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THE ROLE OF PARENTING AND COPARENTING IN THE DEVELOPMENT AND 

PREVENTION OF CHILD BEHAVIOUR PROBLEMS 

Abstract 

Background  
 
Coparenting describes the relationship between two caregivers and the way they 

work together to provide care for a child. Research is increasingly demonstrating the 

importance of coparenting as a predictor of child and parent outcomes.  less 

is wn about the determinants of this relationship and whether it is a suitable target 

for intervention. -feedback interventions have been shown to be fective at 

oving  but the effectiveness of these interventions in improving child 

outcomes has not been systematically explored.  

 

Aims  

 Chapter two is a meta-analysis investigating the effectiveness of 

feedback interventions in improving child soc -emotional development. 

 Chapter three is a longitudinal study exploring the contributions of  child 

temperament and parental depression on the development of  and 

 coparenting (N = 138).  

 Chapter four is a randomised controlled trial (RCT) of a -feedback 

intervention  igating whether the intervention s 

 and whether these potential changes mediate the effectiveness 

of the intervention in improving child behaviour problems (N = 45). 
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Results  

 The results of chapter two found mixed effects of video-feedback on child 

 with short-term effects seen for externalising behaviour d = , 

child initiated interaction d = 0.45 – 0.64) and one measure of attachment 

security (pOR = - . No long-term effects were found. 

 The results of chapter three  that some families can compensate for an 

early difficult child temperament and parental  leading to more 

cooperative coparenting.  

 The trial in chapter four was underpowered to detect intervention  but 

 a trend towards a possible effect of the intervention on  

cooperation.  

 

Conclusions  

This thesis has shown that -feedback  effective at improving some child-

emotional outcomes. It has contributed to our understanding of how the 

coparenting relationship is affected by early family characteristics.  e  

was found to suggest that coparenting is an acceptable target for intervention.  
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1.1 Introduction to the thesis  
 

The central aim of this thesis is to further our understanding of  a 

subsystem within the family system that is increasingly being recognised for the 

central role it plays as a powerful predictor of both child and parent outcomes. 

 comparatively less is understood about coparenting than other 

relationships within the  including the couple and parent-child relationships. 

The thesis aims to understand the determinants of  and to test whether 

it is an effective and acceptable to target for intervention. One particular  

 has been shown to be effective at improving parenting behaviours. 

This thesis aims to test whether the intervention target could be extended to address 

coparenting  as well as whether it is effective at improving child 

emotional outcomes more generally.  

 

This thesis is made up of three distinct  th two apping mes: 

feedback interventions and the coparenting relationship. Chapter two is a 

analysis investigating the effectiveness of video-feedback programmes in improving 

child outcomes. Chapter three aims to elucidate possible early determinants of the 

coparenting relationship. Chapter four ties together the themes from chapters two 

and three and investigates whether a video-feedback intervention can improve 

coparenting behaviour, and whether this leads to improved child behaviour.  

 

Although the chapters that make up this thesis have significant  it was more 

ate to include detailed introductions at the start of each  with in 

depth rationales for each study and explanations of key ideas and concepts. This 
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introduction will instead give an overview of the two key  and provide 

background not covered in the chapters themselves. I will begin by setting out how 

and why researchers became interested in  how coparenting is  

and finally how it is measured. I will then briefly outline the video-feedback  

and what gaps there are in our understanding of its effectiveness. The reasons why 

coparenting may be a good target for video-feedback will then be discussed.  I 

will provide an overview of the thesis aims and structure.  

 

1.2 Broadening our view of the family   
 

1.2.1 The importance of the pre-school years 

Early childhood is a unique period of change and  where infants and 

children learn how to interact with, and what to expect from, a complex social world. 

Most of this learning occurs through the early relationships y build th  

 forming the foundations of their later development across the lifespan. It 

is during this period that patterns of behaviour and interactions form which have 

reciprocal effects on all other parts of the family system. It is also the time where 

parents are at higher risk of mental health s (Gavin et  2005; Paulson and 

  and aspects of  -emotional development become 

more  including attachment security and child temperament 

   and  2001;   Van  et  2017; 

Parade and  . This therefore represents a tical od of opment, 

in which both the foundational family systems are  but also a time where 

there is higher incidence of risks that might affect these developing relationships.  
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1.2.2 Broadening the scope of early parenting research: the importance of looking 

further into the family system   

Research in child development has historically focused on -infant interaction 

and  reflecting the unique role mothers play in their s development 

(van IJzendoorn and   . Children however have two  and the 

important role that second caregivers and fathers play within the family has often 

n d  d (Panter-Brick et  2014).  where 

research with fathers has been  it often focused on broad areas such as 

father  rather than drilling down into the specifics of the  

relationship and how it impacts children and the family system  ;  

Iles and  2017). However this is  with a steady increase in 

research ating the unique impact fathers have on their s  

including attachment and behaviour (Barker et al  2 .  

 

1.2.3 The family as a system  

 a family is more than a sum of its  and each parent and their child exist 

within a complex system made up of the mother-child   

 couple relationship and the enting relationship. This idea of a family 

as a  made up of overlapping subsystems that exert reciprocal influence on 

each other, first emerged as part of family systems theory  . This 

theory suggested that the two parents form an executive subsystem within the  

and this relationship is described as coparenting.  
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1.3 The coparenting relationship 

Coparenting is the relationship between two individuals and describes the way they 

coordinate care and interact regarding their child   Initially 

coparenting research focussed on divorced couples, however this was then 

broadened to  , as researchers argued that these families needed to 

coparent even more frequently than those who had d (Derlan, Umaña-Taylor, 

Updegraff, and Jahromi, 2018; Margolin, Gordis, and , . There is significant 

p between coparenting and the couple relationship due to the two subsystems 

often including the same two individuals -Sullivan, Mangelsdorf, Frosch, and 

McHale, 2004). However, as the definition of coparenting was refined and more 

research was conducted, it became clear that coparenting should not be  

to couples. As the definition of coparenting describes the parents working together 

regarding the child, it excludes the other aspects of the relationship between couples, 

including the emotional, romantic, and financial responsibilities they share  

 The conceptualisation of coparenting has now been extended to 

traditional family structures, including parents and a grandparents, x  

and parents and step-parents. Researchers are increasingly conducting coparenting 

research that is more reflective of modern life and outside of white, middle class 

families in western countries (for example see Salman-Engin, Sümer, Sağel, and 

McHale, 2018 work on mothers and gradnmothers in Turkey). Coparenting is 

therefore a concept that has developed as our understanding of the family has 

, and is being increasingly recognised for the key role it plays within the 

family system.  
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1.3.1 Coparenting and the couple relationship  

   coparenting and the couple relationship overlap significantly. 

Despite both constructs containing the same  they are separate subsystems 

within the family. Research has established that coparenting can predict outcomes 

even when controlling for the couple relationship (Teubert and   and 

s with good relationship satisfaction do not always share a positive coparenting 

relationship   and  2004). Therefore one should not be 

 as a confounder when investigating the  and their unique 

contribution to the family system should be examined.  

 

1.3.2 Coparenting as a risk factor for later outcomes   

The coparenting relationship has been shown to be consistent predictor of outcomes. 

In ents, the quality of the coparenting relationship has shown to be a good 

predictor of paternal involvement and marital behaviour   and 

 2008; i and  2015;  

  and  2004). The effects of a poor coparenting 

relationship extends beyond the coparents and also affects child outcomes. 

Coparenting has been shown to be a predictor of attachment  child 

externalising   and aggression atz and  2004; Mchale and 

 1998;   and  , Caldera and  

 and a meta-analysis found that coparenting was a good predictor of child 

 even when controlling for individual parenting and the couple 

relationship (Teubert and  . Coparenting is therefore an important 

aspect of the family system to consider when working with families.  
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Coparenting is embedded within the family  and difficulties do not exist in 

 but have -spread and complex effects on the other members of the 

family and the relationships they have with each other  1985). As well as 

direct  coparenting also functions as a mediator between interpersonal and 

internal constructs and family outcomes. For example maternal depression has been 

shown to lead to lower coparenting  which in turn was associated with 

behaviour problems in the child     and  

. These effects are also thought to be  for example negative 

coparenting is thought to lead to increased risk for  which in turn can have a 

negative impact on the coparenting ip  de   

 and  2012). As coparenting seems to be an important and far reaching 

part of the family  it is important to understand how this relationship develops. 

Chapter three addresses this  and investigates whether parental depression 

and child temperament are early determints of the coparenting relationship.  

 

1.3.3 How is coparenting conceptualised? 

Coparenting is a complex relationship that does not have a  established 

conceptualisation.  dimensions that make up the  and how these 

overlap and relate to each  are not consistently reported and described. 

Researchers agree that coparenting encompasses both the positive and negative 

aspects of the  and much work is  ne to try and identify an 

empirically driven structure. Four  including a  have identified a 

number of overlapping dimensions that make up the  and all papers point 
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to supportive and undermining coparenting   nsions n and 

 ; erg, ; Margolin et  2001; Teubert and  . 

These two dimensions of coparenting behaviour will be described  and other 

dimensions discussed separately.  

 

1.3.3.1 Undermining coparenting  

Undermining coparenting captures negative behaviours within the coparental 

 including   and undermining the er 

parent. These behaviours can be  including instances where one parent might 

  or block the other parent from interacting with the child. However 

it also includes more subtle behaviours like speaking over the other parent or 

errupting them n and Hawkins, ). Undermining coparenting has been 

shown in studies to be a powerful predictor of later poor outcomes across the  

 hild behaviour s     and 

  and couple outcomes like couple conflict -Sullivan et  . 

Undermining coparenting therefore represents a key part of the coparenting 

relationship.  

 

1.3.3.2 Supportive/cooperative coparenting  

Supportive coparenting describes the ways parents work  uphold each 

s  and respect their partner and their role within the interaction. As 

with undermining  these behaviours can be both overt and  from 

actively involving the other parent in the  to joining the ongoing play 

between the  parent and the child in a supportive manner. It seems that 
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supportive coparenting may be both a risk and protective  with high levels of 

supportive coparenting acting as a buffer against other difficulties within the family 

system   and , 2017;  Mangelsdorf, and  

 and being a good predictor in itself of later socio-emotional outcomes including 

attachment security    and , ). It 

therefore represents a key dimension of the coparenting relationship. 

 

1.3.3.3 Other dimensions suggested by researchers  

Suportive and undermining coparenting have been identified consistently within the 

literature as two key components of the coparenting  and are d in 

all of the following conceptual models. This section will describe additional 

dimensions researchers have suggested may be important. Most map on to 

supportive and undermining  but focus on ific aspect of these 

nsions.  xample Margolin et al. (2001) suggests that in addition to suportive 

and undermining  triangulation should also be considered. Triangulation 

describes when one parent attempts to build a  with the  therefore 

excluding the  parent and as a result undermining their role. This behaviour may 

be seen as part of wider undermining  which includes negative control of 

one parent of the other. Other researchers have suggested including solidarity and 

shared  which are perhaps  less behaviourally focused aspects of 

supportive coparenting n and  2004;  . s l 

(2003) includes supportive and undermining  but unlike the other 

conceptualisations suggests that these may be one dimension on a continuum. 

Researchers in the field generally agree that undermining and supportive coparenting 



	 27	

represent two distinct  and this has since been demonstrated empirically 

  and   -Sullivan et  2004). Other dimensions 

suggested by Feinberg include agreement on  division of  and joint 

management of interactions. As supportive and undermining coparenting have been 

identified as the key dimensions of the coparenting  and are the most 

frequency used in research, they will be the focus of this thesis.  

 

1.3.4 Approaches to measuring coparenting   

There are many different approaches to measuring  which depend on the 

way the behaviour is conceptualized and the type of study. These  

observational measures of coparenting , and self-report .  

different approaches will now be  alongside their strengths and  

and the ways in which this determined the measure of coparenting that was used in 

this thesis.  

 

1.3.4.1 Self-report measures of coparenting  

-report measures have often been utilised in large cohort studies and can be easily 

incorporated into batteries of self-report measures. They are less time intensive to 

complete for both the family and the  as they do not  

recordings of family interactions being  and the video-recordings coded by a 

 reliable researcher. This allows for the potential of more frequent 

measurement of coparenting  allowing for better understanding of the 

coparenting relationship may change over  and even how it may change day to 

day   and  . -report measures can also extend to look 
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 coparenting behaviour. It can allows researchers to understand the ways in 

which each parent perceives both their own and their s coparenting as well as 

the meaning people attribute to the relationship   and  . 

Participants may also be best placed to access their own experience of the 

relationship. These measures therefore have significant  but are also limited 

in other ways. For  self-report measures are often affected by recall  and 

many behaviours are unconscious and automatic and therefore cannot be d 

 -report  2000).  research comparing self-report measures 

of coparenting and observed family coparenting have found some overlap between 

the two  but suggests that they may in fact be capturing different aspects 

of the coparenting relationship    and  

. 

 

1.3.4.2 Observational measures of coparenting  

Research assessing the coparenting relationship has often used ional 

 where the coparents are recorded interacting with their  and these 

videos are then coded using an observational coding measure. There are strengths to 

this  as in the parenting literature observational measures have been n 

to be the best predictors of later child outcomes (Zaslow et  2006). Observational 

measures are also less affected  parental recall  as they aim to record families 

interacting in naturalistic settings and therefore assume the behaviours displayed 

represent every day behaviours. In  the behaviours associated with 

coparenting can be subtle and  and therefore this type of measure may 

be able to capture behaviours that the coparent may not be aware of  . 
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Observational measures do also have their limitations. These types of assessment are 

more time intensive for the family and the researcher. They also assume that the 

behaviours being captured are reflective of everyday  however this may 

not be the case as the interactions are often imposed by the researcher and the family 

are being recorded. There are also different types of observational measure.   

vary in their approach to the observational tasks completed by  the scales 

used for observational  and the behaviours in which they aim to capture. These 

 n w  disc d.  

 

1.3.4.2.1 Types of interaction tasks used to observe coparenting behaviour 

The types of task researchers have used to assess coparenting range from highly 

 to relatively unstructured.  Examples of some of the most commonly used 

interaction tasks will now be discussed in turn.  

 

 ausanne Trilogue Play paradigm is a highly structured approach to recording 

triadic  and is one of the most widely used observational tasks used to 

assess coparenting (LTP;   and  . The task 

involves recording the families during four interactions; first both parents take turns 

to interact with the child while the other  next a triadic  and finally 

the parents interact with each other while the child watches. In the LTP the recordings 

are then coded using an observational coding measure of coparenting. The LTP task 

requires the room be set up in a specific manner in order to complete the three  

which may not be practical to complete in research studies  a battery of 

assessments is completed, or the assessments do not take place in the lab.  
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Other researchers have used  less structured assessments of coparenting. 

Early research generally used a single  such as a five minute clip of e 

family playing  which was then coded -Sullivan et  . 

 it has been suggested that including more structured interactions may 

increase the likelihood of behaviours of interest occurring   and that 

including more than one interaction made up of different types of task may increase 

the ecological validity of these assessments. This approach is increasingly being  

and often include recording the triad completing a -play and a problem solving 

task (e.g.    and , . This allows for the 

researchers to observe the family in different types of  including those 

that are more stressful and require both parents to participate.  

 

1.3.4.2.2 Observational coding measures of coparenting  

There are a range of different coding measures used to code the video data. There are 

both global and micro-level coding measures of  which can be used to 

capture different aspects of the coparenting relationship. For example l 

coding can be used to assess the -moment synchrony of interactions 

 and   whereas global measures can be used to assign a score 

for the whole interaction based on a particular  for example how 

cooperative the interaction is. Often the coding measure used is paired with the e 

of interaction it is being used to code. For example the Family Alliance Assessment 

Scales     and  2011) are often used when 

coding the LTP. Other coding measures include the Coparenting Behaviour Coding 
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Scales  unpublished coding measure  and the Coparenting and 

Family Rating System   and  2000). These measures 

all assess key aspects of the coparenting relationship but vary in the exact behaviours 

coded and the dimensions in which they are coded. However generally measures 

include different dimensions of coparenting that are behaviourally anchored. A 

trained researcher views the videos and scores the participants on each dimension on 

a  from low (where the behaviour is not  or is happening in low levels) 

to high (where the behaviour is happening  and the types of behaviours are 

more intense).  Dimension and subscale scores can then be  reflecting how 

supportive and undermining an interaction is. For  in some measures several 

of the subscales referring to negative coparenting behaviours are summed in order to 

construct an undermining  while other scales have a single dimension that 

captures undermining coparenting. As there is not a key measure of coparenting 

behaviour that is used consistently within the  careful consideration was needed 

to choose a measure that is both   and can be applied to the available 

data.  

 

1.3.4.3 Selecting an observational measure of coparenting behaviour for use in this 

thesis  

This thesis is utilising data from two studies: the Oxford  Project (chapter 

three) and the Healthy  Happy Start study (chapter four). The types of video data 

available from both es had to be dered when ecting an observational 

coding measure.  
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The Oxford  Project was a prospective cohort study examining the role of 

fathers in child development (Ramchandani et   2013;    

, and  2015). As part of the wider assessments families 

 an eight  triadic -play interaction was recorded at the final 

time point in the study. These triadic interaction videos had not been designed with a 

research  coding  or analysis in  so therefore a  

needed to be chosen that could utilise the existing video data.  

 

The Healthy  Happy Start study was a RCT of an early parenting  and 

participants could either participate alone or with their partner. At the time the coding 

measure was being  the study had not begun  so it was possible 

to include some additional recordings of triadic interactions as part of the three 

research visits. The tasks were required to be  as they were to be completed as 

part of a wider research  and as the visits were home  the task could not 

require a large amount of equipment. The final interactions included were a  

a problem solving  and a tidy up task. These have been used previous by 

coparenting researchers and capture a range of coparenting interactions.  

 

A measure that has been used widely in the coparenting literature is the Coparenting 

Behaviour Coding Scales  unpublished coding measure . This 

measure has been used to code data in studies where only one coparenting video is 

available to  and studies where multiple of interaction tasks were available to 

e (Davis et  2009; Schoppe-Sullivan et   and is freely available to use. 

At the time this thesis was being  the scale was being adapted by expert 



	 33	

researchers in child development. There was the opportunity to work alongside these 

researchers to establish reliability and develop the scale of use in the current study. 

The adapted version of the measure is called The Coding Triadic Interactions  

(CTI; Van   and   and was used to code the observational 

data in this thesis.  the asure is a global rating scale of coparenting 

behaviour and can be used to score families on a range of coparenting  

including supportive and undermining coparenting behaviour. Other subscales include 

participation in the  ment of the  and warmth between 

the caregivers. Adaptations were made to the  including reducing the 

number of subscales and assessing coparenting  rather than on the couple 

level. The full development of the scale is described in chapter three.  

 

1.4 Intervening to support positive parenting  
 

As described  early childhood is an important period of development for both 

the child and the family. Early difficulties in the parents and the child can impact not 

only the  but the family  and can also be a powerful predictor of poor 

outcomes across the lifespan     and 

 2014;    and  2017;   

and  2008). However  parent-mediated interventions have been shown 

to be effective at reducing these problems before they become  and in 

turn harder to treat (Mouton, Loop, Stievenart, and Roskam, 2018).  
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1.4.1 The video-feedback approach  

A meta-analysis identified that  behaviourally focused interventions were the 

most effective at improving child outcomes  Van  

and ffer, . One such tool that can be used with families identified as at risk due 

to both parent and child characteristics is video-feedback  

 and van  2017). These interventions are often grounded in 

attachment   Blehar and   and aim to reinforce 

positive behaviours that the parent is already utilising during  and offer 

alternative ways to respond and interact with their child. -feedback 

interventions are included in  policy recommendations for vulnerable and at risk 

 (First 1001 Days All Party Parliamentary  2015; ational Institute for 

Health and Care   and are already being utilised in early years and 

health serv s.  

 

1.4.2 The effectiveness of video-feedback interventions  

There are currently two meta-analyses investigating the effectiveness of 

feedback interventions. The first   found that video-feedback was 

associated with improved parenting behaviours d =  attitudes towards 

parenting d =  and child behaviour d = 0.33).  this review combined 

the few child outcomes that were reported into a single  so it is not known 

whether there were differences in how interventions affected separate key outcomes. 

A more recent review   and van  2017) 

focused on a single  Video Feedback Intervention to Promote Positive 
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Parenting SD). This  und positive effects of the intervention on both 

parenting (d = 0.47), and child outcomes (d = 0.37), across a range of populations.  

 

1.4.3 Gaps in the video-feedback literature  

There are some significant gaps in our understanding of the effectiveness of 

feedback  and whether they can be further adapted to increase their 

effectiveness and relevance to modern family structures.  most research has 

focused on reporting the effects of these interventions on parenting   

less focus has been placed on whether they in turn lead to improvements in child 

outcomes. As the primary aim of all parenting interventions is to ultimately have a 

positive effect on the  this is a significant gap. Chapter two of this thesis is a 

analysis examining the impact of video-feedback interventions on child 

emotional outcomes, including behaviour problems and attachment.  

 

 -feedback research has mainly focused on mothers. As earlier 

 involving fathers in interventions can increase their effectiveness  

  and  ). Coparenting has also been shown to be a 

promising target for intervention (Pinquart and   and there is emerging 

evidence indicating that it may be effective to do so. A pilot study tested VIPP with 

coparents    and  2017) and results suggested that 

the approach can be successfully adapted to work with two  is potentially 

effective at improving  and is acceptable to families.  this study 

was small and not randomised. As it has t yet been formally  it is not known 

whether video-feedback with coparents is effective. Chapter four will address these 
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 and will investigate whether an adapted version of VIPP Co) is 

effective at improving coparenting  and whether these changes mediate 

the intervention effectiveness on child externalising behaviour.  
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1.5 Overview of thesis 
 

This thesis will address key questions relating to the field of coparenting and child and 

family  using a range of research designs and statistical methods. It is 

comprised of three study chapters. Chapter two is a meta-analysis that aims to 

date whether video-feedback nterventions are effective n mproving child 

outcomes. This chapter was the first study completed as part of this thesis in  

and searches are currently being updated for publication. Chapter three utilises data 

from the Oxford  Project a longitudinal study led by my primary  

Professor Paul  and has been used to investigate whether child 

rament and parental depression affects the development of  and 

 coparenting. The  collected triadic interaction  but this was not 

coded or analysed until now.  chapter four uses a subsample of participants 

from the Healthy  Happy Start  a large randomised controlled trial testing 

the effectiveness of a edback intervention in improving child externalising 

behaviour problems. This chapter reports on the subsample of families where two 

caregivers took part as coparents. It tests whether an adapted video-feedback 

intervention -Co) improves  and whether this improves child 

externalising behaviour problems. These chapters will add to our understanding of the 

development of  and the ways in which using video-feedback can support 

families. The discussion will give an overview of the main  the strengths and 

limitations of the methods and measures  and the implications for clinicians and 

researchers.  



	 38	

This thesis was completed part-time over a -and-a-half-year period while I was 

working as a -time research assistant on the Healthy  Happy Start study. y 

contributions are outlined at the start of each chapter.  
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Chapter Two: The effectiveness of video-feedback interventions in 

improving child socio-emotional problems and attachment: A meta-

analysis 
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2.1 Chapter Summary  
 

-emotional problems in children are common and associated with poor 

outcomes in both the short- and long-term. Video-feedback is a clinical tool that is 

utilised by a number of interventions that aims to improve parenting  in  child 

tional development.  research to date has  on their 

effectiveness on improving parental  so less is known about their 

effectiveness on child outcomes.  The aim of the current review is to assess the 

effectiveness of video-feedback interventions in improving key child socio-emotional 

 including child behaviour and  and investigate a possible 

mediating role of parental sensitivity.  
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2.2 Background  
 

-emotional development is a broad term that describes the way children manage 

 develop and maintain  explore their  and learn 

  Clothier and  2005). It represents a key developmental 

process that encapsulates both the emotional and social development of a  and 

describes the s ability to navigate  and interact  a complex social 

 (Thompson and , 2012).  socio-emotional difficulties are 

common and emerge  with a review estimating that between 14% and 26.4% of 

children may present with a socio-emotional or behaviour problem during the 

school years (Egger and  2006). As well as the immediate challenges these 

problems pose for children and families (Egger and    ms 

are associated with poor mental and physical outcomes in the  as well as 

wider costs to society through  healthcare and criminal justice services 

 Joyce and  2011; Smith and  . These early difficulties 

therefore represent a significant public health challenge.  

 

2.2.1 Key child socio-emotional outcomes  

In early  difficulties in socio-emotional development can manifest in a 

number of  including behaviour  interactional  and problems 

forming healthy relationships with caregivers and peers  van   

 and  2004). Behaviour problems in particular are regarded as a key 

predictor of child outcomes. Behaviour problems can be defined by two broad 

categories of behaviour first suggested by Achenbach in 1978. Externalising behaviour 

refers to hyperactive and aggressive behaviours in children; internalising refers to 
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 anxious and depressive behaviours  .  s 

are  often emerge in early childhood and are enduring for many children 

    and  2006; Lavigne et  

. Both externalising and internalising behaviour problems are associated with 

 and those children who experience reoccurring comorbid behaviour problems 

are at an even higher risk of poor psychological and physical health (Essex et  .  

 

Amongst other socio-emotional  attachment security and interactive 

behaviours have been shown to be particularly important. Attachment theory 

describes the relationship between a child and their  shaped by the 

s ability to respond to a s cues in a sensitive and timely manner (Cassidy 

and  1999). These patterns of  which can be assessed in early 

 are predictive of both current and future socio-emotional  and 

therefore act as a key framework in developmental psychopathology research  

 van   and  . s 

interactive behaviours with caregivers have also been shown to be powerful 

predictors of later  including attachment security and the overall quality of 

the relationship between an infant and their caregiver  2000).  

 

2.2.2 Predictors of socio-emotional development in children 

A key factor that influences s motional nt is   

relationships children form with their caregivers. Children whose caregivers are 

 use harsh discipline or are inconsistent during   at higher 

k  r -emotional outcomes (Miner and  2008). Parenting 
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behaviour is however malleable; research has shown that it is possible to modify these 

behaviours using brief interaction focussed interventions rg, 

Van  and  2003). In  parental sensitivity has been shown 

to be a predictor of child  and is a common and successful target for 

intervention ranenburg et  . This ffers a unique opportunity to 

reduce the risk of poor socio-emotional outcomes before they become more 

established and, in turn, harder to treat. 

 

2.2.3 The video-feedback approach 

One approach used in parenting interventions is video-feedback. The h is 

widely utilised in a number of parenting  including Video-feedback to 

Promote Positive Parenting (VIPP;   and van  

 Video Interaction Guidance (VIG;   and   and the 

Circle of Security   and   amongst others. 

feedback involves first taking video clips of caregivers interacting with their children 

and a trained professional uses the video to provide feedback on the interactions 

alongside the caregiver. Video-feedback interventions are often grounded in 

attachment theory  Blehar and   and aim to reinforce 

positive behaviours that the parent is already utilising during  as well as 

offering alternative ways to respond and interact with  child.  nt w of 

-video feedback intervention suggests the s effectiveness is because 

feedback is mapped on to some of the key themes of attachment theory  

 and van , . By viewing real  the 

authors suggest it provides precise and accurate observations of interactive 
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behaviours. Positive reinforcement of sensitive behaviours aims to increase the 

frequency of these behaviours and allows the caregiver to reflect on their parenting. 

By labeling the s behaviour and  the caregiver can accurately observe 

and interpret their s behaviour. Although most video-feedback interventions use 

these basic elements during  the interventions vary in a number of ways. The 

format of the intervention can vary (delivered in a  to single  or in 

childcare  there are differences in the number of  target  

theoretical underpinning and target behaviours. As well as being the core tool used in 

 it can also be coupled with other interventions as part of a wider 

treatment plan. For  video-feedback could be included in treatment for a 

parent with post-natal depression or as an element of a parenting programme for 

caregivers who are struggling with their s behaviour. Video-feedback is therefore 

a flexible approach that can be utilised in a wide range of  formats and 

populations.  

 

2.2.4 The effectiveness of video-feedback interventions  

re is an increasing amount of research assessing the effectiveness of 

feedback interventions in different  and in turn a small number of 

reviews. A meta-analysis by  , which included 26  found that 

-feedback was associated with improved parenting  attitudes 

towards  and child behaviour.  this review combined child 

outcomes as a single  so it is not known whether e were   

how interventions affected separate key outcomes. A more recent review ffer, 

 and van  2017) sed on a single  
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Video Feedback Intervention to Promote Positive Parenting  which has the 

largest research evidence base of all video-feedback interventions. The review found 

that the intervention increased parental  improved child behaviour and 

increased child attachment. As this review only focused on one  it is not 

known whether these effects are specific to the VIPP  therefore it is not 

possible to generalise findings on the effectiveness to other models. The paucity of 

knowledge around the intervention effectiveness is particularly  given that 

-feedback interventions are widely included in  policy recommendations for 

vulnerable and at  n (First 1001 Days All Party Parliamentary , 2015; 

ational Institute for Health and Care  2015).Understanding the 

effectiveness of all video-feedback interventions in improving child outcomes is a 

significant gap in the literature and could have important implications for future policy 

recommendations and service provision.   

 

Due to their prevalence and associated high risk of poor  child behaviour 

problems   and total problems) are the primary outcomes 

for this review. Other important areas of child ional  

including attachment security and child interactive  will be included as 

secondary outcomes.  
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2.3 Aims of the current study  
 
The aim of the current systematic review and -analysis is to assess the 

effectiveness of individualised video-feedback interventions in improving child 

behaviour problems in pre-schoolers (aged 0-48 months). Secondary outcomes will 

include all other levant child socio-emotional  including attachment 

security and the quality of parent-child interactions. This will be done through 

synthesising data from Randomised Controlled Trials (RCTs) comparing a 

feedback intervention with a control roup. Where parental sensitivity is  

subgroup analysis will be performed to elucidate whether changes in parental 

sensitivity moderates the effectiveness of the interventions. Subgroup analysis will 

also determine if there is a difference in effectiveness in VIPP interventions and other 

-feedback interventions. 
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2.4 Methods 
 

The review used the PRISMA guidelines to ensure that the evidence-based minimum 

set of items were included in the review. A completed PRISMA checklist is   

  

 

2.4.1 Protocol and registration  

We did not register a protocol for this review.  

 

2.4.2 Search strategy and information sources 

Intervention studies published in -reviewed journals were retrieved through two 

search methods.  Ovid was used to search the electronic databases Imperial 

    Maternity and Infant  and 

FO were searched up until May  using the keywords (Video feedback OR 

Video feed back OR Video therap* OR Video interven* OR Video based intervention 

OR VIPP OR VIPP-SD OR (Video-feedback intervention to promote positive parenting 

and sensitive discipline) OR Video interaction project OR Video interaction guidance 

OR Video enhanced reflective practice OR Clinician assisted videofeedback exposure 

sessions OR Video home training OR Early parenting intervention OR Home visiting 

intervention OR Attachment based rvention) D (Parent OR Child OR Mother OR 

Father OR Caregiver OR Family OR Infant OR Preschool OR Toddler OR Baby OR 

Positive parenting OR Sensitive discipline OR Maternal sensitivity).  

OpenGrey and metaRegister for Controlled Trials were also searched up until May 

	

 Searches are currently in the process of being updated for publication but were not 
available within the time frame to be included in this thesis.  
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2016. o earliest date was specified for searches. The full structure of the search 

strategy is included in Appendix B.  

 

I completed searches alongside a colleague and an undergraduate student. Once 

initial electronic searches were  the reference lists of selected studies and 

relevant meta-analyses were searched to ensure that all studies that met inclusion 

criteria were included for review. The final selection of papers were reviewed to 

ensure that no known papers were missi .   

 

2.4.3 Study selection and eligibility criteria  

Studies were included if (a) they tested the effectiveness of an individualised 

intervention or program (b) at least 50% of the intervention was made up of 

feedback (c) a randomised controlled  quasi-randomised controlled trial design was 

used (d) with a control group (treatment as  no treatment or waiting list) or 

another intervention or dummy intervention as comparison (d) an outcome measure 

of child behaviour or socio-emotional development was uded ng 

attachment security) (f) the recipient of the intervention or program delivered was 

the primary caregiver/s of (g) children where the mean age was between -48 months 

at baseline. Studies were not included if insufficient ation was provided in the 

paper regarding eligibility  and if it was not possible to clarify this through 

reading related publications or through clarification with the authors. Eligibility for 

-English language publications were assessed by searchers who were fluent in 

the language in question (German and Italian).  
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Four researchers assessed the eligibility of studies identified through the above search 

methods. Any queries or disagreements regarding eligibility were discussed with the 

ct supervisors (Professor Paul Ramchandani and Dr Christine Farrelly) until 

agreement was reached. If there were multiple publications on the same study the 

paper was only included if a different child outcome measure was  or a 

different time point reported (six or more months post intervention). If both papers 

reported an overlapping outcome, only one paper was included in the analysis.  

 

2.4.4 Data extraction and coding of study characteristics 

Variables relating to study  participant   eligibility 

 intervention  content of the control  timing of 

 measures  and results were extracted using an agreed data extraction 

form. Data extraction was completed independently and then compared by two 

researchers to ensure that the data extracted was accurate and did not contain any 

errors. ey study characteristics were then coded using the coding scheme in Table  

and the coded characteristics are displayed in Table 2. Other characteristics are listed 

in Appendix C. If a publication did not report the data relating to outcomes needed in 

order for the result to be  study authors were contacted and the 

information requested. Authors were also contacted and the unadjusted means and 

standard deviations were  if these were not reported in the paper itself. 

There was significant variation in covariates included in analyses by different 

 therefore the use of the unadjusted means ensures that this is consistent 

throughout the review. 
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Table 1. Coding scheme for study characteristics. 
 

 

 follow  and very -term follow up outcomes were examined 

in separate analyses. Post-intervention outcomes were considered to be those 

assessed directly after the intervention had been  with a d 

range of 0-6 months post-intervention (actual range = 0-3 months). up 

outcomes were considered to be outcomes assessed between 6-12 months after the 

intervention had finished (actual range = 6-9  and very long follow ups 

were considered to be those assessed more than 12 months post-intervention (actual 

range 28-48 months).  

Variable Coding system  
Sample size umber of participants randomised 
Intervention name ame of intervention as reported in 

publication 
Country Country where the study was conducted  

er   umber of manualised intervention sessions.  
Contents of control group 1=treatment as usual  

2=dummy intervention 
3= another intervention 
4 = one treatment as usual group and one non 

-feedback intervention group 
Infant age (as baseline) 1=Infant (aged 0-12 months) 

2 =Toddler (13-35 months) 
3=Preschooler (36-48 months) 

Risk inclusion  1=Risk relating to the child 
2 =Risk relating to the parent 
3= Adoption or fostering  

Target caregiver  Caregiver who was primary recipient of 
intervention 

Infant outcome Infant outcomes reported in publication across 
timepoints 

Parental sensitivity reported Whether parental sensitivity was reported 
Quality assessment   0-5;  

1=low quality 
5=high quality 
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The methodological quality of publications was independently assessed by two 

researchers (the first and second author) using an adapted ersion of the Oxford 

Quality Scoring System (Jadad et  1996). This measure is a validated and reliable 

method of assessing the quality of RCTs (Olivo et  2008). Publications are assessed 

based on reporting randomisation  blinding of the researchers to  

and accounting for attrition. For the current study an adapted version was used that 

was developed for assessing psychological trials (such as    

and  2000). This version did not include the requirement that the trial was 

double  but instead required that assessors were blind to relevant  as 

-blinding is often not possible in trials of psychological interventions. The 

studies were therefore assigned one point (range 1-5) for each of the following points: 

(a) the study was randomised (b) using an appropriate randomisation method (c) 

assessors were blinded (d) assessors were blinded to all relevant outcomes (e) and all 

withdrawals and dropouts were described. Any discrepancies in scores were resolved 

through discussion. The results are displayed in Table 2.  

 

All publication transcripts were searched for evidence of protocol registration. If 

details of registration were not listed in the publication  the most widely used 

registers were searched using key  including The   

 The World Health Organisation (WHO) International Clinical Trials 

Registry  Global Clinical Trial  and EU Clinical Trials Register. If no 

registration was found in the main  the local register for  y n which 

the study was conducted was  including Registo acional Estudos Clínicos 

(Portugal) and Netherlands Trial Register.  
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2.5 Statistical analysis  
 
Data analysis was conducted using the Stata metan command , Release 15) 

using a random-effects model. A random effects model does not assume a single true 

effect size    and  2009). This was appropriate in 

the present analysis as the review synthesises data from studies looking at different 

interventions in different populations. The 2 statistic was examined to ensure that 

studies and interventions were investigating the same underlying  and whether 

it was appropriate to combine outcomes from different studies and interventions. An 

2 statistic of 25% represents possible low  50% moderate and 75% high 

 Thompson, Deeks, and Altman, 2003).  

 

Where a continuous outcome was  the mean and standard deviation were 

used to calculate a s d effect size. Cohen  described an effect size of 

d=0.00 as there being no difference between the control and intervention  

d=0.20 as  d=0.50 as  and d=0.80 as a large difference in means between 

the intervention and control groups. For categorical  the number of 

participants in the positive and negative outcome group was used to calculate an odds 

ratio. An odds ratio of 1 indicates that there is no difference between the control and 

intervention  a ratio <1 indicates that exposure to the intervention leads to an 

increase in the positive  and >1 indicates that exposure to the intervention 

leads to a decrease in the positive outcome. 
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2.5.1 Synthesis of child outcomes  

Separate meta-analyses were run for each child outcome where there were two or 

more publications that reported an outcome using a measure that was suitable to 

synthesize. When a publication reported more than one infant/child  the 

study was included in multiple separate analyses. When data on two vant 

interventions (that both fulfilled inclusion criteria) were  both interventions 

were extracted and an effect size calculated for each intervention and outcome. In 

these cases the control group n was divided by the number of intervention groups to 

ensure participants were not included in the analysis twice. If there was an odd 

number the two ns were randomly allocated to each intervention group.  

 

2.5.2 Subgroup and sensitivity analysis  

All subgroup and sensitivity analyses were pre cified. Subgroup analysis was used 

to elucidate whether there was evidence of a possible mediation effect of parental 

sensitivity on the effectiveness of interventions in improving child outcomes. Due to 

a small number of studies for each outcome it was not possible to run a regression 

to investigate this. Instead the approach described in Bakermans , Van 

IJzendoorn and Juffer (2003) was used, where if there was a sensitivity outcome with 

three or more studies, the studies were grouped by effect size and a meta-analysis 

run for each subgroup, and the effect sizes examined. Effect sizes were either 

extracted from the publication or calculated from the mean and SD reported in the 

study. Due to a small number of studies and a small range of effect siz  studies 

were grouped into two classifications if there was an effect size of <0.5 (medium) or 
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>0.5 (large). This cut off was used due to a small number of publications made up of 

a small range of effect sizes and was defined post- .  

 

Subgroup analysis was also used to compare studies of Video-Feedback to Promote 

Positive Parenting (VIPP) and other video-feedback interventions. There are many 

different models of  and it is important to know whether there are 

differences in their effectiveness despite sharing the same core model. VIPP is a 

cific -feedback programme that has been the most extensively researched of 

the interventions included in the  and has been the subject of a -analysis 

  et  2017). When referring to the effectiveness of 

-feedback  interventions often reference the evidence base for 

VIPP. For this  this form of video-feedback was compared with other forms of 

 as it is important to see whether the effectiveness of other 

feedback interventions is comparable to VIPP. Interventions were coded as ither VIPP 

 non-VIPP.  

