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Chtldhood Mente; nealth conditions are prevalent persistent, serious, and 

complex Families are expected to be involved in their child's care, but may vary 1n the1r 

r•;adiness for tak1ng an active role. Proactive readiness is a new concept encompassing 

role beliefs, 1-.nowledge confidence, and self-efficacy Understanding the reiP.vance of 

r rrJ,,ctive roadtness is a cntical first step in supporting family management hr n10ntally ill 

r:t··:d•~.:r.. 1 he study purpo~e W<lS to describe the extent to whtch mothers of rne• ' l 3!1y ill 

ch•ldron di~cu5~ed proar.tive readiness. Data from a soc1al support intervent:on st:;'1\ fur 

•1•otr ers of chi!d•H• w1lh mental health conditions (Scharer et al. , 2009) were u~ed r : ~ :: 

'< ·''ndary -tnnly::.is ~o examine !he extent to wh1ch mothers participated 1n a •·, ::,r. -b'"'"'8.:: 

c 1 I uom tnterventlon ~nd the cr ntent of their posts. A step-wrse quantitatt'.c \. o:-vent 

-.:~, ·, /~ ;-.. was .::onductcd u~1ng a ;ensus sample of transcnpt data. Tra111cJ coclt:t ~ 

.... t(>ynnzed mother:,' ~osrs tmo one of four proact1ve readtness categones nr as .JP·v::~ 

A\ n.~nt. Relilt'C'IStl o•; bmwcc>il content of mothers' posts, chat room parttc1p3i:•·r: . a.1d 

d.·, HI~ rr:~pht · a.•d' eC~Ith Vfl riables were examined 

O,•er 3 yeclr~. 24 of 39 moJ•crs posted approximately ':l,OOO messages Mothers 

co ... led proclc!lve r~adim.ss content ,n an average of 20% of their sentences (n=1 190) 

KIIO\\Ji ~ Jye v,as tile dom r.ant CO'"itP.nt category, followed by role belief e~ nd ntuch ~~" 

freque:'l'/ cunf dence ~"' setf-effiCat;y Mothers 1n the lowest income grout> posted 

•tgnifi<;a r~t·y rr. .rr· ~·· d•~r ':! readtness, role belief, and conftdence content ~.1atern2i race 

•r-..· ;-: •:1;:pwican!•~ ;.;:ssociated with chat room attendance and total p..>sts, but not w1tn 

potts per s~?ss:on attended. Proactive readiness content and chat room ~1art1cipation 

were unrelated to at 'I other cnild, maternal, or family demographic or health variables. 



Based on the findings of this study, proactive readiness appears to be a relevant 

top1c among mothers of children with chron1c mental health conditions. Further data are 

needed to provide details about the nature of mothers' proactive readiness. Future 

researchers should consider using th1s study's coding scheme as well as research 

designs and statistical analyses that would expand on the limited generalizability of this 

exploratory study. Nursing practice implications include a particular concern for low

mcome families receiving child mental health services. 
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I. Introduction 

Parents and other family caregivers of children w1th mental health conditions 

have a critical role in the care that their dependent children receive. Parents and families 

are expected not only to seek mental health services and adhere to prescribed 

treatments, but also to implement behavioral treatments, monitor changes in the child's 

health status over time, and even to collaborate with health care providers in planning 

care. Family management refers to the extent of act1ve involvement in managing their 

child's care. Some parents of children with mental health conditions may not be ready for 

such an active caregiving role. Proactive readiness refers to the extent to which parents 

and other family caregivers are prepared to actively participate in managing their child's 

health care. 

In order to prepare parents of children with mental health conditions for their 

caregiving role, nurses need to understand the extent to which parents are ready for 

family management of their child's mental health conditions. In order to develop 

interventions in support of family management, nurses also need to understand the 

specific concerns that parents have about taking an active role in their child's care. 

Parents may not be adequately prepared because they may not have the knowledge 

they need to make Informed decisions, or may not be confident about their caregiving 

abilities. Parents may not believe they have a role in their child's care, or they may feel 

that their actions will not have a pos1tive 1mpact on the ch1ld . In addition, in order to tailor 

nurs1ng interventions for parents with a range of preparation levels, 1t is important to 

identify potential correlates of parents' proactive readiness for family management 

behaviors. 

1 
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Child Mental Health Conditions 

Mental health conditions affecting children are at once prevalent, persistent, 

serious, and complex. Serious child mental health conditions are defined as diagnosable 

psychiatric illnesses that produce symptoms requiring professional mental health 

services and which lead to functional impairments for the child and/or their families 

(American Psychological Association [APA], 2000). Hallmarks of serious child mental 

health conditions include disruptions in daily functioning in home, school, or community 

settings (Kessler et al., 2005; Mark & Buck, 2006). Children with one serious mental 

health condition also are at higher risk for other physical or mental health conditions 

(Eiia, Ambrosini, & Berrettini, 2009). Due in part to high levels of co-morbidity, evidence

based treatments for child mental health conditions generally include a complex range of 

psychological, behavioral, and pharmacological treatments (U.S. Department of Health & 

Human Serv1ces [USDHHS], 1999). 

Child mental health conditions are among the most common illnesses in 

American children. One in five American children has a diagnosable mental health 

condition (USDHHS, 1999) while one in ten children have a level of illness severe 

enough to impair how they function at home, in school, and in the community 

(President's New Freedom Commission on Mental Health [NFC], 2003). Approximately 

one in eight youth between the ages of 8 to 15 years meet the diagnostic criteria for at 

least one of the six most common mental health conditions in children (Merikangas et 

al. , 201 0). 

Mental health conditions are even more prevalent among the most vulnerable 

sub-groups of children, including children in the juvenile justice system (Stagman & 

Cooper, 201 0); children being raised by a non-parent relative (Eieoff, Szilagyi, Jee, 

Montes, & Szilagyi, 2010); youth admitted to residential group home care (Hurley et al. , 

2009); children of a parent with a mental health condition (Birmaher et al. , 2009; Downey 
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& Coyne, 1990), children from low-income families; and children in military families 

(Stagman & Cooper, 2010). 

Many mental health conditions have a combination of onset in childhood and 

persistence 1nto adulthood. For example, half of all adults with a mental health condition 

had an onset of illness by age 14, and 75% had an onset by age 21 (Kessler et al. , 

2005). Moreover, 50-90% of child mental health conditions persist into adulthood 

(Biederman, Petty, Evans, Small, & Faraone, 2010; Kessler, Avenevoli, & Merikangas, 

2001 ; Rao et al. , 1995). Commonly, those adults with a history of childhood mental 

health conditions also have symptoms severe enough to impair their adult health and/or 

functional status. Conditions such as childhood mood disorders (Eaton et al. , 2008); 

disruptive behavior disorders (Fergusson, Horwood, & Ridder, 2005); autism (Stein, 

Blum, & Barbaresi, 2011) and attention-deficit hyperact1v1ty disorder (ADHD) (Becker, 

Goobic, & Thomas, 2009; Biederman et al. , 2010) are regarded as life-long conditions 

that requ1re attention as chronic and persistent health conditions. 

Consequences of Childhood Mental Health Conditions 

3 

Mental health conditions in children are associated with a range of negative 

consequences. For children, consequences may include a lower quality of life (Clark, 

Carlisle, Giard, & Turner, 2007; Hakkaart-van Roijen et al. , 2007); higher risk for suicide, 

school failure , poor employment, and poverty in adulthood (USDHHS, 1999); increased 

risk of commg in contact with the juvenile justice system (NFC, 2003) and lower quality 

of care (Knitzer & Cooper, 2006). Additionally, mental health conditions are the most 

costly medical conditions among children (Soni, 2009), and are a major source of 

disability (Bazelton, 2007), hospitalization (Lasky, Kneger, Elixhauser, & Vitiello, 2011 ), 

and emergency room use (Centers for D1sease Control, [CDC], 2009). Despite the risks 

of negative outcomes, child mental health conditions often are under-recognized 

(Pescosolido et al. , 2007) and undertreated (NFC, 2003). Many children with identified 
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mental health conditions receive interventions that do not have a clearly established 

bas1s for their safety and efficacy (Graeff-Martins et al. , 2008). In addition, 

socioeconomic disparities in mental health treatment and/or quality of care are 

particularly likely for health services most strongly associated with improved health 

outcomes such as a medical home (Toomey, Homer, & Finkelstein, 2010) and family

centered care (Coker, Rodriguez, & Flores, 2010). 

4 

Families of children with mental health conditions also experience negative 

consequences. Compared to families of children with chronic physical health 

conditions, families of children with mental health conditions commonly face higher 

levels of caregiving burden (Busch & Barry, 2007; Case, Oflson, Marcus, & Siegel, 2007) 

and greater financial impact of the child's Illness (Brennan & Brannan, 2005; Hakkaart

van Roijen et al. , 2007). Child mental health conditions also are associated with an 

increased risk of poor parental mental health (Benson & Karloff, 2009; Cooper, 

Robertson, & Livingston, 2003; Foley, 2011 ; Gerkensmeyer et al. , 2011 ); higher levels of 

parental or family stress (Benson & Karloff, 2009; Brobst, Clopton, & Henrick, 2009; 

Oruche, Gerkensmeyer, Stephan, Wheeler, & Hanna, 2012) and greater family 

dysfunction (Foley, 2011 ; Oruche et al. , 2012). While parents of healthy children more 

often use strategies such as planful problem-solving or positive reappraisal, families of 

children with mental health conditions tend to cope with caregiving stress with a higher 

use of passive or reactive coping strategies (Paster, Brandwein, & Walsh, 2009; Pisula & 

Kossakowska, 201 0). 

Family Management of Child Mental Health Conditions 

Families of children with mental health conditions have a cntical role in the care 

that their dependent children rece1ve, especially as the child's healthcare needs evolve 

over time. In addition, families are expected to be actively involved in ongoing condition 

management. Family management refers to the complex and multidimensional set of 
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behaviors that a parent or other adult caregiver may engage in on behalf of a dependent 

child with a health condition (Grey, Knafl, & McCorkle, 2006). Examples of family 

management behaviors for child mental health conditions include such activities as 

making decisions about seeking professional care; evaluating the acceptability of a 

range of pharmacological, behavioral, and/or psychological interventions; following 

prescribed treatment regimens; and monitoring treatment responses. Parents also 

engage in family management as they interact with professional providers within 

healthcare, educational, and other community settings. 

Family management of children's mental health conditions can be complicated 

by evidence-based treatment approaches that commonly call for combining 

pharmacological, behavioral, and/or psychological interventions for many child mental 

health conditions (American Academy of Pediatrics, [AAP], 2011 ; Eyberg, Nelson, & 

Boggs, 2008). Family management of pharmacological interventions is also complicated 

by an absence of pediatric safety and/or efficacy data on many psychotropic medications 

(Vitiello et al. , 2009) that can lead to such prescription practices as off-label dosing and 

multiple medication trials. Family management of behavioral interventions often depends 

on parents being trained about the intervention and then being willing and able to deliver 

it effectively. For children who require family therapy, parents must have the time and 

other resources to attend therapy sessions and actively engage in the treatment. It is 

important to note that family management may be occurring in the context of in-patient 

treatment facilities that are discharging children much more quickly (Case et al. , 2007). 

Thus, families are facing the challenges of caregiving demands for children with high 

levels of acuity. Finally, the complexity of family management of child mental health 

conditions often requires that families interact with professional providers across multiple 

settings, such as when a child's disruptive or inattentive behaviors manifest in school or 

community arenas. 
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Proactive Readiness for Family Management 

Despite the child's need for ongoing family management, some parents may not 

be adequately prepared for their role. Parents and other family members may be 

particularly likely to vary in terms of being informed, proactive collaborators with 

professionals. One reason that parents may differ 1n the1r family management behaviors 

is that they vary in their beliefs about taking an active role in medical decision-making 

(dosReis & Myers, 2008; Fiks, Localio, Alessandrini, Asch, & Guevara, 2010). Among 

parents of children with chronic physical and mental health conditions, family 

management styles range from being planful and anticipatory to being reactive and 

crisis-oriented (Conlon, Strassle, Vinh, & Trout, 2008; Dashiff, Riley, Abdullatif, & 

Moreland, 2011 ; Kendall & Shelton, 2003). Parents also may vary 1n their ability to make 

informed decisions about their child's care because they lack knowledge of alternatives. 

Parents may have limited knowledge of child mental health conditions and treatments. 

Studies indicate problems of low mental health literacy among the general public 

(Pescosolido et al. , 2007). At the same time, parents of children w1th existmg or potential 

mental health conditions struggle with limited knowledge of the effectiveness of 

medication treatments (Jorm, Morgan, & Wright, 2008; Jorm & Wright, 2007), confusion 

about whom to consult when first concerned about symptoms (Fujiwara, Okuyama, & 

Funahashi , 2011 ), and limited knowledge of how and why to use behavioral 

interventions (Kaiser, Hinshaw, & Pfiffner, 201 0). Mental health literacy is also 

constrained by stigma due in part to the negative effects of st1gma on parents' beliefs, 

attitudes, and knowledge about child mental health serv1ces (Corrigan, 2004; 

Pescosolido, Perry, Martin, McLeod, & Jensen, 2007). 

In addition, even well-informed parents vary 1n the1r attributions about the causes 

of child mental health conditions (Kaiser et al. , 201 0; Mah & Johnston, 2008); their 

perceptions about medication safety and efficacy (Charach & Fernandez, 2013); and 
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their perceptions about whether mental health treatments w1ll have positive effects on 

their children (Jacobs et al. , 2008). Parents also vary in their 1nterest 1n complementary 

or alternative treatments that may not have a strong scientific foundation for safe and 

efficacious use (Davis, Claudius, Palinkas, Wong, & Leslie, 2011 ). Parents also may not 

perce1ve that their child's behavior is atypical (Maniadak1, Sonuga-Barke, Kakouros, & 

Karaba, 2006) and may not perceive the need to seek child mental health care. Finally, 

among parents of children with mental health conditions, there is a negative relationship 

between parental stress and parents' perceptions of their ability to make a positive 

1m pact on their child's care (Pisula & Kossakowska, 201 0; Semke, Garbacz, Kwon, 

Sheridan, & Woods, 201 0). It is plausible that at least some variability in family 

management behaviors is related to parents' perceptions that their behaviors would not 

make any difference for their child. 

Proactive readiness is a new concept that refers to the extent to which parents of 

children with a chronic health condition are prepared for their family management role 

(McKinnon & Killeen, 201 0). Specific underlying components of proactive readiness for 

family management include: role beliefs, the extent to wh1ch a person believes they have 

a role as an informed, proactive caregiver; knowledge, the pertinent information and 

skills used in caring for someone with a health condition; confidence, the perception that 

one is a capable caregiver; and self-efficacy, the perception that one's' caregiving efforts 

are worth doing because they will make a positive impact on the recip1ent (McKinnon & 

Killeen, 201 0). 

Summary 

The prevalence, persistence, and seriousness of child mental health conditions 

are well documented. Evidence of the scope of the problem also underscores the 

importance of ensuring that children with mental health conditions and their families 

receive ongoing, high-quality care. Parents and other family caregivers have a critical 
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role in the mental health services that their children receive. Family management is an 

especially relevant role for mothers as they are the most common primary caregiver for 

children with mental health conditions (Gerkensmeyer, Perkins, Scott, & Wu, 2008). 

Family caregivers are expected to actively participate in the treatment process, however 

not all caregivers are ready to be actively involved in managing their child's care. A new 

concept, proactive readiness, refers to the extent to which parents and other family 

caregivers of chronically ill children are prepared with the necessary role beliefs, 

knowledge, confidence, and self-efficacy needed for family management of their child's 

health condition. There is a compelling nursing interest in preparing parents for family 

management of their child's mental health condition so that they may benefit from the 

positive association between effective condition management and health outcomes. 

Accordingly, it is important for nurses to understand the specific concerns of parents, 

and the extent to which their concerns include proactive readiness for family 

management. Further, in order to tailor interventions to parents' specific needs, it is 

important to identify any characteristics of the child, parent, or family that may be 

associated with parents' concerns about their readiness to manage the child's care. 

Purpose of this Study 

The primary purpose of this study was to describe the extent to which mothers of 

children with mental health conditions discuss their proactive readiness for family 

management. Data from women who participated in a study of social support 

interventions for mothers of children with mental health conditions (Scharer et al. , 2009) 

were used in a secondary analysis to examine the extent to which mothers participated 

in a web-based chat room intervention and the content of their chat room posts. The 

second purpose of the study was to describe relationships between mothers' chat room 

participation, the content of their chat room posts, and demographic and health variables 

of the child , the mother, and the family. 
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Research Questions 

Using transcripts of chat room sessions and other self-report data from mothers 

who participated in the Soc1al Support for Mothers Project (SSMP) WEB intervention 

group (Scharer, 2005; Scharer et al., 2009; Scharer et al.. 2011 ). this study aimed to 

answer the following quest1ons 

9 

Research question #1 : To what extent did mothers assigned to the SSMP WEB 

group participate in the chat room intervention? 

Research question 1A: How often did each mother attend chat sessions during 

their designated intervention period? 

Research question 18: How many total posts did each mother make during her 

six-month intervention period? 

Research questions #2: Were mothers' sessions attended total posts, or posts 

per session attended related to the following· 

1) Child demographiC and health vanables 

2) Maternal demographic variables 

3) Family demographic variables 

4) Mott1ers' perceived stress. soc1al support ways of cop1ng, and mood states 

Research question #3: To what extent did the content of mothers' chat session 

posts 1'1Ciude statements reflecting any of four categories of proactive readiness (role 

behofs, knowledge confidence and self- efficacy)? 

Research question #4: Was the extent to wh1ch mothers' chat sess1on posts 

in~!uded proact1ve read1ness content related to the follow1ng: 

1) Child demographic and health variables 

2) Maternal demographic variables 

3) Fam1ly demographic variables 
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4) Mother's perceived stress, social support, ways of coping, and mood 

states 

5) Participation in the chat sessions 

10 
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II: Review of the Literature 

Section 1: Family Management of Health Conditions 

Several lines of research have investigated how and whether fam11ies actively 

participate in managing their children's health condition needs Existing literature 

includes principles of patient- and family-centered care, care models for individuals and 

families with chron1c health conditions, and models of self and family management of 

health cond1t1ons 

Patient- and Family-Centered Care 

As part of a broad effort to improve healthcare quality. several organizations 

have made recommendations emphasizing patient- and family-centered care As defmed 

by a recent Institute of Medicine (10M) (2001) report on quality improvement. patient

centered care 1s care provided "with respect for and responsiveness to ind1v1dual patient 

preferences. needs. and values, so as to ensure that patient values guide all clinical 

decisions" (p.49). The 10M and the President's New Freedom Commission on Mental 

Health concur in the1r recommendations to support patient- and family-centered care as 

a means of Improving the quality of mental health care (NFC, 2003; Pincus et al., 2007). 

Fam1ly involvement in care also 1s at the heart of the Nationallmtiative for Child Health 

Quality (NICHQ) (2011b). an effort to improve care quality for children with several 

chronic physical and mental health conditions. Professional organizations that support 

pat1ent and fam1ly centered care include the American Academy of Pediatrics (AAP, 

2003), the American Academy of Child and Adolescent Psychiatry (AACAP, 2009). the 

Society of Pediatnc Nurses (Letourneau & Tesler, 2003). and the National Association of 

Pediatric Nurse Practitioners (NAPNAP, 2009). 

11 
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Moving beyond quality improvement initiatives, much of healthcare delivery 1n 

general in the past 25 years has been marked by an emphasis on direct, active 

involvement by patients and/or family members acting on their behalf. Examples within 

the mental health system include the nse of fam1ly involvement as an important mental 

health advocacy issue (Hoagwood et al., 2008) and the growmg mental health recovery 

movement among adults with mental health conditions (USDHHS. 2005). During the 

past two decades there also has been a shift away from blaming parents for the1r 

children's mental health condit1ons and towards viewing parents as active participants 1n 

treatment, policy development, and serv1ce delivery (Spencer. Blau, & Mallery, 2010. 

Stroul, Blau, & Sondheimer, 2008). Specific changes include increased funding for a 

system-of-care philosophy (i e., one that emphasizes family· centered care) (Kilmer, 

Cook, & Munsell, 201 0) and its primary practice model, the wraparound approach, which 

emphas1zes a direct role for pat1ents and families (Walker, Bruns. Conlan, & LaForce, 

2011 ). These changes in recommended family role represent a sh1ft towards more act1ve 

or shared decision making, empowerment, and self-efficacy that was previously miss1ng 

from healthcare services in general and mental health serv1ces in particular (NFC, 2003, 

Walker, Thorne, Powers, & Gaonkar. 2010) 

Care Models for Chronic Health Conditions 

Chronic Care Model (CCM). One model of effective care for adults with chronic 

health conditions is the Chronic Care Model (CCM), a care model developed with explic1t 

attent1on to the Quality Chasm reports of the Institute of Medicine (Wagner et al., 2001 ). 

Four key elements of the CCM are self-management support, support for provider 

decisions, well-designed healthcare delivery systems and effective clinical information 

systems (Wagner et al , 2005). Under optimal conditions, the four elements would be 

part of a larger healthcare delivery system with links to commun1ty resources, especially 

those related to self-management support (Wagner et al. 2005) Authors of the CCM 



PARENTS' PROACTIVE READINESS 13 

define self-management as strategies that "empower and prepare patients to manage 

their health and healthcare" (McCulloch, Davis, Austin, & Wagner, 2004). Self

management is particularly important because it emphasizes the crucial role that 

patients have in setting goals and establishing action plans and because self

management involves activities that the patient and/or family members can actually see 

in their daily lives (Wagner et al. , 2005). Wagner and et al. (2005) also view the CCM as 

fundamentally patient-centered because of the concordance between viewing patients 

as empowered, proactive participants and effective self-management support. 

An important tenet of the CCM is that improved outcomes for individuals with 

chronic health conditions are dependent on productive interactions between prepared, 

proactive providers and informed, activated patients (Wagner et al. , 2001 ). 

Characteristics of productive interactions include those in wh1ch providers assess not 

only the patient's clinical status, but also the pat1ent or family member's self

management skills and confidence and then tailor the clinical management based on 

collaborative goal-setting and problem-solving (McCulloch et al. , 2004). In addition, 

interactions are bi-directional, meaning that both patients and providers may influence 

the extent to which the interaction may lead to improved outcomes. 

According to authors of the CCM, productive provider-patient interactions require 

that patients change from being reactive or passive observers to proactive participants 

who recognize that they are ultimately the primary caregivers (Wagner et al. , 2001 ; 

Wagner et al. , 2005). In order to achieve this kind of transformation, patients and their 

families must be prepared with the motivation, information, skills, and confidence needed 

to participate in healthcare decisions and to manage the1r healthcare needs in daily life 

(McCulloch et al. , 2004). Wagner et al. (2005) are especially clear in acknowledging that 

patient education approaches are insufficient because they may improve knowledge, but 
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effective self-management support also includes a complementary perception that one is 

confident enough to act on that knowledge. 

In general, the literature supports the use of the CCM as a means of improving 

care and achieving desired health outcomes. A meta-analysis showed that interventions 

that contain at least one element of the CCM improve clinical outcomes and processes 

of care for individuals with chronic physical and/or mental health conditions (Tsai , 

Morton, Mangione, & Keeler, 2005). A more recent review of the first decade of the CCM 

found that redesigning care using this model leads to improved patient care and better 

health outcomes across a range of chronic physical health conditions (Coleman, Austin , 

Brach, & Wagner, 2009). Within the review by Coleman and colleagues, specific 

examples of outcomes associated with the use of at least one element of the CCM 

included patients with congestive heart failure being more knowledgeable, more likely to 

use recommended therapies, and being Jess likely to have emergency room visits; a 

lower risk of cardiovascular disease events among patients with diabetes; and more use 

of a written management plan for patients with asthma. The review also included non

randomized trials and other observational studies and found literature supporting an 

association between use of CCM elements and both process outcomes, such as 

treatment adherence and clinical outcomes, such as changes in blood glucose control. 

Among adults, interventions guided by the CCM showed favorable treatment effects both 

for those with bipolar disorder and those with bipolar disorder and a range of co-morbid 

physical and mental health conditions (Kilbourne et al. , 2009). 

Pediatric adaptation of the CCM. With in pediatric populations, the Care Model 

for Child Health (CMCH) (NICHQ, 2011 a) was adapted from the CCM to improve chronic 

child health conditions. Specifically, the CCM was adapted by the National Initiative for 

Children's Healthcare Quality as part of the organization's focus on several chronic 

pediatric health conditions including autism and ADHD (NICHQ, 2011 a). The primary 
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modification of the CCM in the CMCH 1s the add1t1on of family management support, an 

add1t1on that reflects the inability of children to act independently regarding their 

healthcare needs. In the CMCH, family management support involves determining family 

knowledge levels, providing families with the Information necessary to make shared 

dec1sions with providers, and assessing how confident families are about their ability to 

carry out treatment plans (NICHQ, 2011 a). The CMCH is Identical to the CCM in its 

structure of relating health outcomes to productive interactions between informed, 

activated families (families with adequate family management support) and prepared, 

proact1ve providers. Authors of both the CCM and the CMCH stress the importance of 

healthram professionals tailoring the1r support to individual patient and/or family needs 

in order to maxim1ze family management behaviors (McCulloch et al., 2004; NICHQ, 

2005). 

Compared w1th the evidence base for the CCM, empirical support for the CMCH 

is much rnore limited in both quantity and strength of evidence To date, the NICHQ has 

been involved in two projects related to child mental health cond1t1ons: Improving Care 

for Children w1th Autism (an initiative started in 2011 to develop a national network of 

care providers and family advocacy groups) and the ADHD Toolkit Project (started in 

2002 as a project to provide clinicians with up-to-date, evidence-based practice 

guidelines) (NICHQ, 2011 b). Although the NICHQ uses the CMCH as a foundation for 

many of lts projects (NICHQ, 2011a). the literature does not yet contain any published 

studies pertaining to the use of the CMCH within any of its projects Nevertheless. Van 

Cle.avc: and Leslie (2008) suggest that use of the family management support element of 

thP CMCH has the potential to improve care for children with chrome mental health 

conditions 1n part by help1ng parents acquire disease management and advocacy skills 

so that they can be informed, active collaborators with prov1ders. This suggestion is 

consistent with guidelines for effective care of families of children with ADHD that 
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recommend explicit attention to how and whether families have sufficient knowledge and 

confidence to participate in collaborative care with providers (Bussing & Ayesha, 2010). 

Models of Proactive Patients and Families 

Health activation. Building directly from the CCM component of an informed, 

proactive patient, Hibbard et al. (2004) introduced the construct of health activation, the 

extent to which patients and/or family members actually are informed, proactive 

collaborators with healthcare professionals. Health activation is a broad construct 

referring to the capability and willingness to take an active role in managing one's own 

health and healthcare (Hibbard et al. , 2008; Hibbard & Mahoney, 201 0; Hibbard, 

Mahoney, Stockard, & Tusler, 2005). The rationale for defining health activation broadly 

was to avoid perceived limitations of related concepts such as health literacy and self

efficacy. Health literacy is specifically perce1ved as hmited because 1t does not predict 

the full range of self and family management behaviors that one might engage in over 

the course of a chrome health condition (Hibbard, Peters, D1xon, & Tusler, 2007). Health 

activation also is considered a broader construct than self-efficacy, although the two 

constructs are closely linked and in fact research has found that improving self-efficacy 

may be a useful step in improving the self-management behaviors associated with 

health activation (Hibbard & Mahoney, 201 0). 

According to Hibbard et al. (2004), health activation develops through a series of 

four levels, each one of which depends on the levels that come before it. The first level 

of health activation is one's belief about tak1ng an act1ve, passive, or reactive role in 

managmg one's own health, while the second level includes the knowledge and skills 

needed to take action (Hibbard et al. , 2004). The third level of health activation 1s 

confidence for actually taking action, while the fourth level covers sustaining one's 

actions despite the passage of time or despite any stressors or changes that may occur 

over the course of a chronic health condition (Hibbard et al. , 2004). Consistent with 
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evidence from adult studies that health activation develops in a hierarchical order across 

the four levels (Hibbard et al., 2005; Hibbard et al., 2004), all known health activation 

measures are designed as Guttmann or cumulative scales in which affirmative answers 

about taking and sustaining action are only logical if one has already answered 

affirmatively to the earlier questions about role belief, knowledge, and skills (Hibbard et 

al., 2004). 

Health ac tivation and self-management. Health activation is related to self and 

family management in several important ways. First, researchers have found that health 

activation predicts subsequent self-management behaviors among adults with some 

physical health conditions (Mosen et al., 2007; Rask et al, 2009; Skolasky, Mackenzie, 

Wegener, & Riley, 2008), but not with other conditions (Stepleman et al., 2010). Among 

adults with chronic mental health conditions, h1gher health activation scores were 

associated with improved mental health self-care behav1ors, such as maintaining healthy 

ont1ng, sleeping, and stress-reduction habits (Green et al , 2009). Other studies have 

found associations between health activation, related self-management behaviors, and 

desired outcomes for adults including better quality of life (Mosen et al., 2007; Munson, 

Wallston, Dittus, Speroff, & Roumie, 2009; Stepleman et al., 201 0), better asthma 

control (H Young et al., 2013) improved blood glucose and cholesterol measures 

(Remmers et al. , 2009), and improved self-reports of physical and emotional health 

among adults with both physical (Hibbard et al 2008) and/or mental health conditions 

(Green et al , 2009). Cross-sectional analyses of data from a sample of adult patients 

enrolled in a large health care delivery system showed that higher health activation was 

a significant predictor of lower healthcare costs. especially as measured by decreases in 

emergency room use and length of hospitalization. Finally, m several studies of adults, 

health act1vation was amenable to intervention (Alegria et al., 2008; Deen, Lu, Rothstein, 

Santana, & Gold, 2011; Frosch, Rincon, Ochoa, & Mangione, 2010), especially when the 
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Intervention was tailored to a person's current role beliefs (Hibbard, Greene, & Tusler, 

2009) 
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Predictors of health activation. Stud1es have shown high rates of variability in 

health act1vat1on levels both for adults with chronic health conditions (Hibbard & 

Cunningham 2008; McDermott et al , 2009) and for parents of children rece1ving stem 

cell transplantation (Pennarola et al., 2011 ). Health activation varies as a function of 

several demographiC and health variables. National surveys have found that activation 

levels were espec1ally low for American adults with low incomes, less education, 

Medicaid enrollment, and those with self-reported poor health (Hibbard & Cunningham, 

2008). Among adults with various phys1cal health conditions, demographic 

charactenstt.::s .nssociated with health activation scores Included age and gender 

(lubetk1n , Lu. & Gold 2010); employment status (Stepleman et al., 2010), and race and 

ethnicity (Hibbard e~ al. 2008) Independent of race, higher health activation for adults 

with physical heath cond1t1ons has been associated with lower self-reported stress and 

greater perceived soc1al support (Hibbard et al., 2008). Other correlates of health 

activatiOn for adults with physical health condtttons include more positive perceptions of 

Interactions between patients and providers; more out-of-office contact (Alexander, et 

al., 2010), greater patient trust in professional providers, and greater perception of 

provider support (Becker & Roblin, 2008). Finally, among adults with mental health 

condttions, health acttvr~t1on was pos1t1vely correlated to employment status. willingness 

to ask for help, personal confidence. and hope of mental health recovery (Green et al., 

2009) 

Presently. only two published studies have reported correlates of health 

activation for parents of ill children. In the first study, Hibbard et al (2008) used survey 

data from 801 parents or guardians of children enrolled in Medtcaid and found that 

Caucasian respondents scored higher on parental health activation measures than 
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African American parents. In the second study, Pennarola et al. (2011) measured 

parental health activation among parents of children receiving stem cell transplantation 

and found that parental health activation was significantly positively related to parental 

age, self-reported parental health status, and duration of child Illness but was not 

significantly related to insurance type, family size, or marital status. 

The health activation literature has focused predominately on adults with physical 

health conditions, and to a much lesser extent on adults with mental health conditions. 

Significant gaps in the health activation literature include conceptual definitions of, and 

empirical referents for, health activation among parents caring for children with chronic 

health conditions. 

Family empowerment. The terms empowerment, parental empowerment, and 

family empowerment represent some of the construct labels used to identify family 

members who may be engaged as informed, proact1ve care managers. Fitzsimmons and 

Fuller (2002) defined empowerment as sense of control or self-determination, a sense of 

self-efficacy, and an active orientation towards advancing one's interests. 

Complementary behavioral components include "participatory involvement in relevant 

organizational structures and acquisition of competencies and skills needed to achieve 

desired outcomes" (Fitzsimmons & Fuller, 2002). Finfgeld (2004) defined empowerment 

as a process involving active and equal participation by two or more individuals, both of 

whom are assumed to be knowledgeable, self-confident, and mutually respectful. 

Finfgeld's definition of empowerment also 1ncludes participatory dec1s1on-making and 

negot1at1on of roles such that expected outcomes might include both personal and 

societal benefits. 

Among families of ill children, requirements for empowerment include knowledge, 

perceptions of competency to act on that knowledge (Gibson, 1995; Nachshen, 2005) 

and the perception that one can assert control over one's environment through proactive 
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actions (Nachshen, 2005). Hulme (1999) defined family empowerment as a process 

consisting of several phases that correspond to the amount of trust and decision-making 

a family shares with healthcare providers. Dunst and Trivette (1996) defined family 

empowerment as "the convergence of beliefs, attitudes, and behaviors necessary to 

achieve effecttve helpgiving by parents" (p.334). 

The literature also contains two definitions of empowerment pertaining 

specifically to children with mental health conditions and their families. The Parent 

Empowerment Program (PEP) is an initiative testing the effectiveness of family support 

services as a means to improve child mental health services {Olin et al. , 2009). In the 

PEP, parent empowerment is a process of health behavior change that requires 

knowledge of child mental health conditions, skills needed to apply one's knowledge, 

attitudes and beliefs that reflect a readiness to engage in behavior change, opportunities 

to practice required behaviors, and access to resources that minimize any environmental 

barriers (Ramos, Burton, Hoagwood, & Jensen, 2008). 

Simtlar to the PEP definition, the authors of the Family Empowerment Scale 

(FES) assert that family empowerment can be expressed as attitudes {what a parent 

feels and believes), knowledge (what a parent knows and can potentially do), and 

behavior (what a parent actually does) (Koren, DeChillo, & Fnesen, 1992). Expressions 

of family empowerment are assumed to occur in varying ways depending on whether the 

parent is in family, healthcare, or community settings (Koren et al. , 1992). Two separate 

factor analyses of the FES among famtlies of children with mental health conditions 

identified knowledge as a component of family empowerment (Koren et al. , 1992; Singh 

& Curtis, 1995). Both analyses also included a component of parental role in family 

empowerment in the form of parents havtng a right to make decistons for their child and 

to serve as a chtld advocate. The factor analysts by Stngh and Curtts (1995) also 

expressly identified items on the FES that measure competence parents' perceptions of 
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their ability and competence as parents and self-efficacy, parents' perceptions of their 

ab1lity to make an impact on and utilize the mental health system in a way that would 

benef1t their child. 
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Family empowerment and family management. There are few investigations 

of family empowerment within models of family management behaviors. In studies using 

the FES, researchers found expected positive correlations between family empowerment 

and parental knowledge and parental perceptions that they could have an impact on the 

child's care (Heflinger & Sickman, 1997). In other studies (Banach. ludice. Conway, & 

Couse, 2010; Cunningham, Henggeler, Brondino, & Pickrel , 1999; Rodriguez et al. . 

2011) family empowerment was amenable to Intervention. although some interventions 

were slightly less effective in family management settings. Other researchrers found that 

although family empowerment increased over time, greater family empowerment was 

not as~ociated with changes in family management behaviors such as caregiver 

Involvement in treatment and mental health serv1ce use (Sickman, Heflinger, Northrup. 

Sonn1chsen. & Schilling, 1998). 

F1ndings regarding the relationship between family empowerment and health 

outcomes have been inconsistent Among parents of children with mental health 

cofl ·,lions, family empowerment has been associated with more effective parental 

coping and a greater likelihood that parents would adapt to the stress of raising an ill 

ch1ld w1th more cohesion and flex1b11ity (Scheel & R1eckmann. 1998), pos1tive changes in 

ch1lci buhavior problems over time (Taub, Tighe, & Burchard, 2001 ). and desired 

imprcovements in measures of child functional status and parental satisfaction with care 

over t.me (Resendez, Quist. & Matshazi. 2000) In contrast. a randomized trial of 

multisystemic family therapy for parents of substance-us1ng juvenile offenders (P .. 

