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Abstract
Objective: This study examined the efficacy of Triple P Online (TPOL), an eight-module intensive online
positive parenting program for parents of children with early-onset disruptive behavior problems.
Method: One hundred and sixteen parents with 2-9-year-old children displaying early-onset disruptive
behavior difficulties were randomly assigned to either the intervention condition (N = 60) or an internetuse-as-usual control group ( N = 56).
Results: At post-intervention assessment, parents receiving the internet intervention TPOL had significantly
better outcomes on measures of problem child behavior, dysfunctional parenting styles, parents’ confidence
in their parenting role, and parental anger. At 6-month follow-up assessment intervention gains were
generally maintained, and in some cases enhanced. Consumer satisfaction ratings for the program were
high.
Conclusions: Internet-delivered self-help parenting programs appear to make a valuable contribution to a
comprehensive public health approach to parenting support.
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Introduction
The prevention of potentially detrimental parenting practices is an important public health priority in
light of the prevalence and costs, both human and financial, of inadequate parenting (Kirp, 2011). The need
for better access to evidence-based parenting interventions has been widely recognized by professional
bodies and policy informing groups (e.g., American Psychological Association, 2009; National Institute of
Clinical Excellence and Social Care, 2006; National Research Council and Institute of Medicine, 2009);
influential international organizations (e.g., United Nations Office on Drugs and Crime, 2009; World
Health Organization, 2009) and parents as consumers (Sanders & Kirby, 2012).
To truly impact on the prevalence and burden of dysfunctional parenting, as with other mental health
issues, integrated prevention and treatment approaches are required which harness the opportunities
provided by technology, nontraditional service delivery and self-help interventions (Kazdin & Blase,
2011). Over the past decade, the adoption of a public health approach has increased the range of parenting
interventions available to communities for the prevention and management of disruptive behavior
difficulties. The Triple P-Positive Parenting Program is an example of a tiered, integrated, multilevel
system of parenting interventions based on social learning, cognitive-behavioral and self-regulation theory
(see Sanders, 2008, 2012). It incorporates five levels of intervention of increasing intensity and narrowing
population reach, ranging from media and information strategies (Level 1) to intensive cognitivebehavioral family intervention (Level 5). A range of delivery formats have been shown to be effective
including small and large group programs (Morawska, Haslam, Milne, & Sanders, 2011; Zubrick et al.,
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2005), individual face-to-face (Sanders, Markie-Dadds, Tully, & Bor, 2000; Turner & Sanders, 2006), and
telephone-based and self-directed programs (Markie-Dadds & Sanders, 2006; Morawska & Sanders, 2007).
These interventions range from brief, low intensity “light touch” interventions such as age and topicspecific 2-h parent discussion groups (e.g., Joachim, Sanders, & Turner, 2010) to more intensive individual
and group programs for complex problems such as oppositional defiant disorder, or challenging behavior in
children with developmental disabilities (Sanders et al., 2000, 2004). Although these formats have
increased options available for parents and practitioners, only a small proportion of mothers and even fewer
fathers that could benefit from parenting programs actually participate (Sanders, Markie-Dadds, Rinaldis,
Firman, & Baig, 2007). Completing a parenting program is still not socially normative, and numerous
barriers can hinder parental involvement and program completion (Sanders & Wilkinson, 2012). These
include logistical problems (e.g., transportation difficulties, work schedule conflicts, availability and
affordability of childcare), mistrust in providers due to negative prior experiences, perceived ethnic and
cultural barriers, perceived social stigma (Prinz & Sanders, 2007), and limited access, particularly in rural
areas (Radey & Randolph, 2009).
The internet has been proposed as an alternative vehicle for delivering evidence-based parenting
programs as its usage is widespread and increasing. For example, in 2010, four in five Australian
households had internet access, prevalent across all socioeconomic groups (Australian Research Council,
2010). The internet has the capacity to bring parenting programs to a much broader range of parents by: 1)
overcoming barriers common to face-to-face services; 2) destigmatizing and normalizing parenting
assistance; and 3) harnessing the power of video-based modeling, interactivity and personalization (SelfBrown & Whitaker, 2008). Compared to more traditional face-to-face parenting programs, internet delivery
has the potential to increase the reach of parenting programs resulting in greater cost-efficiency and
enhanced capacity to tailor program content to the needs and interest of parents. It is also an increasingly
popular method of accessing parenting information and advice in comparison to traditional approaches
such as home visits, therapy and parenting groups (Metzler, Sanders, Rusby, & Crowley, 2012).
Contrary to the view that internet programs are mainly suitable for well educated, middle class
families, several studies show widespread use of the internet by disadvantaged and vulnerable parents
including young, single parents (Radey & Randolph, 2009). Very high levels of interest in and acceptance
of video and online parenting programs have been found among low-income child welfare populations of
African American and Hispanic families (Love, Sanders, Metzler, Prinz, & Kast, in press) and ethnically
diverse families (Metzler et al., 2012). Research on internet programs targeting health problems has
exploded in recent years (Glasgow, 2007), and interactive online interventions have shown substantial
effects on a broad range of psychosocial and health outcomes (Barak, Hen, Boniel-Nissim, & Shapira,
2008) with effect sizes comparable to face-to-face delivery.
Given the popularity and widespread use of the internet for parenting and health information and
advice, it is not surprising that there has been a proliferation of parenting websites. These sites vary in
scope and quality and include government sponsored sites on parenting and child health; commercial sites
selling child and baby products; sites developed by television and radio networks promoting parenting
shows; social networking sites for parents; parenting apps for portable devices; and practitioner sites
promoting professional services. However, the sheer volume of information available can be confusing for
parents. Furthermore, the parenting advice offered typically lacks a clear theoretical or scientific evidence
base and can be contradictory, making it difficult for parents to differentiate between high and poor quality
information (Plantin & Daneback, 2009).
Despite strong advocacy for use of the internet to enhance outcomes in parenting programs, there is
little controlled evidence attesting to the efficacy of this approach. There is some evidence of positive
outcomes following online interventions for parents of infants (e.g., Baggett et al., 2010; Hudson,
Campbell-Grossman, Fleck, Elek, & Shipman, 2003), and an online variant of the Incredible Years
program successfully engaged parents but yielded modest outcomes (Taylor et al., 2008). There is also
evidence that a parenting program delivered via CD-ROM was effective in reducing child behavior
problems and increasing parental satisfaction (Cefai, Smith, & Pushak, 2010). However, there is a distinct
lack of randomized controlled research, particularly in the area of child emotional and behavioral problems,
and therefore a pressing need to rigorously evaluate the efficacy of parenting support delivered online. To
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date only one randomized study from Sweden (Enebrink, Hogstrom, Forster, & Ghaderi, 2012) has
demonstrated that child conduct problems and dysfunctional parenting improve as a result of an online
parenting program. However, this program provided additional limited assistance and feedback from
research staff to complete the program (approximately 5 h per family).
This project builds on the extant literature by evaluating the efficacy of an established evidencebased parenting intervention for parents of children with early-onset conduct problems, the Triple PPositive Parenting Program, delivered online. Triple P Online (TPOL; Turner & Sanders, 2011)
corresponds to a Level 4 intervention in Triple P’s multilevel system (Standard Triple P; Sanders, MarkieDadds, & Turner, 2012) which is an intensive parent skills training program designed for parents of
children with moderate to severe conduct problems. This project aimed to investigate consumer outcomes,
program acceptability, and patterns of usage of the online program and resources. It was hypothesized that,
compared to parents in an internet-use-as-usual control condition, parents in the TPOL condition would
report 1) lower levels of disruptive child behavior; 2) lower levels of dysfunctional parenting; 3) high
parental efficacy in managing their child’s behavior; 4) improved parental adjustment, lower parental
anger, and lower levels of conflict over parenting. It was also hypothesized that all intervention gains
would be maintained at 6-month follow-up assessment.

