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IMPORTANCE Antisocial behavior and adult criminality often have origins in childhood and are
best addressed early in the child’s life using evidence-based parenting programs. However,
families with additional risk factors do not always make sufficient changes while attending
such programs; these families may benefit from additional support.

OBJECTIVE To evaluate the efficacy of adding a 10-session, structured home parent support
(HPS) intervention to enhance outcomes for high-risk families attending the Incredible Years
Parent (IYP) program.

DESIGN, SETTING, AND PARTICIPANTS A randomized clinical superiority trial of 126 parents of
children aged 3 to 7 years with conduct problems compared the IYP program plus HPS with
treatment as usual of the IYP program alone. Child behavior measures were collected before
and after treatment and at the 6-month follow-up. Recruitment from 19 IYP groups began
February 13, 2013, and follow-up data collection was completed June 4, 2015. All data were
analyzed using an intention-to-treat design with last observation carried forward. Statistical
analysis took place from May 20, 2015, to March 31, 2016.

INTERVENTION Parents were randomly assigned to receive IYP program plus HPS 
or IYP alone.

MAIN OUTCOMES AND MEASURES The primary outcome measure was the posttreatment
change in Eyberg Child Behavior Inventory Total Problem Scale (ECBI-P) score. Secondary
outcomes included maintenance of change on the ECBI-P score, ECBI Intensity Scale score,
and Social Competence Scale score at the 6-month follow-up; percentage of child behavior
scores in the clinical range after treatment; retention; and attendance.

RESULTS A total of 126 parents (112 women and 14 men; mean [SD] age, 34.7 [8.4] years)
were included; 63 parents were randomly assigned to each intervention group. Analysis
of variance using intention to treat showed no significant difference between groups after
treatment (P = .62). At follow-up, there was a medium effect (d = 0.63) showing a significant
benefit from IYP plus HPS of 3.6 (95% CI, 0.8-6.5) on the ECBI-P score (F1,124 = 6.3; P = .01).
Families receiving the IYP plus HPS intervention had significantly fewer children with child
behavior scores in the clinical range after treatment (9 of 51 [17.6%]) compared with families
receiving the IYP program alone (18 of 45 [40.0%]), and this status was maintained
at follow-up. The HPS intervention had better retention than the IYP program (dropout,
7 [5.6%] vs 16 [12.7%]) as well as better attendance.

CONCLUSIONS AND RELEVANCE In this trial, the IYP plus HPS intervention significantly
improved outcomes for the most vulnerable families at 6 months. This study demonstrated
that the HPS intervention is an effective addition to the IYP program to improve engagement
and implementation of IYP program strategies and enhance child behavior outcomes
for the most vulnerable families.
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C onduct problems in young children include aggres-
sive, dishonest, defiant, and disruptive behaviors.1 The
prevalence and intensity of these conduct problems are

increasing, which negatively affects child, parent, and com-
munity well-being, resulting in increased demands on health,
education, and social services.2-5 Without effective interven-
tion, conduct problems in young children have the potential
to lead to conduct disorder and/or long-term difficulties in-
cluding substance abuse, mental health difficulties, criminal
behavior, and poor physical health.6-8 The best outcomes for
children with conduct problems are achieved with early in-
tervention using evidence-based parent training programs.9

Even with the best programs, not all families respond
equally.10,11 Up to one-third of families still have significant child
behavior problems immediately after treatment, which is asso-
ciated with poorer long-term outcomes.11-13 Vulnerable families
have additional parental risk factors such as depression or
substance abuse,14,15 low self-efficacy, and punitive parenting
practices.16 Thesefactorsaffectparents’abilitytoremainengaged
in programs and to implement new parenting skills.17 Providing
additional support in the home for parents while attending par-
ent training may improve outcomes for high-risk families.12

During the last 20 years, there has been an increase in home visit
programs in an attempt to improve child well-being,18 but these
programs do not provide specific strategies to address conduct
problems, and only a few home visit programs have demon-
strated long-term benefits for parents and young children.19-21

Having skilled therapists visit homes to support parents pro-
vides an opportunity to observe interactions and assess factors
preventing change such as parental psychopathologic character-
istics, difficult marital relationships, and parenting style.22 Com-
bining an individualized home visiting treatment along with an
evidence-based group parent program has the potential to ad-
dress some of the barriers to achieving good outcomes but has
not previously been evaluated, to our knowledge.