 

 sensitivity analysis was conducted to elucidate whether the quality of studies 

was affecting outcomes. Studies that were classed as low quality using the Oxford 

Quality Scoring System (Jadad et  1996) were removed from analysis and the effect 

size re-examined.  
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2.6 Results 
 
2.6.1. Included publications  

Initial searches yielded 2768 papers. Following the application of eligibility  18 

publications were eligible to be included in the review based on the inclusion and 

exclusion  with a combined 2303 unique participants. Eight publications 

reported on overlapping trials. Both van Doesum et al. (2008) and -Alvarez et 

al.  report on a single  as do lein Velderman et al.  study 1) and lein 

Velderman et al.  study 2). In these  publications were  

because they reported on different time points and  so participants were 

not double counted. Figure 1 is a consort diagram outlining the selection of studies. 

Table 2 has an overview of the coded study characteristics of the eligible included 

studies. 

 

2.6.2 Publications excluded from quantitative analysis  

Two publications (Høivik et  2015; Landry et  2006;) were not included in 

quantitative analyses because the outcomes reported did not overlap with any other 

publications. The results of these studies are discussed later in the results section. Two 

publications were excluded from analysis as they reported the same outcomes at the 

same time  but on a smaller subsample of another publication. Oxford et  

2016 reported on a -risk subsample of Spieker et   and Juffer et  

(1997) reported on a trial which was then combined with another trial  

 that was reported in Juffer et  (2005). In these  the publications that 

included the largest sample size were included. 
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 Figure 1. Consort diagram.
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Table 2. Study characteristics.  

 

a1=treatment as usual, 2=dummy intervention, 3= one treatment as usual group and one non video-feedback intervention group 
b1=Infant (aged 0-12 months), 2 =Toddler (13-35 months), 3=Preschooler (36-48 months) 
c1=Risk factor relating to the child, 2 =Risk factor relating to the parent, 3= Adoption or fostering  
dRange, 0-5; 1=low quality, 5=high quali

   
Study ID n Intervention name Country No of 

sessions 
Contents of 
control groupa 

Infant 
ageb 

Risk 
inclusionc 

Target caregiver Infant outcomed Parental 
sensitivity 
reported 

Protocol 
registered 

Quality 
assessment 
d 

Barlow et al. (2016) 31 Video Interaction Project (VIP) UK 3 1 1 1 Biological mothers Quality of parent-child 
interaction 

Yes Yes 3 

Cassidy et al. (2011) 220 The Circle of Security–Home Visiting—4 Intervention 
(COS-HV4) 

USA 4 2 1 2 Biological mothers Attachment security No No 4 

Høivik et al. (2015) 158 video feedback of infant–parent interaction (VIPI) Norway 8 1 1 2 133 biological mothers, 2 
biological fathers and 23 
biological mothers and 
fathers together 

Quality of parent-child 
interaction 

No Yes 5 

Juffer et al. (1997)  90 Not specified (a version of VIPP). The Netherlands 3 3 1 3 Adoptive mothers Attachment security No No 0 
Juffer et al. (2005) 130 Not specified (a version of VIPP). The Netherlands 3 3 1 3 Adoptive mothers Attachment security No No 0 
Kalinauskiene et al. (2009) 54 Video Feedback Intervention to Promote Positive 

Parenting (VIPP) 
Lithuania 5 2 1 2 Biological mothers Attachment security Yes No 3 

Kersten-Alvarez et al. (2010) 58 Not specified The Netherlands 8 – 10 2 1 2 Biological mothers Attachment security, Behaviour 
Problems 

Yes Yes 5 

Klein Velderman et al. (2006, 
study 1) 

81 VIPP (Video- Feedback Intervention to Promote 
Positive Parenting) and  VIPP-R (VIPP with a 
Representational focus) 

The Netherlands 4 1 1 2 Biological mothers Attachment security Yes No 4 

Klein Velderman et al. (2006, 
study 2) 

77 VIPP (Video- Feedback Intervention to Promote 
Positive Parenting) and  VIPP-R (VIPP with a 
Representational focus) 

The Netherlands 4 1 1 2 Biological mothers Behaviour problems Yes No 4 

Landry et al. (2006) 264 Playing 
and Learning Strategies (PALS) 

USA 10 2 1 1 Biological mothers Infant behaviour Yes No 5 

Mendelsohn et al. (2007) 150 Video Interaction Project (VIP) USA 12 1 2 2 Biological mothers Behaviour problems No Yes 4 
Moran et al. (2005) 100 Not specified Canada 8 2 1 2 Biological mothers Attachment security Yes No 1 
Moss et al. (2011) 79 Not specified Canada 8 1 3 1 74 biological mothers, 5 

biological fathers 
Behaviour problems and 
attachment security 

Yes No 5 

Negrão et al. (2014) 55 Video Feedback Intervention to Promote Positive 
Parenting and Sensitive Discipline (VIPP-SD) 

Portugal 6 2 2 2 Biological mothers Quality of parent-child 
interaction 

Yes No 5 

Oxford et al. (2016) 43 Promoting First Relationships (PFR) USA 10 2 2 3 Biological mothers Behaviour problems, attachment 
security and child competence 

Yes Yes 2 

Spieker et al. (2012) 210 Promoting First Relationships (PFR) USA 10 2 2 3 Foster parents, biological 
parents, or adult kin 

Behaviour problems, attachment 
security and child competence 

Yes Yes 4 

van Doesum et al. (2008) 71 Not specified The Netherlands 8 – 10 2 1 2 Biological mothers Attachment security, quality of 
parent-child interaction and child 
competence 

Yes Yes 5 

Van Zeijl et al. (2006) 237 Video Feedback Intervention to Promote Positive 
Parenting and Sensitive Discipline (VIPP-SD) 

The Netherlands 6 2 2 1 Biological mothers Behaviour problems Yes No 5 

Weisleder et al. (2016) 463 Video Interaction Project (VIP) USA 15 3 1 2 Biological mothers Behaviour problems No Yes 4 
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2.6.2 Publication bias 

Funnel plots were examined to assess possible publication bias, however due to the 

small number of eligible studies, and little overlap between outcomes reported, 

formal interpretation was challenging. The plot for the outcome with the largest 

number of studies and the largest number of participants (Figure 2. Externalising 

behaviour at post-test) was reviewed to ensure there was no obvious bias in the 

included studies. If there were no evidence of publication bias, we would expect to 

see a symmetrical plot, with smaller studies (with larger, more varied effect sizes) at 

the base of the plot, and larger studies (with smaller but more precise effect sizes) at 

the top of the plot.  If the plot were unsymmetrical then it would be possible there 

was evidence of publication bias. In the plot below there is no obvious evidence of 

publication bias, however it is noted that this interpretation is only tentative due to 

the small number of studies included.  
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Figure 2. Funnel plot for externalising behaviour (post-test). 
 

 
2.6.3 Quantitative analysis 

2.6.3.1 Primary outcomes  

Externalising behaviour: Post-intervention 

Four publications (Mendelsohn et al., 2007; Moss et al., 2011; Van Zeijl et al., 2006; 

and Weisleder et al., 2016) reported externalising behaviour at post-intervention. As 

seen in Figure 3 analysis suggests that there was a small decrease in externalising 

behaviour in the intervention group compared to the control group (d = -0.20, 95% CI 

-0.34 to -0.05, p = .01). There was no evidence of between sample heterogeneity (I2 = 

0.0%), which suggests that any differences across the studies is due to chance rather 

than clinical or methodological differences.  
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Externalising behaviour: Long-term follow-up  

Two publications reported externalising behaviour as an outcome at follow up, 

(Spieker et al., 2012; and van Doesum et al., 2008). As seen in figure three, analysis 

suggests there was no evidence of a long-term effect on externalising behaviour (d= -

0.02, 95% CI -0.30 to 0.26, p= .89). There was no evidence of between sample 

heterogeneity (I2=0.0%).  

 

Two publications reported externalising behaviour as an outcome at a very long-term 

follow up (Kersten-Alvarez et al. and 2010, Klein Velderman et al., 2006, study 2). As 

seen in figure three, there was no evidence of a very long-term effect on externalising 

behaviour (d= 0.04, 95% CI -0.31 to 0.39, p= .81). There was no evidence of between 

sample heterogeneity (I2=0.0%). 

 

Internalising behaviour: Post-intervention 

Two publications reported internalising behaviour at post-intervention (Mendelsohn 

et al., 2007; Moss et al., 2011). As seen in figure three, there was no evidence of an 

effect on internalising behaviour in the intervention group compared to the control 

(d= 0.07, 95% CI -0.37 to 0.24, p= .66). There was no evidence of between sample 

heterogeneity (I2=0.0%).  

 

Internalising behaviour: Long-term follow-up 

Two publications reported internalising behaviour at follow up (van Doesum et al., 

2008; Spieker et al., 2012). As seen in figure three, there was no evidence of an effect 

on internalising behaviour in the intervention group compared to the control (d= 0.13, 
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95% CI -0.15 to 0.40, p= .10). There was no evidence of between sample heterogeneity 

(I2=0.0%).  

 

Two publications reported internalising behaviour as an outcome at a very long-term 

follow up (Kersten-Alvarez et al. and 2010, Klein Velderman et al., 2006, study 2). As 

seen in figure three, there was no evidence of a very long-term effect on internalising 

behaviour (d= 0.30, 95% CI -0.05 to 0.65, p= .81). There was no evidence of between 

sample heterogeneity (I2=0.0%). 

 

2.6.3.2 Secondary outcomes  

Child attachment  

Of the 14 included publications, seven reported child attachment as an outcome. 

Three sets of meta-analyses were run for child attachment security, one analysis 

included publications that reported a continuous measure of attachment, and a 

second analysis was conducted for categorical outcomes (where participants were 

classified as either secure or non-secure). The final analysis included publications that 

reported a disorganised score for attachment. One publication (Klein Velderman et 

al., 2006, study 1) reported both continuous and categorical measures of attachment, 

so were included in both analyses. 

 

Continuous measures of attachment: Post-intervention 

Three publications reported a continuous measure of child attachment at post-

intervention (Kalinauskiene et al., 2009; Klein Velderman et al., 2006, study 1; Spieker 

et al., 2012). As seen in figure three, analysis suggests that there was no evidence of 
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an effect on attachment security (d=0.15, 95% CI -0.08, 0.37, p=.208). There was no 

evidence of between sample heterogeneity (I2=0.0%).  

 

Continuous measures of attachment: Long-term follow-up 

Two publications (van Doesum et al., 2008; Spieker et al., 2012) reported a continuous 

measure of child attachment at longer term follow up. As seen in figure three, there 

was no evidence to suggest there was a difference in attachment security in the 

intervention group compared to the control (d =0.14, 95% CI -0.427 to 0.716, p=.620). 

There was evidence of high between sample heterogeneity (I2=73.9%).  

 

Categorical measures of attachment: post-intervention    

Four publications (Cassidy et al., 2011; Moran et al., 2005; Moss et al, 2011; Klein 

Velderman et al., 2006, study 1) reported a categorical measure of attachment at post-

intervention. As above, as Klein Velderman et al. (2006, study 1) reported two eligible 

intervention groups, both were included separately in analysis. As seen in figure four, 

analysis suggests that children were more likely to be classified as securely attached 

in the intervention group compared to the control (pOR = -0.58, 95% CI -1.15 to -0.02, 

p=.04). However, there was evidence of moderate between sample heterogeneity (I2= 

51.2%).  

 

Disorganised attachment: post-intervention 

Two publications (Moran et al., 2005; Juffer et al., 2005) reported a categorical 

measure of disorganised attachment at post-intervention. As seen in figure four, 

analysis suggests that there was no evidence of a difference in disorganised 
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attachment in the intervention group compared to the control (pOR = -0.66, 95% CI -

2.06 to 0.75, p=.36). There was evidence of high between sample heterogeneity (I2= 

69.8%). Both studies in this analysis were assessed as low quality using the Jadad scale, 

therefore it is not known whether study quality impacted this analysis.  

 

Quality of infant interaction with parent: post-intervention 

Three publications reported child interactive behaviours in the context of parent-child 

interaction at post-intervention. Of these, two publications (Negrão et al., 2014; van 

Doesum et al., 2008) reported the child subscales (responsiveness and involvement) 

of the Emotional Availability Scales (EAS; Biringen, Robinson, and Emde, 1998). The 

EAS has been shown to correlate with measures of attachment security (Saunders, 

Kraus, Barone, Biringen, 2015), and assesses both the child’s and caregiver’s behaviour 

within the interaction. The third publication (Barlow et al., 2016) reported the 

cooperation and passivity subscales of the CARE-Index (Crittenden, 2010). The CARE-

Index was developed to assess the quality of interaction between the mother and the 

child and, like the EAS, assesses both the parent’s and the child’s behaviour within the 

interaction (Hautamäki, 2014). Subscales within the EAS and CARE-Index describe 

overlapping areas of child interactive behaviour, so were combined in the current 

analysis. To combine the effects, the passive subscale of the CARE-Index (sign 

reversed) was analysed with the involvement subscale of the EAS, and the cooperation 

subscale of the CARE-Index was analysed with the responsiveness subscale of the EAS.  
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Child Responsiveness and Cooperation 

As seen in figure three, analysis suggests that there was an increase in child 

responsiveness and cooperation in the intervention group compared to the control (d 

=0.64, 95% CI 0.30 to 0.98, p=.00). There was no evidence of between sample 

heterogeneity (I2=0.0%).   

 

Child Involvement   

As seen in figure three, analysis suggests there that there was a difference in child 

involvement in the intervention group compared to the control (d = 0.45, 95% CI 0.09 

to 0.80, p=.014). There was no evidence of between sample heterogeneity (I2=0.0%).   

 

Child competence  

Two publications (van Doesum et al., 2008; Spieker et al., 2012) reported a continuous 

measure of child competence at follow-up. As seen in figure three, analysis suggests 

that there was no increase in child competence in the intervention group compared 

to the control (d = 0.19, 95% CI -0.62 to 1.00, p=.65). There was evidence of high 

between sample heterogeneity (I2= 86.8%).  

 

2.6.3.3 Parental sensitivity subgroup analysis  

Sensitivity analysis was conducted to elucidate whether changes in parental sensitivity 

may affect intervention effectiveness. Effect sizes for child outcomes were compared 

for publications where parental sensitivity was also reported, based on whether the 

effect size on sensitivity was <0.5 and >0.5 for continuous data, and <3.47 and >3.47 

for categorical data (equivalent to less than or more than a Cohen’s d=0.5 
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respectively). Analyses were only completed if there were at least three publications 

per outcome that reported parental sensitivity, with at least one publication in one 

group and two in the other.   

 

Attachment (continuous): Post-intervention 

All three publications reporting on attachment (continuous) also reported on parental 

sensitivity. Two publications reported a small effect size for parental sensitivity (Klein 

Velderman et al., 2006, study 1, VIPP; Spieker et al., 2012), and two publications 

reported a medium effect size (Kalinauskiene et al., 2009 and Klein Velderman et al., 

2006, study 1, VIPP-R). The attachment effect size for both the small effect group (d=-

0.03, 95% CI -0.45 to 0.38) and the medium effect group (d= 0.22, 95% CI -0.06 to 0.49) 

were small, broadly similar in size, and the confidence intervals overlapped.  

 

Child Responsiveness: Post-intervention  

All three publications that reported on child responsiveness also reported on parental 

sensitivity. One publication reported a small effect for parental sensitivity (Nagrão et 

al., 2014) and two publications (Barlow et al., 2016; van Doesum et al., 2008) reported 

a medium effect size. The effect size for both the small effect group (d= 0.51, 95% CI -

0.09 to 1.12) and the medium effect group (d= 0.70, 95% CI 0.29 to 1.11) were 

medium, similar in size, and the confidence intervals overlapped.  
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Child Involvement: Post-intervention 

One publication reported a small effect for parental sensitivity (Nagao 2014) and two 

publications (Barlow et al., 2016; van Doesum et al., 2008) reported a medium effect 

size for parental sensitivity. The effect size for both the small effect group (d= 0.46, 

95% CI -0.15 to 1.07) and the medium effect group (d= 0.44, 95% CI -0.00 to 0.88) were 

medium, similar in size, and the confidence intervals overlapped. There is therefore 

no convincing evidence of a change of effect related to sensitivity, but due to a small 

number of studies it is difficult to draw a firm negative conclusion.  

 

2.6.3.4 Intervention type subgroup analysis  

Subgroup analysis was completed to compare the effect sizes for Video-Feedback to 

promote Positive Parenting and other video-feedback interventions. This was only 

completed if there were at least three publications, with at least one publication in 

one group and at least two in the other.  

 

Externalising behaviour Post-intervention 

One publication (Van Zeijl et al., 2006) investigated the effectiveness of a VIPP 

intervention, and three publications (Mendelsohn et al., 2007; Moss et al., 2011; 

Weisleder et al., 2016) investigated the effects of other video-feedback interventions. 

The effect sizes for both the VIPP interventions (d= -0.15, 95% CI -0.41 to 0.10) and 

the other interventions (d=-0.22, 95% CI -0.40 to -0.04) were small, similar in size, and 

the confidence intervals overlapped.  
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2.6.3.5 Sensitivity analysis: study quality  

Sensitivity analysis was planned to elucidate whether the quality of the study affected 

the treatment effect. Study quality was assessed using the Oxford Quality Scoring 

System. The quality ranged from 0-5 (0= low quality, 5= high quality), with a mean 

score of 3.65 representing fairly high quality across the review. Two publications 

(Moran et al., 2005 and Juffer et al., 2005) were assessed as low quality using the 

Oxford Quality Assessment (see Table 2).  

 

Disorganised attachment: post-intervention  

The meta-analysis for disorganised attachment included two studies, both of which 

were assessed as low quality. It is therefore not known whether the results of this 

analysis was a true absence of effect, or as a result of low quality methodology.  

 

Categorical measures of attachment: post-intervention    

Four publications (Cassidy et al., 2011; Moran et al., 2005; Moss et al, 2011; Klein 

Velderman et al., 2006, study 1) reported a categorical measure of attachment at post-

intervention. One study (Moran et al., 2005) was assessed as low quality so was 

removed, and the meta-analysis repeated. As seen in figure four, analysis suggests 

that children were more likely to be classified as securely attached in the intervention 

group compared to the control (pOR = -0.54, 95% CI -1.28 to 0.21, p=.16). However, 

there was evidence of moderate between sample heterogeneity (I2= 61.7%).  
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Figure 3. Effect sizes for all continuous outcomes. 
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Figure 4: Effect sizes for all categorical outcomes.  

 

 
2.6.4 Findings from publications that could not be included in quantitative analyses  

Høivik et al., (2015) found a short-term effect, but not a long-term effect, of the 

intervention on the quality of parent-child interactions, measured using the EAS. A 

long-term effect, but not a short-term effect, was found on child-socio-emotional 

development, measure using the Ages and Stages Questionnaire: Socio-Emotional 

(ASQ:SE). Landry et al. (2006) investigated the possible mediating role of parental 

responsiveness on the effectiveness of the interventions in improving infants’ socio-

emotional development. The study found a mediating effect, where increased 

responsiveness lead to increases in child socio-emotional development in the 

intervention group compared to the control, measured through observational coding 

of child behaviour. 
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2.6.5 Meta-analysis of effects on parental sensitivity  

A meta-analysis of studies that included a continuous measure of parental sensitivity 

at post-test was conducted. This analysis was completed in order to compare the 

current review with previous meta-analyses to ensure that the studies included were 

representative of the wider literature. It does not represent a true estimate of the 

effect size as the studies are a subset of those published. A meta-analysis of studies 

that reported parental sensitivity as a continuous outcome at post-test was completed, 

as this meant the highest number of studies could be included. Nine publications 

(Barlow et al, 2016; Juffer et al, 2005; Kalinauskiene et al, 2009; Klein Velderman et al, 

2006; Moss et all, 2011; Negrao et al, 2014; Spieker et al, 2012; Van Doesum et al, 

2008; Van Zeijl et al, 2006) reported parental sensitivity as a continuous outcome post-

test. The effect size on parental sensitivity was (d= 0.40, 95% CI 0.20 to 0.57).  
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2.7 Discussion 
 
The aim of the present review was to assess the effectiveness of video-feedback 

interventions in improving child socio-emotional outcomes. The primary outcome of 

the review was child behaviour problems and the secondary outcomes were a range 

of other child socio-emotional outcomes, including attachment security and child 

interactive behaviours. In this section I first consider the primary and secondary 

outcomes of the study and possible explanations for these findings. I then discuss the 

findings of the analysis spilt by effect size on sensitivity and longer-term outcomes, 

before considering the strengths and limitations of this review before discussing 

possible clinical and research implications. 

 

2.7.1 Effects of video-feedback on child outcomes  

2.7.1.1 Effects of video-feedback on child behaviour problems     

A small positive effect of video-feedback interventions on externalising behaviour was 

found in the short-term (between 0-3 months post-intervention), but there was no 

evidence of a long-term effect or very long-term effect. There was no strong evidence 

that video-feedback interventions lead to decreases in internalising behaviour at post-

test, long-term or very long-term follow up. These differences in short-term treatment 

effects on different aspects of behaviour could be due to the aetiology of these 

problems. Research has demonstrated that there is an association between parenting 

behaviours and externalising behaviour, but a less established association with 

internalising behaviour (Deater-Deckard, 2000). Therefore, it could be that these 

interventions do not target parenting behaviours that are related to the development 

of internalising behaviours problems. A further confounding factor is reporting bias, 
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as parent reported child behaviour problems have been shown to be conflated by 

parental psychopathology (Ringoot et al., 2015). As all the outcomes measuring child 

behaviour problems in this review were based on parent report, bias may have 

influenced the outcomes. Video-feedback may therefore be a useful tool when 

working with children with externalising behaviour problems, however more research 

is needed to understand their long-term effectiveness and their effectiveness in 

improving internalising problems.  

 

2.7.1.2 Effects of video-feedback on attachment security    

The results for attachment security were mixed. At post-test and long-term follow up, 

there was no strong evidence for an effect of video-feedback when attachment was 

assessed using a continuous measure. However, at post-test, when attachment was 

assessed using a categorical measure, there was evidence that children in the 

intervention group were more likely to be securely attached than children in the 

control group. These differing results may be as a result of the small number of studies 

included in these analyses, with an effect being found in the categorical analysis, 

which had a larger number of studies included. When examining the forest plots it is 

interesting to note that the effect on attachment security is smaller for one 

intervention included, VIPP-R (Klien Velderman et al., 2006, studies 1 and 2). This 

intervention is a video-feedback intervention with a representational focus, which 

conceptually is very different from the other video-feedback interventions. Most 

video-feedback interventions are grounded in the ‘here and now’ and changing 

behaviour, while VIPP-R also has a focus on the parents’ past attachment relationships 

and how these may impact their parenting. It is interesting to consider whether this 
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might impact the effectiveness of the video-feedback itself. There was also no strong 

evidence for an effect on disorganised attachment. Previous research has shown that 

the association between parental sensitivity and disorganised attachment is small (van 

IJzendoorn, Schuengel, and Bakermans–Kranenburg 1999), so this may be why no 

treatment effects were found.  

 

The results of these analyses should however be interpreted with caution, as there 

was evidence of heterogeneity in the meta-analyses for attachment at long-term 

follow up (continuous), attachment post-intervention (categorical), and disorganised 

attachment. A more robust way of interpreting the I2 statistic is by examining the 

width of the confidence interval, as it is more likely that the true population parameter 

will fall between these, rather than being the point estimate itself (Cornelius, personal 

communication, February 22, 2019). This would have made the interpretation of this 

heterogeneity more precise, but unfortunately was not possible using the Stata metan 

command. Therefore, based on the point estimates alone, we must consider that 

these findings could be the result of clinical variation (the interventions are 

differentially effective or the populations are different), methodological diversity 

(differences in the measurement or study design), or a combination of the two (The 

Cochrane Collaboration, 2011). Therefore, results must be interpreted with caution.  

 

2.7.1.3 Effects of video-feedback on parent-child interaction  

The effect sizes for child responsiveness and involvement were medium in size and 

were the largest effect sizes of the analyses completed. These outcomes are subscales 

of broader measures of the quality of parent-child interaction (including the EAS and 
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the CARE index), and have been described as the child’s behavioural counterpart to 

parental sensitivity (Biringen and Robinson, 1991), describing the behaviours that the 

child displays in order to promote interactions with the parent. As the intervention 

aims to increase the parents’ ability to recognise and appropriately respond to these 

signals, this could in turn positively reinforce these interactive behaviours in the child. 

These findings therefore demonstrate the effectiveness of video-feedback in 

improving the quality of parent-child interaction and could be a powerful tool when 

working with families who have been identified as at risk for this reason. In addition 

to these benefits, these behaviours may be correlated with other key outcomes, such 

as attachment security, which in turn are associated with better long-term outcomes 

for the child (Saunders, Kraus, Barone, Biringen, 2015). Therefore, these 

improvements in the interactions may be indicative of improvements in other 

associated outcomes, as well as being meaningful on their own. However, these 

effects may be conflated with any parallel increases in parental sensitivity, as these 

are measured in the same interaction and are highly related. No effect was found on 

child competence, however there was evidence of heterogeneity, so this may not 

represent a lack of effect, but instead studies that may not have been appropriate to 

combine.  

 

2.7.1.4 Long-term effectiveness of these interventions  

Meta-analyses of long-term follow-ups and very long-term follow ups (between 6-48 

months post intervention) were only possible for three of the nine outcomes included 

in this review. At post-test, there was evidence that video-feedback led to a decrease 

in externalising behaviour problems, but there was no evidence of a longer-term 
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effect. This finding is consistent with other parenting programme reviews which also 

did not demonstrate a long-term effect on externalising behaviour (Smedler, Hjern, 

Wiklund, Anttila, and Pettersson, 2015). The authors suggest these results may be due 

to methodological issues including, but not limited to, a lack of long-term follow-ups 

and non-linear relationships between intervention effects and later child outcomes. 

However, they also suggest this could be due to prevention studies usually 

demonstrating small effect sizes.  

 

For all other outcomes there was no post-test effect and, in turn, no long-term effect. 

The lack of long-term effects could either suggest that these interventions simply are 

not effective at improving child-outcomes in the long-term, however it could also be 

due to methodological limitations of the current review. One such limitation is that 

there was little overlap between those studies included in analyses that reported a 

post-test and long-term outcome. Only one publication (Spieker et al., 2012) reported 

overlapping outcomes at post-intervention and long-term follow up. The remaining 

studies either reported outcomes at a single time point or reported different 

outcomes at different time points. It is therefore not known if these interventions are 

either effective in the short-term, and that the effectiveness declines, or whether the 

included studies were simply not effective in improving that outcome at any time 

point. It is also possible that the small number of studies included in this review may 

have led to no long-term effect being found. In addition, attrition is common in long-

term follow up, leading to reduced power to detect differences in effect.  
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These factors highlight the importance of pre-specified, rigorous, trial designs with 

adequate sample sizes that repeat and report on the same pre-specified measures at 

each time point. This would allow for inferences to be made about why long-term 

effects are not demonstrated in these studies.  

 

However, if we consider that this is not a methodological issue, the lack of long-term 

effect could represent a real decline in treatment effect. If this is the case, booster 

sessions could be used to ameliorate these decreases in effect. Some interventions in 

the review (including VIPP) already utilise booster sessions in the intervention design, 

however these are usually directly after the family receive the intervention visits. 

Longer-term booster visits could be used to refresh and reinforce the skills learnt in 

the core intervention sessions, or to intervene if the target behaviours are re-

emerging before they become established. Although the idea of booster sessions is a 

logical one, there is relatively little empirical research investigating their effectiveness, 

so should be an important factor to assess in future clinical trials.  

 

2.7.1.5 Subgroup analysis: parental sensitivity  

It would be preferable to use individual level data to better test whether sensitivity is 

a mediating pathway, however this was not possible in the current review. In order to 

investigate the possible mediating role of parental sensitivity, subgroup analysis was 

conducted to compare those studies that reported a small and a medium effect on 

parental sensitivity. This was only possible for one outcome, externalising behaviour 

at post-intervention. There was no clear evidence of a difference between studies that 

reported at least a medium effect size (>0.5) for sensitivity and those than reported a 
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smaller effect size (<0.5). The confidence intervals for both subgroups overlapped for 

all outcomes, and the differences in effect size were small. This is unexpected as 

parental sensitivity is thought to be a key risk for child socio-emotional outcomes, 

including child behaviour, and for this reason is the target of most interventions. It is 

also not consistent with a previous meta-analysis of video-feedback interventions 

(Juffer et al., 2017) or other publications that could not be included in the review 

quantitatively (e.g. Landry et al., 2006) that demonstrate the mediating role parental 

sensitivity plays.  

There are a number of possible explanations for why no difference was found. Firstly, 

it could be due to the small number of studies, which may have resulted in insufficient 

power to detect differences between the subgroups. Another possible explanation 

relates to the effect sizes that were used to create subgroups. In order to create 

subgroups, a cut off of 0.5 was used, as there was little range in the effect sizes for 

sensitivity, and this cut-off allowed for two groups to be formed. However, a meta-

analysis has shown that studies that reported an effect on parental sensitivity of 0.4 

or above showed the largest changes in child outcome (Bakermans-Kranenburg, van 

IJzendoorn, and Juffer, 2003). Therefore, by selecting the 0.5 cut off, it is possible that 

comparisons are being made between studies that theoretically are both above a cut 

off that has been shown to be most effective. This may mean that the subgroup 

analysis looking at sensitivity may not reflect the real differences between groups. 

Alternatively, it could be that parental sensitivity may not be the key mechanism in 

improving child behaviour problems. Therefore, more research is required to fully 

elucidate the possibly mediating role that improvements in parental sensitivity plays 
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in video-feedback interventions but could also expand to include other possible 

treatment mechanisms.  

 

2.7.1.6 Subgroup analysis: VIPP vs non-VIPP 

To determine whether the VIPP intervention model was more effective than other 

video-feedback interventions, subgroup analysis was conducted where all VIPP 

interventions (n=6) were analysed separately from other video-feedback 

interventions (n=12). This was only possible for one outcome, externalising behaviour 

at post-test. The confidence intervals for both subgroups overlapped for all outcomes, 

and the differences in effect size were small. Therefore, there was no clear evidence 

of the VIPP intervention model being more effective than the others at improving child 

externalising behaviour. However, these results again may be due to a small number 

of studies being included in analysis, and little commonality in the outcomes assessed, 

both of which may restrict how generalizable the findings are.  

 

2.7.2 Strengths and Limitations  

The current review has a number of strengths. The review of the literature was 

completed thoroughly and systematically according to the PRISMA guidelines (Moher, 

Liberati, Tetzlaff, Altman, and PRISMA Group, 2009), with clearly set inclusion and 

exclusion criteria. All studies were reviewed, and data subsequently extracted 

independently by two authors. The language the publication was written in was not 

an exclusion criteria which meant that non-English publications could still be assessed. 

Expert advice was sought from leading researchers in the field of video-feedback to 

ensure that all relevant publications were included. These steps minimised the risk of 
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errors and bias in the completion of this review, which allows for more robust 

inferences to be made based on its findings. The subgroup and sensitivity analyses 

were all pre-specified.  

 

Several limitations of the current study have been described above. They include a 

small number of eligible studies, little overlap in outcome measures and outcomes 

collected, and inconsistent reporting of long-term outcomes. These will be 

summarised in turn.  

 

Firstly, many trials of video-feedback interventions do not collect child outcomes, but 

instead focus on parenting outcomes alone. There were therefore a relatively small 

number of studies that were eligible to be included in the quantitative synthesis, 

despite a large volume of research being conducted to test the effectiveness of these 

programmes.  

 

Secondly, of those publications that did report a child outcome, the outcomes and 

outcome measures included in each study varied, and there was often no overlap 

between studies and between time points. As a result, some publications could not 

be included in the quantitative synthesis as there were no other publications that 

reported on the same outcome. Of those studies that could be included, the outcomes 

varied greatly between studies, so a high number of meta-analyses had to be run for 

a range of outcomes, and in some cases for the same outcome. For example, of the 

included studies, five different measures of child attachment were used, made up of 

questionnaire measures, observational tasks, and play scenarios. This generated both 
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categorical and continuous data, resulting in multiple analyses being completed for 

the same outcome, providing a fractured picture of the effectiveness of these 

interventions on the outcome of interest. This issue is an important one, which is 

reflected in calls for greater equivalence in outcomes measures by groups such as the 

COMET initiative (COMET Initiative, 2010), which aims to develop and apply agreed 

standardised outcomes which all clinical research will be expected to report. This will 

allow for better comparison and synthesis of data, in addition to other outcomes of 

interest, and this particular review is a good example of why this should be a priority 

for future research.  

 

Outcomes were not repeated at each time point, so as discussed above it is difficult 

to assess the effectiveness of these interventions in the long-term. Therefore, due to 

small number of studies and a lack of consistency in outcome measurement, this 

review is limited in its ability to fully assess how effective these programs are.  

 

Finally, of the 18 studies included in the current review, only eight had registered their 

trial protocol. In recent years trial registration has become mandatory in many 

countries, to try and overcome the issue of publication bias and selective reporting of 

study outcomes. It is therefore not known whether these issues may have impacted 

this review where significant effects are found. These limitations are significant and 

addressing them should be a priority for researchers when designing future studies.  

 

 

 



81	

	

2.7.3 Consistency with previous meta-analyses 

The results of this review are fairly consistent with two previous meta-analyses looking 

at the effectiveness of video-feedback interventions. The Fukkink review (2008) 

reported child behaviour as a general outcome and found a ‘small to average’ effect. 

Effect sizes for child outcomes in the current review, where found, were generally 

small in magnitude.  A larger review, reporting only on a single intervention (VIPP-SD), 

also found results in line with the current study (Juffer et al., 2017). The review 

reported a decrease in behaviour problems and an increase in child responsiveness, 

which is similar to the effects found in this review. However, the review found an 

effect on disorganised attachment and attachment, where this study did not, and for 

the latter found fixed results. In order to establish whether the studies included in 

their review were representative of the wider literature, the effect size on parental 

sensitivity was also calculated. The effect size on parental sensitivity from this analysis 

was small is size, which is in line with the two other meta-analyses. This current review 

therefore builds on our knowledge on the effectiveness of these interventions, by 

widening the analyses to other video-feedback interventions and specific child 

outcomes.  

 

2.7.4 Factors that could not be addressed in the current review  

It is difficult to draw firm conclusions from this review as to which populations video-

feedback interventions might work best for, and whether some groups benefit more 

from these interventions than others. For example studies have investigated the use 

of video-feedback in more diverse populations, including fathers (Lawrence, Davies, 

and Ramchandani, 2013), children with autism (Green et al., 2010), and parents with 
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intellectual disability (Hodes, Meppelder, de Moor, Kef, and Schuengel, 2017). There 

was not sufficient research to investigate the effectiveness on these outcomes, due to 

small numbers of publications being available. However, the inclusion of fathers in 

video-feedback interventions is a growing field and will therefore be discussed. In the 

current review, only two publications invited fathers to participate, either alone or 

with their partner. The total number of fathers across these studies were 30, meaning 

that fathers made up just 1.3% of the total unique participants included in this review. 

This is despite research highlighting the importance of fathers in children’s 

development (Barker, Iles, and Ramchandani, 2017), and evidence suggesting that 

involving fathers in parenting programmes make the programmes more effective 

(Lundahl, Tollefson, Risser, and Lovejoy, 2008). There is some early research 

suggesting that video-feedback interventions can be successfully adapted for fathers 

and coparents (Iles, Rosan, Wilkinson, and Ramchandani, 2017; Lawrence et al., 2013), 

suggesting this could be an important direction for future research.  

 

There is also increasing evidence to suggest that children may be differentially 

susceptible to intervention effects based on individual differences, such as genetic 

variation or temperamental differentiation (Belsky and van IJzendoorn, 2017). Due to 

the small number of studies included in this review, it was not possible to investigate 

this further. However there is research suggesting that these interventions are more 

effective in some groups than others (for example see Bakermans-Kranenburg, Van 

IJzendoorn, Pijlman, Mesman, and Juffer, 2008). This would have important 

implications for clinicians and policy makers and more research should be done to 

investigate this further.  
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2.7.5 Conclusions and implications for clinicians, policy makers and researchers  

To conclude, the review found an effect of video-feedback interventions for 

externalising behaviour problems, but only at post-test, with no evidence found for a 

longer-term effect. Effects on internalising problems, and the secondary outcomes 

(attachment and child interactive behaviours) were mixed, with effects found for one 

measure of attachment and child interactive behaviour at post-test. No long-term 

effects were found, no evidence that parental sensitivity moderated these effects 

were found, and there were too few studies to establish whether there is a difference 

in effectiveness between VIPP and non-VIPP intervention studies. Video-feedback 

interventions are therefore a potentially useful tool in clinical settings, however more 

research is needed to fully assess their effectiveness. Future research should include 

robust long-term follow-ups and repeat outcomes measures at multiple time points. 

Before firm recommendations can be made about its routine use in health services, 

testing the interventions in pragmatic conditions would be important to ensure that 

the interventions perform when delivered by health professionals as part of services, 

as well as when delivered by researchers as part of trials.  
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Chapter Three: The determinants of the coparenting relationship: 

relative contributions of child temperament and parental mood 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



85	

	

3.1 Chapter summary 
 

The relationship between parents with regard to raising their child (coparenting) is a 

risk factor for psychopathology in children and a range of poor outcomes in parents. 

Research has suggested that the development of this relationship may be affected by 

parental mood and child temperament, and that the perinatal period may be a 

particularly sensitive period. The aim of the current study is to examine the relative 

contributions of child temperament and parental depression to the development of 

the coparenting relationship. In addition, the current chapter will also outline the way 

in which the coparenting relationship will be conceptualized and measured 

throughout this thesis, including the selection and refinement of the coding measure. 

This chapter uses data from the Oxford Fathers Project, a longitudinal study 

investigating the effects of father-child interaction on child development. Triadic 

interaction data was recorded at the time but had not been coded or analysed by the 

original study team. This chapter is a secondary analysis of this dataset, with the 

inclusion of the coded triadic interaction data which was coded for the current study.    

 

The Oxford Fathers’ Project was funded by Wellcome Trust Clinical Research 

Fellowship No. 0784324 to Professor Paul Ramchandani.  
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3.2 Background  
 

Researchers and clinicians are increasingly taking a wider view of the negative impact 

of early adversity in the caregiving environment on children, looking beyond the 

effects of individual parenting alone, but how it may also affect the family system as 

a whole. One key part of the family system is the coparenting relationship. 

Coparenting describes the way in which two caregivers coordinate care for a child of 

whom they are jointly responsible (McHale, 1995). This relationship has been long 

theorised to be an important subsystem within the family (Minuchin, 1974). Research 

has shown that coparenting links both contextual factors with parent and child 

outcomes and characteristics (Feinberg, 2003). As outlined in the introduction of this 

thesis, coparenting is an important predictor of later child and family outcomes 

(Teubert and Pinquart, 2010), and a promising target for intervention (Feinberg and 

Kan, 2008). It is therefore important to understand the factors that may influence the 

development of this relationship. The perinatal period has been suggested to be a 

particularly sensitive period in the development of the family system, so the 

determinants of coparenting in this period are particularly important to understand 

(Feinberg, 2002). This would allow researchers and clinicians to better identify which 

families might benefit most from intervention, and better understand the 

intergenerational transmission of risk.   
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3.3 Defining coparenting 
 

3.3.1 Dimensions of coparenting behaviour  

Coparenting is a multi-dimensional construct, and it is therefore important to 

investigate the ways in which individual dimensions of coparenting behaviour may 

develop. As described in the introduction of this thesis, coparenting has been 

conceptualised in a number of ways. However when considering coparenting in 

relation to socio-emotional outcomes, there are two key behavioural dimensions of 

coparenting that have been shown to be important: supportive and undermining 

coparenting (Feinberg, 2003). Supportive coparenting can be understood as how 

much the parents are cooperating, by continuing and building on play, working 

together, and upholding decisions. Undermining coparenting describes competitive 

and gatekeeping behaviours, where one coparent tries to exert negative control over 

the other.  

