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Abstract
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Emotional and behavioural problems (EBP) are among the most common mental health
problems in preschool children. EBP are also associated with poor parent mental health.
Untreated, EBP can persist or worsen over time. In order to capture and address preschool
children’s EBP, we need scientifically valid instruments that can access the perspectives of
informants from different contexts of the child. We also need cut-off values for questionnaires
assessing EBP that are representative of the population. Parenting support is a recommended
intervention for addressing EBP in preschool children. Most parenting support programmes
have a solid evidence-base and show positive effects on child EBP and parent wellbeing.
However, we need a better understanding of the children’s emotional and relational experiences,
especially in relation to their parents. Further, although the implementation of evidence-based
interventions is a complex matter with substantial impact on intervention success, few studies
assess the implementation process of parenting programmes.

The studies constituting this thesis focused on preschool children. The Strengths and
Difficulties Questionnaire (SDQ) was assessed for capturing EBP. Study I assessed the construct
validity of the SDQ and its five subscales, when rated by fathers and preschool teachers.
Confirmatory factor analysis was applied to evaluate construct validity. Results indicated that
the SDQ can be used as an instrument to measure EBP in preschool children, rated by parents
and preschool teachers. In study II, we established Swedish norms for the SDQ for preschool
children. Results suggested lower SDQ cut-offs for Swedish preschool children compared
with other countries, and higher cut-offs for boys compared with girls. In study III, preschool
children whose parents participated in a parenting programme were interviewed regarding
their emotional and relational experiences at home. Data were analysed using qualitative
content analysis. The children provided accounts of negative and positive interactions with
their parents, elaborately describing a coercive cycle with escalating conflicts and lack of
problem resolution. In study IV, the implementation of the parenting programme Triple P in
a preschool setting was assessed using the RE-AIM framework. Results indicated a successful
implementation that relied on customisation of the programme; assessment of the process from
parent, staff, and organisation levels; interdisciplinary collaboration; and continuous work on
securing maintenance over time.

This thesis provides pieces to a complex puzzle of understanding and addressing child mental
health problems, particularly EBP. Assessing EBP from different perspectives and promoting
children’s voices are essential, as well as actively working with the implementation of evidence-
based programmes.
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A child can experience her feelings 
only when there is somebody there 
who accepts her fully, understands 
her, and supports her. 

 
Alice Miller 
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Introduction 

Early onset of emotional and behavioural problems (EBP) is associated with 
social, mental and somatic disadvantages later in life [1, 2]. Besides biological 
factors, child behaviours are highly affected by the parent–child relationship 
and parenting behaviours [3]. Capturing and addressing said problems at an 
early stage is crucial for providing timely interventions. Child behaviour ques-
tionnaires are one way of capturing emotional and behavioural problems. Fur-
ther, retrieving children’s perspectives is important for adhering to children’s 
rights as well as gaining unique and valuable information. Parenting interven-
tions improves emotional and behavioural problems and have positive effects 
on parental mental health [4]. Introducing these interventions in care and pub-
lic sector calls for a structured and scientifically informed implementation [5].  

One of the most widely used questionnaires for measuring emotional and be-
havioural problems among preschool children is the Strengths and Difficulties 
Questionnaire, SDQ [6]. While the SDQ is used worldwide, there is a lack of 
studies on construct validity when rated by others than mothers (e.g., fathers 
and preschool teachers), especially in a Swedish context. Further, studies are 
lacking that provide age- and gender-specific norms of the Swedish SDQ for 
both parents and preschool teachers. Study I assessed the construct validity of 
the Swedish SDQ for preschool children when rated by mothers, fathers and 
preschool teachers. Study II established norms for the Swedish SDQ for chil-
dren aged 3–5, rated by parents and preschool teachers. 

While parenting programmes have been evaluated to a great extent and in a 
wide range of settings, preschool children are seldom, if ever, used as inform-
ants to assess the participating families. Study III was the first to include 3–5-
year-olds as informants describing their social and emotional relations at home 
within the context of a parenting programme. 

Implementation and process evaluation studies on parenting programmes are 
scarce, but provide substantial information on helpful and potentially harmful 
strategies for successful universal delivery. Study IV assessed the implemen-
tation of the universal parenting programme Triple P delivered within a pre-
school context. 
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EBP is a complex phenomenon that can be studied within several different 
research areas, including aetiology (the precipitating factors of EBP), neuro-
psychology (how EBP are associated with neurological disposition), and so-
ciology (how EBP are shaped by social structures). In this thesis, however, I 
will focus on capturing EBP through questionnaires reported by parents and 
preschool teachers, child interviews, and addressing EBP through parenting 
interventions. In my work as a clinical child psychologist, I meet parents of 
preschool children who display difficulties related to behaviour and emotion 
regulation. Often, these difficulties have been observed by the parents and/or 
preschool teachers for quite some time. Nevertheless, the families were not 
referred by the child health centres until the difficulties had worsened substan-
tially and the families were seldom offered support in the interim. The goal 
with this thesis was to examine a method for capturing EBP in preschool chil-
dren and addressing them with a timely and accessible intervention. A back-
ground to research related to this focus will be provided in the next section, 
followed by summaries of the four papers constituting the thesis. Lastly, the 
results and implications of the papers will be discussed, along with methodo-
logical reflexions.  
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Background 

Emotional and behavioural problems among children 
Mental health problems are one of the main causes of disease burden globally 
among children [7] and affect approximately 10–20% of all children [8-11], 
encompassing diverse symptoms and levels of severity. Among the most com-
mon mental health problems in preschool children are emotional and behav-
ioural problems (EBP) [12]. Emotional problems include but are not limited 
to excessive tantrums, worries, sadness, anxieties, or fears [6, 13]. Exemplars 
of behaviour problems are excessive conduct difficulties, disruptive behav-
iours, spitefulness, lying, and rule-breaking.  

Throughout history, children’s explicit behaviours have been remarked upon 
by people across the globe. The following early example is attributed to the 
Athenian philosopher Socrates, who lived in ancient Greece 470–399 BC [14]: 

The children now love luxury; they have bad manners, contempt for authority; 
they show disrespect for elders and love chatter in place of exercise. Children 
are now tyrants, not the servants of their households. They no longer rise when 
elders enter the room. They contradict their parents, chatter before company, 
gobble up dainties at the table, cross their legs, and tyrannize their teachers. 

While being an obsolete statement in many respects, some of the undesirable 
behaviours noted by Socrates are still being seen as problematic behaviours 
today, such as not cooperating with parents or being unagreeable. All these 
behaviours are common among most children. For instance, Schroeder and 
Gordon  found that children generally disregard their parents instructions up 
to 50% of the time [15]. While normal child development includes experienc-
ing some difficulties with for example emotional and behavioural self-regula-
tion, following instructions, exploring autonomy or limit-testing, these diffi-
culties need further examination when they are, or risk becoming, burdensome 
and cause suffering for the child and its family.  

EBP show stability over time [2, 16], and can increase in severity and/or be-
come persistent [17, 18]. The development of mental health problems is asso-
ciated with both biological factors, such as genetic predilection and tempera-
ment, and contextual factors, such as internal, interpersonal and environmen-
tal experience [19, 20]. Parenting is one of the main factors related to child 
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behaviour outcomes, and deficiencies in parenting is associated with behav-
iour problems and emotion regulation problems [19, 21]. 

In addition to affecting behaviour at home, parenting is also related to the 
child’s behaviour at preschool [22, 23]. Teacher-rated EBP are associated with 
increased teacher stress [24]. Further, behaviour problems and teacher stress 
are associated with more negative teacher–child interactions and less positive 
interactions [25]. This leads to a higher risk of continued negative interactions 
[25, 26], which makes EBP a concern at preschools as well as in the home 
environment.  

There is evidence suggesting that the levels of EBP vary over time, from the 
early preschool years and across childhood [27]. There are also systematic 
differences between girls and boys, where boys generally have higher scores 
on ratings of EBP than girls [28, 29].  

Early onset of EBP is associated with a wide range of negative outcomes later 
in life, such as unemployment, criminal behaviours, abuse, poor health and 
poor academic achievements [1, 2, 16, 30]. Taking all of this into considera-
tion, early detection and timely interventions addressing EBP has the potential 
of reducing the burden of suffering for many families and to prevent problems 
from becoming worse. One way to monitor early signs of EBP in a standard-
ised and resource-light fashion is by using questionnaires. In order to do this, 
questionnaires with proper psychometric properties are necessary.  

Using questionnaires to capture EBP  
In order to identify and track changes in mental health among children, we 
need to collect relevant information. One possible way of collecting mental 
health information is by using questionnaires. McColl and colleagues summa-
rise the principal goal of questionnaires as collecting “…reliable, valid and 
unbiased data from a representative sample, in a timely manner and within 
given resource constraints” [31]. In other words, questionnaires measuring 
EBP need to be investigated in terms of psychometric properties, and also 
evaluated for the particular part of the population that we are concerned with. 
Further, the use of questionnaires aims to provide an instrument that can be 
used timely (on young children) and without spending too much of the re-
sources where it is planned to be used. Resources involve questionnaire cost, 
administration time (including scoring and interpretation) and time to answer 
the questionnaire.  

Using questionnaires for assessing EBP or other mental health problems 
among children is important for several reasons. When screening for EBP, 
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questionnaires can provide a standardised and resource-light method for as-
sessing the severity and nature of the problems. In clinical treatment and re-
search, questionnaires are useful for measuring treatment effects. At popula-
tion level, capturing children at risk of developing severe EBP is aided by 
using relevant questionnaires. This is important, as only a small part of chil-
dren with EBP or other mental health problems receive interventions from 
health services or elsewhere [32, 33]. Further, questionnaires are helpful in 
early identification of EBP, which enables timely and preventive interventions 
[34]. There are also limitations and disadvantages to using questionnaires. 
Having predefined questions, questionnaires only cover the respondents per-
spectives on the specific questions that are asked, and there is little possibility 
of clarifying misinterpretations of the questions [35]. Hence, careful examina-
tion of questionnaire properties is vital to ensure reliable and valid instru-
ments. 

Using a multi-informant approach 
When assessing child mental health problems, using ratings from different 
contexts (e.g., home and preschool), and considering different informants’ 
perspectives (parents and teachers) is recommended [13], as the child might 
display different rates of problems across contexts. Using questionnaire data 
from multiple sources enables comparing ratings of child functioning from 
different contexts. This approach has been recommended for clinical as well 
as research purposes [36]. Child EBP is generally rated by parents or custodi-
ans. However, preschool teachers provide a different perspective than parents, 
as they have great knowledge and understanding of the child’s behavioural 
and emotional functioning in everyday life together with peers and adults out-
side the family context. Thus, gaining information from this environment in-
creases the knowledge of the child’s functioning in different settings. There is 
a wide variety of questionnaires covering different aspects of EBP in children, 
one of them being the Strengths and difficulties questionnaire (SDQ), which 
is commonly used to assess EBP in children and adolescents [37]. 

The Strengths and Difficulties Questionnaire 
The SDQ was developed during the 1980’s and 1990’s by Robert Goodman 
[6], with the original intension of extending the symptom-focused and well-
established Rutter questionnaires [38]. Designed with both clinicians and re-
searchers in mind, the questionnaire can be used in clinical evaluation proce-
dures [39], screening [40], or as a research tool. As of 2021, the SDQ is used 
globally as an EBP screening tool in clinical practice and research.  
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The SDQ comprises 25 items rated on a 3-point Likert scale with values being 
not true (0), somewhat true (1), or certainly true (2). The items are divided 
into five subscales: conduct problems, hyperactivity, emotional symptoms, 
peer problems, and prosocial behaviour [6]. Adding the scores from the first 
four subscales generates a total difficulties score, ranging between 0 and 40. 
This five-factor model with one overarching total score and five subscales is 
the most commonly used model [41]. In a study by Goodman and colleagues, 
this model has been suggested to be of use when studying children in high-
risk populations, whereas more general internalising and externalising sub-
scales can substitute the five original subscales when assessing children in 
low-risk populations [41]. However, the study is based on school-aged chil-
dren and has not been replicated with preschool children. In this thesis, I will 
focus on the originally proposed five-factor model. 

