39.0 7.3 2.4 .0 
Phase out program 1.5 100.0 .0 .0 .0 .0 
Review progress 5.8 75.0 .0 25.0 .0 .0 
Final evaluation 27.5 15.8 42.1 42.1 .0 .0 
Session Wrap-up 12.3 9.1 68.2 13.6 9.1 .0 
Total (2862 entries) 15.4 43.5 32.3 15.8 8.2 .2 
* Note: a total of 159 entries (5.5%) could not be used due to insufficient information  

Reason for Modification % selected 
1. I did not have enough time in session 48.7 
2. This activity was not relevant for parents in this group 2.3 
3. Forgot to do the activity 2.4 
4. Have found that the activity did not help parents in the past .0 
5. I did not have the necessary material 1.8 
6. I did not think parents would be comfortable doing the activity 1.1 
7. I did not think parents would understand the activity .0 
8. I was not comfortable doing the activity .5 
9. I did not feel trained well enough .0 
10. Was instructed not to do activity by my supervisor .3 
11. I did not think it fit my client’s culture .0 
12. Other (please describe) 40.4 
13. Multiple reasons selected 1.1 
14. No reason selected (despite reporting modification) 1.3 

 

  



PARENTING SUPPORT 168 

Integrated Discussion 

The primary objective that connects the two studies in this dissertation is to inform 

evidence-based supports for diverse parents.  First, a meta-analysis was conducted to update the 

literature on adjustment among immigrant and refugee children post-migration by synthesizing 

research that used psychometrically sound measures of adjustment.  Results are presented 

separately by rater.  In addition, this meta-analysis extended past work with adult migrants by 

examining parental adjustment and parenting.  This meta-analysis was intended to inform 

parenting supports by building on past reviews of adjustment among migrant youth and adults to 

provide a quantitative comparison of immigrant and refugee samples, to synthesize what is 

known about the adjustment of parents specifically, and of their parenting post-migration. 

The second study focused on the development and evaluation of a self-report measure of 

adherence to an evidence-based parenting program that is used with diverse families.  Expanding 

on existing adherence tools, I developed a self-report measure, the Practitioner Session 

Reflection Tool (PSRT; Sheshko, Lee, & Gagné, 2015) to support practitioners’ adherence to 

both the session content and the primary process of self-regulation theorized to underpin the 

Triple P – Positive Parenting Program (Sanders, 1999, 2012).  Practitioners participating in a 

randomized controlled trial (RCT) in Quebec were asked to complete this measure after each 

group session.  A coding team rated adherence based on recordings of sessions.  Thus, this study 

provides a multi-informant and multimethod evaluation of adherence.  Preliminary psychometric 

properties were assessed for evidence of the tools’ reliability (by evaluating interrater reliability 

and internal consistency) and convergent validity (between two adherence tools).  In the 

following sections, I present a review of findings and their integration with existing research, a 

discussion of limitations, implications for research and practice, future directions, and final 
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conclusions. 

Findings: Adjustment and Parenting in Immigrant and Refugee Families 

 In the first study I conducted an updated meta-analysis including studies published up 

until the end of January 2020.  This meta-analysis includes 25 studies that have not been 

included in prior meta-analyses; approximately one-third of these studies were published 

following the database searches of previous reviews.  Following previous research, I 

hypothesized that immigrant/refugee youth and parents would report more adjustment and 

parenting problems than the normative comparison groups, and that results would vary by 

migrant group, raters, and adjustment constructs. 

Adjustment among Immigrant and Refugee Children and Adolescents 

Overall, migrant youth described themselves as having more symptoms of anxiety than 

do normative comparison groups.  Migrant youth also reported greater self-esteem, overall 

problems, and lower symptoms of depression and trauma than normative samples; however, the 

confidence intervals for these estimated summary effect sizes included zero.  Parents reported 

their children experiencing greater overall and internalizing, but fewer externalizing, problems 

than normative samples.  The single study of teacher-rated overall problems indicated fewer 

problems among migrant youth compared to normative data, however, the confidence interval 

included zero.  These overall findings including the most recent studies replicate those of 

previous meta-analyses and systematic reviews of immigrant (Curtis, Thompson, & Fairbrother, 

2018; Dimitrova, Chasiotis, & van de Vijver, 2016) and refugee (Blackmore et al., 2020) 

children and adolescents and reinforce that migrant youth may be at increased risk of 

experiencing higher levels of problems following migration compared to their nonmigrant peers.  

These results are explored in greater detail when I review differences between migrant groups 
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below. 

Previous reviews tended to consider only immigrant (Dimitrova et al., 2016) or refugee 

(Kien et al., 2019) youth individually, or did not provide direct comparisons (Curtis et al., 2018).  

Given the significant variability across studies, I examined results separately for each migrant 

group.  This revealed some consistencies and some differences between migrant groups in 

relation to normative comparison samples.  Both immigrant only and refugee only samples 

reported higher anxiety than normative groups, reinforcing results of past reviews that focused 

exclusively on studies using psychometrically strong measures of adjustment (e.g., Kien et al., 

2019).  Among immigrant youth self-reports, the confidence intervals for all other constructs 

included zero.  Consistent with past reviews using psychometrically strong measures (e.g., 

Bronstein & Montgomery, 2011) refugee youth also self-reported more depressive symptoms 

than normative samples.  The confidence intervals for the estimates of self-esteem, overall 

problems, and trauma included zero.  Once again, consistent with other reviews that included 

only studies that used psychometrically sound measures (e.g., Kien et at 2019) a combined 

sample of immigrant/refugee youth self-reported greater levels of trauma than that reported in 

normative samples.  Parent reports indicated greater overall problems among both immigrant and 

refugee samples than comparison groups; parents also reported greater internalizing, but lower 

externalizing, problems in a combined sample of immigrant/refugee youth compared to 

normative data.  Finally, teacher-reports were limited to refugee youth, and indicated fewer 

overall problems compared to the normative sample; however, the confidence interval included 

zero.   

Taken together, greater self-reported anxiety and parent-reported overall problems among 

both immigrant and refugee youth (compared to normative samples) emerged as robust findings 
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across migrant groups.  The confidence intervals for these estimates did not include zero and the 

studies were methodologically high quality, and both factors increase confidence in my results.  

The interpretation of the other adjustment constructs is limited by the availability of a single 

sample per construct, and/or because the confidence interval of the summary estimate included 

zero.  These factors necessitate caution in the subsequent interpretation of results, as these 

findings provide equivocal evidence of differences in adjustment between immigrant or refugee 

youth adjustment and normative comparisons.  Potential explanations are explored below, first 

across all informants of child adjustment among immigrant samples, then refugee, and combined 

groups. 

Results of the current meta-analysis showed that the only adjustment construct for which 

immigrant youth self-reported greater problems than comparison groups is anxiety, replicating 

past reviews that examined anxiety among immigrant youth (Curtis et al., 2018).  Parent reports 

among immigrant youth were limited to one study examining overall problems, and results were 

consistent with past research (Dimitrova et al., 2016), indicating more problems among 

immigrant youth than normative comparisons.  The summary effect size estimate of all other 

self-report constructs yielded confidence intervals that included zero, necessitating caution in 

their interpretation.  Results of self-reported overall problems and trauma symptoms were in the 

expected direction, indicating greater problems among immigrant youth than normative 

comparisons, however, they also self-reported fewer symptoms of depression than do 

nonmigrants.  This contradicts the finding of increased depressive symptoms among immigrant 

youth reported by Curtis and colleagues (2018) who did not limit their analysis to studies that 

used measures with evidence of reliability and validity, and the measures of the included studies 

were not described.  It is possible that my results differed due to the use of more stringent 
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inclusion criteria for adjustment measures.   

Refugee youth self-reported greater symptoms of anxiety and depression than both 

immigrant and normative comparison samples, replicating findings from past reviews limited to 

studies using psychometrically strong measures (e.g., Blackmore et al., 2020; Bronstein & 

Montgomery, 2011; Kien et al., 2019).  In the current review there were single studies that 

addressed self-reported self-esteem, self-reported trauma, and teacher-reported overall problems, 

and two studies of self-reported overall problems in refugee youth; for all these studies the 

confidence interval includes zero.  Numerous reviews have reported higher rates of trauma 

symptoms among refugee youth than comparison groups (e.g., Tam, Houlihan, & Melendez-

Torres, 2017), or greater mental health problems than nonmigrants (e.g., Porter & Haslam, 

2005).  These reviews, however, employed less stringent inclusion criteria as studies were not 

limited to those that used measures with evidence of reliability and validity (Porter & Haslam, 

2005; Tam et al., 2017), or measures were not described (Curtis et al., 2018).  Further, my 

findings are discrepant from past reviews that used psychometrically strong measures to assess 

PTSD (e.g., Bronstein & Montgomery, 2011).  However, studies in the review conducted by 

Bronstein and Montgomery (2011) that compared PTSD symptoms among refugee youth with a 

nonrefugee comparison group were limited to two studies, one of which focused on 

unaccompanied minors, the other included both accompanied and unaccompanied youth.  

Consistent with past reviews, it is possible that these unaccompanied youth reported higher 

levels of PTSD symptoms than accompanied refugee youth (Kien et al., 2019).  In sum, it is 

possible that the exclusive use of psychometrically strong measures of adjustment and retaining 

only refugee youth accompanied by their parents may account for differences between the 

findings in my meta-analysis and previous reviews.  Additional potential explanations are 
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explored below. 

Reports of trauma in the included sample were inconsistent with the hypothesis that 

refugee youth exhibit more problems across adjustment domains, and contradict past syntheses 

that reported greater symptoms of PTSD or trauma among refugee youth (e.g., Fazel, Wheeler, & 

Danesh, 2005).  Further, the confidence interval included zero.  In attempting to understand this 

discrepancy it is important to consider the population against which the refugee group is 

compared.  Previous meta-analyses that assessed trauma using standardized measures compared 

rates of disorder in refugee samples to worldwide prevalence rates (e.g., Blackmore et al., 2020) 

or only had a handful of studies that included a nonmigrant comparison group (e.g., Kien et al., 

2019).  In my meta-analysis, the measure used in the included study to assess symptoms of 

trauma among refugee youth recruited the normative comparison group from a high-conflict area 

(Post-traumatic Stress Symptoms in Children; Ahmad, Sundelin-Wahlsten, Sofi, Qahar, & von 

Knorring, 2000).  It is possible that the comparison group for this measure was similar to the 

included refugee sample.  This interpretation is consistent with past meta-analyses attempting to 

understand variability across refugee samples, in that comparison groups who may have been 

exposed to high levels of conflict or violence may report adjustment challenges at rates 

comparable to refugee samples (e.g., Porter & Haslam, 2005).  This highlights the importance of 

considering the comparison group used when examining refugee adjustment. 

Finally, in one of the two studies that combined immigrant and refugee youth, parents 

described their children as experiencing fewer externalizing (but more internalizing) problems 

than nonmigrant peers (Aroian et al., 2009).  This is inconsistent with a past meta-analysis of 

externalizing problems among immigrant youth (Dimitrova et al., 2016).  This past meta-

analysis, however, did not describe the measures used and the use of psychometrically sound 
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measures was not an inclusion criterion.  In addition, this meta-analysis did not present results 

separately by rater and it is unclear whether this may also have contributed to the discrepancy 

with the current study.  Another possible explanation may relate to characteristics of the 

community from which the families were recruited: all families were recruited from a culturally 

similar community in one city.  It is also possible that the presentation of externalizing behaviour 

is discouraged within the context of community expectations of behaviour, which may have 

contributed to lower reported rates of externalizing problems (Aroian et al., 2009; Dwairy, 

2006). 

Adjustment among Immigrant and Refugee Parents 

Among parents, results were consistent with hypotheses for all constructs of adjustment. 

Across samples of either immigrant or refugee parents, results were consistently in the 

hypothesized direction, and the effect sizes were consistently large.  These results based on an 

expanded set of studies replicated findings from previous reviews of adult migrants (Fazel et al., 

2005; Porter & Haslam, 2005) and of perinatal adjustment among mothers who have migrated 

(Anderson, Hatch, Comacchio, & Howard, 2017; Falah-Hassani, Shiri, Vigod, & Dennis, 2015; 

Fellmeth, Fazel, & Plugge, 2017).  Furthermore, they extend previous research of adult migrants 

to describe adjustment among both mothers and fathers.  Mirroring the pattern found in studies 

of child adjustment, estimates of parental adjustment were significantly heterogeneous, and I 

examined summary estimates for each migrant group separately. 

