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Background 

Parental behavior during early childhood is a fundamental key in ensuring optimal child 

development from all perspectives: physical, emotional, social and cognitive. In Israel, Tipat Halav 

service (Family/Maternal-Child Health Centers), are the first healthcare station for parents and 

babies. It is a free, universal service, reaching ~95% of the population in Israel across all sectors. 

Babies have a standard schedule of visits with the Tipat Halav nurse across the first few years of life. 

The Ministry of Health, in rolling out its new strategy for The First 1000 Days, has found that parent 

support during the early years is a key issue that the public has expressed a need for that is not 

being sufficiently met. The Ministry is committed to bringing about change in this area, including in 

Tipat Halav services. A new vision has been developed for the Tipat Halav service and its critical role 

in supporting families and promoting optimal child development. 

The partnership between the Bernard Van Leer Foundation, Yad HaNadiv Foundation and Israel’s 

Ministry of Health has identified an opportunity to work together on the aspect of nurses’ 

professional development in promoting parent and child outcome. The objective of this initiative is 

to develop a National Program to Strengthen the Capacity of Tipat Halav Nurses to Support Parents. 

This initiative is an organisational practice-change process; and it involves building a leadership 

group, developing knowledge based professional development tools (e.g. training module, 

protocol, screening tool) and implementing them across the service.  

The first phase of the initiative is a nurse-leadership program, involving 35 nurses who constitute 

the leadership group of the initiative. These nurses undergo in-depth training that focuses on 

developing and improving leadership skills and change-making abilities and expand and consolidate 

the professional expertise needed for working effectively with parents. Additionally, the group 

undergoes an in-depth learning of four selected developmental topics for which specific parenting 

behaviors can be identified. Then, the group will develop and design tools, solutions, and routines 

for working with parents to promote these specific parenting behaviors. The development of these 

tools will combine the professional knowledge and leadership skills acquired in the study program 

with practical, evidence-based, models that can be implemented by all the nurses in the network.  

This work model is based on a co-design principle, wherein the decisions, learning methods, and 

byproducts are manufactured jointly by the leaders and the participants of the process. This will 

enable a broad and effective transformation of the Tipat Halav network while ensuring the high-
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quality of the professional content. In order to ensure the efficacy of the program in influencing 

parental behavior and children's outcome, the tools and interventions designed will be evidence-

informed and based on best practices that have been proven to be effective in similar settings.  

The aim of this review is to map the current evidence on best practices in parent-mediated 

interventions in the four selected topics and establish the evidence-base for the development and 

design with the nurses.  
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Early Childhood Language Development and Literacy  

Background 

Language development is a critical part of children’s overall development. It supports the child’s 

ability to communicate, to express and understand feelings, to think and solve problems, and to 

develop and maintain relationships. Learning to understand, use and enjoy language is the first step 

in literacy, and the basis for learning to read and write. Research indicates that children’s 

vocabulary when starting school predicts both word-reading ability at the end of the first year of 

school and reading comprehension in later years (Duff, Reen, Plunkett, & Nation, 2015). Difficulties 

in language development may have far-reaching implications. Children who start kindergarten with 

a disadvantage in reading struggle to perform later as they progress in the school system and are 

more prone to life-long economic and social disability. Furthermore, Meta-analytic research 

indicates that language impairment in children doubles the risk for subsequent increases in 

externalizing behavior problems (Yew & O’Kearney, 2013).  

Research emphasizes that rich home literacy environment and exposure to rich oral language are 

crucial for supporting language development at the critical period of early childhood (Terrell and 

Watson, 2018). A literate home environment begins with the presence of easily accessible reading 

and writing materials and is shaped by the child’s experiences with print materials, family attitudes 

about literacy, and adult modeling of reading and writing activities (Roberts, Jurgens, & Burchinal, 

2005). Other studies underscored the positive effects of shared reading; Reading regularly with 

young children stimulates optimal patterns of brain development, which, in turn, builds language 

and literacy skills, including increases in vocabulary, knowledge of print, ability to recognize all the 

alphabet letters, write their names, read or pretend to read (Niklas and Schneider, 2013). Activities 

that develop an awareness of rhyme, prosody, and rhythm, such as nursery rhymes, songs, and 

fingerplays help build a foundation for reading as well (Lawhon & Cobb, 2002).  

Language acquisition and literacy experiences begin at birth. Thus, the American Academy of 

Pediatrics (AAP) recommends promoting early literacy skills for children beginning in infancy and 

continuing at least until the age of kindergarten entry. Interventions programs are particularly 

important for children living in poverty, a group that is especially vulnerable to not receiving early 

literacy experiences and thus demonstrating delayed literacy development (Tichnor-Wagner, 

Garwood, Bratsch-Hines, & Vernon-Feagans, 2015). Primary emphasis is placed on strengthening 
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parents’ abilities and attitudes towards establishing a rich literate home environment, interacting 

with their child in ways that promote and encourage communication and language learning, and 

enhancing both the quantity and quality of shared reading. 

