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Aims: To establish the prevalence of behaviour problems and the level of interest in parenting
programmes in a population sample of parents of children aged 2–8 years, and to assess to what
extent they are associated with socioeconomic factors.
Methods: Postal survey of parents of children aged 2–8 years registered with three general
practitioner surgeries; 70% response rate.
Results: One fifth of parents from this population sample were experiencing difficulties with their chil-
dren’s behaviour. While behaviour problems were more prevalent in the manual social classes, “need”
was high across all social groups. Just under a fifth of parents reported prior attendance at a parenting
programme and 58% expressed interest in attending in the future. Interest in attending a parenting pro-
gramme was not class related, but was predicted by the age of the eldest child and the existence of
behaviour problems.
Conclusion: Behaviour problems are an important public health issue. Findings support the use of a
non-selective approach to the provision of parenting programmes in the UK.

Parenting is important for child health and development,

particularly the development of good mental health. In

the UK, publicly funded health services have been

provided to advise, educate, and support mothers for over a

century. In the past, advice has focused on the physical aspects

of parenting. More recently, the socioemotional aspects have

also been emphasised. Mental health promotion is now a

national priority and support for parents is recognised as an

important element of public health policy.

During the past decade a range of interventions have been

developed to help parents improve their parenting. One com-

mon approach consists of parenting programmes for groups of

8–12 parents, meeting for two hours weekly for 10–12 weeks.

A number of controlled trials1 2 and systematic reviews3–5 have

shown that these groups can improve parenting, the mental

health of parents, and the emotional and social development

of children.

One argument which has been raised against a population

based approach to the provision of parenting programmes is

that this would attract parents least in need—that is, those

from more highly educated “middle class” families with little

evidence of child behaviour problems, while uptake would be

poor among families most in need.6

We have investigated the extent to which interest in attend-

ing parenting programmes is determined by factors such as

socioeconomic status, educational level, and the presence of

behaviour problems among the children, in a survey of a rep-

resentative sample of parents of 2–8 year olds in Oxford.

METHODS
Survey
In July 1999, parents of all children aged 2–8 years inclusive,

registered at three general practices in Oxford City, were

invited to complete a postal questionnaire for each of these

children. The three practices were selected because the socio-

demographic characteristics of their patients mirrored those

of the general population in the City of Oxford, and because

the three practices together serve a discrete geographical area

in Oxford. They did not have any practice based parenting

groups established at the time of the survey. Questionnaires

were mailed to a total of 1155 families with 1788 children. Two

further reminder letters and questionnaires were sent to non-

responders at three-week intervals. Questionnaires were

returned from 800 families, providing data on 1105 children.

Sixty three children whose questionnaires were returned

marked “not known at this address” were excluded, giving an

overall response rate of 70%. A small number of question-

naires were not fully completed, leading to some missing data.

The number of responses on which analyses were carried out

is indicated by “n” in each table.

Behaviour screening questionnaire
The Eyberg Child Behavior Inventory (ECBI)7 was used to

measure children’s behaviour. This parent report measure

includes a range of behaviours likely to be present in a child

with behaviour problems, and can compare behaviour

problems in different populations over time. It is suitable for

children aged 2–16 years, and includes items such as “steals”

and “gets angry when doesn’t get his/her own way”. The

inventory enumerates the number (problem scale) and

frequency (intensity scale) of the problem behaviours. It has

been shown to be valid and reliable.8

Parents were asked about their marital status, occupation,

age at leaving education, accommodation (privately owned,

rented, or other), and ethnicity. Data were also collected con-

cerning the child’s age, sex, and position in the family, and

previous treatment for behaviour problems.

The social class of the respondent, and their partner where

applicable, were coded using the Registrar General’s Social

Class Classification.9 Where the respondent and partner’s class

differed, the household was classified using the higher

category. Parents were also asked to record their age at leaving

education and their housing tenure.

Parents’ experience of, and interest in, parenting groups

were assessed using the questions: “Have you ever been to a

course or a group involved in talking about bringing up

children?” (Yes/No); and “Would you be interested in meeting

other parents with children of about the same age to talk

about children’s development or behaviour, and share skills

and tips in coping with children?” (Yes/No/Maybe).
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Questionnaire data were coded and entered into SPSS ver-

sion 9.0. Statistical analyses were carried out using χ2 tests. A

logistic regression analysis was carried out with the age of the

eldest child, sex, social class, housing tenure, age at leaving

education, ethnicity, and the presence of behaviour problems

to assess the relative power of these variables in predicting

parental interest in attending a parenting group.