Initially developed with children aged 4–17 in mind, an SDQ version for 2–4-
year-olds has been developed, containing slight changes of questionnaire 
items. The questionnaires overall are very similar, with the item assessing 
tendencies to lie or cheat replaced by being argumentative with adults, and 
tendencies of stealing replaced by being spiteful to others.  

Psychometric properties of the SDQ 
The properties of the SDQ have been investigated thoroughly since the late 
1990’s, especially for older children. Despite being a fairly brief question-
naire, the SDQ has proven to be comparable to the more extensive Child Be-
havior Checklist in structure, demonstrating moderate to high associations on 
total and corresponding subgroup scores [42, 43]. Sensitivity studies have 
found that the SDQ identifies 70–90 % of children with conduct, hyperactiv-
ity, depressive, and some anxiety disorders [40]. Additionally, the SDQ’s ca-
pacity to discriminate between children with a psychiatric diagnosis and those 
without is deemed as generally satisfactory [44]. Inter-rater agreement has 
been explored, showing satisfactory agreement between parents but not as 
high agreements between parents and teachers [45, 46], implying that the 
amount of EBP measured through the SDQ could be context specific. Studies 
of the predictive validity of the SDQ suggest that high ratings on the question-
naire during preschool age predict high scores at least one year later [47] and 
are associated with parents and teachers seeking help on behalf of the child 
[48]. Overall, reliability and validity is higher for the total scores compared 
with the SDQ subscales [44]. 

One important area to assess in questionnaires is construct validity. Regarding 
the SDQ, construct validity assessment can investigate whether the internal 
structure of the questionnaire, total scores and subscales scales, is consistent 
with the theorised five-factor model. This can be analysed using confirmatory 
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factor analysis (CFA), originally outlined by Jöreskog in the late 1960’s [49] 
and since developed and applied across most quantitative research disciplines 
[50]. Results suggest support for Goodman’s model of five subscales and the 
total difficulties scale (the five-factor model) in many [47, 51-53] but not all 
cases [54-56]. For preschool-aged children, research has found acceptable 
construct validity when used on 3- and 4-year-olds in the UK [44]. The major 
part of the CFA studies found when researching for this thesis concern school 
children. Thus, we identified a need for more studies on the construct validity 
of the SDQ for preschool children. Ezpeleta et al. [57] have provided some 
evidence suggesting that the original five-factor model is feasible for pre-
school children, although not entirely convincing mainly due to low values on 
indices of comparative fit. 

Using a multi-informant approach through collecting SDQ data from different 
informants enables thorough assessment of the validity of the questionnaire. 
In general, teachers’ ratings provide a better fit with Goodman’s five-factor 
model [58]. However, although research indicates good internal consistency 
and concurrent validity for teacher ratings from primary school [59], CFA 
studies including preschool teachers are conspicuous by their absence. Thus, 
further exploration of the construct validity of the SDQ for preschool-children 
is important for determining its utility for capturing children with EBP. 

Norms for the SDQ 
National norms 
Research suggests that the cut-off scores for the SDQ need to be provided 
nationally. This is recommended as detected international differences in SDQ 
scores are not regarded as reliable indicators of actual differences in condition 
prevalence, but might instead be associated with other factors, such as cultural 
differences [60]. Although the SDQ is commonly used as a screening and re-
search tool in different countries and exists in numerous language versions, 
peer reviewed normative data are only available from a limited number of 
countries (see http://www.sdqinfo.org).  

Previous studies on the psychometric properties of the SDQ have shown that 
norms vary across cultural settings [45, 61-68]. Hence, to use the SDQ in re-
search for cross-country comparisons of EBP, population specific norms and 
percentile cut-off values are needed [69]. Additionally, providing profession-
als in paediatric care with population specific norms and cut-off values for 
both parent and teacher versions is of importance for clinical decision-making 
when assessing potential EBP. Further, in order to assess the implementation 
process of interventions addressing child EBP, relevant population norms are 
necessary.  
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Previous research indicates that SDQ scores differ across age groups and be-
tween boys and girls, and the available normative data for Swedish preschool 
children suggest that SDQ norms vary according to the age of the child in 1-
year age intervals [70]. Age specific norms are also of great value when con-
ducting studies, providing the researchers with the possibility of, for example, 
tracking changes over time or by assessing children at different ages with age-
appropriate cut-off scores. For instance, a child could display changes in SDQ 
scores over time that are in line with normal development. Using the same cut-
offs across all ages would not take this development into account. Similarly, 
given previous studies’ indications that the 90th percentile lowers over time 
for preschool children, a child displaying unchanged but heightened scores at 
several time points might mistakenly be considered unproblematic when, in 
fact, same-age peers display less EBP with increasing age. 

Smedje and colleagues [71] have derived parent-reported norms for 6–10-
year-old children, and Ghaderi and colleagues [70] have presented, but not 
published, parent-reported data for Swedish 2–5-year-olds. The only peer-re-
viewed and published data on children in Sweden younger than 6 years come 
from Gustafsson and colleagues [72] who reported norms for 1–5-year-old 
children rated by preschool teachers. However, in their study, data were drawn 
from a relatively small sample considering the age span (n=815). Furthermore, 
1 to 5-year-old children were grouped together leaving age and gender specific 
differences not fully explored.  

Gender specific norms 
One question that arises after going through reported norms from international 
studies is whether gender specific norms should be used or not. Many norma-
tive SDQ studies provide gender-specific norms [66, 73, 74], although there 
are exceptions [61, 67, 75]. Questionnaires similar to the SDQ, measuring be-
havioural and/or emotional problems, such as the Eyberg Child Behavior In-
ventory (ECBI) and the Ages and Stages Questionnaire: Social-Emotional 
(ASQ:SE) report differently considering gender specific norms. The ASQ:SE 
has no gender specific norms or cut-offs [76], whereas ECBI-studies often 
report norms for girls and boys separately, with an additional combined score 
including both girls and boys [77-79]. Since the prevalence of behaviour prob-
lems has been suggested to be higher for boys than girls [80], and boys have 
higher SDQ scores than girls in some international studies [45], we expected 
the same pattern in our data. Hence, providing gender specific norms was 
deemed a sound choice, as general percentiles would risk rendering differ-
ences in identified cases above cut-off for girls and boys. 
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Parenting 
Parenting is an interpersonal endeavour, involving at least two individuals. 
With a striking power- and competence-asymmetry between parent and child, 
this relationship plays perhaps one of the most distinctive roles in early child-
hood [81]. Not only is this specific relationship distinctive in its characteris-
tics, it is also one of the main contributors to healthy child development. Apart 
from the impact of biological predisposition, the overall research consensus is 
that a child’s behaviours and general mental health are heavily affected by the 
relationship to and behaviours of parents, and by their home environment [3, 
82].  

Research focusing on the parent part of the parent–child relation often dis-
cusses parenting style and parenting practices. While parenting style describes 
the emotional milieu that the child is raised in, parenting practice encompasses 
overt behaviours, such as parent involvement and monitoring. During the last 
part of the 20th century, parenting style was the predominant lens through 
which parenting was viewed, depicting child rearing strategies that were stable 
over time and across children. In contrast to parenting style, which are thought 
of as more stable constructs, parenting practices and behaviours can vary, for 
example as the child enters new developmental periods or as contextual and 
environmental factors change [83].  

Parenting and child behaviour have been studied extensively, leading to sev-
eral important findings of the relation between the two. Research suggests that 
ineffective, coercive, harsh and inconsistent parenting contributes to pre-
school children’s disruptive behaviour and lack of self-regulatory skills [19, 
21, 84], while proactive and responsive parenting is associated with lower lev-
els of externalising behaviour problems and conduct problems [85]. Addition-
ally, this relationship seems to be bidirectional to some extent [86, 87], indi-
cating that child EBP and harsh or ineffective parenting could be affecting one 
another. Positive parenting practices, such as providing warmth, help and pos-
itive reinforcement, are associated with less relational aggression in children 
[88] and prosocial development [89]. Furthermore, healthy child development 
(for instance physical health, language development, secure attachment, cog-
nitive skills, and later social relations) is associated with parents providing a 
predictable environment with warmth and low conflict levels [90, 91]. Hence, 
ineffective parenting can be seen as a remediable risk factor for poor child 
health across different areas. 
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The family as a system 
While parenting practices and parenting styles focus on parent’s behaviours, 
viewing the family as a system adds dimensions to understanding the com-
plexity of family relations [92]. A family can be described as a dynamic sys-
tem, wherein stable behavioural patterns are shaped through interactions be-
tween members of the family [93, 94]. The family members make up the foun-
dation of the system, as they are interconnected parts that affect each other 
over time. What to define as the system depends on area of research or re-
search question [95]: it might be the entire family or dyads within the family, 
e.g., parent–child. For this thesis, I will be focusing mainly on the parent–child 
dyad. The relationship between parent and child is a unique affectional bond 
that forms when the child is born, and has been thoroughly studied within the 
field of attachment theory, developed by Mary Ainsworth and John Bowlby 
[96]. These dyadic relationships, where the child seeks protection and security 
from the caregiver while simultaneously exploring the world around them and 
striving for independency, are generally considered the most important factors 
for adequate social and emotional development [97].  

Just as positive interactions become stable over time, negative interactions 
(such as fighting, yelling and escalating conflicts) can become constant parts 
of a family’s interactive patterns – parents and children become stuck in a 
coercive cycle [98]. Coercive processes are reciprocal causations [93]. What 
is noticeable about parent–child relations in a coercive cycle is that they are 
simultaneously rigid and inconsistent [94]. The rigidity is displayed through 
parents and children being stuck in predictable, negative patterns of interac-
tion, while the inconsistency is displayed through parents’ inconsistent or un-
predictable emotional and behavioural responses. These malfunctioning, neg-
ative interactive patterns are preserved within the system and are likely to re-
occur in future parent–child interactions [93].  

Children’s perspectives 
As noted above, both parents and preschool teachers provide different and 
complementing perspectives when assessing child EBP. However, an atten-
tive reader has probably already noticed that one important viewpoint is miss-
ing thus far: the child’s perspective. First-hand accounts and opinions of chil-
dren are accentuated in the United Nations’ convention on the rights of the 
child [99]. The significance of children’s voices has been emphasised both in 
research planning [100] and for evaluating interventions [101] during the last 
decade. However, involving children in research has been widely unexploited 
or overlooked in the past. Although extensive research has been published on 
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parent–child conflict during the last 50 years, there are very few examples 
where children are the principal informants, especially preschool children. 

In recent years, supported by the United Nations convention on the rights of 
the child, there has been an increased interest in giving children a voice in 
research [100-102]. However, despite children being generally viewed as skil-
ful communicators and experts on their own lives [103], there is little research 
within parenting support that explores preschool children’s views on their 
emotional and social relations in the family, or how they describe their domes-
tic milieus [104].  

Not only is children’s participation a human right, but might also be beneficial 
in several aspects. Lansdown [105] proposes four additional arguments for the 
case of child participation: it promotes development through providing an en-
vironment where adults provide a scaffolding for the child to develop a sense 
of competency and agency; it protects children by helping them express their 
views and experiences and thus provide information beneficial for their safety; 
it results in better child outcomes as children’s views, insights and experiences 
are exclusive to them; and it strengthens democracy through showing respect 
for their opinions and letting them understand and appreciate the process of 
democracy. Children’s perspectives can also be of value when designing in-
terventions targeting parents and children, such as parenting programmes. 
Taking all these arguments into consideration, promoting young children’s 
participation is essential from both an individual and societal stance.  