All the intervention programs included in this review are short-term evidence-based programs (up 

to 12 sessions), that have been found effective for children under the age of 3. The programs have 

been tested as part of a randomized control trial (RCT) or a pre-post trial. Some of the programs 

were designed as preventive interventions aimed at possible language and literacy problems among 

at-risk populations (families with low socio-economic backgrounds or other risk factors), and some 

were aimed at promoting language and literacy skills among the general population. Only studies 

that had been conducted in the last 15 years (starting in 2004) were included in this review. 

Measures of efficacy included parent-reported literacy-promoting attitudes and practices; 

children's language production; emergent literacy skills and school readiness. 

Contents of interventions 

The intervention programs covered a wide range of contents aimed to improve parental knowledge 

and skills regarding their children language and pre-literacy development. These contents may be 

organized under several main themes: 

1) Language development: Teaching parents the process of language acquisition and pre-

literacy skills, such as phonemic awareness (the ability to hear and manipulate units of 

sound, such as phonemes, onsets, rimes and syllables), phonics (the relationships between 

the letters of written language and the sounds of spoken language),  vocabulary, and 

comprehension (the skills to absorb what they read, analyze it, make sense of it, and make it 

their own); Understanding of the strong relationship between oral language attainments 

with subsequent literacy skills; Establishing developmentally appropriate expectations 

including preliterate development of book handling and interaction. 

2) Modifying attitudes towards literacy: Shifting from a tendency to believe that children’s 

language and literacy skills are innate towards an understanding that these abilities can be 

improved. Strengthening values such as reading to children at a younger age and perceiving 

reading aloud as an enjoyable favorite activity. 

3) Speech-language stimulation strategies: Strategies to provide rich linguistic input to the 

child, such as paying attention to the child's interest and responding/commenting, self-talk 
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(the adult describes what he or she is thinking, seeing, hearing, touching or doing; "I’m 

giving you a handful of animal crackers"), parallel-talk (linking words directly to children’s 

current actions or experiences; “You are holding all the crackers in one hand!"), pairing 

words with action (saying "up" each time the child is picked up"), modelling (repeating the 

target word in meaningful contexts to increase the child’s likelihood of acquiring the 

language), reflect on the child's verbal productions and expanding child's utterance 

(repeating something the child says with more detailed language, or more grammatically 

correct language), encouraging interaction rather than being directive (prompting with 

open-ended questions, using a time delay to let the child express himself, giving multiple 

choices rather than using yes-no questions). 

4) Supporting rich home literacy environment: Providing with information on why a literacy-

rich environment is important and how to establish one: children learn the meanings of 

most words indirectly, through everyday experiences with oral and written language. 

Understating the importance of incorporating language and literacy activities to the 

children's daily lives.  

5) Shared reading: Advising parents that reading aloud with young children can enhance 

parent-child relationships and prepare young minds to learn language and early literacy 

skills, and counseling about developmentally appropriate shared-reading. Picture book 

reading provides children with many of the skills that are necessary for school readiness: 

vocabulary, sound structure, the meaning of print, the structure of stories and language, 

sustained attention, the pleasure of learning, and on and on. 

6) Dialogic reading: Teaching strategies to improve the quality of shared reading, by using 

different types of prompts to encourage the child to take an active role in the shared 

reading. Types of prompts include: 

 Completion prompts - leaving a blank at the end of a sentence and get the child to fill it 

in.  

 Recall prompts - questions about what happened in a book a child has already read.  

 Open-ended prompts – prompts that focus on the pictures in books, asking for example, 

"tell me what's happening in this picture.". 

 Wh- prompts - what, where, when, why, and how questions.  
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 Distancing prompts - asking children to relate the pictures or words in the book they are 

reading to experiences outside the book. For example: "Remember when we went to 

the animal park last week. Which of these animals did we see there?"  

Dialogic reading also includes following the child's lead (doing less and less reading of the 

written words in the book each time, yet keeping it fun and interesting for the child), being 

responsive to the child’s comments and questions, and following the child’s utterances with 

feedback, such as praise (praising the child’s efforts to tell the story or label objects within 

the book, for an example: "That's right!"), expansion (by rephrasing and adding information 

to what he said, for example, if the child says it's a truck, say "correct, it's a red fire truck!"), 

or repetition (repeating the prompt to make sure the child has learned from the expansion, 

for an example: "can you say fire truck?"). 

Settings of interventions 

Regular childcare visits – A widespread type of literacy promotion program is clinic-based 

interventions which are implemented in universal public health platforms, taking advantage of 

different routine visits (e.g. primary care or child health centers) to reach out to a broad population 

with minimum effort and stigma. For these programs, doctors and nurses are trained to deliver 

short interventions including psychoeducation, encouraging and modeling strategies and delivering 

handouts or other guidance materials. 

Home visits – An additional method for reaching out, particularly to minorities and families with 

low socioeconomic background, were interventions conducted using the format of home visits. This 

format was used to incorporate strategies and behaviors into the home environment and 

emphasizing the importance of routines and familiar daily activities in language and literacy 

promotion interventions. Using home visits allowed for individual adjustments of the contents and 

strategies, thus benefiting the family. 

