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Abstract

One of the ways in which conduct problems are treated is parent training (Bagner &
Eyberg, 2007). Parent training has been primarily designed with Caucasian middle-class parents
(Kerig, 2001). Therefore, it may be beneficial to develop a culturally sensitive parent training for
African American parents. Participants were parents/guardians of children ages four to eight. A
six-part survey assessed demographic information, parents’ use and views of parenting practices
taught in standard parent training, parents’ use and views of racial socialization practices, the
saliency of incentives, barriers to treatment, program preferences, and racial identity. Results
suggest that certain topics currently taught in parent training, such as time out and planned
ignoring, may not be as relevant to African American parents. Additionally, the findings support
that African American parents value racial socialization practices. Thus, incorporating them into
parent training may be beneficial. The results also emphasize the importance of selecting a
convenient location, such as a place of worship or community center. Participants also reported a
preference for group formats. Further findings related to designing a culturally sensitive parent
training for African American parents are discussed along with limitations and future directions

for research.
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Introduction

Conduct Problems (CP) in children are characterized by a heterogeneous group of
behaviors ranging from temper tantrums to physical aggression (McMahon, Wells, & Kaotler,
2006). CP are represented by Oppositional Defiant Disorder (ODD) and Conduct Disorder (CD)
in the Diagnostic and Statistical Manual of Mental Disorders (4™ edition, text revision [DSM-
IV-TR]; American Psychiatric Association [APA], 2000). Prevalence estimates for CD (1 to 10
percent) and ODD (1 to 20 percent) are disturbingly high in children (Lahey, Miller, Gordon, &
Riley, 1999). CP are associated with negative consequences for the family, community, and
child. Research shows that family discord and child CP are positively correlated (Hinshaw &
Lee, 2003). Additionally, CP are among the most costly social problems to treat (Guevara,
Mandell, Rostain, Zhao, & Hadley, 2003). Children with CP have numerous difficulties,
including: academic problems, school dropout, drug abuse, depression, sexual assault, and
mental illness during adulthood (Biederman, Faraone, Chu, & Wozniak, 1999; Campbell, 2002;
Dretske et al., 2009; Hinshaw & Lee, 2003; Maguin & Loeber, 1996; Rohde, Lewinsohn, &
Seeley, 1991; Snyder, 2001). CP are among the most common reasons for seeking mental health
services for children and adolescents (Frick & Silverthorn, 2001; Kazdin & Wassell, 1999).
Given these critical issues, it logically follows that much time and effort has been expended in
developing effective treatments. Parent Training (PT) has emerged as one of the most prevalent
interventions for CP, and has shown to be efficacious in improving positive parenting behaviors
and decreasing CP (Bagner & Eyberg, 2007; Brestan & Eyberg, 1998; Dretske et al., 2009;

McMahon & Forehand, 2003).



PT addresses CP by teaching parents to implement specific positive parenting practices
largely based on operant learning and systems theories (Shapiro, Friedberg, & Bardenstein,
2006). Four PT programs, based on the work of Constance Hanf, have become prominent within
the field: Helping the Noncompliant Child by McMahon and Forehand (2003), Defiant Children
by Barkley (1997), Parent-Child Interaction Therapy by Eyberg (Eyberg & Boggs, 1998), and
The Incredible Years by Webster-Stratton (2000). All of these approaches, except Defiant
Children, have strong empirical support (McMahon & Forehand, 2003). These programs share
many features, including: time-out, special time, positive attention, labeled praise, planned
ignoring, and effective commands. Throughout this review, emphasis is given to these four
parenting programs due to the consistency between programs and prevalence within the
literature. In a recent meta-analysis, approximately eighty percent of published studies were
based on the work of Constance Hanf (Lundahl, Risser, & Lovejoy, 2006). However, it is
acknowledged that numerous other PT programs exist.

Although research has found PT to be efficacious, PT was primarily developed with
middle-class Caucasian families (Coard, Wallace, Stevenson, & Brotman, 2004). Therefore, it
may not generalize to minority groups. Research supports the importance of making culturally
sensitive modifications to improve treatment retention and outcomes for minority groups
(Lieberman, Weston, & Pawl, 1991; Munoz et al., 1995).

Research on the effectiveness of PT for African American parents is mixed (Gross et al.,
2009; Gross, Julion, & Fogg, 2001; Kazdin, Stolar, & Marciano, 1995; Lundahl, Risser, &
Lovejoy, 2006; Reid, Webster-Stratton, & Beauchaine, 2001). Despite the mixed results on

effectiveness, numerous studies have found that African Americans have higher attrition rates



from PT than Caucasians (Armbruster & Fallon, 1994; Coard et al., 2004; Gottfredson et al.,
2006; Kazdin, 1995; National Institute of Mental Health, 1999; Sue, 1977; Sue, Zane, & Young,
1994; Webster-Stratton, 1998; Webster-Stratton & Hammond, 1990; Webster-Stratton, Reid, &
Hammond, 2001). Researchers frequently attribute these differences to socio-economic status
(SES). However, it is possible that the social validity of PT for African American parents
contributes to this disparity (Gottfredson et al., 2006; Gross et al., 2009). Researchers have found
significant differences in the parenting practices between ethnicities (Longest, Taylor, Barnett, &
Raver, 2007). Furthermore, parenting styles found to be detrimental among Caucasian families
are not consistently found to be problematic for African American families (Lansford et al.,
2005; Rudy & Grusec, 2001). These differences could partially explain the various findings on
treatment efficacy and attrition. Developing a culturally sensitive PT may increase treatment
efficacy and decrease attrition among African American parents.

The development of culturally sensitive treatments frequently involves the addition of
culturally relevant material to an existing treatment while not modifying the core principles of
the treatment (Blume & Lavato, 2010). However, given the differences that can exist between a
majority and minority group, it may be beneficial to also modify elements of PT. It is not
suggested that we abandon the wealth of knowledge from current PT approaches. Rather, it is
important to evaluate how African American parents view current PT and determine if
alternative treatment elements would increase the relevancy of PT. Therefore, we will evaluate
how African American parents perceive current PT components and determine if they consider
alternative parenting practices more pertinent. This information could then be used to develop
culturally sensitive PT for African American parents and subsequently assess outcome. Before

reviewing how the current literature applies to this study, it is important to recognize that there is



more variability within cultures than across cultures. Therefore, the information presented does
not necessarily characterize individuals of any specific ethnicity.
First Generation Research

Practitioners have used conceptual and practical approaches in an attempt to address the
higher rates of attrition among African American parents from PT (Dumas, Begle, French, &
Pearl, 2010). Conceptual approaches focus on modifying treatment based on theory; practical
approaches attempt to reduce barriers to treatment by providing incentives such as childcare or
money. However, practical approaches can also be driven by theory (Dumas et al., 2010).

Incentives are used for two primary purposes, to remove obstacles to participation or to
entice participation. Examples include: treatment for free or reduced cost, monetary incentives,
convenient locations, childcare, transportation, and dinner being provided (Dumas, Nissley-
Tsiopinis, & Moreland, 2007; Conduct Problems Prevention Research Group, 1999; Dumka,
Garza, Roosa, & Stoerzinger, 1997; Fernandez & Eyberg, 2009; Stoy et al,1995). Studies on
incentives suggest that the mode of implementation and saliency of incentives influence their
effectiveness (Dirmaier, Harfst, Koch, & Schulz, 2007; Drebing, Van Ormer, Krebs, Rosenheck,
& Rounsaville, 2005; Dumas et al., 2010; Irvine, Biglan, Smolkowski, Metzler, & Ary, 1999;
Orrell-Valente, Pinderhoughes, Valente, Laird, & Conduct Problems Prevention Research
Group, 1999; Stitzer et al., 2007). In addition, incentives can entice individuals to begin
treatment (Irvine et al., 1999). Therefore, it is beneficial to know which incentives individuals
find most pertinent and any differences that may exist based on ethnicity or SES.

Only one study was found that directly evaluated reactions to incentives in the context of
PT (Gross et al., 2001). Gross and colleagues (2001) used a retrospective design in which parents

rated the importance of ten different incentives after completing treatment. Participants reported



that the most salient incentives were program location, personality of the recruiter, and free
childcare, while they reported that the least important incentives were cab fare home and 30
dollars for completing assessments. Though these rankings are interesting, the retrospective
design and sample used limit generalizability. Given these limitations, it is important for future
research to determine which incentives parents find most salient.

Incentives may help address some barriers to treatment. However, they are not likely to
address issues related to relevancy of the intervention. Research on other disorders suggests that
making culturally relevant modifications can significantly improve treatment efficacy and reduce
attrition (Lieberman et al., 1991; Munoz et al., 1995). A review of the literature resulted in three
programs that have made culturally sensitive modifications to PT to increase its relevance for
African American parents: The Effective Black Parenting Program (EBPP), The Chicago
Parenting Program (CPP), and The Strong African American Families Program (SAAF)

The EBPP and CPP are modifications to standard PT programs. The EBPP adds topics of
racial pride, single parenting, and drug use to standard PT (Myers et al., 1992). The CPP is a
modified version of The Incredible Years, in which a panel was used to create culturally sensitive
videos and examples (Gross et al., 2009). Additionally, the EBPP suggests that African
American professionals lead the sessions. Myers et al. (1992) found that EBPP had a modest
effect on improving parents’ attitudes towards their children, but did not significantly decrease
problem behaviors in children. Furthermore, attrition rates for this program were 45%,
suggesting that the modifications did not effectively address dropout rates for African American
parents. A treatment outcome study on CPP found a reduction in child behavioral problems a
year following the intervention as measured by coded observations. However, the effect size was

small (.012 to .014 depending on the segment of the observation), and no significant change was



found as measured by the Eyberg Child Behavior Inventory (Gross et al., 2009). This study did
not report attrition rates, but the average participant attended 4.3 out of 11 sessions, suggesting
that attendance was problematic (Gross et al., 2009). It is difficult to ascertain the utility of these
treatment modifications because no research was found that compared the EBPP or CPP to
standard PT modalities.

The SAAF was developed with a different approach than EBPP and CPP. The developers
reviewed literature about social issues prevalent in African American culture and conducted a
focus group with African American parents to select content. This procedure resulted in five
target areas: involved-vigilant parenting, communication about sex, parental expectations for use
of alcohol, racial socialization, and helping children become more future-oriented (Brody et al.,
2004). It is important to note that the SAAF focused on older children and adolescents. Due to
the different focus of the SAAF, the results of this study might not be applicable to other
research on PT, but some of the suggestions might prove beneficial in improving PT for African
American parents. Research conducted at a two-year follow-up found that teenagers whose
families participated in the SAAF program displayed less problematic drinking than a control
group matched on age and SES. However, risky sexual behaviors did not decrease (Brody et al.,
2006). The dropout rates in this study were based on completed research packets rather than on
actual group attendance, making it difficult to evaluate attrition (Brody et al., 2005).

In summary, the three programs reviewed have design elements that could address
attrition. However, no research was found comparing these groups to other PT programs, making
it difficult to ascertain the effectiveness of these modifications. Furthermore, no studies were
found that specifically addressed African American perceptions of current PT, illustrating the

need for foundational research in order to inform possible modifications to PT.



Barriers to Treatment

The barriers to treatment model (Kazdin et al., 1997) is beneficial for conceptualizing
attrition of African American parents from PT. This model divides barriers to treatment into four
categories: the experience of stressors and obstacles, treatment demands, relationship with
therapist, and relevancy of treatment. These four factors are used to structure further discussion
on why African American parents have higher rates of attrition from PT than Caucasian parents.