Interviewing young children 
Research suggests that children from approximately three years can provide 
substantial information and share their experiences in interview situations 
[103, 106, 107]. Using age-appropriate interviewing techniques is important, 
taking the young children’s linguistic, cognitive, and social–emotional devel-
opment into consideration. Preschool children have only practised the com-
plex art of speech for a brief period of time, and often use an idiosyncratic 
language and limited vocabulary [108]. Cognitive and somatosensory skills 
are still developing [109], as well as social and emotional competencies [110, 
111]. To successfully conduct interviews with preschool-aged children, we 
need to take these matters into consideration.  

Young children are receptive to suggestive and misleading questions [112, 
113]. Thus, it is important to follow guidelines for best practice [108]. This 
includes using open-ended questions, such as Tell me all about… and avoiding 
closed-ended questions, to promote free recall and minimise the risk of sug-
gestibility [106]. Best practice when conducting child interviews has been out-
lined and developed over the last decades, especially from researchers within 



 22 

the field of forensic interviewing [114, 115]. The National Children’s Advo-
cacy Centre proposed guidelines for child interviews [116], which are used in 
different adaptations throughout the world (see Cederborg and colleagues 
[117] for a Swedish adaptation). The interview is divided into three phases: a 
rapport phase that includes introduction and setting of ground rules for the 
interview; a substantive phase where the topic of the interview is assessed 
through open ended questions; and a closure phase where the interviewer ends 
the conversation on a neutral note, while leaving room for the child to ask 
questions.  

The ‘In My Shoes’ interview aid 
One interviewing aid taking children’s needs into consideration is the com-
puter-assisted aid In My Shoes (IMS) [118]. IMS is a computer program de-
veloped to assist interviewing younger children and children with communi-
cation difficulties. It has shown to be successful in eliciting both elaborate and 
accurate accounts from children, without risking one at the expense of the 
other [119-123]. IMS assists the children by letting them represent their fam-
ilies and family interactions visually, allowing them to elaborate on their own 
and other people’s behaviours and emotional states. The computer program 
consists of different modules where people, places, emotions, sensations, 
speech and thoughts are represented through simplistic drawings. This ar-
rangement acts as a visual aid and provides a scaffolding and structure for the 
child. The computer program is not conducting the interviews, but rather 
works as a visual aid and as a starting point for the child to narrate. The inter-
viewer still needs to follow best practice guidelines when posing questions, as 
outlined above.  

Parenting support 
In this thesis, parenting support, parenting programmes, and parent training 
are used interchangeably, meaning interventions aiming at improving parent-
ing skills and promoting healthy child development. Parenting programmes 
overall have proven to be effective interventions aimed towards addressing 
child EBP [124-127], as well as improving the mental health of parents [128]. 
In a meta-analysis of more than 1,400 studies, harsh parenting and psycholog-
ical control was strongly associated with externalising behaviour problems, 
and these problems were mitigated with parent training [129]. Parenting sup-
port is also associated with an increase in child self-regulation skills [130]. 
Hence, parenting support is the recommended intervention in general for ad-
dressing EBP in children [124, 131].  

The reasons for which parenting programmes are sought vary a great deal. 
Thorslund and colleagues [132], for example, concluded that perceived child 
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problems in combination with perceptions of low parenting capacity are driv-
ers behind participation. There also seems to be some degree of gender differ-
ences affecting participations in parenting programmes, where mothers tend 
to be more positive to seek parenting support for child behaviour problems 
while fathers are more inclined to seek support for child emotional problems 
[133] or for building social skills [134]. In the context of parenting pro-
grammes, fathers are underrepresented compared with mothers as participants 
[135-137]. This is unfortunate, as they influence both family functioning and 
child development extensively [138, 139]. In order to address this, parenting 
programmes should take fathers’ interests and needs into account, and work 
actively to attract more fathers [140].  

Parenting support for young children is usually assessed and evaluated 
through the perceptions of parents or other significant adults such as preschool 
teachers. The children themselves are seldom listened to and, as of 2021, the 
vast majority of publications on parenting support do not include preschool 
children’s perceptions [141-143]. There are several evidence-based parenting 
programmes available that target EBP among preschool children, such as The 
Incredible Years [144], Triple P [145], COPE [146], and Comet [147]. All of 
the aforementioned programmes have their theoretical basis in social learning 
theory and aim at improving children’s emotional and self-regulation skills 
through reducing negative parenting, promoting positive parent–child interac-
tion and teaching positive reinforcement of desirable behaviours. In this the-
sis, we will be focusing on Triple P.  

Modes of delivering parenting support 
One way of looking at parenting support is to divide them into universal and 
targeted interventions. Universal interventions have the benefit of reaching a 
vast amount of the population. However, in reality, these interventions tend to 
attract a disproportionately high number of advantaged households and few 
disadvantaged families [148]. Targeted interventions, on the other hand, have 
the possibility of reaching vulnerable families or children with higher preva-
lence of EBP and improving their situation. With this comes another type of 
problem, identified by Rose as the “prevention paradox” [149]: a low-dose 
intervention universally offered can have more preventive impact than an in-
tense intervention aimed towards high-risk groups. This is because the major-
ity of people in need of the intervention — in our case families of children 
with EBP — are found within the general population, despite higher preva-
lence rates in targeted groups, because of its sheer size. But universally offered 
interventions have the detriment of being more likely to be beneficial to the 
more affluent parts of a population, thus widening health inequalities in soci-
ety [132, 150]. Marmot and colleagues suggest that this dilemma is best ad-
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dressed using what they call proportionate universalism: offering interven-
tions universally but with an intensity proportionate to the approximated level 
of disadvantage [148].  

The proportionate universalism approach is also recommended to be applied 
for optimising parenting programme reach as well as effects, by using a com-
bination of universal and targeted interventions [151, 152]. To reach the entire 
population, parenting programmes need to be accessed through services that 
are accessed by all or the majority of parents. Further, it should address a per-
tinent need to the parents, have minimal barriers of entry, induce self-efficacy, 
and be devoid of stigma [153]. This would mean implementing a flexible pro-
gramme that is delivered at different levels of intensity and offered both uni-
versally and targeting risk-groups. Triple P could be a useful programme in 
this regard, as it offers different delivery formats (individual, group, self-help) 
as well as intensity levels [154]. In a longitudinal study on Triple P delivered 
universally towards parents of pre-schoolers, improvements in child behav-
iour problems, parent mental health, and family conflicts were maintained 
over a 2-year period [155]. Although not yet explored to any great extent, this 
evidence suggests that Triple P may be a useful universal intervention for ad-
dressing child EBP.  

Triple P 
Triple P is a parenting programme developed for parents of children aged 2–
16 [145]. The programme is a multi-level system in terms of intensity and 
delivery formats. The programme was developed with three overarching aims: 
to increase child-rearing skills, knowledge and competence in parents; to re-
duce the number of children developing behavioural and emotional problems; 
and to reduce the number of children maltreated by their parents [156]. The 
four overall objectives of Triple P are to increase parents’ competence in 
building a positive parent–child relationship, promoting prosocial and positive 
behaviour, and managing common EBP as well as developmental issues in 
children; to reduce parents’ use of coercive and punitive methods of disci-
pline; to improve parents’ communication about parenting issues; and to re-
duce parents’ stress associated with raising children [154]. Hence, there is a 
strong focus on underscoring the parents’ impact on development and contin-
uance of child EBP through helping the parents identify what might cause 
them and setting goals for change [157].  

Triple P is available at five different levels, going from light, universal inter-
ventions to more intense, indicated ones. At each level, program delivery is 
available in individual, group or self-directed formats [151]. In Sweden, Triple 
P is available in three formats with different intensity levels: seminar series 
(intensity level 2, brief parenting advice), individual counselling (intensity 
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level 3, narrow focus parent skills training), and groups (intensity level 4, 
broad focus parent skills training). Within this thesis, the seminars and groups 
are assessed in study IV. Seminars consist of three complementing but inde-
pendent 2-hour sessions. Groups consist of eight sessions: four two-hour ses-
sions covering different aspects of parenting, goal setting and child develop-
ment, followed by three 20–40-minute individual phone sessions where par-
ents’ set goals are evaluated with a practitioner, and lastly one final session 
summarising the programme and helping parents set goals for the future. 

Triple P has been evaluated in a large number of studies, with general evidence 
for positive effects on child behaviour problems, child prosocial behaviour, 
parenting behaviour, parental depressive symptoms, parental self-efficacy, 
and parental stress [158-160].  

Implementation research 
Making evidence-based methods into routine practice is often an onerous and 
time-consuming task. According to some studies, this attempt can take years, 
sometimes decades, to realise [161, 162], and often fails to do so [161]. In 
fact, what is actually practiced might not be informed by research and organ-
isational knowledge at all. This discrepancy between knowledge and what is 
translated into real-world practice is sometimes referred to as the “know–do” 
gap [163, 164]. The phenomenon has been explored throughout health and 
social care [165, 166], among numerous other areas. Bridging this gap, by 
translating knowledge into action, requires an active and structured use of 
frameworks for planning, assessment, and implementation [167]. In other 
words, we need to appreciate the knowledge of implementation science to as-
sess the complexities of parenting interventions. 

In an overview of the field of implementation science, Nilsen and Birken pro-
vide a broad definition of implementation science as “the scientific inquiry 
into questions concerning how to carry interventions into effect” [168]. Im-
plementation research within public health often deals with the transfer of ev-
idence-based practice into routine use [169, 170]. The how and the why of the 
process of putting new approaches into practice are investigated, to improve 
health through scientifically assessed interventions and experiences [169]. 
There is a plenitude of theories and evaluation frameworks related to imple-
mentation science [171, 172]. While implementation theories provide ideas, 
descriptions and suggestions to help predicting or explaining events, imple-
mentation frameworks provide action-oriented models for the development, 
inception and evaluation of interventions. For this thesis, an implementation 
framework was selected in order to evaluate the implementation process of 
parenting support, namely the RE-AIM framework [173-175]. The RE-AIM 
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framework was also used as a planning and evaluation framework during the 
inception of the local Triple P implementation related to this thesis [176]. RE-
AIM suggests focusing on five key factors to assess the implementation pro-
cess: reach (amount and characteristics of intervention participants), effective-
ness/efficacy (intervention outcomes), adoption (proportion and representa-
tiveness of settings adopting the intervention), implementation (is the inter-
vention delivered as intended?), and maintenance (long-term utilisation of the 
intervention) [177]. The RE-AIM framework is one of the most commonly 
used frameworks in implementation science, and is used most frequently 
within behavioural and public health research [175].  

It is not uncommon to implement an evidence-based intervention without 
modifications into a new setting, with new staff, or under new conditions. This 
is problematic, as it does not consider how these factors affect the realisation 
of the implementation. This naïveté towards implementation hurdles and the 
complexity of introducing new methods or procedures into care and public 
sector can be a cause of ineffective use of new scientific evidence [5, 178]. 
Glasgow and colleagues [179] identified four main characteristics of tackling 
this problem: customising approaches to fit the specific context; understand-
ing and addressing implementation problems at all levels, e.g., staff and or-
ganisation; ensuring stability of the intervention over time; and using a trans-
disciplinary team to shed light on different aspects of the problem. These char-
acteristics were considered during the implementation of Triple P described 
in this thesis, and also covered in a report following the first years of planning 
and implementation [176]. 

One identified key factor to successful implementation is not simply adopting 
an intervention “as is”, but rather adjusting it to resonate with contextual and 
cultural circumstances [180, 181]. Kirk defines an adaptation as “a change to 
the content or delivery of an evidence-based intervention that is designed to 
tailor the evidence-based intervention to the needs of a given context” [181]. 
As the overall content and quality of both child health services and preschool 
curriculum can vary between countries, the need for and impact of different 
contents of a parenting programme are likely to vary as well. Adaptations 
made to successfully implement parenting programmes in new contexts are 
hence important to identify.  