Parent groups – Parent groups were designed to create a framework of community support that 

would encourage people to stick to the program and create a discourse on the contents of the 

intervention between the formal encounters. In most of the programs, group sessions were 

followed with some form of individual adjustments and feedback. 
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Self-instruction programs – Programs of this type include printed or videotaped materials, delivered 

to families for self-use. These programs are the least expensive, yet they do not provide 

opportunities for personal contact and instruction.  

Main strategies  

Several main techniques are used in the different intervention programs: 

1) Psychoeducation – Including guidance and explanation about language and literacy 

development, the importance of reading aloud, the principles of dialogic reading, the 

establishment of rich home literacy environment and so forth. 

2) Guidance materials – Many programs included printed or videotaped materials to enhance 

the contents of psychoeducation or as a substitute in-person instruction. These materials 

also served as a reminder of the learnt principles.  

3) Modeling – Modeling was commonly used to demonstrating the use of different strategies 

and promote accurate implementation by the parents. 

4) Role play – A technique that was used to practice the learning material, which allows one to 

explore and experience different ways to apply behaviors and strategies, anticipate 

difficulties, and improve problem-solving skills. 

5) Feedback – Some programs used a feedback technique, based on observation and 

evaluation following a (live or filmed) interaction. This provides the opportunity to 

emphasize issues and skills that have improved, point out behaviors that require attention, 

and rehash the learning material, as well as having a discussion to bring about additional 

improvement.  

6) Gift books – A unique technique which was widely used in most of the literacy promotion 

interventions. This component includes the gift of developmental-appropriate picture 

books, used to encourage shared reading and enhance the presence of literate stimulation 

in the home environment. Gift books are particularly important in programs that were 

designed for families in disadvantage areas.  

7) Daily practice - Many intervention programs included home assignments whose goal was 

practicing and accumulating experience between encounters and implementing desired 

behaviors and reactions. 
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8) Daily log – Self documentation of the daily practice was used to monitor the use of learned 

strategies, time spent on shared reading, and language objectives. Daily log was used to give 

the parents feedback on their progress and enhance motivation and engagement with the 

intervention program. One program used a special device to monitor the parents use of 

language, which served as a real-time feedback.   
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Interventions for early childhood language development and literacy 

Results Additional 
Components 

Main Techniques Duration 
(hours) 

Population Setting Source Program 

Improvement was 
observed 

 Psychoeducation, Modeling, 
Gift Books 

Less than 
an hour 

General; At 
risk 

Regular 
childcare visits 

Needlman et al., 
2005; Klass et al., 
2009 

Reach Out and Read 
(ROR) 

Improvement was 
observed (more than 
ROR) 

 Psychoeducation, Feedback, 
Modeling, Gift Books 

Less than 
an hour 

General Regular 
childcare visits 

Needlman et al., 
2018 

ROR+ Observation-
Feedback Protocol 
(OFP) 

No improvement Low intensity 
program 

Psychoeducation, Modeling, 
Guidance Materials, Gift Books 

Less than 
an hour 

General Regular 
childcare visits 

Goldfeld et al., 
2012 

Let's Read 

Improvement was 
observed 

 Psychoeducation, Modeling, 
Daily Practice, Guidance 
Materials, Gift Book. 
On group sessions: Role-play 
and Feedback 

1.5-2 
hours 

General Parent group\ 
Self-instruction 

Huebner & 
Meltzoff, 2005 

Dialogic Reading 
(DR) 

Improvement was 
observed 

 Psychoeducation, Guidance 
Materials, Gift Book, Modeling 
and Feedback 

1-1.5 
hours 

General Parent group + 
Individual 
session 

Niklas et al., 2015 Parents Supporting 
Learning 

Improvement was 
observed 

language-delayed 
children. 

Psychoeducation, Daily 
Practice 

16.5 hours General Parent group Gibbard et al., 
2004 

parent-based 
intervention (PBI) 

No improvement language-delayed 
children. 

Psychoeducation, Guidance 
Materials, Feedback, Daily 
Practice 

12 hours At risk Parent group Wake et al., 2011 Let's Learn 
Language  
 

Short term 
Improvement  

 Psychoeducation, Guidance 
Materials, Modeling, Daily 
Practice, Daily Log 

1 hour General Home visits McGillion et al., 
2017 

Contingent Talk 
Intervention  
 

Long term 
improvement 

Focus on parent- 
infant interaction 

Psychoeducation, Feedback, 
Daily Practice, Daily Log 

5-10.5 
hours 

At risk Home visits Bagner et al., 
2016 

Infant Behavior 
Program (IBP) 

Improvement was 
observed 

Device-based 
feedback and goal 
setting 

Psychoeducation, Guidance 
Materials, Modeling, Feedback 

8 hours At risk Home visits Suskind et al., 
2016 

Parent-Directed 
Language 
Intervention 

Long term 
improvement 

language-delayed 
children. 