The home parent support (HPS) program was developed
by one of us (D.L.) to enhance outcomes from the Incredible
Years Parent (IYP) program. The basic IYP intervention was se-
lected as the parent program because of its strong empirical
evidence for children with conduct problems.4,11,23-26 The IYP
program covers strategies to build a strong parent-child rela-
tionship, to promote positive behaviors, and to reduce inap-
propriate behaviors. The IYP program draws on social learn-
ing and behavioral theories. Details of IYP can be found at
http://www.incredibleyears.com.

The HPS program is a 10-session home-based coaching in-
tervention delivered while parents attend the IYP program. The
aim is to support parents to effectively implement IYP strate-
gies in their homes. With the combination of group and indi-
vidualized support, it was expected that outcomes from the
IYP program would be maximized. An initial pilot study found
that HPS was acceptable and showed benefits in both reten-
tion and satisfaction.27

The aim of this research was to evaluate the efficacy of add-
ing HPS for high-risk families attending the IYP program. The
primary hypothesis was that HPS would improve child behav-
ior scores immediately after treatment compared with the IYP
program alone. Secondary hypotheses included improved child

behavior at the 6-month follow-up, improved attendance at
the IYP program, improved retention in the program, and fewer
participants with child behavior scores in the clinical range im-
mediately after treatment.

Methods
Trial Design
A superiority randomized clinical trial was conducted in ac-
cordance with the Consolidated Standards of Reporting Trials
(CONSORT) reporting guideline. Full design details are in
the published protocol28 (trial protocol is available in
Supplement 1). Outcomes data were collected before and after
treatment and at the 6-month follow-up. All data were analyzed
using an intention-to-treat design with last observation carried
forward. Approval was received from the New Zealand
Northern B Health and Disability Ethics Committee (NTY/12/
06/050). All participants received information on the trial
and provided written consent. Participants received NZ$25
(US $17.1) for the pretrial and posttrial interviews and NZ$50
(US $34.3) for the follow-up interview for a total of NZ$100 (US
$68.5).

Participants
Recruitment began February 13, 2013, and follow-up data col-
lection was completed June 4, 2015. Participants were re-
cruited from 19 IYP groups delivered in a community mental
health service in New Zealand. Parents were eligible for the trial
if they met the following criteria: they were English-speaking
parents or caregivers of a child aged 3 to 7 years and were en-
rolled to attend the basic IYP program (1 child per family was
included); parent-rated child behavior scores were in the clini-
cal range for 1 psychometric scale (Eyberg Child Behavior In-
ventory Total Problem Scale [ECBI-P] score, >11 [t> 55]; ECBI
Intensity Scale [ECBI-I] score, >127 [t> 59]; or Social Compe-
tence Scale [SCS] score, <17), or there was 1 risk factor (involve-
ment of the Child, Youth and Family agency; school exclu-
sion; or the parent received a diagnosis of a mental health
disorder).

Key Points
Question Does adding a home parent support program to the
Incredible Years Parent program improve child behavior outcomes
for vulnerable families?

Findings In this randomized clinical trial, the home parent support
program improved child behavior outcomes at the 6-month
follow-up compared with those who received parent management
training only. Families who received the home parent support
intervention had significantly fewer children with child behavior
scores in the clinical range after treatment; this outcome
was maintained at the 6-month follow-up.