 

3.3.2 Coparenting as a couple or individual level factor  

Research historically investigated coparenting as a single factor at the level of the 

couple, assigning a single score rather than scoring each parent’s coparenting 

behaviours separately. However, more recently some researchers have begun to code 

each parent’s coparenting behaviour separately. Research suggests that mothers’ and 

fathers’ coparenting is differentially affected by parental mental health and child 

temperament, so should be examined separately (Gordon and Feldman, 2008; Tissot, 

Favez, Frascarolo, and Despland, 2016).  
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3.4 Which factors might impact the development of the coparenting 
relationship? 

 
As coparenting is both related to, but separate from, both the couple relationship and 

individual parenting practises (Margolin et al., 2001; Schoppe-Sullivan, et al., 2004), it 

is probable that determinants of these behaviours could also impact coparenting. 

Three factors that have been shown to affect the development of parenting behaviour 

are mothers’ mood (Lovejoy, Graczyk, O’Hare, and Neuman, 2000), fathers’ mood 

(Wilson and Durbin, 2010), and child temperament (Paulussen-Hoogeboom, Stams, 

Hermanns, and Peetsma, 2007). This is mirrored in Feinberg’s ecological model of 

coparenting (2003), which suggests that individual level factors may impact the 

development of the coparenting relationship, alongside both family and societal level 

factors.  

 

3.4.1 Child temperament  

Research in the parenting literature suggests that a difficult child temperament can 

have a negative impact on parenting behaviour (Paulussen-Hoogeboom et al., 2007), 

which in turn leads to worse outcomes for the child. It is therefore of interest to see 

whether child temperament impacts the development of caregiving in a coparenting 

context. Child temperament is described as individual differences in emotional 

reactivity and self-regulation (Rothbart and Bates, 2006; Rothbart, 1991). Reactivity 

describes the threshold, magnitude and duration of the response to a stimuli, whilst 

self-regulation is the process in which this response is modulated (Davidson, 1998). 

Differences in the capacity to modulate reactivity through self-regulation emerge 

early (Rothbart, 1991), and it is possible to measure these differences in temperament 
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in infancy (Parade and Leerkes, 2008). Research indicates that a difficult temperament 

can be a risk factor for development. It is defined as increased irritability, negative 

affect, and high intensity affect (Rothbart and Bates, 1998). Raising a child with a 

difficult temperament has been shown to increase negative parenting styles in 

mothers (Scaramella and Leve, 2004), and is related to lower relationship satisfaction 

in both mothers and fathers (Mehall, Spinrad, Eisenberg, and Gaertner, 2009). In 

addition to directly affecting parenting, research has gone further to suggest that 

coparenting might be particularly sensitive to difficult temperament (Feinberg, 2003), 

and may be impacted by difficult temperament in a number of key ways.  

 

3.4.1.1 Effects of child temperament on the coparenting relationship 

Positive coparenting depends on the ability of parents to show a united front and be 

supportive of their partner, despite possibly having different individual parenting 

styles (McHale, 1995). A child with a difficult temperament may elicit more stress in 

parents than children with an easy temperament, as parents are required to manage 

increased distress and frustration in their infant, as well as the infant being harder to 

soothe (Van Egeren, 2004). These factors mean that the strategies that parents then 

use to manage this difficult behaviour are more likely to fail. Coparents may then try 

a range of approaches and strategies in order to soothe or discipline the child 

(Feinberg, 2003). The increased need to adapt parenting approaches in stressful 

situations means that differences in individual parenting style may become more 

apparent. This in turn may make cooperation harder, and the likelihood of 

undermining behaviour greater, as coparents try to best manage the behaviour (Cook, 

Schoppe-Sullivan, Buckley, and Davis, 2009). Minimal research investigating the link 
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between child temperament and both supportive and undermining coparenting has 

been conducted, and the research that does exist is inconsistent, as will now be 

presented.  

 

3.4.1.2 Effects on supportive coparenting 

Research has not consistently demonstrated a direct link between temperament and 

supportive coparenting. One study did not find a direct effect (Metz, Majdandžić, and 

Bögels, 2016) but those that have report mixed findings. For example, one study found 

a link between temperament and lower cooperation in fathers but not mothers 

(Gordon and Feldman, 2008), but another found that children rated as having a more 

difficult temperament had parents who cooperated more (Berkman, Alberts, Carleton, 

and McHale, 2002). Other researchers have suggested that these mixed results reflect 

that child temperament may have an indirect effect on coparenting, mediated 

through relationship satisfaction (Cook et al., 2009; Schoppe-Sullivan, Mangelsdorf, 

Brown, and Sokolowski, 2007), or that the effects may be bidirectional (Davis et al., 

2009).  

 

3.4.1.3 Effects on undermining coparenting 

Research has not consistently demonstrated a direct link between temperament and 

undermining coparenting. Some research has demonstrated an association between 

difficult child temperament and increased undermining coparenting, (Cook et al., 

2009; Metz et al., 2016), whilst other studies have only demonstrated this association 

in fathers and not mothers (Lindsey, Caldera, and Colwell, 2005; Van Egeren, 2004). 

Other research found no association (Gordon and Feldman, 2008), or found indirect 
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associations, where an effect was shown to be mediated through relationship 

satisfaction (McHale, 1995).  

 

Authors highlight that the research looking at direct effects of temperament on 

coparenting has often been cross-sectional, and it may be that more time is needed 

for the effects of the difficult temperament on the coparenting relationship to develop 

(Davis et al., 2009). Further research is therefore required to understand the possible 

direct links between temperament and both supportive and undermining coparenting 

over time. It is also important to look at coparenting separately for mothers and 

fathers, as it seems that their coparenting relationship may be differentially affected 

by their child’s temperament, with fathers’ coparenting being more affected.  

 

3.4.2 Maternal and Paternal Depression   

Research in parenting literature suggests that parental depression can impact 

caregivers’ ability to provide consistent and sensitive caregiving, which in turn leads 

to worse outcomes for children (Lovejoy et al., 2000). It is therefore important to 

consider how it may also affect caregiving in a coparenting context, especially due to 

its prevalence in caregivers. Depression is one of the most common mental illnesses, 

affecting 3.3% of people in England at any given time (McManus, Bebbington and 

Jenkins, 2016). Estimates of the prevalence of depression increase in the post-natal 

period, with researchers suggesting it may affect 10% of fathers (Paulson and 

Bazemore, 2010) and 19% of mothers (Gavin et al., 2005). The core symptoms of 

depression are low mood and anhedonia, with symptoms being present for two weeks 

or more (American Psychiatric Association, 2013).  
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3.4.2.1     Effects of parental mood on the coparenting relationship 

Research has suggested that low mood, and the other symptoms associated with 

depression, may lead to caregivers withdrawing from interactions and being less 

emotionally available to their partner and child. This may reduce the likelihood of 

supportive or undermining behaviours occurring in the context of a family-level 

interaction, which require both parents to be actively involved (Tissot, Favez, Ghisletta, 

Frascarolo, and Despland, 2016). Some research has suggested that fathers’ 

depression may have a lesser impact on the development of coparenting than 

mothers’ (Tissot et al., 2016), as mothers’ are more likely to be a child’s primary 

caregiver in the early years.  

3.4.2.2    Supportive coparenting 

The research looking at the effects of depression on supportive coparenting is 

complex, as mothers’ and fathers’ depression affect mothers’ and fathers’ 

coparenting in different ways. Research to date has also mostly focussed on the 

effects on undermining coparenting, so there is a paucity of research looking at how 

it may impact the development of supportive coparenting.  One study has shown that 

mothers’ depressive symptoms were related to less supportive coparenting in the 

dyad, but found that fathers’ symptoms were unrelated (Tissot, Favez, Frascarolo, and 

Despland, 2016). Another study investigating perceptions of coparenting found larger 

effects of father’s depression on fathers’ coparenting than mothers’ depression on 

mothers’ coparenting (Williams, 2018).  
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3.4.2.3    Undermining coparenting 

Research has suggested that mothers’ depressive symptoms may predict conflict in 

the coparenting relationship (Lamela et al., 2017; McDaniel and Teti, 2012; Solmeyer 

and Feinberg, 2011), however other research has not replicated this and found no link 

between either parents’ depressive symptoms and undermining coparenting 

behaviours (Tissot et al., 2016).  

 

3.4.3    Child gender 

There has been a shift in recent years towards considering the role of child gender in 

the development of parenting and family systems theory as standard. The idea that 

children play an active part in shaping family systems is something that coparenting 

researchers have suggested is both important and often overlooked (McHale, 1995). 

Early research suggests that families of male children are differentially affected by 

distress than families of female children. Most research has focussed on spill over 

from relationship distress to coparenting, but the findings are not consistent. For 

example, McHale found increased relationship distress led to increased negative 

coparenting only in male children (1995), however other findings suggested that 

relationship distress was associated with increased hostility in families with female 

children (Stroud, Durbin, Wilson, and Mendelsohn, 2011). A meta-analysis looking at 

the effects of coparenting on child adjustment found that some associations between 

coparenting and child adjustment were stronger in male children than female children 

(Teubert and Pinquart, 2010).  
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3.5 Aims and hypotheses of the current study 
 

The aim of the current study is to investigate the role of early infant temperament and 

both mothers’ and fathers’ depressive symptoms during the transition to parenthood 

on the development of supportive and undermining coparenting at two years. I 

hypothesise that increased depressive symptoms in mothers’ and a more difficult child 

temperament will lead to decreased cooperation and increased gatekeeping 

behaviours at two years. I also hypothesize that fathers’ depression will have less of 

an effect on the development of coparenting than mothers’ depression. Secondary 

exploratory analysis will investigate whether child gender moderates any associations 

between parent and child characteristics and the development of coparenting 

behaviour, with no assumptions made regarding direction of effect.  
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3.6 Method 
 

3.6.1 Participant recruitment and screening 

The Oxford Fathers Project was a prospective cohort study examining the role of 

fathers in child development (Ramchandani et al., 2011, 2013; Sethna, Murray, Netsi, 

Psychogiou, and Ramchandani, 2015). Fathers were approached in the postnatal 

wards of two hospitals in the United Kingdom (John Radcliffe Hospital and Milton 

Keynes General Hospital) and invited to take part in a study about fathers and their 

infants. Participants were eligible if they were aged above 18 at the time of their 

child’s birth and could speak sufficient English in order to complete the study visits. 

The infant also had to be born at 37 weeks or later, weigh 2.5kg or more and have no 

serious illnesses or conditions at the time of screening. Eligible participants who 

consented to phase one (the screening phase), were contacted when their infant was 

7 weeks old and asked to fill in the Edinburgh Post-Natal Depression Scale (EPDS; Cox, 

Holden, and Sagovsky, 1987) and return this by post. Of the 4107 screening packs 

distributed, 1562 (38.0%) were completed and returned. Of these, 12.7% of fathers 

scored positively for postnatal depression, a score of >10 on the EPDS, and were 

invited to participate in phase two. One in four fathers who had scored below this cut 

off were randomly selected and invited to participate in phase two. 192 fathers and 

their families constituted the phase two sample. 

 

3.6.2     Study design and procedure  

At the screening phase, in addition to completing the EPDS, the fathers were asked to 

complete a questionnaire measure of their child’s temperament, the Infant 

Characteristics Questionnaire (ICQ; Bates, Freeland, and Lounsbury, 1979). 
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Participants who entered the study were then visited at home with their partner, once 

when their child was three months old (T1) and then again when the child was 24 

months old (T2). During the first home visit, each parent completed self-report 

measures of mood (the EPDS). At T2 the measures of mood were repeated and the 

researcher video-recorded a free-play interaction of both caregivers playing together 

with the child.  

 

3.6.3    Variables and measures 

3.6.3.1 Demographics  

Demographic information was collected through a researcher interview. A proxy 

measure of socio-economic status was measured by asking the participant for their 

job title, this was then categorised as either managerial/professional, intermediate 

occupations, routine/manual or unemployed.  

 

3.6.3.2 Child temperament 

Child temperament was assessed at the screening phase using the Fussy-Difficult 

subscale of the (Bates, Freeland, and Lounsbury, 1979), a nine item subscale used to 

assess infant difficultness. The measure has been validated for use against other 

measures of child temperament and observational data (Bates, Freeland, and 

Lounsbury, 1979). The parent rates the infant on aspects of child behaviour, including 

fussiness, how difficult the child is to soothe, and how reactive the child is. Higher 

scores indicate a more difficult temperament, rated on a seven-point scale. Possible 

scores range from 9 to 63. A copy of the ICQ can be found in Appendix D. 
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3.6.3.3 Parental mood 

Parental mood was assessed at T1 and T2 using the EPDS. The EPDS is a ten item self-

report scale that has been shown to be a valid measure of post-natal depression in 

both mothers (Cox, Chapman, Murray, and Jones, 1996) and fathers (Edmondson, 

Psychogiou, Vlachos, Netsi, and Ramchandani, 2010). The scale is made up of ten 

items describing symptoms of post-natal depression, including feelings of sadness, 

poor sleep, and self-harm, and the informant rates the severity of each item on a four-

point scale. Scores range from zero to 30. A copy of the EPDS can be found in Appendix 

E. 

 

3.6.3.4 Coparenting  

Participants were recorded interacting in a triadic free-play, where they were 

instructed to play together with their child for eight minutes with a tin of plastic 

animals at the T2 assessment. The researcher left the room during the time the 

participants were interacting before returning and asking the participants to tidy the 

toys from the triadic interaction away into a large bag, alongside some books that had 

been used in a previous dyadic interaction between each parent and the child.  

 

Although two interactions were recorded, only the free-play videos were coded. This 

was due to the duration of the videoed tidy-up tasks varying to a large extent, and 

generally being very short (often not longer than 30 seconds) as the task simply 

involved placing some books and a tin into a large fabric bag. This caused issues when 

coding, as the behaviours being coded often were not displayed at all in such a short 

time period, or one parent simply placed the items in the bag, rather than actively 
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involving the child and the other parent. It was therefore thought that this did not 

represent a realistic interaction, and was too short to capture any of the behaviours 

of interest. This meant it was difficult to agree on a meaningful interpretation of the 

behaviour.  For these reasons the tidy up task was excluded from analysis and was not 

coded.   

 

The triadic play interactions were coded by two trained coders (the author of this 

thesis and a colleague), who were blind to participant characteristics and were not 

involved in data collection. The video-clips were coded using an adapted version of 

the Coding Triadic Interactions Scale (CTI; Van Berkel, Alink, and Mesman, 2016). Two 

subscales were selected from the coding measure to be included as the main 

outcomes in the analysis: the cooperation subscale, which captures supportive 

coparenting, and gatekeeping subscale, which captures undermining coparenting. The 

scale also includes other dimensions, capturing other aspects of coparenting 

interactions.  

 

3.7 Measuring coparenting using an observational coding measure 
 

The Coparenting Behaviour Coding Scales (Schoppe-Sullivan, unpublished coding 

measure) is an observational coding scheme that assesses the different dimensions of 

coparenting behaviour within triadic interactions (see Appendix F for a full copy of this 

coding measure). The scale was first developed by Cowan and Cowan (1996), and 

adaptions have been used extensively by leading coparenting researchers (for 

examples see Jia and Schoppe-Sullivan, 2011; Schoppe-Sullivan et al., 2004). The 

coding scheme was chosen for a number of methodological and practical reasons. 
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Firstly, observational measures of behaviour are helpful as they allow researchers to 

directly observe processes of interest, and as these may be automatic behaviours that 

the individual is not aware of, they would be difficult to capture using self-report 

measures of coparenting behaviour (Gardner, 2000). Secondly, the Oxford Fathers 

Project is a secondary analysis, and the triadic interaction tasks were not designed 

with pre-specified analysis in mind. As the observational tasks included in the study 

could not be modified, it was necessary to choose a coding measure that could be 

used with the data available. The Coparenting Behaviour Coding Scales can be used in 

a range of different interaction tasks, ranging from unstructured (a freeplay 

interaction) to structured (a problem-solving activity) with no set guidelines on the 

contents of the task and interaction. It could therefore be utilised in the current study.  

 

3.7.1 Modifications to the CTI coding scale for use in this thesis  

The original scale (The Coparenting Behaviour Coding Scales) was modified by Dr 

Sheila van Berkel, Professor Lenneke Alink, and Professor Judi Mesman at Leiden 

University in the Netherlands, and the number of subscales reduced from seven 

(pleasure, warmth, cooperation, displeasure, coldness, anger, and competition) to 

only include three of the original subscales interactions. The subscales included in the 

updated Leiden scale are cooperation, gatekeeping, enjoyment, and a new subscale, 

participation. The reason for this change was to only include key dimensions of 

coparenting behaviour and in turn make coding less complex. Participation was added 

to capture the proportion of time each caregiver is taking part in the triadic interaction, 

which is important to include as individual and family level factors, such as depression, 

may cause caregivers to withdraw from interactions. After discussion with an expert 
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coder (Professor Lynne Murray, a co-author on the original study) warmth was 

identified as a theoretically interesting aspect of the coparenting relationship, so this 

dimension was reintroduced to the scale only for the current research. 

 

Each caregiver receives a score between one to five on each of the five subscales, 

where a score of one represents very low levels of a behaviour being present, and a 

score of five representing very high levels of a behaviour being present. For all 

subscales, aside from gatekeeping and participation, a low score indicates less positive 

coparenting behaviour, and a high score represents more positive coparenting 

behaviour. On the gatekeeping scale, a higher score indicates the presence of more 

negative coparenting behaviour. On the participation subscale a higher score 

represents higher participation, however this only captures the frequency and reflects 

participation that can be positive, neutral or negative.  

 

The measure used in this thesis is therefore a slightly modified version of the CTI scale, 

and a detailed description of each subscale of the final included measure is presented 

in Table 3. The full version of the coding measure used in this thesis is included in 

Appendix G. 
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Table 3: Overview of subscales included in the CTI scale. 
 

Subscale Description* 
Participation Participation refers to the amount of time a parent is engaging with the child 

and the other caregiver simultaneously as part of the triadic interaction. The 
interaction can be both verbal and non-verbal and captures interactions that 
are positive, negative or neutral in tone. This therefore captures the quantity 
of participation but not how positive the interaction is, which is reflected in 
the scores on the other subscales. For example, a parent with low mood may 
withdraw from the interaction and therefore receive a low score.   

Cooperation Cooperation describes the degree to which the caregiver helps and supports 
the other caregiver within the interaction with the child. This can either be 
instrumental or emotional, and can range from active (e.g. elaborating on 
what the other parent has said) to passive (e.g. repeating the other parent’s 
utterances, continuing the parents’ narrative of play). Actions and utterances 
in which one caregiver tries to involve the other are also coded as cooperation.  

Gatekeeping Gatekeeping refers to negative control of one caregiver over the other in 
relation to their interaction with the child. This can range from accidental 
interruptions, to interfering with the other caregiver’s interaction with the 
child, excluding the caregiver, and criticism. This can be both verbal 
(intentionally speaking over the other caregiver) and non-verbal (e.g. 
physically blocking the other caregiver from interacting with the child).  

Enjoyment Enjoyment describes the amount of enjoyment the caregivers experience 
while interacting with the child and their partner simultaneously. This includes 
enjoyment of sharing and interacting together with the child as a triad, or 
when the other caregiver is interacting with the child. The subscale aims to 
measure the amount of fun and enjoyment the parents have at sharing the 
caregiving role and interacting as a family. For example, interactions with very 
low enjoyment would either be negative or neutral in tone, whereas 
interactions with very high enjoyment would contain a lot of laugher and 
smiling throughout.  

Warmth  Warmth describes the connection between the parents separate from their 
interaction with the child. This subscale captures positive regard and affection 
between the parents, such as smiling at each other, complimenting each 
other, and a feeling of connection. This subscale measures behaviours that 
may overlap with both cooperation and enjoyment.  

 
 

Note. *The above subscale descriptions have been adapted from the modified coding 

measure (Van Berkel et al., 2016), apart from the warmth subscale which has been 

adapted from the original measure, the Coparenting Behaviour Coding Scales 

(Schoppe-Sullivan, unpublished coding measure).  
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3.7.2 Establishing reliability and operationalising the scheme for use in the current 

study 

The process of reaching reliability and finalising the coding scale was iterative. The 

two coders worked together with one of the redevelopers of the scale (Dr Sheila van 

Berkel), and discussed how to approach the coding, and operationalised the ways in 

which the scale was being used. The two coders continued this process, through 

coding additional videos together and discussing the ways in which they were 

approaching different aspects of each scale. This allowed for discrepancies or 

differences in understanding the scales to be identified. Inter-rater reliability of the 

free-play videos was then examined. Coders independently scored 10% of randomly 

selected cases that had video data (n = 15). The coders scored all of the videos 

independently, and once all the videos were fully coded reliability was assessed.  

 

3.7.3      Assessing reliability using intra-class correlation 

Intra-class correlation was chosen as the most appropriate method of assessing inter-

rater reliability, as it assesses both the degree of correlation and agreement between 

coders (Koo and Li, 2016), and is the suggested method of assessing inter-rater 

reliability by one of the original authors of the measure (Professor Sarah Schoppe-

Sullivan). Guidance from Mcgraw and Wong (1996) was used to select the correct 

model for this analysis, which is as follows: 

1. Two-way model: This assumes that there is a systematic source of variance, in 

this case representing differences between the ways in which the two coders 

may assign a score to the behaviour. 
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2. Single measures: Each score represents a single measurement of the behaviour 

of interest, rather than an average measure. 

3. Absolute agreement:  This was selected as it is important that the coders assign 

the same score. Any differences in measurement mean that the coders have 

therefore not agreed on the viewed behaviour and this should be interpreted 

as disagreement.  

Intra-class correlations were calculated using SPSS. According to Koo and Li (2016) 

inter-rater reliability using intra-class correlations can be interpreted using four 

intervals, as displayed in Table 4.  

 

Table 4: Intervals for assessing reliability using intra-class correlation.  

Reliability  Interval  
Poor reliability <0.50 
Moderate reliability  0.50-0.75 
Good reliability 0.75-0.90 
Excellent reliability  0.90-1.0 

 
 

Two reliability sets were completed and did not reach the threshold for reliability 

using the intra-class correlation across all subscales for each parent (.70). In order to 

improve reliability, the two coders reviewed the videos together and discussed 

discrepancies, until a consensus was reached regarding the scores. This was a 

formative exercise, used to reduce systematic disparities in the coding approach and 

was not used for further reliability testing. To ensure the measure was being 

consistently used, it was updated in the following ways:  
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1. The ‘tips for coding’ section for each subscale was updated to include 

additional tips and clarification.  

2. The score descriptions were slightly adjusted to ensure that the coding scheme 

reflected how the scheme was being operationalised. For example, in the 

current sample there was very little gatekeeping behaviour displayed. 

Therefore, differentiating between very low (a score of one) and low levels of 

gatekeeping (a score of two) was important but also relied on differentiating 

between subtle behaviours. The scheme was updated to reflect that a single 

accidental interruption would not be scored as gatekeeping behaviour, but 

that multiple interruptions (which may be more indicative of a less 

synchronous interaction) would be given a higher score.  

 

A third and final reliability set was completed made up of 15 randomly selected videos. 

Two-way, single measures, absolute agreement intra-class correlations were 

calculated, and the results are displayed in Table 5.    

 

Table 5: Intra-class correlations coefficients for mothers’ and fathers’ coparenting.  

 Intra-class correlation coefficient 
Participation .85 
Cooperation .98 
Gatekeeping .86 
Enjoyment .93 
Warmth .78 

 
Using the intervals suggested by Koo and Li (2016) the interrater reliability was  

excellent for two subscales (>.90) and good for three subscales (.75-.90). These were 

deemed acceptable. 
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3.8 Statistical analysis 
 

Analysis was undertaken in the following four steps: first, the demographics of the 

study sample and study variables of interest were examined. Second, bivariate 

correlations were run between both mothers’ and fathers’ cooperation and 

gatekeeping variables and mothers’ and fathers’ depressive symptoms and child 

temperament variables. Third, hierarchal linear regression analyses were undertaken. 

This allowed for the analysis to control for the effects of any confounding variables. 

Confounding variables were included in Step one of the model and were selected 

based on previous research. These were parental socio-economic status (SES) and 

parental age. SES has been shown to be a predictor of coparenting (Bronte-Tinkew, 

Horowitz, and Carrano, 2010), and parental age has been shown to be related to other 

aspects of parenting (Bornstein and Manian, 2013). Step two of the model included 

the predictor variables of interest, maternal depression, paternal depression, and 

child temperament. Dependent variables were each examined in turn; these were 

both mothers’ and fathers’ gatekeeping and cooperation. Fourth, regressions were 

then re-examined in the sample split by child gender.  
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3.9 Results 
 
3.9.1 Data included in the current analysis  

Of the 192 participants who originally agreed to participate in the study, 156 

completed the two year follow up visit. However due to missing triadic interaction 

data, 18 participants were excluded, meaning there are 138 participants included in 

the current analysis. For some analyses the total sample is smaller due to missing 

independent variable data, when this occurs this is specified, otherwise the full sample 

is included in the analysis (N = 138). Figure 5 outlines the progression of participants 

through the study.    
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Figure 5: Participant flow through the study stages.   
 
Note. * For some analyses the number of participants is lower due to further missing 

independent variable data. 

Consented to screening phase 
and received a screening pack 
when child aged seven weeks  

(N = 4106) 

Returned screening 
packs  

(n =1562) 

Father scored positively for 
post-natal depression using 

the EPDS 
(n = 198) 

Father did not score 
positively for post-natal 

depression using the EPDS  
(n = 1364) 

All invited to 
participate in phase 

two of the study  

25% randomly 
selected and invited to 

participate in phase 
two of the study  

Participated in time 
point one  
(n = 192) 

Participated at time 
point two  
(n =156) 

Included in analysis   
(n = 138*) 

Excluded due to missing 
data  

(n = 18) 

Lost to follow up  
(n = 36) 
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3.9.2    Descriptive analysis of the study sample and study variables  

First, demographic characteristics of this sample were examined, and the results 

presented in Table 6. Both mothers and fathers had high levels of education and SES. 

A high proportion of the sample was married and the average length of the 

relationship was 8.71 years. There were more female children (n=78) than male 

children (n =60), and the average age of the child at T1 was 14.45 weeks (3.61 months).  
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Table 6: Characteristics of study sample at T1 (n=138). 
 

 
Note. aData missing for three participants (N = 135) 

                b Data missing for five participants (N = 133) 

 

 

 

 N (%) unless stated 
Infant gender  
      Male 60 (43.5%) 
     Female  78 (56.5%) 
Infant age in weeks (mean with SD) 14.45 (3.14) 
Paternal age in years (mean with SD) 35.3 (5.6) 
Maternal age years (mean with SD) 33.5 (4.5) 
Paternal academic qualifications a  
     No qualifications 1 (0.7%) 
     GCSE 12 (8.9%) 
     A levels or equivalent  14 (10.4%) 
     Diploma or equivalent 22 (16.3%) 
     Degree 49 (36.3%) 
     Postgraduate 37 (27.4%) 
Maternal academic qualifications b  
     No qualifications 0 (0.0%) 
     GCSE 8 (6.0%) 
     A levels or equivalent  14 (10.5%) 
     Diploma or equivalent 21 (15.8%) 
     Degree 45 (33.8%) 
     Postgraduate 45 (33.8%) 
Socio economic status  
     Unemployed 1 (0.7%) 
     Routine/manual 24 (17.4%) 
     Intermediate occupations 38 (27.5%) 
     Managerial/professional 75 (54.3%) 
Relationship status   
     Not cohabiting  2 (1.4%) 
     Cohabiting 26 (18.8%) 
     Married 110 (79.7%) 
Length of relationship in years (mean with SD) 8.7 (4.4) 
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3.9.2.1 Independent variables: mothers’ and fathers’ depressive symptoms and child 

temperament 

 
Next, the study variables were examined and the results displayed in Table 7. Fathers’ 

mean score on the EPDS (n = 138, M = 7.48, SD = 3.80) was higher than mothers’ mean 

score (n = 133, M = 5.73, SD = 4.99). The mean score for infants for child temperament 

was 32.35 (N = 118, SD =7.51).  

 
3.9.2.2 Dependent variables: coparenting variables 

Both mothers and fathers displayed high levels of participation (mothers: M = 4.80, 

SD = 0.40; fathers: M = 4.70, SD = 0.63), moderate levels of cooperation (mothers: M 

= 3.49, SD = 0.85; fathers: M = 3.16, SD = 0.85), low levels of gatekeeping (mothers: M 

= 2.05, SD = 0.88; fathers: M = 2.21, SD = 0.77), moderate levels of enjoyment 

(mothers: M = 3.14, SD = 0.92; fathers: M = 2.80, SD= 0.89), and moderate levels of 

warmth (mothers: M = 2.85, SD = 1.03; fathers: M = 2.73, SD = 0.97). Results are 

displayed in Table 7, and Figure 6 depicts the mean scores for both mothers and 

fathers across the coparenting dimensions.  

 

Next, the relationship between the different dimensions of mothers’ and fathers’ 

coparenting were examined. The coparenting variables were non-independent, as the 

data were coded from videos where both the mothers and fathers were interacting as 

part of a dyadic interaction. Therefore a test needed to be selected that allowed for 

the comparison of non-independent groups. The distribution of the variables was 

assessed using both Shapiro-Wilk and Kolmogorov-Smirnov Tests. For all variables the 

significance value was greater than 0.05, suggesting that the data were not normally 



111	

distributed. However, when examining the graphs, the distribution of the variables 

were symmetrical, and therefore parametric tests could be used.  

A paired samples t-test was selected to compare the means of mothers and fathers 

coparenting, which are continuous, non-independent variables. Results suggest that 

levels of cooperation were higher in mothers than fathers (t(137) = 5.27, p < .001), 

levels of gatekeeping were higher in fathers than mothers (t(137) = -2.30, p = .02), and 

levels of enjoyment (t(137) = 5.72, p < .001), and warmth (t(137) = 2.17, p = .03) were 

higher in mothers than fathers. However no differences were found between mothers’ 

and fathers’ participation (t(137) = 1.52, p = .13).  
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Figure 6. Mean scores across coparenting dimensions for mothers and fathers, 

showing significant differences between parents on the cooperation, gatekeeping, 

enjoyment, and warmth subscales. 

 
 
3.9.3    Relations between independent and dependant variables  

Second, the relationships between parental depression and child temperament (as 

measured by the EPDS and ICQ) and the key dimensions of coparenting behaviour 

(cooperation and gatekeeping behaviour measured using the CTI) were investigated 

using the Pearson product-moment correlation coefficient. The full correlation matrix 

is presented in Table 7. A small positive association was found between mothers’ 

depression and mothers’ cooperation (r = .19, p = .033), and a small, but not significant, 

positive association was found between child temperament (where higher scores 
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indicate a more difficult temperament) and mothers’ cooperation (r = .14, p = .14). 

Small, but non-significant, associations were found between mothers’ depression (r 

= .14, p = .10) and child temperament (r = .15, p = .10) and fathers’ cooperation. No 

associations were found between mothers’ or father’s depression, child temperament 

and either mothers’ or fathers’ gatekeeping behaviour.  

 

 

 

 
 



114	

	

Table 7. Characteristics and correlations between the study variables. 
 

Variable  Mean (SD) 1 2 3 4 5 6 7 8 9 10 11 12 13 
1. Mother EPDS 5.73 (3.80)                          
2. Father EPDS 7.48 (4.99) .18*                        
3. Child temperament  32.35 (7.51) 0.06 .34**                      
4. Mothers’ participation 4.80 (.40) 0.12 0.05 -0.09                    
5. Mothers’ cooperation 3.49 (.85) .19* -0.07 0.14 0.13                  
6. Mothers’ gatekeeping 2.05 (.88) -0.05 -0.03 -0.07 .17* -0.16                
7. Mothers’ enjoyment 3.14 (.92) 0.01 -0.03 0.17 -0.02 .45** -0.14              
8. Mothers’ warmth 2.85 (1.03) 0.02 -0.14 -0.06 0.03 .40** -0.14 .53**            
9. Fathers’ participation 4.70 (.63) 0.06 -0.03 0.10 -0.12 .29** 0.01 .28** 0.13          
10. Fathers’ cooperation 3.16 (.85) 0.14 -0.03 0.15 0.14 .63** -0.05 .31** .35** .29**        
11. Fathers’ gatekeeping 2.21 (.77) 0.05 0.11 0.14 0.06 -0.11 .52** 0.02 -.18* .20* -.18*      
12. Fathers’ enjoyment 2.80 (.89) 0.10 0.02 0.09 0.06 .48** -0.14 .70** .52** .18* .49** -0.15    
13. Fathers’ warmth 2.73 (.97) 0.01 -0.02 0.04 -0.06 .36** -0.08 .51** .81** .20* .46** -0.14 .57**  

 
Note: * p < .05, ** p < .01, *** p < .001 
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3.9.4 Main analysis: hierarchical regression analyses  

3.9.4.1 Checking the assumptions of a hierarchical multiple regression 

Prior to conducting the hierarchical regression analyses, preliminary tests were run to 

ensure that the data met the assumptions of a hierarchical regression analysis. The 

sample size (138 pairs of caregivers) was an acceptable sample size for an analysis with 

three independent variables in a regression. Tabachnick and Fidell (2014) suggest a 

rough rule of thumb of N ≥ 50 + 8m (where m is the number of independent variables) 

when calculating the minimum sample size reuired, therefore in this study the 

minimum sample size would be 74. Preliminary analysis was conducted to ensure that 

the data met the assumptions reuired to conduct a regression analysis, (Tabachnick 

and Fidell, 2014). The data met the assumptions, including normality, linearity, 

multicollinearity and homoscedasticity. The correlations between the independent 

variables were assessed using bivariate correlations, and were all lower than .7, so all 

variables could be included in the model (Tabachnick and Fidell, 2014). There was no 

evidence of multicollinearity, as the tolerance statistics were greater than .10 and the 

Variance Inflation Factors (VIF) were less than 10. The residual scatterplots and 

Normality Probability Plots were inspected to test the assumptions of outliers, 

normality, homoscedasticity, and independence of residuals. The points on the 

Normal Probability Plots were all in a diagonal line, from the bottom left to the top 

right of the graph, which suggested that there were no notable deviations from 

normality. The scatterplots of the standard residuals were examined, and the 

residuals seemed to be distributed in a rectangular shape, with most scores around 

the 0 point. The scatterplots were further examined to detect possible outliers, which 

are considered by Tabachnick and Fidell (2014) to be cases that have a standard 
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residual between -3.30 and 3.30. No outliers were identified. A final check for outliers 

was completed by inspecting the Mahalanobis distances. As there were three 

independent variables included in the regression, the critical value identified by 

Tabachnick and Fidell (2013) was 16.27. For mothers’ there were two cases which had 

a value that exceeded the critical value, and for fathers there was one case, however 

as these were a small number of cases no further action was reuired.  

 

Two-step hierarchical multiple regression analyses were conducted, where 

coparenting subscales for mothers and fathers were the dependent variables. SES and 

parental age were entered in step one, and mothers’ and father’s depressive 

symptoms and child temperament were entered in step two. Fourth, exploratory 

analysis was conducted to investigate whether the effects of parental depression and 

child temperament differed depending on the gender of the child, therefore each 

regression was repeated, split by infant gender. 

 

3.9.4.2     Evaluating the model: mothers’ cooperation  

A two-step hierarchical multiple regression was conducted, where mothers’ 

cooperation was the dependent variable. SES and mothers’ age were entered in step 

one, and mothers’ and fathers’ depressive symptoms and child temperament were 

entered in Step Two. Regression statistics are presented in Table 8. After controlling 

for the effects of potential confounding variables (maternal age, SES), higher levels of 

depression in mothers (standardised β = 0.19, p = .04) and increased difficult 

temperament (standardised β = 0.20, p= .04) at three months were associated with 

increased maternal cooperation at two years. In families with male infants, higher 
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levels of maternal depression (standardised β = 0.31, p = .02) at three months was 

associated with increased maternal cooperation at two years. Increased difficult 

temperament may also be associated with maternal cooperation at two years 

(standardised β = 0.27, p = .06), however this did not reach traditional levels of 

significance (<.05). No associations were found for female infants. The R2 statistic was 

examined to assess model fit. In the total sample, the regression model explains 7% 

of variance in mothers’ cooperation scores, and in families with male children the 

model explains 16% of variation in mothers’ cooperation scores. The model for female 

children was not significant. 

 

Table 8. Linear model of predictors of mothers’ cooperation.  

 
 
Note. * p < .05, ** p < .01, *** p < .001, a p=.06 

Total sample: R2= .07 for Step 1: ΔR2=.07 for Step 2 (ps = .03).  

Male infants: R2= .06 for Step 1: ΔR2=.16 for Step 2 (ps = .03).  

Female infants: R2= .08 for Step 1: ΔR2=.04 for Step 2 (ps =.52). 

 

 Total sample Male infants Female infants 
Variable  b SE b β b SE b β b SE b β 
Step one           

    Constant 3.05 0.65  2.71 1.03  3.26 0.87  

    SES 0.28 0.10 .26** 0.30 0.17 .25 0.28 0.13 .27* 

    Mothers’ age -0.01 0.02 -.04 0.00 0.03 .01 -0.01 0.02 -.06 

Step two          

    Constant 2.19 0.72  1.64 1.18  2.59 1.02  

    SES 0.28 0.10 .26** 0.26 0.17 .22 0.28 0.13 .27* 

    Mothers’ age -0.00 0.02 -.02 -0.00 0.02 -.01 -0.01 0.03 -.05 

    Mothers’ depressive symptoms 0.04 0.02 .19* 0.09 0.04 .31* 0.03 0.03 .14 

    Fathers’ depressive symptoms -.02 .02 -.14 -0.04 0.02 -.21 -0.01 0.03 -.07 

    Child temperament  .02 .01 .20* 0.03 0.02 .27a 0.02 0.01 .15 
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3.9.4.3 Evaluating the model: Fathers’ cooperation 

As with mothers, a two-step hierarchical multiple regression was conducted, where 

fathers’ cooperation was the dependent variable. SES and fathers’ age were entered 

in Step One, and mothers’ and father’s depressive symptoms and child temperament 

were entered in Step Two. Regression statistics are presented in Table 9. After 

controlling for the effects of potential confounding variables (paternal age, SES), 

increased difficult temperament in infants at three months was associated with 

increased paternal cooperation at two years (standardised β =0.19, p = .05). In families 

with male infants, higher levels of maternal depression (standardised β = 0.39, p 

< .001) and an increased difficult temperament (standardised β = 0.30, p = .03) were 

associated with increased paternal cooperation at two years. No associations were 

found for female infants. The R2 statistic was examined to assess model fit. In families 

with male children the model explains 22% of variation in fathers’ cooperation scores. 

The model for the total sample and for families with female children were not 

significant.  
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Table 9. Linear model of predictors of fathers’ cooperation.  

 
Note: * p < .05, ** p < .01, *** p < .001 

Total sample: R2= .05 for Step 1: ΔR2=.05 for Step 2 (ps = .11). 

Male infants: R2= .04 for Step 1: ΔR2=.22 for Step 2 (ps = .01).  