Cunningham et al. , 1999) found that family and service-level empowerment was 

associated with improved family relations but did not relate to decreases in child 
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behavior problems. Finally, Graves and Shelton (2007) investigated the relationship 

between family-centered mental health services. family empowerment. and child health 

outcomes among families of children with behavioral problems (Graves & Shelton, 

2007). Fidelity to a family-centered system of care and family empowerment predicted 

changes in child behavior problems at 1-year follow-up. Further, the association between 

system of care fidelity and child outcomes was mediated by family empowerment. 

Predictors of family empowerment. Family empowerment is both variable and 

dynamic over trme. Predictors of family empowerment include parental gender and race 

(Singh et al.. 1997), parents' educational level. employment status, level of family 

functionrng , level of parental caregivmg stress (Scheel & Rreckmann, 1998); and family 

size (Wakrmrzu, Fujroka, Yoneyama. lejima. & Miyamoto. 2011 ). Family empowerment 

also has been negatively correlated with parental depression (Singh et al., 1997). Family 

empowerrn• .. mt has been found to vary as a function of membership in a social support 

group (Singh et al, 1997) and as a function of percerved social support (Wakimizu et al., 

2011) Several studies also have found that famrly empowerment increases over time as 

parents gain knowledge about mental health services and their ability to impact child 

health outcomes (Resendez et al. , 2000; Singh et al , 1997; Taub et al., 2001 ). 

Self-efficacy. Other researchers have examined the relationship between 

parents sense of competence m caring for ill chrldren and parents' participation in family 

management behaviors. Constructs related to parental sense of competence include 

self-efficacy, parental self-efficacy, and mental health serv1ce self-efficacy. According to 

Bandura (1977), self-efficacy is defined as belief in one's abrhty to be successful in 

specific srtuations DeMonttgny and Lacharite (2005) defined parenting self-efficacy as 

the parents' beliefs and judgments about therr abrhty to organize and execute a set of 

tasks related to parenting a child OeMontrgny and Lacharite also concur wrth Bandura's 

assertion that parental confidence is similar to parenting self-efficacy but confidence 
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assertion that parental confidence is similar to parenting self-efficacy but confidence 

lacks the combination of certainty of beliefs and a reference to a specific task. In 

study1ng maternal cognitions among a sample of mothers of children with autism, Kuhn 

and Carter (2006) distinguished the concept of maternal agency, the extent to which a 

mother takes an active role in her child's development, and maternal self-efficacy ,a 

mother's belief that she is competent in that role. 

Family empowerment includes a component of parental knowledge of mental 

health conditions. Nevertheless, Sickman et al. ( 1998) assert that knowledge alone is 

insufficient for family empowerment if parents and other caregivers do not feel confident 

in their ability to make use of that knowledge. Sickman and colleagues' critique of the 

FES in particular led directly to the development of a related construct, mental health 

service self-efficacy. Mental health service self-eff1cacy refers to the self-efficacy beliefs 

and behavioral expectations that a parent has about being able to acquire and 

participate in mental health services for his or her ch1ld (S1ckman et al. , 1998; Reich, 

Sickman, & Helflinger, 2004 ). On the Vanderbilt Mental Health Service Self-Efficacy 

Questionnaire (VMHSEQ) (Sickman, Earl , & Klindworth, 1991 ), self-efficacy beliefs are 

measured in statements such as I believe I can help mental health providers in treating 

my child, while behavioral self-efficacy expectations are measured in statements such as 

What I do to work with mental health providers will help my child get the best possible 

treatment. In models of mental health service self-efficacy, parents who perceive that 

they are capable of using knowledge of the serv1ce system, that they have the necessary 

skills for interaction with providers and have personal self-efficacy, are expected to be 

more likely to perceive that they can affect the ultimate outcome of improving child 

health outcomes {Sickman et al. , 1998). 

Parental self-efficacy and family management. A limited number of studies 

have investigated relationships between parenting self-efficacy for child health 
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conditions and family management behaviors. For example, among parents of children 

hospitalized with a physical health condition, parental self-efficacy was associated with 

participation in medical decision-making (Tanm, Chnstak1s, & Lozano, 2007). Similarly, a 

study of mothers of children with autism found that maternal self-efficacy was related to 

the extent to which mothers take an active role in the child's development and the extent 

of persistence in that role (Kuhn & Carter, 2006). However, research among families of 

children receiving mental health services has not addressed a direct relationship 

between mental health service self-efficacy, family management actions, and health 

outcomes. Nevertheless, a study of families of children with mental health conditions 

found that mental health service self-efficacy mediates the relationship between family 

empowerment and child health outcomes (Reich et al. , 2004). 

Predictors of parental self-efficacy. S1milar to health activation and family 

empowerment, parental self-efficacy regard1ng both general parenting and child mental 

health services varies as a function of multiple demographiC and health variables. 

DemographiC correlates of parenting self-efficacy for families with healthy children 

include maternal education, family income (Coleman & Karraker, 2000) and marital 

status (Bryanton, Gagnon, Hatem, & Johnson, 2008). Other parent characteristics 

associated with parental self-efficacy include the amount of previous parenting 

experience (Bryanton et al. , 2008; Coleman & Karraker, 2000), parental fatigue 

(Whittaker & Crowley, 2012), and states of parental depression, stress, and anxiety 

(G1allo, Wood, Jellett, & Porter, 2011 , Me1rsschaut. Roeyers, & Warreyn, 201 0). For 

mothers of multiple children, maternal self-efficacy has been assoc1ated with whether the 

child is healthy or ill and maternal guilt related to g1v1ng unequal attention to ill and 

healthy children (Meirsschaut et al. , 2010), the type of child health condition, and 

whether or not a mother uses a caregiver respite program (AI-Kandari & AI-Qashan, 

201 0). Finally, in a study of parents of children with mental health conditions, parents' 
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attitude regarding caregiver-provider collaboration was the most important predictor of 

mental health service self-efficacy, although perceived social support was also a 

significant predictor (Reich et al. , 2004). 

Models of Self and Family Management 

Two nursing models that describe the relationship between self and family 

management behaviors and health outcomes are the Self and Family Management 

Framework (Schilling, Grey, & Knafl, 2002) and the Individual and Family Self

Management Theory (Ryan & Sawin, 2009). More recently, Modi et al. (2012) 
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presented a model of self-management for pediatric health conditions pertaining to both 

individual child and family management. Strictly speaking, in the three models, the terms 

self or individual refer to the person w1th the health condition and the term family refers 

to any other person responsible for a dependent child. Families also are defined in the 

broadest sense of the term, including biological , adoptive, and step-families. 

Self and Family Management Framework (SFMF). The Self and Family 

Management Framework (SFMF) (Grey et al. , 2006) was developed as part of a nursing 

research initiative focusing on self-management Improvements for individuals with 

chronic health conditions. Based on a concept analysis of self-management among 

children with type 1 diabetes (Schilling et al., 2002), the SFMF consists of three 

components: risk and protective factors, self and family management, and outcomes. 

Self and family management is defined in the SFMF as a multidimensional construct that 

includes the full range of behaviors and act1v1ties that youth and their families perform in 

caring for the child's health condition (Grey et al. , 2006). In addition, the authors of the 

SFMF distinguish self-management from constructs such as compliance or adherence. 

Specifically, self-management wcaptures the complexity of living with a condition ... in the 

context of one's everyday life" (Grey et al. , 2006, p.279). while compliance and 

adherence imply just doing what one is told . Self and family management also is 
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expected to be dynamic in nature as the ch1ld ages and as children and/or parents 

modify their behaviors in response to feedback from past expenences (Grey et al. , 

2006). 

In addition to caregiving behaviors and activities related to specific condition 

management tasks such as taking med1cat1ons and keeping clinic appointments, self 
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and family management also includes the processes of collaboration between youth and 

their parents, and between youth and/or parents and healthcare providers (Schilling et 

al. , 2002). In particular, at least some collaborative self and family management 

behaviors should include youth and/or their families having an explicitly proactive role in 

healthcare treatment planning and daily activities (Schilling et al. , 2002). The authors of 

the SFMF also recognize that youth and/or families must possess requisite knowledge of 

the child's health condition so they can be ready to actively collaborate in healthcare 

decision making (Grey et al. , 2006). The need for knowledge is s1m1lar to the expectation 

in the CCM and CMCH that effective self and fam1ly management support involves 

ensuring that families are knowledgeable, collaborative partners with providers. 

According to the authors of the SFMF, self and family management behaviors 

occur in the context of risk and protective factors that either decrease or enhance the 

frequency of subsequent self and family management behaviors (Grey et al. , 2006). 

Predictive risk and protective factors 1nclude children's health condition factors such as 

the severity and treatment trajectory of the health condition, 1nd1vidual child , parent and 

family demographic characteristics, psychosocial characteristics, and environmental 

factors (Grey et al. , 2006). Psychosocial charactenst1cs Include depression, self-efficacy, 

and integration, which refers to us1ng behav1ors such as coping and problem-solving that 

have been learned in other sett1ngs. Due to the concern that parental caregivers may be 

vulnerable to depression, low self-efficacy and ineffective coping and problem-solving as 

a function of caregiving strain, these charactenstics are considered an especially 
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important focus for intervention (Grey et al. , 2006) Environmental factors include a 

supportive social network, access to healthcare services, and community resources. 
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In the SFMF, self and family management behav1ors are associated with a range 

of outcomes. In the SFMF, the primary outcome is Improvement in ch1ld health status. 

Other outcomes include the child's quality of life and treatment adherence, changes in 

family function and/or lifestyle, environmental outcomes such as how healthcare 

resources are accessed and used, and relationships with healthcare providers (Grey et 

al., 2006). 

Individual and Family Self-Management Theory. One critique of the SFMF is 

that the framework omits the distinct process variables that may explain how individuals 

and families engage in self-management behaviors (Ryan & Sawin, 2009). To address 

th1s crit1que, Ryan and Sawin (2009) developed the Individual and Family Self

Management Theory (IFSMT), which adds principles of health behavior change (Ryan & 

Sawin, 2009) to the SFMF model. In the IFSMT. health behavior change involves 

knowledge about the health behavior, confidence in one's ability to perform the behavior, 

and a perception that engaging in the behavior will result in the desired outcome. 

In the IFSMT, self-management is defined as a "complex and dynamic 

phenomenon" consisting of three dimensions: context, process, and outcomes (Ryan & 

Sawm, 2009). Contextual risk and protective factors 1nclude condition-specific variables 

such as complexity of the condition and/or treatment, the physical and social 

env1ronment such as access to care, sett1ng and prov1der transitions, transportation, 

culture, and soc1al cap1tal; and individual and family charactenstics such as literacy and 

developmental stage. In contrast to the SFMF, contextual nsk and protective factors in 

the IFSMT pred1ct self-management processes rather than self-management behaviors. 

Self-management processes in turn predict two proximal outcomes: condition-specific 

self-management behaviors and healthcare service costs. The self-management 
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behaviors and service costs then predict more distal outcomes of health status, quality of 

life, and cost of health (Ryan & Sawin, 2009). 

Consistent with health behavior change theones, the self-management process 

d1mens1on of the IFSMT includes three constructs knowledge and beliefs (with 

subcategories of self-efficacy, outcome expectancy, and goal congruence); self

regulation skills & abilities (with subcategories of goal-setting, self-monitoring, decision

making, planning & action, self-evaluation, and emotional control); and social facilitation 

(with subcategories of influence, support, and collaboration) (Ryan & Sawin, 2009). All of 

the constructs in the process dimension are internally related to each other, meaning 

that a construct such as knowledge is understood to be necessary but not sufficient for 

predicting the subsequent proximal outcomes of self-management behaviors and 

healthcare serv1ce cost (Ryan & Sawin, 2009) 

Pediatric Self-Management Model. Modi and colleagues (2012) presented a 

model for self-management for chronic pediatric health conditions. The Pediatric Self

Management Model is based on a literature rev1ew of pediatric self-management 

studies. The review was conducted usmg the rationale that 1) existing models of self

management for adults were not generalizable to children and families; 2) existing 

definitions of self-management were insufficient to explain the complex behaviors 

involved in chron1c health conditions; and 3) existing evidence could not be used for 

Integrated research , practice, and policy (Modi et al. , 2012} 

The Pediatnc Self-Management Model contams three Interactive components: 

self-management behaviors of the ch1ld and/or the family; a contextual domain 

cons1st1ng of Individual, family, healthcare system, and commumty; and a process 

domain that links each of the four contextual domains to behav1or (Mod1 et al. , 2012). 

Similar to the SFMF. in the pediatric model self-management IS distinguished from 

adherence. Specifically, self-management is defined as "the Interaction of health 
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behavior and related processes that patients and families engage in to care for a child 

with a chronic condition" (p.e475), while adherence refers to the extent to which one's 

behav1or conforms to professional adv1ce (Mod1 et al. , 2012). Examples of self and/or 

family management behaviors include taking medications, monitoring symptoms, making 

and/or supporting lifestyle modifications, and attending healthcare appointments (Modi et 

al, 2012). 

According to the Pediatric Self-Management Model, self-management behaviors 

occur in an interactive way within the context of individual, family, community, and/or 

healthcare system domains. Each of the four contextual domains includes both 

modifiable influences that are appropriate targets of intervention and non-modifiable 

influences that may be useful in targeting Interventions for specific subgroups (Modi et 

al. , 2012). Modifiable influences include such vanables as child or parent knowledge, 

copmg styles, healthcare beliefs or perceptions such as self-efficacy, and the availability 

of social networks, while non-modifiable influences include demographic characteristics 

of the child and family as well as availability of community and healthcare system 

resources (Modi, et al., 2012). 

Self-management behaviors are linked across all four contextual domains 

through the processes of self-management (Modi et al., 2012). Identified process 

variables in the model include cognitive variables such as seeking information, social 

variables such as collaborating in shared dec1s1on-mak1ng and emotional variables such 

as controlling stress. Taken together, self-management behaviors, the contextual 

influences, and the process vanables combine to Influence the frequency of adherence 

to one's recommended treatment regimen, lifestyle modification, and symptom 

monitoring needs. Adherence frequency then predicts both Individual outcomes (such as 

symptom control, quality of life, and healthcare utilization) and healthcare system 

outcomes (such as cost and treatment efficacy) (Modi et al., 2012). 
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Empirical support for self-management models. Evidence supports the 

hypothesized relationships between self-management behaviors and outcomes. For 

example, among families of children with epilepsy, self-management behaviors are 

associated with significant improvement in treatment adherence and seizure control 

(Modi, Monahan, Daniels, & Glauser, 201 0). In addition, an intervention aimed at 

improving coping skills for families of children with epilepsy in a small pilot study showed 

that in addition to parental reports of improved child coping, the children themselves 

reported significantly higher self-efficacy for seizure self-management (Wagner, Smith, 

Ferguson, van Bakergem, & Hrisko, 201 0). Other studies have shown a positive 

relationship between self and family management behaviors and health status measures 

for families of children with type 1 diabetes (Schilling et al. , 2009) and asthma (Fox et al. . 

2007). 

Gaps in the Existing Literature 

One gap in the existing literature is the lack of attention to children with mental 

health conditions and their families. The health activation literature is especially limited in 

its potential generalizability to children with mental health conditions due to the fact that 

the concept of health activation and its associated measures were all developed using 

data either from adults with chronic physical or mental health conditions or from parents 

of healthy children under the age of six (Hibbard et al. , 2004; Insignia, 2008). In addition, 

the assertion that health activation is a developmental and hierarchical construct 

remains untested in families of children with any type of health condition. Studies of the 

self-management models also have been limited primarily to studies involving children 

with physical health conditions. Researchers have not yet addressed how and whether 

parents of children with mental health conditions are prepared to be informed, proactive 

family managers. 
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A second major gap in the existing literature is that important psychometric and 

conceptual limitations make it difficult to understand relat1onsh1ps that may exist between 

specific dimensions of construct and self-management behaviors. One limitation of 

measures of both health activation and family empowerment IS that they do not describe 

the extent to which their underlying dimens1ons are related to the self-management 

behaviors and health outcomes that have been found in empirical studies. Measures of 

each combine elements of role belief, knowledge, confidence, self-efficacy, attitude, 

and/or behaviors into single health activation or empowerment scores that are related to 

self-management behaviors and outcomes. As a result, it is difficult to formulate nursing 

Interventions that might be aimed at increasing family management behaviors by 

changmg role beliefs, knowledge, confidence, or self-efficacy. 

Summary 

In summary, the CCM and the CMCH have led to literature describing the 

construct of an informed, proactive patient or family member, and literature modeling 

relationships among self and family management behaviors, contextual factors, and 

outcomes. Specific constructs related to self and family management of child mental 

health conditions include health activation, family empowerment, and mental health 

service self-efficacy. Relevant theoretical models include the Self and Family 

Management Model (SFMF), the Individual and Family Self-Management Theory 

(IFSMT). and the Pediatric Self-Management Model Similarities across these models 

and theones include 1) a definition of self and fam1ly management that includes the 

context of identifiable risk and protective characteristics of the ch1ld, parent, family, and 

larger env1ronment; 2) a relationship between self and fam1ly management behaviors 

and subsequent health outcomes; and 3) the inclusion of such constructs as knowledge, 

role beliefs, confidence, and/or self-efficacy m order to engage m family management. 

Major literature gaps include limited attention to children with mental health conditions as 
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well as psychometric and conceptual limitations in measures of concepts similar to 

proactive readiness. While the similarities between proactive readiness and other 

concepts provides a necessary foundation , further research is needed to more fully 

understand the extent to which proactive readiness is a relevant concept among parents 

and other family caregivers of children with mental health conditions. 

Section 2: Conceptual Model of Proactive Readiness 

Overview 

The conceptual framework for this study is a model of parents' proactive 

readiness for family management behaviors (Figure 1) (McKinnon & Killeen, 201 0). The 

study model is derived from existing models of self and family management. Thus, the 

primary structure of the model includes risk and protective factors as predictors of family 

management behaviors and health outcomes, and d~rect effects of family management 

behaviors on health outcomes. The study model is distinctly different from other family 

management models, however by adding a new construct reflecting parents' readiness 

to engage in family management behaviors. Proactive readmess was derived from 

existing constructs explaining how and whether informed, proactive family members 

prepare for family management behaviors. In the study model, proactive readiness 

mediates the relations between risk and protective factors and family management 

behaviors. 
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Figure 1. Conceptual Model of Proactive Readiness 

Figure 1. This model depicts proactive readiness for family management among parents 
of children with serious mental health conditions (McKinnon & Killeen, 201 0). 
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Family management behaviors are defined as those actions that a parent (or 

other responsible adult caregiver) engages in as he or she provides care for their child. 

Family management explicitly refers to non-professional careg1v1ng related to the child's 

healthcare needs and does not include other childcare needs such as food, clothing, and 

shelter. For children with mental health conditions. family management may include such 

condition-specific actions such as recognizing and seeking care for child mental health 

conditions, engaging in psychotherapy, and hands-on delivery of behavioral 

interventions such as disciplinary plans used for children with disruptive behaviors, as 

well as more general family management behaviors such as adhering to and monitoring 

responses for prescribed therapies and seekmg 1nformat1on about the child's health 

condition in order to more fully participate in treatment decis1ons. Since parents make 

healthcare decisions for their children, family management also Includes parents' 

interactions and collaboration w1th professional providers. Given the complex nature of 

some child mental health treatments, it is likely that at least some collaborative family 

management behaviors occur outside of healthcare settings as parents interact with 

educators, social service agencies, and other professionals involved in addressing the 

child's mental health needs. Parents may also participate in family support organizations 

related to child mental health issues. 

The study model is similar to the self-management models (Grey et al. , 2006; 

Modi et al. , 2012; Ryan & Sawin, 2009) in that family management behav1ors are 

associated with subsequent health outcomes, both for the child and the family. Health 

outcomes are defined as potential outcomes of care for e1ther the child and/or the 

parents that reflect changes in functional status. mental health status, or other outcome 

measures such as satisfaction with care and quality of life. The rat1onale for defining 

health outcomes broadly is so that the potential benefits for both children and parents, 

and the ways that family management behaviors may mitigate the many negative 
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consequences associated with under-treatment of ch1ld mental health conditions are 

incorporated. By including a broad range of outcomes, the model also is more likely to 

mclude those outcomes most relevant to children and their families and not just those 

relevant to healthcare providers. Similar to the Individual and Family Self-Management 

Theory (IFSMT) (Ryan & Sawin, 2009), health outcomes are distinctly separate from 

fam1ly management behaviors so as to avoid any blurring of short-term behaviora l 

changes that may precede more distal health outcomes. 

Risk and Protective Factors 

Both family management behaviors and health outcomes are expected to vary as 

a function of several risk and protective factors. Rtsk and protective factors are defined 

as those child, parent, family, or environmental charactenstics that may influence 

whether a parent is more or less prepared for fam1ly management behaviors. 

Specifically, risk and protective factors are contextual variables that predict family 

management behaviors. R1sk and protective factors are also hypothesized to be 

associated w1th negative or pos1tive health outcomes respectively. 

R1sk and protective factors are categorized as child factors parent and family 

factors, and environmental factors. Child factors include demographiC characteristics, 

cond tion characteristics, and treatment characteristics of the child receiving mental 

health serv1ces. Parent and family factors include parent and family demographic 

characteristics such as age gender, race, ethn1c1ty, fam1ly size, and family income and 

parental health stAtus, mclud1ng parental mental health conditions as well as copmg and 

stress management strategies. Environmental factors include parent-professional 

relationships such as the level of trust and collaborative decision-making between 

prul3nts und providers, and service-system characteristics such as the availability of ch1ld 

mental health services, as well as the extent to which the service organization 

emphasizes patient- and family-centered care. 
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Child factors. Family management of child mental health conditions, including 

such act1ons as recognizing child mental health conditions and seek1ng professional 

services have been associated with child demographiC variables. Parents are more likely 

to seek needed child mental health services if the child is male (Miller, Kohen, & 

Johnston, 2008; Visser, Lesesne, & Perou, 2007), White or non-Hispanic (Cummings, 

Ponce, & Mays, 201 0; Zimmerman, 2005). Parents concerned with symptoms of autism 

are likely to delay seeking mental health evaluation, and there is a higher likelihood that 

a younger child will receive medication treatment for ADHD (Visser et al., 2007). 

The clinical manifestations of the child's mental health condition are associated 

w1th fam1ly management behaviors. Specifically, parents are more likely to seek and use 

recommended services if the child has more severe symptoms (Irvin, McBee, Boyd, 

Hume, & Odom, 2012) or if the child's mental health condition involves externalizing 

behaviors such as hyperactivity or disruptive behaviors rather than internalizing 

symptoms such as mood or anx1ety changes (Thompson & May, 2006). Racial and 

ethnic dispant1es 1n help-seeking are even h1gher for m1nority children with internalizing 

disorders than for those with externalizing disorders (Gudino, Lau, Yeh, McCabe, & 

Hough, 2009). 

There is conflicting evidence regarding the relationship between child treatment 

modality and parents' family management act1ons On the one hand a systematic review 

of ADHD medication adherence found that parents had a preference for psychosocial 

treatments over medications, due in part to concerns regarding safety and side effect 

issues (Hamrin, McCarthy, & Tyson, 2010) In contrast, a single study found that parents 

were more likely to perceive a benefit of medication treatments than psychotherapy. 

Nevertheless, all parents in the study were more likely to continue to use professional 

child mental health services at six-month follow-up if they Initially perceived a benefit 

trom either type of treatment (H. Young, et al., 2013). 
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Parent and family factors. Family management of ch1ld mental health 

conditions has been associated with a range of demographic characteristics of parents 

and families. Mothers are more likely than fathers to seek ch1ld mental health services 

due to hav1ng a more positive attitude about the serv1ces (Thurston & Phares, 2008). 

Parental race and ethnicity also are known factors 1n the variability of family 

management behaviors. Caucasian parents are more likely to seek ch1ld mental health 

serv1ces than African-American and Hispanic parents (Eiraldi, Mazzuca, Clarke, & 

Power. 2006; Roberts. Alegria. Roberts. & Chen. 2005). 

There are conflicting data regarding the relationship between other parent and 

family demographic characteristics and family management behaviors. For example 

studies have found that h1gher parental educational achievement is associated with 

greater use of spec1alty child mental health services for families of adolescents with 

mental health problems (Hibbard, 2013) and w1th medication use by families of children 

w1th disruptive behavior d1sorders (Garland, Brookman-Frazee, & Gray, 2012). In 

contrast. a secondary analysis of national, longitudinal survey data found that maternal 

educat1on level was not related to seeking help for child mental health conditions 

(?1mmerman 2005). Finally, although lack of ch1ld health insurance coverage has been 

associated with unmet child mental health need in general (DeR1gne, Porterfield, & Metz, 

2009 ), others have found a significant relationship between health insurance variables 

and specific family management behaviors or child mental health outcomes (Young. 

Ruble, & McGrew. 2009; Zimmerman, 2005) 

In i1dd1tion to parent and family demographic vanables parents' management of 

the cl.ild's mental health cond1t1ons has been assoc1ated with several parental health 

concerns. First, evidence shows high rates of depression and careg1ver stra1n among 

adults canng for children with mental health conditions (Brannan & Heflinger, 2006; 

Gerkensmeyer et al. , 2008). High levels of parental depression are worrisome because 
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depression has been associated with a Significant reduct1on 1n the likelihood that parents 

will adhere to needed medication for children with ADHD (Fulton et al., 2009) and with 

less parental interest in seeking needed child mental health services for children with 

behavioral problems (Ho et al., 2013}. Similarly, increased caregiver strain has been 

associated with decreased medication adherence among parents of children with 

disruptive behavior disorders (Charach and Fernandez, 2013) as well as significant 

decreases in parents seeking needed child mental health services (Brannan, Heflinger, 

& Foster, 2003) 

Environmental factors. Limited research supports the hypothesized relationship 

between environmental factors and family management of child mental health 

conditions. For example, in a study of help-seeking behaviors for adolescent depression, 

family management varied as a function of the dens1ty of professional providers and the 

percentage of the population living in poverty (Fletcher, 2008) Other research has 

focused on parent-provider relationships as another aspect of the contextual 

environment of raising a child with a chronic health condition. In general th1s line of 

research has found that environments associated with more proactive patient roles 

include those healthcare settings in which patients perceive higher quality of 

interpersonal communication with the provider. greater out-of-office contact (Charach & 

Fernandez. 2013). and greater patient trust in and support from the provider (Becker & 

Roblin. 2008). 

Proactrve Readiness 

Unlike family management models that show a direct relationship between risk 

and protective factors and family management behaviors, the study model adds an 

additional predictor. proactive readiness for fam1ly management behaviors. Proactive 

madiness is a multi-dimensional construct consisting of four underlying factors: role 

beliefs, knowledge, confidence, and self-efficacy Proactive readiness is defined as a 
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parent's readiness to proactively participate in mental health services either as the 

child's primary lay caregiver and/or m collaborative partnership with professional 

providers Compared to more reactive or passive approaches to child mental health 

conditions. proactive readiness is planned in the sense that parents seek to anticipate 

the family management behaviors that will follow, including those that parents may do 

independently and those behaviors in which parents are Interacting w1th other 

professional providers. According to the model, in order for parents to be active family 

managers of the1r child's mental health needs, they must believe 1t is their role to be an 

active manager; they must have knowledge of the child's healthcare needs they must 

have confidence that they can carry out their role; and they must perce1ve that the1r 

family management efforts are worth do1ng because they will lead to positive outcomes 

for the ch1ld . 

Similarit ies to existing constructs. Defimtions of proactive readiness and 1ts 

underlying factors were derived from definitions of related constructs. Specifically the 

underlying d1mens1ons of role belief knowledge, confidence, and self-efficacy are similar 

to the underlying constructs of health activation, fam1ly empowerment, and mental health 

serv1ce self effic:ncy Proactive read1ness is also similar to the constructs of health 

activation and family empowerment 1n that proactive readiness 1s expected to be 

dynamic in nature with beliefs knowledge, confidence, and self-efficacy changing over 

time as the child's chronic health condition. and need for family management. shifts with 

differences 1n health status, child development. and treatment needs Proactive 

readiness also may change as a function of evolving self perceptions. such as when 

parents make a shift from v1ewing themselves as the parent of a child with a behavioral 

problem to viewing themselves as the parents of a ch1ld who is ill and requires 

medication treatment In studying th1s kind of sh1ft among parents of children with ADHD, 

dosReis et at. (2008) found that such a mental shift can be particularly difficult if the 
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parent experiences a discrepancy between his or her own intrinsic beliefs about causes 

of and treatment needs for the child's mental health cond1t1on and the norms and 

expectations of providers or other parents. 

Proactive readiness is very consistent w1th a patient-and family-centered 

approach to care, 1n the sense of readiness for a collaborative role for families. It is 

assumed that families may vary in both their level of readiness and in their preference 

for engaging in family management behaviors. Accordingly, nursing care based on this 

model would involve encouraging patients and families to choose their own roles and 

family management behaviors, since family choice is more conducive to collaborative 

relationships between parents and providers (Aein, Alhani, Mohammadi, & Kazemnejad, 

2010). Finally, proactive readiness is s1milar to health activation, family empowerment, 

and mental health service self-efficacy in that proactive readiness is expected to be 

amenable to intervention, particularly when those interventions can be tailored to a 

fam1ly's specific characteristics. 

Differences from existing constructs. Proactive readiness differs from 

constructs such as health activation and family empowerment. One conceptual 

difference IS that health activation and family empowerment both include a component of 

taking action, while proactive readiness concerns the characteristics that precede action. 

Research suggests that it is particularly important to distinguish parental role beliefs from 

parental actions. For example, although parents may act1vely participate in treatment for 

hosp1t~llzed children, parental actions may actually reflect compliance with nurses· 

e>.pcctations and not necessarily imply empowered, proactive parental beliefs about 

their role (Coyne, 2007). In another study of hospitalized children, power disparities 

between nurses and parents discouraged at least some parents from acting on their 

beliefs (Corlett & Twycross, 2007). By separating proact1ve readiness from family 

management behaviors, it may be possible to focus intervention efforts on actual 
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parental beliefs, knowledge, confidence, and self-efficacy, rather than on what nurses 

might assume from a parent's behavior. Proactive readiness also does not assume any 

developmental relationships among the underlying factors This is distinctly different 

from health act1vat1on, in which a person who describes themselves as knowledgeable 

or confident in their self-management role already has a belief that their role should be 

an act1ve participant. 

Role Beliefs 

In this study model, a major component of parents' proactive readiness to 

engage 1n family management behaviors is the extent to which parents believe that they 

should be involved 1n their child's care. Role belief refers to the extent to which parents 

believe they should engage m a proactive careg1ving role, including being a primary 

caregiver for the child and actively collaborating with healthcare providers, educational 

professionals. and others involved in their child's care. Role beliefs include parents' 

beliefs about how active or passive they wish to be in dec1sion-making activities and how 

directly Involved they wish to be in delivering interventions and/or monitoring child 

responses. Role beliefs are linked to knowledge 1n the sense that parents with accurate 

knowledge may be 1n a better position to actually engage in an informed, proact1ve 

family management role Role beliefs are d1stinct from other beliefs that may also be 

linked to knowledge such as parental beliefs about the cause of the child's mental health 

condition or about the safety and efficacy of treatment. 

Role beliefs associated with family management and health outcomes. 

Among caregivers of children with mental health conditions, only two known studies 

have described active family management behaviors among families of children with 

rnente1l health conditions. In one study, Richards et al. (2008) used a sample of fam11ies 

of elementary-aged children with serious emotional disturbance. Caregiver involvement 

was operationalized by measuring activities such as participating in home visits, 
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attend1ng treatment planning meet1ngs, complet1ng rat1ng scales regard1ng the child's 

behavior, and communicat1ng with profess1onal providers (Richards, Bowers Lazicki, 

Krall, & Jacobs, 2008) Greater caregiver involvement was linked to Improvements in 

child thought processes, increased ability to prov1de emot1onal and social support for the 

ch1ld, and greater overall child functioning at discharge. Importantly, the study by 

Richards and colleagues did not include a measure of any spec1fic role beliefs that might 

have led parents to the particular family management actions that they used. Despite 

th1s limitation, findings from the Richards study supplement findings from a study of 

shared decision-making in which parents who took a more act1ve role in child mental 

health management also had a Significant cost benefit (Fiks. Mayne, Localio, 

Alessandnni, & Guevara, 2012) 

In a qualitative study among families of children With ADHD. F1rmin and Phillips 

(?.009) found that parents were attuned to their Child's needs and they reported engag1ng 

.n <:uch proact1ve behaviors as keeping in close contact with the child s healthcare and 

educational professionals and ensuring that the child had the necessary structure for 

non-school hours. Nevertheless, the results of the Firmin and Phillips study are lim1ted 

by the small sample size (N=17) and by the potential selection b1as of the sample due to 

the fact that parents were recruited through their concurrent participation in a national 

Ai)HD ddvocacy organization 

Variability m parental ro le bel iefs. Although there is limited literature explicitly 

measuring parental role beliefs, much of the literature on decision making. and 

especially preferences for shared decision-making (SDM) may be an indirect ind1cator 

for parents' role beliefs about child mental health cond1t1ons The literature contains 

evid~nce of vanability in SDM both among medically ill adults (Mandell et al., 2009) and 

parents of children with a range of health conditions (Cumm1ngs et al., 2010). Predictors 

of parents' preferences for shared decision makmg 1nclude the seventy of the child's 
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illness as well as the level of impairment. Among a national sample of parents of children 

with asthma and ADHD. parents who reported either poor child health or greater level of 

impairment were less likely to prefer a strong, shared role in decisions, a finding that was 

even more hkely for families of children with ADHD than for families of children with 

asthma (Fiks et al., 2010). Parental participation in decision-making also has been 

associated with demographic characteristics such as education. age, marital status. and 

income, as well as experiential knowledge and emotional distress (Greene & Hibbard, 

2011) 

Literature regarding parents' SDM preferences ( the extent to which both parents 

and prov1ders participate in treatment decisions, express treatment preferences, and 

make jo1nt decisions) suggests that many parents believe in a more participatory role . In 

an integrat1ve review of parent partic1pat1on in decision-making. most studies found that 

parents preferred a shared decision-making model as compared to parents or providers 

mak1ng a decision. Nevertheless many stud1es in this review also found that parents 

were unable to negotiate their desired role with the more dominant provider. Fiks et al 

(201 0) found that 65% of households with children having either ADHD or asthma were 

classified as having high SDM, meaning that families wanted to be more active and fully 

P<H iictpate 1n decisions. In a subsequent study among parents of children with ADHD 

rer.e1vmg treRtment in a primary care setting, most families (n= 18, 85.7%) preferred to 

Lc pnmary or shared dec1sion makers (Davis et al , 2011 ). Others have found that 

parents and pcdiatncians conceptualize the effects of ADHD differently, with parents 

focustng more on child and family effects and pediatnc1ans focusing on school effects 

(Fiks, Gafen, Hughes, Hunter. & Barg 2011 ). Although they did not investigate any 

spec1fic relationships between parents and pediatricians' d1ffering perspectives about 

ADHD effects and family management. Fiks and colleagues suggest that the 
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discrepancies may undermine parents' taking an active role in SDM behaviors because 

the two parties do not share the same treatment priorities. 

Knowledge 

A second hypothesized component of proactive read1ness IS knowledge. 

Knowledge is defined as the factual information that parents possess regarding their 

child's mental health condition, treatment, and ongo1ng needs. While the term beltef is 

sometimes used Interchangeably w1th knowledge, for purposes of this study, knowledge 

refers to any information that can be supported by empirical data Parents may have 

beliefs about child mental health cond1t1ons based on what they thrnk they know or 

based on some ev1dence that they consider to be true. but 1n th1s study, such beliefs are 

considered as a lack of knowledge The term belief is limited 1n the model to role beliefs 

only, that is beliefs about careg1ving responsibilities. 