Meaning Additional home parent support is a practical
intervention to improve outcomes for vulnerable families;
this program represents potential benefits by reducing future
health and social problems, and it immediately improves the
quality of life for the individual, the family, and the community.
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Measures
Our primary outcome measure was the change in ECBI-P score
after treatment. The ECBI is a well-validated instrument29 that
assesses frequency (problem scale) and severity (intensity
scale) of disruptive behaviors in children and adolescents.
It distinguishes normal behavior problems from conduct-
disordered behavior and is frequently used to measure behav-
ior change.5,11,23,30-33 The problem scale was the primary out-
come measure, as this measure is more sensitive to change.34

Both scales were reported. Although a parent-report mea-
sure of child behavior lacks the objectivity of an independent
measure, it has a very good correlation with independent
observation.35,36

Secondary Outcomes Measures
The SCS-parent version was developed by the Conduct Prob-
lems Prevention Research Group (α = .86).37,38 It consists of 12
items measuring child prosocial behaviors (eg, “my child shares
things with others”), communication skills (eg, “my child lis-
tens to others’ points of view”), and self-control (eg, “my child
controls his or her temper when there is a disagreement”) on
a 5-point Likert scale (where 0 indicates not at all and 4 indi-
cates very well). Scores less than 17 indicated poor social skills,
and a score of 17 is considered a clinically important cutoff
point.

The Family Questionnaire was developed by the Incred-
ible Years Pilot Study Working Group for use in a joint agency
national evaluation of the Incredible Years Pilot Study.39 The
questions incorporated items from several previously vali-
dated measures to provide a comprehensive assessment of
child behavior and parent characteristics (parenting prac-
tices, relationships, depressions, life events, and cultural char-
acteristics) using Likert scales, yes or no responses, and item
selection.

The Incredible Years Parent Satisfaction Questionnaire is
a 24-question assessment of parent views on the program con-
tent and teaching methods. Parents rated their satisfaction on
a 7-point Likert scale (where 1 indicates extremely useless or
difficult and 7 indicates extremely useful or easy).40

The Follow-up Questionnaire was developed by one of us
(D.L.). It is a 12-question assessment using a 5-point Likert scale
(where 1 indicates unhelpful and 5 indicates very helpful) to
measure levels of engagement, helpful aspects of the trial, and
level of competency with implementing IYP strategies (avail-
able on request).

Procedure
All parents were visited by IYP group leaders (including D.L.)
before beginning the IYP program, given information on the
trial, and screened using the ECBI and SCS. A research assis-
tant visited eligible families to obtain consent and collect re-
maining baseline data. Recruitment continued until 126
participants were enrolled. All participants attended a 14- to
16-week Basic IYP intervention delivered by group leaders (in-
cluding D.L.) who received supervision every 2 weeks by an
IYP mentor (D.L.). An independent HPS therapist (also accred-
ited in the IYP program) was allocated to families in the treat-
ment group to provide the HPS intervention.

Posttreatment measurements were collected by the IYP
group leaders using the ECBI, SCS, and the standard Incred-
ible Years Parent Satisfaction Questionnaire. The research as-
sistant repeated the Family Questionnaire within 2 weeks of
the final IYP session. Six-month follow-up data were col-
lected by the research assistant. The schedule of data collec-
tion is summarized in the eTable in Supplement 2.

Sample Size
Sample size was calculated from previous studies in which 80%
of participants completed IYP groups.31,33 With 50 partici-
pants in each arm, there is 80% power to detect an effect size
of 0.57 (ie, Cohen d), equating to a differential change be-
tween groups of approximately 3.5 between the control and
experimental group. Allowing for 20% attrition, 126 partici-
pants were recruited.

Randomization Sequence Generation
All participants were confirmed for inclusion, allocated a code,
and randomized using a computer-generated sequence in a 1:1
ratio in permuted blocks to receive the IYP intervention plus
HPS (n = 63) or to the control group of the IYP program alone
(n = 63). Stratification was by age, sex, and race/ethnicity.