Implementing parenting programs 
Randomised, controlled trials are exceptionally useful when assessing effec-
tiveness and/or effects of a specific treatment or intervention. However, the 
conditions under which such a study is undertaken can lack the complexity 
and unpredictability that characterises many real-world settings. Parenting 
programmes have mainly been studied in terms of long- and short-term effects 
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and not extensively explored regarding the enablers and challenges associated 
with implementation and maintenance. Hence, there is a need for studies con-
sidering factors related to the process of putting parenting programmes into 
action in community settings, and identifying key contributors to successful 
implementation.  

Although Triple P and several other parenting support programmes have 
proven to be effective in targeting child EBP, the implementation of the pro-
grammes is significant for real-world success. In a review of reviews assessing 
parent participation, Whittaker and Cowley [182] list several barriers associ-
ated with poor engagement or attendance with parenting programmes, related 
to personal and programme factors. Personal life factors include inconvenient 
timing, distance to venue, no child care during intervention, and viewing the 
programme as too demanding or irrelevant. Programme factors include the 
programme content, types of delivery, programme design, and service organ-
isation [182].  

In the Swedish national strategy for parenting support, it is suggested that par-
ents could be recruited to parenting programmes using preschools as an arena 
[183]. Since almost all (~94%) children aged 2–5 attend preschool in Sweden 
[184], this arena is suitable for promoting universal parenting programmes. 
Despite being suitable, studies utilising such a strategy for implementing uni-
versal parenting programmes are few [185, 186]. Within a preschool context 
with preschool teachers acting as parenting programme facilitators, retrieving 
their perspectives on the implementation process is vital.  
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Rationale of this thesis 

EBP among preschool children is common across the globe and constitutes a 
large burden of suffering both on individual, family, and community levels. 
The form and severity of difficulties can vary depending on context, for in-
stance between home and preschool contexts. Early detection and early inter-
ventions addressing EBP is important for helping parents and children change, 
but also for preventing future negative outcomes associated with said prob-
lems.  

Thus, there is a need for psychometrically valid instruments to capture EBP. 
These instruments need to be useable across childhood, from preschool age 
and onward, and need to be available for both parents and preschool teachers 
as informants. One such instrument is the SDQ, a questionnaire used exten-
sively within research and clinical practice since the late 1990’s. Although 
there is substantial research covering several aspects of the psychometric 
properties of the SDQ, no studies assessing the construct validity studies when 
used by preschool teachers exist. To me, it was important to further investigate 
the factor structure of the SDQ when used on preschool children and rated by 
fathers, mothers, and preschool teachers. This, as a validated questionnaire is 
essential for credibly assessing EBP.  

Swedish cut-off scores for the SDQ for preschool children are not available in 
1-year-intervals. Planning this thesis, it became evident that such a breakdown 
of data was necessary in order to capture developmental variances across dif-
ferent ages and appropriately compare children with population scores. Fur-
ther, as there seems to be a systematic difference between SDQ scores of boys 
and girls, it was deemed vital to also provide cut-offs based on gender.  

Parenting is one of the main contributors to child behaviour and is closely 
related to EBP. Harsh and coercive parenting practices are associated with 
higher levels of disruptive behaviour and conduct problems, which in turn 
might be reciprocally affecting parenting behaviour. While most studies re-
lated to EBP in preschool children assess the parents’ and preschool teachers’ 
ratings of the child’s problems, the literature exploring this phenomenon 
through the child’s perspective are scarce. Hence, I sought to assess preschool 
children’s relational and emotional experiences of their family relations, to 
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give them a voice and to provide a broader picture of the intricate nature of 
EBP. 

Parenting programmes are recommended for addressing EBP. There is a mul-
titude of evidence-based parenting programmes, available in different formats 
and intensity levels. However, to ensure that families from all parts of a pop-
ulation receive and participate in such an intervention, there is a need for flex-
ibility in delivery. A flexible parenting programme offers interventions in dif-
ferent formats and across several levels of intensity. One such programme 
could be Triple P, a parenting programme developed to address EBP and mal-
adaptive parenting practices, offering a multi-level and multi-format approach 
in order to reach high-risk and low-risk families both universally and indi-
cated. Hence, one goal of this thesis was to assess the implementation of Triple 
P in a community setting. 
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Overall and specific aims 

The overall aim of this theses was to evaluate means of capturing and address-
ing EBP in preschool children, using perspectives from children, parents, and 
preschool teachers.  

Specific aims 
I. To assess the psychometric properties of the Swedish SDQ on 

preschool children, more specifically to test the construct va-
lidity of the original factor structure for different informants. 
The study also assessed factor structure stability (measurement 
invariance) across child age, gender and parental education. 
 

II. To establish both parent and preschool teacher SDQ norms for 
children aged 3–5, using data from a large Swedish community 
sample. 
 

III. To explore the children’s perspectives of their emotional and 
relational family context, focusing on children of parents at-
tending Triple P groups. 
 

IV. To assess the local implementation of the Triple P multilevel 
parenting program in a preschool context. 



 31 

Schematic overview of studies  

 Study I Study II Study III Study IV 
     
Topic Assessing child EBP Assessing child EBP Children's perspec-

tives of family re-
lations 

Implementation 
and evaluation of a 
parenting pro-
gramme  

Aims To assess the construct 
validity of the Swedish 
SDQ for pre-school-
ers, rated by mothers, 
fathers, and preschool 
teachers 

To establish age-spe-
cific, Swedish pre-
school norms for the 
SDQ, separate for 
girls/boys and par-
ent/teacher 

To explore the 
emotional and rela-
tional experiences 
of children living 
in families at risk 
of negative parent-
ing 

To assess the im-
plementation of 
Triple P on munici-
pal level 

Subjects • Mothers 
• Fathers 
• Preschool teachers 

• Mothers 
• Fathers 
• Preschool teachers 

• Preschool chil-
dren 

• Parents 
• Children 
• Preschools 

Sample • 6,636 mothers 
• 5,749 fathers 
• 5,367 preschool 
teachers 

• 11,196 parents 
• 9,083 preschool teach-
ers 

• 17 preschool-
aged children 

• Parenting semi-
nars: 1,971 evalua-
tions 
• Parenting groups: 
150 parents (repre-
senting 112 chil-
dren) 
• Organisation-
level: 165 pre-
schools 

Data • Questionnaires 
• Demographics 

• Questionnaires 
• Demographics 

• Interviews • Questionnaires 
• Demographics 
• Process data 

Main 
analyses 

• Internal consistency 
• Confirmatory factor 
analysis 
• Measurement invari-
ance 

• Descriptive statistics 
• MANOVA 
• Multiple linear regres-
sion 
• Percentile calculations 

• Qualitative con-
tent analysis 

• RE-AIM imple-
mentation frame-
work 
• Descriptive statis-
tics 
• T-tests 
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Study I 

Aim 
This study aimed to assess the construct validity of the Swedish SDQ for pre-
school children when rated by different informants. Investigating the SDQ’s 
internal consistency and factor structure for different informants (mothers, fa-
thers and preschool teachers) was of particular interest. Further, this study also 
assessed whether the factor structure was stable across child age, gender and 
parental education levels. 

Methods 
The data in study I was extracted from a large community sample that was 
part of a population-based trial named the Children and Parents in Focus Pro-
ject [187]. At the time of their annual check-up at the CHC, parents and pre-
school teachers rated 3–5-year-olds with questionnaires regarding child devel-
opment and mental health, including the SDQ. In this study, data were used 
from 5,749 fathers, 6,636 mothers, and 5,367 preschool teachers. 

Internal consistency 
Internal consistency was assessed to evaluate the pairwise correlations be-
tween the SDQ items. Since data from the SDQ were ordinal, all analyses were 
based on polychoric correlation matrices, as proposed by Gadermann and col-
leagues [188]. 

Factor structure 
For this study, confirmatory factor analysis, residing within the structural 
equation modelling framework, was applied to assess the factor structure of 
the SDQ. The criteria for acceptable model fit were RMSEA (Root Mean 
Square Error of Approximation) less than 0.06, in combination with either CFI 
(Comparative Fit Index) or TLI (Tucker-Lewis Index) above 0.90. Because 
the questionnaire items were ordinal in nature, Pearson-based correlation ma-
trices were not applicable for the CFA. Hence, the analyses were based on 
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polychoric correlation matrices (Diagonally Weighted Least Squares) to esti-
mate the model parameters [189].  

Measurement invariance 
To determine whether the model fit of the SDQ was stable across child age 
groups (3–5 years), child gender (boy/girl), and parental education level 
(low/high), we performed measurement invariance analyses. If fit measures 
imply adequate fit for all informant groups, measurement invariance analyses 
sequentially investigate if factor loadings are similar across groups (metric 
invariance), and if intercepts are similar across groups (scalar invariance). 

Results 
Internal consistency 
The calculated alpha values for fathers, mothers, and preschool teachers indi-
cated satisfactory internal consistency. Alpha values ranged from 0.72–0.87 
for fathers, 0.73–0.88 for mothers, and 0.81–0.92 for preschool teachers.  

Factor structure 
Model fit indices for fathers, mothers, and preschool teachers are presented in 
Table 1. The assessed CFI and TLI was > 0.90 in combination with 
RMSEA < 0.06 for all groups indicated satisfactory fit of the original model. 

Table 1. Model fit for confirmatory factor analyses for different informants 

  n   Model Fit Indices     

      𝛘2 CFI TLI RMSEA (90% CI) 

Fathers 5,749   3510.038 .914 .902 0.049 (0.048–0.050) 

Mothers 6,636   3487.356 .926 .916 0.046 (0.045–0.048) 

Preschool teachers 5,367   3146.890 .953 .947 0.050 (0.048–0.051) 

Note. CFI = Comparative Fit Index; TLI = Tucker-Lewis Index; RMSEA = Root Mean 
Square Error of Approximation; CI = Confidence interval. CFI or TLI > 0.90 in combina-
tion with RMSEA < 0.06 indicate acceptable fit. 

Measurement invariance 
After assuming adequate fit for all three informant groups, we performed sub-
group CFAs based on child gender, child age, and parental education level. 
When adequate model fit was established, multiple-group CFAs were con-
ducted to asses measurement invariance across all subgroups and informants. 
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Results revealed no significant changes in CFI (∆ < 0.01) when imposing 
equality constraints to the factor loadings and intercepts in a hierarchal fash-
ion, indicating metric and scalar invariance.  

Conclusion 
The original five-factor model proposed by Goodman was supported by the 
data from this study, indicating that the five specific sub-scales of the SDQ 
can be used to capture different outcomes of child EBP for preschool children. 
Results from assessing measurement invariance suggest that the items on the 
SDQ can measure the latent factors comparably across subgroups (metric in-
variance), and that the levels of the underlying items are equal across sub-
groups (scalar invariance). Hence, measurement invariance was assumed, 
providing further evidence for the construct validity of the SDQ. The results 
contribute to the scientific evaluation of the SDQ, providing evidence that the 
instrument is feasible for assessing EBP among preschool children. The find-
ings from assessing different informants imply that the SDQ can be used by 
fathers to the same extent as mothers, as well as preschool teachers.  
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Study II 

Aim 
The aim of study II was to establish Swedish parent and preschool teacher 
SDQ norms for children aged 3–5, using data from a large community sample. 
As previous research assessing Swedish norms of the preschool-SDQ [72] has 
analysed children of various ages as one group, and boys and girls in a similar 
fashion, we intended to use the large sample size to generate both age- and 
gender-specific norms, as well as separate norms for parents and preschool 
teachers. We expected younger children to score higher than older children, 
and boys to score higher than girls on total scores and the related subscale 
scores. For the prosocial subscale, we expected the opposite age and gender 
differences. Based on a previous study on Swedish preschool children [46], 
we anticipated that parents would report more problems than preschool teach-
ers. 