Method
Participants
Participants were 116 parents with a 2-9-year-old child ( M = 4.7 years) with elevated levels of
disruptive behavior. Target children were more likely to be male (67%). Family composition was explored,
with the majority (85%) living in an original family, and the number of children at home ranging from 1 to
5 ( M = 2.2). The ethnic group most commonly identified with was Australian (91%). Respondents were
mainly mothers (91%), living with a partner (married or de facto 90%). The mean age for parents was
37.37 years (range 23-50 years). Participants reported their highest level of education: 17% had completed
high school or less, 25% had technical college or apprenticeship qualifications, and 58% had a university
degree. Most participants were employed (34% were not in paid employment). Most families (76%) had an
income at or above the Australian median (Australian Bureau of Statistics (ABS), 2009); 15% had
experienced a time during the previous 6 months where their household could not meet essential expenses;
13% indicated they sometimes worried about whether food would run out before they could afford more.
The majority of parents reported accessing the internet every day (80%), or several times a week
(15%), most of them spending many hours per week online (more than 10 h: 29%; 5-10 h: 29%; 2-5 h:
29%). Most participants reported feeling ‘very’ or ‘totally’ computer confident (81%), and ‘very’ or
‘totally’ internet confident (81%). Table 1 details the key demographic characteristics of the sample.
Recruitment was conducted in February and March 2010, through community outreach in mass
media, online parenting forums, schools and childcare settings in Brisbane, Australia. Parents selfidentified as having difficulties with their child’s disruptive behavior. After initial contact, parents
completed a 10-min telephone screening interview to inform them of the study requirements and assess
eligibility. Eligibility criteria were: (1) a 2-9-year-old child for whom parents reported elevated levels of
child behavior problems on the Eyberg Child Behavior Inventory (Eyberg & Pincus, 1999); (2) access to a
computer and broadband internet connection; and (3) the parent’s ability to read English at Year 5 level.
Exclusion criteria were: (1) the child had an intellectual or developmental disability; (2) the child was
taking medication or in regular contact with a professional for behavioral or emotional problems; or (3) the
parents were receiving treatment for psychological or relationship problems. A total of 279 parents
completed the telephone screening interview and of these,127 met eligibility criteria, but 11 of these did not
complete pre-assessment. The most common reason for exclusion was child behavior difficulties not being
sufficiently elevated.
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Measures
Family background
Family background questionnaire (FBQ). Family demographic data were collected using the FBQ
adapted from the Western Australian Child Health Survey (Zubrick et al., 1995). Parents also completed
questions about their confidence and frequency of use of computers and the internet.