The experience of stressors and obstacles refers to factors that interfere with participation
or treatment attendance, such as work schedules, cost of treatment, and transportation (Nock &
Ferriter, 2005). Demographic variables are not included as obstacles to treatment; however, the
relationship between these variables and the obstacles to treatment is clear. For example, SES
and cost of treatment have a direct relationship. Reviewing demographic variables can be
beneficial in understanding the stressors and obstacles to treatment.

SES takes occupation, income, and education into consideration, and is one of the most
salient factors in predicting attrition and treatment efficacy (Dumas & Wahler, 1983; Forehand,
Middlebrook, Rogers, & Steffe, 1983; Kazdin, 2000; Kazdin, Marciano, & Whitley, 2005;
Kazdin & Wassell, 1999; Trefil, Kett, & Hirsch, 2010; Webster-Stratton, 1992). African
Americans are over-represented in lower SES (U. S. Census Bureau, 2008). Individuals with
lower SES have several plausible barriers to completing PT interventions, including paying for
treatment, childcare during services, and transportation. SES can also pose obstacles not
commonly recognized. For example, 93% of African Americans reported that location of
services is an important factor (Gross, et al., 2001). However, mental health services are
frequently located in affluent areas, while many African Americans live in economically

disadvantaged areas (Holzer, Goldsmith, & Ciarlo, 1998). SES is so salient that some researchers



have suggested that ethnicity does not have any incremental utility in predicting attrition
(Armbruster & Fallon, 1994). However, other studies have found that when researchers control
for SES, ethnicity still accounts for a significant percentage of variability in treatment outcome
and attrition rates (Coard et al., 2004; National Institute of Mental Health, 1999; Sue et al.,
1994).

Single parenthood and younger parenthood are two other demographic variables that are
more prevalent among African Americans than the total population (U.S. Census Bureau, 2008).
Research has found that these two variables account for a significant amount of the variance in
attrition rates from PT and other interventions for CP (Fernandez & Eyberg, 2009; Kazdin &
Mazurick, 1994; Kazdin et al., 1993; Peters, Calam, & Harrington, 2005; Werba, Eyberg, Boggs,
& Algina, 2006). Stressors associated with single and younger parenthood, such as increased
stress, decreased social support, and higher dependence on childcare, could be detrimental to the
successful completion of PT (Cunningham & Knoester, 2007).

Kazdin’s second classification of barriers is treatment demands. These are the elements
of treatment that are particularly difficult or demanding for the individual (Kazdin et al., 1997).
Examples include treatment being confusing, too long, or difficult to use in the natural
environment. For example, the stressful nature of single and young parenthood might make it
difficult to implement some of the strategies taught in PT. One of the principles taught in several
PT programs is the importance of consistency (Barkley, 1997; McMahon & Forehand, 2003).
Implementing this principle might be very difficult for single parents who may not have as much
control over their child’s environment as partnered parents. Furthermore, single parents may not
have sufficient time to implement the treatment given the multiple demands on their time.

Another treatment demand is the degree of behavior change required in both the child and parent.



Research has shown that individuals with lower levels of CP pretreatment are more likely to
complete PT, suggesting that when individuals are required to make large changes, treatment
demands are increased, resulting in attrition (Kazdin et al., 1993). Research has found that
African American children present with higher levels of CP in comparison to Caucasian children
(Huizinga et al., 2007). Although this disparity can be explained by variables such as lower SES,
it is still possible that these higher rates of CP could partially explain why African American
parents have higher attrition rates.

The client’s relationship with the therapist is the third group of barriers to treatment.
Some of the salient factors in a client’s relationship with a therapist include: liking the therapist,
perceived support from the therapist, and disclosure with the therapist (Kazdin et al., 1997).
However, research has found that a significant proportion of the African American community
mistrust mental health professionals in comparison to Caucasians (Gross et al., 2001). Mistrust
was reported as a significant barrier to treatment by 66% of African Americans, in comparison to
33% of Caucasians (Jesse, Dolbier, & Blanchard, 2008).

Racism could pose another barrier to developing trusting relationships between therapist
and client. In addition to the increased stress that racism places on clients (Corrigan, 2005), past
history with racism might make it difficult for African Americans to trust Caucasian clinicians.
An even more detrimental barrier could exist if the clinician actually holds prejudiced attitudes
towards African Americans. Several older studies have found that clinicians tend to view African
Americans more negatively than other groups (Bond, DiCandia, & MacKinnon, 1988; Jenkins-
Hall & Sacco, 1991; Whaley, 1997). Additionally, clinicians tend to provide significantly
different treatment to African Americans, which is frequently lower in quality (Rost et al., 2000;

Wang, Berglund, & Kessler, 2000; Young, Klap, Shebourne, & Wells, 2001).



Research has found that African American clients are more likely to trust an African
American than a Caucasian mental health professional (Cooper-Patrick et al., 1999; Keith, 2000).
However, only 2% of mental health professionals identify themselves as African American
(Holzer, Goldsmith, & Ciarlo, 2000). Furthermore, another study reported that African American
clients were significantly more likely to rate their clinician as being highly engaged in their
treatment if the clinician was African American, and that attrition increased as perceptions of
engagement decreased (Brown & Palenchar, 2004). Three approaches have been suggested to
address this possible cause for attrition, including using African American therapists, using
community representatives, and cultural sensitivity training for clinicians (Brody et al., 2006;
Myers et. al, 1992; Snowden, Hu, & Jerrell, 1995). Though it may be beneficial for African
American therapists to implement culturally sensitive PT for African American parents, this may
not always be feasible given the small percentage of African American mental health
professionals. Therefore, a more probable solution would be to train community members as
liaisons, as done in SAAF (Brody et al., 2006), or to train therapists to be culturally sensitive.
Cultural sensitivity training has had a significant impact on increasing trust and successful
outcomes in other therapeutic settings (Snowden et al., 1995; Yeh, Takeuchi, & Sue, 1994).

Relevancy of treatment is the fourth category of barriers and refers to the degree to which
a client perceives a treatment as being relevant and meeting expectations (Kazdin et al., 1997a).
As stated previously, PT has largely been developed with middle-class Caucasian families
(Kerig, 2001). Therefore, a possible mismatch exists between the culture represented in current
PT and the African American culture. For example, Boyd-Franklin (2003) emphasizes the
strength that African American families find in their extended family and community. However,

current PT does not capitalize on this strength or address the possible difficulties of
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implementing treatment with multiple caregivers. The literature on parenting differences
between Caucasian and African American parents frequently utilizes measures that have been
developed with Caucasian parents. As a result, the strengths associated with African American
parents may be overlooked.

A review of this literature found that African American parents are reportedly less warm,
less sensitive, and use higher rates of authoritarian parenting (Ipsa et al., 2004; Pinderhughes,
Dodge, Bates, Pettit, & Zelli, 2000). According to Baumrind’s (1971) classification of parenting
styles, authoritarian parenting is associated with less socially competent children, lower self-
confidence in children, and lower levels of positive affect (for reviews, see Baumrind, 1989,
1991; Millstein, Holmbeck, Fischer, & Shapera, 2001). However, research with African
American parents has not consistently found the same negative impact of authoritarian parenting
on children (Lansford et al., 2005; Rudy & Grusec, 2001). Therefore, when considering current
PT, which tends to discourage authoritarian parenting, it is possible that African American
parents would find this information to be more dissonant with their current parenting style than
their Caucasian counterparts. This could partially explain the higher rates of attrition among
African American parents from PT.

A review of the literature revealed one study that was designed to assess the strengths of
African American parents (Longest, Taylor, Barnet, & Raver, 2007). Longest and colleagues
found that in conjunction with more restrictive parenting behaviors, African American parents
tended to have high levels of positive affect towards their children and to be extremely involved
in their children’s lives. This parenting style of showing high levels of restrictiveness, positive
affect, and engagement is much more common among African American in comparison to

Caucasian parents (Longest et. al, 2007). It has been hypothesized that African American parents
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engage in these parenting behaviors in an effort to help their children cope with specific
challenges associated with being African American (Garcia et. al, 1996). These findings, in
conjunction with the findings that authoritarian parenting is not consistently linked to negative
outcomes among African American children, suggest that there may be significant differences
between effective parenting behaviors across cultures.

In addition to considering the relevancy of topics currently taught in PT across cultures, it
is important to evaluate topics that are not currently incorporated in PT that are relevant to
minority cultures. Incorporating these topics into a culturally sensitive PT could be effective in
decreasing attrition while maintaining or improving treatment efficacy. However, before a
culturally sensitive PT is developed, it is important for further research to be conducted on what
topics are most relevant for African American parents. One possible area is racial socialization.

Racial socialization. Racial socialization is defined as “the transmission from adults to
children of information regarding race and ethnicity” (Hughes et al., 2006). An increasing body
of research recognizes that children from ethnic minorities encounter unique challenges (Caughy,
Nettles, Campo, & Lohrfink, 2006). Parents from different minority groups emphasize different
racial socialization practices in an effort to help their children face their unique challenges
(Caughy et al., 2006). For example, African Americans experience significant racial
discrimination (Sellers, Copeland-Linder, Martin, & Lewis, 2006), which has been correlated
with poorer mental health, increased stress, increased CP, and poorer academic performance
(Murry, Brown, Brody, Cutrona, & Simmons, 2001; Neblett et al., 2008; Prelow, Danoff-Burg,
Swenson, & Pulgiano, 2004; Sellers, Caldwell, Schmeelk-Cone, & Zimmerman, 2003; Wong,
Eccles, & Sameroff, 2003). However, research indicates that African Americans who have

positive attitudes towards race are significantly more resilient to racial discrimination (Neblett et
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al., 2008; Sellers et al., 2006; Wong et al., 2003). Thus, African American parents may engage in
racial socialization practices that are designed to improve their children’s attitudes towards their
race and by so doing ameliorate the negative effects of discrimination.

It is important to define and understand the impact of racial socialization on child
behavior in order to understand the place it might have in PT. Due to a high level of
inconsistency of definitions and the variety of research methods utilized, information on racial
socialization varies greatly between studies. Based on a review of recent articles, we divided
racial socialization into four categories: preparation for bias, racial pride, egalitarian racial
socialization, and promotion of mistrust (Hughes et al., 2006; Neblett et al., 2008).

Preparation for bias occurs when parents explicitly teach their children coping skills to
utilize when faced with bias, such as discrimination (Hughes et al., 2006). Studies suggest that
between 67% and 90% of African American parents prepare their children for bias (Caughy,
O’Campo, Randolph, & Nickerson, 2002; Coard et al., 2004; Hughes, 2003; Hughes & Chen,
1997, 1999). This is higher than any other minority group (Biafora, Warheit, Zimmerman, &
Gill, 1993; Hughes, 2003), suggesting that preparation for bias is more central for African
American parents than other minority groups.

Developing racial pride is teaching children to value their racial and ethnic history and
current culture (Neblett et al., 2008). Activities include exposing children to culturally relevant
experiences such as art, literature, activities, holidays, food, etc. Studies evaluating the
prevalence of developing racial pride within African American families have provided a wide
range of results, suggesting that anywhere from 23% to 96% of African American parents

engage in developing racial pride (Hughes et al., 2006).
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Promotion of mistrust is the process of teaching children to be wary of and distrust
interracial interactions (Hughes et al., 2006). The use of promotion of mistrust is relatively
uncommon among African American parents, research suggesting that only 6% to 18% of
African Americans use this practice (Hughes et al., 2006).