There are several reasons for including knowledge within the larger construct of 

proact1ve readiness . First, knowledge is 1ncluded because without information parents 

may be less prepared for Situations that use a specific set of informatron, such as 

recognizing child mental health conditions. participating in treatment planning decisions. 

delivering prescnbed interventions, or monitonng treatment responses. The nature of 

child mental health conditrons are such that parents may need large quantities of 

information in order to have knowledge pertainrng to services from multiple providers 

and pertainrng to several different treatment modalities, such as medications. behavroral 

interventions. and therapy, etc. 

A second reason that knowledge is included as a component of proactive 

readiness is that many current clinical practice guidelines involve information exchanges 

between parents and providers For example, current professional guidelines for 

effective care of ADHD recommend that providers recognrze the role that parental 

knowledge plays in decision-making choices and ongoing family management of the 
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child's illness (Van Cleave & Leslie, 2008). Similarly, a recent policy statement from the 

American Academy of Pediatrics on effective management for autism spectrum 

disorders recognizes that healthcare prov1ders play a critical role in providing families 

with the information necessary to manage a complex and chronic condition (Myers & 

Johnson, 2007) Family knowledge also is a critical prerequisite in the guidelines for 

successful treatment engagement among families of children with conduct disorder and 

other aggression problems (Knapp, Chait, Pappadopulos, Crystal, & Jensen, 2012). 

Knowledge and family management behaviors. Parents' knowledge is 

associated w1th family management behaviors such as recognizmg child mental health 

conditions and seeking help for them. Nevertheless. not all parents recognize child 

mental health problems and seek care for their child. F1nd1ngs from the National Stigma 

Study in Children (NSS-C) (Pescosohdo et al., 2007) indicate that gaps in parental 

knowledge and :stigma in particular are assoc1ated with the extent to which pare'1ts 

recognize ch1ld mental health cond1t1ons. In addit1on. the public's lack of accurate 

knowledge regarding child mental health is a barrier to seek1ng treatment because 

general knowledge of child mental health conditions is insufficient to overcome the 

associated stigma (Bailey et al., 2010; Pescosohdo et al., 2007). In a survey of parents 

who were concerned that their children might have ADHD, poor mental health 

knowledge, and specifically a lack of knowledge about where and how to obtain child 

mental health serv1ces were specific reasons that parents delayed seeking mental health 

treatment for their child for an average of 1.5 years after they initially became concerned 

(Ghanizaden. 2007). In other studies among older children. parental decisions about 

whether to seek mental health serv1ces were based on the parents perceptions of the 

ex1stence of a problem rather than the actual presence of psychopathology (Ezpeleta, 

Granero. de Ia Osa. Domenech. & Guillamon. 2002. Olaniyan et al., 2007) 
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Parental knowledge also has been related to motivation to seek treatment. In a 

longitudinal study, investigators classified parents into one of four groups: those 

motivated by past experiences that led parents to be more knowledgeable and 

comfortable with treatment; those motivated by caregiver strain; those motivated to act 

desp1te parental struggles to understand the child's illness, and those motivated by a 

clear recognition of the need for professional services (larson, Yoon, Stewart, & 

Dosre1s, 2011 ). At one-year follow-up, children whose caregivers were motivated by 

increased knowledge were most likely to attend clinic appointments while children whose 

caregivers were st1ll struggling with understanding the child's Illness were least likely to 

do so. Parental knowledge gaps also have been assoc1ated w1th whether or not parents 

seek emergency child mental health services that are more intense or more urgent than 

those recommended by healthcare professionals (Cloutier et al 201 0). 

Other researchers have focused on fam1ly management behaviors related to 

ongoing treatment recommendations. In a study of families of ch1ldren with ADHD, Jiang 

and Johnston (201 0) found that parents knowledge of treatment effectiveness was a 

stronger correlate of subsequent treatment use than parents' beliefs about treatment 

acceptability, the extent to which parents accepted that their child would benefit from the 

treatment Similarly Bussing et al. (2012) found parental knowledge to be a significant 

predictor of willingness to use prescnbed treatments for AOHD In contrast, in a 

longitudinal study of families of m1nority children with ADHD, parents' scores on an 

ADHD knowledge scale were not a significant predictor of participation in recommended 

appointments or ADHD treatment use (Berger-Jenk1ns. McKay, Newcorn, Bannon, & 

Laraque, 2011 ). 

Parental knowledge also is assoc1ated with fam1ly management of medications. 

In a descriptive study, Lazaratou et al. (2007) found that many parental fears about 

using psychotropic medications for children were based on faulty information. They 
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concluded that parents' lack of knowledge would likely undermine medication 

compliance; however measures of compliance behaviors were not included in the study. 

In a more recent systematic review of the pediatric psychotropic medication adherence 

literature, the authors concluded that parental knowledge gaps play a role in both 

in1t1ation and adherence to medication treatment (Hamrin et al., 2010). 

Family management behaviors especially those aimed at increasing parental 

knowledge, are amenable to interventions,. The strongest evidence supporting the 

association between interventions and family management behaviors comes from two 

reviews involving parent training (Kaminski, Valle, Filene, & Boyle, 2008· Kane, Wood, & 

Barlow, 2007). Both reviews are highly relevant to parents of ch1ldren with mental health 

conditions. Because behavioral management is a mainstay of caring for children w1th 

serious mental health conditions, parents depend on training programs to learn 

condition-specific family management techniques, such as disciplinary strategies needed 

for disruptive or inattentive behaviors, or how to model effective problem-solving, coping 

sk1lls, and social skills In a meta-analytic rev1ew of 77 stud1es investigatmg the 

components of effective parent training programs for managing child behavior problems. 

K~l"11nskl et al. (2008) found that effective parent train1ng was most strongly related to 

parents learning specific behavioral management techniques such as use of time out 

and cons1stent discipline. To a slightly lesser degree, effective parent training was also 

associated w1t!1 parental behav1ors such as problem-solv1ng activities and parental 

promotion of cnild skill development (Kaminski et al., 2008). In a systematic rev1ew of 

key concepts important to planning and delivering parenting programs for children with 

emot1onal and behavioral problems, Kane, Wood, and Barlow (2007) found that 

knowledge and sk1ll acquisition are essential components 1n the relations between 

parenting programs and children's positive health outcomes 
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Knowledge and health outcomes. Increased parental knowledge is associated 

with Improved health outcomes for children and their parents For example, among 

mothers of young children with aggressive behaviors. those who participated in an affect 

regulation intervention reported significantly greater Improvements in their own parental 

knowledge, sense of competence, attitudes towards parenting, and in their child's 

behavior than mothers did in a waitlist control group (Landy & Menna, 2006}. Indirect 

effects, such as whether knowledge mediated the relationship between parental 

attitudes or competence and outcomes were not Investigated. In another study of 

parents whose children were recently diagnosed w1th autism. parents who received 

1nd1viduahzed information from a healthcare professional were s1gmficantly more likely to 

report decreased child-parent stress and increased self-efficacy than were parents who 

received a self-directed education intervention (Keen, Couzens. Muspratt. & Rodger. 

2010). 

Knowledge variability among parental caregivers. Parents vary in the amount 

or knowledge they have about child mental health conditions. Parental knowledge also 

has been related to the severity of ch1ld behav1or problems such that parents of children 

with more severe problems have less knowledge and greater information needs (Gyamfi 

et al.. 201 0). Parental knowledge about child mental health conditions also varies as a 

function of demographic characteristics of the parents. For example, in adult populations 

in both the Un1ted States and Australia , women were more likely than men to have heard 

of child mental health conditions and report more factually correct statements (Gilmore, 

20H, Mcleod, Fettes Jensen, Pescosolido, & Martin, 2007) Younger Amencan adults 

al!' 0 tend to be more knowledgeable about child mental health conditions (Furnham & 

Buck. 2003). Parental knowledge of the cause of child mental health conditions and 

treatment effectiveness commonly vary as a function of racial and/or ethnic 

characteristics of parents (Chen, Seipp, & Johnston, 2008; Jacobs et al., 2008; Olaniyan 
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et al., 2007; Pham, Carlson, & Kosciulek, 2010). White adults are more likely to report 

higher quantity and accuracy of ADHD knowledge than all other races (Gilmore, 2010, 

Mcleod et al . 2007; Olamyan et al., 2007) Racial differences in ADHO knowledge also 

have been documented among parents of children at high-nsk for ADHD, with fewer 

African-Amencan parents indicating that they had heard of ADHD or knew much about it 

(Bussing, Schoenberg, & Perwien. 1998). 

Parents also vary in the ways that they use knowledge of the child's condition in 

their own explanatory models. In a study among parents of children receiving mental 

health serv1ces, Moses (2009) found that parents vary in the extent to which they adopt 

a psychiatric perspective about their childs condition. that IS, the extent to which parents 

use med1cal language to give meaning to or make sense of the childs problems. 

Spoctficallv. researchers found only a slight majority (54.3%) adopted a psychiatric 

perspective, 37 1% were uncertain about the nature of the ch1ld's condition and 8 6% 

gave non-psy0h1atnc explanattons (Moses 2009). Others have found differences in 

explanatory models as a function of demographic charactenstic.s of parents. In a 13-

month ethnographic study among famthes of children with behavioral and emotional 

disorders. Carpenter-Song (2009) found that med1cahzed perspectives of ch1ld mental 

health cond1t1ons had less salience for African Amencan families than for Caucasian 

fnm1lles Other researchers have found that African-American parents were more likely 

than White parents to endorse a sugar et1ology for ADHD (Bussmg et al., 2012) Finally, 

1n a qualitative study of Latino parents of children with ADHO (Perry, Hatton, & Kendall, 

2005), parents described a gradual trans1tion to tak1ng on a biomedical meaning to the 

child"s 1llness Parents also descnbed the conflict of llv1ng between the healthcare 

professional culture and the culture of fam1ly and friends who blamed the parents for the 

childs Illness. Parental knowledge was not measured in the study, however the 

evidence of parental transition and conflict with others suggests that parents may vary in 
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where they are in the process of integrating information from healthcare providers about 

child mental health conditions with their own perceptions and expectat1ons and those of 

others around them. 

Knowledge acquisition. Parents themselves recognize their need for acquiring 

knowledge as they make decisions about ongoing care. In a recent systematic review of 

parents making any type of child health decision (Jackson, Cheater, & Reid, 2008), well

timed. well-delivered content from a credible source was one of the three most important 

factors 1n pa1ents having sufficient support to make decisions. Importantly, the need for 

Information was consistent across study type, study design, and whether or not there 

was an exphcit focus on informed decision making in the study. Among studies involving 

child mental health conditions. parents have reported their need for more information in 

order to make well-informed and timely decisions (Leslie, Plemmons, Monn, & Palinkas, 

2007) and to ass1st in meeting their child's needs (Hall & Graff. 201 0). Parents especially 

welcome the opportunity to rece1ve information from people not d1rectly involved in the 

child's treatment (Geraghty, McCann, King, & Eichmann. 2011 ). 

Desp1te the recognized need for knowledge. parents vary in several different 

aspects of knowledge acquisition. First, parents vary in their preferences about how 

much Information they feel they need and how they wish to acquire it. Among parents of 

ch1ldren with mental health conditions, researchers identified three different parent 

preferences for Information acquisition (C Cunningham et al., 2008). Specifically, 43% 

of the parents were classified as Action parents, meaning that they preferred materials 

with detailed solut1ons weekly meet1ngs with other parents. and coach1ng calls from a 

therap1st. In contrast. 41% of the parents in the Information group chose materials that 

would help tl"lem understand rather than solve their child's problems The remaining 16% 

of th1s sample were parents in the Overwhelmed group who did not choose information 

about or solutions to the1r child's problems Parents m the overwhelmed group also 
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reported higher levels of child illness and more adverse impact of illness than parents in 

either the Action or Information groups. Information preferences also vary with parental 

race. Compared with White parents African-American parents reported less use of and 

less preference for written informational materials (Bussing et al., 1998). 

For some parents, having sufficient child mental health knowledge involves 

overcoming obstacles to acquiring information. One obstacle to parents acquiring 

knowledge is the state of the knowledge base about child mental health conditions. Lack 

of sufficient information arises 1n part from gaps rn scientific knowledge. For example, 

prescribing medication to children with mental health conditions often includes dorng so 

in the absence of pedratric safety and efficacy data for many psychotropic medications 

and the associated practice of off-label prescribrng for chrldren with mental health 

condrtions (Vitiello et al , 2009). As a result of these gaps in scientific knowledge, 

parents who wish to become more knowledgeable about therr child's treatment may 

have difficulty doing so Uncertainty and poor availability of rnformatron have been 

associated with parents reporting such actrons as deliberate medication non-adherence 

as an alternate means of evaluating medication effectiveness (Brinkman et al.. 2009) 

and making decisions about psychotropic medication administration with insufficrent 

informatron about safety and efficacy (Chovil & Panagiotopoulos, 2010). Parents also 

must overcome the factual inaccuracies about child mental health conditions known to 

exist in the general population (Furnham & Buck, 2003· Mcleod et al., 2007) and among 

parents seeking or receiving child mental health services (Hamrrn et al., 201 0; Hebert & 

Koulougliotr 2010. Lazaratou, Anagnostopoulos. Alevizos, Haviara, & Ploumpidis, 

2007) 

Confidence 

The thrrd hypothesized component of proactrve readiness is confidence. 

Confidence rs defined as the parent's perceptions of how capable he or she is in carrying 
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out an active role in the child's care. This defin1t1on is similar to Ho et al. (2013) in a 

study of health confidence among chronically ill adults. In that study, health confidence 

was conceptualized as a proxy for health activat1on and engagement. Ho and 

colleagues measured health confidence as agreement with the statement "I am 

confident I can manage and control most of my health problems" (p.239). Confidence 

also is a component of a framework for motivating child and parental engagement in 

mental health services (King, Currie, & Petersen, 2012}. In this framework, an engaged 

parent or child maintains a hopeful stance, one in which they trust the provider and have 

an optim1st1c attitude, are convinced of the need for treatment, and have the confidence 

necessary to carry out intervention tasks because they see those tasks as manageable 

(K~ng et al , 2012). 

Confidence is 1n this model of proactive readiness in part because of its overlap 

with the other components. For example, in several studies among parents of children 

w1th mental health conditions, parents who has educational interventions has higher 

parental confidence compared to wait-list controls (Brookman-Frazee & Koegel, 2004; 

Deitz. Cook, Billings, & Hendrickson. 2009; Landy & Menna. 2006) and compared to 

repeated observations of the same parent (Brookman-Frazee & Koegel , 2004). The 

framework for engagement in mental health intervention mentioned above also contains 

an assumption that one of the most productive ways to boost confidence is by 

professional caregivers believing in the parent's ab11ity to carry out the intervention under 

real-life conditions. parental self-efficacy (K1ng et al , 2012). Confidence also is included 

as a component of proact1ve readiness because it has been associated with family 

management behav1ors in studies of related constructs that include a dimension of 

confidence such as health act1vation and family empowerment (Koren et al., 1992; 

Remmers et al . 2009}. In addition. evidence from mental health service self-efficacy 

studies suggest that knowledge alone is insufficient to predict family management 
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behaviors 1f parents do not have the confidence to act on that knowledge (Sickman et 

al .. 1998). 
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Confidence and family management behaviors. In general, data regarding 

parental confidence and family management are limited to the association between 

educational interventions and changes in confidence. In a study of fifteen primary care 

practice sites and a national sample of adults with at least one chronic physical health 

condition, Ho et al. (2013) found that not only did health confidence increase over time, 

but also that changes in confidence were significantly associated with the perceived 

quahty of health informat1on. 

Three other studies focused on educationalmterventions delivered to parents 

ca•u:~1 ror ch1ldren with mental health conditions Compared with wa1t-list controls, 

educational interventions to increase mental health knowledge have been associated 

w1th greater parental knowledge and confidence among primary caregivers of young 

ch1ldren at nsk for mental health problems (De1tz et al. 2009) and among mothers of 

preschool ch1ldren w1th aggressive behav1or problems (Landy & Menna, 2006). In a 

study of parents with autism (Brookman-Frazee & Koegel, 2004), parents received an 

educational intervention aimed at promoting a collaborative parent/provider partnership. 

Compared to a trad1t1onal, clinician-directed approach, the collaborative intervention 

approach was associated with greater observed parental confidence. Although the 

authors of all three studies surmise that increased confidence would be associated with 

an 1ncrease 1n fam1ly management behavior, none of these studies measured any 

behav1oral indicators of family management. 

Confidence and health outcomes. In studies of children with chron1c health 

conditions, parental confidence has been related to ch1ld health outcomes. For example, 

Austin and colleagues (2004) investigated behavioral issues involving children with 

epilepsy and found that lower parental confidence in discipline was associated with 
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greater child behavior problems at baseline and at 24 month follow-up. Similarly, 

decreastng parental confidence over time was associated with increasing child behavior 

problems. Brookman-Frazee (2004) and Landy & Menna (2006) also have shown a 

pos1t1ve relationship between parental confidence and health outcomes. In the 

Brookman-Frazee & Koegel (2004) study of collaborative partnership education among 

parents of children w1th autism, outcomes associated with the intervention included a 

significant decrease in observed parent stress, more positive observed child affect, and 

higher mean levels of child engagement and responsiveness. Importantly, the 

Brookman-Frazee & Koegel study used a sample of only four parents, each of whom 

served as the1r own control over repeated measurement points. In addition, the reliability 

for observed parental confidence ranged from 60 to 1 00% agreement between two 

tra1ned raters (Brookman-Frazee & Koegel, 2004). In the Landy and Menna (2006) study 

of mothers of preschool children with aggressive behavior problems the intervention 

cons1sted of an educational intervention focused on helping mothers recognize and 

respond to their child's emot1on dysregulation. Compared to wa1t-list controls mothers in 

the intervention group had improved knowledge scores, reported more posit1ve parenting 

attitudes, and reported significantly fewer externalizing behaviors in their children 

Variability in parental confidence. Parents vary in their perceptions of 

confidence for engaging in family management behaviors. Limited research has 

Investigated predictors of parents' confidence. In a study of parents of children with 

autism. Sharpley et al. (1997) did not find any s1gn1ficant ma1n or univariate effects 

between parental confidence and child age or age at the t1me of d1agnos1s· however, 

gender differences favoring women over men were reported Regardless of caregiver 

gender. all parents in this study reported greater conf1dence 1f they also reported the 

presence of a supportive family member. In contrast. Ho et al. (2013) did not find any 
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association between self-reported confidence and patient age, gender, or burden of 

illness among chronically 111 adults. 
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Confidence among parental caregivers. Parents of children with mental health 

conditions often lack confidence in their caregiving role. In a qualitative study among 

parents of young people with mental health problems. Harden (2005) found that parents 

were desk1lled by the child's condition and by mteractions with healthcare providers. In 

this context, being deskilled was defined as a loss of confidence and knowledge that 

results from experiences such as not being listened to by healthcare providers, being 

excluded from care, and having a perception of helplessness as a parent. Parents in this 

study also described a process of becommg resk1lled as they gained more knowledge of 

psych1atnc care and as they renegotiated a different caregiving role (Harden, 2005} 

Others have described conditions that would seem to undermine parental 

conf1dence. For example, research among parents of children with bipolar disorder found 

that desp1te their being strong advocates for their children, parents were surrounded by 

··unrelenting fear frustration loneliness and hurt·• (Wade, 2006, p.899). In another study, 

parents of children with ADHD described the parenting demands as "windsurfing in 

unpredictable waters" (Moen, Hall-Lord, & Hedelin, 2011, p.458) Neither the Wade nor 

Moen studies reported data explicitly describing parental confidence, although the 

descnptions of caregiving demands seem to reflect diminished parental confidence. 

Self-Efficacy 

The final hypothesized component of parental proact1ve readiness is self

efficacy Self-efficacy is defined in the model as the parent s perception that they can 

make an impact on their child s care and well-being through parental action. This study 

definition of self-efficacy 1s derived from definitions of parenting self-efficacy, the parent's 

perception that tak1ng an Informed, active role in the child's care will make a positive 

1mpact on the child's well-being (deMont1gny & Lachante, 2005) and mental health 
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service self-efficacy, the behavioral expectations that a parent has about what will 

happen if the parent acquires and participates 1n mental health services for his or her 

child (Sickman et al., 1998; Reich et al.. 2004). 

In the proact1ve readiness model, self-efficacy is distinct from confidence. 
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Specifically, the definitions are s1milar to those of Bandura (1977) and deMontigny and 

Lacharite (2005) in that confidence refers to a more general perception of strength or 

certainty (I am capable of domg this job), while self-efficacy incorporates a sense of the 

1mpact of ones act1ons and is relatively task-spec1fic (If I do my JOb, it will help my child). 

ror example, parents who ask questions even when they are not being prompted are 

demonstrating confidence because they v1ew themselves as able to actively participate 

in their child's care On the other hand low self-efficacy would be more consistent with 

the perception that one can act1vely participate by asking questions, but active 

part1c1pafon makes no difference 1n the child's care or outcomes. 

Self-e>fticacy also IS related to the role belief and knowledge dimensions of 

proactive readiness. For example. although the expected relationship between autism 

knowledge and self-efficacy was not found, maternal self efficacy among mothers of 

children with autism was associated with maternal belief in tak1ng an active role in the 

ch1ld scare (Kuhn & Carter, 2006). Self-efficacy is considered a component of health 

act1vatton and family empowerment. concepts that also contain elements of role belief 

and knowledge. 

Self-efficacy and family management behaviors. A limited number of stud1es 

have found relattonsh1ps between self-efficacy and fam1ly management behav1ors. In 

part1cular. parental self-efficacy has been assoctated with increased participation 1n 

decision-maktng among parents of children hospitalized on a general pediatric medical 

unit (T anni et al.. 2007). Maternal self-efficacy also has been associated with hav1ng 

proactive role beliefs among mothers of children wtth autism, (Kuhn & Carter, 2006); 
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however this study did not include any measure of actual behavior associated with those 

beliefs. Sickman et al. (1998) found that mental health services self-efficacy as a whole 

mediated the positive relationship between fam1ly empowerment and child health 

outcomes for families of children with mental health conditions. Nevertheless, the 

authors did not specify if the mediation was dnven by parents' behavioral expectations 

(such as believing their act1ons will make a difference) or parents' more general 

knowledge and confidence about obtaining child mental health services. Interestingly, in 

a study of families of children with disruptive behaviors and co-morbid ADHD, parental 

self-efficacy was positively related to medication refusal (Demidovitch, Kolko, Bukstein, 

& Hart, 2011 ). The correlation between parental self-efficacy and medical refusal was 

unexpected, although Demidovitch and colleagues suggested that increased parental 

self-efficacy may have reflected parents' perceptions of decreased child impa1rment and 

thus the parents refused medication that they v1ewed as unnecessary. Although not 

discussed by Demidovitch and colleagues, it is also possible that the increased 

medication refusal was related to parents' confidence in their decisions about the child's 

care 

Self-efficacy and health outcomes. Parental self-efficacy has been related to 

outcomes for children and parents. Among Mexican-American families, parental self

efficacy significantly predicted parents' use of positive control practices and directly 

affected adolescent conduct problems (Dumka, Gonzales, Wheeler. & Millsap, 2010). 

Likewise. in a study among an ethnically and geographically diverse sample of mothers 

of young children at risk for conduct disorders (Weaver. Shaw, Dishion, & Wilson, 2008), 

higher maternal self-efficacy when the child was two was assoc1ated with lower child 

behavior problems at age four, even after controll1ng for baseline behavioral concerns. 

Strengths of both studies included the use of multiple reporters of the children's 

behaviors and multiple assessment points over a two-year period. Finally, in a study 
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among a subsample of 105 children and their parents {100 mothers and 57 fathers) from 

the Multimodal Treatment Study of Children with ADHD, Hoza et al. (2000) found that 

controlling for treatment effects; maternal self-esteem and paternal parenting efficacy 

were significant predictors of child treatment outcomes. 

At least two studies have 1nvest1gated health outcomes of interventions aimed at 

improving parental self-efficacy. In a pilot study among youth with epilepsy and their 

fam1lies, Wagner. Smith. Ferguson, van Bakergem, and Hrisko (2010} found that family 

participation in a self-efficacy and coping intervention was significantly associated with 

improvements in child knowledge about epilepsy, parent-reported improvements in child 

coping sk1lls, and child-reported improvements in self-efficacy for self-management. In 

study among parents of children with ADHD. Coles. Pelham, and Gnagy (2010) 

investigated parents' attributions about the use of a behavior mod1ficat1on program. 

Children were randomized to receive d1fferent levels of a behav1or modification 

intervention from the parents and then parents reported the ch1ld s behavioral responses 

as well as their own attributions of any success or failure of the intervention. Parents 

generally felt successful in managing the child's behav1or regardless of mtensity of the 

behavior modification condition. Nevertheless, when parents used the more intensive 

behav1or mod1f1cat1on condition, they were more likely to attnbute the success to their 

own efforts Although this study did not use the word self-efficacy, parents' attributions 

dunng the high intensity intervention are cons1stent w1th the definition of self-efficacy as 

parent<;>' ; C'ception of the1r ability to positively 1mpact their child's health 

Var iability on parental self-efficacy. In stud1es of variability in parental self

efficacy some researchers have focused on the complex relationships between self

efficacy and other parental perceptions or cognitions. For mothers of healthy school-age 

children. greater maternal self-efficacy was related to having a child with more social 

skills and less emotional difficulty (Coleman & Karraker. 2000) Among mothers of 
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children with autism. Kuhn and Carter (2006) found that self-efficacy was negatively 

related to parenting stress. maternal depression. and maternal guilt related to 

perceptions of responsibility for the child's health condition. and positively related to 

maternal agency, the extent to wh1ch a mother assumes an active role 1n her child's 

care. 

59 

In addition to parental cognitions, other parent and family variables may predict 

parental self-efficacy. For example, among parents of school-aged children, higher 

parental educational level has been correlated with maternal self-efficacy in regard to 

overall parent1ng responsibilities (Coleman & Karraker. 2000, Scheel & Rieckmann, 

1998). Other parent variables related to self-efficacy include employment status due to 

1ts association w1th family empowerment (Scheel & R1eckmann, 1998). and family 

income (Coleman & Karraker, 2000). Employment status and family income are 

espec1ally relevant among parents of children with mental health conditions 1n the 

context of data documenting the known association between child mental health 

conditior s. reduced workforce participation, and subsequent lower levels of family 

income (Brennan & Brannan, 2005). In the Kuhn and Carter study (2006) of mothers of 

children w1th autism, other variables more weakly correlated with maternal self-efficacy 

included the presence of another child with a disability, child age, and the time elapsed 

since diagnosis. Likewise, in a study of mothers of children at nsk for early conduct 

problems, parental self-efficacy increased as the child aged from two to four years of 

age (Weaver ~tat.. 2008). 

Self-efficacy among parental caregivers Parents of children with mental 

health cond1lto1~s may have difficulty accepting that their behavior can make a difference 

in their child's health Low self-efficacy has been reported among mothers caring for 

ch1ldren with autism spectrum disorders (Meirsschaut et al., 201 0) and among parents of 

children receiving mental health services (Re1ch et al., 2004). In addition, in a study of 
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parental cop1ng strategies, Twoy et al. (2011) found that compared to parents of 

typically-developing children, parents of children with autism scored much higher in their 

use of passive coping styles. Although the study did not 1nclude specific measures of 

parental self-efficacy, the researchers speculated that passive coping responses such as 

believing child behavior problems would go away if the parents waited long enough may 

have been used because parents did not think there was anything they could do to alter 

the child's behavior. 

Others have found generally negative relationships between parental self

efficacy and parents' emotions related to their caregivmg responsibilities. In particular, 

parental self-efficacy has been negatively correlated with general parenting stress 

among fathers of toddlers (Sevigny & Loutzenhiser. 2009). Parental self-efficacy has 

been negatively related to depression and stress among fathers of children w1th autism 

(Burnham. 2011 ). and with depression, stress, and/or guilt among mothers of children 

with aut1sm (G1allo et al. , 2011, Kuhn & Carter, 2006; Meirsschaut et al., 201 0). 

Summary of Conceptual Model 

In summary, the conceptual model for this study was a model of proactive 

readiness for family management behaviors. The model was derived from several 

exist1ng models of family management for children with chronic health conditions. In the 

model, a new vanable of proactive readiness was added defined as the extent to which 

parents are prepared for family management with proactive role beliefs. knowledge, 

confidence, and self-efficacy. Proactive readiness is similar to existing constructs such 

as health activation, family empowerment, and mental health serv1ce self-efficacy, 

although proactive readiness does not include the element of action found in other 

concepts . Proactive readiness was defmed with attention to literature documenting 

specific barncrs to parental role beliefs, knowledge, confidence, and self-efficacy that 

commonly occur among parents caring for children w1th mental health conditions. In the 
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model, child, parent and family, and environmental factors predict proactive readiness. 

family management, and health outcomes; proact1ve readiness predicts family 

management behaviors; and fam1ly management behaviors predict health outcomes for 

both the child and/or the family. 

Section 3: Quantitative Content Analysis 

Overview of Quantitative Content Analysis 

The primary purpose of this study is to understand the extent to which mothers of 

children with mental health conditions discuss their readiness to actively participate in 

family management behaviors. One way to understand more about parents' beliefs, 

knowledge, confidence, and self-efficacy is to examine what they talk about. According 

to Weber (1990} content analysis is a research method that uses specific procedures to 

make mferences about text. Krippendorff (2004} def1nes content analysis as a uresearch 

techn1que for making replicable and vahd inferences from texts (or other material} to the 

context of their use" (p.18). Although qualitative content analys1s IS more common in 

nurs1ng research (Eio & Kyngas, 2007}, written and spoken data can also be analyzed 

using quantitative content analysis (QCA}. QCA is an observational technique in which 

one can systematically Identify, measure, describe, and make Inferences about the 

characteristics of written or verbal text (Rourke & Anderson, 2004; Waltz, Strickland, & 

Lenz, 2005}. Neuendorf (2002) defines QCA as a scientific method that relies on six 

interdependent components· a pnon des1gn, objectivity, reliability, validity, 

generalizability, reproducibility, and hypothesiS testing. 

QCA methodology has many advantages for understanding written data. The 

primary rationale for using QCA is that it is a scientific method well-suited for providing a 

systematic and objective analys1s of text data (Krippendorff, 2004; Neuendorf, 2002}. 

Use of a scientific method to understand concepts is especially appropriate in early 

stages of research as conceptual clarity should precede future theory-testing and/or 
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interventional research (Knafl & Deatrick, 2006). QCA is a useful means of identifying a 

person's thoughts and ideas, espectally those that a person considers to be most 

important (Dunau, Reger, & Pfarrer, 2007; Weber, 1990). A second advantage of QCA is 

that it provides a method for reducing written content while ensuring that concepts are 

operationalized and measured in the most valid and reliable means possible 

(Krippendorff. 2004; Riffe, Lacy, & Fico, 2005). Finally, QCA is generally regarded as a 

nonobstrusive, nonreactive measurement technique, especially in studies in which there 

is no direct contact between the researcher and the authors of the text (Duriau et al., 

2007; Rtffe et al., 2005). 

QCA Procedures 

QCA is a multi-step procedure tnvolving the following steps: 1) defining the 

universe of content to be examined; 2) tdenttfying the concepts to be measured; 3) 

selecting a unit of analysis; 4) developtng a sampling plan; 5) developtng a coding 

scheme (tncludtng scoring instructions); 6) pretesting the coding scheme categories and 

instructions: 7) training coders to an acceptable level of reliability; and 8) performing the 

analysis (Neuendorf. 2002; Waltz et al., 2005). 

Step 1: Defining the universe to be analyzed. Defining the untverse of content 

to be examined involves decisions about what content will be examined and the 

rationale for doing so (Neuendorf, 2002; Waltz et al., 2005). The first task in this step is 

to identify the theoretical framework for the study and articulate the study purpose. 

research questions, and hypotheses. The use of an a priori theory in QCA research is 

specifically intended to provide a logical basis for the variables being described in the 

study and the relattonships among them (Neuendorf. 2011) and as a foundation for the 

objecttvtty requtred of a scientific approach to content analysis (Neuendorf. 2002}. 

In addttton to study purpose and research questions, other factors that may influence the 

choice of what universe of content will be examined include the conditions under which 
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the material was produced, and the relevance, completeness, and ease of access of the 

matenal (Waltz, et al. 2005). One reason for considenng the conditions under which the 

material was produced is that certain cond1t1ons may suggest variables relevant to the 

investigation. For example, the universe of computer-mediated communication (CMC) 

includes webs1te content. emails. blogs, and postings 1n both synchronous and 

asynchronous discussion rooms. Researchers analyzing these data especially need to 

know if the content was synchronous or not, since synchronous postings are more likely 

to contain content that makes the postings more similar to a telephone conversation 

while with asynchronous CMC, the participants are less reactive to others (Naidu & 

Jarvela. 2006). 

Def1ning the universe of content to be analyzed also includes dec1sions about the 

scope of the investigation. Although content analysis can be limited to a simple 

descriptive report of the text, the scope can be extended to mclude examining other 

relationships. According to Neuendorf (2011 ). potential expans1on opt1ons include 

exarni11ing relationships among message variables (e.g., a relationship between the 

amount of timA a person communicates and the contents of the communication); 

investigating process variables that may be important in message generation (e.g., 

whether stress mediates the relationship between the frequency and content of a 

person's communication). and testing message effect theories (e.g., whether being 

exposed to communication from someone else affects individual communication) 

Neuendorf (2002) also argues that decisions about the scope of the investigation should 

be guided by the extent to which specific research questions or hypotheses are more 

limited or more integrative. 

Step 2: Identifying concepts to be measured. Identifying concepts to be 

measured rncludes answering the question "what do I want to learn about the vanables?" 

(Waltz et al., 2005) and establishing how the concepts will be defined (Neuendorf, 2002). 
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Identification of the key concepts should be driven by the study purpose and research 

questions {Garnson, Cleveland-lnnes, Koole. & Kappelman, 2006). Conceptual 

decisions also should include the extent to which the concepts will be defined and 

measured as manifest and/or latent variables {Neuendorf, 2011 ). In general, manifest 

variables are observable and therefore should be easier to measure {Neuendorf, 2002; 

Rourke, Anderson, Garrison, & Archer, 2001; Waltz et al.. 2005). In contrast, latent 

variables represent unobservable phenomena, which are often measured by multiple, 

observable behavioral indicators, such as an "inventory of clues" {p.14) that may indicate 

the target variable {Rourke et al., 2001 ). 

Although investigations that focus on latent variables may be similar to those 

Investigating manifest variables. when the study does involve latent variables, many 

QCA researchers recommend even more stringent requirements for completeness of the 

coding scheme and coder training. in order to maximize the reliability and validity of the 

findings Strategies for meet1ng more stringent requirements 1nclude Increasing the 

number of behavioral indicators or cues. calculating inter-rater reliability at multiple 

points during training, and explicit reporting of training procedures to allow others to 

reproduce the study {Rourke et al., 2001 ). Garrison et al. {2006) recommend enhancing 

reliability by using the most parsimonious model possible. along with discrete coding 

categories, and clear behavioral indicators. Neuendorf {2011) also recommends 

conducting a thorough review of existing measures. coding schemes, and content 

analys1s dictionaries in an effort to ident1ty potential behavioral indicators and/or tools 

with established psychometric properties Knowledge of ex1st1ng cod1ng schemes and 

dictionaries can also 1nform dec1s1ons about the feasibility of the analysis. an advantage 

that is especially useful for large datasets {Neuendorf. 2011 ). 

In order to ensure that the content analyst has identified all relevant variables 

that can be denved from the dataset, the message pool should be thoroughly examined 
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(Neuendorf, 2011 ). In a more qualitative approach. immersion in the dataset would be 

used as means of generating the codes (and subsequent theory} that would be used to 

categorize the data In contrast. in QCA, 1mmers1ng oneself 1n the message pool refers 

to a pre-analysis review of the data with the purpose of identifying potential variables of 

interest beyond those identified through literature review (Neuendorf, 2011 }. In addition 

to identification of new variables. message pool 1mmersion also can lead to identifying 

potent1al synonyms and antonyms that may be useful in coding scheme development, a 

process that 1s especially helpful when the analysis involves more abstract concepts 

(WaltL et al., 2005}. 

