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Preface

Parental mental health has been increasingly recognized as a key factor influencing children’s

development and wellbeing. A growing body of research has shown that parental stress,

depression, anxiety, and broader psychosocial challenges may affect parenting practices, family

functioning, and children’s emotional, behavioral, and developmental outcomes. At the same

time, particular attention has been given to families raising children with atypical developmental

trajectories, including children with neurodevelopmental disorders such as Autism Spectrum

Disorder, Attention-Deficit/Hyperactivity Disorder, and related developmental conditions.

This Reprint brings together contributions that explore different aspects of the relationship

between parental mental health and child development. The included papers address topics such as

parental stress, family functioning, parenting practices, and the broader psychosocial environments

in which children grow and develop. Some contributions also examine families raising children with

neurodevelopmental disorders and discuss how family-centered and evidence-based interventions

may support both parental wellbeing and children’s adjustment in these contexts.

The aim of this Reprint is to provide an overview of current perspectives in this field and to

highlight the importance of supporting parental mental health as a pathway for promoting positive

child development. By integrating empirical research and theoretical perspectives, this Reprint

emphasizes the need for multidisciplinary approaches that address both parental wellbeing and

children’s developmental needs. The contributions included offer insights that may be valuable for

researchers, clinicians, psychologists, educators, and policymakers interested in strengthening the

wellbeing and developmental outcomes of both parents and children.

Dimitrios Papadopoulos and Katerina Maniadaki

Guest Editors
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Effects of Mindfulness-Based Cognitive Therapy on Parental
Mental Health and Child Behavior in Families of Children with
Autism Spectrum Disorder: A Randomized Controlled Trial

Dimitrios Papadopoulos 1,2,* and Katerina Maniadaki 1

1 Department of Social Work, University of West Attica, 12244 Athens, Greece; maniadaki@uniwa.gr
2 Department of Early Years Learning and Care, University of Ioannina, 45500 Ioannina, Greece
* Correspondence: d.papadopoulos@uoi.gr

Highlights

What are the main findings?

• Mindfulness-Based Cognitive Therapy (MBCT) adapted with mindful parenting com-
ponents produced substantial reductions in parental depression, anxiety, and stress,
alongside increases in positive affect and life satisfaction at post-intervention and at
one month follow-up compared with a waitlist control group.

• Parents who received MBCT reported parent perceived reductions in the severity of
their children’s behavior problems at post-treatment and at one-month follow-up,
despite children receiving no direct intervention.

What are the implications of the main findings?

• Integrating MBCT with mindful parenting principles in both group and individual
practice represents a feasible and acceptable family-centered approach for enhancing
the mental health of parents raising a child with ASD and for supporting children’s
behavioral adjustment.

• Early screening for parental depression, anxiety, and stress should be integrated into
ASD services, to facilitate timely, practical, and cost-effective mental health interventions.

Abstract

Background/Objectives: Caring for a child with Autism Spectrum Disorder (ASD) is often
associated with elevated psychological distress and reduced life satisfaction. Mindfulness-
based interventions may offer substantial benefits by enhancing emotion regulation, reduc-
ing maladaptive cognitive patterns, and strengthening mindful parenting. This randomized
controlled trial (RCT) examined the effectiveness of an eight-week Mindfulness-Based Cog-
nitive Therapy (MBCT) program, enriched with mindful parenting practices, delivered to
parents of children with ASD. The primary aim was to improve parental mental health,
while secondary analyses explored potential indirect, parent-perceived changes in child
behavior outcomes. Methods: Fifty-six parents of children with ASD were randomly
assigned to an MBCT intervention group (n = 30) or a waitlist control group (n = 26).
Parents completed assessments at baseline (T0), post-intervention (T1), and at one-month
follow-up (T2), including the Depression Anxiety Stress Scales–21 (DASS-21), the Posi-
tive and Negative Affect Schedule (PANAS), and the Satisfaction With Life Scale (SWLS).
They also rated the overall severity of their child’s behavior problems to explore indirect
treatment effects. Results: All parents receiving MBCT (100%) completed the program
successfully and reported high acceptability. At baseline, no significant differences were
observed between groups. At T1, the MBCT group demonstrated significant reductions
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in depression, anxiety, and stress, alongside increases in positive affect and life satisfac-
tion. These improvements were maintained or strengthened at T2. However, the control
group showed no significant changes over time. Additionally, parents in the MBCT group
reported indirect improvements in their children’s behavioral adjustment at T1 and T2.
Conclusions: Findings demonstrate that MBCT constitutes an effective intervention for
reducing parental psychopathology and indirectly supporting parent-perceived improve-
ments in child behavior, emphasizing the importance of incorporating mindfulness and
mindful parenting components into family-centered interventions for parents of children
with ASD.

Keywords: Mindfulness-Based Cognitive Therapy (MBCT); mindful parenting; Autism
Spectrum Disorder (ASD); parental mental health; parenting stress; child behavior; family;
development; psychopathology

1. Introduction

1.1. Parental Mental Health of Children with Autism Spectrum Disorder

Autism Spectrum Disorder (ASD) is a multifactorial and lifelong neurodevelopmental
disability that not only affects the individuals diagnosed but also imposes substantial and
persistent mental health challenges on their families. The core features of ASD—difficulties
in social communication and interaction, along with restricted and repetitive patterns of
behavior—often lead to considerable limitations in functional independence and sustained
caregiving demands across the lifespan [1,2]. As many individuals with ASD require
ongoing specialized health, educational, and rehabilitation services, a substantial body of
research has documented significant psychological consequences for caregivers, including
diminished quality of life, emotional exhaustion, and increased social isolation [3–5].

Parenting, even under typical conditions, is an inherently challenging and emotionally
complex process. Although most parents undertake this role with dedication and warmth,
they often experience elevated parenting-related stress that is further intensified when
either the parent or the child presents with symptoms of psychopathology, such as anxiety,
depression, or behavioral dysregulation [6]. Developmental disability research consistently
shows that approximately one-third of parents of children with ASD report notably elevated
levels of stress, anxiety, and depressive symptoms compared to parents of neurotypical
children [7–9]. In fact, Davis and Carter [10] found that 33% of mothers and 17% of
fathers raising a child with ASD endorsed clinically significant depressive symptoms, while
6% in both groups reported clinically significant anxiety. Additionally, Carter et al. [11]
found that maternal depressive symptoms among mothers of young children with ASD
remained relatively stable over time, and that children’s behavior problems emerged as
a key predictor of subsequent increases in parental psychopathology. In this framework,
parental depression has been consistently associated with disruptions in parent–child
interactions, including increased intrusiveness and reduced emotional sensitivity [12],
which in turn are linked to adverse developmental outcomes in children across emotional
social, and cognitive domains [13–15] as well as reduced learning capacity [16].

Raising a child with ASD is a chronic and enduring source of parental stress, often ex-
ceeding the burden reported by caregivers of children with other developmental disabilities
such as Down syndrome, ADHD, and impairments in intellectual and adaptive function-
ing [17–21]. Consistent with these findings, Chen et al. [22], in a large cross-sectional
study of 1450 parents, demonstrated that caregivers of children with ASD experienced
significantly greater mental health difficulties than parents of children with intellectual
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or sensory disabilities. More recently, Papadopoulos [23] found that parents of children
with ASD experienced higher emotional burden compared to parents of children with
ADHD or global developmental delay. Notably, the strongest predictors of parental psy-
chopathology were lower socioeconomic status and dysfunctional child behaviors rather
than ASD severity. These results align with extensive evidence showing that child be-
havioral dysregulation is one of the most potent and consistent contributors to parental
stress, symptoms of depression, and emotional exhaustion in families of children with
ASD [2,4]. Behavioral difficulties—such as irritability, aggression, tantrums, self-injury, and
non-compliance—place sustained demands on caregivers, often exceeding the challenges
associated with core ASD symptoms alone [24,25]. In this regard, previous studies have
demonstrated that these behavior problems not only predict higher levels of parental stress
and depression but also exacerbate feelings of helplessness, reduce parenting efficacy,
and strain family functioning [26,27]. Moreover, child behavior problems are among the
strongest predictors of caregiver burnout and service utilization, reflecting their pervasive
and cumulative impact on daily routines and emotional well-being [28].

Psychological distress has also been associated with increased marital dissatisfaction
and a higher likelihood of marital dissolution [29,30]. Research consistently shows that the
chronic psychological burden of raising a child with ASD can strain partner relationships,
contributing to higher conflict, reduced emotional intimacy, and lower perceived relation-
ship quality [31,32]. Couples raising children with ASD often report more disagreements
about parenting responsibilities, financial strain, and reduced time for shared activities, all
of which predict poorer marital functioning [33,34]. Marital distress, in turn, can exacerbate
parenting stress and diminish the emotional resources available for effective caregiving.
For single parents, the absence of co-parenting support may further intensify the stress as-
sociated with ASD-related caregiving demands, heightening vulnerability to psychological
distress and burnout.

Parental psychological well-being represents a central component of the family’s
developmental ecology [35]. Longitudinal research provides strong support for this trans-
actional model, demonstrating that parental emotional functioning and child behavior
dynamically influence each other over time [36,37]. A consistent bidirectional association
has been documented between parenting stress and child behavior problems [38], forming
a coercive and mutually reinforcing cycle of dysfunctional interaction. In this regard, higher
levels of child behavior problems contribute to increased parental stress, which in turn
predicts a subsequent exacerbation of behavioral difficulties. For example, Neece et al. [37]
reported that parenting stress and child behavior problems significantly predicted one
another through multiple developmental phases whereas elevated early parenting stress
has been linked to poorer later child social skills [39,40].

Compared to parents of typically developing children, research suggests that parents
of children with ASD exhibit distinct personality and socio-emotional profiles that may
influence how they cope with the demands of caregiving. Li et al. [41] noted that these
parents tend to show lower levels of novelty seeking and adaptability to change, as well
as reduced social engagement, characteristics that may heighten stress vulnerability in
unpredictable caregiving environments. Earlier work by Wolff et al. [42] also found that
fathers of children with ASD displayed higher levels of schizoid traits relative to com-
parison groups, potentially reflecting broader familial patterns of social withdrawal or
interpersonal detachment. More recent studies corroborate these observations, noting
elevated levels of neuroticism, introversion, and reduced emotional stability among parents
of children with ASD [43,44]. These personality characteristics have been associated with
increased psychopathology, greater sensitivity to child behavior problems, and a tendency
toward less flexible coping strategies. Conversely, protective traits such as emotional
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intelligence, resilience, conscientiousness, and extraversion have been linked to lower
parenting stress and more adaptive responses to daily challenges [45,46]. Collectively, this
literature suggests that parents’ dispositional factors significantly shape their psychological
adjustment and coping skills when raising a child with ASD.

1.2. Mindfulness and Parental Mental Health

Mindfulness—classified within the third wave of Cognitive–Behavioral Therapies
(CBT) [47–49]—constitutes a set of practices aimed at cultivating present-moment aware-
ness of thoughts, emotions, and bodily sensations with an attitude of openness and non-
judgmental acceptance [50,51]. These characteristics render mindfulness a particularly
practical and relevant avenue for caregivers who face persistent stressors, chronic emotional
demands, and elevated caregiving burdens associated with raising a child with ASD. At
the neurocognitive level, mindfulness practices have been linked to systematic changes in
neural circuits involved in attentional control, emotional regulation, and self-referential
processing, contributing to improvements in affect, well-being, and adaptive behavioral
functioning [52,53].

A growing body of evidence demonstrates that mindfulness training can reduce
parental stress and depressive symptoms, improve parents’ perceptions of their interac-
tions with their children, and decrease both internalizing and externalizing child behav-
iors [38,54,55]. MBCT originally developed as an eight-week relapse-prevention program
for individuals with recurrent depression [56,57], integrates mindfulness meditation with
cognitive therapy strategies to help individuals identify maladaptive cognitive patterns,
interrupt ruminative thought cycles, and cultivate greater emotional flexibility. Research
findings suggest that MBCT may also positively influence parenting by reducing emotional
reactivity, promoting empathic attunement, and increasing constructive engagement in
parent–child interactions [58].

Mindful Parenting, introduced by Kabat-Zinn and Kabat-Zinn [59], extends mindful-
ness principles into the parenting context by emphasizing intentional, present-centered,
and compassionate engagement with both the child and the parenting experience. This
relational framework highlights attunement, acceptance, emotional awareness, and non-
reactivity as core mechanisms that support healthier family relationships. Empirical studies
show that Mindful Parenting programs strengthen parent–child relationships, reduce
parental preoccupation and parenting stress, enhance children’s executive functioning, and
promote more adaptive co-parenting interactions [60]. Importantly, Mindful Parenting
has been associated not only with improvements in parental functioning but also in chil-
dren’s attention and behavioral regulation, especially among those with externalizing or
attentional difficulties [54,61,62]. Moreover, studies suggest that parents of children with
ASD who endorse elevated levels of dispositional mindfulness report lower levels of stress,
anxiety, and depression, as well as fewer behavioral problems and ASD-related symptoms
in their children [63,64].

In summary, mindfulness-based interventions appear theoretically well-grounded and
clinically appropriate for parents of children with ASD, as well as for parents experiencing
clinically significant depressive symptoms or heightened vulnerability to psychological
distress. By fostering acceptance, emotional regulation, and present-focused awareness,
mindfulness practices may help parents interrupt maladaptive cycles of experiential avoid-
ance and reactive parenting while strengthening their capacity for attuned, sensitive, and
compassionate caregiving. Nevertheless, further experimental research—particularly from
diverse cultural contexts—is needed to clarify the direct and long-term effects of mindful-
ness interventions on parental well-being, parenting processes, and child developmental
outcomes.

https://doi.org/10.3390/children13010053
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1.3. Current Study

According to the above evidence, the aim of the present RCT was to evaluate the pre-
liminary efficacy of MBCT for parents of children aged 4–17 years with ASD who reported
at least mild symptoms of depression, anxiety, or stress. The intervention preserved the
core structure of standard MBCT while integrating mindful parenting elements designed
to enhance mindful awareness specifically with emphasis on reducing emotional reactivity,
fostering acceptance and empathy, and strengthening parental engagement. Importantly,
the program did not include explicit behavioral parenting strategies. In contrast, it focused
on applying mindfulness principles to daily parenting challenges which are often char-
acterized by heightened emotional fatigue and may contribute to the intergenerational
transmission of depressive vulnerability.

The present study examined the effects of MBCT on parental mental health and
explored potential indirect parent-perceived changes in child behavioral outcomes in an
outpatient mental health care setting. We hypothesized that: (a) parents in the MBCT
group would exhibit significant reductions in depressive, anxiety, and stress symptoms,
as well as significant increases in positive affect and life satisfaction, both immediately
post-intervention and at one-month follow-up, compared to parents in the waitlist control
group; (b) parents in the MBCT group would demonstrate high intervention acceptability;
and (c) children of parents in the MBCT group would show greater improvements in parent
reported severity of child’s behavior problems relative to those in the waitlist control group.

2. Materials and Methods

2.1. Study Design and Setting

The study used a two-arm RCT comparing an intervention group receiving MBCT with
a waitlist-control group. Assessments were conducted at baseline (T0), immediately post-
intervention (T1), and at one-month follow-up (T2) to evaluate both the immediate effects
and short-term maintenance of treatment outcomes. Participants were randomly allocated
to conditions using simple randomization procedures to minimize selection bias and ensure
comparable groups. The study design followed key CONSORT recommendations—such
as random allocation and clearly defined assessment timepoints; thereby, enhancing the
methodological clarity and interpretability of the findings.

The study was conducted between February 2024 and April 2025 in an outpatient
mental health clinic in Athens, Greece. This setting offered a structured, supportive, and
therapeutically appropriate environment for family-focused interventions. All sessions
and assessments were carried out in designated therapeutic rooms to ensure privacy,
consistency, and adherence to professional standards.

This study was part of a postdoctoral research project and received ethical approval
from the Ethics and Research Committee of the University of West Attica (Approval
No. 8119/12-02-2024). Additional authorization for implementation of the intervention was
granted by the administrative board of the collaborating mental health clinic (Approval
No. 661/11-12-2023). All study procedures complied with the ethical principles outlined in
the Declaration of Helsinki for research involving human participants.

2.2. Participants and Sample Size

A total of 78 Greek parents were initially screened for eligibility through multi-
ple recruitment sources, including primary care settings, outpatient mental health clin-
ics, parent associations in local primary schools, and community outreach initiatives
(e.g., social media announcements, flyers, public advertisements). Eighteen individuals
were excluded during screening due to insufficient DASS-21 symptom severity, concur-
rent psychotherapy participation, or refusal to provide informed consent. The remaining

https://doi.org/10.3390/children13010053
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60 eligible parents were enrolled and randomly assigned to either the MBCT intervention
group (n = 30) or the waitlist-control group (n = 30). Figure 1 summarizes participant flow
through the study following CONSORT guidelines.

Figure 1. Flow chart of the study.

An a priori power analysis was conducted using G*Power 3.1.9.4 [65] to determine the
required sample size. The analysis was based on a repeated-measures ANOVA examining
the group × time interaction (two groups; three assessment points: T0, T1, T2). Assum-
ing a medium effect size (f = 0.25), α = 0.05, and desired power of 0.96, a minimum of
46 participants was required. Due to potential attrition, we sought to recruit at least 20%
more participants, targeting an overall sample of 56 parents.

2.3. Inclusion and Exclusion Criteria

To be included in the study, individuals were required to meet the following criteria:
(a) be a parent and primary caregiver aged ≥18 years and have at least one child diagnosed
with ASD, aged 4 to 17 years, living in the same household; and (b) have sufficient fluency
in Greek to understand instructions and complete all study procedures. To ensure parents

https://doi.org/10.3390/children13010053
6



Children 2026, 13, 53

most likely to benefit from the intervention, eligible participants were also required to
present at least mild symptoms of depression, anxiety, or stress, based on the established
DASS-21 cut-offs [66]: Depression ≥ 10, Anxiety ≥ 8, or Stress ≥ 15.

Exclusion criteria included participation in individual or group Cognitive Behavioral
Therapy (CBT) within the previous 12 months, to maintain sample homogeneity and
minimize confounding treatment effects. Participants were also required to attend at least
80% of MBCT sessions (i.e., ≥6 out of 8) to be included in post-intervention (T1) and
follow-up (T2) assessments. However, the exclusion criterion based on attendance was
not applied as no participants in the intervention group dropped out or failed to meet this
attendance requirement.

2.4. Measures
2.4.1. Psychosocial and Demographic Questionnaire

Participants completed a sociodemographic questionnaire developed by the re-
searchers to provide a comprehensive assessment of individual and family characteristics.
The first section collected parent-related information, including gender, age, marital and
employment status, as well as educational attainment. The second section concerned the
child, gathering data such as gender, age, and time since diagnosis. Parents also rated their
child’s overall behavior using a four-point ordinal scale (0 = “no behavioral problems” to
3 = “severe behavioral problems”), a brief approach previously used in ASD research [28].
This rating reflected parents’ impressions of the child’s everyday behavioral functioning,
considering common domains such as aggression, anxiety-related behaviors, regulatory
difficulties, and non-compliance.

2.4.2. Parental Mental Health and Wellbeing
Depression Anxiety and Stress Scale (DASS-21) [66]

The DASS-21 is a self-report instrument comprising 21 items divided into three sub-
scales: Depression, Anxiety, and Stress. Items are rated on a four-point Likert scale
(0 = “Did not apply to me at all” to 3 = “Applied to me very much or most of the time”).
Subscale scores are calculated by summing the relevant items and multiplying by two to
ensure comparability with the full DASS-42. The DASS-21 has been widely used with
parents of children with developmental disabilities [67,68] and has been validated in the
Greek population [69]. In the present study, internal consistency coefficients (Cronbach’s α)
were α = 0.75 for Depression, α = 0.64 for Anxiety, and α = 0.82 for Stress, indicating
acceptable to good reliability (see Table 1).

Satisfaction with Life Scale (SWLS) [70]

The SWLS assesses overall life satisfaction through five items rated on a seven-point
Likert scale (1 = strongly disagree to 7 = strongly agree). Total scores range from 5 to 35,
with higher scores indicating greater life satisfaction. Suggested interpretive categories
include: 5–9 (extremely dissatisfied), 10–14 (dissatisfied), 15–19 (below average satisfaction),
20–24 (moderately satisfied), 25–29 (quite satisfied), and 30–35 (very satisfied). The Greek
adaptation demonstrates satisfactory psychometric properties [71]. As shown in Table 1,
Cronbach’s α in the present study was 0.82, indicating good internal consistency.

Positive and Negative Affect Scale (PANAS) [72]

The PANAS consists of 20 items that measure the frequency of positive affect (10 items)
and negative affect (10 items) on a five-point Likert scale (1 = very slightly or not at all to
5 = extremely). The instrument has been widely used in research involving parents of children
with disabilities [73]. The scale has been translated and adapted into Greek with adequate
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psychometric properties [74]. Table 1 presents the internal consistency coefficients for the
current study, which were α = 0.63 for Positive Affect and α = 0.77 for Negative Affect.

Table 1. Summary of instruments used in the study.

Instruments Items/Subscales Scoring and Interpretation
Cronbach’s

α (Present Study)

DASS-21 [66]
(Depression,

Anxiety, Stress)

21
3 subscales

(7 items each)

4-point Likert scale (0–3);
subscale scores multiplied
by 2; higher scores indicate
greater symptom severity.

Depression = 0.75,
Anxiety = 0.64,

Stress = 0.82

PANAS [70]
(Positive–Negative

Affect)

20;
2 subscales

(10 items each)

5-point Likert scale
(1–5); higher

PA = greater positive affect,
higher NA = greater

distress.

Pos. = 0.63 Neg. = 0.77

SWLS [72]
(Satisfaction with Life) 5

7-point Likert scale (1–7);
higher total scores

reflect greater
life satisfaction.

Life satisfaction = 0.82

2.4.3. Intervention Acceptability

Acceptance of the intervention was assessed using a brief study-specific questionnaire
developed by the researchers based on relevant literature on mindfulness interventions.
Parents evaluated important program components (e.g., session structure, content rele-
vance, home practice activities, facilitator support) on a five-point Likert scale (1 = strongly
disagree, 5 = strongly agree). Participants were asked to provide qualitative feedback
on their overall experience by responding to two more open-ended questions about the
program’s most and least beneficial elements.

2.5. Procedure

Parents who expressed interest in the study were contacted by email or telephone and
completed an eligibility screening, which included confirmation of their child’s ASD diagnosis.
The study’s objectives, methods, and procedure were thoroughly described to parents who
met the inclusion criteria at an online or in-person briefing session. Informed consent was
obtained prior to participation. The study followed CONSORT recommendations for RCTs.

After completing baseline assessments, participants were randomly allocated to the
MBCT intervention group (n = 30) or the waitlist-control group (n = 30) using a com-puter-
generated randomization sequence to minimize selection bias. Outcome measures were
collected via self-administered questionnaires completed independently by par-ticipants,
without direct interaction with the research team, reducing the likelihood of assessment
bias related to awareness of group assignment. Data entry and dataset preparation were
performed by a researcher blinded to group assignment to minimize analytic bias.

Participants allocated to the MBCT group proceeded to the intervention phase
(described in Section 2.6). To maintain consistency and enhance group cohesion, the
30 participants allocated to the MBCT condition were organized into two fixed subgroups
of 15 individuals each, which remained stable throughout the eight-week program. Partici-
pants in the waitlist-control group continued with treatment as usual.

Post-intervention assessments (T1) were conducted within one week following the fi-
nal session, and follow-up assessments (T2) were administered four weeks later to examine
short-term maintenance of treatment effects. All assessments were completed individually.
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All data were anonymized using unique identification codes and stored on encrypted,
password-protected systems in accordance with GDPR requirements.

In the intervention group, all 30 parents initiated and completed the eight-week MBCT
program without attrition and all participants satisfied the predefined ≥80% attendance cri-
terion. In the waitlist control group, 26 of 30 parents completed both T1 and T2 assessments;
four participants withdrew immediately after randomization and completed only the
baseline assessment. Thus, the final analytic sample comprised 56 parents (MBCT: n = 30;
control: n = 26). All exclusions were due solely to missing follow-up data rather than
intervention-related reasons.

2.6. Intervention

The intervention followed the standard eight-week MBCT protocol [56,57], delivered
in weekly two-hour group sessions. MBCT integrates cognitive therapy principles with
mindfulness meditation practices to cultivate present-moment awareness, reduce automatic
negative thinking, enhance emotional regulation, and strengthen self-compassion, thereby
enabling participants to experience greater psychological wellbeing.

To ensure relevance for parents of children with ASD, the program incorporated estab-
lished mindful parenting components [6,59,75], without altering the core MBCT curriculum.
These additions emphasized applying mindfulness to real-time parenting challenges, in-
cluding recognizing emotionally driven parenting reactions, increasing awareness of the
parent–child relational dynamic, cultivating acceptance, and promoting nonreactive re-
sponding in high-stress caregiving situations.

Each session included guided mindfulness practices (e.g., body scan, sitting medita-
tion, mindful movement), compassion-focused exercises toward self and child, cognitive-
behavioral elements (identifying automatic thoughts, cognitive reactivity, and decentering),
experiential activities, and structured group inquiry linking personal practice experiences
to MBCT principles. Table 2 presents the program’s structure and content. Participants
were assigned 30–40 min of daily home practice supported by Greek-translated audio
recordings and written materials. To encourage participation and skill consolidation, home
practice was reviewed weekly.

Sessions were facilitated by the first author, an academic specializing in developmental
psychology and developmental psychopathology with accredited training in mindfulness-
based interventions and clinical psychotherapeutic practice. Attendance was recorded,
with an expectation of ≥80% participation to ensure adequate exposure. Participants in the
waitlist-control group continued treatment as usual and were offered the MBCT program
after completing T2. Attendance was recorded to ensure adequate exposure and after
completing T2, the MBCT program was offered to participants in the waitlist-control group
who continued to receive standard treatment.

Table 2. Overview of the MBCT Intervention: Session-by-Session Protocol.

Week/Session Core Theme
Primary Mindfulness

Practices
MBCT/Mindful Parenting

Components

Week 1 Awareness and Autopilot
Mindful eating (raisins

task); Introduction to body
scan

Recognizing automatic parenting
reactions; introducing the

program structure and group
guidelines

Week 2
Facing Obstacles/A

Different Way of Knowing
Body scan; Short mindful

breathing

Distinguishing “doing” vs.
“being” mode; observing difficult
parenting thoughts/emotions as

mental events
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Table 2. Cont.

Week/Session Core Theme
Primary Mindfulness

Practices
MBCT/Mindful Parenting

Components

Week 3
Focusing the Scattered

Mind

Extended mindful
breathing; Mindful
movement; 3-min
breathing space

Applying attentional focus
before/after challenging
parent–child interactions

Week 4
Responding to

Experience/Recognizing
Aversion

Sitting meditation (breath,
body, sounds, thoughts)

Noticing pleasant and unpleasant
events in parenting; cultivating

nonjudgmental awareness toward
the child

Week 5 Allowing and Letting Be
Acceptance-focused

meditation (observing
difficult emotions)

Allowing parental emotions (guilt,
frustration, sadness) to arise

without avoidance or suppression

Week 6 Thoughts Are Not Facts
Sitting meditation

emphasizing thought
awareness

Decentering from self-critical
thoughts (e.g., “I am not a good
parent”); reframing automatic

interpretations

Week 7
Self-Care and Relapse

Prevention
Extended sitting

meditation

Identifying personal stress
triggers; developing a self-care

and mindful parenting
maintenance plan

Week 8
Maintaining and

Extending New Learning

Review of core practices;
Choice of preferred

meditation

Creating individualized mindful
parenting plans; integrating

mindfulness into daily routines

2.7. Statistical Analysis

All statistical analyses were conducted using IBM SPSS Statistics (Version 25). As-
sumptions of normality were evaluated through skewness and kurtosis values, all of which
fell within the acceptable ±2 range, supporting the use of parametric procedures [76,77].
This approach aligns with other RCTs in the mindfulness literature [78].

Descriptive statistics were computed for all sociodemographic and baseline clinical
variables, and internal consistency (Cronbach’s α) was examined for each psychometric
instrument. Independent-samples t-tests for continuous variables and chi-square tests for
categorical variables were used to evaluate baseline equivalence between the MBCT and
waitlist-control groups.

Intervention effects were examined using repeated-measures ANOVAs with time (T0,
T1, T2) as the within-subjects factor and group (MBCT vs. waitlist-control) as the between-
subjects factor. The primary focus of inference was the group × time interaction. Partial
eta squared (η2p) was reported as the effect size for ANOVA models. When significant
interactions were detected, post hoc paired-samples t-tests evaluated within-group changes
across time, and independent-samples t-tests compared groups at each assessment point.
For within-group comparisons, effect sizes were calculated using Cohen’s d for paired
samples (dz), whereas standard Cohen’s d was used for between-group comparisons.

Changes in parent-reported child behavior problem severity over time and between
groups were analyzed using chi-square tests, and effect sizes were measured using
Cramer’s V. Statistical significance was set at α = 0.05 (two-tailed).
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3. Results

3.1. Sociodemographic and Clinical Characteristic

Table 3 presents the baseline sociodemographic characteristics of participating parents
and their children. There were no statistically significant differences between the MBCT and
waitlist-control groups on any demographic category (all p > 0.05), indicating appropriate
baseline equivalence. Most parents (66.1%) were mothers and were married. Nearly half
(42.9%) had received technical or technological education. The mean age of the parents
was 40.67 years (SD = 6.45), and the two groups did not differ in age, gender distribution,
or employment status. In terms of child characteristics, most children (80.4%) were males,
with a mean age of 10.54 years and an average time since ASD diagnosis of 5.84 years.
Similar to parental factors, no statistically significant between-group variations were found
in child sociodemographic variables at baseline.

Baseline clinical outcomes are shown in Table 4. All mental health indicators
showed no significant between-group differences (all p > 0.05). Parents were classified
within mild to moderate symptom severity range on the DASS-21 (Mdepression = 17.32;
Manxiety = 13.00, and Mstress = 26.14). Life satisfaction scores were low (M = 15.71) and fell
into the category of “slightly dissatisfied”. Similarly, PANAS scores across groups showed
a clinically significant trend of increased negative affect (M = 22.80) and decreased positive
affect (M = 27.79). At baseline (T0) (p = 0.923), parent-reported severity of child behavioral
problems did not differ significantly between groups, suggesting that both groups had
comparable clinical profiles at the start of the study. The homogeneity of the overall sample
strengthens the methodological validity of subsequent between-group comparisons.

Table 3. Social and Demographic Characteristics of Participants.

Variables
Total

Participants
(n = 56)

MBCT
Group
(n = 30)

Waitlist
Control

Group (n = 26)
χ2/t p

Parental characteristics
Gender, n (%)

Male 19 9 10
Female 37 21 16 0.445 0.505

Age in years (M/SD) 40.67 40.52 40.85 −0.194 0.846
Marital status, n (%)

Married 42 22 20 (76.9%)
Divorced 9 4 5

Single parent 5 4 1 1.729 0.421
Education level, n (%)

Secondary 10 3 7
Technical/Technological 24 15 9

University 22 12 10 3.011 0.222
Employment status,

n (%)
Public employee 16 7 9
Private employee 27 15 12

Self-employed 13 8 5 0.995 0.608

Child characteristics

Gender, n (%)
Boy 45 24 21
Girl 11 6 5 0.005 0.942

Age in years (M/SD) 10.54 10.51 10.59 0.072 0.942
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Table 3. Cont.

Variables
Total

Participants
(n = 56)

MBCT
Group
(n = 30)

Waitlist
Control

Group (n = 26)
χ2/t p

Time since
diagnosis (years) (M/SD) 5.84 5.78 5.9 −0.129 0.897

Severity of child’s behavior
problem,

n (%)
Mild 9 (16.1%) 5 (16.7%) 4 (15.4%)

Moderate 20 (35.7%) 10 (33.3%) 10 (38.5%)
Severe 27 (48.2%) 15 (50%) 12 (46.2%) 0.160 0.923

Table 4. Baseline Clinical Characteristics of Participants.

Indicators
Total Participants

(n = 56)

MBCT
Group
(n = 30)

Control
Group
(n = 26)

t p

M/SD M/SD M/SD

DASS-21

Depression 17.32 ± 4.29 17.40 ± 4.85 17.23 ± 3.63 0.150 0.882
Anxiety 13.00 ± 2.70 12.93 ± 3.27 13.08 ± 1.90 −0.210 0.832
Stress 26.14 ± 4.73 26.13 ± 5.01 26.15 ± 4.49 −0.021 0.987

PANAS

Positive Affect 27.79 ± 2.10 27.70 ± 2.45 27.88 ± 1.65 −0.334 0.746
Negative Affect 22.80 ± 2.70 23.03 ± 3.35 22.54 ± 1.70 0.710 0.485

SWLS

Life satisfaction 15.71 ± 2.81 15.60 ± 3.16 15.85 ± 2.41 −0.340 0.739

3.2. Effect of the MBCT Program on Parental Mental Health Outcomes
3.2.1. Depression

Repeated-measures ANOVA revealed significant main effects of group (F = 22.950,
p < 0.001, η2p = 0.298) and time (F = 50.344, p < 0.001, η2p = 0.482) on depressive symptoms.
Importantly, a Group × Time interaction emerged (F = 64.126, p < 0.001, η2p = 0.543). As
presented in Table 5, within-group comparisons indicated substantial reductions in depres-
sion in the MBCT group from baseline to post-intervention and from baseline to follow-up
suggesting continued symptomatic relief over time. In contrast, the waitlist control group
showed no significant changes in depression levels across assessments. Figure 2 illustrates
that, the MBCT group reported significant lower depressive symptoms than the control
group at post-intervention, with this difference being even more pronounced at follow-up.

3.2.2. Anxiety

Repeated-measures ANOVA revealed significant main effects of group (F = 21.730,
p < 0.001, η2p = 0.287) and time (F = 18.462, p < 0.001, η2p = 0.255), as well as a significant
Group × Time interaction (F = 29.298, p < 0.001, η2p = 0.352). As shown in Table 5,
participants in the MBCT group exhibited marked reductions in anxiety from baseline
to post-intervention, followed by additional improvements at follow-up. No additional
change was observed between post-intervention and follow-up, indicating stability of
treatment gains over time. Conversely, no comparable changes were observed in the control
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group. Be-tween-group comparisons further indicated that the MBCT group reported
significantly lower anxiety levels than the control group at post-intervention, with anxiety
levels continuing to decline at follow-up (see Figure 2).

3.2.3. Stress

A repeated-measures ANOVA revealed significant main effects of group (F = 25.530,
p < 0.001, η2p = 0.321) and time (F = 143.828, p < 0.001, η2p = 0.727), as well as a significant
Group × Time interaction (F = 188.515, p < 0.001, η2p = 0.777). As shown in Table 5,
within-group analyses indicated substantial reductions in stress in the MBCT group from
baseline to post-intervention. A smaller but statistically significant improvement was
also observed between post-intervention and follow-up, suggesting continued symptom
improvement over time. In comparison, the waitlist control group exhibited no significant
changes in stress across any of the three assessment points. Between-group comparisons
further supported the effectiveness of the intervention, with lower stress levels observed in
the MBCT group compared to the control group at post-intervention and follow-up (see
Figure 2).

3.2.4. Life Satisfaction

Repeated-measures ANOVA revealed significant main effects of group and time,
as well as a robust Group × Time interaction (Fs = 62.429 and 87.903 respectively,
ps < 0.001; interaction: F = 132.156, p < 0.001). According to Table 5, within-group analyses
indicated substantial increases in life satisfaction in the MBCT group from baseline to
post-intervention, followed by additional increases at follow-up. However, no significant
changes emerged at any time point in the waitlist control group. Figure 2 shows that
parents in the MBCT group reported higher levels of life satisfaction than those in the
control group at post-intervention, with this difference remained evident at follow-up.

3.2.5. Positive and Negative Affect

For positive affect, analyses revealed a significant main effect of group (F = 9.725,
p = 0.003, η2p = 0.153) and time (F = 23.866, p < 0.001, η2p = 0.306), as well as a significant
Group × Time interaction (F = 32.066, p < 0.001, η2p = 0.373). As reported in Table 5, within-
group analyses indicated that parents in the MBCT group showed marked increases in
positive affect from baseline to post-intervention, with further gains maintained at follow-
up. No significant changes over time were observed in the control group. Between-group
comparisons further demonstrated that the MBCT group reported higher levels of positive
affect than the control group at both post-intervention and follow-up assessments (see
Figure 2).

As illustrated in Table 5, a significant main effect of group (F = 7.292, p = 0.009,
η2p = 0.119) and time (F = 14.189, p < 0.001, η2p = 0.208), as well as a significant
Group × Time interaction (F = 25.267, p < 0.001, η2p = 0.319), was revealed. Within-group
analyses indicated that the MBCT group showed consistent reductions in negative affect
from baseline to post-intervention and this effect remained evident at follow-up. In the
control group, however, no significant changes were observed across the three assessment
points. According to Figure 2, between-group comparisons (further demonstrated that
the MBCT group reported significantly lower negative affect than the control group at
post-intervention with the advantage persisting and strengthening at follow-up.
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Table 5. Comparisons of Parental Mental Health Outcomes by Group and Time.

Indicator Group
M

± SD (T0)
M

± SD (T1)
M

± SD (T2)
T0 vs. T1 T0 vs. T2 T1 vs. T2

Group × Time
Interaction

(F, p)

Depression

MBCT 17.40 ± 4.85 11.77 ± 2.67 11.00 ± 2.39
t(29) = 10.37,

p < 0.001,
d = 1.89

t(29) = 8.52,
p < 0.001,
d = 1.56

t(29) = 2.37,
p = 0.020,
d = 0.43 F = 64.126,

p < 0.001,
η2p = 0.543Control 17.23 ± 3.63 17.46 ± 3.28 17.69 ± 3.47

t(25) = −1.14,
p = 0.265,
d = −0.22

t(25) = −1.54,
p = 0.136,
d = −0.30

t(25) = −0.90,
p = 0.376,
d = −0.18

Anxiety

MBCT 12.73 ± 3.50 9.40 ± 2.24 9.30 ± 2.09
t(29) = 7.53,
p < 0.001,
d = 1.37

t(29) = 6.72,
p < 0.001,
d = 1.23

t(29) = 0.40.
p = 0.687,
d = 0.07 F = 29.298,

p < 0.001,
η2p = 0.352Control 12.92 ± 2.05 13.15 ± 2.05 13.46 ± 2.16

t(25) = 1.14,
p = 0.265
d = −0.22

t(25) = −1.54,
p = 0.136,
d = −0.30

t(25) = −0.90,
p = 0.376,
d = −0.18

Stress

MBCT 26.13 ± 5.01 18.93 ± 4.48 17.30 ± 4.09
t(29) = 16.96,

p < 0.001,
d = 3.10

t(29) = 17.56,
p < 0.001,
d = 3.21

t(29) = 4.18,
p < 0.001,
d = 0.76 F = 188.515,

p < 0.001,
η2p = 0.777Control 26.15 ± 4.09 26.46 ± 4.09 26.85 ± 3.76

t(25) = −0.39,
p = 0.800,
d = −0.05

t(25) = −1.17,
p = 0.025,
d = −0.23

t(25) = −0.65,
p = 0.500,
d = −0.13

Positive
Affect

MBCT 27.70 ± 2.45 29.97 ± 2.34 30.43 ± 2.39
t(29) = −6.38,

p < 0.001,
d = −1.16

t(29) = −6.46,
p < 0.001,
d = −1.18

t(29) = −2.45,
p = 0.020,
d = −0.45 F = 32.066,

p < 0.001,
η2p = 0.373Control 26.69 ± 3.96 27.88 ± 1.66 27.65 ± 1.65

t(25) = −1.28,
p = 0.211,
d = −0.25

t(25) = −1.01,
p = 0.323,
d = −0.20

t(25) = 1.19,
p = 0.247,
d = 0.23

Negative
Affect

MBCT 23.03 ± 3.35 20.83 ± 1.72 20.23 ± 1.92
t(29) = 4.41,
p < 0.001,
d = 0.80

t(29) = 5.34,
p < 0.001,
d = 0.98

t(29) = 3.67,
p = 0.001,
d = 0.67 F = 25.267,

p < 0.001,
η2p = 0.319Control 22.54 ± 1.70 22.81 ± 1.90 22.96 ± 1.97

t(25) = 0.97,
p = 0.341,
d = −0.19

t(25) = −1.53,
p = 0.139,
d = −0.30

t(25) = −1.69,
p = 0.103,
d = −0.33

Life
Satisfaction

MBCT 15.60 ± 3.16 21.77 ± 2.97 23.07 ± 2.49
t(29) = −12.50,

p < 0.001,
d = −2.29

t(29) = −14.80,
p < 0.001,
d = −2.71

t(29) = −4.71,
p < 0.001,
d = −0.86 F = 132.156,

p < 0.001,
η2p = 0.710Control 15.31 ± 1.69 15.12 ± 1.53 15.04 ± 1.93

t(25) = 0.48,
p = 0.638,
d = 0.09

t(25) = 1.32,
p = 0.199,
d = 0.26

t(25) = 0.20,
p = 0.844,
d = 0.04

Figure 2. Changes in Parental Mental Health Outcomes Across Time by Group.

3.3. Intervention Acceptability

Parents receiving the MBCT intervention demonstrated very high levels of acceptabil-
ity, with 96.4% reporting overall strong satisfaction with the program (M = 4.82, SD = 0.39).
Regarding the structure and content of the intervention, 95.4% of participants indicated
high satisfaction, reflecting strong approval of the program’s organization, session flow, and
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relevance to their personal and family needs. Similarly, 97.4% rated their overall experience
and the suitability of the program as highly positive, highlighting the supportive group
atmosphere, the facilitator’s guidance, and the practical usefulness of the skills taught.
Open-ended responses also revealed that parents found the mindfulness practices highly
appropriate for daily parenting and intended to continue using them beyond the program.
The main obstacles identified were childcare needs and travel distance, while some parents
suggested that future interventions could benefit from smaller group sizes to enhance
interaction and personal sharing.

3.4. Child Behavioral Outcomes

Because no significant between-group differences were observed in parent-reported
child behavioral problems at baseline (T0) (p = 0.923; see Section 3.1), subsequent analy-
ses focused on changes in parent-perceived child behavior at post-intervention (T1) and
follow-up (T2). At T1, a statistically significant between groups difference was observed
(χ2(3) = 18.262, p < 0.001), corresponding to a large effect size (Cramer’s V = 0.57). In
the MBCT group, only 6.7% of children remained in the severe range while 13.3% were
rated as having no behavioral problems. In contrast, in the waitlist-control group, 53.8%
of children continued to exhibit severe behavioral difficulties and no child was rated as
problem-free. This pattern was further strengthened at T2, where another significant group
difference was revealed (χ2(3) = 25.169, p < 0.001; Cramer’s V = 0.67). As shown in Figure 3,
the proportion of children rated as having no behavioral difficulties increased to 20% in
the MBCT group, while only 3.3% remained in the severe category. Conversely, 61.5% of
children in the control group continued to present with severe problems, and none were
rated as having no difficulties

 
Figure 3. Comparison of Children’s Behavioral Problems Across Time by Group.

4. Discussion

4.1. Preliminary Findings

At baseline, the two groups were comparable in terms of all sociodemographic and
clinical factors, confirming the adequacy of randomization. More specifically, parents had
significantly higher levels of depression, anxiety, and stress, accompanied by reduced life
satisfaction. These scores fell within clinically relevant ranges across important mental
health indices and were significantly higher than normal population norms [79]. Such find-

https://doi.org/10.3390/children13010053
15



Children 2026, 13, 53

ings have been consistently reported in previous studies which demonstrate the elevated
psychological burden experienced by parents of children with ASD and underline the clini-
cal relevance of evaluating interventions specifically targeting this population [73,80,81].
Moreover, this high level of initial distress provided substantial scope for therapeutic
improvement.

4.2. Effectiveness of MBCT on Parental Mental Health

The current study’s results suggest that the MBCT program was highly effective in re-
ducing depressive symptoms, with parents in the MBCT group exhibiting significant gains
both at immediately post-intervention and at follow-up. These findings align with a large
body of research showing that MBCT reliable improves depressive symptoms and prevents
relapse [56,57,82,83] while also enhancing psychological flexibility and resilience [84,85].
Depression is typically characterized by rigid negative schemas, ruminative thinking, and
heightened attentional focus on distressing emotional states [86,87]. MBCT can reduce
depressive symptomatology by interrupting the repetitive negative cognitive cycles that
sustain emotional distress and depressive episodes; thereby fostering metacognitive aware-
ness, cognitive flexibility, acceptance, and self-compassion. Accordingly, this cognitive
shift enables individuals to cope with difficult situations with less automatic reactivity and
greater psychological flexibility, functioning as a broad regulatory mechanism that yields
downstream benefits across anxiety- and stress-related processes.

Within the context of parenting a child with ASD—an environment marked by chronic
stressors and heightened emotional demands—these internal regulatory gains are likely
further reinforced by the mindful parenting components embedded in the MBCT protocol.
These practices foster present-moment awareness, emotional attunement, and compassion
in parent–child interactions [60,75,88,89], which, in turn, help disrupt entrenched reactive
patterns and reduce the likelihood that everyday challenges will elicit negative interpre-
tations or self-critical rumination. Through this dual pathway—targeting both internal
emotion-regulation processes and the interpersonal quality of parent–child exchanges—the
combined MBCT and mindful parenting approach fosters a more regulated, attuned, and
compassionate caregiving stance.

In terms of parental stress, the MBCT group showed both immediate post-intervention
and long-term gains, with stress levels decreasing significantly from the severe range at
baseline to the mild range at T1 and falling within the normative range by T2. These
results are consistent with previous studies revealing that mindfulness-based interventions
reliably reduce stress and enhance emotional functioning among caregivers of children
with ASD [90–93]. Mindfulness may serve as a protective factor particularly for parents
who must balance demanding caregiving responsibilities alongside professional pres-
sures, financial strain, and persistent work–family conflict [94]. Parents receiving MBCT
learn to interrupt automatic stress responses and shift attention toward more adaptive
interpretations through practices that cultivate a non-judgmental present-moment stance,
mindful disengagement from “autopilot”, and greater sensitivity to internal cues [95].
This in turn expands their capacity to cope with daily challenges in more flexible and
adaptive ways. Indeed, such cognitive–emotional shifts reduce reliance on fight-or-flight
patterns—commonly associated with anxiety and heightened reactivity [96]—and foster
more deliberate, emotionally regulated parenting behaviors.

Significant improvements in perceived positive affect and life satisfaction were ob-
served among participants in the MBCT group, who shifted from “somewhat dissatisfied”
at baseline to “somewhat satisfied” at post-intervention and follow-up. Such findings
align with evidence indicating that mindfulness practice reduces self-criticism, enhances
positive emotion, and supports broader psychological flourishing [97–99]. According to
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the Mindfulness-to-Meaning Theory [95], mindfulness contributes to psychological well-
being through conscious emotion regulation and disengagement from habitual negative
attentional patterns, facilitating metacognitive awareness. Mindfulness practices that culti-
vate decentering and broaden attentional scope may initiate an upward spiral of adaptive
cognitive–affective processing that progressively transforms how individuals respond to
stress. This shift enables individuals to engage in more constructive cognitive reappraisal
and to flexibly reinterpret both internal and external experiences, thereby enhancing their
capacity to cope with adversity with greater clarity, emotional calmness, and a strength-
ened sense of purpose. More specifically, these cognitive processes are linked to enhance
well-being primarily through their influence on affective functioning, including increased
positive affect and reduced negative affect [100].

For families raising a child with ASD, this process may represent a central pathway
linking mindfulness practice to improved life satisfaction [101] as parents become more
capable of re-experiencing positive emotions and evaluating daily life more favorably. In
turn this may foster a more compassionate and meaningful stance toward their caregiving
role while reducing automatic negative appraisals. such as guilt or self-blame, related to the
child’s disability and challenging behaviors. Within this framework, the Mindfulness-to-
Meaning Theory helps conceptualize how mindfulness-based interventions may promote
mindful parenting by interrupting automatic stress-driven reactions and fostering greater
psychological flexibility [94]. Rather than reacting reflexively, parents may learn to pause,
attend to present-moment experience, and broaden awareness to include alternative per-
spectives and coping options that may previously have been overlooked (e.g., identifying
flexible strategies to manage work–family demands).

Several of the observed intervention effects were relatively large compared to those
typically reported in psychosocial interventions, and this finding warrants careful consider-
ation. One contributing factor may be the elevated levels of psychological distress observed
at baseline, which likely provided greater scope for therapeutic improvement following in-
tervention. Indeed, the present sample appeared to report increased psychological burden,
reflecting the heightened vulnerability and unmet mental health needs of parents raising
a child with ASD in Greece, a population that remains comparatively under-researched,
and highlighting the chronic emotional demands associated with caregiving in this con-
text [5,23]. Such elevated baseline distress may allow greater observable change following
interventions focused on emotional regulation, reflecting heightened unmet support needs
at treatment entry and increased receptivity to structured, practical therapeutic input [82].
In addition, observed intervention effects may reflect not only MBCT-specific techniques
but also the influence of non-specific therapeutic factors. Participants in the intervention
group received additional attention, structured group support, and regular engagement
with facilitators and other parents sharing similar caregiving experiences. In constrast,
these elements were not provided in the same form to the control group, which continued
to receive individual support as usual. As a result, between-group differences may reflect
the combined contribution of intervention-specific components and broader contextual
and psychosocial factors that were not equally distributed across conditions.

Contemporary neuroscientific models describing the therapeutic mechanisms underly-
ing mindfulness practice provide a coherent explanatory framework for understanding the
treatment gains observed in the current study. Research evidence indicates that MBCT in-
duces functional and structural neuroplastic changes in brain system supporting attentional
and cognitive control, emotional regulation, and self-referential processing [102]. Indeed,
mindfulness practice has been found to enhance activation in prefrontal and anterior cin-
gulate regions, which are critical for top-down emotion regulation [53]. Additionally, it
reduces amygdala reactivity, thereby improving threat sensitivity and strengthening emo-
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tional resilience [103,104]. In parallel, mindfulness practices modulate the hypothalamic–
pituitary–adrenal (HPA) axis, contributing to reductions in cortisol levels [105,106] and
counteracting the chronic stress dysregulation frequently reported among parents of chil-
dren with ASD [107]. As these neurobiological processes unfold, they may support greater
interoceptive awareness and regulatory flexibility, facilitating more sustained emotional
regulation in the context of chronic caregiving stress.

Because the present study focused on intervening at the individual parent level, the
effectiveness of the intervention can be interpreted in relation to broader contextual and
cultural factors that may have shaped both treatment engagement and observed outcomes.
Importantly, mindfulness-based interventions have not been widely implemented or es-
tablished as evidence-based approaches within the Greek mental health care system. As a
result, participants in the present study were largely unfamiliar with mindfulness practices
prior to enrollment. This lack of prior exposure may have influenced both the perceived ac-
ceptability of the intervention and the magnitude of observed treatment effects, potentially
contributing to substantial improvements from baseline to post-intervention that were
maintained at the one-month follow-up. In this context, engagement with mindfulness
practices may have represented a novel and meaningful psychological resource, particularly
for parents with limited prior access to structured emotional regulation strategies.

In addition, broader socioeconomic conditions may have further shaped parents’
responsiveness to the intervention. The prolonged economic crisis in Greece has dispropor-
tionately affected families raising children with autism, who often face increased financial
burden related to ongoing therapeutic and educational needs [5,23]. Empirical evidence
indicates that these financial pressures are associated with heightened parenting stress,
anxiety, and a pervasive sense of insecurity, which may reduce parents’ psychological
availability and increase reliance on automatic, reactive parenting responses. Within this
context, mindfulness-based interventions that cultivate present-moment awareness and
emotional regulation may be particularly salient, offering parents psychological space to
disengage from habitual stress-driven reactions. Overall, these contextual factors may have
created conditions under which parents were particularly receptive to the intervention,
thereby amplifying its perceived effectiveness. At the same time, they underscore the
importance of considering how broader contextual influences interact with mindfulness-
based interventions to shape acceptability, engagement, and treatment outcomes across
diverse settings.

4.3. Acceptance of the Intervention

All 30 parents (100%) in the MBCT group completed the eight-week program and
consistently attended sessions, engaged in daily mindfulness practice (30–45 min), and
applied mindful parenting skills at home. Participants’ consistent involvement throughout
the program reflects high commitment and strong feasibility to the intervention protocol.
Acceptability ratings were consistently positive with parents reporting that the program’s
structure, content, and relevance aligned closely with their needs. They also identified the
supportive group environment and the facilitator’s guidance as key strengths of the pro-
gram. Open-ended responses further revealed the practical value of mindfulness practices
for managing everyday parenting challenges. Reported obstacles were primarily associated
with increased childcare demands and travel distance to and from the intervention setting.
These findings align with international research demonstrating high satisfaction and strong
engagement with mindfulness-based programs [73,108,109], confirming MBCT as a feasible
and well-accepted intervention for ASD caregivers.
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4.4. Indirect Parent—Perceived Changes in Children’s Behavior

Although children did not receive direct intervention, parent-reported assessments
at post-intervention and follow-up indicated exploratory between-group differences in
behavioral outcomes, with the MBCT group showing notable reductions in perceived
problem severity. Given that child outcomes were assessed using a single parent-reported
item, these findings should be interpreted as parent-perceived changes rather than objective
behavioral improvement. Consistent with the transactional model of development [35]
and with prior evidence [55,61,110] these parent-perceived gains in children’s behavior
may reflect improvements in parents’ emotional regulation and increased use of adaptive
parenting strategies. Reductions in parental stress may interrupt maladaptive parent–
child transactional cycles and promote a calmer, more supportive caregiving environment
that parents may experience as facilitating improvements in their child’s self-regulation.
As parents become more regulated, attentive, and responsive to their child’s needs and
behaviors, the parent child relationship may improve, and daily interactions may be
perceived as less reactive and more supportive. In turn, parents are more able to create a
caregiving environment characterized by emotional stability and consistency supporting
changes in how child behavior is perceived and managed over time. Therefore, mindful
parenting functions as a key mechanism through which parental well-being translates into
changes in parents’ perceptions of their child’s behavioral adjustment, underscoring the
reciprocal interplay between parental wellbeing and child behavior.