The term ‘egalitarian racial socialization’ refers to two different parenting behaviors,
either explicitly teaching children to value individual qualities instead of race, or avoiding all
messages about race (Hughes et. al, 2006). For the purposes of this study, reference to egalitarian
racial socialization refers to the process of teaching children to value individual qualities instead
of race. Egalitarian parenting is common across numerous ethnicities, including African
Americans (Hughes & Chen, 1999). Research suggests that approximately 66% of African
American parents use egalitarian racial socialization (Hughes & Chen, 1999; Phinney & Chavira,
1995).

Impact of racial socialization. Research on the impact of racial socialization is relatively
new, and as such, further research needs to be conducted. However, initial results suggest that
when used correctly, racial socialization can decrease CP and increase prosocial behaviors.
Stevenson and colleagues (2002) reported that preparing children for bias and encouraging racial
pride is associated with less aggressive behavior. Fischer and Shaw (1999) also found that adults
who reported receiving greater preparation for bias during childhood were less likely to
experience the negative impacts of discrimination on mental health during adulthood. Other
research has suggested moderate levels of preparation for bias lead African American children to
perceive lower rates of discrimination and experience higher levels of self-esteem. In contrast,
children who receive low or high rates of preparation for bias perceive higher rates of

discrimination and experience lower levels of self-esteem (Harris-Britt, Valerie, Kurtz-Costes, &
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Rowley, 2007). The hypothesis for this occurrence is that preparation for bias is necessary, but
overemphasis “may weaken the child’s sense of self-efficacy and worth” (Hughes & Johnson,
2001). In addition to the benefits associated with preparing children for bias, teaching racial
pride is positively correlated with factual knowledge and problem solving skills, and negatively
correlated with behavior problems (Caughy et al., 2002). Additionally, children with high levels
of racial pride tend to have increased self-esteem, which decreases the effects of discrimination
(Constatine & Blackmon, 2002). High levels of racial pride also appear to be related to more
positive academic beliefs (Constatine & Blackmon, 2002; Smith, 1996). Egalitarian messages are
correlated with higher academic performance (Browman & Howard, 1985). More recently,
Neblett and colleagues (2006) found that egalitarian messages are beneficial in increasing
academic curiosity, persistence, and grade-point-averages. Research has also supported that
egalitarian messages, in combination with self-worth messages and racial pride, led to fewer
behavior problems, increased self-esteem, and greater well-being (Constantine & Blackmon,
2002; Stevenson, Cameron, Herrero-Taylor, & Davis, 2002).

In contrast, promotion of mistrust is related to increased CP (Biafora et al., 1993; Caughy
et al., 2006). It has been suggested that promotion of mistrust can increase the negative impact of
discrimination. However, it is also possible that those parents who engage in the promotion of
mistrust do so as the result of increased discrimination. Therefore, it is difficult to determine if
the messages of mistrust are problematic or if they are in response to increased discrimination
(Hughes & Johnson, 2001).

Based on the findings above, it appears that correctly applied racial socialization could be
beneficial in addressing child behavior problems, improving school performance, and attenuating

the negative effects of discrimination. Specifically, teaching children egalitarianism, racial pride,

15



and preparation for bias messages is associated with better outcomes for children, while teaching
children mistrust is associated with negative outcomes. Neblett et al. (2008) verified that when
parents use egalitarianism, racial pride, and preparation for bias messages and decrease
promotion of mistrust, children have higher levels of well-being and better psychological
adjustment.

Racial socialization is a common parenting practice among African American parents
(Caughy et al., 2002; Coard et al., 2004; Hughes, 2003; Hughes et al., 2006; Neblett et al., 2008).
Therefore, it is possible that including racial socialization in PT could increase its relevancy for
African American parents. Racial socialization is taught by using: oral communication,
modeling, role playing, and exposure (Coard et al., 2004). These methods are already encouraged
in PT programs to teach other skills, suggesting that racial socialization could be incorporated
into current PT. However, research has not yet evaluated racial socialization within the context
of PT. Several recent studies have suggested that this is an important direction for future research
(Bannon, Cavaleri, Rodriguez, & McKay, 2008; Coard et al., 2004; Rodriguez, McKay, &
Bannon, 2008). Specifically, it is important to determine if African American parents would find
PT more relevant if it included racial socialization.

Other Relevant Issues

Many other elements of therapy, such as the selection of group versus individual therapy,
should be evaluated when developing a culturally sensitive intervention. In one study, the
amount of one-on-one time spent with the clinician was positively correlated with treatment
retention for African Americans, suggesting that an individual therapy format might be best
(Keith, 2000). However, other literature emphasizes the importance of community within the

African American culture (Boyd-Franklin, 2003), which suggests a group setting might be
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preferred. It is important to determine which format the majority of African American parents
prefer. Another possible issue to evaluate is the venue for PT. As stated previously, the location
of mental health services may not be convenient for African Americans (Holzer et al., 1998).
Services provided at a more convenient location may reduce attrition. Based on literature that
supports the centrality of the community and religion among African Americans (Boyd-Franklin,
2003), two possible locations would be community centers or places of worship. Gaining a better
understanding of seemingly minor issues, such as treatment location, might have important
implications for the creation of a culturally sensitive PT for African Americans that could
decrease rates of attrition.
Purpose

The purpose of this study is to gain a better understanding of how to formulate a
culturally sensitive PT for African American parents with the ultimate goal of decreasing
dropout rates among African American parents. Given the preliminary and descriptive nature of
this research, specific hypotheses cannot always be made. However, specific hypotheses are
provided whenever they are appropriate, and when hypotheses are not appropriate, specific
research questions are posited.

Hypothesis One. Given the saliency of SES on parenting behaviors, we hypothesize that
SES will be a significant predictor for both racial socialization practices and the elements of
traditional PT.

Hypothesis Two. Based on research that shows African Americans engage in more
authoritarian parenting practices, but do not experience the same negative outcomes (Lansford et
al., 2005; Rudy & Grusec, 2001), it is possible that they do not value the authoritative parenting

practices that are the focus of traditional PT. It is hypothesized that African American parents
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will report that these parenting practices are less familiar, less similar to their own parenting and
not as good of an idea as Caucasian parents. We expect to find these differences after controlling
for SES.

Hypothesis Three. Given the positive impact of racial socialization on African American
children (Neblett et al., 2008) and the high use of racial socialization among African American
parents (Hughes et al., 2006), it is hypothesized that African American parents will report that
racial socialization practices are more familiar, more similar to their own parenting and a better
idea than Caucasian parents. We expect to find these differences after controlling for SES.

Question One: Do African American parents rate racial socialization practices as
being more important than traditional PT practices? Although it is hypothesized that African
Americans will rate racial socialization skills as being more important than Caucasians, and they
will rate traditional PT as being less important than Caucasians, no literature was found that
compares these two categories of parenting skills. Therefore, it is important to determine if one
set of skills is valued above the other.

Question Two: Which incentives are most salient? Previous research on incentives
within the context of PT with African American parents is limited in scope and generalizability.
Thus, it would be beneficial to understand which incentives are viewed as being more salient to
the majority of African American parents. However, it is important to evaluate if demographic
variables such as SES are better predictors of the saliency of incentives than ethnicity.
Regardless of ethnic differences, information on incentives is valuable for PT in general.

Question Three: How should PT be designed in consideration of the preferences of

African American parents? Several aspects of this question will be evaluated, including
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location of services, if individuals have a preference in the ethnicity of the mental health
provider, and if participants prefer individual or group therapy.

Question Four: Which barriers are most salient? It would be beneficial to understand
which barriers to treatment are most problematic for parents and if there are any differences
between ethnicities. However, it is likely that barriers to treatment are largely influenced by SES

and personal preference rather than ethnicity.
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Method

Participants

A total of 196 participants were recruited from beauty salons, places of worship, and
during a community consignment event located in the Southeast region of the United States in a
county with approximately 130,000 residents. Of these residents, approximately 74% are
Caucasian, 23% are African American, and 3% represent other ethnicities. We selected specific
salons and places of worship in order to obtain approximately equal numbers of African
American and Caucasian participants while attempting to consider SES factors. Demographic
information is summarized in Table 1. We also evaluated differences in demographic variables
between ethnicities. Caucasian participants reported significantly higher levels of education ()2
(6, N =175) = 32.95, p < .01). Specifically, 71.2% of Caucasian participants had a college
degree or higher, compared to 33.0% of African American participants. There was a significant
difference in marital status of participants by ethnicity (x> (6, N = 196) = 68.03, p < .01).
Specifically, 47.6% of African American parents were single in comparison to 7.7% of
Caucasian parents. African American parents were also an average of 4 years younger than
Caucasian parents (F(1, 176) = 15.99, p <.01) and had lower ratings of SES based on the
Hollingshead (F(1, 170) = 23.01, p <.01). There was not a significant ethnicity different in the
age of children (F(1, 236) = 0.85, p =0.18),gender of children (5° (2, N = 231) = 2.73, p = 0.26)
or the relationship to the child (x* (4, N = 195) = 8.88, p =0.06). Of our participants, 80.5% were

mothers.
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Procedures

Following approval from the university IRB, consent was obtained from the owners of
each location prior to beginning data collection. Participants were at least 19 years of age and
had at least one child between the ages of 4 and 8. Participants completed a six-part survey (See
Appendix B). Participants received ten dollars following the completion of the survey. This
survey was developed in consultation with individuals who have expertise in measurement
development and PT. Furthermore, the survey was reviewed by African American focus groups
to ensure applicability of items and examples provided in the survey. Finally, the survey was
reviewed by African American therapists who have extensive experience working with African
American families. Following development of the survey, we created five versions using a
Balanced Latin Square to control for order effects. Within each section of the survey, another
Balanced Latin Square was used to order the items when doing so did not interfere with the
logical order of the questionnaire. The Flesch-Kincaid Grade Level was calculated using
Microsoft Word 2007 in order to obtain the lowest reading level possible while maintaining
meanings of items. This resulted in a fifth grade reading level for the survey.

Female African American research assistants collected data in order to decrease potential
participant reactivity. Research assistants completed training on how to conduct research with
human participants. They were then given a research script that they practiced until reaching
mastery. Additionally, research assistants practiced how to respond to participants’ questions
without potentially influencing responses. Prior to beginning data collection, research assistants
audio-taped administrations of the survey until they were able to administer the survey while

following protocol.
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Measures

Section One: Demographic Information. Participants reported their age, ethnicity,
marital status, level of education, occupation, and relationship to child. We also collected data on
child age, gender, and ethnicity. Socioeconomic status was calculated with The Hollingshead
Four Factor Index of Social Status (Hollingshead, 1975) based on the update by Nakoa and Treas
(1992). Two research assistants coded all Hollingshead occupations. Given the categorical nature
of the variable, a Kappa coefficient was calculated to assess inter-rater reliability. The kappa
coefficient indicated excellent agreement between raters (mother’s occupation, k = 0.94, p <0.01,;
father’s occupation, k = 0.94, p <0.01). After the Kappa coefficient was calculated, a third
researcher reviewed any discrepant data and determined the most appropriate coding. This
coding was used in all subsequent analyses.