Child behavior and adjustment
Eyberg Child Behavior Inventory (E CBI; Eyberg & Pincus, 1999). The ECBI is a 36-item measure
of perceptions of disruptive behavior in children aged 2e16 years, including frequency of disruptive
behaviors (Intensity scale) and the number of behaviors parents list as a problem for them (Problem scale).
The scales have good test-retest reliability ( r = .80 and .85, respectively; Funderburk & Eyberg, 1989); and
discriminate between children with and without disruptive behavior problems (Burns & Patterson, 2001).
Both scales had good internal consistency in this sample (α = .81 and .75 respectively).
Strengths and Difficulties Questionnaire (S D Q; Goodman, 1999). The 25-item SDQ measures
perceptions of prosocial and difficult behaviors in children aged 3-16 years. It has good test-retest
reliability ( r = .85) and has been found to discriminate well between low-risk and high-risk samples
(Goodman & Scott, 1999). Five scale scores are computed: Emotional Symptoms, Conduct Problems,
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Inattention/Hyperactivity, Peer Problems, and Prosocial Behavior. In this sample, internal consistency of
the subscales was varied (α = .63, α = .51, α = .71, α = .56 and α = .68 respectively).

Observation of child disruptive behavior. The primary caregiver and target child were observed
during a 40-min videotaped clinic observation including different parenting tasks-joint free-play; clean-up
compliance task; unstructured waiting time; adult-led teaching task (i.e. the parent instructs the child in a
task they cannot initially complete without guidance), play with play-dough; preparation for transition; and
coping with competing demands (i.e. the parent completes questionnaires while the child is asked to play
independently). These observation settings were selected to replicate experiences that occur regularly in
family life (Sanders et al., 2000).
Individual child disruptive behaviors were coded in 10-s observation intervals using an adapted
version of the Family Observation Schedule (FOS; Sanders, 2000). A composite measure, percentage of
intervals with observed child disruptive behaviors, was used to evaluate the effects of the intervention on
levels of disruptive behavior. It consists of noncompliance, complaint, aversive demands, aversive verbal,
negative contact, oppositional, and interrupt categories. Recorded observations were coded by four trained
research assistants who were naïve to families’ intervention condition and assessment phase. Inter-rater
reliability assessed on a randomly selected 20% of observation sessions was satisfactory (mean κ = .61, SD
= .16).