RESULTS
The sample
Data on social class was provided by only 700 of the 800

responding families. Among those who completed this

question, manual social class parents (27.6%) were under rep-

resented in comparison with the population of both Oxford

(42.2%) and England (46.3%) recorded in the 1991 census.

However, only 31.7% of these parents without social class data

left education at 18 or older compared with 48.4% of parents

overall in the sample; 23.1% of them were single parents com-

pared with an overall figure of 13.7% single parents in the

sample. Thus this apparent under representation may reflect

the fact that missing data is more likely among people with

lower occupational status. The proportion of families living in

rented accommodation was typical of England, but not of

Oxford City, which has a higher than average level of rented

accommodation because of the high student and visiting aca-

demic population. Parents from minority ethnic groups, how-

ever, were over represented (13.4% v 8.1% and 4.4%; table 1).

Age at leaving education was completed by a higher

proportion of respondents than social class: 379 (49.9%)

reported leaving education at age 17 or younger and 381

(50.1%) at age 18 or older. Children from single parent fami-

lies (15.4%) were well represented. This figure (which covers

families with children age 2–8 years only) compares well with

1991 census data for England, in which 18.0% of households

containing children aged under 16 years were single parent

families.

Childhood behaviour
Scores for children on the Eyberg Intensity Scale were

normally distributed, with a mean of 102.7 and a standard

deviation of 28.1 (fig 1). Using a cut off point of 127 as recom-

mended by Eyberg,7 approximately one fifth of children

(17.9%, n = 193) were defined as having a behaviour problem

of clinical severity on this scale. Almost twice as many boys

(22%, n = 113) scored in the clinical range as girls (14%,

n = 80) (p = 0.001).

The parents of children scoring in the clinical range on the

intensity score were more likely to be manual social class

(34.4% (n = 65) v 21.3% (n = 106) in non-manual classes)

and to have left education at age 17 or younger (28.8%

(n = 107) v 21.1% (n = 79) in those leaving at 18 years or

more). Children with behaviour problems were also more

likely to be living in rented accommodation (34.5% v 19.7% of

children in owner occupied accommodation). There was no

significant difference in the proportion of children with

behaviour problems in one (26.1%) and two parent families

(24.2%).

The mean score on the problem scale was 5.6 with a stand-

ard deviation of 6.4. The distribution was skewed, with scores

ranging between 0 and 35.

Scores on both the intensity and problem scales peaked at

age 3. One in four (24.5%, n = 35) 3 year olds scored in the

clinical range on the intensity scale compared with one in

seven (13.8%, n = 18) aged 2 years, one in five (19.2%, n = 32)

at age 4, and one in six (15.6%, n = 26) at 8 years of age. On

the problem scale, 9.1% (n = 11) of children were reported as

having problem behaviour at 2 years, compared with 20.0%

(n = 176) between the ages of 3 and 8 years.

Approximately 3% of children (n = 27) had undergone pre-

vious treatment for behaviour problems. Such children were

more common among the manual social classes (6.3%,

n = 12) than in the non-manual social classes (2.3%, n = 10)

(p = 0.004). Two thirds of the children (62.5%, n = 15) who

had had previous treatment for behaviour problems still had

scores in the clinical range at the time of the survey.

Previous attendance at a parenting programme
Just under one fifth of parents (17.8%, n = 141) reported that

they had previously attended a parenting programme.

Previous attendance was not significantly associated with

social class (17.9% non-manual v 19.5% manual), accommo-

dation type (17.3% owner occupiers v 18.5% rented accommo-

dation), or ethnicity (18.5% white v 15.2% non-white). Single

parents were more likely to have attended than parents in two

parent families (26.2% v 16.2%, p = 0.008), as were parents of

children currently defined as having behaviour problems

(24.8% v 16.4% of parents with no children with behaviour

problems, p = 0.02) or whose children had previously had

treatment for behaviour problems (38.1% v 17.2% of parents

whose children had never had treatment, p = 0.01).