Step 3. Selecting the unit of analysis. The next step 1n content analysis is to 

select a unit of analysis (Waltz et al.. 2005). According to Rourke et al (2001 }. content 

units can be categonzed mto one of five types sentence units. paragraph units 

message units: themat1c units and illocutionary units (i.e. those based on the purpose of 

an utterance} Each unit type has specific advantages and disadvantages that may 

influence the choice for a specific study For example. unique sentence umts are 

relatively easy to Identify based on punctuat1on rules. however using sentence units may 

result m a dataset that is too large to manage for analysis. On the other hand, message 

units, particularly those generated in computer-mediated commumcation formats, 

generally produce a more manageable number of cases wh1le still retaining the ease of 

identification (Rourke et al. 2001) Compared with sentences, pa1 agraphs, or message 

units, thematic and illocutionary units may be more useful for conveying depth of 

meaning, however they are generally considered more subject1ve and thus less reliable 

(Rourke et al . 2001 : Waltz et al. 2005}. 

Unittz;ng the data. The process of identifying the segments of content that will 

be categonzed is called unifiz,ng the data (Rourke et al., 2001 }. The goal1s to select a 

unit that prov1des the best compromise between consistent 1dentificat1on of the content 
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across time and/or judges (i.e. unitizing reliability) and exhaustive but exclusive 

representation of the construct of interest (Neuendorf, 2002; Riffe et al., 2005; Rourke et 

al., 2001 ). Garrison et al. (2006) argue that the use of a clear, well-defined theoretical 

framework can assist content analysts in deciding the best way to achieve the desired 

compromise. Factors that may influence unitizing reliability include the likelihood of 

dealing with latent content, the degree of inference needed to identify the unit, the level 

of unit specificity, the exhaustiveness of the coding scheme, and the type of data 

(Meyer, 2006; Waltz et al., 2005). In general terms. establishing umtizing reliability is 

easier under conditions of less latent content, less mference, greater specificity, more 

exhaustiveness. and data formats that allow repeated examination (Waltz et al., 2005). 

Unitizing computer-med1ated communication such as emails, discussion board 

postings, etc. requires attention to two additional1ssues. unit boundary overlap and 

whether the un1t of analysis is applicable to the study given specific contextual 

constra1nts of the data (Strijbos, Martens Pnns, & Jochems, 2006) Unit boundary 

overlap refers to the problem of having units of analysis that do not have clear, well

defined boundaries, such as a when a segment of text is construed by some analysts as 

a sentence and others regard it as a fragment. Strijbos et al (2006) found that unit 

boundary overlap is especially likely in electronic communication, although it may be 

possible to resolve at least some unit boundary overlap by using a smaller unit of 

analysis . 

In addition to unit boundary overlap, Stnjbos et al. (2006) identified four possible 

contextual constraints on computer-mediated commun1cation that may make a particular 

unit of analysis more or less applicable: 1) the extent to which the object of the study is 

manifest or latent content; 2) the nature of the communication (such as whether it is 

wntten or verbal and whether it was synchronous or not); 3) the extent to which the 

communication is more or less problem-focused, and 4) the characteristics of the 
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specific technological tool used for communicatton. The reason that the object of the 

study may constrain the unit is that latent variables may requtre longer units in order to 

contain sufficient observable indicators of an unobservable construct. The nature of the 

communication is relevant to the applicability of the untt because different forms of 

communication will influence such variables as the use of compound sentences and the 

complexity of the communication. In general, chat-room communications resemble oral 

communication in that they often contain more compound sentences and other complex 

speech utterances than those found in the more telegraphic style of asynchronous 

discussions. Compared to email or threaded forums, synchronous chat rooms also 

provide a technological tool that ts likely to yield relatively short units of data (Strijbos et 

al. , 2006). 

In an effort to address the issues of unit boundary overlap and contextual 

constraints. Stnjbos and Stahl (2007) have described a procedure of segmenting 

computer-mediated communication into units that can be analyzed most reliably. As 

descnbed using a sample of data from a small-group chat room, the segmentation 

procedure involves using a pre-defined single sentence as the unit of analysts, and then 

conducttng the segmentation procedure in an iterative process until achieving the 

desired level of reliability (Strijbos & Stahl, 2007). Strijbos and Stahl describe calculating 

reliabtlity with percent agreement of at least two analysts with continued discussion after 

segmentation to determine if any disagreements can be resolved. 

Step 4: Developing a sampling plan. After selecttng a unit of analysis, the next 

step in content analysis ts to decide how the units within the content dataset will be 

sampled Options for sampling content include census sampling, in which all available 

units are mcluded in the analysis or sampling some subset of the content of interest 

(Neuendorf, 2011; Waltz et al., 2005). Studies using a content subset require the 

researcher to choose between nonprobability options (such as convenience, purposive, 
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or quota sampling) or probability options (such as simple random or systematic 

sampling) (Neuendorf, 2011 ). As with any quantitative study, decisions about the use of 

a probability or nonprobability sampling plan for content analysis carry implications for 

the generalizability of the findings (Waltz et al , 2005). 

In addrtion to the sampling plan. content analysts also need to consider the 

sample size, however there is no consistent agreement in the literature regarding the 

sample size required to answer the research question in a QCA study (Krippendorff, 

2004; Neuendorf, 2002). Nevertheless, Krippendorff (2004) suggests that when text 

units that would answer the research question are rare, the sample size must be larger 

than when the units are more common. Another issue regarding sample size is that the 

medium may influence the srze of the population sampled For example, content 

analysis of an online newspaper websrte involves a fairly flurd population size because 

content can be added or deleted at almost any time. In contrast, analysis of a published 

newspaper rs relatrvely stable so it may be more feasible to obtarn the sample needed 

for a partrcular study because the population size is known and unchanging. Changes in 

the overall size of the larger population are most problematic when using a census 

sampling plan, as it may be more difficult to obtain the entire census. 

Step 5: Developing a coding scheme and instructions. Because QCA is a 

deductive approach development of the coding scheme precedes analysis of the data 

(Waltz et al., 2005). The first decision about coding scheme development is whether to 

use human coders or to conduct computer-assisted text analysis (CATA) (Neuendorf, 

2002). The primary advantages of CATA are that computers tend to be faster. less 

expensive, and more reliable than human coders (Durrau et al., 2007· Neuendorf. 2002). 

Use of human coders also necessrtates extensrve trarnrng in order to achieve desired 

levels of reliabrlity (Neuendorf. 2002). Nevertheless. human coding schemes are more 

common, because CATA does not usually allow the same level of contextual precision 
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that human coders can bring to the analysis, particularly for latent constructs (Duriau et 

al. , 2007) Content analyses from organizational literature (Short, Broberg, Cogliser, & 

Bngham 201 0) and political texts (RooduiJn & Pauwels, 2011) also suggest that human 

coders may provide data with better construct validity than CATA. Different CATA 

software programs also vary in their ability to maximize convergent and discriminant 

valid1ty (O'Carroll Bantrum & Owen, 2009). 

W1th human coders, developing a coding scheme includes establishing 

operational definitions for each coded variable, deciding on the level of measurement for 

each variable, and writing clear, comprehensive instructions for how to use the coding 

scheme (Waltz et al., 2005). In develop1ng the operational definitions. QCA research 

requ1res that the definitions must reflect the purpose of the study, and be mutually 

exclusive, exhaustive, independent, and denved from a single theoretical or conceptual 

foundat1on (Riffe et al. , 2005). Guidelines for operat1onalization of constructs include the 

frf,quent use of other or unable to determine categones to ensure that the categories are 

exhaustive. and us1ng the appropriate number and specificity of categories needed to 

ensure that they are mutually exclusive (Neuendorf, 2002). 

At a practical level, development of a coding scheme for human coding includes 

the creat1on of a codebook in which all variables are fully explained and the creation of a 

procedure for coding data entry (Neuendorf, 2002). Similarly, CATA involves the creation 

of either a custom dictionary specific to the study or the selection of an ex1sting 

dictionary appropriate to the study purpose and research questions (Neuendorf, 2002). 

Whether using human or computer coding, selection of the coding categories and 

their operational definitions involves attent1on to the validity and reliability of the coding 

~c! erne (Neuendorf, 2002; Rourke & Anderson. 2004; Short et al , 201 0; Waltz et al. , 

2C•05) . Developing a valid coding protocol for human coding requ1res immersion in the 

d~ trt to develop a sense of the language being used and where the natural language 
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d1vis1ons may fall (Neuendorf, 2011 ); review1ng the literature for other existing coding 

schemes that may pertain to concepts under investigation (Neuendorf. 2011 ); and 

asking expert reviewers to provide feedback on the validity of the coding scheme 

(Rourke & Anderson, 2004; Waltz et al., 2005). Rourke and Anderson (2004) also 

recommend using the literature and/or ex1stmg measures as sources to increase the 

number and clarity of behavioral indicators used to code latent variables. Several 

content analysts (Neuendorf, 2002. Short et al. 2010; Waltz et al., 2005) suggest using 

computer software in the initial stages of human coding scheme development to assist 

with the identification of frequently-occurnng words and other clues about the nature of 

the language. 

Step 6: Pretesting the coding scheme and instructions. After the codmg 

scheme Instructions and corresponding codebook have been wntten. Waltz et al (2005) 

describe the next step as pre-testing the coding scheme with a small sample of the 

content. The purposes of pretesting are to evaluate the interpretative reliability of the 

coding scheme and to make any necessary improvements. Interpretive reliability refers 

to the consistency with which units are categorized and meaning is assigned to them 

(Waltz et al., 2005). Lombard et al. (201 0) use the term informal reltability as a similar 

process of assessing a small number of un1ts during the early stages of coder training. 

Regardless of the terminology, both methodologies involve coders working 

mdependently of the researcher. and preferably w1th data other than the census sample 

aec..1u~e r;retesting 1s expllc1tly tnformal, the literature does not spec1fy the size of the 

pretest1n9 rohability sample nor does the pretest1ng require calculation of any reliability 

1ndex other than percent agreement. (Lombard. Snyder-Ouch. & Bracken, 2010 Waltz et 

al. , 2005) Prelestmg also should include consideration of category-spec1fic reliability as 

well as the more global reliability of the coding scheme as a whole (Waltz et al. , 2005). 

Strategies that are likely to improve both the category-specific and global reliabilities 
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include clear coding instructions, rigid and exhaustive definitions, structuring the coding 

task into a series of dichotomous decisions, and coder tra1ning (Waltz et al., 2005). One 

specific recommendation regarding the coding instructions is the advice to use 

disambiguation rules (Lederman, 1991) so that coders do not need to subjectively 

decide on the meaning of content during coding. For example, disambiguation rules for a 

concept like knowledge would include clarifying that statements about knowing people 

are different from knowing facts about a specific subject. Results from any informal 

reliability checks should be used to refine the coding scheme and instructions for data 

entry as needed and should continue until subsequent assessment suggests an 

adequate level of agreement (lombard et al., 201 0). 

Step 7: Training coders to an acceptable level of rel iability. After making all 

necessary pretesting revisions to the coding scheme based on informal reliability checks 

conducted m step 6. the next step is to train coders to an acceptable level of reliability 

(Neuendorf, 2002; Waltz et al., 2005). According to Neuendorf (2011 ), training is the 

single most important component of producing a valid and reliable analysis. Essential 

clements of coder tra1ning include a full discussion of the coding scheme, opportunities 

for multiple practice coding sessions, and resolution of any discrepancies or confus1on 

about applying the coding scheme (Neuendorf, 2011 ). Importantly, discussion of the 

coding c;cheme does not necessarily imply that the coders be fully informed of all of the 

stl•dy deta1ls. Although the coders need to understand the coding instructions. too much 

infrJrmatior. regarding the research questions, hypotheses, and study purpose may lead 

coders to try to meet the researcher's expectations (Neuendorf, 2002). 

CharacterJstics of coders. In the interest of rigorous, reproducible content 

analysis, all coders must have specific characteristics. Most importantly, all coders must 

demonstrate that they are able to understand the coding rules and apply them 

consistently (Krippendorff, 2004). Use of rogue coders who are unwilling or unable to 
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use the coding scheme consistently will threaten reliability and these coders should be 

removed from the study if they cannot be re-tra1ned (Neuendorf. 2002). Second, coders 

should have an educational or professional background appropriate to the study 

purpose, particularly if the content is of a highly specialized nature. The use of coders 

with s1m1lar backgrounds also can 1ncrease the likelihood that the amount of training time 

needed to reach reliability critena will be similar across coders (Krippendorff, 2004 ). 

Coders' cognitive ability and background should also be relatively common 

characteristics so that future researchers can ident1fy and train others to replicate the 

study (Knppendorff, 2004 ). 

Suggested training procedure. One suggested training program (Krippendorff, 

2004) begins w1th a bnef description of the cod1ng task, followed by a practice session in 

which at least two coders work to apply the written cod1ng Instructions to a small content 

sample and conduct data entry using the codebook associated with the coding scheme. 

Following this first pract1ce sess1on the coders then receive immed1ate feedback 

comparing their results with those obtained from 1nd1v1duals most familiar with the coding 

scheme, such as the primary Investigator or other researchers who are the initial authors 

of the codin(.1 scheme Krippendorff assumes that the coding scheme developers are m 

the best pns1t1on to identify the "correct" code for any particular unit, however 

Knppendorff does not address the possibility that the trainees have the correct score or 

how one miyht 1dentify and resolve such discrepancies Krippendorffs rat1onale for us1ng 

a feedback process is to simultaneously allow the coders to adapt their coding to the 

standardize I instructions and to incorporate any further revis1ons that may be needed to 

tnf1 cnd,ng :scheme or data entry procedures (Knppendorff. 2004) The feedback process 

also cai1 pruv1de mformation on the overall suitability of the coders for the coding task. 

Both Knppendorff (2004) and Neuendorf (2009) describe conducting coder training in 
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group format; however both also describe using individual practice sessions to promote 

the independence of the coders. 

Criteria for ending training. Coder training should continue in an iterative 

process until the trainees meet two criteria: 1) the ability to rely solely on the coding 

instructions as a guide for analysis (Krippendorff, 2004) and 2) achievement of an 

acceptable level of reliability (Neuendorf, 2002). Using the coding scheme as the sole 

source of information means that coders do not rely on extraneous information such as 

previous knowledge of the content (Neuendorf, 2002) or informal conversations among 

the coders (Krippendorff, 2004 ). Use of extraneous information undermines the required 

independence of the coders and can make replication of the study more difficult when 

the extraneous information is not part of the reported tra1n1ng procedures (Krippendorff, 

2004; Neuendorf, 2002). 

As noted, the second criterion for ending training IS the achievement of an 

acceptable level of reliability (Neuendorf, 2002). Presently, content analysts do not have 

consensus regarding what constitutes an acceptable level of reliability. Coefficients of 

.90 or greater are nearly always acceptable, .80 is acceptable in most situations, and . 70 

may be appropriate in some exploratory studies (Lombard et al.. 201 0). Achieving an 

acceptable level of reliability is important for two reasons: 1) to provide basic validation 

of the cod1ng scheme (i.e., evidence that it can be used as a consistent measurement 

tool and is not limited to one individual) (Neuendorf, 2002); and 2) to provide a practical 

advantage when using multiple coders who are splitting up the coding task (Lombard et 

al. , 2010, Neuendorf, 2002). 

Reliability estimation. Meeting the criterion of ending training with acceptable 

reliability also involves dec1sions about how to calculate the level of agreement between 

the raters or coders. Specifically, inter-coder reliability (ICR) refers to the extent to which 

independent coders assign the same rating to a message unit. Commonly used ICR 
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1ndices in communications research include percent agreement. Holsti's method. Scott's 

pt. Cohen s kappa and Krippendorffs alpha (lombard et al., 2010). In selecting from 

among these indices, Lombard et al. (201 0) recommend consideration of the following 

factors: 1) the extent to which the index does or does not control for chance agreement; 

2) the properties of the data being coded (such as the level of measurement of each 

variable and/or the extent to which missing data is an issue); and 3) the number of 

coders. 

Reliability indtces. The common reliability indices vary with respect to how they 

meet the recommended criteria (i.e., control for chance agreement, the ability to analyze 

data 'Nlth measured at categorical or continuous levels, and the ability to analyze data 

from two or more coders). Percent agreement is commonly used due to its simplicity, 

however. percent agreement is considered the most liberal index because it 

overestimates inter-coder agreement (especially for nom1nal-level variables) by faihng to 

control for chance agreement (Lombard et al 201 0). ICR 1nd1ces that do control for 

chance agreement 1nclude Scotts pt and Cohen's kappa Both ind1ces are considered 

acceptable options for nominal-level data, however they are more limited for ordinal or 

highN-Ievels of measurement because of their tendency to regard a "near-miss" as 

bemg the same as a ''direct hit" (Neudendorf, 2009). For data measured beyond the 

nominal level, options for reliability estimation include Spearman's rho (for ordinal-level 

data only), Pearson 's r, and Lin 's concordance correlatton coefficient (an adaptation of 

Pearson's r that more correctly adJusts for identical and near-identical scores) 

(Neudendorf 2009). Other content analysts caution against using correlation-based 

statistiCS such as Pearson s r or Cronbach s alpha because these Indices standardize 

coder values and only measure co-vanation (Lombard et al. , 2010). Finally, 

Knppendortrs alpha (Krippendorff, 2011) is considered a very flexible reliability index 

bec.ause it can be used with multiple coders; it accounts for different sample size and 
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missing data; and it can be used for ordinal, interval, and ratio-level variables 

(Knppendorff 2004). The major limitat1on of Knppendorff's alpha, however, is that the 

calculations are quite tedious and it IS not Widely available through software programs 

(lombard et al., 2010). In choosing among ICR indices, Lombard et al (2010) 

recommend choosing more than one index (especially if using percent agreement) and 

explicitly reporting how the level of measurement, number of coders, and need to control 

for chance agreement led to the index choice. 

Most content analysts recommend a minimum of two po1nts of reliability 

estimation pilot reliability and final reliability. According to both Neuendorf (2009) and 

Lombard et al. (201 0), pilot reliability refers to a formal reliability check of a subsample of 

the dataset w1th cod1ng conducted by at least two coders near the end of training. 

Regardless of s1ze, content analysts are consistent in recommending that the pilot 

reliability sample contain a justifiable representation of all variables of interest and thus 

analysts may use a purposive sample to assess pilot reliability rather than a random 

one Separate calculation of reliability est1mates for each variable in the pilot reliability 

estimation is especially important in helping to identify any cod1ng categories that might 

need further revision and/or additional coder train mg. Lombard et al. (201 0) add the 

further recommendation that content used for the pilot reliability sample can and should 

be used in the final analysis, however doing so requires an a priori decision about how to 

resolve any coding disagreements in the pilot reliability sample. Disagreements in the 

pilot reliability sample are also used to inform any final changes needed to the cod1ng 

scheme and all associated coder training needs. In contrast to the pilot reliability sample. 

final reliability is calculated using a random sample at least 1 0% of the rema1ning dataset 

(i.e., a sample that excludes any data used for the pilot sample) (Neudendorf, 2009, 

Northrup, Sickman, & Helflinger, 1995), Both Neuendorf (2009) and Lombard et al. 

(201 0) recommend calculating and reporting the final reliability level of each variable 
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separately as a standard for evaluating the final reliability of the coding instrument. If 

data from the pilot sample is also included into the final reliability estimate, reporting 

should also include how disagreements in p1lot data were resolved (e.g., majority rule, 

the researcher as final authority, consensus among coders, or other methods) (Lombard 

et al., 2010). 

Reliability sampling. There is no consensus regarding the sample size needed for 

either the pilot or final reliability estimate nor the type of sampling plan for the reliability 

sub-samples (Neudendorf, 2009). Lacy and Riffe (1996) proposed a method for 

calculating reliability sub-sample size based on a desired level of sampling error, 

although this method is lim1ted to analysis of a single dichotomous variable and two 

coders Follow1ng the Lacy and Riffe calculation, reliability sub-samples would range 

from a minimum of 50 units of analysis to a maximum of 300, with larger reliability 

samples being requ1red for studies involv1ng very large full samples as well as those 

assumed to have lower reliability (Lacy & R1ffe, 1996) Other "rule of thumb" guidelines 

for reliability sub-sample size include Neuendorf's (2002) recommendation of using 1 0-

20% of the full sample. Neuendorf (2009) also suggests that the sampling plan for 

reliability sub-samples should be an appropriate compromise of purposive "rich-range" 

sampling of units that represent all of the variables under investigation combined with a 

random sub-sample of the full dataset. 

Timmg of reliablltty estimates. According to Lombard et al (201 0), reliability 

should be assessed Informally using a small number of umts that are ideally not part of 

the full sample that is being coded. Informal reliability should be estimated during 

preliminary coder training and should continue until an· adequate" level of reliability is 

reached and all necessary revisions to the cod1ng scheme have been applied (Lombard 

et al , 201 0). Lombard et al. refers to the units used 1n th1s first reliability check as the 

mformal reliability sample. In addition to informal pretesting of the coding scheme during 
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tra1ning, Neuendorf (2002) also recommends the further step of calculating a so-called 

pilot reliability est1mate at the end of coder training before makmg any final revisions to 

the coding scheme. 
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Step 8: Performing the analysis. Using the final revision of the coding scheme 

(1.e., the codmg scheme with acceptable reliability in pilot testing), the final step in 

content analysis 1s to conduct the actual analysis on all units of analysis in the sample 

(Waltz et al., 2005). Specific procedures for cod1ng the data include: 1) ensuring that 

each un1t of analysis 1s coded in a consistent manner: 2) monitoring for coder fatigue, 

boredom, or other factors that may negatively impact reliability: and 3) calculating the 

final reliability estimate using a 10-20% sub-sample of the final sample (Neuendorf, 

2002; Waltz et al., 2005) Both Krippendorff (2004) and Neuendorf (2002) caution 

aga1nst allowing coders to d1scuss problems that may emerge dunng coding or adopting 

new cod1ng rules as the process unfolds The reason for not allowing such discussions 

or changes once the training is completed is that they tend to weaken the stability and 

reproduc1b1lity of the analysis (Knppendorff. 2004). Rather, Knppendorff (2004) suggests 

a two-step procedure to ensure the analys1s produces data on which reliability can be 

est1mated and to improve the confidence in the valid1ty of the data beyond the measured 

reliability. The first step is to use two or more coders whose reliability can be accurately 

measured before any reconciliation with discrepant data (Krippendorff. 2004) The 

second step is to reconcile any data discrepancies after all coding is complete and with 

the use of a formal decision rule (such as majority rule or consensus discussion) Since 

this step includes results of post-coding reconciliation. the process is intended to 

maximize the amount of data available to address the research questions (Knppendorff, 

2004). 
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Ill. Methods and Material 

Research Design 

In order to examine the extent to which parents of children with mental health 

conditions discuss their readiness for proactive family management behaviors, 

transcripts and other data from women who participated in a web-based chat room as 

part of the Social Support for Mothers Project (SSMP) (Scharer et al. , 2009; Scharer et 

al. , 2011) were analyzed. The design for this study was a secondary analysis of the chat 

room postings and other self-report demographic and health data provided by a sub

sample of mothers who participated in the SSMP study. 

The SSMP study was a randomized, controlled trial conducted from May 2005 to May 

2008 comparing two types of social support for a sample of mothers and other female 

caregivers of children with serious mental health conditions. Mothers were randomly 

assigned to one of three groups: a group that was given access to a weekly supervised 

chat room via secure website (the WEB intervention); a telephone social support (TSS) 

intervention group in which each mother received a phone call from a psychiatric nurse; 

or a usual care (UC) group that received no intervention. A full description of the SSMP 

study 1s provided elsewhere (Scharer et al , 2009, Scharer et al. , 2011 ). 

Although content analysis is often used within nursing research as a qualitative research 

methodology (Eio & Kyngas, 2007; Graneheim & Lundman, 2004), in this study the 

contents of the transcripts were analyzed us1ng quantitative content analysis (QCA) 

(Knppendorff, 2004; Neuendorf, 2002; Waltz, Stnckland, & Lenz, 2005). Guided by the 

model of proactive readiness for family management behaviors among parents of 
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children with mental health conditions (McKinnon & Killeen, 201 0), the scope of the 

investigation included describing the extent to which mothers participated in the chat 

room intervention, the content of the chat room postings and any relationships among 

chat room participation, chat message content, and selected maternal, child, and family 

demographic and health characteristics. 

Sample 

SSMP Participants 

Participants in the SSMP study consisted of a convenience sample of 133 

mothers of a 5-12 year old child who had at least one serious mental health condition 

and who had been discharged recently from inpatient psychiatric care (Scharer et al. , 

2011 ). A mother was defined as any primary maternal careg1ver for a child , including 

biological mothers, grandmothers, and other relatives , adopt1ve mothers, foster mothers, 

and stepmothers (Scharer et al. , 2011 ). Inclusion cntena for the SSMP sample included 

the ability to speak English, access to landline telephone service, and the ability to read 

at least at the fourth grade level. 

As shown in Figure 2, 194 potential participants were assessed for eligibility in 

the SSMP study, although 61 were excluded because they did not meet criteria for the 

study, they could not be reached, or because they declined to participate. Of the 

remaining 133 women, 46 women were randomized into the UC group, 48 women were 

randomized to the TSS group, and 39 women were randomized to the WEB group. The 

reason that the final group counts are not equal is that over the course of the study, 25 

women 1n the TSS group were lost to follow-up. Th1rteen women in the UC group and 

e1ght women 1n the WEB group were also lost to follow-up. Because of this high attrition, 

stratified randomization was used in both the second and third years of the study to yield 

a sufficient sample in each group. (K. Scharer, personal communication). 



( 

( 

PARENTS' PROACTIVE READINESS 

Figure 2. Flow of study participants in Social Support for Mothers Project (SSMP) 

( t ) Assessed for eligibility (n=194) I 

Excluded (n=61) 
D1d not meet study critena (n=7) 
Declined to part1c1pate (n=3) 
Unable to locate (n=51) 

Randomized (n=133) 

( Allocat1on ) 

Allocated to WEB Allocated to TSS Allocated to Usual 
Intervention Intervention Care 
{n=39) {n=48) {n=46) 

o ow-Up ) 

Lost to follow-up (n=8) Lost to follow-up (n=25) Lost to follow-up (n=13) 

Analy 1 ) 

~ 

' Analysed (n=31) Analysed (n=23) Analysed {n= 33) 
OAII mothers who OAII mothers who completed OAII mothers who 
completed t1me 1 and at time 1 and at least one post- completed time 1 and 
least one post-test were test were mcluded at least one post-test 
included were mcluded. 

Figure 2 Flow chart of study participants in Social Support for Mothers Project (SSMP) 
(Scharer et al. , 2011). 
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Although baseline data are available for 132 of 133 mothers in the SSMP study, 

this study focused on the 39 women assigned to the WEB group for several reasons. 

First, the TSS transcripts were generated by converting audio recordings of phone calls 

that occurred between a single mother and a nurse. Only a small number of audio 

recordings from the TSS intervention sessions were transcribed into a written format and 

stored in electronic files. In contrast, the transcripts of the WEB intervention group chat 

sessions were created at the time of each session and thus the electronic files for the 

WEB group conta1n a complete set of chat room transcripts (K.Scharer, personal 

communication). Moreover, the WEB transcripts were readily accessible through data 

transfer via secure computer networks and thus 1t was feasible to obtain the entire set of 

transcripts. Finally, the one mother from the SSMP whose demographic and self-report 

data were miss1ng from the baseline dataset was assigned to the UC group. 

Of the 39 women allocated to the WEB intervention, 31 mothers completed at least one 

set of self-measures in addition to baseline reports (at either 3-month and/or 6-month 

follow-up), however only 24 women m the WEB group entered the chat room at least 

one time. For the other 15 women, it is unknown whether or not they accessed the 

educational material from the study website during times when the chat room was 

closed. Four of the 15 mothers who never entered the chat room were among the eight 

mothers in the WEB group who were lost to follow-up of the self-report measures. The 

other eleven mothers who never entered the chat room did complete self-report 

instruments at either the 3 or 6-month follow-up v1sits. 

SSMP sample characteristics All available demographic data for 132 women 

in the SSMP sample are provided in Table 1. In the SSMP sample as a whole, 52% of 

the mothers had a post-high school education; however, 51 % of the mothers were 

unemployed or stay-at-home mothers, and family 1ncomes for 69% of the participants 

were less than $35,001 per year. The majority of the mothers (70%) reported that they 
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were caring for at least two children with a physical or mental health condition and more 

than half (56%) reported that the ch1ld who was hospitalized had at least two mental 

health conditions. Analyses conducted for this study showed no significant between

group differences among mothers in the WEB, TSS, and UC groups on any of the child , 

mother, or family demographic variables. 
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Table 1. 

Comparison of Demographic and Health Characteristics of SSMP and WEB Group 
Samples 

Variable {Groue} Statistic SSMP {N=132} WEB {n=39} 
Child Age Mean (SO) 9 64 (1 99) 10(1.99) 

Range _4-13 :r:ears 6-13 :r:ears 
Type of Child MH Health Diagnosis Frequency(%) 

Attention-Deficit Hyperactivity Disorder 54 (43.5%) 17 (44%) 
Oppositional Defiant Disorder 26 (21%) 17 (44%) 
Bipolar Disorder 24 (19.4%) 9 (23%) 
Depression 14 (11 3%) 9 (23%) 

__Qther Mental Health Diagnosis 6 {4.8%} 19 {49%} 
Number of Mental Health Mean 1.94 (1.07) 1.92 (0.92) 
Diagnoses Range 1-5 1-4 

Reason for Child Hospitalization Frequency(%) 
School Problems 55 (47%) 13 (38%) 
Self-InJury 42 (35.9%) 12 (35%) 
Aggression to Others 20(17.1%) 9 (27%) 

Mom Age Mean (SO) 39 34 (9.98) 41.03 
(10.98) 

Range 24-67 24-67 
Mom Ethnicity Frequency(%) 

H1span1c 3 (3 5%) 1 (4%) 
Non-H1sean1c 82 {96 5%} 25 {96%} 

Mom Race Frequency(%) 
Afncan American 46 (36.2%) 9 (24%) 
Wh1te 70 (55.1%) 24 (65%) 
Other Race 11 {134%} 4{11%} 

Mom's Highest Level of 
Education 

Less than High School 26 (20%) 6 (15%) 
High School grad 28 (21.5%) 8 (21%) 
Post High School Tech 8 (6.2%) 3 (11 %) 
Some college 42 (32.3%) 13 (33%) 
College grad or higher 26 {20%} 12 {31%} 

Mom's Occupation Frequency(%) 
At home/Unemployed 59 (47 2%) 15 (40%) 
Help/Laborer 13 (10.4%) 2 (5%) 
Serv1ce Job 11 (8 8%) 4 (115) 
Tech/Sales/ Admin 12(96%) 5 (13%) 
Exec/Manager 9 (7 2%) 4 (11%) 
Professional 16 (12.8%) 6 (16%) 
Ret1red 3 (2 4%) 0 
Student 2 {1 6%} 2 {5%} 

Marital Status Frequency(%) 
Married 51 (38 9%) 18 (46%) 
01vorced 38 (29%) 8 (21%) 
Never Married 12 (9 2%) 2 (5%) 
Remarried 1 (0 8%) 1 (2%) 
Widow 5 (3.8%) 1 (2%) 
Seearated 21 {16%} 8 {21%} 

Seouse Age Mean {SO} 40 63 {10 69} 42.43 {1 0.3} 
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Range 24-77 25-64 
Spouse's Highest Level of Frequency{%) 
Education 

less than High School 11 {9%) 3 {8%) 
High School grad 25 {20 5%) 8 {22%) 
Post High School Tech 7 {57%) 3 {8%) 
Some college 20 {16 4%) 8 {22%) 
College grad or higher 10 {8 .2%~ 5 {19%} 

Spouse Occupation Frequency(%) 
At home/Unemployed 5 {4 1%} 2 {5%) 
Help/laborer 17 (13 8%) 6 {16%) 
Craft/Mechanic 8 {7 3%) 4 {11%) 
Service 8 {6 5%) 3 {8%) 
Tech/Sales/Adm1n 4 (3.3%) 4(11%) 
Exec/Manager 8 (6.5%) 1 (3%) 
Professional 8 (6.5%) 3 (8%) 
Retired 4 (3.3%) 1 (3%) 
Other 4 {3 . 3%~ 2 {5%} 

Annual Family Income Frequency{%) 
<$15K 41 (32.5%) 7 {19%) 
$15,001-$25K 28 (22.2%) 11 (30%) 
$25,001-$35K 18 {14 3%) 6 (16%) 
$35,001-$55K 20{159%) 6 (16%) 
>$55K 19 {14 .3%~ 7 (19%} 

Number of other Children in Mean (SO) 2 08 (1 21) 1 87 {1.5) 
Family Range 0-7 0-7 

Median 2 2 
Maternal Mental Health Characteristics 

Mean (SO) 20 28 (7.7) 20.23 {8.4) 

Medical Outcomes Study-Social Mean (SO) 65 01 (20 1) 65.31 (20.1) 
Su~~ort Scale {Total} 
Ways of Coping Subscales Mean {SO) 

Confrontive Coping 7.58 (3.7) 7.85 (3.7) 
D1stancmg 7.15 (3.5) 6.54 (3.3) 
Self-Control 10 64 (3.5) 10.87 (3.9) 
Seek1ng Social Support 9.11 (4.1) 8.97 (4.5) 
Acceptmg Responsibility 4 39 (3.1) 4.26 (3.1) 
Escape/Avoidance 8 69 (4.9) 8 64 {5.2) 
Planful Problem Solvmg 9 73 {3 8) 9 51 (3.9) 

Positive Reappraisal 10.86 (55) 10.16 (5.4) 

Profile of Mood States Subscales Mean (SO) 

Tension 5.54 (3.5) 9 26 (6.1) 
Depress1on 10.89 (7.9) 8 10 (6.4) 

Anger 10 98 (51) 8 87 (5.6) 

Vigor 7 82 (6 0) 715(42) 
Fat1gue 7 52 (4 4) 11 .44 (5.9) 

Confusion 7 68 (4 5) 8 23 {4.5) 

D~sQhoria 38.74 {26 8} 
Note No significant differences m sample means or frequencies, p < .05. 
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Maternal mental health characteris tics Table 1 also shows mean scores from 

the Perceived Stress Scale (PSS) (S. Cohen, Kamarck, & Mermelstein, 1983), the 

Medical Outcomes Study-Social Support Scale (MOS-SSS) (Sherbourne & Stewart, 

1991 ). the eight subscales of the Ways of Coping Questionnaire (WAYS) (Folkman & 

Lazarus, 1988), and the six subscales of the Short Form-Profile of Mood States (SF

POMS) (McNair, Lorr, & Droppleman, 1992). Compared with normative samples, the 

mothers in the SSMP study reported higher mean perceived stress; higher average 

scores on the undesired mood states of tension/anxiety, anger/hostility, fatigue, 

depression, and confusion; and lower average scores on the desired mood state of 

vigor. Compared to individuals with chronic diseases, mothers in the SSMP study 

reported higher baseline levels of cop1ng and average levels of perceived social support 

(Scharer et al. , 2009). Compared with mothers 1n the UC group, mothers in the TSS 

group had significantly lower mean scores on the self-control subscale of the WAYS 

(p=0.004).There were no between-group differences in mean scores for any other 

maternal mental health variables. 

WEB subsample characteristics. Table 1 also contains baseline demographic 

and health data for the 39 women assigned to the WEB group. Similar to the SSMP 

sample, the majority of the women in the WEB group (64%) had at least some college 

education; however 40% of the mothers either stayed at home or were otherwise 

unemployed. The majority of the mothers (65%) reported an annual family income of 

$35,000 or less. Similar to the larger SSMP sample, the four most common mental 

health conditions of the hospitalized child of mothers in the WEB group were ADHD, 

oppos1t1onal defiant disorder (ODD), b1polar disorder. and depression. The majority of 

children of mothers in the WEB group (65%) also had more than one mental health 

cond1tion. Although data are not ava1lable about the number of other children in the 

family with a phys1cal or mental health condition, both groups had a similar number of 
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other children in the households and a similar percentage of households with a single 

adult caregiver. 
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Pearson's correlation coefficients were used to examine relationships between 

the demographic and health variables of the mothers in the WEB group. Analyses 

showed child age had a significant positive correlation with the mothers' total score on 

the soc1al support measure (r= .525, p=.001 ); her score on the seeking social support 

subscale of the coping measure (r= .467, p=.003); and the vigor subscale of the mood 

state measure (r= .321 , p=.047). Child age also was Significantly negatively correlated 

with the accepting responsibility subscale of the coping measure (r= -.385 p=.017). The 

number of child mental health diagnoses was significantly positively correlated with 

coping subscales of accepting responsibility (r-.363, p=.030) and escape/avoidance 

(r= 412, p=.011 ) and the mood states subscales of depression (r-.438, p=.007); anger 

(r= 440, p= 006), fatigue (r-.443, p=.006); confusion (r-.459, p=.004), and dysphona 

(r-0.445, p=006). T-tests and Chi-squared analyses also showed that there were no 

Significant differences between the SSMP sample and the WEB group subsample for 

any of the reported demographic and maternal mental health variables listed in Table 1. 