When examined individually, results continued to be mainly consistent with past reviews, 

however, the confidence interval of the estimate for higher overall problems in one sample of 

immigrant parents included zero and so does not replicate.  Although most of the findings 

indicated greater problems across both immigrant and refugee samples, one exception consisted 
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of a single study that combined immigrant and refugee mothers.  These results indicated that 

migrant mothers reported fewer symptoms of depression than do the normative comparison 

group (Aroian et al., 2009).  As described above with regards to parental reports of externalizing 

problems in a sample of combined immigrant and refugee youth, this sample was recruited from 

a culturally similar community with strong community connections.  Results of this study 

suggested that mothers higher in social support reported significantly fewer depressive 

symptoms than mothers who reported lower social support.  Low levels of social support is a 

well-recognized risk factor in the development of mental health difficulty (Falah-Hassani et al., 

2015; Fellmeth et al., 2017), and it is possible that the significant relation between levels of 

social support and maternal distress in the current study served to protect mothers from 

developing higher rates of depressive symptoms.  These results point to the benefits of assessing 

potential moderators of adjustment – both risk and protective – to contextualize results and 

attempt to clarify differences between samples. 

Parenting among Immigrant and Refugee Families 

The second goal of the meta-analysis was to evaluate parenting as reported among 

immigrant and refugee families following migration.  I found that few studies had assessed this 

important construct.  As increased parental distress may negatively impact parenting (e.g., 

Barlow, Smailagic, Huband, Roloff, & Bennett, 2014), and immigrant and refugee adults may be 

at increased risk of adjustment problems following migration (e.g., Porter & Haslam, 2005), I 

hypothesized that immigrant and refugee families would report greater problems than normative 

comparison groups.  Further, I hypothesized that refugee families would report higher problems 

than immigrant families.  Results of the few included studies were inconsistent with this 

hypothesis; further, the small number of included studies precluded comparison between migrant 
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groups. 

Immigrant only and combined samples reported more positive family functioning among 

migrant samples than among normative comparison groups.  Interestingly, one of these studies 

that also assessed youth adjustment using a psychometrically strong measure (Slonim-Nevo, 

Mirsky, Rubinstein, & Nauck, 2009) found that youth self-reported fewer overall problems than 

the normative sample.  It is possible in this sample that lower rates of child adjustment problems 

were related to positive family functioning (or that these may work transactionally), a finding 

that is consistent with past research examining family functioning and child behaviour (e.g., 

Biglan, Flay, Embry, & Sandler, 2012).  Further, refugee youth reported fewer problematic 

parenting behaviours than do normative comparisons (Mellor, Renzaho, Swinburn, Green, & 

Richardson, 2012); the confidence interval for parent reports includes zero, providing equivocal 

evidence of differences between refugee and normative samples.  It is important to note that none 

of the studies included in the parenting meta-analysis also included psychometrically sound 

measures of parental adjustment, signifying a gap the examining the interrelation between child 

and parental adjustment and parenting in these diverse families. 

Taken together, some of my results based on methodologically strong studies were 

consistent with previous reviews in finding that immigrant and refugee youth reported higher 

anxiety than normative comparison groups; in addition, my data replicate the findings with 

respect to depressive symptoms among refugee youth.  Further, parent reports indicated greater 

overall problems in both immigrant and refugee samples compared to normative samples, as well 

as greater internalizing problems in a combined sample of immigrant/refugee youth as compared 

to nonmigrant peers.  We also found differences in terms of self-reported depression symptoms, 

as refugee youth reported greater symptoms than normative data, whereas immigrant youth 
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reported fewer symptoms than comparison groups.  Further, immigrant only and combined 

immigrant/refugee samples reported greater trauma symptoms than normative samples, however, 

refugee youth reported less trauma symptoms than normative data.  Parent self-reports of their 

adjustment were mainly consistent with past reviews, and my investigation of parenting 

behaviour and the parent-child relationship yielded very few studies that used psychometrically 

sound measures.  

 All included studies used psychometrically strong measures and were rated as high in 

methodological quality.  Some of my results that were inconsistent with past reviews (lower self-

reported depression among immigrant youth, higher self-reported self-esteem and lower trauma 

symptoms, and lower teacher-reported overall problems among refugee youth), and may have 

differed in the psychometric strength of the measures used to assess these constructs.  For 

instance, past reviews including depression among immigrant youth (e.g., Curtis et al., 2018), 

and among refugee youth reviews examining self-esteem (Marley & Mauki, 2019), trauma 

(Curtis et al., 2018; Tam et al., 2017), and overall distress (e.g., Porter & Haslam, 2005) did not 

restrict their studies to those that used measures with evidence and reliability and validity (Fazel 

et al., 2012; Marley & Mauki, 2019; Porter & Haslam, 2005; Reed et al., 2012; Tam et al., 2017; 

van Os et al., 2016), or measures were not described (e.g., Curtis et al., 2018; Dimitrova et al., 

2016).  It is possible that the inclusion of psychometrically weak or untested measures could 

account for some of these differences in results. 

Both meta-analyses of child/adolescent and parental adjustment which included recent 

studies updated and replicated past reviews indicating greater problems among immigrant and 

refugee families.  Results, however, also highlight that it is imperative to clearly identify the 

participants’ migrant status, as adjustment may differ between immigrants and refugees.  
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Presenting results that collapsed across both groups may inadvertently mask important 

differences in adjustment.  Further, given the well-established differences between raters, it is 

essential to examine findings separately by rater (Achenbach, McConaughy, & Howell, 1987; De 

Los Reyes, Thomas, Goodman, & Kundey, 2013).  Furthermore, results of my parenting meta-

analysis suggest a dearth of studies examining parenting among immigrant and refugee families 

using psychometrically strong measures, and that it also may be helpful to assess for both child 

and parental adjustment and parenting variables to contextualize results. 

Limitations 

Results of the meta-analysis indicate that overall, migrant children, adolescents, and 

parents are at an increased risk of adjustment problems, although this varied across adjustment 

domains, migrant groups, and informants.  The interpretation of results, however, is limited by 

several methodological issues.  First, although examining adjustment separately for each migrant 

group and rater yielded important differences across groups and informants, this resulted in a 

small number of studies available for each analysis.  These results could not be explored with 

moderator analyses due to insufficient available data.  This limited interpretation of the 

variability in reported rates of adjustment.  Second, some of the summary effect sizes yielded 

confidence intervals that include zero, limiting the interpretation of these results, and do not 

replicate past reviews.  Third, very few studies were located that assessed parenting with 

psychometrically adequate measures among immigrant and refugee families, reinforcing a gap 

identified in previous systematic reviews (van Os, Kalverboer, Zijlstra, Post, & Knorth, 2016).  

Finally, the included studies rarely assessed both adjustment and parenting, making it impossible 

to determine whether adjustment accounted for differences in parenting. 

Implications for Research and Practice 
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My research extends previous work examining adjustment among immigrants and 

refugees by updating the synthesis of literature among children and adolescents, includes both 

immigrants and refugees, and expands our understanding of adjustment among adult migrants by 

focusing specifically on those who are mothers or fathers.  Further, my meta-analysis highlights 

the paucity of research examining parenting among migrant families using psychometrically 

sound measures.  Results point to meaningful research implications centered on the importance 

of presenting adjustment data separately for migrant groups and implications of assessing 

moderating variables, evaluation of methodological quality, methods for generating quantitative 

comparisons between migrant and nonmigrant groups, and use of psychometrically adequate 

measures with diverse samples. 

First, meta-analytic results indicated important differences between immigrant, refugee, 

and combined samples, bolstering the necessity of understanding differences within migrants.  In 

my meta-analysis, there was an inadequate number of studies to conduct moderator analyses.  In 

addressing this, one option is to systematically present results separately by migrant group and to 

compare groups where data permit to explore potential moderators of adjustment.  However, the 

definition of immigrants and refugees is a somewhat arbitrary one.  It is possible that the 

experiences of migrants occur on a continuum and it may be most fruitful to conduct research on 

the determinants of adjustment among migrants rather than to continue to focus on legally 

defined groups. 

Second, past research (e.g., Fazel et al., 2005; Porter & Haslam, 2005) found that studies 

with greater methodological rigour yielded lower estimates of adjustment problems than did 

lower quality studies, suggesting that studies lower in quality may report inflated effects.  My 

assessment of methodological quality indicated that most studies in my meta-analysis were 
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strong, increasing confidence in my results.  In continuing to synthesize emerging research with 

diverse families, it is imperative to assess the methodological strength of included studies to 

increase the accuracy of estimates and bolster the strength of results.  One component of 

methodological strength is the use of a measure with demonstrated evidence of reliability and 

validity (e.g., Downs & Black, 1998).  Despite repeated calls for the use of psychometrically 

sound measures (e.g., Anderson et al., 2017; Blackmore et al., 2020), many studies continue to 

use weak, untested, or unnamed measures, and/or do not report on the reliability and validity of 

the measures’ use in their sample.  Further, review of the publication dates of studies excluded 

due to measurement issues did not suggest a trend of improvement; instead, an alarming 

proportion of these excluded studies were from more recent publications. 

Third, using measures’ norms as a comparison group enabled me to include studies that 

did not have comparison groups built into the study.  Studies that did not follow the scoring as 

described in the manual were excluded.  This permitted my retention of studies that used 

psychometrically adequate measures as they were designed and increased confidence in my 

results comparing migrant groups to the normative samples.  This also indicated the frequency 

with which psychometrically strong measures are modified.  The characteristics of comparison 

groups are also necessary considerations when assessing adjustment among migrants, 

particularly for measures of trauma: if the manual reported data from a clinic referred as 

compared to a community or general population sample, or a sample known to have been 

exposed to high levels of conflict or disruption, then no differences between the migrant sample 

and comparison group suggest that they are comparable to those requiring treatment for trauma.  

Earlier reviews (e.g., Anderson et al., 2017; Porter & Haslam, 2005) reported that comparison 

groups with levels of exposure to conflict or disruption similar to that of the refugee/immigrant 
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samples potentially yielded smaller differences in adjustment (or results in the opposite direction 

than expected).  Integrating a description of the comparison group’s characteristics into 

discussions about migrant adjustment is essential to interpretation of findings. 

A noteworthy finding of the meta-analysis is the large number of studies that failed to 

meet inclusion criteria.  Hundreds of studies were excluded because they did not use a measure 

we identified as being psychometrically adequate.  Additional studies used a measure for which 

there is evidence of psychometric adequacy, but either scored the measure or presented data in a 

manner inconsistent with the norms.  Further, many potentially eligible studies were excluded 

because they did not report on the reliability of measures used with immigrant and refugee 

samples or reported inadequate levels of reliability with their samples.  This is an essential step 

when using psychometrically adequate measures, as psychometric adequacy achieved with the 

normative sample does not guarantee adequacy in subsequent samples (Hunsley & Mash, 2018).  

Overall, nearly 1,100 articles assessed for eligibility had problematic measurement issues.  This 

suggests that a large proportion of studies in this area suffer from inadequate measurement of 

key constructs.  These results indicated a crucial gap and reinforced the importance of reporting 

these data that could help to clarify variability across samples.  In addition to research 

implications, study results highlight implications for service delivery to diverse families.  The 

results of the meta-analysis suggest that although immigrant and refugee youth may be at 

heightened risk of developing adjustment problems, there is great variability across informants, 

the type of adjustment construct, and migrant group.  Results also highlight the infrequency with 

which parenting constructs are assessed among these families using psychometrically sound 

measures. 

Taken together, these results mirror the pattern in the general population, indicating that 
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there is a wide range in need for support.  First, in assessing immigrant/refugee youth and their 

parents, it is important to consider the source of the rating.  Results indicate that youth, parents, 

and external informants perceive things differently.  Results of the meta-analysis also indicated 

variability across adjustment constructs between migrant groups.  This speaks to the benefits of 

taking into consideration multiple adjustment constructs across family members to identify 

specific areas of resilience or difficulty that may interact with parenting, and to use this 

information to inform decision-making about supports. 

Second, there may also be different periods of heightened vulnerability which may vary 

with migrant status: for example, it is possible that, in line with the “immigrant paradox,” that 

some immigrants who initially present with healthy adjustment may go on to develop difficulty 

over time (e.g., Vang et al., 2015, 2017), whereas refugee youth may arrive in higher levels of 

distress which remits over time as they gain greater distance from the pre-migratory events that 

precipitated their flight (e.g., Blackmore et al., 2020; Curtis et al., 2018).  It is also possible that 

for the rater, the comparison group may be different at different stages.  For example, a person 

fleeing an area of genocide may initially consider themselves fortunate to have escaped; post 

settlement they may become aware that the symptoms they regularly experience (such as 

vigilance, startle, or concentration difficulties) are different from the experiences of others in the 

host country.  Further, preliminary results indicate that people do better when they settle in a 

community where they experience increased social support (Aroian et al., 2009) and peer 

acceptance (Kovacev & Shute, 2004), reiterating important avenues for supports.  These results 

suggest that it is inaccurate to make assumptions based simply on immigrant or refugee status.  It 

is also important to assess for factors that may exacerbate their risk or protect them, and to offer 

supports to bolster protective variables (such as promoting social support connections).     