Blinding
Blinding participants to the treatment group was not pos-
sible, nor was it possible to keep IYP group leaders blinded to
participant allocation. Research assistants were blinded to par-
ticipant allocation.

Intervention
The HPS intervention consists of 10 one-hour sessions to pro-
vide personalized coaching for families in their homes con-
current with their attendance at an IYP group program. Thera-
pists administering the HPS are qualified mental health
clinicians and accredited IYP facilitators. They work collab-
oratively with parents to review key content from the IYP pro-
gram and tailor strategies to meet the needs of their child. They
also explore possible barriers for change (eg, child learning dif-
ficulties or mental health, parental mental health, negative cog-
nition, or parental relationships). Therapists support parents
to understand their role in shaping the outcomes for their chil-
dren and to reflect on their parenting styles, expectations, and
communication in terms of social learning theory. This sup-
port may include acknowledging parents’ own experiences and
addressing negative cognitions, emotional regulation, self-
care, and well-being. Therapists encourage parents to set re-
alistic goals and to evaluate these regularly. Coaching as part
of HPS helps parents integrate prosocial skills into their par-
enting practices, gain mastery, and build self-confidence.
Therapists are flexible with home visits and involve other mem-
bers of the family in the treatment. Where necessary, refer-
rals to appropriate agencies are facilitated.

A therapist guide was developed specifying key compo-
nents for each home visit to ensure that the focus of treat-
ment was on successful implementation of IYP strategies and
to address barriers to achieving successful implementation. The
guide also supported therapists to maintain the integrity of HPS
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and to maximize outcomes for parents (guide available on re-
quest).

Therapists administering the HPS received supervision ev-
ery 2 weeks from an IYP mentor. All families were reviewed
monthly by a multidisciplinary team (including D.L.) that in-
cluded a child psychiatrist, pediatrician, psychologist, and so-
cial worker.

Statistical Analysis
Statistical analysis took place from May 20, 2015, to March 31,
2016. Differences in change scores between groups were es-
timated directly from the analysis of variance models on the
primary outcome and secondary outcomes on all continuous
variables. χ2 Tests were used to compare change in the per-
centage of children with behavior scores in the clinical range.
Further analysis using analysis of variance included a per-
protocol analysis after treatment and at follow-up and an analy-
sis to determine if either race/ethnicity or parental mental
health problems moderated outcomes. All P values were from
2-sided tests, and results were deemed statistically signifi-
cant at P < .05 and summarized using 95% CIs. Cohen d was
calculated to show treatment effect sizes (small, d = 0.20;
medium, d = 0.50; and large, d = 0.80).41

Results
A total of 226 parents were enrolled in IYP programs, 130 met
the inclusion criteria, and 126 consented and were random-
ized (63 parents in each group). Complete data were collected
after treatment for 123 parents (97.6%) and for 115 parents
(91.3%) at follow-up. Follow-up data were available for 62 par-
ents (98.4%) in the treatment group and 53 parents (84.1%) in
the control group (Figure 1).

Parent demographic characteristics were balanced be-
tween the 2 groups (Table 1). Child demographic characteris-
tics (age, sex, and race/ethnicity) were similar in both groups
(Table 2).

Primary Outcome
Baseline child behavior measures were similar between the
groups. The intent-to-treat analyses showed no significant dif-
ference between groups after treatment (F1,124 = 0.2; P = .62).
However, at the 6-month follow-up, the difference in the mean
ECBI-P score was 3.6 (95% CI, 0.8-6.5), which represents a sig-
nificant benefit from HPS (F1,124 = 6.3; P = .01). The change of
3.6 is considered a medium effect (Cohen d = 0.63) (Table 3).

Secondary Outcomes
Secondary outcomes also showed benefits for HPS. At the
6-month follow-up, the mean SCS score showed a significant
benefit of 2.9 (95% CI, 0.2-5.6; F1,124 = 4.7; P = .03).