Interest in attending a parenting programme
A total of 57.8% of parents stated that they would (13.8%) or

might (44.0%) be interested in attending a parenting

Table 1 Sociodemographic characteristics of
responding families compared with households in
Oxford City and England (1991 census)

Sample Oxford City England

Social class
Non-manual 72.4% 56.8% 53.7%
Manual 27.6% 42.2% 46.3%
n 700 2525 1,095,002

Housing tenure
Owner occupier 64.9% 57.1% 66.4%
Rented 35.1% 42.9% 33.6%
n 770 3085 21,802,787

Ethnic group
White 86.6% 91.9% 95.6%
Non-white 13.4% 8.1% 4.4%
n 784 3130 1,530,151

Figure 1 Distribution of Eyberg Intensity scores.
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programme in the future. Approximately one fifth of these

parents (19.7%, n = 90) had attended a parenting programme

before. Interest in attending a parenting group was associated

with the eldest child in the family being aged under 4 years,

and with the presence of a child in the family who scored in

the clinical range on either the intensity or problem scales of

the behaviour inventory. Social class, housing tenure, edu-

cational level, single parent status, and ethnic group were not

significantly associated with the level of interest (table 2).

Interest in attending was highest in families where the eld-

est child was between 2 and 3 years and at least one of the

children had a behaviour problem (81.3%), and lowest where

neither of these conditions applied (47%) (table 3).

The results of a logistic regression analysis (table 4) showed

that the best predictors of interest in attending a parenting

programme were the presence of a child with behaviour prob-

lems in the clinical range (p < 0.001) and the eldest child

being aged 2 or 3 years (p < 0.001). Social class, housing ten-

ure, educational level, and ethnicity were not significant

predictors of interest, nor did they affect the predictive power

of age and clinical status. Single parent status remained a sig-

nificant predictor of interest in attending a group after adjust-

ment for other sociodemographic variables.

DISCUSSION
The results of this study suggest that the proportion of parents

who have attended parenting groups or courses may be much

higher than suggested by previous estimates (4% in 1994), and

that parental interest in future attendance is high. The valid-

ity of these results depends on the representativeness of the

sample recruited to this study, and the validity of the

questions used in the survey.

The survey sample was unrepresentative in that manual

class families were under represented and ethnic minority

families over represented compared to norms for the City of

Oxford and for England. Some of the under representation of

manual classes might be an artefact of under reporting of

social class by these groups. Oxford is slightly atypical

compared to the rest of the UK, with slightly more

non-manual residents than predicted from UK norms. It is

however less atypical than its reputation suggests. The distri-

bution of behaviour problems was similar to that found in

other populations, as was the higher prevalence of behaviour

problems in boys.8 10

Oxford may be atypical compared with other parts of the

UK in terms of the availability of parenting programmes. For

example, since 1997 there has been a charitable organisation

Table 2 Interest in attending a parenting group by
sociodemographic and child characteristics

Yes % (n) Maybe % (n) No % (n)

Age of eldest child in family*
2 or 3 years 22.5 (34) 48.4 (73) 29.1 (44)
4 years or older 11.9 (76) 42.9 (275) 45.2 (290)

Any child in family in the clinical range for either intensity or problem score*
Yes 23.8 (40) 48.2 (81) 28.0 (47)
No 11.5 (70) 42.6 (260) 45.9 (280)

Social class
Non-manual 15.4 (78) 44.9 (227) 39.7 (201)
Manual 11.0 (21) 41.9 (80) 47.1 (90)

Housing tenure
Owner occupied 13.5 (67) 42.4 (211) 44.2 (220)
Rented 14.5 (39) 46.8 (126) 38.7 (104)

Educational level
Left education aged 17
or younger

11.4 (43) 42.4 (160) 46.2 (174)

Left education aged 18
or older

16.3 (62) 44.5 (169) 39.2 (149)

Single parent
Yes 16.5 (20) 47.9 (58) 35.5 (43)
No 13.2 (88) 43.1 (287) 43.7 (291)

Ethnicity
Asian 23.5 (8) 47.1 (16) 29.4 (10)
Black 18.2 (2) 54.5 (6) 27.3 (3)
Mixed race 8.3 (5) 53.3 (32) 38.3 (23)
White 14.1 (95) 42.2 (285) 43.7 (295)

All parents 13.9 (110) 44.0 (349) 42.2 (335)

*p<0.001.