QCA sample. The SSMP dataset contained transcripts of chat sessions 

conducted for the SSMP between May 2005 and May 2008. Over the span of 159 

calendar weeks, the chat room was opened on a weekly bas1s with the exception of four 

times that the chat room was closed for Thanksgiving or Chnstmas holidays. 

The WEB group transcripts were contained 1n an MS Excel file that was 

generated concurrently with each chat sess1on. The WEB group transcnpts consisted of 

7848 rows of data posted over the course of all sess1ons with 66% of the rows generated 

by mothers and 34% generated by a host. Each row of the data file was sortable by a 

unique, anonymous user mckname chosen by the mother at the begmning of the study 

and by chat session date. The dataset also conta1ned 1) the dates of all chat sessions 
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that each mother attended; 2) the number and content of postings by each mother; 3) 

the number and user names of mothers and hosts in each chat session, and 4) a time 

stamp indicating when a participant entered or left the chat room. 
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QCA sampling plan. Using the entire WEB group transcript dataset as the 

population to be studied, a census sample of all units of analysis was selected for the 

QCA. For the research questions pertaining to chat room participation, the unit of 

analysis was the mothers' posts and for the research questions pertaining to the content 

of the transcripts, the unit of analysis was the mothers' single sentence units. The 

rationale for using census sampling was that the entire dataset was available and it was 

feasible for four to six trained coders to conduct the analysis. 

A message was defined as any row in the onginal SSMP chat transcript Excel file 

that a part1c1pant generated either by entenng or ex1trng the chat room or by typing in 

text and sending it to anyone who was also logged into the chat room at the same time. 

A post was defined as any message containing actual typed content from a user, and 

excludes those messages that were automatically generated by a user entering or 

exiting the chat room. Consistent w1th content analysis of computer-mediated 

communication (Strijbos et al. , 2006), a sentence was defined as "a sentence or part of a 

compound sentence that can be regarded as meaningful in and of itself, regardless of 

the meaning of the coding categories" (p.37). 

Spec1fic advantages of using posts as the participation unit of analysis included: 

1) the posts were objectively identifiable within the existing dataset, 2) the Excel file 

dataset allowed multiple coders to examine the data as often as needed; and 3) the 

ong1nal author of the post could be readily 1dent1fied Us1ng single sentences as the unit 

of analysis for content reduced the problem of posts with multiple sentences, sentence 

fragments, and sentences with more than one content category. Single sentences were 

used in this study because compared with other forms of communication, chat room 
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posts were likely to have relatively few post units that might contain multiple sentences 

(Strijbos et al., 2006). 

QCA sample size. The size of the transcnpt dataset was based on a total of 155 

separate dates in which a SSMP chat room host opened the chat room over a 159-week 

span from May 2005 to May 2008. Because the SSMP study used a rolling enrollment 

procedure, mothers started and ended their 26-week intervention period on an 

individually assigned date. In addition, some mothers were asked to remain in the chat 

room during the end of the SSMP study in order to provide company to the last women 

enrolled in the study; however the QCA sample only used transcnpts provided during the 

26-week intervention period for each mother. The transcript dataset contained 7,848 

rows of data that were segmented into umts of analysis. 

Instruments 

The following instruments were used to collect data from all participants in the 

SSMP study: the Demographic Form, the Med1cal Outcome Study-Soc1al Support Scale 

(MOS-SSS) (Sherbourne & Stewart, 1991 ), the Short Form-Profile of Mood States (SF

POMS), (McNair et al. , 1992), the Ways of Cop1ng Questionnaire (WAYS) (Folkman & 

Lazarus, 1988), and the Perceived Stress Scale (PSS) (S.Cohen et al. , 1983). Table 2 

provides a summary of all study variables and the data sources. Each instrument used in 

the SSMP 1s described below and 1s included in Appendix A. 

Demographic Variables 

Demographic charactenst1cs of the mothers in the SSMP sample were measured 

by the Demographtcs Form, an interview gUide developed during previous research on 

families of children hospitalized with mental health cond1t1ons (Scharer & Jones, 2004). 



PARENTS' PROACTIVE READINESS 

Table 2 . 

Data Sources for Quantitative Content Analysis (QCA) Study 

RISK AND PROTECTIVE FACTORS 

Child 
Demographic and 

Health 
Characteristics 

Maternal 
Demographic 

Characteristics 

Maternal Mental 
Health 

Characteristics 

Family 
Demographic 

Characteristics 

Chat 
Participation 

Characteristics 

Chat Content 
Characteristics 

Variables 
Age of hospitalized ch1ld 
Names of MH diagnoses of hosp1tallzed child 
Total# of MH diagnoses of hospitalized child 
Reason for hospitalization 
#of children w1th MH conditions 
# of children with PH cond1t1ons 
#of children with both MH and PH cond1t1ons 

Age 
Race 
Ethnicity 
Marital status 
Highest educational level 
Occupation 

Perceived stress 
Social support 
Ways of Copmg 
Mood state 

Spouse age 
Spouse educational level 
Spouse occupation 
Annual income 
Fam1ly size 

PROACTIVE READINESS 
Attendance at any chat session per mother 
Number of sessions attended per mother 
Total posts per mother 
Posts per session per mother 

Sentence Act1on 
Sentence Content Category 

Data Source 
SSMP Demographics 
Form 

SSMP Demographics 
Form 

PSS 
MOS-SSS 
WAYS* 
SF-POMS** 

SSMP Demographics 
Form 

SSMP Chat Transcript 
Dataset 

SSMP Chat Transcript 
Dataset 

Abbreviations: SSMP = Social Support for Mothers ProJect Study; PSS = Perceived Stress 
Scale, MOS-SSS =Medical Outcomes Study-Soc1al Support Scale, WAYS= Ways of Coping 
Ouest1onna1re, SF-POMS = Short Form-Profile of Mood States, MH = mental health; PH = 
phys1cal health 
*Data 1ncludes scores from all 8 subscales 
**Data includes scores from all 6 subscales 
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The Demographics Form consists of a combination of open-ended and forced-choice 

quest1ons about the demographic characteristics of the mother, demographic and health 

charactenstics of her hospitalized child , and demographic and financial characteristics of 

her family. 

Child demographics included the hospitalized child's age, the name and number 

of all mental health diagnoses and reason for hospitalization. Maternal demographics 

included maternal age, race, and ethnicity, highest level of educational attainment, 

occupation, and marital status. Family demographics included questions about the 

spouse's age, occupation, and educational/eve/ if the mother was married; family size; 

and annual family income. If the mother had other children she was asked to report the 

name and number of any physical or mental health problems for those children. 

All child demographic and health data were obtained by maternal report and 

were recorded as open-ended responses in the mother's own words All maternal 

demographic responses were obtained by maternal self-report. Maternal age and 

occupation were open-ended questions and race, ethnicity, educational attainment, and 

marital status items required a forced choice response. The spouse's age, spouse's 

occupation, family size, and other children's health conditions were all measured as 

open-ended responses in the mother's own words. Family income and spouse's 

educational attainment required the mother to choose between specified categories 

(Scharer et al , 2011 ). 

Maternal Mental Health Variables 

Each mother in the SSMP completed four measures of maternal mental health: 

social support, mood states, ways of cop1ng. and perceived stress. All four mstruments 

described below are provided in Appendix A. 

Social support. Social support was measured us1ng the Medical Outcome 

Study-Social Support Scale (MOS-SSS) (Sherbourne & Stewart, 1991 ). The MOS-SSS 
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is a 19-item self-report measuring four dimensions of soc1al support: 

emotional/information (eight items); tangible (four 1tems), affectionate (three items); and 

pos1tive soc1al interactions (four items) (Sherbourne & Stewart, 1991 ). Each item is rated 

on a 5-point Likert-type scale with responses 1nd1cat1ng that the type of support is 

available none of the time (scored 1 ), a little of the time, some of the time, most of the 

time, or all of the time (scored 5).The MOSS-SSS total score ranges from 19 to 95 with 

higher scores indicating higher perceived social support availability. The MOS-SSS was 

initially developed among 2987 adult patients with chronic physical and/or mental health 

conditions and has been shown to have high internal consistency reliability for the total 

scale and the four sub-scales (a = .91- .97) and h1gh discriminant and convergent 

validity (Sherbourne & Stewart, 1991 ). Stud1es among adults indicate acceptable internal 

consistency and confirm a four factor model (Robitaille, Orpana, & Mcintosh, 2011). 

Add1t1onal testing of the factor structure, internal consistency, and concurrent validity of 

the MOS-SS among mothers of children rece1v1ng psychiatnc care also showed the 

instrument IS psychometrically sound 1n th1s population (Gjesfield, Greeno, & Kim, 2008). 

In the SSMP study, the internal consistency of the entire MOS-SSS for the full study 

sample (n=133) was excellent (a= .97) with all four subscales having coefficient alphas 

above .96 (Scharer et al. , 2011 ). In th1s QCA study, social support was measured by the 

total score the MOS-SSS only. 

Mood state. Maternal mood state was measured usmg the Short Form-Profile of 

Mood States (SF-POMS). The SF-POMS is a 30-ltem scale measunng s1x mood states: 

depression-dejeCtion; anger-hostiltty; tens1on-anxiety, confusion-bewilderment; vigor

actiVItY, and fat1gue-inertia (McNair et al. , 1992}. Each item is rated on a 5-point scale 

rang1ng from 0= not at all to 4= extremely Each of SIX subscales is summed separately, 

and a higher score indicates greater level of that mood The v1gor-activity subscale is 

scored Inversely to obtain total score since vigor is considered desirable when high 
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(McNair et al., 1992). In the SSMP, dysphoric mood was calculated by subtracting the 

vigor subscale from the sum of the other five scales (K. Scharer, personal 

communication). Internal consistency reliabilities for the six subscales have been 

reported to be . 75 or better, with most alphas above .85 (McNair et al., 1992). In the 

SSMP, the internal consistency of the entire SF-POMS was acceptable (a= .81 ). The 

internal consistency reliability of the confusion-bewilderment subscale was a= .71 while 

the reliabilities for the other subscales were higher (a> .80) (Scharer et al., 2011 ). In the 

QCA study, mood states were measured by the six subscales of the SF-POMS and by 

the measure of dysphoria mood as calculated in SSMP. 

Coping. Maternal coping was measured using the Ways of Coping 

Questionnaire (WAYS) (Folkman & Lazarus, 1988). The WAYS is a 66-item self-report 

instrument that measures coping with eight subscales: confrontive coping, distancing, 

self-controlling, seekmg social support, accepting responsibility, escape-avoidance, 

planful problem-solving, and positive re-appraisal (Folkman & Lazarus, 1988). 

Instructions for the WAYS included ask1ng the mother to think about a recent stressful 

expenence with her child and to base her responses on that experience. Each item is 

rated on a 4-point scale ranging from 0= Does not apply/not used to 3= Used a great 

deal Raw scores for each subscale are calculated by summing the responses for each 

item on the scale. Higher subscale scores indicate greater use of the cop1ng behaviors 

described in that subscale 1n dealing with the stressful experience that the mother was 

recalling (Folkman & Lazarus, 1988). Overall internal consistency of the WAYS for the 

full SSMP sample was 0 93 Internal cons1stency of the subscales vaned (Scharer et al. , 

2011 ). The two subscales w1th the lowest reliability were the self-controlling (a= 0.58) 

and the distancing subscales (a= 0.60) The remaining subscales had reliability 

coeff1c1ents as follows: accepting responsibility (a= 0.67), confrontive coping (a= 0.68), 

planful problem-solving (a= 0.68), escape-avoidance (a= 0.75), seeking social support 
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(0. 77), and positive reappraisal (0.84) (Scharer et al. , 2011 ). In the QCA study, ways of 

coping were measured by each of the eight subscale scores. 

Perceived stress. Mother's perceived stress was measured using the Perceived 

Stress Scale (PSS) (S.Cohen et al. , 1983). The PSS is a 10-1tem scale designed to 

measure the degree to which a person appraises ones' life events as stressful (S.Cohen 

et al. , 1983). Each item is scored on a 5-point scale in which the mother is asked about 

her thoughts and feelings for the preceding week. Responses were labeled as 0= never, 

1 =almost never, 2=sometimes, 3=fairly often, and 4= very often. PSS scores are 

obtained by reversing the scores on the four pos1tive items and then summing all ten 

items. The PSS was initially developed with two samples of college students and one 

sample of adults in a smoking cessat1on program. and was found to have high internal 

cons1stency reliability across the three samples (a range 0.84 to 0.86) (S.Cohen et al. , 

1983) Scores d1d not differ significantly by age; however. test-retest reliability was 0.85 

for the student samples and 0.55 for the smok1ng cessation sample (S. Cohen et al. , 

1983). Compared with a life event scale, the PSS was a better predictor of physical 

stress symptoms (S. Cohen et al. , 1983). For the mothers in the SSMP study sample, 

the internal consistency reliability of the PSS was 0.87 (Scharer et al. , 2011 ). 

QCA Variables 

Participation in the WEB intervention and the contents of the chat room postings 

were measured usmg the SSMP chat room transcnpts provided by the 39 mothers 

allocated to the WEB mtervention group. 

Participation variables. Chat room participation for each mother in the WEB 

group was measured as three variables sess1ons attended. total posts and posts per 

sessions attended. Sessions attended were measured by tallying the number of 

sessions 1n which the mother entered the chat room dunng her 26-week intervention 

period, even if she d1d not post any chat message. Each mother's 26-week intervention 
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period started with the date of the first chat room session opened after she was given 

access to the chat room intervention. Total posts were measured in two steps. First, all 

data rows in the original chat transcript Excel file were tallied for each mother, then all 

data rows generated by a user entering or ex1t1ng the chat room were subtracted from 

the data row total. Total posts were tallied for all sessions attended during each mother's 

26-week intervention period. Posts per sesstons attended were calculated for each 

mother by dividing total posts by sessions attended. 

Content variables. The content category of each single sentence unit (hereafter 

referred to as sentence) was measured using the Chat Transcript Coding Scheme. The 

coding scheme development and the reliability and validity of the content categories are 

described under QCA Procedures (pp. 97-1 06). Each sentence was coded based on the 

action and the content of the sentence Sentence actton measured the extent to which 

the sentence tnd1cated a chat room user entered the room, a chat room user exited the 

room, or a chat room. Content was defined as the extent to wh1ch the content of the 

sentence referred to one of the four dimensions of proactive readiness. The content of 

each sentence was coded as one of the following: role beltef, knowledge, confidence, 

self-efficacy, or other. 

After all sentences were coded, the number of sessions attended with coded 

data was measured by summing all sessions attended by each mother and then 

subtracting any sess1ons entered after her 26-week 1ntervent1on penod and any sessions 

that were used for the trainmg sample. (Training sample sess1ons were excluded 

because the units were not coded). Total sentences for each mother were measured by 

summing all coded Single-sentence units posted within her 26-week mtervention period. 

Tallies were also summed for each mother for each of the five content categories as well 

as a tally of sentences for wh1ch there was no coder agreement. Total proactive 
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readiness was measured by summing all role belief, knowledge, confidence, and self

efficacy sentences. 

Data Collection Procedures 

Protection of Human Subjects 
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Each mother in the chat room group chose a pseudonym that she used for each 

posting (Scharer, 2009). Because the Excel file of chat room postings contained only 

these pseudonyms, the SSMP transcript dataset did not contain any personally 

identifiable information about the mothers who made the postings. All demographic and 

health data from the SSMP was labeled with the same pseudonyms. Neither coders nor 

anyone involved in the QCA study had access to any information connecting the 

pseudonyms with any specific person; accordingly, there was m1nimal risk of harm to 

human subjects during the QCA procedures. The integrity and security of the dataset 

was ensured by doing the following: 1) restricting access to the dataset to the research 

team and the trained coders; 2) transmitting all data files on secure network servers; and 

3) storing all electronic data in a secure location The QCA study was conducted with 

approval of the Human Assurance Committee of Georgia Regents University (see 

Appendix B). The QCA study was deemed as exempt review status, meaning that the 

study involved minimal risk to human subjects because the data were de-identified and 

no one on the QCA research team had access to the actual personal health identifiers of 

the mothers in the SSMP study. 

Data Collection Procedures in the SSMP 

Data collection for the SSMP study lasted from May 2005 through May 2008, 

although each participant was only expected to participate in her respective intervention 

group for a s1x-month penod. Data collection interviews for mothers in all three groups of 

the study were conducted at baseline, 3 months after baseline, and 6 months after 

baseline by trained research assistants. The imtial interview included completion of the 



PARENTS' PROACTIVE READINESS 97 

Demographic Form interview and completion of the four maternal mental health self

report measures. Maternal mental health measures also were collected during data 

collect1on mterviews at 3 months and 6 months after baseline but were not utilized in the 

QCA study. All data collection sessions were conducted face-to-face with the research 

ass1stant and the mother agreeing on a scheduled time and location, usually at the 

mother's home. Data collection sessions were conducted by the research assistant 

reading each instrument aloud and allowing time for the mother to record her response 

on the paper form (Scharer et al. , 2009). 

Each mother assigned to the WEB intervention group was provided information 

on how to access to the secure study website and how to establish a unique and 

anonymous user name for use in the chat room. Mothers Without in-home Internet 

access v1a computer also received equ1pment and instructions needed to enter the 

website v1a television-based Internet access Mothers were mformed that the SSMP 

webs1te contamed educational information and a bulletin board m which the mothers 

could post comments and questions for each other and the investigators. The mothers 

also were told that a chat room host would be m the chat room on a weekly basis 

starting at the same time each week. The chat room host was either the investigator or 

one of four other research team members. All hosts were experienced mental health 

professionals. Each chat session was open with a host present for one hour, even if no 

one else entered the chat room (Scharer et al. , 2009). The MS Excel file containing the 

chat transcnpts were generated Simultaneously w1th each chat session. 

Data Collection Procedures for QCA Study 

A step-wise QCA of the chat sess1on transcnpts was performed. The steps were: 

1) developmg the Chat Transcnpt Coding Scheme, 2) segment1ng the dataset 1nto units 

of analysis, 3) recruiting and training coders, 4) cod1ng the entire data set; and 5) 

estimating the final intercoder reliability (Neuendorf, 2002). 
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Step 1: Coding scheme development. The cod1ng scheme for analyzing the 

extent to wh1ch the unit contained content pertaining to one of the four dimensions of 

proact1ve readiness was developed through a multi-stage, iterative process consisting of 

four phases: 1) reviewing existing measures, 2) creat1ng operat1onal definitions; 3) 

conducting an expert rev1ew; and 4) develop1ng a codebook. 

Phase 1: Review of exis ting measures. The first step in rev1ewing existing 

measures involved examining 72 items in three existing instruments containing 

constructs similar to proactive readiness: the Parent Patient Activation Measure (PPAM) 

{Insignia, 2008), the Family Empowerment Scale (FES) (Koren, DeChillo, & Friesen, 

1993), and the Vanderbilt Mental Health Service Efficacy Questionnaire (VMHSEQ) 

(B1ckman et al. , 1991 ). Each instrument 1s prov1ded m Appendix C 

The PPAM is a 13-ltem mstrument des1gned to measure four levels of parental health 

activation, namely role beliefs, knowledge, confidence for taking action, and confidence 

for sustaining act1on over the course of their child's chrome Illness (Insignia, 2008). The 

PPAM 1s an adaptat1on of the original Patient Activation Measure (PAM) and has 

acceptable psychometric properties among parents caring for children with physical 

health conditions (Insignia, 2008). The PPAM contains 1tems such as "When all is said 

and done, I am the person who is responsible for managing my child's health condition"; 

"I understand the nature and cause of my child's health condition"), and "I am confident 

that I can tell the doctor the concerns I have about my child's health, even when he or 

she does not ask') (Hibbard, 2003) . 

The FES is 34-item self-report 1nstrument designed to measure a family's level of 

empowerment across family. healthcare, and community settings and w1th three 

manners of express1on (1.e. knowledge, attitudes, and actions) (Koren et al , 1992). The 

FES contains items such as "I have a good understanding of my child's disorder"; 'When 
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problems arise with my child, I handle them pretty well"; and "I am able to make good 

dec1s1ons about what services my child needs" (Koren et al. , 1993). 
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Finally, the VMHSEQ is a 25-item self-report instrument designed to measure 

parents' self-efficacy beliefs and behavioral expectations about obtaining and 

participating in child mental health serv1ces (Sickman et al. , 1991). The VMHSEQ 

contains 1tems such as "With all the responsibilities I have, 1t is not possible for me to be 

involved in my child's treatment plan right now"; "I find 1t easy to tell service providers 

how my child and my family should be treated"; and "I believe I can help mental health 

service providers in treating my child" (Sickman et al. , 1991 ). 

The primary reasons for using items from the PPAM, the FES, and the VMHSEQ 

were that 1) each mstrument con tams 1tems that use language reflecting one or more of 

the components of proactive readiness; and 2) each measure has been associated with 

self and fam1ly management behav1ors and/or desired health outcomes. The PPAM and 

the FES have the additional advantage of ong1nating from a broad conceptual basis that 

includes role beliefs, knowledge, confidence, and self-efficacy. The FES and the 

VMHESQ have the advantage of having been developed and used with parents of 

children with mental health conditions. The primary reason for using more than one 

instrument was to provide a greater inventory of behavioral indicators for each category 

of the coding scheme and for use during coder train1ng. Use of a larger inventory also 

was expected to enhance the reliability of the coding scheme, an advantage that is 

particularly relevant to latent constructs (Rourke, Anderson, Garnson, & Archer, 2000). 

The 72 1tems of the PPAM, FES, and VMHSEQ were rev1ewed usmg a concept 

mapping approach intended to enhance construct vahd1ty Specifically, concept mapp1ng 

mvolves look1ng for conceptual s1m1larit1es and differences to Identify common themes 

across the items (Trochim, 2006). Initial rev1ew of the three instruments led to the 

deletion of nme items deemed as not relevant to proactive readiness, such as items 
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related to participation on political advocacy actiVIties. The remaining 63 items were then 

reviewed a second time with the aim of determining wh1ch items might best represent 

examples of the four dimensions of proactive read1ness An iterative process led to the 

deletion of an additional 20 items, primarily because the items asked parents about 

behav1ors or act1ons rather than role beliefs, knowledge, confidence. or self-efficacy. The 

rema1ning 43 items were labeled as follows: seven items were categorized as examples 

of role belief statements, eleven items were categorized as examples of knowledge 

statements, fourteen items were categorized as examples of confidence statements, and 

eleven items were categorized as examples of self-efficacy statements. Decisions 

regarding categorization were based in part on the language of the item (e.g. items that 

used the word "role" were categonzed as role belief 1tems) and 1n part on the 

descriptions used in the original instruments (e.g. items that were considered part of the 

knowledge subscale of the FES were categorized as knowledge 1tems). 

Phase 2: Operational definitions. The second phase tn developing a coding 

scheme cons1sted of developing and refintng operational definitions using the 43 items 

retained from Phase 1. Specifically, a list of synonyms for each of the four proactive 

readiness dimensions was developed using the common language found in the items 

assigned to each of the four categories in Phase 1 as well as synonyms for the following 

words: role, belief, knowledge, to know, confidence, efficacy, and self-efficacy. Next, two 

items were identified to serve as content exemplars for each of the four categories 

(McK1nnon & K1lleen, 2012). Operational definitions were then created from the synonym 

list and content exemplars Appendix D provides a summary of the conceptual and 

operational definitions of each of the four d1mens1ons 

Phase 3: Expert review. The th1rd phase in developing the cod1ng scheme 

involved three external reviewers evaluating the representativeness and relevance of the 

list of synonyms and the 43 items as categorized in Phase 2. The use of expert 
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reviewers IS a well-recognized means to evaluate the validity of the coding scheme 

(Rourke & Anderson, 2004; Trochim, 2006). Two reviewers were PhD nursing faculty 

members and one reviewer was a PhD faculty member in anthropology. Each reviewer 

received the hst of 43 items with instructions to rate the relevance and clarity of each 

1tem (using a 4-point Likert-type scale) and to designate the content category of the item 

as one of the four dimensions of proact1ve readiness or no proactive readiness content. 

Analysis of the reviewers' scores indicated 100% agreement on the relevance of 41 

items and 100% agreement on the clarity of 40 items. Of the five items with discrepant 

scores, only one item scored less than a 3 on relevance, and only 2 items scored less 

than a 3 on clanty. Regarding the categorization of the items, all three reviewers agreed 

on the content category of 15 items and at least two rev1ewers agreed on additional 21 

items Reviewers were unable to agree on the content category of the remaining seven 

1tems, including two items that also had discrepant relevance or clarity coding. Based on 

the reviewers' find1ngs, nine items were deleted from further use as content exemplars, 

and two 1tems were changed from being categorized as confidence 1tems to being self

efficacy items. 

Phase 4: Codebook development. The final phase in developing the coding 

scheme was to develop a codebook. The codebook was based on the final vers1on of 

the rev1sed cod1ng scheme follow1ng input from the expert rev1ewers The first iteration of 

the codebook contained definitions and mstruct1ons for four cod1ng vanables: action 

(coded 0 if a user posted a message, coded 1 if the row was generated when the user 

entered the room, and coded 2 if the row was generated when the user left the room); 

format (coded 0 for messages in the form of a statement and 1 for messages in the form 

of a quest1on), target (coded 0 for messages with no 1dent1fiable user, 1 for messages 

directed at a specific mother, 2 for messages directed at the entire chat room, and 3 for 

messages directed towards a chat room host); and content (coded 0 for messages with 



PARENTS' PROACTIVE READINESS 102 

no proact1ve readiness content, and 1 through 4 for messages with role belief, 

knowledge, confidence, and self-efficacy content respectively). Th1s cod1ng scheme was 

pre-tested by using the items reta1ned 1n Phase 3, as well as one chat session from the 

data that was designated for training. Other than reinforcing the need to segment the 

dataset 1nto cons1stent units of analysis, pre-test1ng of the codmg scheme did not reveal 

any concerns about the data entry process or the coding categories. 

Step 2: Segmenting the dataset. The raw dataset included lines of entry that 

reflected incomplete sentences, such as when a sender hit the "enter" button before 

completing a sentence, as well as other postings that contain more than one sentence. 

Accordingly, a segmentation process was used to transform all lines of entry in the 

transcripts mto reliable and valid un1ts of analys1s based on the study defimtion of a 

single sentence, "a sentence or part of a compound sentence that can be regarded as 

meaningful in and of itself, regardless of the meaning of the coding categories" (Strijbos 

& Stahl, 2007). 

The first step 1n segmenting these data into units of analysis was to examine the 

entire dataset. This examination included verifying that every line in the dataset was 

labeled with a unique 10 code, an identifiable user name, and chat session date. The 

next step was to conduct the segmentation procedures on the Excel file containing the 

WEB group transcnpts. The segmentation procedure was conducted by the investigator 

and a doctoral student who also had assisted w1th pretestmg. 

In order to facilitate segmentation of a dataset of over 7,800 rows, each of the 

159 weeks between May 2005 and May 2008 was labeled w1th a random number. Next, 

all 159 weeks were reviewed to Identify any session in which no mother entered the chat 

room and any weeks 1n which the chat room was not opened. This review revealed that 

there were four weeks 1n wh1ch chat room was not opened and multiple weeks 1n which 

the room was open but no mother attended. The 159 chat sessions were then divided 
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into smaller groups, with each group containing a random subset of ten session dates in 

which at least one mother entered the room as well as a varying number of sessions in 

which no mother entered the room or the chat room was not opened. Grouping the 159 

chat dates yielded 12 subsets of transcripts, with the first one being designated as the 

training group. The training group consisted of the first 17 randomly numbered chat 

dates, including five weeks in which only one mother entered the room, five weeks 

containing messages from two or three mothers, and seven weeks in which the chat 

room was closed or no mother entered the room. The investigator segmented the 

training group and six groups and another doctoral student segmented five groups. 

During segmentation, those posts containing more than one sentence or any 

compound sentences were split into the appropnate number of single sentence units and 

each umt was g1ven a unique ID code. In order to identify any original post that was 

separated mto multiple sentences, all sentence umts from the same original post were 

labeled with consecutive ID numbers. Those posts containing sentence fragments were 

combined into a single sentence and given a un1que ID code. Following completion of 

segmentation of the entire dataset, segmentation reliability was analyzed by percent 

agreement with further segmentation continuing until the two analysts reconciled all 

segmentation differences. 

Step 3: Recruiting and tra ining coders. Potential coders were recruited 

through announcements to undergraduate college students who had previously 

expressed interest in gaimng research experience. Initially, four coders were recruited 

and began training. An additional two coders were recruited due to feedback from the 

first four trainees that more analysts would be needed All potential coders were 

interviewed by the investigator and provided a bnef summary of their interest in the study 

and the1r educational background. Four of the SIX recruited coders were current 

undergraduates majoring in social sciences, one coder was an undergraduate nursing 
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student, and one coder was a recent college graduate w1th a degree in anthropology. 

None of the coders had any previous research expenence. All coders received 

compensation for their work in the form of gift cards that were d1stnbuted after 

completion of assigned coding tasks 
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Coder training procedures. Coders were trained in pa1rs by the investigator 

based on when they were hired. Four coders were trained face-to-face with the 

investigator and two coders were trained together with one coder face-to-face and the 

other coder connecting via Skype. Regardless of the manner of communication, the first 

training class began with a didactic presentation. In order to support consistency in 

training all six coders and to provide a resource for the trainees, all traming classes used 

the same PowerPoint presentations, prepared by the study investigator The didactic 

presentation Included an overview of the study, a descnpt1on of the transcripts, and a 

detailed review of the coding instructions and the data entry procedures. Cod1ng 

instructions mcluded an explanation of the mutually exclusive nature of each coding 

category, the conceptual and operational definitions of the four dimensions of proactive 

readiness, and the synonyms and content exemplars for each dimension. The trainees 

also received instructions about disambiguation rules , rules intended to help content 

analysts distinguish between words with more than one meaning (Lederman, 1991 ). 

After presentation of the didactic mformation, coders worked individually to apply 

the written coding Instructions to the 43 items retained from Phase 3 of the coding 

scheme When all tra1nees completed the pract1ce cod1ng task, each tra1nee compared 

their results with codmg scores of the other trainees and with codmg scores done by the 

study mvestigator for the same 1tems All discrepancies were identified and discussed. 

The purpose of this Immediate comparative process was to prov1de feedback to the 

trainees on their performance and to identify any further revis1ons needed to the coding 

instructions and/or the training. Next, the trainees applied the coding scheme to a single 
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chat session drawn randomly from the training group Trainees were asked to code the 

data on four vanables: post action, post content, post format (to describe if the message 

a statement or question) and post target (to describe who was the user targeting with the 

message). Aga1n, all discrepancies were identified and discussed. 

The second training class began with a review of first class content before 

moving on to new material not covered in the first sess1on. The second training class 

used a second chat session from the training group. During this class, trainees used 

paper copies of the transcript and reviewed their coding data with each other after 

completing one page of data. Informal reliability calculations indicated that percent 

agreement for post action and post content variables increased with coding of each page 

of data and interceder agreement between at least two coders was at an acceptable 

level by the end of the tra1ning class. Dunng th1s training class, coders were instructed 

on a new set of coding choices for the post format and post target variables. Based on 

poor reliability estimates however, these two vanables were dropped from further coding. 

Training also included instructions on how to enter coding data 1nto the Excel files 

conta1n1ng the chat transcripts. The second training class was conducted face-to-face for 

all six tra~nees and lasted 45 minutes. 

During the third training class, each trainee received a chat session from the 

tra1n1ng group in electronic format with Instructions for returning the coding data via 

secure server Three different chat sessions were used for th1s third traimng class, with 

two coders ass1gned the same sess1on. After each trainee pair returned coding data, 

interceder reliability (ICR) for th1s sample was calculated using percent agreement, 

Cohen's kappa (J.Cohen. 1960, 1968) and Knppendorffs alpha (Knppendorff, 2011). 

Pairw1se percent agreement across all coder pairs averaged 91 .78% for the content 

vanable. The average pairwise Cohen's kappa for the content variable was 0.745 and 

the Krippendorffs alpha was 0. 742. The third coding class included further discussion of 
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cod1ng discrepancies and ended when all coders were able to reach consensus on 

discrepant cod1ng results. 
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Step 4: Coding of the full transcript dataset. The first step in coding the chat 

session transcripts was to send Excel files contam1ng the segmented chat sessions to 

each coder via secure electronic email addresses. Coding of the transcripts was then 

conducted by the six trained coders each of whom received one group of sessions at a 

time. Each of the remaining eleven groups containing a random subset of transcripts 

was sent to three different coders based on scheduling availability of the coders. One 

coder provided coding data on three groups (30 sess1ons); three coders provided coding 

data on four groups (40 sessions), and two coders provided data on six groups (60 

sess1ons). 

Each coder received an electromc file in which each chat sess1on date was 

labeled on a separate worksheet m the MS Excel file for the entire group. For each chat 

session, the file contamed columns displaying the chat sess1on date, the chat session 

number randomly assigned to that session, the un1que unit number and segment 

number of the data row (as assigned during segmentation), the user alias, and the chat 

message. The file also displayed empty columns for the coder to enter data on the post 

action and post content variables Coders were instructed to enter data directly into the 

Excel file and to submit these data files to the 1nvest1gator after completing analysis of 

the all chat sessions in the group Coders also rece1ved instructions on the specific due 

dates for completing coding of each ass1gned group 

Step 5: Estimating final reliability. When coding was completed, the 

investigator calculated 1ntercoder reliability (ICR) estimates using percent agreement, 

Cohen's kappa, and Krippendorff's alpha. Each of the eleven groups of chat sessions 

were coded by a varying set of three of the six trained coders. Accordingly, ICR 

estimates were separately calculated for each group of transcnpts as well as for the 
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entire chat session sample. Reliability was also est1mated for each unique pair of coders 

so as to allow for differences by each unique coder pair. 
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IV. Results 

Data Analysis 

All data analyses were conducted using IBM SPSS 20.0 {IBM Corp., 2011) with 

a probability level of 0.05 for all two-tailed tests of significance. All reliability estimates 

were calculated by uploading data files into the ReCal3 calculator on the website 

http://www.dfreelon.org (Freelon, 201 0). 

Chat Room Participation 

The first research quest1on addressed the extent to which mothers assigned to 

the WEB group participated in the chat room intervention Univariate descriptive 

statistics were used to describe the number of mothers who used the chat room 

intervention at least once during their des1gnated intervention period, the total number of 

sessions attended by each mother, the number of mothers present m each session, 

mothers' total posts, and mothers' posts per sess1on attended. 

Attendance. Of the 39 women assigned to the WEB group, 24 women (62%) 

entered the chat room at least once. Mothers who attended at least one session were 

coded as attenders while the mothers who did not attend the chat room at any time over 

the1r 26-week intervention period were coded as non-attenders At least one mother 

entered the chat room dunng 120 of the 155 weekly sess1ons when the chat room was 

available. The number of attenders per chat session ranged from one (n= 66 sessions) 

to four (n= 8 sessions) with a median of 1 and a mean of 1.74 (S0=0.96). 

Sessions attended. The number of sessions attended by mothers ranged from 0 

to 24 (M=5.23, SD=6.4) with a median of 2 and a mode of 0. The distribution of sessions 

attended was positively skewed, Shapiro-Wilk (39) = 0.815, p < .001. 
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When the non-attenders were removed from analysis, the average number of sessions 

attended increased to 8.5 (SO= 6.2) with a median of 7.5 and a mode of 2. 

Total posts. Over the 120 separate chat sess1ons, mothers entered 4365 total 

posts. The number of total posts per mother ranged from 0 to 843 {M=111 .92, 

S0=177.4) with a median of 28. The distnbution of total posts was positively skewed, 

Shapiro-Wilk (39) = 0.680, p <.001. When non-attenders were removed from the 

analysis, the average number of total posts increased to 181 .88 (S0=196.79) with a 

median of 103. 