Parenting style
Parenting Scale (PS; Arnold, O’Leary, Wolff, & Acker, 1993). This 30-item questionnaire measures
three dysfunctional discipline styles: Laxness (permissive discipline), Over-reactivity (authoritarian
discipline, anger, meanness and irritability) and Verbosity (long reprimands or reliance on talking). The
scale has good test-retest reliability ( r = .83, .82, and .79, respectively) and has been found to discriminate
between parents of clinic and nonclinic children; and to correlate with observational measures of
dysfunctional discipline. In the current sample, internal consistency was good for the Laxness (α = .83) and
Over-reactivity scales (α = .79), and modest for the Verbosity scale (α = .55).

Parenting confidence
Parenting Tasks Checklist (PTC; Sanders & Woolley, 2005). This checklist assesses parents’
confidence in successfully dealing with 14 difficult child behaviors like whining and temper tantrums
(Behavior Self-efficacy), and in dealing with difficult behavior in 14 different settings such as shopping
and having visitors (Setting Self-efficacy). Both subscales showed good internal consistency in this sample
(α = .94 and .88, respectively).

Parental adjustment
Depression Anxiety Stress Scales (DASS-21; Lovibond & Lovibond, 1995). The DASS-21 is a short
form of the original 42-item questionnaire that assesses symptoms of depression, anxiety, and stress in
adults. It evidences good convergent and discriminant validity (Henry & Crawford, 2005), and the internal
consistency of the scales was moderate to good in this sample (Depression α = .87, Anxiety α = .69, Stress
α = .85).

Parental anger
Parental Anger Inventory (PAI; Hansen & Sedlar, 1998). The PAI assesses anger experienced in
response to misbehavior in children aged 2-12 years. Parents rate 50 child-related situations as problematic
or not (Problem score) and the degree of anger evoked by each situation (Intensity score). The Problem and
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Intensity scales have moderate reliability ( r = .80 and .79, respectively; Sedlar & Hansen, 2001), and
showed good internal consistency (α = .86 and .95 respectively) in the current sample.

Conflict over parenting
Parent Problem Checklist (PPC; Dadds & Powell, 1991). This 16-item questionnaire measures
inter-parental conflict over child rearing (e.g., the extent to which parents disagree over rules and
discipline, have open conflict over parenting issues, and undermine each other’s relationship with their
children). The PPC yields an index of the number of problems (Problem scale), which has high test-retest
reliability ( r = .90). The version used includes an intensity rating for the problems listed (Extent scale).
Both subscales had good internal consistency in this sample (α = .81 and .91 respectively).

Intervention use
An online reporting site was built to track and record patterns of program use. The parameters
captured include website access date and time spent on each module.

Client satisfaction
Client Satisfaction Questionnaire (C S Q; Sanders et al., 2012) is a 13-item survey that measures
consumer satisfaction with the quality of service; how well the program met the parent’s and child’s needs,
increased the parent’s skills and decreased the child’s problem behaviors; and whether the parent would
recommend the program. The CSQ has high internal consistency (α = .96; Sanders et al., 2000), which was
evident in the current sample (α = .95). Additional items relating to the online program assessed reactions
to the content, design, activities, video clips, worksheets and workbook; and the helpfulness of inbuilt
features (e.g., podcasts, SMS and email summaries, and SMS reminders of weekly goals).

Design
This study was a randomized, controlled trial employing a two group (group: TPOL vs internet-asusual control) x Time (time: pre-intervention, post-intervention, 6-month follow-up) repeated measures
design. Families were randomly assigned to either the online intervention condition or a control condition
(allowing internet use as usual). Participants completed assessments at three time points: pre-assessment
(on enrollment in the study), post-assessment (approximately 12 weeks later), and at 6-month follow-up.