PARENTING SUPPORT 183 

Each of these considerations has important implications for informing policies or 

decision-making for delivering evidence-based parenting supports to diverse families.  In line 

with a public health framework of service delivery, it is essential to offer supports of varying 

intensities to best meet the needs of diverse families: a public health approach for parenting 

supports promotes the use of effective and supportive parenting practices at a population level, 

can accommodate multiple levels of functioning and risk, and requires flexibility to 

accommodate diverse needs (Sanders & Prinz, 2018).  Operating within this framework may 

involve beginning with the least intensive level that emphasizes healthy living and information.  

If that is insufficient to meet a family’s needs, then to offer services of increasing intensity 

(Sanders & Prinz, 2018).  This is in line with the concept of minimal sufficiency, in offering the 

lightest touch needed for an individual family to pursue goals they identify as important.  It will 

also be crucial to identify individuals who can serve as guides to support families: in navigating a 

new system to access information and supports and simultaneously promote the family’s 

autonomy in their decision-making.  It will be important for these guides to have a firm 

understanding of a family’s individual needs, values, and characteristics to work collaboratively 

in identifying goals and providing information about available options.  This is congruent with 

both the use and promotion of self-regulation (Mazzucchelli & Ralph, 2019; Sanders et al., 

2019), as well as evidence-based program implementation that tailors services to an individual 

family’s needs and characteristics (American Psychological Association, 2006, 2008; Canadian 

Psychological Association Task Force on Evidence-Based Practice of Psychological Treatments, 

2012).   

Future Research 

Future research will be strengthened by integrating methodological recommendations 
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focused on the comparison groups used in quantifying adjustment and parenting in diverse 

families and presenting the results of psychometrically adequate measures separately by 

informant.  Previous reviews have tended to examine only immigrant (Dimitrova et al., 2016; 

Falah-Hassani et al., 2015) or refugee (Kien et al., 2019; Fazel et al., 2005) samples, or if both 

were included direct comparisons were not offered (Anderson et al., 2017; Curtis et al., 2018).  

Although the migration experience may differ between migrant groups, some variables (such as 

exposure to violence) may render these groups more comparable (Porter & Haslam, 2005).  

Future research may benefit from including both immigrants and refugees in the same study, and 

to compare their experiences where data permit. 

Further, it is important to integrate a nonmigrant comparison group more consistently to 

quantify the degree of difficulty experienced by immigrant and refugee children, adolescents, 

and parents following migration.  It is also essential to describe the comparison group’s 

characteristics to tease apart the potential effects of stressors that may be uniquely associated 

with the migration experience.  If a nonmigrant comparison group is not feasible, then using the 

norms for a given measure is an option.  However, this requires that the measure be used and 

scored precisely as it was with normative samples, and that results are presented in a way that 

aligns with the available norms (e.g., if norms are only available for each gender separately, and 

researchers collapse across their full sample, this study may be excluded from future meta-

analyses) to facilitate inclusion in future systematic reviews and meta-analyses. 

Finally, some past reviews have struggled to identify trends in adjustment among migrant 

youth (Stevens & Vollebergh, 2008), were limited to self-report (Bronstein & Montgomery, 

2011; Curtis et al., 2018), or did not systematically differentiate between or define informants 

(Dimitrova et al., 2016; Marley & Mauki, 2019; Tam et al., 2017).  As the differences between 
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raters are well-established (Achenbach et al., 1987; De Los Reyes et al., 2013), it is essential to 

clearly identify who is reporting on adjustment or parenting, in both primary articles and in 

systematic reviews or meta-analyses.  Incorporating these recommendations could increase the 

likelihood of inclusion in future meta-analyses, resulting in a greater number of included studies 

which could permit more reliable moderator analyses. 

The Public Health Approach: Working with Diverse Families 

The results of my meta-analysis demonstrating variability across informants reiterate that 

children and parents perceive things differently.  This highlights the importance of incorporating 

multiple perspectives – and to examine them separately – when working with families.  As such, 

flexibility is required when working with families to accommodate multiple informants, and 

materials are needed that can help parents with varying levels of problems, from those 

experiencing comparatively minor disruptions to those who have experienced trauma and/or are 

at high levels of distress.  A public health approach to parenting supports is based on the idea 

that parenting can be challenging for many families and that all parents could benefit from some 

level of support (Prinz & Sanders, 2007; Sanders & Prinz, 2018).  In considering supports, many 

people are resilient in the face of adversity (e.g., systematic review of resilience among refugee 

youth conducted by Marley & Mauki, 2019), but families do not need to experience high levels 

of problems to benefit from parenting programs.  This is in line with the potential needs 

identified in the meta-analysis, indicating varying degrees of adjustment problems across 

immigrant and refugee youth.  The use of self-regulation is thus a core component in working 

with diverse families in parenting supports, as this encourages parents to reflect on their 

individual family’s needs and goals and supports parents in their decision-making (Sanders et al.,  

2019).  Given this key feature, it is essential that practitioners delivering parenting interventions 
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are supported in their promotion of self-regulation.  To date, however, evaluation of the flexible 

implementation of a parenting program, both in terms of the program’s content and in its 

promotion of self-regulation, is rarely evaluated as a self-report to adherence in parenting 

programs, and has yet to be done in the Triple P program.   

Findings: Adherence 

Adherence Measurement in Parenting Programs 

The third goal of this dissertation was to develop and evaluate a new self-report measure 

of content and process adherence to the Triple P – Positive Parenting Program (Sanders, 1999, 

2012) to support practitioners working with diverse families.  The aims of the study were 

primarily exploratory, in first assessing the feasibility of the measure’s use in a community 

implementation, and then to present preliminary psychometric evidence of the reliability and 

validity of two tools of adherence, using both self-report and observational ratings.  Following 

this, I examined reported rates of adherence by both self-reports and external coders, and based 

on past research (Herschell, Quetsch, & Kolko, 2019; Hogue & Dauber, 2013), I hypothesized 

that practitioners would report higher rates of adherence than would coders. 

Prior to exploring the results, I will first discuss the sample size of this study.  Across the 

implementation of Group Triple P, each practitioner completed multiple self-reports of 

adherence.  For adherence data to be independent, analyses would need to account for multiple 

levels: each practitioner (1) submitted up to five measures of adherence, one for each session 

with a particular group of parents; (2) may have conducted the program multiple times; (3) is 

grouped within a particular agency; and (4) there are multiple agencies involved.  As such, 

depending on the analysis pursued, each measurement could require nesting within its 

implementation, practitioner, and agency.   
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The G*Power program (Faul, Erdfelder, Lang, & Buchner, 2007) is a well-recognized 

tool to calculate sample size in social and behavioral research.  However, analyses that require 

nesting of this magnitude are too complex for a power analysis using G*Power.  As an example, 

I completed a power analysis for a simpler analysis using logistic regression examining 

practitioners’ level of self-regulation (as the independent variable) and the categorical dependent 

variable of likelihood of making low-risk versus high-risk adaptations to the program’s content.  

To complete the power analysis, I used the z test Logistics regression in G*Power (version 

3.1.9.7).  A one-tailed test was used to accommodate a directional hypothesis (e.g., higher levels 

of self-regulation will be associated with low-risk modifications).  An odds ratio of 1.8 was 

selected in order to improve the likelihood of identifying a significant effect, and the Power (1-β 

err prob) was set at 0.80 (in line with Cohen’s, 1988, recommendation for power).  Results of the 

G*Power analysis are available in Appendix I.  A total of 119 participating practitioners was 

recommended, which is in line with other adherence evaluations of Triple P (e.g., Taylor,  

Asgary-Eden, Lee, & LaRoche, 2015).  

The final sample size of the current study consisted of 52 practitioners who delivered 

Group Triple P and submitted self-reports of adherence.  A total of 68 practitioners were trained 

in the program, yielding a 76.5% participation rate among trained practitioners.  Of the 16 

practitioners who declined participation, it is unclear whether they delivered the program (and 

declined to participate in the research project), if they were not actively delivering the program 

despite completing the training (and did not have materials to submit), or if they had left their 

position with the participating organization.  These data were not available to the researcher.  Of 

the participating practitioners, 23 also submitted audio-recordings to permit external ratings of 

adherence, yielding a 48% participation rate.  Of those who declined to submit recordings, 
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information was available to the researcher to determine the number of group sessions that were 

impacted: one agency did not consent to record sessions for any group sessions; parents did not 

consent in 12 groups (impacting the recording of 60 sessions), individual practitioners or their 

agency were not comfortable with recording in two groups (10 sessions), and issues with 

recording impacted an additional 12 sessions.  The above power analysis suggests that the 

number of practitioners in the current study may not provide adequate power for analyses.  

Although this sample size is smaller than studies that collected a single evaluation of adherence 

among parenting programs (such as a practitioner’s most recent session: e.g., Lau et al., 2017; 

Taylor et al. 2015), it is comparable to studies that obtained repeated adherence measures from 

the same practitioners (e.g., Eames et al., 2008; Hogue & Dauber, 2013).  Further, this power 

analysis does not account for repeated submissions of adherence reports by practitioners across 

each implementation of the program, totaling over 360 useable self-reports.  The current study 

focused on descriptive results in the preliminary examination of this new self-report adherence 

tool; future analyses with this data set will require analyses that permit nesting data to account 

for multiple submissions by the same practitioner, as described in a subsequent section.   

Consistent with expectations, participating practitioners had a high completion rate 

indicating that the tool could feasibly be used in a community implementation.  Further, scores 

for both the self-report and observational measures of adherence exhibited good rates of 

interrater reliability and internal consistency.  Ratings from the external coder version of the self-

report tool and the observational process measure also demonstrated adequate convergent 

validity, indicating that both tools assessed a similar construct.  These results provided 

preliminary support for the reliability and validity of this new self-report measure. 

It is well-established that programs implemented with high levels of adherence produce 
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stronger effects than implementation that deviates from the program’s evidence base (Forgatch & 

DeGarmo, 2011).  Furthermore, evaluation of adherence is essential to accurately assess the 

efficacy of an intervention (Fixsen, Blase, Duda, Naoom, & Van Dyke, 2010; McArthur, Riosa, 

& Preyde, 2012).  In Triple P, program adherence requires adherence to both session content and 

to promoting the underlying process of self-regulation.  Competence, also captured under 

implementation fidelity, is the skill with which practitioners deliver the program (Schoenwald, 

Garland, Southam-Gerow, Chorpita, & Chapman, 2011).  When practitioners implement Triple 

P, an important consideration in evaluating adherence is the concept of minimal sufficiency, 

which refers to offering the minimal support needed to encourage change.  In Triple P, this 

reflects practitioners’ use of the minimum intensity of support necessary to encourage parents’ 

self-reflection on their goals, use of the strategies, and progress (Sanders, 1999, 2012; Sanders et 

al., 2019).  In differentiating between lower levels adherence and the use of minimal sufficiency, 

it is crucial to consider whether the essential message or skill was communicated as it was 

intended and is it conducted in a self-regulatory manner.  This is then distinguished from lower 

levels of competence if the core information is still presented but is delivered in a directive 

fashion; higher competence would occur when self-regulation is adeptly and frequently 

promoted with parents.   

In terms of adherence rates, results were consistent with the hypothesis, as practitioners 

reported higher content adherence than that rated by coders (84.6% compared to 49.9%).  In 

addition, practitioners reported more frequent promotion of self-regulation with parents than 

coders’ rating: practitioners rated that they promoted self-regulation in 80.0 to 95.0% of the 

available opportunities, whereas coders rated between 30 – 55%.  This resulted in poor levels of 

agreement between practitioners and coders and is explored in greater depth below.  Across self-
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reports, practitioners reported a high level of adherence.  A comprehensive evaluation of 

adherence ought to consider variability in adherence rates across self-reports, and this requires 

data to be nested by implementation, practitioner, and agency.  This was beyond the scope of the 

current project and its preliminary examination of a new adherence tool.  It is an important area 

of future research, as described below.  This study supported the development of a self-report 

tool of content and process adherence that can feasibly be used by practitioners in a community 

setting and reinforced the benefits of using multiple reports of adherence.   

Limitations 

 In many areas of research, individuals tend to rate themselves more positively than do 

external raters (e.g., Hendriks, Van der Giessen, Stams, & Overbeek, 2018).  In adherence 

research, practitioners often rate themselves as more adherent than do external coders, and these 

discrepancies are often explained as over-estimations among self-reports (Herschell et al., 2019; 

Hogue & Dauber, 2013).  As described above, the level of agreement between self-report and 

coder ratings of adherence was low.  This finding was consistent with past research comparing 

multi-informant ratings of adherence (e.g., Hogue & Dauber, 2013).  There is a robust literature 

that suggests that self-evaluations tend to be higher than external ratings (e.g., Herschell et al., 

2019).  It may also point to a limitation in the measure’s completion: it is possible that 

practitioners and external coders approached ratings from different perspectives using the 

construct of minimal sufficiency (Sanders, 1999, 2012). 