Posts per session attended. For the 24 mothers who attended at least one 

chat session, the number of posts per session attended ranged from 4.5 to 50 

(M=19.83, S0=12.6) with a median of 16. The distribution of posts per session attended 

was positively skewed, Shapiro-Wilk (24) = 0.864, p=.004 

Correlates of Chat Room Participation 

The second research question examined the relationships between each chat 

room part1c1pation variable (attendance, sessions attended, total posts, and posts per 

session attended) and demographic and health characteristics of the child, mother, and 

family. Because of the exploratory nature of the study and the small sample size, only 

bivariate analyses were conducted. 

Due to the small size of the WEB sample, changes were made in the number of 

levels and labels for several demographic variables prior to analyses. Maternal ethnicity 

was not used in this analysis because only one mother reported Hispanic ethnicity. 

Maternal race was initially re-categorized into three groups. Whtte, Black, and Other 

Race. Due to the small number of mothers of Other Race. maternal race was then 

dichotomized w1th two categories labeled as White Mothers and Mothers of Color. 

Marital status was re-coded as a dichotomous variable, mothers with a partner {married, 

re-married, and living with significant other) , and without a partner {divorced, separated, 
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widowed, and never married). Mother's occupation and spouse's occupation also were 

re-coded as dichotomous variables, maternal and spouse employment. Mothers and 

spouses who reported being students, unemployed, retired, disabled, and stay-at-home 

mothers were coded as not employed, and those who reported any job type were coded 

as employed. The levels of maternal education and spouse education were condensed 

into three levels, high school education or Jess, some college or post high school 

technical education, and college graduate or higher. Annual family income categories 

were reduced to three levels: less than $15,000; $15,001 to $35,000; and more than 

$35,000. 

Attendance. Demographic and health characteristics of the 24 mothers who 

attended the SSMP WEB chat room at least once were compared to those of the 15 

mothers who were coded as non-attenders (Tables 3, 4). Independent t-tests were used 

to examine differences between attenders and non-attenders for all continuous 

demographic and health vanables. There were no significant differences between 

attenders and non-attenders in child, mother, or spouse ages, number of child mental 

health diagnoses, or family size (Table 3). Differences between attenders and non

attenders in fatigued and confused moods approached significance, but were non

significant for all other mood states, perceived stress, social support, and ways of 

coping subscales. 

Pearson's chi-square tests of association were used to examine whether 

attendance was associated with maternal race, maternal and spouse education levels, 

maternal employment, having a partner in the home, family income, and presence of 

any of five child mental health diagnoses (ADHD, ODD, B1polar d1sorder. Depression, 

and Other mental health diagnosis). Attendance was Significantly associated with 

maternal race such that 18 of 24 (75%) Wh1te Mothers attended the chat room at least 

once, but only 6 of 15 (40%) Mothers of Color attended. The effect size of the 
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relationship between maternal race and attendance was moderate (Cramer's V= .350, 

p= .029). When mothers were categorized 1nto one of three mcome groups, 43% of 

mothers in the lowest group attended at least one sess1on compared with 62%-69% of 

mothers 1n the higher income groups, although this difference was non-significant. 

Attendance was not significantly associated with any of the other categorical 

demographic or health variables (Table 4). 
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Table 3. 

Means of Demographic and Health Variables for Attenders and Non-Attenders 

Variable Attenders• Non-Attendersb t -value 

Demographic Variables 
Child Age 9 85 (2 0) 1 o 1 (2.0) -0.389 
Number of Child MH Diagnoses 2.14 (0.99) 1 8 (0 86) 0.641 
Maternal Age 42 17 (10.72) 39.2 (11 5) 0.817 
Spouse Age 44.53 (1 o 9) 39 18 (8.9) 1.360 
Family Size 1.6 (1 .2) 2.33 (1 .9) -1 .520 

Maternal Mental Health Variables 
Perceived Stress 21 .58 (7.4) 18.07 (9.6) 1.287 

Perceived Social Support 

Ways of Coping 
Confrontive 
Distanc~ng 

Self-Control 
Seek~ng Soctal Support 
Accepting Responstbiltty 
Escape/Avotdance 
Planful Problem Solvtng 

Postttve Reappratsal 

Profile of Mood States 
Tense 
Depressed 
Angry 
Vigorous 
Fatigued 
Confused 
Dysphoric 

67 21 (21 5) 

7 96 (3 7) 
7 09 (3 7) 
10 45 (4.6) 
8 29 (4 6) 
4 57 (3 1) 
9.04 (56) 
9 63 (3 8) 
9 87 (56) 

10 63 (6 3) 
9.50 (6 6) 
9.58 (6 0) 
6.88 (4.7) 

12.29 (6.4) 
9.13 (4.9) 

44 25 (28 6) 

Note All t-values not signtficant at p < .05 
•n= 24 °n=15 

62.27 (17.8) 0.743 

7.67 (3 9) 0 235 
5.73 (2 5) 1.232 

11 07 (2 3) -0.244 
1007 (43} -1 .206 

3 80 (3 1) 0.735 
8 00 (4 8) 0.605 
9 33 (4 1) 0.226 
106(52) -0.401 

7 07 (52) 1.821 
5 87 (5.5) 1.776 
7 73 (5.0) 0.999 
7.60 (3.3) -0.524 

1007(48) 1.156 
6.80 (3.2) 1.616 

29 93 (21 .8) 1.657 

112 
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Table 4. 

X Tests of Association Between Attendance and Child Diagnoses, and Maternal and 

Family Demographic Variables 

Variable Attenders (n=24) Non-Attenders (n=15) X2 (df) 
Child Diagnoses 

ADHD 11 6 0.359 (1) 
NoADHD 11 9 

ODD 12 5 1.616(1) 
No ODD 10 10 

Bipolar Disorder 6 3 0.256 (1) 
No Bipolar Disorder 16 12 

Depression 4 5 0.292 (1) 
No Depression 18 10 

Other MH D1agnosis 11 8 0.040 (1) 
No other MH D1agnosis 11 7 

Maternal Race 
Wh1te Mothers 18 6 4.778 (1 )* 
Mothers of Color 6 9 

Highest Maternal Education 
~ HS graduate 8 6 0.491 (2) 
Some college/ 9 4 
Post HS tech 
~College graduate 7 5 

Maternal Employment 
Employed 14 7 0.741(1) 
Unemployed 9 8 

Partner in Home 
Yes 13 7 0.208 (1) 
No 11 8 

Highest Spouse Education 
~ HS graduate 6 5 1.093 (2) 
Some college/ 6 5 
Post HS tech 
~College graduate 4 

Family Income 
<$15,000 3 4 1 018 (2) 
$15,001-$35,000 11 6 
>$35,000 8 5 

Note ADHD= Attention Defic1t Hyperactivity D1sorder. HS= High School. MH- Mental Health. ODD-
Oppos1t1onal Defiant D1sorder 
•p < 05 
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Number of sessions attended. Due to the skewed distribution of sessions 

attended, data were transformed by taking the square root of the number of sessions 

attended. Because of zero values for sess1ons attended, a constant of one was added 

to the ong1nal values prior to the square root transformation. Since the distribution of the 

square root of sessions attended remamed non-normal (Shapiro Wilk (39) = 0.860, p 

<.001 ), data were transformed by taking the log 10 of the number of sessions attended. 

The distribution of log 10 transformed values of number of sessions attended also 

remained non-normal, Shapiro Wilk (39) = 0.857, p <.001 . Accordingly, nonparametric 

analyses were performed on original values of sessions attended. Due to the large 

number of t1ed ranks in sessions attended, Kendall 's tau-b correlation coefficients were 

used instead of Spearman's rho to examine relationships between the number of 

sess1ons attended and demographic and health vanables. The number of sessions 

attended was not Significantly related to child age, mother age, spouse age, number of 

child mental health diagnoses, family size, mothers' perce1ved stress, or social support, 

maternal coping, or maternal mood (Table 5). 
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Table 5. 

Kendall's Tau-b and Pearson Correlations Between Participation Variables and 

Demographic and Health Variables 

Participation 
Variable Sessions Total Posts per Session 

Attended• Posts• Attendedb 
Child Age -.37 -.112 -.392 
Number of Child MH Diagnoses .069 .168 .610** 
Mother's Age .104 .093 -.137c 
Spouse Age .212 .207 -.179 
Family Size -0.220 -.144 - .168 d 

Perceived Stress .131 .150 .215 
Social Support .069 .015 -.570** 

Ways of Coping 
Confrontive .034 .020 .064 
Distancing .128 178 .450* 
Self-Control .079 .102 .356 
Seeks Soc1al Support -.149 -.215 -.503* 
Accepts responsibility .101 .185 .654** 
Escape Avoidance .090 .147 .487* 
Planful Problem Solving .114 .116 .154 
Posit1ve Reappraisal .003 -.014 -.079 

Mood States 
Tense Mood .161 .193 .049 
Depressed Mood .162 .197 .093 
Angry Mood .116 .128 .072 
Vigorous Mood -.093 -. 112 -.009 
Fatigued Mood .108 .162 .179 
Confused Mood .157 .178 -.029 
Dysphoric Mood .150 189 .081 

Note Sesstons attended and total posts were analyzed using Kendall's tau-b correlation 
coeffictent. Square root of Posts per session analyzed using Pearson's product-moment 
correlatton coefficient 

*p < 05 **p < 01. 
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Mann-Whitney U tests were used to examine whether number of sessions 

attended differed by maternal race, presence of a partner, maternal employment, or 

presence of any of five child mental health diagnoses (ADHD, ODD, Bipolar disorder, 

Depression, and Other mental health diagnosis) There was a significant difference 

between White Mothers and Mothers of Color in number of sess1ons attended, Mann

Whitney U =97.5, (p=.014), r =.39. Specifically, the number of sessions attended was 

higher for White Mothers (Mdn= 8.5) than Mothers of Color (Mdn=4 .5). The number of 

sessions attended did not differ as a function of any other dichotomous variable (Table 

6). 

Kruskaii-Wallis tests were used to examine whether the number of sessions 

attended differed by levels of maternal education, spouse education, family income, or 

reason for the child's hospitalization. The number of sess1ons attended did not differ by 

maternal or spouse education, income, or reason for hosp1tahzat1on (Table 7). 
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Table 6. 

Mann-Whttney-U Tests of Demographic and Diagnosttc Group Dtfferences in 

Sessions Attended and Total Posts 

Variable Number of Sessions Number of Total Posts 
Attended 

Group (n) Mean Ranks Test Statistic Mean Ranks Test Statistic 

Child ADHD u = 130 00 u = 131.00 

ADHD (17) 21 .35 21 29 

NoADHD (20) 170 17.05 

Child ODD u = 148.00 U=134.00 

ODD (17) 20.29 21 .12 

No ODD (20) 17 9 17 20 

Child B1polar u = 119.00 u = 26 00 

Bipolar (9) 18 22 19 00 

No Bipolar (28) 19 25 19 00 

Ch1ld Depression u = 100.00 u = 105 00 

Depress1on (9) 16 11 16 67 

None (28) 19.93 19 75 

Child Other MH D1agnos1s u = 167.50 u = 159.00 

Other Ox (19) 19 18 19.63 

None(18) 18.81 18.33 

Maternal Race u = 97.50* u = 111 oo· 
White Mothers (24) 23 44 15 40 

Mothers of Color 14.50 22 88 
(15) 

Maternal Employment u = 126 50 u = 142 00 

Employed (21) 21 98 2124 

Unemployed (17) 16 44 17.35 

Maternal Partner 1n Home u = 169.00 u = 173 00 

Partner (20) 21 05 20.85 

No Partner (19) 18.89 19 11 

Note ADHD= AttentiOn-Deficit Hyperactivity D1sorder MH= Mental Health ODD= 

Oppos1t1onal Defiant D1sorder 

•p < .05 
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Table 7. 

Kruska/1-Wallls Tests of Reason for Hospitalization. Educat1on Levels, and Income 

Level Differences m Sessions Attended and Total Posts 

Variable Number of Sessions Number of Total Posts 
Attended 

Group (n) Mean Ranks Test Statistic Mean Ranks Test Statistic 

Reason for Ch1ld Hospitalization H = 1.183 H = 0.467 

Self-injury (12) 15.75 16.38 

Aggression (9) 16.56 16.94 

School Problems (13) 19.77 18.92 

Mother's Highest Education Level H = 0.473 H = 0.876 

HS or less (14) 18.71 18.50 

Some College (13) 21 .62 22 .31 

College or more (12) 19.75 1925 

Spouse's Highest Education Level H= 0.342 H = 1.356 

HS or less (11 ) 13.64 13 27 

Some College (11 ) 13.55 13 09 

College or more (5) 15.80 17 60 

Annual Family Income H = 0 288 H= 0.305 

$15,K or Less (7) 18 00 19 43 
$15,001-$35,K (17) 18.47 18 00 
More than $35,K(13) 

20.23 20.08 
Note. df= 2. 

*p < .05 
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Total posts. Due to the skewed distnbutions of total posts, data were 

transformed by taking the square root of mothers' total posts. Because of zero values 

for total posts, a constant of one was added to the onginal values pnor to the square 

root transformation. Since the distribution of the square roots of total posts remained 

skewed (Shapiro Wilk (39) = 0.850, p <.001 ), data were transformed by taking the log 

10 of mothers' total posts. The distribution of log 10 transformed values of total posts 

also remained skewed, Shapiro Wilk (39) = 0.828, p <.001 . Accordingly, analyses of 

relationships between original values of total posts and demographic and health 

variables were conducted using non parametric statistical tests. Due to the large number 

of tied ranks in total posts, Kendall's tau-b correlation coefficients were used instead of 

Spearman's rho to examine relationships between mothers' total posts and each of the 

contmuous vanables. Total posts were not significantly related to child's age, mother's 

age, spouse's age, number of child mental health diagnoses, family s1ze, mothers' 

perce1ved stress, social support, maternal ways of cop1ng, or maternal mood states 

(Table 5). 

Mann-Whitney U tests were used to examine whether there were significant 

differences in total posts by maternal race, presence of a marital partner, maternal 

employment and the presence of any of five diagnoses (ADHD, ODD, Bipolar disorder, 

Depression, and Other mental health diagnosis) As shown in Table 6, there was a 

significant difference in the number of total posts by White Mothers and Mothers of 

Color The number of total posts was greater for White Mothers (Mdn = 79.5, Range: 9-

843) than for Mothers of Color (Mdn = 0, Range: 0-336) The number of total posts did 

not differ as a funct1on of any other dichotomous vanable (Table 6). 
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Kruskaii-Wallis tests were used to examine whether total posts differed by levels 

of maternal education, spouse educatron, family rncome, or reason for the child's 

hospitalization. There were no significant differences in the number of total posts by level 

of education, rncome, or reason for hospitalrzatron (Table 7). 

Posts per session attended. Posts per session attended were calculated for 

the 24 women who attended at least one chat session. Because the distribution of posts 

per session attended was skewed, data were transformed by taking the square root of 

posts per session attended. The square roots of posts per session attended were 

normally distributed, Shapiro-Wilk (24) = 0.932, p=.107. Relationships between the 

transformed posts per session attended and the predictor variables were analyzed 

using parametrrc tests. 

Pearson correlatron coefficients were used to examine the relatronships between 

square roots of posts per session attended and each of the continuous demographic and 

health varrables (Table 5). The square root of posts per sessron attended was 

srgnrficantly positively related to number of child mental health drag noses, as well as 

coping by distancrng, escape-avoidance, and accepting responsibility. Transformed 

posts per session were significantly negatively related to perceived social support as 

measured by the PSS and by the seeking social support subscale of maternal ways of 

coping. Transformed posts per session were not srgnrfrcantly related to child age, 

mother's age, spouse's age, family size, or any other measure of maternal mental health 

Independent sample t-tests were used to examine group differences in the 

square root of posts per session attended by dichotomous varrables. Posts per sessron 

attended drd not differ by maternal race, the presence of a marital partner, maternal 

employment. or the presence of any of the dichotomrzed child mental health diagnoses 

(Table 8). 
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Table 8. 

Independent-Sample T-Tests of Diagnosis and Demographic Group Differences in Square Root 

of Posts per Sess1on Attended 

Variable Mean (SO) SQRT Mean (SO) t-value a 

Group (n} 

Chtld ADHD 0 726 

ADHD (11) 21.84(11 .5) 4 65 (1.2) 

No ADHD (11) 1890(14.6) 424(15) 

Child ODD 1.324 

ODD (12) 23.37 (13. 7) 4.77 (1.3) 

No ODD (10) 16.77 (11.6) 4.04) 

Child Btpolar 0 382 

Btpolar (6) 22.09 (14 4) 4.62 (1 4) 

No Btpolar (16) 19.73 (12.8) 4 37 (1 3) 

Chtld Depresston 0406 

Depresston (4) 23.38 (14 7) 4.69 (1 4) 

None (18) 19 92 (12 9) 4.39 (1 .3) 

Chtld Other MH D1agnos1s 1 209 

Other Ox (11) 2404(151) 4.78 (1 .6) 

None (11) 16.72 (9.7) 4.11 (0.96) 

Maternal Race 0 856 

Wh1te Mothers (18) 1840(110) 425(12) 

Mothers of Color (6) 24 11 (17 3) 4 78 (1 2) 

Maternal Employment -1.438 

Employed (14) 16.70 (12.0) 402(1.3) 

Unemployed (9) 23.28 (13.4) 4.79 (1 .2) 

Maternal Partner in Home 0.060 

Partner (13) 19.87 (13.2) 

No Partner (11) 1978(128) 

Note ADHD= Attent1on-Defic1t Hyperactivity D1sorder. MH= Mental Health ODD= Oppos1t1onal Defiant 

D1sorder SORT= Square Root 

• t-values from Square root of Posts per Session 
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One-way ANOVAs were used to examine whether the square root of posts per 

sess1on attended differed by level of maternal education, spouse education, family 

1ncome, or reason for the child's hospitalization. Group means for transformed number 

of posts per session attended differed by family income group, rJ2= .624. Post hoc Tukey 

tests on the transformed variable showed that posts per sess1on attended were higher 

for mothers in the lowest income group (M=39.65) than for mothers in the two higher 

income groups (M=15.21 , p= .009 and M=19.71 , p= .042, respectively). There were no 

significant education or diagnosis group differences in the transformed number of 

mothers' posts per session attended (Table 9). 
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Table 9. 

ANOVA Summary Tables for Square Root of Mothers' Posts per Sessions Attended by 

Reason for Child Hospitalization and Levels of Education and Income 

Variable 

Reason for Between Groups 
Child Within Group 
Hospitalization Total 

Highest Level Between Groups 
of Maternal Within Group 
Education Total 

Highest Level Between Groups 
of Spouse Within Group 
Education Total 

Family Income Between Groups 
Within Group 

Total 

•p < 05 

Sum of 
Squares 

1.490 
34.561 
36.051 

1.508 
37.954 
39.462 

4.210 
13.244 
17.454 

14.264 
23.875 
38139 

df 

2 
19 
21 

2 
21 
23 

2 
13 
15 

2 
19 

Mean 
Square 

0.745 
1.819 

0.754 
1.807 

2.105 
1.019 

7132 
1 257 

Test 
Statistic 

F= 0.410 

F=0.417 

F=2.066 

F= 5.676• 
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Chat Transcript Content 

The third research question addressed the extent to which the content of 

mothers' sentences included statements reflecting any of four d1mens1ons of proactive 

readiness (role belief, knowledge, confidence, and self- efficacy). Although 24 mothers 

posted 1n at least one chat session, one mother's sentences were not included in the 

content analysis because the only session she entered was 1n the uncoded training 

sample. The remaining 23 mothers' 4,365 total posts were segmented into 5,715 

sentences. Each sentence was then coded by three of six trained coders into one of five 

categories: role belief, knowledge, confidence, self-efficacy or other content. 

Interceder reliability. Interceder reliability of the six tramed coders was 

estimated us1ng pairwise percent agreement, Cohen's kappa (J. Cohen, 1960, 1968), 

and Knppendorffs alpha (Krippendorff, 2011 ). Across the ent1re census sample of all 

sentences (N=5748), the average pairwise percent agreement was 94.85%. Both the 

Cohen's kappa pairwise average and the Krippendorffs alpha were estimated at 0.873 

for the full sample. For each of the specific coder tnads who coded the eleven groups of 

chat transcripts, the average pairwise percent agreement ranged from 87.86% to 

98.98% (M=94.76%, $0=3.55%). Average pairwise Cohen's kappa estimates ranged 

from 0.76 to 0.97 (M=0.8754, $0=0.69). Agreement of the three coders using 

Knppendorff's alpha ranged from 0.75 to 0.97 (M=0.8748, $0=0.70) None of the 

interceder reliability md1ces varied as a function of the coding group or as a function of 

the Individual coders. 

All sentences coded by the six trained coders were examined to determine the 

final content category for each sentence. If at least two coders agreed, sentences were 

coded as the agreed upon category. At least two coders agreed on the content category 

for 5,558 (97%) of the sentences. There was no inter-coder agreement on the content of 

157 sentences (3%). 
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Proactive readiness. The number and percent of sentences coded in each 

category were tabulated for the sample as a whole and for each mother individually. 

Next, the sentences coded as knowledge, role belief, self-efficacy, or confidence were 

summed to create a dichotomous variable, labeled proactive readiness. All other 

sentences not labeled as proactive readiness retained the label of other content. Of the 

5,558 coded sentences, 4368 sentences (78.6%) were coded as other content, 817 

sentences (14.8%) were coded as knowledge, 225 sentences (4.1 %) were coded as 

role belief, 80 sentences (1 .5%) were coded as self-efficacy, and 68 sentences (1 .2%) 

were coded as confidence. Of the 1,190 sentences containing proactive readiness 

content, approximately 69% were coded as knowledge, 19% were coded as role belief, 

7% were coded as self-efficacy, and 5% were coded as confidence. 

Proactive readiness per mother. The number and percent of sentences coded in 

each content category were tabulated for each mother All except one mother posted at 

least one sentence coded as proactive readiness. All except one mother posted 

knowledge sentences; 19 mothers posted role belief sentences; 15 mothers posted self

efficacy sentences; and 14 mothers posted confidence sentences. 

For each of the 23 mothers, the number of sentences per mother coded as 

proactive readiness ranged from 0 to 230 (M=51 .74, S0=53.9) with a median of 37, 

while the number of sentences coded as other content ranged from 4 to 914 (M= 191 .3, 

SO= 204.9) with a median of 125. The percentage of each mothers' sentences coded as 

proactive readiness content ranged from 0% to 43 5% (M=23 5%, S0=12.2%) with a 

median of 21 .96%. The number of proactive readiness sentences per mother had a 

non-normal distribution, Shapiro-Wilk (23) = 0 817, p =.001. 

Knowledge sentences per mother ranged from 0 to 143 (M=35.5, S0=36.6), with 

a median of 28. The number of each mother's knowledge sentences had a positively 

skewed distribution, Shapiro-Wilk (23} = 0.836, p =.002. Role belief sentences per 
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mother ranged from 0 to 51 (M=9. 78, S0=11 . 7), w1th a median of 6. The number of 

each mother's role belief sentences had a positively skewed distribution, Shapiro-Wilk 

(23) = 0. 747, p <.001 . Self-efficacy sentences per mother ranged from 0 to 25 (M=3.48, 

$0=5.45), w1th a median of 2. Self-efficacy sentences for each mother had a positively 

skewed distribution, Shapiro-Wilk (23) = 0.639, p <.001 . Confidence sentences per 

mother ranged from 0 to 13 (M=2.96, $0=3.72), with a median of 2. Confidence 

sentences for each mother had a positively skewed distribution, Shapiro-Wilk (23) = 

0.801 , p <.001 . Kendall 's tau-b correlation coefficients were used to examine the 

relationships among the four proactive readiness content categories. Each of the four 

content categories was strongly positively related with the other three categories (Table 

10) 
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Table 10. 

Kendall's Tau-b Coffelations among Proactive Readiness Content Categories 

Role Belief Knowledge Confidence Self-Efficacy 

Role Belief -------
Knowledge .663'' ----------

Kendall's tau-b 
Confidence .659'' .653 ----------
Self-Efficacy .562 

.. 
.493 .. .574 .. ----------

•• p <.01 
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Correlates of Content 

The fourth research question addressed the relationship between the content of 

mothers' sentences and demographic and health characteristics of the child , mother, 

and family. The recoded variables (maternal race, presence of a partner, mother's 

employment, mother's education, spouse education, and income level) were used in the 

analyses. 

Proactive readiness content. Due to the skewed distribution of proactive 

readiness content, data were transformed by taking the square root of the total number 

of proactive readiness sentences. Because of a zero value for one mother, a constant of 

one was added to the original values prior to the square root transformation. The 

distribution of the square root of proactive readiness content was normal, Shapiro-Wilk 

(23) = 0 962, p= .500. Accordingly, all analyses of the total number of proactive 

readmess sentences were conducted using parametric statistics. Pearson correlation 

coefficients were used to examine the relationships between the square root of the total 

number of mothers 'proactive readiness sentences and each of the continuous 

demographic and health variables. The square root of mothers' proactive readiness 

sentences was not significantly related to child's age, number of child mental health 

diagnoses, maternal age, spouse age, family size, or any of the maternal mental health 

variables (Table 11). 



--- ---
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Table 11 . 

Pearson and Kendall 's Tau-b Correlations Between Content Variables and Demographic 

and Health Variables 

Content 
Variable Proactive Role Knowledge Confidence Self-

Readiness Belief Efficacy 

Child Age -.122 -.058 - 109 - 052 -.047 
Number of Child MH .222 .206 .134 121 .151 
Diagnoses 
Mother's Age .005 .008 .012 .000 -.035 
Spouse Age .040 .044 .034 -.010 -.280 
Family Size -.275 .186 -.226 -.280 -.331 

Perceived Stress .169 .163 .065 .018 -.066 
Social Support -.210 -.105 - 129 - 004 -.196 

Ways of Coping 
Confrontive 245 148 136 166 .134 
D1stancmg .187 168 055 .027 .011 
Self-Control .413 311 " 208 199 207 
Seeks Soc1al Support .038 059 041 121 -.107 
Accepts responsibility .392 251 196 11 3 135 
Escape Avoidance .377 400" 212 146 .101 
Planful Problem 355 171 177 305 .218 
Solvmg 
Pos1t1ve Reappra1sal .160 .239 .045 .276 . 224 

Mood States 
Tension .036 .083 - 024 - 026 -.017 
Depression .118 .190 061 .031 039 
Anger .025 .095 000 053 .066 
Vigor .021 .038 -.029 .044 .249 
Fatigue .121 .113 041 - 045 -.049 
Confusion -.055 105 .004 - 058 -.013 
Dysphoria .056 .114 .020 - 026 -.056 

Note Proact1ve readmess was analyzed us1ng Pearson's product-moment correlation coefficient. 
All other vanables analyzed using Kendall 's tau-b correlation coefficient 

"p < .05 . 
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Independent sample t-tests were used to examine group differences in the 

square root of proactive readiness sentences by dichotomous variables. The 

transformed number of proactive readiness sentences did not d1ffer by maternal race, 

the presence of a marital partner, maternal employment, or the presence of any of the 

dichotomized ch1ld mental health diagnoses (Table 12). 

One-way ANOVAs were used to examine whether mothers' proactive readiness 

sentences differed by levels of maternal education, spouse education, family income, or 

reason for child 's hospitalization. The square root of proactive readiness sentences 

differed by level of family income with a moderate effect size, 112= .796. Post hoc Tukey 

tests indicated that the transformed number of proactive readiness sentences was 

greater for mothers 1n the lowest income group (M=148.3 (SO= 73.6) than for the two 

higher income groups (M=38.5 (SD=36.1 ), and M=41 .9 ( S0=33 7), respectively). There 

were no s1gmficant group differences in the square root of proact1ve readiness sentences 

by levels of maternal education, spouse education, or reasons for child's hospitalization 

(Table 13) 
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Table 12. 

Independent-Sample T-Tests of D1agnos1s and Demographic Group Differences in Square Root 

of Proactive Readmess Sentences 

Variable Mean (SD) SQRT Mean (SD) t-value a 

Group (n) 

Ch1ld ADHD 0.976 

AOHD (11) 60.27 (43 4) 7 20 (3 2) 

No AOHD (10) 45 5 (69.1) 5 65 (4 0) 

Child ODD 0.203 

ODD (12) 53.50 (45.5) 6.60 (3.4) 

No ODD (9) 52.89 (70.9) 6 27 (4 0) 

Child Bipolar -0 482 

Bipolar (6) 47.17 (49.5) 5.85 (4.1) 

No Blpolar(15) 55.67 (60 0) 6.71 (3 5) 

Ch1ld Depress1on 1 408 

Depression (3) 10067 (112.0) 9.12 (5.3) 

None (18) 45.33 (42 0) 6.02 (3.3) 

Child Other MH 01agnos1s 0.667 

Other Ox (10) 59.80 (48 7) 7.02 (3.6) 

None (11) 47 27 (63.6) 5.95 (3.8) 

Maternal Race 1.179 

White Mothers (17) 58 71 (58 9) 6 92 (3 6) 

Mothers of Color (6) 34 88 (35 8) 4 .98(31) 

Maternal Employment 1 016 

Employed (14) 55.93 (60 0) 6 74 (3.5) 

Unemployed (9) 34.88 (35 8) 5.22(3.1) 

Maternal Partner 1n Home -0 235 

Partner (13) 50 38 (61 9) 6 26 (3 6) 

No Partner (11) 53 50 (44 7) 6.61 (3.5) 

Note AOHO- Attent1on-Deficit Hyperactivity Disorder. MH= Mental Health ODD= Oppos1t10nal Defiant 

D1sorder SORT= Square Root 

• t-values from Square root of Proact1ve Readiness Sentences. 
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Table 13. 

ANO VA Summary Tables for Square Root of Proactive Readiness Sentences 

Variable Sum of df Mean F 
Sguares Square 

Reason for Between Groups 5.887 2 2 943 F=0.204 
Child Within Grou~ 260.168 18 14.454 
Hospitalization Total 266 055 20 

Highest Level of Between Groups 6.379 2 3.189 F=0.245 
Maternal Within Grou~ 260.722 20 13.039 
Educatron Total 267.150 22 

Highest Level of Between Groups 0.468 2 0.234 F= 0.028 
Spouse Within Grou~ 100.718 12 8 393 
Education Total 101 .186 14 

Famrly Income Between Groups 99.466 2 49.733 F = 6.004** 
Wrthin Grou~ 149.104 18 8 284 
Total 248.571 20 

**p= .010 
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Proactive readiness content categories. Due to the skewed distribution of the 

four content categories, the total number of sentences in each category was 

transformed. Because of zero values for some mothers, a constant of one was added to 

the onginal values prior to applying a square root transformation. The distribution of the 

square root of the sentences yielded a normal distribution for knowledge, Shapiro Wilk 

(23) = 0.948, p =.270 and role belief, Shapiro Wilk (23) = 0.920, p =.068. The 

distribution of the square root of self-efficacy sentences remained non-normal, Shapiro 

Wilk (23) = 0.821 , p =.001 . The distribution of log 10 transformed values of self-efficacy 

sentences also remained non-normal, Shapiro Wilk (23) = 0.828, p =.018. The 

distribution of the square root of confidence sentences also remained non-normal, 

Shapiro Wilk (39) = 0.859, p =.004. The distribution of log 10 transformed values of 

confidence sentences also remained non-normal, Shapiro W1lk (23) = 0.865, p =.005. 

Because of the inability to normalize the distribution of self-efficacy and confidence 

sentences, analyses of the number of sentences in each of the four proactive readiness 

categories were conducted with non-parametric statistical tests. 

Kendall's tau-b correlation coefficients were used to examine the relationships 

between the number of mothers' sentences coded in each proactive readiness category 

and continuous demographic and health variables (Table 11 ). Role beliefs, knowledge, 

confidence, and self-efficacy sentences were not significantly related to child's age, 

number of child mental health diagnoses, maternal age, spouse age, family size, 

maternal stress, or maternal social support The number of role belief sentences was 

significantly positively associated with self-control and escape-avoidance as ways of 

cop1ng, but not w1th any other coping subscales or with any of the mood states. The 

numbers of knowledge, confidence, and self-efficacy sentences were not sigmficantly 

related to any of mothers' ways of coping or mood states. 
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Mann-Whitney U tests were used to examine group differences between the 

numbers of mothers' sentences coded in each proactive readiness category. Mothers' 

role belief, knowledge, confidence, and self-efficacy sentences d1d not differ significantly 

by levels of maternal race, presence of a marital partner, maternal employment, or any 

of the five child mental health diagnoses (Table 14). 
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Table 14. 

Mann-Whitney-U Tests of Demographic and Diagnostic Group Differences in Proactive Readiness Sentences by Content Category 

Variable Role Belief Sentences Knowledge Sentences Confidence Sentences Self-Efficacy Sentences 

Group (n) Mean Ranks Test Statistic Mean Ranks Test Statistic Mean Ranks Test Statistic Mean Ranks Test Statistic 

Child ADHD U= 32 50 u = 38.50 u = 31 00 u = 35.00 

ADHD (11 ) 13.05 12.50 13.18 12.82 

No ADHD (10) 8.75 9.35 8.60 9.00 

Ch1ld ODD u = 49.00 u = 44.50 u = 50.50 u = 50.00 

ODD (12) 11.42 11 .79 10.71 10 67 

No ODD (9) 10 44 9.94 11 .39 11.44 

Child Bipolar u = 44.00 u = 42.00 u = 37.50 u = 24.50 

Bipolar (6) 10.83 10.50 9 75 7.58 

No Bipolar (15) 11 07 11 .20 11 .50 12.37 

Child Depress1on U=18.50 u = 16 00 u = 24.00 u = 26.00 

Depress1on (3) 13.83 14.67 12.00 11 .33 

No Depression 10.39 10.83 10.94 
10.53 

(18) 

Child Other MH Diagnosis u = 41 .50 u = 50.00 u = 38.00 u = 43.00 

Other MH Dx (1 0) 12.35 11 50 12.70 12.20 

No Other Dx (11 ) 9 77 10.55 9,45 9.91 

Maternal Race u = 40.50 u = 37.50 u = 35.00 u = 37.50 

White Moms (17) 12.62 12.79. 12.62 12.62 

Moms of Color (6) 10.25 9.75 10.25 10.25 

Maternal Employment u = 52.50 u = 45.50 u = 43.00 U=31 .00 

Employed (14) 11 75 12.25 12.43 13.29 

Unemployed (8) 11 .06 10.19 9.88 8.38 

Maternal Partner in Home u = 55.00 u = 57.00 u = 59.50 u = 52.50 
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Partner (13) 

No Partner (11) 

11.23 

13.00 

11 38 

12.80 

136 

Note ADHD= Attention-DefiCit Hyperactive D1sorder. MH= Mental Health ODD= Oppositional Defiant Disorder. 

Note All test statistics non-s1gmficant, p < .05 

11 04 

13 25 
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Kruskaii-Wallis tests were used to examine whether the number of mothers' 

sentences coded in each proactive readiness category d1ffered by levels of maternal 

educat1on, spouse education, family income, or reason for the child's hospitalization. 

There were significant differences among 1ncome groups on the number of mothers' 

sentences coded as role beliefs and confidence (Table 15 and Table 16). There was a 

nonsignificant trend for income groups to differ in the number of knowledge sentences 

(p= .082) and the number of confidence sentences (p= .106). 

Mann-Whitney post hoc analyses were used to examine pairwise differences in 

the number of role belief and confidence sentences among the three income levels, 

These analyses revealed that mothers in the lowest mcome group posted more role 

belief sentences (Mdn = 31) than mothers 1n either of the higher income groups (Mdn = 5 

and Mdn = 7, respectively). Mann-Wh1tney post hoc tests also revealed that mothers in 

the lowest income group posted more confidence sentences (Mdn = 11) than mothers in 

either of the higher income groups (Mdn = 1.5 for both groups). Mothers in the low 

income group had a trend of higher median number of knowledge sentences and 

confidence sentences than mothers in the higher income groups. There were no 

significant group differences in numbers of mothers' role belief, knowledge, confidence, 

or self-efficacy sentences by levels of maternal education, spouse education, or reasons 

for child's hospitalization. 
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Table 15. 