Methods 
The analysed questionnaires originated from the same community sample as 
study I, containing 11,196 parent and 9,083 preschool teacher SDQs, rating 
3–5-year-olds at the time of their annual check-up at the child health services 
[187]. Being informed by previous results on the inter-rater agreement be-
tween parents’ SDQ ratings of 3–5-year-olds [46], parents were treated as one 
informant category, as opposed to presenting separate cut-off scores for moth-
ers’ and fathers’ ratings. 

For the main analyses, the SDQ subscale and total scores were assessed based 
on percentiles, identifying borderline and abnormal bandings for boys and 
girls separately, as well as for the full sample. Borderline bandings were rep-
resented by the 80th percentiles, and abnormal by the 90th percentiles (20th and 
10th, respectively, for the prosocial scale). 

Means and standard deviations were calculated for both girls and boys sepa-
rately, as well as for the full sample. Gender mean differences were assessed 
with ANOVAs, estimating effect sizes for significant differences through par-
tial 𝜂2. 
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Further, the sample differed in composition from the general population by 
having a larger amount of higher educated parents and parents born in Swe-
den. Thus, we conducted linear regression analyses for each age group to as-
sess the relation between SDQ total scores and child gender, parental educa-
tion level, parent gender, and parents’ country of birth. Using linear regression 
enabled us to investigate the independent effect of each of these variables in a 
single analysis. Analyses were conducted separately for 3-, 4-, and 5-year-
olds. This procedure was repeated for teacher scores, with parent gender omit-
ted from the regression model. 

Results 
Cut-offs for the Swedish SDQ are presented in Table 3 (girls, boys, and full 
sample). Preschool teachers reported significantly lower SDQ total scores 
than parents across child age groups (t6180.3 = 24.86, p < 0.001 for 3-year-olds; 
t6698.3 = 24.64, p < 0.001 for 4-year-olds; t6527.6 = 23.10, p < 0.001 for 5-year-
olds). This was also reflected in the preschool teacher cut-off scores, which 
were generally lower than parents’ on SDQ total scores and subscales. 

Significant mean differences were present between boys and girls on SDQ 
total scores and most subscales across ages and for both parents’ and preschool 
teachers’ ratings. The estimated effect sizes, using the commonly applied in-
terpretations of effect size [190, 191], ranged between insubstantial and small. 

Linear regression analyses disclosed significant associations between SDQ to-
tal scores and most background variables across child age (see Table 2). As 
expected, being of male gender was associated with more behaviour problems. 
Low parental education was associated with more problems, as were ratings 
from parents born outside Sweden. Fathers’ ratings were associated with 
higher parent SDQ scores for 3- and 4-, but not 5-year-olds. 
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Table 2. Beta-coefficients (95% CI) from linear regression analyses of background 
variables and SDQ total scores rated by parents and preschool teachers, respec-
tively 

  Dependent variable: 

  SDQ Total score 

Parents 

3-year-olds 4-year-olds 5-year-olds 

(n=3516) (n=3796) (n=3666) 

Child gender  
(girl) 0.73* (0.46, 1.01) 0.99* (0.72, 1.26) 1.03* (0.76, 1.31) 

Parental education level  
(low) -0.74* (-1.04, -0.44) -1.07* (-1.38, -0.77) -0.89* (-1.19, -0.58) 

Parent gender  
(mother) 0.49* (0.61, 1.38) 0.49* (0.21, 0.76) 0.10 (-0.18, 0.37) 

Parent country of birth  
(Sweden) 0.99* (0.61, 1.38) 0.87* (0.49, 1.25) 1.14* (0.76, 1.52) 

  Dependent variable: 

  SDQ Total score 

  3-year-olds 4-year-olds 5-year-olds 

Preschool teachers (n=2588) (n=2775) (n=2629) 
Child gender  
(girl) 0.99* (0.67, 1.32) 1.43* (1.12, 1.74) 1.42* (1.12, 1.72) 

Parental education level  
(low) -0.57 (-0.92, -0.21) -0.71* (-1.06, -0.36) -0.67* (-1.06, -0.36) 

Parent country of birth  
(Sweden) 1.19* (0.72, 1.65) 0.49 (0.05, 0.94) 0.33 (-0.10, 0.75) 

Note: The reference category for each variable is stated in brackets  

*p<0.001       

Conclusion 
In study II, we used a large community sample to provide norms for preschool-
aged children. As cut-off scores decrease with age, which is in line with pre-
vious research on the SDQ, age-specific norms are deemed necessary in this 
age group. There might also be a need for gender specific norms, as boys on 
average scored higher than girls, which replicates most previous studies’ find-
ings. Depending on viewpoint, this could be of varying importance, as the 
gender difference effect sizes were small. Preschool teachers’ ratings were 
generally lower than parents’, which contradicts some previous research from 
the Nordic countries [45, 61, 192]. The calculated Swedish cut-offs for the 
SDQ resulted in lower 90th percentiles for preschool children compared to re-
search from other countries, which supports the argument for nation-specific 
norms. 
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Table 3. Cut-offs for the SDQ scales (girls, boys, and full sample), suggested by the 
90th and 80th percentiles (10th and 20th for the Prosocial scales) 
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Study III 

Aim 
Study III explored children’s perspectives of their family context, focusing on 
3–6-year-old children with perceived emotional and/or behavioural problems, 
whose parents attended Triple P groups. Our objective was to explore the emo-
tional and relational experiences of children living in families at risk of nega-
tive parenting and abuse.  

Methods 
For this study, we used a qualitative research-approach by applying qualitative 
content analysis, drawing from methodology outlined by Graneheim and 
Lundman [193], to assess the children’s perceptions and descriptions of their 
family relationships. The computer-assisted interviewing aid IMS, described 
in the background section of this thesis, was used for all interviews [118]. 
Using IMS, children get to visually represent their homes and family mem-
bers, and the relations within the family. The software works as a starting point 
for the child to describe their own and other people’s emotional experiences 
and behaviours. IMS has proven to be effective in obtaining both reliable and 
elaborate accounts from children [119, 121-123]. Further, all interviewers ad-
hered to the guidelines of best practice in child interviewing as described in 
the background section of this thesis. All children were interviewed in a safe 
and familiar environment (preschool), and in close proximity to their parents. 
In addition to parents’ informed consent, informed assent was gathered from 
all participating children. 

Participants 
A total of 17 children were interviewed at 7 different Triple P groups. Child 
mean age was 4 years, with 12 of the children aged 3 or 4. Gender distribution 
was uneven, with 11 boys and 6 girls being interviewed. Four children had 
foreign-born parents. Although no other information about the children or 
their parents were collected, analyses of participants in study IV revealed that 
almost half of the children participating in Triple P groups scored above clin-
ical cut-off on the SDQ. Further, more than 2/5 of the parents scored above 
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cut-off on the General Health Questionnaire and 3/10 scored more than one 
standard deviation above population mean on the Parenting Scale, indicating 
that the interviewed children in study III came from a group of families with 
heightened risk of negative parenting.  

Results 
The interviews had a clear focus on emotional and behavioural content, with 
children describing these aspects in relation to their family members. A map 
of sub-categories, categories and the overarching theme are presented in Fig-
ure 1. 

 
Figure 1. Map of data categorisation 

Categories 
Four categories were identified, containing two or three subcategories. All 
categories and subcategories are illustrated in Figure 2. In the category “Neg-
ative parent–child interaction”, the children described negative and/or dys-
functional interplay between parent and child. They gave detailed descriptions 
on how conflicts emerged, escalated, and a lack of resolution as the conflicts 
ended. When put together, the sub-categories constituted parts of what resem-
bles a coercive cycle, with negative parenting behaviours such as coercion, 
threats, and verbal and corporal punishment.  

Negative parent–child 
interactions

Lack of positive parent–child 
interactions

Positive family interactions

Security in parent–child 
relation

The quarrel starts
They yell and I yell back
No resolution, everyone is sad

Mom watches TV and dad is working
My siblings are my helpers
I want everyone to be happy

Everyone plays together
I cuddle with my parents
We have a cosy Friday night in

I turn to my parents for comfort
The conflict ends and we make up

Pulled into the coercive cycle, 
with glimpses of happiness

Overarching theme Categories Sub-categories
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The next category, “Lack of positive parent–child interactions”, was charac-
terised by an absence of statements and descriptions of positive or neutral par-
ent-child interactions. This was a pattern that clearly emerged when all the 
children’s narratives were reviewed together. In some children’s narratives, 
parents were completely absent from all their accounts, or missing from all 
descriptions of positive interaction at home. In the void of positive parent-
child interactions, siblings and pets seemed to have an important and compen-
satory function as helpers and someone to go to for comfort. Many children 
also expressed a desire for everyone to be happy, which could be interpreted 
as a longing for a positive and stable state for the family. 

The third category, “Positive parent–child interactions”, encompassed chil-
dren’s descriptions of positive interplay between the children and their par-
ents. This included playing together, cuddling, or spending time together. De-
scriptions in this category were lacking in depth and detail, and resembled 
generic and unspecified descriptions rather than rich narratives. 

In the last category, “Security in parent–child relation”, children provided ac-
counts of how parents comforted and gave them support when they were sad 
or angry, and how conflicts between parent and child were resolved in a pos-
itive way. This category contained sparse information but gave an insight into 
another mode of family interaction, diametrically opposed to descriptions of 
the coercive cycle.  

Theme 
The children’s narratives of negative parent–child interaction were rich, both 
in frequency and detail. Positive interactions, on the other hand, contained no-
tably fewer and less detailed accounts. An overarching theme emerged, in 
which children and parents seemed to be drawn towards a coercive cycle of 
negative interplay while children at the same time longed for positive and se-
cure relations to their parents.  
 

  



 42 

 
Figure 2. Visualisation of interactions between parent and child 

Conclusion 
This study provides a rare perspective on family interactions by providing pre-
school children’s narratives about their emotional and relational home context. 
The narratives from the children gave many and elaborate accounts of the co-
ercive cycle at play, where risk of verbal or physical abuse seemed imminent. 
Given the right tools, even children as young as three years can provide ex-
tensive descriptions of their everyday lives. Not only is this perspective im-
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portant for the sake of respecting the child’s rights, but can also provide valu-
able information that would not be acquired otherwise. Further, assessing the 
child’s perspective can be effective in a therapeutic context, to help parents 
implement behavioural changes to break the coercive cycle. 
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Study IV 

Aim 
The overarching aim of the study at hand was to assess the implementation of 
the Triple P multilevel parenting program in a preschool context. The Triple 
P formats seminars and groups were assessed. Being informed by the RE-AIM 
framework, this study set to answer the following research questions: 

• Reach: How many parents were reached by the parenting program 
and what were their characteristics regarding SES and other demo-
graphic variables?  

• Efficacy/effectiveness: Which outcomes can be seen in terms 
of changes in child behaviour, parenting adjustment and parent 
mental health?  

• Adoption: How many preschools were delivering the program 
within the municipality and what were their characteristics? 

• Implementation: What adaptations were made to implement the 
intervention during the study period? 

• Maintenance: Were any changes in child or parent outcomes sus-
tained over time? Are there any traceable long-term adaptations at 
setting level? 

Methods 
To plan and evaluate the implementation of Triple P, we applied the RE-AIM 
framework [173-175]. T-tests were used to assess changes in child and parent 
outcomes after Triple P group participation and at 12 months follow-up. The 
results in this thesis’ summary of study IV represent key parts within each 
domain of the RE-AIM framework. For a complete presentation of all inves-
tigated areas, please see study IV in its entirety.  