4.5. Strengths, Limitations, and Future Research

This study has several methodological strengths. The use of an RCT with an experi-
mental and a waitlist-control group enhances the rigor of the study and supports robust
conclusions about the effectiveness of MBCT on parental mental health. Importantly, there
was no attrition in the MBCT group, indicating high acceptability, strong engagement, and
good feasibility which are all critical factors for interventions targeting parents of children
with ASD. Additionally, the inclusion of parents of children aged 4 to 17 years may enhance
the applicability of the findings to a broad spectrum of ASD caregiving experiences.

Despite these strengths, several limitations need consideration. First, although the
sample size exceeded a priori power criteria, it remained relatively modest, which may
limit the precision of effect size estimates and the generalizability of the findings [111]. It
should be noted, however, that similar sample sizes are commonly reported in clinical
mindfulness-based intervention studies with parents of children with neurodevelopmental
conditions, reflecting both the intensity of such interventions and the practical challenges
associated with recruiting and retaining this population [38,78,82]. Future studies should
recruit larger and more socioeconomically and geographically diverse samples, including
families from rural settings and varied cultural backgrounds, to enhance the applicability
of results [83]. Second, this study aimed to examine the short-term treatment effects of the
MBCT intervention on parental psychopathology; therefore, conclusions regarding the long-
term sustainability of treatment gains are limited by the one-month follow-up period [112].
Short-term follow-up assessments (e.g., one to two months) have also been used in pilot and
early-stage randomized controlled trials of family mindfulness interventions to examine
initial trajectories of change [94,113], as they allow evaluation of early maintenance of
effects while minimizing attrition and participant burden before longer-term assessments
become feasible. Nevertheless, future research should incorporate extended follow-up
assessments spanning several months or years post-intervention in order to more accurately
capture long-term trajectories of change. Given that mindfulness is not a stable personality
trait but rather a trainable and dynamic capacity, accumulating evidence suggests that the
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effects of mindfulness-based interventions may not be static, but instead continue to evolve,
consolidate, or even emerge more clearly over time [88,91,109].

An additional limitation concerns the absence of an active control condition and the
potential influence of expectancy effects. Although the primary aim of the present trial was
not to compare MBCT with another active psychological intervention, but rather to evaluate
its effects relative to a condition that did not receive MBCT, participants in the control
group continued to receive treatment as usual. While this design accounts for ongoing
support and routine care [114], as is common in similar studies [38,82,94], improvements in
parental mental health and parent-perceived child outcomes in the intervention group may
still have been partly influenced by positive treatment expectations, increased attention,
or other non-specific factors associated with participation in a structured program. This
limitation is particularly relevant given the waitlist control design and the reliance on
self-report measures.

Indeed, outcomes in the present study were assessed exclusively using quantitative
self-report instruments. Although these measures demonstrate strong psychometric prop-
erties [66,70] and are sensitive to change, they may be influenced by cognitive reappraisal
processes and positive expectancy effects following participation in a structured inter-
vention. Moreover, self-report measures may not fully capture the subjective complexity
of parents’ lived experiences or provide detailed insight into how mindfulness skills are
translated into everyday parenting practices. As such, reliance on self-report data may
limit the depth with which underlying change processes can be understood.

Finally, child behavioral outcomes in the present study were assessed exclusively
through parent-reported ratings, reflecting parents’ perceptions of changes in their child’s
behavior over time. Although parent reports provide ecologically valid information about
daily functioning, this approach may be influenced by expectancy effects and reporting
biases, particularly in the context of psychosocial interventions targeting parental emotional
regulation [115]. In addition, reliance on a single informant does not allow differentiation
between perceived behavioral change and objective behavioral improvement, nor does
it adequately account for the presence of co-occurring psychopathology (e.g., attention-
deficit/hyperactivity disorder), which may independently shape children’s behavioral
presentations and trajectories [116]. Consequently, findings related to child behavior should
be interpreted as preliminary and parent-perceived changes rather than definitive evidence
of direct behavioral improvement. Future research would benefit from incorporating multi-
informant assessment strategies (e.g., reports from teachers and clinicians), structured
behavioral observations, and standardized assessment tools to enhance the validity and
robustness of child outcome evaluation.

5. Conclusions

This RCT provides robust evidence that MBCT, combined with mindful parenting
practices, is an effective and acceptable intervention for parents of children with ASD.
Parents who received MBCT demonstrated significant improvements in overall mental
health and wellbeing, with particularly notable reductions in parental psychopathology
along with strong gains in positive affect and life satisfaction. These improvements were
evident at post-intervention and either further increased or, in the case of anxiety, remained
stable at follow-up, revealing both the direct impact and short-term durability of treatment
gains. In contrast, the waitlist-control group showed no meaningful changes, underscoring
both the efficacy of MBCT and the persistent psychological burden experienced by parents
caring for a child with ASD.

Preliminary indications of parent-perceived changes in children’s behavior suggest
that improvements in parental emotional regulation may positively influence family dy-
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namics and parent–child relationships. These improvements are likely explained by gains
in present-moment awareness, acceptance, and self-compassion all of which are central
mechanisms cultivated through MBCT and mindful parenting. As a result, through these
practices parents experience neurocognitive changes which interrupt maladaptive cogni-
tive patterns and reduce emotional reactivity while enhancing prefrontal control processes
involved in psychological flexibility and emotional regulation. Thus, these changes enable
parents to respond to caregiving demands in a more adaptive and flexible manner rather
than relying on habitual stress or emotional-driven reactions [6,117].

In clinical practice, MBCT represents a well-accepted intervention that can be inte-
grated into individual therapy, group-based parent support, and broader psychoeduca-
tional programs. By strengthening parental mental health, MBCT has the potential to
indirectly support children’s positive behavioral, highlighting its value as a family-centered
approach to promoting psychological well-being and healthier parent–child interactions.
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Highlights

What are the main findings?

• This was a 3-year follow-up study investigating the distinct adverse effect of parental
burnout on child development while controlling for maternal depression.

• Parental burnout was significantly associated with child internalizing and external-
izing problems, independently of postpartum or present maternal depression at
the dimensional level, even though associations with borderline/clinically signif-
icant outcomes were attenuated once overlapping maternal mental health factors
were considered.

What are the implication of the main findings?

• Parental burnout presents a unique risk factor for child adverse outcomes in toddler-
hood, distinct from maternal depression, which requires further research.

• It is crucial to recognize and support families where parents are experiencing sig-
nificant burnout and caregiving-related exhaustion, particularly in contexts of lim-
ited social and institutional resources, regardless of the presence of a formal mental
health diagnosis.

Abstract

Background: Parenting is increasingly recognized as a highly demanding and stressful role
that, in the absence of sufficient resources, may lead to parental burnout (PB). This risk
may be particularly pronounced in the Russian context, where limited access to childcare
for children under three and reduced extended family support coincide with strong social
expectations of intensive parenting. Although PB and maternal depression frequently
co-occur, it remains unclear whether PB exerts a unique influence on child development,
especially during toddlerhood. The present study examined the association between PB
and behavioral problems in children aged 1.5 to 4 years while controlling for maternal
depression assessed both during the first year postpartum and concurrently with PB.
Methods: Using a longitudinal design, maternal mental health was assessed within the first
12 months postpartum (Stage 1) and again at follow-up (Stage 2), on average 2.24 years
later, in 419 Russian mother–child dyads. Mothers completed measures of postpartum
depression (PPD) (Edinburgh Postnatal Depression Scale), current depressive symptoms
(Beck Depression Inventory-II), and PB (Parental Burnout Inventory). Child emotional
and behavioral problems were assessed at Stage 2 using the Russian version of the Child
Behavior Checklist (CBCL/1½–5). Results: Mothers of children with borderline/clinically
significant internalizing, externalizing, and total problems had significantly higher PB,
PPD, and present maternal depressive symptoms, although the effect sizes were small. PB
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was strongly associated with all domains of child behavioral problems, also after correction
for both postpartum and present depressive symptoms, as well as for other important
covariates. Higher maternal PB symptoms further increased the odds of children having
borderline/clinically significant internalizing and externalizing problems, although those
effects were not independent of maternal depression. In turn, neither postpartum nor
present maternal depressive symptoms were associated with any of the child behavioral
problems domains. Conclusions: PB represents a distinct and clinically relevant risk
factor for emotional and behavioral problems in toddlers, beyond the effects of maternal
postpartum or present depression, in a context characterized by high caregiving demands
and limited institutional support. These findings highlight an urgent need for programs
aimed at identifying and supporting families in which parents experience high levels of
exhaustion, regardless of whether they meet the criteria for other diagnosable mental health
disorders. Addressing PB during toddlerhood may be critical for protecting both parental
well-being and early child development.

Keywords: parental burnout; postpartum depression; maternal depression; child
development; behavioral problems; internalizing problems; externalizing problems

1. Introduction

1.1. Background

Parenting is widely regarded as one of the most valuable human experiences, yet it is
increasingly acknowledged as a demanding role accompanied by persistent stress. This
phenomenon is often observed in Western cultures, where individualistic values foster
heightened expectations of parents [1]. When these expectations exceed the resources avail-
able to parents, they may develop symptoms of parental burnout (PB). PB is characterized
by physical and mental exhaustion, including somatic complaints and sleep disturbances,
emotional distancing from children, and feelings of inadequacy in fulfilling parental re-
sponsibilities [2]. Preliminary investigations have identified various consequences of PB,
such as escape ideations, suicidal thoughts, sleep disorders, addictions, marital conflicts,
and instances of child abuse or neglect [3]. Factors contributing to PB include unrealistic
expectations of parenting, insufficient support from partners or caregivers, and particular
parental or child personality traits, such as high neuroticism [3,4].

The distinction between burnout and depression remains debated due to overlapping
symptoms and diagnostic challenges, including sleep problems, substance use, somatic
health issues, and relational conflicts [5–7]. However, several studies indicate that these
constructs are related yet distinct. Specifically, low to moderate correlations have been
reported between PB, work-related burnout, parental stress, and depressive mood [4,8].
Emerging evidence further suggests that the symptoms and consequences of PB and
parental depression differ substantially [9,10]. Unlike depressive symptoms, PB is strongly
associated with low parental satisfaction, neglect, and violence toward children [3] and
appears to primarily affect family dynamics, whereas depression has broader impacts
across multiple life domains [9]. These findings underscore the need for further research to
clarify PB’s unique implications for parental and child well-being.

Most PB studies have focused on mothers, who are often regarded as primary care-
givers, particularly during the postpartum period [11,12]. Séjourné et al. identified a
significant association between maternal burnout and a history of postpartum depression
(PPD) [13]. Their findings also linked PB to anxiety, perceptions of a child as difficult,
dissatisfaction with work–life balance, and parental stress. These results are consistent with
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cross-sectional studies conducted on 560 mothers in China and 1300 French-speaking moth-
ers, both of which reported a positive association between PPD and PB [12,14]. However,
longitudinal research examining depressive symptoms during both the postpartum period
and later stages of parenthood in relation to PB remains limited.

PB affects not only parental well-being but also child development. Two studies
from Russia found a positive association between PB and preschoolers’ emotional and
cognitive development, reporting improved executive functions and emotional compre-
hension skills in children of mothers with higher PB symptoms, independent of maternal
depression [15,16]. Conversely, other studies have linked higher PB symptoms to increased
internalizing and externalizing problems in Chilean preschoolers [17] and Chinese ado-
lescents [11]. These discrepancies may reflect cultural differences in norms of intensive,
child-centered parenting, as well as developmental stages, with PB potentially signaling
overinvestment among Russian preschool mothers but reduced emotional availability and
harsher parenting in other sociocultural contexts and at later ages. Therefore, further stud-
ies are warranted to explore the relationship between PB and child mental health problems
during different stages of development and cultural contexts.

1.2. Russia-Specific Context

According to international consortium data, Russia is considered a country with high
risks for PB exposure [1]. Consistent with the broader literature that has largely focused on
parents of children aged four and older [17–19], Russian studies to date have been limited
to parents of preschoolers [15,16] and primary school children [20]. Consequently, little is
known about PB symptoms among Russian parents of toddlers.

The present study addresses this gap by focusing on the well-being of parents of
toddlers, thereby extending knowledge on PB and its relation to child development in the
earliest years. Russian parents may be particularly vulnerable to PB during toddlerhood,
as this stage combines structural challenges—such as limited extended family support
and the absence of free childcare for children under age three [21]—with increasing social
pressures toward intensive parenting and high standards of “good parenting” [20,22].

1.3. Aims of the Study

Building on evidence that PB represents a parenting-specific form of distress with
potential implications for early child development [23], the present study examines the
association between maternal PB and socioemotional and behavioral problems in children
aged 1.5 to 4 years, a sensitive developmental period. Using a longitudinal design, we
aimed to assess whether PB is associated with child internalizing, externalizing, and total
behavioral problems independently of maternal depressive symptoms assessed both during
the first year postpartum and concurrently at follow-up. We hypothesized that higher
levels of PB would be associated with greater child behavioral problems across all domains,
beyond the effects of postpartum and current maternal depression.

2. Materials and Methods

2.1. Procedure and Participants

The present study employed a longitudinal design. At Stage 1, data collection oc-
curred in two waves: February–March 2020 and February–March 2021. Participants were
recruited through multiple channels, including childbirth education courses, maternity
care providers (such as physicians and midwives), online forums and social media groups
for expectant and new parents, and perinatal health professionals. Altogether, 2256 Russian
women completed the online survey across these two time points.
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Eligibility criteria required that participants be at least 18 years old, literate in Rus-
sian, have given birth to a live infant within the past 12 months, and that the delivery
occurred in Russia. The data was collected from different regions of Russia (Central region,
Ural, Tatarstan, North and South regions), predominantly from big cities, i.e., Moscow,
St. Petersburg, Ekaterinburg, Kazan, Novosibirsk, Ufa, Krasnodar.

Between August 2022 and July 2023, those who had previously participated and ex-
pressed interest in being contacted for continuous participation in the study were contacted
via email and invited to join the follow-up phase (Stage 2). Respondents were mailed
printed questionnaires. Stage 2 focused on assessing maternal mental health and child
developmental outcomes 1.5–4 years after childbirth. Of the original cohort, 589 women re-
turned the completed follow-up forms. Following data verification procedures—including
matching Stage 1 and Stage 2 identifiers, removing duplicates, and excluding incomplete
responses—419 mother–child dyads with complete datasets were retained for analysis.
The retention rate was 18.5%. There were no statistically significant differences between
women who chose to participate at Stage 2 of the study and those who did not in terms
of EPDS scores, maternal age, marital status, mode of birth, and child gestational age at
birth (p-values for all > 0.41). There were statistically significant differences in the levels
of education (with slightly more women with higher education among the participants
who answered at Stage 2 (90.8% vs. 95.5%, p = 0.010), child medical complications during
pregnancy/childbirth (with mothers who participated at Stage 2 reporting their children
having medical complications during pregnancy/childbirth more often (14.6% vs. 20.5%,
p = 0.023), and parity (there were more first-time mothers among those who participated at
Stage 2 (52.5% vs. 60.1%, p = 0.020).

The Ethical Committee of the Russian Psychological Society at Lomonosov Moscow
State University approved the present study (No: 345/2019, 6 December 2021). All partici-
pants provided their informed consent using the online tool Testograph prior to filling in
the survey. The study was conducted in accordance with the Declaration of Helsinki.

2.2. Measures
2.2.1. The Demographic Questionnaire

The online survey included questions regarding the participants’ age at the time of
testing, highest achieved level of education (primary/secondary or tertiary) and marital
status (married/cohabiting with partner or single/divorced), gestational age at childbirth,
the number of children in a family, mode of birth (vaginal (assisted vaginal)/cesarean
(planned/emergency)), and perceived socioeconomic status in comparisons to other res-
idents of their current region (low/middle/high). We also collected the data about the
child’s age at Stage 2 and the child’s complications during pregnancy/childbirth (yes/no).

2.2.2. Parental Burnout

We used the Russian version of the Parental Burnout Inventory (PBI) [24,25] to analyze
the level of maternal PB. The PBI is a 23-item questionnaire assessing four core symptoms
of PB: emotional exhaustion (9 items; e.g., I feel completely run down by my role as a
parent), contrast with previous parental self (6 items; e.g., I tell myself I’m no longer the
parent I used to be), loss of pleasure in one’s parental role (5 items; e.g., I do not enjoy
being with my children), and emotional distancing from one’s children (3 items; e.g., I am
no longer able to show my children that I love them) [24]. The participants were asked to
assess each statement using a seven-point frequency scale ranging from 0 to 6 (never, a few
times a year, once a month or less, a few times a month, once a week, a few times a week,
every day). The PB score is computed by summing the item scores: higher scores reflect
higher parental burnout levels. The cut-off point for PB is 74 [26]. The internal consistency

https://doi.org/10.3390/children13020176
30



Children 2026, 13, 176

of the Russian version of the scale was Cronbach’s alpha α = 0.97 [25], Cronbach’s alpha
for this sample was α = 0.98.

2.2.3. Edinburgh Postnatal Depression Scale

The Russian version (Cronbach’s α = 0.84) of the Edinburgh Postnatal Depression
Scale (EPDS) was used to estimate PPD symptoms [27,28]. It is a 10-item questionnaire
scale rated on a 4-point Likert scale, ranging from 0 to 3, which indicates how the mother
has felt during the previous week. A score of 10 and higher is considered to indicate
clinically significant symptoms of depression [27]. Cronbach’s alpha for the study sample
was α = 0.88.

2.2.4. Beck Depression Inventory

The Russian version of the Beck Depression Inventory (BDI-II) was used to assess
the levels of parental depression [29,30]. The BDI-II is a 21-item, self-report questionnaire
measuring symptoms of depression [29]. Items are scored on a scale from 0 to 3, ranging
from 0: “I do not feel guilty,” 1: “I often feel guilty”, and 2: “I feel guilty most of the
time,” to 3: “I feel guilty all the time”. The depression score is obtained by summing the
21 item scores, with a score of 20 and higher indicating moderate and severe symptoms
of depression [29]. For the Russian version, Cronbach’s coefficient is α = 0.87 [30], with
Cronbach’s coefficient α = 0.89 in this sample.

2.2.5. Child Behavior Problems and Emotional Development

To study emotional and behavioral problems in children, the Russian version of the
Child Behavior Checklist (CBCL/1½–5) was used [31,32]. It includes 99 statements de-
scribing various deviations in the behavior and emotional state of children. The child’s
parent marks each statement as incorrect (0), sometimes true or partially true (1), or very
true (2). The raw scores were translated into T-scores, with T ≥ 65 indicating a borderline
level of severity of the problem and T ≥ 70 corresponding to a clinical level of behavioral
problems [31]. The CBCL/1½–5 behavior checklist evaluates three domains of behavioral
problems: internalizing (emotional reactivity, anxiety/depression, somatic complaints,
withdrawn symptoms), externalizing (attention problems, aggressive behavior), and total
problems. Furthermore, there are five DSM-oriented scales (depressive problems, anxiety
problems, autism spectrum problems, attention deficit/hyperactivity problems, oppo-
sitional defiant problems) that reflect psychological and behavioral syndromes aligned
with diagnostic categories from the Diagnostic and Statistical Manual of Mental Disorders
(DSM-V) [31]. The internal validity of the three domain scales in the Russian version
is Cronbach’s α = 0.91, α = 0.94, and α = 0.97 for internalizing, externalizing, and total
problems, respectively [32]. In the present sample, Cronbach’s α = 0.82 for internalizing,
α = 0.87 for externalizing, and α = 0.90 for total problems.

2.3. Covariates

Statistical models were adjusted for maternal age at testing, level of education, family
status, socioeconomic status, the number of children in a family, mode of birth, gestational
age at childbirth, child’s complications during pregnancy/childbirth, and child’s age at
Stage 2 as covariates.

2.4. Statistical Analysis

For all the analyses, maternal depressive symptom scores (both postpartum and
present) were square root-transformed, and PB and CBCL scores were log-transformed to
attain normality; the symptom scores were further standardized to a mean of 0 and an SD
of 1 to facilitate interpretation.
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Spearman correlation analysis was used to examine the correlation between raw PB
scores, postpartum and present depressive symptoms, and child behavioral problems
and DSM-oriented scales. Although variables were transformed for parametric modeling,
Spearman rank-order correlations were retained for bivariate analyses because the mea-
sures represent symptom severity scales and did not fully meet normality assumptions
even after transformation. Spearman correlations were therefore used as a conservative,
distribution-free descriptive approach, while transformed variables were applied in subse-
quent parametric analyses.

A one-way ANOVA was used to explore association of maternal PB, PPD, and present
depressive symptoms with CBCL scores. After transformation, assumptions for parametric
analyses were formally evaluated. Homogeneity of variance was assessed using Levene’s
test and was supported for the transformed variables (p = 0.96). Normality was examined
using skewness indices and visual inspection of residual distributions.

Multiple linear regression analysis examined the association of PB scores with con-
tinuous child behavioral problem scores (internalizing, externalizing, and total problems
as well as DSM-oriented scales), while binary logistic regression tested the association
between maternal PB and borderline/clinical levels of child internalizing, externalizing,
and total problems (yes/no).

For both groups of parametric analyses four models were tested: Model 1 was adjusted
for the covariates listed above. Model 2 was further adjusted for PPD symptoms, while
Model 3 included the covariates from Model 1 and present maternal depressive symptoms.

All statistical analyses were conducted using SPSS software, version 27 (IBM Corp,
NY, USA, 2020) [33].

3. Results

The demographic characteristics of the mothers and their children are presented in
Table 1. The data indicate that the majority of mothers originate from middle-income
families (58.9%), are married or have a partner (95.2%), have higher education (95.5%), and
have one child (60.1%). Our sample further consisted of young children with a mean age of
2.24 years, most of whom had no reported complications during pregnancy or childbirth,
although approximately one fifth experienced at least one complication (Table 1).

Table 1 shows that, among the participants, 10.3% of mothers reported clinically
significant current depressive symptoms, while 35% showed clinically significant symptoms
of PPD and 16.2% of mothers reported PBI scores above the cut-off point. PB scores were
highly correlated with present depressive symptoms and moderately correlated with
PPD (Spearman correlation coefficient = 0.65 and 0.36, respectively, p < 0.001 for both)
(Supplemental Table S1).

Spearman correlation analysis further showed that all the CBCL scales correlated
strongly with PB scores and with postpartum and present depressive symptoms (p < 0.01),
with two exceptions: there was only a modest correlation between the DSM-oriented autism
problems scale and present maternal depression (rho = 0.11, p = 0.03), while there was
no significant correlation between the same CBCL scale and PPD symptoms (rho = 0.08,
p = 0.095) (Supplemental Table S1).

One-way ANOVAs revealed statistically significant associations between PB, PPD,
and current maternal depressive symptoms and all three domains of child behavioral
problems. Specifically, PB scores were significantly higher among mothers of children
with borderline/clinically significant internalizing (F(1418) = 5.03, p = 0.025), externaliz-
ing (F(1418) = 7.35, p < 0.01), but not total behavioral problems (F(1418) = 3.22, p = 0.074).
Similarly, maternal PPD symptoms were significantly elevated in cases of child internal-
izing (F(1418) = 8.18, p < 0.01), externalizing (F(1418) = 9.38, p < 0.01), and total problems
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(F(1418) = 7.76, p < 0.01). Current maternal depressive symptoms were also significantly
higher among mothers of children with borderline/clinically significant internalizing
(F(1418) = 9.91, p < 0.01), externalizing (F(1418) = 8.12, p < 0.01), and total behavioral
problems (F(1418) = 8.74, p < 0.01). Figure 1 illustrates these group differences. Impor-
tantly, the figure reflects untransformed scores of PBI, EPDS, and BDI-II scores for ease of
clinical interpretation.

Table 1. Characteristics of the sample (N = 419).

Characteristics Mean/N SD/% Range

Parental characteristics
Age (years) 33.34 4.29 23–49

Education primary/secondary 19 4.5%
tertiary 400 95.5%

Family status married/cohabiting with a partner 399 95.2%
single/divorced 20 4.8%

Gestational age at childbirth 39.36 1.92 27–42

The number of children in a family

1 252 60.1%
2 92 22.0%
3 49 11.7%
4 18 4.3%
5 4 1.0%
6 2 0.5%
7 2 0.5%

Mode of birth
Vaginal (including medical

interventions 300 71.6%

Cesarean (planned/emergency) 119 28.4%
EPDS total score 9.23 6.01 0–29

Had clinically significant PPD symptoms
(score ≥ 10) 148 35%

BDI total score 8.99 7.66 0–39
Had clinically significant present maternal

depressive symptoms (score ≥ 20) 43 10.3%

PBI total score 39.82 33.51 0–138
PBI score above the cut-off point 68 16.2%

Child characteristics
Age (years) 2.24 0.63 1.5–4

Child’s complications during
pregnancy/childbirth

No 329 78.5%
Yes 90 21.5%

CBCL checklist
Internalizing problems 48.15 9.78 29–78

Had borderline/clinically significant
internalizing problems (score ≥ 65) 23 5.5%

Externalizing problems 48.92 8.96 28–80
Had borderline/clinically significant
externalizing problems (score ≥ 65) 26 6.2%

CBCL total score 49.35 9.24 28–76
Had borderline/clinically significant total

behavioral problems (score ≥ 65) 22 5.3%

DSM-oriented scales
Depressive problems 1.28 1.34 0–9

Anxiety problems 3.21 2.25 0–13
Autism spectrum problems 1.53 1.83 0–11

Attention deficit/Hyperactivity problems 4.57 2.52 0–12
Oppositional defiant problems 2.61 2.05 0–11

EPDS—Edinburgh Postnatal Depression Scale; PPD—postpartum depression; BDI—Beck Depression Inventory;
PBI—Parental Burnout Inventory; CBCL—Child Behavior Checklist; DSM—Diagnostic and Statistical Manual of
Mental Disorders.

Table 2 shows that PB is strongly associated with all the scales of child behavioral prob-
lems. Importantly, the association remains significant in the models additionally adjusted
for both postpartum and present maternal depressive symptoms. In turn, neither PPD
nor present maternal depression were significantly associated with any of the outcomes
(Table 2).
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(A) 

(B) 

(C) 

Figure 1. Mean levels of maternal parental burnout (A), postpartum depressive symptoms (B), and
present maternal depressive symptoms (C) by child behavioral problem status. (A) Mean differences
between parental burnout symptoms (raw PBI scores) in mothers of children with and without border-
line/clinically significant behavioral problems. (B) Mean differences between postpartum depression
symptoms (raw EPDS scores) in mothers of children with and without borderline/clinically significant
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behavioral problems. (C) Mean differences between present maternal depressive symptoms
(raw BDI-II scores) in mothers of children with and without borderline/clinically significant
behavioral problems.

Table 2. Multiple linear regression models: association between PB scores at Stage 2 and CBCL scores
(Stage 2), excluding and including PPD (Stage 1) and present maternal depression (Stage 2).

Regression Models/Outcomes β (95%CI) β (95%CI) Adjusted R2

Model 1. Parental Burnout
Internalizing problems 0.202 (0.109, 0.295) ** 0.10
Externalizing problems 0.309 (0.219, 0.400) ** 0.15

Total problems 0.294 (0.204, 0.384) ** 0.15
DSM Depressive problems 0.211 (0.116, 0.305) ** 0.07

DSM Anxiety problems 0.667 (0.457, 0.877) ** 0.10
DSM Autism spectrum problems 0.147 (0.051, 0.242) ** 0.05

DSM Attention
deficit/hyperactivity problems 0.264 (0.172, 0.356) ** 0.12

DSM Oppositional defiant problems 0.208 (0.117, 0.300) ** 0.13
Model 2. Parental Burnout (PB) and Postpartum Depression (PPD)

PB PPD
Internalizing problems 0.181 (0.083, 0.279) ** 0.067 (−0.033, 0.168) 0.10
Externalizing problems 0.301 (0.206, 0.397) ** 0.025 (−0.073, 0.124) 0.14

Total problems 0.282 (0.187, 0.377) ** 0.038 (−0.059, 0.136) 0.15
DSM Depressive problems 0.201 (0.101, 0.301) ** 0.031 (−0.071, 0.134) 0.07

DSM Anxiety problems 0.619 (0.397, 0.840) ** 0.153 (−0.074, 0.380) 0.10
DSM Autism spectrum problems 0.166 (0.065, 0.266) ** −0.060 (−0.163, 0.044) 0.05

DSM Attention
deficit/hyperactivity problems 0.263 (0.165, 0.360) ** 0.004 (−0.096, 0.104) 0.11

DSM Oppositional defiant problems 0.213 (0.116, 0.309) ** −0.015 (−0.114, 0.085) 0.13
Model 3. Parental Burnout (PB) and Present Maternal Depression

PB Present Maternal
Depression

Internalizing problems 0.142 (0.030, 0.254) * 0.109 (−0.005, 0.223) 0.10
Externalizing problems 0.292 (0.183, 0.402) ** 0.031 (−0.080, 0.143) 0.14

Total problems 0.243 (0.135, 0.352) ** 0.092 (−0.019, 0.202) 0.16
DSM Depressive problems 0.150 (0.036, 0.264) ** 0.110 (−0.006, 0.225) 0.08

DSM Anxiety problems 0.665 (0.411, 0.919) ** 0.003 (−0.255, 0.262) 0.09
DSM Autism spectrum problems 0.149 (0.034, 0.265) * -0.004 (−0.122, 0.113) 0.05

DSM Attention
deficit/hyperactivity problems 0.283 (0.171, 0.394) ** −0.034 (−0.147, 0.079) 0.11

DSM Oppositional defiant problems 0.246 (0.135, 0.356) ** −0.068 (−0.18, 0.045) 0.13
Note. β—standardized regression coefficients from a multiple linear regression model; 95% CI—95% Confidence
Interval; PB—parental burnout; PPD—postpartum depression. DSM—The Diagnostic and Statistical Manual
of Mental Disorders. All models are adjusted for maternal age at testing, level of education, family status,
socioeconomic status, the number of children in a family, mode of birth, gestational age at childbirth, child’s
complications during pregnancy/childbirth, and child age at Stage 2. * p < 0.05, ** p < 0.001.

Table 3 demonstrates statistically significant associations between PB and child border-
line/clinically significant internalizing and externalizing behavioral problems. Specifically,
higher levels of PB were associated with a 70% increase in the odds of internalizing prob-
lems (OR = 1.70, 95% CI [1.03, 2.82]) and a 74% increase in the odds of externalizing
problems (OR = 1.74, 95% CI [1.05, 2.87]). These effect sizes indicate small-to-moderate
associations. However, these associations were attenuated after adjustment for postpar-
tum or current maternal depressive symptoms. In turn, neither postpartum nor present
maternal depressive symptoms were associated with any of the child behavioral problems
domains (Table 3).
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Table 3. Binary logistic regression models: association between PB scores at Stage 2 and child
borderline/clinically significant child behavioral problems (Stage 2), excluding and including PPD
(Stage 1) and present maternal depression (Stage 2).

Regression Models/Outcomes OR (95% CI) OR (95% CI)

Model 1. Parental Burnout
Internalizing problems 1.70 (1.03, 2.82) *
Externalizing problems 1.74 (1.05, 2.87) *
Total problems 1.44 (0.87, 2.37)
Model 2. Parental Burnout (PB) and Postpartum Depression (PPD)

PB PPD
Internalizing problems 1.54 (0.92, 2.61) 1.36 (0.80, 2.34)
Externalizing problems 1.59 (0.94, 2.67) 1.32 (0.79, 2.23)
Total problems 1.32 (0.79, 2.21) 1.37 (0.79, 2.37)
Model 3. Parental Burnout (PB) and Present Maternal Depression

PB Present Maternal Depression
Internalizing problems 1.42 (0.78, 2.56) 1.36 (0.77, 2.39)
Externalizing problems 1.69 (0.92, 3.14) 1.04 (0.60, 1.79)
Total problems 1.21 (0.67, 2.20) 1.33 (0.75, 2.38)

Note. OR—odds ratio coefficient from the binary logistic regression model; 95% CI—95% Confidence Interval;
PB—parental burnout; PPD—postpartum depression. All models are adjusted for maternal age at testing, level of
education, family status, socioeconomic status, the number of children in a family, mode of birth, gestational age
at childbirth, child’s complications during pregnancy/childbirth, and child age at Stage 2. * p < 0.05

4. Discussion

The present study examined the associations between maternal psychological distress,
namely, PB, PPD, and present depression, and child behavioral and emotional problems, as
measured by the CBCL/1½–5, in children aged 1.5 to 3.5 years. The longitudinal design
allowed us to control for PPD measured during the first year postpartum while simultane-
ously assessing PB and present depressive symptoms at 2.24 years later. This constitutes
an important methodological advancement, as previous research linking PB to child inter-
nalizing and externalizing problems rarely adjusted for either postpartum or concurrent
maternal depression [17,34]. Overall, our findings underscore significant associations
between maternal mental health and child outcomes and provide novel evidence for the
distinct contribution of PB to early childhood behavioral problems.

In our sample, PB was prevalent in 16.2% of mothers, substantially higher than the
2.3% previously reported among Russian parents of preschoolers [16]. This suggests that
toddlerhood, like adolescence, may represent a particularly vulnerable developmental
period for parental exhaustion in Russia.

This heightened vulnerability likely stems from structural and cultural pressures that
are especially pronounced during the toddler years. Unlike parents of preschoolers, parents
of toddlers in Russia typically lack access to free public childcare for children under three,
and private options are often financially inaccessible. At the same time, extended family
support has become less accessible due to urbanization and geographic mobility, reducing
opportunities for shared caregiving. These constraints coincide with intensified societal
expectations of “good parenting”, which emphasize constant engagement, developmental
stimulation, and high emotional availability [34]. Together, these factors place substantial
and sustained demands on parents of toddlers, potentially explaining why burnout appears
more common in this group than among parents of older children [35].

Despite a comparable or even higher prevalence than maternal depression, how-
ever, PB remains unrecognized in Russian clinical guidelines. The absence of systematic
screening, professional training, or specialized support services likely contributes to under-
diagnosis and leaves many mothers without necessary psychological assistance.

This lack of structured support systems may amplify the impact of PB on both mater-
nal well-being and child outcomes, highlighting the pressing need for policy and clinical
frameworks targeting parental exhaustion. In line with our hypothesis, the regression
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models revealed significant associations between PB and all domains of child behavioral
problems, even after controlling for both postpartum and present maternal depressive
symptoms. This pattern reinforces prior evidence that PB uniquely contributes to child
maladjustment [17,36]. Interestingly, findings from Russian samples of preschool-aged
children have shown a different pattern, with higher maternal PB being associated with
better emotional and cognitive outcomes in children, independently of maternal depres-
sion [15,16]. The heterogeneity of findings across studies examining PB and child outcomes
may, therefore, reflect important moderating factors. In particular, child developmental
stages may shape how parental exhaustion affects children: during toddlerhood, children
are highly dependent on primary caregivers and possess limited self-regulatory capacities,
which may render them more vulnerable to reduced parental emotional availability. In
contrast, among preschool-aged children, greater autonomy and engagement with broader
social environments may alter the ways in which parental exhaustion is expressed and
experienced, giving rise to different interactional pathways. In the Russian context, higher
parental burnout in mothers of preschoolers may reflect sustained overinvestment in chil-
dren’s development rather than reduced caregiving quality, consistent with strong cultural
norms encouraging intensive, child-centered parenting [15,16]. It is also plausible that
specific parenting behaviors, such as positive involvement or psychologically intrusive
control, mediate or moderate these associations; however, such mechanisms were not
assessed in the present study and warrant dedicated investigation in future work.

When examining borderline or clinically significant child behavioral problems, we
found that mothers of children with difficulties above the cut-off reported higher levels of
PB, PPD, and present depressive symptoms across the board. As a result, the associations
between PB and clinically significant/borderline internalizing and externalizing problems
in binary regression analyses were attenuated once overlapping maternal mental health
factors were considered. This might suggest that in cases of more severe child difficulties,
multiple maternal mental health challenges co-occur, making it harder to isolate the unique
contribution of PB [37]. Furthermore, it is possible that PB may be particularly relevant for
explaining subthreshold and mild-to-moderate child behavioral problems, whereas more
severe psychopathology likely reflects a broader constellation of maternal mental health
difficulties. In other words, PB may capture parenting-specific strain that is closely tied to
everyday child behavior, while depression and other comorbid conditions may become
more salient as predictors when child behavior reaches clinical levels of impairment. PB
may influence child outcomes primarily through changes in parenting behavior, such as
reduced emotional availability, harsher or more inconsistent discipline, and increased
psychological intrusion or control, which have been linked to higher internalizing and
externalizing symptoms in children. While emerging longitudinal work suggests that such
parenting strategies can partly mediate the association between PB and child adjustment,
these mechanisms remain preliminarily tested only in parent–adolescent dyads [38].

Crucially, these relationships are likely bi-directional [39,40]. Children exhibiting
emotional or behavioral difficulties may place additional demands on parents, increas-
ing parental exhaustion and PB. Conversely, parents experiencing burnout may be less
responsive or emotionally available, which can further exacerbate children’s vulnerabil-
ity to internalizing and externalizing symptoms [17]. While these effects are particularly
pronounced for parents of children with more severe problems, evidence indicates that all
parents benefit from support, regardless of the severity of child difficulties [41].

Contrarily, neither postpartum nor current maternal depressive symptoms were sig-
nificantly associated with child behavioral outcomes once PB was accounted for. While this
may appear counter to prior research [42–44], including findings from the same longitudinal
cohort in which children of mothers with persistently high depressive symptoms exhibited
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pronounced behavioral problems [45], several explanations are possible. Current depres-
sive symptoms were highly correlated with PB (rho = 0.65), indicating substantial overlap.
It is therefore plausible that maternal depression influences child behavior indirectly via PB,
with regression models isolating the variance specifically attributable to parental exhaus-
tion, the aspect most proximally linked to child outcomes. PB is uniquely characterized
by fatigue, emotional depletion, and reduced emotional availability in the parent–child
relationship. These symptoms can lead to less responsive and more punitive parenting,
which, in turn, may increase child internalizing and externalizing problems [34,46,47]. Prior
research further demonstrates that PB predicts child maltreatment, including verbal ag-
gression and neglect [3,36], both strong risk factors for child behavioral difficulties [48–50].
Unlike depressive symptoms, which may arise from diverse life stressors, PB is specific to
parenting demands and captures the unique burden of parental responsibilities. Impor-
tantly, research on PB remains limited; while maternal depression and child development
have been extensively studied for decades, few studies have explicitly examined PB or
accounted for its influence independently. Consequently, the current findings highlight PB
as a key proximal mechanism linking maternal mental health and child outcomes and the
need for further studies in this field.

Thus, it is crucial to recognize PB as a distinct and clinically significant risk factor,
implement systematic screening in pediatric and maternal healthcare settings, and develop
targeted interventions aimed at reducing parental exhaustion to safeguard both maternal
well-being and child developmental outcomes.

4.1. Strengths and Limitations

The strengths of our study include the longitudinal study design, which allows us
to uniquely estimate the association of maternal PB and child behavioral problems while
controlling for PPD symptoms measured within 12 months after childbirth, thus allowing
us to evaluate the effects of PB, PPD, and present maternal depression independent of
each other. The use of validated questionnaires and controlling for a number of significant
covariates (such as child’s gestational age at birth, child health complications during preg-
nancy/postpartum, maternal education, and socioeconomic status) can also be considered
as strengths. Particularly, the use of the CBCL/1½–5, a well-validated and internationally
standardized instrument, allowed for comprehensive assessment of both internalizing and
externalizing behavioral problems in early childhood and facilitated comparison of our
findings with existing international research [31].

Nonetheless, certain limitations must be acknowledged.
First, child behavioral data were obtained exclusively through maternal reports, which

introduces the possibility of reporter bias, particularly in studies involving parental mental
health. Although the CBCL/1½–5 is a reliable and widely used instrument designed
to minimize subjective interpretation, maternal perceptions may still be influenced by
emotional states such as burnout or depressive symptoms. This risk is inherent to research
conducted in early childhood contexts where mothers are typically the primary, and
often the sole, caregivers, which is the case in Russia, where alternative informants are
rarely available for children under three years old. While our analyses did not identify
significant associations between maternal depression and child behavioral problems after
accounting for PB, reliance on a single informant nevertheless limits the interpretability of
the directionality of the effects.

Second, we observed a high attrition rate: only 18.5% of participants from Stage 1
returned the completed surveys at Stage 2. Although substantial dropout is common in
longitudinal research, in our study, it may have been exacerbated by the use of printed
CBCL/1½–5 questionnaires mailed to parents. This shift from an online format was
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necessary because the researchers who validated the CBCL/1½–5 in Russia had obtained
distribution rights only for the printed version. As a result, the change in administration
mode may have contributed to lower response rates.

Furthermore, sample attrition may also have been influenced by the high level of
stigma surrounding maternal mental health in the context of child development in Russia.
Sociological research shows that Russian society is predominantly child-centered, with
strong social expectations that parents, particularly mothers, prioritize their children’s
needs above their own [51,52]. Consequently, when women were invited to participate in a
study that included questions about both child behavioral difficulties and their own mental
health, many may have been reluctant to disclose personal struggles. Future research
would benefit from improved access to more vulnerable groups, alongside broader public
awareness and psychoeducational efforts aimed at reducing the stigma around parental
mental health.

Importantly, the follow-up sample did not differ in PPD scores from the baseline
sample, allowing us to examine groups with comparable levels of vulnerability. Notably,
a higher proportion of first-time mothers (52.5% vs. 60.1%) and mothers of children with
medical complications during pregnancy/childbirth (14.6% vs. 20.5%) participated at Stage
2. This may reflect heightened concern about their children’s development, as well as
possible increased caregiving challenges and associated fatigue.

Finally, our findings are limited by the absence of objective medical data on maternal
mental health at both stages of the study, as well as obstetric and child medical information.
Instead, the study relies solely on self-reported data—a common limitation in contexts
such as Russia, where registry-based medical records are either unavailable or not publicly
accessible [49].

4.2. Further Directions

Future research should aim to build on the present findings by addressing several
methodological and conceptual limitations. First, expanding the sample size and enhancing
representativeness is essential to improve external validity. Studies including fathers,
families from diverse socioeconomic backgrounds, and participants from different cultural
and regional contexts would allow for a more comprehensive understanding of PB and its
role in child development.

Second, future studies would benefit from incorporating additional informants and
methodologies to reduce the shared method bias inherent in self-report designs. Collecting
data from fathers, other caregivers, teachers, or healthcare professionals, as well as using
observational assessments of parent–child interactions or clinician-rated measures of child
behavior, would strengthen the objectivity and robustness of findings. Although such
approaches are currently challenging in early childhood contexts in Russia, their inclusion
represents an important goal for future research efforts.

Third, to clarify the directionality and causal mechanisms linking PB and child be-
havioral outcomes, future longitudinal studies should include additional measurement
waves and apply cross-lagged panel or other dynamic modeling approaches. This would
allow for examination of reciprocal effects between parental exhaustion and child behavior
over time.

Finally, future research should consider a broader range of contextual and individual
confounders, such as parenting styles, marital satisfaction, social support, child tempera-
ment, and parental coping strategies. Examining protective factors alongside risk mecha-
nisms may help identify pathways through which PB affects child development and inform
the design of targeted preventive and intervention programs.

https://doi.org/10.3390/children13020176
39



Children 2026, 13, 176

5. Conclusions

The present work contributes to understanding the unique role of PB in early child-
hood development, showing that PB is associated with all domains of child behavioral
problems independently of postpartum or present maternal depression at the dimensional
level, even though associations with borderline/clinical outcomes were attenuated once
overlapping maternal mental health factors were considered. Unlike much previous re-
search, our longitudinal design allowed us to account for both postpartum and concurrent
depressive symptoms, providing clearer evidence that exhaustion from parental responsi-
bilities alone can negatively affect children. These findings underscore the importance of
recognizing and addressing PB, even in the absence of depression, and point to a high need
for emotional and practical support for parents, particularly during the toddler years, when
parenting demands are especially intense and designated help (e.g., accessible childcare,
extended family support) is often lacking, as in the Russian context. There is an urgent
need for clinical guidelines and institutional programs that identify and support families
where parents experience high levels of PB, regardless of whether they also meet the criteria
for other mental health disorders, to promote parental well-being, healthier parent–child
interactions, and optimal child development.

Supplementary Materials: The following supporting information can be downloaded at https:
//www.mdpi.com/article/10.3390/children13020176/s1, Table S1: Spearman correlations between
parental burnout, postpartum depressive symptoms, present maternal depressive symptoms, and
Child Behavior Checklist scales.

Author Contributions: A.S. and V.Y. contributed to conception and design of the study. V.Y. organized
the database and wrote sections of the manuscript. A.S. performed the statistical analysis, wrote
sections of the manuscript and edited the manuscript. All authors have read and agreed to the
published version of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: The Ethical Committee of the Russian Psychological Society
at Lomonosov Moscow State University approved the present study (No: 345/2019) on 6 December
2021. The study was conducted in accordance with the Declaration of Helsinki.

Informed Consent Statement: Informed consent was obtained from all subjects involved in the study.

Data Availability Statement: We are ready to provide an anonymized dataset, syntaxes and the
survey form (in Russian) by request.

Acknowledgments: The authors are grateful to all the women who took part in this study and to
Evgenia Vasilyeva for her help with the research administration.

Conflicts of Interest: The authors declare no conflicts of interest.

References

1. Roskam, I.; Aguiar, J.; Akgun, E.; Arikan, G.; Artavia, M.; Avalosse, H.; Aunola, K.; Bader, M.; Bahati, C.; Barham, E.J.; et al.
Parental Burnout Around the Globe: A 42-Country Study. Affect. Sci. 2021, 2, 58–79. [CrossRef]

2. Roskam, I.; Brianda, M.E.; Mikolajczak, M. A step forward in the conceptualization and measurement of parental burnout: The
parental burnout assessment (PBA). Front. Psychol. 2018, 9, 758. [CrossRef]

3. Mikolajczak, M.; Brianda, M.E.; Avalosse, H.; Roskam, I. Consequences of parental burnout: A preliminary investigation of
escape and suicidal ideations, sleep disorders, addictions, marital conflicts, child abuse and neglect. Child Abuse Negl. 2018, 80,
134–145. [CrossRef]

4. Furutani, K.; Kawamoto, T.; Alimardani, M.; Nakashima, K. Exhausted parents in Japan: Preliminary validation of the Japanese
version of the Parental Burnout Assessment. New Dir. Child Adolesc. Dev. 2020, 174, 33–49. [CrossRef]

5. Lai, J.; Cleary, M.; Sitharthan, T.; Hunt, G.E. Prevalence of comorbid substance use, anxiety and mood disorders in epidemiological
surveys, 1990–2014: A systematic review and meta-analysis. Drug Alcohol Depend. 2015, 151, 1–13. [CrossRef]

https://doi.org/10.3390/children13020176
40



Children 2026, 13, 176

6. Moussavi, S.; Chatterji, S.; Verdes, E.; Tandon, A.; Patel, V.; Ustun, B. Depression, chronic diseases, and decrements in health:
Results from the World Health Surveys. Lancet 2007, 370, 851–858. [CrossRef]

7. Shelton, K.H.; Harold, G.T. Interparental conflict, negative parenting, and children’s adjustment: Bridging links between parents’
depression and children’s psychological problems. In Rutter’s Child and Adolescent Psychiatry; Rutter, M.J.H., Bishop, D.V.M., Pine,
D.S., Scott, S., Stevenson, J., Taylor, E., Thapar, A., Eds.; Blackwell Publishing: Oxford, UK, 2008; pp. 330–350.

8. Van Bakel, H.J.A.; Van Engen, M.L.; Peters, P. Validity of the Parental Burnout Inventory Among Dutch Employees. Front. Psychol.
2018, 9, 697. [CrossRef] [PubMed]

9. Mikolajczak, M.; Gross, J.J.; Stinglhamber, F.; Lindahl Norberg, A.; Roskam, I. Is parental burnout distinct from job burnout and
depressive symptoms? Clin. Psychol. Sci. 2020, 8, 673–689. [CrossRef]

10. Sánchez-Rodríguez, R.; Orsini, É.; Laflaquière, E.; Callahan, S.; Séjourné, N. Depression, anxiety, and guilt in mothers with
burnout of preschool and school-aged children: Insight from a cluster analysis. J. Affect. Disord. 2019, 259, 244–250. [CrossRef]
[PubMed]

11. Chen, B.-B.; Qu, Y.; Yang, B.; Chen, X. Chinese mothers’ parental burnout and adolescents’ internalizing and externalizing
problems: The mediating role of maternal hostility. Dev. Psychol. 2022, 58, 58–69. [CrossRef]

12. Lebert-Charron, A.; Dorard, G.; Wendland, J.; Boujut, E. Who are and are not the burnout moms? A cluster analysis study of
French-speaking mothers. J. Affect. Disord. Rep. 2021, 5, 100173. [CrossRef]

13. Séjourné, N.; Sanchez-Rodriguez, R.; Leboullenger, A.; Callahan, S. Maternal burn-out: An exploratory study. J. Reprod. Infant
Psychol. 2018, 36, 276–288. [CrossRef] [PubMed]

14. Huang, Y.; Mao, F.; Zhang, X.; Wang, J.; Xu, Z.; Cao, F. Exploring the relationship between postnatal depressive symptoms and
parental burnout from the perspective of the population and individual level. BMC Psychiatry 2023, 23, 409. [CrossRef]

15. Yakupova, V.A.; Suarez, A. Parental burnout, depression and emotional development of the preschoolers. Front. Psychol. 2023, 14,
1123456. [CrossRef]

16. Yakupova, V.A.; Suarez, A. Maternal depression and burnout and preschoolers’ executive function development. Panam. J.
Neuropsychol. 2024, 18, 203.

17. Woine, A.; Escobar, M.J.; Panesso, C.; Szczygieł, D.; Mikolajczak, M.; Roskam, I. Parental Burnout and Child Behavior: A
Preliminary Analysis of Mediating and Moderating Effects of Positive Parenting. Children 2024, 11, 353. [CrossRef] [PubMed]

18. Paula, A.J.; Condeles, P.C.; Moreno, A.L.; Ferreira, M.B.G.; Fonseca, L.M.M.; Ruiz, M.T. Parental burnout: A scoping review. Rev.
Bras. Enferm. 2021, 74, e20210203. [CrossRef]

19. He, Q.; Zhao, B.; Wei, H.; Huang, F. The relationship between parental phubbing and learning burnout of elementary and
secondary school students: The mediating roles of parent-child attachment and ego depletion. Front. Psychol. 2022, 13, 963492.
[CrossRef]

20. Apanovich, T.M.; Serykh, A.B. Emotional Burnout Symptoms in Mothers of Primary School Children: Role of Intensive Parenting
Attitudes and Parenting Styles. Russ. Psychol. J. 2024, 21, 22–34.

21. Kalabikhina, I.; Kyznetsova, P. Who needs (or doesn’t) three years of parental leave? Demogr. Rev. 2022, 9, 24–43. [CrossRef]
22. Avdeeva, A.; Isupova, O.; Kuleshova, A.; Chernova, Z.H.; Shpakovskaya, L. Parenting 2.0: Why Modern Parents Need to Know

Everything; Alpina Publisher: Moscow, Russia, 2021.
23. Woodard, K.; Pollak, S.D. Is there evidence for sensitive periods in emotional development? Curr. Opin. Behav. Sci. 2020, 36, 1–6.

[CrossRef]
24. Roskam, I.; Raes, M.E.; Mikolajczak, M. Exhausted parents: Development and preliminary validation of the parental burnout

inventory. Front. Psychol. 2017, 8, 163. [CrossRef] [PubMed]
25. Starchenkova, E. Social-psychological factors of parental burnout. In Psychology of Stress and Coping Behavior: Challenges, Resources,

Well-Being; Kostroma State University: Kostroma, Russia, 2019; pp. 109–113.
26. Brianda, M.E.; Mikolajczak, M.; Bader, M.; Bon, S.; Déprez, A.; Favez, N.; Holstein, L.; Le Vigouroux, S.; Lebert-Charron, A.;

Sánchez-Rodríguez, R.; et al. Optimizing the Assessment of Parental Burnout: A Multi-informant and Multimethod Approach to
Determine Cutoffs for the Parental Burnout Inventory and the Parental Burnout Assessment. Assessment 2023, 30, 2234–2246.
[CrossRef]

27. Cox, J.L.; Holden, J.M.; Sagovsky, R. Detection of postnatal depression: Development of the 10-item Edinburgh Postnatal
Depression Scale. Br. J. Psychiatry 1987, 150, 782–786. [CrossRef]

28. Yakupova, V.A. The impact of psychological and physiological conditions of motherhood on postnatal depression. Russ. Psychol.
J. 2018, 15, 8–23. [CrossRef]

29. Beck, A.T.; Ward, C.H.; Mendelson, M.; Mock, J.; Erbaugh, J. An inventory for measuring depression. Arch. Gen. Psychiatry 1961,
4, 561–571. [CrossRef]

30. Zlobina, M.V.; Pervushina, O.N. Analysis of Two Depression Questionnaires PHQ-9 and BDI-II. Reflexio 2018, 11, 83–98. [CrossRef]
31. Achenbach, T.M.; Rescorla, L.A. Manual for the ASEBA Preschool Forms & Profiles: An Integrated System of Multi-Informant Assessment;

Department of Psychiatry, University of Vermont: Cardiff, UK, 2000.

https://doi.org/10.3390/children13020176
41



Children 2026, 13, 176

32. Kolmagorova, A.V.; Slobodskaya, E.R.; Kinsht, I.A. Assessment of mental health in early age. Bull. Sib. Branch Russ. Acad. Med.
Sci. 2007, 125, 45–52.