Female infants: R2= .06 for Step 1: ΔR2=.01 for Step 2 (ps = .84).  

 
 
3.9.4.4      Evaluating the model: Mothers’ gatekeeping 

A two-step hierarchical multiple regression was conducted, where mothers’ 

gatekeeping was the dependent variable. SES and mothers’ age were entered in Step 

One, and mothers’ and fathers’ depressive symptoms and child temperament were 

entered in Step Two. Regression statistics are presented in Table 10. No associations 

were found. In mothers with male infants, an increased difficult temperament was 

associated with decreased maternal gatekeeping at two years (standardised β = -.29 

p = .03). No associations were found for female infants. The R2 statistic was examined 

to assess model fit. In families with male children the model explains 12% of variation 

in mothers’ gatekeeping scores, however this did not reach traditional levels of 

 Total sample Male infants Female infants 
Variable  B SE b β b SE b β b SE b β 
Step one           

    Constant 2.93 0.59  2.91 0.95  2.91 0.78  

    SES .23 0.10 .21** 0.24 0.17 .19 0.24 0.13 .24 

    Fathers’ age -.01 0.01 -.06 -0.01 0.02 -.06 -0.01 0.02 -.05 

Step two          

    Constant 2.07 0.70  1.12 1.14  2.49 0.93  

    SES 0.23 0.10 .22* 0.21 0.17 .18 0.24 0.13 .24 

    Fathers’ age -0.01 0.01 -.04 -0.01 0.02 -.03 -0.01 0.02 -.04 

    Mothers’ depressive symptoms 0.03 0.02 .14 0.11 0.04 .39** 0.00 0.02 -.00 

    Fathers’ depressive symptoms -0.02 0.02 -.09 -0.03 0.02 -.14 -0.01 0.03 -.05 

    Child temperament  0.02 0.01 .19* 0.04 0.02 .30* 0.01 0.01 .13 
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significance (p = .06). The models for the total sample and for families with female 

children were not significant. 

 

Table 10. Linear model of predictors of mothers’ gatekeeping. 

 
Note. * p < .05, ** p < .01, *** p < .001 

Total sample: R2= .02 for Step 1: ΔR2=.01 for Step 2 (ps = .85) 

Male infants: R2= .19 for Step 1: ΔR2=.12 for Step 2 (ps = .06).  

Female infants: R2=.00 for Step 1: ΔR2=.01 for Step 2 (ps =.91).  

 

 
3.9.4.5      Evaluating the model: Fathers’ gatekeeping 

A two-step hierarchical multiple regression was conducted, where fathers’ 

gatekeeping was the dependent variable. SES and fathers’ age were entered in Step 

One, and mothers’ and father’s depressive symptoms and child temperament were 

entered in Step Two. Regression statistics are presented in Table 11. No associations 

were found. No associations were found split by infant gender. The R2 statistic was 

 Total sample Male infants Female infants 
Variable  b SE b β b SE b β b SE b β 
Step one           

    Constant 2.97 0.69  4.95 1.03  2.01 0.92  

    SES -0.15 0.11 -.13 -0.54 0.17 -.42** 0.04 0.14 .04 

    Mothers’ age -0.02 0.02 -.09 -0.05 0.03 -.23 -0.00 0.03 -.01 

Step two          

    Constant 3.29 0.80  6.75 1.20  1.69 1.10  

    SES -0.15 0.11 -.14 -0.63 0.17 -.49*** 0.04 0.14 .04 

    Mothers’ age  -0.02 0.02 -.09 -0.05 0.03 -.23 0.00 0.03 .02 

    Mothers’ depressive symptoms -0.01 0.02 -.04 -0.05 0.04 -.16 0.01 0.03 .06 

    Fathers’ depressive symptoms 0.00 0.02 -.00 -0.01 0.02 -.05 -0.02 0.03 -.09 

    Child temperament  -0.01 0.01 -.07 -0.04 0.02 -.29* 0.01 0.02 .06 
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examined to assess model fit and none of the models reached traditional levels of 

significance.  

 

Table 11. Linear model of predictors of fathers’ gatekeeping 

 

 Note. * p < .05, ** p < .01, *** p < .001 

Total sample: R2= .06 for Step 1: ΔR2=.02 for Step 2 (ps = .53) 

Male infants: R2= .22 for Step 1: ΔR2=.00 for Step 2 (ps = 1.00).  

Female infants: R2= .01 for Step 1: ΔR2= .05 for Step 2 (ps =.42).  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 Total sample Male infants Female infants 
Variable  b SE b β b SE b β b SE b β 
Step one           

    Constant 2.81 0.54  3.35 0.77  2.61 0.73  

    SES -0.24 0.09 -.25** -0.52 0.14 -.47*** -0.10 0.12 -.11 

    Fathers’ age -0.00 0.01 -.01 0.01 0.02 .03 -0.01 0.02 -.04 

Step two          

    Constant 3.34 0.64  3.50 1.05  2.00 0.86  

    SES -0.23 0.09 -.23* -0.54 0.16 -.48*** -0.10 0.12 -.11 

    Fathers’ age  -0.00 0.01 -.01 0.00 0.02 .03 -0.01 0.02 -.05 

    Mothers’ depressive symptoms 0.01 0.02 .04 0.00 0.03 .01 0.02 0.02 .10 

    Fathers’ depressive symptoms 0.01 0.02 .04 -0.00 0.02 -.02 0.01 0.02 .03 

    Child temperament  0.01 0.01 .11 -0.00 0.02 -.03 0.02 0.01 .17 
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3.10 Discussion 
 
The current study aimed to assess the contributions of both paternal and maternal 

depression and child temperament on the development of coparenting behaviour 

over the first two years of life. The findings in the current study are contrary to 

previous research and the current study’s hypothesis, which suggested that early 

difficulties, including depressive symptoms and a difficult child temperament, would 

lead to decreased supportive coparenting and increased gatekeeping behaviours. 

When the analysis was rerun split by gender, larger effects were found in families of 

male children, and no effects found for families of female children. Due to the 

unexpected nature of the results, each analysis will be discussed in turn, and possible 

explanations for the results discussed.  

 

3.10.1 Parental depression and later coparenting  

3.10.1.1 Maternal depression and cooperation  

The results suggest that higher maternal depression when infants are three months 

old may lead to increased cooperation in mothers at two years, but this was not 

associated with fathers’ cooperation. These findings are contrary to previous research 

conducted at similar child ages, which found that increased maternal depression at 

three months led to decreased cooperation in mothers at 18 months (Tissot, Favez, 

Frascarolo, and Despland, 2016). This was thought to occur as the symptoms of 

depression may lead to parents being less emotionally available, which may decrease 

opportunities for cooperation to occur. The study’s findings however suggest that 

maternal symptoms lead to increased cooperation in mothers. It could be that the 

families in the current study were able to compensate for early maternal withdrawal 
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from the interactions, by the father taking a more active role during interactions in 

response. If the father compensated for the mother’s withdrawal by being more 

interactive, this may foster more opportunities for the mother to cooperate, leading 

to increased cooperation over time. Another possible reason for this association can 

be taken from parenting literature. Belsky (2014) noted that in some families with 

relationship problems more adaptive parenting was seen, and suggested that this 

could reflect the parents trying to protect their children from other difficulties within 

the family system. It is possible that these efforts may also occur within the 

coparenting context. In addition, the families in the current study are from a high 

socio-economic background, and for some analyses SES was a significant predictor of 

later coparenting. Socio-economic status has been shown to have a substantive 

impact on parenting, as a result of having better access to support and increased 

knowledge around parenting (Roubinov and Boyce, 2017). These benefits may also 

affect the family system, meaning when faced with early difficulties parents are able 

to draw upon the extra support and knowledge, leading to a compensatory response 

to maternal depression and, as a result, increased cooperation and more adaptive 

coparenting.  

 

3.10.1.2 Paternal depression and cooperation  

No associations between fathers’ early depression and later coparenting behaviour 

were found, which is consistent with previous literature (Tissot et al., 2016). This is 

suggested to occur because, in many western countries including the United Kingdom 

where this study was conducted, mothers predominantly remain the primary 

caregiver of children for several practical and sociological reasons. First, parental leave 
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provision is uneual in the UK, and at the time this study was conducted fathers were 

only able to take a maximum of two weeks of paid paternity leave from their employer 

(United Kingdom Government, 2019). Current statistics also suggest that mothers of 

young children are much less likely to be in full time work than fathers of young 

children, and of those who do not work, 67% of mothers say this is in order to look 

after the home or family (Office for National Statistics, 2018). These statistics suggest 

that most children in the UK still grow up in a traditional family setting, where the 

mother is more likely to be the primary caregiver than the father. This may be why 

fathers’ mental health may have a smaller impact on the development of the family 

system.   

 

3.10.1.3 Maternal and paternal depression and gatekeeping  

No effects were found for either maternal depression or paternal depression on the 

development of gatekeeping behaviour. As described in the introduction of this 

chapter, previous research has found consistent associations between parental mood 

and undermining coparenting. There are multiple explanations for the current findings. 

It could be that in this sample parental mood was not associated with the 

development of gatekeeping behaviour. This could be for the same reasons that more 

early risk was associated with more cooperation: that the families in the current 

sample were able to compensate for early difficulties in order to protect their infant. 

Fathers’ depression, for the reasons described above, may be less likely to affect the 

development of family level systems and therefore no association would be found. 

However these findings could also be due to the methodology in the study. Firstly, 

very little gatekeeping behaviour was seen in this sample, with the mean gatekeeping 



125	

	

scores for mothers and fathers for both parents being in the range of ‘low 

gatekeeping’. Interactions with low levels of gatekeeping may simply include a 

number of accidental interruptions. Low levels of gatekeeping behaviour and little 

variance in the data, could reflect a possibility of type two error. Secondly, the current 

study was not able to test whether the effects of these early difficulties were mediated 

through other factors, such as relationship satisfaction, as some studies have only 

found an indirect effect (for example, see Cook et al., 2009). It is not known whether 

the findings in this analysis reflects a real lack of association, or whether this result is 

limited by the methodology and sample in the current analysis.  

 

3.10.2 Child temperament and coparenting  

3.10.2.1 Child temperament and cooperation  

In the current study, increased difficult temperament when the child was three 

months old was associated with increased cooperation in both mothers and fathers at 

two years. The link between the development of coparenting and child temperament 

is not consistent, as there are thought to be both direct, indirect and bi-directional 

links between temperament and coparenting. The results of this study are focussed 

on the possible direct link, and are in line with one previous study which found a more 

difficult temperament was associated with increased supportive coparenting 

(Berkman et al., 2002), suggesting that in some families these early difficulties are 

compensated for, resulting in more adaptive coparenting, rather than the reverse. As 

previously noted, the families in the study were generally from high socioeconomic 

backgrounds and higher than average levels of education, and SES was a significant 

predictor of both mothers’ and fathers’ cooperation. This may have contributed to the 
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results of this study in two ways. Firstly, it could be that the families in this sample 

were able to draw upon additional support and knowledge, making them feel more 

prepared for childrearing. Research has suggested that families who feel prepared for 

the possible challenges associated with having a young child, may then unite and work 

together more if their child has a more difficult temperament (Crockenberg and 

Leerkes, 2003). Secondly, research from the parenting literature has shown that 

families with higher SES may be more sensitive to their child’s individual 

characteristics, which could allow them to adapt their parenting in response. If they 

therefore have more effective ways of managing their child’s difficult behaviour, this 

may result in easier cooperation between the coparents. These factors may have 

resulted in caregivers in the current study pulling together and using more adaptive 

techniues to manage their child’s behaviour, leading to increased cooperation at a 

triadic level. It should be noted that in the current sample that, temperament was only 

reported by fathers (and not mothers), and researchers have suggested that mothers’ 

and fathers’ reports of their child’s temperament differ (Bayly and Gartstein, 2013). 

This may reflect why the effects in this study are not reflective of those previously 

seen by researchers.   

 

3.10.2.2  Child temperament and gatekeeping  

As described in the introduction of this thesis, previous research has not 

demonstrated a consistent link between child temperament and later gatekeeping 

behaviour. The findings in this study could therefore reflect a real absence of effect, 

where child temperament does not contribute to the development of gatekeeping 

behaviour, or alternatively that the family were able to compensate for these 
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difficulties. However, it may also relate to the issues outlined earlier in the discussion 

for the development of gatekeeping and parental mood, where I discussed the 

possibility that the lack of findings may be due to the methodology of this study. This 

includes not testing whether the effect was mediated through other variables, such 

as relationship satisfaction, low variance in the data, or measurement error.  

 

3.10.3  Associations split by infant gender 

It has been suggested that a child’s gender may play an important role in the 

development of family level systems, but a meta-analysis highlighted that gender 

differences have typically been under-reported by researchers (Teubert and Pinuart, 

2010b). In the current study the regression analyses were re-run split by child gender 

to see whether child gender moderated any associations. In families of male children, 

increased maternal depression at three months was associated with increased 

cooperation in both mothers and fathers. A more difficult child temperament was 

associated with increased cooperation in fathers, and although not significant, 

possibly increased cooperation in mothers. An association was also found between a 

more difficult child temperament and decreased gatekeeping in mothers. No effects 

were found for families with female children. Due to a small sample size when split by 

gender (male children n=53, female children n=62), and a large number of analyses, 

individual results are interpreted with caution. However, as there seems to be a 

consistent pattern of results, with larger effects in male children than in the full 

sample, and no effects in female children, it is important to consider why child gender 

may play a role in the development of coparenting behaviours in the current sample.   
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Research has shown that the families of male children are more likely to remain 

married, and are less likely to have an absentee father (Dahl and Moretti, 2008). It has 

been hypothesised that this occurs as fathers may be more invested in male children 

than female children (Orbuch, Thornton, and Cancio, 2000). Research has also shown 

that fathers of male children are more likely to remain engaged when there are 

difficulties within the family, whereas fathers of female children may be more likely 

to withdraw (Feinberg, 2003). As a result of parents remaining together despite 

difficulties, and fathers becoming more engaged, families of male children may be 

more likely to display disagreement regarding childrearing in front of their child (Cox, 

Owen, Lewis, and Henderson, 1989), and, if they had relationship distress, show 

increased undermining coparenting (McHale, 1995). Therefore, it could be that male 

children experience more spillover from other areas of the family into the coparenting 

relationship. Previous research has suggested that this may lead to less optimal 

coparenting in fathers of male children. However, in the current sample, the spillover 

may have resulted in the compensatory response previously described, where parents 

try and protect their child from the effects of early difficulties. As fathers of male 

children may remain more engaged, this may have in turn increased the opportunity 

for mothers and fathers to cooperate, and in turn fathers to remain an active member 

of the family system.  

 

In addition, there is substantial research demonstrating that male children are more 

vulnerable than female infants, from being sensitive to the effects of their early 

environments, to being more emotionally reactive (Kraemer, 2000). Research has 

suggested that as a result parents often ‘work harder’ with male children (Trevarthen, 
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Kokkonaki, and Fiamenghi, 1999). These early compensatory behaviours seen in 

parenting, may also occur in coparents, where coparents compensate for difficulties 

in order to protect their male children. This, in addition to the fathers of male children 

being more invested and engaged with their male children, may result in more 

cooperation in these families.  

 

3.10.4 Amount of variance explained by regression models  

Most of the models did not reach traditional levels of significance, suggesting that as 

a whole the models did not explain variance in development of coparenting behaviour. 

None of the models were significant for the development of gatekeeping behaviour, 

which reflects the lack of associations seen between the individual predictors in the 

models and gatekeeping outcomes. Findings for cooperation were mixed. The model 

predicting mothers’ cooperation explained 7% of variance (ΔR2=.07, p = .03), 

suggesting that the variables of interest explain a small amount of variance in the 

development of cooperative behaviour. However, when examining the models that 

only included male children, a greater proportion of variance is explained, 16% of 

variance in mothers’ cooperation (ΔR2=.16, p = .03), and 22% in fathers’ cooperation 

(ΔR2=.22, p = .01). No other models for cooperation reached traditional levels of 

significance. It may therefore be that the models better predict cooperation in families 

with male children, but not female children, for the reasons described above. It should 

be noted that some of the independent variables included in the models seem to be 

unrelated to the development of coparenting behaviour, including fathers’ depression 

and parental age. Therefore it may be with the removal of these variables, the models 

may predict more variance in the development of coparenting behaviour. Finally, the 
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predictor variables were measured two years before the outcomes, and so a low level 

of variance prediction is not unexpected.  

 

3.10.5  Strengths and limitations of current study  

The methodological approaches used in the study have both strengths and limitations, 

and have implications for the interpretation of the results of the study.  

 

3.10.5.1  Study design 

One strength of the study was the use of a longitudinal design. Early coparenting 

research often utilised a cross-sectional design, meaning that the effect of early 

difficulties on the coparenting relationship may not yet have manifested, leading to 

researchers suggesting there is not an effect, when in fact it may not have yet emerged. 

In the current study depression and temperament were measured when the infant 

was three months old, and the coparenting relationship was assessed when the child 

was two years old. It is important to note that emerging research, which utilise more 

complex study designs, have found that the effects of temperament and depression 

on the coparenting relationship are reciprocal. As this study is a secondary analysis, it 

was not possible to design the tasks and the method with these analyses in mind. 

Therefore, we could only use the data available, where coparenting was only collected 

at the two year follow up visit, and measures of depression and child temperament 

were only available at the first visit. It is therefore not known whether the effects on 

coparenting relationship were causally related to the presence of maternal depression 

and a difficult temperament, or how these variables influence each other over time. 

However research has suggested that coparenting is more likely affected by the 
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presence of depression than the inverse (Tissot et al., 2016), which may give more 

weight to the argument that in this study the effects seen are as a result of these early 

factors. Therefore, future research should repeat each outcome measure across 

multiple time-points to allow for further inferences regarding direction of effect to be 

studied.  

 

3.10.5.2 Measurement of study variables 

The use of an observational measure of coparenting and the setup of the task is a 

strength of the study. Firstly, the recordings were taken in the child’s home and the 

researcher left the room during the interaction. Although the parents and child are 

still aware of being filmed, this interaction may feel more similar to an everyday 

interaction than a recording taken in a laboratory. Secondly, observational measures 

can capture subtle, automatic behaviours that participants may not be aware of, 

which therefore may not be reflected in self-report measures of coparenting (Gardner, 

2000). As a result this data is less likely to be affected by bias as a result of factors such 

as low mood. However, there are some limitations to the observational video task 

used in the current study. The only triadic interaction available to code was a free-play 

activity, where parents were told to play with their child as they usually would at home. 

A tidy-up task had been recorded, but this could not be reliably and validly coded as 

they were very short and varied in duration. Researchers have suggested that free-

play tasks are not optimally designed to accurately elicit behaviours of interest, but 

favour a more goal-orientated, structured interaction (Gardner, 2000). For example, 

a task that is designed to be completed by the three family members, that reuires 

solving a problem and supporting the child, may prompt each parent to involve 
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themselves in the interaction and attempt to work together in order to achieve the 

desired result. These factors would mean that parents who are usually cooperative 

would have the opportunity to cooperate, whereas those parents who may often be 

unsupportive are more likely to display these behaviours. The self/parent-reported 

measures in which parental depression and temperament were assessed should also 

be noted as a possible limitation.  

 

3.10.5.3 Sample characteristics and recruitment 

A further factor to consider when interpreting the results from this study is the sample, 

which is not representative of the UK population in terms of education levels, SES, and 

relationship stability (Department of Education, 2018; Office for National Statistics, 

2017). The families in the current sample were highly educated, and apart from one 

couple, were either married or cohabiting. This means that the results of the study 

must be generalised to the general UK population with caution. The current sample 

was also unusual as it was the fathers, and not the mothers, who were approached 

and invited to participate in the study and to invite their partner (the child’s mother) 

to participate with them. This approach may have meant that fathers who are more 

involved and engaged were more likely to agree to take part. This may mean that the 

families who did participate may have positive family structures, or it may be the 

converse, that those with less positive family structures may not have participated. 

This approach is unusual for the parenting literature, as generally it is mothers who 

are approached as part of the recruitment strategy, and may set this sample apart 

from other coparenting research samples. In addition, the families who took part in 

both the three month and two year research visit were all in long-term, stable 
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relationships. It is possible that families who are more able to overcome or 

compensate for early difficulties were more likely to remain involved in the study. We 

must therefore be cautious in generalising the findings from the current study outside 

of the study sample for these reasons. The issue of generalisability is a significant gap 

in the coparenting literature, and although some research has begun to study the 

coparenting relationship in ethnic minority groups and families from lower SES groups 

(for example see Cabrera, Shannon, and Taillade, 2009), much less is known about 

how coparenting behaviour develops in ethnic minority, low SES, non-western, and 

non-traditional families. 

 

3.10.6  Implications and suggestions for future research  

The results of the current study suggest that some families may be able to compensate 

for early maternal depression and difficult child temperament, resulting in more 

positive coparenting behaviour over time. This is important, as maternal depression, 

paternal depression, and a more difficult child temperament have all been shown to 

be predictors of poor outcomes for children in later life (Abulizi et al., 2017; 

Ramchandani, Stein, Evans, and O’Connor, 2005; Van Os, Jones, Lewis, Wadsworth, 

Murray, 1997). The current findings may explain why some children are less affected 

by these early difficulties, as coparenting has been shown to be predictive of child 

behaviour and attachment, even when accounting for the couple relationship and 

individual parenting (Teubert and Pinuart, 2010). Therefore, it is possible that the 

coparenting relationship may buffer the effects of some early difficulties within the 

family, and may reduce the impact they have on the child. However, it is important to 

understand why some families have a compensatory response, while the literature 
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suggests that many families will experience less supportive, and more undermining 

coparenting in these circumstances. One possibility discussed here is SES. It may be 

that the families in the current study were more able to draw upon knowledge and 

resources when faced with mental health problems or a more difficult child. This is 

only one possible explanation, as coparenting is part of a wider family system, which 

affects and is affected by a complex network of different factors and interactions. 

However if researchers were able to identify who is most likely to be negatively 

impacted and why, it would allow for those families to receive additional support in 

order to reduce the effects of depression and child temperament on the coparenting 

relationship, and perhaps in turn the child, and the wider family.  

 

Future research should include a diverse sample, including those from low SES 

backgrounds, ethnic minorities, and more diverse family structures. It is also 

important to consider the role that a child’s gender may play in the development of 

family systems. Finally, studies should employ a cross-lagged, longitudinal design, to 

ensure that important possible factors, whether they are direct, indirect or bi-

directional, are considered when investigating this complex aspect of the family 

system.  
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Chapter Four: Does targeting Coparenting Behaviours Through a Brief 

Video-Feedback Intervention for Coparents (VIPP-Co) Reduce 

Externalising Behaviour Problems in Young Children: a Randomised 

Controlled Trial 
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4.1 Chapter Summary  
 
Externalising behaviour problems in childhood are a risk factor for later poor 

outcomes across the lifespan, however there is evidence that parenting programs that 

utilise video-feedback may prevent these problems. Research into video-feedback 

programs has generally focused on the mother-child relationship, not considering the 

role of other important subsystems within the family. Coparenting has been shown to 

be a predictor of externalising behaviour problems, and is also amenable to change. 

The aim of the current study is to investigate whether a brief video-feedback 

intervention leads to improvements in the coparenting relationship, and whether this 

mediates the effectiveness of the intervention in decreasing externalising behaviour 

problems in children aged between 12-36 months. This chapter uses data from the 

Healthy Start, Happy Start study (HSHS), a Randomised Controlled Trial (RCT) assessing 

the effectiveness and cost effectiveness of delivering the Video-Feedback Intervention 

to Promote Positive Parenting and Sensitive Discipline (VIPP-SD) through NHS services. 

Of the 300 families randomised, 51 families took part with two caregivers. This chapter 

is an analysis of this sub-group of families. As a full time Research Assistant on the 

study, I was significantly involved in the day-to-day running of the study throughout. 

This included the recruitment of participants as well as undertaking a substantial 

portion of the assessments (33%).  I also designed the triadic interaction tasks included 

in the assessments, which I have coded alongside a colleague using an observational 

measure of coparenting. The chapter used the CONSORT guidelines to ensure that the 

evidence-based, minimum set of recommendations for reporting RCTs were met 

(Schulz, Altman, Moher, and CONSORT Group, 2010).  
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The Healthy Start, Happy Start study was funded by the National Institute for Health 

Research (NIHR), Health Technology Assessment (HTA) programme (grant reference 

number 13/04/33).  Trial registration: ISRCTN Registry: ISRCTN58327365 . Registered 

19 March 2015. Published protocol is referenced within this chapter. 
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4.2 Background 
 
Externalising behaviour problems are a common type of socio-emotional difficulty, 

made up of two components, those that map on to attention and hyperactivity, and 

those that map on to conduct problems and aggression (Achenbach, 1978; Hinshaw, 

1987). In early childhood these behaviours can manifest through aggression, poor 

concentration, refusals, and tantrums. Externalising behaviours can emerge as early 

as a child’s first birthday (Van Zeijl et al., 2006), and by age two research has suggested 

that 9.3% of children score within the clinical range for externalising behaviour (Briggs-

Gowan, Carter, Skuba, and Horwitz, 2001). For some children these difficulties are 

stable through the first few years of life and may also endure in to adulthood, with 

effects being seen at 40 years of age  (Alink et al., 2006; Kjeldsen et al., 2014; 

Mannuzza et al., 2008). Children with early behaviour problems are at higher risk of a 

range of poor outcomes, including mental health problems, disruptive behaviour, 

substance abuse, involvement in criminal activity, and risk taking (Caspi et al., 1997; 

Mannuzza et al., 2008; Reef, Diamantopoulou, van Meurs, Verhulst, and van der Ende, 

2011). Externalising behaviour problems are therefore an important public health 

concern.  

 

4.2.1 Coparenting as a predictor of child externalising behaviour problems  

It is established that a key risk factor in the development of child externalising 

behaviour problems is the type and uality of parental care a child receives (Pinuart, 

2017).  However most research has focused solely on the relaonship between the 

mother and the child, therefore overlooking other important relaonships within the 

family. Despite this, there is evidence poinng to the value of looking further into the 
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family system, with research highlighng the role of fathers, and the couple 

relaonship in the development of externalising behaviours (Garriga and Kiernan, 

2014; Ramchandani et al., 2013). However, a family is more than the sum of its parts, 

and increasingly the importance of the coparenng relaonship is being 

acknowledged in research involving families. As detailed in chapter one, coparenng 

describes the dyadic relaonship between two caregivers, and the way they support 

and coordinate care for a child for whom they are both responsible (Feinberg, 2003). 

The importance of coparenng for children’s development has been demonstrated 

through meta-analyc evidence which shows that the uality of the coparenng 

relaonship predicts child externalising behaviour even when controlling for the 

effects of the marital relaonship and individual parenng (Pinuart and Teubert, 

2010). These findings have been replicated in studies published aqer the compleon 

of the meta-analysis (Mack and Gee, 2018; Murphy, Jacobvitz, and Hazen, 2016; 

Parkes, Green, and Mitchell, 2019).  

 

4.2.2 How might negative coparenting lead to increased externalising behaviour in 

children?  

Research to date has invesgated direct, indirect and mediang associaons between 

coparenng and child behaviour, but less work has been done to pick apart possible 

mechanisms. The possible mechanisms, and where there is empirical evidence, will be 

discussed. 
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4.2.2.1 Negative impact of unsupportive and undermining coparenting  

Coparents who undermine each other and do not support each other may increase 

the occurrence of coercive cycles of behaviour between the parents and the child. 

Coercive cycles, which have tradionally been looked at in the parent-child 

relaonship, can be extended into family level systems. The term describes instances 

where poor parental discipline strategies lead to more difficult child behaviour, 

through the parent giving in to the child when they misbehave, posively reinforcing 

the child’s difficult behaviour (Paerson, 1982). In unsupporve and undermining 

coparents, if one parent gives in to the child’s reuests, therefore undermining the 

first parent, this could teach the child that they can undermine one parents’ authority, 

positively reinforcing this behaviour and increasing its occurrence. This can result in 

an increase in behaviours like refusals and tantrums, as the child learns that rules and 

decisions are not always upheld by their caregivers. This can also lead to one parent 

and the child forming an alliance, undermining and excluding the other parent (Lamela 

and Figueiredo, 2016). These inconsistencies and imbalances in the family alliance can 

also teach the child that the coparents are not a singular, cohesive system. This can 

lead to the child feeling that the family is not stable, and these feelings of uncertainty 

could lead to increased externalising behaviours as a mechanism for coping with 

having an unstable, imbalanced family system that is categorized by disagreements 

(Mchale and Rasmussen, 1998).  

 

Another possible mechanism for the development of externalising behaviours is 

modeling. Children learn through modeling from coparents how to interact and work 

together with others (Mchale and Rasmussen, 1998). Patterns of behaviour and 
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beliefs around how to interact with others may generalise to other relationships both 

in and outside of the home. Young children build their view of the world through the 

early relationships they form. Therefore if the first relationship they are exposed to is 

categorized by disagreements, negative affect, and undermining behaviours, they may 

believe that this is the norm, and may therefore copy the ways they see adults behave 

(Chen and Johnston, 2012). This may result in the child exhibiting increased negative 

behaviour strategies, including externalising behaviours when interacting with other 

children and adults (Murphy et al., 2016; Parkes et al., 2019).  

 

Negative coparenting may also have an indirect effect on the development of 

externalising behaviour. Research has shown that difficulties in the couple 

relationship can spill over into individual parenting (Jouriles, Pfiffner, and O’Leary, 

1988; Stroud, et al., 2011), leading to more negative parenting, which could then lead 

to more difficult behaviour in children. Coparenting and the couple relationship are 

linked (Schoppe-Sullivan, et al., 2004), and early research suggests that this same spill-

over may also occur from the coparenting relationship in to individual parenting both 

directly and indirectly (Martin, Sturge-Apple, Davies, Romero, and Buckholz, 2017). 

These behaviours make effective coparenting difficult, and the resulting 

inconsistencies can affect how the parents discipline the child, and inconsistent 

discipline is a known risk for externalising behaviours in itself (Gardner, 1989). 
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4.2.2.1 Positive coparenting as a buffer   

Coparenting behaviour can be both a risk factor for later externalising behaviour 

problems but also a protective factor within the family system. Researchers have 

theorised that caregivers who are supportive of their partner, and display low levels 

of gatekeeping behaviour, can have a beneficial impact on child development. 

Research has shown that supportive coparenting may act as a buffer between 

difficulties within the family system and negative effects on the child and family  

(Merrifield and Gamble, 2013; Schoppe, Mangelsdorf, and Frosch, 2001; Stright and 

Bales, 2003). Coparenting therefore represents an important subsystem, which should 

be addressed when working with families whose children are displaying externalising 

behaviour problems.  

 

4.3 Early intervention  
 
Meta-analyses have demonstrated that parenting programs can be effective in 

reducing externalising behaviour problems (Mouton, Loop, Stievenart, and Roskam, 

2018), therefore avoiding considerable negative outcomes. Intervening early before 

the behaviour becomes more severe, and in turn harder to treat, offers a uniue 

opportunity for families. As well as the importance of intervening early for the child 

and family’s benefit, there are also compelling economic arguments. Early 

intervention not only leads to better outcomes for the child, but also increased rate 

of return on investment for healthcare providers (Friedli and Parsonage, 2007; 

Heckman, 2006), as well as avoiding significant immediate costs to public services 

(Scott, Knapp, Henderson, and Maughan, 2001). The economic argument for early 

intervention is especially important in a time when the numbers of children and young 
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people being referred to mental health services are increasing, yet estimates suggest 

that only one third will receive NHS support, often after facing long waiting times 

(Children’s Commissioner, 2018; Education Policy Institute, 2018). Therefore 

interventions that could potentially prevent the development of behaviours, before 

they become established and reuire more specialist treatment, have the potential to 

not only avoid the emotional cost to the children and their families, but also save 

money for health services and wider society.  

 

However to date, interventions have almost exclusively focused on the mother-child 

relationship, and are rarely extended to fathers or couples. A recent meta-analysis 

highlighted that even when fathers were included in the evaluation of parenting 

programs, their data were often excluded from analysis, analysed alongside mothers’ 

data, or were included only as a secondary analysis (Panter-Brick et al., 2014). This 

highlights that father involvement in research is not prioritised, and that fathers’ are 

thought of as either less important than mothers, or as an extension of mothers, 

rather than a uniue member of the family system. The authors also suggest that the 

design of parenting programs needs to be overhauled, and this would ‘constitute a 

game change in the field’ (Panter-Brick et al., 2014). They identify key barriers to 

engaging fathers in parenting programs and highlight the importance of valuing 

coparenting and fathers, and actively considering their role in the planning and 

participant retention in parenting programs. This paucity of data, and clear bias 

towards the role of mothers, is despite growing evidence to suggest that including a 

second caregiver may make interventions more effective (Lundahl, Tollefson, Risser, 

and Lovejoy, 2008).  
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4.3.1 Why might coparenting be a good family-level target for intervention?  

Research has suggested that the coparenting relationship may be an effective target 

for intervention for several reasons. There is increasing evidence that adapting 

interventions to involve both caregivers may increase their effectiveness (Bakermans-

Kranenburg et al., 2003; Lundahl, et al., 2008). Research has often targeted the couple 

relationship when working with families, but it seems that coparenting may be a 

better target for intervention over the couple relationship for a number of reasons. 

First, it is more directly linked to parenting and the child than the couple relationship 

(Feinberg, 2003; Feinberg, Neiderhiser, Simmens, Reiss, and Hetherington, 2000), and 

therefore interventions that directly target coparenting may be more likely to have an 

effect on the child’s outcomes (Feinberg and Kan, 2008). Second, families are changing 

in the UK, and are not always made up of two biological parents in a stable 

relationship. Targeting coparenting also allows the possibility of interventions being 

appropriate for use in families where the parents have separated, and non-traditional 

families such as mothers and grandmothers. As there are increasing numbers of 

families where children only live with one parent (2.7million in 2017; Office for 

National Statistics, 2017), interventions that can be used outside of traditional family 

units have the potential to reach more families than those designed exclusively for 

couples.  

 

Research has also suggested that it is both acceptable and effective to intervene in 

the coparenting relationship. Coparenting is considered to be important area for 

intervention by fathers (Frank, Keown, Dittman, and Sanders, 2015), and a systematic 

review has shown that it is a modifiable target for intervention (Pilkington, Rominov, 
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Brown, and Dennis, 2019). However, the review did highlight some significant gaps in 

our understanding of targeting coparenting. The available evidence of the 

effectiveness of these programmes was considered to be low uality, and therefore 

only offered preliminary evidence for their effectiveness. The existing trials almost 

exclusively focused on psychoeducation, information sharing, and group-based 

discussion. Evidence from the parenting literature suggests that interventions that are 

behaviourally focused are effective at improving parenting behavior (Juffer et al., 

2017), so it may be that this approach may also be effective at improving coparenting. 

However of the 14 interventions included in the review, only one had a behavioural 

focus (Frank, Keown, Dittman, and Sanders, 2015), and only two of the 14 coparenting 

interventions tested were tailored to the individual couple. Therefore more research 

is needed to establish the effectiveness of behaviourally focused interventions, 

especially those that are tailored to the needs of the family. It should also be noted 

that the authors of the review stress that future research needs to prioritise engaging 

fathers and should focus on reducing barriers to fathers’ participation.   

4.4 The VIPP-SD model 

An increasingly popular tool in early intervention programmes is video-feedback, 

which has been discussed in detail in chapter two. Briefly, these interventions involve 

caregivers being recorded interacting with their child. A trained health professional 

then reviews these videos alongside the parent. In many types of this intervention the 

professional will positively reinforce good parenting practices with the aim of 

improving the uality of parent-child interactions and, in turn, parental and child 

outcomes. Video-feedback Intervention to Promote Positive Parenting and Sensitive 
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Discipline (VIPP-SD; Juffer, Bakermans-Kranenburg, and Van IJzendoorn, 2008) is the 

most widely researched video-feedback programme, and has an extensive evidence 

base demonstrating its effectiveness at both improving parent and child outcomes. A 

recent review of VIPP-SD interventions (Juffer et al., 2017) pooled effect sizes from 12 

randomized controlled trials, and found a pooled effect size for improving parental 

sensitivity of d = .47, and across child outcomes a pooled effect size of d = .37. For 

externalising behaviour a pooled effect size of d = .26 was found, and results suggest 

that these effects remained at later follow-ups.  

 

4.4.1 VIPP model and theory of change  

The VIPP intervention (Juffer et al., 2008) is grounded in attachment and social 

learning theory, and aims to improve parental sensitivity, a key predictor of child 

attachment. The intervention involves a trained intervener recording families in their 

home during situations like mealtimes and playing together. The recordings have been 

designed to best reflect every day, natural interactions that would occur between 

parents and their children. This results in interactions and feedback that can be 

directly implemented in the families’ real life. Between sessions, the intervener 

prepares a feedback script based on the clips from the previous visit. The feedback 

maps on to two central themes: parental sensitivity and sensitive discipline. During 

the feedback the intervener pauses the video and reads feedback to the parent from 

a script. The contents of each session are manualised, but feedback is individualised 

to the specific parent and child, and the contents of the video.  
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4.4.2 Adaption of the VIPP-SD programme for use with coparents  

The Video-Feedback Intervention to promote Positive Parenting – Coparents 

intervention (VIPP-Co; Iles et al., 2016) was developed by researchers working on the 

Healthy Start, Happy Start study (Dr Jane Iles, Professor Paul Ramchandani, and Dr 

Christine O’Farrelly) in conjunction with the developers of the original intervention 

(Professor Marinus Van IJzendoorn, Professor Marian Bakermans-Kranenberg, 

Professor Judi Mesman, and Dr Claudia Werner). The feasibility of delivering the 

intervention was established in a small pilot study conducted in the United Kingdom 

(Iles et al., 2017). Five families who participated reported that they felt the 

intervention had a positive effect on their ability to understand their child’s behaviour, 

their approach to parenting, and their approach to coparenting. Due to the small 

sample size, analysis did not have sufficient power to detect differences, it however 

did show a trend towards improved child behaviour. Qualitative interviews suggested 

that families felt it had a positive impact on coparenting.   

 

4.4.3 Recorded interactions and feedback format  

The content of the VIPP-Co sessions are similar to those of the VIPP-SD intervention 

(Mesman et al., 2007), but both the feedback and the video-recorded interactions 

were adapted for use with two caregivers, with the inclusion of specific feedback 

relating to the coparenting relationship (see Iles et al., 2017). The visits are made up 

of two parts, in the first part the recordings are made, and in the second, feedback 

based on the videos taken at the previous session is delivered. The video-taped 

interactions included recording each parent individually interacting with the child in a 

number of everyday situations, as per the VIPP-SD manual. In addition, triadic 
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interactions were also recorded, including playing with a ball and building a tower 

together. These interactions were designed to elicit coparenting behaviours such as 

cooperation and gatekeeping behaviours, as they reuire caregivers to work together 

and jointly participate in the interactions. Feedback was prepared by the intervener 

between sessions and was based on a specific theme each session, as seen in Table 

12. Feedback was delivered to caregivers separately for the first three sessions based 

on dyadic interactions between the parent and child for each parent. In session four 

the parents received individual feedback on the dyadic interactions, as well as joint 

feedback on a triadic interaction (building a tower together for five minutes). In 

session five all feedback was delivered together, including feedback on the dyadic 

interactions and a triadic task (playing with a ball together for five minutes). In the 

final session all feedback was delivered jointly and were all based on triadic 

interactions (playing with a tea set together for five minutes, tidying up the tea set for 

as long as it took to complete, and finally completing a puzzle together for four 

minutes).  