Table 3 Percentage of parents (n) reporting interest in attending parenting group by
age of eldest child and whether any child in the family is in the clinical range for
behaviour problems

Behaviour
problem in
family

No behaviour
problem in
family Total

p value for
difference within
age group

Eldest child aged 2 or 3 years 81.3% (26) 68.7% (79) 70.9% (105) 0.12
Eldest child aged 4 years or older 70.9% (144) 47.0% (238) 54.8% (382) <0.001
Total 72.3% (170) 51.0% (317) 56.9% (487)

Table 4 Variables which predicted interest in attending a parenting group in a
logistic regression analysis

Variable Coefficient β SE χ2 p value Odds ratio

Constant 0.80 0.36 – – –
Age of child −0.60 0.16 16.1 0.0001 0.53
Behaviour problem in family 0.93 0.17 29.5 <0.0001 2.54
Single parent status 0.51 0.20 6.4 0.011 1.7
Social class 1.6 0.21
Ethnic group 3.4 0.48
Housing tenure 1.2 0.45
Educational level 0.9 0.35
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in Oxfordshire called the Parenting Forum, with a member-

ship of 120 groups and individuals interested in the develop-

ment of parenting education. This Forum is supported by the

NHS, Social Services, the Youth Service, Adult Education,

Family Services, and the Oxfordshire Council for Voluntary

Action. It has developed because the level of interest in, and

provision of, parenting education in Oxford was such that

providers saw the need for coordination and support. Parents

who have attended one of the many programmes on offer in

Oxford and have found them helpful, as qualitative studies

suggest they do,11 are likely to have recommended the

programmes to others and generated further interest.

Alternatively, the reported attendance rate at parenting

programmes may reflect a broader increase in provision and

attendance across the country in the years since previous esti-

mates were generated. Further work is needed to establish the

generalisability of our findings beyond Oxford, particularly in

post-industrial cities in which child mental health problems

are most prevalent.

The questions we used in the survey were developed in

order to be inclusive. Parenting groups have a variety of

names: parent training or education programmes, parenting

groups or courses, or the name of the particular curriculum

used, for example, Family Caring Trust or Nurturing

Programme. All these programmes enable parents to learn

positive parenting practices and techniques, including atten-

tion, affection, and positive discipline. It is possible that we

may have over estimated attendance, but we have not yet

identified any groups which fitted the survey question but not

our definition of a parenting programme.

Interest in attending is not the same as actual attendance.

It is however important. If the majority of parents had said

that they would not be interested in attending a group, our

conclusions would have been different. This survey was the

prelude to a randomised controlled trial of a parenting

programme run by health visitors in general practice,12 and

30% of eligible respondents in this survey went on to consent

to enter the trial. There was no social class difference in trial

volunteers (p = 0.345). Given the pressure on parents’ time, a

30% response to a single invitation to join the study, consisting

of several questionnaires and a 50:50 chance of being offered

the parenting group, suggests that the level of interest in

parenting programmes we have identified in the survey is real.

Of those randomised to receive the parenting intervention,

approximately 60% attended the majority of the programme.

The results of this survey confirm the findings of other

studies13 indicating that behaviour problems of clinical sever-

ity affect one in five children. Children from socioeconomically

deprived backgrounds were one and a half times as likely to

suffer from behaviour problems as children from non-manual

backgrounds. However, the results suggest that the use of a

“selective” approach directed at manual social class families

would miss two fifths of the children with problems. Approxi-

mately two thirds of the children who had already received

treatment for behaviour problems continued to have problems

of clinical severity at the time of the survey, and most of the

children with behaviour problems had received no treatment

at all. This suggests that the existing provision of “indicated”

interventions may be inadequate. The normal distribution of

the Eyberg Intensity score suggests that childhood behaviour

problems are a public health problem that would benefit from

a population approach. These findings provide theoretical

support for the universal provision of parenting programmes,

and suggest that the optimum age for provision would be

when the first child is aged 3 years or less. Indicated provision

may be required in addition to universal programmes.

Although our survey showed that most parents were

interested in attending a programme, other studies identify

minority groups of parents who would be unlikely to take

part. These might include the most severely disadvantaged

and parents most at risk of abuse. Specially tailored provision

is likely to be needed for this group, possibly in the form of

home visiting programmes. Such selective provision is not

incompatible with universal provision and may even be syner-

gistic.