Section Two: Parenting Behaviors. We modified a survey developed by McMahon and
Forehand (2003) designed to assess parents’ perception of the difficulty involved in
implementing various parenting skills. The Guilford Press granted permission to use and modify
this survey. We modified the survey by adding a brief description of each parenting skill, and
decreasing the scale from seven to five points. Additionally, we modified some of the labels of
parenting behaviors to reflect the broader area of PT (e.g., “effective commands” rather than
“clear instructions”). We also added several parenting behaviors not included in the original
scale (racial socialization). Parents rated each parenting behavior on three dimensions:
familiarity, similarity to own parenting, and if this parenting behavior is a good or bad idea for
parents. The final list included eleven parenting behaviors (preparation for bias, racial pride,

promotion of mistrust, egalitarian, time out, effective commands, special time, behavior
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contracts, rewards, planned ignoring, attending). See Appendix B for a description of each
parenting behavior.

Section Three: Program Preferences. We assessed differences in format preferences
between ethnicities. Questions covered three general areas: format of the group, location of the
group, and characteristics of the presenter (e.g., same versus different ethnicity).

Section Four: Racial Identity. The Multi-group Ethnic Identity Measure-Revised
(MEIM-R; Phinney & Ong, 2007) was used to assess racial identity. The MEIM-R was selected
for its brevity, applicability across ethnicities, and previously established internal consistency
(Cronbach’s alpha of .81; Phinney & Ong, 2007). The MEIM-R consists of six items.
Respondents use a five-point scale ranging from “strongly disagree” to “strongly agree.” The
internal consistency estimate of the MEIM-R based on data from the current study was o = 0.86.
Thus, the combined score was used as a measure of racial identity.

Section Five: Barriers to treatment. We assessed seven barriers to treatment related to
childcare, transportation, work, cost, and trust of mental health professionals. Parents rated how
problematic each barrier would be to their participation in PT on a five-point scale ranging from
“not a problem” to “would prevent me from attending.”

Section Six: Incentives. Pertinent items from Gross et al. (2001) were selected, including
childcare, location, time of services, dinner, transportation, and monetary incentives.
Additionally, we assessed books provided to parents, and additional levels monetary incentive.
Participants rated how much each incentive would encourage their participation on a five-point

scale ranging from “not much at all” to “very much.”
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Results

Hierarchical Regressions

Multicollinearity was assessed because it is possible that SES, racial identity, and
ethnicity are highly correlated. Allison (1999) suggested using a stringent Variance Inflation
Factor (VIF) of 2.5 when working with models that have small effect sizes. The 2.5 cut-off was
used to assess for multicollinearity because several of our regressions have small to moderate
effect sizes. In our regressions the VIF did not exceed 2; indicating that multicollinearity is not
problematic for this data set. Hierarchical Regressions (HRs) were used to evaluate the impact of
ethnicity, SES, and racial identity on multiple variables including the different parenting
behaviors (familiarity, similarity, and good/bad idea: see Tables 2-4), incentives (see Table 5),
and barriers to treatment (see Table 6). HRs were selected due to the literature that has found a
significant impact of SES on treatment efficacy, attrition, and outcomes. After SES was entered
into the regression, racial identity scores and ethnicity were entered simultaneously.
Hypothesis One

HRs were conducted to assess the impact of SES on both traditional PT behaviors and
racial socialization practices. In general, we did not find a significant impact of SES on most
parenting behaviors. We assessed 3 aspects of 11 different parenting behaviors, resulting in 33
areas that SES could significantly predict parenting behaviors. Of those 33, only 4 were

significant. Specifically we found that as SES increased parents were more likely to endorse
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effective commands as a good idea for parents. Additionally, we found that as SES increased
parents were less likely to report that preparing children for bias and teaching children to
mistrust other ethnicities was similar to their parenting. Also, as SES increased, parents were less
likely to endorse the promotion of mistrust as a good idea for parents (See Figures 1-3).
Hypothesis Two

Mixed results for differences in parenting behaviors across ethnicities were obtained (See
Tables 2-4). With the effect of SES accounted for, ethnicity and racial identity were entered
simultaneously into a series of hierarchical regressions. Differences were found for three of the
traditional PT behaviors. Specifically, Caucasian parents were more likely to endorse attending
as a good idea for parents. African American parents reported significantly lower rates of
familiarity for planned ignoring, and were not as likely to endorse it as a good idea. Furthermore,
African American parents reported that time out was not as similar to their parenting as
Caucasian parents, and also reported feeling as if it was not as good of an idea for parents. (See
Figures 1-3 for a summary of parenting differences by ethnicity).
Hypothesis Three

Hierarchical regressions were also conducted to assess if African American parents
endorse racial socialization practices at a higher rate than Caucasian parents (Tables 2-4).
African American parents reported being more familiar with preparing their children for bias and
reported that it was more similar to their own parenting behaviors than Caucasian parents.
However, there was no significant difference between ethnicities in rating preparing children for
bias as a good or bad idea. There was no difference between ethnicities for familiarity, similarity
to own parenting, and if the parenting behavior is a good or bad idea for egalitarian messages. In

regards to mistrust of other ethnicities, there were no differences in familiarity between
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ethnicities. Additionally, both ethnicities reported it was not like their own parenting and not a
good idea for parents. However, there was a significant difference between ethnicities.
Specifically, compared to Caucasian parents, African American parents reported that the
promotion of mistrust was more similar to their parenting and a better idea. In addition to the
differences between ethnicities, when individuals had higher rates of racial identity, they were
more likely to be familiar with racial pride. They also reported that it was more similar to the
parenting and a good idea for parents.

Question One: Do African American parents rate racial socialization practices as being
more important than traditional PT practices?

An average score was calculated for racial socialization practices (excluding mistrust)
and traditional PT for each of the three questions about each parenting behavior. F-tests were
conducted to determine if there was a significant difference between racial socialization practices
and traditional parenting training parent behaviors. We found a significant difference between
racial socialization practices and traditional parent training for familiarity, similarity to own
parenting, and if the parenting behavior is a good or bad idea across both African American and
Caucasian parents. Specifically, we found that African American parents reported higher levels
of familiarity, similarity to own parenting, and that the parenting behavior is a good idea for
racial socialization practices than for traditional parenting training parent behaviors. Caucasians
parents reported higher levels of familiarity, similarity to own parenting, and that the parenting
behavior is a good idea for traditional PT practices compared to racial socialization practices

(See Table 7).
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Question Two: Which incentives are most salient?

Hierarchical regressions were conducted to understand the saliency of incentives and to
determine if there was a significant difference based on SES, ethnicity, or racial identity (Table
5). SES did not significantly predict how salient participants found incentives. We found a
significant impact of ethnicity on the saliency of transportation and childcare. Specifically,
relative to Caucasian parents, we found that African American parents reported that
transportation is more salient. However, both ethnicities reported transportation as the least
enticing incentive. We also found that Caucasian parents reported that childcare is a more salient
incentive than did African American parents (See Figure 4)

Question Three: How should PT be designed in consideration of the preferences of African
American parents?

Chi-square analyses were used to assess program preference differences between
ethnicities. We assessed what location parents prefer for services (e.g., place of worship,
community center, or clinic). A significant difference between ethnicities for preference of
location (3° (3, N = 191) = 9.66, p = .02) was found. Specifically, Caucasian parents were most
likely to prefer places of worship for treatment, and African American parents were most likely
to prefer community centers. However, a disproportionate amount of Caucasian participants’
data was collected from places of worship (See Table 8). Therefore, these findings should be
interpreted with caution. However, it was clear that overall, parents preferred community centers
and places of worship compared to either in home or at a clinic. In regards to ethnicity of the
provider, there was no difference between ethnicities as to whether they preferred a provider of
similar or different ethnicity (x> (2, N = 194) = 1.44, p = .49). The majority of participants

reported that the ethnicity of provider was not important. There was a significant difference
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between ethnicities on preference of group or individual format (x> (1, N = 192) = 4.52, p = .03).
Specifically, a larger percentage of African American parents reported preferring an individual
format (36%) than Caucasian parents (22%). However, both ethnicities reported preferring group
to individual formats. Both African American and Caucasian parents reported that it is important
for the clinician to have their own children. However, Caucasian parents (82%) found it to be
more important than African American parents (66%; x> (1, N = 190) = 5.11, p = .02).

Question Four: Which barriers are most salient?

Hierarchical regressions were used to assess any differences between ethnicities for
which barriers to treatment are most problematic (Table 6). Overall, very few differences were
found. We found a significant impact of SES on the barriers of transportation, cost of program,
and child being too busy. Specifically, we found that as SES decreased parents were more likely
to report that the cost of the program and transportation were barriers to treatment. We also
found that as SES increased parents were more likely to report their child being too busy as a
barrier to treatment. We found significant differences between ethnicities for cost of program and
for childcare. These differences were above and beyond the variance accounted for by SES.
Specifically, we found that Caucasian parents were more likely to endorse the cost of a program
and childcare as problematic to treatment participation. Additionally, we found that racial
identity significantly predicted if parents found the cost of a program to be problematic. This
difference remained significant after accounting the variance accounted for by SES and ethnicity
was removed. We found that as parents identified more with their ethnicity they reported that

cost of the program was a greater barrier (Figure 5).
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Discussion

The purpose of this study was to gain a better understanding of how to formulate a
culturally sensitive PT experience for African American parents, which may have a secondary
effect of decreasing attrition. Our survey, developed in consultation with African American focus
groups and therapists, addressed four areas for clinicians to consider when developing PT for
African American parents: understanding barriers and incentives, characteristics of the treatment,
parenting behaviors covered in PT, and specific recommendations for a culturally sensitive PT.
Although the focus of this study was to identify elements of a culturally sensitive PT, it is
important to note that many of the findings are also applicable for PT across ethnicities. Finally
we will address limitations and future directions for research.
Barriers and Incentives

When considering why African American parents have higher rates of attrition from PT
than Caucasian parents, it is important to understand what barriers they face, as well as what
incentives would encourage participation. Participants reported that the three most salient
barriers to treatment were childcare, cost of program, and conflicting work schedule. These were
followed by parents being too busy, children being too busy, mistrust of counselors, and
transportation. Thus, across ethnicities, providing services at a reduced cost, selecting a
convenient time, and providing childcare may all be important factors. In particular, selecting a
convenient time might be especially important when working with individuals from low SES,

given the higher probability of varying work schedules.
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Previous research on the use of incentives with PT found that parents reported that the
location of services and childcare are the most salient incentives and that small monetary
incentives and transportation were not as salient (Gross, 2001). We confirmed this pattern in
parental preference. However, we also assessed a larger monetary incentive ($30 for attending
each session), which was also salient to parents and was rated as being just slightly less
important than the location of services. Previous studies that have evaluated the efficacy of
monetary incentives have found mixed results (Drebing, Van Ormer, Krebs, Rosenheck, &
Rounsaville, 2005; Dumas et al., 2010). The finding that participants found $30 to be more
enticing than $10, suggests that the disparity in previous research may partially be explained by
the size of monetary incentives.

Several researchers have suggested that differences in attrition rates between ethnicities
are the result of SES (Armbruster & Fallon, 1994; Kazdin, 1995). If the same logic holds for
incentives and barriers to treatment, the differences in which incentives and barriers are salient
should largely be accounted for by SES. After controlling for differences in SES, few differences
remained between ethnicities in how they viewed barriers to treatment or incentives. This
suggests that in general, when clinicians select incentives it may be more important to consider
the SES of the target population rather than ethnicity. However, some differences still exist
between ethnicities.