 

4.4.4 Feedback  

The underlying messages in VIPP-Co are the same as those included in the VIPP-SD 

intervention (Juffer et al., 2008), and map on to different themes for each session, as 

seen in Table 12. In addition, three coparenting themes are discussed in sessions four 

to six, which are described in greater detail below.  
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Table 12: Themes for each session of the VIPP-Co intervention, table adapted from 

Iles et at (2017). 

 Theme   
 Session Sensitivity  Discipline  Coparenting  

1 Exploration and 
attachment 

Induction and distraction NA 

2 ‘Speaking for the child’ Positive reinforcement  NA 
3 ‘Sensitivity chain’ Sensitive timeout NA 
4 Sharing emotions Empathy for the child  Coparenting messages  
5 - 6 Review and practice the 

key messages 
Review and practice the 
key messages 

Coparenting messages 

 

The messages and feedback relating to coparenting map on to three main themes, 

which can be included as part of the different types of feedback used in the 

intervention (such as corrective messages and the sensitivity chain). The three written 

messages given to families at the end of the intervention also relate to these themes, 

which include the following: 

1. Working together and supporting each other: Messages on this theme aim to 

increase consistent messages from the parents to the child. This involves 

avoiding discussing differences in front of the child and working as a team, 

even if parents have different approaches to situations or play different roles 

within the family.  

2. Having fun together: Messages on this theme highlight that playing together 

as a family can be fun for the child, but also teaches children important skills 

such as sharing, turn-taking and building positive relationships with others.  

3. Parenting as a team: Messages on this theme aim to increase cooperative 

behaviour, including involving the other parent through asking them or the 

child uestions or making statements about the other parent. This aims to 
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highlight to the child how important each parent is, and that it is both parents’ 

job to ensure the other is involved.  

These messages directly relate to important aspect of the coparenting relationship, 

including cooperation and gatekeeping behaviours. As these behaviours are positively 

reinforced throughout the intervention, the intervention aims to increase the 

incidence of these cooperative behaviours. The interveners can also offer different 

approaches to interacting as a triad, and highlight coparenting practices that may not 

be beneficial, such as aspects of gatekeeping behaviours.  

 

4.4.5 Possible treatment mechanisms in VIPP-Co  

The VIPP intervention, as previously described, primarily aims to increase parental 

sensitivity, and this indeed is the central aim of the VIPP-Co intervention. However as 

described above, there is also a significant focus on positive coparenting behaviours, 

which are delivered both as feedback during the intervention sessions, as well as 

through the written messages given to families. The feedback element of the 

intervention is the main mechanism for treatment and aims to positively reinforce 

cooperative coparenting behaviours already occurring within the family, such as 

supporting each other, and also offer different approaches to dealing with 

disagreements. We therefore expect for this to lead to increased cooperative 

behaviours, and decreased gatekeeping behaviours in the coparents. However we also 

expect there to be a treatment effect on individual parenting, as this remains the 

primary aim of the VIPP-Co intervention, and as discussed the content of much of the 

intervention feedback. Research has consistently demonstrated that the VIPP 

intervention increases parental sensitivity in mothers (Juffer et al., 2017), however its 
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effectiveness at improving sensitivity in fathers has not been tested in a RCT. A pilot 

study of VIPP was conducted with fathers (N=5), and participants reported that they 

found the intervention helpful in understanding their infant’s behaviour and 

communication, and had a positive impact on their couple relationship (Lawrence, 

Davies, and Ramchandani, 2013). This feedback was similar to that provided by fathers 

who participated in the VIPP-Co pilot (Iles et al., 2017). Therefore although not directly 

tested, there is some indication that the intervention may have similar positive effects 

on the father as it does on the mothers’ sensitivity. We would therefore expect some 

of a possible treatment effect to be mediated through increases in parental sensitivity 

in mothers, and possibly also fathers. The positive impact on parental sensitivity may 

also have a spill-over effect into more positive coparenting, as the two constructs have 

been shown to be related in fathers (Brown, Schoppe-Sullivan, Mangelsdorf, and Neff, 

2010). One possibility is that the effects of targeting both parents to be greater than 

an additive effect, as improvements in parental sensitivity and coparenting potentiate 

each other, leading to increased benefits to both systems. Alternatively including both 

parents and the coparenting relationship may also dilate its effectiveness.  Therefore 

in order to assess the uniue contribution of possible intervention effects on 

coparenting, and in turn child externalising behaviour, mediation analysis is necessary.   
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4.5 Aims and hypotheses  
 
The aim of the current study is to evaluate the effectiveness of a brief coparenting 

intervention in reducing externalising behaviour problems in high-risk children aged 

between 12-36 months. A secondary aim is to identify whether increased coparental 

cooperation and decreased coparental gatekeeping mediates the effectiveness of the 

intervention in improving child externalising behaviour problems.  

 

I hypothesise that, among children with high levels of behaviour problems aged 12-36 

months, receiving VIPP-Co when compared to treatment as usual will reduce 

externalising behaviour problems measured at the post-treatment assessment, using 

the Pre-School Parental Account of Child Symptoms – Extended (PPACS-E), and that 

these effects will be mediated through an increase in coparental cooperation and 

decreased coparental gatekeeping measured using the Coding Triadic Interactions 

Scale (CTI). In addition the above hypothesis will then be tested using a secondary 

outcome measure of child externalising behaviour, the Child Behaviour Checklist 

(CBCL).  
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4.6 Methods 
 
4.6.1 Study design and procedure  

The study is a two-arm, parallel group, researcher blind, RCT testing the effectiveness 

of the VIPP-Co in increasing coparental cooperation and decreasing coparental 

gatekeeping. The study will then test whether any effect of the VIPP-Co intervention 

on externalising behaviour problems is mediated through changes to the coparenting 

relationship. The study was conducted in two phases. Phase One was the screening 

phase of the study and was used to identify those families that met inclusion for Phase 

Two. Phase Two of the study is the RCT and includes the baseline research visit, 

randomisation to the intervention arm of the study or treatment as usual, and a follow 

up visit five months post randomisation (the post-treatment assessment). The 

methods section for this chapter is based on the main HSHS study, and therefore some 

descriptions will be similar to those reported in other sources, including the published 

trial protocol (Ramchandani et al., 2017).  

 

4.6.2 Inclusion and exclusion criteria  

To be eligible to participate in Phase Two both the primary and secondary caregiver 

of the child provided informed consent, both caregivers were aged 18 or over, had a 

child aged between 12 and 36 months scoring in the top 20% (a score of eight or more 

on the externalising subscale) on the Strengths and Difficulties Questionnaire (SDQ) 

for externalising behaviour problems at screening. A copy of the SDQ can be found in 

Appendix I. Participants were not eligible if either they or their child were diagnosed 

with a severe sensory impairment, learning disability, or language limitation, which 

would mean they were not able to complete the study measures or participate in the 
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VIPP-SD program. Participants were also not eligible if they already had a child 

participating in the study, were participating in a similar study, were receiving an 

individualised video-feedback intervention, or were participating in active family court 

proceedings.  

 

4.6.3 Phase One 

4.6.3.1 Participant recruitment  

Recruitment was conducted in seven NHS trusts (Central and North West London NHS 

Foundation Trust, Whittington Health NHS Trust, Oxford Health NHS Foundation 

Trust, North East London NHS Foundation Trust, Cambridgeshire and Peterborough 

NHS Foundation Trust, and Hertfordshire Community NHS Trust). These sites covered 

the following areas: the London Boroughs of Barking and Dagenham, Camden, 

Islington and Hillingdon, as well as Hertfordshire, Oxford, and Peterborough. The main 

recruitment pathway was through health visiting services at developmental reviews 

typically completed when the child is aged 12 and 24 months old. The research team 

and clinical research network staff approached families in the waiting room and 

invited them to participate. The health visiting staff also asked families to complete 

the screening packs during the review. This approach was also used in other NHS 

services, including GP surgeries, child and adolescent mental health services, 

children’s centres, and nurseries. 

 

In five study sites the families with children in the specified age range were sent 

screening packs directly by the NHS trust via post. Posters and leaflets were also 

distributed in community and healthcare settings throughout the study sites 
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(including libraries), and information about the study and a link to the screening 

website was posted in online forums (e.g. Netmums), social media (e.g. local parenting 

groups), and community media outlets.  

 

Participants could complete the screening phase of the study in a number of different 

ways, including completing the screening uestionnaire using paper forms in the 

presence of the research team, they could take the paper form home and post it back 

to the research team using a freepost envelope, or they could deposit in a secure box 

in the waiting room of the health service. The screening pack itself included an 

invitation letter, an information sheet, a consent form for Phase One of the study, the 

SDQ, and a form reuesting demographics information (including relation to child, 

age, ethnicity, and highest educational level attained). In addition to the paper 

screening pack, participants were also able to complete the screening online, on the 

study website which included all of the above information in electronic form.  

 

4.6.3.2 Reaching fathers  

In line with suggestions from Panter-Brick et al. (2014), specific efforts were made to 

target services and settings where fathers may be more likely to attend, as well as 

ensuring that all study materials were actively aimed towards both caregivers. This 

included gaining advice from the study Public and Patient Involvement (PPI) Group 

and NHS service staff on the best venues to reach fathers, as well as speaking to 

fathers in services to ask for suggestions. In addition all recruitment measures were 

carefully considered and reviewed by the PPI group and participants to ensure that 
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they were not inadvertently targeting mothers alone, including the use of a 

photograph of a father and son as the key study photograph on all study materials.   

 

4.6.3.3 Participant screening 

Of those participants approached, 2248 completed the screening phase, and of those 

818 (36.39%) of children scored in the top 20% for behaviour problems on the SDQ, 

based on population norms. Participants who consented to be contacted for Phase 

Two, were then contacted by a member of the research team by telephone. During 

this telephone call the second phase of the study was explained, and if interested, the 

family’s full eligibility was assessed using the aforementioned criteria. At this stage the 

participant was also asked whether there was a person who they identified as a 

second caregiver who may wish to participate in the study alongside them. A baseline 

research visit was then scheduled and an information sheet for Phase Two emailed to 

both participants. Once this first baseline visit was completed participants were 

randomised. Of the 300 families who agreed to participate, of those 51 (17%) took 

part with two caregivers and were eligible to participate in this sub study at baseline.  

 

4.6.4 Phase Two 

4.6.4.1 Research visit procedure 

The primary and secondary caregiver and the study child were visited at home by two 

members of the research team, and each visit lasted approximately two and a half 

hours. At the baseline assessment both participants provided informed consent and 

completed a demographics interview. Prior to completing any measures the 

caregivers were asked who identified as the primary caregiver of the child. At both the 
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baseline and post-treatment follow-up the primary caregiver provided information on 

service use, and completed a semi-structured clinical interview to assess the child’s 

externalising behaviour problems. Both the primary and secondary caregiver then 

completed self-report measures of child behaviour. The two caregivers and the child 

were then video-recorded completing three triadic tasks that were designed to elicit 

coparenting behaviours (described in more depth in the measures section). The 

caregivers were given a £20 shopping voucher and the child was given a certificate at 

each research visit as a thank you for participating. 

 

4.6.4.2 Randomisation 

After the baseline visit participants were randomised by the trial manager. Site-level 

randomisation lists were prepared by a statistician independent of the study. These 

were prepared using a computer generated 1:1 allocation (VIPP-Co and TAU) using 

variable and appropriate block sizes. As the main trial included both one and two 

parent families randomisation was stratified by recruitment site and number of 

caregivers participating in the trial. The randomisation lists for each strata were then 

uploaded to the study electronic data capture system. Eligible participants were 

allocated using this online system to the next available treatment code in the 

appropriate randomisation list.  

 

4.6.4.3 Intervention programme 

The intervention was delivered in families’ homes by a trained health professional 

(henceforth referred to as interveners). The first four core sessions were delivered 

fortnightly and the further two booster sessions were delivered approximately a 
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month apart, with each visit lasting approximately 90 minutes. At the first research 

visit the family were asked to identify the times that would suit them best for visits, 

where both parents would be home and available. Evenings and weekends were made 

available as this reduced a possible barrier to parents participating if they were in full 

time work, something which has been identified as a barrier for fathers (Bayley, 

Wallace, and Choudhry, 2009). The interveners received on-going supervision 

throughout the study by a clinical supervisor, and fidelity to the manual was 

monitored by a supervisor.  

 

4.6.4.4 Treatment as usual 

Participants in both study groups continued to access treatment as usual (TAU). The 

content of TAU, including both community and hospital based services, was captured 

in both groups using The Child and Adolescent Service Use Schedule (CASUS; for 

information see Ougrin et al., 2018). This interview was administered at each visit, at 

baseline this covered the preceding three months, and at the post-treatment follow 

up it covers the period between the two visits. This measure captured service use and 

was also used to record any instances families received any personalised video-

feedback interventions as part of TAU in the period before and during the study was 

being conducted.  

 

4.6.5 Trial measures 

4.6.5.1 Demographics 

Demographic information for each caregiver and the child was collected through a 

researcher interview at baseline. Caregiver variables included age, ethnicity, 
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relationship to the child, highest educational attainment, employment status, ages of 

other children, and relationship status. Child variables included age, gender, and 

ethnicity. A copy of the demographics interview is included in Appendix J.  

 

4.6.5.2 Coparenting behaviour 

4.6.5.2.1 Interaction tasks: Contents and development  

Coparenting behaviour was assessed through video-recorded observational tasks 

designed by the author for the current study, based on previous coparenting research 

and advice from Sheila van Berkel. These were then coded using an observational 

measure of coparenting behaviour. Three tasks were recorded, a problem solving task 

(four minutes), a free-play (four minutes), and a tidy up task (as long as reuired, 

recording stopped at four minutes). The tasks are described in detail below, and the 

instructions given to families by the researcher are included in Appendix K.  

 

4.6.5.2.2 Task one: Problem solving interaction  

Research has suggested that structured interactions that involve a task are helpful to 

elicit behaviours similar to those displayed in everyday life (Gardner, 2000), as they 

reuire the coparents to work together to achieve a joint goal or task. In the current 

study the participants were given a set of building blocks and a booklet of block 

designs. The parents were instructed to ask their child to copy the designs, and that 

they could support the child if needed. The block designs were designed to be 

developmentally challenging for the child, in that the designs were too difficult for the 

child to complete on their own. In order to successfully complete the task the parents 

would therefore need to work together and scaffold the child as they tried to copy the 
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design. At the end of this task the family were asked to push the blocks and design 

booklet to one side, as all of the toys from both tasks one and two were tidied up 

together at the end of the interactions.  

 

4.6.5.2.3 Development of the block designs  

A different booklet of block designs was used at each visit (see Appendix L). Each was 

divided into four sections, with three block designs for each six-month age bracket, 

covering the range of ages of children in the study. As the age range in the current 

study was wide (12-36 months) this approach allowed for the difficulty of the block 

design to increase as the child’s age increased, ensuring that the tasks were difficult 

for the whole age range of participants in the study. Two nursery nurses, who were 

experienced in working with children in this age range, reviewed the draft block 

designs. Feedback suggested that the designs for each age range would be too difficult 

for the child to complete alone but would be possible with scaffolding from a 

caregiver. The block designs were then trialed with two children aged 24 and 36 

months, both children were able to complete the tasks, but only when supported by 

the nursery nurse. The designs were carefully monitored when they were first 

introduced into the study, and it was found that a very small minority of 

developmentally advanced children were able to complete the tasks without support, 

however generally the children struggled to complete the designs alone.  

 

4.6.5.2.4 Task two: Free-play interaction  

The free-play interaction was designed to capture every day, low stress triadic 

interactions. This type of task has been freuently used in previous coparenting 
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research. It is relatively unstructured, allowing participants to interact as they would 

usually when playing together with their child. The participants were given a wooden 

train set and instructed to play together as they usually do for four minutes.  

 

4.6.5.2.5 Task three: Tidy up task  

Finally the participants were instructed to ask the child to tidy up the toys from the 

two previous tasks, in to two separate bags. This task was included as it reflects an 

everyday activity for the families, and therefore means that families are more likely to 

behave how they usually would day to day, increasing its ecological validity.   

 

4.6.5.2.6 Observational coding, allocation of videos, reliability and training  

The video-clips were coded using an adapted version of the Coding Triadic Interactions 

Scale (Van Berkel, Alink, and Mesman, 2016, see chapter three for information on 

scale development). All subscales were coded; however two subscales were selected 

from the coding measure to be included as the main outcomes in the analysis in the 

present study: the cooperation subscale, which captures supportive coparenting, and 

the gatekeeping subscale, which captures undermining coparenting. 

 

A second coder was trained to support with coding the videos for the current study. 

First the scales were introduced. Coded videos from a completed study (chapter three, 

the Oxford Fathers Project) were used to highlight the types of behaviours of interest, 

and how these corresponded to scores in the coding measure. When the second coder 

felt that she was familiar with the coding both coders coded videos separately, then 

met to discuss scores. Initially all videos were discussed to consolidate the second 
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coders’ learning, then when there were less discrepancies in coding, only videos with 

discrepant scores were discussed. As described in chapter three, the Intra-class 

correlation coefficient was chosen as the most appropriate method of assessing inter-

rater reliability, using the intervals suggested (and described previously) by Koo and 

Li, 2016). Two reliability sets (made up of 15 randomly selected videos) were 

completed, and not all dimensions reached a satisfactory threshold for reliability. In 

order to improve reliability, the two coders reviewed videos together and discussed 

discrepancies, until it was felt that the coding measure was being operationalised 

consistently. A third and final reliability set was completed, made up of 15 randomly 

selected videos. Two-way, single measures, absolute agreement intra-class 

correlations were calculated, and the results are displayed in Table 13. 

 

Table 13: intra-class correlations coefficients for the coparenting subscales.  

Subscale  Intra-class correlation coefficient 
Participation -.06* 
Cooperation .71 
Gatekeeping .76 
Enjoyment .79 
Warmth .79 

 
 
*When the final reliability set was being examined, the coefficient for participation 

was a negative number. As this is not technically possible, a statistician was consulted 

(Hilary Watt) who suggested that this was occurring due to extremely low variability 

in the data and a small sample size of videos. The researchers found a percentage 

agreement of 86.67% absolute agreement, and 100% for within one point, which was 

deemed satisfactory.  
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Using the intervals suggested by Koo and Li (2016) the interrater reliability can be 

interpreted as good for three subscales (.75-.90), and fair for one subscale 

(cooperation .50-.75). These were deemed acceptable. 

 

4.6.5.2.7 Coding  

The triadic play interactions were coded independently by two trained coders. Coder 

one (EG) was a member of the research team who completed the research visits with 

the trial families. She was therefore not blind to participant characteristics and 

outcomes but was blind to treatment allocation. In order to minimise the impact of 

bias due to completing the study visit with the family, initially it was planned that EG 

would only code the videos of families who she had not assessed. However it was 

calculated that EG had seen 80.10% of families (41/51) at least one time point during 

the trial. Coder two (AA) was blind to group allocation, participant characteristics and 

all outcomes. An allocation strategy to dictate which videos each rater would code 

was developed for each visit. When coding the baseline data, EG coded half of the 

videos including those of families she had either not met at any time point, or had at 

least not conducted the baseline visit with. For the post-treatment assessment data, 

EG and AA switched the list of families they would code, in order to reduce the effects 

of possible bias from coding the families’ videos from the previous time point. Due to 

time constraints EG coded all of the tidy up videos at the post-treatment assessment, 

however these were coded last to ensure as much time had passed since coding the 

baseline data set as possible. A pragmatic approach was used to address the possible 

issue of bias, although it is acknowledged that ideally both coders would be blind to 

family characteristics.   
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On-going reliability checks were completed throughout the coding to ensure that drift 

had not occurred. In order to do this, three random videos were selected for each task 

(problem solving, free-play or tidy up) at each time point. Therefore there were 

approximately three videos double scored per 50 trial videos. The double scoring was 

examined by the raters and two academics with experience of observational coding. 

No large disparities or consistent differences in the ways the subscales were being 

operationalised or coded were found, and any small differences in scores were 

discussed and a final score agreed.  

 

4.6.5.3 Externalising behaviour problems 

Externalising behaviour problems were assessed through two methods, a semi-

structured clinical interview, the Preschool Parental Account of Childhood Symptoms 

– Extended (PPACS-E) and the Child Behaviour CheckList (CBCL, Achenbach and 

Rescorla, 2000). The primary outcome is the PPACS-E, and the secondary outcome the 

CBCL.  

 

4.6.5.3.1 PPACS-E 

The PPACS-E is a semi-structured, standardised investigator-led interview of the 

caregiver that assesses the severity and freuency of externalising behaviours, 

including attention and conduct symptoms. The PPACS-E is an adapted version of the 

Parental Account of Child Symptoms (PACS; Taylor, Sandberg, Thorley, and Giles, 

1991), which was then adapted for use in pre-schoolers (PPACS). The measure has 

been shown to have good inter-rater reliability, predictive validity, and internal 
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consistency, and has been used in a number of trials assessing intervention 

effectiveness (Chen and Taylor, 2006; Taylor, Schachar, Thorley, and M., 1986). The 

measure was adapted for use in the current study by the research team alongside an 

expert in the PPACS and developmental psychopathology. This was done through 

piloting the measure with non-trial participants and discussion among the team. In 

addition to ensuring that the measure was being consistently operationalised, the 

measure was modified to remove a small number of uestions relating to behaviours 

that do not occur in children aged 12-36 months. In addition some components of 

certain uestions were updated to make them more developmentally appropriate. A 

copy of the PPACS-E interview is included in Appendix M.  

 

The PPACS-E is delivered by a trained researcher, who asks the parent to describe a 

specific behaviour (such as tantrums, mealtimes, playing with other children) from the 

past week, and then asks whether this is typical for the child over the past four 

months. Professional judgement is then used to rate the behaviours, in terms of both 

their severity and freuency. The interview is made up of two parts, the hyperactivity 

subscale (which maps on to symptoms of ADHD) and the conduct subscale (which 

maps on to symptoms of conduct disorder), based on the DSM-IV criteria for each 

disorder. A total, conduct, and attention score is then generated.  

 

This measure was selected as semi-structured clinical interviews are considered to be 

the gold standard of assessing psychiatric disorders, as they are less affected by 

parental recall, how they interpret their child’s behaviour, and their own 

psychopathology. The interviewer can refer to behaviours the child is demonstrating 



166	

	

during the visit, and can ask more about specific behaviours, such as tantrums, that 

the parent might not consider to be relevant and would therefore be missed.  

 

4.6.5.3.2 Assessing the inter-rater reliability of the PPACS-E 

Researchers received training by an expert in the PPACS, and on-going supervision 

from the trial manager throughout the period that data collection was being 

conducted. I was involved in the development and piloting of the adapted measure, 

as well as co-authoring and updating a manual to ensure that the measure was being 

consistently operationalised throughout the trial. Over the course of the study six 

researchers conducted the PPACS-E interview with families.  At each time-point 30 

interviews were randomly selected by the trial statistician to assess inter-rater 

reliability. These recorded interviews were then double scored by a second trained 

researcher, and the reliability assessed by the trial statistician. One-way, single 

measures, absolute agreement intra-class correlations were calculated, and the 

results are displayed in Table 14.    

 

Table 14: Intra-class correlations coefficients for the PPACS-E interview.  

Time point Total score Conduct subscale  Hyper-activity 
subscale 

Baseline .97 .93 .97 
Five month follow up  .96 .95 .95 

 
 

Using the intervals suggested by Koo and Li (2016) the inter-rater reliability can be 

interpreted as excellent for both the total score and two subscales, at both time-

points (>.90). In the current study only the total score will be used. Interviews with 
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more than 50% of items missing per uestion were excluded, but for interviews with 

less than 50% missing data the uestions were scaled using the mean score for that 

scale.  

 

4.6.5.3.3 The Child Behaviour CheckList (CBCL).  

As previously described in this thesis, it is important for researchers to use consistent 

measures of outcomes across trials, in order for researchers to be able to compare 

the effectiveness of interventions both directly but also as part of meta-analyses. The 

CBCL/1½-5 (preschool) was included as a secondary outcome measure in this study 

for this purpose. The CBCL is a widely used and validated uestionnaire (CBCL, 

Achenbach and Rescorla, 2000), and was identified as one of commonly used 

measures of child behaviour problems identified in the meta-analysis in this thesis. 

The measure is made up of 100 items listing different behaviours, and the respondent 

is reuired to score the item (0 = Not True, 1 = Somewhat or Sometimes True, 2 = Very 

True or Often True). The measure yields a range of scores, including externalising 

behaviour, internalising behaviour and total behaviour. The measure was completed 

by both caregivers in the study. In keeping with the manual, if the CBCL had more than 

eight missing responses, this data was excluded from analysis, otherwise scaling was 

used to account for missing data using the mean for that scale. A copy of the CBCL/1½-

5 is included in Appendix N.  

 

4.6.5.4 Intervention acceptability  

The number of intervention visits the participants received were recorded by the 

intervention team as a measure of both treatment dosage and acceptability.  



168	

	

4.7 Statistical analysis plan  
 
Analysis aimed to investigate the effects of the VIPP-Co intervention child 

externalising behaviour, and to investigate whether mothers’ and fathers’ coparenting 

(cooperation and gatekeeping) mediated intervention effectiveness. Analyses were 

decided a priori, in the following five steps: 

 

First, post-hoc power analyses were conducted, and the percentage of families who 

received four or more of the intervention visits calculated.  

 

Second the demographics of the study sample and baseline study variables of interest 

were examined, both disaggregated by treatment arm and for the whole study 

sample. In line with the CONSORT guidelines, no formal testing of baseline differences 

were conducted as in RCTs these differences are due to chance (Schulz et al., 2010). 

The means and standard deviations of the demographics and study variables will be 

presented to situate the sample. T-tests were used to examine differences in mothers’ 

and fathers’ coparenting. 

 

Third, Pearson product-moment correlation coefficients were run between both the 

outcome (child externalising behaviour) and mediator variables (mothers’ and fathers’ 

cooperation and gatekeeping) measured at baseline and post-treatment, in order to 

see whether study variables were stable across time.  

 

Fourth, group differences were examined. For analyses looking at intervention effects 

an intention to treat approach was used, where all participants are analysed in the 
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group that they were randomised to even if they did not receive all or any of the 

prescribed treatment dosage. Independent samples t-tests were run to examine any 

group differences at the post-treatment assessment on both the primary and 

secondary child behaviour outcomes and the potential mediators. Due to a small 

sample size, and as a result insufficient power to detect group differences, Cohen’s d 

effect sizes were also calculated to investigate potential group differences, which will 

be cautiously examined as a signal to whether there may be an effect of the 

intervention. 

 

Fifth, hierarchical linear regression analyses were undertaken. This allowed for the 

analysis to control for the baseline measures of the mediator and outcome variables, 

which were included in step one of the model. Step two of the model included the 

outcome and mediator outcome variables measures at the post-treatment 

assessment. These were each examined in turn, including mothers’ and fathers’ 

cooperation and gatekeeping and child behaviour measures using the PPACS-E total 

score and CBCL total score.  

 

Finally, mediation models using Stata’s sem command were run to test whether the 

intervention had an effect on the mediator, and whether any potential changes in the 

mediators lead to changes in the outcome variables. These were conducted for the 

total PPACS-E score and total CBCL score. In the models baseline measures of both the 

dependent and mediator outcomes were included as covariates and were therefore 

controlled for. 
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4.8 Results 
 
4.8.1 Data included in current analysis 

The total sample size for the HSHS trial was 300. It was initially estimated that 50% of 

these participants (150 families, 75 families in each condition) would be families with 

two participating caregivers. This would not be powered to detect group differences 

on child externalising behaviour (d=.26, Juffer et al., 2017), but would have had a large 

enough sample size for exploratory analysis. However due to difficulties in recruiting 

second caregivers in to the study, and practical difficulties in some sites being able to 

offer visits out of hours, the actual number of coparents randomised in to the study 

was 51. Of these families, six families were excluded from the final analysis. Two 

families were made up of a mother and a grandmother, and although these still 

represent a valid pair of coparents for the child, this would have added additional 

heterogeneity into the study sample, and were therefore excluded. Two families did 

not complete their second research visit, as they were not contactable by the study 

team. Two families continued to participate in the study as a one-parent family (with 

only the mother participating), and therefore did not complete any of the coparenting 

tasks. For one family this was as a result of the couple relationship breaking down and 

the father withdrawing from the study, and the other family were in the process of 

moving house, and the father was not available to participate in the research visit. 

Therefore the final sample size was N = 45, with a follow up rate of 88.2%. Figure 7 

outlines participant progress through the study phases.  
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4.8.2 Post-hoc power analysis  

The final sample included in analysis was 45 coparents, 21 randomised to the control 

group and 24 randomised to the intervention group. Post-hoc power analyses was 

conducted using the GPower programme (Faul, Erdfelder, Lang, and Buchner, 2007) 

in order to estimate the level of power the study had in order the detect differences 

in the main outcomes, based on a-priori estimates of effect sizes. This approach was 

taken instead of conducting a retrospective effect size calculation (using the effect 

sizes calculated in the study), as this assumes that the effect seen in the study is 

reflective of the population, and with studies with a small sample size this is unlikely 

to be true (Faul et al., 2007). A recent meta-analysis of VIPP interventions found a 

combined effect size of d = .47 for parenting behaviour, and d = .26 for reduced 

behaviour problems in children. As the sample size must be powered to detect group 

differences in both outcomes, the smaller effect size (reduced child behaviour 

problems) was selected for calculations. Using this effect size, an independent 

samples t-test comparing the means of the control and the intervention group (α was 

set at .05, two-tailed) allows for 14% power to detect effect sizes (1- β = 0.14). 

Calculations suggest that in order to detect an effect on child behaviour at 80% power, 

342 participants would have been reuired. The study is therefore significantly 

underpowered and would have reuired a much larger sample in order to detect 

differences in effects of this magnitude.   

 

4.8.3 Treatment dosage  

In order to be considered to have received the VIPP-Co intervention, it was necessary 

for families to have completed four or more of the six visits. Of the 45 participants 
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included in analysis, 20 (83%) of participants received all 6 intervention visits, and 23 

(96%) received four or more visits.  
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Figure 7: Participant flow through the trial. 
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(n	=	51)	

Consented	to	phase	one	and	

assessed	for	eligibility	

(n	=	2248)	

Baseline	assessment	

(n	=51)	

Excluded	(n	=	2197)	

• Did	not	score	above	SDQ	cut	off

(n=1374)

• Child	not	in	age	range	(n=12)

• Parent	or	child	had	a	sensory

impairment,	learning	disability	or

language	limitation	(n=25)

• Sibling	already	participating	in	trial

(n=4)

• Parent	receiving	individualised	video-

feedback	(n=1)	

• No	consent	for	phase	two	(n=14)

• Declined	to	participate

(n	=	518)

• Participated	in	trial	with	one	caregiver

(n=249)

Analysed	(n	=21)	

Excluded	from	analysis:	

• Mother	and	grandmother	(n=2)

• Only	one	caregiver	participated	at

post-test	(n=1)

Allocated	
 
to	VIPP-Co	intervention	(n	=	26)	

• Recei ved	allocated	intervention
(n=2 3)

• Did	n ot	receive	any	allocated inter
vention	(n=2),	did	not	receive full

dosage	of	allocated	intervention

Allocated	to	TAU	(n	=	25)	

• Received	allocated	intervention

(n=25)

• Did	not	receive	allocated

intervention	(n=0)

Post-test	(n	=	24)	

Lost	to	follow	up	as	could	

not	be	contacted	by	

research	team	(n	=	1)	

Analysed	(n	=24)	
Excluded	from	analysis	

• Only	one	caregiver	participated	at

post-test	(n=1)

Post-test	(n	=	2 )	

Lost	to	follow	up	as	could	

not	be	contacted	by	

research	team	(n	=	1)	



174	

	

4.8.4 Descriptive Analysis of the Study Sample and Study Variables 

4.8.4.1 Descriptive analysis of participant demographics  

First, demographic characteristics were examined for the whole sample and then by 

group, and results presented in Table 15. Both mothers and fathers in both groups had 

higher than average levels of education, with 77.7% of mothers and 73.3% of fathers 

being educated to degree level and above.  Most mothers and fathers were either in 

full time employment, with fathers more likely to be in employment than mothers 

(employer or self-employed, mothers: 75.5%, fathers: 88.9%). A high proportion of the 

sample was either married (68.9%) or cohabiting (26.7%), and all participants were in 

a relationship. Analysis on participant ethnicity showed that the sample is more 

ethnically diverse than the UK population, but is similar to that of London. London was 

the main recruitment region for the current study, where 44.9% of the population 

identifies as White British (The Office for National Statistics, 2018). In the current 

sample 37.8% of mothers were white British, and 44.4% of fathers were white British. 

There were over twice the number of male children (n = 31) than female children (n = 

14). The average age of the child at baseline was 21.67 months, with ages ranging from 

13 to 34 months old. Of the 45 participating families, six fathers identified as the 

primary caregiver of the child.  

 

Randomisation should ensure that the groups of participants only vary on the basis of 

group allocation, however it is still important to identify any potential differences as 

a result of chance on key demographic variables. Fewer mothers in the intervention 

group (70.7%) were in employment than mothers in the control group (81.0%), and 

the proportion of male children in the intervention group (58.3%) was lower than the 
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control group (81.0%). Fewer couples in the intervention group (58.3%) were married 

than couples in the control group (81.0%).  
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Table 15: Characteristics of the study sample at baseline of participants included in analysis (N = 45).

 Total sample (N=45) Control group (n=21) Intervention group (n=24) 
 N (%) unless stated N (%) unless stated N (%) unless stated 
Family level characteristics  
Infant gender 

      

     Male 31 (68.9%)  17 (81.0%)  14 (58.3%)  
     Female  14 (31.1%)  4 (19.0%)  10 (41.7%)  
Infant age in months (mean with SD) 21.67 (6.40)  22.43 (7.08)  21.00 (5.82)  
Mother is the primary caregiver of the child  39 (86.7%)  18 (85.7%)  21 (87.5%)  
Couple relationship status        
     Married 31 (68.9%)  17 (81.0%)  14 (58.3%)  
     Civil partnership  1 (2.2%)  0 (0.0%)  1 (4.2%)  
     Cohabiting 12 (26.7%)  4 (19.0%)  8 (33.3%)  
     In a relationship but not cohabiting  1 (2.2%)  0 (0.0%)  1 (4.2%)  
      
Parent level characteristics  Mothers Fathers Mothers Fathers Mothers Fathers 
Age in years (mean with SD) 34.87 (5.52) 36.58 (5.49) 34.57 (5.27) 37.05 (5.16) 35.13 (5.82) 36.17 (5.84) 
Highest academic qualifications        
     GCSEs 1 (2.2%) 3 (6.7%) 0 (0.0%)  2 (9.5%) 1 (4.2%) 1 (4.2%) 
     College qualification (i.e. A levels, NVQ)  9 (20.0%) 9 (20.0%) 5 (23.8%) 3 (14.3%) 4 (16.7%) 6 (25%) 
     Undergraduate  15 (33.3%) 18 (40.0%) 7 (33.3%) 9 (42.9%) 8 (33.3%) 9 (37.5) 
     Postgraduate  20 (44.4%) 15 (33.3%) 9 (42.9%) 7 (33.3%) 11 (45.8%) 8 (33.3%) 
Employment Status       
     Working for an employer 29 (64.4%) 35 (77.8%) 16 (76.2%) 14 (66%) 13 (54%) 21 (87.5%) 
     Self-employed 5 (11.1%) 5 (11.1%) 1 (4.8%) 5 (23.8%) 4 (16.7%) 0 (0.0%) 
     Unemployed 9 (20.0%) 5 (11.1%) 2 (9.5%) 2 (9.5%) 7 (29.2%) 3 (12.5%) 
     Paid parental leave 1 (2.2%) 0 (0.00%) 1 (4.8%) 0 (0.0%) 0 (0.0%) 0 (0.0%) 
     Full-time student  1 (2.2%) 0 (0.00%) 1 (4.8%) 0 (0.0%) 0 (0.0%) 0 (0.0%) 
Ethnicity        
     White or White British   31 (68.9%) 30 (66.7%) 15 (71%) 14 (66.7%) 16 (66.7%) 16 (66.7%) 
     Asian or Asian British  6 (13.3%)  5(11.1%) 3 (14.3) 2 (9.5%) 3 (12.5%) 3 (12.5%) 
     Black or Black British  1 (2.2%) 2 (4.4%) 1 (4.8%) 1 (4.8%) 0 (0.0%) 1 (4.2%) 
     Mixed ethnicity  4 (8.9%) 3 (6.7%)  2 (9.5%) 1 (4.8%) 2 (8.3%) 2 (8.3%) 
     Other ethnicity  3 (6.7%) 5 (11.1%) 0 (0.0%) 3 (14.3) 3 (12.55) 2 (8.3) 



177	

	

4.8.4.2 Descriptive analysis of study variables and stability across time-points  

4.8.4.2.1  Coparenting  

Three observational tasks of coparenting behaviour were coded. The scores for each subscale 

were averaged across the three tasks, allowing for a more ecologically valid assessment of 

coparenting behaviour, and to reduce the need for multiple testing. If there was one task 

which could not be coded or was missing, the scores were scaled up by averaging the scores 

for the available tasks and multiplying this by the total number of tasks.  

 

Descriptive analyses of cooperation and gatekeeping for both mothers and fathers were 

conducted and results presented in Table 16. At baseline both mothers and fathers displayed 

moderate levels of cooperation (mothers: M = 2.95, SD = 0.59; fathers: M = 2.79, SD = 0.66), 

and low levels of gatekeeping (mothers: M = 2.01, SD = 0.49; fathers: M = 2.12, SD = 0.65). 

Pearson product-moment correlation coefficients were used to assess whether coparenting 

behaviour is stable across time-points. There was a small, positive association between 

mothers’ cooperation at T1 and T2 (r = .29, p = .05), and medium, positive association 

between mothers’ gatekeeping at T1 and T2 (r = .49, p < .001). There was a medium, positive 

association between fathers’ cooperation at T1 and T2 (r = .48, p < .001), and medium, positive 

association between fathers’ gatekeeping at T1 and T2 (r = .48, p < .001). This suggests that 

there is some stability of coparenting behaviour across time.  

 

4.8.4.2.2  Child behaviour  

Child behaviour assessed on the PPACS-E 

The total, ADHD and conduct scores of the PPACS-E was used in analyses, which each assessed 

the severity and frequency of aspects of child externalising behaviour problems. At baseline 
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the mean total score on the PPACS-E was M = 31.52 (SD = 10.19), for the conduct scale was 

M = 15.87 (SD = 6.94), and the attention scale was M = 15.65 (SD = 5.91).  Pearson product-

moment correlation coefficients were used to assess whether the child behaviour measured 

using the PPACS-E was stable across time-points. There was a large, positive association 

between the PPACS-E total score at T1 and T2 (r = .59, p < .001), the conduct score T2 (r = .61, 

p < .001), and the attention scale (r = .59, p < .001), suggesting there is some stability of child 

behaviour problems over time measured using the PPACS-E.  

 

Child behaviour assessed using the CBCL  

Both mothers and fathers independently reported on child behaviour using the CBCL and 

Pearson product-moment correlation coefficient correlations were run to see how much 

agreement there was between reporters. There was reasonable agreement between mothers 

and fathers for externalising (r = .47, p < .001) and total scores (r = .50, p < .001). The average 

of mothers’ and fathers’ reports were used in analysis. This approach was selected as it 

reduced the need for multiple testing, and did not exclude either parents’ report of the child’s 

behaviour.  