Procedure
This project followed the National Health and Medical Research Council’s ethical guidelines for
participation of human subjects. Ethics approval was received through the University of Queensland
Behavioral and Social Sciences Ethical Review Committee (project number: 2009000302).
A list of computer-generated random numbers was created to enable random assignment to
condition. Once deemed eligible through the telephone screening process, parents were emailed a link to
complete the pre-intervention assessment and informed consent process online. Participants were assigned
sequentially to condition (in order of initial contact), stratified for income (above or below the Australian
median household income) and child gender. In addition, a randomly selected subsample of 50% of
participants was assigned to complete a clinic observation procedure. The online program was offered free
of charge and families received a total of $20 in shopping vouchers as an incentive for completing postand follow-up assessments.
Parents assigned to the intervention condition were emailed individual log in details and were
prompted to complete the program within 3 months (at which time post-assessment was conducted
regardless of the number of modules completed). Access to the program continued until completion of the
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6-month follow-up assessment, although very few parents continued use after post-assessment. Participants
were contacted by a research assistant 2 weeks and again 5 weeks after commencement to check they were
not experiencing any technical problems and were aware of the program features. There was also a
reminder call and email if they had not logged on to the program for 3 weeks. Phone calls took an average
of 5 min and no professional advice or guidance in regard to program content was given. There was an
average contact time of 11 min per participant over the course of the trial.
On completion of the study (i.e., after 9 months), participants in the internet-as-usual control group
were offered access to the Triple P Online intervention.

Intervention
Triple P Online (Turner & Sanders, 2011) is an eight-module, interactive self-directed positive
parenting program delivered via the internet. The intervention provides instruction in the use of 17 core
positive parenting skills (e.g., descriptive praise, quiet time, time-out). The content is presented in
sequenced modules: 1) What is positive parenting?; 2) Encouraging behavior you like; 3) Teaching new
skills; 4) Managing misbehavior; 5) Dealing with disobedience; 6) Preventing problems by planning ahead;
7) Making shopping fun; and 8) Raising confident, capable kids. The program content is presented in a
linear format (i.e. module completion opens access to the next module), which allows users to review
previously completed modules.
A distinctive feature of this online interactive program is its emphasis on promoting parental selfregulation. This is achieved through sound instructional design, dynamic and demonstration-driven video
content, teaching parents self-management skills (goal setting, self-evaluation). It focuses on increasing
parental self-efficacy (beliefs about capacity to execute daily parenting tasks), personal agency (attributing
change to one’s own efforts) and self-sufficiency (independent problem solving). It also prompts parents’
ongoing participation, without the need for personal contact with a clinician.
Triple P Online incorporates elements designed to engage participants and improve knowledge
acquisition, positive self-efficacy, and behavior activation. These elements include: 1) user-friendly
navigation; 2) video-based modeling of parenting skills, and diverse parent ‘vox pops’ describing their
experiences; 3) personalized content including goal setting, review and feedback; 4) interactive exercises to
prompt parental problem solving, decision making and self-regulation; 5) downloadable worksheets and
podcasts to review session content; and 5) automated text messaging and email prompts to increase the
likelihood of program completion. The program also provides parents with a customizable and printable
workbook that records program content, parents’ goals, and responses to exercises. Cultural sensitivity is
addressed through the use of multicultural video models and the self-regulatory framework that enables
parents to select goals informed by their own values and traditions.

Results
Preliminary analyses
To check for adequate randomization, preliminary analyses were conducted to confirm the
equivalence of the intervention and control groups at pre-test on all demographic variables using analysis
of variance (ANOVA) for continuous variables, and chi-square tests for categorical variables (see Table 1).
ANOVA was also conducted on all outcome variables (means are presented in Table 2). No significant
differences were found between conditions on any variable, indicating that the randomization resulted in
comparable groups on sociodemographic measures and the intensity of presenting problems.

Retention rates
Of the 127 eligible parents, 116 parents completed pre-assessment questionnaires and were randomly
allocated to TPOL (n = 60) or the internet-use-as-usual control condition (n = 56). Two TPOL parents were
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unable to commence the program but are included in all analyses as they completed pre-assessment.
Questionnaire assessment was completed by 107 participants (intervention n = 57, control n = 50) at postassessment, representing a very high retention rate of 92%. The 6-month follow-up assessment was
completed by 100 participants (86%; intervention n = 52, control n = 48). Of the 54 parents that had
completed the clinic observation procedure at pre-assessment (intervention n = 29, control n = 25), 83%
completed it at post-assessment and 69% at follow-up.
There were no significant differences in retention rates from pre- to post-intervention p = .311 (2sided Fisher’s Exact Test) and from pre-intervention to follow-up χ2 (1) = .022, p = .882 between groups.
Reasons for non-completion included a lack of time, changes in family circumstances, and no longer being
able to commit to the study requirements.