Instruments 
Program evaluation 
At the end of each Triple P seminar, nine program evaluation questions were 
answered by the parents, scored on a 7-point Likert scale. The variables were 
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dichotomised into scores at 6–7 and scores below 6 respectively due to gener-
ally high ratings. 

Child and parent outcomes 
The following questionnaires were used to measure child and parent outcomes 
of group Triple P: 

Child EBP 
• Strengths and Difficulties Questionnaire (SDQ) 
• Eyberg Child Behaviour Inventory (ECBI) 

Parents’ adjustment 
• General Health Questionnaire, 12-item version (GHQ-12) 
• Depression Anxiety Stress Scale (DASS) 

Parenting 
• Parenting Scale (PS): Laxness and Over-reactivity subscales 
• Parenting Sense of Competence scale (PSOC): Efficacy subscale 

Parents’ relationship quality 
• Parent Problem Checklist (PPC) 
• Dyadic Adjustment Scale (DAS-4) 

Statistical analysis 
To assess changes in child and parental outcomes after Triple P participation, 
t-tests were performed. One-way MANOVAs were performed to assess po-
tential differences between participants with data from all three timepoints and 
participants with only pre- and post-measures. As no significant differences 
were found between the two groups of participants, results from the 12-month 
follow-up analyses were deemed to be generalisable to the full sample. 

Results 
Reach 
There was a total of 2,275 attendees at seminars and 229 group participants 
during the study period. Almost all participants’ children (~95%) were pre-
school-aged. The gender distribution was even at seminars (55.5% boys and 
44.5% girls), but uneven at groups (68.5% boys and 31.5% girls). Participants 
had a generally higher education level compared with the general population, 
fewer fathers, and fewer parents born outside Sweden. Reach increased over 
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time (see Figure 3), showing an overall increase in participating fathers, for-
eign-born parents, and parents with lower education. 

 
Figure 3. Triple P attendance over time 

Efficacy/ Effectiveness 
The seminar attendants scored the programme quality as very high overall. 
See Figure 4 for all evaluation questions, with percentages of ratings at 6 or 7 
on the 7-point scale. 
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Figure 4. Percentage stacked bar charts of evaluative questions from seminars 

Results from analysis of child and parent outcomes are presented in Table 4. 
Significant improvements of child behaviour and parent mental health, self-
efficacy, and self-reported parenting were found.  
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Table 4. T-tests for Triple P group pre–post assessment 

    Pre   Post       
Child outcomes Mean SD   Mean SD t df p 

SDQ Total 10.5 4.8   8.9 4.3 5.836 123 <.001 

  SDQ Emotional symptoms 1.8 1.7   1.7 1.6 2.621 123 n.s. 

  SDQ Conduct problems 3.2 1.8   2.6 1.6 5.441 123 <.001 

  SDQ Hyperactivity 4.0 2.4   3.6 2.3 2.762 123 n.s. 

  SDQ Peer problems 1.4 1.6   1.2 1.4 1.725 123 n.s. 

  SDQ Prosocial 6.8 2.1   7.3 2.0 -3.315 123 .01 

ECBI Intensity 121.2 25.7   106.9 23.1 9.042 123 <.001 

ECBI Problems 11.9 6.4   6.7 5.5 9.163 113 <.001 
 

Parent outcomes 

GHQ-12 11.6 5.3   9.8 5.1 4.681 167 <.001 

PS Laxness 3.1 0.7   2.9 0.7 6.096 163 <.001 

PS Over-reactivity 3.3 0.8   2.8 0.8 9.107 164 <.001 

PSOC Efficacy 27.3 5.3   30.6 4.8 -9.787 165 <.001 

DAS-4 9.7 1.3   9.8 1.1 -1.768 151 n.s. 

DASS Depression 3.6 3.5   2.9 3.3 3.508 160 .001 

DASS Stress 6.5 4.1   5.3 3.9 4.32 149 <.001 

PPC 4.5 3.6   2.9 3.2 6.813 135 <.001 

Notes: SDQ Strengths and Difficulties Questionnaire, ECBI Eyberg Child Behavior In-
ventory, GHQ-12 General Health Questionnaire, PS Parenting Scale, PSOC Parent Sense 
of Competency, DAS-4 Dyadic Adjustment Scale, DASS Depression Anxiety Stress 
Scales, PPC Parent Problem Checklist, n.s. not significant 

Adoption 
Adoption rate at setting level was 93.3%. There was no significant difference 
between participating and non-participating preschools based on Socioeco-
nomic Structure Compensation Index scores [194]. Monthly peer support-
meetings were held among Triple P facilitators, addressing questions related 
to programme implementation. At these sessions, some facilitators expressed 
an unease to deliver groups due to too long time having passed since their 
training. Hence, tailored booster sessions were offered based on their ex-
pressed wants and needs in order to deliver Triple P groups. Due to parts of 
the staff delivering very few or no groups or seminars at all, recruitment 
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changed from being available for all preschool teachers within the municipal-
ity to include an interview, in order to assess motivation, potential to work 
evenings and weekends, and personal engagement.  

Implementation 
Some cultural adaptations were made to the content of Triple P to better fit the 
Swedish context, following discussions with parents and professionals within 
pedagogy and psychology. This included the renaming and adapting of some 
parenting techniques, putting more emphasis on regulating emotions and less 
on discipline.  

Maintenance 
At 12 months after program participation, follow-up analysis indicated that 
several results from pre–post analyses were persistent. Improvement in con-
duct problems remained significant but SDQ total score and prosocial behav-
iour did not. ECBI scores remained significantly improved at 12 months fol-
low-up. All significantly improved parent outcomes at post-intervention ex-
cept general mental health and stress remained significant after one year.  

Conclusion 
Successful implementation of the Triple P parenting program relies on several 
factors, and benefits from continuous evaluation of implementational and ad-
aptational accomplishments. While mothers were overrepresented in the sem-
inar intervention, parental gender distribution was even in the group interven-
tion. Using preschools as a platform for delivering parenting support and pre-
school teachers as facilitators might be a feasible way to reach parents of dif-
ferent demographic make-up, regarding education level, gender and country 
of origin.  
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Discussion 

Summary and comparison of results 
This thesis takes the importance of timely interventions for addressing EBP in 
preschool children as a starting point. To ensure timely interventions, we need 
psychometrically and ecologically sound instruments for capturing said diffi-
culties and measuring the interventions efficacy. It is also critical that the chil-
dren themselves are invited to share their experiences and opinions, both in 
relation to children’s rights but also when considering implementation and 
programme design. Further, it is important not to stop at assessing the effec-
tiveness of parenting programmes in controlled settings, but to also evaluate 
the implementation process when applying the intervention in a real-world 
setting. This includes cultural adaptations of the programme, maintenance and 
reaching the desired families.  

To detect and address EBP one needs to consider several aspects. This thesis 
set out to explore EBP and parenting from different perspectives using diverse 
methodological approaches. Focus moves from parent and preschool teacher 
rated child EBP, to viewing the family system, and further to viewing the im-
plementation process of a parenting programme. Through each presented 
study, the intention was to add one or several layers of complexity. First, the 
construct validity of the SDQ was assessed, in order to ensure ratings of chil-
dren’s behaviours that were relevant to EBP. Second, cut-off values were pro-
vided, as a means of comparing individual results of the SDQ with the general 
population. This is helpful when screening for EBP in a clinical context, as 
well as for comparing research data with the general population. It also serves 
as a way of describing parts of child mental health as evaluated by parents and 
preschool teachers. Third, the children’s perspectives were explored, related 
to family interactions within families with higher risk of EBP and negative 
parenting. This provided rich descriptions of interactions between family 
members, especially situations where parents and children got stuck in a co-
ercive cycle. Fourth, the implementation context of Triple P was investigated, 
considering factors related to reaching families, adapting the programme, as-
sessing individual outcomes, and the process of implementing and sustaining 
the programme over a long time-period. Below, different aspects of the in-
cluded papers and their conclusions are discussed.  
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Measuring EBP with the SDQ 

The SDQ is a questionnaire that has been used widely throughout research and 
clinical practice over the last decades. While it has many advantages, such as 
brevity, being free of charge, availability in several different languages, multi-
dimensionality and a multi-informant layout, it comes with some drawbacks 
as well. For example, the SDQ is based on items on a three-point Likert-scale, 
which means that there is limited room for detecting small changes in EBP, at 
least on subscale level where there are only five items.  

The original SDQ factor solution suggested by Goodman [6] was supported 
in study I, when using both mothers and fathers, as well as preschool teachers, 
as informants. The results were in line with the majority of previous research 
assessing the construct validity of the SDQ. This was the first published study 
to assess construct validity of the SDQ for preschool children through CFA, 
using data from mothers, fathers, and preschool teachers. The SDQ total 
scores have proven to be acceptably sensitive to change for older children [37, 
195]. In this thesis, inspecting Table 3, one notices that the cut-offs for the 80th 
and 90th percentiles are identical for several subscales across gender and age 
groups, which could be testament to this potential shortcoming of the SDQ.  

It has been argued that EBP measured with screening instruments such as the 
SDQ might be over-estimated among children with neurodevelopmental dis-
abilities [196]. This is because symptoms related to these disabilities, such as 
peer problems and hyperactivity, are scored together with symptoms related 
to behaviour problems, such as emotional and conduct problems. Following 
this line of reasoning, it is interesting to observe that the Peer problems and 
Hyperactivity subscales did not change significantly after Triple P participa-
tion in study IV, which resonates with previous research on the responsiveness 
of the SDQ [197, 198]. One explanation for this could be that they measure 
difficulties that are related to neurodevelopmental problems which are both 
more stable [199] and might call for parenting programmes tailored towards 
these specific problems. While not being assessed in this thesis, this is poten-
tially problematic, as children with neurodevelopmental disorders might mis-
takenly be identified as mainly having EBP and not assessed for neurodevel-
opmental disorders. Thus, it is important to view the SDQ and scores thereof 
in the complete context of the child, including assessment of neurodevelop-
mental variation, social interaction and communication. 

In the implementation of Triple P, there were (and still are) no criteria for 
entering the parenting programme. Hence, in this particular case, SDQ is not 
used to screen for need of parenting support. But as the questionnaire is used 
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in child health services in Uppsala municipality, and child health nurses rec-
ommend seeking parenting support based in part on SDQ results, some parents 
might enter Triple P in hopes of getting help with yet undiagnosed neurode-
velopmental disorders when more appropriate interventions could be received 
from the habilitation services or child psychiatry. It is therefore important for 
child health care staff to assess the SDQ scores on subscale level in combina-
tion with a clinical assessment to ensure that families get the help they need. 
However, the SDQ seems to be suitable as a brief and yet wide screening tool 
for detecting possible EBP when directing parents to interventions that pro-
mote positive parenting and healthy child development. 

Children’s perspectives 
In study III, children were able to provide detailed and elaborate descriptions 
of their emotional and relational experiences at home. The children’s narra-
tives focused on escalation of conflicts and coercive parenting, with few and 
sparse descriptions of positive interactions between parent and child. This re-
sulted in two visual models representing positive and negative parent–child 
interactions.  

One striking thing that occurred when reviewing the results from study III was 
that the children’s descriptions were largely focused on interactions and pat-
terns being created within the family. Although not part of the results in study 
IV, parents’ descriptions of their perceived problems at home were collected 
in the Triple P assessment questionnaires. According to the Triple P facilita-
tors, these descriptions were mostly focusing on child problems and seldom 
provided the descriptions of within-family interactions that the children in 
study III expressed. In this sense, the results from study III provide a different 
and valuable perspective on EBP, as they describe the negative patterns of 
interaction that occur within these families. The children’s perspective could 
be useful to include when designing and adapting future parenting pro-
grammes. Alas, these programmes are rarely informed by children but rely 
mainly on parent report.  