 

At baseline the mean total score for externalising behaviour was M = 15.90 (SD = 6.92) and 

total behaviour was M = 39.76 (SD = 18.28). Pearson product-moment correlation coefficients 

were used to assess whether child behaviour measured on the CBCL was stable across time-

points. There was a large, positive association between externalising behaviour at T1 and T2 

(r = .79, p < .001) and total problems at T1 and T2 (r = .77, p < .001). This suggests there is 

stability of child behaviour problems over time measured using the CBCL.  
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Table 16: Characteristics of the study variables at the baseline and post-treatment assessment.   

Total sample (N=45) Control group (n=21) Intervention group (n=24) 
Measure M SD M SD M SD 

Baseline assessment 
Mothers’ coparenting 
     Cooperation 2.95 0.59 3.00 0.63 2.91 0.57 
     Gatekeeping 2.01 0.49 2.04 0.50 1.97 0.49 
Fathers’ coparenting 
     Cooperation 2.79 0.66 2.70 0.71 2.88 0.63 
     Gatekeeping 2.12 0.65 2.25 0.72 2.01 0.58 
Child behaviour (PPACS-E) 
     Total score 31.52 10.19 29.87 8.45 32.97 11.49 
     Conduct scale 15.87 6.94 15.38 5.65 16.30 7.99 
     Attention scale 15.65 5.91 14.49 6.40 16.67 5.38 
Child behaviour (CBCL) 
     Externalising behaviour 15.90 6.92 14.54 5.97 17.08 7.58 
     Total problems 39.76 18.28 37.23 14.21 41.98 21.29 

Post-treatment assessment 
Mothers’ coparenting 
     Cooperation 2.85 0.63 2.81 0.65 2.90 0.61 
     Gatekeeping 1.88 0.46 1.86 0.42 1.90 0.50 
Fathers’ coparenting 
     Cooperation 2.91 0.60 2.76 0.63 3.04 0.56 
     Gatekeeping 1.91 0.39 1.90 0.40 1.91 0.40 
Child behaviour (PPACS-E) 
     Total score 28.53 9.66 27.86 9.42 29.12 10.03 
     Conduct scale 15.27 5.22 14.81 5.40 15.67 5.15 
     Attention scale 13.27 6.51 13.06 6.72 13.45 6.46 
Child behaviour (CBCL) 
     Externalising behaviour 13.47 7.18 12.01 5.29 14.75 8.40 
     Total problems 32.81 16.03 29.72 11.66 35.52 18.90 
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4.8.5 Main analysis  

4.8.5.1 Group differences on mediator and outcome variables  

4.8.5.1.1  Coparenting  

Independent samples t-tests were conducted to compare coparenting behaviours by 

group allocation at the post-intervention assessment.  

 

There was no significant difference in scores for mothers’ cooperation between the 

control group (M = 2.80, SD = 0.65) and intervention group (M = 2.90, SD = 0.61; t(43) 

= -.42, p = .68). There was also no significant difference in scores for fathers’ 

cooperation in the control group (M = 2.76, SD = 0.63) and intervention group (M = 

3.04, SD = 0.56; t(43) = -1.57, p = .12). 

 

There was no significant difference in scores for the mothers’ gatekeeping in the 

control group (M = 1.86, SD = 0.42) and intervention group (M = 1.90, SD = 0.50; t(43) 

= -.28, p = .78). There was no significant difference in scores for fathers’ gatekeeping 

in the control group (M = 1.90, SD = 0.40) and intervention group (M = 1.90, SD = 0.40; 

t(43) = -0.04, p = .97). 

 

Next, the Cohen’s d standardised effect sizes was calculated for each coparenting 

outcome using the means and standard deviations for each group (J. Cohen, 1988). 

The standardised effect size was very small for mothers cooperation (d = 0.14) and 

gatekeeping (d = 0.09), and medium for fathers’ cooperation (d = 0.47) and 

gatekeeping (d = 0.03).  
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Overall the results show that no significant effects of the intervention on coparenting 

were found. However for fathers’ cooperation the p value was small, and the effect 

size of the interaction can be considered medium in size. It is therefore possible that 

there may be an effect on fathers’ cooperation, but the study is not powered to detect 

this. We must also consider that this could be a spurious finding.  

 

4.8.5.1.2 Child behaviour  

Independent samples t-tests were used to compare levels of externalising behaviour 

by group, using the PPACS-E at the post-intervention assessment.  

There was no significant difference in scores for the control group (M = 27.87, SD = 

9.42) and intervention group (M = 29.11, SD = 10.03; t(43) = -0.43, p = .67) on the total 

scale. There was no significant difference in scores for the control group (M = 14.81, 

SD = 5.40) and intervention group (M = 15.67, SD = 5.15; t(43) = -0.55, p = .59) on the 

conduct scale. There was no significant difference in scores for the control group (M 

= 13.06, SD = 6.72) and intervention group (M = 13.45, SD = 6.46; t(43) = -0.20, p = .84) 

on the attention scale. 

 

The Cohen’s d standardised effect sizes were calculated, and a small effect found for 

total behaviour problems (d = 0.13), however in the opposite direction as 

hypothesised. Next, the Cohen’s d standardised effect sizes were calculated for 

conduct problems, and a small effect found for conduct problems (d = 0.16), however 

in the opposite direction as hypothesised. Next, the Cohen’s d standardised effect 

sizes was calculated, and no effect was found for attention problems (d = 0.06).  
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Independent samples t-tests were conducted for child behaviour using the CBCL. 

There was no significant difference in scores for the control group (M = 29.72, SD = 

11.66) and intervention group (M = 35.52, SD = 18.90; t(43) = -1.21, p = .23) for total 

problems. There was no significant difference in scores for the control group (M = 

12.01, SD = 5.29) and intervention group (M = 14.75, SD = 8.40; t(43) = -1.28, p = .21) 

for externalising behaviour. Next, the Cohen’s d standardised effect sizes was 

calculated, and medium effect size was found for total problems (d = 0.36) and 

externalising behaviour (d = 0.36) however these were all in the opposite direction as 

hypothesised, where lower behaviour problems were seen in the control group when 

compared to the intervention group.  

Therefore no significant effects of the intervention on child behaviour problems were 

found. However these analyses do not control for baseline behaviour problems, which 

may confound results.  

4.8.5.2 Regression analyses  

4.8.5.2.1 Checking the assumptions of a hierarchical multiple regression 

Prior to conducting the hierarchical regression analyses, preliminary tests were run to 

ensure that the data met the assumptions of a hierarchical regression analysis. The 

sample size (45 pairs of caregivers) was not an acceptable sample size for an analysis, 

however this was a known limitation of this study. Preliminary analysis was conducted 

to ensure that the data met the assumptions required to conduct a regression 

analysis, (Tabachnick and Fidell, 2014). The data met the assumptions, including 

normality, linearity, multicollinearity and homoscedasticity. The correlations between 
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the independent variables were assessed using bivariate correlations, and were all 

lower than .7, so all variables could be included in the model (Tabachnick and Fidell, 

2014). There was no evidence of multicollinearity, as the tolerance statistics were 

greater than .10 and the Variance Inflation Factors (VIF) were less than 10. The 

residual scatterplots and Normality Probability Plots were inspected to test the 

assumptions of outliers, normality, homoscedasticity, and independence of residuals. 

The points on the Normal Probability Plots were all in a diagonal line, from the bottom 

left to the top right of the graph, which suggested that there were no notable 

deviations from normality. The scatterplots of the standard residuals were examined, 

and the residuals seemed to be distributed in a rectangular shape, with most scores 

around the 0 point. The scatterplots were further examined to detect possible 

outliers, which are considered by Tabachnick and Fidell (2014) to be cases that have a 

standard residual between -3.30 and 3.30. No outliers were identified.  

4.8.5.2.2 Mothers’ coparenting  

Two-step hierarchical multiple regressions were conducted, where mothers’ 

coparenting at the post-treatment assessment was the dependent variable. Baseline 

measures of mothers’ coparenting was entered in Step One, and treatment allocation 

was included in Step Two. After controlling for the effects of baseline measures of 

coparenting, treatment allocation was not associated with changes to mothers’ 

cooperation (standardised β = 0.09, p = .56) or gatekeeping (standardised β = 0.07, p 

= .58). 
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4.8.5.2.3 Fathers’ coparenting  

Two-step hierarchical multiple regressions were conducted, where fathers’ 

coparenting at the post-treatment assessment was the dependent variable. Baseline 

measures of fathers’ coparenting was entered in Step One, and treatment allocation 

was included in Step Two. After controlling for the effects of baseline measures of 

coparenting, treatment allocation was not associated with changes to fathers’ 

cooperation (standardised β = 0.17, p= .20) or gatekeeping (standardised β = 0.07, p = 

.58). 

 

Therefore no significant effects of the intervention on coparenting behaviour were 

found, even when controlling for baseline scores. However, the effect on fathers’ 

cooperation, even though it is small and not significant, may indicate a possible effect 

on fathers’ cooperation, this should however be interpreted with caution.  

 

4.8.5.2.4 Child behaviour  

A two-step hierarchical multiple regression was conducted, where child behaviour 

measured using the PPACS-E at the post-treatment assessment was the dependent 

variable. The PPACS-E score at baseline was entered in Step One, and treatment 

allocation was included in Step Two. After controlling for the effects of baseline 

measures of behaviour, treatment allocation was not associated with changes to child 

behaviour measured using the PPACS-E total scale (standardised β = -0.03, p = .83), 

conduct scale (standardised β = 0.04, p = .73) or attention scale (standardised β = -

0.08, p = .52). 
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A two-step hierarchical multiple regression was conducted where child behaviour, 

measured using the CBCL total problems scale at the post-treatment assessment, was 

the dependent variable. The PPACS-E total score at baseline was entered in Step One, 

and treatment allocation was included in Step Two. After controlling for the effects of 

baseline measures of behaviour, treatment allocation was not associated with 

changes to child behaviour measured on the CBCL total subscale (standardised β=0.08, 

p = .40) or the externalising subscale (standardised β = 0.05, p= .62).  

Therefore, no significant effects of the intervention on child behaviour problems were 

found, even when controlling for baseline scores.  

4.8.5.3 Mediation analyses  

Mediation models were run using the sem command in Stata 15, which calculates the 

individual path coefficients as well as total (c path), direct (c’ path), and indirect effects 

(a, b, and ab paths). Models were constructed for the PPACS-E and CBCL total scores. 

As there are four mediator variables, this resulted in eight mediation models in total. 

Mediation models were not run for the other subscales to avoid the issues associated 

with multiple testing, and the total scores capture behaviours measured in the 

subscales. The baseline scores for both the mediator variables and the dependant 

variables were added as covariates to each model, to control for any baseline 

differences that arose due to chance. It was not possible to control for other 

confounders due to the small sample size. All analyses were pre-specified irrespective 

of whether an overall treatment effect was observed. This is important as it can 

determine whether the proposed treatment mechanism is correct, or if there is no 
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main effect where the expected effects are not found. For example whether there is 

no effect of the intervention on the mediator, or no effect of the mediator on the 

outcome measure, or whether these two effects oppose each other, leading to 

suppression (Windgassen, Goldsmith, Moss-Morris, and Chalder, 2016).   

 

4.8.5.3.1 Predictors of child externalising behaviour, measured on the PPACS-E total 

scale  

 

Mediation model to test possible intervention effects on child behaviour (PPACS-E 

total), mediated through mothers’ cooperation 

The direct effect of the intervention on child externalising behaviour was not 

significant (c’ path, β=-.85, p = .79), nor was the indirect effect on mothers’ 

cooperation (a path, β = 0.12, p = .48). There was no significant indirect effect of 

mothers’ cooperation on child externalising behaviour, when controlling for group 

allocation (b path, β = 1.93, p = .31). No significant indirect effect was found of the 

intervention on child behaviour going through mothers’ cooperation (ab path, β = .24, 

95% CI -.58 to 1.05, p = .57), indicating there is no mediation effect. Finally, the total 

effect of changes on cooperation was not significant (c path, β = −0.61, p = .79), 

suggesting that the intervention did not lead to decreases in child externalising 

behaviour. The chi-square statistic suggested the model was not a good fit for the data 

(p <.001). This analysis suggests that there was no effect of the intervention on child 

externalising behaviour, and no mediating effect of the intervention through mothers’ 

cooperation on child behaviour. Results are presented in Figure 8, with the effect for 

each path displayed alongside the standard error in brackets.  
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Figure 8: Simple mediation model of the intervention effect on child behaviour 

mediated by mothers’ cooperation.   

Mediation model to test possible intervention effects on child behaviour (PPACS-E 

total), mediated through mothers’ gatekeeping 

The direct effect of the intervention on child externalising behaviour was not 

significant (c’ path, β= −0.52, p = .82), nor was the indirect effect on mothers’ 

gatekeeping (a path, β = 0.07, p = .57). There was no significant indirect effect of 

mothers’ gatekeeping on child externalising behaviour, when controlling for group 

allocation (b path, β = -1.13, p = .70). No significant indirect effect was found from 

intervention effect to child behaviour going through mothers’ gatekeeping (ab path, 

β =.08, 95% CI -.54 to 0.39, p = .75), indicating there was no mediation effect. Finally, 

the total effect of changes on gatekeeping was not significant (c path, β =-.59, p = .80), 

suggesting that the intervention did not lead to decreases in child externalising 

behaviour. The chi-squared statistic suggested the model was not a good fit for the 

data (p <.001). This analysis suggests that there was no effect of the intervention on 

child externalising behaviour, and no mediating effect of the intervention through 
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mothers’ gatekeeping on child behaviour. Results are presented in Figure 9, with the 

effect for each path displayed alongside the standard error in brackets. 

Figure 9: Simple mediation model of the intervention effect on child behaviour 

mediated by mothers’ gatekeeping.  

Mediation model to test possible intervention effects on child behaviour (PPACS-E 

total), mediated through fathers’ cooperation  

The direct effect of the intervention on child externalising behaviour measured using 

the PPACS-E was not significant (c’ path, β = -.77, p=.75), nor was the indirect effect 

on fathers’ cooperation (a path, β = 0.21, p = .18). There was no significant indirect 

effect of fathers’ cooperation on child externalising behaviour, when controlling for 

group allocation (b path, β = 1.95, p =.38). No significant indirect effect was found 

from intervention effect to child behaviour going through fathers’ cooperation (ab 

path, β =.42, 95% CI -.69 to 1.52, p = .46), indicating there is no mediation effect. 

Finally, the total effect of changes on cooperation was not significant (c path, β = 

−0.35, p = .88), suggesting that the intervention did not lead to decreases in child

externalising behaviour. The chi-squared statistic suggested the model was not a good 
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fit for the data (p <.001). This analysis suggests that there was no effect of the 

intervention on child externalising behaviour, and no mediating effect of the 

intervention through fathers’ cooperation on child behaviour. Results are presented 

in Figure 10, with the effect for each path displayed alongside the standard error in 

brackets. 

Figure 10: Simple mediation model of the intervention effect on child behaviour 

mediated by fathers’ cooperation.   

Mediation model to test possible intervention effects on child behaviour (PPACS-E 

total), mediated through fathers’ gatekeeping 

The direct effect of the intervention on child externalising behaviour measured using 

the PPACS-E was not significant (c’ path, β = −0.07, p = .98), nor was the indirect effect 

on fathers’ gatekeeping (a path, β = 0.12, p = .26). There was no significant indirect 

effect of Fathers’ gatekeeping on child externalising behaviour, when controlling for 

group allocation (b path, β = -3.70, p = .28). No significant indirect effect was found 

from intervention effect to child behaviour going through Fathers’ gatekeeping (ab 

path, β =-.43, 95% CI -1.51 to 0.64, p = .44), indicating there was no mediation effect. 
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Finally, the total effect of changes on gatekeeping was not significant (c path, β = -.50, 

p = .84), suggesting that the intervention did not lead to decreases in child 

externalising behaviour. The chi-squared statistic suggested the model was not a good 

fit for the data (p <.001). This analysis suggests that there was no effect of the 

intervention on child externalising behaviour, and no mediating effect of the 

intervention through fathers’ gatekeeping on child behaviour. Results are presented 

in Figure 11, with the effect for each path displayed alongside the standard error in 

brackets. 

Figure 11: Simple mediation model of the intervention effect on child behaviour 

mediated by fathers’ gatekeeping.   

4.8.5.3.2 Predictors of child behaviour measured using the CBCL  

Models were run for the total score on the CBCL, the secondary outcome for this 

study. None of the paths in the models reached significance, and none of the models 

were a good fit for the data, reflecting the results of the mediation analysis using the 

PPACS-E to measure child behaviour. These models and full results are in Appendix O. 
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4.9 Discussion 

The current study aimed to assess the effectiveness of VIPP-Co in improving child 

externalising behaviour problems, and whether potential treatment effects on child 

behaviour were mediated through intervention effects on mothers’ and fathers’ 

coparenting. The findings and interpretation of the results are limited by sample size 

and as a result statistical power. No significant effect of the intervention was found 

on either mothers’ and fathers’ coparenting behaviour, or any measure of child 

externalising behaviour. However, there were indications that there may have been 

an effect on fathers’ coparenting behaviour, but due to sample size results must be 

interpreted with caution. The study findings will be discussed in turn, then the 

strengths and limitations of the study described, and finally conclusions and 

implications discussed.  

4.9.1 Overview of findings  

4.9.1.1 Intervention effects on mothers’ and fathers’ coparenting.  

No differences were found between the control and intervention group on mothers’ 

and fathers’ cooperation and gatekeeping. These analyses were run with the 

knowledge that there was not statistical power to detect group differences, however 

it was decided a priori to look for signals of a possible intervention effect, including 

examining group differences that were approaching statistical significance, and 

calculating effect sizes (Cohen’s d) for the intervention effects on outcomes. Of these 

analyses, the p values were large and the Cohen’s d effect sizes were very small for 

mothers’ cooperation and gatekeeping and fathers’ gatekeeping. Analyses where 

baseline measures for these outcomes were included also suggested that there was 
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no effect of the intervention on these outcomes due to small coefficients and large p 

values.  

 

However it is possible that the intervention may have had an effect on fathers’ 

cooperation, as the Cohen’s d effect size can be considered to be medium in size (d = 

.47). When the baseline measure of fathers’ coparenting was included in a regression, 

the strength of the effect of the intervention on coparenting was small, but not 

significant. These results could suggest that the VIPP-Co intervention may have led to 

increased cooperation in fathers, though we must interpret this with caution due to 

results not reaching traditional levels of significance and the trial being 

underpowered.  

 

4.9.1.2 Intervention effects on child externalising behaviour  

No differences were found between the intervention and control groups for child 

behaviour, measured using the PPACS-E and the CBCL. Again, Cohen’s d effect sizes 

were calculated, and small effects were found on the total and conduct subscales of 

the PPACS-E, and no effect found for the attention scale, and medium effects were 

found for the CBCL subscales. However when the baseline measures of these 

outcomes were controlled for in analyses, the results indicated that there was no 

effect of the intervention on these outcomes. Therefore this study did not find an 

effect of the intervention on child externalising behaviour problems.  
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4.9.1.3 Coparenting as a mediator of intervention effects on child behaviour 

outcomes 

Finally, mediation analyses were run, to investigate whether the intervention lead to 

improvements in both mothers’ and fathers’ coparenting, and whether this mediated 

intervention effectiveness in improving child behaviour. One important reason for 

using a mediation approach is that the interventions’ primary aim is to improve 

parenting behaviour, specifically sensitivity (Juffer et al., 2008) and it is therefore 

important to test whether there were any possible effects as a result of improvements 

in coparenting behaviour. These analyses also benefit from the ability to control for 

baseline levels of both the mediator and outcome variables, allowing for a more 

precise, unbiased estimate of intervention effects. The results of the SEM analysis 

were again, underpowered to detect differences. The results showed that none of the 

models were a good fit for the data and found no significant direct or mediating paths 

from the intervention or mediator outcome to the outcome variables.  

 

4.9.2 Discussion of findings   

4.9.2.1 Effects of the intervention on coparenting behaviour  

There are a number of possible explanations for the findings on coparenting 

outcomes. Firstly, it is possible that these findings may reflect a real absence of an 

effect of the intervention on coparenting outcomes. However possible alternative 

explanations will now be discussed.  

 

Due to the therapeutic approach used as part of the VIPP-Co intervention, we would 

expect to see larger effects for cooperation than other aspects of the coparenting 
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relationship. The main therapeutic approach used to target coparenting in the VIPP-

Co programme is reinforcement of positive coparenting behaviours, which is reflected 

in the feedback given to families during video-feedback sessions. This is also mirrored 

in the printed messages given to families after the intervention has ended, with 

concrete examples of cooperative behaviour and positive messages about working 

together and having fun as a family. These behaviours map closely on to coparental 

cooperation, and therefore are the mostly likely behaviour to change as a result of the 

VIPP-Co intervention. It is also important to consider the main aim of the intervention, 

which is to increase individual parental sensitivity, and how this may spill over into 

coparenting. If there were increases in parental sensitivity as a result of the 

intervention, this may also have a positive impact on the coparenting relationship, as 

researchers have shown that there is some overlap between the two constructs in 

fathers (Brown et al., 2010). Additionally, some feedback on individual interactions 

was given to both parents. This may also have allowed the one partner to view the 

positive interactions the other partner has with their child, alongside positive 

reinforcement from the intervener of these behaviours. This ability to reflect on their 

partners’ interactions may have a positive impact on coparenting, as each partner 

gains insight in to their partner’s approaches to interacting with their child, even if 

their approaches differ from each other.  

 

Although no significant intervention effects were found for either mothers’ or fathers’ 

cooperation, there were signals that there may be an effect on fathers’, but not 

mothers’, cooperation. This is of interest as research into the effectiveness of 

parenting programmes often finds the inverse. A meta-analysis of another parenting 
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intervention that delivered interventions separately found that generally effects are 

larger for mothers than those of fathers (Sanders, Kirby, Tellegen, and Day, 2014). The 

authors suggest that this may occur as interventions are designed to be delivered to 

mothers, and do not take fathers’ specific parenting needs and preferences in to 

account. This leads to lower engagement and retention, leading to smaller benefits 

for fathers. One reason that the current study may not have replicated this finding is 

the measures taken to ensure the involvement and engagement of fathers. The 

intervention in the current study was carefully adapted for use with fathers and 

coparents (Iles., 2017; Lawrence., 2013), and feedback was sought from different 

sources throughout the study to make it accessible and suited to their needs. It could 

be that this approach led to fathers being more engaged, and the intervention more 

suited to their needs, resulting in the intervention being potentially effective at 

increasing fathers’ cooperative behaviour with their partner. However, these results 

must be interpreted cautiously due to the small sample size.  

 

No effects were found for either mothers’ or fathers’ gatekeeping. It could be that 

gatekeeping behaviours are harder to modify using brief interventions, a finding which 

is reflected in the results of a systematic review of coparenting interventions, which 

found less robust evidence for an impact of interventions on undermining coparenting 

(Pilkington et al., 2019). However, it could also be as a result of the study sample and 

the aim of the intervention. The current sample did not display high levels of 

gatekeeping behaviour in the research videos, with the mean gatekeeping scores for 

mothers and fathers for both parents being in the range of ‘low gatekeeping’. 

Interactions with low levels of gatekeeping may simply include a number of accidental 
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interruptions. These types of low-level gatekeeping behaviours may be less likely to 

be the focus of feedback, which may have instead been more likely to target more 

severe instances of gatekeeping (such as disagreeing in front of the child) and 

positively reinforcing cooperative behaviours. Therefore, it may be that there was not 

the opportunity for gatekeeping to be addressed, and may represent a real absence 

of effect. Therefore, with the contents of the intervention in mind we may expect to 

see a smaller effect on gatekeeping behaviours. However, this finding may also be a 

result of the study being underpowered to detect differences, and therefore we 

cannot draw any firm conclusions about the effects of the intervention on gatekeeping 

behaviours.  

 

4.9.2.1 Effects of the intervention on child behaviour  

No effects of the intervention were found for either researcher-assessed child 

behaviour (PPACS-E) or child behaviour reported by the parent (CBCL). The absence of 

an effect may reflect the lack of statistical power to detect differences between the 

groups. The intervention being tested has a strong evidence base, highlighting its 

effectiveness in improving both parenting and child behaviour. A previous meta-analysis 

of the VIPP intervention found an effect size for child behaviour of d=.26 for reduced 

child behaviour problems, and the current study used a more robust measure of child 

behaviour than most studies (PPACS-E). The meta-analysis (chapter two) conducted as 

part of this thesis also found an effect size of d=0.20 for child behaviour. These effect 

sizes are small, and a larger sample size would have been required to detect differences 

between groups. However, the finding could reflect a real absence of effect. As later 

discussed in this section, pragmatic trials test the effects of interventions in real clinical 
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settings, and it could be that when delivered to a diverse UK population by health-care 

providers the intervention may not be as effective as when it is delivered by researchers. 

This could be due to lower levels of fidelity to the manual, or the restraints on time and 

resources for health-care professionals working within the NHS. Additionally, it is 

possible that the addition of a second caregiver, and further components being added 

to the intervention, may have diluted the effects of what has been previously been 

assessed as an effective intervention. 

 

4.9.3 Intervention acceptability  

Of the participants randomised to the treatment arm 20 (83%) of participants received 

all six intervention visits, and 23 (96%) received four or more visits. The high uptake and 

completion of the intervention visits suggests that both mothers and fathers found the 

intervention acceptable. This is important, as previous research suggests that fathers 

are more likely to drop out of parenting interventions than mothers. When this occurs 

both the benefits of two caregivers participating are lost, but also leads to higher conflict 

between the couple (Pilkington et al., 2019). The high completion seen in this study may 

be reflective of the ways in which the clinicians and researchers working on the trial 

specifically addressed barriers to fathers’ participation. These results therefore suggest 

that this intervention was acceptable to both mothers and fathers, however these 

findings would be interesting to consider coupled with feedback from families, 

especially fathers, regarding their experiences of participating.  
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4.9.4 Strengths and limitations of current study  

The methodological approaches used in the study have both strengths and limitations 

and have implications for the interpretation of the results of the study. 

 

4.9.4.1 Study design  

A significant strength of the current study is the use of a robust pragmatic RCT design. 

Pragmatic trials are those where the intervention delivery resembles usual practice, 

and are conducted in multiple sites to heterogeneous populations (Dal-Ré, Janiaud, 

and Ioannidis, 2018). This trial fulfills this definition, as the intervention was delivered 

predominantly by NHS employed clinicians and delivered in a range of areas in the 

United Kingdom, representing a range of socio-economic and geographic locations. 

Pragmatic trials are important as they benefit from the rigorous, randomised 

controlled design, but more accurately represent the effectiveness of the intervention 

when delivered as part of usual practice, rather than when delivered by a researcher 

who adhered to the manual exactly. As a result of this, effect sizes are expected to be 

smaller, as fidelity to the intervention may be lower. However, this allows researchers 

to understand how the intervention would truly work, or not work, in real life 

conditions.  

 

4.9.4.2 Study sample: Size, characteristics and recruitment  

Due to a number of practical issues, it was not possible to recruit enough families with 

two caregivers to have a sample size large enough to detect group differences. As a 

result, the current study was underpowered, and only had 14% power to detect a 

standardised effect size, and would have required 342 participants to detect an effect 
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size of d = 0.26 at 80% power. This has meant that there is an increased risk of type 

two error, where there is not enough power to detect group differences due to a small 

sample size. Although not powered to detect group differences, the current study is 

the largest RCT of VIPP with couples, showing that it is feasible and acceptable to 

deliver this intervention to coparents. 

 

The sample size is a significant limitation, but the difficulties in recruiting a big enough 

sample size offers important insights in to working with coparents as part of research 

and clinical practice. The research team who developed the intervention (Iles et al., 

2016) and conducted the study took care in addressing the suggestions put forward 

by researchers (Panter-Brick et al., 2014; Tully et al., 2017) to minimise the barriers 

for fathers to participate, and ensuring that both the research and intervention were 

designed to be accessible and practical for fathers as well as mothers. However, 

despite these efforts, barriers to couples participating arose. One issue was that both 

the research and programme visits required the coparents and the child to be 

available for the whole visit, which made scheduling difficult as often one or both 

parents were at work during the day. The research visits lasted approximately two 

hours, and the programme visits lasted approximately 90 minutes. Although evenings 

and weekends were made available for both research and programme visits in some 

sites, others did not have capacity to complete visits in the evenings and weekends. 

In addition, even when out of hours visits were made available, young children go to 

sleep early and families were often keen to protect weekends for leisure activities and 

spending time as a family. Therefore, some families felt that it would not be possible 

to participate in the research or the programme as a result.   
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Efforts were made to make the research and intervention accessible for fathers, 

however it was mothers’ who predominantly completed the screening phase of the 

study (~89%). As mothers were often the primary contact for the research team, it 

was their decision whether to invite their partner to participate alongside them. For 

those mothers who did invite their partner to participate, the way that the study and 

the programme was explained to the partner was based on the mothers’ 

interpretation of the information given to her on the phone. Although researchers 

offered to speak to the second caregiver on the phone or email them information prior 

to deciding to participate, this was rarely taken up by participants. This may have been 

a possible barrier to participation for fathers, as studies have shown that a barrier to 

participation is not receiving key information about the contents and research base of 

the programme and the background of the intervener (Tully et al., 2017). Mothers 

who may have a difficult coparenting relationship with their partner may have been 

less likely to invite their partner to participate alongside them. Therefore, despite the 

efforts of the research team, it seems that fathers in reality were not given the same 

opportunity to participate as mothers, with the final percentage of coparents 

participating only being 17%. It seems that even more must be done to involve fathers 

in both parenting research and interventions and may perhaps require an even bigger 

shift in our approach to early years and parenting than first thought.  

 

A limitation of much of the coparenting literature is that study samples are usually not 

representative of the population. The current sample was diverse, and representative 

of London in terms of ethnicity, but more diverse than the UK as a whole or the sites 
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they were recruited from (The Office for National Statistics, 2018). Families were from 

a range of socio-economic backgrounds, but were more highly educated than the 

national average (Department of Education, 2018). The participants in some ways 

reflected less traditional family structures, where six fathers identified as the primary 

caregiver of the child (13%) where the average in the UK is approximately 1%, 

(Norman, Elliot, and Fagan, 2014). However, the majority of families were in long-term 

committed relationships.  This sample is therefore more representative than most of 

the coparenting literature, but still represents a more highly educated subgroup of the 

population, and can’t be generalised to other families such as step-parents and same-

sex couples.  

4.9.4.3 Measurement of study variables  

A strength of this study is the use of researcher-assessed outcomes measures for both 

coparenting and child behaviour.  

The use of an observational measure of coparenting behaviour is a strength of the 

current study for a number of reasons. Firstly, the clips were recorded at home, 

making the interactions more similar to the participants’ everyday interactions than 

those recorded in a laboratory.  In addition, the current study recorded three separate 

interactions, a problem-solving task, a free-play, and a tidy up, which were specially 

designed to elicit coparenting behaviour. The problem-solving task was designed to 

be demanding and encourage families to work together in order to complete the task, 

which was developmentally challenging for the child. Researchers have suggested that 

these types of task are more likely to elicit the behaviours of interest than only 
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including an unstructured interaction (Gardner, 2000). The free-play interaction was 

included to reflect every day, low-stress interactions, and the tidy up task reflects an 

everyday, slightly stressful, activity. The scores from these tasks were averaged, and 

the mean score included in analysis. This mean score is a more ecologically valid 

assessment of coparenting behaviour than the use of a single interaction. It should be 

noted that one of the coders was not blinded to all participant characteristics, 

however measures were put in place to reduce the risk of bias when the coding was 

being completed.   

 

It is established that self-report measures can be affected by recall bias, the parents’ 

interpretation of the child’s behaviour, and the parents’ psychopathology (Najman et 

al., 2001). Interviews are considered to be the gold standard approach to assessing child 

behaviour, and larger effects can be found for researcher reported child behaviour 

outcomes (National Institute for Health and Care Excellence, 2013). As set out in the 

meta-analysis chapter of this thesis, it is important to use widely used outcome 

measures in trials, and to repeat the same measures at each time point, which also 

results in increased statistical power.  The current study benefits from the use of 

repeated outcome measurement, including a semi-structured clinical interview (the 

PPACS-E) as well as a well-established and reliable self-report measure (the CBCL). 

Therefore, both a gold-standard assessment of child behaviour and a measure that is 

widely used within child development and parenting literature have been included in 

the study. In addition researchers have stressed that both researcher-assessed and 

self-report measures may capture different aspects of the behaviours of interest, so 

there are benefits of including both in trials (Cuijpers, Li, Hofmann, and Andersson, 
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2010). Therefore the selection of outcome measures in the current study allows for 

comparisons to be made with other intervention studies, but also benefits from robust 

measures of child outcome.   

 

The current study assessed the participants prior to randomisation and then after they 

received the intervention. At each visit the same outcome measures were completed, 

allowing for comparisons to be made across time points. However when conducting a 

mediation analysis, it could be argued that it would have been preferable to measure 

the mediator at an intermediate time point, rather than the same time-point as the 

outcome. In the Healthy Start, Happy Start study there are three time points, baseline 

(prior to randomisation), post-test (five months post randomisation) and a two year 

follow up visit (two years post-randomisation). Ideally the mediator would be 

measured after families had received the intervention, and the outcome measured at 

another follow up. However in the current study this was not possible, as the long-

term follow up data for the current study was not available within the timeframe of 

this thesis. 

 

The current study was underpowered to detect a main effect, and therefore it was not 

possible to control for the possible effect of any other additional confounding 

variables (aside from baseline measures of outcome and mediator variables). 

However the inclusion of these confounders in the analysis would have allowed for a 

more precise estimate of effect. Two variables of interest were child gender and child 

age, but ultimately could not be included in the mediation models. There is emerging 

research suggesting that male children may be more sensitive to the effects of 
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negative coparenting than female children (Teubert and Pinquart, 2010). They suggest 

that male children may be more sensitive to conflict within the family system than 

female children. In addition, the children in the study were from a range of ages (12-

36 months at baseline). If better powered, child age could have been included as a 

confounding variable in the SEM models. The inclusion of child gender and age should 

be either controlled for or investigated in future research testing the effectiveness of 

these interventions on coparenting and child outcomes. 

 

4.9.5 Conclusions and implications for clinicians, policy makers and researchers  

All findings in the current study must be interpreted with caution due to the trial being 

underpowered. The results however suggest that there may be a signal of a possible 

effect of the intervention on fathers’ cooperation. This is important as it suggests that 

there might be a potential added benefit of delivering VIPP-Co, above the benefits of 

the VIPP-SD intervention on established outcomes (Juffer et al., 2017), and broader 

benefits of involving two caregivers in interventions. However, this effect was very 

small and was not significant, and is likely to have been a spurious result. Qualitative 

interviews of coparents were conducted as part of the wider study, and it would be of 

interest to see whether the feedback regarding the aspects of the intervention they 

found most helpful maps on to where potential effects were found. This may add to 

our understanding of possible treatment mechanisms. These findings are interesting 

as coparenting behaviour was a secondary focus of the intervention, but shows the 

potential for even brief, behaviourally focused feedback to have a positive impact on 

the ways in which fathers coparent with their partners.  
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In addition to being potentially effective at improving an aspect of coparenting, early 

research has also indicated that it acceptable to deliver this programme to both 

fathers and coparents (Iles et al., 2017; Lawrence et al., 2013). All of the families who 

were offered the intervention completed visits, and almost all families completed all 

six sessions. This is suggestive of families finding the concept of the programme 

acceptable, but also the sessions themselves. However, health services are under 

increasing financial pressure, and resources are limited. It would be important to 

understand whether delivering the intervention to two caregivers would be cost 

effective, as delivering the intervention to two parents requires more therapist time. 

Additionally, delivering the intervention to two caregivers would also require more 

visits to be completed by the interveners in evenings and weekends. It is not known 

how acceptable this would be to the interveners, and if this would be possible within 

existing NHS services. A larger trial of VIPP-Co would be needed to fully assess this. 

 

This study has highlighted the wider importance of making parenting programmes and 

research more accessible to fathers. Despite care and effort being made to proactively 

approach, involve, and engage fathers, levels of families with coparents participating 

was much lower than hoped. This may reflect a wider issue within parenting and early 

childhood noted by many researchers (Panter-Brick et al., 2014; Tully et al., 2017), but 

also highlights possible barriers if this intervention were to be delivered to families as 

part of standard care in the UK. It therefore seems that there must be a larger shift in 

healthcare, research and public views of fathers and coparents.  
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To summarise, involving fathers and coparents in parenting programmes and research 

is difficult, but worthwhile, and should be a priority for professionals and researchers 

working with young children and families. A larger, better-powered study of VIPP-Co 

is needed in order for the potential benefits to be properly assessed on both 

coparenting and child externalising behaviour, but the current study offers an insight 

into the benefits of delivering VIPP-Co to families in the UK.  
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Chapter Five: Discussion 
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5.1 Chapter Summary  
 
This chapter will begin by giving an overview of the central aim of this thesis, followed 

by outlining the main aims and findings of each chapter. Next, the advantages and 

disadvantages of the study design, statistical methods, and measures will be 

discussed, including challenges encountered and what can be learnt from these. The 

clinical and research implications of the studies will then be discussed, before 

concluding remarks outlined.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



209	

	

5.2 Aim of the thesis  
 
The central aim of this thesis was to further our understanding of coparenting. 

Coparenting is a subsystem within the family that is increasingly being recognised for 

the central role it plays as a predictor of both child and parent outcomes. An aim of 

this thesis was to understand the determinants of coparenting, specifically the role of 

early parental depression and child temperament in the development of later 

coparenting behaviours. The thesis also focused on video-feedback interventions, a 

clinical tool that has been shown to be effective at improving parenting behaviours. 

The thesis aimed to investigate the effectiveness of these interventions in improving 

child outcomes, as well as explore whether the intervention could be extended to 

address coparenting behaviours. These questions were addressed as part of the three 

study chapters that make up this thesis. An overview of the aims and key findings from 

each chapter will be discussed, as well as the strengths and limitations of the study 

designs and analysis methods used. Concluding remarks will then be presented.  

 

5.3 Overview of chapter aims and findings  
 
The aim of chapter two was to assess the effectiveness of video-feedback 

interventions in improving child socio-emotional outcomes. There have been several 

previous reviews examining the potential impact of these interventions on parenting 

outcomes, but there is very limited literature examining child outcomes. The primary 

outcome of the review was child behaviour problems and the secondary outcomes 

included a range of other child socio-emotional outcomes, including attachment 

security and child interactive behaviours. Additional analyses aimed to test whether 

increases in parental sensitivity were associated with larger effects on child outcomes, 
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and whether different effects were seen for VIPP interventions compared to other 

video-feedback interventions. The study found an effect of video-feedback 

interventions for externalising behaviour problems, but this was limited to post-test 

assessments, with no evidence found for a longer-term effect. Effects on internalising 

problems, attachment, and child interactive behaviour were mixed, with effects found 

for one measure of attachment and child initiated interactive behaviour at post-test. 

No long-term effects were found on any other outcomes. There was no evidence that 

parental sensitivity moderated these effects, and there were too few studies to 

establish whether there was a difference in effectiveness between VIPP and non-VIPP 

intervention studies. Overall the findings suggest that video-feedback interventions 

are a potentially powerful tool for use in clinical settings. However more research 

utilising robust, repeated measure designs are required to better understand the 

effectiveness of these interventions. Research also did not consistently report long-

term follow-ups, and this has limited our ability to test whether these programmes 

have long-term effects for children. This is the first meta-analysis specifically testing 

the effectiveness of video-feedback interventions in improving child outcomes. As this 

is the ultimate aim of these programmes, and these interventions are widely used in 

services, this study has important implications for clinicians and researchers.  