Analysis of families whose children’s baseline ECBI-P scores
were in the clinical range (51 for HPS and 45 for the IYP pro-
gram) showed that those receiving HPS had significantly fewer
children with child behavior scores in the clinical range after
treatment (9 of 51 [17.6%]) compared with families receiving
the IYP program alone (18 of 45 [40.0%]) (χ2

1 = 5.91; P = .02).

This difference remained significant at the 6-month follow-up
(6 of 51 [11.8%] for HPS and 14 of 45 [31.1%] for the IYP program)
(χ2

1 = 5.43;P = .02)(Figure2).Thechangeinclinicalscoresforeach
measure (ECBI-P, ECBI-I, and SCS) after treatment shows the
number needed to treat is 5 individuals.

OverallengagementinIYPsessionswashighforbothgroups,
with 93 of 126 (73.8%) participants completing more than 70%
of IYP sessions (at least 10 of 14 sessions). Significantly more par-
ents who received HPS completed more than 70% of sessions
(52 of 63 [82.5%]) compared with parents who received the IYP
program alone (41 of 63 [65.1%]) (χ2

1 = 4.97; P = .03).
Retention in the trial was better in the HPS group, where

dropout (7 [5.6%]) was less than half that of the IYP group (16
[12.7%]). The Family Questionnaire measures showed that both
groups improved but failed to detect any significant differences
between the groups. Satisfaction was high in both groups.

Exploratory Analyses
Per-protocol analysis was carried out to test the hypothesis that
adherence to treatment affects outcome. This analysis included
all participants who attended more than 70% of IYP group ses-
sions, attended at least 70% of HPS visits (for the treatment
group), and had complete data for each time point. Results
showed a significant benefit of HPS at the 6-month follow-up on
all 3 measures: ECBI-P (F1,83 = 4.7; P = .03), ECBI-I (F1,83 = 4.8;
P = .03), and SCS (F1,83 = 4.4; P = .04). We analyzed race/ethnicity
and parental mental health as possible moderators and were un-
able to document any significant effects.

Figure 1. Participant Flowchart

226 Parents referred to IYP program

130 Underwent assessment screening
before the start of IYP program

126 Provided written consent and
underwent baseline assessment

126 Randomized

63 Randomized to receive IYP program
plus HPS

62 Underwent postintervention
assessment

62 Underwent 6-mo follow-up
assessment

63 Randomized to receive IYP program
alone

61 Underwent postintervention
assessment

53 Underwent 6-mo follow-up
assessment

96 Excluded
33 Age >8 y

11 Declined

24 With 2 parents
19 Nonclinical

9 Limited child access

4 Declined to provide consent

HPS indicates home parent support; IYP, Incredible Years Parent.
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Adverse Events
An adverse event is a negative reaction or result that is unin-
tended, unexpected, or unplanned.42 Intensive monitoring by
therapists did not identify any adverse events during the trial.

Discussion
Statement of Principal Findings
Although we were unable to show a significant difference in
child behavior scores immediately after the intervention (our
primary outcome), there was a significant difference in the per-

centage of children with behavior scores in the clinical range
at this point, with better outcomes for those receiving HPS. By
the 6-month follow-up, there was a clear and significant ben-
efit from HPS compared with the IYP program alone on symp-
tom measures, and the reduction in the percentage of chil-
dren with behavior scores in the clinical range was maintained.
Those receiving HPS had significantly better attendance at the
IYP group. Per-protocol analyses showed benefits for HPS on
all measures. Furthermore, the number needed to treat is only
5 individuals, making this an effective intervention. These im-
provements held for parents with mental health problems, and
there was no difference by race/ethnicity. These results are im-
portant. For many years, the problem of dropout and poorer
outcomes in families most in need of parenting interventions
has been a concern. We have been able to show a significant
reduction of participants with children whose behavior scores
were in the clinical range after the addition of a home visiting
program.