Reading the Triple P manuals, the overall focus throughout is EBP from an 
adult’s point of view [200-202]. Interestingly, there is one single domestic 
scene in the video material that parents watch during the session which clearly 
depicts a situation from the child’s perspective. The scene shows a distressed 
toddler who reacts very strongly emotionally while watching their parents ar-
gue aggressively in front of them. According to the facilitators, this scene of-
ten stirred up emotions among the participants, and several parents talked af-
terwards about wanting to stop arguing in front of their children. Allowing 
children’s experiences and opinions to resonate within the manuals and during 
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the actual programme sessions could possibly help motivate parents to change 
their parenting practices and break the coercive cycle. While I have found no 
peer-reviewed studies exploring this topic, my experience as a clinical child 
psychologist is that parents’ motivation to change increases when their child’s 
descriptions of emotional and relational experiences at home are disclosed. 
Discussing this with colleagues, I found that they share this opinion, and it 
would therefore be interesting to explore the impact of child disclosure on 
parent motivation to change in future research.  

Further, the children’s narratives depicted different relational aspects, and 
negative situations were not expressed in terms of children being victims or 
without agency. Rather, the children’s descriptions expressed a complex role 
within the family system, encompassing topics such as closeness–loneliness 
and comply–protest, which is in line with another study assessing preschool 
and school children’s descriptions of their family context [104].  

The Triple P implementation 
Coming back to the four recommendations for successful implementation out-
lined by Glasgow and colleagues that were described in this thesis’ back-
ground chapter [179], the implementation process of Triple P in study IV ad-
dressed this to some extent. Firstly, the programme content and delivery were 
slightly adapted to better fit the specific context. Parenting techniques were 
modified, and weekend-groups were introduced as a result of feedback from 
parents who had difficulties attending the programme during weekdays. Sec-
ondly, implementation problems were addressed on staff and organisation lev-
els. This included the change of recruitment procedures and communication 
with politicians and decision makers about the programme, to address diffi-
culties in recruiting staff that would be involved in the programme over time 
and to secure financing and ensuring that the preschool “owned” the interven-
tion. Thirdly, stability over time was ensured by for instance continuous re-
cruitment and supervision of staff, adaption of the implementation to reach 
more parents, and having two Triple P coordinators managing and planning 
staff and delivery of the programme. Fourthly, a transdisciplinary team was 
used from the beginning of the implementation process, consisting of re-
searchers of different background; preschool teachers; coordinators; stake-
holders within the municipality including decision makers and politicians; and 
representatives from the child health services.  

A possible factor important to the successful implementation of Triple P de-
scribed in study IV could be that shared decision-making was promoted 
throughout the process. This included collaboration between the university 
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and municipality, local ownership, and dialogue between researchers, imple-
menters and politicians and stakeholders within the municipality. The imple-
mentation quality of a programme is dependent on collaboration and local in-
put [203]. In the implementation of Triple P, there was a close collaboration 
between the university and the intervention coordinators at the municipality. 
Further, there was an ongoing dialogue with local politicians, stakeholders 
within the municipal organisations, preschool staff and parents from the in-
ception of the programme that continued throughout the research period. 
When reviewing the implementation process of Triple P, it is also noticeable 
how well-suited the parenting programme seemed to be, even though the pre-
school teachers had never worked with this before. Weiner [204] proposes 
organisational readiness for change as a means of considering this. Parenting 
support was close to the preschools’ core business, so there was possibly a 
readiness for change in that direction, which made the implementation of Tri-
ple P easier. From the Triple P report that preceded study IV [176], the authors 
imply a high change valence (i.e., to what extent staff value the programme), 
which could have played part in staff motivation and therefore the commit-
ment to change. 

Fixsen and colleagues highlight the importance of “purveyors”, which they 
identify as individuals who work vigorously with implementing the interven-
tion “with fidelity and good effect” [170]. The role of the coordinators in the 
implementation of Triple P was similar to the definition of purveyors, as the 
programme spread across the municipal organisation, from preschool to pre-
school, and networks were set up, providing them with feedback from staff at 
all sites. This might have been beneficial to the spreading of the programme 
within the organisation, and the role of the coordinators would be interesting 
to study at more depth in future research, for instance if the programme should 
be implemented at larger scale within the municipality or expand to other mu-
nicipalities. 

One interesting finding that surfaced during the work on study IV but not in-
cluded in the paper was talking to Triple P facilitators about parents’ expecta-
tions when entering the programme. Most parents expressed a need for strat-
egies for setting limits and managing undesirable child behaviour. However, 
during discussions at the final group sessions, a frequently mentioned key fac-
tor for positive change within the families was the parent’s own changes in 
behaviour and expectations: spending quality time together, being consistent, 
planning ahead, having realistic expectations, and focusing on providing 
praise and warmth in the relation to their children. These changes are also in 
line with the postulated aims of Triple P [154]. While not studied in a struc-
tured manner, these changes seem to imply something of a shift of focus 
among parents. From focusing on the child and their behaviour, parents shifted 
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to consider how their own role in the family system affects the child. Gather-
ing the child’s perspective through interviews or other means would perhaps 
be of value for parents, as this can help them shift focus from seeing the child 
as “problematic” to focusing on their own role in the family dynamics. For 
instance, feedback from interviews such as the ones in study III could be a 
way of incorporating children’s voices into the parenting programme.  

Implementation challenges 
There were several challenges attached to the implementation of Triple P in 
study IV. Firstly, there was a constant struggle trying to deliver the programme 
to all parts of the population, to avoid over-representation of the more affluent 
families. Related to this, attracting fathers to participate in Triple P was a chal-
lenge, as mothers are typically in the majority. The efforts made to recruit 
parents from all parts of the population was somewhat successful in reducing 
the mentioned lop-sidedness in representation. However, there is a social gra-
dient in mental health, meaning that poor and/or disadvantaged families are 
disproportionally more likely to suffer from mental health problems [205]. 
This entails that more resources should be allocated towards recruiting fami-
lies from this part of the population, if health equity is desirable. To me, this 
importance cannot be over-stressed as neglecting to address inequities in 
large-scale interventions can potentially widen the socioeconomic gaps in so-
ciety. While this was acknowledged in the implementation of Triple P, special 
attention to representativity is needed to further promote health equity. 

One challenge that emerged was adapting the programme to the context with-
out losing important components of the intervention. The largest change made 
was probably modifying the delivery of the first part of the Triple P groups 
from four weekly sessions into a two-day weekend format. Although this was 
approved and encouraged by Triple P International and practised in other 
countries as well, this mode of delivery has not been thoroughly evaluated in 
terms of efficacy. Therefore, the benefits of enabling parents to participate by 
making the programme more accessible were weighed against that possibility 
of delivering a programme of somewhat uncertain effectiveness. In the end, 
the change of modus weighed heavier, as this facilitated the recruitment of 
more parents and parents that otherwise would not have been able to partici-
pate.  

Another challenge attached to the implementation of Triple P was that of 
reach. We only reached a small portion of all families within the municipality. 
Although reach increased over time, the intervention might not be seen as a 
truly universal intervention, as resources put a constraint on the number of 
families who could participate. To address this, there needs to be a larger-scale 
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effort with more resources. Also, further studies of the implementation pro-
cess are needed, as new barriers and enablers might surface if the intervention 
is implemented on a larger scale. For instance, recruitment of staff could be-
come an issue if an up-scaling of the implementation was to be realised, as 
there are both a limited number of staff members to train and limited resources 
within the preschool budget at municipal level. 

Implications 
As public preschools in Sweden are similar in many respects due to organisa-
tional similarities across municipalities and the national preschool curriculum 
[206], there is reason to believe that the organisational readiness for change 
described in the discussion section of this theses might be similar as well. 
Hence, having a preschool-based intervention could contribute to the imple-
mentation of universal parenting support in other municipalities as well. The 
fact that the programme has been maintained for more than ten years suggests 
that there are lessons to be learned from the implementation of Triple P in 
Uppsala municipality. Drawing from the knowledge gathered in the imple-
mentation process, future studies could assess yet uncharted parts of the pro-
cess such as child evaluations before and after participation, and assessment 
of program effects on preschool staff. Triple P facilitators have expressed that 
the content of the programme has affected them as pedagogy personnel, 
providing them with strategies for helping children with EBP at preschool. 
This would be interesting to explore in future research, as well as whether 
child emotional and behavioural functioning at preschool change after parent 
participation in Triple P. 

As research has pointed out, health interventions such as parenting pro-
grammes are context dependent. Parenting programmes need to be planned, 
adapted and evaluated ceaselessly. This thesis sheds light on some areas in 
which one operates when addressing EBP among preschool children. Decision 
makers and staff need to be mindful of a vast array of topics to consider for 
implementation of interventions. This ranges from using valid instruments for 
capturing children in need of timely interventions, to involving different in-
formants involved in the child’s everyday life (including children themselves), 
to attentively working with the implementation of interventions.  

Assessing children in families in need of parenting support is important but 
difficult, and one needs to consider several aspects of children and their con-
text. Using the SDQ to screen for EBP can be appropriate within child health 
services, where psychometrically sound and brief instruments are necessary. 
The stipulated norms from study II provide a means of comparing individual 
results with the general population. However, this instrument alone cannot 
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capture all the facets of a child’s emotional and behavioural functioning. Ra-
ther, it can be used as a supplement to clinical observations of the child and 
interviews with parents and preschool staff.  

Children’s perspectives should be assessed and considered when designing 
parenting programmes. Study III provides evidence that preschool children 
are quite capable of describing their home environment and family context, 
which ultimately implies that their voices could inform the design process. 
Hence, I argue that future adaptation of Triple P would benefit from consider-
ing input from children as well as parents. Involving children to a greater ex-
tent could be done both through interviews and by other means, such as eval-
uations through ratings.  

In addition, we showed that interviewing children from age three about par-
enting and family-related experiences is not only possible, if proper interview-
ing methods are applied. It also provides knowledge and insights that other-
wise might not have been gained. Therefore, I would like to urge future re-
search addressing matters closely related to young children to include them as 
informants, both from a child rights perspective and from a knowledge per-
spective.  

Methodological considerations and limitations 
The SDQ has an additional impact supplement, encompassing supplementary 
questions concerning whether the informant considers the child to have prob-
lems related to the SDQ subscales. These questions, used together with the 
item-scores, are recommended to be used in an algorithm, to assess the prob-
ability psychiatric diagnoses [40]. This can help guide clinicians when con-
sidering referral to specialised child health services. While not being part of 
the objectives for this thesis, the predictive validity of the SDQ with impact 
supplement would be interesting to investigate in a Swedish community con-
text. Such a study could use data from the Focus study described briefly in 
relation to study I and II [187], as the study collects data longitudinally related 
to health service use and academic achievement.  

In studies I and II, our sample was skewed towards the more educated part of 
the population. As the analysis of background variables and SDQ total scores 
in study II implied a systematic difference across age groups based on parental 
education level, the 90th and 10th percentiles that were calculated could be 
slightly off in terms of representativity of the population. This could have been 
addressed by, for instance, weighting the SDQ variables based on the regres-
sion model when calculating the percentile values. However, we decided to 
provide the calculated values without any additional modelling or alterations 
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but instead indicating unrepresentativeness and background variable associa-
tions to the SDQ scores, with the intention to instead provide the reader with 
a clear view of the data and possible shortcomings. What this methodological 
choice can lead to in practice is that slightly more than 10% of the children in 
the national population would score above cut-offs, leading to more children 
indicated as having possible EBP. Further, it is possible that the provided Swe-
dish norms would be more similar to norms from other countries, had our 
sample been more representative. 