From an adherence perspective, in considering the potential relation of minimal 

sufficiency to informants’ ratings of adherence, it is first important to consider the different 

perspectives from which adherence ratings occurred in the RCT: coders referenced the manual 

throughout coding as they assessed the extent to which practitioners used opportunities to 



PARENTING SUPPORT 191 

promote self-regulation.  Triple P practitioners, on the other hand, were managing the multiple 

demands of conducting a group and self-evaluated adherence after the session.  Practitioner 

ratings may reflect their impressions of whether they promoted enough self-regulation. 

Furthermore, adherence measurement in the RCT was one of many components that 

practitioners were asked to assess, and all tools were introduced by the research team’s 

implementation support person, rather than by the researcher.  As such, I did not have direct 

contact with practitioners to explain the PSRT and outline distinctions between reporting a 

session component completed as described in the manual or as modified.  Thus, it is possible that 

practitioners’ reports reflected covering the gist of a session component, whereas coders rated 

content adherence much more strictly.  Further, among the options describing modifications, I 

was not able to describe the nuances between adding, removing, adapting, or replacing elements 

of session content, or eliminating a session component entirely.  Practitioners reported adapting 

content more frequently than did coders, whereas coders rated removing content more frequently 

than did self-reports.  Once again, the use of minimal sufficiency may be reflected in 

practitioners’ reports in covering the key elements of session content, whereas coders may have 

coded these as removing content.  This pattern may also apply to ratings of process adherence in 

using the self-regulation checklist (PSRT, part two): practitioners’ reports may relate to 

promoting self-regulation often enough to keep the construct firmly in mind, whereas coders may 

have rated whether practitioners seized every available opportunity. 

 These differences, rather than interpreting them as measures of accuracy or inaccuracy 

between raters, may reflect variability in how raters conceptualize adherence using minimal 

sufficiency.  To strengthen future use of the PSRT, it may be helpful to first expand instructions 

to describe the differences between completing content as described in the manual and 
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modifying its presentation.  Further, consistent with adherence measurement across multiple 

parenting interventions (Lau et al., 2017), streamlining the PSRT (part one) into fewer 

modification categories may be beneficial.  For example, it may be helpful to offer categories 

that reflect changes that either boost (such as adaptations or additions) or reduce/diminish (such 

as eliminating content or reordering content in a way that changes its function) the program’s 

implementation and effectiveness to simplify its completion by practitioners. 

The adherence study presented preliminary results of psychometric adequacy of a self-

report measure of content and process adherence, and that it can successfully be used with 

diverse families in a community implementation.  The low rate of agreement between self-

reports and external coders may reflect over-estimation by practitioners, potentially related to 

practitioners’ management of multiple demands during a session’s implementation.  The low rate 

of agreement may also reflect differences in perspectives between raters’ conceptualization of 

adherence and the use minimal sufficiency, and lead to important implications for research and 

practice in evaluating adherence in parenting interventions.   

Implications for Research and Practice 

Across parenting programs, assessment of adherence to program content is far more 

common than evaluation of adherence to a program’s underlying processes.  Further, evaluation 

of process adherence is rare among self-report measures.  My study is the first to use both self-

report and external coder ratings to assess content and process adherence to the Triple P 

program.  The results point to meaningful research implications, including the importance of 

assessing both content and process adherence in parenting supports and differences across raters.  

In the evaluation of content adherence, the PSRT expands existing adherence checklists to invite 

practitioners to track changes they make to flexibly implement the program.  To promote self-
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regulation, the PSRT extends self-report measures of adherence to incorporate an estimation of 

process adherence.  In evaluating this tool, differences between self-reports and external coders 

indicate that different informants may rate adherence using the construct of minimal sufficiency, 

which has important implications for adherence evaluation. 

In service delivery for parenting supports, the PSRT aligns with the self-reflective 

practice that is integral to self-regulation and to the Triple P program (Sanders, 1999, 2012).  To 

date, however, we have not provided an option for practitioners to track and reflect upon content 

modifications made to better align with client’s needs or self-evaluate their promotion of self-

regulation with parents throughout their clinical practice.  This is a gap the PSRT aims to 

diminish in both research and practice.  It may also be helpful to integrate the PRST into training 

(Mazzucchelli & Ralph, 2019), as discussion about tracking and monitoring one’s 

implementation – and opportunities for tailoring the program to better suit parents’ needs – are in 

line with the program’s self-reflective practice.  A further practice implication is that use of the 

PSRT may be particularly well-suited in supervision activities: best practices in clinical 

supervision indicate that direct observation permits increased accuracy and helpfulness of 

supervisory feedback (American Psychological Association, 2014).  When direct observation is 

not feasible, a tool such as the PSRT, which enables tracking of each session component and 

encourages examples for discussion, could support a fruitful and collaborative discussion 

between practitioners in peer-supervision, or between a practitioner and a direct supervisor.  A 

key component of the Triple P program is for practitioners to self-reflect on their implementation 

of the program.  Integrating the PSRT into discussions among practitioners about what 

modifications worked well with their clients and challenges they encountered in implementing 

session content and in the promotion of self-regulation with clients could prove helpful in 
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identifying trends in their implementation, as well as highlight areas of strength and those in 

need of support. 

Future Research 

The results of this study highlight the need for future examination of both content and 

process adherence within the large-scale implementation of evidence-based programs such as 

Triple P.  Future research examining adherence in Triple P may benefit from streamlining the 

PSRT as described above to further simplify its completion in community settings.  In addition, 

it is important to evaluate the tool’s predictive validity by assessing the potential impact of 

content and process adherence rates on clinical outcomes.  It will be helpful to evaluate 

adherence rates separately for self-reports and external coders to understand the threshold of 

adherence that is required to produce positive effects, and to explore the potential role of 

minimal sufficiency in adherence measurement.  Further, it will be essential in future analyses to 

examine the correlation across ratings (as the same practitioners submitted multiple adherence 

forms) using multilevel modeling to account for the nonindependence of data, and permit 

examination of variability across practitioners’ self-reported rates of content and process 

adherence.  In addition, parents participating in the adherence study were recruited from 

culturally diverse communities, however, information about the families’ cultural identity and 

immigration/generational status was not collected.  This information could be helpful moving 

forward in tracking modifications to program content and process by practitioners.  Finally, the 

findings of the current study require replication: both adherence measures were evaluated in this 

study in French and the English versions have yet to be examined.  The content checklists used 

in PSRT were already available in French produced by program developers and did not require 

translation.  Terms used in the existing French Triple P materials were used in development of 
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part two of the PSRT, or the self-regulation checklist, which was developed in French for this 

study.  Similarly, terms from the French version of Triple P were used in the translation of the 

observational coding system (AMPQ; Adherence Measure for Process Quality; Kirby & Sanders, 

2014a, 2014b) from English to French by the research team.  Both the PSRT and AMPQ were 

reviewed by a bilingual expert in the Triple P program.  To strengthen confidence in the use of 

these measures, the French versions require replication, and the English versions require initial 

examination followed by replication. 

Conclusion 

Results across studies were consistent with past research indicating that multiple 

informants tend to perceive the same circumstances differently, and this held true across raters of 

adjustment and adherence.  Differences emerged when reports of adjustment and adherence were 

compared and reiterated the importance of incorporating multi-informant methodology.  This 

also reinforced the necessity of not only clearly identifying raters, but also to present raters’ 

results separately to clarify variability across reports.  Across this dissertation research, the 

overarching theme is that evidence-based practice can make a positive impact on diverse families 

navigating challenging times.  As the relations between parenting and both child and parental 

adjustment are well-established (e.g., Barlow & Coren, 2018; Barlow et al., 2014; Collins, 

Maccoby, Steinberg, Hetherington, & Bornstein, 2000; Grusec, 2011), offering supports that can 

be delivered flexibly with diverse families are important, as are tracking the program’s 

implementation to ensure its adherence the program’s evidence base.  Self-regulation is a key 

component in working with diverse families.  Expanding self-reported adherence measurement 

in Triple P to include both content and process adherence is an essential step to support 

practitioners’ promotion of self-regulation in working with diverse families with a range of 
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needs.  In sum, as communities continue to become increasingly diverse, it is important to 

continue integrating research findings to identify emerging trends that may impact adjustment 

and parenting in diverse families.  Further, it is essential to continue to refine our tools for 

evaluating program adherence to inform these services so that we may most effectively support 

families across a spectrum of needs within a public health approach to support families. 
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Appendix A: Sample Triple P Session Checklist 
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GROUP TRIPLE P SESSION 1 CHECKLIST 
 

Use this as a guide and as record of what you covered in the session.  Indicate with a checkmark (√) in 
the “YES” box if the item was covered, or the “NO” box if the item was omitted. 
 
Date:                  Name of facilitator:                 ___          Name of co-facilitator:               ___     

Start time:                Finish time:                  # of caregivers attended:                        
  

Content Checklist     
     1.  Introduction          YES NO 

• Congratulate parents on making the commitment to participate       
• Provide an overview of Group Triple P          
• If any parent did not complete Assessment Booklet One or is just joining the  

group have him/her complete the assessment packet before starting this session     
 
 
2.  Agenda (outline proposed session goals and gain consent from the group)       

• Behavior Rating Scales 
• Working as a group           
• What is positive parenting          
• Causes of child behavior problems         
• Goals for change           
• Keeping track of children’s behavior         
• Homework tasks           

 
3.  Behavior Rating Scales 

• Distribute and have caregivers complete the Behavior Rating Scales (~2 mins)            
• Immediately collect Behavior Rating Scales                     

 
4.  Working as a Group 

• Exercise 1: Setting basic ground rules for the group         
• Exercise 2: Getting to know you           
• Exercise 3: What you would like to get out of the group session       

 
5.  What is Positive Parenting? 

• Discuss the challenges of being a parent          
• Show video: Opening segment           
• Introduce positive parenting  

o Ensuring a safe and interesting environment         
o Creating a positive learning environment         
o Using assertive discipline           
o Having realistic expectations           
o Taking care of oneself            

• Show video Part 1: What is Positive Parenting?         
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• Exercise 4: What is positive parenting?          
 
6.  Causes of Child Behavior Problems 

• Introduce factors know to influence children’s behavior 
o Genetic make-up             
o The family environment           
o Influences outside the home            

 
6.  Causes of Child Behavior Problems (continued)                                                              YES NO 

• Show video Part 2: Causes of Child Behavior Problems        
• Exercise 5: Identifying causes of child behavior problems        

 
7.  Goals for Change           

• Exercise 6: What skills should we encourage in children?        
• Exercise 7: Setting goals for change           

 
8.  Keeping Track of Children’s Behavior 

• Introduce monitoring of children’s behavior          
• Show video Part 2: Goals for Change, Keeping Track        
• Exercise 8: Keeping track            
                             

9.  Session Close           
• Review the main points covered in the session         
• Explain why the homework tasks are important         
• Explain homework tasks (monitoring one or two child behavior)       
• Ask if any parent would like to take the DVD home to review                             

o List name of parent checking out video_____________________________. 

• Outline the content of the next session and give a reminder of the day and time     
 
Session Notes 
      
 
Additional Agenda Items (note any additional content or major deviation from the set program) 
      
 
*Return any extra Assessment Booklet One to the Parent Training Institute* 

Signed:       Date completed:              
                          (facilitator)   
Signed:       Signed:     
              (co-facilitator)      (co-facilitator) 
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Appendix B: Search Terms 
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Database Search Terms 

 PsycINFO Medline 
(PubMed) Embase Cochrane Cinahl Scopus Web of 

Science 

1 

Immigra* 

“Emigrants 
and 

Immigrants” 
OR 

“Emigration 
and 

Immigration” 

“Immigrant” 
and 

“Immigratio
n” 

Immigra* 
“Emigration 

and 
Immigration” 

Immigra* Immigra* 

Refuge* “Refugees” Refuge* 

“Refugees” 
[incl. 