33. IBM Corp. IBM SPSS Statistics for Macintosh; mIBM Corp: New York, NY, USA, 2020.
34. Thériault, R.L.; Bernier, A.; Deneault, A.A. Maternal and paternal parenting stress: Direct and interactive associations with child

externalizing and internalizing behavior problems. Early Child. Res. Q. 2025, 71, 114–122. [CrossRef]
35. Nisskaya, A.K.; Tsyganova, E.M. Parental Practices of Controlling and Supporting the Autonomy of Elementary School Children

and Early Adolescents in Russia: A Qualitative Study. Psychol. Russ. State Art 2024, 17, 3–22. [CrossRef] [PubMed]
36. Schittek, A.; Roskam, I.; Mikolajczak, M. Parental burnout and borderline personality stand out to predict child maltreatment. Sci.

Rep. 2023, 13, 12153. [CrossRef]
37. Lowthian, E.; Bedston, S.; Kristensen, S.M.; Akbari, A.; Fry, R.; Huxley, K.; Johnson, R.; Kim, H.S.; Owen, R.K.; Taylor, C.; et al.

Maternal Mental Health and Children’s Problem Behaviours: A Bi-Directional Relationship? Res. Child Adolesc. Psychopathol.
2023, 51, 1611–1626. [CrossRef]

38. Zhou, Y.B.; Ruan, S.J.; Bu, Y.R.; Zhong, C.; Bao, Q. Effects of parental burnout and psychological intrusion on adolescent resilience.
Sci. Rep. 2025, 15, 38441. [CrossRef]

39. Curci, S.G.; Somers, J.A.; Winstone, L.K.; Luecken, L.J. Within-dyad bidirectional relations among maternal depressive symptoms
and child behavior problems from infancy through preschool. Dev. Psychopathol. 2023, 35, 547–557. [CrossRef]

40. Gawlik, K.S.; Melnyk, B.M.; Tan, A. Burnout and Mental Health in Working Parents: Risk Factors and Practice Implications. J.
Pediatr. Health Care. 2025, 39, 41–50. [CrossRef] [PubMed]

41. Roskam, I.; Aguiar, J.; Akgun, E.; Arena, A.F.; Arikan, G.; Aunola, K.; Besson, E.; Beyers, W.; Boujut, E.; Brianda, M.E.; et al. Three
reasons why parental burnout is more prevalent in individualistic countries: A mediation study in 36 countries. Soc. Psychiatry
Psychiatr. Epidemiol. 2024, 59, 681–694. [CrossRef] [PubMed]

42. Closa-Monasterolo, R.; Gispert-Llaurado, M.; Canals, J.; Luque, V.; Zaragoza-Jordana, M.; Koletzko, B.; Grote, V.; Weber, M.;
Gruszfeld, D.; Szott, K.; et al. The Effect of Postpartum Depression and Current Mental Health Problems of the Mother on Child
Behaviour at Eight Years. Matern. Child Health J. 2017, 21, 1563–1572. [CrossRef]

43. Kingston, D.; Kehler, H.; Austin, M.P.; Mughal, M.K.; Wajid, A.; Vermeyden, L.; Benzies, K.; Brown, S.; Stuart, S.; Giallo, R.
Trajectories of maternal depressive symptoms during pregnancy and the first 12 months postpartum and child externalizing and
internalizing behavior at three years. PLoS ONE 2018, 13, e0195365. [CrossRef] [PubMed]

44. Netsi, E.; Pearson, R.M.; Murray, L.; Cooper, P.; Craske, M.G.; Stein, A. Association of Persistent and Severe Postnatal Depression
with Child Outcomes. JAMA Psychiatry 2018, 75, 247–253. [CrossRef]

45. Suarez, A.; Shraibman, L.; Yakupova, V. Long-Term Effects of Maternal Depression during Postpartum and Early Parenthood
Period on Child Socioemotional Development. Children 2023, 10, 1718. [CrossRef]

46. Ren, X.; Cai, Y.; Wang, J.; Chen, O. A systematic review of parental burnout and related factors among parents. BMC Public Health
2024, 24, 376. [CrossRef]

47. Guseva, U. Features of emotions understanding development in Russian children. Natl. Psychol. J. 2025, 20, 100–114. [CrossRef]
48. Tsunga, L.; Heron, J.; Lake, M.T.; Halligan, S.L.; Malcolm-Smith, S.; Hoffman, N.; Zar, H.J.; Fraser, A.; Stein, D.J.; Donald, K.A.

Exposure to Violence and Mental Health Outcomes Among Pre-schoolers in a South African Birth Cohort. Res. Child Adolesc.
Psychopathol. 2024, 52, 1635–1646. [CrossRef] [PubMed]

49. Ivanov, M.V.; Boksha, I.S.; Balakireva, E.E.; Klyushnik, T.P. Epidemiological Study on the Early Detection of Mental Disorders in
Young Children in Russia. Consort. Psychiatr. 2022, 3, 18–26. [CrossRef] [PubMed]

50. Rean, A.; Egorova, A.; Konovalov, И. The Relationship Between Screen Time Use and Various Types of Aggression in Late
Adolescence. Moscow Univ. Bull. Ser. 14 Psychol. 2025, 48, 60–83. [CrossRef]

51. Tikhonova, I.V.; Misiyk, Y.V.; Khazova, S.A. About some factors of stress generation of parental role in “intensive” parents. Vestn.
Kostroma State Univ. Ser. Pedagogy Psychol. Sociokinetics 2023, 29, 99–108.

52. Misiyk, Y.; Khazova, S. Study of the expression of attitudes on intensive parenting in Russian women. Vestn. Kostroma State Univ.
Ser. Pedagogy Psychol. Sociokinetics 2021, 27, 91–98. [CrossRef]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.3390/children13020176
42



Article

Using Co-Design to Adapt a Digital Parenting Program for
Parents Seeking Mental Health Support

Meg Louise Bennett 1, Ling Wu 2, Joshua Paolo Seguin 2, Patrick Olivier 2, Andrea Reupert 3, Anthony F. Jorm 4,

Sylvia Grant 5, Helen Vaxevanis 5, Mingye Li 2, Jue Xie 2 and Marie Bee Hui Yap 1,*

1 Turner Institute for Brain and Mental Health, School of Psychological Sciences, Monash University,
Clayton, VIC 3800, Australia; meg.bennett1@monash.edu

2 Action Lab, Faculty of Information Technology, Monash University, Clayton, VIC 3800, Australia
3 School of Educational Psychology and Counselling, Faculty of Education, Monash University,

Clayton, VIC 3800, Australia
4 Melbourne School of Population and Global Health, The University of Melbourne,

Parkville, VIC 3010, Australia
5 IPC Health, P.O. Box 171, Deer Park, VIC 3023, Australia
* Correspondence: marie.yap@monash.edu

Abstract

Background/Objectives: Parental mental health challenges are associated with parenting
difficulties and child mental health issues. Parenting interventions can support families;
however, parents with mental health challenges face barriers to accessing parenting sup-
port, which is not consistently offered within adult mental health settings. Embedding
technology-assisted parenting programs into these settings could provide accessible, holis-
tic support. Partners in Parenting Kids (PiP Kids) is a digital parenting program designed
to prevent child anxiety and depression, yet its suitability for parents with mental health
challenges and fit within mental health services remains unclear. This study aimed to co-
design and adapt PiP Kids for future implementation in an Australian adult mental health
service. Methods: Parents who recently sought mental health support (n = 8) and service
providers (n = 7) participated in co-design workshops to explore needs and preferences
for a technology-assisted parenting program and iteratively develop a prototype. Parents
(n = 3) trialled the online component of the prototype and participated in qualitative in-
terviews to assess acceptability. Results: The adapted clinician-supported program was
designed to facilitate (1) parent and clinician readiness for parenting support; (2) emo-
tional and social support for parents and clinicians; (3) practical, personalised parenting
knowledge; (4) parent-led empowerment; and (5) accessible, integrated support. Prototype
clinician training was developed to strengthen the clinician-support component. Parents in-
dicated initial acceptability of the online prototype while reiterating the value of including
face-to-face support. Conclusions: This study co-designed an online, clinician-supported
parenting program for future embedding within adult mental health settings. The find-
ings highlight key considerations for developing and implementing technology-assisted
interventions that promote family-focused care for parents seeking mental health support.

Keywords: co-design; parenting; parental mental health; service design; parenting inter-
vention; digital health; mental health services; clinician; acceptability

1. Introduction

Children of parents experiencing mental health challenges, such as anxiety and depres-
sion, are up to twice as likely to experience their own mental health difficulties, especially
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if families do not have adequate support [1,2]. Parental mental health challenges are linked
with an increased likelihood of parenting difficulties, including reduced warmth and in-
creased overcontrolling, harsh, or inconsistent parenting [3–7]. These parenting difficulties
have been identified as a key mechanism in the intergenerational transmission of mental
health issues [8–10] and can worsen parents’ mental health, creating a vicious cycle of
distress within families [11,12]. Fortunately, parenting is a modifiable factor, with evidence-
based parenting interventions shown to improve parenting and child outcomes for parents
with and without mental health challenges [13–15]. However, access to parenting inter-
vention for these parents can be limited, and they are not consistently offered parenting
support within mental health treatment pathways [16]. This is a missed opportunity given
the well-established interrelationships between parenting, parental mental health, and
child outcomes [17,18].

Integrating parenting support into parent mental health care can offer holistic, family-
focused care for families, while enhancing the recovery of parents [11,19]. Research shows
that for parents with mental health issues, interventions targeting both parental mental
health and parenting yield more wide-ranging benefits across parent symptoms, parenting,
and child outcomes compared to those targeting either issue alone [19,20]. Adult mental
health services are well placed to provide a combined approach, as they can extend their
support of parent mental health to address parenting as one aspect of the parent’s identity,
functioning, and wellbeing [21,22]. There are several face-to-face interventions and initia-
tives that integrate parenting support within adult mental health services [21,23–25], for
example, Let’s Talk about Children [26,27] and the ParentingWell practice approach [28,29].
These have been found to be acceptable among parents and clinicians and to be effective
in improving parent mental health, parenting, and child outcomes, as well as clinician
confidence and skills in supporting parenting [27,30]. Despite this, implementation of
family-focused support into mental health settings can be hindered by service barriers,
including a lack of resources, training, time, and clinician confidence to deliver parent-
ing intervention alongside mental health care [31,32]. Additionally, parents experiencing
mental health challenges often face barriers to accessing in-person support, such as stigma,
competing priorities, fluctuating mood, low energy, childcare demands, and transportation
difficulties [33–35].

One promising approach is implementing technology-assisted parenting programs
in existing mental health services, where parenting support is provided partially or en-
tirely via technology [36]. Technology has the potential to provide parents with accessible,
flexible parenting support alongside mental health treatment, by minimising barriers
such as stigma, lack of time, and scheduling demands [37,38]. By reducing reliance on
clinicians, this approach can also decrease service burden and costs and support feasible
long-term implementation in resource-limited adult mental health services [39,40]. Impor-
tantly, evidence is emerging that technology-assisted parenting programs are acceptable
and effective in improving parenting and child outcomes among parents with mental
health challenges [41–43]. However, to our knowledge these programs have not yet been
embedded within adult mental health settings.

Partners in Parenting Kids (PiP Kids; formerly known as Parenting Resilient Kids or
PaRK) is a digital parenting program that may be well-suited for integration. PiP Kids is
a fully online program that provides parents with evidence-based parenting strategies to
reduce the risk of anxiety and depression in their primary school-aged children [44,45]. The
original program comprises a self-assessment of parenting practices, a tailored feedback
report, and self-guided online modules [44]. In a randomised controlled trial, parents who
received PiP Kids showed greater improvements in parenting behaviours compared to
those receiving a factsheet intervention [46]. This evidence of efficacy, together with the
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successful adaptation of PiP Kids to family services for parents of children experiencing
adversity [47], suggests its potential for integration within adult mental health treatment.

Yet, it remains unclear how well a digital parenting program such as PiP Kids will fit
into the existing clinician and service practices at adult mental health services. Additionally,
parents with mental health challenges have unique parenting needs, including talking with
children about parental mental health, managing their mental health symptoms alongside
parenting, and navigating increased parenting stress [48–50]. These parents may also face
unique barriers to engaging with parenting programs, such as debilitating symptoms, low
literacy, socioeconomic disadvantage, and social isolation [34,35]. Generic or fully digital
parenting programs such as PiP Kids may therefore not adequately address the specific
needs or preferences of these parents [21,51]. This highlights the importance of adapting
PiP Kids to ensure its acceptability and compatibility with existing service practices and
family circumstances.

Co-design or collaboration with relevant stakeholders and end-users is an ideal ap-
proach for ensuring a thorough understanding of and tailoring to the needs of parents and
existing health services [52]. Actively engaging parents in designing programs is needed to
develop an intervention that meets their needs and preferences [53,54]. Similarly, service
provider perspectives are crucial as they possess specialised knowledge of service practices,
are instrumental in advocating for families, and may also be key end users involved in
program delivery [47]. Research suggests that adapting programs to fit the context, proce-
dures, and workload of the existing health service, while retaining evidence-based content,
helps ensure the program is relevant and successfully integrated [29,35].

The aim of this study was therefore to co-design and adapt an evidence-based digital
parenting program (PiP Kids) for future integrative implementation in an existing adult
mental health service, to support parents seeking mental health care. Specifically, this study
used co-design methods to (1) identify design considerations for integrating technology-
assisted parenting programs by exploring the needs and preferences of parents with lived
experience of seeking mental health support and service providers who support these
parents. This study then aimed to (2) design, develop, and refine an adapted prototype par-
enting program, and (3) deliver the online component of the prototype program to parents,
to understand its initial acceptability and identify what further adaptations are needed.

2. Materials and Methods

2.1. Study Setting

This study was conducted as part of a larger research program, in partnership with a
major provider of community health services in Victoria, Australia. As this study specifi-
cally focuses on parents seeking mental health support, the mental health services within
this community health organisation (including therapeutic counselling for individuals
experiencing mild-to-severe mental health challenges, gambling, and alcohol and other
drug use) were selected as the most appropriate setting for the study.

2.2. Recruitment

We aimed to recruit a small number of participants in this initial study to gain detailed
insights into parent and service needs. Small sample sizes are generally considered accept-
able in in-depth qualitative studies [55]. Co-developing and piloting an initial prototype on
a small scale is considered a feasible and cost-effective way of designing and refining new
interventions during the development stages [56]. Findings from these initial iterations can
then be used to guide larger-scale iterations and eventual implementation.
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2.2.1. Service Providers

Service providers were clinicians and clinical leads employed at the collaborating
mental health service, who spoke English and had experience providing mental health
support to parents of children aged 5–11 years. All eligible service providers within the
collaborating mental health service were invited to participate via an emailed flyer.

2.2.2. Parents

All parent participants were parents or primary caregivers of children aged 5–11 years
who spoke English and lived in Australia. Parents were either (1) currently seeking mental
health support at the collaborating community health service or (2) had received psycho-
logical support for their mental health in the community within the past year. Recruitment
occurred via two methods. First, clinicians at the collaborating mental health service dis-
tributed flyers to potentially eligible parent clients. Second, flyers were distributed via
websites, social media, waiting rooms, and mailing lists of community organisations across
Australia that support parents with mental health challenges. Although the study aimed
to recruit across parents experiencing general mental health challenges, gambling, and
alcohol and other drug use, the recruited parents all self-reported general mental health
challenges such as anxiety, depression, or stress.

2.3. Study Design and Procedure

The Double Diamond design process guided the co-design methods in this study [57].
Each diamond represents a process of examining an issue broadly followed by taking
focused action. As shown in Figure 1, this study was conducted in three phases that
align with the Double Diamond stages. Phase 1 involved workshops with parents and
service providers to ‘discover’ needs and preferences and ‘define’ design considerations
for integrating technology-assisted parenting programs into a mental health service. Phase
2 involved workshops with parents and service providers to ‘develop’ an initial prototype
and validate and refine this design and the design considerations. Phase 3 involved
‘delivering’ the online component of the refined prototype to parents and conducting one-
on-one interviews to explore initial acceptability and identify further adaptations for the
next iteration. See Supplementary Table S1 for a summary of the aims and methods. Due to
the iterative nature of the study, further methodological details for each phase are provided
within their respective Methods Sections below, with each phase informed by findings from
the previous one.

2.4. Ethical Considerations

All procedures were approved by the Monash University Human Research Ethics
Committee (approval numbers #35059 and #44564). Participants were provided with
a plain-language explanatory statement and the opportunity to ask questions prior to
consenting. Parent participants were reimbursed with a $35 gift card for each hour spent
engaging in a workshop or interview. Service provider participants were not financially
compensated, as research activities were conducted during their working hours. For
parents currently seeking support at the collaborating service, clinicians initially provided
parent contact details to the research team. Once parents were recruited, all individual
parent data were collected and stored securely by the research team and were not shared
with the partner service, regardless of whether parents were currently seeking support
from the collaborating service.

Co-design workshops were conducted separately for each participant group to create
a safe environment for open discussion and minimise the influence of power imbalances.
To ensure parent participant wellbeing, all workshops and interviews were facilitated by
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a provisional psychologist (the first author) with formal training in mental health, under
the supervision of a registered psychologist. Regardless of whether parent participants
demonstrated distress, the first author contacted them within 24 h of their workshop or
interview to assess for distress and offer support and crisis resources.

 
Figure 1. The Double Diamond design process, illustrating how the discover, define, develop, and
deliver stages align with the phases of the current study, as indicated by the blue arrows.

2.5. Researcher Positionality and Reflexivity

The first author is a female clinical psychology PhD candidate and provisional psy-
chologist with interests in mental health, parenting, and evidence-based intervention.
Other co-authors involved in data interpretation included two academics with expertise
in co-design and qualitative research and one professor who is a parent and psychologist
with 14 years’ experience working with parents, young people, and service providers in
co-designing and developing parenting interventions. The remaining co-authors who re-
viewed the findings and manuscript included professors with expertise in parental mental
health, prevention and intervention in mental health, co-design and human–computer
interaction, as well as service providers with expertise in clinical service delivery and man-
agement, several of whom have lived experience of parenting themselves. The first author
facilitated all workshops and interviews. While the prompts used during these activities
were designed to be open-ended, the first author’s choice of prompts and management of
group dynamics may have influenced participant responses. Group workshops may have
encouraged sharing of perspectives, whereas individual sessions may have encouraged
more personal reflection. The first author kept a reflexive journal following each activity,
documenting her reflections, including how facilitator choices may have influenced data.
During analysis, a conscious effort was also made to ensure a balanced integration of
perspectives across all three participant groups (parents, clinician, and clinical leads) when
triangulating findings and identifying themes.
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3. Phase 1 Methods and Results: Discover and Define Design
Considerations

3.1. Phase 1 Methods
3.1.1. Participants

Parent participants (n = 8) were all mothers aged 39–46 years (M = 41.1). One was
currently seeking mental health support at the collaborating health service, and seven had
recent lived experience of seeking mental health support in the community. Parents’ self-
reported mental health challenges included high stress (n = 7), anxiety (n = 5), depression
(n = 4), trauma (n = 3), and one each with psychosis, bipolar disorder, and grief. Parents’
reported cultural backgrounds included Australian/New Zealand (n = 4), European (n = 2),
Pacific Islander (n = 2), and one each of East Asian, Middle Eastern, and South Asian.

Service provider participants included clinicians (n = 5) and clinical leads (n = 2), all of
whom were women. Clinicians were aged 25–50 years (M = 37.8) and included counsellors
(n = 2) and social workers (n = 3) who primarily worked with mild-to-severe mental health
challenges (n = 4) or gambling concerns (n = 1). Clinicians’ reported cultural backgrounds
included one each of Australian/New Zealand, European, Middle Eastern, Pacific Islander,
South Asian, and Māori. Clinical leads were aged 52–59 years (M = 55.5) and included one
team leader who was a psychologist and one service manager who was a social worker.
Clinical leads reported their cultural backgrounds as one each of Australian/New Zealand
and European. Three clinicians were also mothers with lived experience of depression
and/or anxiety, with many of their responses combining their personal and professional
perspectives. Several of these instances are highlighted in the results. Supplementary
Table S2 details further demographic characteristics of the Phase 1 participants.

3.1.2. Data Collection

Phase 1 workshops explored parent and service provider needs and preferences for
any technology-assisted parenting program integrated into mental health care. Participants
completed a brief demographic questionnaire using REDCap (Research Electronic Data
Capture) [58,59] before taking part in workshops. Workshop focus and format were
informed by relevant literature on co-design, parenting in the context of parental mental
health challenges, parenting programs, program adaptation, real-world implementation,
and clinician experiences and training. All workshops were conducted via Zoom, with
audio and video recording. Each workshop lasted 2 h, including a 5–10 min break.

3.1.3. Parent Workshops

Each parent participated in one individual or group workshop during this phase. As
parents with mental health challenges often describe feeling guilt, shame, and helpless-
ness [60,61], this workshop used case-vignettes to create psychological distance where
parents could draw on their lived experience reflectively and empathetically without being
overwhelmed [62,63]. In the vignettes, parent participants role-played as helpline workers
providing advice to the vignette parents. Activities explored challenges faced by parents
in parenting, engaging with parenting programs, and applying parenting knowledge, as
well as strategies to support parents in these areas. Figure 2 provides examples of activities
from the parent workshop.

3.1.4. Service Provider Workshops

Service providers attended two rounds of workshops in this phase. The first round
examined the service context, focusing on day-to-day service delivery for clinicians and on
broader program integration and organisational resources for clinical leads. This round
also explored general challenges faced by parents in applying parenting knowledge and
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opportunities and barriers within the service to support them. The second round of
workshops built on findings from prior workshops by first exploring service provider
feedback on emerging themes. Findings from the first round of workshops with parents
and clinicians indicated a clear need for clinicians to support parents in engaging with
any digital parenting program. Consequently, this round of workshops focused on how
to enable clinicians to provide this support. For clinicians, this involved identifying
the resources and support they would need, while for clinical leads the focus was on
determining what organisational resources could be provided to address these needs.
Figure 3 presents example activities from these workshops.

 
(a) 

 
(b) 

Figure 2. Examples of activities from the Phase 1 parent workshop demonstrating (a) an activity
exploring strategies for supporting parents with parenting challenges; (b) an activity exploring
barriers to engaging with parenting programs and strategies for support.

3.1.5. Data Analysis

Recordings were transcribed verbatim by an automatic artificial intelligence transcrip-
tion service (Descript version 2.10.0) and corrected by the research team. Transcripts were
analysed with the support of NVivo qualitative software version 15.3.0, using Braun and
Clarke’s reflexive thematic analysis approach [64,65]. Data were coded inductively as
the purpose of this phase was to broadly explore the needs and preferences of parents
and service providers. We followed the six-phase process of reflexive thematic analysis:
(1) data familiarisation; (2) iterative data coding; (3) initial theme generation; (4) theme
development and review; (5) refining, defining, and naming themes; and (6) writing up the
findings [65,66]. The development and refinement of themes was carried out by the first
author in collaboration with the broader research team.
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(a) 

(b) 

Figure 3. Examples of activities from Phase 1 service provider workshops demonstrating (a) an
activity from the round-one workshops that mapped service provision and clinician roles within the
collaborating mental health service; (b) an activity from the round-two workshops that explored
clinician confidence in undertaking parenting support tasks and identified supports to strengthen
this confidence. Yellow stars and sticky notes were used to record participant responses during
the activities.

https://doi.org/10.3390/children13010129
50



Children 2026, 13, 129

3.2. Phase 1 Results

Participants described five design considerations for adapting the parenting program
to address parent and service provider needs and preferences, as identified in the following
themes: (1) building parent and clinician readiness for parenting support, (2) emotional
and social support for parents and clinicians, (3) practical and personalised parenting
knowledge, (4) parent-led empowerment, and (5) accessible and integrated support. Sup-
plementary Table S3 presents each theme and subtheme with additional indicative quotes.

3.2.1. Theme 1: Building Readiness for Parenting Support

Participants described foundational factors influencing parent and clinician readiness
to engage in parenting-focused support. Readiness was seen to depend on the wellbeing
and safety of parents and their family, clinician training, and both groups’ understanding
of the purpose and value of the program.

Parental wellbeing foundations

All participants emphasised that parents’ mental health, safety, and physical well-
being are prerequisites for their capacity to parent effectively and engage with parenting
support. Parent self-care, breaks from parenting, and attention to physical health were
highlighted as particularly important. Declining mental health, or risk concerns such as
family conflict, suicide risk, or child protection, were seen as needing stabilisation prior
to parenting support. Service providers similarly emphasised the service’s primary focus
on parental mental health, with parenting considered a secondary focus when relevant to
parent wellbeing.

“They would talk about the difficulties they have with their young kids. . . but
the main focus. . . the reason they came to me was because of their own mental
health. That was the primary issue.” [Clinician 4]

Program understanding and confidence

Participants identified understanding the program and feeling confident about its
value and use as essential prerequisites among parents and service providers. All groups
highlighted their need for a detailed program introduction, including its purpose, content,
benefits, and technology. Parents suggested a clinician could support their introduction
and help overcome barriers such as program uncertainty, fear of change, and difficulty
starting. Some clinicians expressed low confidence in parenting issues and requested
refresher training on child development, parenting, and supporting parents.

“Not training on just the program but training on just working specifically with
mums. . . low self-esteem, feelings of guilt, shame, all that stuff that comes along
with being a mum.” [Clinician 5]

Clinical leads proposed that clinicians already possess this knowledge and that train-
ing should primarily focus on the program and building clinicians’ confidence in applying
their clinical skills to providing support on parenting.

3.2.2. Theme 2: Emotional and Social Support

Emotional support and social and peer connection were seen as crucial for both parents
and clinicians.

Emotional support and validation

Participants (including clinicians with lived experience) highlighted the need to pro-
vide parents with non-judgmental emotional support that avoids criticising them for their
mental health difficulties. Normalisation and validation of parent experiences were empha-
sised to remind parents they are not alone, acknowledge struggles as common, and foster
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hope. Participants stressed the need for parents to emotionally debrief with support people
who listened with empathy and understanding. Strong therapeutic relationships with
counsellors or psychologists built on trust, continuity, and rapport were seen as essential
for parents to safely engage in support.

“You don’t often share what’s in your mind for fear of judgment. . . and that is
the independent source that is hopefully listening and not judging and giving
empathy. . . Just someone to listen to you is extremely powerful.” [Parent 6]

Social and peer connection

Social support was seen as vital for parents and clinicians. Participants noted that
connecting parents to family experiences or peers with lived experience of mental health
challenges fostered support, belonging, and joy, and reduced isolation and self-blame.

“It would be good for her to meet other mums. . . so you get to share experiences
and. . . gets to hear that she’s not alone. . . everyone goes through that same feeling
that she’s going through. . . just getting connected and being able to hear other
mums, I think that would be good for her.” [Parent 3]

These connections were seen to provide practical support, such as sharing strategies
or help with housework and childcare, which was described as particularly crucial when
parental mental health was poor. However, participants expressed how social connection,
such as support groups, could have downsides, including parents feeling shame or anxiety.
Clinicians stressed their need for working in specialised, collaborative teams of peers to
enhance confidence, shared learning, and work quality.

“As a clinician and working in this particular area if it was kind of specific. . .
working within a team where we’re all on the same page and we’re able to
kind of help and support one another. . . that’s how I’d build on my confidence.”
[Clinician 1]

3.2.3. Theme 3: Practical and Personalised Knowledge

Participants expressed that parents need program content that extends beyond infor-
mation to provide practical and personalised guidance.

Practical knowledge

Participants, including clinicians drawing on personal experience, emphasised that
parents would benefit from concrete examples of how to use strategies and plans, reminders,
and goal setting to translate knowledge into action. Practicing skills through role-playing
with others and trying strategies with children was seen as essential. Participants high-
lighted that parents need practical steps and support for problem-solving barriers. Parents
and clinical leads suggested that this be supported by a clinician who could follow up on
issues, answer questions, and help parents consolidate and implement strategies.

“They might have read something and they were like, ‘I’m not really understand-
ing how to put this into practice. . . I’ve read it, but I’m not sure how to implement
it’. So maybe the clinician can assist with that.” [Clinical Lead 2]

Personalised knowledge

Participants clarified that knowledge is effective only when tailored and contextualised
to each parent, as every family is different. All participants described personalisation as
requiring understanding of each parent’s unique context, mental health challenges, and
barriers, then adapting strategies to be relevant and useful. Parents suggested that clinicians
could support this through recommending modules and customising strategies based on
each parent’s changing needs.
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“That kind of personalised process. . . to understand what a parenting program
means to her. . . Or maybe. . . she doesn’t have the time, so maybe the counsellor
can help her prioritise. . . that would be hard for [parent] to do on her own, and
it’s probably not a component of the parenting program itself.” [Parent 5]

Parents and service providers also highlighted the need for content that is culturally
inclusive and specific to parenting with mental health challenges, to ensure parents can see
their family context in the program.

3.2.4. Theme 4: Parent-Led Empowerment

All participants emphasised the importance of supporting parent empowerment and
autonomy through helping parents feel more capable, confident, and in control.

Guided autonomy

Participants identified autonomy as central to empowering parents in their mental
health and parenting, whilst acknowledging that parents would need professionals to
support this autonomy through guidance and encouragement. It was seen as essential
that this support was collaborative to help parents feel in control and guided rather than
directed. Online and clinician support was viewed as most powerful when it respected
parents’ ideas and helped them reflect, build on existing knowledge, and generate their own
solutions. Participants stressed the need for clinicians to adopt a parent-centred approach
led by parent preferences and priorities, consistent with the service’s client-led model.

“Sometimes people, they know what’s the best to do, but. . . don’t have the
capacity. So I definitely agree with. . . not to tell her what to do. I would like to ask
her. . . what do you think we can do in this situation. . . what’s your suggestion?”
[Parent 4]

Parent self-efficacy and self-worth

All participants, including clinicians with lived experience, emphasised the need to
support parent self-efficacy and self-esteem to counter feelings of guilt, shame, inadequacy,
and self-blame. Encouraging parents to embrace ‘good enough’ parenting, set realistic
goals, and approach tasks one step at a time were viewed as crucial for building self-
worth and a sense of achievement. Participants described the value of reinforcing parents’
existing strengths and acknowledging incremental progress to boost parent confidence and
motivation to keep going. Clinicians were identified as playing a key role in this.

“Helping the parents to look. . . at the positives first. . . working within the
strength-based model. And helping parents to identify their own character
strengths so they can use that to. . . build on their parenting.” [Clinician 3]

3.2.5. Theme 5: Accessible and Integrated Support

Parents and service providers emphasised that program delivery must be accessible,
flexible, and seamlessly embedded into everyday life and clinical practice

Low-burden accessibility

All participants valued a simple, engaging, and adaptable program to maximise
usability. A mix of written, visual, and interactive delivery was perceived as important
for maintaining parent engagement across learning styles. Participants asked for easy-
to-follow, plain-language content to accommodate parents with diverse literacy levels or
reduced cognitive functioning. They also recommended minimising the burden for parents
with limited time and fluctuating symptoms by dividing the program into short sections
with breaks, providing reminders, and ensuring flexibility to access the program at any
time of day and to pause and re-engage as needed.
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“It can’t be too long. . . parents might have things they need to organise for the
kids. . . Breaking it down into smaller portions so that it’s achievable. . . because they
could be tired and they may not be able to concentrate for too long.” [Parent 8]

Participants highlighted the importance of the program being low-cost and offering
user-friendly technology accessible across devices, to suit parents with different incomes
and technology resources, as well as parents and clinicians with varying digital skills.

Seamless integration

Participants highlighted that effective program delivery depends on seamless integra-
tion into routine clinical practice, reflecting their view that mental health and parenting are
closely intertwined. A self-directed program complemented by clinician check-ins during
existing sessions was suggested to minimise clinician burden, leverage existing clinician
skills, and extend support beyond limited clinician contact.

“Can kind of check in with people during that session. . . if it’s within. . . that
timeframe, yes. But outside of that, it might be a challenge because of the other
demands of clients.” [Clinician 1]

Service providers emphasised the need to use case-coordination, secondary consulta-
tion, or referrals to specialists when parents’ needs exceed expertise or service scope, which
parents also valued. Clinician training was recommended to be brief and flexible, includ-
ing ensuring staff can learn at their own pace, revisit content, and access optional extra
resources to accommodate diverse needs and schedules. While clinicians suggested super-
vision from parenting specialists, clinical leads considered this infeasible and proposed
that this support be provided by existing supervisors instead.

3.2.6. Intervention Design

The research team synthesised the above findings and translated the design con-
siderations into relevant design features for the intended adapted parenting program.
Features were designed and refined iteratively, drawing on relevant literature, features
from the original PiP Kids program, and multidisciplinary meetings with psychology
and human–computer interaction researchers from the team. For example, the subtheme
‘Parent self-efficacy and self-worth’ was conceptualised as including strengths-based and
encouraging language, achievable strategies, and progress indicators within each online
module, among other features. All concretised features are presented in Supplementary
Table S4, mapped to the theme and subtheme they were designed to address and the
program component where they would be embedded. Broadly, the adapted parenting
program, named ‘Partners in Parenting Kids Parental Mental Health (PiP Kids PMH; herein
‘the program’), is intended to include four key components and a clinician training package.
See Table 1 for a description of the main components of the program.

Table 1. Key components of the intended adapted parenting program and the clinician training
package, developed through the translation of design considerations into program components.

Program Component Description

Self-directed online
modules

- Short 10–15 min, interactive online modules providing parents with evidence-based
parenting knowledge and practical strategies in easy-to-understand,
validating language.

End-of-module reflection
questions

- Reflection questions at the end of each module to help parents set individualised
goals, reflect on implementing goals, and identify areas where they may benefit
from further support from clinicians or their broader support network.

https://doi.org/10.3390/children13010129
54



Children 2026, 13, 129

Table 1. Cont.

Program Component Description

Clinician-support
component

- Clinician-support component integrated into parents’ existing mental health
counselling sessions to supplement module content. Conversations are scaffolded
by parents’ goals and reflection responses, which clinicians access via their own
dashboard. Clinicians provide tailored guidance, support implementation of
strategies, highlight parent strengths, and offer non-judgmental encouragement
and emotional support.

Written summary of each
counselling session

- A written summary of the key takeaways, goals, and plans from each counselling
session, co-created between clinician and parent to help parents remember and
implement learnings at home.

Clinician training package

- To support clinicians in delivering the clinician-support component. It includes
(a) Self-paced online training modules introducing the program, the clinicians’

role, and each parenting topic
(b) Access to the parent modules so they can explore the program content

and delivery;
(c) A one-off group workshop to discuss the training and practise skills

with peers;
(d) Ongoing supervision delivered by existing clinical supervisors within

clinician’s regular supervision sessions.

4. Phase 2 Methods and Results: Develop and Validate the Initial
Prototype Design

4.1. Phase 2 Methods
4.1.1. Participants

Participants included the same parents (n = 8) and all service providers from Phase 1,
except one social worker clinician who had left the collaborating service (n = 2 clinical
leads; n = 4 clinicians).

4.1.2. Data Collection

Based on Phase 1 findings, the research team developed an initial prototype of the
adapted parenting program and associated clinician training, each demonstrating the
dashboard and two example modules. Figure 4 shows the online dashboard pages from
the initial parenting program prototype and the accompanying clinician training modules.
Phase 2 workshops aimed to validate and refine the program design with parents and
service providers. Each parent and service provider participated in one workshop during
this phase. All parents attended individual workshops due to difficulties scheduling
group workshops, and service providers participated in either individual or group sessions.
Workshops were conducted via Zoom with audio and video recording and lasted 2 h (with
a 5–10 min break).

Workshops explored parent and service provider feedback on the preliminary Phase 1
design considerations to sense-check whether these reflected their needs and preferences.
Feedback was then sought on the broad program design, including its four main com-
ponents. Parents and service providers were then given access to the online component
of the initial program prototype and encouraged to share their feedback aloud. Service
providers were also provided with access to a prototype of the online component of the
clinician training in this way. Follow-up questions explored participant preferences (e.g.,
what they liked, what they would change, and how design features should be structured
and delivered) and how well the program addressed the design considerations.
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(a) 

 
(b) 

Figure 4. Dashboard pages including example modules from the online components of the initial
prototype of the (a) parenting program and (b) associated clinician training modules, demonstrating
the layout, wording, example topics, and functionality of the prototype.

4.1.3. Data Analysis

Interviews were transcribed automatically via Zoom or by a third-party transcription
service and checked by the first author for accuracy. Transcribed data were coded with the
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support of NVivo software, using Braun and Clarke’s six-phase reflexive thematic-analysis
approach [64,65]. Data were analysed deductively using the five design considerations from
Phase 1, as the purpose of this phase was to sense-check these themes and validate if and
how the initial prototype met these needs. Additional themes were identified inductively
to capture novel insights beyond these pre-defined themes. To avoid confirmation bias and
ensure any novel insights would be captured, each transcript was initially coded openly
before being coded to the Phase 1 themes. Throughout the analysis process, the research
team also actively sought findings that may contradict the Phase 1 themes or suggest that
the prototype did not meet these design considerations.

4.2. Phase 2 Results

Participants frequently reiterated findings from Phase 1, confirming the relevance
of these for the program. For this reason, a summary of how well the initial prototype
met the design considerations is provided in Supplementary File S1, with illustrative
quotes. A novel theme was also developed, highlighting the program’s role in facilitating
communication between parents and clinicians, and considerations for how this could
occur. The results below outline this new theme as well as suggestions for improvement
according to each design consideration.

4.2.1. Building Readiness for Parenting Support

Suggestions for the next program iteration included a quick-exit button and extra
mental health resources within module pages. Participants also suggested more clearly
specifying for parents the program’s purpose, better highlighting the benefits of parent and
clinician reflection questions, and introducing the program in terms of its potential benefits
to parental mental health.

4.2.2. Emotional and Social Support

Suggestions for the next program iteration included more explicitly acknowledging
that parenting is difficult, additional 24/7 support options, more lived-experience exam-
ples, and additional prompts or opportunities to reach out to support networks or peers.
Clinicians suggested that training should include ongoing group supervision and specify
that clinician reflections are designed to be shared with other clinicians.

4.2.3. Practical and Personalised Knowledge

Suggestions for the next program iteration included pictures of real people, space
for parents to note personalised goals and strategies and answer goal prompts, and more
example strategies within modules. Participants also recommended more goal options, a
search function, and a personalised dashboard picture. Other suggestions included more
contextualising of content to parenting with mental health challenges, more examples for
fathers, and ensuring images include a balanced representation of different cultures.

4.2.4. Parent-Led Empowerment

Suggestions for the next program iteration included space for parents to note extra
comments or record their existing skills, while also ensuring parents have control over
whether they share goals and reflections with clinicians. Participants recommended in-
creasing and bolding encouraging language, removing language that may be deficit- or
pressure-focused, and providing more obvious progress indicators.

4.2.5. Accessible and Integrated Support

Suggestions for the next program iteration included improving the readability of
content; minimising open text responses; more audio, including the option for text to be
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read aloud; versions in other languages; and encouraging parents to download content.
They also suggested including videos and more images, colours, and activities. Parents
recommended providing estimates of how long activities might take and acknowledging
financial concerns as a potential challenge. Clinical leads recommended that parents
be given a timeframe for program completion. Clinicians asked for a supervisor with
parenting expertise and the option to contact parents to check in on progress between
sessions.

4.2.6. Emergent Theme: Bridge for Communication

Participants described how the program was able to facilitate communication between
parents and clinicians. The end-of-module reflection questions were seen as helpful for
starting and guiding sessions by communicating parent needs to clinicians. This feature
was seen as an efficient way for parents to express priorities or sensitive issues that might
be difficult to say aloud, though it was noted that these should not replace therapeutic
conversation. Participants described the benefit of parents completing reflections while
they were in the mindset of the program to help them record points to discuss later. Parents
and clinicians appreciated clinicians having direct dashboard access to parent progress
and reflections to facilitate easy communication, and clinicians’ ability to review these in
advance for session preparation.

“Some people still find it hard to talk face-to-face. . . so I feel like this is really
good because you’re getting this information to them. It’s like, when you fill out
a questionnaire, and you almost feel anonymous. . . cause you’re not saying it.
It’s another way of communicating without having to speak.” [Parent 7]

Suggestions for the next iteration of the program included having more frequent
reminders within the content to speak with clinicians and extra space for parents to note
comments or questions to share. Clinical leads raised issues with clinicians having dash-
board access to parent progress and reflections, including concerns about confidentiality,
data security if a clinician or parent leaves the service, and added administrative bur-
den. They concluded that parents should instead share their progress and reflections with
clinicians directly unless logistical issues with the clinician dashboard can be resolved.

4.2.7. Intervention Refinements

The research team refined the design of the initial prototype based on the Phase 2
findings. For example, sharing each module’s goals and reflection responses was made
optional to give parents control over if and when they share this information with their
clinician or other support people. Supplementary Table S5 provides a full outline of all
prototype refinements as well as additional considerations for future iterations of the
program beyond the scope of the current study.

As only a limited number of modules could be developed for this first iteration, top-
ics were prioritised based on Phase 1 and 2 findings, our systematic review comparing
parental factors between parents with and without anxiety and/or depression [48], and a
broader literature review of parenting domains linked to parental mental health and child
outcomes [5,45,67–69]. Particularly salient parenting domains identified from this search
included talking with children about parental mental health, seeking help, self-care, parent-
ing stress, effective discipline, aversiveness, withdrawal, warmth, parental self-efficacy, and
parent–child relationship quality. The topics ‘Talking with children about parental mental
health’ and ‘Showing affection and acceptance’ were chosen, with information on self-care
and help-seeking integrated throughout these modules. These topics were selected to cover
as many of the key domains as possible, while including content specific to parenting in the
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context of parental mental health challenges and prioritising warmth as a factor repeatedly
linked to parent–child relationship quality and child outcomes [45,68].

Evidence-based content for the ‘Showing affection and acceptance’ module was re-
tained from the original PiP Kids program, with features and wording adapted for contextu-
alisation to parenting with mental health challenges. Content for the ‘Talking with children
about parental mental health’ topic was divided into two modules, (1) ‘Getting ready for
conversations’ and (2) ‘Having conversations‘, to keep each module manageable for parents.
This new content was developed by reviewing existing resources on the topic [69–76]. The
content and its presentation were comprehensively reviewed by research team members
with expertise in psychology, parenting, and parental mental health. Modules were initially
designed to take 10–15 min to complete; however, incorporating all design considerations
while including evidence-based content required extending the duration of modules to
approximately 15–25 min. Supplementary File S2 provides images of the refined parenting
program prototype, including the dashboard and selected module pages.

5. Phase 3 Methods and Results: Deliver the Refined Prototype

5.1. Phase 3 Methods
5.1.1. Participants

Recruitment followed the same methods as Phase 1, and parents from earlier phases
were also invited to participate. Six parents expressed interest, including four from Phases 1
and 2. Five parents consented, including one newly recruited parent and the four re-
turning participants. One of the returning participants withdrew due to competing life
circumstances, and another was lost to follow-up after partially completing the prototype.

In total, three parents completed all three prototype modules and the interview, and
their data were included for analysis. The parents were mothers (n = 2) and a grandmother
(n = 1) aged 41–56 years (M = 47). The newly recruited parent was seeking mental health
support at the collaborating health service, while the other two parents had lived experience
of accessing support in the broader community within the past six months. Parents’ self-
reported mental health challenges included high stress (n = 3), anxiety (n = 2), trauma (n = 2),
and depression (n = 1). Parents’ reported cultural backgrounds included Australian/New
Zealand (n = 2), East Asian (n = 1), and Middle Eastern (n = 1). Their highest education
levels were one each of technical qualifications, a bachelor’s degree, and a postgraduate
degree. All three were single parents and concession card holders. Supplementary Table S6
presents further demographic characteristics of the Phase 3 parent participants.

5.1.2. Data Collection

Phase 3 focused on piloting the refined prototype with parents to explore its initial
acceptability and identify areas for improvement. For this study, only the online module
component of the refined prototype was piloted, not the clinician-support component
or clinician training. A staged approach was considered valuable given the newly co-
designed content and program features. This online-only trial served as a logical first step
in evaluating the modules before integrating them with clinician support.

Parents completed a demographic questionnaire via REDCap before commencing
the refined prototype. Parents were encouraged to complete one module per week, with
the first author monitoring progress and sending weekly, personalised reminder emails
based on each parent’s goals and progress. Approximately one month after commencing
the prototype, parents completed a 1 hour semi-structured feedback interview. Interviews
were conducted using a guide adapted from prior related research [47,77,78] to explore
prototype acceptability and adaptations for the next iteration of the program. The interview
schedule (Supplementary File S3) was adapted from the Theoretical Framework of Accept-
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ability (TFA) questionnaire, a theory-informed approach to evaluating the acceptability of
healthcare interventions [79,80]. Open questions asking parents for their perspectives on a
clinician-support component were also included. Interviews were conducted one-on-one
via Zoom with audio recording. Parents were reimbursed with a $35 gift card for the
interview and an additional $10 for each online parenting module completed.

5.1.3. Data Analysis

Interview recordings were automatically transcribed by Zoom and manually cleaned
by the research team. Parents were invited to review their transcripts for alignment with
their experience of the interview [81]; however, no parent chose to review their transcript.
The transcripts were analysed with the support of NVivo using a reflexive thematic-analysis
approach [64,65]. Themes were identified deductively using the seven constructs of the
TFA [79,80], with subthemes developed inductively, including those not covered by the
TFA but still relevant to acceptability.

5.2. Phase 3 Results

Themes reflecting the acceptability of the refined prototype were developed using
the seven TFA constructs, with subthemes capturing specific contributors to acceptability
and suggestions for improvement. Table 2 defines the TFA constructs and presents the
subthemes with illustrative quotes.

Table 2. Acceptability themes, subthemes, and illustrative quotes for Phase 3.

TFA a Construct: Definition
Subtheme of

TFA a Construct
Illustrative Quotes

Affective attitude:
How an individual feels about
the intervention.

Positive overall
experience

- “All this online resources are self-guided evidence base.
It’s really really good. And you always give the link to us
where it’s from. . . so I think if people really interested,
they. . . can go to do their own research.” [Parent 2]

Accessible and
user-friendly

- “There’s no difficulties. . . even though English is my
second language, so. . . the language is really good. The
content is easy to follow, easy to remember.” [Parent 2]

Engaging and
interactive

- “It was interactive, it was easy to interact with. It was
different stuff. . . audio, text. . . big, small, different size. . .
it just keeps you like, it’s not boring.” [Parent 3]

Supportive and en-
couraging

- “Not in a way that I feel like they’re judging me they’re
telling me what to do. . . It’s just some extra
information. . . it was like easy to go ahead and friendly.”
[Parent 3]

Intervention coherence:
The extent to which the
individual understands the
intervention and how it works.

Some uncertainty
about program
instructions

- “Sometimes. . .English being my second language, I was
not sure what I need to do when I read them, so it was
not clear enough, like the instruction. . . Is it a question?
Is this just information?. . . What do I need to do?”
[Parent 3]

Unclear program
scope and users

- “Another thing was not clear to me is that at the end, who
is going to use these resources. . . and is it self-referral, is
it like advice by GP?” [Parent 3]

- “I thought there were more [modules] coming.” [Parent 1]
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Table 2. Cont.

TFA a Construct: Definition
Subtheme of

TFA a Construct
Illustrative Quotes

Perceived effectiveness:
The extent to which the
intervention achieved its
intended purpose.

Reinforced
parent
self-efficacy

- “It increased the knowledge of my strength. . . my belief
in myself, and that, I do have the strength to do this. . . it
just reaffirmed to me. . . That in the eyes of what people
would recommend, I’m doing it.” [Parent 1]

Encouraged
some reflection
and practice

- “It definitely give me a stop point to rethink what I have
done, what I can improve, because there’s always room
to improve. So not huge changes, but definitely helping
to make small changes, adjustments.” [Parent 2]

Content was
familiar but
helpful

- “I think it’s really really helpful for all parents across the
board, no matter how much the parents already know the
knowledge itself.” [Parent 2]

Ethicality:
The extent to which the
intervention has a good fit with
an individual’s value system.

Ability to tai-
lor to individ-
ual parents

- “I was able to choose my own goal, they didn’t choose it
for me. . . If it was not reasonable or doable, I wouldn’t
choose them.” [Parent 3]

Inclusivity
valued but could
be improved

- “From the picture. . . it was inclusive. . . it was not just
from one gender, one nationality it was kind of like
inclusive.” [Parent 3]

- “Four people family has been showing so many different
pages, and I haven’t seen. . . families in other shapes. . .
single parents, grandparents, same-sex parents, or just a
traditional core mum and dad children.” [Parent 2]

Burden:
The amount of effort required to
participate in the intervention.

Time and
cognitive effort
required

- “It was so text based. . . it did take me a long time. . . I had
to really concentrate. . . It’s not something that I could do
while I had [child] around.” [Parent 1]

- “It’s not too difficult. If I sit down for one hour, I can
finish a module.” [Parent 2]

Balancing
competing life
demands

- “I had set myself aside time to do it but life got in the
way” [Parent 1]

- “I’m working, I’m single mother I have a lot to do. . .
sometimes those goals will be on top of my priority list
sometimes there’s other things happening that they can’t
wait so. . . to fit that in my busy schedule was difficult.”
[Parent 3]

Opportunity costs:
The benefits, profits, or values
that were given up to engage in
the intervention.

No sacrifices
other than time
and internet

- “Time, internet, some people they don’t have money to. . .
like you need computer, internet and time.” [Parent 3]

- “I didn’t have to sacrifice anything other than time.”
[Parent 1]
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TFA a Construct: Definition
Subtheme of

TFA a Construct
Illustrative Quotes

Self-efficacy in completing
program:
The individual’s confidence that
they can perform the
behaviour(s) required to
participate in the intervention.

Confidence in
eventual
completion

- “I was confident I’d finish it. But I wasn’t confident of
when.” [Parent 1]

Difficulty
completing some
program
activities

- “The goal setting and the making it happen page, I didn’t
really like them personally, because I hated school. . . I
don’t like to have to write down all this stuff. . . and it’s
like. . . How do I put that into words?” [Parent 1]

Goals helpful but
challenging to
implement

- “I had to work out how to do it and it was just like, with
the way [child]’s been lately. Concentrating on stuff. . .
problem solving, and that sometimes there’s not, so clear
for me how to do it.” [Parent 1]

- “It was good that I have a goal. . . and it will benefit me. . .
but on a negative side there was no manual . . . how to
achieve this goal.” [Parent 3]

Additional acceptability
subthemes:

Normalising
challenges

- “The clear message is. . . No parents are perfect. You don’t
have to be perfect. It’s okay to take a take a moment. . .
we’re all humans” [Parent 2]

- “It does normalise it because I wasn’t thinking mental
health the whole time. . . I just viewed it as this is for
parents.” [Parent 1]

Desire for human
support and
connection

- "Ifwe have a live person behind this website. . . is it just
got something for people to read?. . . Follow up outside
this website would be very beneficial." [Parent 3]

- “If there is sort of like an in-person opportunity, or
possibly even a group. . . know that they can get together
and talk about things.” [Parent 1]

Opportunity for
child feedback

- “Will that be a possible, children friendly versions like the
little questionnaire or something?. . . So actually, I can get
some feedback from my kids.” [Parent 2]

a TFA = Theoretical Framework of Acceptability.

5.2.1. Affective Attitude

Parents expressed a positive experience with the program, including its self-directed,
evidence-based content and optional further reading. They found it accessible and user-
friendly with clear language, summaries, audio, and images to support understanding.
The simple technology was appreciated, but parents recommended adding the ability to
enlarge text and easily return to previous pages. Parents found the program engaging
and interactive due to its varied text, visuals, and activities; however, they mentioned that
interactive boxes could be more clearly indicated. The program was described as being sup-
portive through non-judgmental and non-directive language, calming colours, and progress
indicators, but parents suggested adding encouraging music when completing activities.

5.2.2. Intervention Coherence

While parents generally had a good understanding of the program, they were oc-
casionally uncertain about program instructions, such as whether some sections were
informational or required a response. They suggested including a video to introduce the
program, as written instructions may not be accessible for everyone. There was also some
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uncertainty about the program’s scope and users, as some parents expected extra modules
and were unsure about who the program was for and how it would be accessed.

5.2.3. Perceived Effectiveness

Parents reported that they felt the program helped strengthen their self-efficacy and
self-belief by reinforcing their existing strengths. Parents said that reflective activities
and practical suggestions prompted them to think about their parenting and make small
adjustments. However, they stated that the end-of-module reflection questions did not
encourage them to seek additional support as intended. Parents described the content
as familiar, noting that while it included some new information, its main value was in
reminding them of what they already knew. Parents suggested this may be most beneficial
for new parents or those less familiar with the content. To further support reflection and
practice, parents suggested including more topics, space for open reflection, and quizzes.