The SDQ, in conformity with many mental health questionnaires, does not 
take the parent–child relation into account, which could be considered a limi-
tation. Child behaviour is rated by the parents and is rather one-dimensional, 
in terms of family dynamics (i.e., focusing on just one family members’ be-
haviours). Many times, there are stable and non-adaptive patterns in the family 
system behind common conflicts and problem behaviours, but this is not taken 
into consideration with instruments such as the SDQ. While the reciprocal ef-
fect between parenting and child behaviour has been studied to a large extent, 
the common way of evaluating parenting programmes and similar interven-
tions is to collect assessments by one member of the family system who is 
rating the behaviours of another member. Not only does this aggravate the 
understanding of the family situation in which the behaviours are displayed; 
it is also a systematic disregard of children’s perspectives. It could be argued 
that this approach of harnessing parents’ conceptions of their children’s prob-
lems is over-simplifying the complex nature of the family. If so, we need to 
consider different or complementary approaches to capturing and conceptual-
ising child EBP. One instrument developed for assessing the interactional pat-
terns between parent and child, especially the parental behaviours, is the Dy-
adic Parent-Child Interaction Coding System (DPICS), developed by Eyberg 
and colleagues [207, 208]. This assessment method, however, is based on ob-
servational data and would not be feasible in a context where information 
gathering needs to be low-cost and swift. 

To promote the credibility of the results in study III, we used an interview 
guide and a validated interview method suitable for interviewing preschool 
children. Additionally, in order to enable future replication of the study, the 
analysis process was described comprehensively. There are no previous stud-
ies available that explore the specific topic of study III, which makes compar-
isons and generalising of results difficult. Nevertheless, the accounts of being 
pulled into the coercive cycle is by no means exclusive to this study, which 
can make the results noteworthy to related research topics. Further research 
with preschool children as informants is necessary, however, to examine the 
applicability of our study’s conclusions to other contexts. We do not know if 
the interviewed children are representative of children whose parents seek par-
enting support, as there were no parent-rated child EBP data collected. This 
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makes assessment of transferability difficult. Attempts to address representa-
tivity to the general population were made, however, by recruiting children at 
preschools from areas covering different levels of parental education, general 
income, and country of origin as well as rural and urban areas. No triangula-
tion took place, no parent q’s or similar were collected to see parents’ descrip-
tions of the phenomena. 

Although there is a large amount of research on Triple P in various delivery 
formats and contexts, it could be argued that one limitation to this thesis is that 
there is a lacking of a controlled trial, preferably an RCT, to assess the effec-
tiveness of Triple P which would have been valuable for the context of this 
thesis. This would have enabled the assessment of programme effects, which 
in turn could have shed light on relevant aspects for programme evaluation 
and also for exploring other factors such as cost effectiveness.  

When assessing child and parent outcomes in study IV, we used simple t-tests 
with Bonferroni-corrected significance levels. However, this choice of analy-
sis might not be the most suited for assessing change. For instance, we could 
have used measures of clinically significant change per individual instead of 
mean differences. It is quite possible that this would have been a superior ap-
proach. However, due to the many other domains of implementation investi-
gated in the study, we made the choice to apply only one approach to pre–
post-analysis and decided on the most commonly used method.  

The results from the 12 months’ follow-up assessments of child and parent 
outcomes in study IV imply maintenance of several improvements in EBP and 
parent mental health-related symptoms seen at post-analysis. However, it 
could be argued that the mean differences between the two timepoints are due 
to natural remission or normal child development and not an effect of the pro-
gramme itself. This comment, of course, could not be properly addressed as 
there was no control group in the study. This is clearly a study limitation. One 
possible solution could have been to match and compare children in the Triple 
P groups with children in the Children and parents in focus project, where 
data exist at one-year intervals. However, as we pondered upon this solution 
when planning study IV, other problems occurred. Firstly, the children in 
study IV are not all aged 3–5, but rather represent the entire age-span of the 
preschool years. Hence, matching with the Focus project would exclude sev-
eral children from the analysis if such a method was applied. Secondly, the 
data from Children and parents in focus does not cover all the outcomes as-
sessed in study IV. Differences in child behaviour problems, parent stress and 
depressive symptoms, and inter-parental relationship that were measured 
through ECBI, DASS, PSOC, DAS-4, and PPC would not be possible to com-
pare. We decided not to use this method, and a limitation of this choice is that 
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we cannot make any causal inferences regarding longitudinal change nor as-
sess effect sizes of child and parent mental health outcomes.  

In study IV, we mainly measured symptom reduction, although Triple P also 
contains several health-promotive elements. Thus, there is a risk of us not fully 
understanding the entire spectrum of intervention outcomes, for instance in 
terms of prosocial and health-related outcomes. Wellbeing and healthy behav-
iour are not equal to lack of symptoms or problems, but rather needs explora-
tion using instruments dedicated to these constructs. This could have been val-
uable when investigating child outcomes in study IV and the omission of such 
instruments can be seen as a limitation. 

The Triple P parenting programme assessed in this thesis is in many respects 
similar to several parenting interventions based on social learning theory. Tri-
ple P encompasses parenting strategies and educational elements on child de-
velopment, but has no direct involvement of the targeted children. Instead, the 
parent training is the prime mover of change in child EBP. No training of any 
sort is targeted directly towards children. In what might be considered a land-
mark paper, Webster-Stratton and Hammond [209] found child training to be 
highly effective in addressing early onset conduct-problems in children aged 
4–7, especially in combination with parenting training. Even though this paper 
has informed parent programme development for more than two decades, the 
main focus for programmes addressing EBP in young children has been par-
ents. Parents practicing different strategies together with their children be-
tween sessions has been identified as a key component in effective parenting 
programmes [127], but child training for preschool-aged children has not 
gained the same amount of attention as parenting training. It would be inter-
esting to assess the effects of an additional component of child training as part 
of the group Triple P sessions. Child training might also help the child gener-
alise strategies and use them in situations outside the family context [144], 
where coercive processes experienced in parent–child interactions risk being 
repeated with peers [210].  
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Conclusions 

Acknowledging the complexity of how to address EBP among preschool chil-
dren, the aims of this thesis were fourfold: to psychometrically evaluate the 
factor structure of the SDQ; to provide Swedish SDQ norms for capturing 
children with probable EBP; to explore the children’s perspectives of their 
emotional and relational family context, whose parents attend group Triple P; 
and to assess the community-based implementation of Triple P in a preschool 
context. 

Study I implied good construct validity of the SDQ, when used on preschool 
children and that it can be used similarly with either mothers, fathers, or pre-
school teachers as informants. This indicates that it can be an applicable in-
strument for assessing EBP among pre-schoolers.  

In study II, norms were provided, expressed as cut-off values based on per-
centile scores from a large community sample. These suggested that SDQ 
scores are generally lower for Swedish preschool children compared with 
most norming studies from other countries, which spoke in favour of the need 
for national norms.  

In study III, interviews with preschool-aged children whose parents partici-
pated in group Triple P provided unique insights into these children’s rela-
tional and emotional experiences. They revealed parent–child interactions 
within the families characterised by coercive cycles and conflict escalation. 
Children also provided unique information that was not gathered from parent-
completed questionnaires or Triple P sessions. Children’s perspectives should 
be sought based on several reasons, including child involvement, child rights, 
and for informing the development of parenting programmes.  

In study IV, the implementation of Triple P was studied, using information at 
staff level, municipality level, and participant level. In order to successfully 
implement the parenting programme, constant assessment of all RE-AIM di-
mensions was undertaken. This resulted in satisfactory reach, adoption, effec-
tiveness, implementation and maintenance of the programme. Preschool 
teachers’ distinct experience in working with promoting children’s develop-
ment and meeting parents daily make them suited for delivering parenting pro-
grammes. Delivering evidence-based parenting support within the preschool 
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system can thus be an appropriate strategy, and this study could provide help-
ful information for decision makers when planning and evaluating similar im-
plementation processes.  

The included studies in this thesis provide some pieces to the complex puzzle 
of understanding and addressing child mental health problems, particularly 
EBP. The results from this thesis underscore the importance of viewing EBP 
through several lenses, including questionnaire assessment, promoting chil-
dren’s perspectives and evaluating the implementation of parenting pro-
grammes. My hopes are that this thesis will inform future research and inspire 
and provide valuable information to decision makers when planning commu-
nity interventions addressing EBP.  
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Appendix 

  



 

 



 

 1 

 

The Strengths and Difficulties Questionnaire (SDQ) 
Var vänlig kryssa för det alternativ (Stämmer inte, Stämmer delvis eller Stämmer helt) som du 
tycker passar bäst. Det är värdefullt om du besvarar alla frågor, även om du inte är helt säker 
eller tycker att frågan verkar konstig. Frågorna gäller barnets beteende de senaste 6 månaderna. 
 

Stämmer 
inte  

Stämmer 
delvis 

Stämmer 
helt 

Omtänksam, tar hänsyn till andra människors känslor  o o o 

Rastlös, överaktiv, kan inte vara stilla länge o o o 

Klagar ofta över huvudvärk, ont i magen eller illamående o o o 

Delar gärna med sig till andra barn (t.ex. godis, leksaker, pennor) o o o 

Har ofta raseriutbrott eller häftigt humör  o o o 

Ganska ensam, leker eller håller sig ofta för sig själv o o o 

Följer vanligtvis vuxnas uppmaningar o o o 

Oroar sig över mycket, verkar ofta bekymrad  o o o 

Hjälpsam om någon är ledsen, upprörd eller känner sig dålig o o o 

Svårt att sitta stilla, rör och vrider jämt på sig o o o 

Har minst en god vän (kamrat)  o o o 

Slåss/bråkar ofta med andra barn eller mobbar dem o o o 

Ofta ledsen, nedstämd eller tårögd  o o o 

Vanligtvis omtyckt av andra barn  o o o 

Lättstörd, tappar lätt koncentrationen o o o 

Nervös eller klängig i nya situationer, blir lätt otrygg  o o o 

Omtänksam mot yngre barn  o o o 

Säger ofta emot vuxna o o o 

Blir retad eller mobbad av andra barn o o o 

Ställer ofta upp och hjälper andra (föräldrar, lärare, andra barn)   o o o 

Kan stanna upp och tänka sig för innan han/hon gör olika saker    o o o 

Kan bete sig illa mot andra o o o 

Kommer bättre överens med vuxna än med andra barn o o o 

Rädd för mycket, är lättskrämd o o o 

Fullföljer uppgifter, bra koncentrationsförmåga o o o 

Sammantaget, tycker du att ditt barn har svårigheter på ett eller flera av följande områden: med känslor, 
koncentration, beteende eller med att komma överens och umgås med andra människor? 

Nej 
¨ 

Ja, små svårigheter 
¨ 

Ja, klara svårigheter 
¨ 

Ja, allvarliga svårigheter 
¨ 

 

  



 

 2 

Om du svarade "Ja" på föregående fråga, var vänlig besvara de följande fyra frågorna: 

1. Hur länge har svårigheterna funnits? 

Mindre än 
1månad 

¨ 
1-5 månader 

¨ 
6-12 månader 

¨ 
Mer än 1 år 

¨ 

2. Oroas eller lider ditt barn av sina svårigheter? 

Inte alls 
¨ 

Bara lite 
¨ 

Ganska 
mycket 

¨ 
Väldigt mycket 

¨ 

3. Stör svårigheterna barnets vardagsliv på något av följande områden? 

 
Inte alls Bara lite 

Ganska 
mycket Väldigt mycket 

Hemma/i familjen ¨ ¨ ¨ ¨ 

Med kamrater ¨ ¨ ¨ ¨ 

I inlärningssituationer ¨ ¨ ¨ ¨ 

Vid fritidsaktiviteter ¨ ¨ ¨ ¨ 

4. Blir svårigheterna en belastning för dig eller för familjen som helhet? 

Inte alls 
¨ 

Bara lite 
¨ 

Ganska 
mycket 

¨ 
Väldigt mycket 

¨ 
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