 

The aim of chapter three was to understand early predictors of the coparenting 

relationship, specifically the contributions of early child temperament and mothers’ 

and fathers’ depression. The results showed that early maternal depression and a 

difficult child temperament led to more cooperative coparenting, and there was some 

evidence that the associations of these factors were stronger in male children than 
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female children. The results of the study suggested that some families may be able to 

compensate for the presence of early maternal depression and difficult child 

temperament, resulting in more positive coparenting behaviour over time. As this 

positive association was novel, it suggests that there are alternative developmental 

trajectories of this relationship, rather than the association being linear. This study has 

implications for clinicians working with families, as it points to some families being 

more able to overcome the effects of depression and a difficult temperament than 

others, and may help in identifying families who may need additional support.  

 

The aim of chapter four was to assess the effectiveness of VIPP-Co in improving child 

externalising behaviour problems, and to test whether intervention effects were 

mediated through intervention effects on mothers’ and fathers’ coparenting. The 

study utilised a subset of participants from a large randomised controlled trial. The 

findings and interpretation of the results in this chapter were limited by sample size, 

and as a result did not have sufficient statistical power to detect intervention effects. 

No significant effect of the intervention was found on either mothers’ and fathers’ 

coparenting behaviour or any measure of child externalising behaviour. There were 

indications that there may have been an effect on fathers’ coparenting behaviour, 

however due to sample size the results must be interpreted with caution. Most 

families completed all of the intervention visits, suggesting that the intervention has 

high acceptability. The VIPP-Co intervention warrants further investigation in a 

dedicated and fully powered trial.  
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5.4 Advantages and disadvantages of study designs and methods  
 
5.4.1 Study designs  

This thesis used a range of research methods in order to best address the research 

questions being asked, and aimed to use both the most appropriate and highest 

standard of evidence for each stage of the research process. The study designs used 

include a longitudinal observational study, a randomised controlled trial, and a meta-

analysis; starting at the metaphorical lab bench and taking us directly to the bedside 

(or the family’s living room in this case). Within this, a range of assessment measures 

were used, including questionnaires, semi-structured clinical interviews, and video-

recorded interactions coded using an innovative coding measure.  A range of statistical 

methods were also employed across the chapters, including structural equation 

modeling, meta-analysis, and regression modeling. These approaches have significant 

strengths, as well as limitations, which will now be discussed in turn.  

 

Early research requires correlational methods to be employed in order to establish 

whether there are associations between variables of interest, and if there are, the 

type and direction of these associations. Chapter three utilised a longitudinal design, 

where very early factors were measured and the associations with coparenting two 

years later examined. This is a strength of the current study as it allows us to examine 

potential developmental shifts in the coparenting relationship as a result of early risks. 

Although some studies have used a similar design, most coparenting literature has 

looked at associations concurrently.  
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However, longitudinal studies show correlation, not causation and therefore it is not 

truly known whether the independent variables of interest in this study were causing 

the changes being observed, or whether an unknown confounder is driving any 

effects. Researchers are using increasingly complex and sophisticated approaches to 

study the development of variables over time, which make the results of longitudinal 

studies more robust than the findings reported here. Ideally coparenting, parental 

mood, and child temperament would have been assessed at every time point, and 

over multiple time points. It would have then been possible to use more complex 

statistical approaches to understand the relationships between these variables. For 

example mediation models may have elucidated possible mediators between early 

difficulties and later coparenting behaviours. Alternatively latent growth modeling 

may have suggested instead that there are different developmental trajectories in the 

development of coparenting, depending on parental depression and temperament.  

Utilizing these methods may have added to our understanding of the mechanism in 

which these variables affect each other. However, this was not possible in the current 

study as there was only data available for parental mood and temperament at the first 

time point and coparenting at the second time point. This is a limitation of the design 

of the current study that arose as a result of being a secondary analysis of an existing 

dataset.  

 

When research has established an association between two variables, such as 

coparenting and externalising behaviour, it is then important to understand whether 

modifying one variable results in one results in changes in the other. This serves a dual 

function; first it establishes whether there is a causal relationship between the two 
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variables, and second it tests whether it is an effective target for intervention. Chapter 

four of this thesis utilises a pragmatic RCT design in order to test whether coparenting 

can be targeted using a brief video-feedback intervention, and whether this is turn 

leads to reduced externalising behaviour in children. Well-designed RCTs are the gold 

standard when assessing the effectiveness of interventions as they allow for an 

unbiased assessment of the causal effect of the intervention on the outcome, 

controlling for the effects of possible confounders (Kendall, 2003). Chapter four was a 

sub study of a large RCT (the Healthy Start, Happy Start Study) and benefitted from 

appropriate randomisation, assessors being blinded to outcomes, and a repeated 

measure design. However, the subsample of coparents was small so we must be 

cautious not to over interpret any possible findings, despite the use of a robust 

randomised controlled design.  

 

It has been established that even randomised controlled trials are not infallible, and 

findings are not always replicated (Krauss, 2018). Researchers suggest this may occur 

as randomisation does not always lead to baseline levels of variables being equally 

distributed between groups, other important variables that may impact results are 

not considered, or a stringent design is not employed. If there have been a number of 

studies investigating the effects of a certain intervention or target for intervention, it 

is possible to synthesise these findings in a meta-analysis to overcome some of these 

issues.   

 

Meta-analyses allow for similar studies to be synthesized and their results pooled, 

increasing power to estimate small effects with greater precision. This allows for more 
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certainty to be known about the effects of a particular association or intervention, 

especially in the presence of variable between-study results. Meta-analyses are 

therefore a powerful tool that can have important implications for researchers and 

clinicians. Chapter two of this thesis was a meta-analysis that investigated the 

effectiveness of video-feedback interventions on child outcomes. Video-feedback 

interventions aim to change parent or caregiver behaviours, but their ultimate aim is 

to improve child outcomes. This had not been systematically explored by researchers, 

and therefore adds considerably to our understanding of the effectiveness of video-

feedback interventions.  

 

However meta-analyses have a secondary benefit, in that limitations of the current 

evidence can be identified. In chapter two, three key limitations emerged: that video-

feedback interventions had not been properly tested in fathers or with couples, less 

is known about their long-term effectiveness, and that there are significant issues 

regarding consistent outcome measurement. These limitations will have important 

implications for future researchers testing interventions, and for clinicians and policy 

makers who make decisions around the use of these interventions. 
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5.4.1 Study measures   

In addition to the use of different study designs, different types of measurement 

tools were used throughout this thesis, and the strengths and weaknesses will now 

be briefly discussed. 

  

5.4.1.1 Coparenting  

Coparenting was measured using an observational coding measure of coparenting 

behaviours.  Observational measures have significant strengths that have been 

described in detail in both the introduction of this thesis and in chapter three. 

However to recap, observational measures do not rely on parental report of a 

behaviour, which can be affected by recall, interpretation of behaviours, and other 

parental factors, including psychopathology. They allow for the coding of brief, 

unconscious behaviours that aim to reflect every day interactions that may not be 

captured by other measures. The measure chosen for this thesis was a modified 

version of a widely used coding measure of coparenting behaviour (Schoppe-Sullivan, 

unpublished coding measure), that was updated by experts in the field of parent-child 

interaction for use in research (Van Berkel et al., 2016). The approach of coding each 

parents’ coparenting separately has shown how mothers’ and fathers’ coparenting is 

affected differently by early difficulties within the family, but may also be differentially 

affected by interventions. The measure was suitable to be used to code the data from 

the Oxford Fathers’ Project (chapter three), but could also be applied to the specially 

designed tasks in the Healthy Start, Happy Start study (chapter four). The tasks 

included in chapter four of this thesis also represent a significant strength as they were 

designed specifically to elicit coparenting behaviours of interest.  
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However there are disadvantages of the measure chosen. Firstly, the process of 

learning how to code reliably using the CTI coparenting measure was complex, and 

required intensive training. The behaviours being coded were both subtle and often 

subjective. For example coders were required to determine whether an interruption 

was accidental, or a purposeful attempt to interrupt the on-going play between the 

other parent and the child. This required skill and practice using the measure, as well 

as jointly coding a large number of videos in order to be familiar with the behaviours 

of interest. The process of becoming familiar with the measure and becoming reliable 

with both the measure redeveloper (Sheila van Berkel) and the two other researchers 

who coded video data for this thesis took time and significant training. However 

robust measures were put in to place to ensure that drift did not occur, and if it did it 

was detected and addressed. This included double scoring video regularly throughout 

the coding process and any differences discussed until consensus was reached. The 

coding manual itself was also updated in order to operationalize the ways in which 

coding was conducted to ensure consistency across time and coders.  

One of the main issues highlighted in the results of the meta-analysis in this thesis was 

the lack of consistent outcome measures. The version of the coparenting measure 

used here has not been used elsewhere in research, but is based on a widely used 

measure of coparenting used by a leader in the field of coparenting research. It 

captures the two key dimensions of coparenting behaviour, described in both 

narrative reviews and research linking coparenting to risk in experimental research 

(Egeren and Hawkins, 2004; Feinberg, 2003; Margolin et al., 2001; Teubert and 
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Pinquart, 2010). Therefore although the measure is new, the data being generated 

and the results of the studies are easily comparable with research in the field.  

 

The issue of measurement in coparenting research reflects a wider issue within the 

coparenting field. Coparenting is a relatively new field of study when compared to 

other relationships such as parent-child interaction. Although research generated in 

this area is growing exponentially, the conceptualisation of this key behaviour is not 

fully agreed upon, and in turn is measured in inconsistent ways. There are a number 

of conceptualisations of this behaviour, and although most descriptions of this key 

relationship report on overlapping dimensions, it is important that a single, agreed 

upon definition of coparenting is reached to allow for consistency between 

researchers in the field. This could be achieved through a meeting of experts in the 

field of coparenting, and a conceptualisation agreed upon using an approach like the 

Delphi Method (Dalkey, 1969).  

 

5.4.1.2 Child behaviour  

Child behaviour was measured in chapter four using a semi-structured, standardised, 

investigator-led interview of the caregiver. Interviews are the gold standard for 

assessing child behaviour, as they are less affected by bias in the recall and 

interpretation of behaviours, as well as other factors such as parental 

psychopathology. In addition, researcher assessed outcome measures have been 

shown to find larger effect sizes than self-report measures and therefore have 

increased power to detect possible differences (National Institute for Health and Care 

Excellence, 2013). The use of this measure represents a significant strength of the 
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current research. However in addition to this measure being included, taking heed 

from the meta-analysis, the most widely used measure of child behaviour was also 

completed by the parents (the CBCL). Both parents completed the CBCL and their 

reports were averaged, allowing for both mothers’ and fathers’ assessments of their 

child’s behaviour to be considered. There is debate as to whether this averaging 

approach is best, or whether researchers should examine mother and father reports 

separately. However this approach raises additional issues around an increased risk of 

multiple testing in some study designs.  Overall the use of a combination of interview 

and questionnaire measure (CBCL) allowed for both a robust assessment of child 

behaviour to be reported, in addition to cross-publication comparisons to be made 

with other research in the field. 

 

5.4.1.3 Parental mood and child temperament 

In chapter three of this thesis, self-report measures were used to capture parental 

mood and child temperament. The measures selected are widely used, well validated, 

and in the current study were able to predict later coparenting behaviour two years 

later. In research there is often a trade-off between using the ideal outcome measure, 

and the need for practicality in the use of the measure. This includes the length of 

time required to administer measures, the complexity of coding and scoring, as well 

as other factors. It is not possible to conduct researcher-lead outcome measurement 

for all outcomes in a research study. Firstly, these measures are intensive for the 

researcher to conduct and often require extensive training and on-going monitoring 

for reliability. They are also time-intensive, requiring time to administer and code, and 

take up increased participant time. More data can be collected if some outcomes are 
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measured using self-report, allowing for researchers to answer more questions, and 

reducing the burdens on the participants.  

 

Second, there are instances where self-report measures are more appropriate than 

researcher-lead ones. For example, in the Oxford Fathers’ Project, (chapter three) a 

researcher assessed measure of parental mental health (Structured Clinical Interview 

for DSM; First, Williams, Karg, and Spitzer, 2015) was collected as part of the research 

visit and was available to use in the current analysis. However this measure generates 

categorical data, whereas the self-report measure (the EPDS) reported continuous 

data. Continuous data allowed for the severity of the parents’ depression to be 

investigated as a determinant of coparenting, rather than the presence of the 

condition itself. In this instance, the data generated by the self-report measure 

allowed for more sensitive inferences to be made. Additionally, self-report measures 

are able to ask participants about their perceptions of behaviours, as well as the 

meaning they personally attribute to this. This is therefore tapping into an important 

aspects of behaviours that observational measures are not able to capture.  

 

5.5 Clinical and research implications  
 
This thesis offers insights to both researchers and clinicians working with families and 

young children. The broad insights from the thesis as a whole, as well as the 

implications from each individual study, will be discussed in turn.  

 

Chapter two demonstrated that video-feedback is effective at improving some child 

outcomes in the short term, but evidence of longer-term effect was lacking. As the 
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intervention is being delivered in a number of settings, it is important that it is shown 

to be effective with a robust evidence base. This review provides evidence of their 

effectiveness in some cases, but more research is required in order to fully assess 

whether the interventions are effective at improving child-outcomes in the long term. 

The review did however also highlight the limitations in our current understanding of 

video-feedback. Despite large volumes of research, there are still significant 

limitations in our understanding of the effectiveness of these interventions, as a result 

of issues relating to methodology and outcome measurement. These issues are being 

addressed in the form of initiatives like the COMET initiative (COMET Initiative, 2010) 

and more stringent requirements from funders to register trial protocols. These will 

go a long way to improve the quality of the outcomes being reported, and this review 

highlights the important role they will play in future evaluations of interventions.  

 

The research conducted as part of this thesis highlights the importance of taking a 

wider view of the family, and looking beyond the mother-infant relationship and into 

the wider family system. This approach allows not only for other important 

subsystems to be included in our understanding of child and family development, but 

also for research to be more inclusive and reflective of real families. Coparenting 

encapsulates types of people who share joint responsibility of a child. It allows 

researchers and clinicians to work with non-traditional families in a meaningful way, 

as it assumes the importance of other individuals within the family without an 

expectation or requirement about who they may be.  
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Chapter three of this thesis illustrates some of the complexity in family functioning 

that should be considered. The findings suggest families were able to compensate for 

parental depression and a difficult child temperament, and developed more effective 

coparenting strategies as a result. Parental depression and a difficult child 

temperament are independently associated with poor outcomes, and for some 

families it has been shown that this leads to a more negative coparenting relationship. 

It will be important to identify which factors led to the families in this study having a 

compensatory response, as the families who are not able to compensate for these 

early difficulties are at an increased risk of poor outcomes. Understanding this 

mechanism would allow for researchers to identify those families at heightened risk, 

and offer them increased support as a result. This chapter has shown that the 

coparenting relationship is differentially affected by early difficulties, and more 

research should elucidate why in order that families’ needs are best met by services.  

 

Chapter four of this thesis gives important insight into the practicalities of involving 

coparents in research. The recruitment of fathers in to the study was difficult, and 

practical issues in involving two caregivers in interventions arose. For example some 

of the interveners were not able to provide the intervention during evenings or 

weekends, making the inclusion of two parents more complex to arrange and 

accommodate. This has implications if the intervention was to be delivered by 

services, as delivering the programme to two caregivers may require more intervener 

time and for the visits to be delivered outside of normal working hours. Therefore, 

although efforts were made to best accommodate and encourage the involvement of 

fathers and coparents, it seems that there are a number of practical and societal 
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barriers to overcome. It may be that more top down changes need to be made in order 

to ensure equality in inclusion of coparents in research and services. If maternity and 

paternity leave was more equivocal in the United Kingdom, or mothers and fathers 

were given time off from work to attend parenting interventions, this may increase 

uptake. It will probably need to go further than this, and may require a shift in the way 

we value and view parents and parenting.  

 

Despite the possible barriers to participation, the results of chapter four did suggest 

that coparenting may be an acceptable target for intervention. It is clear, however, 

that considerably more research needs to be done to fully establish this. The 

effectiveness, cost effectiveness, and acceptability to services will also need to be 

explored in more depth. This could draw on qualitative methods in order to elucidate 

parents’ experiences, which may help contextualise the findings and inform the design 

of future studies.  
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5.6 Concluding comments  
 
This thesis has highlighted the central role of coparenting within the family system, 

and how it may both complement and further our understanding of research and 

clinical practice with families and young children. This thesis has demonstrated the 

effectiveness of video-feedback interventions in improving some child outcomes. This 

is the first time this has been systematically explored and has contributed to our 

understanding of where there is evidence of improvements to child outcomes, but 

also where there are gaps in the literature. Our understanding of the way the 

coparenting relationship may develop in the first few years of life has also been 

extended, building on previous research studying the pathway between early 

difficulties and later coparenting behaviour. The effectiveness and acceptability of 

using video-feedback to improve coparenting behaviour and later child outcomes was 

assessed. Although underpowered it has demonstrated that it may be an acceptable 

target for intervention in the early years.  
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PRISMA 2009 Checklist

Section/topic # Checklist item Reported on 
page # 

TITLE 
Title 1 Identify the report as a systematic review, meta-analysis, or both. 40 
ABSTRACT 
Structured summary 2 Provide a structured summary including, as applicable: background; objectives; data sources; study eligibility 

criteria, participants, and interventions; study appraisal and synthesis methods; results; limitations; conclusions 
and implications of key findings; systematic review registration number.  

NA 

INTRODUCTION 
Rationale 3 Describe the rationale for the review in the context of what is already known. 45-46
Objectives 4 Provide an explicit statement of questions being addressed with reference to participants, interventions, 

comparisons, outcomes, and study design (PICOS).  
47 

METHODS 
Protocol and registration 5 Indicate if a review protocol exists, if and where it can be accessed (e.g., Web address), and, if available, 

provide registration information including registration number.  
48 

Eligibility criteria 6 Specify study characteristics (e.g., PICOS, length of follow-up) and report characteristics (e.g., years 
considered, language, publication status) used as criteria for eligibility, giving rationale.  

49 

Information sources 7 Describe all information sources (e.g., databases with dates of coverage, contact with study authors to identify 
additional studies) in the search and date last searched.  

48-49

Search 8 Present full electronic search strategy for at least one database, including any limits used, such that it could be 
repeated.  

Appendix B 

Study selection 9 State the process for selecting studies (i.e., screening, eligibility, included in systematic review, and, if 
applicable, included in the meta-analysis).  

49-50

Data collection process 10 Describe method of data extraction from reports (e.g., piloted forms, independently, in duplicate) and any 
processes for obtaining and confirming data from investigators.  

50 

Data items 11 List and define all variables for which data were sought (e.g., PICOS, funding sources) and any assumptions 
and simplifications made.  

51, Appendix 
C 

Risk of bias in individual 
studies  

12 Describe methods used for assessing risk of bias of individual studies (including specification of whether this 
was done at the study or outcome level), and how this information is to be used in any data synthesis.  

59-60

Summary measures 13 State the principal summary measures (e.g., risk ratio, difference in means). 53 
Synthesis of results 14 Describe the methods of handling data and combining results of studies, if done, including measures of 

consistency (e.g., I2) for each meta-analysis.  
53 

Appendix A
PRISMA Checklist

253



PRISMA 2009 Checklist

Page 1 of 2 

Section/topic # Checklist item Reported 
on page # 

Risk of bias across studies 15 Specify any assessment of risk of bias that may affect the cumulative evidence (e.g., publication bias, selective 
reporting within studies).  

75 

Additional analyses 16 Describe methods of additional analyses (e.g., sensitivity or subgroup analyses, meta-regression), if done, indicating 
which were pre-specified.  

54-55

RESULTS 
Study selection 17 Give numbers of studies screened, assessed for eligibility, and included in the review, with reasons for exclusions at 

each stage, ideally with a flow diagram.  
57 

Study characteristics 18 For each study, present characteristics for which data were extracted (e.g., study size, PICOS, follow-up period) and 
provide the citations.  

58 

Risk of bias within studies 19 Present data on risk of bias of each study and, if available, any outcome level assessment (see item 12). 60-68
Results of individual studies 20 For all outcomes considered (benefits or harms), present, for each study: (a) simple summary data for each 

intervention group (b) effect estimates and confidence intervals, ideally with a forest plot.  
69-70

Synthesis of results 21 Present results of each meta-analysis done, including confidence intervals and measures of consistency. 60-70
Risk of bias across studies 22 Present results of any assessment of risk of bias across studies (see Item 15). 75 
Additional analysis 23 Give results of additional analyses, if done (e.g., sensitivity or subgroup analyses, meta-regression [see Item 16]). 67-68

DISCUSSION 
Summary of evidence 24 Summarize the main findings including the strength of evidence for each main outcome; consider their relevance to 

key groups (e.g., healthcare providers, users, and policy makers).  
71-78

Limitations 25 Discuss limitations at study and outcome level (e.g., risk of bias), and at review-level (e.g., incomplete retrieval of 
identified research, reporting bias).  

75 

Conclusions 26 Provide a general interpretation of the results in the context of other evidence, and implications for future research. 80-83

FUNDING 
Funding 27 Describe sources of funding for the systematic review and other support (e.g., supply of data); role of funders for the 

systematic review.  
NA 

From:  Moher D, Liberati A, Tetzlaff J, Altman DG, The PRISMA Group (2009). Preferred Reporting Items for Systematic Reviews and Meta-Analyses: The PRISMA Statement. PLoS Med 6(7): e1000097. 
doi:10.1371/journal.pmed1000097  

For more information, visit: www.prisma-statement.org. 

Page 2 of 2 

2 5 4



 255 

Appendix B 

Full search strategy structure 

The effectiveness of video-feedback interventions in improving child socio-emotional problems 
and attachment 

Sets 1-16 are search 
terms relating to the 
population. They are 
combined using OR.  

Video feedback 
Video feed back 
Video therap* 
Video interven* 
Video based intervention.  
VIPP  
VIPP-SD  
(Video-feedback intervention to promote positive 
parenting and sensitive discipline) 
Video interaction project 
Video interaction guidance 
Video enhanced reflective practice 
Clinician assisted videofeedback exposure sessions 
Video home training 
Early parenting intervention 
Home visiting intervention 
Attachment based intervention.mp.  
1 or 2 or 3 or 4 or 5 or 6 or 7 or 8 or 9 or 10 or 11 or 
12 or 13 or 14 or 15 or 16 

Intervention (I) 

Sets 18-30 are search 
terms relating to the 
participants. They are 
combined using OR.  

parent 
Child 
mother  
father  
caregiver 
Family  
infant  
preschool 
toddler  
baby 
Positive parenting 
Sensitive discipline 
Maternal sensitivity 
18 or 19 or 20 or 21 or 22 or 23 or 24 or 25 or 26 or 
27 or 28 or 29 or 30 

Participants (P) 

NA Not included in this search strategy Study Design 
(SD) 

Set 32 is the 
combination of 
Intervention and 
Participants. 33 uses the 
Ovid function to remove 
duplicates.  

32. 17 and 31
33. remove duplicates from 32

Combination of 
P & I & SD 
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Appendix C 

List of all variables extracted for eligible publications included in the review. 

1. Aim of study
2. Design
3. Total number of participants
4. Setting of recruitment
5. Method of recruitment
6. Infant age (mean and range)
7. Infant condition
8. Target caregiver
9. Caregiver age
10. Caregiver conditions
11. Intervention name
12. No. Randomised to group
13. Theoretical basis
14. Number of sessions
15. Duration of video clip
16. Frequency
17. Feedback type
18. Providers
19. Control group type
20. No. Randomised to control
21. Contents of control group/ other intervention group
22. Timing of outcome assessment (s)
23. Infant outcome
24. Infant outcome measure
25. Parent outcome
26. Parent outcome measure
27. Main findings
28. Child outcome
29. Statistical Method
30. Child Outcome Data
31. Parental outcome
32. Statistical Method
33. Parental Outcome Data
34. Quality assessment
35. Trial protocol registration



 257 

Appendix D 

Infant Characteristics Questionnaire. No permission to reproduce. 

Reference: Bates, J. E., Freeland, C. A. B., and Lounsbury, M. L. (1979). Measurement of 
Infant Difficultness. Child Development, 50(3), 794.  
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Appendix E 

Edinburgh Postnatal Depression Scale. 

Users may reproduce measure without further permission providing the measure is referenced 
properly and copyright respected.  

Reference: Cox, J.L., Holden, J.M. and Sagovsky, R. (1987). Detection of postnatal depression: 
Development of the 10-item Edinburgh Postnatal Depression Scale. British Journal of Psychiatry, 150, 
782-786
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Appendix F 

Coparenting coding behavior scales  

COPARENTING BEHAVIOR CODING SCALES 

VERSION: 8-22-07 

Schoppe-Sullivan Lab 

• Modified from scales developed by Cowan & Cowan (1996)

• Used in the following published papers:

o Schoppe, Mangelsdorf, & Frosch (2001)

o Schoppe-Sullivan, Mangelsdorf, Frosch, & McHale (2004)

o Schoppe-Sullivan, Mangelsdorf, Brown, & Szewczyk Sokolowski (2007)

o Davis, Schoppe-Sullivan, Mangelsdorf, & Brown (2009)

o Schoppe-Sullivan, Weldon, Cook, Davis, & Buckley (2009)

…and others yet to come!
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Coparenting Behavior Coding Scales 

 

1.  Pleasure: Qualities 

 

1.  Couple appears to enjoy sharing and collaborating in parental role and is able to 

demonstrate that during the interaction. 

 

2.  Each partner appears to take pleasure in other’s relationship with child; is able to 

watch comfortably partner’s individual relationship with child. 

 

3.  Partners display playfulness and humor with each other about their respective 

parenting styles/practices and their relationship with their child. 

      

4. How much the couple looks at one another, laughs, or smiles. 

 

Range of scale: 

 

(5) Very high pleasure: Such expressions of pleasure and appreciation as in (4) are 

very frequent and of high intensity (e.g., shared laughter, etc.). Couple seems to be 

getting a “kick” out of the interaction, having a blast. 

 

(4) High pleasure: Partners express/show their enjoyment and appreciation of how 

their partner plays with their child and of the relationship between their partner and 

their child. Can share involvement with partner or enjoy watching dyad play. Laughs 

together frequently. 

 

(3) Moderate pleasure: Parent seems to enjoy partner’s relationship with child and 

parenting with partner. However, enjoyment is not present at all times and is generally 

muted in some way. Parents’ enjoyment of each other is partly inferred rather than 

directly observed. Smiling or laughing a few clear times. 

 

(2) Low pleasure: Though partners do not necessarily show negative feelings toward 

each other, parents rarely show enjoyment of partner’s relationship with child. Their 

response to partner’s relationship is either neutral or negative in tone. Rarely smiling 

or laughing. 

 

(1) Very low pleasure: Virtually no pleasure visible.  

 

Examples: 

1. Is the pair having fun while doing the tasks? 

2. Are they sharing clear positive comments, laughing, smiling?  
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2. Warmth: Qualities

1. Parents demonstrate affection and positive regard for each other; laugh, hug, touch,

smile, say nice things to each other. Note: Physical affection is rare and if seen, 

definitely consider a “5”. 

2. Responsive/working together – a feeling of connection between partners is visible.

3. Parents provide emotional support, reassurance, and encouragement for each other

that is authentic. 

4. Generosity of affect, touch, smiles, and self; this generosity seems authentic.

Range of scale: 

(5) Very high warmth: Displays of warmth and affection pervade the episode. Playful, 

perhaps physically affectionate towards one another. 

(4) High warmth: Parents openly, clearly demonstrate affection for each other. This 

regard for each other may be seen through visible displays of affection or inferred 

through a feeling of connectedness that exists between them, although, this feeling of 

warmth is not as pervasive as in (5). Frequently say nice things to one another. 

(3) Moderate warmth: Parents display a reasonable amount of positive regard for each 

other. The sense of connectedness is apparent but not striking. Sometimes say nice 

things to one another. 

(2) Low warmth: Parents are less open and relatively tentative in their display of 

affection for each other. Limited sense of connectedness between parents. Somewhat 

unresponsive to partner’s affection or gestures. 

(1) Very low warmth: Virtually no warmth visible from partners; seem disconnected 

from each other. 

Examples: 

1. Looking at one another and laughing or smiling in a positive manner.

2. If one partner is saying something like “I am such a terrible artist,” the other might

reassure the first by saying “You did a great job, that picture looks just like you!” 
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3.  Cooperation: Qualities 

 

1.  Reflects degree to which partners help and support one another in teaching and 

playing with child. 

 

2.  Help and support between partners can be instrumental as well as emotional. 

 

Range of scale: 

 

(5) Very high cooperation: Partners are very frequently actively cooperative. They do 

not negatively interrupt one another, or distract from other’s interventions with child. 

Parents working together consistently and effortlessly. 

 

(4) High cooperation: Each partner builds on other’s efforts to help child; minimum of 

interrupting or distracting from partner’s interventions; cooperation is easy/smooth 

and frequent. Working together a lot, very actively involved. 

 

(3) Moderate cooperation: Partners generally work with and support each other, 

though there are times when helping one another lapses and parents appear less in 

concert. Working together more than 50% of the time, echoing each other’s 

comments, but not necessarily engaging in truly active cooperation. 

 

(2) Low cooperation: Partners are usually not supporting or working with each other; 

partners will appear to have separate ways of working with their child, though they’ll 

share the same approach on occasion. Working together less than 50% of the time, 

and coparenting is not very supportive, might even say is more hurtful than helpful. 

 

(1) Very low cooperation: Virtually no effort is made by partners to support and assist 

each other; parents will appear to be working with the child independently of their 

partner. 

 

Examples: 

1. Parent repeats or elaborates on what the other has said to the child. 

2. Partner complies willingly with partner’s request for help or task. 

 

Notes: Three is highest score you can get without actively cooperating. Active cooperation 

means deliberate action by one partner to involve the other partner: Ex: Mother: Let’s play 

Daddy’s game. If couple has low level of cooperation (like a 2) and then shows 1-2 instances 

of active cooperation, bump them up to a 3. If couple has moderate level of cooperation (like 

a 3) and shows 1-2 instances of active cooperation, bump them up to a 4, etc.   
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4. Interactiveness: Qualities

1. Degree to which parents talk with and engage with each other.

2. Interaction can be both verbal and non-verbal. Non-verbal might take the form of

giving glances, touch, smiles, or other expressions, and attempting to elicit those from 

partner. 

3. Interaction can be initiated by either partner.

4. Interaction can have a positive and/or a negative emotional tone; rating is more an

assessment of quantity of interaction. 

Range of scale: 

(5) Very high interactiveness: Very frequent interaction between partners. Partners 

respond eagerly to interaction with one another. Partners talk a lot and frequently go 

off topic. 

(4) High interactiveness: Partners both initiate and respond to interaction with each 

other. Interaction between parents facilitates family play and can be conversational. 

Partners must interact with one another, discussing subjects outside of the task. One 

off topic conversation in the context of high interaction.  

(3) Moderate interactiveness: Partners’ interactions usually occur around requirements 

of the task. Periods where partners are less interactive exist. Partners have one or two 

exchanges with one another, mostly centered around the task at hand. 

(2) Low interactiveness: Partners engage with each other as needed, but interaction is 

brief. Parents rarely talk with each other unless necessary. 

(1) Very low interactiveness: Parents barely engage with each other. 

Examples (for higher scores): 

1. Parents carry on a conversation about their plans for dinner, tomorrow’s activities, etc.

2. Partners get sidetracked. For example, the father may want to color the mother’s hair pink,

and then they start a discussion about pink hair.  
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5.  Displeasure: Qualities 

 

1.  Parents express dislike of partner’s style of interacting with child either directly or 

veiled (i.e., sarcasm). 

 

2.  Parents express dislike of the quality of partner’s relationship with child. (Dislike 

can be reaction to how positive the relationship is or to how negative it is.) 

 

3.  Parents do not enjoy working together. 

 

Range of scale: 

 

(5) Very high displeasure: Partners are both displeased and/or threatened by other 

partner’s relationship with the child; displeasure can be expressed as jealousy (e.g., 

“he likes playing with you more than playing with me”). Parents display several clear 

comments. 

 

(4) High displeasure: One partner (or both) actively shows or says they dislike how 

the other is parenting, or criticizes other’s relationship with child. Statements are 

overt; feelings are clear. Partner may verbalize one clear comment plus several subtle 

comments. 

 

(3) Moderate displeasure: Predominantly veiled (sarcastic) or subtle comments or tone 

during interaction suggest parents’ dislike of each other’s relationship with their child, 

or on only one occasion a partner shows overt displeasure. One or two subtle 

comments or one clear, overt comment from a parent. 

 

(2) Low displeasure: Parents are generally unbothered by partner’s relationship with 

their child; however, they might occasionally jab or otherwise indicate some negative 

feelings. One subtle comment from one of the partners. Some vague comments are 

made. Not clear. Not accompanied by negative facial reaction. 

 

(1) Very low displeasure: No displeasure visible. 

 

 

Examples: 

1. A strong example might be the father said to the child “Look, Mommy is ‘building- 

challenged!’” 

2. A more subtle example might be if the father said to the child “You drew Mommy taller 

than Daddy.” 
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6.  Coldness: Qualities 

 

1.  Parents seem distant, closed-off, and lack affection for each other. 

 

2.  Sense of each parent keeping a distance between him/herself and partner. 

 

3.  Parent can show disdain toward partner. Disdain visible through curtness, 

snubbing, or a general lack of response toward partner and partner’s attempts to 

engage in interaction. 

 

4.  Parent seems to withhold affection on purpose or because they have difficulty with 

intimacy. 

 

Range of scale: 

 

(5) Very high coldness: Non-engagement with partner predominates and appears to be 

intentional. Parents seem disinterested in partner. Disdain visible. 

 

(4) High coldness: Parents interact with partner, but in a clearly withdrawn or aloof 

fashion. Captures essence of definition. Parent rejects partner’s overtures for 

closeness (emotional or physical). 

 

(3) Moderate coldness: Parent generally keeps to self during much of the session OR 

some snubbing (verbal or nonverbal) of partner’s attempts to engage or get close to 

each other (physically or emotionally). One partner says something and the other 

doesn’t respond OR consistent looking up with no response. Emotionally withdrawn. 

 

(2) Low coldness: Some withdrawal visible. Parent is generally open to his/her 

partner and to their overtures for warmth without necessarily initiating this contact 

themselves. A slight amount of distance between partners is noticeable. Must have 

some reason to think partner is emotionally withdrawn.   

 

(1) Very low coldness: Virtually no coldness visible between parents. 

 

Examples: 

1. If a mother puts a piece of log on the house and a few seconds later, the father takes it off 

without telling her, this is a small amount of coldness. 

2. If a partner brags to the other that their drawing or building skills are better than theirs. 

3. If one partner makes a comment(s) and the other completely disregards it. 

 

Notes: 

1. Score using colder parent. 

2. To get a score of 4-5, coldness must be intentional. This would happen when one partner 

makes a comment and the other completely ignores him/her.   
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7. Anger: Qualities

1. Degree to which parents express irritation or dislike toward each other or toward

their specific behavior(s). 

2. Anger can be expressed in a direct, expressive manner (e.g., sarcasm, irritation), or

in a more withholding manner (e.g., by becoming quiet and withdrawn, disengaging 

from interaction with rejecting or annoyed quality). 

Range of scale: 

(5) Very high anger: Repeated or continuous hostility is expressed either overtly by 

parent’s yelling, threatening, or blaming partner, or more indirectly through a 

continual disengagement from and rejection of partner. (For highest level rating, 

could display one burst of extreme hostility). Typically, though several clear 

comments. 

(4) High anger: Clear hostility aimed at each other or at partner’s behavior or 

requests. Intensity of emotion is clearly quite high and parents have difficulty calming 

down or letting go of the anger. Partners do not seem out of control, and anger, 

though quite strong, has some understandable source. One clear, angry comment 

among other vague angry instances.  

(3) Moderate anger: Irritation is shown in a variety of ways (see definition) and lasts 

for more than just moments or recurs at points throughout the session. One clear, 

angry comment. 

(2) Low anger: Partners show mild irritation with each other’s specific behavior. 

Anger is momentary; partners recover easily and return to non-angry interactions. 

This irritation may occur one time, and if so would be considered typical.  A few 

vague instances. 

(1) Very low anger: No evidence of anger observed. 

Examples: 

1. If one partner is trying to work on building the house, and is doing it the wrong way, the

other partner may say “That’s not how you do it.” The partner might stop working all 

together. Both partners seem irritated.  

2. Some anger was visible during a building session when a father placed the toy figure of the

“mommy” inside of the house innocently and the mother came back at him with “Can the 

Mommy be outside of the house?!” 

3. If one partner repeats something over and over showing some irritation. For example “I

have a question. I have a question. I have a question…” (while the other partner and child are 

engaged in something).  
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8. Competition: Qualities

1. Parents try to outdo each other’s efforts to teach, work, and play with child.

2. Parents vie to have child respond to their suggestions or to them.

3. Parents might interrupt or talk over one another.

Range of scale: 

(5) Very high competition: Efforts to outdo one another’s teaching/playing take 

precedence over helping child to learn/playing with child or may appear completely 

independent of the child. Several clear intentional instances are displayed. 

(4) High competition: Parents may be helping the child to learn/playing with the child, 

but their main concern is clearly to outdo each other – either in their parenting or in 

general – parents try to outdo one another throughout session. One clear instance of 

intentional competition plus several more subtle ones are shown. 

(3) Moderate competition: Partners are visibly trying to “one up” each other but only 

on occasion; competition doesn’t interfere with child’s play or performance. One clear 

instance of competition is displayed (or a number of more subtle instances). These 

instances are not considered intentional (intentional instances get at least a “4”). 

(2) Low competition: Parents are not engaged in efforts to out-parent or out-do one 

another for the most part; occasionally a comment or behavior will be made by one 

partner suggesting that they feel they have a more effective parenting strategy, though 

it comes across as constructive and not challenging. Partners talk over each other once 

or twice. Parents “accidentally” work on different parts of the task at the same time. If 

anything occurs at all, give a 2. 

(1) Very low competition: No competition visible. Partners display absolutely no 

interruptions or other competitive comments. 

Examples: 

1. One parent might try to discuss something with the child, maybe a lesson on log

cabins, and the other parent might interrupt and change the subject. 

2. One parent might suggest one color of crayon to the child and the other might hand

the child another color. 

3. One partner might ask the child “Which drawing do you like better, Mommy’s or

Daddy’s?” Meanwhile, he or she is pointing to their drawing. (High score – 

intentional.) 
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Appendix G 

Coding Triadic Interactions Scale 

(Modified from the Coparenting Behavior Coding Scales of Schoppe-Sullivan et al., 2009, 

This is an updated version with added scoring notes by Ellen Grimas and Marina Fabrega 

Ribera, changes implemented from 2nd August 2016, and the addition of the ‘Warmth’ scale 

from 21st October 2016). The description of the warmth subscale was updated from July 

2018 onwards.   

Introduction 

This coding system is designed to code parents’ behaviors in triadic interactions between 

two parents and a child in three different situations:  

- Problem-solving task (4 minutes, building blocks task) 

- Free play (4 minutes, train set) 

- Clean-up task (no set time limit) 

In every situation both parents are coded by one coder, therefore it is important to watch 

each video at least twice.  

Scoring 

This coding system requires coders to observe and rate parents’ behavior on a set of five-

point scales. Start coding from the moment both parents have read the instruction card till 

the end of the film clip. Do not hesitate to use the low and high end of the scale (1 or 5). For 

the purposes of this study, only whole scores should be allocated (no decimal scores).  