Child behavior scores in the clinical range are a risk factor
for adolescent engagement in delinquent acts.11,14 Having more
young children with behavior scores in the nonclinical range
must be a priority. Children with low levels of aggression have
less risk of developing serious, violent behavior in adoles-
cence and young adulthood.43

The findings in the trial showed that additional home sup-
port not only improved attendance at the IYP group but also
improved child behavior outcomes. One could argue that ad-
ditional interventions should be provided only after a group
approach has been shown to fail. We saw merits in identify-
ing parents who were likely to have poorer response to a group
intervention (but were motivated to enroll) and provide con-
current support. In this way, parents saw positive change in
their families early in the program and remained engaged.

Table 1. Demographic Characteristics of Parents at Baseline

Characteristic

Parents, No. (%)

HPS Program (n = 63) IYP Program (n = 63) Total (N = 126)
Female sex 58 (92.1) 54 (85.7) 112 (88.9)

Single or separated marital status 22 (34.9) 28 (44.4) 50 (39.7)

Natural parent 57 (90.5) 57 (90.5) 114 (90.5)

Referral from primary sector 19 (30.2) 19 (30.2) 38 (30.2)

Referral from secondary sector 33 (52.4) 34 (54.0) 67 (53.2)

≥1 Mental health problema 27 (42.9) 33 (52.4) 60 (47.6)

≥6 Major life eventsb 10 (15.9) 10 (15.9) 20 (15.9)

Tertiary qualificationc 22 (34.9) 22 (34.9) 44 (34.9)

Receive a benefitd 38 (60.3) 38 (60.3) 76 (60.3)

Parent or caregiver age, mean (SD), y 34.7 (8.3) 34.8 (8.5) 34.7 (8.4)

Abbreviations: HPS, home parent
support; IYP, Incredible Years Parent.
a Depression or alcohol and drug

abuse or other mental health
problem.

b Some examples include moved
house, became unemployed, death
of family member, serious financial
problems, or divorce.

c Any qualifications gained after
secondary school or high school
from a recognized educational
provider (eg, university, trade
school, or technical college).

d Government subsidy for
low-income families.

Table 2. Demographic Characteristics of Children at Baseline

Characteristic

Children, No. (%)

HPS Program (n = 63) IYP Program (n = 63) Total (N = 126)
Age <5 y 26 (41.3) 26 (41.3) 52 (41.3)

Male sex 43 (68.3) 43 (68.3) 86 (68.3)

Māori 20 (31.7) 19 (30.2) 39 (31.0)

Excluded from school 1 (1.6) 1 (1.6) 2 (1.6)

Age, mean (SD), y 5.4 (1.5) 5.5 (1.4) 5.4 (1.4) Abbreviations: HPS, home parent
support; IYP, Incredible Years Parent.

Figure 2. Percentage of Children With Behavior Scores
in the Clinical Range for Each Group
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Efficacy of a Home Visiting Enhancement for High-Risk Families Attending Parent Management Programs Original Investigation Research

jamapsychiatry.com (Reprinted) JAMA Psychiatry Published online January 23, 2019 E5

© 2019 American Medical Association. All rights reserved.

Downloaded From:  by a Bay of Plenty District Health Board User  on 01/23/2019

http://www.jamapsychiatry.com/?utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamapsychiatry.2018.4183


Another mechanism for change may be attributed to parents’
increased competence and mastery in applying positive parent-
ing skills in their homes. Therapists administering HPS coached
parents through practice and motivated with encouragement. As
parents gained confidence, these strategies became embedded
into daily parenting practices; thus, change continued well after
the active intervention. In addition, parents were encouraged to
reflect on the power of modeling and how their own behavior,
communication, and interactions affected their child’s behavior.
This insight may have contributed to parental motivation to ad-
dress personal factors affecting relationships within the family
andmayhavebeenanothermechanismforchange.Althoughnot
all factors can be addressed quickly, when parents feel well sup-
ported, validated, and understood, their level of distress can be
reduced, which allows the capacity to take on new learning. This
changecouldcontributetoimprovedoptimism,self-efficacy,and
more positive parent-child interactions. Durand and colleagues44

found that the best predictor of future child behavior is parental
optimism or pessimism. Thus, having regular coaching in the
home may have helped parents master new strategies, model
positive interactions, and develop a conscious awareness of how
their own behavior and other environmental factors were affect-
ing their child’s behavior; this change takes time.