Kruska/1-Wa//is Tests of Education, Income, and Reason for Hospitalization 

Differences in Role Belief and Knowledge Sentences 

Variable Role Belief Sentences Knowledge Sentences 

Groue {n} Mean Rank Test Stat1st1c Mean Rank Test Stat1st1c 

Reason for Child Hoseitalization H = 0 357 H= 0.357 

Self-Injury (7) 10.07 9 79 

Aggression to Others (5) 10.70 11.20 
School Problems (9) 

11.89 11.83 

Mother's Highest Education Level H = 0.009 H = 0.163 

High School or Less (7) 11.93 11 14 

Some College (9) 12.17 1244 

College Grad or More (7) 
11 .86 

12 29 

Seouse Highest Education Level H = 0.924 H= 0.136 

H1gh School or Less (5) 9.30 860 

Some College/ 
6.75 

7.67 
Post HS Tech (6) 
College Grad or More (4) 

8.25 7 75 

Annual Famil;t Income H = 7 470* H = 4 904 

$15K or Less (3) 20.00 18.33 

$15,001-$35K (1 0) 9.20 9.90 
More than $35K (8) 

9.88 9.63 

*p < .05 
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Table 16. 

Kruska/1-Wallts Tests of Education, Income, and Reason for Hospitalization 

Differences in Confidence and Self-Efficacy Sentences 

Variable Confidence Self·Efficac~ Sentences 

Groue (n} Mean Rank Test Stat1st1c Mean Rank Test Statistic 

Reason for Child Hoseitalization H = 1 536 H = 0.855 

Self-Injury (7) 9.21 9.71 

Aggression to Others (5) 10.20 10.30 
School Problems (9) 

12.83 12.39 

Mother's Highest Education level H = 0.377 H = 1.392 

High School or Less (7) 12.00 9 .57 

Some College (9) 12.89 13 33 
College Grad or More (7) 

10.86 12 71 

Seouse Highest Education level H = 0 576 H = 0.473 

High School or Less (5) 9.10 7 40 

Some College/ 
7 67 

8 92 
Post HS Tech (6) 
College Grad or More (4) 

7.13 7 38 

Annual Famil~ Income H =7176• H = 4493 

$15K or Less (3) 19.50 17.83 

$15,001-$35K (10) 8.85 9.45 
More than $35K (8) 

10 50 10 38 

•p < 05 
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Participation and content. Due to the skewed distributions of confidence and 

self-efficacy sentences, the relationships between participatiOn in the chat room and the 

content of mothers' sentences were exammed using non-parametric tests. Kendall 's 

tau-b was used to examine the relationship between proactive readiness content and 

participation variables. As shown in Table 17, the total number of proactive readiness, 

role belief, knowledge, confidence, and self-efficacy sentences were significantly 

positively related to the number of sessions attended and the number of total posts. 

Proactive readiness, role belief, and knowledge sentences, but not confidence or self

efficacy sentences, were significantly related to posts per session attended. 
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Table 17. 

Kendall's Tau-b Correlations between Sentence Content Categories and 

Sessions Attended, Total Posts, and Posts per Sesstons Attended 

Sessions Total Posts Posts per 

Attended Session 

Attended 

Sessions Attended ----------

Total Posts .655 
.. 

----------

Posts per Session .171 .531 ----------

Proactive Readiness 660 
.. 

681 
. 

.353 
Kendall's tau-b 

Role Belief 619 
.. 

.614 
.. . 

.302 

Knowledge 622 
.. 

.660 
.. . 

378 

Confidence .659 
.. 

576 
.. 

.195 

Self-Efficacy 623 567 258 

*p < 05 **p < .01 
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Supplementary Analyses 

Based on the findings of demographic correlates for content and participation, 

supplementary analyses were performed to determine whether relations between 

mcome or maternal race and other demographic and health correlates could explain the 

patterns of more proactive readiness content by mothers 1n the lowest income group 

and more participation by White mothers. Income analyses were conducted using data 

from the 23 mothers with content data, and maternal race analyses were conducted 

using the 39 mothers in the WEB group. Kendall 's tau-b correlation coefficient was used 

to examine the relationships between income and all continuous demographic and 

health variables. Income was positively associated with total social support as 

measured by the MOSS-SS (T= .526, p= .004), but was not associated with the seeking 

social support subscale of the coping measure Chi-square analyses were used to 

examine the associations between 1ncome group and all other categorical demographic 

and health variables Income was significantly related to having a marital partner, X2= 
9.703 (df=2), p= .008. Specifically, all of the e1ght mothers m the highest income group 

had partners, but only one of three mothers in the lowest income group and only three 

of ten mothers in the middle income group had partners. The association between 

income and maternal education approached significance (p= .078). All other 

relationships between income and demographic and health vanables were non

sigmficant. 

Pomt b1senal correlation coefficients were used to exam1ne relationships 

between maternal race and other continuous demographic and health variables. Chi

square analyses were used to examine associations between maternal race and other 

categoncal demographic and health variables. Maternal race was significantly positively 

related to perceived stress, t = -2.691 , p = .011 . White mothers had a mean score on 

the PSS of 22.9 (SO= 7.1) as compared to a mean score of 16 (SO= 8. 7) for mothers of 
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color. Maternal race was not sigmficantly related to any other demographic or health 

variables. 

143 

Supplementary analyses were used to examine whether other factors could 

explain mothers' limited use of the chat room. Data were not available to examine the 

maximum number of mothers enrolled in the SSMP WEB group during any given week; 

however, analyses of the maximum number of enrolled mothers per week were 

estimated using the first week that each mother entered the chat room as her first 

intervention week and 26 weeks later as her last week. Using this estimate, the 

maximum number of attenders ranged from 0 to 7 over the course of the 3-year study. 

Chi-square analyses were used to examine whether attendance was associated with 

the type of equipment the mother used to participate in the sess1on. There was no 

assoc1at1on between attendance and type of equ1pment used, X2 = 0.407 (OF =1 ), p = 

.524 Mothers who used equipment provided by the SSMP were as likely to attend as 

mothers who used their own computer. 
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Proactive Readiness Content 

V. Discussion 

Major Findings 

144 

The major findings of this study suggest that mothers of children recently 

discharged from inpatient psychiatric care are concerned about their proactive 

readiness to engage in family management of their child's mental health condition. 

Within a sample of over 5,000 sentences from an online chat room, a substantial 

number of mothers' statements were about some dimens1on of proact1ve readiness. 

Over the six months that each mother was given access to the chat room, nearly all 

mothers posted proact1ve readiness content and did so 1n many of the sessions they 

attended. Th1s group of mothers posted proactive read1ness sentences even when the 

only other person in the chat room was the host rather than another mother. Even 

mothers who d1d not attend most of the available chat sessions still tended to post at 

least some proactive readiness content. 

Proactive readiness was expressly defined in this study as having four 

underly1ng dimensions: role beliefs, knowledge, confidence, and self-efficacy. As a 

group, mothers posted messages about all four proact1ve readiness categories. Within 

the proactive read mess content, knowledge content dommated the posts both for the 

sample as a whole and for most of the mothers individually As a group, mothers posted 

more than twice as many knowledge sentences than the number of role belief, 

confidence, and self-efficacy sentences combined. Nearly all the mothers' posts also 

included role belief content. 

144 
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Role belief sentences were the second most common type of proactive readiness 

content, and a much lower proportion of mothers posted confidence and self-efficacy 

content. 

145 

As expected from the conceptual model, all four proactive readiness content 

categones were highly inter-correlated. Most correlations were large, with those 

between knowledge and role belief being the largest. In addition, these relationships 

were some of the strongest in the study. Strong correlations among the four content 

categories are consistent with the study model in which proactive readiness is a higher

order concept comprised of knowledge, role beliefs, confidence, and self-efficacy. 

These findings also are consistent with other literature about the multi-dimensional 

nature of similar concepts such as health activation and fam1ly empowerment (Hibbard, 

Stockard, Mahoney, & Tusler, 2004; Koren, DeChillo, & Fnesen 1992). 

Explanation of content findings. Given the exploratory nature of the study, it is 

difficult to be certain whether the extent of proactive readiness sentences is an 

expected finding. One reason for the difficulty IS that the study was designed to be a 

preliminary study of the relevance of proactive readiness within a specific population. 

Also, the study was not designed to investigate the levels or directions of proactive 

readiness, such as whether mothers posted messages providing or seeking knowledge, 

messages w1th proactive or reactive role beliefs or messages reflecting the presence or 

absence of confidence or self-efficacy. In other words, the find1ngs describe whether 

proactive readiness was a topic of conversation, but not whether mothers' discussions 

of proactive readmess reflected be1ng more or less prepared for family management. 

Finally, it is possible that the other content category captured the maJority of the content 

simply because it was so overwhelmingly broad It IS equally possible that mothers' 

other sentences contain evidence of other topics that are JUSt as relevant to them or 

maybe even more so. 
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The finding that knowledge was a dominant part of the proactive readiness 

content has several potential explanations. First, given that the majority of the proactive 

readiness posts were knowledge, it is possible that knowledge content alone accounts 

for much of the overall relevance of proactive readiness. Moreover, knowledge was 

defined in this study fairly broadly and included posts seeking information as well as 

responses to someone else's posts about what the mother did or did not know. The 

volume of knowledge content may actually represent the variety of ways that mothers 

could post about knowledge, such as asking questions or responding to others and 

does not represent the idea that knowledge was more relevant than the other proactive 

readiness content categories. Secondly, a high percentage of knowledge content is 

expected in postings from a chat room that was intended to provide social support 

through a strong psychoeducational focus. The higher frequency of knowledge content 

found in this study also is consistent with another qualitative content analysis of 

transcripts from Facebook groups for parents of preterm mfants. In that study, 

information sharing was the second most common purpose for posting messages 

(Thoren, Metze, Buhrer, & Garten, 2013). Although proactive readiness content was 

unrelated to the mother's educational level in this study, it also may be true that mothers 

were drawn to the chat room precisely because they could get the information they 

needed from a trained mental health professional, and without the normal time or cost 

constraints of a typical mental health appointment. Mothers posting knowledge more 

often because they were seeking a reliable source of Information is consistent with 

findings that credible knowledge acquisition is a common reason that parents use online 

resources (Dworkin, Connell, & Doty, 2013). Moreover, literature on mental health 

literacy specifically suggests that even parents of children with mental health conditions 

have insufficient and inaccurate knowledge (Jorm, 2007) and thus mothers may have 

been motivated to post knowledge sentences to address literacy needs. 



PARENTS' PROACTIVE READINESS 147 

The finding that knowledge content was more common than the other three 

content categories should be considered in the context of the health activation literature. 

Specifically, in the health activation literature, belief in an act1ve role in self or family 

management of chronic health conditions precedes statements about having 

knowledge, while confidence follows knowledge (Hibbard et al. , 2004) In the health 

activation literature, posting confidence statements, would be more likely if mothers had 

role beliefs that they should be actively engaged in family management behaviors, and 

had sufficient knowledge to do so. Progression from one type of content to another was 

not investigated in this study, and thus it is not known if mothers of children with mental 

health conditions have a developmental progression in dimensions of proactive 

readiness. More specifically, it is not known whether these mothers posted fewer role 

belief sentences because they had already moved on to knowledge concerns, whether 

their knowledge concerns were more compelling to discuss with others, or whether 

there is a progression from role beliefs to knowledge to confidence among mothers of 

children with mental health conditions 

The limited number of confidence or self-efficacy sentences should be 

considered in the context of other findings of low levels of both variables among parent 

caregivers (Kuhn & Carter, 2006). Accordingly, it is conceivable that mothers did not 

discuss either topic because confidence or self-efficacy is less relevant to mothers of 

children recently discharged from in-patient psychiatric care. This is only conjecture, 

however, given that levels of confidence and self-efficacy were not measured in this 

study. Another potential explanation is that confidence and self-efficacy may be more 

abstract concepts than knowledge or role beliefs, and thus the coders may have had 

more difficulty 1n 1dent1fying this kind of content. 
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Correlates of Proactive Readiness Content 

Based on the inclusion of risk and protect1ve factors in models of family 

management, associations between the content of mothers' posts and demographic 

and health characteristics were explored. It was expected that mother, child, and family 

demographic and health characteristics might be related to the extent to which mothers' 

posts Included proactive readiness content. Somewhat surprisingly, there was an 

association between annual family income and the overall number of proactive 

readiness sentences, role belief sentences, and confidence sentences. In particular, 

mothers who reported the lowest annual family rncome posted significantly more 

proactive readiness content, more role belief sentences, and more confidence 

sentences than mothers reporting higher family income. There was a non-significant 

trend for mothers in the lowest 1ncome group to post more knowledge and self-efficacy 

sentences than mothers with higher incomes 

Surprisingly, very few relationships were found between the content of mothers' 

posts and other demographic and health variables. Proactive readiness content was 

unrelated to any of the demographic variables except income and also was unrelated to 

the number or type of child diagnoses, mothers' perceived stress, social support, ways 

of coping, and mood states. Role belief sentences were associated w1th self-control and 

escape-avoidance coping strategies, but not with any other measures of maternal 

mental health. Confidence was unrelated to any pred1ctor other than income. There 

were no s1gnificant relationships between knowledge or self-efficacy and any of the 

demographiC or health charactenst1cs of the child, mother. or family. 

Understanding the content and correlate findings. It was expected that 

predictors of proactive readiness would be similar to those found for related concepts 

such as health activation and family empowerment. There are only a few studies in 

which these related concepts have been associated with income. Among adults with 
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physical health conditions, health activation has been positively associated with income 

(Hibbard & Cunningham, 2008). In contrast, health act1vation scores were not 

s1gmficantly related to income in a study of parents of senously ill children (Pennarola et 

al. , 2011 ); however, family empowerment has been positively related to family income 

(Graves & Shelton, 2007). 

Another surprising aspect of the relationship between income and proactive 

readiness is that it was the lowest income group that posted the most proactive 

readiness content. To some extent, mothers may have viewed the chat sessions as a 

mental health service, especially when there was only one mother exchanging posts 

with the mental health professional hosting the room. It was surprising, therefore, to find 

that the lowest income group posted more proact1ve readmess content, when higher 

family socioeconomic position has been associated with increased use of specialty 

mental health services in other studies (Amone-P'Oiak et al. . 201 0). 

Explanations for the differences between the findmg of a relationship between 

mcome and content in this QCA study and existing literature are decidedly limited. One 

possible rationale for the discrepancy is that proactive readiness was measured 

differently than health activation or family empowerment have been measured in other 

studies. In this study, we counted the number of proactive readiness sentences posted 

by mothers with different incomes and did not examine whether posting more content 

was the same as being more activated or empowered. It is possible that the number of 

sentences with proactive readiness content captures someth1ng very different than the 

levels of health activation and family empowerment and therefore has different patterns 

of relationship with income. 

Post hoc analyses of other correlates of mcome within this sample did not yield a 

particularly clear explanation of why low income mothers might have posted more 

proact1ve readiness, role belief, or confidence content. For example, income level was 
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also not related to the number of sessions attended or total posts and thus mothers who 

posted more proactive readmess content did not do so s1mply because they also had 

attended more sessions or had more total posts. Interestingly, 1ncome was negatively 

related to total social support, meaning that mothers 1n the lowest income group also 

had the lowest mean social support scores. It is possible that the mothers in the lowest 

income group were posting more proactive readiness content because of some 

interaction effect with social support. Nevertheless, social support was not directly 

associated with proactive readiness or any of the four content categories. Any income 

and content relationships also need to be understood in the context of having only three 

mothers m the lowest income group. At the same t1me, 1t is interesting to note that 

mothers m the lowest income group posted three to four t1mes as many proactive 

readiness sentences than mothers in e1ther of the other groups. 

It IS equally difficult to explain why there were so many non-significant 

relatronshrps between proactive readiness and demographrc and health variables Given 

the small sample of mothers whose content was analyzed, thrs 1s possible that the many 

non-significant fmdings were related to a lack of power. This explanation is unlikely, 

however, given the small effect sizes of the non-significant findings. In addition, many of 

the correlations between proactive readiness categories and demographic and health 

variables were close to zero. It is possible that these very low magnitude correlations 

may reflect curvilinear relationships between some variables and the content of 

mothers' posts 

Chat Room Participation 

As an 1ntegral part of understanding mothers' proact1ve read1ness drscussions, it 

was necessary to describe the extent to which the mothers actually participated in the 

chat room intervention. Over the course of the three years that the SSMP project was 

conducted, the chat room intervention was not used as much as intended. Although a 
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majority of the mothers assigned to the web based intervention attended chat sessions, 

many mothers did not attend any. Secondly, despite the expectation that mothers could 

use the chat room to interact with each other, many of the chat sessions were poorly 

attended. Almost a quarter of the available chat sessions had no mother attending and 

for the majority of the remaining sess1ons, only one mother attended. There also was a 

great deal of variability among mothers' in chat room participation. Over the course of 

the study, mothers varied in the number of sessions attended, the number of total posts, 

and the number of posts per session attended. 

Notwithstanding the limited chat room participation, conducting a systematic 

segmentation and categorization of mothers' postings produced a large dataset of posts 

from mothers of children with serious mental health conditions. The volume of mothers' 

posts IS cons1stent with other literature regarding the des1re of parents of children with 

serious health conditions to engage in social support act1v1t1es that involve mteract1on 

with other parents, especially in online formats (Paterson, Brewer, & Stamler, 2013). 

Explanation of chat room use. There are several potential explanations for 

why mothers did not make more use of the chat room intervention. First, the number of 

mothers enrolled in the WEB group at any one time is unknown, but may have limited 

the number of mothers who could have attended any specific chat session. Accordingly, 

1t is possible that mothers did not continue use of the Intervention due to the lack of 

sufficient interaction w1th other mothers Regardless of the reason for the low number of 

ava1lable mothers, limiting chat room use because no other mother is present is 

cons1stent with a recent systematic rev1ew of online soc1al support interventions for 

parents of children with a range of phys1cal or mental health cond1t1ons (Paterson et al., 

2013). In many of the reviewed studies, parents' perceptions about the right balance of 

messages from other parents were a key element of continued use of the intervention. 

In planning the chat room intervention for the SSMP, Scharer et al. (2009) also found 
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h1gh rates of variability in parents' preferences for receiving social support via an online 

chat room or via telephone support. In consideration of potential vanations in mothers' 

comfort level w1th using computers, a post hoc analysis was done to examine any 

potential differences in chat room participation among mothers who used their own 

computer and those who accessed the chat room v1a the television equipment provided 

by the SSMP. There were no differences in participation associated with the type of 

equipment used by each mother. 

Correlates of Participation 

Mothers who attended chat sessions were similar to those who never attended 

on almost all of the demographic and health characteristics examined. The exception 

was maternal race. Specifically, mothers of color (a group that included African

American, Asian, and Other Race mothers) were much less likely to ever attend chat 

sess1ons than White mothers. Be1ng a mother of color also was associated with 

attending fewer sessions and posting a lower total number of posts, but was not 

associated with the number of mothers' posts per sess1on attended. Other than 

maternal race, mothers' attendance was not associated with any other demographic 

characteristics of the mother, child, or family, or number or type of mental health 

diagnoses of her child. Mothers' chat room participation also was not related to their 

level of stress, perceived social support, ways of coping, or mood states. 

For the 24 mothers who attended at least one session, there were no differences 

between Wh1te mothers and Mothers of Color 1n posts per session attended. 

Nevertheless, 1nd1v1dual mothers' posting patterns varied in relationship to several other 

demographic and health charactenst1cs Somewhat expectedly, mothers' posts per 

sess1on attended were negatively related to social support Mothers w1th lower social 

support were more likely to have a higher average number of posts per session 

attended. Posts per session attended also were positively related to the number of child 
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mental health diagnoses, fatigued mood, and ustng either distancing, escape

avoidance, or accepting responsibility as coping strategies. 
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G1ven the relationship between income and content, 1t 1s Important to note that in 

th1s study, 1ncome had inconsistent relationships to the partiCipation variables. While it is 

plausible to think that low income mothers m1ght be drawn to the chat room more readily 

because of the absence of any cost barrier that explanation would only suggest that the 

mothers would attend more often. In this study however, attendance, the number of 

sessions attended, and total posts did not differ by income. In contrast, posts per 

session attended were related to income. 

Chat participation was unrelated to most of the other child, mother, and family 

and health vanables examined in this study. There were no s1gnificant relationships 

between the number of posts per session attended and ages of the child , mother, or 

spouse, presence of any of five mental health diagnoses for the child ; the reason for the 

child's hospitalization; level of education of the mother or spouse; whether or not the 

mother had a partner in the home; whether or not the mother was working outside the 

home, family size, moods other than fatigue, mothers' ways of coping, or her perceived 

stress. For most of the significant relationships found in this study, the strength of the 

relationships was moderate and did not account for a substantial amount of the 

tndlvidual or group variance. 

Understanding correlates of participation. Although this study only included 

15 mothers of color, the underlying SSMP sample had a racial distribution statistically 

similar to the general population with regard to the proportion of mothers that were 

Wh1te, Afncan-Amencan, or other race (Scharer et al. , 2011 ). Given these similarities, it 

is unlikely that the racial differences found tn th1s study reflect underlying racial 

differences in willingness to participate in research. It is possible that at least some 

mothers perceived the chat room as a mental health intervention, especially because 
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most mothers had one-on-one interactions with the trained mental health professional 

hosting the chat session. Accordingly, the drfferences rn chat room participation by 

mothers of color may reflect some of the same factors that contribute to racial disparities 

rn professional mental health services, such as drfferences in parents' mental health 

knowledge (Bussing et al. , 1998; Olanryan et al. , 2007) and beliefs about treatment 

safety and effectiveness (Chen et al. , 2008; Jacobs et al. , 2008; Ph am et al. , 201 0). 

At least some of the significant associations between participation and the 

predictor variables seem to follow logically. The findings of a relationship between posts 

per sessron attended and characteristics of the child (number of diagnoses) and the 

mother (coping strategies, mood, and low social support) suggest that participation may 

have vaned as a function of multiple factors. The findrngs of relationships between posts 

per sessron attended and having a child who had more mental health diagnoses, being 

in a tired mood, or having less social support also are consistent with the idea that these 

mothers were reaching out to others to help them overcome the challenges of caring for 

a chrld with more mental illness and/or greater maternal mental health concerns. 

The finding of a significant negatrve relationship between social support and 

posts per session attended is especially noteworthy in the context of other literature 

documentrng poor social support among mothers of children with mental health 

condrtrons (Oruche, Gerkensmeyer, Stephan, Wheeler, & Hanna, in press; Scharer et 

al , 2011 ) It rs possible that mothers reporting low socral support posted more because 

they had a greater need to reach out to others for support. At the same time. posts per 

sessron attended were unrelated to the presence of a marital partner. Regardless of 

whether or not there was a partner in the home, it was mothers' general level of social 

support that was related to how many trmes they posted in sessions attended. 
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There are several potential explanations for the large number of non-significant 

correlates of participation. On the one hand, the small sample s1ze of 39 mothers and 

only 24 attenders means that this QCA study may have lacked sufficient power to reveal 

additional significant relationships. On the other hand, the magnitude of the 

relationships between participation and potent1al correlates was not especially strong, 

even for those that were significant. Moreover. very few of the effect sizes for non

significant relationships exceeded the customary threshold of a small effect size. One 

final explanation for the non-significant findings is the relationships between the 

participation variables and the demographic and health variables were not linear. 

Relationships between participation and content. Proactive readiness was 

Significantly related to all three measures of partic1pat1on. In addit1on, role belief and 

confidence sentences (but not knowledge or self-efficacy) were related to posts per 

session attended. As expected, attending more sess1ons was associated with a larger 

number of total posts. Given the large percent of knowledge content, it might seem 

logical for knowledge to be related to posts per sess1on attended. Nevertheless, the 

same rationale does not explain why role beliefs were also related to posts per session 

attended but confidence and self-efficacy were not. Because we were unable to quantify 

the proactive or reactive nature of mothers' proactive readiness content, the findings of 

relationships between participation and content are also more difficult to explain. 

Strengths of the Study 

There are several strengths of th1s study. F1rst, to address the research 

quest1ons pertaining to the content of the transcnpts a theory-dnven coding scheme 

was developed with consistent attent1on to QCA methodology and construct validity. 

Specifically, procedures included a multi-step process outlined by established content 

analysts, the use of an a priori theoretical framework, thorough coder training, and 

multiple measures of inter-coder reliability. The construct validity of the coding scheme 
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was examined through a multi-step review process that y1elded a coding guide that six 

trained coders were able to use with high inter-coder reliability. Data analyses were 

conducted using a nearly complete census sample of coded units due to the low 

percentage of units without any coder agreement. Notably, there were no differences in 

the coding categories related to who coded the data or the order in which the coding 

was completed. The use of three different inter-coder reliability indices supports the 

conclusion that the content codes were not the result of chance agreement among the 

coders. In addition, the finding that the indices were unrelated to individual coders or 

coding groups suggests that coding was not associated with problems such as coder 

fatigue or madequate coder training. Finally, the successful use of QCA methodology 

within a nursing research project also prov1des an exemplar for other nurse researchers 

who may be seeking an alternative to the qualitative approaches to narrat1ve data that 

are more common 1n nursing research. 

Limitations of the Study 

There are many important limitations to the study findings . First, the use of a 

convenience sample in the SSMP limits the generahzab1lity of the study findings to those 

individuals most similar to the mothers who participated in the SSMP. Scharer et al. 

(2011) have acknowledged that mothers in the original SSMP study had income levels 

that were lower than the larger population as well as scores on the mental health 

measures that were higher than population norms. In addition to these underlying 

differences of the SSMP sample, the non-attendance of more than a third of the WEB 

group mothers and the differential sess1on attendance by maternal race found in the 

QCA study further limit generalizability. The very small number of mothers in the lowest 

income group also llm1ts the representativeness of the findings pertam1ng to income and 

proactive readiness. 
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The study had several potential limitations related to research methodology. As a 

secondary analysis, the study was limited by the data generated in the SSMP study. 

There were missing data in the demographic and health variables that further reduced 

the sample stzes in some cases. In addition, the data provtded for the QCA study did not 

include the actual study enrollment date for the mothers and thus it was not possible to 

analyze the role that limited WEB group enrollment might have played on the 

participation or content variables. Secondly, the use of a single reporter for all child , 

maternal, and family demographic and health variables means that there may have been 

significant informant effects on these data. Although it is unlikely that mothers were 

unreliable reporters of demographic information, it is possible that mothers' self-reports 

of thetr mood, stress, social support, or ways of coptng were constrained by social 

desirabthty bias. It also is possible that mothers made unintentional errors in reporting 

the type or number of child mental health diagnoses and the reason for child 

hospitalization. 

Finally, another potential methodological limitation was the constraints on the units of 

analysts. As noted in the QCA literature, computer-medtated communication may have 

units that contain messages with more than one sentence as well as some with 

incomplete sentences. In recognition of this potential limitation, the study followed the 

recommended guidelines for segmenting the chat messages into more uniform single 

sentence units prior to any content analysis. Nevertheless, it ts posstble that mothers' 

posts would have been segmented differently tf more ngorous tntercoder reliability was 

used to estimate data segmentatton agreement Wtthtn the QCA literature, coding 

categones are expected to be mutually exclustve and exhausttve. In thts study, however, 

analysis of any message prompting by other parttctpants was not possible due to the 

inability to define mutually exclustve and exhaustive coding categories for a prompting 

variable. Accordingly, it is possible that mothers would not have posted proactive 
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read mess content if they had not been prompted by the host or another mother in the 

chat room. 

Many of the variables did not meet the assumption of normality necessary for 

parametric statistical tests and thus, many transformed vanables and non-parametric 

tests were used in the analysis. It is possible that the many non-significant findings in 

the study reflect a combination of small sample size and low statistical power. This 

possibility is much less likely, however, given that most of the effect sizes for the non

significant relationships were generally small. 

Implications for Nursing Research 

There several areas for further nursing research beyond this exploratory study. 

First, the large volume of transcripts from this study provides the material needed for 

add1t1onal investigation of mothers' chat room posts. In particular, there should be 

further analysis of the contents of the 80% of the transcnpts that were coded as not 

conta1mng proactive readiness content. Although qualitative research approaches might 

be useful, future researchers should consider using the cod1ng scheme developed for 

this study, since there was evidence of its reliability and validity. It is possible that using 

computer-assisted coding would provide future researchers with the necessary balance 

of reliable , valid coding and the capacity to analyze a larger dataset, such as the 

content coded as other in this study. Further research also will be needed to better 

understand the relationship between participation and content. Given the small sample 

of WEB group mothers and the high percent of mothers who did not use the chat room 

at all, any further research in proact1ve read1ness should be conducted with a much 

larger and more representative sample. 

From a theory development perspective, nursing research 1s needed to further 

explore the Proact1ve Readiness Model as a whole, as well as the underlying 

dimensions of proactive readiness used in this study. In addition, further research is 
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needed to understand more about the themes within each of the four proactive 

readiness content categories as well as the role that host prompting might have played 

in mothers' posts. It is not known whether additional proactive readiness content or 

other topics would have been discussed if more mothers were present in the room at 

any one time or 1f more mothers attended for the full six months. Such evidence could 

be particularly informative in planning future interventions aimed at addressing the 

proactive readiness needs of family caregivers of children with serious mental health 

conditions. Finally, given the significant findings related to income differences in 

proactive readiness content and racial differences in session attendance, further 

research IS warranted to validate these findings. Further nursing research about a 

possible relationship between income and proactive read1ness 1s especially necessary 

because children from low income families are among those at higher than average risk 

of needing child mental health services (Stagman & Cooper, 201 0) Research among 

low-Income families also could serve to Identify and address concurrent social support 

needs. 

Implications for Nursing Practice 

The findings of high variability in the content of mothers' posts and chat room 

participation raise the possibility that mental health services may need to be 

individualized to particular parents and families. For example, mental health services for 

children that requ1re more act1ve participation from fam1ly caregivers may need to be 

modified for low income mothers and mothers of color. Within ch1ld mental health 

settings, specific examples of family management activities that are more highly 

dependent on family involvement mclude completing homework ass1gnments from the 

child's therapist, providing a home environment that has the structure and discipline 

most helpful to children with disruptive behaviors, and be1ng knowledgeable about and 

respons1ve to changes in the child's health status when they are taking medications for 
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which there is limited safety and efficacy data. In addition, the findings pertaining to very 

low income levels and proactive readiness 1mply a need for particular nursing attention 

to th1s vulnerable group, especially when low 1ncome IS assoc1ated with perceptions of 

low social support. To the extent that this study and the larger original study contained a 

representative sample of relatively poor families, nurses should be especially attentive 

to support proactive readiness among very low income families. Finally, the finding 

about the frequency of knowledge content suggests that nurses should continue their 

role as family educators. To the extent that the four dimensions of proactive readiness 

are related, addressing knowledge needs also may lead to desired changes in role 

beliefs, confidence, and self-efficacy. 

Conclusions 

In summary, in this exploratory study of mothers of children with serious mental 

health conditions, proactive readiness was a relevant topic of chat session posts for 

nearly all mothers. This conclusion is based on a census sample of three years of 

mothers' chat posts with other mothers or a chat room host. Using a coding scheme 

developed and tested for this QCA study, analyses showed that among the mothers 

who used the chat room, the posts were dominated by statements about their 

knowledge of the child's condition, but also included fewer posts about their views about 

who was responsible for their child's health, their perceptions about whether they felt 

confident as a lay caregiver, and their perceptions about making a difference in their 

child's condition. Although a wide range of potential child , maternal, and family 

predictors were examined, very low fam1ly 1ncome was the only socio-demographic 

factor assoc1ated w1th the extent of proactive read1ness content For the most part, 

mothers made use of the chat room, although attendance did differ significantly by 

maternal race. There was tentative support for the relevance of proactive readiness 

among parents and other family caregivers of children with senous and persistent 
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mental health conditions. Further research is warranted to provide more detailed data 

on the nature of proactive readiness in order to provide a stronger evidence base for 

nursing interventions in support of effective family management. In addition, nurses 

should expect differences in the relevance of proactive readiness as a function of 

income and racial differences of mothers and may need to tailor nursing interventions 

accordingly. 
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Appendix A: Instruments used in Social Support for Mothers Project 

Social Support for Mothers Project 
K:rthleen Scharer, PhD. APRN, BC, fAAN. Pn.llWY Investls-tor 
Sbirley Hwsman~Jezow ki, PhD. LISW·CP, Project Coordin:ltor 

J:D ---
Group Assignment 

~) P Parttcipant II _,l).A.L

Fs ~ Field staff# 2).. . 

e r Rcfen'Cd by 
-\ Baptist 
-1::-- Hall 
-" MCO 1kZ (leoqpa OHR 

+-- WebbMcd1V Co~~ --+- Has ow11 Computer \ 
~ Need:s Msmv Device 

Telephone SS Nurse I# !:L Q_ it\ S"J 

l-- Usual Care Group 

CoUege ofNursins • Uni\-etSity of Sooth C.Ohna • Columbia. South Carolina 29201 
Project Office: 803 .777.2109 •866.611.5170 ·Fax: 803 .777.0216 
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.J,U - _.. - 10. ____ _ 
Mothct's Dcmoarapluc f'mn 

Dllte or mtavie,. , ______ Ould't first n.une _Cbild's II$C __ ...I(JJ)V..UO.L) __ 

Cl)_i'-.~.L .. _C.DL~---
Reuon lbr llospllabn~IOO --------=-w---lr:.::--------------

3 
'Y\ 0. ,(, M01her's~p ----- Modlcr's etl'nil: bee ground·~ r-n~<:_t ~on-lli!.p4mc1:,__ f'. 

f'1 ~--(f. Mother'• race Amerit.llllnJ1anl Ala.~~n nattve All n~trk~n·Amerkan 13!a<:kl_ 

Nattve Ht" nlllll Other P~elfic l,lander_ij. Wh1to £> Othu -·.1'2.----- - - ---- ---
1/J ~~~ Mother's hi&hcst educauon attamed: Grade School • Sotne li. s._l.,. U.S Graduate ..3 

1'051 H. S. Tethnu;al Schoo~ Some collc~e 5.- College grnduate-1, Mutert or higher q. 
"OUJI~ Mother's occupation? ____________________ _____ _ 

'too Manta I •t•tu.,7 Mftn ied l D VOfCedZ. !\'eYer mMr~ Retna 11ed ,H With tanitia.nt Other .5 
~~(, ,., 

\Vidow<:Jb,_ Separated ~ <) ~~ e 
Spoust~~HII'IItiC411t Odler, Fu~l Name Age----

~ EeJ\A. Cspot!W ~ 0 •lti&Jleat education 11t111necL Grade Schoot_L Some H S l.. H ~ Grad>14;J_POSI H S IJ 
Tecttnical School~ Some toiJesc ..i College flllduato~ Masten or hl,gber i 

sou>J.rs~o occupaooa? ___ _______ _ 
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1 f\C•f'~amJI)"sltiCOrMiutyear.<SISOOO j_ s ~ 1-S.!~000 -2.-ruooJ-H.OOO ..,l m.oo1-<~~.ooo 'I 
mooi--S7.S0005 S7SOOI-$100000 j, O\er$100,000_1: f,~ 

\)c.~;\~ Number of otb« c:htldnm Ill hollseflold'! - Any health problems In tbo other children, _H- e f e~ 2,.,,..,; 
--w~~oPt 
Al!Ginate phone nlllltben: W<>rlt _ _ 

"fothors ro~ideoc:e: county _W.. (..$ U.VI t(1 _____ State 

() ... fl( 

l'••~r ~(~ ~-~: 
~ <i:f-o..ic. 

Citylc:ommunity C •'l;;J ____ Pirent'l t-1nall'--- ---------

2 Pt~o' who ~till know how to reach motbC'r at all umu: 

I , N•me(prlnt)'--------------- Phone It. Work. _____ _ 

Ctll. _______ _ Home, ______________ ___ 

2. 2. Namc(print), _______________ Phonf ltJ, 

Work. _ _ ___ _ 

Ceu. _______ _ Home, ___ _ 
,. .. 
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Ptreeivtd Strest Seale 

o. ___ _ 

The QUeStiOOs mltl s scale ask you aDOO· y;u reeltlgs and lhoughts dur1ng the last we6 In each case. 
you ....;t be asl<ed lo indica:e by orcllllg row otren you felt or lhOoght a certCIIn way 

0 a NtiJt( 1 =Almost Never 2=Sometlmes 3 • Falr1y Often 4 • Very Often 

·~S\ - ~s~ ,o HtYtt A111101t Somttlm .. Fairly Vtty 

Ntv• Often Ott.~! 