Psychoeducation, Guidance 
Materials, Modeling, Feedback 

3 hours At risk Home visits Rajesh & 
Venkatesh, 2019 

Speech-Language 
Stimulation (India) 

Some improvement Newborns Gift Books, Guidance Materials none At risk Self-instruction Letourneau et al., 
2015 

Take 30 to Read to 
Me 
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Reach Out and Read (ROR; Needlman et al., 2005; Klass et al., 2009) 

Intervention program designed to promote books and reading aloud in the preschool 

years (6 months to 5 years of age). ROR includes 3 components: 1) anticipatory guidance 

about reading aloud delivered as an integral part of routine preventive care, 2) the gift 

of a picture book at repeated health supervision visits, carefully chosen to be 

developmentally appropriate, and 3) waiting room volunteers who read aloud with the 

children, modeling effective strategies for the parents, such as dialogic reading and 

reinforcements. Throughout the visit, the child’s book-handling behaviors and reactions 

to the book and pictures provide natural opportunities for the provider’s comments and 

guidance about reading aloud and early literacy skills at different developmental stages. 

The provider incorporates books and reading into the other topics of anticipatory 

guidance, including bedtime and daily routines and school readiness. The program 

effectiveness was evaluated in multiple studies, including researches that examined the 

intervention efficacy as applied in real-world settings. The program website: 

www.reachoutandread.org. 

Reach Out and Read with the Observation-Feedback Protocol (OFB; Needlman et al., 

2018) 

This additional intervention component consists of a short observation-feedback 

protocol (2-3 minutes) and is administrated by the health care practitioner during the 

regular Reach Out and Read intervention (ROR). This component was designed to 

actively engage parents by having them read aloud during the visit and thus enhance 

the efficacy of the intervention. To incorporate this component, the doctors were 

instructed to follow an OFP, as follows: (1) elicit parental concerns – parents are asked 

to describe their concerns regarding reading aloud; (2) ask the parent to “look at a book 

with your child, like you would at home,” in order to observe the child’s response; (3) 

observe for approximately 30 to 60 seconds; and (4) give feedback to the parent. The 

feedback should focus on things the parent and child did well (i.e., strength-based). The 

doctor may also make specific recommendations or model reading aloud techniques. 

The OFP component was associated with increases in the likelihood that parents would 

http://www.reachoutandread.org/
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recall having learned about reading aloud, endorse uncertainty about their reading 

aloud abilities and a desire to learn more. 

Let's Read (Goldfeld et al., 2012) 

The Let’s Read program is delivered at 4 time points during the usual 4, 12- and 18-

month, and 31⁄2-year-old well-child care visits. At each time point, intervention nurses 

spend 10-2  minutes delivering, modeling, and discussing the Let’s Read literacy 

promotion messages with the parent. The educational strategies comprised role-play, 

feedback, and modeling practice, supported by tip sheets and a desk mat acting as a 

quick trial reference guide and reminder  . Each family also receives a take-home pack 

containing an age-appropriate picture book, book list, and guidance materials designed 

to enhance literacy acquisition through shared reading activities characterized by 

interactive reading style, parental verbal responsiveness, and appropriate book 

selection.  

Dialogic reading (DR; Huebner & Meltzoff, 2005) 

A 2-session intervention program targeted to promote the language skills of 2- and 3-

year-old children. Dialogic reading is based on 3 principals: (1) the use of evocative 

techniques that encourage the child’s active participation in telling the story - prompting 

the child to say something about the book, for an example by asking wh-questions (2) 

use of feedback to the child in the form of expansions (rephrasing and adding 

information to it), and praise the child’s efforts to tell the story and label objects within 

the book, and (3) progressive change to stay at or beyond the child’s current level of 

independent functioning – that is, the adult continually encourages the child to say just 

a little more than the child would naturally. The first session focuses on reading 

behaviors that reduce participation (asking the child pointing questions, yes/no 

questions, criticism) and reading behaviors that increased a child’s participation 

(frequent use of what questions, questions about function and attributes, praise, 

repetition and imitation of the child’s utterances, following the child’s lead). Parents are 

asked to use the new way of reading with their children daily, 5–10 min per day, for four 

weeks. On the following session, parents are taught two additional reading behaviors: 
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verbal expansions and open-ended questions, that help children build more 

sophisticated sentence-level skills. Both sessions are supplemented by an instructional 

videotape introducing and illustrating each technique with brief vignettes of adults and 

children reading together. Three methods of instruction in dialogic reading were tested: 

(1) In-person instruction in a parent group: the trainer presents the videotape and then 

reviews the techniques, models them, and help the parents practice using role-play and 

corrective feedback; (2) self-instruction by videotape with a 5 minutes telephone 

coaching after a week to clarify questions; and, (3) self-instruction by videotape alone. 

Parents demonstrated an increase in dialogic reading behaviors following the 

intervention, and the children’s language use improved. There was a significant 

difference favoring in-person instruction as the more efficacious method of instruction. 