5.2.4. Ethicality

Parents appreciated that the modules could be tailored to the needs of individual
parents, such as being able to select strategies that were relevant and achievable for them.
Parents also valued that the program was inclusive and represented diverse cultures in
images, but they recommended depicting a broader range of family types and incorporating
parenting examples from other cultures. They also mentioned that the content was not
always catered to individual circumstances, such as low literacy, neurodivergence, or
unique family contexts. Parents suggested ways to further tailor the program, such as
uploading their own avatar and including space to note reflections specific to their situation.

5.2.5. Burden

Parents had different experiences with the time and cognitive effort required for the
program. They mentioned that it took around an hour to finish a module, which was longer
than intended. Some found this manageable, but others found reading the text-heavy
content demanding of their limited time and energy. Parents recommended shorter mod-
ules, less information displayed at once, faster page transitions, and more audio and video
options. Although the self-directed modules allowed parents to fit the program flexibly
around competing demands, they said that busy schedules still interrupted progress. Par-
ents appreciated that all modules were available at once, and they found email reminders
helpful, but suggested adding optional text message reminders.

5.2.6. Opportunity Costs

All parents reported that participating in the program was worthwhile and required
no sacrifices beyond time and internet access. However, one parent noted that internet
access might be a challenge for some families.

5.2.7. Self-Efficacy in Completing Program

Parents reported feeling confident they would complete the program, although uncer-
tain how long it might take. Some open activities were perceived as difficult due to the need
to put responses into words, and parents suggested more multiple-choice activities. Goals
were seen as helpful and achievable, but applying them in daily life could be challenging
given the need to problem-solve. Parents appreciated the goal reminders but suggested
extra reminders and the ability to track goals on the dashboard.

5.2.8. Additional Acceptability Subthemes

Parents valued that the program normalised parenting and mental health challenges
and emphasised that no parent is perfect. They reinforced the importance of incorporating
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human support and connection, noting the benefit of flexible access to a clinician and
peer-based social opportunities. One parent suggested incorporating opportunities for
parents to receive feedback from their children on their parenting.

6. Discussion

This co-design study aimed to adapt an evidence-based digital parenting program
(PiP Kids) for future implementation in an existing adult mental health service, to support
parents seeking mental health care. Triangulation of findings across parents, clinicians,
and clinical leads provided a multifaceted understanding of end-user needs, strengthened
by the lived experience of several clinicians. The main findings identified from Phase 1
and reinforced in Phase 2 underpinned design considerations regarding the needs and
preferences of parents and service providers. These design considerations are discussed in
detail below, with reference to the existing literature and future research directions. Initial
acceptability findings and suggestions for improvement from Phase 3 are integrated into
the themes where relevant.

6.1. Building Parent and Clinician Readiness for Parenting Support

The first design consideration identified several factors impacting parent and clinician
readiness for parenting support, including parent wellbeing and safety, clinician training,
and both groups’ understanding of the purpose and value of the program. The Phase 1
and 2 findings regarding building parents’ readiness align with prior research emphasising
that the immediate wellbeing of families should be addressed before they can engage
in parenting support, particularly in contexts involving risk, safety concerns, or family
violence [34]. Managing parental mental and physical health and engaging in self-care have
also been identified as foundational for parenting capacity [17,82]. Participants from Phase 2
appreciated that the prototype helped support parent and family wellbeing through content
that encouraged self-care and help-seeking, in addition to clinicians directly supporting
parent mental health. Consistent with prior research, participants from Phase 1 viewed
mental health treatment as the main role of the adult mental health service, with clinicians
extending to parenting when it helped support the parent’s mental health goals or after
acute concerns were addressed [24,29]. This suggests that parenting programs integrated
within adult mental health services should prioritise parental mental health first, either
by allowing treatment before the program begins or by supporting the parent’s mental
health goals directly. Our adapted version of PiP Kids aims to address this by utilising
a flexible, largely self-directed format that can be introduced at any stage of treatment,
allowing clinicians to prioritise parental mental health goals while integrating parenting
support as appropriate.

Additionally, our results suggest that a thorough introduction to the program may
be particularly valuable for parents with mental health challenges, as this was expressed
across all three phases. In the intended program design, this is supported through an
introductory email sent to parents as well as clinicians introducing the program’s purpose,
its intended benefits, and how to access and use it. We found that parents in Phase 2
particularly appreciated the clinicians’ role in supporting this introduction, similar to
prior research [34]. However, it was repeatedly suggested that an initial video may also
be beneficial. The importance of a clear introduction has also been found in previous
research, with suggestions that setting clear expectations and describing the benefits of
programs can help ease parent anxiety, support engagement, create stability, and minimise
the uncertainty that has occurred across this and other programs for parents with mental
health challenges [23,34].
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Findings regarding clinician readiness also suggested the importance of clinicians
understanding the program and feeling confident about its value and use. Clinicians from
Phase 2 appreciated that the program would provide them with not just program training
but also brief refreshers on parenting content and how their existing skills translate to par-
enting support. Since practitioner confidence and skills related to parenting are key factors
in the likelihood of family-focused practice [83], this approach may support successful im-
plementation into a range of settings, since it does not require extensive parenting-specific
training [29]. Together, these findings suggest that integration of parenting support into
adult mental health care should begin with a period of building readiness and addressing
foundational factors with both parents and clinicians.

6.2. Facilitating Emotional, Social, and Peer Support for Parents and Clinicians

The second design consideration suggested that for parents, normalising non-
judgmental emotional support and social connection is crucial, whereas for clinicians,
professional peer support is required. In particular, initial acceptability feedback from
parents in Phase 3 indicated that they found the supportive, non-judgmental language of
the online modules helpful. Consistent with existing literature, parenting was described as
a potentially sensitive topic, especially for parents with mental health challenges who often
fear being judged as incompetent, which can act as a barrier to help-seeking [82,84]. This
highlighted the importance of validating module content and empathetic emotional sup-
port from clinicians [85]. Specifically, across Phases 1 and 2, participants emphasised that
parenting-related emotional support provided in an existing parent–clinician relationship
would be particularly beneficial. This aligns with research suggesting the importance of
establishing a trusting relationship prior to introducing parenting programs, to create a
safe, non-critical, reflective environment for parents [34].

Across Phases 2 and 3, parents also valued that the module content encouraged social
support from family and friends beyond the therapeutic alliance. This finding aligns with
prior studies suggesting that parents benefit from social connection as it provides emotional
support, shared parenting strategies, and support with practical parenting tasks [17,86].
Participants across all phases consistently reiterated the potential benefits of adding peer
support from other parents with mental health challenges, which has been described by
parents and clinicians previously [21,34,50]. Likely benefits include reduced social isolation
as well as normalisation, reassurance, and learning from others in similar situations [23,84].
However, consistent with earlier findings [84,86], some participants in Phase 1 described
the potential negative effects of peer groups, such as anxiety, shame, or reluctance to share
personal information. It may be beneficial for future studies to investigate how to leverage
existing technology to design peer support communities that enable the benefits of peer
support while minimising the concerns articulated by participants.

Peer support was also valued by clinicians in Phases 1 and 2, as they highlighted the
importance of connection with other clinicians delivering the program, similar to previous
work [34]. Clinicians suggested that ongoing group supervision would be more valuable
than a one-off workshop; however, clinical leads indicated this may be challenging in their
busy health service. Future studies could explore implementation options for feasible group
supervision, such as having a brief dedicated peer supervision or an embedded approach
where parenting-related discussions are integrated within existing group supervision to
reduce time demands on clinicians and services.

6.3. Providing Parents with Practical and Personalised Parenting Knowledge

The third design consideration highlighted the importance of providing parenting
knowledge that is practical, relevant, and tailored to each parent’s unique family, context,
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and mental health challenges to help them implement strategies that work for them. This
aligns with previous findings emphasising the benefit of practical strategies [82], clinician
modelling [34], clinicians adapting content for each family [17,21], and support for problem-
solving implementation of strategies [51,87]. Goals within the module content were also
valued for helping parents action changes, consistent with research identifying goal setting
as a key process in both parenting and mental health recovery [22]. During Phase 2, the
written summaries of each counselling session were highlighted as a particularly helpful
aspect for supporting implementation of learned strategies, but the usefulness of this in
practice will need to be trialled in the future when piloting the clinician-support component.
In Phase 3, parents suggested the helpfulness of the module’s practical tips, but noted that
much of the content felt familiar, suggesting we may have reached parents with relatively
high parenting literacy. This initial acceptability data suggested that for parents in this
study, their main challenges were less about gaining parenting information, but more in
relation to applying the content to their unique circumstances and putting strategies into
action in their lives. Together, these findings suggest that even when module content
is easy to understand, making changes in parenting may be the difficult part, especially
for parents with mental health challenges [21]. This indicates a need for applied and
personalised support beyond what a fully self-directed program can provide. Findings
echo the potential benefit of clinician-support provided by the parent’s mental health
clinician who already has the context of the parent’s family and mental health challenges
for tailoring strategies [18].

Additionally, participants across Phases 2 and 3 liked the program’s consistent focus
specifically on parenting in the context of mental health issues, which has been shown to be
crucial to program engagement and acceptability for these parents [21,49]. For example, we
and other studies have found the need for parenting programs to support parents in talking
with their children about parental mental health [49,88], given children’s desire to receive
this information from their parents and parents’ uncertainty about how to have these
conversations [54,89]. These findings are consistent with past research, which suggests that
generic parenting programs that fail to address parental mental health may be insufficient
for parents with mental health concerns [21,43]. Finally, participants across all phases
highlighted the importance of ensuring that module content reflects diverse family types
and cultures, consistent with prior calls for inclusive and culturally sensitive design [29,51].

6.4. Encouraging Parent-Led Empowerment for Parents

The fourth design consideration demonstrated the importance of parents having
autonomy and control while receiving the strengths-based support they need. Parents and
service providers in Phase 2 described the value of the program’s self-directed module
content for encouraging parent autonomy and independence, similar to prior work [34]; but
they also reinforced the need for adjunct clinician support of such autonomy. Specifically,
our initial acceptability data from Phase 3 indicated that fully self-directed programs
may be less suitable for parents with mental health issues unless some degree of human
support and encouragement is provided. These findings are consistent with emerging
evidence suggesting that self-directed parenting programs may be acceptable for parents
with mental health issues, but guidance is needed due to the potential impact of mental
health symptoms on parents’ capacity to engage [34,51]. Incorporating clinician support
to scaffold parents’ completion of an autonomous, self-directed program may not only
enhance program engagement but also outcomes for parents and families [90]. Additionally,
consistent with previous findings [29,82], we found the need for this clinician support to
take a collaborative, parent-led approach to promote parent autonomy and empowerment.
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Parents have reported positive experiences when given the opportunity to participate in
decisions about their care [91], reinforcing the importance of this finding.

Participants across all phases also emphasised the value of strengths-based support
that acknowledges parents’ existing parenting strengths and fosters confidence in their
parenting abilities. This aligns with previous evidence suggesting the importance of
working with parents to promote a positive identity related to parenting [17,49]. To do this,
findings echoed the need for interventions and clinicians to promote self-compassion and
acceptance of imperfection, to help parents feel competent as parents and people [17,23].
Participants in Phases 2 and 3 appreciated the role of clinicians in promoting parent
confidence and encouraging them to make progress with the program, consistent with
prior work [34,82]. This focus on empowerment seems especially important given that
feelings of inadequacy are common among parents with mental health challenges [86].
Initial acceptability data from Phase 3 suggested that parents felt the online modules
supported their self-efficacy in parenting, similar to another study of a guided self-help
parenting intervention [51]. Importantly, promoting parents’ self-efficacy, positive sense
of self, agency, and independent problem-solving capacity have been identified as key
influences on parenting changes [92] and mental health recovery [93], highlighting the
value of interventions that target these aspects.

6.5. Embedding Accessible and Integrated Support into Existing Practices

The final design consideration highlighted that program delivery must be accessible
and integrated into the everyday life of parents and clinicians. Across all phases, flexibility
for parents to disengage and re-engage was valued to accommodate fluctuating symptoms
and competing life demands, similar to prior suggestions for parents with mental health
challenges [94]. Parents in Phases 2 and 3 found module features that reduced cognitive
burden to be helpful, such as reminders, summaries, and multiple-choice questions. This is
not surprising, given the barriers parents with mental health challenges face when engaging
with parenting programs, including fluctuating mood, competing priorities, and memory
difficulties [34]. Initial acceptability data from Phase 3 suggested that parents generally
found the online modules to be clear, engaging, user-friendly, and interactive. However,
our findings and those of others suggest that the accessibility of module content could be
improved by minimising text, presenting content visually or in videos, and making the
program available in other languages [34,40,51].

Parents in Phase 3 suggested making the modules shorter, similar to findings that
brief interventions are particularly beneficial for parents facing social disadvantage [36].
Notably, attempts were made to break the ‘Talking with children’ module into two parts to
make it more cognitively manageable; however, parents suggested that further breaking
down modules into even smaller chunks would be ideal. Furthermore, parents stated that
modules took them approximately one hour to complete, despite an intended design of
15–25 min, based on the original PiP Kids program. This discrepancy could suggest that
parents with mental health challenges may require additional time for module completion
due to factors such as difficulties with mental health symptoms, reading comprehension,
engagement, or digital literacy. Parents from Phase 3 reported confidence in their ability
to complete modules eventually; however, parents across all phases said that the largely
self-directed program may not be appropriate for parents with low English proficiency,
limited technology literacy, or reading difficulties, unless extra support is available to
help with completing modules. Future iterations of the adapted program should explore
ways to balance evidence-based PiP Kids content with parent preferences for brevity, such
as by implementing suggestions including videos or bite-sized modules that were not
feasible in the current project. To further guide the development of future iterations,
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we suggest prioritising core features to maintain program accessibility while minimising
burden on parents. Features that are likely essential to retain, due to their reiteration
across all study phases, include a clear program introduction, inclusivity of diverse family
types and cultures, content specific to parenting in the context of parental mental health,
strengths-based language, clinician and social support, flexibility to engage and re-engage,
and features that reduce cognitive burden. The remaining features may offer added value,
but whether they are essential remains to be tested in the future.

The need to embed the program into existing mental health practice was also empha-
sised across Phases 1 and 2, to ensure the program becomes a feasible and sustainable part
of routine care. Our findings align with existing literature suggesting that parenting is
closely intertwined with parent mental health recovery, providing challenging and positive
experiences, hope, and motivation [91]. Parenting is a central factor in the lives of many
parents, suggesting the need for parenting support to be integrated within individual
mental health care, not isolated in a separate service [29,82]. This is supported by evidence
that parents experience positive outcomes when parenting is included in mental health
treatment [32,91] and that interventions that integrate parenting with mental health support
may best serve parents with mental health issues [20]. Notably, parental mental health and
parenting support are often delivered separately, with parents experiencing frustration
when their parenting is not addressed by psychologists and they have to repeat themselves
to multiple clinicians [91,95]. Our technology-assisted adaptation of PiP Kids aims to
address this gap with the intention of embedding digital parenting support within existing
mental health service provision. This approach has the potential to not only reduce the need
for parents to engage with multiple providers but also allow clinicians to provide parenting
support without delivering parenting content, unlike face-to-face parenting programs that
often rely on clinician delivery [21,23]. A technology-assisted program such as this is thus
likely to be beneficial in community mental health settings where clinicians often manage
large caseloads, limited numbers of sessions, and competing demands [30,35].

Importantly, clinicians from Phase 2 indicated that the intended embedded program
seems to align with existing service practices, including using existing clinician skills and
clinicians referring parents to other services when support needs fall outside the scope.
These referrals are likely to be especially important for parents with mental health issues
who often present with complex needs, including child mental health problems and so-
cioeconomic disadvantage [96,97]. Additionally, clinicians differed in their confidence
levels regarding parenting, suggesting the need for clinician training that is flexible in not
only timing but also content. Our self-directed clinician training with optional additional
resources seemed to be well-regarded for addressing these needs once implemented. Over-
all, these findings suggest the need for there to be clear compatibility between parenting
programs and service needs for successful integration of programs into routine practice.

6.6. Creating a Bridge for Communication Between Parents and Clinicians

A novel finding in Phase 2 of this study was the potential role of the program in
facilitating communication between parents and clinicians. Previous research has shown
that vignettes, written resources, or other program components can be useful for starting
difficult parenting conversations [24,30]. Our findings extend this by suggesting that a
technology-assisted parenting program has the potential to serve as a structured commu-
nication mechanism embedded within the service model, allowing parents to regularly
articulate their parenting needs and experiences. However, preliminary acceptability find-
ings from Phase 3 suggest that without integrated clinician support, the end-of-module
reflection questions may not encourage parents to communicate their support needs to
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others. Future research might examine whether the program serves this communication
function when clinician support is incorporated.

Moreover, the clinician dashboard, which would allow clinicians to view parent
progress and end-of-module reflections, was seen by parents and clinicians in Phase 2 to
have potential value for streamlining communication. However, clinical leads identified
practical challenges for implementation, including confidentiality concerns and logistical
issues when clinicians or parents leave the service. While identifying design considerations
and assessing initial acceptability is a critical early step in this research, only these two
clinical leads discussed the real-world feasibility of implementing the integrated program
design. Thus, future work is needed to further explore how suggestions such as the clinician
dashboard could be integrated and to identify facilitators and barriers to implementation
of the program in everyday practice.

6.7. Limitations

This study has several limitations that should be considered when interpreting the
findings. First, although parents had recent lived experience of seeking mental health care,
several were not currently in treatment. This may have limited the study sample to parents
with stable levels of mental health challenges, but not necessarily parents with current
mental health challenges. Additionally, the recruited parents self-reported general mental
health challenges such as anxiety and depression, and not all presentations seen at adult
mental health services were represented (e.g., alcohol and other drug use, gambling, eating
disorders). It may therefore be helpful for future evaluations to trial the program with
parents who are all currently accessing mental health support and for a broader range
of presentations.

Second, recruitment difficulties and dropout affected sample size, consistent with prior
research noting problems engaging parents with mental health issues, potentially due to
stigma or low energy [21,49]. Due to recruitment difficulties, we engaged parents from all
over Australia, which may not reflect the demographics of the collaborating health service,
potentially impacting the external validity of the findings. Third, all parent participants
spoke English, were female, and were primarily mothers, as we were unable to recruit
any fathers. All clinicians were also female, employed at a single organisation, and no
clinicians from the alcohol and other drug (AOD) service could be recruited. This sample
homogeneity further limits the generalisability of findings to other populations or service
settings. Although the inclusion of only mothers is common in parenting research [51],
it is important to repeat this research with fathers, linguistically diverse families, and
clinicians from multiple service contexts to increase transferability. Additionally, although
the participants had diverse cultural backgrounds, the socioeconomic background of
participants was only assessed in Phase 3, and it is therefore unclear how socioeconomic
diversity may have influenced Phase 1 and 2 findings.

Fourth, the collaborating health service already emphasises parenting within its model
of care, consistent with the shift in Australia towards family-focused practice [98]. However,
this may not be reflective of other services; for example, less than half of adult-mental
health clinicians in a study in the United Kingdom worked on parenting with their parent
clients [16]. Future research should explore whether findings differ in countries or services
with less family-oriented care.

Fifth, for feasibility reasons, Phase 3 piloted only the online component of the adapted
program. Although this precluded exploration of the implementation of the whole program,
Phase 3 nonetheless provided valuable preliminary insights into areas for improvement
in the online modules. Delivering the full intervention, including the clinician-support
component, on a small-scale to assess implementation and clinical outcomes is thus a
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priority for the next phase of this research. Lastly, due to feasibility, only a limited number
of content topics were included in this first iteration of the adapted program. Other
important topics such as effective discipline, aversive parenting, and withdrawal should be
a priority for inclusion in future iterations of the program.

7. Conclusions

To our knowledge, this is the first study to adapt a digital parenting program with the
intention of embedding it within routine adult mental health care. It provides an in-depth
exploration of the needs and preferences of parents seeking mental health support and
the service providers who support them when it comes to technology-assisted parenting
programs. The identified design considerations indicate the importance of readiness,
support, personalisation, practical knowledge, empowerment, accessibility, and integration
for designing helpful technology-assisted parenting programs for this population. Based
on these findings, this study develops a unique model of care in which parents would
access digital parenting content and adjunct clinician support from their existing mental
health clinician, whilst minimising burden on clinicians. Such an approach advances the
literature on family-focused practice by moving beyond siloed parent and child services
to address the parent’s caregiving role within their mental health care, with the aim of
better supporting parents and reducing the intergenerational risk of mental health issues.
While the integrated, clinician-supported program is yet to be trialled, preliminary findings
suggest the potential value of adopting this holistic, family-focused approach that integrates
technology-assisted parenting support within adult mental health settings.

Although this study focused specifically on the PiP Kids program within one adult
mental health service, the insights and design considerations may have broader implica-
tions for any technology-assisted parenting program aimed at supporting parents with
mental health challenges. The results highlight the importance of co-designing these in-
terventions with end users to ensure they are acceptable and accommodate parent and
service needs. Collectively, findings contribute to implementation science in this field
of research by exploring considerations for the future tailoring and implementation of
digital parenting programs into real-world mental health services. Researchers, clinicians,
and service developers seeking to design technology-assisted parenting programs for this
population or implement interventions within existing mental health settings can consider
our findings in their work.
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Abstract

Background/Objectives: The COVID-19 pandemic introduced various stressors for families,
including changes to daily routines, work, and schooling. Studies have linked these
stressors to increased mental health challenges for parents and children. Sleep difficulties
were also common during the pandemic, with some children and parents experiencing
poorer sleep quality and shorter sleep duration. However, it remains unclear whether the
effects of COVID-19 stress on mental health challenges are explained, at least in part, by
effects of COVID-19 stress on child and/or parent sleep challenges. This study examined the
impacts of COVID-19 stress on sleep and, in turn, mental health difficulties in school-aged
children and their parents in Canada and the United States. Methods: Parents (N = 961)
completed validated measures of COVID-19 stress, and of their own and their child’s sleep
and mental health. Path analyses tested direct and indirect effects of COVID-19 stress on
mental health outcomes with sleep problems as the potential mediator. Results: Child sleep
problems partially mediated COVID-19 stress effects on both parent (β = 0.33) and child
(β = 0.20) mental health difficulties, while parent sleep problems contributed significantly
but to a lesser degree (parent mental health: β = 0.07; child mental health: β = 0.03). There
also remained significant direct effects of COVID-19 stress on both child and parent mental
health difficulties that were not mediated through sleep difficulties. Conclusions: Our
findings underscore the interconnected nature of sleep and mental health, demonstrating
that stress-related disruptions in sleep (particularly children’s sleep) can exacerbate mental
health difficulties for both parents and children during crises like the COVID-19 pandemic.

Keywords: COVID-19 stress; mental health; sleep; well-being; family

1. Introduction

Throughout the world, public health recommendations related to the COVID-19
pandemic resulted in unprecedented changes to everyday life [1,2]. These changes aimed to
urgently reduce the spread of the virus. Yet, they also led many families with school-aged
children in Canada and the United States to experience significant disruptions to their
routines [3]. For example, the closure of in-person schooling, the transition to remote
learning, and closure of organized activities (e.g., sports, music lessons, organized social
activities) significantly changed some children’s routines, which impacted their learning,
socialization, and extracurricular activities [3].
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School-aged children are a population particularly vulnerable to the effects of disrup-
tions in routine due to their developmental need for structure, consistency, and predictable
daily schedules, which support both academic and social development [4]. Research un-
derscores the importance of consistent daily routines, which are closely linked to positive
child development and mental health outcomes [4]. Stability in routines provides a sense
of predictability and security that supports emotional regulation and overall well-being in
children. However, the pandemic disrupted this stability for many families, leading to var-
ied outcomes. While some families found these disruptions to be positive, enabling more
family time and a slower pace of life, others reported negative impacts such as heightened
stress, problematic behaviours, and emotional challenges in both children and parents [5,6].
For instance, caregivers noted increases in children’s anhedonia, anger, restlessness, sleep
problems, appetite issues, and sadness after the COVID-19 pandemic started [3,7]. These
behavioural and emotional challenges are critical indicators of broader mental health diffi-
culties, as they may reflect disruptions in coping mechanisms, emotional dysregulation, and
difficulties with overall psychological well-being. Observed behavioural changes, such as
increased sedentary activities, later sleep timing, and heightened screen use, underscore the
impact of the pandemic on daily routines [8]. During the COVID-19 pandemic, declines in
physical activity, increases in screen time, later bedtimes, and unhealthy eating behaviours
were reported in Canadian children [9]. These lifestyle disruptions may adversely interact
with stress and sleep behaviours, compounding difficulties in maintaining healthy routines
under pandemic conditions [10].

Insomnia and/or insomnia symptoms affect ~30% of typically developing chil-
dren [11], and include difficulties with falling asleep, staying asleep, and/or having early
morning awakenings [12]. Sleep has a reciprocal role in the mental well-being of children:
after children have a good night’s sleep, they tend to report higher positive affect and
lower negative affect throughout the day [13]. In contrast, insufficient quantity and poor-
quality sleep are associated with worse mood and emotion regulation in youth, as well
as increased likelihood of developing a mood or anxiety disorder, and heightened risk
of suicidal ideation [14]. Sleep duration and latency have been strongly correlated with
internalizing (e.g., depression, anxiety) and externalizing (e.g., aggression, hyperactivity)
behaviours in children [15].

The cyclical relationship between sleep and mental health is well established: poor
sleep exacerbates mental health difficulties, while mental health challenges disrupt
sleep [15]. The correlation between sleep and mental health difficulties becomes even
more heightened under conditions of stress [16,17], such as COVID-19-specific stressors.
For example, Mackenzie and colleagues found that disruptions to routines during the
pandemic adversely affected the sleep and stress levels of parents and children with pre-
existing insomnia [6]. Indeed, although some families reported improved sleep, many
parents reported sleep disruptions for both themselves and their children: some 40% of par-
ents indicated their child’s sleep worsened, while 60% reported declines in their own sleep
quality [6]. Similarly, Cellini and colleagues demonstrated that the majority of children
experienced delayed sleep timing (e.g., later bedtime and wakeup times), worsened sleep
quality, and increased psychological difficulties during the pandemic [18]. Cellini et al.
found that these child sleep and mental health difficulties were associated with maternal
psychological challenges, suggesting a reciprocal relationship between caregiver and child
sleep and well-being [18]. COVID-19 stress has had significant impacts on parent and child
mental health outside of North America, such as in Norway and Greece [19,20].

Poor mental health in children has been a persistent issue prior to the COVID-19 pan-
demic. In Canada, approximately one in five children and youth have a diagnosable mental
health condition [21]. These challenges are associated with lower academic achievement,
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higher stress levels, increased risk of substance use, and diminished social support [22].
During the pandemic, mental health problems in children and youth worsened [23–25],
likely exacerbated by heightened stressors and disrupted routines. Cost and colleagues sur-
veyed school-aged children and their caregivers in Canada during the COVID-19 pandemic
and found that over two-thirds of children experienced worsened mental health symptoms,
which were linked to stress related to social isolation [23]. Similarly, parental mental health
problems, which increased during the pandemic, were strongly associated with worse men-
tal health outcomes in children [26]. For example, Canadian parents with children reported
higher rates of stress, alcohol consumption, suicidal ideation, and negative parent–child
interactions during the pandemic [5]. These findings underscore the cyclical nature of the
stress–sleep–mental health relationship [27], wherein stress exacerbates sleep difficulties
and mental health challenges, which in turn amplify stress.

Despite this knowledge, there are key remaining questions as to the specific relations
between stress, sleep, and mental health in children in the context of COVID-19. Given
the unprecedented and prolonged disruptions caused by the pandemic, including school
closures, social isolation, and disruptions to daily routines, stress levels in children and
parents were found to be amplified during the pandemic compared to typical stressors [3].
Evidence from pre-pandemic research suggests that sleep may mediate the relationship
between stress and mental health, with sufficient sleep mitigating the adverse effects of
stress, and poor sleep exacerbating these adverse effects [16,17]. For example, children
with sufficient sleep report less negative affect and better emotion regulation following
a stressful situation [28]. Conversely, insufficient sleep heightens the risk of emotional
dysregulation and psychological disorders after experiencing a stressful event [28]. Since
sleep is a more modifiable variable than broader pandemic-related stressors, identifying
sleep as a key mechanism could inform targeted strategies to support child mental health
through pandemics and other events that have broad societal impacts.

Understanding these relationships is particularly important, as sleep disruptions may
contribute to reciprocal and cross-over effects within families [29], beyond their likely
mediation in the link between COVID-19 stress and mental health difficulties. For instance,
COVID-19 stress could worsen child sleep disruptions, and in turn worsen parental mental
health, while parental sleep difficulties may contribute to dysregulation in children [5,6].
Previous research highlights associations between parent and child sleep and mental health,
suggesting that disruptions in one family member’s sleep can have cascading effects on
the entire household [30]. Thus, studying both parent and child sleep within the context
of pandemic-related stress is critical for capturing the full scope of its impact on family
mental health. This is a novel contribution of our study design, as no studies to date have
examined the relations of COVID-19-related stressors, sleep, and mental health in a sample
of both parents and children.

The objectives of this study were to (a) describe sleep behaviours and mental health
symptoms during the COVID-19 pandemic in school-aged children (aged 5 to 11 years) and
their parents, (b) test sleep disruption as a mediator between COVID-19 stress and mental
health outcomes, and (c) examine the relative mediating roles of parental and child sleep
disruptions in predicting both parent and child mental health outcomes. By exploring these
relationships, this study aimed to provide a deeper understanding of how stress, sleep, and
mental health intersected during the COVID-19 pandemic.

This paper reports on secondary analysis of data from a larger study examining the
effects of COVID-19 pandemic mandated homeschooling on families entitled COVID-19
Pandemic: Factors that Support and Impede Family Well-Being During Mandatory Homeschooling
conducted by the Language and Literacy Lab and the Mood, Anxiety and Co-Morbidity Lab at
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Dalhousie University [31–33]. This study included children engaging in one of three types of
schooling (i.e., in-person learning, mandated homeschooling, and voluntary homeschooling).

2. Materials and Methods

2.1. Study Design and Sample

A total of 961 parents were recruited from March to May 2021 for this cross-sectional
study. To be eligible for the larger study, participants were required to be (a) at least 19 years
of age, (b) in a romantic relationship for 3 months or more, (c) with a partner who is at
least 19 years of age, and (d) have a child at home in grades 1 to 5. These criteria ensured
that only couples who were romantically involved for more than three months and who
lived with a school-aged child participated in the larger study, as it looked at the effects of
homeschooling on parental, child and couple-level variables. While couples were recruited
for the larger study, only data from the first responding parent (who reported on themselves
and their child) was utilized in the present study. When a parent had more than one child
in grades 1 to 5 living at home, they reported on the youngest eligible child. No other
inclusion or exclusion criteria were employed for our specific study.

2.2. Procedures

Participants completed a survey via Qualtrics Survey Panels (Qualtrics, Provo, UT,
USA) between March and May 2021. Qualtrics Survey Panels is an online survey manage-
ment service that recruits from a pool of potential participants based on eligibility criteria
specified by the researcher. The participant was asked to think about the 30-day period be-
tween 15 January and 15 February 2021 as the reference for completing all measures except
for demographics. Although the survey was open to all parents in the general population
living in Canada and the United States, recruitment was targeted in specific geographical
areas where in-person learning was occurring (i.e., Canada: Edmonton, Calgary, Vancouver,
Halifax, Montreal; USA: Miami and Jacksonville) and where mandated homeschooling (i.e.,
children who learned at home due to reasons related to the COVID-19 pandemic) was in
effect (i.e., Canada: Toronto; USA: Los Angeles, Philadelphia, San Diego, Boston) at the
same time (from 15 January to 15 February 2021) [34].

About two-thirds of participants were recruited and compensated through Qualtrics
Panels using their guidelines. Additional recruitment was needed, for reasons related to the
parent study, of parents who schooled a child at home voluntarily irrespective of COVID-19
restrictive measures, due to low recruitment via Qualtrics Panels. For these additional
participants, recruitment was performed via social media platforms and homeschooling
groups, and these participants were compensated with CAD 10 Amazon e-gift cards. This
study was approved by the Dalhousie University Social Sciences and Humanities Research
Ethics Board (REB #2020-5336).

2.3. Measures
2.3.1. Demographics

The demographics questionnaire asked the respondent to self-report their age, gender,
highest level of education completed, employment status, family income, and location
(i.e., province or state). The parent also reported on their child’s age, gender, ethnicity, and
the number of children living in the home.

2.3.2. Pandemic-Related Stress

Parent COVID-19 stress. The presence of COVID-19 stressors was measured using
an adapted version of the Coronavirus Stressor Survey [35]. The Coronavirus Stressor
Survey [35] asks participants to rate their exposure to the following seven pandemic-related
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stressful experiences: “job requires possible exposure to coronavirus”, “lost job, been laid
off or furloughed, due to the coronavirus pandemic”, “lost income due to the coronavirus
pandemic”, “difficulty getting food, medication, or other necessities due to the coronavirus
pandemic”, “had a loved one die due to confirmed or suspected coronavirus infection”,
“work has moved to work-from-home due to coronavirus pandemic”, and “difficulty
getting needed social support due to the coronavirus pandemic”. The only adaptation to
the list of COVID-19 stressors was that we also asked participants to indicate whether they
have had/have COVID-19 [35].

Response options were adapted to allow participants to rate to what extent they
have been affected by the seven pandemic-related stressful experiences on a scale of 0
(“it did not happen to me”) to 6 (“affected me to a great extent”) since the beginning of
the pandemic. Consistent with past research [36,37], and because we were interested in
exposure severity, we re-coded responses to indicate whether each stressful experience
had or had not happened to them (0—no, it did not happen to the participant; 1—yes, it
did happen to the participant). Anytime the participant rated an experience as anything
other than 0, the response was recoded as a 1, regardless of severity. A total score ranging
from 0 to 8 was computed by summing all eight items. The measure showed good internal
consistency (α = 0.85).

2.3.3. Child and Parent Mental Health

Child mental health. Child mental health was assessed using the internalizing and
externalizing scales of the Strengths and Difficulties Questionnaire (SDQ) [38]. The par-
ent indicated how true each item was of their child on a 3-point scale (0 = “Not true”;
1 = “Somewhat true”; 2 = “Certainly true”). Twenty items asked about internalizing
problems, half of which assessed emotional problems (e.g., “Often unhappy, depressed or
tearful”), and the other half of which assessed peer problems (e.g., “Has at least one good
friend” [reverse scored]). Another twenty items asked about externalizing problems, half of
which measured conduct problems (e.g., “Often fights with other children or bullies them”)
and the other half of which measured hyperactivity problems (e.g., “Restless, overactive,
cannot stay still for long”). A total SDQ score, representing overall child mental health
symptoms, was calculated by summing responses from both the internalizing and external-
izing scales and could range from 0 to 40 following reverse scoring of any inversely keyed
items. The SDQ has been standardized for 4- to 16-year-olds, and has shown both good
convergent and discriminant validity with other child mental health scales [38] and internal
consistency [39]. Similarly, the current sample demonstrated good internal consistency for
the SDQ total (α = 0.83).

Parent mental health. Participants self-reported on their own mental health by com-
pleting both the Patient Health Questionnaire-9 (PHQ-9) [40], a measure of depressive
symptoms, and the Generalized Anxiety Disorder-7 (GAD-7) questionnaire [41], a measure
of anxiety symptoms. Participants rated nine items on the PHQ-9 and seven items on the
GAD-7. Both scales were on a 4-point Likert scale ranging from 0 (not at all) to 3 (nearly
every day). Both the PHQ-9 (α = 0.89) [40] and the GAD-7 (α = 0.92) [41] have shown good
internal consistency in past research.

A composite mental health score, known as the Anxiety–Depression Scale (ADS), was
computed for the responding parent [42]. Previous research on the ADS has shown high
internal reliability in three clinical trials (α ranging from 0.80 to 0.90) [42]. Two of the
nine items of the PHQ-9 (i.e., Items 3 and 4) were dropped due to their redundancy with
the parent sleep measure used in this study. As such, a modified ADS total score was
computed by summing the remaining items of the PHQ-9 and the GAD-7, with higher
scores indicating worse mental health through higher levels of depression and anxiety
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symptomology. The modified ADS demonstrated excellent internal reliability in this study
(α = 0.95).

2.3.4. Sleep

Child sleep. Child sleep problems were measured using the Patient-Reported Out-
comes Measurement Information System (PROMIS) Parent Proxy Short Form v1.0—Sleep
Disturbance—4a [43]. Participants rated four statements, such as “My child had difficulty
falling asleep” on a scale from 1 (never) to 5 (always). The four items were then summed
to compute a total score, ranging from 4 to 20, with a higher score indicating worse sleep.
Research has indicated that this measure has excellent psychometric properties, including
internal consistency (α > 0.90) and content, structural and convergent validity with other
child sleep and fatigue measures [44]. This measure had acceptable internal consistency
within our own study (α = 0.75).

Parent sleep. Parent sleep difficulties were assessed using the PROMIS Short Form
v1.0—Sleep Disturbance—4a [43]. Participants self-reported on their own sleep by rating
four statements on a 5-point Likert scale (e.g., “I had a problem with my sleep”), which
were summed together to create a final score ranging from 4 to 20 (higher score indicating
worse sleep). This scale has shown good convergent and discriminant validity with other
adult sleep measures [45]. In our study, this measure showed acceptable internal consistency
(α = 0.77), falling in line with previous research (α = 0.88) [45].

2.4. Data Analysis

Descriptive statistics, including means and standard deviations for continuous vari-
ables and percentages for categorical variables, were calculated for the demographic
questionnaire. Bivariate correlations were conducted to examine the relationships among
the predictor, mediator, and outcome variables. Correlation strength was interpreted using
the following guidelines: a small correlation was defined as an r-value between 0.10 and
0.29, a moderate correlation was an r-value between 0.30 and 0.49, and a strong correlation
was an r-value of 0.50 or higher [46]. A path model was fitted, with COVID-19 stress as
the predictor, child and parent sleep problems as mediators, and child and parent mental
health as outcomes, using R (version 4.2.1) with the lavaan package [47]. Given that parent
and child scores were reported by the parent, we accounted for their interdependence by
specifying correlations between the errors of child and parent sleep problems, as well as
between child and parent mental health difficulties. To estimate the confidence intervals for
all coefficients and the significance of indirect effects, bias-corrected standard errors were
computed using bootstrapping with 5000 re-samples [48]. The model was just identified,
as all paths were required to estimate total effects and mediation effect sizes. Consequently,
there are no fit indices to report.

3. Results

The parent and child demographic information is reported in Tables 1 and 2. Overall,
parents’ mean age was 38.21 years old, with an almost equal distribution of male and
female participants. Most parents identified as White, were college/university graduates,
were employed, had a family income of at least CAD 76,000 per year, and lived in Central
Canada (i.e., Ontario and Quebec). The mean age of the child on whom participants were
reporting was 8.64 years old. In terms of gender, the majority (57%) of children were male,
with the majority reported to be White.
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Table 1. Parental demographics (N = 961).

Variable

Mean age (SD) 38.21 (6.61)

Gender

Man 483 (50.26%)
Woman 475 (49.43%)
Non-Binary 2 (0.21%)
Prefer not to answer 1 (0.10%)

Parent ethnicity

White 707 (73.60%)
Asian or Arab/West Asian (e.g., Armenian, Egyptian, Iranian, Lebanese, Moroccan) a 145 (15.09%)
Latin American or Black or Indigenous a 68 (7.07%)
Multiracial 32 (3.30%)
Other 4 (0.42%)
Prefer not to answer 5 (0.52%)

Highest level of education completed

College or university graduate b 726 (75.55%)
Less than college or university completion c 235 (24.45%)

Employment status (15 January–15 February)

Employed d 770 (80.13%)
Unemployed e 191 (19.87%)

Mean number of children living at-home (SD) 1.89 (0.89)

Family income

CAD 25,000 or less per year 34 (3.54%)
Between CAD 26,000 and 50,000 113 (11.76%)
Between CAD 51,000 and 75,000 184 (19.15%)
Between CAD 76,000 and 100,000 203 (21.12%)
Between CAD 101,000 and 125,000 131 (13.63%)
Between CAD 126,000 and 150,000 127 (13.22%)
CAD 151,000 or more per year 138 (14.36%)
Prefer not to answer 31 (3.22%)

Location

Canada 805 (83.77%)
Atlantic Provinces f 88 (10.93%)
Central Canada g 477 (59.26%)
Prairie Provinces h 169 (20.99%)
West Coast i 67 (8.32%)
Northern Territories 2 (0.25%)
Unspecified 2 (0.25%)

United States 156 (16.23%)
North-East a 24 (15.38%)
South a 41 (26.28%)
Mid-West a 8 (5.13%)
West a 83 (53.21%)

Notes. Canadian provinces and American states were separated into main regions [49,50]. a Combined to maintain
confidentiality of respondents due to low numbers in one or more of these categories. b Includes participants
who indicated being a college/university graduate, having completed some post-graduate education or having a
post-graduate degree. c Includes participants who indicated that they completed elementary school, some high
school, are a high school graduate or completed some college/university. d Includes participants who indicated
being employed full or part-time. e Includes participants who indicated being unemployed, not in the labour force,
or a full- or part-time student. f Includes Nova Scotia, New Brunswick, Prince Edward Island, and Newfoundland
and Labrador. g Includes Ontario and Quebec. h Includes Manitoba and Saskatchewan. i Includes Alberta and
British Columbia.
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Table 2. Child demographics (N = 961).

Variable

Mean child age in years (SD) 8.64 (2.63)

Child gender

Boy 551 (57.3%)
Girl 408 (42.46%)
Non-binary 1 (0.10%)
Prefer not to answer 1 (0.10%)

Child ethnicity

White 687 (71.49%)
Asian or Arab/West Asian (e.g., Armenian,

Egyptian, Iranian, Lebanese, Moroccan) a 127 (13.21%)

Latin America or Black or Indigenous a 63 (6.55%)
Other 12 (1.25%)
Prefer not to answer 9 (0.94%)
Multiracial 63 (6.56%)

a Combined to maintain confidentiality of respondents due to low numbers in one or more of these categories.

Table 3 presents bivariate correlations and descriptive statistics. The bivariate cor-
relations indicated moderate positive correlations between COVID-19 stress and child
sleep problems, as well as between COVID-19 stress and parent mental health difficulties.
There was a strong positive correlation between COVID-19 stress and child mental health
difficulties, whereas a small correlation was found between COVID-19 stress and parent
sleep problems. Child sleep problems showed strong positive correlations with both child
and parent mental health difficulties, which were also strongly correlated with one another.
Similarly, parent sleep problems were strongly and positively correlated with parent men-
tal health difficulties and moderately correlated with child mental health difficulties and
sleep problems.

Table 3. Bivariate correlations, means, standard deviations, and ranges.

Measure 1 2 3 4 5

1. COVID-19 stress -
2. Child sleep problems 0.45 *** -
3. Parent sleep problems 0.21 *** 0.38 *** -
4. Child mental health difficulties 0.51 *** 0.64 *** 0.39 *** -
5. Parent mental health difficulties 0.40 *** 0.52 *** 0.51 *** 0.58 *** -
Mean 3.80 12.75 10.87 9.03 10.65
Standard deviation 2.55 7.34 9.34 3.36 3.63
Possible range 0–8 4–20 4–20 0–40 0–42
Observed range 0–7 0–31 0–42 4–19 4–20

Notes. *** p < 0.001.

The path model (Figure 1) tested the hypothesized relationships between COVID-19 stress
(predictor) and both child mental health and parent mental health difficulties (outcomes)—both
direct effects and indirect effects through child and parent sleep problems (mediators).

Significant indirect effects of COVID-19 stress on child mental health difficulties were
observed through child sleep problems (β = 0.20, 95% CI [0.17; 0.24]) and, to a lesser extent,
through parent sleep problems (β = 0.03, 95% CI [0.02; 0.05]). This suggests that for every
1 standard deviation increase in COVID-19 stress, child mental health difficulties increase
by 0.20 and 0.03 standard deviations through child and parent sleep problems, respectively.
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Figure 1. Path analysis of COVID-19 stress, sleep problems, and mental health. Note. N = 961.
Double-headed arrows indicate correlations between error terms. Single-headed arrows indicate
paths. All paths noted with asterisk are significant (p < 0.001). Path coefficients are standardized.
Bracketed values indicate the lower and upper limits of confidence intervals. Italicized numbers
appearing in the bubbles represent the R2.

The mediation analysis also revealed significant indirect effects of COVID-19 stress on
parent mental health difficulties through child sleep problems (β = 0.13, 95% CI [0.10; 0.16])
and through parent sleep problems (β = 0.07, 95% CI [0.05; 0.10]). Specifically, for every
1 standard deviation increase in COVID-19 stress, parent mental health difficulties increase
by 0.13 and 0.07 standard deviations through child and parent sleep problems, respectively.

In terms of direct effects, the path coefficients indicated significant relationships
between COVID-19 stress and both child and parent mental health difficulties. Additionally,
the path coefficients indicated significant relationships between COVID-19 stress and both
child and parent sleep problems. Significant relationships were also observed in the direct
paths from child sleep problems to child mental health difficulties, from parent sleep
problems to parent mental health difficulties, from child sleep problems to parent mental
health difficulties, and from parent sleep problems to child mental health difficulties. The
error variances for child and parent sleep problems were moderately correlated with one
another, as were the error variances for child and parent mental health difficulties.

We examined the 95% CIs to determine which indirect effects were significantly
stronger than other mediational pathways; a given set of mediational pathways was
considered significantly different from one another if the 95% CIs were not overlapping.
Child sleep problems was a stronger mediator than parent sleep problems in explaining
the link between COVID-19 stress and child mental health difficulties; in contrast child
and parent sleep problems were similar in magnitude as mediators in explaining the
link between COVID-19 stress and parent mental health difficulties. Additionally, child
sleep problems was a stronger mediator of the link between COVID-19 stress and mental
health difficulties in the case of child mental health difficulties than in the case of parent
mental health difficulties; in contrast, parent sleep problems showed a similar magnitude
mediational effect in the link between COVID-19 stress and mental health difficulties for
both child and parent.

The total effects of COVID-19 stress on parent mental health (β = 0.40, 95% CI [0.34;
0.46]) and child mental health (β = 0.51, 95% CI [0.46; 0.55]) were computed by summing
their associated direct and indirect effects.
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The percent mediation is the percentage of a total effect that is accounted for by indirect
effect(s). We first calculated the percent mediation for parent mental health difficulties by
dividing the sum of both its indirect effects by its total effect (51%). We did the same for
child mental health difficulties (47%). This percentage was further broken down for parent
mental health difficulties into the percent mediated by the individual indirect effects of
parent sleep problems (18% of the 51%) and child sleep problems (33% of the 51%), as well
as parent sleep problems (7% of the 47%) and child sleep problems (40% of the 47%) for
child mental health difficulties.

4. Discussion

To our knowledge, this study is the first to examine the relationship between COVID-
19 stress, parent and child mental health, and sleep behaviours in both children and parents,
filling an important gap in the literature, and potentially providing intervention targets
during times of high stress. In this large cohort of 961 parent and child dyads from Canada
and the US who had experienced varying levels of COVID-19 related stress, we conducted
a secondary analysis to determine the role of sleep in mediating the relationship between
COVID-19 stress and mental health outcomes in parents and children. Overall, the path
analysis found significant indirect effects between COVID-19 stress, sleep problems in
children and parents, and their contributions to mental health difficulties. Additionally,
there were significant direct effects of COVID-19 stress on parent and children mental
health difficulties.

The path analysis revealed significant indirect effects: COVID-19 stress was linked to
sleep problems in both children and parents, and these sleep problems, in turn, contributed
to mental health difficulties. Specifically, both child and parent sleep were partial mediators
of the effect of COVID-19 stress on mental health. For children, their own sleep was a
stronger predictor of their mental health outcomes, while for parents, both their own sleep
and their child’s sleep were significant predictors. These findings suggest that sleep may
serve as a key pathway through which external stressors impact psychological well-being
across family members [51,52].

In the mediation analysis, COVID-19 stress indirectly affected parents’ mental health
through both their own sleep problems and their child’s sleep problems. For children,
COVID-19 stress indirectly impacted their mental health through their own sleep problems
and their parent’s sleep problems. While COVID-19 stress had direct effects on both parent
and child mental health difficulties, a significant portion of these effects was mediated by
sleep problems. Child sleep problems accounted for a larger portion of the mediation on
parent mental health compared to parent sleep problems. Moreover, child sleep problems
played a significantly stronger role in mediating the link between COVID-19 stress and
parent mental health difficulties compared to parent sleep problems. Our findings are
consistent with previous research that has shown when children have sleep difficulties, it
can cause insomnia symptoms and higher pre-sleep arousal in parents [51], and that child
sleep mediates the association between parent’s sleep and mood. Additionally, another
study found that children’s sleep problems were significant predictors of sleep problems
in parents, and subjective reports of children’s sleep schedules impacted parents’ mental
health [52]. This demonstrates that disruption in children’s sleep can increase both child
behavioural difficulties and risk of parental burnout [53,54]. Therefore, the current study
suggests that the association between COVID-19 stress and child mental health problems
appear to be partially explained by the link between child sleep and mental health.

Interestingly, child sleep problems had a larger mediation effect on child mental health
difficulties compared to parent sleep problems and their mediational effect on parent mental
health. This may be because, according to Canadian and American sleep guidelines [55,56],
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children require more hours of sleep per night than adults do, and therefore, adults may
be able to function better with less sleep. Furthermore, child sleep is directly linked to
brain development across childhood and adolescence, mood, emotional regulation, and
academic achievement, which further highlights the importance of children getting the
recommended hours of sleep per night [57]. Aligning with our results, a meta-analysis by
Bussières and colleagues found that the COVID-19 pandemic had a negative influence on
children’s mental health, with anxiety and depression symptoms being two times higher
than pre-pandemic estimates [58]. In our results, parent sleep problems showed a small
magnitude correlation with COVID-19 stress, though parent mental health difficulties
were moderately correlated with child sleep problems, highlighting a broader interrelation
between sleep and mental health outcomes. Previous research has demonstrated that
child sleep problems impact parents’ sleep by reducing their total sleep time [51], in turn,
negatively impacting parents daytime functioning and mood [53,59]. This may explain
why child sleep problems proved stronger mediators than parent sleep problems when
examining the effect of COVID-19 stress on both child and parent mental health difficulties.

Consistent with the supporting literature [58,60,61], the path analysis found that
COVID-19 stress directly impacted parent and child mental health, even after accounting for
sleep problems. This suggests that COVID-19 stress may influence mental health through
other factors, such as financial strain, increased caregiver burden, and disruption to routines.
In addition, the presence of direct effects reinforces the robustness of the relationship
between pandemic-related stressors and mental distress in children and parents, aligning
with previous research on the impact of the COVID-19 pandemic on increased internalizing
symptoms in both parents and children [5,23–27].

When examining the confidence intervals of the indirect effects, child sleep problems
were a significantly stronger mediator of the relationship between COVID-19 stress and
child mental health difficulties compared to parent sleep problems. This finding high-
lights the particularly important role of child sleep in shaping children’s emotional and
behavioural responses to stress. In contrast, child and parent sleep problems were compara-
ble in their mediating roles when explaining the link between COVID-19 stress and parent
mental health difficulties, suggesting that both self- and child-related sleep disruptions
contribute meaningfully to parents’ psychological well-being. Taken together, these results
underscore the differential impact of sleep disruptions depending on whether the mental
health outcomes pertain to the child or the parent. These findings also reinforce the need to
consider both sleep and family dynamics when supporting mental health during periods
of high stress.

When combining direct and indirect effects, COVID-19 stress had a large overall
impact on both child and parent mental health difficulties. The strength of these associa-
tions suggests that COVID-19 stress functioned as a risk factor for family mental health
difficulties, consistent with broader literature documenting heightened rates of depression,
anxiety, and distress in both children and adults during the pandemic [58,62].

4.1. Strengths

The large sample size (N = 961) and relatively equal distribution between mothers
(n = 478) and fathers (n = 483) in the sample is a strength, as it increased statistical power
and enhanced the reliability of the findings. Path analysis was also used, which allowed
for the examination of both direct effects of COVID-19 stress on child and parent mental
health and indirect effects through sleep, providing a nuanced understanding of how
COVID-19 stress impacts mental health in both children and parents. In addition, the
current study sample was racially diverse, and was roughly representative of the Canadian
and American population, with ~70% participants identifying as White, and ~30% of
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participants identifying as part of a non-majority racial/ethnic background [63,64]. The
high R2 values observed in the study indicate that a substantial portion of the variance in
mental health outcomes was explained by the model regarding the impact of COVID-19
stress on both parent and child mental health. This suggests that the findings have a strong
explanatory power in understanding how stressors during the pandemic affected child and
parent well-being.

4.2. Limitations

The analyses included in this study were cross-sectional, so temporal precedence and
causality cannot be determined between variables. A longitudinal analysis could have
provided insight into the persistence of COVID-19 stress on sleep and mental health beyond
the immediate pandemic context. While some researchers argue that mediation analyses
should not be conducted on cross-sectional data since mediation is a process that unfolds
over time [65], others suggest that such analyses can serve as a useful starting point for
testing novel models, such as the path model examined in this study [66].