We found that SES significantly predicted if cost of program, transportation, and child
being too busy were significant barriers. It is logical that individuals from lower SES would
report that the cost of a program is a significant barrier. By combining this information with the
finding that SES did not predict differences in the saliency of monetary or free treatment as

incentives, it can be deduced that monetary incentives are enticing to individuals from various
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SES. However, when working with individuals from low SES, the cost of program may be
detrimental to participants’ ability to engage in treatment. Additionally, with the effect of SES
controlled, African American parents reported that cost of the program was a less significant
barrier than Caucasian parents.

We found that African American parents were not as likely to report that childcare was a
significant barrier to treatment, and they did not value childcare as an incentive to the same
degree as Caucasian parents. This may reflect a cultural difference, in that African Americans
tend to have more extensive support networks (Boyd-Franklin, 2003), which may make childcare
easier to obtain, and thus, less of a barrier to treatment.

Aside from childcare, we also found differences in the way participants responded to
transportation as both a barrier and an incentive. We found a small effect of SES on if
transportation was a significant barrier to treatment. We also found that African American
parents were more likely to rank transportation as being a salient incentive than Caucasian
parents. However, it is important to note that overall, transportation was the least enticing
incentive for both ethnicities. Although parents did not rank transportation as being a salient
incentive, it may actually be an important factor in helping parents with lower SES remain in
treatment. Previous researchers have attempted to address issues with transportation by paying
for public transportation. However, participants from economically disadvantaged areas reported
that this was not an effective intervention because public transportation did not have services in
the areas of town where they lived (Gross et al., 2001). Given that transportation was the least
enticing incentive and that it may be difficult for participants to access, clinicians may be better
able to address concerns related to transportation by selecting a convenient location that

decreases transportation demands rather than attempting to provide transportation. As previously
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mentioned, African American parents tend to live in economically disadvantaged areas (Holzer,
Goldsmith, & Ciarlo, 1998). Therefore, selecting a location in an economically disadvantaged
area that is comprised primarily of African American residents may contribute to decreasing
treatment attrition.

Extending our findings that location of services was the most salient incentive, we further
assessed what location individuals would prefer. Participants reported preferring community
centers and places of worship over a clinic or their home (See Table 8). Therefore, selecting the
former venues may help decrease attrition among African American parents. Although the
current study did not address the impact of religiosity, such a factor may help clinicians choose
between the two venues. That is, a non-religious individual may be uncomfortable going to a
place of worship for mental health services, but a religious individual may not have the same
hesitation in going to a community center.

We found one other difference between participants’ ratings on barriers to treatment.
Specifically, as the SES of parents increased, they were more likely to endorse that their child
was too busy with activities that would make it difficult to engage in PT. Research has shown
positive benefits for children who engage in extracurricular activities (Feldman & Matjasko,
2007). Therefore, clinicians should attempt to provide services in a manner that will not conflict
with children’s extracurricular activities. For example, clinicians may want to purposefully select
times for treatment that are less likely to interfere with extracurricular activities.

Interestingly, we did not find ethnicity differences related to mistrust of counselors.
Previous research has indicated that mistrust of counselors is a significant barrier for African
American parents (Gross et al., 2001). There are several possible explanations for this finding. It

is possible that a shift has taken place within the African American community towards
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acceptance of mental health services. However, research conducted as recently as 2008 still finds
a significant level of mistrust of counselors among African Americans (Jesse, Dolbier, &
Blanchard, 2008). Another explanation could be that meeting with a counselor for PT may not
elicit mistrust in comparison to seeing a counselor for more personal mental health needs, such
as treatment for depression. This result might also be influenced by collecting data in a
community centered around a university, where the population may have higher rates of
education about mental health services, resulting in a more positive view of mental health
professionals.
Treatment Characteristics

After a clinician has selected the incentives to use in an effort to minimize the impact of
barriers to treatment and decrease attrition, it is important to consider how to format the
treatment. These include both characteristics of the treatment and the provider. There are many
treatment characteristics that can be considered, such as the use of psycho-education and role
playing in treatment. Given the established importance of including these elements in PT
(Shapiro et al., 2006), we focused on participants preference for a group or individual format.
We found that the majority of parents reported preferring group (70%) to individual (30%)
formats. Research suggests that individual formats may result in more extensive changes
(Hampson, Schulte, & Ricks, 1983), although group formats have also been found to be
efficacious (Webster-Stratton, 2000). Research has found that a good predictor of treatment
outcome is the amount of personal attention clients get from the clinician (Brown & Palenchar,
2004). Therefore, if a group format is used, it is important for clinicians to make sure that each
parent is engaged in the group process. Recent research has confirmed that African Americans

tend to prefer a more interpersonal approach over an instrumental approach (Mulvaney-Day,
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Earl, Diaz-Linhart, & Algeria, 2011). A group format may be especially effective for facilitating
an interpersonal approach by giving members of the group an opportunity to interact with each
other while discussing parenting.

In regards to the clinician, previous culturally sensitive PT programs have emphasized
the importance of having a clinician of the same ethnicity as the target group (Brody et al.,
2006). Therefore we assessed if participants preferred a provider of their same ethnicity. We
found that the majority of participants (81%) did not consider this to be an important factor.
However, having a provider of the same ethnicity was still important for 17% of our sample.
Thus, ethnic similarity still seems to be important when trying to maximize client engagement.
Unfortunately, only 2-4% of service providers are African American (American Psychological
Association, 2009; Holzer et al., 2000). This suggests the need for continued attention to cultural
sensitivity training among current and future practitioners. The American Psychological
Association created the Committee on Ethnic Minority Affairs (CEMA) to help improve services
for underserved minorities (American Psychological Association, 2011). CEMA provides several
references that are beneficial in providing cultural sensitivity training for clinicians.

Research has found that when given the option, participants prefer a clinician that is
similar to them on multiple dimensions including gender and ethnicity (Garcia, Paterniti,
Romano, & Kavitz, 2003). Similarly, the majority of parents felt that it is important for the
clinician to have a child (73%). Although having a child is not necessary for a clinician to be
effective in conducting PT, having a child may help clients feel as if the counselor is more
credible or can relate more readily to the role of a parent. In a similar fashion to cultural
sensitivity training, it may be beneficial for clinicians who don’t have children to have training

that will help them take the perspective of parents and thus improve their treatment delivery.
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Parenting Behaviors

In regards to parenting behaviors commonly taught in PT, parents reported being very
familiar with all of these skills. This indicates that PT does not introduce new concepts for most
parents, though it is not clear how accurate or complete their knowledge of these different skills
is. For example, it is feasible that time out has very different meaning across participants. We
attempted to partially address this likelihood by adding brief descriptions and examples of
parenting behaviors, but it is likely that differences in participants’ understanding remained.

There was much more variability in parents’ reports of engaging in these behaviors and if
they believed the behavior to be a good or bad idea. Overall, parents were likely to rank a
parenting skill as a good idea for parents, but then not rate the skill as being very much like their
parenting. Therefore, it may be beneficial for clinicians to utilize therapy techniques such as
motivational interviewing designed to improve motivation (Miller & Rollnick, 2002).

In reviewing participants’ rankings for similarity of parenting skills to their own behavior
and how good of an idea the skill is for parents, it became clear that skills with a positive
connotation, such as attending, special time, and rewards were viewed more positively than
planned ignoring, behavior contracts, and time out. These findings could be the result of parents
engaging in positive impression management and being reticent to report engaging in parenting
behaviors that could be viewed as negative. It could also be that participants did not pay attention
to the written descriptions of the parenting behaviors, and assumed that skills such as planned
ignoring are undesirable based on name only. With these limitations aside, if parents do have a
more negative view of planned ignoring, behavior contracts, and time out, they may view the
treatment as less relevant, which is one of the barriers to treatment that frequently predicts

attrition (Kazdin et al., 1997a). Further research points out that parents create schemas about
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their parenting style (Azar, Nix, & Makin-Byrd, 2005). Whenever a skill is promoted that is not

part of a parent’s current schema, the application of the new skill is more difficult (Azar, Nix, &
Makin-Byrd, 2005; Young, Klosko, & Welshaar, 2003). To help parents address parenting skills
that are not easily accepted, Azar and colleagues (2005) recommend that the clinician assign the

parent homework of keeping a daily diary about their reaction to the parenting skills. In addition,
they recommend role-playing the skill while having the parents verbalize their reactions to it. In

this way, clinicians can better address concerns that may occur.

For the parenting strategies of behavior contracts, effective commands, rewards, and
special time, there were no significant differences between ethnicities for the familiarity,
similarity to own parenting, and if the parenting behavior was a good or bad idea. This suggests
that African American parents may hold similar schemas about these behaviors as Caucasian
parents. This suggests that it may not be necessary to modify these skills when conducting a
culturally sensitive PT. However, it should be noted that an African American focus group and
African American therapists were consulted when creating the examples used in the survey. The
examples used in the survey were selected for their cultural relevance to African Americans.
Therefore, even though African American parents did not have significantly different responses
from Caucasian parents, it may still be beneficial to keep African American culture in mind
when selecting examples to use when teaching these skills in PT. Thus, when the skills of
behavior contracts, effective commands, rewards, and special time are presented in a culturally
sensitive way, the response of African American parents to these skills may not be significantly
different from treatment with Caucasian parents.

It was found that African American parents have less favorable attitudes towards time

out, attending, and planned ignoring, compared to Caucasian parents. In regards to time out, we
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found that African American parents reported that time out is less similar to their own parenting
than Caucasian parents. They also did not view time out as favorably as Caucasians. This
suggests it is possible that when we teach African American parents to engage in time out, we
are asking them to implement a skill that is more likely to be foreign to their culture, but when
we ask Caucasian parents to implement time out, we are simply asking them to modify a familiar
practice. The information presented earlier on schemas and how to adjust schemas would also
apply to helping African American parents adopt time out into their parenting repertoire.
Furthermore, additional research suggests that the more exposure children have to a parenting
skill the more likely they are to believe that the skill is effective and just (Grusec & Goodnow,
1994). Furthermore, the more effective and just the child believes the skill to be, the more likely
that the parenting behavior will result in a long term behavior change rather than a more
temporary behavior change (Grusec & Goodnow, 1994; Vittrup & Holden, 2010). Thus, given
that African American parents reported that time out is less similar to their parenting practices
than Caucasian parents, it logically follows that their children are less likely to have experienced
time out. If the pattern follows that was found by Vittrup and Holden, time out would initially be
less effective for African American children than Caucasian children due to a previous exposure
effect. Thus, when African Americans first adopt time out as a parenting skill, it may take
additional effort and time before they see the positive outcomes in child behavior.

Research has found that the outcome of parenting behaviors is closely tied to a parent’s
belief about the parenting practice (Lansford et al., 2004; McLoyd & Smith, 2002). For example,
research has shown that one of the strongest predictors of negative outcomes for corporal
punishment is if parents view it as a bad parenting practice (McLoyd et al., 2007). Parents who

did not view corporal punishment as negative had children who did not respond negatively to the

37



practice. It is hypothesized that the reason behind this difference is that when parents did not
believe that corporal punishment was a good parenting practice, they were more likely to use it
when angry or frustrated (McLoyd et al., 2007). If a similar pattern holds true for time out, and
parents who initially did not endorse it as being a good idea or being similar to their own
parenting only use it when frustrated or angry, it is possible that the time out may be
implemented incorrectly. Therefore, when approaching time out with African American parents,
it may be important to de-emphasize the importance of time out in favor of other discipline
strategies that are more congruent with the African American culture. However, given the strong
empirical support for the effectiveness of time out, a more reasonable step may be to implement
the additional therapy skills suggested earlier (Azar et al., 2005) to address parental concerns.