Parents Supporting Learning (Nikals et al., 2015) 

A low-intensity intervention program for 3-4 years old children, designed to increase 

literacy and numeracy. The program is based on a 30 minutes parent group, equipping 

parents with knowledge of (1) the importance of the home learning environment, (2) 

the principles of counting and (3) the principles of dialogic reading. Handouts are 

provided following the presentation, and the parents are invited to a 30-45 minutes 

individualized session with their children at a later date. On the individualized session, 

each child receives a copy of a popular children’s storybook and a dice-based counting 

game. Parents read the book with their children and receives feedback on their reading, 

along with coaching on how to enact the key aspects of dialogic reading: encouraging 

the child to complete the blank at the end of a sentence when the adult pauses in a 

meaningful manner, asking questions about the book and encouraging the child to recall 

and retell the story, encouraging the child’s higher order thinking by asking ‘wh-

questions’, and linking the story with the child’s personal lived experience. Both 

children’s literacy and the home literacy environment were demonstrated to improve 

following the intervention. 
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Parent Based Intervention (PBI; Gibbard et al., 2004) 

A program designed for toddlers at 22 to 36 months of age with language delay (little or 

no expressive language). The program includes 11 group sessions delivered by a speech 

therapist, each lasting approximately 90 minutes. The sessions emphasize development 

of a child’s expressive language by using daily routines and naturally occurring 

situations. Over the sessions, language objectives are set for the parents to work on at 

home with their child. In the group sessions the interventionist explains and clarifies 

each objective to the parents through structured teaching demonstrations for each 

language objective set. Parents are encouraged to think about each language objective 

flexibly, and to follow their child’s lead at home and achieve the language objectives by 

using daily routines and naturally occurring situations. The speech and language 

therapists who ran the PBI groups were given additional training on their 

implementation. The study results indicated that children who received PBI made 

significantly greater language gains than children who received general care. 

Let's Learn Language (Wake et al., 2011) 

This program is a modified version of “You Make the Difference” that was shortened 

from nine to six weekly two hours sessions for slow to talk toddlers at ages 2 and 3 

years. In each session, the group leader opens by reviewing the previous week’s home 

practice and showing video clips of parent-child interactions to highlight previously 

learnt strategies; this is followed by a participative lecture. In the last 30 minutes, each 

parent and child pair are videotaped practicing the new strategies with coaching as 

needed, from which a short positive clip was drawn for the group to view the following 

week to reinforce specific strategies. Little evidence was found for language or behavior 

improvement, both immediately and at 3 years of age. 

Contingent Talk Intervention (McGillion et al., 2017) 
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An intervention program targeted for parents of 12 months infants, focusing on parents' 

contingent talk. Contingent talk refers to a style of communication whereby the 

caregiver talks about what is in the infant’s current focus of attention. The intervention 

program consists of a single home visit, in which contingent talk is introduced as a two-

step process: noticing what your child is attending to; and talking to them about it. 

Caregivers are shown a short video identifying ways that 12- month old infants indicate 

what they are interested in, along with examples of contingent talk. After watching the 

video, the interventionist summarizes the main intervention message, and provides 

parents with a summary leaflet. Parents are then asked to set aside 15 minutes a day to 

practice contingent talk and are given a diary to record their practice each day. After 2 

weeks, a phone call is supplemented to consolidate the intervention message and 

answer any questions. Following the intervention parents were engaged in significantly 

more contingent talk, regardless of their socio-economic status. Lower SES families in 

the intervention group also reported that their children produced significantly more 

words at 15 and 18 months, but not at the 24 months follow-up.  

Infant Behavior Program (IBP; Bagner et al., 2016) 

A home-based adaptation of the Child-Directed Interaction phase of PCIT (Nixon, 

Sweeney, Erickson, & Touyz, 2003) in high-risk 12- to 15-month-old infants. The program 

included 5-7 home visits of 1 to 1.5 hours. In the first teach session, the therapist 

teaches the parent(s) to follow their infant’s lead in play by decreasing don’t skills (i.e., 

commands, questions, and negative statements) and increasing do skills (i.e., PRIDE: 

Praising the infant, Reflecting the infant’s speech, Imitating the infant’s play, Describing 

the infant's behavior, and expressing Enjoyment in the play). Parents are also taught to 

direct the PRIDE skills to their infant’s appropriate play and ignore disruptive behaviors 

(e.g., hitting, whining). At the start of each of the following sessions, parent skills are 

assessed during a 5-minute observation, and the therapist delivers feedback regarding 

the parents use of the skills. In addition to standard coaching practices, therapists 

incorporate strategies relevant for infants, as for example to repeat infant vocalizations 

and use non-verbal praising methods (e.g. clapping). Parents are instructed to practice 
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the skills for 5 minutes each day with their infant and to document the frequency of 

practice. Infants receiving the intervention demonstrated a significantly higher number 

of observed different and total utterances at the 6-month follow-up compared to 

infants in standard care. 

Parent-Directed Language Intervention (Suskind et al., 2016) 

A parent-focused intervention aimed at enriching the quantitative and qualitative 

aspects of children’s early home language environment. The intervention is designed for 

parents of 1.5-3 years old children and consisted of eight home visits supported by eight 

educational computer-based modules. Three key strategies were interwoven 

throughout the curriculum to enrich the child’s home language environment, referred to 

as the ‘3TS’: Talk More, Tune In, and Take Turns with your child. Taken as a whole, the 

eight-module sequence built a toolbox of strategies and identified everyday contexts 

that parents could use to create an enriched home language environment for their 

children. The intervention strongly emphasizes building parent knowledge of child 

language development. Consequently, the intervention focuses on teaching parents 

about the link between their own linguistic behavior and their child’s early language 

development and eventual school readiness. During the home visits the interventionist 

videotapes and reviews himself performing the target activity with the child (e.g. using 

prompts instead of directives), and then videotapes and reviews the parent performing 

the same activity with the child. In addition, during each visit, a digital recording device 

is used to track the number of words a child is exposed to, along with the number of 

conversational turns the child takes with an adult. These measures are presented to the 

parents during the session and serve as a type of ‘biofeedback’, allowing parents to 

establish concrete goals and to monitor their progress towards achieving those goals. 