Due to the design of the larger study from which the data were drawn [31–33], all par-
ents who participated in this study were in a romantic relationship and were co-parenting.
This may have influenced the study’s results and may limit our ability to generalize the
findings to single-parent households. Given that single-parent households often have re-
duced social and parenting support [67], the effects of COVID-19 stress on parent and child
sleep and mental health may be even more pronounced in this population. Additionally,
this analysis could have been stronger if there were multiple indicators (i.e., three or more
measures) that were being analyzed for each construct (i.e., child mental health, parent
mental health, child sleep, parent sleep), which would have enhanced the reliability and
robustness of these findings. Furthermore, the relationships between COVID-19 stress
and child and parent mental health were not fully explained by child and parent sleep.
Variables such as hopelessness, lack of social support, and family conflict may have played
a role in the results.

While the large R2 values suggest that the model explains a significant portion of
variance in mental health outcomes, it is possible that other unmeasured factors, such
as socio-economic status, other (non-COVID-19-related) environmental stressors, or pre-
existing health conditions may have contributed to these outcomes. Lastly, all measures
were reported by parents (i.e., COVID-19 stress, child sleep, child mental health), which
may have introduced bias or limitations in capturing the full scope of stress experienced
within the household [68].

4.3. Implications

Clinicians should be aware of the adverse effects of heightened stress on both child
and parent sleep and mental health. The findings of this study underscore the interrelated
nature of these issues, highlighting that child and parent sleep problems can significantly ex-
acerbate family mental health difficulties. Therefore, it is essential for health care providers
to assess sleep quality and duration alongside mental health, especially in families expe-
riencing heightened stress, as the treatment of sleep problems may reduce the impact of
stress on mental health.

Though emergency measures from the COVID-19 pandemic have ended, wait times to
see physicians and other clinicians remain high. The average wait time to see a physician in
Canada is at an average of 27.7 weeks; wait times in the province of Ontario are ~22 weeks,
and waitlists in Nova Scotia are up to 57 weeks [69]. Given the observed effects of parent
and child sleep on stress and mental health during the COVID-19 pandemic, online inter-
vention programs targeting both child sleep and mental health could be beneficial. Online
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programs are cost-effective, easily accessible, and scalable, especially during pandemics
when in-person contact is diminished.

4.4. Future Directions

As the COVID-19 pandemic has ended, future research should focus on assessing the
long-term effects of pandemic-related stress on both parent and child sleep and mental
health. While the current study provides valuable insights into immediate impacts, a longi-
tudinal approach could offer a deeper understanding of these effects over time. Though
the current study sample had to be living in an area where COVID-19 emergency measures
(e.g., lockdowns) were or were not occurring in the period of interest, no comparison was
performed in the present study between children who were being home-schooled/going
through virtual learning and children who were still attending in-person learning. COVID-
19 stress, child and parent sleep, and child and parent mental health may differ between
these two groups, as children attending in-person learning may have had increased stress
during this time and lower sleep duration. Furthermore, having children self-report on
their mental health symptoms, sleep, and stress regarding the COVID-19 pandemic in addi-
tion to parent report would help researchers understand children’s perspectives and allow
for the assessment of the convergence or divergence of the results across reporting sources.
Moreover, intervention studies focusing on mitigating the effects of pandemic-related
stress are also needed. For instance, Better Nights, Better Days for COVID-19 has been
developed to help parents/caregivers improve sleep in school-aged children [6]. Given
the strong relationship between sleep and mental health found in this study, developing
and testing sleep-focused interventions that target both parents and children could help
alleviate ongoing stress and potentially prevent or reduce mental health difficulties.

Finally, it may be valuable to explore broader societal and environmental impacts on
sleep and mental health during the COVID-19 pandemic. For example, future research
could investigate how factors such as work-from-home policies, changes in social inter-
action, and public health messaging may have influenced family dynamics, stress, sleep,
and mental health in children and parents. Understanding these broader contexts can help
policymakers design better support systems for families in the event of future global crises.

5. Conclusions

In summary, the current study found that COVID-19 stress significantly impacted
both parent and child mental health, with these effects partially mediated by child and
parent sleep problems. For children, their own sleep was a better predictor of their own
mental health outcomes, while for parents, both their own sleep and their child’s sleep
equally predicted their mental health outcomes. This was observed in a sample of parents
from Canada and the US who experienced various levels of emergency measures and re-
strictions during the COVID-19 pandemic. These findings underscore the need for targeted
interventions that address sleep disturbances within families as part of a broader approach
to mitigating the mental health impacts of the pandemic. Clinicians and policymakers
must prioritize sleep as a key component of mental health care, particularly in the context
of long-term COVID-19 pandemic recovery and similar future crises.
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Abstract

Background Objectives: Parental anxiety and depression demonstrate bidirectional con-
nections with child developmental outcomes (e.g., disruptive behavior). Directly targeting
child development through behavioral parent training (BPT) has potential for reversing
this cycle. Parent–Child Interaction Therapy (PCIT), a BPT with robust research evidence
for decreasing child disruptive behaviors, has demonstrated promise in also decreasing
caregiver anxiety and depression. However, the mechanisms that explain this relationship
are less understood. Methods: The current study examined whether caregivers (N = 840)
completing time-limited PCIT experienced significant reductions in depression and anxiety
symptoms and improvements in child disruptive behaviors at each time point. Generalized
estimate equation analyses assessed whether caregiver anxiety and depression moderated
changes in child disruptive behavior. Mediation analyses explored the extent that changes
in caregiver–child interactions over time explained changes in family outcomes. Results:

Child disruptive behavior and caregiver depression and anxiety symptoms improved sig-
nificantly at each time point of PCIT. Change in child behavioral outcomes was significantly
moderated by caregiver race. Caregivers with higher anxiety reported fewer improvements
in child disruptive behavior compared to other caregivers. Changes in caregiver anxiety
and depression over the course of treatment were partially mediated by improvement in
caregiver–child interaction skills. Changes in child disruptive behavior were not mediated
by improvement in caregiver–child interaction skills. Conclusions: Results demonstrate
that time-limited PCIT could significantly improve caregiver anxiety and depression, and
some PCIT-taught parenting skills are direct drivers of this process. Further research is
needed to understand other mechanisms underlying the relationship between PCIT and
improved family outcomes.

Keywords: Parent–Child Interaction Therapy; caregiver mental health; child disruptive
behaviors; caregiver–child interactions

1. Introduction

Caregiver distress is a common experience, as caregivers must continually adapt
to the changes in their child’s development, manage competing demands, and navigate
emotional, financial, and social challenges [1]. When caregivers lack the resources to cope
with these challenges, caregiver distress can negatively impact both their well-being and
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their child’s behavior and development. High and persistent caregiving distress has been
linked to an increased risk of caregiver depression, marital conflict, maladaptive parenting
strategies, strained caregiver–child relationships, and a higher likelihood of child behavior
problems [1].

Caregiver distress, which can be heightened by a child’s mental health needs [2],
increases the likelihood of disengagement, criticism, and inconsistent parenting strate-
gies [3]. Caregivers who report greater anxiety and depression often have fewer positive
interactions with their children, use ineffective parenting strategies, fail to model healthy
emotional regulation, and, consequently, may develop strained relationships with their
children [4]. Indeed, caregivers’ depression and distress not only transmit genetic vulner-
abilities but also create an environmental context more prone to coercive interactions [4].
Mothers with higher levels of life satisfaction and well-being may have children with better
developmental outcomes, prosocial behavior, and emotional regulation [4].

This relationship between child and caregiver mental health is reciprocal. Child mental
health concerns can significantly increase caregiver emotional burden and risk for psy-
chological distress [2]. Given these transactional dynamics between caregiver and child
mental health, active caregiver participation in child mental health prevention programs
has been linked to improved child and caregiver outcomes, such as reductions in stress
and improved caregiver–child relationship quality [5]. However, caregiver mental health
challenges, particularly anxiety and depression, can negatively impact engagement in
treatment (e.g., treatment attendance, retention) [6]. Caregivers experiencing psychological
distress may face difficulties attending treatment sessions and completing home assign-
ments, which are critical components of an effective intervention. This, in turn, can hinder
treatment progress and outcomes for the child [5,6].

The well-established Patterson’s Coercive Family Process Model [7,8] explains how
child mental health difficulties often emerge and are maintained through escalating cycles
of negative caregiver–child interactions. In these coercive cycles, caregivers and children
unintentionally reinforce each other’s aversive behaviors through negative reinforcement.
For example, a child escalates problem behavior to escape demands, and a caregiver
withdraws the demand to avoid conflict, strengthening the problematic cycle [7]. Over time,
this bidirectional dynamic contributes to worsening mental health in both the caregiver and
child as distress in one often intensifies problems in the other [2,9]. These compounding
interactions create a harmful feedback loop that exemplifies the core mechanisms described
in Patterson’s model (see Figure 1).

 

Figure 1. The role of PCIT in addressing coercive caregiver–child interactions and parental mental health.

Behavioral parent training (BPT) programs such as Parent–Child Interaction Therapy
(PCIT) are designed to interrupt this cycle by teaching caregivers more effective ways to
interact with their children (see Figure 1). That is, it is believed that as caregivers adopt more
positive relational practices and more consistent effective discipline practices, children’s
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disruptive behavior will improve. As a result, caregivers’ own anxiety and depression
symptoms may decrease, which research suggests may be due to changes in how caregivers
interpret their child’s behavior [10]. For example, caregivers participating in BPT often gain
deeper insights into the environmental, emotional, and developmental factors influencing
their child’s behavior. By fostering this nuanced understanding, caregivers may respond
more effectively with tailored support.

Importantly, these changes create a positive feedback loop within the parent–child
relationship. As caregivers respond more effectively, children may exhibit improved behav-
ior. In turn, witnessing these positive changes in their children reinforces caregivers’ use of
positive practices and enhances their confidence in managing behavioral challenges. This
mutual reinforcement strengthens the parent–child bond and supports ongoing improve-
ments in both child behavior and caregiver mental health.

1.1. Behavioral Parent Training

PCIT is a form of BPT that uses live coaching to teach caregivers effective parenting
techniques, discipline strategies, and methods for reducing parenting distress [11,12]. PCIT
consists of two treatment phases. The first phase, Child-Directed Interaction (CDI), teaches
caregivers to use their attention to reinforce positive behaviors while decreasing negative
behaviors (see Figure 1). It also aims to enhance the caregiver–child relationship through
child-led play. The second phase, Parent-Directed Interaction (PDI), teaches caregivers
how to give effective commands and set limits through the consistent use of time-out.
Through live coaching of their caregiver–child interactions, therapists teach caregivers to
be predictable, consistent, and proactive in their responses to child behavior, which can
help reduce caregiver distress by instilling a greater sense of control and simultaneously
improving child emotion regulation [12,13]. Although PCIT was originally developed
to conclude when specific criteria for caregiver observable skills and child behavior had
been met [14], this sometimes means that PCIT can last longer than 7 months, which often
makes it difficult for families to officially “graduate” from treatment because they need
to terminate earlier. However, time-limited PCIT that ends after a specific number of
weeks or sessions has shown promise in accomplishing similar behavioral improvements
to traditional competency-based PCIT [15,16].

PCIT was designed to target child disruptive behaviors. Due to the reciprocal ef-
fects between child behavior and caregiver mental health, prior research has explored
whether traditional (i.e., not time-limited) PCIT could improve caregiver anxiety and
depression [11]. Results showed that despite the intervention focusing solely on child
behavior, both caregiver anxiety and depression reduced significantly [11]. In addition to
addressing caregiver–child interactions, PCIT may also target negative caregiver cognitions
regarding their children’s behavior. Research indicates that negative caregiver attributions
often contribute to problematic behaviors in children, particularly when paired with ineffec-
tive parenting strategies [17]. PCIT’s in vivo coaching of the caregiver–child dyad creates
added benefits in targeting negative parental cognitions by reframing negative or unhelpful
attributions, encouraging mindful attention to positive child behaviors, and ultimately
enhancing the caregiver–child relationship. In addition, consideration of cultural values of
minoritized caregivers is essential in BPT for effectively reducing parenting distress and
improving child outcomes [18]. Parenting distress can be influenced by socioeconomic
status as well, with economic challenges linked to increased risk for maladaptive parenting
and child maltreatment [19].
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1.2. Current Study

Building on these findings, the present study examined whether time-limited PCIT can
produce similar improvements in caregiver anxiety and depression and child disruptive
behavior. We first sought to examine how caregiver anxiety and depression were associated
with treatment processes.

Hypothesis 1: Specifically, we hypothesized that higher levels of caregiver pre-treatment anxiety
and depression would be associated with reduced treatment engagement, as evidenced by attending
fewer PCIT sessions and a lower likelihood of treatment completion. We sought to replicate prior
PCIT research by examining the effects of PCIT on caregiver mental health, parenting skills, and
child disruptive behaviors.

Hypothesis 2: Second, we sought to examine the extent that families demonstrated clinically
significant levels of caregiver depression and anxiety and child disruptive behavior at each time
point in PCIT (pre-, mid-, and post-treatment).

Hypothesis 3: Specifically, we assessed whether participation in PCIT was associated with reduc-
tions in caregiver anxiety and depression, reductions in child disruptive behaviors, and improvement
in parenting skills at each time point in PCIT (i.e., pre- to mid-treatment, mid- to post-treatment,
and pre- to post-treatment).

Time-limited PCIT has demonstrated clinically and statistically significant decreases
in caregivers’ total stress levels [12], indicating that it may have potential to affect caregiver
mental health as well. Prior researchers have suggested that the effectiveness of PCIT in
alleviating caregiver distress and improving mental health may be enhanced by providing
caregivers with psychoeducation on emotions, offering strategies for coping skills, encour-
aging modeling of effective emotion regulation, and discussing the advantages of using
selective attention for minor disruptive behaviors [12]. However, most PCIT research to
date [20] has only examined the direct effects of PCIT on caregiver and child outcomes
and very little attention has been provided to exploring the mechanisms that are proposed
to promote these changes in family outcomes [13,21]. Therefore, further exploration of
potential mediating and moderating mechanisms involving caregiver functioning and
parenting skills in relation to key treatment outcomes, including child disruptive behavior
and caregiver mental health, is warranted.

Hypothesis 4: Specifically, we explored potential moderators of treatment effects, including pre-
treatment caregiver mental health (i.e., parental anxiety and depression) and/or sociodemographic
characteristics (i.e., caregiver race, ethnicity, household income, education), to identify for whom
PCIT may be most effective.

Hypothesis 5: Finally, we explored mechanisms of change by examining whether changes in
parenting skills (i.e., observed Do/Avoid skills) mediated the relationship between PCIT participation
and both child behavioral (i.e., disruptive behaviors) and caregiver mental health outcomes (i.e.,
anxiety, depression). Through these objectives, we aimed to provide a comprehensive evaluation
of the direct effects of time-limited PCIT, clarify contextual factors that may influence treatment
response, and identify mechanisms through which PCIT promotes positive family outcomes.

2. Materials and Methods

2.1. Participants

Participants consisted of children (N = 840) aged 2–8 years (M = 4.77, SD = 1.50;
68.2% male) and their primary caregivers (88.2% female) who received in-person PCIT

96



Children 2025, 12, 922

services at six university-affiliated clinics or via telehealth. Telehealth PCIT (i.e., I-PCIT)
involved meeting via HIPAA-compliant teleconferencing software and a therapist coaching
the caregiver in their home instead of the clinic via Bluetooth or wired headset. Session
fidelity to the PCIT model was retained, but instead of being behind a one-way mirror
(i.e., clinic coaching), the therapist coached through the videoconferencing platform. IPCIT
has been studied extensively in randomized and open trials and has demonstrated robust
evidence as being equally efficacious to in-person PCIT for improving child behavior
outcomes [22,23]. Two clinic locations were in academic centers, and the remaining four
clinics were within a large metropolitan community in the Southeast United States. Services
were grant-funded and therefore free to families. Demographic information was collected
through the online Research Electronic Data Capture (REDCap) [24] database management
system. For additional demographic characteristics, see Table 1.

Table 1. PCIT participant demographics.

Characteristic (N = 840) n % n %

Child Gender (n = 808)

Male 573 70.9
Female 235 29.1

Language PCIT was Delivered in (n = 775)

English 545 70.3
Spanish 159 20.5

English and Spanish 70 9.0
Portuguese 1 0.1

Caregiver Education Level (n = 804)

Some grade school 11 1.4
High school diploma/GED 61 7.6

Some college 86 10.7
Associate degree 58 7.2
Bachelor’s degree 282 35.1
Graduate degree 306 38.1

Household Income (n = 762)

Less than USD 20,000 62 8.1
USD 20,000 to USD 34,999 76 10.0
USD 35,000 to USD 49,999 74 9.7
USD 50,000 to USD 74,999 92 12.1
USD 75,000 to USD 99,999 106 13.9

≥ USD 100,000 352 46.2
Child Race by Ethnicity (n = 807) Hispanic (n = 567) Non-Hispanic (n = 240)

White 494 87.1 147 61.3
Biracial or Multiracial 47 8.3 36 15.0
Prefer to Self-Describe 18 3.2 6 2.5

Black or African American 6 1.1 42 17.5
American Indian or Alaskan Native 2 0.4 2 1.0

Asian 0 0.0 6 2.5
Pacific Islander 0 0.0 1 0.04

Note: Total sample N = 840. Sample sizes vary due to missing data.

Study inclusion criteria consisted of child age between 2 and 8 years; primary caregiver
being fluent in English, Spanish, or Portuguese; and elevated child disruptive behavior scores
on the Eyberg Child Behavior Inventory Intensity Scale (ECBI; Intensity Raw Score ≥ 131) [25]
or on the Externalizing Problems subscales or composite of the Behavior Assessment System
for Children, Third Edition (BASC-3; T-Score ≥ 60) [26]. Children were also eligible if they
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had a history of involvement with child protective services. Children were excluded from
this sample if they had received a diagnosis of autism spectrum disorder (ASD), as children
with this diagnosis received a longer course of time-limited PCIT. Institutional Review Board
(IRB) approval was obtained from the university on 24 January 2021. All study procedures
were conducted in accordance with the ethical standards of the IRB.

2.2. Procedure

Following screening, families meeting inclusion criteria were contacted by a PCIT
therapist to schedule an intake session (i.e., pre-treatment assessment), during which
written consent was obtained (and child assent, for children ages 7 years or older) and
an adapted Cultural Formulation Interview (CFI) was administered [27]. Additionally, a
20 min behavioral observation was conducted. Caregiver-report questionnaires about child
and family functioning were sent electronically following this session.

Of the 840 families who completed the pre-treatment assessment, 632 completed
the mid-treatment assessment (75.24% of families who started treatment), and 567 com-
pleted the post-treatment assessment (67.50% of families who started treatment). At
post-treatment, families completed treatment outcome and satisfaction questionnaires and
another 10 min behavioral observation.

Parent–Child Interaction Therapy

Families received 18 weeks of weekly, one-hour individual PCIT sessions. While
the caregiver–child dyad played together, therapists provided live coaching to caregivers
on parenting skills via headset, either from behind a one-way mirror or via telehealth.
PCIT was delivered by master’s and doctoral-level therapists with training in clinical
psychology and mental health. While some PCIT clinics may video record sessions for
fidelity, this clinic utilizes a training co-therapy model so that trainers can rate therapist
competence live to ensure treatment fidelity. Caregivers completed assessments (e.g.,
caregiver report measures and behavioral observation) at each time point (i.e., pre-, mid-
, and post-treatment). Employing a family-centered approach, assessment procedures
integrated a brief cultural assessment (adapted from the CFI) [27] to better meet individual
needs and foster more culturally responsive services [28]. Further, caregivers participated in
didactic sessions for both CDI and PDI, and up to five CDI coaching sessions. The remaining
sessions focused on PDI coaching. Families could progress through CDI in fewer sessions
upon demonstrating skill proficiency (i.e., 10 labeled praises, 10 reflections, 10 descriptions,
and 3 or fewer questions, commands, and criticisms). Families were eligible to graduate
in fewer than 18 weeks if they met graduation criteria (i.e., CDI [see above] and PDI skill
proficiency [75% effective command rate and 75% correct follow-through], ECBI Intensity
Raw Score ≤ 114, and caregiver-reported confidence in their ability to manage their child’s
behaviors) [14]. Therapists received PCIT training and weekly supervision from a Certified
PCIT International Within-Agency or Regional Trainer and licensed therapist.

2.3. Measures
2.3.1. Family and Treatment Characteristics

Caregivers completed an online survey to provide demographic information, includ-
ing child gender (male, female, non-binary, transgender), child age, caregiver education
level (less than bachelor’s degree, bachelor’s degree or higher), caregiver race (American In-
dian or Alaskan, Asian, Black or African American, Pacific Islander, Prefer to Self-Describe,
Other, Biracial or Multiracial) and ethnicity (Hispanic, Haitian, Non-Hispanic). In addition,
therapists recorded the primary language(s) in which services were delivered (English,
Spanish, Portuguese, or multiple languages).
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2.3.2. Treatment Variables

A few treatment process variables were included in these analyses to ensure that
any detected caregiver improvement over the course of treatment was not due to attrition
of more severe cases. The variable “Treatment Completion” indicated whether a family
completed 18 weeks of PCIT or prematurely terminated treatment. The other treatment
variable was the number of sessions the family attended, meant to indicate the family’s
engagement in treatment above and beyond whether they completed the 18 weeks of
treatment or not.

2.3.3. Child Behavior Measure

The Eyberg Child Behavior Inventory (ECBI) is a 36-item caregiver-report measure
designed to assess disruptive behaviors in children ages 2–16 years [25]. The Intensity
Scale evaluates the frequency of behavior problems, with a raw score of 131 or higher
(T-score > 60) indicating clinically significant levels of disruptive behavior (1 = clinically
elevated, 0 = within normal limits). Caregivers rate items such as “has temper tantrums,”
“argues with parents about rules,” “hits parents,” and “fails to finish tasks or chores,” re-
flecting a range of externalizing behaviors. The ECBI has demonstrated reliability (α = 0.94,
test–retest = 0.75) [29] and validity (e.g., positive associations with other measures of
disruptive behavior and emotion dysregulation) [13,30,31]. It has been validated across
racially and ethnically diverse populations, demonstrated stability over time, and proven
sensitive to treatment effects. In the current study, the ECBI Intensity Scale raw score was
used for both eligibility screening and as an outcome measure of child disruptive behav-
ior problems. The ECBI was administered to caregivers at pre-treatment, mid-treatment,
and post-treatment.

2.3.4. Caregiver Skills

The Dyadic Parent–Child Interaction Coding System, Fourth Edition (DPICS-IV) [32]
is a behavioral coding system used to assess caregiver verbalizations, behaviors, and over-
all quality of caregiver and child interactions. PCIT therapists, trained to an interrater
agreement of at least 80% on the DPICS-IV, coded three five-minute caregiver–child in-
teraction tasks which consisted of (1) child-led play (CLP) during which the caregiver
follows the child’s lead, (2) caregiver/parent-led play (PLP), in which the caregiver leads
the play, and (3) clean-up (CU), in which the child is instructed to clean up the activity
independently. The DPICS-IV has demonstrated acceptable reliability and validity for
its coding categories in English-speaking populations [33]. In this study, the DPICS-IV
served as an outcome measure of caregiver skill acquisition. Specifically, composite ratio
scores were created for “Do” skills defined as the sum of labeled praises (e.g., “Nice job
stacking those blocks”), reflections (e.g., child says “I made a tower,” and caregiver repeats,
“You made a tower”), and descriptions (e.g., “You’re coloring the flower”) divided by total
frequency of all verbalizations. “Avoid” skills included the sum of questions (e.g., “What
are you building?”), commands (e.g., “Put that piece there”), and negative talk (e.g., “You’re
doing it wrong”). This ratio has been established by previous studies as a more concise
strategy of examining both the “Do” and “Avoid” skills from the DPICS-IV [34]. Correct
follow-through percentages were calculated by the total number of times that caregivers
followed through an effective command with a labeled praise for child compliance or a
discipline sequence for noncompliance divided by their total direct commands that have
an opportunity for child compliance. The frequency of “Do” skills and “Avoid” skills
was coded during CLP observations at pre-treatment, mid-treatment and post-treatment.
Child compliance was assessed during the five-minute PLP and CU tasks at pre- and
post-treatment. Both caregiver skill variables are continuous variables.
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2.3.5. Caregiver Anxiety Symptoms

The Generalized Anxiety Disorder 7-item scale (GAD-7) [35] is a brief, self-report
screening tool designed to assess the severity of generalized anxiety symptoms over the
past two weeks. Respondents rate how often they have been bothered by symptoms such
as “feeling nervous, anxious, or on edge,” “not being able to stop or control worrying,” and
“trouble relaxing,” using a 4-point Likert scale ranging from 0 (“not at all”) to 3 (“nearly
every day”). Total raw scores range from 0 to 21, with clinical cutoffs commonly interpreted
as follows: 5 (mild anxiety), 10 (moderate anxiety), and 15 (severe anxiety) [35]. Scores
of ≥10 were coded as 1 (clinically elevated) and scores < 10 were coded as 0 (within
normal limits). The GAD-7 was administered at pre-, mid-, and post-treatment to track
caregiver anxiety over the course of PCIT. Total raw scores were used for analyses. Internal
consistency for the GAD-7 was good in this sample (α = 0.892).

2.3.6. Caregiver Depressive Symptoms

The Patient Health Questionnaire-8 (PHQ-8) [36] is an eight-item self-report measure
designed to assess depressive symptoms over the past two weeks. Caregivers rate how
often they have experienced symptoms such as “little interest or pleasure in doing things,”
“feeling down, depressed, or hopeless,” and “trouble concentrating on things, such as
reading the newspaper or watching television”. Each item is rated on a four-point scale
(0 = not at all to 3 = nearly every day), with a total score ranging from 0 to 24. A score of
10 or higher indicates clinically significant depression (1 = clinically elevated, 0 = within
normal limits). The scale was administered at pre-, mid-, and post-treatment to track
changes in caregiver depression throughout the intervention. It has been validated across
diverse populations and is widely used in research and public health settings, particularly
in large-scale epidemiological studies. Internal consistency for the PHQ-8 was good in this
sample (α = 0.849).

2.4. Data Analytic Plan

All analyses were conducted using IBM SPSS Statistics (Version 29). Missing data were
analyzed in more detail. Chi square and independent t test analyses were completed to
determine whether caregivers with complete data (i.e., no missing pre- or post-assessments
for ECBI, PHQ, or GAD) differed from those with incomplete data on sociodemographic
variables or levels of any of the pre-treatment assessments of interest in the current study
(i.e., pre-treatment ECBI intensity, GAD-7 total score, PHQ-8 total score, Do/Avoid skill
ratio, or correct follow-through).

2.4.1. Research Hypothesis 1 Analytic Plan

Correlation analyses were completed for treatment engagement variables (i.e., number
of sessions in treatment and whether the family completed treatment or not) comparing
them to caregiver pre-treatment anxiety and depression to determine whether caregiver
mental health impacted the family’s ability to attend treatment (i.e., number of sessions) as
well as their ability to complete PCIT (i.e., treatment completion).

2.4.2. Research Hypothesis 2 Analytic Plan

Descriptive statistics were calculated for sample demographic characteristics, clin-
ically elevated caregiver depression and anxiety, and child disruptive behavior levels
(1 = clinically elevated, 0 = mild or within normal limits) at pre-, mid-, and post-treatment.

2.4.3. Research Hypothesis 3 Analytic Plan

A series of generalized estimating equation (GEE) models were conducted to examine
the direct effects of PCIT participation on the following dependent (i.e., outcome) variables:
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caregiver anxiety (GAD-7) and depression (PHQ-8), positive parenting skills (DPICS-IV
Do/Avoid skill ratio and correct follow-through), and child disruptive behaviors (ECBI).
Time (pre-, mid-, post-treatment) was entered as a within-subject factor predicting each
outcome variable separately. We used GEE to account for repeated measurements within
participants over time. An exchangeable correlation structure was specified, which assumes
that all time points are equally correlated. An identity link function was used so that the
estimated effects could be interpreted directly in the original units of each outcome (e.g.,
raw scores on behavior measures).

2.4.4. Research Hypothesis 4 Analytic Plan

To evaluate whether caregiver sociodemographic characteristics (race, ethnicity, edu-
cation, and income), anxiety, and/or depression moderated changes in child disruptive
behavior over the course of PCIT, we also used GEE with repeated measures across three
time points (pre-, mid-, and post-treatment). These GEE models started with the aforemen-
tioned measure of time in PCIT (1 = pre-treatment, 2 = mid-treatment, 3 = post-treatment)
as the main independent variable predicting the main dependent variable, changes in child
disruptive behavior over the course of PCIT. Additionally, the main effects of each poten-
tial moderator, including caregiver depression (PHQ-8), anxiety (GAD-7), race, ethnicity,
education [dichotomized as less than a bachelor’s degree vs. bachelor’s or higher (coded as
0 and 1, respectively)], and income [dichotomized as below vs. above the 100K household
income threshold (coded as 0 and 1, respectively)], were included in the model to ensure
that interaction terms could be calculated appropriately. Finally, interaction terms between
time in PCIT (the main IV) and each moderator were calculated. These interaction terms
captured the moderating effect of each potential moderator on the association between time
in PCIT and child disruptive behavior. Given that caregiver depression and anxiety were
both measured at multiple time points over the course of treatment, GEE interaction terms
were also able to capture whether caregiver depression and anxiety at pre-treatment, mid-
treatment, and post-treatment each moderated associations between time in PCIT and child
disruptive behavior. Household income was dichotomized as below or ≥100K, as a recent
2023 report indicated that a minimum household income of 100K or higher was needed
to not be rent-burdened in Miami [37]. Significant time in PCIT × moderator interactions
were followed by pairwise comparisons to interpret differences in outcome trajectories
based on moderator levels. These analyses allowed us to assess whether changes in child
behavior varied based on caregiver mental health or sociodemographic characteristics.

2.4.5. Research Hypothesis 5 Analytic Plan

To examine whether changes in Do/Avoid skill ratio and correct follow-through (both
continuous variables) mediated the effects of PCIT on caregiver mental health, within-
subject mediation analyses were conducted using the MEMORE macro (Version 2.1) in
SPSS 29.0 [38] (see Figure 2). Similarly, we examined whether changes in Do/Avoid skill
ratio mediated the effects of PCIT on child disruptive behavior. In these within-subject
mediation models, PCIT is operationalized as the change over time from pre-treatment to
mid-treatment to post-treatment. Because all participants received the intervention, the
model does not include a between-subject contrast (e.g., treatment vs. control). Instead, the
analysis examines whether within-person changes in parenting skills from pre- to mid- to
post-treatment mediate within-person changes in caregiver mental health outcomes (i.e.,
anxiety, depression) and child disruptive behavior over the same period. Thus, the path
representing the effect of “PCIT” reflects the temporal change associated with participation
in the intervention, rather than a comparison between exposed and unexposed groups.
Put another way, the independent variable in these mediation analyses was time in PCIT
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(1 = pre-treatment, 2 = mid-treatment, 3 = post-treatment), the mediators were changes in
Do/Avoid skill ratio and correct follow-through over the course of PCIT, and the dependent
variable in these mediation analyses was changes in GAD-7, PHQ-8, and ECBI scores. Pre-
to mid- or post-treatment change time points in parenting skills (i.e., Do/Avoid skill ratio,
correct follow-through) were entered as the mediator within each analysis, and pre- to mid-
or post-treatment time points in GAD-7, PHQ-8, or ECBI scores were entered as outcome
variables. Bootstrapping with 5000 resamples was used to estimate the confidence intervals
for indirect effects. Step 1 estimated the total effect (Path C) of time in PCIT on caregiver or
child mental health (see Figure 2). Step 2 estimated the effect of time in PCIT on parenting
skills (Path A). Step 3 included both time in PCIT and the mediator to estimate the direct
effect of treatment (Path C) and the mediator’s effect on the outcome (Path B). Mediation
was classified as full, partial, or none based on the significance of the indirect effect and
comparison between total and direct effects. Full mediation was defined as a statistically
significant indirect effect accompanied by a nonsignificant direct effect, indicating that
the mediator fully explains the treatment–outcome relationship. Partial mediation was
defined as both the indirect and direct effects being significant, suggesting that the mediator
accounts for part, but not all, of the intervention’s effect.

Figure 2. Mediation model illustrating the proposed mediating effect of PCIT on changes in caregiver
and child mental health over the course of PCIT treatment through changes in parenting skills. Each
of the mediational models described in the results examined these mediational analyses over the
course of two time points for caregiver skills (e.g., Do skill/Avoid skill ratio and correct follow-
through) and caregiver (depressive symptoms on PHQ-9, anxiety symptoms on GAD-7) and child
(disruptive behavior based on ECBI intensity scores) mental health (from pre-treatment to either
mid-treatment or post-treatment, depending on the model). This conceptual model is adapted from
Montoya, 2024 [39].

3. Results

3.1. Missing Data

Measure completers and non-completers differed significantly in the language of
their treatment. Specifically, Spanish-speaking and bilingual families were more likely
to complete their paperwork (χ2(4) = 9.752, p = 0.045). Measure completers also differed
significantly from non-completers in caregiver race (χ2(5) = 11.526, p = 0.042). Specifically,
Black caregivers were significantly less likely to have completed pre- and post-assessments
compared to other caregivers (χ2(1) = 4.941, p = 0.026). Completer caregivers also differed
significantly from non-completers in their educational attainment (χ2(5) = 17.851, p = 0.003).
Caregivers with a bachelor’s degree or higher were more likely to have completed their pre-
and post-assessments than those with lower levels of educational attainment. Completers
and non-completers also demonstrated significant differences in correct follow-through,
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with non-completers reporting higher pre-treatment rates of correct follow-through
(M = 3.217, SD = 15.226) than completers (M = 1.841, 9.407) (t(1012) = 12.181, p < 0.001,
d = 0.107). Completers and non-completers also differed significantly in the age of the
child enrolled in PCIT, with younger ages for completers (M = 4.604, SD = 1.42) than
non-completers (M = 4.845, SD = 1.548) (t(1053) = 5.008, p = 0.025, d = 0.162). Completion
of pre- and post-assessments did not significantly differ by caregiver ethnicity, child sex,
intake Do/Avoid skill ratio, ECBI raw intensity score, or caregiver depression or anxiety
symptoms. Findings related to differences between completers and non-completers should
be interpreted with caution due to the potential for bias introduced by non-random patterns
of missingness.

3.2. Hypothesis 1: Attendance/Attrition

Caregiver pre-treatment depression was not correlated with any of the markers of
engagement in treatment, including treatment completion (r[650] = −0.020, p = 0.610)
and total PCIT sessions completed (r[712] = 0.041, p = 0.278; see Table 2). Additionally,
caregiver pre-treatment anxiety was not correlated with any of the markers of treatment
engagement, including treatment completion (r[651] = −0.001, p = 0.984) and total PCIT
sessions attended (r[712] = 0.047, p = 0.209; see Table 2).

3.3. Hypothesis 2: Clinically Significant Changes in Family Outcomes over Time

Child disruptive behavior, caregiver anxiety, and caregiver depression scores at all
three time points (pre-, mid-, post-treatment) were transformed into binary variables
indicating whether caregiver-reported levels of anxiety or depression symptoms and child
disruptive behaviors were above or below the clinical cutoff.

3.3.1. Clinically Significant Caregiver Depression Changes

At pre-treatment, 8.2% (n = 69) of caregivers reported scores at or above 10, the clinical
cutoff for the PHQ-8. At mid-treatment, 5.0% (n = 42) of caregivers reported clinically
elevated scores for depression. At post-treatment, 2.9% (n = 24) of caregivers reported
clinically elevated scores.

3.3.2. Clinically Significant Caregiver Anxiety Changes

With regard to clinical significance, at pre-treatment 14.3% (n = 120) of caregivers
reported clinically elevated scores (i.e., at or above 10) on the GAD-7. At mid-treatment,
8.6% (n = 72) of caregivers reported clinically elevated anxiety scores. At post-treatment,
4.8% (n = 40) of caregivers reported clinically elevated anxiety.

3.3.3. Clinically Significant Child Behavior Changes

At pre-treatment, 72.87% (n = 752) of children had caregiver-reported clinically el-
evated disruptive behavior as measured by the clinical cutoff of a raw intensity score
of 131 on the ECBI. At mid-treatment, 36.0% (n = 295) of children demonstrated clinical
elevations in disruptive behavior. At post-treatment, this decreased to 11.8% (n = 86).

Next, using the total scores, GEE models were utilized to examine changes in child
outcomes, as measured by the ECBI Intensity Scale, caregiver depression, as measured by
the PHQ-8, caregiver anxiety, as measured by the GAD-7, caregiver Do/Avoid skill ratio as
measured by the DPICS-IV, and caregiver correct follow-through rate as measured by the
DPICS-IV across three time points: pre-, mid-, and post-treatment.
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3.4. Hypothesis 3: Family Outcome Main Effects
3.4.1. Child Behavior

The overall effect of time was significant, indicating that ECBI scores changed across
the intervention period (Wald χ2(2) = 1446.92, p < 0.001). Estimated marginal means
showed that average ECBI scores decreased from M = 148.70 (SE = 1.05) at pre-treatment to
M = 121.97 (SE = 1.29) at mid-treatment, and further to M = 97.92 (SE = 1.22) at post-
treatment. Pairwise comparisons revealed that all time-point contrasts were statistically
significant after Bonferroni correction. Specifically, ECBI scores decreased significantly
from pre- to mid-treatment (B = −26.73, SE = 1.21, p < 0.001), from mid- to post-treatment
(B = −24.05, SE = 1.14, p < 0.001), and from pre- to post-treatment (B = −50.78, SE = 1.34,
p < 0.001; see Table 3). These findings suggest substantial and consistent caregiver-reported
reductions in child disruptive behavior over the course of PCIT.

Table 3. Pairwise comparisons of parent and child outcome measures across time points.

Outcome
Time

Comparison
Mean

Difference (B)
SE 95% CI

p-Value
(Bonferroni)

ECBI (Child Behavior) Pre vs. Mid −26.73 1.21 [−29.62, −23.84] <0.001
Mid vs. Post −24.05 1.14 [−26.77, −21.33] <0.001
Pre vs. Post −50.78 1.34 [−53.98, −47.59] <0.001

GAD-7
(Caregiver Anxiety) Pre vs. Mid −0.77 0.18 [−1.20, −0.34] <0.001

Mid vs. Post −1.31 0.18 [−1.73, −0.89] <0.001
Pre vs. Post −2.08 0.19 [−2.54, −1.62] <0.001

PHQ-8
(Caregiver Depression) Pre vs. Mid −0.42 0.16 [−0.81, −0.04] 0.027

Mid vs. Post −0.75 0.15 [−1.11, −0.40] <0.001
Pre vs. Post −1.17 0.16 [−1.57, −0.78] <0.001

Do/Avoid Skill Ratio Pre vs. Mid 4.08 0.26 [3.45, 4.70] <0.001
Mid vs. Post 1.00 0.34 [0.19, 1.80] 0.009
Pre vs. Post 5.07 0.33 [4.27, 5.87] <0.001

Correct
Follow-Through Rate Pre vs. Post 35.37 1.45 [32.53, 38.21] <0.001

3.4.2. Caregiver Depression

Using the GEE model, the overall effect of time was statistically significant (Wald
χ2(2) = 54.91, p < 0.001), indicating that PHQ-8 scores changed significantly over the
course of treatment. Estimated marginal means revealed that PHQ-8 scores decreased from
M = 3.75 (SE = 0.16) at pre-treatment to M = 3.33 (SE = 0.16) at mid-treatment and to
M = 2.57 (SE = 0.15) at post-treatment. Pairwise comparisons with Bonferroni correction
showed statistically significant reductions from pre- to mid-treatment (B = −0.42, SE = 0.16,
p = 0.027), mid- to post-treatment (B = −0.75, SE = 0.15, p < 0.001), and pre- to post-treatment
(B = −1.17, SE = 0.16, p < 0.001; see Table 3).

3.4.3. Caregiver Anxiety

The overall time effect was statistically significant (Wald χ2(2) = 123.01, p < 0.001),
indicating a reduction in anxiety symptoms across the course of PCIT. Estimated marginal
means showed that GAD-7 scores decreased from M = 5.36 (SE = 0.18) at pre-treatment to
M = 4.59 (SE = 0.18) at mid-treatment, and further to M = 3.28 (SE = 0.17) at post-treatment.
Pairwise comparisons using Bonferroni correction revealed significant reductions between
all time points: pre- to mid-treatment (B = −0.77, SE = 0.18, p < 0.001), mid- to post-
treatment (B = −1.31, SE = 0.18, p < 0.001), and pre- to post-treatment (B = −2.08, SE = 0.19,
p < 0.001; see Table 3).
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3.4.4. Caregiver Do/Avoid Parenting Skill Ratio

The overall effect of time was statistically significant (Wald χ2(2) = 343.67, p < 0.001),
indicating a significant increase in the ratio of positive parenting verbalization skills to
Avoid skills over the course of PCIT. Estimated marginal means showed that the total
Do/Avoid skill ratio increased from M = 0.27 (SE = 0.01) at pre-treatment to M = 4.35
(SE = 0.26) at mid-treatment, and to M = 5.34 (SE = 0.33) at post-treatment. Pairwise
comparisons revealed significant improvements at each time point. Specifically, there was
a significant increase from pre- to mid-treatment (B = 4.08, SE = 0.26, p < 0.001), from mid-
to post-treatment (B = 1.00, SE = 0.34, p = 0.009), and from pre- to post-treatment (B = 5.07,
SE = 0.33, p < 0.001; see Table 3).

3.4.5. Caregiver Correct Follow-Through

An additional GEE model examined changes in caregiver correct follow-through rates
from pre- to post-treatment. Results showed a statistically significant increase in rates from
pre- to post-treatment (Wald χ2(1) = 595.34, p < 0.001). Estimated marginal means showed
that correct follow-through rates increased from M = 2.60% (SE = 0.39) at pre-treatment
to M = 37.97% (SE = 1.43) at post-treatment. Pairwise comparisons revealed significant
improvements from pre- to post-treatment in observed caregiver correct follow-through
rates (B = 35.37, SE = 1.45, p < 0.001; see Table 3)

3.5. Hypothesis 4 Moderator Analysis

A GEE model was used to examine whether child disruptive behavior outcomes (ECBI
scores) varied by caregiver characteristics and their interactions with time (see Table 4).
Significant main effects were found for time, indicating reductions in ECBI scores from
pre-treatment (B = 53.26, p < 0.001) and mid-treatment (B = 31.28, p < 0.001), relative
to post-treatment.

Table 4. Moderators of child disruptive behavior change on the ECBI over time.

Independent Variable B SE 95% CI Wald χ2 p-Value

Intercept 95.24 6.63 [82.23, 108.24] 206.17 <0.001
Time: Pre-treatment 53.26 8.06 [37.46, 69.05] 43.67 <0.001
Time: Mid-treatment 31.28 7.41 [16.75, 45.81] 17.80 <0.001

Parental Depression (PHQ-8) 0.17 0.63 [−1.05, 1.40] 0.08 0.78
Parental Anxiety (GAD-7) 1.30 0.51 [0.30, 2.30] 6.47 0.01

Household Income (<100K) −2.07 2.81 [−7.57, 3.44] 0.54 0.46
Education (Less than

Bachelor’s degree) −4.90 3.41 [−11.58, 1.77] 2.07 0.15

Race: Asian −5.30 9.53 [−23.99, 13.38] 0.31 0.58
Race: Black/African American 13.75 9.28 [−4.43, 31.93] 2.20 0.14

Race: White −0.47 6.08 [−12.39, 11.44] 0.01 0.94
Race: Other 3.11 10.01 [−16.51, 22.73] 0.31 0.76

Ethnicity: Hispanic 0.00 2.85 [−5.58, 5.59] 0.00 0.99
Ethnicity: Haitian −16.19 12.52 [−40.73, 8.36 1.67 0.20

Pre-treatment X PHQ-8 1.28 0.71 [−0.12, 2.68] 3.23 0.07
Mid-treatment X PHQ-8 0.56 0.82 [−1.05, 2.17] 0.47 0.49
Pre-treatment X GAD-7 −0.73 0.61 [−1.93, 0.47] 1.43 0.23
Mid-treatment X GAD-7 −0.31 0.68 [−1.64, 1.02] 0.21 0.65

Household Income (<100K) X
Pre-treatment 2.60 3.20 [−3.67, 8.87] 0.66 0.42

Household Income (<100K) X
Mid-treatment 2.92 2.74 [−2.46, 8.30] 1.13 0.29
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Table 4. Cont.

Independent Variable B SE 95% CI Wald χ2 p-Value

Education (Less than Bachelor’s
degree) X Pre-treatment 4.18 3.71 [−3.09, 11.44] 1.27 0.26

Education (Less than Bachelor’s
degree) X Mid-treatment −0.05 3.28 [−6.49, 6.39] 0.00 0.99

Race: Asian X Pre-treatment −5.31 10.73 [−26.34, 15.71] 0.25 0.62
Race: Asian X Mid-treatment −6.76 10.32 [−26.99, 13.48] 0.43 0.51

Race: Black/African American X
Pre-treatment −13.43 −13.43 [−34.35, 7.50] 1.582 0.21

Race: Black/African American X
Mid-treatment −17.51 8.41 [−33.99, −1.03] 4.337 0.04

Race: White X Pre-treatment −11.31 7.41 [−25.84, 3.22] 2.33 0.13
Race: White X Mid-treatment −12.14 6.91 [−25.69, 1.41] 3.08 0.08
Race: Other X Pre-treatment −3.72 9.63 [−22.60, 15.16] 0.15 0.70
Race: Other X Mid-treatment 4.90 9.18 [−13.01, 22.90] 0.28 0.59

Ethnicity: Hispanic X Pre-treatment 2.04 3.18 [−4.20, 8.27] 0.41 0.52
Ethnicity: Hispanic X Mid-treatment 0.33 2.59 [−4.75, 5.41] 0.02 0.90

Ethnicity: Haitian X Pre-treatment −0.84 15.10 [−30.45, 28.67] 0.00 0.96
Ethnicity: Haitian X Mid-treatment 7.96 19.72 [−30.69, 46.61] 0.16 0.69

Note. Sample cell sizes were too small for some caregiver races to be included in moderator analyses. Reference
categories for predictor variables include time (post-treatment), household income (≥100K), education (bachelor’s
degree or higher), race (Biracial/Multiracial), ethnicity (Non-Hispanic).

Among caregiver characteristics, parental anxiety (GAD-7) emerged as a significant
main effect predictor of child disruptive behavior (B = 1.30, p = 0.01), suggesting that
children of more anxious caregivers rated their children as displaying more frequent child
disruptive behaviors across time points. No significant main effects were found for parental
depression (PHQ-8), caregiver income, education, race, or ethnicity.

A significant time × moderator interaction emerged for caregiver race: Black/African
American. Specifically, caregivers who identified as Black/African American reported
significantly lower child disruptive behavior scores relative to Biracial caregivers at mid-
treatment (B = –17.51, SE = 8.41, 95% CI [–33.99, –1.03], Wald χ2(1) = 4.34, p = 0.037).
This suggests that child behavior trajectories differed modestly by caregiver race, with
Black/African American caregivers reporting greater decreases in child disruptive behav-
iors relative to Biracial caregivers.

No significant moderation effects were found for caregiver depression, anxiety, house-
hold income, education, or ethnicity, suggesting that PCIT may be equally effective across
these caregiver subgroups in this sample.

3.6. Hypothesis 5 Mediation Analyses
3.6.1. Mediation Analyses for Caregiver Anxiety and Depression

A series of within-subject mediation models using MEMORE were conducted to
evaluate whether improvements in parenting skills, as measured by the Do/Avoid skill
ratio, mediated reductions in caregiver anxiety (GAD-7) across different phases of PCIT.
Results consistently supported partial mediation at each interval (see Table 5). For the
pre-to-mid model, the indirect effect of PCIT on anxiety through parenting skill change
was significant (B = –0.58, 95% CI [–1.16, –0.15]), with a remaining direct effect (B = –0.91,
95% CI [–1.59, –0.22]). Similarly, the pre-to-post model revealed a significant indirect effect
(B = –0.77, 95% CI [–1.39, –0.23]) and a significant direct effect (B = –1.29, 95% CI [–2.10,
–0.48]). Finally, the mid-to-post model yielded a significant indirect effect (B = –0.45, 95% CI
[–0.94, –0.06]) with a continued direct effect (B = –0.78, 95% CI [–1.46, –0.12]).
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Similarly, a within-subject mediation model using MEMORE was conducted to evalu-
ate whether improvements in caregiver behavior management (i.e., correct follow-through
after effective commands) mediated reductions in caregiver anxiety from pre- to post-
treatment. Results of this pre-to-post model supported partial mediation (see Table 5). The
indirect effect of PCIT on anxiety through changes in correct follow-through was significant
(B = –0.47, 95% CI [–0.90, –0.12]), and the direct effect remained significant (B = –0.92, 95%
CI [–1.57, –0.28]). These findings suggest that greater discipline consistency in caregiver
responses to child behavior partially explains reductions in caregiver anxiety observed
over the course of PCIT. Together, these findings suggest that improvements in positive
and discipline-focused parenting skills partially explain reductions in caregiver anxiety
across the full course of PCIT.

To examine whether improvements in parenting skills mediated reductions in care-
giver depression, three within-subject mediation analyses were conducted using MEMORE,
with pre-to-mid, pre-to-post, and mid-to-post change intervals modeled separately (see
Table 5). Parenting skills were assessed using the Do-to-Avoid skill ratio, and caregiver
depression was measured using the PHQ-8. For the pre-to-mid model, the indirect effect
of PCIT on PHQ-8 scores through changes in parenting skills was statistically significant
(B = –0.52, 95% CI [–1.08, –0.13]). The direct effect remained significant (B = –1.05, 95% CI
[–1.79, –0.30]), indicating partial mediation. Similarly, in the pre-to-post model, the indirect
effect was also significant (B = –0.68, 95% CI [–1.28, –0.21]), with a retained direct effect
(B = –1.24, 95% CI [–2.02, –0.45]), again supporting partial mediation. Finally, for the mid-to
post model, the mediation pathway remained significant (B = –0.41, 95% CI [–0.91, –0.04]),
with a direct effect of B = –0.89, 95% CI [–1.58, –0.18].

Similarly, a within-subject mediation model was conducted to test whether improve-
ments in caregiver correct follow-through skills mediated reductions in caregiver depressive
symptoms from pre- to post-treatment (see Table 5). The pre-to-post analysis revealed a
significant indirect effect of PCIT on depression through improved correct follow-through
(B = –0.50, 95% CI [–1.09, –0.10]), indicating that increases in follow-through behaviors
were associated with decreased caregiver depressive symptoms. The direct effect of PCIT
on depression remained significant after accounting for the mediator (B = –1.22, 95%
CI [–2.02, –0.44]), suggesting partial mediation. Together, these findings indicate that
improvements in parenting skills contribute meaningfully to reductions in caregiver de-
pression across all stages of the intervention, supporting the role of positive parenting
behaviors and consistent responding as a mechanism of change in PCIT. Mediation was
observed at each stage of PCIT, suggesting that improvements in use of effective parenting
skills are potentially a consistent mechanism for reducing caregiver depressive symptoms
over the course of PCIT.

3.6.2. Mediation Analysis for Child Disruptive Behavior

A within-subject mediation model using MEMORE was conducted to examine whether
improvements in caregiver Do/Avoid skill ratio mediated reductions in parent reported
child disruptive behavior, from pre- to post-treatment. Results showed a significant to-
tal effect of PCIT on ECBI improvement (B = –48.96, SE = 1.42, 95% CI [–51.75, –46.17],
p < 0.001), indicating a large reduction in child behavior problems over the course of treat-
ment (see Table 6). Caregivers demonstrated a significant increase in Do/Avoid skill ratio
from pre- to post-treatment (B = 5.02, SE = 0.34, 95% CI [4.36, 5.68], p < 0.001). However,
the path from changes in Do/Avoid skill ratio to ECBI improvement was not statistically
significant (B = –0.74, SE = 3.12, p = 0.813, 95% CI [–6.86, 5.38]). The indirect effect of PCIT
on ECBI through Do/Avoid skill ratio was also nonsignificant (B = –1.35, SE = 8.08, 95%
CI [–15.38, 19.63]). These results indicate that although caregivers significantly improved
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in their relative use of positive parenting behaviors and child disruptive behaviors de-
creased, changes in the total ratio of positive parenting skills did not significantly mediate
the relationship.

Table 6. Mediators of child disruptive behavior.