Comparison With Other Studies
To our knowledge, there is little research to date on the value of
adding an enhancement to an evidence-based parent training
program. We identified 13 studies with enhancement interven-
tions to improve outcomes of standard parent programs in which
the focus was on improving parenting skills. All of these enhance-
ments had relatively small sample sizes ranging from 22 to 153
and generally did not demonstrate additional benefits after treat-
ment,andfewincludedfollow-updata.Theonlystudiesinwhich
there was some benefit for child problem behavior were those
withenhancementsthataddressedparentalstress,mentalhealth,
and negative cognition.44-46 A home visiting enhancement al-
lows for tailored personalized support, an assessment of family
systems, and identification of other risk factors affecting fam-
ily functioning.22,47,48

The cost benefit of adding home visiting as a mode of en-
hancement alongside a group-based parenting program has not
been formally evaluated to date, to our knowledge. However,
there are clear cost benefits from the IYP group. For example
O’Neil et al2 found cost benefits in terms of education, crime, and
unemployment at the 6-month follow-up. Others have found
longer-term benefits from the IYP program.11,32,49,50 This finding
indicates the value of the IYP program for families who remain
engaged.ThecostbenefitofaddingHPSwasnotformallyassessed
in this trial, but the direct cost based on salary hours, delivery
costs,andspecialistreviewswasNZ$5000(US$3426.7)perchild.
This outcome represents potential benefits by reducing future
health and social problems, and it immediately improves qual-
ity of life for the individual, the family, and the community.

Strengths and Limitations
To our knowledge, this is the first study to add a home visit in-
tervention to enhance outcomes for parents attending the IYP
group program. This study was adequately powered, includedTa
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follow-up data, and demonstrated parent-reported longer-term
benefits for child behavior. Although the primary hypothesis was
not supported, there was a significant reduction in the percent-
age of child behavior scores in the clinical range, and there were
significant results at follow-up, suggesting potential enduring
benefit of HPS. The high levels of engagement in the IYP program
and retention in the trial as well as the absence of any adverse
events add strengths to this study.

This study has some limitations. Participants were in-
cluded in the trial if their child’s behavior score on any mea-
sure (ECBI-P, ECBI-I, or SCS) was in the clinical range. This in-
clusion criterion may have been generous, as this allowed
participants with scores in the nonclinical range on the pri-
mary measure (ECBI-P) to be included. As a result, the behav-
ior symptoms for these participants had less room to improve
on the primary measure (ECBI-P) and may have reduced our
ability to show change after treatment.

Second, the measures of child behavior were based on par-
ent reports alone without independent measures. This choice is
defendable as the measures are all reliable and well validated and
have shown adequate correlation between parent report and in-
dependent observation.35,36 However, the addition of an inde-

pendent,andideallyblinded,assessmentofoutcomeswouldadd
to confidence in the findings in any future study.

The cost to implement such an enhancement was not for-
mally analyzed in this study. Previous studies on cost-benefit
analysis in many countries have already shown efficacy in com-
mitting resources early in the life of a child, with high rates of re-
turn on investment.2-5,11,32,49,50 A formal evaluation of the cost
benefit of HPS in a future trial may address potential barriers to
implementation. Finally, further exploration of mediators and
moderators of change would guide implementation.31

Conclusions
Problematic behavior in children is an important public health
issue and by necessity requires an integrated approach from
all sectors in the community. Public policy is influenced by re-
search, and it is important to know what works in order to al-
locate financial resources wisely. This study has demon-
strated that the addition of HPS could be a realistic and clinically
practical intervention to improve outcomes for vulnerable
families while they attend the IYP program.
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