Speech-Language Stimulation (India; Rajesh & Venkatesh, 2019) 

The training program consists of three one-hour sessions that are delivered to the 

parents of 12 to 24 language-delayed infants during regular home visits routine. The 

first training session focuses on speech and language milestones and play development 
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until two years of age. During the first session, a 30-minute video recording of the 

parent interacting with the child is made in the natural environment of the children's 

homes. A manual with content of the training program is delivered to the parents, 

comprised of the three broad sections 1) speech-language milestones, 2) play 

development and 3) speech-language stimulation strategies. At the end of the session, 

parents are asked to fill worksheets identifying the child's level of understanding, 

speaking/communicating and play behavior by referring to the manual. The second 

session focuses on speech-language stimulation strategies in the contexts of free play 

and daily routines. The strategies are demonstrated by the interventionist, highlighting 

the importance of reciprocating exchanges and identifying meaningful communicative 

signals from children. The third session provides summary of the key points learned 

during the two prior sessions, followed by individualizing the strategies for each child. 

Feedback and suggestions on use of strategies are provided based on earlier video 

recording, and further queries raised by the parents are clarified. 

Take 30 to Read to Me (Letourneau et al., 2015) 

A newborn early intervention delivering literacy packages to the families of hospital-

born infants at birth. The packages contain books, information for parents encouraging 

reading and pre-literacy activities, and lists of community resources. Similar programs 

(Born to Read and Read to Me!) are reported as well. All these programs encourage 

reading and other literacy promoting activities (e.g. talking, singing, reciting rhymes and 

stories) in low socio-economics regions. Parents in the intervention group reported 

more enjoyment in—and attached greater importance to—reading to their children. 
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Emotion Regulation and Behavioral Difficulties  

Background  

Children’s emotion regulation is a broad term, referring to a variety of psychological 

skills that develop gradually during the children’s first years. When their emotional 

development is healthy, children learn to identify their feelings, cope with difficult 

emotions successfully, control their behavior, overcome urges, improve their executive 

function, perseverance skills, and more. The development of emotion regulation skills 

has long-term implications affecting school-readiness, social relations, and mental 

health. The lack of emotion regulation skills triggers behavioral difficulties, including 

externalization problems, such as oppositional defiant disorder, aggressiveness, 

delinquency, or antisocial personality disorders, as well as internalization problems, 

such as anxiety and depression. Studies show that the behavioral issues that appear at 

early ages continue throughout adulthood if they remain untreated, whereas early 

interventions have long-term benefits for the health of both children and parents 

(Nixon, 2002 ;Reynolds et al., 2002). 

Although research outlines many factors that may influence the development of 

children’s emotion regulation skills and behavioral problems, it is widely agreed that the 

most central and vital factor is the quality and the compatibility of parenting. 

Inadequate parenting has the most significant negative impact on the child when 

compared to other risk factors (Kiernan & Menash, 2011). The relatively high prevalence 

of children’s behavioral problems indicates that many parents need help with coping 

with their children and supporting their emotional development. Strengthening the 

parenting abilities in this matter may help reduce behavioral issues, increase the 

children’s emotional resilience, and prevent the development of mental health 

difficulties. Intervention and coaching programs for parents in this field include short-

term interventions aimed at modifying the parenting practices to affect children’s 

behaviors. Interventions may consist of behavioral strategies meant to increase desired 

behaviors and decrease undesired behaviors, emotional and sensitivity communication 
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exercises, or improving the parents’ awareness and cognitive skills to allow them to 

cope with challenging parent-child interactions.  

All the intervention programs included in this review are short-term programs (up to 12 

meetings) that have been found effective for children under the age of 3, and their 

results have been tested as part of a randomized control trial (RTC) or a pre-post trial. 

Only studies that had been conducted in the last 15 years (starting in 2004) were 

included in this review. Part of the programs was aimed at reducing existing problems or 

to prevent problems among at-risk populations (with low socio-economic backgrounds 

or other risk factors), and some were planned to prevent the development of behavioral 

issues in the general population. Measures of efficacy of these programs, included  

parenting measures (such as discipline strategies and self-efficacy) and/or children’s 

behavioral measures (such as an externalization/internalization scales of behavioral 

problems, adaptive behaviors). 

Contents of interventions 

The intervention programs included varied contents, aimed to improve parental skills in 

coping with their children’s challenging behaviors and help them improve their 

emotional and behavioral regulation skills. The contents may be organized under several 

main themes: 

1) Development: Expectations that correspond with the developmental stage, 

coping with developmental disorders. 

2) Environmental adjustment: Establishing a predictable daily routine, adjusting the 

home environment to reduce conflict situations, addressing changes in the 

routine. 