 269 

1. Participation

Participation refers to the degree to which a parent engages with the child. This interaction can be 
both verbal and non-verbal (i.e., giving glances, touching, smiling, or using other expressions, and/or 
attempting to elicit those from the child).  This is primarily an assessment of the quantity of 
interaction between the parent and the child and thus, this interaction may be characterized by an 
emotional tone that is positive, negative, and/or neutral.    

Range of scale: 

1) Very low participation. Parent barely engages with the child and most of the time observes the
interaction between the other parent and the child.

2) Low participation. Parent engages with the child either verbally or non-verbally but only briefly.

3) Moderate participation. Parent engages with the child about half of the time.

4) High participation. Parent engages with the child more than half of the time.

5) Very high participation. Parent is engaged in the interaction and with the child’s behavior for
almost the entire interval.

Some tips for coding: 
• Parents should receive a low score for participation if a parent is distracted or not involved

directly with the interaction with the child. For example if the parent plays with the toys by 
themselves, or parents play with each other and not the child.  

• Parents should not be allocated a low score for participation because of a slow pace of play.
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2.  Cooperation 
 

Cooperation reflects the degree to which a parent helps and supports the other parent in teaching, 
disciplining, and playing with the child. Help and support can be either instrumental or emotional. 
For example, one parent might repeat or elaborate on what the other parent has said to the child or 
might willingly comply with the other parent’s request for help. A deliberate action by one parent to 
involve the other parent is also coded as cooperation (e.g., mom says, “let’s play daddy’s game” or 
“show it also to daddy”).   

 
Range of scale: 
 
1) Very low cooperation. Virtually no effort is made by the parent to support and assist the other 

parent; the parent appears to be interacting with the child independently of their partner. 
 
2) Low cooperation. The parent is usually not supporting or working with the other parent; the 

parent appears to have a separate way of interacting with their child, though he/she will share 
the same approach on occasion. The parent works together with the other parent for less than 
50% of the time. 

 
3) Moderate cooperation. The parent generally works with and supports the other parent, though 

there are times when helping the other lapses or the parent appears to ignore the other parent. 
The parent works or tries to work with the other parent about 50% of the time, echoing the 
other parent’s comments, but not necessarily engaging in truly active cooperation.   

 
4) High cooperation. The parent builds regularly upon the others’ efforts to help the child; the parent 

makes several clear efforts to include the other in the interaction; cooperation occurs 
frequently and is easy/smooth. Though the parent may miss on occasion an opportunity for 
cooperation.   

 
5) Very high cooperation. The parent is actively cooperating.  The parent is clearly interacting with 

both the other parent and the child, accepting initiatives of the other parent and building on 
these initiatives continuously or tries to include the other parent every time the other is not 
participating in the interaction. The parent frequently and consistently works with the other 
parent and this interaction is effortless.    

 
Some tips for coding: 
• Parents actively cooperate by: 
• Making active attempts to include the other parent (i.e., “mommy needs a plate,” “ask daddy for 

help”) 
• Elaborating or building upon other parent’s comments to the child in such a way that it seems to 

help or teach child (i.e., mom says to child:  “don’t climb on the slide” and dad follows up by 
saying, “you’ll fall down and get hurt”) 

• Joining ongoing play between other parent and child in a positive way without interrupting the 
flow of the play 

• Parents may “emotionally” support their partners by being very engaged in the interaction. They 
may comment on the other parent’s play/interaction with child or they may support this 
interaction by being attentive with the interaction.   
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3. Gatekeeping

Gatekeeping is coded as negative control of one parent over the other in relation to the interaction 
with the child. Parents may try to monopolize the interaction with the child, by taking over the 
child’s attention or interfering in the other parent’s interaction with the child. The parent may 
express dislike of their partner’s style of interacting; for example by criticizing the other parent’s 
care or making fun of the parent. The parent makes verbal and nonverbal attempts to limit the other 
parent’s interaction with the child or tries to outdo the others’ efforts to play with or discipline the 
child.  

Range of scale: 

1) Very low gatekeeping. No gatekeeping visible or one accidental interruption.

2) Low gatekeeping. Parent is not engaged in efforts to inhibit the involvement of the other parent,
though there are 2 occasions in which the parent expresses some critic on the interaction of the
other parent or in which the parent “accidentally” interrupts the child’s interaction with the
other parent when both parents are trying to engage child in play (i.e., by making comments at
the same time).

3) Moderate gatekeeping. The parent makes comments or interrupts the interaction between the
other parent and the child 3-5 times. Or the parent explicitly criticizes the other parents’
parenting on one occasion.

4) High gatekeeping. Parent actively shows or says he/she dislikes how the other is parenting,
criticizes other’s parenting styles on several occasions. The parent takes over or actively tries to
prohibit that the other parent interferes with the child. Or the parent tries to outdo the other
throughout the session. One clear instance plus several more subtle ones are shown.

5) Very high gatekeeping. The parent either tries to monopolize the interaction with the child or is
criticizing almost everything the other parent does. Parent’s efforts to outdo the other in
teaching/playing with their child seem to take precedence over helping or having fun with the
child. The parent may continually interrupt the other parent’s play with the child or the parent
may show jealousy. Several clear instances are displayed.

Some tips for coding: 
• If parents accidentally interrupt each other once, this should not be coded as gatekeeping

behaviour. However if the parent interrupts more than twice, this should be coded as 2 (low 
gatekeeping). If there are more than 2 accidental interruptions, this should not be scored 
higher than a two unless it is in addition to other gatekeeping behaviours that might warrant 
a higher score. Accidental gatekeeping is defined as a parent making a comment or action 
that interrupts the interaction between the other parent and the child, but correcting this 
behaviour (do not commit to error, therefore stopping speaking or interacting when they 
notice that they are interrupting) or both parents speaking at the same time. 

• If one parent is sitting in a way that blocks the other from interacting with the child, and
therefore makes it difficult for them to participate, this should be coded as gatekeeping 
behaviour.  

• Sarcastic jokes or comments should be scored as gatekeeping.
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4. Enjoyment

This scale refers to the amount of enjoyment that the couple experiences while interacting 
simultaneously with their child. This may occur when parents share enjoyment when they are both 
involved with their child or when both parents enjoy watching the child play. Specifically, the extent 
to which the couple appears to enjoy sharing and collaborating the parental role and is able to 
demonstrate this throughout the interaction is important. Do parents display playfulness and humor 
with the other parent about their respective parenting styles/practices and their relationship with 
their child?  How much do parents look, or smile at each other?  Essentially, is the couple having fun 
and sharing clear positive comments, laughter, and smiling (e.g., sharing positive affect)? 

Enjoyment Anchors 

1) Very low enjoyment. Parents may be comfortable watching the other parent interact with the
child; however, parents’ responses to each other are neutral or negative in tone throughout the
episode.

2) Low enjoyment. Parents are comfortable watching other parent with child (or interacting with the
other parent); however, parents rarely show “real” enjoyment of interacting together with their
child. Rarely smiling or laughing.

3) Moderate enjoyment. Parents seem to enjoy the other parent’s relationship with child and
parenting with partner. However, enjoyment is not present at all times and is generally muted is
some way. Parents’ enjoyment of each other is partly inferred rather than directly observed.
Clearly smiling or laughing a few times.

4) High enjoyment. Parents express enjoyment (i.e., having fun) and appreciation of how their
partner plays with their child and of the relationship between their partner and their child.
Parents share enjoyment with each other or clearly support each other. Smiling or laughing
occurs frequently.

5) Very high enjoyment. Such expressions of enjoyment and appreciation as in 4 are very frequent
and of high intensity (e.g., shared laughter, etc.).  The couple seems to be getting a “kick” out of
the interaction.

Some tips for coding: 
• Examples of enjoyment are one parent appreciating the interactions between the other

parent and the child or joint laughter. 
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5. Warmth

Warmth describes the connection between parents, separate from the child, and shows a certain 
amount of overlap with enjoyment and cooperation. 

Parents demonstrate affection and positive regard for each other, for example laughing, hugging, 
touching, smiling, and saying nice things to each other. Warmth is also demonstrated through the 
parents being responsive and working together, or a feeling of connection between partners is 
visible. Parents showing high levels of warmth will provide emotional support, reassurance, and 
encouragement for each other that is authentic. Parents will show generosity of affect, touch, 
smiles, and self; this generosity seems authentic. 

Range of scale: 

1) Very low warmth: Virtually no warmth visible from partners; seem disconnected from each
other. No shared laughter or cooperation shown. Parent does not look at or try and engage with
the other parent throughout.

2) Low warmth: Parents are less open and relatively tentative in their display of affection for each
other. Limited sense of connectedness between parents. Somewhat unresponsive to partner’s
affection or gestures, however may try and engage with the parent on occasion.

3) Moderate warmth: Parents display a reasonable amount of positive regard for each other. The
sense of connectedness is apparent but not striking. Sometimes say nice things to one another,
look at each other, talk between themselves or smile at each other.

4) High warmth: Parents openly, clearly demonstrate affection for each other. This regard for each
other may be seen through visible displays of affection or inferred through a feeling of
connectedness that exists between them, although, this feeling of warmth is not as pervasive as
in (5). This can include the parents speaking between themselves, shared laughter, and
cooperation. Frequently say nice things to one another.

5) Very high warmth: Displays of warmth and affection pervade the episode. Playful, perhaps
physically affectionate towards one another. Parents are working together, enjoying the
interaction, speaking between themselves and looking at each other.

Some tips for coding: 
1) Looking at one another and laughing or smiling in a positive manner.
2) If one partner is saying something like “I am such a terrible artist,” the other might reassure

the first by saying “You did a great job, that picture looks just like you!”
3) Physical affection is rare and if seen, definitely consider a “5”.
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Appendix H 

Consort checklist 

Reference: Schulz, K. F., Altman, D. G., Moher, D., & CONSORT Group. (2010). CONSORT 
2010 statement: updated guidelines for reporting parallel group randomised trials. BMJ, 
340, 332. https://doi.org/10.1136/bmj.c332 

CONSORT	2010	checklist	of	information	to	include	when	
reporting	a	randomised	trial*



 275 

Section/Topic 
Item 
No Checklist item 

Reported 
on page No 

Title and abstract 
1a Identification as a randomised trial in the title NA 

1b Structured summary of trial design, methods, results, and conclusions (for specific guidance see CONSORT for abstracts) NA 

Introduction 
Background and 
objectives 

2a Scientific background and explanation of rationale 139-152 

2b Specific objectives or hypotheses 153 

Methods 
Trial design 3a Description of trial design (such as parallel, factorial) including allocation ratio 154 

3b Important changes to methods after trial commencement (such as eligibility criteria), with reasons NA 

Participants 4a Eligibility criteria for participants 154-155 

4b Settings and locations where the data were collected 156-158 

Interventions 5 The interventions for each group with sufficient details to allow replication, including how and when they were 
actually administered 

146-151, 158-
159 

Outcomes 6a Completely defined pre-specified primary and secondary outcome measures, including how and when they 
were assessed 

165-168 

6b Any changes to trial outcomes after the trial commenced, with reasons NA 

Sample size 7a How sample size was determined 173 

7b When applicable, explanation of any interim analyses and stopping guidelines NA 

Randomisation: 
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 Sequence 
generation 

8a Method used to generate the random allocation sequence 158 

8b Type of randomisation; details of any restriction (such as blocking and block size) 158 

 Allocation 
concealment 
mechanism 

9 Mechanism used to implement the random allocation sequence (such as sequentially numbered containers), 
describing any steps taken to conceal the sequence until interventions were assigned 

158 

 Implementation 10 Who generated the random allocation sequence, who enrolled participants, and who assigned participants to 
interventions 

158 

Blinding 11a If done, who was blinded after assignment to interventions (for example, participants, care providers, those 
assessing outcomes) and how 

164 

11b If relevant, description of the similarity of interventions NA 

Statistical methods 12a Statistical methods used to compare groups for primary and secondary outcomes 183-193 

12b Methods for additional analyses, such as subgroup analyses and adjusted analyses NA 

Results 
Participant flow (a 
diagram is strongly 
recommended) 

13a For each group, the numbers of participants who were randomly assigned, received intended treatment, and 
were analysed for the primary outcome 

175 

13b For each group, losses and exclusions after randomisation, together with reasons 175 

Recruitment 14a Dates defining the periods of recruitment and follow-up - 

14b Why the trial ended or was stopped NA 

Baseline data 15 A table showing baseline demographic and clinical characteristics for each group 178 

Numbers analysed 16 For each group, number of participants (denominator) included in each analysis and whether the analysis was 
by original assigned groups 

175 

Outcomes and 
estimation 

17a For each primary and secondary outcome, results for each group, and the estimated effect size and its 
precision (such as 95% confidence interval) 

183-193 
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*We strongly recommend reading this statement in conjunction with the CONSORT 2010 Explanation and Elaboration for important clarifications on all the items. If 

relevant, we also recommend reading CONSORT extensions for cluster randomised trials, non-inferiority and equivalence trials, non-pharmacological treatments, herbal 

interventions, and pragmatic trials. Additional extensions are forthcoming: for those and for up to date references relevant to this checklist, see www.consort-statement.org. 

 

 

 

 

 

 

17b For binary outcomes, presentation of both absolute and relative effect sizes is recommended NA 

Ancillary analyses 18 Results of any other analyses performed, including subgroup analyses and adjusted analyses, distinguishing 
pre-specified from exploratory 

NA 

Harms 19 All important harms or unintended effects in each group (for specific guidance see CONSORT for harms) NA 

Discussion 
Limitations 20 Trial limitations, addressing sources of potential bias, imprecision, and, if relevant, multiplicity of analyses 202-205 

Generalisability 21 Generalisability (external validity, applicability) of the trial findings 208-209 

Interpretation 22 Interpretation consistent with results, balancing benefits and harms, and considering other relevant evidence 208 

Other information  

Registration 23 Registration number and name of trial registry 138 

Protocol 24 Where the full trial protocol can be accessed, if available 138 

Funding 25 Sources of funding and other support (such as supply of drugs), role of funders 138 
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Appendix I 

Strengths and Difficulties Questionnaire. No permission to reproduce. 

Reference: Goodman, R. (1997). The Strengths and Difficulties Questionnaire: A Research 
Note. Journal of Child Psychology and Psychiatry, 38 (5) 581-586.  
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Appendix J 
 

Demographics Interview 
 
 
DEMOGRAPHICS 
CAREGIVER 1                   Caregiver 1 initials:                                   Date of birth:                           
  
 
 

GGender: 
1. Male  2. Female  

 

EEthnicity: 
1. White British                      10. Asian or Asian British Bangladeshi  
2. White Irish                                      11. Asian or Asian British Chinese  
3. Any other White background  12. Any other Asian background  
4. Mixed White & Black Caribbean                            13. Black or Black British Caribbean                            
5. Mixed White & Black African  14. Black or Black British African  
6. Mixed White & Asian                             15. Any other Black background                           
7. Any other Mixed background                           16. Any Other Ethnic Group (Please describe):  
8. Asian or Asian British Indian    
9. Asian or Asian British Pakistani  18. Not Stated  

 

Relationship Status: 
1. Legally separated  7. Widowed  
2. Married  8. Civil Partner in a legally recognised Civil 

Partnership 
 

3. Remarried  9. A former Civil Partner  
4. Single never married & never in a Civil 

Partnership 
 10. A surviving Civil Partner  

5. Cohabiting  11. In a relationship but not cohabiting  
6. Divorced     

 

Highest qualification:   
1. Pre GCSE  3. College (i.e. A-levels, NVQ, BTEC)  5. Postgraduate  
2. GCSEs  4. Undergraduate   

 

Employment Status:    
1. Working for an employer  3. Self-employed  5. Looking after the home 

and family  
 

2. Paid maternity/paternity/parental 
leave from an employer 

 4. Full-time student  6. Retired  

 

Relationship to child:      
1. Biological mother                   10. Maternal grandfather           
2. Biological father                     11. Paternal grandmother          
3. Adoptive mother  12. Paternal grandfather  
4. Adoptive father                      13. Maternal sister                      
5. Foster mother                         14. Maternal brother                    
6. Foster father  15. Paternal sister  
7. Step mother                           16. Paternal brother  
8. Step father                               17. Other (please specify):  
9. Maternal grandmother    
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IIs this your first child? 
1. Yes 2. No* 3. *If ‘No’ number of additional children:
4. *If ‘No’ ages of additional

children (years): 

Is there a second person involved in providing care for the child, usually in the home, that you would 
identify as a second caregiver? 

1. Yes 2. No

CAREGIVER 2 (if applicable) Caregiver 2 Initials: Date of birth: 

Gender: 
1. Male 2. Female 

Relationship to child: 
1. Biological mother 10. Maternal grandfather 
2. Biological father 11. Paternal grandmother 
3. Adoptive mother 12. Paternal grandfather 
4. Adoptive father 13. Maternal sister 
5. Foster mother 14. Maternal brother 
6. Foster father 15. Paternal sister 
7. Step mother 16. Paternal brother 
8. Step father 17. Other (please specify): 
9. Maternal grandmother 

Relationship Status: 
1. Legally separated 7. Widowed 
2. Married 8. Civil Partner in a legally recognised Civil 

Partnership 
3. Remarried 9. A former Civil Partner 
4. Single never married & never in a Civil 

Partnership 
10. A surviving Civil Partner 

5. Cohabiting 11. In a relationship but not cohabiting 
6. Divorced 

Highest qualification: 
1. Pre GCSE 3. College (i.e. A-levels, NVQ, BTEC) 5. Postgraduate 
2. GCSEs 4. Undergraduate 

Ethnicity:  
1. White British 10. Asian or Asian British Bangladeshi 
2. White Irish 11. Asian or Asian British Chinese 
3. Any other White background 12. Any other Asian background 
4. Mixed White & Black Caribbean 13. Black or Black British Caribbean 
5. Mixed White & Black African 14. Black or Black British African 
6. Mixed White & Asian 15. Any other Black background 
7. Any other Mixed background 16. Any Other Ethnic Group (Please describe): 
8. Asian or Asian British Indian 
9. Asian or Asian British Pakistani 18. Not Stated 
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EEmployment Status:    
1. Working for an employer  3. Self-employed  5. Looking after the home 

and family  
 

2. Paid maternity/paternity/parental 
leave from an employer 

 4. Full-time student  6. Retired  

IIs this your first child? 
1. Yes  2. No*  3. **If ‘No’ number of additional children:  
4. **If ‘No’ ages of additional 

children (years): 
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Appendix K 

Healthy Start, Happy Start:  triadic interactions 

Please tidy away the toys from the previous interaction and ask both parents to join you 
for the final task.  

Now I would like you to do something a little different. 

Building	together	with	blocks	(four	minutes)	

I will give you a bag of blocks and a card which has a design on for [study child] to try and 
copy. Some of the designs might be a bit tricky for [trial child] to do on their own, so feel 
free to help them. If [study child] finishes copying the design there are some more designs 
on the next pages of this booklet that they can try. It doesn’t matter if s/he doesn’t finish 
building the design, or if the design doesn’t match the picture exactly, it’s just about 
[study child] having a go.  

For this task I’ll film you for four minutes. When I say you can stop, please push the blocks 
to one side and we’ll move on to the next activity.  

If the family states that they can’t complete the building tasks, reiterate to them that 
we’re interested in seeing the child have a go at copying the designs, and that it doesn’t 
matter too much if they don’t finish it.  

Free play - playing with train set (four minutes) (whole set) 
Next I would like [study child] to play with this train set for a few minutes. There are no 
specific rules or instructions, I would just like you to play together as you usually would 
during the time I’m filming. I would like this to be as natural as possible so it’s ok to play 
however you would like.  

Tidy	Up	(not	time	restricted)	
Could	you	now	ask	<child’s name>	to	tidy	up	to	toys,	and	put	the	blocks	back	in	their	bag	
and	the	train	set	back	in	its	bag.	

Prompt	–	you	should	all	be	working	together	to	tidy	up.	

Is that ok? Do you have any questions? 

Interaction 4: Toys Required Parent 

Building Blocks  

Block design cards 
Both Parents Together 

Train set Both Parents Together 

All toys from above Both Parents Together 
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Appendix L 

Baseline and post-intervention follow up block designs, for use in triadic interactions in the Healthy Start, Happy Start study 
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Appendix M 

Pre-School Parental Account of Childhood Symptoms – Extended. No permission to 
reproduce. 

Reference for original measure:  

Taylor, E., Sandberg, S., Thorley, G., and Giles, S. (1991). The epidemiology of childhood 
hyperactivity. (Maudsley Monographs). Oxford: Oxford University Press. 

Reference for measure used in thesis: 

PPACS-E (measure used in this thesis) has not been published and no reference is available. 
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Appendix N 

Child Behavior Checklist. No permission to reproduce. 

Reference: Achenbach, T. M., and Rescorla, L. A. (2000). Manual for the ASEBA Preschool 
Forms and Profiles. Burlington, VT: University of Vermont, Research Center for Children, 
Youth, and Families. 
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Appendix O 

Mediation models testing possible mediation effects on child behaviour measured using 

the CBCL. 

Mediation model to test possible intervention effects on child behaviour (CBCL, total subscale), 

mediated through mothers’ cooperation  

The direct effect of the intervention on child behaviour measured using the CBCL total subscale was 

not significant (c’ path, β=2.43, p=.41), nor was the indirect effect on mothers’ cooperation (a path, 

β = 0.09, p = .63). There was no significant indirect effect of mothers’ cooperation on child total 

behaviour, when controlling for group allocation (b path, β = 3.65, p =.15).  No significant indirect 

effect was found from intervention effect to child total behaviour going through mothers’ 

cooperation (ab path, β =.31, 95% CI -1.02 to 1.64, p = .65), indicating there was no mediation effect. 

Finally the total effect of changes on cooperation was not significant (c path, β =2.74, p = 0.37), 

suggesting that the intervention did not lead to decreases in child total behaviour. The chi-square 

statistic suggested the model was not a good fit for the data (p<.00). This analysis suggests that 

there was no effect of the intervention on child total behaviour, and no mediating effect of the 

intervention through mothers’ cooperation on child behaviour. Results are presented in Figure 12, 

with the effect for each path displayed alongside the standard error in brackets. 

Child behaviour  - 
total (CBCL) 

Mothers’ 
cooperation 

Group allocation 

Indirect effect, ab path = 
0.31 (0.68) 

Total effect, c path = 2.74 
(3.04) 

b path = 3.65 (2.51) a path = 0.09 (0.18) 

Direct effects, c’ path 
= 2.43 (2.97) 
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Figure 12: simple mediation model of the intervention effect on child behaviour mediated by 

mothers’ cooperation.  

Mediation model to test possible intervention effects on child behaviour (CBCL, total subscale), 

mediated through mothers’ gatekeeping 

The direct effect of the intervention on child behaviour measured using the CBCL total subscale was 

not significant (c’ path, β=2.02, p=.48), nor was the indirect effect on mothers’ gatekeeping (a path, 

β = 0.09, p = .46). There was no significant indirect effect of mothers’ gatekeeping on child total 

behaviour, when controlling for group allocation (b path, β = 3.05, p =.41).  No significant indirect 

effect was found from intervention effect to child total behaviour going through mothers’ 

gatekeeping (ab path, β =.26, 95% CI -0.67 to 1.20, p = .58), indicating there was no mediation effect. 

Finally the total effect of changes on gatekeeping was not significant (c path, β =2.28, p = 0.43), 

suggesting that the intervention did not lead to decreases in child total behaviour. The chi-square 

statistic suggested the model was not a good fit for the data (p<.00). This analysis suggests that 

there was no effect of the intervention on child total behaviour, and no mediating effect of the 

intervention through mothers’ gatekeeping on child total behaviour. Results are presented in Figure 

13, with the effect for each path displayed alongside the standard error in brackets. 

Figure 13: simple mediation model of the intervention effect on child behaviour mediated by 

mothers’ gatekeeping. 

Child behaviour  - 
total (CBCL) 

Mothers’ 
gatekeeping 

Group allocation 

Indirect effect, ab path = 
.31 (0.68) 

Total effect, c path = 2.28  
(2.88) 

b path = 3.05 (3.66) a path = 0.09 (0.12) 

Direct effects, c’ path 
= 2.02 (2.90) 
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Mediation model to test possible intervention effects on child behaviour (CBCL, total subscale), 

mediated through Fathers’ cooperation  

The direct effect of the intervention on child behaviour measured using the CBCL total subscale was 

not significant (c’ path, β=1.57, p=.61), nor was the indirect effect on Fathers’ cooperation (a path, β 

= 0.19, p = .22). There was no significant indirect effect of Fathers’ cooperation on child total 

behaviour, when controlling for group allocation (b path, β = 3.65, p =.20).  No significant indirect 

effect was found from intervention effect to child total behaviour going through Fathers’ 

cooperation (ab path, β =.71, 95% CI -0.85 to 2.26, p = .37), indicating there was no mediation effect. 

Finally the total effect of changes on cooperation was not significant (c path, β =1.58, p = 0.61), 

suggesting that the intervention did not lead to decreases in child total behaviour. The chi-square 

statistic suggested the model was not a good fit for the data (p<.00). This analysis suggests that 

there was no effect of the intervention on child total behaviour, and no mediating effect of the 

intervention through Fathers’ cooperation on child total behaviour. Results are presented in Figure 

14, with the effect for each path displayed alongside the standard error in brackets. 

Figure 14: simple mediation model of the intervention effect on child behaviour mediated by 

Fathers’ cooperation. 

Child behaviour  - 
total (CBCL) 

Fathers’ 
cooperation 

Group allocation 

Indirect effect, ab path = 
0.71 (0.79) 

Total effect, c path = 2.28 
(3.05) 

b path = 3.65 (0.85) a path = 0.19 (0.16) 

Direct effects, c’ path 
= 1.58 (3.04) 



 295 

Mediation model to test possible intervention effects on child behaviour (CBCL, total subscale), 

mediated through Fathers’ gatekeeping 

The direct effect of the intervention on child behaviour measured using the CBCL total subscale was 

not significant (c’ path, β=2.45, p=.41), nor was the indirect effect on Fathers’ gatekeeping (a path, β 

= 0.08, p = .42). There was no significant indirect effect of Fathers’ gatekeeping on child total 

behaviour, when controlling for group allocation (b path, β = -6.44, p =.13).  No significant indirect 

effect was found from intervention effect to child total behaviour going through Fathers’ 

gatekeeping (ab path, β =-.54, 95% CI -2.02 to .94, p = .48), indicating there was no mediation effect. 

Finally the total effect of changes on gatekeeping was not significant (c path, β =1.92, p = 0.53), 

suggesting that the intervention did not lead to decreases in child total behaviour. The chi-square 

statistic suggested the model was not a good fit for the data (p<.00). This analysis suggests that 

there was no effect of the intervention on child total behaviour, and no mediating effect of the 

intervention through Fathers’ gatekeeping on child total behaviour. Results are presented in Figure 

15, with the effect for each path displayed alongside the standard error in brackets. 

Figure 15: simple mediation model of the intervention effect on child behaviour mediated by 

Fathers’ gatekeeping.  

Child behaviour  - 
total (CBCL) 

Fathers’ 
gatekeeping 

Group allocation 

Indirect effect, ab path =-
.54 (0.76) 

Total effect, c path = 1.92 
(3.02) 

b path = -6.44 (4.23) a path = .08 (0.10) 

Direct effects, c’ path 
= 2.46 (0.97) 
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Appendix P 

Permission to reproduce Coparenting Behaviours Coding Scales, version 8-22-07 
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Appendix Q 

Overview of permissions required to reproduce measures in thesis 

Measure Where measure can 
be found in thesis  

Permissions to reproduce 

PRISMA Checklist Appendix A Measure is distributed under the terms of the Creative Commons Attribution 
License. 

Infant Behaviour Questionnaire Appendix D Not able to contact copyright holder. Measure to be removed from final version of 
thesis uploaded to Spiral.  

Edinburgh Postnatal Depression Scale Appendix E Authors have granted permission for the scale to be reproduced without further 
permission providing they respect copyright (which remains with the British Journal 
of Psychiatry) and quote the names of the authors, the title and the source of the 
paper in all reproduced copies. 

Coparenting Behaviour Coding Scales Appendix F It is not clear whether this measure is subject to copyright, but permission was 
sought form the measure author (Professor Sarah Schoppe-Sullivan) and this 
permission can be found in Appendix P. 

Coding Triadic Interaction Scales Appendix G Copyright permission covered by above permission (Coparenting Behaviour Coding 
Scales).  

CONSORT diagram Appendix H Measure is distributed by Creative Commons Attribution Licence CC BY 2.0. 
Strengths and Difficulties Questionnaire Appendix I Not able to contact copyright holder. Measure to be removed from final version of 

thesis uploaded to Spiral. 
Preschool Parental Account of Childhood 
Symptoms – Extended 

Appendix M Not able to contact copyright holder. Measure to be removed from final version of 
thesis uploaded to Spiral. 

Child Behaviour Checklist Appendix N Awaiting permission. Unless permission received, measure to be removed from 
final version of thesis uploaded to Spiral. 



NRES Committee London - Riverside 
Level 3 Block B 

Whitefriars 
Lewins Mead 

Bristol 
BS1 2NT 

Telephone: 0117 342 1385 
 Fax: 0117 342 0445 

12 December 2014 

Dr Paul Ramchandani 
Reader in Child and Adolescent Psychiatry and Consultant Child and Adolescent Psychiatrist 
Imperial College London / CNWL NHS Foundation Trust 
Centre for Mental Health 
Commonwealth Building, Hammersmith Hospital  
London  
W12 0NN 

Dear Dr Ramchandani 

Study title: Preventing enduring behavioural problems in young 
children through early psychological intervention: 
Healthy Start, Happy Start. 

REC reference: 14/LO/2071 
Protocol number: 14HH2370 
IRAS project ID: 160786 

The Research Ethics Committee reviewed the above application at the meeting held on 01 
December 2014.   Thank you for attending to discuss the application.  

We plan to publish your research summary wording for the above study on the HRA 
website, together with your contact details, unless you expressly withhold permission to do 
so.  Publication will be no earlier than three months from the date of this favourable opinion 
letter.  Should you wish to provide a substitute contact point, require further information, or 
wish to make a request to postpone publication, please contact the REC Manager Miss 
Tina Cavaliere, nrescommittee.london-riverside@nhs.net 

Ethical opinion 

The members of the Committee present gave a favourable ethical opinion of the above 
research on the basis described in the application form, protocol and supporting 
documentation, subject to the conditions specified below. . 

Conditions of the favourable opinion 

Appendix R
Healthy Start, Happy Start Ethics 

approval
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The favourable opinion is subject to the following conditions being met prior to the start of the 
study.   

1) Changes to the Participant Information Sheet (PIS)
a) The Committee requested that the PIS states clearly what will happen if

disclosures that cause concerns for the patient safety or information about
criminal activity will be reported and confidentiality breached.

b) The PIS should state clearly that the questionnaires used in the study are
currently used in standard care.

2) Changes to the Consent form
a) Please include a sentence to state that the participant’s personal data will be

stored and may be used for future related research.

You should notify the REC in writing once all conditions have been met (except for 
site approvals from host organisations) and provide copies of any revised 
documentation with updated version numbers.  The REC will acknowledge receipt and 
provide a final list of the approved documentation for the study, which can be made 
available to host organisations to facilitate their permission for the study. Failure to 
provide the final versions to the REC may cause delay in obtaining permissions. 

Management permission or approval must be obtained from each host organisation prior to 
the start of the study at the site concerned.   

Management permission (“R&D approval”) should be sought from all NHS organisations 
involved in the study in accordance with NHS research governance arrangements. 

Guidance on applying for NHS permission for research is available in the Integrated 
Research Application System or at http://www.rdforum.nhs.uk.  

Where a NHS organisation’s role in the study is limited to identifying and referring potential 
participants to research sites (“participant identification centre”), guidance should be sought 
from the R&D office on the information it requires to give permission for this activity. 

For non-NHS sites, site management permission should be obtained in accordance with the 
procedures of the relevant host organisation.  

Sponsors are not required to notify the Committee of approvals from host organisations. 

Registration of Clinical Trials 

All clinical trials (defined as the first four categories on question 2 of the IRAS filter page) 
must be registered on a publically accessible database within 6 weeks of recruitment of the 
first participant (for medical device studies, within the timeline determined by the current 
registration and publication trees).   

There is no requirement to separately notify the REC but you should do so at the earliest 
opportunity e.g. when submitting an amendment.  We will audit the registration details as part 
of the annual progress reporting process. 

To ensure transparency in research, we strongly recommend that all research is registered 
but for non-clinical trials this is not currently mandatory. 
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If a sponsor wishes to contest the need for registration they should contact Catherine 
Blewett (catherineblewett@nhs.net), the HRA does not, however, expect exceptions to 
be made. Guidance on where to register is provided within IRAS. 

It is the responsibility of the sponsor to ensure that all the conditions are complied 
with before the start of the study or its initiation at a particular site (as applicable). 

Ethical review of research sites 

NHS Sites 

The favourable opinion applies to all NHS sites taking part in the study taking part in the 
study, subject to management permission being obtained from the NHS/HSC R&D office 
prior to the start of the study (see “Conditions of the favourable opinion” below).  

Non NHS sites 

The Committee has not yet completed any site-specific assessment(s) (SSA) for the non-
NHS research site(s) taking part in this study.  The favourable opinion does not therefore 
apply to any non-NHS site at present.  I will write to you again as soon as an SSA 
application(s) has been reviewed.  In the meantime no study procedures should be initiated 
at non-NHS sites.  

Summary of discussion at the meeting 

The Committee stated that they were encouraged to see that they had developed their pilot 
study into this second stage trial. The Committee asked you to clarify what arrangements are 
in place to safeguard children taking part in the study and if confidentiality will be breached if 
information given compromised the participant’s safety. 

You explained that the research nurses will report to the Chief Investigator if there were 
concerns about the participant’s safety. The clinicians delivering the interventions work for 
the NHS and comply with standard practice for reporting disclosures and supporting patients 
appropriately. You added that the participant will be put into contact with local support 
services. 

The Committee requested that the PIS states clearly what will happen if disclosures that 
cause concerns for the patient safety or information about criminal activity will be reported 
and confidentiality breached. 

The Committee asked you if travel expenses will be reimbursed. 

You replied that you do not anticipate participants making trips as most of the study 
interventions are held at the participant’s home. 

The Committee thanked you for attending the meeting and you left the room. 

Other ethical issues were raised and resolved in preliminary discussion before your 
attendance at the meeting. 

Approved documents 

The documents reviewed and approved at the meeting were: 
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Document Version Date 
Copies of advertisement materials for research participants [Poster 
A]  

1.0 04 November 2014 

Copies of advertisement materials for research participants [Poster 
B]  

1.0 04 November 2014 

Covering letter on headed paper [Cover Letter] 04 November 2014 
Evidence of Sponsor insurance or indemnity (non NHS Sponsors 
only) [Insurance]  

N/A 21 July 2014 

GP/consultant information sheets or letters [GP Letter] 1.0 04 November 2014 
GP/consultant information sheets or letters [Health Visitor Letter] 1.0 04 November 2014 
IRAS Checklist XML [Checklist_05112014] 05 November 2014 
Letter from sponsor [Sponsor Letter] N/A 04 November 2014 
Letter from statistician [Letter from Statistician] N/A 31 October 2014 
Letters of invitation to participant [Invitation Letter] 1.0 04 November 2014 
Non-validated questionnaire [Feedback Questionnaire] 1.0 04 November 2014 
Other [Thank you letter - no inclusion ] 1.0 04 November 2014 
Participant consent form [Consent Form Phase 1] 1.0 04 November 2014 
Participant consent form [Consent Form Phase 2] 1.0 04 November 2014 
Participant information sheet (PIS) [Participant Information Sheet 
Phase 1]  

1.0 04 November 2014 

Participant information sheet (PIS) [Participant Information Sheet 
Phase 1]  

1.0 04 November 2014 

REC Application Form [REC_Form_05112014] 05 November 2014 
Research protocol or project proposal [Trial Protocol] 1.0 04 November 2014 
Summary CV for Chief Investigator (CI) [Chief Investigator CV] N/A 04 October 2014 
Validated questionnaire [Audit-C questionnaire] 1.0 04 November 2014 
Validated questionnaire [BDI questionnaire] 1.0 04 November 2014 
Validated questionnaire [CBCL questionnaire] 1.0 04 November 2014 
Validated questionnaire [DAS questionnaire] 1.0 04 November 2014 
Validated questionnaire [GAD-7 questionnaire] 1.0 04 November 2014 
Validated questionnaire [Parenting scale] 1.0 04 November 2014 
Validated questionnaire [Demographics questionnaire] 1.0 04 November 2014 
Validated questionnaire [Pre-PACS] 1.0 04 November 2014 
Validated questionnaire [SDQ screening questionnaire] 1.0 04 November 2014 
Validated questionnaire [SDQ Full] 
Validated questionnaire [CA-SUS] 1.0 04 November 2014 

Membership of the Committee 

The members of the Ethics Committee who were present at the meeting are listed on the 
attached sheet. 

There were no declarations of interest. 

After ethical review 

Reporting requirements 
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The attached document “After ethical review – guidance for researchers” gives detailed 
guidance on reporting requirements for studies with a favourable opinion, including: 

• Notifying substantial amendments
• Adding new sites and investigators
• Notification of serious breaches of the protocol
• Progress and safety reports
• Notifying the end of the study

The HRA website also provides guidance on these topics, which is updated in the light of 
changes in reporting requirements or procedures. 

User Feedback 

The Health Research Authority is continually striving to provide a high quality service to all 
applicants and sponsors. You are invited to give your view of the service you have received 
and the application procedure. If you wish to make your views known please use the 
feedback form available on the HRA website: http://www.hra.nhs.uk/about-the-
hra/governance/quality-assurance/  

HRA Training 

We are pleased to welcome researchers and R&D staff at our training days – see details at 
http://www.hra.nhs.uk/hra-training/  

 14/LO/2071 Please quote this number on all correspondence 

With the Committee’s best wishes for the success of this project. 

Yours sincerely 

Pp 

Dr Sabita Uthaya 
Chair 

E-mail: nrescommittee.london-riverside@nhs.net

Enclosures: List of names and professions of members who were present at the 
meeting and those who submitted written comments 

“After ethical review – guidance for researchers” 

Copy to: Ms Becky Ward, Imperial College London 
 Lynis Lewis, noclor. CNWL Research and Development 

302

mailto:nrescommittee.london-riverside@nhs.net


NRES Committee London - Riverside 

Attendance at Committee meeting on 01 December 2014 

Committee Members: 

Name Profession Present  Notes 
Ms Anna Bischler Pharmacist No 
Dr Ben Braithwaite General Practitioner Yes 
Mr John Clifford Dean Yes 
Dr Julian Collinson Consultant Cardiologist Yes 
Ms Stephanie  Ellis Former Civil Servant  Yes 
Dr Matthew Hyde Research Scientist No 
Dr Margaret Jones General Practitioner Yes 
Ms Alexandra Mancini Modern Matron Yes 
Ms Fanny Mitchell Retired NHS Manager Yes 
Mr Kamen Shoylev Lawyer Yes 
Mrs Dinah Smith Retired Head Teacher Yes 
Dr Sabita Uthaya Consultant Neonatologist  No 
Ms Julia  Williams Senior Producer No 
Dr Daniel Wood Clinical Psychologist Yes 

Also in attendance: 

Name Position (or reason for attending) 
Miss Tina Cavaliere REC Manager 
Miss Hattie Ismail In-house CRA (Clinical Research Associate) 
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