Short-term intervention effects
The analytic plan used the most stringent approach, with analyses conducted as intent-to-treat
analyses (ITT), that is, including data for all participants who completed pre-assessment, regardless of
whether they commenced, completed the intervention, or completed the post-assessment or follow-up.
Calculations were conducted using the last-observation-carried-forward method for missing data (Kendall,
Flannery-Schroeder, & Ford, 1999).
To evaluate short-term intervention effects, differences between the intervention and control groups
were examined using a series of two-group multivariate and univariate analyses of covariance
(MANCOVAs and ANCOVAs), with post-intervention scores as dependent variables and pre-assessment
data included as covariates. MANCOVAs were conducted on each set of conceptually related dependent
variables: parent-reported child behavior (ECBI Problem and Intensity scales); child adjustment (SDQ
Emotional Symptoms, Conduct Problems, Inattention/Hyperactivity, Peer Problems, and Prosocial
Behavior scales); parenting style (PS Laxness, Over-reactivity and Verbosity scales); parental confidence
(PTC Behavior Self-efficacy and Setting Self-efficacy scales); parental adjustment (DASS-21 Depression,
Anxiety and Stress scales); parental anger (PAI Problem and Intensity scales); conflict over parenting (PPC
Problem and Extent scales). In cases where multivariate effects were found, ANCOVAs were conducted
and univariate F values examined to determine which variables contributed to the multivariate effect.
Completer analyses were conducted for the observational measures given a reduced sample size due to
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some recording difficulties. ANCOVAs were conducted on FOS scores of observed disruptive child
behavior. Table 2 contains descriptive statistics for both conditions at pre- and post-intervention, as
well as univariate F values and effect sizes (Cohen’s d) for all significant condition effects.

Child behavior and adjustment
Analysis of ECBI Problem and Intensity scores using MANCOVA revealed a significant condition
effect, F (2,111) = 15.297, p = .000. Univariate tests showed a significant effect for both scales, with TPOL
parents reporting significantly lower rate (Problem scale) and frequency (Intensity scale) of behavior
problems at post-intervention than controls, with large effect sizes evident. In terms of child adjustment,
multivariate analysis of the SDQ subscales also revealed a condition effect, F (5,105) = 3.690, p = .004,
with significant univariate effects for the Conduct and Emotion scales. Again, parents in the intervention
condition reported significantly reduced behavioral and emotional problems at post-intervention in
comparison to controls, with medium effect sizes. There were no significant univariate effects for
Hyperactivity, Peer Problems, or Prosocial Behavior. Analysis of observed child disruptive behavior
revealed no significant condition effects, F (1,38) = .983, p = .328. Levels of observed negative child
behaviors were low from the outset.

Parenting style
MANCOVA revealed a significant condition effect for parenting style on the PS, F (3,109) = 5.591, p
= .001. Univariate analyses indicated that intervention group parents reported significantly lower use of
dysfunctional parenting in each of the Laxness, Over-reactivity and Verbosity domains than control group
parents. The effect sizes were medium.

Parenting confidence
A multivariate condition effect was found for parents’ confidence on the PTC Behavior Self-efficacy
and Setting Self-efficacy scales, F (2,111) = 10.506, p = .000. Univariate analyses indicated that parents
receiving TPOL reported significantly greater confidence on both scales at post-assessment than control
parents. A large effect size was evident for confidence in managing problem child behaviors and a medium
effect size for managing difficult behavior in varied settings.

Parental adjustment
No significant multivariate condition effect was found for parents’ DASS-21 Depression, Anxiety
and Stress scores, F (3,109) = .973, p = .408, as scores were not elevated from the outset and means for both
groups fell in the normal range at pre-assessment.

Parental anger
A significant condition effect was found for the PAI Problem and Intensity scales, F (2,111) = 5.911,
p = .004. This was explained through univariate tests showing that the intervention group displayed
significantly fewer problematic situations (Problem scale) and lower intensity of elicited anger (Intensity
scale) following TPOL than controls, with small effect sizes.