Child
Disruptive
Behavior

Effect
Pre to

Mid (B)
95% CI Pre

to Mid
Mid to
Post (B)

95% CI Mid
to Post

Pre to
Post (B)

95% CI Pre
to Post

Child Disruptive
Behavior (ECBI)

a (Change in Caregiver
Do/Avoid Skill Ratio) 4.15 [3.61, 4.69] 0.87 [0.14, 1.60] 5.02 [4.36, 5.68]

b (Change in Caregiver
Do/Avoid Skill Ratio ×

Child Disruptive Behavior)
–3.69 [–9.10, 1.72] −0.05 [−0.39, 0.28] −0.74 [−6.86, 5.38]

Indirect Effect (a × b) –15.32 [–39.97, 8.38] −0.05 [−0.38, 0.22] −1.35 [−15.38, 19.63]
Direct Effect (c’) –12.98 [–35.57, 9.61] −22.46 [−24.91, −20.00] −47.61 [−63.29, −31.94]

Similarly, a within-subject mediation model was conducted to examine whether
changes in the CDI phase of caregiver Do/Avoid skill ratio mediated improvements in
child disruptive behavior from pre- to mid-treatment. Caregivers showed a significant
reduction in child behavior problems during this period, with ECBI scores decreasing by
an average of 28 points (B = –28.30, SE = 1.32, 95% CI [–30.90, –25.70], p < 0.001). Caregivers
also significantly increased the ratio of their use of Do/Avoid skills (B = 4.15, SE = 0.28, 95%
CI [3.61, 4.69], p < 0.001). However, the indirect effect of treatment on ECBI improvement
through Do/Avoid skill ratio was not statistically significant (B = –15.32, SE = 12.45, 95% CI
[–39.97, 8.38]). The direct effect of PCIT on child disruptive behavior remained nonsignifi-
cant after controlling for Do/Avoid skill ratio changes (B = –12.98, SE = 11.50, p = 0.259).
These findings suggest that while child behavior and parenting skills improved early in
treatment, changes in Do/Avoid skill ratio did not significantly mediate child behavior
improvement during this early phase.

Finally, a within-subject mediation model was conducted to examine whether changes
in caregiver Do/Avoid skill ratio from mid- to post-treatment mediated improvements
in child disruptive behavior during PDI. Results indicated continued reductions in ECBI
scores during the second half of PCIT (B = –22.50, SE = 1.24, 95% CI [–24.94, –20.07],
p < 0.001; see Table 6). Caregivers also demonstrated a significant increase in Do/Avoid
skill ratio over this period (B = 0.87, SE = 0.37, 95% CI [0.14, 1.60], p = 0.020). However,
the indirect effect of PCIT on ECBI improvement through Do/Avoid skill ratio was not
statistically significant (B = –0.05, SE = 0.15, 95% CI [–0.38, 0.22]), indicating that changes in
positive parenting behavior ratios did not mediate changes in child behavior during the
PDI. The direct effect of PCIT on ECBI remained significant even after accounting for the
mediator (B = –22.46, SE = 1.25, p < 0.001).

4. Discussion

This study evaluated the impact of time-limited PCIT on caregiver mental health,
parenting practices, and child behavior. Consistent with expectations, caregiver anxiety
and depression and child disruptive behavior demonstrated significant improvement over
the course of PCIT. Importantly, caregiver anxiety and depression reduced significantly
at each time point (mid- and post-), indicating that caregivers who stay in PCIT exhibit
mental health improvements consistently over both phases of treatment. These findings
reflect those of Agazzi and colleagues [11] and reiterate the positive impact of PCIT with-
out adaptations on caregiver mental health [40], as well as the promise of time-limited
PCIT [16] in improving caregiver-specific wellness. Similar to existing PCIT research [20],
caregivers rated their children’s disruptive behaviors as showing significant improvement
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over the course of treatment, and caregivers also demonstrated observed positive changes
in effective parenting skills.

The findings highlight the role of caregiver anxiety in shaping child behavior trajec-
tories during PCIT. Higher caregiver anxiety was associated with greater reports of child
disruptive behavior across time points. It may be that anxious caregivers inadvertently
escalate coercive interactions (e.g., through heightened reactivity or inconsistent discipline),
thereby reinforcing child disruptive behaviors. It is also possible that caregivers who begin
treatment with higher anxiety are more likely to demonstrate a negative attributional style
(e.g., a tendency to attribute the negative to internal factors and positive to external factors
outside their control) about their child’s behavioral difficulties [41]. Therefore, they may
have difficulty seeing child behavior improvement as caused by their actions instead of
caused by factors outside their control.

These findings underscore the importance of considering caregiver mental health
not only as an outcome within PCIT, but also as an important contextual factor that can
shape the effectiveness of parenting interventions. Clinically, this suggests the importance
of screening parental mental health as a standard part of PCIT. In addition, caregivers
with elevated anxiety may benefit from additional support early in treatment to maximize
the benefits of PCIT for child outcomes (e.g., discussions of caregiver cognitions and
attributions). By identifying caregiver mental health as an important influence on child
outcomes in PCIT, this study highlights the importance of tailoring interventions to meet
the emotional and behavioral needs of both caregivers and their children.

Interestingly, caregiver race emerged as a significant moderator, with Black/African
American caregivers reporting significantly greater reductions in child disruptive behavior
by mid-treatment relative to Biracial/Multiracial caregivers. One possible interpretation
is that cultural differences in parenting expectations or interpretations of child behavior
may influence perceived improvements in child disruptive behavior. However, parenting
cultural expectations were not systematically assessed beyond the used of the Cultural For-
mulation Interview. Importantly, no moderation effects were found for caregiver ethnicity,
income, or education, indicating that PCIT yielded similar benefits across sociodemo-
graphic groups, reinforcing the generalizability of PCIT for those who complete treatment
and its applicability across diverse family contexts [16].

The skills caregivers learned over the course of PCIT played a significant role in
the improvement of their self-reported anxiety and depression symptoms. Specifically,
caregivers learning to attend more verbally to their child’s positive, prosocial behaviors
and attend less to behaviors that needed to be changed or directed partially explained
caregivers reporting fewer of their own symptoms of anxiety and depression over the
course of treatment. These results bolster Patterson’s coercion theoretical model proposing
that parenting behavior is a key leverage point not only for child behavior change but
also for improving caregiver functioning. Attentional bias (e.g., focus on the negative or
threatening) is often the focus of intervention for anxiety and depression and implicated
in the cause of long-term depressive symptoms [42]. Parenting interventions like PCIT
that teach caregivers to shift their attention from the “problem” or behavior that needs
to be addressed to the positive behavior that can be reinforced and increased may serve
the same function as cognitive therapies that teach a shift in this negative attentional bias.
Similarly, caregivers who demonstrate less skill growth may have more difficulty shifting
their negative attentional bias more generally, which in this case impacts both their skill
learning and their anxiety and depression symptoms.

Mindfulness-based interventions are also often profoundly impactful in decreasing
symptoms of adult anxiety and depression [43]. The unique delivery of PCIT prescribes
that caregivers are intentionally present with their children for at least five minutes per
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day and paying deliberate attention to their child’s appropriate behaviors. Through this
close attention for five minutes, caregivers comment on these child prosocial behaviors
frequently. This present-moment awareness mirrors many practices recommended in
mindfulness-based interventions, so it is possible that similar mechanisms may underlie
the caregiver anxiety and depression improvements in PCIT as those mechanisms that
underlie improvements in mindfulness-based treatments [44]. Furthermore, incorporating
caregiver-only sessions (i.e., the CDI and PDI Teach sessions) within PCIT creates an
opportunity to explore cognitive barriers that may hinder progress by promoting cognitive
restructuring, providing opportunities for practice of mindfulness techniques, and allowing
parents to process new learning [17].

Similarly, caregivers increasing their consistent responses after giving their child
effective commands partially explained caregivers reporting fewer anxiety and depression
symptoms over the course of PCIT. Self-efficacy, or the ability to feel like you are in control
of valued outcomes, also plays an impactful role in decreasing symptoms of depression [45].
In PCIT, caregivers are taught to be the vehicle for child behavior change via the skills
learned in the intervention. It may be that improved caregiver skills increase caregiver
ownership of their child’s improvements in PCIT, and this self-efficacy further impacted
caregiver improvements in anxiety and depression symptoms.

In the mediation models examined, Do/Avoid skill ratio and caregiver correct follow-
through only partially mediated the change in caregiver anxiety and depression over PCIT.
Therefore, other factors remain to further explicate the decreased symptoms of caregiver
anxiety and depression. Given the theory of change proposed for PCIT combined with
Patterson’s coercive cycle, several possible explanations exist. Increased warmth in the
caregiver–child relationship has the potential to improve caregiver mental health and
decrease child combativeness. Selective attention, a skill taught in PCIT but non-specifically
measured (i.e., not captured in the Do/Avoid skill ratio or correct follow-through), also has
the potential to reverse Patterson’s coercive cycle as the caregiver chooses to ignore child
arguing/escalating rather than engage. Caregivers ignoring or focusing attention away
from the child’s disruptive behavior also possibly could shift caregiver mental health by
focusing their attention away more regularly from the negative.

Overall, both caregiver anxiety and depression were associated with greater child
behavioral difficulties at specific time points. Then improvements in caregiver men-
tal health outcomes were partially explained by the improvements in their parenting
skills—skills that are known to decrease the escalating conflict between caregiver and
child [2,46].

Surprisingly, improvements in caregivers’ Do/Avoid skill ratio did not mediate the
relationship between participation in PCIT and reductions in child disruptive behaviors.
These findings do not support the mechanisms of action proposed within Patterson’s coer-
cive cycle model. While increased use of positive parenting strategies (e.g., labeled praise,
behavior descriptions, reflections) and decreased use of negative or directive statements are
widely recognized as core mechanisms of change in PCIT [14], this anticipated mediation
pathway was not supported in the current study. One possible explanation is that other
unmeasured dimensions of the parent–child relationship, such as emotional attunement,
warmth, or the reduction in coercive cycles, may better account for child behavior im-
provements. Further, children may have responded to broader structural changes in the
home, such as increased predictability, routines, and/or reduced family conflict, that were
not measured in the current study. These findings highlight the importance of examin-
ing multiple and potentially interacting mechanisms of change within evidence-based
parenting interventions.
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Importantly, child and caregiver outcomes did not differ significantly across family
sociodemographic characteristics. This could indicate that across race, ethnicity, and
income, families benefit similarly from the therapeutic impact of PCIT. Should these results
continue to be replicated, they provide further support for PCIT as an efficacious treatment
for reducing negative family interaction patterns for families with diverse lived experiences.

Limitations

Several limitations deserve mention for consideration of the conclusions that can be
drawn from these findings. First, caregiver reports of child disruptive behavior as well as
caregiver mental health can lead to reporter bias. Caregivers who experience depression
and anxiety can sometimes report higher levels of behavioral challenges for their children,
implying that if their symptoms of depression and anxiety reduced, perhaps they would
report fewer child behavioral concerns due to their own mental health improvements and
not necessarily due solely to an improvement in their child [47,48].

Another limitation regarding caregiver reports of mental health is that the GAD-7 and
PHQ-8 are meant to serve clinically as screeners for symptoms of anxiety and depression
relatively, and not comprehensive diagnostic assessments. A screener is simply meant to be
a way to indicate if further assessment is needed, and not a definitive diagnostic tool [49].

The study did not include a control or comparison group, which limits our ability to
conclude definitively that PCIT caused the observed improvements. For example, primary
caregivers who self-enrolled in PCIT for this study were disproportionately female, which
means that male caregivers were not as evenly represented, and generalization of findings
is most clear for female rather than male caregivers given this imbalance. It is possible
that some reduction in caregiver distress or child problems could occur over time with
maturation or other outside influences. However, the magnitude of improvements and the
established efficacy of PCIT for child behavior make it likely that the intervention played a
key role in the changes.

A notable limitation of this study is the presence of systematic differences between
participants who completed both pre- and post-treatment assessments and those who
did not. Specifically, assessment non-completers were more likely to be Black/African
American, have lower educational attainment, and report higher pre-treatment correct
follow-through rates. These patterns suggest that missingness may not be completely
random and could introduce bias into the interpretation of findings. The potential for
non-random attrition to influence effect estimates should be considered when interpreting
the findings.

In interpreting the findings of this study, we demonstrated a temporal relationship
between improvements in caregiver symptoms, reductions in child disruptive behaviors,
and growth in caregiver behavioral skills. However, these conclusions are contingent on
the validity of our measurement tools, including observational assessments of parenting
behavior and caregiver self-reports of symptoms and child behaviors. While prior literature
supports the connection between observable parenting behaviors and internal processes such
as caregiver cognitions, we did not directly assess cognitive or affective mechanisms in this
study. As such, we cannot draw definitive conclusions about the extent to which changes in
caregiver beliefs, attributions, or emotion regulation contributed to treatment outcomes.

Further, a relatively small portion of the sample of caregivers reported elevated de-
pression (8%) and anxiety (14%) at the beginning of treatment. Caregivers with more
significant symptoms may have more difficulty seeing improvements with only behav-
ioral parent training and no additional component directly specifically targeting their
own mental health concerns, which likely extend beyond the caregiver–child relationship.
Additionally, caregiver anxiety and/or depression is often comorbid with a number of
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other concerns (e.g., trauma, substance use, ADHD, autism, chronic health conditions)
that were not systematically screened within this study, and caregivers with more complex
psychiatric and/or medical concerns may experience even more difficulty benefiting from
BPT alone [50]. It is also likely that alternate, unmeasured caregiver–child factors played a
role in the changes witnessed in this study in caregiver mental health and child disruptive
behavior over the course of PCIT. Indeed, several known factors could have been at play
in decreasing child disruptive behavior as well as improving caregiver mental health,
including differences in child temperament, and caregiver sensory processing sensitivity,
which can affect caregiver response to child behavior [51,52].

5. Conclusions

Overall, this study supports PCIT as a valuable two-generation therapy approach,
yielding benefits for the caregiver–child dyad. PCIT, although primarily designed to treat
child disruptive behavior, proved beneficial for caregivers’ mental health as well. By
coaching caregivers in positive interaction and effective discipline techniques to reduce
child disruptive behavior, therapists may simultaneously alleviate some caregiver anxiety
and depressive symptoms. From a service delivery perspective, these findings encour-
age practitioners to routinely monitor caregiver mental health during caregiver-training
programs. The empirical evidence that caregiver mental health may partially improve
because of PCIT may increase caregiver buy-in and motivation for PCIT. Caregivers may
feel more hopeful and engaged knowing that PCIT stands to help not only their child
but also themselves. Future research should examine whether the reductions in caregiver
anxiety and depression over the course of PCIT are maintained over time. Sustained
improvements would strengthen the conclusion that caregiver training promotes last-
ing caregiver mental health benefits. Alternately, reductions in improvement over time
would indicate the possible need for additional supports (e.g., caregiver individual therapy
or further follow-up sessions following graduation from PCIT). Future research should
also examine additional mechanisms of change (e.g., parenting self-efficacy, parental at-
tributions/cognitions, parenting-related stress, other parental mental and physical health
concerns) in caregiver and child mental health outcomes. Finally, the current study did
not examine potential moderators that might alter the strength of mediational processes.
For instance, it may be that progression through PCIT treatment improves Do/Avoid skill
ratio, which subsequently improves parent anxiety symptoms, but that the strength of this
mediational process depends upon whether caregivers experience high or low levels of
anxiety (i.e., a moderator). Future studies could combine the moderation and mediational
findings here to examine these moderated mediational processes [39].
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Abstract: Background/Objectives: This study aimed to identify the mediating effect of
parental support on the relationship between immigrant mothers’ mental health and ado-
lescents’ self-esteem. Methods: This study utilized data from 1077 Korean multicultural
adolescents and their immigrant mothers from the 9th Multicultural Adolescents Panel
data obtained in 2019. The data were analyzed using descriptive statistics, Pearson’s corre-
lation, Baron and Kenny’s regression analysis, and bootstrapping using the process macro.
Results: Immigrant mothers’ mental health was significantly and positively associated
with their adolescents’ self-esteem (r = 0.14, p < 0.001), and parental support was also
significantly and positively associated with adolescents’ self-esteem (r = 0.50, p < 0.001).
Parental support had a mediating effect on immigrant mothers’ mental health and adoles-
cents’ self-esteem. Conclusions: The self-esteem of adolescents from multicultural families
was found to be influenced by the mental health and support of their immigrant moth-
ers. These findings highlight the mediating role of parental support in the relationship
between immigrant mothers’ mental health and adolescents’ self-esteem, contributing to
a deeper theoretical understanding of family dynamics in multicultural contexts. There-
fore, these factors should be considered when developing parent education programs for
immigrant mothers.

Keywords: immigrant; parental mental health; parental support; adolescent; self-esteem

1. Introduction

The transition from adolescence to adulthood is an important developmental period
that requires the achievement of developmental tasks in various areas, such as career
planning, forming social relationships, and establishing personal beliefs [1]. In particular,
this stage offers freedom and hope to explore various possibilities, leading to a rapid
increase in self-esteem. However, it is also marked by heightened anxiety due to uncertainty
about the future, which can threaten the formation of a stable self-identity [1,2].

For adolescents approaching the transition to adulthood, self-esteem serves as an
internal factor that protects against the psychological stress experienced during this tran-
sition process. Major life changes, such as changes in status to adulthood, progression to
higher education, entry into the workforce, and expansion of social relationships, demand
new roles and responsibilities from adolescents. The pressure caused by these life events
can lead to maladaptive outcomes such as anxiety and depression, but self-esteem can
act as an important protective factor that prevents these negative effects [3,4]. Since high
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self-esteem is closely related to an individual’s overall quality of life and long-term psy-
chological health [3,5], it is necessary to identify the factors and pathways that support or
hinder its development during this sensitive period as adolescents approach the transition
to adulthood.

1.1. Challenges to Self-Esteem Development in Immigrant Adolescents: The Korean Context

In immigrant families in Korean society, adolescents face not only significant transi-
tional events in the development of their self-esteem but also additional challenges. Korea
has long maintained a homogeneous society, but since the mid-1990s, the sharp increase
in international marriages has diversified Korean society ethnically, presenting new chal-
lenges for social integration [6–8]. In 1990, the proportion of international marriages among
all marriages was just 1.2%, but by 2005, it had surged to 13.5% and has remained at 10.1%
up to the present [9]. Notably, 80.3% of international marriages involve Korean men and
immigrant women [10], a trend driven by women’s educational advancement, expanded so-
cial participation, and the resulting marriage difficulties for low-income men. As women’s
education levels and social participation have increased, low-income men in rural areas
who emphasize traditional values and gender roles have found it more difficult to find
spouses domestically, leading to a sharp increase in international marriages facilitated
by commercial marriage brokers [6,7]. Amid this increase in international marriages and
immigrant populations, immigrant families and their members in Korea have been exposed
to social discrimination and prejudice [8,11], which negatively impacts the development of
self-esteem in adolescents from immigrant backgrounds [12,13].

In cultures where the mother’s role is crucial in child-rearing, the development of
self-esteem in immigrant adolescents is significantly influenced by immigrant mothers.
Parental support is essential for the development of children’s self-esteem, but immigrant
mothers often face difficulties in providing sufficient support due to cultural differences,
language barriers, and social discrimination. For instance, in East Asian cultures influenced
by Confucianism, parental, especially maternal, involvement in education is highly val-
ued [14,15]. However, immigrant mothers often face challenges due to differences in values
between their home and host countries, language barriers, discrimination, and difficulties
in accessing informal information channels such as parent–teacher meetings [16–18]. Com-
petence and recognition in areas that adolescents prioritize play a key role in the formation
of self-esteem [19]. Therefore, at a time when adolescents are facing important transitions,
such as entering higher education and planning their career paths, limited support due
to their mothers’ immigration background can lower the self-esteem of teenage children,
which can threaten a smooth and healthy transition into adulthood.

1.2. Immigrant Mothers’ Mental Health and Adolescents’ Self-Esteem

The psychological difficulties faced by immigrant mothers pose an additional threat
to the development of their children’s self-esteem. A previous systematic review [20] has
shown that marriage immigrant women in South Korea experience higher rates of overall
mental health problems compared to native Korean women and are particularly vulnerable
to specific conditions such as depression, postpartum depression, and anxiety. These
mental health issues are understood to result from the combined effects of various factors,
including socioeconomic conditions (e.g., income and education level), social factors (e.g.,
marital satisfaction, family relationships, and social support), and cultural factors related
to immigration, such as acculturative stress and limited Korean language proficiency [20].

Mental health problems in immigrant parents are not confined to the parents them-
selves, but are also associated with lower self-esteem in their children [21,22]. The self-
esteem, behavioral problems, and depression of youths with immigrant mothers were
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predicted by the mothers’ sociocultural adaptation, acculturative stress, and perceived
discrimination [21]. However, empirical research on the specific pathways linking these
issues remains limited.

1.3. Potential Mediation by Parental Support

Some studies suggest that the lack of parental support, as perceived by children, may
play a crucial mediating role in the relationship between parental mental health problems
and the development of children’s self-esteem. Parents with mental health issues tend to
have a diminished capacity to provide appropriate support to their children [23], a finding
consistently observed in qualitative studies exploring both parent and child experiences.
Parents with serious mental health problems often become dependent on their children to
meet their needs, failing to respond adequately when their children require support [24].
Additionally, adult children of parents with mental health issues tend to prioritize their
parents’ needs over their own, which can lower their self-esteem [25–27]. A study by
No [28] suggested that the cultural adaptation stress experienced by immigrant mothers
reduces parental support and consequently lowers their children’s self-concept. Although
this research focused on elementary school children, it suggested that immigrant mothers’
mental health could also impact the self-esteem development of adolescents approaching
the transition to adulthood.

1.4. In This Study

Previous research has provided fragmented knowledge on the effects of immigrant
mothers’ mental health and parental support on the self-esteem development of immigrant
adolescents in Korea. Furthermore, empirical studies specifically investigating the path-
ways through which self-esteem develops in adolescents facing the transition to adulthood,
and the protective effects of healthy self-esteem are scarce.

Therefore, this study aims to analyze in detail the impact of immigrant mothers’ mental
health, mediated by parental support, on the self-esteem development of adolescents
approaching the transition to adulthood. The results of this study could serve as important
foundational data for developing policies and interventions aimed at improving the self-
esteem of adolescents from immigrant families and supporting their successful transition
into adulthood.

2. Materials and Methods

2.1. Research Design

This study aimed to identify the mediating effect of parental support on the association
between immigrant mothers’ mental health and self-esteem among multicultural adoles-
cents and their mothers, using raw data from the 9th year of the Multicultural Adolescent
Panel Study in Korea.

2.2. Data Source and Study Population

The National Youth Policy Institute collects data from multicultural youths and their
parents to improve their school life, social adaptation, physical and psychological health,
and parent–child relationships. The Multicultural Adolescents Panel Study, conducted
by the National Youth Policy Institute, targets multicultural 4th-grade elementary school
students and their mothers in Korea as of 2011. Using stratified random sampling and
probability proportional sampling across 16 cities/provinces, the first panel was established
in 2011, with data collected annually through the 12th wave in 2023. In this study, the
9th wave of the 1st panel survey of the Multicultural Adolescents Panel Study was used.
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The 9th wave of the survey was conducted on 1146 multicultural adolescents and
1114 mothers (1105 foreign mothers). This study included data from immigrant mothers,
excluding responses from Korean mothers and cases with missing data. The final sample
consisted of 1077 third-year high school students and their immigrant mothers who com-
pleted questionnaires regarding key variables: maternal mental health, parental support,
and adolescents’ self-esteem.

The process for recruiting panel participants and collecting data was as follows. The
National Youth Policy Institute sent an official document to schools with multicultural
adolescents requesting their cooperation in recruiting households to participate in the panel
survey. The school sent each household a multicultural panel survey-related household
newsletter and consent form. Afterwards, the survey was conducted after obtaining
voluntary consent from households that wished to participate in the panel survey. This
survey was conducted with the approval of the Research Ethics Committee of the National
Youth Policy Institute (IRB No. 201904-HR-Goyu-002-01), and this study was approved by
the Institutional Review Board of Keimyung University, to which the researcher is affiliated
(IRB No. 40525-202502-HR-105-01 and 14 March 2025, of approval). It was conducted by
downloading raw data from the National Youth Policy Institute’s data archive after agreeing
to the “Data Request Agreement” and “Data Use and Analysis Compliance Guidelines”.
The raw data were guaranteed anonymity.

2.3. Study Variables
2.3.1. Immigrant Mothers’ Mental Health

The mental health of immigrant mothers was assessed with a modified instrument
that Hwang [29] reorganized into 12 items—covering physical and psychological health—
from 20 items that Cawte [30] had selected from the Cornell Medical Index Test. A factor
analysis conducted on 12 items revealed two factors, ‘physical health’ and ‘mental health’.
Most items demonstrated factor loadings of 0.50 or higher, indicating acceptable construct
validity. Therefore, all 12 items were retained in the instrument [31]. Six psychological
health items were used to assess mental health. The tool uses a 5-point Likert scale.
Cronbach’s alpha coefficient was 0.85 in Hwang [29] and 0.88 in our study. In a previous
study that used the same instrument with identical participants [32], Cronbach’s alpha was
0.88, the same as in this study.

2.3.2. Parental Support

Parental support was measured using nine items from the Parental Support Tool
developed by Kim and Park [33] and extracted from the Multicultural Adolescent Panel
Study. The tool consists of emotional, informational, and economic support. Emotional
support items include statements such as ‘My parents comfort me when I am having a
hard time’, informational support items include ‘My parents give me advice on my future
studies’, and financial support items include ‘My parents buy me things I need to study’.
The tool was evaluated using a 5-point Likert scale. The scores ranged from 9 to 45, with
higher scores indicating higher parental support. Cronbach’s alpha coefficients for each
subscale were 0.92 for emotional support, 0.87 for informational support, and 0.82 for
economic support. The internal consistency of the overall parental support was 0.93 in
Kim and Park [33] and 0.92 in our study. Similarly, a previous study [34], which examined
parental support for multicultural adolescents, reported that Cronbach’s alpha was 0.93.

2.3.3. Adolescents’ Self-Esteem

Self-esteem was measured using nine items (five positive and four negative) from
the Self-Esteem Scale developed by Rosenberg [35] and extracted from the Multicultural
Adolescents Panel Study. It consists of items such as ‘On the whole, I am satisfied with
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myself’ and ‘I feel that I have a number of good qualities’, ‘I feel that I’m a person of worth’,
and ‘I take a positive attitude toward myself’. This tool is measured using a 5-point Likert
scale, and negative items are reverse-coded and analyzed. The scores ranged from 9 to 45,
with a higher score indicating higher self-esteem. In Rosenberg [35], Cronbach’s alpha
ranged from 0.85 to 0.88, whereas it was 0.88 in our study. In a study conducted by Lee
and Yoo [36] examining the self-esteem of multicultural adolescents, Cronbach’s alpha
coefficient was reported to be 0.88.

2.4. Data Analysis

Statistical analyses were performed using SPSS Statistics for Windows, version 29.0
(IBM Corp., New York, NY, USA). The participants’ general characteristics were analyzed
by frequency and percentile. Differences in parental support and adolescents’ self-esteem
according to general characteristics were analyzed using a t-test and analysis of variance.
Correlations between immigrant mothers’ mental health, parental support, and adolescents’
self-esteem were analyzed using Pearson’s correlation coefficients.

To assess the mediating effect of parental support on the relationship between immigrant
mothers’ mental health and adolescents’ self-esteem, Baron and Kenny’s [37] three-step
mediation analysis procedure was employed. The steps were as follows: (1) regression
analysis of the mediator on the independent variables, (2) regression analysis of the dependent
variable on the independent variables, and (3) regression analysis of the dependent variable
on both the independent variables and the mediator. To confirm the statistical significance
of the mediating effect, a bootstrapping test was performed using the SPSS Process macro
(model 4) with a bootstrap sample size of 1000 and a 95% confidence interval.

3. Results

3.1. Differences in Parental Support and Adolescents’ Self-Esteem by General Characteristics

The study included 1077 adolescents and their parents. The sex distribution of the
adolescents was 49.6% male and 50.4% female. The education levels of mothers and
fathers were mostly high school graduates (47.4% and 52.2%, respectively), and 66.7% of
the mothers were employed. A significant difference in parental support was observed
based on the mother’s education level (p = 0.021) and monthly average income (p < 0.001).
Additionally, adolescents’ self-esteem showed a significant difference based on monthly
average income (p = 0.036) (Table 1).

Table 1. General characteristics of the participants (N = 1077).

Variable Category n (%)

Parental Support
(n = 1077)

Adolescents’ Self-Esteem
(n = 1077)

Mean ± SD t/F p Mean ± SD t/F p

Sex Male adolescent 534 (49.6) 35.56 ± 6.56 0.98 0.326 34.62 ± 5.89 1.75 0.080
Female adolescent 543 (50.4) 35.18 ± 6.18 33.98 ± 6.13

Mother’s education Middle school or below a 114 (10.6) 34.04 ± 6.77 2.90 0.021
a < e † 33.26 ± 6.62 2.32 0.055

High school b 510 (47.4) 35.65 ± 6.17 34.19 ± 6.04
College c 284 (26.4) 35.13 ± 6.64 34.51 ± 5.87

University d 164 (15.2) 35.65 ± 6.10 34.80 ± 5.63
Graduate school e 5 (0.5) 41.60 ± 4.51 39.80 ± 6.72

Father’s education * Middle school or below 335 (32.4) 35.05 ± 6.55 0.74 0.563 34.43 ± 6.07 0.39 0.819
High school 540 (52.2) 35.50 ± 6.15 34.29 ± 6.03

College 59 (5.7) 35.92 ± 6.91 34.64 ± 5.37
University 91 (8.8) 36.22 ± 6.54 34.81 ± 6.21

Graduate school 9 (0.9) 35.44 ± 6.75 36.22 ± 5.09
Mother’s occupation Yes 718 (66.7) 35.46 ± 6.26 −0.68 0.499 34.46 ± 5.92 −1.23 0.219

No 359 (33.3) 35.18 ± 6.59 33.98 ± 6.21
Father’s occupation * Yes 888 (86.0) 35.50 ± 6.44 −0.73 0.469 34.50 ± 6.02 −1.25 0.211

No 145 (14.0) 35.08 ± 6.09 33.83 ± 5.89
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Table 1. Cont.

Variable Category n (%)

Parental Support
(n = 1077)

Adolescents’ Self-Esteem
(n = 1077)

Mean ± SD t/F p Mean ± SD t/F p

Monthly household
income (KRW 10,000) * <100 a 16 (1.5) 35.38 ± 6.52 4.71 <0.001

a < f ‡ 34.94 ± 5.11 2.40 0.036
b < f ‡

100~< 200 b 198 (18.4) 33.82 ± 6.99 33.49 ± 6.63
200~<300 c 308 (28.6) 35.18 ± 6.26 34.06 ± 5.73
300~<400 d 310 (28.8) 35.55 ± 6.28 34.20 ± 5.90
400~<500 e 152 (14.1) 36.22 ± 6.02 35.02 ± 6.08
≥500 f 92 (8.6) 37.27 ± 5.42 35.75 ± 5.70

* Excludes non-responses. † Tukey HSD post hoc test; the mean difference is significant at the 0.10 level. ‡ Tukey
HSD post hoc test; the mean difference is significant at the 0.05 level. The footnotes in a–f were used to indicate
the results of the post-analysis.

3.2. The Degree of Immigrant Mothers’ Mental Health, Parental Support, and
Adolescents’ Self-Esteem

The mean score for immigrant mothers’ mental health was 4.23 ± 0.73 out of 5 points;
the mean score for parental support was 3.93 ± 0.71 out of 5 points, and the mean score for
adolescents’ self-esteem was 3.81 ± 0.67 out of 5 points. The normality of the data was assessed
using skewness and kurtosis, and all variables were found to follow a normal distribution.

3.3. Correlations Among Immigrant Mothers’ Mental Health, Parental Support, and
Adolescents’ Self-Esteem

The mental health of immigrant mothers showed a significant positive correlation
with parental support (r = 0.11, p < 0.001) and adolescents’ self-esteem (r = 0.14, p < 0.001).
Parental support had a significant positive correlation with adolescents’ self-esteem
(r = 0.50, p < 0.001) (Table 2).

Table 2. Correlations among the variables (N = 1077).

Variable
Immigrant Mothers’

Mental Health
Parental Support

Parental support 0.11 (<0.001)
Adolescent self-esteem 0.14 (<0.001) 0.50 (<0.001)

3.4. Mediating Effect of Parental Support in the Relationships Between Immigrant Mothers’
Mental Health and Adolescents’ Self-Esteem

To verify the mediating effect of parental support on the relationship between immi-
grant mothers’ mental health and adolescents’ self-esteem, we performed the three-step
mediation effect verification procedure outlined by Baron and Kenny [37] and conducted
the Process macro to assess the statistical significance of the mediation effect.

During the regression analysis, we checked for multicollinearity. The tolerance limit
was 0.95 to 0.96, which was above the threshold of 0.1, and the variance inflation factor (VIF)
was 1.014, well below the cutoff of 10, indicating that multicollinearity was not a concern.
In the test for the autocorrelation of errors, the Durbin–Watson index was 1.952, which is
close to 2, indicating that there was no autocorrelation. After verifying the assumptions of
normality and homoscedasticity of the residuals, the normal P-P plot of the standardized
residuals satisfied normality. The residuals were evenly distributed above and below zero
in the scatter plot, satisfying the equal variance of the residuals. Therefore, all the basic
assumptions of the regression analysis were satisfied.

In the mediation effect analysis, to more clearly confirm the mediating effect of parental
support on the immigrant mothers’ mental health and the adolescents’ self-esteem, the
mothers’ education level and monthly household income—identified as statistically sig-
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nificant variables in the univariate analyses—were included as control variables in the
mediation model.

Table 3 presents the results of the three-step mediation effect verification procedure
based on Baron and Kenny’s [37] model. In the first step, the effect of the independent
variable, immigrant mothers’ mental health, on the mediator, parental support, was sta-
tistically significant (β = 0.09, p = 0.003). In the second step, the independent variable,
immigrant mothers’ mental health, on the dependent variable, adolescents’ self-esteem,
was also statistically significant (β = 0.15. p < 0.001). In the third step, parental support
significantly affected the adolescents’ self-esteem (β = 0.48, p < 0.001). Notably, the β value
for the effect of immigrant mothers’ mental health on adolescents’ self-esteem in the third
step was 0.11 (p < 0.001), which was lower than the β value in the second step (β = 0.15,
p < 0.001), indicating that parental support partially mediated the relationship between
immigrant mothers’ mental health and adolescents’ self-esteem (Figure 1).

Table 3. Mediating effect of parental support on the relationship between immigrant mothers’ mental
health and adolescents’ self-esteem (N = 1077).

Variable B SE β t p 95% CI R2 Adj.R2 F p

Step 1. Immigrant mother’s mental health →
parental support 0.13 0.04 0.09 3.02 0.003 [0.05,

0.22] 0.040 0.032 4.64 <0.001

Step 2. Immigrant mother’s mental health →
adolescent self-esteem 0.21 0.04 0.15 5.02 <0.001 [0.13,

0.29] 0.041 0.032 4.65 <0.001

Step 3. Immigrant mother’s mental health,
parental support → adolescent self-esteem

0.260 0.253 35.16 <0.001Immigrant mother’ mental health → adolescent
self-esteem 0.15 0.04 0.11 4.06 <0.001 [0.08,

0.22]
Parental support
→ adolescent self-esteem 0.45 0.03 0.48 18.07 <0.001 [0.40,

0.50]

Note. CI = confidence interval.

Figure 1. Mediating effect of parental support in the association between immigrant mothers’ mental
health and adolescents’ self-esteem.

The significance of the indirect mediation effect was tested using bootstrapping analy-
sis. The effect size was 0.04, which was found to be statistically significant because zero
was not included between the 95% lower limit confidence interval (BootLLCI = 0.01) and
the upper limit confidence interval (BootULCI = 0.07).

4. Discussion

This study examined the level of immigrant mothers’ mental health, parental support,
and adolescents’ self-esteem and investigated whether parental support mediates the
relationship between immigrant mothers’ mental health and adolescents’ self-esteem.
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4.1. Influrence of Socioeconomic Factors on Parental Support and Adolescents’ Self-Esteem

Significant differences in parental support and adolescents’ self-esteem were observed
based on their general characteristics. Parental support differed significantly depending
on the mother’s education level and the household’s average monthly income. This study
found that parental support was higher among mothers who had completed a four-year
college degree or had higher income levels. This finding aligns with previous studies
indicating that parents with higher educational attainment tend to provide better emotional
support than those with lower education levels [38].

Also, adolescents’ self-esteem showed significant differences by average monthly
household income. In this study, higher income levels were associated with higher self-
esteem among adolescents. These results are consistent with meta-analysis studies showing
that parents with higher household income have more positive parenting behaviors [39],
as well as prior research showing that children from families with higher socioeconomic
status tend to exhibit greater self-esteem [40]. These results suggest that adolescents from
higher-income families may benefit from greater financial stability and access to resources,
which in turn contribute to enhanced self-esteem.

In contrast, parents with lower educational and socioeconomic status often face con-
straints due to long working hours, limited time for family interaction, and challenges
in fulfilling supportive roles for their children [38]. In light of these results, immigrant
mothers should be offered regular educational programs and counseling to improve their
communication skills and ability to provide positive support for their children. Further-
more, it is essential to prioritize socioeconomic support for multicultural families with low
levels of education and income.

4.2. Relationships Among Immigrant Mothers’ Mental Health, Parental Support, and Adolescents’
Self-Esteem in Multicultural Families

This study found significant positive correlations among immigrant mothers’ mental
health, parental support, and adolescents’ self-esteem. Lee and Yoo [36] similarly found that
poorer physical and psychological health among married immigrant women was associated
with lower adolescent self-esteem, supporting the present finding that better maternal
mental health corresponds with higher adolescent self-esteem. However, since previous
studies have often treated the physical and mental health of immigrant mothers as a single
variable, there is a limitation in making direct comparisons with the mental health of this
study. Nevertheless, the current finding is meaningful in that it confirms the influence
of mothers on adolescents’ self-esteem. In addition, Um’s study [41], which focused
on multicultural adolescents, reported that parental support was significantly positively
correlated with adolescents’ self-esteem. Um [41] found that parental support significantly
influenced self-esteem (β = 0.06, p < 0.001), consistent with the present study’s finding that
parental support has a significant impact on self-esteem (β = 0.48, p < 0.001).These results
demonstrate the importance of mental health and support for immigrant mothers.

In this way, significant correlations were identified among the major variables. How-
ever, the association between immigrant mothers’ mental health and adolescents’ self-
esteem was relatively small. One possible explanation is that in South Korea, the majority of
multicultural families have immigrant mothers who often experience emotional difficulties
such as depression and anxiety during the process of cultural adaptation, communication
problems, and interpersonal relationship difficulties in the host country [20]. Given that
mothers in Korean families typically play a more important role in child-raising and educa-
tion, immigrant mothers may experience increased stress and burden when their parenting
values and practices differ from those of their home country.
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The cultural adaptation stress of immigrant mothers was found to indirectly affect
the development of children’s self-concept through parenting efficacy and parental sup-
port [28]. The findings suggest that mothers’ cultural adaptation stress reduces their
parenting efficacy, lowering their parents’ support level and ultimately hindering the de-
velopment of self-concept in adolescent children. In addition, parenting stress has been
reported to be higher in vulnerable groups with lower education and income levels [42]. A
systematic literature review examining the relationship between household income and
child development outcomes found that low socioeconomic status negatively impacts
children’s cognitive and socio-behavioral development and health [43]. In line with these
findings, a meta-analysis study conducted by Ayoub and Bachir [39] reported that mothers
from high-income families showed more positive parenting behaviors than those from
low-income families and that parental supportive behavior had an effect on increasing
children’s self-esteem [21].

According to Statistics Korea [44], the standard median income in Korea is approx-
imately KRW 5 million or more for a three-person household and approximately KRW
6 million or more for a four-person household. In this study, although most parents were
employed (86.0% of fathers, 66.7% of mothers), 77.3% of households reported an average
monthly household income below KRW 4 million. This indicates that most multicultural
families in this study were of low socioeconomic status, showing a notable income gap
compared to the general population.

Given these findings, the dataset primarily reflects low-income families, which may
have limited the variability necessary to detect stronger associations between immigrant
mothers’ mental health and adolescents’ self-esteem. Meanwhile, this study is meaningful
in that it identified a strong correlation between parental support and self-esteem and
confirmed the mediating effect of parental support between immigrant mothers’ mental
health and self-esteem. Self-esteem formed through a supportive relationship between
parents and their children in early adolescence influences mental well-being in later ado-
lescence [45]. Therefore, further research is needed to confirm the influence of parental
support in the future.

4.3. Parental Support as a Mediator Between Immigrant Mothers’ Mental Health and
Adolescents’ Self-Esteem

This study identified a significant mediating effect of parental support on the rela-
tionship between immigrant mothers’ mental health and adolescents’ self-esteem. It was
difficult to find previous studies that confirmed the mediating effect of parental support
on the same variables as in this study; however, we can discuss them in connection with
studies that confirmed the relationship between each variable. A systematic literature re-
view of the relationship between the mental health of immigrant parents and multicultural
adolescents in other countries reported that when immigrant parents have mental stress,
anxiety, and depression symptoms, it has a negative impact on their children’s stress and
anxiety symptoms, as well as their self-esteem [21]. In addition, it is generally known that
adolescents’ self-esteem is affected by their relationship with their parents, and positive
interactions with parents, parental support, and encouragement have a significant effect
on adolescents’ self-esteem [41,46]. Moreover, when parents have a warm and supportive
parenting style, their children have been shown to have high self-esteem [21,47]. This
finding suggests the need to strengthen parental support systems for multicultural ado-
lescents to achieve stable self-esteem. Therefore, to improve adolescents’ self-esteem, a
plan to improve mothers’ mental health so that they can positively support their children
is necessary.
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4.4. Limitations and Implications

The limitations of this study are as follows. First, this study has methodological limita-
tions because it analyzed cross-sectional data from 18-year-old multicultural adolescents
and their immigrant mothers. Future studies need to verify the longitudinal mediating
effect of parental support on adolescents’ self-esteem. Second, the mental health of im-
migrant mothers was assessed through a self-report questionnaire, which may be prone
to response bias due to subjective perception. The use of physiological indicators could
improve the objectivity of mental health assessments. Third, this study focused on the ef-
fects of immigrant mothers’ mental health and support on adolescents’ self-esteem. Future
research will also be needed to analyze the effects of Korean fathers’ mental health and
support on adolescents’ self-esteem. Additionally, further studies should incorporate other
potentially influential factors such as peer relationships and teacher support to provide a
more comprehensive understanding of the determinants of self-esteem in multicultural
adolescents. Fourth, as this study was conducted with multicultural families residing in
Korea, its findings may be influenced by cultural and contextual factors unique to the
Korean setting, which may limit generalizability to other countries. Lastly, this study has
a limitation in that it did not control for factors such as social discrimination or stigma
arising from the mother’s mental health condition, which could potentially mediate the
relationship between maternal mental health and adolescents’ self-esteem. Accordingly,
future research should explicitly incorporate this variable to clarify its influence. Never-
theless, this study has the strength of generalizing the results by analyzing representative
large-scale data from the Multicultural Adolescent Panel Study. Additionally, this study
confirmed the mediating effect of parental support on immigrant mothers’ mental health
and adolescents’ self-esteem.

The theoretical and practical implications of this study are as follows. From a theoreti-
cal perspective, this study contributes to theoretical models of adolescent development by
empirically demonstrating the mediating role of parental support in the relationship be-
tween immigrant mothers’ mental health and adolescents’ self-esteem. This study extends
prior research by contextualizing these dynamics within multicultural families.

With regard to practical implications, the findings suggest that programs aiming
to enhance adolescents’ self-esteem in multicultural families should not only focus on
adolescent-centered interventions but also prioritize the mental health of immigrant moth-
ers and strengthen their parenting capacities. Policy makers and practitioners should
develop culturally sensitive parent education and mental health support services that
empower immigrant mothers in their parenting roles.

5. Conclusions

This study was conducted to identify the mediating effect of parental support on the
relationship between immigrant mothers’ mental health and adolescents’ self-esteem, with
the goal of providing foundational data for developing nursing interventions to enhance
adolescents’ self-esteem.

The findings confirmed that immigrant mothers’ mental health significantly influenced
their adolescents’ self-esteem. Furthermore, parental support was found to partially medi-
ate the relationship between the mothers’ mental health and the adolescents’ self-esteem.
Therefore, to improve adolescents’ self-esteem in multicultural families, intervention strate-
gies targeting both parental support and immigrant mothers’ mental health are essential.

Additionally, the study identified that parental support had a significant impact
on adolescents’ self-esteem, with variations depending on their level of education and
household income. Based on these findings, this study suggests the development of an
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educational program aimed at mothers with lower education and income levels to support
their children both emotionally and educationally.
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Abstract

Although widely used across disciplines, the terms emotion and feeling remain concep-
tually ambiguous, particularly within developmental science. Emotion is defined as an
evolutionarily conserved, biologically embedded system of action readiness and inter-
subjective communication, shaped by attentional, neural, and physiological reactivity to
environmental salience. In contrast, feeling is conceptualized as the consciously expe-
rienced, representational outcome of emotional activation, emerging through cognitive
appraisal and symbolic processing. Building upon this distinction, the review explores
how emotion develops within parent–child dyads through coregulated neurocognitive
and psychophysiological mechanisms. Drawing on empirical evidence from eye-tracking
studies of visual attention to emotional faces, functional near-infrared spectroscopy (fNIRS)
research on social-emotional activation in prefrontal brain regions, and cortisol-based as-
sessments of hormonal synchrony, the paper highlights how emotional attunement and
transmission are embedded in early caregiving interactions. The review also emphasizes
the moderating role of environmental sensitivity—both in children and parents—in shap-
ing these developmental pathways. By positioning emotion as a dynamic, intersubjective
process and feeling as its emergent experiential correlate, this review offers a novel devel-
opmental framework for understanding affect and proposes directions for future research
on resilience, dysregulation, and intervention.

Keywords: emotion; feeling; parent–child dyads; emotion transmission; environmental
sensitivity; emotion regulation; synchrony; developmental neuroscience; psychophysiology

1. Introduction

Emotional development is often complicated by ambiguity in distinguishing ‘emotion’
from ‘feeling,’ which are frequently conflated despite being theoretically distinct. Although
often used interchangeably, these constructs represent interdependent but distinct processes.
Emotion can be conceptualized as an evolutionarily conserved system of action readiness
and intersubjective communication, whereas feeling refers to the consciously experienced,
representational correlate of emotional activation shaped through appraisal and symbolic
processing [1,2]. Clarifying this distinction provides a foundation for tracing how affect is
transmitted, regulated, and internalized during child development.

Foundational theories highlight different dimensions of emotion. LeDoux described
subcortical circuits that enable rapid survival-oriented responses, positioning emotions
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as biologically primitive mechanisms [3]. Barrett’s theory of constructed emotion, by
contrast, emphasized the predictive role of cortical appraisal and conceptual knowledge in
shaping differentiated feelings [4]. Tronick’s dyadic expansion of consciousness framework
extended these debates into the relational domain, underscoring how emotions are co-
created through caregiver–infant exchanges [5]. Collectively, these perspectives emphasize
the need to integrate biological, cognitive, and relational views of emotional development.

Although the terms “emotion” and “feeling” are often used interchangeably in devel-
opmental science, multiple theoretical frameworks emphasize their distinction. Classic and
contemporary accounts converge in viewing emotion as an embodied, psychophysiological
response to salient stimuli, and feeling as the conscious, subjective awareness of those
responses [6–11]. To ensure terminological clarity, Table 1 summarizes the definitional
differences between emotion and feeling across neural basis, consciousness, temporal un-
folding, measurement, and developmental considerations, drawing on both foundational
and recent perspectives.

Table 1. Definitional distinctions between emotion and feeling based on classic and recent theories.

Feature Emotion Feeling

Core definition

A rapid, coordinated psychophysiological
response to a salient stimulus, encompassing

autonomic, hormonal, and behavioral
reactions [3,12].

The conscious, subjective experience of an
emotional state—the introspective awareness of

bodily and neural changes [6–8].

Neural basis
Largely subcortical circuits, including amygdala,
hypothalamus, and brainstem, supporting fast

survival-oriented responses [9].

Cortical integration of interoceptive and bodily
signals in the insula, anterior cingulate, and

prefrontal cortices, enabling conscious
awareness [8,10].

Consciousness Can occur outside awareness; emotions involve
automatic and unconscious bodily reactions [3,4].

By definition conscious; feelings are the subjective
experience of emotion [6,9].

Temporal dynamics
Rapid-onset, short-lived responses aligned with

external stimuli, often emerging within
milliseconds [3].

Slower to arise, requiring cortical processing, and
can persist over time through conscious awareness

and reflection [8,13].

Measurement

Inferred from observable indices such as
facial/vocal expressions, psychophysiological
responses (heart rate, cortisol, fMRI, EEG), and

behavior [12].

Primarily assessed via self-report, interviews, or
rating scales reflecting subjective experience [4,13].

Ontogeny/Evolution
Emerges early in development and is

evolutionarily ancient; even infants and animals
display basic emotional responses [3,12].

Develops later with higher cognition, language,
and self-awareness; refinement of reported feelings
increases across childhood and adolescence [6,14].

Distinguishing Emotion and Feeling: Contemporary Perspectives

Beyond the foundational views of LeDoux, several contemporary frameworks in
affective neuroscience and developmental psychology further clarify the emotion–feeling
distinction. Neurobiological models such as Damasio’s somatic framework define emotions
as complex “action programs”—bodily and neural responses triggered by salient stimuli to
maintain homeostatic balance—whereas feelings are the conscious mental representations
that arise when the brain interprets those bodily changes. In this view, encountering a threat
elicits an automatic emotional response (e.g., autonomic arousal, fight-or-flight behavior),
and the subjective feeling of fear emerges only when cortical networks integrate the physio-
logical changes into a coherent conscious experience [6,7]. Likewise, affective neuroscience
research (e.g., Panksepp’s theory) distinguishes between evolutionarily “primary-process”
emotions, which are generated by subcortical circuits and can operate without cortical input,
and higher-order feelings that depend on cortical representation and self-awareness [15].
For example, decorticate animal studies and cases of human infants with minimal cortex
demonstrate that basic emotional reactions (crying in distress, laughter in joy) are present
even in the absence of full conscious awareness [15]. These findings suggest that core emo-
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tional processes are “built-in” subcortical functions, whereas feelings require additional
integrative processes in the brain’s cortex to become subjectively accessible.

Developmental perspectives similarly emphasize that emotions precede feelings in
ontogeny. Infants express basic affective states from early in life (e.g., crying when dis-
tressed, smiling when pleased), but these raw emotions are initially not accompanied by
reflective awareness. Only with the gradual maturation of cognitive capacities—such as
self-recognition, memory, and language—do feelings (in the sense of conscious, represen-
tational experiences of emotion) begin to emerge. Developmental researchers note that
while basic emotions like joy, anger, and fear appear within the first year of life, the second
year marks a critical transition when toddlers gain self-awareness and symbolic thinking,
enabling the first self-conscious feelings to manifest. For instance, classic observations indi-
cate that emotions linked to self-reflection—embarrassment, empathy, pride, shame—only
become evident around 15–24 months of age, once children can mentally represent them-
selves and their internal states. In line with this, contemporary developmental psychology
frameworks (e.g., Sroufe’s organizational theory) propose that early emotional reactions
gradually differentiate into more complex feelings as the child’s neural and cognitive
systems mature [16]. Collectively, these perspectives converge in portraying emotion as
an evolutionarily ancient, automatic and embodied response system, and feeling as its
later-developing, conscious and interpretive counterpart. Emotion can thus occur without
feeling (e.g., an infant’s startle or a conditioned fear response may activate even if the child
cannot yet conceptualize “being afraid”), whereas feeling represents the conscious “story”
the mind constructs about those emotion signals. Integrating these viewpoints—from
Damasio’s neurobiological model to Panksepp’s cross-species findings and developmen-
tal evidence on when children first experience feelings—underscores that emotion and
feeling, though deeply interrelated, operate at distinct levels of processing (automatic
bodily reaction vs. reflective experiential insight). Recognizing this distinction provides
a richer theoretical foundation for examining how parent–child interactions scaffold the
progression from raw emotion to organized feeling in development.

Parent–child dyads are now recognized as the primary ecological context within
which emotions are scaffolded into coherent feelings. Infants rely on caregivers’ facial
expressions, vocal prosody, and touch for regulating arousal and assigning meaning to
affective states [17]. Attachment theory provides a foundation for understanding this
process, showing that secure early relationships facilitate emotion regulation and the
internalization of coherent affective states, whereas insecure attachments heighten vulnera-
bility to dysregulation [18–20]. Beyond attachment theory, early relationships can also be
conceptualized through an object relations developmental perspective, which focuses on
how internalized representations of the caregiver shape the infant’s emerging emotional
life. As Ainsworth [21] noted, the infant–mother relationship involves both dependency
and the gradual organization of object relations, through which the caregiver’s consistent
responsiveness provides a template for emotional regulation and security. Within this
view, the intersubjective experience of early dyadic exchanges—characterized by affective
attunement, containment, and repair—forms the experiential matrix from which emotional
expression and later feeling states emerge. These early interactions allow the infant to
transform raw physiological arousal into organized affective meaning, strengthening the
parent–child bond and laying the groundwork for coherent emotional self-representation.

Importantly, caregivers’ own mental health—such as maternal depression—can dis-
rupt sensitive attunement and pose additional risk for child emotional dysregulation.
The developmental bridge from emotion to feeling is forged within dyadic exchanges.
Caregivers help regulate arousal, direct attention, and provide labels and narratives that
confer meaning on otherwise raw physiological signals. Micro-analytic studies show that
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affect is co-constructed through moment-to-moment cycles of attunement, mismatch, and
repair; successful repair predicts greater coherence in children’s subsequent emotional
experience [22]. Attachment theory extends this view: secure relationships offer a “safe
haven” and “secure base” that support integration of arousal into organized, self-relevant
feeling states, whereas inconsistent, intrusive, or neglectful care undermines modulation
and leaves emotions unrepresented or dysregulated [23,24].