In regards to the parenting practices of attending and planned ignoring, similar arguments
as those made concerning time out apply. In addition, research has found that a common
parenting pattern in African Americans is to be highly engaged in their children’s lives and to
use higher amounts of authoritative parenting mixed with an increase of warmth
(Longest et al., 2007). This parenting practice may be in conflict with the use of planned
ignoring. Thus, a culturally sensitive PT for African American parents may want to focus on how
to best address problem behaviors when parents are not willing to use this strategy. Clinicians
may also need to understand parents’ concerns related to planned ignoring and attending, and
when appropriate address those concerns or use alternative parenting practices to address
problem behaviors. Furthermore, as research progresses on how to best engage in PT with
African American parents, we may find that these skills are not as central to success as we have
found in the research conducted with Caucasian parents. Therefore, in the future, it may be

possible to deemphasize these skills when working with African American parents.

38



In addition to being more vigilant when teaching African American parents how to use
time out, attending, and planned ignoring, it is possible that adding racial socialization practices
to current PT may increase its efficacy for African American parents and decrease attrition. As
stated previously, the racial socialization practices of preparation for bias, racial pride, and
egalitarian messages have been found to decrease CP and increase prosocial behaviors
(Stevenson et al., 2002). Additionally, these skills are related to better coping with discrimination
(Fischer & Shaw, 1999), better self-image (Constatine & Blackmon, 2002), higher academic
performance (Browman & Howard, 1985; Neblett et al., 2006), and better well-being and
psychological adjustment (Neblett et al., 2008). We found that African American parents are
more familiar with racial socialization practices than traditional elements of PT. Additionally,
our participants reported that racial socialization practices are more congruent with their current
parenting practices and they believe them to be a good idea at a higher rate than traditional
elements of PT. Given the congruence with established parenting behaviors and the positive
beliefs about these practices, it is likely that African American parents and children will respond
positively to these practices. It is possible that by adding these components to PT, African
American parents will find treatment to be more culturally relevant and effective. This could lead
to a decrease in treatment attrition, which could improve the likelihood that African American
parents would utilize the more traditional components of PT that could also be taught.
Furthermore, given the benefits of engaging in racial socialization practices, it is possible that
African American parents who complete a modified treatment that includes both racial
socialization and traditional PT would have better treatment outcomes than those parents who
completed just a traditional PT. This remains an empirical question.

Conclusion
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In summary, we found that when creating a culturally sensitive PT for African American
parents it may be especially important to select a convenient location such as a place of worship
or community center. Also providing services for free or reduced cost may be especially
important when working with African American parents. In regards to the therapist, it may be
beneficial to have a therapist of the same ethnicity. However, when individuals from other
ethnicities are conducting PT it may be especially important for them to receive cultural
sensitivity training. When selecting a treatment format, the majority of parents reported
preferring a group format. When conducting the treatment, it is important to be cognizant of
which skills are viewed less favorably by African American parents so appropriate steps can be
taken. Furthermore, our findings support that African Americans responded positively to the
concept of racial socialization. Therefore, encouraging parents to increase racial pride,
preparation for bias, and egalitarian messages, while decreasing the promotion of mistrust, may
be beneficial.

Limitations and Future Directions

Our findings must be interpreted in the context of study limitations. Our sample may not
be representative of the general population due to collecting approximately 30% of our
participants from places of worship. Additionally, limits of our sample include collecting
participants from the Southeast region of the United States and a higher rate of single parents and
lower SES among African American participants. This study was exploratory in nature. Thus,
numerous analyses were conducted, increasing our family wise error and increasing the
likelihood that some of our findings are the result of chance. Another limitation of this study is
the design used. Because survey data were collected from parents who have not participated in

PT, it is unknown how well this information will generalize to actual PT. The results of this
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study are also restricted by the limitations of self-report measurement, such as the risk of the
participants engaging in positive impression management and careless responding. Furthermore,
due to wanting to collect a broad overview of PT across ethnicities, some of our constructs were
assessed with few questions or brief measures that may not evaluate all aspects of the given
construct. Therefore, future research may want to utilize more in depth measures and behavioral
observations.

Given the exploratory/descriptive nature of this study, future research is needed to further
evaluate how to improve PT for African American parents. Specifically, researchers may want to
focus on each parenting skill and determine how they are currently being used across ethnicities.
Additionally, researchers may want to specifically study which parenting behaviors lead to the
most effective dissemination of racial socialization. Finally, research is needed to determine how
to present these parenting behaviors within the therapeutic context. The effectiveness of future
clinical services may depend on more closely considering culturally sensitive aspects.
Researchers can then evaluate the efficacy and the impact on retention of culturally sensitive PT

in comparison to standard PT.
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Table 1

Demographic Information

African American Caucasian
Mean (SD) Mean (SD)

N 105 91
Age of participant (Years) 30.32 (7.26) 34.20 (5.81)
Age of Mother 30.22 (7.44) 33.75 (5.96)
Age of Father 32.93 (8.55) 36.16 (6.85)
SES (Hollingshead) 39.35 (12.12) 48.31 (12.32)
Relationship to Child
Mother 77 80
Father 11 8
Grandparent 8 1
Guardian/Other 8 2
Level of Education of Participant
9™ Grade or Less 2 1
10™ Grade — High School Graduate 24 5
Some College/Certificate Course 33 19
College Graduate 24 45
Graduate or Professional Degree 5 17
Marital Status
Single 50 7
Married 28 76
Separated/Divorced/Widowed 7 5
Living with Someone 4 0
Children (ages 4-8)
N 133 121
Age (Years) 5.55 (1.60) 5.47 (1.49)
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Table 2

Hierarchical Regression Analyses for Familiarity of Parenting Behaviors

F for R

Variables B SEB B R? change
Attending
Step One

SES <0.01 0.01 -0.06 <0.01 0.63
Step Two

SES -0.01 0.01 -0.12

Ethnicity 0.09 0.06 0.16

Racial Identity <0.01 0.01 -0.01 0.03 1.96
Contracts
Step One

SES 0.01 0.01 0.07 0.01 0.86
Step Two

SES 0.01 0.01 0.09

Ethnicity -0.02 0.07 -0.02

Racial Identity 0.02 0.02 0.09 0.02 0.88
Commands
Step One

SES <0.01 0.01 0.02 <0.01 0.07
Step Two

SES <0.01 0.01 0.04

Ethnicity -0.02 0.05 -0.04

Racial Identity 0.01 0.01 0.09 0.01 1.12
Ignoring
Step One

SES <0.01 0.01 0.01 <0.01 0.28
Step Two

SES <0.01 0.01 -0.05

Ethnicity 0.26 0.08 0.28**

Racial Identity 0.03 0.02 0.13 0.06 4.91%*
Rewards
Step one

SES <0.01 0.01 -0.03 <0.01 0.11
Step Two

SES <0.01 0.01 -0.07

Ethnicity 0.07 0.05 0.12

Racial Identity <0.01 0.01 0.02 0.01 0.95
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F for R?

Variables B SEB B R? change
Special Time
Step One

SES <0.01 0.01 -0.02 <0.01 0.10
Step Two

SES <0.01 0.01 0.02

Ethnicity -0.09 0.06 -0.13

Racial Identity -0.01 0.02 -0.03 0.01 1.00
Time Out
Step One

SES <0.01 0.01 -0.01 <0.01 0.01

Step Two

SES -0.01 0.01 -0.08

Ethnicity 0.14 0.07 0.18

Racial Identity -0.01 0.02 -0.03 0.04 3.09*
Bias
Step One

SES -0.01 0.01 -0.11 0.01 1.96
Step Two

SES <0.01 0.01 0.02

Ethnicity -0.30 0.08 -0.35**

Racial Identity 0.02 0.02 0.08 0.15 13.32**
Egalitarian
Step One

SES 0.01 <0.01 0.12 0.02 2.54
Step Two

SES 0.01 <0.01 0.16

Ethnicity -0.04 0.04 -0.08

Racial Identity 0.01 0.01 0.07 0.03 1.37
Mistrust
Step One

SES -0.01 0.01 -0.12 0.01 2.29
Step Two

SES -0.01 0.01 -0.08

Ethnicity -0.09 0.10 -0.08

Racial Identity 0.04 0.02 0.13 0.05 2.86
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F for R

Variables B SEB B R? change
Racial Pride:
Step One

SES -0.01 0.01 -0.12 0.01 2.27
Step Two

SES <0.01 0.01 0.01

Ethnicity -0.22 0.06 -0.28**

Racial Identity 0.06 0.02 0.30** 0.24 24.,99**

*p < .05, **p < 01
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Table 3

Hierarchical Regression Analyses for Similarity of Parenting Behaviors

F for R

Variables B SEB B R? change
Attending
Step One

SES <0.01 0.01 -0.06 <0.01 0.59
Step Two

SES -0.01 0.01 -0.12

Ethnicity 0.11 0.06 0.17

Racial Identity <0.01 0.01 -0.01 0.03 2.18
Contracts
Step One

SES <0.01 0.01 -0.05 <0.01 0.34
Step Two

SES <0.01 0.01 -0.04

Ethnicity <0.01 0.08 -0.01

Racial Identity 0.01 0.02 0.05 0.01 0.25
Commands
Step One

SES <0.01 0.01 0.02 <0.01 0.05
Step Two

SES <0.01 0.01 0.02

Ethnicity 0.01 0.06 0.01

Racial Identity 0.02 0.01 0.12 0.01 1.09
Ignoring
Step One

SES -0.01 0.01 -0.05 <0.01 0.42
Step Two

SES -0.01 0.01 -0.10

Ethnicity 0.14 0.09 0.14

Racial Identity <0.01 0.02 0.02 0.02 1.32
Rewards
Step One

SES <0.01 0.01 -0.01 <0.01 0.03
Step Two

SES <0.01 0.01 -0.05

Ethnicity 0.07 0.07 0.10

Racial Identity -0.02 0.02 -0.09 0.02 1.95
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F for R

Variables B SEB B R? change
Special Time
Step One

SES <0.01 0.01 -0.05 <0.01 0.45
Step Two

SES <0.01 0.01 -0.05

Ethnicity <0.01 0.07 <0.01

Racial Identity 0.01 0.02 0.05 0.01 0.21
Time Out
Step One

SES -0.01 0.01 -0.07 0.01 0.80
Step Two

SES -0.02 0.01 -0.15

Ethnicity 0.20 0.09 0.21*

Racial Identity -0.02 0.02 -0.10 0.07 5.98**
Bias
Step One

SES -0.02 0.01 -0.21** 0.05 7.91*%*
Step Two

SES -0.01 0.01 -0.11

Ethnicity -0.24 0.07 -0.28**

Racial Identity 0.01 0.02 0.06 0.13 8.34**
Egalitarian
Step One

SES 0.01 0.01 0.13 0.02 2.63
Step Two

SES 0.01 0.01 0.12

Ethnicity 0.04 0.06 0.07

Racial Identity 0.03 0.01 0.17* 0.04 1.99
Mistrust
Step One

SES -0.02 0.01 -0.27** 0.07 13.13**
Step Two

SES -0.02 0.01 -0.17*

Ethnicity -0.24 0.07 -0.31**

Racial Identity -0.01 0.02 -0.03 0.15 7.26**
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F for R