Conflict over parenting
There was no significant multivariate effect for condition on the PPC Problem and Extent scales,
F (2,99) = 2.253, p = .11. Mean scores on the Problem scale for both groups fell just outside the normal
range at pre-assessment and only the intervention group fell within the normal range at post-assessment.
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Intervention use
Of the 58 parents who began the program (i.e. logged on at least once), 25 (43%) had completed all
eight modules at post-assessment. All participants were allowed to continue using the program until their 6month follow-up assessment, by which time 27 (47%) had completed all eight modules. Average program
completion time was 5.9 h (range 2.3-13.2). Users logged on an average of 10 times (range 6-23) and
completed the program in 98 days (range 48-264). Average module completion time ranged from 40 min
for Module 7-74 min for Modules 1 and 4. Table 3 provides a breakdown of intervention use and
completion rates at 6-month follow-up.

Client satisfaction
Parents in the intervention group reported high levels of satisfaction with the online parenting
program as measured by the CSQ, with a mean score of 68.55 out of 91 (SD = 13.65). Ninety-one percent
of participants rated the quality of the service they received as at least ‘good’ and 88% were at least
‘satisfied’ with the program.

Clinical significance of change
The key child and parent dependent measures showing significant condition effects were explored
for clinical significance of change using two methods: chi-square analyses of the proportion of participants
moving from the clinically elevated to nonclinical range (Kendall, Marrs-Garcia, Nath, & Sheldrick, 1999),
and a Reliable Change Index (Jacobson & Truax, 1991) that examined the extent to which pre-post changes
were reliable or unlikely to be due to chance (i.e. change score in excess of 1.96 standard errors of
measurement). Table 4 contains descriptive statistics and χ2 values for measures of reliable and clinical
change. There was significantly greater movement from the clinically elevated to nonclinical range for the
ECBI (Intensity and Problem scores), SDQ (Conduct and Emotional scales), PS (Laxness), and the PTC
(behavior and setting) for the TPOL group. Significantly greater clinically reliable change was also
demonstrated for ECBI (Intensity and Problem Scores), SDQ (Emotion Score), PS (Over-reactivity Scale),
PTC (Behavior Scale), PAI (Problem and Intensity Scores).

Maintenance effects
Maintenance of intervention effects was analyzed by a series of MANCOVAs and ANCOVAs, with
follow-up scores as dependent variables and pre-assessment data as covariates. Table 5 reports the
descriptive statistics, results of univariate ANCOVAs, and effect sizes at 6-month follow-up. Follow-up
results show a similar pattern to post-intervention findings, with gains largely maintained and in some cases
improved over time.

Child behavior and adjustment
MANCOVA revealed a significant effect for ECBI Problem and Intensity scores, F (2,111) = 10.619,
p = .000, with univariate tests showing parents in the TPOL condition reporting a significantly lower
number and frequency of problem behaviors than controls, with medium effect sizes remaining. The shortterm effects on the SDQ were not maintained over the 6-month period, F (5,105) = 1.415, p = .225.
Analysis at follow-up revealed a significant condition effect for observed child disruptive behavior, F (1,23)
= 4.814, p = .039, with a small effect size.
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Parenting style
Multivariate analysis of the PS Laxness, Over-reactivity and Verbosity scales revealed a significant
condition effect, F (3,109) = 10.610, p = .000. Univariate analyses indicated that at follow-up, parents in the
TPOL condition continued to report less use of dysfunctional parenting strategies in each domain than
control parents. The effects for Laxness and Over-reactivity increased from medium to large, and the
effects for Verbosity (medium) were maintained.

Parenting confidence
The multivariate condition effect found for parents’ confidence on the PTC Behavior Self-efficacy
and Setting Self-efficacy scales at post-assessment was also maintained at follow-up, F (2,111) = 15.090, p
= .000. Univariate analyses indicated that intervention group parents continued to report significantly
greater confidence than parents in the control condition, with large effect sizes on both scales at follow-up.

Parental adjustment
A new significant multivariate condition effect was found for parental adjustment on the DASS-21,
F (3,109) = 8.938, p = .000. Univariate analyses indicated a medium effect on the Stress scale, with parents
in the intervention group indicating lower levels of stress at follow-up than control group parents.

Parental anger
The significant MANCOVA condition effect found for the PAI at post-assessment was maintained,
F (2,111) = 8.171, p = .000, with univariate tests showing that TPOL parents continued to display
significantly lower scores on both scales than control parents. A medium effect was evident for the number
of problematic situations (Problem scale) and a small effect for the intensity of elicited anger (Intensity
scale).