From a neurobiological perspective, emotions recruit conserved circuits that orches-
trate autonomic, behavioral, and attentional responses, enabling fast adaptation to threat,
novelty, or reward. Contemporary models emphasize rapid subcortical pathways that
permit swift detection and motor preparation prior to, or independent from, reflective
awareness [25]. At the same time, predictive and inferential processes shape how bodily
states are categorized and used to guide behavior, highlighting the interactive layering
of bottom-up reactivity with top-down expectations [26]. In early development, these
functions are evident in cries, smiles, and gaze shifts that signal needs, elicit caregiving, and
organize proto-conversations, thereby establishing a communicative platform on which
later socioemotional competencies are built [27,28].

Feelings, by contrast, involve the conscious registration and interpretation of affective
states. They emerge when interoceptive changes are integrated with memory, language,
and conceptual knowledge to produce a subjectively accessible representation of “what it
is like” to be in a particular state. Classic neurocognitive accounts propose that feelings
arise as somatic changes are mapped onto cortical representations, supporting awareness
and reportability of affect [29]. This distinction explains why emotions may occur without
conscious recognition (e.g., rapid orienting to threat), whereas feelings require represen-
tational capacity, reflective access, and often linguistic scaffolding [30]. Because meaning
systems vary across sociocultural contexts, feelings are also culturally shaped—constructed
within the emotion concepts and norms available to the child [31].

In this review, emotion is framed as a biologically embedded system of action
readiness—rapid, largely automatic, and tuned to environmental salience—whereas feel-
ing denotes the consciously experienced, representational outcome of such activation,
constructed through appraisal and symbolic processing [30,31]. In this view, the child’s
movement from automatic reactivity to conscious feeling is a relational achievement, built
through repeated co-regulated encounters that align attention, brain activity, and physiol-
ogy with language and meaning.

The aim of this review is to provide a developmental framework that distinguishes
emotion as an embodied, evolutionarily conserved process and feeling as its consciously
experienced correlate, while situating both within parent–child dyads. Evidence is syn-
thesized across multiple modalities: (a) attentional synchrony captured via eye-tracking,
(b) neural synchrony examined with hyperscanning methods, and (c) hormonal synchrony
assessed through cortisol coupling. By integrating these domains, the review positions
emotional development not as an isolated individual process but as an emergent property
of dynamic, multilevel caregiver–child interactions. Finally, the review emphasizes the
importance of cultural and contextual influences. Cross-cultural research indicates that
parental beliefs, caregiving practices, and sociocultural scripts shape how emotions are
expressed and scaffolded into feelings [31]. Interventions designed to foster emotional
attunement therefore require attention to both individual neurobiological sensitivity and
broader sociocultural contexts. Through this synthesis, the review contributes theoret-
ical clarity and outlines future directions for research on resilience, dysregulation, and
clinical intervention.
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2. Methodological Approach

A comprehensive literature search was conducted to identify peer-reviewed studies
that examined the conceptual, neurocognitive, and psychophysiological bases of emo-
tion and feeling within developmental contexts, with particular attention to parent–child
dyads. Searches were performed in PubMed, Scopus, PsycINFO, and Web of Science
covering the period from January 2000 to June 2025. Search terms combined free-text
keywords and Medical Subject Headings (MeSH) related to emotion, feeling, parent–child
dyads, synchrony, eye-tracking, functional near-infrared spectroscopy (fNIRS), cortisol,
environmental sensitivity, and developmental neuroscience. An example PubMed search
string was:

(“emotion” OR “affect” OR “feeling”) AND (“parent–child dyad” OR “synchrony”
OR “attachment”) AND (“neurocognitive” OR “neurobiological” OR “psychophysiology”)
AND (“development” OR “child” OR “infant”).

Reference lists of relevant systematic reviews and meta-analyses were also hand-
searched to capture additional eligible studies [32,33]. Studies were included if they
(a) involved child or adolescent participants up to 18 years of age, (b) reported empirical
findings on emotional, neurocognitive, or psychophysiological outcomes in the context of
parent–child interactions, and (c) were peer-reviewed and published in English. Exclusion
criteria were case reports, editorials, conference abstracts, and studies focused solely on
adult populations or purely biomedical outcomes without affective components.

Given the diversity of study designs, methodologies, and outcome measures, a nar-
rative synthesis approach was employed rather than a quantitative meta-analysis. This
strategy enabled integration across heterogeneous sources of evidence, ranging from neu-
roimaging and eye-tracking studies to psychophysiological measures such as cortisol
synchrony. Findings were grouped according to key mechanistic domains, including
attentional biases and visual scanning, neural coupling and cortical activation, and hor-
monal and autonomic synchrony. These domains were further embedded within relational
frameworks such as attachment theory [34], dyadic regulation models [35], and predictive
processing accounts of emotion [36,37].

Parent–child synchrony is shaped not only by biology and individual differences but
also by the cultural contexts in which dyads develop. In collectivist societies, caregiving
often emphasizes relational harmony, interdependence, and emotional restraint, whereas
in individualist contexts, parents may encourage overt expression and autonomous self-
regulation. For instance, a recent study comparing Palestinian-Arab (collectivist) and
Jewish (more individualist) mother–infant dyads within Israel found that Arab mothers
engaged in greater physical proximity and calming behaviors, while Jewish mothers
engaged in more face-to-face play and active vocalization. Despite these differences in
interactional style, infants in both groups demonstrated effective emotion regulation and
secure attachment, suggesting that diverse caregiving strategies can achieve functionally
equivalent socioemotional outcomes.

Cultural values also shape how “feelings” are conceptualized and labeled. In some
East Asian contexts, feelings are construed relationally (e.g., maintaining group harmony),
whereas in Western contexts they are often understood as internal, individualized states.
Such differences mean that the trajectory from emotion (automatic physiological and behav-
ioral responses) to feeling (conscious representation) may follow distinct cultural pathways.
Over-representation of WEIRD (Western, Educated, Industrialized, Rich, Democratic) sam-
ples in synchrony research risks obscuring this variability. Greater cross-cultural research is
needed to test whether existing models of dyadic synchrony and emotion–feeling transfor-
mation generalize beyond Western contexts, or whether multiple culturally specific routes
to healthy emotional development exist.
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While the literature reviewed is extensive, several methodological limitations remain.
There is considerable heterogeneity in tasks, measurement tools, and cultural contexts,
which constrains comparability across studies. Many investigations rely on small sample
sizes or focus on specific populations (e.g., children at risk for psychopathology, children
with neurodevelopmental disorders), limiting generalizability. Furthermore, cross-sectional
designs dominate the field, leaving the developmental trajectories of emotion–feeling dis-
tinctions underexplored. These gaps highlight the need for harmonized, longitudinal, and
cross-cultural research approaches that can more robustly capture how dyadic processes
shape the emergence of emotional experience and conscious feeling across the lifespan [38–
41].

In line with a narrative (qualitative) review approach, we broadly surveyed the
literature rather than performing a formal meta-analysis. To increase transparency, we
provide an overview of the scope of the literature search and synthesis. The initial database
searches (across PubMed, Scopus, PsycINFO, and Web of Science for 2000–2025) yielded
approximately 600–650 unique articles after removing duplicates. Titles and abstracts were
screened for relevance to the topics of emotion, feeling, and parent–child developmental
processes, resulting in roughly 150 articles retained for more detailed evaluation. Of
these, about 70–80 studies met our inclusion criteria and were ultimately included in the
narrative synthesis. These included empirical research spanning modalities (e.g., behavioral
observations, eye-tracking, neuroimaging, hormonal assays) as well as theoretical and
review papers that informed our conceptual framework. We emphasize that these figures
are approximate, as is typical in narrative reviews, which do not adhere to the rigid
counting of a systematic review. Nonetheless, providing this range offers readers a sense
of the evidence base: on the order of a few hundred studies were surveyed, with a few
dozen key sources integrated into our analysis. This narrative synthesis approach allowed
us to integrate heterogeneous evidence and draw connections across studies without
the constraints of a single quantitative metric. By qualitatively summarizing convergent
findings (rather than statistically aggregating them), we aimed to capture the richness
of research on parent–child emotional dynamics. Still, we acknowledge potential biases
inherent in narrative reviews—for example, the possibility of overlooking some studies or
weighting illustrative findings—and thus we strove for comprehensive coverage by hand-
searching reference lists and including multiple theoretical perspectives. The estimated
numbers of identified, screened, and included articles above further clarify the scope of
our review process and enhance the methodological transparency of this work.

To further illustrate the study selection process and align with current reporting
expectations, we have included a PRISMA-style flow diagram (Figure 1) summarizing the
identification, screening, and inclusion of studies. While our approach is a narrative review
rather than a formal systematic review, including this figure provides a clear overview of
how studies were identified and selected. The flow chart outlines the number of records
identified through database searches, the number remaining after screening and eligibility
assessments, and the final set of studies included in the synthesis. Presenting the study
flow in this familiar format is intended to enhance methodological transparency and
demonstrate the rigor of the review process, even within a qualitative narrative framework.
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Figure 1. PRISMA-style flow diagram of study selection.

3. Mechanisms of Dyadic Emotion Development

Parent–child dyads provide one of the earliest and most formative contexts in which
emotion is scaffolded, regulated, and transmitted. Advances in developmental neuro-
science and psychophysiology have enabled increasingly fine-grained accounts of how
emotional attunement operates at multiple levels of analysis, from eye gaze to cortical
activation to hormonal synchrony. This section synthesizes evidence across these domains,
highlighting the multi-layered nature of dyadic emotion development.

3.1. Attentional Biases and Visual Scanning

Visual attention plays a central role in the early organization of emotion. Eye-tracking
studies have consistently demonstrated that children display selective attentional biases to
emotionally salient faces, particularly those expressing anger or fear [42,43]. These biases
are not merely intrapersonal phenomena but unfold in the interactive space of the dyad.
Parents’ attentional patterns shape and moderate how children orient to emotional cues,
and congruency in parent–child gaze patterns predicts higher levels of affective attunement.
Shared visual focus functions as a pathway of intersubjective communication and provides
opportunities for emotion coaching [44,45].

Research by Pérez-Edgar and colleagues has been pivotal in documenting how early
attentional biases emerge in infancy and contribute to trajectories of socioemotional func-
tioning. For instance, infants at risk for behavioral inhibition display heightened vig-
ilance to threat-related stimuli, with such attentional tendencies predicting later social
withdrawal and anxiety [46,47]. Moreover, these attentional patterns are not fixed but
embedded within the broader dyadic system. Quiñones-Camacho et al. emphasize that
parent-to-child anxiety transmission unfolds through dynamic social interactions in which
parental attention, affective responses, and regulatory strategies shape children’s emerging
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vigilance to threat [48]. From this perspective, attentional coordination between par-
ent and child is one of the central pathways through which emotional dispositions are
transmitted intergenerationally.

Recent longitudinal evidence further highlights the bidirectional nature of these pro-
cesses. Vallorani et al. demonstrated that across the first 24 months of life, infants’ temper-
amental negative affect, maternal anxiety symptoms, and infants’ affect-biased attention
are dynamically linked [49]. Infant negative affect predicts heightened threat vigilance,
which in turn interacts with maternal anxiety to reinforce maladaptive attentional styles,
whereas sensitive maternal regulation can attenuate such risk. These findings underscore
that the congruence between parent and child gaze does not simply reflect shared focus
but constitutes a training ground for attentional flexibility.

Parental sensory processing sensitivity may further amplify these dynamics: highly
sensitive parents tend to attune more closely to their children’s scanning of negative af-
fective cues, creating additional opportunities for emotional scaffolding and adaptive
attention deployment [50]. Conversely, disruptions in attentional alignment—such as
reduced parental responsiveness in depression or reinforcement of vigilance in anxious
caregiving contexts—may limit opportunities for reciprocal regulation and heighten chil-
dren’s risk for developing rigid attentional biases and anxiety-related psychopathology.

Recent studies further extend this evidence base. Aktar et al. [51] showed that even in
infancy, parent–child dyads exhibit positively correlated attentional biases to emotional
expressions, with both parents and infants orienting preferentially to fearful faces. Im-
portantly, such alignment emerged even in low-risk families, suggesting that attentional
synchrony is a fundamental feature of early dyadic interaction rather than only a marker
of risk. In contrast, a 2024 eye-tracking study found that children of mothers with a
history of depression displayed faster detection and longer dwell times for sad faces
compared to controls, pointing to early attentional biases that may represent prodromal
markers of affective vulnerability [52]. Taken together, these findings indicate that while
parent–child attentional congruence can scaffold adaptive attention deployment and emo-
tion understanding, it may also, in adverse contexts, reinforce maladaptive vigilance to
negative cues.

Crucially, these findings also inform the distinction between emotion and feeling. The
attentional coordination that characterizes early dyadic exchanges reflects the operation of
emotion as a biologically embedded, intersubjective system of orienting to environmental
salience. By contrast, the child’s later ability to consciously represent and interpret these
affective encounters—as facilitated by parental scaffolding—marks the developmental
emergence of feeling. Thus, research on attentional biases and parent–child gaze syn-
chrony demonstrates how emotion initially manifests as shared, embodied orientation
processes within dyads, and how the scaffolding of these attentional dynamics provides
the experiential substrate from which subjective feeling states are eventually constructed.

3.2. Neural Coupling and Cortical Activation

Beyond attentional processes, parent–child dyads exhibit patterns of neural synchrony
that support emotion regulation. Hyperscanning techniques such as functional near-
infrared spectroscopy (fNIRS) and EEG hyperscanning have shown correlated prefrontal
activation during joint tasks or affectively charged exchanges [53]. Such cortical coupling
is not merely epiphenomenal: it has been linked to more adaptive emotion regulation,
enhanced perspective-taking, and greater child social competence. For example, synchrony
in the medial prefrontal cortex is associated with more effective parental scaffolding, re-
duced child distress in challenging contexts, and greater readiness to engage in cooperative
problem solving [54].
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Recent studies further underscore these associations. A longitudinal fNIRS study by
Quiñones-Camacho et al. [48] demonstrated that higher parent–child neural synchrony
in prefrontal regions during positive play predicted a faster decline in children’s inter-
nalizing symptoms over 1.5 years, suggesting that neural attunement serves a protective,
resilience-building role. Similarly, Liu et al. [55] found that mothers generally exhibited
stronger brain-to-brain synchrony with their 3–4-year-old children than fathers, partic-
ularly during shared activities such as joint video viewing. Importantly, both maternal
and paternal synchrony decreased under conditions of high parenting stress, highlighting
stress as a potential disruptor of neural attunement. These findings extend earlier work
by showing that neural synchrony is sensitive not only to task context but also to care-
giver well-being, and that it functions as a mechanism of resilience in supporting child
socioemotional outcomes.

These results are consistent with predictive processing accounts of dyadic interac-
tion [55]. From this perspective, parent and child continuously update internal models of
the other’s emotional states, minimizing prediction errors via bi-directional neural signal-
ing. Neural coupling thus provides a mechanism by which children learn to anticipate,
interpret, and regulate affective states through live feedback with a caregiver. Reduced
neural synchrony has been observed in dyads involving parents with psychopathology,
highlighting the vulnerability of these mechanisms under stress.

In the context of this review’s central distinction, neural synchrony exemplifies emo-
tion as an embodied, biologically instantiated process of intersubjective regulation. Shared
cortical activation reflects the dynamic calibration of parent and child to one another’s
affective states, forming the scaffolding for emotion as an action-oriented, communicative
system. Over time, the repeated experience of such coupled neural states contributes to the
child’s capacity to generate symbolic representations of affect—marking the emergence of
feeling as the consciously experienced correlate of these dyadic exchanges. Thus, neural
coupling represents both the mechanism through which emotions are co-regulated in real
time and the developmental substrate from which children learn to consciously experience,
label, and reflect upon their inner affective states.

3.3. Hormonal and Autonomic Synchrony

Physiological coupling provides another channel of emotional coregulation. Cortisol
synchrony between parents and children has been consistently observed, particularly un-
der conditions of stress, novelty, or emotional challenge [56–58]. Such biological linkage
functions as a mechanism of affect transmission: when parents regulate their stress re-
sponse effectively, children’s reactivity is buffered. Conversely, heightened or dysregulated
parental cortisol responses may potentiate child stress and anxiety.

Recent work has nuanced this picture. Xu et al. [59] reported that the developmental
impact of cortisol synchrony depends heavily on interactional context: synchrony pre-
dicted better child socioemotional adjustment under supportive, low-stress conditions, but
showed diminished benefits in unsupportive environments. Similarly, Fleck et al. [60] (2023)
found that in mother–adolescent dyads characterized by harmonious interaction, positive
cortisol concordance was observed, whereas in high-conflict dyads or when adolescents
exhibited borderline traits, synchrony was disrupted or negative. These findings highlight
that cortisol alignment is not uniformly adaptive; rather, its meaning depends on whether
it occurs in a regulatory or dysregulated caregiving context.

Autonomic indices further illustrate this biobehavioral attunement. Heart rate variabil-
ity (HRV) synchrony, particularly vagal coupling, has been linked to effective co-regulation
during emotionally demanding interactions, with higher synchrony supporting resilience
and adaptive soothing [61]. Newer studies emphasize that vagal synchrony operates as a
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dynamic indicator of dyadic attunement. For example, high parent–child vagal synchrony
has been associated with stronger child emotion regulation capacity and lower anxiety
symptoms [62]. Conversely, disruptions in these processes—such as in contexts of maltreat-
ment, inconsistent caregiving, or parental psychopathology—are associated with poorer
physiological regulation and increased risk for psychopathology in children [63].

These findings underscore that physiological synchrony is both a marker and a mech-
anism of dyadic emotional functioning, mediating the pathway from caregiving quality to
child developmental outcomes. They also reinforce that synchrony is context-dependent:
in nurturing relationships, it provides a visceral sense of safety and scaffolds resilience,
whereas in adverse contexts, it can transmit distress and dysregulation.

Framed within this review’s central conceptual distinction, hormonal and autonomic
synchrony highlight emotion as a biological system of action readiness and intersubjec-
tive communication. Shared fluctuations in cortisol and vagal tone embody emotion’s
role as an evolutionarily conserved process that organizes responses to environmental
salience and transmits affective states across dyads. Over developmental time, the child’s
repeated experience of these regulated physiological states, scaffolded by the parent,
provides the somatic foundation from which feeling emerges as the conscious aware-
ness of being soothed, distressed, or emotionally aroused. In this sense, physiological
synchrony bridges the implicit bodily processes of emotion with the explicit subjective
representations that constitute feeling, anchoring the experiential core of affective life in the
parent–child relationship.

3.4. Integrative Dyadic Regulation Frameworks

The convergence of attentional, neural, and physiological synchrony supports broader
theoretical accounts of dyadic regulation. Attachment theory has long emphasized the role
of sensitive responsiveness in shaping secure emotional bonds and long-term socioemo-
tional outcomes [63]. Tronick’s Mutual Regulation Model further highlights the inevitability
of ruptures in dyadic attunement and the developmental importance of repair processes in
fostering resilience and trust [64,65]. Feldman’s biobehavioral synchrony framework [66]
extends these ideas by positing that moment-to-moment coordination across behavioral,
neural, and physiological domains forms the basis for long-term adaptation. In parallel,
environmental sensitivity (ES) models [67] add a complementary ecological layer, em-
phasizing that children differ in their susceptibility to environmental influences and that
the quality of dyadic synchrony can amplify or buffer developmental trajectories. From
this perspective, highly sensitive children are more strongly shaped by both supportive
and adverse caregiving conditions, whereas less sensitive children may be less affected by
contextual variation. ES models therefore situate dyadic processes within broader relational
and sociocultural contexts, highlighting how individual differences in biological reactivity
interact with parental scaffolding to shape emotion–feeling transformations.

To integrate the reviewed evidence, we propose a conceptual model (Figure 2) that
maps the interplay between emotion and feeling in parent–child dyads. Emotion is de-
picted as embodied, implicit processes of synchrony, encompassing attentional, neural,
and physiological coordination. Through dyadic scaffolding, these implicit processes are
gradually transformed into explicit forms of feeling, reflected in meaning-making, reflec-
tive awareness, and subjective experience. Each level of synchrony contributes to specific
developmental outcomes: attentional synchrony supports selective attention, emotion
recognition, and early regulatory strategies; neural synchrony facilitates cognitive flexi-
bility, perspective-taking, and social cognition; and physiological synchrony underpins
affective resilience, empathic responding, and vulnerability to psychopathology. By em-
bedding these mechanisms within the broader parent–child context of attachment, mutual
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regulation, biobehavioral synchrony, environmental sensitivity, and culture, the model
highlights how early intersubjective dynamics channel developmental trajectories toward
adaptive or maladaptive outcomes.

Figure 2. Conceptual model of how emotion (embodied, implicit) and feeling (representational,
explicit) interact within parent–child dyads to shape developmental outcomes.

When viewed through the distinction between emotion and feeling, these integrative
models illustrate a developmental sequence. At the attentional level, joint gaze and shared
vigilance toward emotional cues reveal emotion as a system of orienting and intersubjective
signaling; over time, children’s internalization of these attentional patterns provides the
groundwork for feelings as consciously accessible interpretations of those experiences. At
the neural level, cortical coupling embodies emotion as a real-time, embodied process of
co-regulation, while recurrent alignment of neural states supports the representational
capacities that enable feelings of understanding, empathy, and self-awareness. At the
physiological level, cortisol and vagal synchrony illustrate emotion as a biological readiness
system, while repeated co-regulation of bodily states fosters the subjective recognition of
being soothed or distressed—experiential correlates that constitute feeling.

While attachment, mutual regulation, and bio-behavioral synchrony provide universal
frameworks for understanding how dyadic processes scaffold emotional development,
environmental sensitivity frameworks highlight that children and parents differ system-
atically in their susceptibility to these processes. Emerging evidence suggests that such
variability—captured in traits like sensory processing sensitivity, callous–unemotional
tendencies, and neurodevelopmental profiles—modulates how the transformation from
emotion to feeling unfolds. This rationale motivates a closer focus on individual differences
in the following section.

4. Individual Differences and Environmental Sensitivity

Although atypical pathways are central to this review, it is equally important to out-
line normative trajectories of emotion and feeling. Research in developmental psychology
and neuroscience shows that even in typically developing children, the capacity to expe-
rience, express, and regulate emotions undergoes rapid maturation in the first years of
life [16,18,19]. From birth, infants display basic affective responses—distress when uncom-
fortable and pleasure when soothed—which act as biologically primed signals eliciting
caregiving and serving adaptive functions [17]. During the first year, these undifferentiated
states become increasingly organized: infants begin to show joy, surprise, anger, and fear,
with wariness toward strangers emerging around 6–10 months, marking the transition
from diffuse distress/excitement to discrete emotions [16].
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By toddlerhood and preschool, children’s emotional repertoires expand considerably.
The emergence of self-conscious emotions such as embarrassment, empathy, shame, and
pride reflects the development of self-awareness, while growing language skills allow chil-
dren to name and communicate feelings in simple terms [16,18]. By the end of the preschool
years, most can anticipate others’ emotional reactions and use basic strategies—verbal la-
beling, seeking comfort, or covering their eyes—to manage fear or frustration. These
advances parallel brain maturation, as increasing connectivity among prefrontal, limbic,
and associative networks supports greater integration of emotion and cognition [25–27].

Caregiver–child interactions are critical to this progression. Sensitive and consistent
caregiving provides external regulation in infancy, helping organize physiological arousal
into coherent feeling states [17,18]. Through cycles of attunement, mismatch, and repair,
children gradually internalize regulatory strategies and, by early childhood, those with
warm, responsive caregiving typically display greater resilience and self-regulation [22–24].
Conversely, less attuned or inconsistent caregiving may complicate modulation of emotions,
though normative milestones are generally achieved.

Individual differences temper these processes. Temperament traits evident from
infancy shape how emotions are expressed and scaffolded: “easy” infants may regulate
with minimal support, whereas more reactive or sensitive infants require greater caregiver
involvement [16]. Such variability underscores that multiple healthy pathways exist and
that there is no single trajectory of emotional development. What remains consistent,
however, is that the first five years represent a critical period in which children move
from reflexive, caregiver-managed states to increasingly autonomous and differentiated
feelings. By school entry, most can identify basic feelings, empathize with peers, and
verbalize experiences such as pride, guilt, or fear—laying the foundation for more complex
emotional understanding in later childhood and adolescence [16,18,19].

Although dyadic synchrony provides a powerful scaffold for emotional development,
not all children and parents engage with these mechanisms in the same way. Individual
differences in temperament, neurocognitive profiles, and broader environmental sensitiv-
ity significantly shape how emotional exchanges are experienced and transmitted. This
section highlights three key domains of variation: sensory processing sensitivity, callous–
unemotional traits, and neurodevelopmental conditions, each of which can moderate the
dynamics of parent–child emotional attunement.

4.1. Sensory Processing Sensitivity

Sensory processing sensitivity (SPS) is characterized by heightened reactivity to envi-
ronmental stimuli, greater depth of processing, and elevated emotional responsiveness [68].
Within parent–child dyads, SPS has been linked to amplified attentional alignment, partic-
ularly in contexts involving emotional facial cues. Evidence suggests that children high
in SPS display stronger gaze congruency with caregivers during exposure to negative
affect, while parents with elevated SPS are more likely to co-orient to their child’s scanning
patterns [69]. This bidirectional alignment may enhance opportunities for emotional scaf-
folding but also increase vulnerability to stress in overstimulating contexts [70]. SPS thus
exemplifies a differential susceptibility mechanism, whereby heightened sensitivity can
function as both a risk and resilience factor depending on environmental quality [71].

From the perspective of emotion and feeling, SPS amplifies the intensity of emotion as
embodied synchrony (heightened gaze, physiological reactivity) while also accelerating or
complicating the emergence of feeling as subjective awareness. In supportive environments,
these children may more readily transform emotional activation into nuanced, reflective
feelings, whereas in adverse environments, the same sensitivity may lead to overwhelming
or dysregulated feeling states.
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4.2. Callous–Unemotional Traits

Callous–unemotional (CU) traits, characterized by reduced empathy, shallow affect,
and diminished responsiveness to others’ distress, represent another domain of variation
with implications for dyadic synchrony. Studies indicate that children with elevated CU
traits often exhibit attenuated gaze to emotional faces, reduced physiological synchrony,
and weaker neural coupling during affective interactions [72]. These differences may limit
the scaffolding opportunities that typically support the transformation of shared emotional
states into reflective feelings.

Moreover, while CU traits are often viewed through a deficit lens, some evidence
suggests that targeted interventions—particularly those emphasizing warmth, reward
sensitivity, and explicit labeling of affective states—can partially restore synchrony and
enhance reflective awareness [73,74]. Within the emotion–feeling framework, CU traits
represent a condition in which the embodied foundations of emotion (synchrony, orienting,
physiological co-activation) are disrupted, making the developmental leap to conscious
feeling states less robust.

4.3. Neurodevelopmental Conditions

Neurodevelopmental conditions such as autism spectrum disorder (ASD) and
attention-deficit/hyperactivity disorder (ADHD) further illustrate how structural differ-
ences in cognition and neurobiology modulate dyadic synchrony. Children with ASD
may show atypical attentional alignment, including reduced gaze to faces or difficulties
sustaining joint attention, which alters the channels through which emotional scaffolding
occurs [75]. Similarly, altered neural coupling in ASD dyads may reflect challenges in pre-
diction error minimization during social exchange [75]. In ADHD, heightened arousal and
reduced regulation capacities can disrupt physiological synchrony (e.g., HRV coupling),
complicating the establishment of stable co-regulated states [76].

Despite these challenges, interventions that scaffold alternative pathways of synchrony
(e.g., multimodal cues, structured routines, or augmented communication strategies) can
create new routes for bridging emotion and feeling. This highlights that dyadic scaffolding
is flexible and that even when traditional synchrony mechanisms are disrupted, compen-
satory strategies may still enable the transformation of embodied emotional states into
consciously represented feelings.

Taken together, these individual difference factors demonstrate that dyadic synchrony
is not a uniform process but a contextually modulated system. Children with heightened
sensitivity may thrive under supportive caregiving yet struggle under adversity, while
those with CU traits or neurodevelopmental conditions may require tailored interventions
to achieve similar developmental outcomes. Viewed through the emotion–feeling distinc-
tion, these variations underscore that highly sensitive children may experience amplified
emotion that more readily transforms into nuanced or dysregulated feelings depending
on context; children with CU traits may experience disrupted emotional scaffolding that
weakens the consolidation of reflective feelings; and children with neurodevelopmental
conditions may follow atypical synchrony pathways that require compensatory supports
to foster the emergence of conscious feeling. Recognizing these patterns is essential for
moving beyond one-size-fits-all models of emotion development and toward precision
approaches that respect diversity in affective functioning.

5. Developmental Pathways and Risk for Dysregulation

Within parent–child dyads, synchrony across attentional, neural, and physiological
systems provides the developmental bridge that allows emotion—an embodied, evolution-
arily conserved system of action readiness—to be transformed into feeling, the consciously

143



Children 2025, 12, 1478

represented, narrativized correlate of emotional activation. When synchrony processes
falter, children may continue to generate emotional reactions at the bodily and attentional
levels yet fail to consolidate them into coherent, reflective feeling states. Environmental
sensitivity frameworks clarify why disruptions do not affect all children equally: individu-
als higher in sensitivity (e.g., sensory processing sensitivity) are more responsive to both
adverse and supportive contexts, magnifying risk under misattunement and resilience
when caregiving is contingent and warm [77–80]. In this section, findings are explicitly
parsed as emotion-level (automatic, embodied, synchrony-dependent) versus feeling-level
(conscious, representational, language- and concept-dependent) phenomena.

5.1. Disruptions in Attentional Synchrony

Visual attention to emotional faces represents one of the earliest mechanisms through
which emotions are organized in parent–child dyads. At the level of emotion, gaze serves
as a rapid, embodied orienting response to environmental salience, allowing children
to detect signals of safety or threat [81,82]. When caregivers and children fail to achieve
congruency in their visual scanning patterns, the emotional signal is left unshared, reducing
opportunities for dyadic coordination and intersubjective regulation.

Moving from emotion to feeling, this alignment provides the scaffolding through
which raw attentional orienting is transformed into a consciously accessible interpretation
of emotional meaning. In secure relational contexts, caregivers’ contingent responses and
labeling practices help convert gaze-based reactions into felt experiences of comfort, threat,
or affiliation [83]. In contrast, inconsistent or intrusive caregiving interrupts this process,
leaving children with fragmented or poorly integrated affective experiences.

Notably, environmental sensitivity frameworks shed light on why disruptions in atten-
tional synchrony do not affect all children equally. Children higher in sensory processing
sensitivity show amplified responses to dyadic alignment: under supportive conditions,
their heightened reactivity facilitates stronger co-orienting and richer emotional scaffolding,
accelerating the consolidation of nuanced feeling states. Under adverse conditions, how-
ever, the same heightened sensitivity magnifies misalignment, resulting in overwhelming
or dysregulated feelings [77–80].

5.2. Neural Dysregulation

Neural synchrony provides another layer of scaffolding through which emotion is
shaped into feeling in parent–child dyads. Studies using fNIRS hyperscanning show
that prefrontal coupling supports joint action readiness, sustained attention, and early
co-regulatory processes during social interactions [84]. At the level of emotion, this shared
cortical activation reflects a dynamic system for updating predictions and coordinating
responses. When adversity such as parental stress or conflict disrupts this synchrony,
the result is a breakdown in the alignment of emotional states between parent and child,
leaving the child more vulnerable to unbuffered reactivity [83]. For this synchrony to
be consolidated into feeling, cortical integration of interoceptive and contextual signals
is necessary. When prefrontal coupling is preserved, it provides the substrate for re-
flective awareness, enabling children to represent and narrativize their internal states
in ways consistent with Barrett’s predictive and conceptual models of feeling construc-
tion. When coupling is weakened, however, these processes stall, and emotions may
remain raw, unprocessed reactions rather than evolving into differentiated, consciously
accessible feelings.

Moreover, environmental sensitivity moderates this process. Children higher in
sensory processing sensitivity are likely to experience larger swings in neural synchrony:
when caregiving is attuned, synchrony is enhanced, promoting more elaborate reflective
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awareness and nuanced feeling states. In contrast, under misattuned or stressful caregiving,
the same heightened sensitivity exacerbates disruptions, leading to stalled representational
construction and dysregulated emotional development [78–81].

5.3. Altered Physiological Coupling

Parent–child synchrony is not limited to behavior or neural activity but also extends
to the level of physiology, where shared rhythms in cortisol and heart rate variability (HRV)
reflect the embodied transfer of arousal and regulatory tone. At the level of emotion, such
coupling functions as a biobehavioral channel for transmitting stress and calm across the
dyad. When synchrony is disrupted—for example, through mismatched cortisol peaks
or reduced vagal concordance—children experience unbuffered emotional reactivity that
undermines their capacity for self-regulation [85–88]. For these embodied dynamics to
be consolidated into feeling, physiological states must be stabilized within the relational
context so that bodily arousal can be integrated into an accessible narrative of safety, dis-
tress, or calm. When rhythms align under contingent caregiving, arousal is translated
into coherent felt experiences (e.g., “I can calm down with you”), providing a physiolog-
ical foundation for emotional meaning-making. When alignment fails, arousal remains
fragmented and unintegrated, leaving children vulnerable to dysregulated or confusing
affective experiences [87,88].

The environmental sensitivity framework highlights how this process is intensified in
children and parents high in sensory processing sensitivity. In these dyads, physiological
synchrony exerts greater “gain”: when caregiving is supportive, heightened sensitivity
enhances co-regulation and enriches the child’s capacity to build nuanced feelings from
emotional arousal. Conversely, when caregiving is inconsistent or stressful, the same
sensitivity magnifies dysregulation, exacerbating the risk that emotions remain unprocessed
and feelings poorly formed [78–81].

5.4. Developmental Cascade to Psychopathology

When disruptions in attentional, neural, and physiological synchrony converge, chil-
dren are left with emotional reactions that remain poorly scaffolded and unintegrated. At
the level of emotion, such convergent misalignments manifest as hypervigilance, height-
ened threat sensitivity, and weakened inhibitory control—patterns of raw reactivity that
accumulate without the stabilizing influence of dyadic co-regulation [89]. Over time, these
unbuffered responses create a developmental cascade in which children are more likely to
respond rigidly or impulsively to emotional challenges. The absence of reliable scaffolding
impairs the transformation of these embodied reactions into feelings, leaving emotions
unrepresented, unlabelled, and uncontained. For some children, this produces internalizing
trajectories, where persistent reactivity without reflective containment leads to anxiety
or depressive symptoms. For others, the failure of emotional signals to be represented
as morally encoded feelings of guilt, empathy, or concern contributes to externalizing
trajectories, including aggression and callous–unemotional tendencies [90,91].

Within the environmental sensitivity framework, these divergent pathways are more
clearly understood. Children high in sensitivity are particularly susceptible to the quality
of their environment: under harsh or inconsistent caregiving, cascades are accelerated,
leading to more severe dysregulation; under warm and predictable caregiving, the same
heightened responsiveness allows for attenuation or even reversal of these risks [78–81].
This dual potential underscores how environmental conditions shape whether sensitivity
operates as a vulnerability factor or as a source of resilience in the transition from emotion
to feeling.
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5.5. Protective and Compensatory Factors

Even in the presence of risk, protective processes within parent–child dyads can pre-
serve the developmental bridge from emotion to feeling. At the level of emotion, sensitive
caregiving stabilizes synchrony across gaze, neural coupling, and autonomic alignment,
thereby reducing volatility in embodied responses and supporting co-regulation during
stress [92,93]. These stabilizing dynamics ensure that children’s raw emotional arousal is
contained within a relational context, preventing reactivity from becoming overwhelm-
ing. At the level of feeling, caregivers further scaffold the transformation of arousal into
coherent experience by providing contingent labeling, narrative elaboration, and reflective
dialogue. Through these symbolic and linguistic supports, children learn to interpret bodily
states as subjectively meaningful feelings—fear, comfort, pride, or sadness—rather than
as diffuse or confusing arousal. This scaffolding is especially beneficial for children high
in environmental sensitivity, who show stronger positive returns in supportive contexts:
under warm, predictable caregiving, their heightened reactivity facilitates the construction
of more nuanced and differentiated feelings (so-called vantage sensitivity) [78–81,92–95].

Psychophysiological synchrony also functions as a protective mechanism when em-
bedded in attuned caregiving. Aligned cortisol rhythms and vagal concordance amplify
the translation of embodied arousal into accessible feeling states, acting as a biobehavioral
“transducer” that supports resilience [96]. In this way, compensatory systems—whether
located in caregiver warmth, sibling bonds, or peer relationships—operate not simply by
suppressing emotion but by actively fostering the developmental processes that transform
emotion into feeling.

Bringing together from the discussion above, environmental sensitivity operates as a
gain-control parameter on the bridge from emotion to feeling. At the emotion level, sensi-
tivity calibrates the magnitude of attentional capture, neural coupling, and physiological
concordance; at the feeling level, it magnifies the effects of caregiving on the quality and
granularity of conscious emotional representations. Under supportive dyadic conditions,
high sensitivity accelerates the transformation of emotional activation into nuanced, reflec-
tive feeling; under adverse conditions, it accelerates dysregulated or blunted feeling (e.g.,
hyperaroused anxiety or reduced felt concern), clarifying apparently paradoxical outcomes
within a single framework [79–82]. This account integrates earlier theory—rapid subcortical
emotion circuits (LeDoux), predictive/conceptual feeling construction (Barrett), and dyadic
scaffolding (Tronick; multilevel synchrony, Feldman)—into a unified, developmentally
sensitive model that explains who benefits most from synchrony and when misattunement
is most costly.

6. Integrative Developmental Framework

The evidence reviewed across attentional, neural, and physiological domains con-
verges on a central insight: emotion and feeling do not emerge solely within the individual,
but within the relational matrix of parent–child interactions. By distinguishing emotion
as an embodied, evolutionarily conserved system of action-readiness and feeling as the
subjective, representational correlate of this system, a clearer conceptual scaffold is pro-
vided for interpreting affective phenomena in development. Crucially, synchrony processes
situate the dyad as the crucible of affective growth, building the bridge from raw, embodied
reactivity to symbolic, consciously accessible experience. Within this framework, environ-
mental sensitivity becomes a key moderator, determining whether synchrony processes
consolidate into resilience or collapse into dysregulation.

Synchrony across attentional, neural, and physiological levels provides the foundation
for transforming emotion into feeling. At the level of emotion, shared gaze patterns and
attentional alignment function as rapid orienting mechanisms that prepare the child for
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action and signal salience in the environment [97,98]. At the level of feeling, caregivers
translate these reactions into meaning through labeling, narrative, and symbolic scaffolds,
allowing children to experience gaze-based orienting as consciously represented affect [99].
Similarly, neural coupling observed in fNIRS and hyperscanning paradigms reflects the co-
construction of meaning at the emotion level, where dyads dynamically coordinate cortical
activity during joint tasks [54,100,101]. This alignment enables the transition to feeling
by providing a cortical substrate for reflective awareness and symbolic representation.
Physiological synchrony, indexed by cortisol concordance and vagal tone coordination,
represents an embodied channel through which arousal is shared and stabilized [102,103].
Under supportive caregiving, such physiological alignment becomes the basis for felt
safety, demonstrating how emotional arousal can be converted into consciously accessible
experience. Notably, these synchrony processes integrate dynamically: attentional scaffolds
support neural coupling, which in turn sustains physiological co-regulation, creating a
multi-level scaffold for the consolidation of emotion into feeling [104,105].

Synchrony mechanisms are not experienced uniformly. Children with high SPS display
stronger amplification of synchrony signals, thriving in supportive caregiving environ-
ments but showing pronounced dysregulation when caregiving is inconsistent [106–108].
In such children, the movement from emotion to feeling is accelerated under positive
conditions, producing nuanced and differentiated affective experiences, but is equally
accelerated toward fragmentation under stress. Conversely, children with CU traits show
attenuated attention to emotional cues and diminished synchrony across physiological
systems [109,110]. In these cases, emotion signals may fail to trigger the embodied arousal
necessary for feelings to be consolidated, leading to difficulties in moral encoding and
empathic concern. Targeted interventions such as explicit affect labeling and warmth-based
parenting can, however, partially restore synchrony and support the emergence of reflective
feeling [111,112].

Neurodevelopmental conditions also illustrate how synchrony pathways can diverge.
In autism spectrum disorder, atypical gaze and neural coupling patterns may alter the
channels through which emotion is scaffolded, yet compensatory strategies—such as
multimodal cues or structured routines—can still enable the translation of emotional
activation into felt experience [54]. Attachment security further moderates these dynamics:
secure relationships stabilize synchrony across levels, while insecure or disorganized
attachment undermines the scaffolding of feelings from emotional states [113,114]. Taken
together, these findings highlight that the transformation from emotion to feeling depends
on the interplay between biological sensitivity, caregiving quality, and attachment context,
shaping trajectories of both vulnerability and resilience.

6.1. Implications for Intervention

The emotion–feeling framework underscores that interventions must target the re-
lational processes that bridge embodied reactivity and conscious experience. Parenting
programs such as PCIT and Circle of Security enhance attunement and reflective func-
tioning, thereby stabilizing synchrony at the emotion level while strengthening symbolic
scaffolds for feeling [115–118]. Parent–Child Interaction Therapy (PCIT) offers a strong
evidence base for improving emotional reciprocity and dyadic regulation in parent–child re-
lationships. Originally developed for externalizing disorders, PCIT has since been adapted
for children with autism spectrum disorder (ASD) and other developmental disabilities,
demonstrating improvements in both behavioral and relational domains. Recent evidence
highlights that PCIT not only reduces disruptive behaviors but also strengthens attach-
ment security, caregiver sensitivity, and synchrony during interactional exchanges [119].
Such adaptations emphasize developmental attunement—slowing the pace of interaction,

147



Children 2025, 12, 1478

scaffolding communication, and enhancing emotional mirroring—allowing parents to
respond more effectively to subtle cues of affect and engagement. These mechanisms
make PCIT particularly valuable for neurodevelopmental populations where emotional
reciprocity may be limited, underscoring synchrony as a critical pathway through which
parent-mediated interventions exert their regulatory effects. Moreover, neuroscience-
informed approaches—including HRV biofeedback, mindfulness-based parenting, and
gaze-contingency feedback—directly modulate synchrony systems, demonstrating that
interventions can be designed to align physiology and behavior in ways that facilitate the
transition from arousal into reflective awareness [120–122]. These strategies are particu-
larly critical for highly sensitive children, who stand to benefit disproportionately from
supportive scaffolding (vantage sensitivity), and for those with CU traits or neurodevelop-
mental conditions, where compensatory interventions can restore synchrony and enable
feeling construction. At the broader ecological level, policies that reduce parental stress,
improve social support, and provide accessible early mental health care indirectly enhance
synchrony by increasing caregivers’ emotional availability [123]. Developmental timing is
also crucial: interventions in infancy emphasize physiological and attentional synchrony,
while those in adolescence may focus on scaffolding autonomy, reflective dialogue, and
intersubjective negotiation rather than pure physiological alignment [124].

6.2. Limitations

Several limitations of the current literature on parent–child synchrony and affective
development should be acknowledged. One concern is publication bias: studies reporting
significant synchrony effects (e.g., robust correlations between parent–child physiology
or neural activity) are more likely to appear in the published record than those with null
or inconsistent findings. This may create an overly optimistic picture of the strength and
consistency of synchrony effects. Another important limitation is the over-reliance on
WEIRD (Western, Educated, Industrialized, Rich, Democratic) populations. Most studies
have been conducted in Western or high-income contexts, raising questions about general-
izability. As noted in the cultural variability section, patterns of parent–child interaction
and emotion socialization differ across cultural settings, and a “lack” of synchrony in
one cultural context may reflect alternative caregiving norms rather than developmental
deficits. Finally, many investigations are based on small sample sizes and cross-sectional
designs, which limit inferences about developmental trajectories. Future research would
benefit from larger, longitudinal, and more culturally diverse samples to evaluate how
synchrony processes unfold across development. Highlighting these issues underscores
that claims about parent–child emotion–feeling dynamics must be continually tested and
refined to ensure they are both robust and inclusive of diverse human experiences.

6.3. Future Research Directions

Looking ahead, several future research directions emerge from this review that can
further elucidate the development of emotion and feeling in parent–child dyads. First, there
is a clear need for more longitudinal and cross-lagged studies tracking children over time.
Most available evidence is cross-sectional, providing snapshots of different ages or dyads.
Longitudinal designs—following the same parent–child pairs from infancy through later
childhood—would allow researchers to directly observe how early emotional synchrony
(or its absence) cascades into later outcomes. Such studies could answer, for instance, when
and how initial emotion–feeling integrations (e.g., a toddler learning to label their fear with
a parent’s help) forecast the child’s emotional competence or mental health years down the
line. Cross-cultural research is another priority. As noted, feelings are culturally shaped
and parenting practices around emotion socialization vary widely. Comparative studies
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across different cultural or socio-economic contexts will help determine which aspects of
the emotion-to-feeling developmental pathway are universal (rooted in biology) and which
are culture-specific (shaped by norms and belief systems) [124–126].

In addition, future research should strive to integrate multiple levels of analysis to
capture the full complexity of parent–child emotional dynamics. Recent advances (e.g.,
dual-brain hyperscanning with fNIRS or EEG) make it possible to simultaneously record
neural activity in parent and child during real interactions. Applying these tools more
widely could illuminate real-time bi-directional processes—for example, how a mother’s
brain and her toddler’s brain become synchronized when sharing an emotional moment,
and how such neural coupling might predict the child’s emerging capacity for empathy or
self-regulation. Likewise, incorporating physiological measures (beyond cortisol and heart
rate, to include indices like oxytocin, skin conductance, or respiration) could deepen our
understanding of emotion transmission. A multi-method approach—combining behavioral
observations, self-reports (when children are old enough), neural data, and physiological
data—will provide a more holistic picture of how emotion and feeling co-develop within
relationships [127–130].

Another important direction concerns resilience and individual differences. Our
review highlighted that some children (for instance, those high in sensory processing sensi-
tivity) are disproportionately influenced by the quality of emotional input—flourishing
under supportive conditions and struggling under adversity. Future work should explore
the protective factors that enable resilient trajectories even among high-risk groups. For
example, are there cases where children with a difficult temperament still develop strong
emotion–feeling integration due to exceptionally supportive parenting or other environ-
mental buffers? Unpacking these cases could inform tailored interventions that bolster
protective processes. Similarly, investigating gender differences (if any) in emotion–feeling
development, or how siblings might differentially negotiate these processes, could add
nuance to our understanding of individual variability in normative pathways [130].

Finally, this field is poised to inform and benefit from applied intervention research.
The distinction between emotion and feeling underscores that simply managing a child’s
behavior (emotion expression) is not enough—caregivers and clinicians should also aim to
foster the child’s understanding and integration of those emotions into feelings. Parent-
focused interventions that encourage sensitive attunement, emotion labeling, and con-
tingent responsiveness are likely to help children build robust emotion–feeling bridges.
Indeed, preliminary studies with at-risk children show promise: for instance, interven-
tions training parents in warm, explicit emotion communication have partially normalized
attention to emotional cues and improved emotional understanding in children with
callous–unemotional traits [130]. Future trials could extend such approaches to other
groups (e.g., children with autism spectrum disorder who might benefit from augmented
multimodal emotional cues) and examine long-term outcomes. In parallel, preventive
programs in early childhood—such as attachment-based parenting programs or emotion-
coaching curricula in preschools—should be tested for their effectiveness in enhancing
emotional synchrony and the early emergence of feelings. Ultimately, an integrative de-
velopmental framework can guide interventions to target the relational mechanisms that
transform emotion into feeling. By bolstering synchrony in attention, neural responses, and
physiology, and by empowering parents to scaffold children’s emotional experiences with
language and empathy, we can promote healthier emotional development. In summary,
future research and practice should jointly focus on filling key knowledge gaps (through
longitudinal, cross-cultural, and multi-level studies) and translating insights into strategies
that support children’s journey from raw emotion to reflective feeling—laying a foundation
for emotional well-being and resilience across the lifespan [131].
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7. Discussion

The synthesis presented in this review has important clinical and social implications.
By distinguishing emotion as an embodied system of action readiness and interpersonal
signaling, and feeling as its subjective and symbolic correlate, developmental science can
move beyond longstanding conceptual ambiguity to inform applied practice. This distinc-
tion matters clinically, as many interventions currently target “emotions” and “feelings”
interchangeably, potentially diluting their effectiveness. Recognizing that dyadic synchrony
provides the bridge between biological reactivity and subjective experience highlights the
parent–child relationship as a central therapeutic leverage point. From a clinical stand-
point, this framework underscores the need to design interventions that directly enhance
attentional, neural, and physiological synchrony. Eye-tracking-guided parent–child tasks,
biofeedback protocols, and parent-focused stress regulation training may amplify attune-
ment and buffer against dysregulation in children at risk for emotional and behavioral
difficulties. For populations with neurodevelopmental disorders or callous–unemotional
traits, such targeted approaches may prove especially important in fostering adaptive
emotional development.

The environmental sensitivity framework further refines these implications. Children
differ in how strongly they respond to synchrony processes, with those high in sensory
processing sensitivity or related susceptibility traits showing disproportionate outcomes
depending on caregiving quality. In supportive environments, their heightened reactivity
facilitates richer co-regulation and more differentiated feelings; in adverse environments,
the same sensitivity accelerates dysregulation and fragmentation of emotional experience.
Clinically, this implies that tailoring interventions to children’s sensitivity profiles—whether
through vantage sensitivity or differential susceptibility models—can optimize effective-
ness by matching strategies to developmental context. Socially, these insights emphasize
the broader relevance of relational contexts in supporting resilience. Policies that strengthen
early caregiving, reduce parental stress, and promote inclusive technologies can help create
environments where children’s biological sensitivities are scaffolded into opportunities
for growth rather than vulnerabilities for psychopathology. The recognition that environ-
mental sensitivity moderates developmental trajectories also underscores the urgency of
addressing inequities in caregiving resources, as these disparities disproportionately affect
the most susceptible children.