Variables B SEB B R? change
Racial Pride
Step One

SES -0.01 0.01 -0.11 0.01 2.21
Step Two

SES <0.01 0.01 -0.02

Ethnicity -0.13 0.07 -0.16

Racial Identity 0.09 0.02 0.42** 0.27 28.60**

*p < .05, **p < 01

67



Table 4

Hierarchical Regression Analyses for Good/Bad Idea

F for R

Variables B SEB B R? change
Attending
Step One

SES <0.01 <0.01 -0.04 <0.01 0.25
Step Two

SES -0.01 <0.01 -0.13

Ethnicity 0.12 0.04 0.29**

Racial Identity <0.01 0.01 0.04 0.07 6.02**
Contracts
Step One

SES <0.01 0.01 -0.03 <0.01 0.12
Step Two

SES <0.01 0.01 0.01

Ethnicity -0.05 0.08 -0.06

Racial Identity <0.01 0.02 <0.01 <0.01 0.23
Commands
Step One

SES 0.01 0.01 0.18* 0.03 5.88*
Step Two

SES 0.01 0.01 0.16

Ethnicity 0.04 0.05 0.07

Racial Identity -0.01 0.01 -0.06 0.05 1.05
Ignoring
Step One

SES 0.02 0.01 0.14 0.02 3.35
Step Two

SES 0.01 0.01 0.05

Ethnicity 0.31 0.09 0.31**

Racial Identity 0.05 0.02 0.21* 0.09 6.45**
Rewards
Step One

SES -0.01 0.01 -0.09 0.01 1.32
Step Two

SES -0.01 0.01 -0.08

Ethnicity -0.04 0.05 -0.06

Racial Identity -0.03 0.01 -0.18* 0.03 2.25
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F for R

Variables B SEB B R? change
Special Time
Step One

SES <0.01 <0.01 -0.01 <0.01 0.02
Step Two

SES <0.01 0.01 -0.01

Ethnicity -0.01 0.05 -0.02

Racial Identity -0.01 0.01 -0.05 <0.01 0.19
Time Out
Step One

SES -0.01 0.01 -0.09 0.01 1.32
Step Two

SES -0.02 0.01 -0.17*

Ethnicity 0.18 0.08 0.21*

Racial Identity -0.02 0.02 -0.10 0.08 6.27**
Bias
Step One

SES -0.01 0.01 -0.10 0.01 1.57
Step Two

SES <0.01 0.01 -0.05

Ethnicity -0.07 0.06 -0.12

Racial Identity 0.01 0.01 0.04 0.03 1.61
Egalitarian
Step One

SES <0.01 <0.01 0.06 <0.01 0.60
Step Two

SES <0.01 <0.01 0.06

Ethnicity 0.01 0.04 0.02

Racial Identity 0.01 0.01 0.09 0.01 0.56
Mistrust
Step One

SES -0.03 0.01 -0.30** 0.09 16.38**
Step Two

SES -0.02 0.01 -0.22**

Ethnicity -0.17 0.07 -0.21*

Racial Identity 0.02 0.02 0.11 0.16 7.06**
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F for R

Variables B SEB B R? change
Racial Pride
Step One

SES <0.01 0.01 -0.01 <0.01 0.03
Step Two

SES <0.01 0.01 0.05

Ethnicity -0.09 0.06 -0.12

Racial Identity 0.05 0.02 0.26** 0.11 9.97**

*p < .05, **p < 01
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Table 5

Hierarchical Regression Analyses for Incentives

F for R

Variables B SEB B R? change
$10 for Attending
Step One

SES -0.01 0.01 -0.06 <0.01 0.54
Step Two

SES -0.01 0.01 -0.08

Ethnicity 0.06 0.10 0.05

Racial Identity -0.01 0.02 -0.03 0.01 0.38
$30 for Attending
Step One

SES <0.01 0.01 -0.03 <0.01 0.12
Step Two

SES <0.01 0.01 -0.03

Ethnicity -0.02 0.09 -0.02

Racial Identity -0.02 0.02 -0.06 <0.01 0.25
Free Treatment
Step One

SES <0.01 0.01 -0.01 <0.01 0.03
Step Two

SES <0.01 0.01 -0.04

Ethnicity 0.04 0.09 0.05

Racial Identity -0.02 0.02 -0.10 0.02 1.21
Location
Step One

SES -0.01 0.01 -0.13 0.02 2.85
Step Two

SES -0.01 0.01 -0.15

Ethnicity 0.05 0.07 0.06

Racial Identity 0.01 0.02 0.04 0.02 0.20
Childcare
Step One

SES <0.01 0.01 <0.01 <0.01 <0.01
Step Two

SES -0.01 0.01 -0.07

Ethnicity 0.15 0.09 0.16*

Racial Identity -0.02 0.02 -0.10 0.05 3.97*
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F for R?

Variables B SEB B R? change
Transportation
Step One

SES -0.01 0.01 -0.11 0.01 2.03
Step Two

SES <0.01 0.01 -0.03

Ethnicity -0.37 0.10 -0.33**

Racial Identity -0.89 0.02 -0.32** 0.12 9.71**
No Work Conflict
Step One

SES <0.01 0.01 0.02 <0.01 0.08
Step Two

SES 0.01 0.01 0.07

Ethnicity -0.10 0.08 -0.11

Racial Identity 0.02 0.02 0.07 0.02 1.88
Dinner Provided
Step One

SES -0.01 0.01 -0.11 0.01 2.16
Step Two

SES -0.01 0.01 -0.11

Ethnicity -0.05 0.09 -0.05

Racial Identity -0.03 0.02 -0.14 0.03 1.41
Books Provided
Step One

SES -0.01 0.01 -0.10 0.01 1.75
Step Two

SES -0.01 0.01 -0.12

Ethnicity 0.07 0.08 0.08

Racial Identity 0.03 0.02 0.13 0.02 1.06

*p <.05. **p < .01
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Table 6

Hierarchical Regression Analyses for Barriers to Treatment

F for R

Variables B SEB B R? change
Work Conflict
Step One

SES -0.02 0.01 -0.13 0.02 2.94
Step Two

SES -0.01 0.01 -0.10

Ethnicity -0.12 0.09 -0.12

Racial Identity -0.01 0.02 -0.06 0.03 0.84
Mistrust Counselor
Step One

SES <0.01 0.01 0.03 <0.01 0.12
Step Two

SES <0.01 0.01 0.04

Ethnicity -0.03 0.09 -0.03

Racial Identity -0.01 0.02 -0.04 <0.01 0.09
Cost of Program
Step One

SES -0.03 0.01 -0.26** 0.07 12.51**
Step Two

SES -0.04 0.01 -0.33**

Ethnicity 0.23 0.08 0.25**

Racial Identity 0.04 0.02 0.18* 0.12 4.28*
Transportation
Step One

SES -0.02 0.01 -0.18* 0.03 5.58*
Step Two

SES -0.01 0.01 -0.14

Ethnicity -0.10 0.07 -0.14

Racial Identity -0.01 0.02 -0.05 0.05 1.17
Childcare
Step One

SES <0.01 0.01 <0.01 <0.01 <0.01
Step Two

SES -0.01 0.01 -0.09

Ethnicity 0.26 0.10 0.25**

Racial Identity <0.01 0.02 -0.01 0.06 5.22**
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F for R

Variables B SEB B R? change
Parent too Busy
Step One

SES 0.01 0.01 0.09 0.01 1.20
Step Two

SES <0.01 0.01 0.04

Ethnicity 0.15 0.08 0.17

Racial Identity 0.03 0.02 0.13 0.03 1.84
Child too Busy
Step One

SES 0.02 0.01 0.17* 0.03 4.71*
Step Two

SES 0.01 0.01 0.14

Ethnicity 0.07 0.08 0.08

Racial Identity 0.01 0.02 0.02 0.03 0.42

*p <.05. **p <.01
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Table 7

ANOVAs for Differences Between PT and Racial Socialization Within Ethnicities

African American Parents Caucasian Parents
PT RS F PT RS F
M (SD) M (SD) M (SD) M (SD)
Familiarity 4.20 (0.59) 4.46 (0.61) 3.26** 4.32 (0.52) 3.83(0.77) 4.90**
Similarity 3.67 (0.64) 4.08 (0.77) 1.98* 3.86 (0.60) 3.55(0.83) 3.18**
Good/Bad Idea 3.99 (0.59) 4.38(0.69) 2.16* 4.22 (0.48) 4.19 (0.59) 2.96**

Note. PT = Traditional Parent Training. RS = Racial Socialization Practices
*p <.05. **p <.01
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Table 8

Program Preferences

Data Collection Location

Location
Home
Clinic
Place of Worship
Community Center
Format
Group
Individual
Ethnicity of Provider
Same Ethnicity
Different Ethnicity
No preference
Provider has Children
Not Important

Is Important

African American Caucasian Combined
Place of Worship  Other Place of Worship Other Combined
N =13 N=92 N =44 N =47 N =196

% % % % %

0 10.0 9.5 13.0 9.9
15.4 22.2 9.5 23.9 19.4
69.2 17.8 52.4 34.8 33.0
15.4 50.0 28.6 28.3 37.7

75 62.2 83.7 72.3 70.3

25 37.8 16.3 27.7 29.7
30.8 14.3 18.6 14.9 16.5
7.7 3.3 0 2.1 2.5
61.5 824 81.4 83 80.9
23.1 35.2 23.1 28.3 26.8
76.9 64.8 76.9 717 73.2
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Figure 1

Ethnicity Comparisons for Familiarity of Parenting Behaviors
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Figure 2

Ethnicity Comparisons for Similarity of Parenting Behaviors
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Figure 3

Ethnicity Comparisons for Good/Bad Idea for Parents
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Figure 4

Ethnicity Comparisons for Incentives
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Figure 5

Ethnicity Comparisons for Barriers to Treatment
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Appendix

What is your relationship to this child (please check and/or circle)?

O Grandmother
O Grandfather

CIMother, Step Mother
O Father, Step Father

O Guardian
O Other

INFORMATION ABOUT MOTHER OF CHILD

INFORMATION ABOUT FATHER OF CHILD

Marital Status: J Single O Divorced
OMarried  OWidowed
O Separated O Living with someone

Marital Status: 3 Single O Divorced
OMarried  OWidowed
OSeparated O Living with someone

Highest Level 216" grade or less
of Education: CO17"-9" grade
C110"-12" grade
O High school graduate
CISome college or certification course
O College Graduate
1 Graduate or Professional Degree

Highest Level 16 grade or less
of Education: CO17"-9" grade
010"-12" grade
O High school graduate
OISome college or certification course
O College Graduate
O Graduate or Professional Degree

Occupation/Job Title:

Occupation/Job Title:

Age of mother now:

Age of Father now:

Ethnicity or Race of Mother:

OIBlack, Non-Latino

O Asian or Pacific Islander

O Mexican/Latino

CIWhite, Non-Latino

O American Indian or Alaskan Native
O Other

Ethnicity or Race of Father:

OIBlack, Non-Latino

O Asian or Pacific Islander

O Mexican/Latino

CIWhite, Non-Latino

O American Indian or Alaskan Native
O Other
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INFORMATION ABOUT THE CHILD (Please provide information for children between ages 4-8)

Child One: Age of child Gender: O male O female
Ethnicity or Race: CJBlack, Non-Latino [ Mexican/Latino O American Indian or Alaskan Native
OWhite, Non-Latino O Asian or Pacific Islander T Other

Child Two: Age of child Gender: O male O female
Ethnicity or Race: CJBlack, Non-Latino [ Mexican/Latino O American Indian or Alaskan Native
OWhite, Non-Latino O Asian or Pacific Islander T Other

Child Three: Age of child Gender: O male O female
Ethnicity or Race: OO Black, Non-Latino [ Mexican/Latino O American Indian or Alaskan Native
CIWhite, Non-Latino O Asian or Pacific Islander T Other

| would describe most of the people in my neighborhood as being

O Black, Non-Latino O Mexican/Latino O White, Non-Latino O A mixture
O Other

Parenting Program

Parenting Program: These programs teach parents ways to manage child behavior. These programs can take
place in the community or as part of counseling and can be called by other names.