Conflict over parenting
A new significant multivariate condition effect was also found at follow-up for parental conflict over
parenting, F (2,99) = 5.783, p = .004, with small univariate effects found for both the PPC Problem and
Extent scales.

Discussion
This study provides empirical support for the efficacy of a self-help online positive parenting
program for parents of children with early-onset conduct problems. It is the first randomized controlled trial
that has demonstrated sustained improvements in child and family outcomes from a completely selfdirected online parenting intervention. As hypothesized, use of TPOL was associated with significantly
lower levels of parent-reported child conduct problems; less use of ineffective discipline; greater parental
confidence in managing children’s problem behaviors; less stress, anger and conflict over parenting. The
large intervention effect sizes for child conduct problems at post-assessment (ECBI Intensity d = .71 and
Problem Score d = .89), were fairly stable at follow-up (Intensity Score d = .60 and Problem Score d = .74).
These results compare favorably to published effect sizes for group and individually administered versions
of Triple P (Nowak & Heinrichs, 2008).
Overall, these findings extend previous research that has evaluated other Triple P interventions. They
provide empirical support for the efficacy of Triple P as an online self-directed intervention, a format
increasingly sought by parents (O’Brien & Daley, 2011). TPOL therefore appears to be a meaningful
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addition to other delivery formats of Triple P and supports the use of such an intervention format as part of
a comprehensive population level approach that reaches all parents (Sanders, 2012).
The present findings are consistent with Enebrink et al. (2012), the only other internet-based RCT
reporting improvements in conduct problems in children. Both studies achieved sustained reductions in
child problem behavior, with the present study achieving even larger post-intervention effect sizes using
ITT analyses (ECBI Intensity Score: d = .89 vs d = .42). In addition, the self-directed approach used here
demonstrates the potential for even greater cost-efficiency, with only 11 min technical support provided in
contrast to 5 h support with session completion.
Feedback in regard to usability and design of the intervention was very positive, suggesting parents
find the online program acceptable, engaging, and easy to use. In comparison to consumer satisfaction with
other Level 4 Triple P intervention formats (Sanders et al., 2000), these scores were slightly lower than
average scores for face-to-face Standard Triple P, but markedly higher than average scores for SelfDirected Triple P. Therefore, online delivery of parenting support can be an effective and attractive
alternative or addition to traditional parenting support that may prove particularly helpful for families
unable to or preferring not to attend face-to-face programs.

Limitations
A limitation of this study is the underrepresentation of low-income families. Participants were of
higher than average SES (58% had a university degree and 76% had an income above the Australian
median), which may reduce the generalizability of the results to other, higher risk samples. Additionally,
the power of the observational analyses was low due to the reduced sample size, and the generally low base
rates of negative behaviors during the observation tasks.

Conclusion
These findings have a number of important clinical implications. First, this trial demonstrated that it
is possible to bring about significant change in child behavior and parenting problems using nontraditional,
technology-based parenting interventions. This finding challenges the necessity for conventional clinical
face-to-face approaches to bring about change in families. Most achieved improvements were maintained
(or further enhanced) at 6-month follow-up, indicating durable change for families.
Given the variability in program completion times and log-on rates, parents may differ in how they
engage with the program. In the present study, less than half of the participants completed all eight modules
within 3 months. Despite this, the results were very positive, indicating it is not necessary to complete the
full eight-module intensive intervention to achieve significant improvements in child behavior, parenting
and parental adjustment.
Future research should investigate the minimally sufficient dose of intervention for different
populations, and identify variables influencing program completion. Potential moderators of intervention
effects such as child characteristics (e.g., age, gender, severity of pre-intervention problem behavior),
parental characteristics (e.g., adjustment, internet self-efficacy), and familial conditions (e.g., family
composition, socioeconomic disadvantage) should be examined to identify those for whom an online
parenting intervention is most effective.
Interventions delivered face-to-face by mental health and parenting practitioners will always have
their place. However, online parenting interventions can reach a larger proportion of the population who do
not have ready access to care, or would not seek face-to-face support. Online interventions can provide a
sufficient level of engagement and support for many parents, and can increase access as they are visible,
flexible, and are not associated with the stigma often attached to seeking specialist help. The
implementation of a cost-effective, online parenting intervention can substantially enhance the population
reach of parenting support. This in turn increases capacity to reduce prevalence of childhood behavior
problems, family stress, and the resulting personal and community costs.
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