Displaced 
Persons] 

Refuge* Refuge* 

Displace* 

“Displaced 
person OR 
displaced 
people” 

Displace* 

"displaced 
people" or 
"displaced 
person" or 
"displaced 
persons" 

“Displace
d person” 

OR 
“Displace
d people” 

“Displaced 
person” OR 
“Displaced 

people” 

Asylum-
seek* 

“Asylum-
seeker OR 
Asylum-
seeking” 

Asylum-
seek* Asylum-seek* “asylum-

seek” 
Asylum-

seek* 
Asylum-

seek* 

AND 

2 

Parent* “Parents" OR 
"Parenting" “parent” Parent* “Parents” Parent* Parent* 

Youth 

"Adolescent” 

“juvenile” Youth “Adolescence
” [incl. 
Youth] 

Youth Youth 

Adolescen* 
“adolescenc

e” OR 
“adolescent” 

Adolescen* Adolesce
n* Adolescen* 

Child* "Child” “child/” Child* “Child” Child* Child* 
Famil* "Family” “Family” Famil* “Family” Famil* Famil* 

AND 

3 

Parent child 
relation* 

“Parent-Child 
Relations” 

“child parent 
relation” 

Parent child 
relation* 

“Parent-Child 
Relations” 

“Parent 
child 

relation*” 

“Parent 
child 

relation*” 
Parental 

Psychopath
ology 

“Parental 
Psychopathol

ogy” 

Parental 
Psychopatho

logy 

Parental 
Psychopatholog

y 

“Parental 
Psychopathol

ogy” 

“Parental 
Psychopat
hology” 

“Parental 
Psychopath

ology” 

Well being 
OR Mental 

health 
“Well being” “wellbeing” Well being “Psychologica

l Well-Being” 

“Well 
being” 

OR 
“Well-
being” 

“Well 
being” or 

“Well-
being” 

Continued 
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Appendix B continued 

 PsycINFO Medline 
(PubMed) EMbase Cochrane Cinahl Scopus Web of 

Science 

3 

 “Mental 
Health” 

“mental 
health” Mental health “Mental 

Health” 
“Mental 
health” 

“Mental 
health” 

Adjust* OR 
Adapt* 

“Adjustment 
Disorders” 
OR “Social 

Adjustment” 

“adjustment
” Adjust* 

“Adaptation, 
Psychological

” [incl 
Adjust*] 

Adjustme
nt 

Adjustment 

“Resilience, 
Psychologica

l” OR 
“adapt*” 

“adaptive 
behavior” Adapt* 

“adapt” 
OR 

“adaptive 
behavior” 

OR 
“adaptatio

n” 

“adapt” OR 
“adaptive 
behavior” 

OR 
“adaptation

” 

Note. Search terms queried with the Boolean operator * yielded results with any variant of the 
end of the search terms. Search terms queried in “search term” conducted a keyword search; 
other search terms consisted of searches using mapped headings; please note mapped heading 
categories/thesaurus varies across databases. 
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Appendix C: Meta-analysis Inclusion Protocol 
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Meta-analysis: Inclusion Protocol 

Construct Coding rules applied to article’s abstract Data entry 
Determine 
article type 

1 = Case Report 
2 = Theory/model 
3 = Study of Adjustment (Quantitative) 
4 = Treatment study (Quantitative) 
5 = Narrative review 
6 = Systematic review; Meta-analysis 
7 = Other 

Enter: the number associated 
with the article type 

Determine 
Newcomer 
status 

Is the sample’s average number of years in the host 
country less than 10 years? Sample is classified as 
newcomers if the abstract specified length of time in 
host country or described as “recently arrived” 

Enter: 
Yes (newcomer) 
No 
? (insufficient information to 
code; review full-text) 

Determine if 
child sample 
included 

Does the abstract specify that 
children/adolescents/youth participated in the study? 

Enter: 
Yes (child/adolescent) 
No 
? (insufficient information to 
code; review full-text) 

Determine if 
parent sample 
included 

Does the abstract specify that adults described as 
parents or as members of a family participated in the 
study? 

Enter: 
Yes (child/adolescent) 
No 
? (insufficient information to 
code; review full-text) 

Determine 
status in host 
country 

Does the abstract specify the status of the 
participants in the host country? 

Enter: 
Immigrant 
Refugee 
Asylum seeker 
Displaced persons 
Migrant 
Combination of groups 
? (insufficient information to 
code; review full-text) 

Determine 
measures 

Does the abstract specify if the following constructs 
were measured? 

• Child adjustment 
• Parent adjustment 
• Parenting 

 

Enter: for each construct 
Yes  
No  
? (insufficient information to 
code; review full-text) 
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Appendix D: Meta-analysis Data Extraction Protocol 

  



PARENTING SUPPORT 232 

 

Meta-analysis: Data Extraction Protocol 

Construct Description 
Full text Review: Determining Eligibility 

To locate article: search by first author’s last name in file of PDF folders: 
• Search Google Drive for PDF; if not in Drive, check EndNote Library file for is PDF 

attachment 
• If no PDF but there is a website link, follow it to the PDF 
• If it is easy to access the PDF through the website link, save a copy of the PDF to our shared folder on 

Dropbox 
** Please do not spend time searching for articles – I can ask a volunteer in Ottawa to help me with that  ** 

Determining Eligibility: Go to “Sample” tab on Excel and complete the first section “Full text: 
Meets Inclusion criteria?” = Go to article’s METHOD section: 

1) Includes measures of Adjustment (child or parent) or Parenting from list?  
a. If the measure is on our list, but the authors used a modified version (e.g., fewer items), proceed with 

coding, but list in this column that it is a modified version (include the reference used by authors) 
b. Specify which types of measures are included from the Measures List (select from drop-down list): (i) 

child adjustment only, (ii) parental adjustment only, (iii) parenting behaviour only, (iv) child & parental 
adjustment, or (v) either adjustment & parenting 

2) Are participants children (Age Criterion: mean of sample < 18; age range< 19)? Or parents of 
children aged 19 years or less? 

3) Newcomer Criterion (mean number of years in host country < 10 years) 
4) Children migrated with their parents (any separation between children and parents < 2 years) 
5) Are Data available for target group? Can we extract data for the newcomer immigrant/refugee 

group of interest? E.g., If data are collapsed across Newcomer and non-Newcomer groups, or across 
adolescents and young adults, then we cannot extract data for the target group, and this is coded “No” 

 
* See column “Notes from Abstract Review:” I noted the main questions that retained this article for further review after 
reading the abstract. It may be helpful to check on these questions first when determining the full-text’s eligibility 

 
If YES to all 4 of these criteria, enter “YES” in “Code-able?” column 
If NO to ANY of these criteria, enter “NO” in “Code-able?” column; list reason in “Reason” 
column (e.g., “data collapsed across eligible and ineligible groups)  

• Additional Screening Questions: If NO to any of these, exclude article, and list these reasons in “Reason” column  
o Is the article in English? – If NO: Enter “Not available in English” 

 
Articles with eligible and ineligible groups:  
If includes both eligible and ineligible groups such as, unaccompanied minors, extract data only for 
the relevant immigrant/refugee group  
 
Emailing authors:  
If information is missing (as described below) for an article published within the past 10 years, enter “No” in 
column “Code-able?” and list “Please Email author” in “Reason/Flag for group” column – briefly describe why: 
e.g., “mean years in host country not reported” or “not reported if child/youth migrated with parents” or “data 
collapsed across newcomers and non-newcomers” (Dana will email author with email template below). 
 
For missing values: enter 999  
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• Entered for data that you searched for, but were not reported/not asked in the study 
Construct Description 
Full-text? Enter Yes/No if we have the full text available through EndNote/Google Drive 
Quantitative 
Study? 

Are quantitative data of adjustment/parenting available?  
• If YES: Enter “Yes” in “Code-able?” column; Proceed with Screening Questions 
• If NO: “Code-able?” column: Enter “No”;  

o “Reason” column: list “No quantitative data” and describe type of article: 
e.g., Case Report; Theoretical/model/discussion paper; Narrative/Literature 
review; Systematic review; Meta-analysis; Qualitative study; Introduction to 
Special Edition; Editorial 

Construct Description 
Code-able? Enter yes or no if article is code-able 
Reason If article is not code-able, list reason (see Comment in “Reason” Excel cell for examples) 
Group Status/ 
Description 

If the article is code-able, use this column to enter a description of the sample, 
especially if there are multiple groups presented separately: for example 
• Study includes both an experimental and control group of immigrant youth: each group will 

have a line of data in the Excel. For Group Status, the first group’s description is 
“Experimental” and the second is “Control”  

• Data presented separately two newcomer immigrant group: (1) 1–2 years and (2) 3–5 years 
• Data presented separately for two refugee newcomer groups: (1) Syrian and (2) Libyan 

Sample Characteristics 
Status Best descriptor: (i) Immigrant; (ii) Refugee; (iii) Immigrant/refugee; (iv) Asylum 

seeker; (v) Detainees (refugee); (vi) Displaced person; (vii) Migrant 
• Note: If sample includes participants with a different status (e.g., arrived on a temporary 

Work/Tourist/Student visa, then stayed) and data collapsed across all groups: if this 
subcategory is 10% or less of the total sample, include full sample. If subcategory is more 
than 10%, exclude sample (“No” in “Code-able,” “Email author” in “Reason” columns) 

Origin Country Country emigrated from: 
* If 2+ origin countries are listed, select “Multiple” and then type the countries listed in next column. 
* If origin country not listed, select “Other” and list countries in next column. 
* If origin country is a Region (e.g., South America, Middle-Eastern, South Asian), or a former 
country not listed (e.g., former Yugoslavia), select “Other” and list region in next column. 

Origin Country: 
List 

List names of all origin countries/regions 

Host Country Code final destination. Enter “Multiple” if sample includes participants who 
immigrated to various countries. 
Note: For Multiple Host Countries: If article presents data from multiple host countries, 
and data are presented separately for each country group, insert an additional line for 
each country group, and treat each line as a unique article  
• E.g., Article comparing immigrants to Germany and Israel; Means, SDs, and N are 

presented for each country group separately. When entering data, all demographic 
and child adjustment data for German sample entered on row 1 (listed as Author 
Names: A); all data for Israeli sample entered on row 2 (Author Names: B). Insert this 
additional line for all excel sheets (extract data separately for each country group) 

• If multiple host countries are listed, and data are collapsed across all countries, select 
“Multiple” (keep article’s entry to one line in database); list countries in next column 

• If host country not listed in excel options, select “Other”& list countries in next column. 
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Host Country: 
List 

List names of all host countries (if selected “Multiple” or “Other” in previous 
column)  

Host Country Characteristics 
For this section: do the authors raise any of the following topics in describing the sample?  
Use information in the description of the Sample/Participants. For all variables:  

• If yes: enter description as stated in article (e.g., 40% families were two-parent households) 
• If no: enter “not specified” 

Two-parents Is the proportion of two-parent families reported for the sample? (may be described 
portion of as “Marital status/cohabitation,” indicating proportion of households with two adults) 

Siblings Are the presence or number of siblings for child/adolescent participants reported 
for the sample? (may also be described as the number of children in the home) 

Housing Are participants’ housing reported? (e.g., detention centres, community housing) 

Settlement Are access to settlement/reception services reported? (e.g., language classes, 
employment information/supports, child care) 

Community Are the proportion of participants who settled in communities with a similar 
language or culture to their country of origin reported? 

Youth Demographics 
Enter youth demographic data as presented in the article: 
• If the data are presented for the entire youth sample, enter data in one line. 
• If the data are presented separately (complete demographic and adjustment measure data) for multiple 

groups (e.g., separated by age group; gender; ethnicity; country of origin; host country; 
experimental/control group), enter data separately by inserting a new line into the excel 
spreadsheet, and treat group as a separate entry: 
o Be sure to insert the additional line into each tab/sheet in the excel, and label the lines accordingly 

(e.g., Aroian et al., A; Aroian et al., B, etc) 
• If data are presented separately by gender for the demographic data, but are collapsed for the child 

adjustment measures, enter youth demographic data separately by gender (into the appropriate 
gender sections in the excel sheet, in the same line), and enter the adjustment data for the full group. 

If entering demographic data in this section, enter the number of girls/women and boys/men as it is 
reported in the article (all age and host country info presented for full group): 

• E.g. 1: Total youth sample is N = 200, girls = 110, boys = 90; all 1st generation 
• E.g. 2: Total youth sample is N = 200, girls = 55%; all 1st generation 

N: 
Combined 

Youth 

Gender: 
Youth (% 
female) 

N: 
Female  

  

N: Male % 
2nd 

gen. 

 Age: Combined Youth etc 
 Mean SD Min (Age 

Range) 
Max 
(Age 

Range) 

 

200  110 90 0  12.50 1.10 10.00 15.00  
200 55   0  12.50 1.10 10.00 15.00  

If study is longitudinal, enter demographic information at Time 1 

Construct Description 
N: Youth Sample Size: Youth  - Total number of youth 
% 2nd If sample consists of both 1st and 2nd generation youth (both of which meet 
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generation Newcomer status), enter percentage of sample that is 2nd generation. 
Note: If children are 2nd gen, but were born within 10 years of parents immigrating, count as 
Newcomer (enter all relevant data). However, if parent duration in country not specified, and 
children are 2nd  generation, cannot assume youth meet Newcomer = Exclude 

Age: Youth Mean in years of youth (children/adolescents); convert months into part of year: 
e.g., Mean of 12 years and 3 months is entered as Mean of 12.25 
If age is presented differently (e.g., Median), and age range is within our limits (0 – 19), enter mean 
age as missing (999), extract data from child adjustment measures 
SD: Standard deviation of youth age 
If no SD is reported enter SD as missing (999) 
Range: lowest of age range If sample age range not listed, but eligibility criteria 

describes “children aged x-x,” enter range described as 
recruitment criterion. Range: highest of age range 

Years in Host 
Country: Youth 

Mean of sample 
• If no mean duration is reported… 

o … but sample described as in host country for “less than one year,” enter as “up to one 
year”; article means inclusion criterion, but mean unavailable. 

o … but study’s recruitment criteria = living in host country for less than 10 years, enter as 
“up to 10 years”; article means inclusion criterion, but mean unavailable. 