If yes, did you complete the program?

Have you attended a Parenting Program?
y g rrog O'NO CYES

O NO COYES
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Parenting Behaviors

Please read the description of each parenting behavior and the examples of that parenting behavior. Then
circle the ratings for each of three questions about that parenting behavior.

Equality: Teaching your child to value people for “who they are” (personal qualities) instead of valuing race
or ethnicity.

Example: Helping your child learn that what makes people valuable is “not the color of their skin, but who
they are.”

Question 1: How familiar are you with Equality?

Not familiar with Somewhat familiar with Very familiar with
1 2 3 4 5
Question 2: Is the parenting behavior (teaching Equality) like the way you parent your child?
Not like my parenting Somewhat like my parenting Very like my parenting
1 2 3 4 5
Question 3: Do you think teaching Equality is a good or bad idea for parents?
Bad idea Neutral Good Idea
1 2 3 4 5

Time Out: When your child misbehaves (i.e. hitting, biting, or not following a command) you place her on a
chair or in a separate location where she can no longer have fun and she sits there until you tell her “you are
done with time out.”

Example 1: Your child is upset and hits you. You take her to a chair where she has to sit for 3 minutes. At the
end of three minutes, you tell her she can get off the chair.

Example 2: You tell your child to clean up her toys. She says “NO!” You then take your child to a separate
room, where she has to wait for 5 minutes. Afterwards she is again asked to clean up his toys.

Question 1: How familiar are you with Time Out?

Not familiar with Somewhat familiar with Very familiar with

1 2 3 4 5

Question 2: Is the parenting behavior (Time Out) like the way you parent your child?
Not like my parenting Somewhat like my parenting Very like my parenting

1 2 3 4 5

Question 3: Do you think Time Out is a good or bad idea for parents?
Bad idea Neutral Good ldea
1 2 3 4 5
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Effective Commands: There are several parts to an effective command, including:

* Getting your child’s attention  Using a firm, but nice voice

* Make it simple and specific  Tell your child what to do, instead of what not to do
Example: Instead of saying “clean up your room” you say “place your dirty clothes in the hamper.” After
your child places her dirty clothes in the hamper, you then say “put your blocks in the box.”

Question 1: How familiar are you with Effective Commands?

Not familiar with Somewhat familiar with Very familiar with

1 2 3 4 5

Question 2: Is the parenting behavior (Effective Commands) like the way you parent your child?
Not like my parenting Somewhat like my parenting Very like my parenting

1 2 3 4 5

Question 3: Do you think Effective Commands are a good or bad idea for parents to use?
Bad idea Neutral Good Idea
1 2 3 4 5

Special Time: Reserving playtime and letting your child choose the activity. You then play with your child
while the child leads the play.

Example: Letting your child pick an activity. Then play for 10-15 minutes the way he wants to. You try not to
tell him what to do while playing. If he is coloring a picture, you would also color a picture. You also
describes what he is doing. Special Time ends after the 10-15 minutes or if he misbehaves.

Question 1: How familiar are you with Special Time?

Not familiar with Somewhat familiar with Very familiar with

1 2 3 4 5

Question 2: Is the parenting behavior (Special Time) like the way you parent your child?
Not like my parenting Somewhat like my parenting Very like my parenting

1 2 3 4 5

Question 3: Do you think Special Time is a good or bad idea for parents?
Bad idea Neutral Good Idea
1 2 3 4 5
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Behavior Contracts: Making a promise with a child that certain behaviors will result in rewards.

Example 1: To help your child do well at school, you could make a “deal” that if she does well on a test, she
can earn $2.

Example 2: To help a child with bed-wetting, you and your child make a contract that if she can go a week
without wetting the bed, you will take her to the store to buy a new shirt.

Question 1: How familiar are you with Behavior Contracts?

Not familiar with Somewhat familiar with Very familiar with

1 2 3 4 5

Question 2: Is the parenting behavior (Behavior Contracts) like the way you parent your child?
Not like my parenting Somewhat like my parenting Very like my parenting

1 2 3 4 5

Question 3: Do you think Behavior Contracts are a good or bad idea for parents?
Bad idea Neutral Good Idea
1 2 3 4 5

Rewards: Providing your child with an activity or object as a reward for good behavior.

Example 1: Your child cleans up his room so you reward him by letting him pick what to have for dinner.
Example 2: Your child goes a week without getting in trouble with school so you let him rent a movie.
Example 3: Your child eats all of his vegetables so he gets dessert after dinner.

Question 1: How familiar are you with Rewards?

Not familiar with Somewhat familiar with Very familiar with

1 2 3 4 5

Question 2: Is the parenting behavior (Rewards) like the way you parent your child?
Not like my parenting Somewhat like my parenting Very like my parenting

1 2 3 4 5

Question 3: Do you think Rewards are a good or bad idea for parents?
Bad idea Neutral Good ldea
1 2 3 4 5
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Mistrust: Teaching children to not trust individuals from other ethnicities/races.
Example 1: Specifically teaching your Chlld that people from other ethnicities might lie, hurt, or cheat. “Don’t
trust them because they are

Question 1: How familiar are you Wlth Mistrust?

Not familiar with Somewhat familiar with Very familiar with

1 2 3 4 5

Question 2: Is the parenting behavior (Mistrust) like the way you parent your child?
Not like my parenting Somewhat like my parenting Very like my parenting

1 2 3 4 5

Question 3: Do you think Mistrust is a good or bad idea for parents?
Bad idea Neutral Good Idea
1 2 3 4 5

Ignoring Bad Behavior: Not giving your child attention for bad behavior.

Example 1: You are at the grocery store and your child begins to whine because he wants candy. Instead of
correcting him, you simply ignore his whining. After he quits whining, you give him attention.

Example 2: Your child repeatedly yells “MOM/DAD!” to get your attention. Instead of responding, you do
nothing until he says “excuse me” in an appropriate voice.

Question 1: How familiar are you with Ignoring Bad Behavior?

Not familiar with Somewhat familiar with Very familiar with

1 2 3 4 5

Question 2: Is the parenting behavior (Ignoring) like the way you parent your child?
Not like my parenting Somewhat like my parenting Very like my parenting

1 2 3 4 5

Question 3: Do you think Ignoring is a good or bad idea for parents?
Bad idea Neutral Good ldea
1 2 3 4 5
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Attending: Giving your child attention for good behaviors.

Example 1: You are working on a project and notice your child is quietly playing by herself. You take a brief
moment to let her know that you appreciate her letting you work and playing quietly.

Example 2: While playing next to your child you play the same way your child does to let her know you
approve of how she is playing.

Question 1: How familiar are you with Attending?

Not familiar with Somewhat familiar with Very familiar with

1 2 3 4 5

Question 2: Is the parenting behavior (Attending) like the way you parent your child?
Not like my parenting Somewhat like my parenting Very like my parenting

1 2 3 4 5

Question 3: Do you think Attending is a good or bad idea for parents?
Bad idea Neutral Good Idea
1 2 3 4 5

Racial/Ethnic Pride: Teaching children to value her race/ethnicity.

Example 1: An African American mother teaches her children about Martin Luther King Jr., and his
contributions to equality.

Example 2: Teaching children how to cook food that is specific to one’s culture, such as a Hispanic mother
teaching her child how to make Tamales.

Question 1: How familiar are you with Racial/Ethnic Pride?

Not familiar with Somewhat familiar with Very familiar with

1 2 3 4 5

Question 2: Is the parenting behavior (teaching Racial/Ethnic Pride) like the way you parent your child?
Not like my parenting Somewhat like my parenting Very like my parenting

1 2 3 4 5

Question 3: Do you think teaching Racial/Ethnic Pride is a good or bad idea for parents?
Bad idea Neutral Good ldea
1 2 3 4 5
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Preparation for Bias: Teaching your child how to deal with racism.
Example 1: Because your child might be treated poorly because of his race, you teach him how to cope. For
example, teaching your child to talk to you if somebody calls him a racist name.

Question 1: How familiar are you with Preparation for Bias?

Not familiar with Somewhat familiar with Very familiar with

1 2 3 4 5

Question 2: Is the parenting behavior (teaching Preparation for Bias) like the way you parent your child?
Not like my parenting Somewhat like my parenting Very like my parenting

1 2 3 4 5

Question 3: Do you think teaching Preparation for Bias is a good or bad idea for parents?
Bad idea Neutral Good Idea
1 2 3 4 5

Program Preferences

If you were to attend a parenting program, would you prefer ? (check only one box)
0 A mental health professional of your same ethnicity

O A mental health professional of a different ethnicity

CINo preference

If you decided to attend a parenting program, which format would you prefer? (check only one box)
O Individual (One-on-one with a mental health professional)
OO Group (With a group of other parents and a mental health professionals)

If you were to attend a parenting program, which setting would you prefer? (Check only one box)
O Clinic (In the mental health provider’s clinicy B Community Center
CIPlace of Worship O 1n Home (A mental health professional comes into your home

Is it important for the mental health professional to have children?
O NO OYES
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Ethnic Identity: Please circle the answer that best describes you. (You may also | < 2
consider your racial identity while answering these questions). o > <
wn
& g &
- - -
@ =8 @
I have often done things that will help me understand my ethnic background
better. 1 3 5
I have a strong sense of belonging to my own ethnic group. 1 3 5
I have often talked to other people in order to learn more about my ethnic group. 1 3 5
| feel strong attachment towards my own ethnic group. 1 3 5
| feel as if | have experienced discrimination on a regular basis as result of
my ethnicity/race. 1 3 5
I have spent time trying to find out more about my ethnic group, such as history,
traditions, and customs. 1 3 5
| understand pretty well what my ethnic group membership means to me. 1 3 5
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If you wanted to attend a Parenting Program, how difficult would the S ,&,:3_ 3

o : o

following items make it for you to attend” o o O
= = =
c c c
Work schedule conflict 1 3 5
Do not trust counselors 1 3 5
Cost of program 1 3 5
Need transportation to and from program 1 3 5
Need childcare during program 1 3 5
I am too busy with other activities 1 3 5
Child is too busy with activities that | need to attend 1 3 5

Other: Please Specify:
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How much would each of the following encourage you to attend a § » S
Parenting Program? S S 3
2| 2| |=
> = S
$30 given each time you attend 1 3 5
Books provided to assist in your parenting 1 3 5
Transportation to and from the program 1 3 5
Childcare provided during parenting program 1 3 5
Program offered when not at work 1 3 5
$10 given each time you attend 1 3 5
Treatment for no cost 1 3 5
Convenient location 1 3 5
Dinner provided for both parent and children 1 3 5
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