3) Parent-child communication: Practicing active listening and child-focused 

communication, improving the parent’s sensitivity and ability to identify the 

child’s signals, self-reflection, describing emotions, and providing explanations 

concerning a parent’s behavior. 
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4) Reinforcing the bond between parent and child: Enhancing parental nurturing 

and warmth, enhancing awareness toward positive behaviors, and joint child-led 

and child-attuned playing. 

5) Refraining from imposing violent discipline: Providing information about the 

implications of using harsh or abusive punishment, practicing refraining from 

“negative” behaviors. 

6) Learning positive discipline: Employing playfulness, and positive reinforcement- 

encouragement, and praise, rewards and prizes. 

7) Efficient boundary-setting: Preparing before non-routine activities or occasions, 

providing clear explanations of the rules and describing the consequences of 

breaking them, ignoring negative behaviors aimed at gaining attention, 

distractions, and employing timeouts. 

8) Giving instructions: Practicing effective instruction-giving, providing choices, 

using reminders and hints, monitoring, and giving feedback.   

9) Support: Locating sources of support, constructing a community network, 

benefiting from rights; requesting community services, self-care, and parental 

welfare. 

10) Parental coordination: Parental collaboration and mutual support. 

 

Settings of interventions 

Home Visits – A large part of the intervention programs was conducted using the 

format of home visits. This mode was used for interventions to enhance the parents’ 

responsiveness and commitment to the treatment as it released the parents from 

the need to leave their homes and come to encounters. A different format could 

have caused many to drop out of the program. Moreover, intervention programs 

that included home visits allowed the practitioners a close examination of the home 

environment and, in this way, a consequent adjustment of the contents and 

strategies meant to be taught, thus benefiting the family. 
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Parent groups – An additional common type of intervention program was conducted 

using the format of parent groups, designed to create a framework of community 

support that would encourage people to stick to the program and create a discourse 

on the contents of the intervention between the formal encounters. This created 

opportunities for parents to receive encouragement from their peers to enhance 

their involvement, diminish the stigma, and reinforce their sense of connectedness 

with other parents who experience similar circumstances. 

Individual intervention – A small part of the programs included personal encounters 

with the practitioners, outside the format of home visits. In these programs, a short 

and focused intervention was conducted with the parents, by undertaking a 

conversation or a dyadic encounter with both the parent and child within the 

context of the early age services. This provided an opportunity to discuss the specific 

goals of the joint effort. 

Independent learning programs – Programs of this type include printed material or 

videos, which sometimes originated from the Internet. These programs are the least 

expensive and allow one to reach the most significant number of parents and 

families. Still, they do not provide opportunities for personal contact, which is 

considered a central factor in preventing high dropout rates. The program’s 

participants reported a high degree of satisfaction due to the program flexibility and 

accessibility and convenience, its ability to adjust itself to address specific needs, and 

diminish the stigma. 

Main strategies 

There are several main techniques which were used in the intervention programs. 

1) Psychoeducation – Providing materials and guidance related to the theme of the 

intervention. These materials sometimes include readymade brochures, presentations, 

video guides, or information that is orally delivered by a practitioner. This technique 

transmits knowledge from the practitioner to the parents, concerning, for instance, their 

expectations regarding the child’s age and developmental stage, deepening their 
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understanding of children’s needs and efficient or inefficient strategies of coping with 

them, instruction regarding special conditions (such as attention deficit disorders), etc.  

2) Discussion – A discussion (either individually or in groups) enables an in-depth discourse 

regarding the program’s topics. In the course of a discussion, parents introduce their 

unique knowledge about their child, which allows the facilitators to adjust the nature of 

the intervention to the family’s specific needs. 

3) Observation and feedback – A primary technique that was used is feedback, based on 

observation and evaluation following a (live or filmed) interaction. This provides the 

opportunity to emphasize issues and skills that have improved, point out behaviors that 

require attention, and rehash the learning material, as well as having a discussion to 

bring about additional improvement.  

4) Videoclips – In the large part of the interventions, participants were shown videoclips 

that presented interactions between parent and child. These interactions included gross 

mistakes or demonstrations of desired parental behavior. Such examples provided 

opportunities to discuss the material being learned. 

5) Role-playing– This is another tool that is used to demonstrate and practice the learning 

material, which allows one to experience real-time coping with challenging behaviors, 

observing real-life difficulties, and improving problem-solving skills. 

6) Home assignments – Many intervention programs included home assignments whose 

goal was practicing and accumulating experience between encounters, discussing 

difficulties that emerged while practicing at home, and implementing desired behaviors 

and reactions. 

 

Staff training 

Most of the programs were conducted by nurses or educators who work with babies 

and toddlers. A small part was conducted by mental health professionals, but we chose 

to include these programs as well since some of their components may be relevant. In 

one program, parents from the community functioned as facilitators of a parent group, 

motivated by the idea that this could enhance the parents’ involvement and 
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commitment. The scope of the training provided to the practitioners varied from short 

training sessions in concentrated one or two-day workshops to more extended training 

periods. In most of the cases, the intervention program included weekly individual or 

group supervision. 

Dropout prevention 

The interventions that we reviewed introduced a variety of techniques for preventing 

high dropout rates among parents participating in the program. These techniques 

include opting for a series of home visits, integrating an intervention in regular visits at 

the early childhood centers, and providing rewards for full participation in the program. 