1. In the last week, how often have you been upset 0 1 2 3 4 
because of someth ng that happened unexpectedly? 

2 In the last week, how often have you felt lhat you 0 2 3 4 
were u11able to controllhe Important th fl9S .n your 
life? 

3 In the last week, how orten have you fell nervous 0 2 3 4 
and •stressed''? 

4 111 t'le last week, how often haw you felt confident 0 2 3 4 
about your ability to handle your peiSOna problems? 

5. In the last veek, how often have you le that things 0 2 3 4 
were gomg your way 

6 In the last week, how often have you foond that you 0 2 3 4 
could not cope with allhe tnings trat you hoo 10 do? 

7. In the last ·Neek, how often have you been able 1o 0 2 3 4 
con:rol irritations in your l'e? 

8 L'\ the last week, how often have you re I that you 0 2 3 4 
were on top of things? 

9 In It'• last v.'9ek, how o~ have you been ~ 0 2 3 4 
because cf Ulings that were outside of your control? 

10. n \tle last v•eek, how o!ten have you felt difficul!les 0 2 3 4 
were pU ng up so high tha' you could no: oYetcome 
them? 

Please feel free to use lhe Perr:elved Str6SS Scale for your research The PSS Manual s n the process of 
development please let us krow if you are interested In con!Jibufjng 

Rtft,_,c .. 

MIND GARDEN 
1690 Woodsld@ Road, SUtte #202 

Redwood C •y, CA 94061 
Phone: (650) 261·3500 Fax: (650) 261·3505 

e-ma I. mindqarden&nsn.com 

The PSS Scale b reJ='I'Illd w pemvsslon cr the Ametic11n Sooologaj Aa$0C1Jtcn from CohM. S Kamardl T, and 
Mermelsteo.n, R (1983 • A g<Obal m&..ure cA perceiYed .:tess Joum« ol HMlt!ltld Social Behawx 2-4, 38&-396 
~. S an<! W.iamson. G Pen::eived Slrtss ila Probabili!y Satlllit of ll'oe Uniled Sta!DI Sp3:.apa~, S a'ld Oskamp S 

(Eda) Tile ~ ~"jC/)Oiogy of HNl!h Newbui'Y Paril. CA: Sage, 19SS 
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MOS-SSS 

l People sometim"iSTook to others for compsnion$hlp, assistance or other types of support. Next ere some 
quest1ons ebout the support thetIs avs1fsble to you Choose the answer on the card thet best de9Cflbes 
how often each of the followlllq_typ_ils of supporlef'8 evslfeble to you 1f you need it. 
If you need 1t, how often do you have None of A l1ttle of Some of Most of AU of 
available to you ••• the time the t1me the time the time the 

- . 
1 Someone to help you 1f you were confined 1 2 3 4 

f· lime 
5 -

to bed. 
2. Someone you can count on to listen when 1 2 3 4 5 
you need to talk. 
3. Someone to give you good advrce about a 1 2 3 4 5 
CffSIS. 

4. Someone to take you to the doctor if you 1 2 3 4 5 
needed it 

5. Someone who shows you affection. 1 2 3 4 5 

6. Someone to have a good time With. 1 2 3 4 5 

7. Someone to g1ve you information to help 1 2 3 4 5 
vou understand a srtuation 
8. Someone to confide in or ta1k to about 1 2 3 4 5 
lJourself or your problem -
9. Someone who hugs you. 1 2 3 4 5 

1 0. Someone to get together w1th for 1 2 3 4 - 5 -

relaxat1on. 

11. Someone to prepare your meals if you 1 2 3 4 5 
were unable to do it for yourself. 

12. Someone whose advice you really want 1 2 3 4 5 

13. Someone to do th1ngs w1th to help you 1 2 3 4 5 
keep your m1nd off things 
14. Someone to help w1th da1ly chores if you 1 2 3 4 5 
~esick 
15. Someone to share your most private 1 2 3 4 5 
worries and fears With. 
16. Someone to turn to for suggestions 1 2 3 4 5 
about how to deal wrth a personai_Qroblem. 
17. Someone to do something enjoyable 1 2 3 4 5 

With. 

• q Someone who understands your 1 2 3 4 5 

problems. 

19. Someone to love and make you feel 1 2 3 4 5 
wanted 
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WAYS OF C0111:'\G Ql F.b fJOI.'I!SAIRE 
to, ____ _ 

INSTRUCTIONS: To responJ to the statements in this questionnaue, please keep your child with 
emotional ttt<>blems in mind fake a few momenlS and think about the most stressful s1tuation that you 
havo: expo:nenced With your child in the past week. 

By "stre'l$ful" we mean a situation that was d1ffieuJt or troubhng for you, eitllCr because you felt 
d1~tressed about what bappeoed, or because you had to use considerable effort to deal wtth the 
situation .. Retore respondtngto the statements, think about the dctllil5 ofthi:~ stressful situation, 
uch as where it happened, wbo was involved, how you acted, and ""hy it was tmportant to you. 

While you may still be involved in th¢ situation. or 11 could have already happened, it should be the 
most sire ful Sltu:ltion that you experienced duri"B the week. 

/\'5 you respond to each oft"e statements, plc:n~e keep this ~tn:s:;ful ~ituutton in mind Read each 
statement carefully and indtcate, by l!ircling the appropnate number. II> ""hat extent you used it in 
the situation Plca.~c respond to each item. 

11 tlt~ pu~~~o: rre~~Zi' you •~ed tht rono"ta~:'! 0!>11> not u,~d Used Ustd I 
applyf So•"'hal Qmua Crtat 

Not used 
B1t Deal 

I. I JU$1 concentrated on what J had to do next- the ne:-.t ~tep. 0 I 2 3 

!. I U1ed to a.n:1lyz,e the problem in order to understand 1t 0 I 2 3 
>ettcr. 

J. !turned to work or nnother ac11v1ty to make my mind off () I 2 3 
bing3. 

t I felt that time would make a difference - the only thmg was 0 I 2 3 
o wait. 

) I bargamed 01 wmpromiscd to get c;ometbing poqitive from 0 I 2 3 
he ~oituation. 

5. I did somcthmg that 1 didn' t think would work but atle.'l.~t I 0 I 2 3 
was doing something. 

7. I tned to get the person ~pons1ble to change hiS or her 0 I 2 3 
nind. 

~ , 1 talked to someone to find out more 11bout the ~ituation. 0 I 2 3 

), I criticized or leGtuted m}self. 0 I 2 3 

10 I uied not to burn my bndge , be leave thing open 0 I 2 3 
1omewhat. 
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In the put '1.-tek, !low freq uently hA~e )IOU u~ed the follnwlna! Ooc\ 11nt u~cd U3Cd Used a 
applyf Somewhat Quite 1 Grt111t 

~ot 111ed 
0•1 Oet t 

II. I hoplld for a mu·ade. 0 I 2 3 

12. I went along with fatth; sometunes 1 just have bad luck. 0 1 2 3 

13. t·weot on as if nothing had happened. 0 I 2 3 

14 I tried to keep my feelings to m}$Clf. 0 I 2 3 

1 5. I looked for the silver lining. so to speak; I tried to look on 0 I 2 3 
the bright side of thtn£3. 

16. I slept more than ~ual. 0 I 2 3 

17. I expressed anger to the persoM(.\) causing the problem. 0 I 2 3 

18.1accepted ~mpathy and understanding from ..omeone. 0 I 2 3 

19 I told m)'3elfthings that helped me feel better. 0 I 2 3 

20. I was inspired to do somethma c~ative about the problem. 0 I 2 J 

21 . I tried to forget the whole thing. 0 I 2 3 

22. I got professtonal help. 0 I 2 3 

23. I chanaed or grew liS a pe~on. 0 I 2 3 

24. I waited to see v.hat would happen before doilli A.Dythina 0 I 2 3 

25. J apolo~7.ed or did mmething to make up. 0 I 2 3 

26. I made a plan of a~ lion and followc:d 11. 0 I 2 3 

27. 1 accepted the next best thing to what! wanted. 0 I 2 3 

28. I let my feelings out somehow. 0 l 2 3 

29. I reahzed that 1 hnd brought the problem on my.clr. 0 I 2 3 

30. I came out of the experience beller than when I went in. 0 I 2 3 

31. I talked to someone who could do something oonc:rete 0 I 2 3 
about the situation. 

32. I tried to get away from it for a while by resttng or takmg a 0 1 2 3 
vacation. 

33. I tried to make m)selffeel better by eatmg. drinking. 0 I 2 3 
smoking, u~ing drugs. or medication, etc. 

34. f took a big chance or did something very ri~) to solve 0 I 2 3 
the problem. 
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Ill the pa~l wttk, how CrequeniiJ- lint you ••f41tho folio" lal1 Does DOl Ustd Uud liMd. 
appl) l Somewht Quilt I Creal 

l'int •u~d 811 Out 

35. I tried not to act too ha.stily or folio" my first bunch. 0 I 2 3 

36. I found new fa•th . 0 I 2 3 

37. 1 mauuained my pride and kept a stilT upper lip 0 I 2 4 

38. I rediscov1.'1'Cd what is imporunt in life. 0 I 2 J 

39. J changed 60methin~ ro lbing.s would tum our all nght. 0 I 2 3 

4() . I ~cncrally 8\'0ided being with p~:ople . 0 I 2 3 

41 . I didn't let it get to me; I refused to thtnk too much about 0 l 2 3 
it. 

42. I asked advice from a relalive or friend I respected. 0 I 2 3 ' 

43. 1 k~:pt others from knowing how bad things \\ere. 0 I 2 3 

44. I made light of the situation; I refused to get too serious 0 I 2 3 
about it. 

45. I talked to someom: about how 1 was feeling . 0 I 2 3 

46. 1 5tood my ground and fought for what I wanted. 0 I 2 3 

47. I took it out on other people. 0 I 2 3 

48. I dn:w on my Jlllllt experiences; I was m a imilar 0 I 2 3 
envu'Onment before. 

49. I k.new what had to be done, so I doubled my ellorts to 0 I 2 3 
make things \\Ork 

50. I refu~ to believe that 1t had h.,ppened 0 1 2 3 

51 . I promised my~lfthat things Y.ould be different next time. 0 I 2 3 

52. I came up Y.lth a couple of different solutions to the 0 I 2 3 
problem. 

53. I accepted the situation. smce nothmg 1.-ould be done. 0 I 2 3 

54. ltrted co keep my fechngs about the problem fn>m 0 I 2 3 
interf~rmg with other thin&s. 

55. I Wished that I could change \\'hat had harpcned or how I 0 I 2 3 
felt 

56. I changed something about m) self. 0 I 2 3 
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Ill tbe ptJI ••k. how (rcquentl) haH you.,~ tilt foliO,. In&'! 
I)Qtt 001 u~ U>td Used a 

•rr'>' Sllm~what Qu•te 1 Greet 

l"iot u..cl 
811 Deal 

57. I daydrumed or nnagill\."'d a beller time or place than the 0 I 2 3 

one I was in. 

58 I wi~h<:d that the ~ttualion would go a\vay or somehow be 0 I 2 3 

over with. 

59. I had fantasies or wished about how things miibt tum out. 0 I 2 3 

60. I prayed. 0 I 2 3 

61.1 prepared my1elffor the won;l. 0 I 2 3 

62. 1 went over m my mtnd what I would ~ay or do 0 t 2 3 

63. I thouiJlt about how a person I admire I would handle this 
situation and used that as a model. 

0 I 2 3 

64. 1 tried to see things from the other pc:rson'li potnt of view. 0 I 2 3 

65.1 reminded myself how much worse thing.' could be 0 I 2 3 

66. I jogged or exerci~ed. 0 I 2 3 
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AME --------------------------------
DATE ------------------------

tdcntJhcatoo No. ------------ --- -----
SEX. Mae tw Female 0 
Below is a hst o• words that dcscnbe feehngs people have Plr.aso road each one carefully. Then n •""~ ONE circle 
undertho answer to the r.ght which best descnbcs HOW YOU HAVE BEEN FEELING DURING THE PAST WEEK 

INCLUDING TODAY. 

-
(.~o~ ~' - ( PG""'\ )CJ 

The numbers 
refer to these phrases. 

0 • otatali 
0 • Ahttle 
(i) .. Moderately 
(i) ., Ou IO a bit 
t ') • Extremely 

1. Tense 

2. Angry 

3 Worn ou< 

4 Lively 

5 Cont ... sed 

6. Shaky 

7. Sad • 

8. Act ve . 

9 Grouchy 

10. Energetic 

11 . Unworthy 

I \IIORI lOR~ 

-0000 . 12. Uneasy • . • 000 , . 23 Weary •.. • 00000 

·00000 13. Fatigued •..• 0000 24. Bew11dered .• 00(i)Q(!) 

~0000 14. Annoyed ®00. . 25. Funous ••.. ®0008 

0
0

0
00 15. o.scournged . 000 . . 26 Effte ent • . • 0 0 0 00 

00000 16 Nervous . . 000 . 0 27. Full of pep .. ®00(!)0 

@0000 17. Lonely •• •.• 0000 28. Bad-tempered ®( • (iJ0 . 

00000 18. Muddled 

00C::00 19 Exhausted 

(;)0(i)(i)0 20 AnXIOUS 

(!)0 ~> 00 21. Gloorr.y 

000@0 22 Slugg !:h 

·®01..'10 . 

29 Forg~tful 

30. v.gorous • •l(i_)Q.) . 

MAKE SURE 
YOU HAVE ANSWERED 

EVERY ITEM. 

l>0\45 COP'I'f<IC'·iTCl111e!! EdiTS/tdu"" "" nnd ln0..15Wi:lll~ttt g Soolva> ~ Ooooo. C::A~2'07 
R~ ollho 101m t lll\1"' &ltd~< ~d. 

T v 
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Appendix B: IRB Study Approval Letter 

Date: 3 112013 

IRB File#: 

Protocol Pro00000965 Proacti\e Readiness Discussion Study 

Title Proactive Readiness Discussions among Mothers of Children with Mental Health 
Conditions 

PI Name Caroline McKinnon 

Approval Date: 2/19/20 13 

The above-referenced protocol was examined and found to be exempt from review by the 
Institutional Review Board (IRB) chairperson or designee in accordance with 45 
CFR 46 and the institutional assurance on life with the Department of Health and 
Human . The Protocol qualifies for the following e.\emption criterion/criteria: 

( 4) Research, involving the collection or stud} of C'\tSting data. documents, records, pathological 
specimens, or diagnostic specimens, if these sources are publici) available or if the 
information is recorded by the investigator in such a manner that subjects cannot be 
identified, direct!} or through identifiers linked to the subjects. 

Continuing re\ ie\\ is not required for exempt protocols. 

It must be noted that ifthe scope of the research project noted above changes to include 
the follov .. ing cri terion then it must be re-submitted to the IRB for review and 
approval as an expedited or full reviC\\ protocol prior to implementing the 
changes: 

I. co llection of protected health information in a manner that is identifiable 
2. collection of data beyond the originally approved time period 
3. direct contact with research subjects 

Future research projects that may qualify for exempt review must be submitted to the 
IRB. Please feel free to contact our office at 706-721-3 110 if you have any 
questions. 

Institutional Re\ ie\\ Board 

Georgia Regents Uni\ersity 

Warning: This is a private message for eiRB users only. If the reader of this 
message is not the intended recipient you arc hereby notified that any 
dissemination, distribution or copying of this information is STRICTLY 
PROIIIBITED. 
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Institutional Re" iew Board Georgia Regents Universi ty 
1120 15th St., CJ- 2103 
Augusta GA 30912- 7621 
IRB~ gru.edu 
Otlice 706- 721 - 31 10 
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Appendix C: Instruments used in Coding Scheme Development 

Parent Patient Activation Measure 
Below arc some statements that people sometimes make when they talk about 
their child's health. Please indicate how much you agree or disagree with each 
statement as it applies to you and your child by circling your answer. If the 
statement docs not apply, circle N/A. 
Your anS\\Crs should be v.hat are true for you and not just '"hat you think 
your doctor would want you to say. (If you ha\e more than one child, 
anS\\er these questions\\ ith only one child in mind) 

When all is said and done, I am the 
person who is responsible for managing 
my child's health condition. 

Disagree Disagree Agree 
Strongly 

Agree N/A 
Strongly 

----------------------------------------------
Taking an active role in my child's health care 
is the most important factor in determining 

I am confident that I can take actions that will 
condition 

I know what each of my child's prescribed 
medications does. 

I am confident that I can tell when I need to go 
get medical care and when I can handle my 

I am confident I can tell a doctor the concerns 
that I have about my child's health, even when 

I am confident that I can follow through on 
medical treatments I need to do for my child at 

I understand the nature and causes of my 
child's health condition(s) 

1 know the different med1cal treatment options 
available for my child's health condition. 

1 have been able to help my child matntain the 

I know how to prevent further problems with 
my child's health condition. 

-------
1 am confident I can figure out solut1ons when 

Disagree D1sagree Agree Agree 
Strongly 
Strongly his/her health and ability to 

Disagree Disagree Agree 

Disagree Disagree Agree 
Strongly 

Disagree Disagree Agree 
Strongly 
Strongly child's health problem 

D1sagree Dtsagree Agree 
Strongly 
Strongly he or she does not ask. 

Disagree Disagree Agree 
Strongly 
Strongly home. 

Disagree Disagree Agree 
Strongly 

Disagree Disagree Agree 
Strongly 

Disagree Disagree Agree 

Disagree Disagree Agree 
Strongly 

D1sagree Disagree Agree 

Agree 

Agree 
Strongly 

Agree 

Agree 

Agree 

Agree 
Strongly 

Agree 
Strongly 

Agree 

Agree 
Strongly 

Agree 
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I am confident that I can help my child maintain 
lifestyle changes, like diet and exercise, even 

Disagree Disagree Agree 
Strongly 
Strongly during times of stress. 

c· 2003, University of Oregon, Judith H. Hibbard, Dr. P.H. 
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FAMILY EMPOWERMENT SCALE 

These questions ask about several areas of your life-your family, your dlll<fs serv1ces. and your 
commumty. The questions 1ndude many d1trerent act1v1t1es that parents may or may not do_ For 
questions that do not apply to you, please answer "Never" Also. we know that other people may be 
rnvolved In canng tor and making dects1ons about your dlrld. but please answer the questJons by 
thlnlong of your own Situation Feel tree to wnte any additional comments at the end 

ABOUT YOUR FAMILY ... SOME· VERY 
NEVER SEI.OOM TilES OFTEN OFTEN 

1. When problems anse with my chilcl, I handle them pretty well. 1 2 3 4 5 

2. 1 feel confident 1n my ability to help my Child grow and develop 1 2 3 4 5 

3 1 knOW what to do When problems anse w1th my Child 1 2 3 4 5 

4 1 feel my famrly hfe is under control 1 2 3 4 5 

5 1 am able to qet inforrnatton to help me better understand mv 1 2 3 4 5 
Child. 

6 . 1 belteve I can solve problems With my Ch ld when they happen 1 2 3 4 5 

7 When 1 need help With problems tn mv t.1m11V, I am able to ask 1 2 3 4 5 
for help from others 

a 1 make efforts to learn new ways to help my ch1ld grow and 1 2 3 4 5 
develop. 

9. When dealing wrth my child, I focus on the good lh1ngs as well 1 2 3 4 5 
as the problems. 

10. When faced With a problem 1nvolvtng my chrld, I deade What 1 2 3 4 5 
to do and then do 11. 

11. 1 have a good understanding of my child s disorder. 1 2 3 4 5 

12 1 feel I am a good parent 1 2 3 .t 5 

ABOUT YOUR CHILD'S SERVICES ... SC:WE· VERY 
NEVER SELDOM T"'ES OfTEN OfTEN 

13 1 reel that I have a nght to approve all servtces my Ch1ld 1 2 3 4 5 
recetves 

14 1 know the steps to take When I am concerned my child ts 1 2 3 4 5 
recerwlQ poor serv1ces 

15. 1 make stXe that profesSIOnals l.flderstand mv optmons about 1 2 3 4 5 
'htlat servtces my Ch1ld needs 

16 1 c.n able to make good deastons about vmat servtces my 1 2 3 4 5 
Child needs 
17 1 am able to wert With agenaes and professionals to decide 1 2 3 4 5 
What services my chrld needs 

C I~J Fllllil) Empow-r Scu Ko:u. DtCIDJJo ,t Fne.a P.tpoul P.tstardl lllsat11a P«tt.a::d Su• t'ru\tml)' l' 0 Bos ~51 , Pcnl.D<1 
OR 97~07-C".SI (l !.a/fGS~\\'JUtrlt&T.:>"~DOilFE~£mpo"trm.lll CumDtFES DocumtD:<\A CO~!PLETE \'DtSlOS ..U:doc) 
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18. 1 make sure I stay 1n regular contact With profeSSionals who 1 2 3 4 5 
are provtd1ng seMces to my child . 

19. My op1n10111s JUSt as Important as professK>nals' op1n1ons tn 1 2 3 4 5 
decid1ng v.tlat servtces my child needs 

20. 1 tell professionals what I think about serv1ces be1ng proVIded 1 2 3 4 5 
to mych1ld. 

21 I i<nOW what serv1ces my ch11d needs 1 2 3 4 5 

22. When necessary, I take the 1nttlat1ve m 1001<1ng for seMces for 1 2 3 4 5 
my child and famtly. 

23 1 have a QOOd understandinq of the service system that my 1 2 3 4 5 
child IS inVolved In. 

24 Professionals should ask me what servtces I want for my 1 2 3 4 5 
child 

S<WE· VERY ABOUT YOUR /NVOL VEMENT IN THE COMMUNITY ... "'EVEq saDOM TIMES OI'TEH OfTEN 

25. 1 feel I can have a part 1n 1mprov1nQ serv1ces for children 1n my I :! 3 4 ~ 

commun1ty. 

26. 1 get In touch wrth my legislators v.tten 1mportant bills or 
1ssues concem1ng ch.ldren are pendtng. 

1 :: 3 4 ! 

27 1 understand how the seMce system for children is organiZed 1 2 3 4 5 

28. 1 have 1deas aboUt the ideal seMce system for children. 1 2 3 • ~ 

29. 1 help other tam111es get the serv1ces they need. 1 2 3 4 ! 

30 1 believe that other parents and I can have an lnnuence on 1 2 3 4 ! 

seMces for children 

31 . 1 tell people 1n agenc1es and government how servrces for 1 2 3 4 s 
children can be 1mproved 

32. 1 i<nOW how to get agency ad!Tllmstrators or legislators to 1 :! 3 4 5 

hsten to me. 

33 1 know what the nqhts of parents and children are under the 1 2 3 4 5 

special education laws 

34 1 feel that my knov.1edge and expenence as a parent can be 1 z 3 • ! 

used to 1mprove serv~ces for children and fam111es 

COMMENTS'--------------------------------------------------

C 199J family Empo~:n S<Ut. Korc. O.CIIillo, .t: fntita, ltepow ltlsun:ll WI1Nit. Ponb:ld Sta:e t:AnWUI)', P 0 Box '51, Ponl&4, 
Oil o-~·..o-5 1 (J SatrGSSU'Jllli.Jt.tT:>usemmaaoafES Empo-.em:ar Coma~ FE!> ~!:S!A CO:lolPU:TE \USIO~ -4!4o<) 
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Scorin: diJKiions for tbt "family Empo'l'ftn.ntnt Scrut": 

Scores for the su~es are s.unple me~. Calculate the mean by adding the scores for 
the subscale ttems. and dividing by the ntm~ of qut"Sttons If there are 011ssmg ttmlS 
(up to 3) tMs1 add the scorts for the subscale ttmlS and di\,de by the number of 
aD.S\\ered qutsttons \\'e do not recODlDlelld adding all subscales for an overall score 
b«ause the content of each of the subscales addrts~ qwte di1ferent toptcs However, 
many published articles ha\·e e~q>loyed this method (addl.llg for an o\·erall score) 
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E.CIIOVJ 

Vanderbilt Mental Health Service Self-Efficacy Questionnaire 
Bickman. EarL & Klind\\Orth ( 199 1) \ andcrb1lt Lnt\Crslt} 

200 

20 

The foUow.ant suuont/IJS ct~nctm btUtb about childrtn 's mtntal htGbh sun en and pan Ills' 
involtttmtltl in thort nmctS. PftiUI dtcidt ho-.; much tach IUlltmtnJ dtscril:Jrs hott• J!!J!/Itl aJwut tho 
mt/llaJ l1tallJt strricts J1Uli. child is rrcn•inz. 1/ your child if not cun-tllll] rtcti•inz urvicu, please 
thinA baclc to when JOUr child tta.r rcctivinz strvicrs a!Jd crrclt Jour aniWtr rrlllli•·t to that time. 
Circle one number tlw.J rrprrst!W JOUr anrwtr tht best bcutd on holt! much .vcm agree or disagrtt ~iJh 
tlw.J ftiJJtmtnJ. 

wiMPv ,o;.;.o.ll(p , ...... , .. , 
'" ~rrr• lNtrflllll A~u A(ltt 

I believe chat I can hdp mrntal beo.lth RNitc 

proviJcrs ID ~llDI: Dl) clU.Jd. 2 3 4 5 

2 Tllcrc 11 DOt much that I can do lo ~uri "'1th txa~ 
hca.ltb rv~ 2 3 4 5 

3 I 1:zlo,o. thai I 0111 do ~ -.-Ji; 10 be dooe 10 ,. 1.: l&ltb ID) 
child e mental bcallh rc~ 2 l -4 s 

4 Wha1 JOCa an m mco1311 bcallla SCtVI~ as ust Coo compt t;4 for 
me 10 de;ll '" lh 2 J 4 5 

5 lias OG!y wishful thizWJlt 10 blllie1;~ llW I an rmly be part of 
my cluJ..t's meaal bc;olth ~.ees. 2 3 4 s 

6. Thea 11 hulc I aa do 1o clw!Jc "'1:11 u done by lbc 
pt!Ofle \Obo provid~ ltulllldlt 10 ID) cluld. 2 1 4 5 

7 I ortcu ~ II 1 hopei to try to do& II& 1tb mental beallb rvaces 2 3 4 :S 

a I final II US) "' leJI SittVI e prO"\I.kfS bow my duld l!ld lilllll) 
ehould bel ttcouc.l 2 3 ~ s 

9 My sLall5 , dca.lang wnb mental health '«:fVi<cs ..,liJ help 111c to 
cb:ua~ than ~ tiiiJbl be! "-TDDI ..,,tb my d11ld'• trcscmcnt. 2 1 4 s 

10 Nu m.a!tn bow b&t.t I try, my c:b• IJ won'l eet the r:~ent.al b ltb 
~'lCCa !hal m) ch1ld needs. 2 J 4 s 

II \I. 'ben WCilliDJ I<Ja \Ul.lll.J: -.1th lTlJlhaiJ ., lr=.ollmct'll lbc~ U 

I ute I CAt! d~> 10 affect servacu 2 J 4 5 

12 Pm:nts I .: ~ne can cha.ll~e ~course of~ wldrm's 
ummcut If 1o1e aa1e ounc:llocs beuJ 2 J 4 s 

13. WIPt I do 10 Mlrl.: ,. ith rxatal I!Wib l!iCrVICCS ""iD bdp m' chJ ld 

\() ltl the 1 possiHe lrtll.l:3= • 2 l s 
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.!! 

s:r..,tr s-.t1 
11tJqrft (iJIMtlilo .. ,.. .. ,...,. 

14. \\ 1tla all tba rapclCWbWblll I Ja.vc, .t ~ DOt be poeable (CN 

111C 10 be \'Ct"f m'iCJiwd m •1 dl.ild's ITOIIDWGI rlu npl DOW 2 3 • s 

IS. I loot forward 10 ruuciJ-tina edivcl) ID my child'• 

trealmalt plaa. 2 3 • 5 

16. 1 iAial&l 10 be io"'hcd m tbc plm for mv daild'a tnoWDalt, 2 3 4 s 

17. I feel CJ'J1:1'Y,bdmcd v.iaca .ked 10 do lb.ioi$ about my ebald'a 
lrealmcrll. 2 3 4 5 

IS. I have Ilardi)' ~r aottca wbJI my child needed from tnalL&l 
bcalth ICI"VICQI, oo matttr ,.'bat I bavc docc. 2 3 4 5 

HI. Dcal111g W11b .-ntal .bealtb SCf\'lCIII 00 beb&Jf Oi my Child 
IUmnl out 10 he e&SICf than llhouplll would 2 3 4 .s 

20. I have (OWIJ WI tb&J .. 'bat IS 10108 10 baprm V.tl.b my chiJJ'1 
m=taJ .beallb tnlllll*lll will bappal, oo mar'" .,. bat 1 do 2 3 • .s 

21. 1 baVc made e 1mportMil d•ffueaco 1.11 tbc m=tal beahb 

lr m~:nt my dUJJ b&s r~~~Ce~ve.:l. 2 3 4 j 

22. J don '1 blow bov. 10 cet ia!ormat1011 011 dle hest cxntll bat 
Xf"ICCS for ID)' dUid, 2 3 • 5 

2l I bsv.: ,_ other ~*SIS deal cff«ll,eJy Y.ltll mcetal bal:h 
Kl'\ ccs for lbci r child rca 2 3 4 s 

Olhe: par..U ~e taz;btme bow 10 pt v.bal mv Child cen!a 

from IDCIItal bca:lll ila"l..,. 2 3 • s 

25. l'o matscr wb&l ochct1 ~&J or do, I do DOt chink that I ahould be 
IJIVOh a! 111 my clUJ.!' s Ue:llm&:Dl 2. 4 s 

ll<U.., Eoo., A.~ I I WI). \ '....S.rt.ilii.J ctll' 
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Appendix D: Definitions and Exemplars of Dimensions of Proactive Readiness 

Variable Conceptual Operational Exemplars Source 
(Level of definition definition (item#)* 
measurement) 

Dimensions of proactive readiness 
Role belief Belief that one Posting that indicates When all 1s sa1d and PPAM (1) 
(Nominal) should take an the mother's belief done, I am the 

active role in about who should person who is 

management of have the job of responsible for 

child's care directing, providing, managrng my 
child's health 

or managing the care condition 
of her child 

Posting either agrees 
Taking an active PPAM(2) 
role in my child's 

or disagrees with the health care is the 
following statement: most important 
"It is my job as a factor in 

parent to take an determrn1ng h1s/her 

active role in my health and ab11ity to 

child's care" 
funct1on 
ll1s only wishful VMHSEQ (5) 
thinking to believe 
that I can work w1th 
mental health 
serv1ces 
With all the VMHSEQ 
respons1bilit1es I (14) 
have, 1t would not 
be possible for me 
to be very rnvolved 
in my child's 
treatment plan nght 
now 
I look forward to VMHSEQ 
participating actively (15) 
in my child's 
treatment plan 
I intend to be VMHSEQ 
rnvolved in the plan (16) 
for my child's 
treatment 
No matter what VMHSEQ 
others say or do I (25) 
am the person who 
IS responsible for 
managrng my 
child's health 
conditions 

Knowledge Specific Posting that refers to I know what to do FES (3) 
(Nominal) information or the spec1fic when problems 

skills needed to information or skills anse w1th my child 

! manage child's the mother uses in 
care the care of her ch1ld , I have a good FES(11 ) 

includmg statements 
understandrng of 
mv child's d1sorder 

indicating the need I know the steps to FES (14) 
for such knowledge, take when I am 
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and statements concerned my child 
reflecting such is rece1vmg poor 

knowledge services 
I know what FES (21) 

Posting either agrees 
serv1ces my chtld 
needs 

or disagrees with the I have a good FES (27) 
following statement understanding how 
•1 know the the serv1ce system 
information and skills for children 1s 
needed to do my job" oraantzed 

I understand how to FES (32) 
get agency 
administrators or 
legislators to listen 
to me 
I know what the FES (33) 
rights of parents 
and children are 
under the special 
education laws 
I know what each of PPAM (4) 
mych1ld's 
prescnbed 
med1cations does 
I understand the PPAM (8) 
nature and causes 
of my child's health 
condition (s) 
I know the different PPAM (9) 
medical treatment 
options ava1lable for 
my child's health 
cond1t1on 
I know how to PPAM {11) 
prevent further 
problems w1th my 
child's health 
condition 

Confidence Perception that Posting that reflects When problems FES(1) 
(Nominal) one is capable the mother's anse w1th my child, I 

to carrying out perception that she is handle them pretty 

an active role in or is not capable to well 

the child's care doing the activities I am able to make FES (16) 

required in the care 
good dec1s1ons 
about what services 

of her child mv child needs 
I am able to work FES (17) 

Posting either agrees w1th agenc1es and 
or disagrees w1th the professionals to 
following statement: decide what 
·1 am capable of serv1ces my ch1ld 

carrymg out an active needs 

role m my child's I am confident that I PPAM (3) 

care" can take act1ons 
that will help 
prevent or m1n1m1ze 
some symptoms or 
problems 
associated with my 
child's health 
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cond1t1ons 
I am confident that I PPAM (5) 
can take act1ons 
that w111 help 
prevent or m1nimize 
some symptoms or 
problems 
assoc1ated w1th my 
child's health 
condition 
I am confident that I PPAM (6) 
can tell when I need 
to go get medical 
care and when I can 
handle my child's 
health problem 
myself 
I am confident that I PPAM (7) 
can take actions 
that w111 help 
prevent or minimize 
some symptoms or 
problems 
associated w1th my 
child's health 
condition 
I am confident that I PPAM (12) 
can figure out 
solutions when new 
situat1ons anse with 
my child's health 
I am confident that I PPAM (13) 
can help my child 
ma1ntain lifestyle 
changes, like d1et 
and exerc1se, even 
dunng t1mes of 
stress 
There is not much VMHSEQ (2) 
that I can do to work 
with mental health 
services 
I know that I can do VMHSEQ (3) 
what needs to be 
done to work with 
my child's mental 
health serv1ces 
I find 1t easy to tell VMHSEQ (8) 
serv1ce prov1ders 
how my child and 
family should be 
treated 
I feel overwhelmed VMHSEQ(17) 
when asked to do 

' th1ngs about my 
ch1ld's treatment 
Dealing w1th mental VMHSEQ 
health services on (19) 
behalf of my ch1ld 
turned out to be 
eas1er than I 
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I thouoht it would be I 
Efficacy Expectation that 1 Posting that reflects I believe that I can I VMHSEQ (1) 
(Nom1nal) taking an active the mother's help mental health 

role will make a expectations of the service providers in 

difference in the outcomes of her 
treahnQ my child 

child's care activities in caring for 
I believe I that I can VMHSEQ (6) 
help mental health 

her child serv1ce prov1ders 1n 
treatmg my ch1ld 

Posting either agrees I often feel it is VMHSEQ (7) 
or disagrees w1th the hopeless to try to 
following statement. deal w1th mental 
"I expect that my health serv1ces 

active participation My skills in dealing VMHSEQ (9) 
will benefit my child" with mental health 

serv1ces will help 
me to change things 
that might be wrong 
w1th my child 's 
treatment 
No matter how hard VMHSEQ 
I try, my ch1ld won't {10) 
get the mental 
health services that 
my ch1ld needs 

When something VMHSEQ 
goes wrong with my 
child·s treatment, 

(11) 

there is httle I can 
do to affect serv1ces 
Parents like me can VMHSEQ 
change the course (12) 
of our children's 
treatment 1f we 
make ourselves 
heard 
What I do to work VMHSEQ 
w1th mental health (13) 
services will help 
my child to get the 
best possible 
treatment 
I have hardly ever VMHSEQ 
gotten what my (18) 
ch1ld needed from 
mental health 
serv1ces. no matter 
what I have done 
I have found out VMHSEQ 
that what IS gomg to (20) 
happen w1th my 
ch1ld"s mental 
health treatment will 
happen, no matter 
whatldo 
I have made a VMHSEQ 
difference in the (21) 
mental health 
treatment my child 
received 
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FES- Family Empowerment Scale (Koren, DeChillo, & Fnesen, 1993); PPAM= Parent Patient 
Activation Measure (Insignia, 2005); VMHSEQ= Vanderbilt Mental Health Service Efficacy 
Questionnaire (Sickman, Earl, & Klindworth, 1991) 

•Item # indicates the rtem number on the original source rnstrument 
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