The observation that the level of interest in attending

programmes was predicted, not by social class, but by the

presence of behaviour problems, suggests that a universal pro-

gramme would preferentially attract many of the parents most

in need. This contrasts with the view that interest in parenting

programmes is predominantly a phenomenon of middle class

parents who do not have children with behaviour problems.

The development of parenting programmes is not an alter-

native to changes in social policy which would make the job of

parenting easier. Indeed policies to reduce childhood poverty

and develop family friendly employment are likely when

combined with parenting programmes to have a synergistic

effect on public health.

ACKNOWLEDGEMENTS
The authors would like to thank the participating parents and general
practices participating in this survey. Both the project and the Health
Services Research Unit were supported by grants from the NHS
Executive South East Regional Office. Dr Jane Barlow and Dr Cecilia
Pyper are supported by grants from the Department of Health. This
work was approved by the Oxford Applied and Qualitative Research
Ethics Committee (formerly NAPREC).

. . . . . . . . . . . . . . . . . . . . .

Authors’ affiliations
J Patterson, C Mockford, J Barlow, C Pyper, S Stewart-Brown,
Health Services Research Unit, Institute of Health Sciences, Old Road,
Headington, Oxford OX3 7LF, UK

REFERENCES
1 Webster-Stratton C, Hollinsworth T, Kolpacoff M. The long-term

effectiveness and clinical significance of three cost-effective training
programs for families with conduct problem children. J Consult Clin
Psychol 1989;57:550–3.

2 Sanders MR, Montgomery DT, Brechman-Toussaint ML. The mass media
and the prevention of child behavior problems: the evaluation of a
television series to promote positive outcomes for parents and their
children. J Child Psychol Psychiatry 2000;41:939–48.

3 Barlow J. Systematic review of the effectiveness of parent-training
programmes in improving the behaviour of 3–7 year old children.
Oxford: Health Services Research Unit Report, 1997.

4 Barlow J, Coren E. Parenting programmes for improving maternal
psychosocial health. Cochrane review. The Cochrane Library, Issue 4.
Oxford: Update Software, 2000.

5 Marshall J, Watt P. Child behaviour problems. Perth: Interagency
Committee on Children’s Futures, 1999.

6 Smith C. Developing parenting programmes. London: National
Children’s Bureau, 1997.

7 Robinson EA, Eyberg SM, Ross AW. The standardization of an
inventory of child conduct problem behaviors. J Clin Child Psychol
1980;9:22–9.

8 Eyberg SM, Ross AW. Assessment of child behavior problems: the
validation of a new inventory. J Clin Child Psychol 1978;7:113–16.

9 Office of Population Censuses and Surveys. Standard occupational
classification. London: HMSO, 1990.

10 O’Callaghan M, Williams G, Andersen M, et al. Obstetric and
perinatal factors as predictors of child behaviour at 5 years. J Paediatr
Child Health 1997;33:497–503.

11 Barlow J, Stewart-Brown S. The benefits of parenting programmes for
parents: findings from a qualitative study. Journal of Primary Care
Research and Development. In press.

12 Patterson J, Barlow J, Mockford C, et al. Improving mental health
through parenting programmes: block randomised controlled trial. Arch
Dis Child 2002;87:472–77.

13 Meltzer H, Gatward R, Goodman R, et al. The mental health of children
and adolescents in Great Britain. London: The Stationery Office, 2000.

Supplementary information (expanded introduction
and reference list) can be viewed on the ADC
website (www.archdischild.com)

Parenting programmes in general practice 471

www.archdischild.com

 on M
ay 19, 2023 by guest. P

rotected by copyright.
http://adc.bm

j.com
/

A
rch D

is C
hild: first published as 10.1136/adc.87.6.468 on 1 D

ecem
ber 2002. D

ow
nloaded from

 

http://adc.bmj.com/


Supplemental Material

Need and demand for parenting programmes in general practice

Patterson et al.

Parenting is self-evidently important for child health and development, and in the UK

publicly funded health services have been provided to advise, educate and support

mothers for over a century. In the past, advice has focused on the physical aspects of

parenting, such as feeding, hygiene and injury prevention. More recently, interest in

parenting has been rekindled by the appearance of studies showing that the socio-

emotional aspects of parenting have a lasting impact on children’s social and

emotional development and health. 