• If years in host country is not reported, but think they may be Newcomers (e.g., recruited from 
agencies that tend to service new immigrants): Email author 

• If data are Current Mean Age & Mean Age at Immigration: Subtract = years in host country. 
• If sample is split into groups with different durations:  

o E.g., group 1 in host country for 2 years or less, group 2 in host country for 3 years or 
more (mean of overall/both groups is less than 10 years): Email author 

o E.g., group 1 in host country for 5 years or less, group 2 in host country for 6 years or 
more (mean of group 1 counts as Newcomer, mean of group 2 is over 10 years and is 
ineligible) = only extract data for eligible group (group 1)  

• If authors present time in host country in months, convert to years prior to entering data (to 
facilitate data importation into meta-analysis program) 

SD: standard deviation of mean years in host country 
Range: lowest of range 
Range: highest of range 
Average Age at Immigration (M): If, instead of reporting number of years in host 
country, study reports participants’ average age (and SD) when they immigrated to 
host country, enter here.  
If not listed: Email author 
Average Age at Immigration (SD): Standard deviation of the average age of 
participants when immigrating to new country 
If not listed: Email author 

Parent Demographics 
When the parent demographic data are presented separately for Mothers and Fathers, enter the 
demographic data separately. 
 
If study is longitudinal, enter demographic information at Time 1 
 
Construct Description 
N: Parent Sample Size: Parent - Total number of parents 
Age: Parent Mean in years of parents; convert months into part of year: e.g., Mean of 40 years 
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and 3 months is entered as Mean of 40.25 
SD: Standard deviation of parent age 
Range: lowest of age range 
Range: highest of age range 

Gender: Parent Proportion of each gender: Enter % of women 
Years in Host 
Country: 
Parent 

Mean of sample (if sample consists of both eligible and ineligible participants, enter 
only for eligible) 
SD: standard deviation 
Range: lowest of range 
Range: highest of range 
Average Age at Immigration (M): If, instead of reporting number of years in host 
country, study reports participants’ average age (and SD) when they immigrated to 
host country, enter here. 
Average Age at Immigration (SD): Standard deviation of the average age of 
participants when immigrating to host country 

Methodology 
Construct Description 
Data Set If applicable/known: are these data set part of a larger study? Yes, No, Possibly  
Data Set Name If applicable/known: identify if study is part of a larger data set (checking for overlap 

across studies) (independence of data): (i) select from list of large data sets, (ii) identify if 
study name is provided (but not included on our list), or (iii) select that larger study not 
named. 

Data Set Name: 
List 

If the sample is part of a larger study, list the name of the study (if not listed in “Data Set 
Name”). If unclear, but suspect there are (potentially) related studies, list the potentially 
related article(s). 
• E.g., Aroian et al, 2011:  states that method previously described in Aroian, 2009 

Study Design Indicate if study is (i) Cross-sectional, (ii) Longitudinal (non-experimental), or (iii) 
RCT/Experimental 

Comparison 
Group? 

Indicate if the study includes a comparison group (compared to the immigrant/refugee 
group of interest).  
Select: (i) Other; (ii) Yes (non-immigrant/ refugee comparison); (iii) Yes (experimental-
control group comparison); or (iv) No (no comparison group) 

Follow-up If longitudinal, duration of follow-up interval (in months), regardless of number of follow-
up assessments. As only Time 1 data are being entered, follow-up interval is entered 
descriptive purposes. 
• E.g., Two year study with Time 1, follow-up at 12 months, and follow-up at 24 months: enter 24 

as the duration of follow-up interval. 
Method: 
Measurement 

Select the best description of the type of measurement used: Self-report, Parent-report, 
Observations, Interview, Other, Multi-method 

NOTES 
(describe) 

Use this section to describe (potentially) related studies, particularly if article may 
be part of a larger study, but it is unclear. 

• E.g., Aroian et al, 2011: method previously described in Aroian, 2009 
Data Extraction: ALL measures 

Extract data for EACH MEASURE that is on the list of measures in its own line in the Excel:  
1) Measure: List the name of the measure (confirm it is on the Measures List) 
2) Rater: List who provided the data (select from drop-down list) 
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o For each rater, insert a new row in the Excel to extract the data (e.g., Youth Self-report and 
Parent report) 

3) Score: Specify whether this is the total score of the measure, or a subscale score 
o For each total and/or subscale reported, insert a new row in the Excel to extract the data (e.g., 

ASEBA-Child Behavior Checklist: Overall/Total score reported, as are the Internalizing and 
Externalizing subscales = each one gets its own row for data extraction) 

4) Age: Specify the age range that this specific measure was used to assess in this article 
5) Psychometrics: Are any reliability or validity data presented for the use of this measure with 

this specific immigrant/refugee sample? (e.g., using the ASEBA-CBCL with a sample Syrian 
refugees in Canada: are data on the measure’s internal consistency presented for this sample?) 

  
Additional information for specific circumstances: 

 
• If there are multiple eligible samples in one paper: For studies that present data for distinct samples 

(e.g., Slonim-Nevo et al, 2009: Israeli and German samples), extract data for the measure separately for 
each eligible group if the authors presented demographic data separately for each eligible group 

o As described in “Host Country” country, insert additional lines for each country group, and 
treat as a unique article (e.g. row 1 = ”Study ID: A”; row 2 = ”Study ID: B”) 

• If study is longitudinal, enter Time 1 data only 
• If data are presented as a Composite Score that combines parent and youth reports, Email 

author for separate scores 
 
General information for Extracting Data: 
When extracting data, the priority is to extract Means, SD, and N for the measure of interest. If 
that information is not available, move to other forms of data (x2, Odds, etc) 
• Sample Size: when extracting the Means and SDs for a particular measure, include the number of participants who 

contributed to that Mean and SD.  
• If there is a discrepancy between the N as reported in the demographic info and the actual number of participants 

who completed the measure: 
o INCLUDE: Enter data if at least 80% of full sample completed measure 
o EXCLUDE: if less than 80% of full sample completed measure 

• If N used to calculate Mean and SD is not specifically reported, assume the full sample completed the measure 
(unless examination of degrees of freedom suggests otherwise) 

• If mean score on a measure of child adjustment is presented, but SD is not included (and no other data are 
available to extract for meta-analysis): Email author 

• If the only child adjustment data that are available as presented as Correlation or Regression (i.e., data are not 
presented in a way where we can calculate Means and SDs): Email author 

 
Data Extraction: All Measures of Adjustment or Parenting 

Enter data as it is presented in the article: if presented separately for boys and girls (or women and 
men), enter separately in the same line of database. Only use “Combined Gender” section if the data are 
presented for all youth.  
• If the article has divided the data into groups (by age, country of origin, etc), and complete demographic 

and adjustment/parenting measurement data are available for each group, insert a new line into the 
database for each group and treat as individual studies.  

• If data are presented for 2+ groups that are all eligible immigrant/refugee groups, but they are in distinct 
experimental and control groups, insert a new line into the database for each group and treat as individual 
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studies - but only enter the Pretest assessment data for each group. 
Construct Description 
Ideally, extract Means, SDs, and N for each measure 
Mean Mean 
SD SD 
N Sample size included in this specific analysis 
If Ms and SDs are not available, extract the N and any of the following: d, F, t, x2, Odds, Corr. 
P P value significance 
D Effect size 
F F value 
T t value 
χ2 Chi Square  
Odds Odds ratio 
Corr. Correlation (if data are only presented as a correlation: Email author) 
Df Degrees of Freedom 
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Appendix E: Meta-analysis Measures List 
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Measures List: Child Adjustment, Parental Adjustment, Parenting 

Acronym Child Adjustment Measure Validated 
for years Report 
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ADIS 
Anxiety Disorders Interview 
Schedule 7 - 17 

Youth; Parent;     
X 

   

ADIS - Clinician Rating Scale Clinician        

ASEBA: 
CBCL Child behavior checklist 1.5 – 18 Parent X X X      

ASEBA: 
TRF Teacher report form CBCL 1.5 – 18 Teacher X X X      

ASEBA: 
YSR Youth Self-report CBCL 11 – 18 Youth X X X      

ASPD Antisocial Process Screening 
Device 6 - 13 Parent; 

Teacher 
  X      

BASC-2/3 

Behavior Assessment System for 
Children (2nd ed; 3rd ed) 
Parent or Teacher Rating Scales 
(PRS/TRS); Self-report of 
Personality (SRP; youth) 

2-21 (P, 
T) 
8-21 (Y) 

Parent; 
Teacher; 
Youth 

 X X      

BCS Behavioral Coding System Children Clinician-
administered 

  X      

BDI Beck Depression Inventory 13+ Youth SR    X     

BHS Beck Hopelessness Scale 13+ Youth    X     

BPC Brief Problem Checklist 7 – 13 Youth; Parent X        

BSI Brief Symptom Inventory 13+ Youth X        

BSS Beck Scale for Suicidal Ideation adolescents Youth    X     

CADBI Child & Adolescent Disruptive 
Behavior Inventory 3-18 Parent; 

Teacher 
  X      

CAPA Child and Adolescent Psychiatric 
Assessment 9 – 17  Interview    X     

CAPES Child Adjustment and Parent 
Efficacy Scale 2 – 12 Parent X        

CDI Children’s Depression Inventory 7 – 17 Youth; Parent; 
Teacher 

   X     

CDRS-R Children’s Depression Rating 
Scale-Revised 6 – 12 Clinician-

administered 
   X     

CES-D Center for Epidemiological 
Studies Depression Scale 12 – 18 Youth; Parent     X     

CES-DC 
Center for Epidemiological 
Studies Depression Scale for 
Children 

6 – 23 Youth; Parent     X     

C-GAS Child Global Assessment Scale 4 – 16  Clinician-
administered X        

CPSS Child PTSD Symptom Scale 8 – 18 Youth; 
Clinician 

     X   

CPTSDI Children’s PTSD Inventory 6 – 18 Clinician      X   

CPTS-RI; Children’s PTSD Reaction Index 8 – 18 Youth;      X   
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Acronym Child Adjustment Measure Validated 
for years Report 
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CPTSD-
RI 

Clinician 

CRS / 
CRS-R / 
CBRS 
(CPRS/C
TRS) 

Conners Rating Scales: Conners 
Rating Scales – Revised; Conners 
Behavior Rating Scales; Conners-
3 (Conners Parent Rating Scales; 
Conners Teachers Rating Scales)  

P/T:  
6 – 18 
Y: 8 - 18 

Youth; Parent; 
Teacher X        

CSPS Child Suicide Potential Scales 8 – 12  Clinician-
administered 

   X     

CY-
BOCS 

Children’s Yale-Brown 
Obsessive-Compulsive Scale 6 – 17   

Parent; 
Clinician-
admin 

    X    

DISC-IV Diagnostic Interview Schedule for 
Children-4th edition 

P: 6 – 17 
Y: 9 – 17  

Clinician-
administered 

 X X X X X   

DPICS Dyadic Parent-Child Interaction 
Coding System 3 – 12  Observation   X      

DSRS / 
DSRSC 

Depression Self-Rating Scale / 
DSRS for children 8 – 14  Youth    X     

ECBI/SES
BI-R 

Eyberg Child Behavior Inventory 
/ Sutter-Eyberg Child Behavior 
Inventory-Revised 

2 – 16 Parent   X      

FSSC-R Fear Survey Schedule for 
Children-Revised 7 – 16  Youth     X    

GHQ / 
GHQ-12 General Health Questionnaire 11 – 15 Youth X        

HRSD Hamilton Rating Scale for 
Depression adolescents Youth    X     

  How-I-Feel Questionnaire 8 – 15 Youth        X 
HSC-37A/ 
HSCL-
37A 

Hopkins Symptom Checklist-37 
for Adolescents 12 – 18 Youth X        

IES / IES-
R 

Impact of Event Scale / Impact of 
Event Scale - Revised 8 – 18  Youth      X   

KHS / 
HSC 

Kazdin Hopelessness Scale / 
Hopelessness Scale for Children 5 – 13 Youth    X     

KSADS 

Schedule for Affective Disorders 
and Schizophrenia for School-Age 
Children (Present & Lifetime 
Version) 