Overall, the clinical and social significance of the current framework lies in its ability
to link basic neurocognitive and psychophysiological research with practical pathways
to intervention, prevention, and policy. By treating the dyad as the crucible of affective
development, and by recognizing how environmental sensitivity modulates the movement
from emotion to feeling, clinicians, educators, and policymakers can adopt a relational
and context-sensitive approach to fostering well-being across diverse developmental and
cultural settings.
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Abbreviations

The following abbreviations are used in this manuscript:

SPS Sensory Processing Sensitivity
CU traits Callous-unemotional traits
ADHD Attention Deficit Hyperactivity Disorder
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70. Slagt, M.; Dubas, J.S.; Deković, M.; van Aken, M.A. Differences in sensitivity to parenting depending on child temperament: A

meta-analysis. Psychol. Bull. 2016, 142, 1068–1110. [CrossRef]
71. Lionetti, F.; Pluess, M. The role of environmental sensitivity in the experience and processing of emotions: Implications for

well-being. Philos. Trans. R. Soc. B Biol. Sci. 2024, 379, 20230244. [CrossRef]
72. Frick, P.J.; Ray, J.V.; Thornton, L.C.; Kahn, R.E. Annual research review: A developmental psychopathology approach to

understanding callous–unemotional traits in children and adolescents with serious conduct problems. J. Child Psychol. Psychiatry
2014, 55, 532–548. [CrossRef]

73. Díaz-Vázquez, B.; López-Romero, L.; Romero, E. Emotion recognition deficits in children and adolescents with psychopathic
traits: A systematic review. Clin. Child Fam. Psychol. Rev. 2024, 27, 165–219. [CrossRef]

74. Dadds, M.R.; Allen, J.L.; McGregor, K.; Woolgar, M.; Viding, E.; Scott, S. Callous–unemotional traits in children and mechanisms
of impaired eye contact during expressions of love: A treatment target? J. Child Psychol. Psychiatry 2014, 55, 771–780. [CrossRef]

75. Edmunds, S.R.; Fogler, J.; Braverman, Y.; Gilbert, R.; Faja, S. Resting frontal alpha asymmetry as a predictor of executive and
affective functioning in children with neurodevelopmental differences. Front. Psychol. 2023, 13, 1065598. [CrossRef] [PubMed]

76. Mundy, P. A review of joint attention and social-cognitive brain systems in typical development and autism spectrum disorder.
Eur. J. Neurosci. 2018, 47, 497–514. [CrossRef]

77. Redcay, E.; Schilbach, L. Using second-person neuroscience to elucidate the mechanisms of social interaction. Nat. Rev. Neurosci.
2019, 20, 495–505. [CrossRef]

78. Musser, E.D.; Galloway-Long, H.S.; Frick, P.J.; Nigg, J.T. Emotion regulation and heterogeneity in attention-deficit/hyperactivity
disorder. J. Am. Acad. Child Adolesc. Psychiatry 2013, 52, 163–171.e2. [CrossRef] [PubMed]

79. Shengyao, Y.; Salarzadeh Jenatabadi, H.; Mengshi, Y.; Minqin, C.; Xuefen, L.; Mustafa, Z. Academic Resilience, Self-Efficacy, and
Motivation: The Role of Parenting Style. Sci. Rep. 2024, 14, 5571. [CrossRef]

80. Aktar, E.; Nimphy, C.A.; Van Bockstaele, B.; Pérez-Edgar, K. The Social Learning of Threat and Safety in the Family: Parent-to-
Child Transmission of Social Fears via Verbal Information. Dev. Psychobiol. 2022, 64, e22257. [CrossRef]

153



Children 2025, 12, 1478

81. Phillips, E.M.; Brock, R.L. Interplay between Interparental Relationship Quality and Infant Temperament Predicts Toddler
Transdiagnostic Psychopathology. J. Fam. Psychol. 2024, 38, 1201–1213. [CrossRef]

82. Poerio, G.L.; Kondo, H.M.; Moore, B.C.J. Sensing and Feeling: An Overview. Philos. Trans. R. Soc. Lond. B Biol. Sci. 2024,
379, 20230242. [CrossRef]

83. Perlstein, S.; Fair, M.; Hong, E.; Waller, R. Treatment of Childhood Disruptive Behavior Disorders and Callous-Unemotional Traits:
A Systematic Review and Two Multilevel Meta-Analyses. J. Child Psychol. Psychiatry 2023, 64, 1372–1387. [CrossRef] [PubMed]

84. Ivanova-Serokhvostova, A.; Fanti, K.; Bonillo, A.; Supèr, H.; Corrales, M.; Pérez-Bonaventura, I.; Pamias, M.; Ramos-Quiroga, A.J.;
Torrubia, R.; Nadal, R.; et al. Do Children with High Callous-Unemotional Traits Have Attentional Deficits to Emotional Stimuli?
Evidence from a Multi-Method and Multi-Informant Study. Child Psychiatry Hum. Dev. 2024, Advance Online Publication.
[CrossRef]

85. Fleming, G.E.; Neo, B.; Briggs, N.E.; Kaouar, S.; Frick, P.J.; Kimonis, E.R. Parent training adapted to the needs of children with
callous–unemotional traits: A randomized controlled trial. Behav. Ther. 2022, 53, 1265–1281. [CrossRef]

86. McDonald, R.G.; Cargill, M.I.; Khawar, S.; Kang, E. Emotion Dysregulation in Autism: A Meta-Analysis. Autism 2024, 28,
2986–3001. [CrossRef]

87. Myruski, S.; Gulyayeva, O.; Birk, S.; Pérez-Edgar, K.; Buss, K.A.; Dennis-Tiwary, T.A. Digital disruption? Maternal mobile device
use is related to infant social-emotional functioning. Dev. Sci. 2018, 21, e12610. [CrossRef] [PubMed]

88. Busuito, A.; Quigley, K.M.; Moore, G.A.; Voegtline, K.M.; DiPietro, J.A. In sync: Physiological correlates of behavioral synchrony
in infants and mothers. Dev. Psychol. 2019, 55, 1034–1045. [CrossRef] [PubMed]

89. Lunkenheimer, E.; Tiberio, S.S.; Buss, K.A.; Lucas-Thompson, R.G.; Boker, S.M.; Timpe, Z.C. Coregulation of respiratory sinus
arrhythmia between parents and children: Differences by children’s externalizing problems. Dev. Psychobiol. 2015, 57, 994–1003.
[CrossRef]

90. Lunkenheimer, E.; Tiberio, S.S.; Skoranski, A.M.; Buss, K.A.; Cole, P.M. Parent–child coregulation of parasympathetic processes
varies by social context and risk for psychopathology. Psychophysiology 2018, 55, e12985. [CrossRef]

91. Smith, C.G.; Jones, E.J.H.; Charman, T.; Clackson, K.; Mirza, F.U.; Wass, S.V. Anxious parents show higher physiological synchrony
with their infants. Psychol. Med. 2022, 52, 3040–3050. [CrossRef]

92. Stallworthy, I.C.; Elison, J.T.; Berry, D. The infant parasympathetic nervous system is socially embedded and dynamic at multiple
timescales, within and between people. Dev. Psychol. 2024, 60, 1827–1841. [CrossRef]

93. Brandes-Aitken, A.; Hume, A.; Braren, S.; Werchan, D.; Zhang, M.; Brito, N.H. Maternal heart rate variability at 3 months
postpartum is associated with maternal mental health and infant neurophysiology. Sci. Rep. 2024, 14, 18766. [CrossRef] [PubMed]

94. McDonnell, C.G.; Valentino, K.; Comas, M.; Nuttall, A.K. Mother–child reminiscing at risk: Maternal attachment, elaboration,
and child autobiographical memory specificity. J. Exp. Child Psychol. 2016, 143, 65–84. [CrossRef] [PubMed]

95. Schilbach, L.; Redcay, E. Synchrony across brains. Annu. Rev. Psychol. 2025, 76, 883–911. [CrossRef] [PubMed]
96. Don, B.P.; Simpson, J.A.; Fredrickson, B.L.; Algoe, S.B. Interparental Positivity Spillover Theory: How Parents’ Positive Relational

Interactions Influence Children. Perspect. Psychol. Sci. 2025, 20, 639–668. [CrossRef]
97. Porras, M.M.; van Campen, C.A.N.K.; González-Rosa, J.J. Eye Tracking Study in Children to Assess Mental Calculation and Eye

Movements. Sci. Rep. 2024, 14, 18901. [CrossRef]
98. Doherty, E.J.; Spencer, C.A.; Burnison, J.; Čeko, M.; Chin, J.; Eloy, L.; Haring, K.; Kim, P.; Pittman, D.; Powers, S.; et al.

Interdisciplinary Views of fNIRS: Current Advancements, Equity Challenges, and an Agenda for Future Needs of a Diverse
fNIRS Research Community. Front. Integr. Neurosci. 2023, 17, 1059679. [CrossRef]

99. Feldman, M.J.; Bliss-Moreau, E.; Lindquist, K.A. The Neurobiology of Interoception and Affect. Trends Cogn. Sci. 2024, 28, 643–661.
[CrossRef]

100. Hoehl, S.; Fairhurst, M.; Schirmer, A. Interactional Synchrony: Signals, Mechanisms and Benefits. Soc. Cogn. Affect. Neurosci. 2021,
16, 5–18. [CrossRef]

101. Hakim, U.; De Felice, S.; Pinti, P.; Zhang, X.; Noah, J.A.; Ono, Y.; Burgess, P.W.; Hamilton, A.; Hirsch, J.; Tachtsidis, I. Quantification
of Inter-Brain Coupling: A Review of Current Methods Used in Haemodynamic and Electrophysiological Hyperscanning Studies.
NeuroImage 2023, 280, 120354. [CrossRef] [PubMed]

102. Berry, D.M.; Jones, S.M.; Barnes, S.P. Maternal sensitivity and the development of adrenocortical functioning from infancy through
adolescence. Dev. Psychopathol. 2017, 29, 1077–1091. [CrossRef]

103. Kalomiris, A.E.; Kiel, E.J. Mother–Toddler Cortisol Synchrony Moderates Risk of Early Internalizing Symptoms. Infancy 2018, 23,
232–251. [CrossRef]

104. DePasquale, C.E. A systematic review of caregiver–child physiological synchrony across systems: Coordinated connections,
common functions, and complementary descriptions. Dev. Psychopathol. 2020, 32, 1754–1777. [CrossRef]

105. Di Lorenzo, M.G.; Bucsea, O.; Rumeo, C.; Waxman, J.A.; Flora, D.B.; Schmidt, L.A.; Riddell, R.P. Caregiver and Young Child
Biological Attunement in Distress Contexts: A Systematic Review and Narrative Synthesis. Neurosci. Biobehav. Rev. 2022, 132,
1010–1036. [CrossRef]

154



Children 2025, 12, 1478

106. Davies, P.T.; Cao, V.T.; Sturge-Apple, M.L.; Cicchetti, D. Advancing Differential Susceptibility Research: Development and
Validation of the Temperamental Sensitivity Q-Scale. Dev. Psychol. 2024, 60, 2016–2037. [CrossRef]

107. Lionetti, F.; Calcagnì, A.; D’Urso, G.; Spinelli, M.; Fasolo, M.; Pluess, M.; Pastore, M. A Bayesian Approach for Exploring
Person × Environment Interaction within the Environmental Sensitivity Meta-Framework. J. Child Psychol. Psychiatry 2024,
65, 1486–1500. [CrossRef] [PubMed]

108. Costa-López, B.; Ruiz-Robledillo, N.; Moreno, O.; Albaladejo-Blázquez, N.; Hernández, C.; Baryła-Matejczuk, M.; Ferrer-Cascales,
R. Sensory processing sensitivity as a predictor of health-related quality of life outcomes via stress and sleep quality. Sci. Rep.
2024, 14, 22707. [CrossRef] [PubMed]

109. Katz, L.F.; Kerns, S.E.U.; Gurtovenko, K.; Pasalich, D.; Goulter, N.; Dorsey, S.; Pullmann, M.D.; Dawson, A.; Galtieri, L.R.;
McMahon, R.J. Integrating Parent Management Training and Emotion Coaching for Young Children with Callous-Unemotional
Traits. J. Appl. Dev. Psychol. 2025, 99, 101808. [CrossRef]

110. Tkalcec, A.; Baldassarri, A.; Junghans, A.; Somasundaram, V.; Menks, W.M.; Fehlbaum, L.V.; Borbàs, R.; Raschle, N.; Seeger-
Schneider, G.; Jenny, B.; et al. Gaze Behavior, Facial Emotion Processing, and Neural Underpinnings: A Comparison of
Adolescents with Autism Spectrum Disorder and Conduct Disorder. J. Child Psychol. Psychiatry, 2025, Advance Online Publication.
[CrossRef] [PubMed]

111. Viding, E.; McCrory, E.; Baskin-Sommers, A.; De Brito, S.; Frick, P. An “Embedded Brain” Approach to Understanding Antisocial
Behaviour. Trends Cogn. Sci. 2024, 28, 159–171. [CrossRef] [PubMed]

112. Goagoses, N.; Bolz, T.; Eilts, J. Parenting Dimensions/Styles and Emotion Dysregulation in Childhood and Adolescence: A
Systematic Review and Meta-Analysis. Curr. Psychol. 2023, 42, 18798–18822. [CrossRef]

113. Lu, H.J.; Lansford, J.E.; Liu, Y.Y.; Chen, B.B.; Bornstein, M.H.; Skinner, A.T.; Dodge, K.A.; Steinberg, L.; Deater-Deckard, K.;
Rothenberg, W.A.; et al. Attachment Security, Environmental Adversity, and Fast Life History Behavioral Profiles in Human
Adolescents. Dev. Psychopathol. 2025, 37, 1534–1542. [CrossRef] [PubMed]

114. Stuhrmann, L.Y.; Göbel, A.; Bindt, C.; Mudra, S. Parental Reflective Functioning and Its Association with Parenting Behaviors in
Infancy and Early Childhood: A Systematic Review. Front. Psychol. 2022, 13, 765312. [CrossRef]

115. Allen, B.; Timmer, S.G.; Urquiza, A.J. Parent–Child Interaction Therapy as an attachment-based intervention: Theoretical rationale
and pilot data with adopted children. Child. Youth Serv. Rev. 2014, 47, 334–341. [CrossRef]

116. Marvin, R.S.; Cooper, G.; Hoffman, K.; Powell, B. The Circle of Security project: Attachment-based intervention with caregiver–
preschool child dyads. Attach. Hum. Dev. 2002, 4, 107–124. [CrossRef]

117. Cassidy, J.; Brett, B.E.; Gross, J.T.; Stern, J.A.; Martin, D.R.; Mohr, J.J.; Woodhouse, S.S. Circle of Security–Parenting: A randomized
controlled trial in Head Start. Dev. Psychopathol. 2017, 29, 651–673. [CrossRef]

118. Huber, A.; McMahon, C.A.; Sweller, N. Efficacy of the 20-week Circle of Security intervention: Changes in caregiver reflective
functioning, representations, and child attachment in an Australian clinical sample. Infant Ment. Health J. 2015, 36, 556–574.
[CrossRef]

119. Papadopoulos, D. A Case Study of Parent–Child Interaction Therapy for a Young Child with Autism Spectrum Disorder:
Behavioral and Developmental Considerations. Psychology 2020, 11, 888–907. [CrossRef]

120. Herhaus, B.; Siepmann, M.; Kahaly, G.J.; Conrad, R.; Petrowski, K. Effect of a biofeedback intervention on heart rate variability in
individuals with panic disorder: A randomized controlled trial. Psychosom. Med. 2022, 84, 199–209. [CrossRef]

121. Bögels, S.M.; Restifo, K. Mindful Parenting: A Guide for Mental Health Practitioners; Springer: New York, NY, USA, 2014.
122. Guo, J.; Feng, G. How eye gaze feedback changes parent–child joint attention in shared storybook reading: An eye-tracking

intervention study. In Lecture Notes in Computer Science; Springer: Berlin/Heidelberg, Germany, 2013; Volume 8010, pp. 30–38.
123. Shonkoff, J.P.; Garner, A.S.; Committee on Psychosocial Aspects of Child and Family Health; Committee on Early Childhood,

Adoption, and Dependent Care; Section on Developmental and Behavioral Pediatrics. The lifelong effects of early childhood
adversity and toxic stress. Pediatrics 2012, 129, e232–e246. [CrossRef]

124. Alonso, A.; Cabrera, N.J.; Kerlow, M.A.; Reich, S.M. Mothers’ and Fathers’ Emotion Socialization: Longitudinal Relations with
Toddlers’ Social Competence. Infant Behav. Dev. 2025, 78, 102034. [CrossRef] [PubMed]

125. Christou, A.I.; Fanti, K.; Mavrommatis, I.; Soursou, G. Exploring emotional face processing in children with CU traits using
eye-tracking technology: Insights into the role of sex depicted in emotional faces. Adv. Cogn. Psychol. 2025, 21, 242–252. [CrossRef]

126. Christou, A.I.; Fanti, K.; Mavrommatis, I.; Soursou, G. Parent–Child Eye Gaze Congruency to Emotional Expressions Mediated
by Child Aesthetic Sensitivity. Children 2025, 12, 839. [CrossRef] [PubMed]

127. Christou, A.I.; Fanti, K.; Mavrommatis, I.; Soursou, G.; Pergantis, P.; Drigas, A. Social Affiliation and Attention to Angry Faces in
Children: Evidence for the Contributing Role of Parental Sensory Processing Sensitivity. Children 2025, 12, 524. [CrossRef]

128. Christou, A.I.; Tsermentseli, S.; Drigas, A. The Role of Mobile Games and Environmental Factors in Improving Learning and
Metacognitive Potential of Young Students. Int. J. Interact. Mob. Technol. 2023, 17, 67–84. [CrossRef]

129. Christou, A.I.; Wallis, Y.; Bair, H.; Zeegers, M.; McCleery, J.P. Serotonin 5-HTTLPR genotype is associated with visual scanning
patterns of adverse scenes in young children. Front. Behav. Neurosci. 2017, 9, 118. [CrossRef]

155



Children 2025, 12, 1478

130. Christou, A.I.; Endo, S.; Wallis, Y.; Bair, H.; Zeegers, M.P.; McCleery, J.P. Variation in serotonin 5-HTTLPR short/long genotype
modulates resting frontal EEG asymmetries in children. Dev. Psychopathol. 2015, 28, 239–250. [CrossRef]

131. Christou, A.I.; Wallis, Y.; Bair, H.; Crawford, H.; Frisson, S.; Zeegers, M.; McCleery, J.P. BDNF Val66Met and 5-HTTLPR genotype
are each associated with visual scanning patterns of faces in young children. Front. Behav. Neurosci. 2015, 9, 175. [CrossRef]
[PubMed]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

156



Systematic Review

Socio-Emotional Wellbeing in Parents of Children with
Neurodevelopmental Disorders: A Systematic Review

Mª Lourdes Álvarez-Fernández 1,* and Celestino Rodríguez 2

1 Department of Psychology, Sociology and Philosophy, University of León, 24071 León, Spain
2 Department of Psychology, University of Oviedo, 33003 Oviedo, Spain; rodriguezcelestino@uniovi.es
* Correspondence: mlalvf@unileon.es; Tel.: +34-987291019

Abstract

Background/Objectives: Neurodevelopmental disorders (NDDs) require contextual ap-
proaches emphasizing family roles. Parents of children with NDDs face a complex socio-
emotional reality. They may experience high levels of stress, fatigue, depression, and
feelings of guilt and uncertainty, and they are often left feeling isolated and unsupported.
All of these factors increase their socio-emotional vulnerability and affect their children’s
wellbeing. A significant part of the available evidence has focused on parents of typically
developing children or on a single construct. For these reasons, and considering the impact
of the COVID-19 pandemic, the aim of this study was to review interventions targeting the
improvement of the socio-emotional wellbeing of parents of children with NDDs, in order
to characterise recent research, the specific constructs addressed, and the effectiveness of in-
terventions. Methods: No prior protocol/registration. ERIC and Web of Science databases
(selected for their broad multidisciplinary coverage in psychology and social sciences)
were searched from 2020–2025 (last search: 7 September 2025), limited to English/Spanish
publications. Inclusion criteria encompassed parents/primary family caregivers of children
with NDDs receiving socio-emotional programs. Two independent reviewers screened
the titles/abstracts and full texts, resolving disagreements through discussion. Following
PRISMA 2020 guidelines, this systematic review employed narrative synthesis without
risk-of-bias assessment and included 16 studies (approximately, 1100 participants). Results:

The analysis indicated a scarce but growing scientific output, with a complex method-
ological landscape showing promising preliminary convergence in intervention outcomes.
Interventions effects appeared mediated by cultural suitability, accessibility, and contextual
alignment. Conclusions: Future work should pursue multisystemic approaches engaging
diverse societal contexts and agents to optimize child and family wellbeing.

Keywords: family context; parental intervention; socio-emotional variables; wellbeing;
neurodevelopmental disorders

1. Introduction

Neurodevelopmental disorders (NDDs), which arise in early years, are characterised
by the presence of alterations, deficits, or difficulties in physiological, neurological, and cog-
nitive functioning or development, affecting personal, academic, and social contexts [1,2].
NDDs include autism spectrum disorder, attention deficit and hyperactivity disorder,
specific learning disorders, communication disorders, motor disorders, intellectual dis-
abilities, tic disorders, and other unspecified neurodevelopmental disorders [3]. Although
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prevalence varies between countries, due to a lack of uniform diagnostic criteria, approxi-
mately one in six children aged between 3 and 17 years old presents a neurodevelopmental
disorder, which is about 17% of the child and adolescent population [4].

NDDs can be studied from two complementary perspectives. One is internal or per-
sonal, which focuses on the factors affecting the severity of the disorder, with an emphasis
on personal and neuropsychological variables. The other is a contextual perspective, focus-
ing on analysing the external variables that can affect the prognosis and severity along with
the child’s future development [5–7]. This contextual approach includes research in NDD in
the family environment. In the DSM, and in line with family systems theory [8], interactions
between members of the family—between parents and between parents and children—are
considered key processes that determine the outcome of children’s development as well
as children’s and the family’s wellbeing. The nature and quality of family interactions are
also influenced by family-level characteristics (such as parental stress) and by child-level
characteristics (for example, the needs presented by the child).

Parents of children with NDD face a complex socio-emotional reality, which will vary
according to the type of disorder and the specific needs related to it [1,5,9]. While parents
do report positive benefits of raising a child with NDD, they have also been shown to
have a high risk of suffering high levels of stress and emotional difficulties [10]. To a
greater or lesser extent, parenting in these cases, associated with the demands of care and
different types of difficulties the children have, seems to have a negative impact on parents,
who often find themselves questioning their parenting abilities, feeling ambivalence, and
worrying about their children’s futures [11]. Parents of children with NDD have higher
rates of divorce, and higher levels of social isolation, stigmatisation, and care burden [12].
In such scenarios, one significant challenge for parents is finding sufficient time to deal with
their own needs. Parents often do not have time for self-care, a lack that is associated with
greater levels of stress, lower perceived social support, worse psychological wellbeing, and
exhaustion [13–16]. All of these factors increase socio-emotional vulnerability in the family
context, with direct, negative repercussions on children’s overall wellbeing [14,16,17].

The scientific literature in the field indicates that parents often feel misunderstood,
unsupported, under-appreciated, and ill-prepared to support their children’s needs without
additional help [18]. In this regard, provision of proactive support at the level of family
systems is seen as critical and is increasingly recommended. Parents with effective resources
and support can feel empowered to cope with and adapt to their situations, reducing the
socio-emotional risks noted above, and strengthening the family as a whole, their children’s
general wellbeing and therefore their overall health [19].

The Present Study

In summary, it is essential that research also addresses NDD from a contextual perspec-
tive, considering the family context, in relation to the impact that it can have on parents,
who should in turn be considered active agents in their children’s wellbeing. While the
family context is essential to any child’s development, it is particularly important where
there is NDD. Understanding the socio-emotional dimension of parenting in this context is
key to comprehensively addressing both family functioning and child development.

In this regard, most interventions in the field of NDD have, nevertheless, continued
to adopt an internal or personal approach, aiming their efforts towards personal and
neuropsychological variables [16]. From the contextual perspective, a significant part of
the available evidence has focused on parents of normotypically developing children or
on specific constructs such as parental stress. As a result, the findings to date have been
heterogeneous and often not easy to compare.
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Added to all of this is the impact of the COVID-19 pandemic, which meant a consid-
erable increase in, among other things, families’ levels of stress, anxiety, and emotional
overload [20]. The suspension of in-person support services, confinement, and greater care
demands led to increased parental vulnerability, highlighting the need to reinforce parents’
socio-emotional competencies even more [21,22]. This scenario also demonstrated the need
for more flexible, accessible, sustainable interventions that incorporated virtual or hybrid
formats, maintaining emotional support and guidance for families [21,23,24].

Because of the reasons outlined above, a systematic review is needed allowing the
available evidence to be summarised and synthesised. Given the considerable social and
emotional impact of the post-COVID period, this review deliberately will focus on studies
published between 2020 and 2025 that examined programmes targeting socio-emotional
reinforcement aimed at parents, or main family caregivers, of children presenting NDD.
This timeframe makes it possible to capture recent research developed in response to new
challenges, such as increased parental stress, service disruptions, and the expansion of
virtual or hybrid intervention formats. It aims to give an up-to-date picture of interventions
in the field, mapping the latest scientific output. In addition, it will look at how participants
are characterised (parental predominance, presence of other carers, and types of NDD
dealt with, among others), the methodological designs used, the main socio-emotional
dimensions examined, and the interventions with the greatest reported benefits.

The resulting synthesis will be a basis for optimising the design of more compre-
hensive programmes for parents in the future. This will help produce more coherent,
evidence-based programmes that effectively respond to families’ socio-educational needs
and consequently to the overall wellbeing of children with NDD.

2. Method

The literature review followed the criteria in the PRISMA statement [25], with
the aim of systematically identifying and examining relevant studies. No prior pro-
tocol/registration was established. Following PRISMA 2020 guidelines, this system-
atic review employed narrative synthesis without risk-of-bias assessment and included
16 studies.

The systematic review included studies that (a) analysed interventions, or the results
of interventions, aimed at promoting parents’ (or main family carers’) socio-emotional
variables; (b) had samples of parents or carers whose charges were children or adolescents,
under 18 years old; (c) were published in English or Spanish in the ERIC or Web of Science
databases; and (d) were published in the previous five years, between 2020 and 2025.

Figure 1 summarises the process for selecting the sample of articles, along with
the results, including the reasons for exclusion during the full review of the text. The
bibliographic search was performed during the first week of September 2025 in Web of
Science and ERIC, as noted above (last search: 7 September 2025). They were selected
for their broad multidisciplinary coverage in psychology and social sciences. In Web of
Science, the search was also refined by indexed journals, selecting Science Citation Index
Expanded (SCI-Expanded) and Social Sciences Citation Index (SSCI). The search used
the following Boolean terms in the title, abstract, or key words: (“neurodevelopmental
disorders” OR “special educational needs”) AND (“parent” OR “caregiver” OR “family”)
AND (“socioemotional” OR “parental well-being”) AND (“intervention” OR “program”
OR “support”).

In the first stage, all of the possible results were considered, and duplicates between
databases and searches were removed. In the second stage, the titles and abstracts were
assessed to refine the list, excluding articles that did not refer to the topic of the review or
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which did not meet the previously established criteria. Lastly, the full texts of the remaining
articles were reviewed to produce the final sample.
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n

Records or citations identified in September 

2025 (n=112)

Databases (n = 2)

Screened citations or records

n = 97

Publications assessed for eligi-

bility by title and abstract

n = 53

Publications assessed for full-text 

eligibility

n = 16

Duplicate citations (n = 15)

Excluded (n = 44)

(do not meet the inclusion criteria)

Excluded (n = 37)

Exclusion criteria:

Case studies (n = 12)

Not related to the topic (n = 8)

Theoretical articles (n = 7)

Does not include all the variables under 

study (n = 6)

Not empirical article (n = 4)

Figure 1. PRISMA Flow diagram of the systematic review. Adapted from [25].

Two independent reviewers screened the titles/abstracts and full texts. Disagree-
ments were resolved through discussion. No snowballing was applied, as the ERIC and
Web of Science databases provided 112 relevant records within the restricted timeframe
(2020–2025).

2.1. Inclusion and Exclusion Criteria

The criteria for including articles were: (a) that the articles were published between
2020 and 2025. The 2020–2025 timeframe was chosen to focus on recent evidence reflecting
post-COVID challenges, providing an updated synthesis amid limited prior reviews on
this specific scope; (b) that the samples were parents or, alternatively, other primary family
caregivers of children with NDD, and that the children were minors; (c) that they were
studies staging interventions focused on promoting parents’/caregivers’ socio-emotional
variables; and (d) that they were published in English or Spanish.

Studies were excluded if they met the following criteria: (a) studies published as
book chapters or conference summaries rather than scientific articles; (b) case studies; and
(c) meta-analyses or reviews.

2.2. Data Collection

Following the PRISMA criteria, using the two aforementioned databases in the identi-
fication phase, a total of 112 articles were produced by the search terms and publication
filters (2020 to 2025). Each of those articles was reviewed against the inclusion and ex-
clusion criteria, with 15 duplicates removed before the screening phase, leaving a total of
97 pre-selected articles.
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In the screening phase, 44 of the 97 pre-selected articles did not meet the inclusion
criteria, as they did not deal with the required variables or were not scientific articles. This
left 53 articles for suitability review.

Reviewing the suitability indicated that 37 articles did not meet the inclusion criteria
for various reasons: they were cases studies, were not specifically related to the topic, were
theoretical articles or meta-analyses, did not include all the variables being studied, or the
variables were not clear.

Finally, 16 articles were selected that met all of the criteria, which were subsequently
analysed.

3. Results

3.1. Year of Publication, Language, Journal, and Country

Since 2020, based on the review, research on the topic has been scarce. From 2020 to
2022 only a single article was published each year. 2025 saw the most articles, a total of
6, published. All of the articles were published in English in 8 different journals. Only
the Journal of Applied Research in Intellectual Disabilities and the Journal of Autism and
Developmental Disorders published more than one article on the topic during the last five
years. The largest proportion of the studies (31.25%) were conducted in the United States
(Table 1).

Table 1. Bibliometric properties of the articles included in the systematic review (N = 16).

Descriptive Variable Fr %

Year of publication

2020 1 6.25
2021 1 6.25
2022 1 6.25
2023 4 25.0
2024 3 18.75
2025 6 37.50

Language

English 16 100.0

Journal

Advances in Neurodevelopmental Disorders 1 6.25
Autism 1 6.25

Autism Research 1 6.25
Child: Care, Health and Development 1 6.25

Journal of Applied Research in Intellectual Disabilities 5 31.25
Journal of Autism and Developmental Disorders 5 31.25

Journal of Intellectual & Developmental Disability 1 6.25
Research in Developmental Disabilities 1 6.25

Sample Country

Canada 2 12.50
USA 5 31.25

United Kingdom 4 25.0
India 1 6.25
Italy 1 6.25

South Africa 1 6.25
Sweden 1 6.25
Turkey 1 6.25

Total 16 100.00
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3.2. Variables Related to Participants in the Studies Analysed

There was variety in both sample composition and sample size. Mothers predom-
inated, although some studies included fathers or other family members considered to
be principal caregivers, reflecting a broader approach to the family context. Sample
sizes ranged from small, with 10 participants, to a larger sample of 261 parent–child
dyads. Parents’ age was only specified in five studies, and the mean age was 39.9. Lastly,
in 4 of the studies (25%), the participants came from challenging contexts or were at
psychosocial risk.

In relation to the types of NDD the studies addressed, 9 of the interventions considered
a variety of NDDs (56.25%), while 6 focused specifically on the autism spectrum (37.5%)
and 1 on intellectual disability (6.25%). The age ranges of the children were also very
diverse, from studies that looked at broad age ranges (e.g., from 0 to 17 years old) to others
that examined narrower ranges (e.g., from 2 to 4 years old). The predominant age range
was around 3 to 11 years old, with the largest proportion of studies dealing with parents of
preschool or primary school children (Table 2).

3.3. Methodological Characteristics of the Studies Analysed

All of the studies demonstrated a common interest in improving parents’ or main
family carers’ socio-emotional wellbeing. However, each study addressed specific aspects
with complementary approaches. 10 of the studies (62.5%) focused specifically on evaluat-
ing aspects referring to preliminary efficacy, feasibility, acceptability, and implementation
processes of the interventions, some of which were innovative such as online programmes
or those based on acceptance and commitment therapies. Other objectives ranged from
exploring and describing carers’ subjective experiences to identifying risk and protective
factors associated with parental stress, or analysing the relationships between variables
such as self-compassion, self-efficacy, empowerment, and quality of family life. Conse-
quently, the methodological designs were varied, from quasi-experimental pre–post studies
without control groups to controlled randomised trials with parallel groups and pre, post,
and follow-up evaluations.

In terms of evaluation instruments, the studies used a wide variety, combining quanti-
tative methods—which included standardised scales and validated questionnaires—and
qualitative methods—predominantly semi structured interviews or focus groups, along
with emotional journals and self-reports. The most commonly measured variables were
parental stress, in 9 studies (56.25%), depression in 5 studies (31.25%), and parental self-
efficacy and anxiety, in 4 studies each (25%). The studies measuring aspects such as
feasibility and acceptability of interventions did so mainly via checklists, registers of
attendance, and ad hoc satisfaction questionnaires.

Finally, it is worth noting that 4 interventions (25%) were designed with the additional
consideration of being applied in very specific situations of psychosocial risk, such as in
populations with cultural or linguistic barriers to accessing services, or in rural communities
with limited economic resources.

All of the information noted above related to the focus or objective of each study, the
participants, methodological design, measures, and evaluation instruments are classified
and specified in the table below (Table 2).

A high methodological heterogeneity was observed, which was addressed through a
thematic narrative synthesis. This approach made it possible to identify convergences in
the effectiveness of the interventions, moderated by factors such as cultural adequacy and
format accessibility (Tables 2–4).
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Table 3. Summary of the main characteristics of each intervention.

Authors (Year) Intervention Characteristics

Ahmed et al. (2023) [4]

Short online intervention, 4 weeks, asynchronous (allowing access to the programme in line
with participants’ other day to day commitments).

Weekly modules lasting about 12 min (weekly reminders to finish modules):
(1) Psychoeducation in self-compassion, (2) self-kindness, (3) shared humanity, and

(4) mindfulness.
Each module includes short psychoeducation about the topic being dealt with and a written

experiential activity adapted to reflect parental experiences.
Various activities: reflection exercises, writing about painful parenting events, and practices

to promote self-compassion, self-kindness, recognition of shared humanity,
and mindfulness.

Bergman et al. (2023) [26]

Group coping intervention based on Acceptance and Commitment Therapy
(ACT Navigator)

5 group sessions each lasting 3.5 h and 1 reinforcement session lasting 2.5 h:
(1) Where am I? Parenting a child with a disability; psychoeducation about parental stress, grief,
the importance of rest; coping strategies; acceptance as an alternative to control and avoidance.

(2) What is important for me? Impact of language on suffering; healthy distance from
internal experiences; mindfulness in everyday tasks, play, and activity; valuable areas of life;

accepting the child; self-compassion.
(3) What can hold me back? Working on values: “Navigator for parenting and life”;

identifying and managing internal and external barriers; unwritten rules that act as barriers;
triggers in challenging parenting situations.

(4) What do I need to do? The observer’s perspective and changing perspective; mindfulness
and experiential acceptance in difficult situations; committed action that matters.

(5) What do I promise myself? Creating an energetic balance: changing or accepting daily
activities; engaging with parenting values; self-care; mindfulness in pleasant situations;

self-compassion; psychologically flexible parenting.
Closed groups of between 8 and 16 parents.

Actively experiential methods: exercises, metaphor, dramatization, imaginary presentations,
psychoeducation, mindfulness

Boule et al. (2023) [27]

Early Positive Approaches to Support (E-PAtS).
Group intervention lasting 8 weeks involving psychoeducational strategies and emotional

support, with weekly 2–2.5 h group sessions in-person or online: (1) how to deal with
available support and services, (2) parental self-care, (3) sleep, (4) communication,

(5) adaptive behaviours, (6 & 7) challenging behaviours, and (8) close and reflection.
Intervention co-implemented by a mental-health specialist and a trained parent.

Use of emotion journals to record and reflect on parents’ own emotions before and after
each session.

Buyuk & Ozmen (2025) [28]

Parental empowerment programme in two parts: (1) training in empowerment for parents
(4 in-person group sessions lasting 45 min each), and (2) motivational interviews

(2 individual sessions).
The topics addressed include the importance of play and communication, problems and

managing them in nutrition, sleep, safety, self-care, and strategies for coping with
parental stress.

The sessions used interactive methods: structured presentations, guided discussion, and
question and answer sessions.

The motivational interview was performed by a certified researcher to ensure adherence
and competence.

Fante et al. (2025) [29]

Mainly clinical intervention, but with activity in the home agreed with the family, based
on TEACCH.

Involving specialists from different areas (clinical psychologists, paediatricians, child
neuropsychologists, speech therapists) in constant collaboration with the families.

Variable duration, with individual, weekly 2–4 h sessions (the number of sessions is not
specified: ongoing intervention).

Parental training with an emphasis on active parental participation in all stages of diagnosis
and rehabilitation, active collaboration between parents and specialists, parental training,

psychological support, and generalisation of learning in the home.
Topics: personalised TEACCH strategies, behavioural management, developing skills,

parental and family support, training and support, social inclusion.

https://doi.org/10.3390/children13010099
167



Children 2026, 13, 99

Table 3. Cont.

Authors (Year) Intervention Characteristics

Gore et al. (2022) [30]

Early Positive Approaches to Support (E-PAtS).
Group intervention, co-facilitated by a specialist and a family carer to offer early support

to families.
8 weekly sessions lasting about two and a half hours, with groups of between 4 and

8 families.
Combines practical exercises, group discussions, and psychoeducation.

Subjects covered: access to services and training in assertiveness skills; carer’s wellbeing,
promoting self-care and emotion management; helping the child sleep; communication and
interaction with the child; development of adaptive skills; managing challenging behaviour

(2 session); and incorporating knowledge and planning for the future.

Ibrahim et al. (2025) [31]

Community intervention based on cognitive behavioural therapy (CBT), with a strong
parental participation component in 2 different directions: intervention for children and

intervention for parents.
The intervention for parents offers 3 possible formats: (1) 9 weekly forty-five-minute

sessions, (2) 18 thirty-minute sessions, or (3) 2 two-hour sessions spaced each three weeks
for 9 weeks. Regardless of format, the program begins with a 2-h informative session.

Online version is available (applied during the COVID-19 pandemic).

Ingersoll et al. (2024) [32]

ImPACT Online: parent-mediated intervention programme, based on the
Naturalistic–Developmental–Behavioural Intervention (NDBI).

2 possible formats:
(1) Self-directed (over 6 months, 12 online interactive readings each lasting 75 min,

depending on the pace of each participant). The readings cover: benefits of parent-mediated
intervention, social communication, preparing the home for success, and other strategies

(concentrating on the child, tailoring communication, creating opportunities, teaching new
habits, and modelling interaction).

(2) Self-directed + remote assistance from a therapist (includes 24 thirty-minute remote
coaching sessions over 6 months: 2 sessions per week provided by a clinical specialist).

Lodder et al. (2020) [20]

Psychosocial intervention protecting against stigma (SOLACE programme).
Eight weeks of weekly sessions (hybrid format: in-person sessions (1, 4, and 8) and online

(2, 3, 5, 6, and 7)).
The programme is based on psychoeducational strategies, cognitive restructuring, and
techniques centred on compassion for reducing internalisation of stigma and protecting

parents’ mental health. It includes group activities, discussion, and shared experiences to
encourage identification with other parents and social support.

Topics covered: myths and stereotypes about autism, managing stigma, positive meaning in
care, resilience, self-esteem, social support, self-care and acceptance, as well as strategies for

dealing with automatic negative thoughts related to stigma.

Ondrušková et al. (2023) [33]

Stepping Stones Triple P (SSTP) programme, parent-mediated.
A psychoeducational programme based on the social learning model, comprising 6

in-person group sessions lasting 2.5 h and 3 individual thirty-minute calls over 9 weeks,
given by trained therapists.

Teaches behavioural strategies and management strategies to improve parents’ confidence
and reduce challenging behaviours, promoting a positive parent–child relationship.

Proctor et al. (2024) [34]

Parental intervention programme with a group approach for reinforcing parenting skills.
8 group sessions lasting 2 h each. Uses a participative methodology where the facilitators

guide, but the parents share and direct.
Focus: parent empowerment and self-efficacy; peer support, connection between families
facing similar challenges; social inclusion; sharing knowledge about resources, rights, and

wellbeing related to disabilities; defensive skills and being advocates of children with
disabilities; others such as health and community integration.

Safer-Lichtenstein et al. (2023) [35]

2 parental interventions (initially in-person but due to COVID-19, an online format was
adopted):

- Psychoeducation, stress reduction and mindfulness (MBSR).
- Behavioural training for parents (BPT).

10 group support sessions, each lasting about 90 min, weekly over 10 weeks.
Psychoeducation content + parental behavioural training or + mindfulness-based stress

reduction techniques (MBSR).
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Table 3. Cont.

Authors (Year) Intervention Characteristics

Schelbusch et al. (2024) [36]

The Well-Beans for Caregivers programme (an adaptation of a wellbeing module for carers
from the WHO Caregiver Skills Training (CST) programme).

3 in-person group sessions each lasting 2 h, over 3 weeks:
- Session 1: introduction to acceptance and commitment, with emphasis on identifying

personal values and the importance of accepting difficult emotions; activities to learn to be
present and observe thoughts without judgement.

- Session 2: techniques for coping with stressful thoughts and feelings related to caring for
the child; exercises to improve psychological flexibility and manage emotional stress.

Session 3: reinforcing commitment with actions in line with identified values; strategies for
self-care, and construction of social support networks that strengthen resilience.

The intervention is facilitated by a tiered model of training and supervision that includes
mental health specialists and non-specialists.

It is based on Acceptance and Commitment Theory (ACT). The sessions include stories, live
exercises, and group discussions to help carers manage stress and improve their

mental wellbeing.
Strategies are applied to facilitate understanding, accessibility, and cultural adaptation, such

as simplified language, use of illustrations, and the possibility of mixing local idioms
with English.

Schwartzman et al. (2021) [37]

AMOR programme (Acceptance, Mindfulness, Optimism, Resilience Method).
Facilitated by specialists in psychology

8 weekly group sessions lasting about 90 min each, which combine teaching, group
discussion, behavioural practice, and weekly homework.

Meditation exercises, reviewing homework, teaching new resilience strategies based on
cognitive-behavioural therapy, full attention, self-compassion, and optimistic thinking.

Content: managing stress, changing mentality about stress, gratitude, mindfulness,
acceptance, facing grief and loss, optimism (in two sessions), self-compassion, and review to

prioritise resilience.

Sutherland et al. (2025) [38]

Positive Family Connections Programme.
Facilitated by trained family carers, supervised by psychologists.

6 online group sessions lasting 2 h with groups of 6–8 families (up to 2 carers per family).
Topics covered: strengthening family relationships and wellbeing through peer support and

promotion of healthy family processes.

Yu et al. (2025) [39]

Family PODER: an intervention culturally adapted for Latin American families.
10 weekly virtual individual sessions with a trained promotor, each lasting about 1 h, plus 3
group sessions reinforcing the content, two in-person and one virtual as an adaptation to

overcome logistical obstacles.
Individual session content: wellbeing and managing stress; balanced nutrition and food

preparation; social support and healthy decision-making.
The group sessions involve interactive activities to reinforce the learning, including

practical demonstrations.

Table 4. Socio-emotional variables addressed, principal related results, and percentages of effective-
ness and adherence to the interventions.

Intervention
Aspects Addressed to

Improve Socio-Emotional
Wellbeing

Main Related Results Effectiveness (%) Adherence (%)

Ahmed et al. (2023) [4] - Self-compassion
- Emotional wellbeing

- Reduced parental stress
- Increased self-compassion ~60–65% >80%

Bergman et al. (2023) [26] - Parental stress
- Self-care

- Improved emotional
acceptance

- Reduced parental stress
>70% 80–85%

Boule et al. (2023) [27] - Parental self-care
- Communication

- Improved self-care
- Improved family life 65–75% >75%
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Table 4. Cont.

Intervention
Aspects Addressed to

Improve Socio-Emotional
Wellbeing

Main Related Results Effectiveness (%) Adherence (%)

Buyuk & Ozmen (2025) [28]
- Stress management

- Communication
- Empowerments

- Increased parental self-efficacy
- Reduced stress 70% 70–75%

Fante et al. (2025) [29]
- Behavioural
management

- Social abilities

- Reduction in disruptive
behaviours

- Improved social skills
>70% 75–80%

Gore et al. (2022) [30] - Self-care
- Adaptive skills

- Improved access to services
- Promoted self-care

- Improved adaptive skills
65–70% >70%

Ibrahim et al. (2025) [31] - Stress
- Parenting skills

- Improved parenting abilities
- Improved stress management >70% 70–80%

Ingersoll et al. (2024) [32] - Social communication
- Behavioural management

- Improved social
communication

- Reduction in disruptive
behaviours

75–85% 80%

Lodder et al. (2020) [20]
- Resilience

- Stigma
- Social support

- Increased resilience
- Reduced stigma

- Improved social support
65–70% 70%

Ondrušková et al. (2023) [33]
- Behavioural
management

- Parenting strategies

- Improved parenting strategies
- Improved confidence 70–80% >75%

Proctor et al. (2024) [34] - Empowerment
- Peer support

- Strengthened active
participation

- Strengthened social networks
- Benefits in defensive skills

65–70% 75%

Safer-Lichtenstein et al. (2023)
[35]

- Stress
- Emotional wellbeing - Reduced parental stress >70% 70–75%

Schelbusch et al. (2024) [36] - Self-care
- Resilience

- Increased resilience
- Reduced anxiety 70% 80%

Schwartzman et al. (2021) [37] - Social support
- Family wellbeing

- Strengthened social support
- Strengthened family wellbeing 65–70% 75%

Sutherland et al. (2025) [38] - Coping
- Resilience - Improved emotional wellbeing 70–80% 80–85%

Yu et al. (2025) [39]

- Stress
- Emotional wellbeing
- Parent empowerment

- Social support

- Improved stress management 70–75% 70–75%

3.4. Description of the Interventions in the Reviewed Studies

Firstly, looking at the format of the interventions, 10 were implemented in groups
(62.5%), 3 were individual (18.75%), and 3 were mixed modality (18.75%). In terms of how
they were delivered, 7 were in-person (43.75%), 4 were online or virtual (25%), and 2 were
in a hybrid format (12.5%). In addition, 1 intervention that was initially designed to be
delivered in person was adapted to an online format due to the COVID-19 lockdown, and
another intervention could be applied in both formats.

Two of the interventions (both online) were self-directed (12.5%), 7 were facilitated by
specialists in mental health, psychology, or associated areas (43.75%), and the remained
were co-facilitated by specialists and parents or family carers (43.75%).

The interventions lasted between 2 and 18 sessions, with the most common duration
being 6 to 10 sessions. Sessions lasted from 30 min for individual sessions to up to 3.5 h in
intensive group sessions. The session content, related to direct care for parents/main family
carers, focused on a variety of topics: parental self-care, stress management, parenting
skills, self-compassion, parental empowerment, reduction in stigma, and aspects related to
physical wellbeing. From a methodological perspective, the interventions used cognitive-
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behavioural therapy, acceptance and commitment therapy, psychoeducation, experiential
interventions, mindfulness, and parent-mediated behavioural strategies.

Specific information about the main characteristics of each intervention reviewed is
provided in detail in the table below (Table 3).

3.5. Principal Results and Findings from the Analysed Studies

The table below (Table 4) summarises the aspects that the interventions were identified
as working on, related to parental wellbeing at the socio-emotional level, along with the
main related results. It also shows a combination of specific numeric data and qualitative
data in relation to percentages of effectiveness and adherence to the interventions.

There was a convergence in terms of efficacy, with most interventions reporting, for
example, significant reductions in parental stress and parents’ emotional health, along with
increased active participation and social networks from the participants. In addition, there
was over 70% adherence reported, which reinforces the idea that these interventions are
viable and accepted.

Interventions such as [4,26,37] stand out for applying techniques centred on self-
compassion, mindfulness, and based on Acceptance and Commitment Therapy (ACT),
achieving consistent effects in improving parents’ wellbeing and excellent adherence (be-
tween 80–85%). On the other hand, programmes such as [27,38,39]—which combined
professional facilitation, active participation from trained parents and community promo-
tors, in online and in-person formats—demonstrated outstanding results in self-efficacy,
emotional regulation, and social support, with high scores in satisfaction and adherence
above 70%. The interventions focusing on training behavioural skills and social communi-
cation, such as [32,33], stand out for their positive effects on behavioural management and
improvements in family communication, again with good adherence (>75%).

The evidence indicates that the effectiveness of the interventions in this review is
mediated by cultural suitability, the format, and the relevance to the specific needs of
each family context. Because of that, interventions incorporating a multidimensional,
adaptive focus achieve better overall results. Parental self-efficacy was strengthened
through empowerment programs and Acceptance and Commitment Therapy interventions,
which fostered more effective coping strategies. Social support acted as a key mediator in
reducing stress and feelings of isolation, with better outcomes observed in group-based
or parent co-facilitated interventions. Improvements in parental self-efficacy stemmed
from specific skill training and peer emotional validation, which significantly reduced
perceived burden. Social support, particularly in group-based programs, emerged as a key
resilience mechanism, moderated by contextual factors such as service accessibility and
cultural barriers.

4. Discussion

This systematic review looked at studies published between 2020 and September 2025
on interventions focused on improving or promoting socio-emotional wellbeing in parents
(or main family carers) of children with NDD. The review confirms that, although scientific
output has been scarce, it is growing, particularly from 2023 onwards. This has perhaps
been largely driven by the negative impact of the COVID-19 pandemic on these families,
because lockdowns and suspension of support services led to them facing an increased
care load and more stress.

The participants in the interventions were largely mothers. This is another confirma-
tion of the fact that mothers tend to take on the bulk of primary care in the family context,
with greater levels of stress according to the literature in the field [10,11]. This situation
underscores why mothers have been the main focus of the interventions’ attention. The re-
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view also showed the wide range of sample sizes and greater attention to autism spectrum
disorder and intellectual disability. The main ages of children covered by the interventions
was between 3 and 11 years old, which is perhaps justified by the high prevalence of these
disorders and their early diagnostic visibility [3].

The methodological designs and aspects of the interventions analysed in this review
also reflect a wide diversity, from quasi-experimental pre-post designs without control
groups, to randomised controlled trials with parallel groups, combining quantitative,
qualitative, and mixed approaches. On the one hand, this picture shows the growing
maturity of this line of research and the richness and complexity of the field. On the
other hand, it reflects the rapid changes and urgent adaptations forced by the COVID-
19 pandemic [31]. That said, it is worth noting that a significant majority of the studies
used quasi-experimental pre–post designs without control groups, with a quantitative
approach, prioritising the evaluation of feasibility and the preliminary effectiveness of
the interventions.

Turning to the characteristics of the interventions themselves, in-person, group for-
mats, facilitated by specialists, or co-facilitated by trained parents, predominated over
self-directed formats. Nonetheless, there was evidence of an increased tendency towards
online or hybrid formats, again driven by the impact of COVID-19. Both formats, online
and hybrid, have been shown to be viable, increasing the flexibility available to interven-
tions, and facilitating participation in rural environments or places with limited resources,
although challenges remain such as those related to accessibility and technological and
social obstacles, which need to be addressed to ensure equity [34].

The number of sessions and how long they last varied according to the formats
and modalities, the types of facilitation and the methodological approach of the inter-
ventions. With regard to the latter, the approaches mainly combined psychoeducation,
cognitive-behavioural therapy, acceptance and commitment therapy, experiential inter-
vention, mindfulness, and parent-mediated behavioural strategies. They addressed topics
within socioemotional wellbeing, linked to parental self-care, stress management, parent-
ing competencies, communication and social skills, managing challenging behaviours,
self-compassion, parental empowerment, reduction in stigma, and aspects of physical
wellbeing. The most common methodological approach was psychoeducation to address
parental self-care and stress, the socioemotional variables that were most commonly present
in the interventions in this review.

On this point, it is worth noting that the review found promising preliminary con-
vergence across the 16 interventions analysed, despite their methodological diversity,
with significant reductions in parental stress, improvements in emotional health, and
greater active participation or improvements in parents’ social networks. More specifically,
the interventions based on acceptance and commitment therapy, mindfulness, and self-
compassion stood out for their consistency. These types of experiential techniques may be
more accessible than others for families in challenging situations [4,26,37]. Co-facilitated
interventions exhibited high percentages of satisfaction [27,38,39], and those that included
parent-mediated behavioural strategies or that addressed family communication achieved
high percentages of adherence. In this regard, the scientific evidence about the benefits
of peer-directed self-help groups is sound. The support they provide has been shown to
be essential in reducing feelings of isolation, stigmatisation, and internalisation of self-
stigma [20,27]. Creating safe spaces for exchanging experiences and mutual validation
promotes feelings of belonging, normalisation, and empowerment [30,33].

In short, the evidence suggests promising preliminary effectiveness of these inter-
ventions, but this effectiveness is also mediated by cultural suitability, accessibility, and
whether they are aimed at specific contextual needs [34–36,39]. In low-resource settings,
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short asynchronous online programs [4,32] proved most feasible. Peer co-facilitation should
be prioritized when professional access is limited [27,30].

5. Conclusions

Interventions aimed at the parents or family carers of children with NDD should be
considered an area of particular interest, owing to the socio-emotional challenges these
families face [20,30]. The present systematic review has allowed us to take a detailed snap-
shot of the current scientific picture in the field, and shows that these types of interventions
are key tools in helping families face that challenge, indirectly contributing to the children’s
wellbeing and quality of life [14]. That said, there are some considerations that should be
borne in mind that may offer greater robustness and soundness to this field of research,
related for example, to more robust methodological designs, longitudinal follow-up of
interventions to consolidate knowledge of their impact and sustainability, and the balance
between scientific validity and practical applicability, among other aspects.

The findings of our systematic review have notable implications, especially given the
scarcity of research over recent years, although it is growing. This scarcity makes it even
more important to analyse the socio-emotional impact on parents, mostly mothers, who face
high levels of stress, anxiety and depression, overload, and social isolation, aggravated by
the COVID-19 pandemic, which underscores the urgency of family context approaches [21].
For this reason, various practical implications at the family, educational, political, and social
level are discussed below.

Firstly, at the family level, we should bear in mind that raising a child with NDD
produces socio-emotional maladjustment in parents that may lead to less adaptive parent-
ing styles, increasing the burden of care and stigmatisation. Consequently, it is essential
to develop accessible, culturally appropriate family programmes that equip parents with
skills for self-care, stress management, and empowerment [40]. In this regard, interventions
should be multidimensional, as well as directly addressing child wellbeing.

Secondly, on an educational level, parents’ socio-emotional state is also a priority.
Children with NDD present difficulties and vulnerabilities that affect school and family
contexts. This is why education professionals must be trained in socio-emotional compe-
tencies to help prevent parental exhaustion and to promote group interventions. Seeking
family involvement is essential, and it needs to be quality involvement, through two-way
communication between school and the home [19].

On a political level, the most important implication is related to the promotion of
inclusive policies in line with socio-emotional care in all of the environments surrounding
children with NDD and their parents, considering their day-to-day challenges. It would
be useful to design early detection programmes and access to services that combine ed-
ucational, social, family, and mental health work, encouraging co-facilitation by skilled,
trained parents to reduce stigma and social isolation and to optimise community resources,
with particular attention to vulnerable family situations [41]. These interventions must be
within comprehensive systems of family care in order to maximise their impact on quality
of life and social inclusion [30,34,42,43].

Finally, in the mental health sphere, there should be better collaboration with schools
to offer integrated support to students with NDD and their families through specific
programmes [44]. In addition, parents and educators need good quality training in early
detection and the application of evidence-based interventions [5,45–48].

Despite these practical implications, the review does have a series of limitations that
need to be considered when interpreting the results. In the first place, the sample of
articles included for the review was small, as there were only a limited number of studies
published on the topic in the time period selected, and the search was limited to only
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two databases. On the other hand, no protocol/registration was established prior to the
search nor was a risk-of-bias assessment conducted. In addition, the selected studies also
included interventions that were not limited solely to developing or strengthening socio-
emotional variables, to a single modality, format, or specific intervention characteristics,
cultural contexts, family scenarios, participants or NDD, or specific age ranges, which may
limit how representative and generalisable the findings are. These are aspects that future
research may address specifically in a variety of ways, with the present systematic review
being seen as a first approach. Finally, in accordance with the implications noted above, it
would be interesting for future studies to address the same research objective, but from
a multisystemic perspective. Consequently, the present review emphasises the need for
future interventions to address parental socio-emotional wellbeing with the involvement
of different contexts and agents in society, with the same ultimate aim of improving the
overall wellbeing of children with NDD.
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