Aspects of parenting such as warmth, affection, encouragement, support, praise,

supervision and discipline have been shown to play a key role in the development of

self esteem, social competence and educational success1 as well as emotional and

behavioural problems in childhood.2, 3 Emotional and behavioural problems are the

most prevalent component of mental ill-health in childhood,4 and these problems are

also now the most common cause of disability in childhood.5 

In addition, harsh and inconsistent parental discipline are associated with criminality,

violence and antisocial behaviour in adolescence.6 Neglectful and abusive parenting

has been shown to predispose to depression and low self esteem in adulthood.7, 8 

Mental health promotion is now a national priority and support for parents is

recognised as an important element of public health policy.9 It has been argued that

parenting is the single most important public health issue for the health of children.10

It has also been suggested, however, that the socio-economic circumstances of

families make a greater contribution to poor child health outcomes than parenting, and

that social change to eradicate child poverty would make a greater impact than

support for parents.11

During the last decade a range of interventions have been developed which aim to

help parents change their parenting practices. One common approach to intervention

consists of parenting programmes for groups of 8 to12 parents, meeting for two hours



weekly for 10-12 weeks. A variety of different programmes are now available in the

UK provided by health professionals, social workers, counsellors and charitable

organisations.12 A number of controlled trials13, 14 and systematic reviews15, 16, 17 have

shown that these groups are able to influence parenting in ways which are beneficial

to the emotional and social development of children and the mental health of parents.

Although the majority of trials of parenting programmes have focused on parents of

children who already have behaviour problems,15 a small number of trials have

demonstrated the effectiveness of open access programmes provided in ‘high-risk’

areas (defined by socio-economic disadvantage) in preventing the emergence of

behaviour problems.18 Recent evidence has been provided that the cost to society of

not treating behaviour problems is high,19 and that earlier prevention is more effective

than later reactive interventions.10

The findings suggest that group-based programmes are both an effective and cost-

effective way of treating and preventing behaviour problems in children. Parenting

programmes may therefore represent a valuable approach to mental health promotion

and, resources permitting, they could be provided in a number of different ways. First,

as part of a primary preventive approach targeted at parents in high-risk groups, for

example those in Sure Start areas. This is sometimes described as a selective

approach. Second, they could be provided as part of a screening approach which

identifies children with clinical levels of behaviour problems and refers parents to a

parenting programme (eg20). This approach is called secondary prevention, and the

programmes are referred to as ‘indicated’. Third, they could be provided on a

universal open-access basis to all parents. This is primary prevention on a whole

population basis. 

There are a number of reasons to believe that a universal approach is likely to be more

successful than either a high risk or a secondary preventive approach.21 These include

research suggesting that demonstrably unhelpful parenting practices such as physical

punishment22 are known to be prevalent in both high and low risk populations.23

Behaviour problems are normally distributed in the population with no clear

definition of ‘cases’ and ‘non-cases’.24 There is therefore a theoretical argument in

favour of reducing scores across the whole distribution as opposed to targeting those

defined as ‘cases’ using an arbitrary cut-off point.25 Programmes offered selectively to



parents who are seen to be ‘failing’ can attract stigma and reduce attendance. Open

access universal programmes avoid this problem.19

Universal provision of parenting programmes would require financial investment and

a case would need to be made that the money could not be better spent elsewhere. The

immediate effect of parenting programmes on child mental health is however likely to

appeal to clinicians in both Child and Adolescent Mental Health and Community

Paediatric Services which are both hard pressed at present. As parenting programmes

have been shown to have an impact on educational outcomes as well as delinquency,

criminality and violence, there is a strong argument for collaborative funding from

Education and Social Services as well as from the NHS. It is, however, important that

universal provision for parents of pre-school children is based in the NHS where

programmes could be offered to all without stigma. 

One argument which has been raised against a population-based approach is that it

would attract the parents who least need parenting programmes, that is, those from

more highly educated ‘middle class’ families with little evidence of child behaviour

problems, while uptake would be poor among the families most in need.26

We have tested this assertion in a survey of a representative sample of parents of 2-8

year olds in Oxford, which investigated the extent to which interest in attending

parenting programmes is determined by factors such as socio-economic status,

educational level and the presence or absence of behaviour problems among the

children.
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