6 – 18 Youth; Parent  X X X X X   

LSS Langner Symptom Survey 15 – 18 Youth X        

MASC / 
MASC-2 

Multidimensional Anxiety Scale 
for Children 

Children & 
adolescents Youth; Parent     X    

Multidimensional Anxiety Scale 
for Children (2nd edition) 8 – 19 Youth; Parent     X    

MAST Multi-Attitude Suicide Tendency 
Scale 

Adolescents 
& adults Youth    X     

MFQ Mood and Feelings Questionnaire 8 – 18 Youth; Parent    X     

MSPSE Multidimensional Scales of 11 – 18 Youth       X  
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Acronym Child Adjustment Measure Validated 
for years Report 
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Perceived Self-efficacy 

MSLSS Multi-dimensional Student Life 
Satisfaction Scale 8 – 18 Youth       X  

PANSI Positive and Negative Suicide 
Ideation Inventory 14 – 17 Youth    X     

PDR Parent Daily Report 4 – 10  Parent 
Observation 

  X      

PEDS Pediatric Emotional Distress Scale 2 – 10 Parent      X   

PHCSCS Piers-Harris Children’s Self-
Concept Scale, 2nd edition 7 – 18 Youth       X  

PHQ-9 Patient Health Questionnaire – 9 
items (depression scale) 13+ Youth    X     

Y-PSC / 
PSC 

Pediatric Symptom Checklist / 
PSC-Youth Report 

Y: 9 – 14 
P: 3 – 18 Parent; Youth X        

PSSM Psychological Sense of School 
Membership 9 – 16  Youth        X 

PSWQ-C Penn State Worry Questionnaire 
for Children 7 – 17 Youth     X    

PTSS-C Post-traumatic Stress Symptoms 
in Children 6 – 18  

Semi-
structured 
interview 

     X   

RADS Reynolds Adolescent Depression 
Scale 13 – 18 Youth; Parent    X     

RATS Reactions of Adolescents to 
Traumatic Stress 10+ Youth      X   

RCADS Revised Children's Anxiety & 
Depression Scale 6 – 18 Youth; Parent  X  X X    

RCDS Reynolds Child Depression Scale 8 – 12 Youth; Parent    X     

RCMAS Revised Children’s Manifest 
Anxiety Scale 6 – 19 Youth; Parent     X    

RFL-A Reasons for Living Inventory for 
Adolescents 14 – 18  Youth    X     

RSES Rosenberg Self-Esteem 
Scale/Inventory 13 – 19 Youth       X  

SASC-R Social Anxiety Scale for 
Children-Revised 7 – 18  Youth     X    

SCARED Screen for Child Anxiety Related 
Emotion Disorders 6 – 18 Youth; Parent     X    

SCAS Spence Children's Anxiety Scale 7 – 19 Youth; Parent     X    

SCL-90-R Symptom Checklist-90-Revised 13+ Youth X        

SDQ Strengths & Difficulties 
Questionnaire 

P & T:  
3 – 16 
Y: 11 – 16 

Youth; Parent; 
Teacher X        

SDQ-I Self-Description Questionnaire 
(preadolescents) Gr. 2 – 6 Youth       X  

SDQ-II Self-Description Questionnaire 
(early, middle adolescents) Gr. 7 – 12  Youth       X  
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Acronym Child Adjustment Measure Validated 
for years Report 
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SEI Self-esteem Inventory 
(Coopersmith SEI) 8 – 15  Youth       X  

SET/PYIT Social Evaluative Task/Parent-
Youth Interaction Task Youth Observation     X    

SIQ Suicidal Ideation Questionnaire 
(high school students) 

Gr. 10 – 
12 Youth    X     

SIQ-Jr Suicide Ideation Questionnaire 
(middle school students) Gr. 7 - 9 Youth    X     

SITBI Self-injurious Thoughts & 
Behaviors Interview 12 – 19  Interview    X     

SOCSS Survey of Children’s Social 
Support Gr. 3 – 5  Youth        X 

SPAIC Social Phobia and Anxiety 
Inventory for Children 9 – 14 Youth     X    

SPPCA Self-Perception Profile for 
Children & Adolescents 

Children & 
adolescents 

Youth; 
Teacher 

      X  

SPS Suicide Probability Scale Adolescents Youth    X     

SSI Scale for Suicide Ideation adolescents Youth 
(interview) 

   X     

SSMS Social Support Microsystems 
Scales (peer, family, school) 10 – 18 Youth        X 

STAI-C State-Trait Anxiety Inventory for 
Children 9 – 12 Youth     X    

TSCC Trauma Symptom Checklist for 
Children 8+ Youth      X   

TSCYC Trauma Symptom Checklist for 
Young Children 3 – 12 Parent      X   

TP Youth Top Problems 7 – 13 Youth; Parent; 
Clinician X        

UCLA 
PTSD-RI 

UCLA PTSD Reaction Index for 
DSM IV 7 – 18  Youth      X   
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Acronym Parent Adjustment Measure 
Report 
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ADIS-IV 

Anxiety Disorders Interview 
Schedule, Lifetime version for DSM-
IV Interview       X   X         

ADIS-VL 

Anxiety and Related Disorders 
Interview Schedule for DSM-5 – 
Lifetime Version Interview       X             

ADS Alcohol Dependence Scale Adult SR                 X   
ASRM Altman Self-Rating Mania Scale Adult SR         X           

AUDIT 
Alcohol Use Disorders Identification 
Test Adult SR                 X   

BAI Beck Anxiety Inventory Adult SR           X         

BDI-II 
Beck Depression Inventory, 2nd 
edition Adult SR       X             

BDI Beck Depression Inventory Adult SR    X       
BSI Brief Symptom Inventory Adult SR X                   
CAGE CAGE (screening scale for alcohol) Adult SR                 X   
CAPS/CAP
S-IV/CAPS-
5 

Clinician-Administered PTSD Scale/ 
for DSM-IV/ for DSM-5 

Clinician 
administered             X       

CAQ Cognitive Avoidance Questionnaire Adult SR           X         

CES-D 
Center for Epidemiological Studies 
Depression Scale Adult SR       X             

CIDI-SAM 
Composite International Diagnostic 
Interview-Substance Abuse Module Interview                 X   

CORE-OM 
Clinical Outcomes in Routine 
Evaluation - Outcome Measure Adult SR       X             

C-SSRS 
Columbia-Suicide Severity Rating 
Scale 

Clinician 
rating                      

CUDOS 
Clinically Useful Depression 
Outcome Scale Adult SR       X             

CUXOS 
Clinically Useful Anxiety Outcome 
Scale  Adult SR           X         

DASS/DAS
S-21 Depression Anxiety Stress Scales Adult SR       X             
DUSI-R Drug Use Screening Inventory-

Revised Adult SR                 X   

EPDS 
Edinburgh Postnatal Depression 
Scale Adult SR       X             

EQ Experiences Questionnaire Adult SR       X             
FAST FAST (screening scale for alcohol) Adult SR                 X   
FQ Fear Questionnaire Adult SR           X         

GAD-7 
Generalized Anxiety Disorder 
Screener Adult SR           X         
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Acronym Parent Adjustment Measure 
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GAF Global Assessment of Functioning Clinical rating       X             
GHQ General Health Questionnaire Adult SR X          

HAM-A Hamilton Rating Scale for Anxiety 
Clinician 
rating            X         

HAM-D 
Hamilton Rating Scale for 
Depression 

Clinician 
rating        X             

HSCL-25 Hopkins Symptom Checklist-25 Adult SR   X   X   X         
HTQ Harvard Trauma Questionnaire Adult SR             X       

IDS Inventory of Depressive Symptoms 
Adult SR; 
Clinician       X             

IES-R Impact of Event Scale-Revised Adult SR             X       
ISEL Interpersonal Support Evaluation List  Adult SR                    X 
IUS Intolerance of Uncertainty Scale Adult SR           X         
K10 Kessler Psychological Distress Scale Adult SR  X         
LASC Los Angeles Symptom Checklist Adult SR             X       
LDQ Leeds Dependence Questionnaire Adult SR                 X   

LSAS-CR / 
SR 

Liebowitz Social Anxiety Scale 
Clinician-Report 

Clinician 
rating            X         

Liebowitz Social Anxiety Scale - 
Self-Report Adult SR           X         

MAS Bech-Rafaelsen Mania Scale 
Clinician 
rating          X           

MASQ Mood and Anxiety Questionnaire Adult SR       X             
MAST Michigan Alcoholism Screening Test Adult SR                 X   
MSSI Modified Scale for Suicide Ideation Clinician       X             

NPOQ 
Negative Problem Orientation 
Questionnaire Adult SR           X         

OQ-45 Outcome Questionnaire-45 Adult SR       X             
PCL/PCL-
IV/PCL-5 

PTSD Checklist/ for DSM-IV/ for 
DSM-5 Adult SR             X       

PCL-C 
Post-Traumatic Stress Disorder 
Checklist - Civilian Version Adult SR             X       

PDS/PDS-
IV/PDS-5 

Posttraumatic Diagnostic Scale/ for 
DSM-IV/ for DSM-5 Adult SR             X       

PDSS Panic Disorder Severity Scale 
Clinician 
rating            X         

PHQ Patient Health Questionnaires Adult SR X                   

PHQ-9 
Patient Health Questionnaire 9 
(Depression scale) Adult SR       X             

PROMIS 

National Institutes of Health Patient 
Reported Outcomes Measurement 
Information System Adult SR X                   
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PSS PTSD Symptom Scale 
Interview; 
Adult SR             X       

PSWQ Penn State Worry Questionnaire Adult SR           X         

QIDS(-SR) 

Quick Inventory of Depressive 
Symptomatology (Self-rated) 
(shortened version of IDS) 

Adult SR; 
Clinician       X             

QLQ Quality of Life Questionnaire Adult SR           X         
QOLI Quality of Life Inventory Adult SR       X   X         
RAPS Rapid Alcohol Problems Screen Adult SR                 X   

RAS Recovery Assessment Scale 

Self-report & 
Clinician 
Rating X                   

RFL Reasons for Living Inventory Adult SR       X             

SAAST 
Self-Administered Alcoholism 
Screening Test Adult SR                 X   

SASII 
Suicidal Attempt Self-Injury 
Interview 

Structured 
interview       X             

SBQ Suicidal Behaviors Questionnaire Adult SR       X             

SBQ-R 
Suicide Behaviors Questionnaire – 
Revised Adult SR                     

SCL-90-R Symptom Checklist-90-Revised Adult SR X          

SCID-
5/SCID-IV 

Structured Clinical Interview for 
DSM-5, DSM-IV / DSM-IV 
Personality Disorders 

Clinician 
administered X X X X X X X   X   

SITBI 
Self-injurious Thoughts & Behaviors 
Interview Interview       X             

SPIN Social Phobia Inventory Adult SR           X         
SSI Scale for Suicide Ideation Interview       X             

THQ Trauma History Questionnaire 
Adult SR; 
Clinician             X       

THS Trauma History Screen Adult SR             X       
TLEQ Traumatic Life Events Questionnaire Adult SR             X       
TOP Treatment Outcome Package Adult SR       X             

TWEAK 
TWEAK (screening measure for 
alcohol) Adult SR                 X   

WAQ Worry and Anxiety Questionnaire Adult SR           X         
WHODAS 
2.0 

World Health Organization 
Disability Assessment Schedule 2.0 Adult SR       X             

WW-II Why Worry-II Adult SR           X         

YMRS Young Mania Rating Scale 
Clinician 
rating          X           
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Acronym Parenting Measure Report 

APQ Alabama Parenting Questionnaire Parent; Youth 
BICS, BISS Beavers Interactional Competence Scale; BI Style Scale Observation 
CAPI Child Abuse Potential Inventory Parent 
CARE-Index Child and Adult Relational Experimental Index Observation 
Circumplex 
CRS Circumplex Clinical Rating Scale Observation 
DPCICS Dyadic Parent–Child Interaction Coding Syst. Observation 

FACES IV 
Family Adaptability and Cohesion Evaluation Scales - Fourth 
Edition (based on Circumplex Model) Parent 

FAD/MFAD Family Assessment Device/McMaster Family Assessment Device Parent 
GARF Global Assessment of Relational Functioning Clinician rating 
MCBS Management of Children’s Behavior Scale Parent 
McMaster CRS McMaster Clinical Rating Scale Observation 
McSIFF 

McMaster Structured Interview for Family Functioning 
Structured 
interview  

PAC Parent–Adolescent Communication Scale Youth; Parent 

PBI; CRPBI 
Parent Behaviour Inventory (aka: Children’s Report on Parent 
Behavior Inventory; CRPBI) Youth 

PBIQ Parent Behavior Importance Questionnaire Parent 
PIRGAS Parent Infant Rel. Global Assessment Scale Clinician rating 
PS Parenting Scale Parent 
PSD (PSDQ) Parenting Styles and Dimensions (Questionnaire) Parent 

PSI Parenting Stress Index 
Parents of children 
aged 1 - 12 

SFI Self-report Family Inventory (Beavers) Parent 
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Appendix F: Methodological Quality Coding Criteria 
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Methodological Quality: Coding Criteria 

Components drawn from the “Checklist for Measuring Quality” (Downs & Black, 1998) 

Article Authors:  
Year: 
Coder: 
 

Reporting Yes No n/a 
1. Is the hypothesis/aim/objective of the study clearly described? 
If the authors describe the formative research, theoretical basis(es) or constructs upon which 
the intervention was developed the question should be answered yes*. 

1 0 n/a 

2. Are the main outcomes to be measured clearly described in the Introduction or Methods 
section? 

If main outcomes are first mentioned in the Results section, question should be answered no. 

1 0 n/a 

3. Are the characteristics of the participants included in the study clearly described? 
In cohort studies and trials, inclusion and/or exclusion criteria should be given. In case-
control studies, a case-definition and the source for controls should be given. 

1 0 n/a 

4. Are the main findings of the study clearly described? 
Simple outcome data (including denominators and numerators) should be reported for all 
major findings so that the reader can check the major analyses and conclusions. (This 
question does not cover statistical tests which are considered below). 

1 0 n/a 

5. Does the study provide estimates of the random variability in the data for the main 
outcomes? 

In non-normally distributed data, the inter-quartile range of results should be reported. In 
normally distributed data the standard error, standard deviation or confidence intervals 
should be reported. If the distribution of the data is not described, it must be assumed that 
the estimates used were appropriate and the question should be answered yes.  

1  0 n/a 

6. Have actual probability values been reported (e.g. 0.035 rather than <0.05) for the 
main outcomes except where the probability value is less than 0.001? 

Focus on the adjustment outcomes of interest to the meta-analysis (depression, trauma, 
anxiety, externalizing/internalizing behaviour, etc) 

1 0 n/a 

External validity: All the following criteria attempt to address the representativeness 
of the findings of the study and whether they may be generalised to the population 

from which the study subjects were derived. 
Yes No U/D 

7. Were the participants asked to participate in the study representative of the entire 
population from which they were recruited? 

The study must identify the source population for patients and describe how the patients 
were selected. Patients would be representative if they comprised the entire source 
population, an unselected sample of consecutive patients, or a random sample. 
Random sampling is only feasible where a list of all members of the relevant population 
exists. Where a study does not report the proportion of the source population from which 
the patients are derived, the question should be answered as unable to determine. 

1 0 0 

8. Were those participants who were prepared to participate representative of the entire 
population from which they were recruited? 

The proportion of those asked who agreed should be stated. Validation that the sample was 
representative would include demonstrating that the distribution of the main confounding 
factors was the same in the study sample and the source population. 

1 0 0 

Internal validity – bias Yes No U/D 
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9. If any of the results of the study were based on “data dredging”, was this made clear? 
Any analyses NOT planned at the outset of the study should be clearly indicated. If no 
retrospective unplanned subgroup analyses were reported, then answer yes. 

1 0 0 

10. Were the statistical tests used to assess the main outcomes appropriate? 
The statistical techniques used must be appropriate to the data. For example, nonparametric 
methods should be used for small sample sizes. Where little statistical analysis has been 
undertaken but where there is no evidence of bias, the question should be answered yes. If 
the distribution of the data (normal or not) is not described it must be assumed that the 
estimates used were appropriate and the question should be answered yes. 
** As with any consideration of statistical analysis, consideration should be given to 
whether there was a more appropriate alternate statistical method that could have been used. 
The methods section should be detailed enough for reviewers to identify which analytical 
techniques were used (in particular, regression or stratification) and how specific 
confounders were measured. For studies utilizing regression analysis, it is useful to identify 
if the study identified which variables were included and how they related to the outcome. 
If stratification was the analytical approach used, were the strata of analysis defined by the 
specified variables? It is also important to assess the appropriateness of the analytical 
strategy in terms of the assumptions associated with the approach as differing methods of 
analysis are based on differing assumptions about the data and how it will respond.** 

1 0 0 

11. Were the main outcome measures used accurate (valid and reliable)? 
For studies where the outcome measures are clearly described, the question should be 
answered yes. For studies which refer to other work or that demonstrates the outcome 
measures are accurate, the question should be answered as yes. – This was a selection 
criteria 

1 – 
p.  

0 0 

Power Yes No  
12. * Did the study mention having conducted a power analysis to determine the 

sample size needed to detect a significant difference in effect size for one or 
more outcome measures?* 

Yes, 2 or more measures = score 2; Yes, 1 measure = score 1; No = score 0 

2 1 0 n/a 

TOTAL (out of 13)  
Note: n/a = Not Applicable; U/D = Unable to Determine 

 
Items drawn from the “Checklist for Measuring Quality” (Downs & Black, 1998) 
 
* Item/Explanation drawn from: Kennelly, J. (2011) Methodological Approach to Assessing the 
Evidence. In A. Handler et al. (eds.), Reducing Racial/Ethnic Disparities in Reproductive and 
Perinatal Outcomes: The Evidence from Population-Based Interventions (pp. 7–19). DOI 
10.1007/978-1-4419-1499-6_2 
 
** Explanation drawn from: The Joanna Briggs Institute Critical Appraisal tools for use in JBI 
Systematic Reviews: Checklist for Analytical Cross Sectional Studies 
(https://joannabriggs.org/sites/default/files/2019-05/JBI_Critical_Appraisal-
Checklist_for_Analytical_Cross_Sectional_Studies2017_0.pdf) – recommended by NICE guidelines 
 

  

https://joannabriggs.org/sites/default/files/2019-05/JBI_Critical_Appraisal-Checklist_for_Analytical_Cross_Sectional_Studies2017_0.pdf
https://joannabriggs.org/sites/default/files/2019-05/JBI_Critical_Appraisal-Checklist_for_Analytical_Cross_Sectional_Studies2017_0.pdf
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Appendix G: Sample Practitioner Session Reflection Tool 
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Session Reflection Tool: Triple P Level 4 Group, Session 1 

Session Components: Please indicate whether you completed each 
component of the session as described in the manual, or if you modified it 

Activity 
completed 

as described 

Activity modified (How?) 
Check all that apply 

1. Introduction: 
• Congratulate parents on making the commitment to participate  
• Provide an overview of Group Triple P 
• If any parent did not complete Assessment Booklet One or is just 

joining the group have him/her complete the assessment packet 
before starting this session 

 

� I added elements to this activity  
� I removed elements from this 

activity  
� I adapted this activity  
� I replaced an element of this 

activity with another element 
� I dropped this activity entirely 

2. Agenda (outline proposed session goals and gain consent from group)  
• Behavior Rating Scales 
• Working as a group 
• What is positive parenting 
• Causes of child behavior problems 
• Goals for change 
• Keeping track of children’s behavior 
• Homework tasks 

 

� I added elements to this activity  
� I removed elements from this 

activity  
� I adapted this activity  
� I replaced an element of this 

activity with another element 
� I dropped this activity entirely 

3. Behavior Rating Scales 
• Distribute and have caregivers complete the Behavior Rating 

Scales (~2 mins) 
• Immediately collect Behavior Rating Scales  

 

� I added elements to this activity  
� I removed elements from this 

activity  
� I adapted this activity  
� I replaced an element of this 

activity with another element 
� I dropped this activity entirely 

4. Working as a Group 
• Exercise 1: Setting basic ground rules for the group 
• Exercise 2: Getting to know you 
• Exercise 3: What you would like to get out of the group session 

 

� I added elements to this activity  
� I removed elements from this 

activity  
� I adapted this activity  
� I replaced an element of this 

activity with another element 
� I dropped this activity entirely 

5. What is Positive Parenting? 
• Discuss the challenges of being a parent  
• Show video: Opening segment 
• Introduce positive parenting: 

o Ensuring a safe and interesting environment 
o Creating a positive learning environment 
o Using assertive discipline 
o Having realistic expectations 
o Taking care of oneself 

• Show video Part 1: What is Positive Parenting? 
• Exercise 4: What is positive parenting? 

 

� I added elements to this activity  
� I removed elements from this 

activity  
� I adapted this activity  
� I replaced an element of this 

activity with another element 
� I dropped this activity entirely 

6.  Causes of Child Behavior Problems 
• Introduce factors know to influence children’s behavior 

o Genetic make-up 
o The family environment  
o Influences outside the home 

• Show video Part 2: Causes of Child Behavior Problems 
• Exercise 5: Identifying causes of child behavior problems 

 

� I added elements to this activity  
� I removed elements from this 

activity  
� I adapted this activity  
� I replaced an element of this 

activity with another element 
� I dropped this activity entirely 
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Session Components: Please indicate whether you completed each 
component of the session as described in the manual, or if you modified it 

Activity 
completed 

as described 

Activity modified (How?) 
Check all that apply 

7.  Goals for Change 
• Exercise 6: What skills should we encourage in children? 
• Exercise 7: Setting goals for change 

 

� I added elements to this activity  
� I removed elements from this 

activity  
� I adapted this activity  
� I replaced an element of this 

activity with another element 
� I dropped this activity entirely 

8.  Keeping Track of Children’s Behavior 
• Introduce monitoring of children’s behavior 
• Show video Part 2: Goals for Change, Keeping Track 
• Exercise 8: Keeping track 

 

� I added elements to this activity  
� I removed elements from this 

activity  
� I adapted this activity  
� I replaced an element of this 

activity with another element 
� I dropped this activity entirely 

9.  Session Close 
• Review the main points covered in the session 
• Explain why the homework tasks are important 
• Explain homework tasks (monitoring one or two child behavior) 
• Ask if any parent would like to take the DVD home to review 

o List name of parent checking out video ________ 
• Outline the content of the next session and give a reminder of the 

day and time 

 

� I added elements to this activity  
� I removed elements from this 

activity  
� I adapted this activity  
� I replaced an element of this 

activity with another element 
� I dropped this activity entirely 

The next set of questions are about the modifications you made1: 
1 Categories drawn from Taylor et al. (2015) and Asgary-Eden & Lee (2011); Service Providers’ Reasons for Omitting Session Objectives: 
Asgary-Eden & Lee, p. 171 
Why: What is your rationale for making this modification? Check all that apply 

Details: 

Text response: “Please describe how 

[you added/changed]” (provides 

qualitative data) 

1) I did not have enough time in session 
2) This activity was not relevant for parents in this group 
3) Forgot to do the activity 
4) Have found that the activity did not help parents in the past 
5) I did not have the necessary material 
6) I did not think parents would be comfortable doing the 

activity 

7) I did not think parents would understand the 
activity 

8) I was not comfortable doing the activity 
9) I did not feel trained well enough 
10) Was instructed not to do activity by my 

supervisor 
11) I did not think it fit my client’s culture 
12) Other (please describe):  

Item Please pick the response that best describes the way you worked with the 
parents during this session1: 

Not at 
all 

A 
little 
bit 

A lot 
Not 

applicable 
in this 
session 

1. I invited the parents to develop their own parenting goals     
2. I invited the parents to monitor their own behaviors     
3. I invited the parents to monitor the behavior of their children     
4. I invited the parents to select the strategies they want to employ     
5. When discussing parenting strategies employed by the parents, I invited 

them to identify what went well      

6. When difficulties were noted in using the parenting strategies, I invited the 
parents to identify what they could do differently     

7. I invited the parents to recognize the gains they have made     
8. I invited the parents to use the parenting practices I introduced across 

different contexts     
1 Items drawn from Sanders & Mazzucchelli (2013) discussion of guiding parents in learning Self-management Tools (p. 2) to promote Self-regulation: Item 1 
(self-determination of parenting goals); Items 2, 3 (self-monitoring of specific parent and child behaviors over course of intervention); Item 4 (self-selection 
of change strategies); Items 5, 6 (self-evaluation of whether a parent achieved some performance criterion); Item 7 (self-reward); Item 8 (skills generalization) 
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Appendix H: Practitioner and Coder Ratings of Adherence 

  



PARENTING SUPPORT 255 

 

Practitioner and Coder Ratings of Adherence 

 RATER 
Adherence Practitioner Coder 

Content 

PSRT-part 1 
Includes items from session checklist 
plus questions about changes 
 
Completed after session 

CSRT-part 1 
Includes items from session checklist 
plus questions about changes 
 
Completed while reviewing recording 
 

Process 

PSRT-part 2 
Includes items about promotion of self-
regulation 
 
Completed after session 

CRST-part 2 
Includes items about promotion of self-
regulation  
 
Completed after reviewing recording 
 

 AMPQ 
Includes items about promotion of self-
regulation  
 
Completed after reviewing recording 
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Appendix I: Power Analysis 
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Power Analysis: Logistic Regression 

 