The techniques that were found to be efficient included 

1) Initiating phone calls or texts between the encounters to increase the parents’ 

involvement and encourage them to practice the acquired material. 

2) Applying elements from the motivation theory in the course of an intervention. 

3) Meeting the practitioners beforehand and having a strong sense of personal 

involvement. 

4) Using intervention contents that are individually tailored to parents’ needs and 

worries and bearing in mind their ability to make choices. 

5) Viewing parents as equal partners who are knowledgeable and experienced in 

dealing with their children. Having faith in their parental competence. 

6) Using culturally sensitive programs that relate to ethnic sensitivities, norms, and 

unique needs. 

7) Training and guiding the team comprehensively, especially in matters related to 

working with parents. 

8)    Adjusting the contents to encourage the participation of fathers in the program.   
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Interventions for early childhood emotion regulation and behavioral difficulties  

Program 
Name 

Source Setting Population Duration 
(in hours) 

Main Techniques Additional 
Components 

Parent 
outcomes 

Child outcomes 

ParentWorks Piotrowska et 
al., 2019 

Internet General 3 hours Psychoeducation High involvement of 
fathers 

Some 
improvement 

Some 
improvement 

FCU Dishion et al., 
2014 

Home visits At-risk 12 hours Discussion, 
observation, & 
feedback 

Motivational 
interview 

Some 
improvement 

Some long-term 
improvement 

VIPP-SD Yagmur et al., 
2014 

Home visits An ethnic 
minority 

18 hours Observation and 
feedback, videoclips, 
discussion 

Sensitivity to ethnic-
based concerns 

Some 
improvement 

Not checked 

NFPP Sonuga-barke 
et al., 2018 

Home visits Attention 
disorder 

18 hours Psychoeducation, 
observation & 
feedback 

Children with 
attention difficulties  

Not checked Some 
improvement, 
limited effect 

PCI Lefever et al., 
2017 

Home visits At-risk 10 hours Discussion, 
observation & 
feedback 

 Some 
improvement 

Some 
improvement 

PCI-C Lefever et al., 
2017 

Home visits At-risk 10 hours Discussion, 
observation & 
feedback, text 
messages, phone calls 

 Some 
improvement 

Some long-term 
improvement  

PC-CARE Timmer et al., 
2019 

Personal 
intervention 

Clinical 6 hours Psychoeducation, 
discussion, 
observation & 
feedback, assignments 

Conducted by 
psychologists  

Some 
improvement 

Some 
improvement 

Primary Care 
Triple P 

Turner & 
Sanders, 2006 

Personal 
intervention 

At-risk 2 hours Videoclips, written 
material, discussion 

 Some 
improvement 

Some 
improvement 

Toddlers 
Without 
Tears 

Bayer et al., 
2010 

Personal 
intervention + 
parent group 

General 4.5 hours Written material, 
discussion 

 No 
improvement 

No improvement 

Day-stay 
Service 

Hayes et al., 
2007 

Personal 
Intervention + 
parent group 

General 6 hours Psychoeducation, 
observation & 
feedback 

1-day workshop Some 
improvement 

Some 
improvement 
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S-IY Reedtz et al., 
2011 

Parent group General 12 hours Videoclips, discussion, 
role-playing, 
assignments 

 Some 
improvement 

Some 
improvement, 
limited effect 

IY Sonuga-barke 
et al., 2018 

Parent group Attention 
disorder 

30 hours Videoclips, discussion, 
role-playing, 
assignments 

Constructing a 
supportive network 

Not checked Improvement 
was observed - 
limited effect 

PriCARE Schilling et 
al., 2017 

Parent group General 9 hours Videoclips, discussion, 
role-playing, written 
material, assignments 

Conducted by 
psychologists 

Improvement 
was observed 

Some 
improvement 
(not for the 
clinical 
population) 

PSC Cartwright-
Hatton et al., 
2005 

Parent group At-risk 12 hours Psychoeducation Designed for 
internalization 
problems, as well 

Improvement 
was observed 

Improvement 
was observed 

EPEC Day et al., 
2012 

Parent group At-risk 16 hours  Discussion, role-
playing, assignments 

Facilitators – parents 
from the community 

Improvement 
was observed  

Improvement 
was observed  

Smalltalk Hackworth et 
al., 2017 

Parent group At-risk 12-20 
hours 

Psychoeducation, 
observation & 
feedback, videoclips, 
written material 

Separating the babies 
from the toddlers 

No 
improvement 
was observed 

Not checked 

Smalltalk 
Plus 

Hackworth et 
al., 2017 

Parent group + 
Home visits 

At-risk 18-26 
hours 

Psychoeducation, 
observation & 
feedback, videoclips, 
written material 

Separating the babies 
from the toddlers 

Improvement 
was observed 
(toddlers) 

Not checked 

PPEY Gerber et al., 
2016 

Parent group General 20-30 
hours 

Videoclips, discussion, 
role-playing, written 
material, assignments 

 Improvement 
was observed  

Improvement 
was observed  

CWTB Niccols, 2009 Parent group General 16 hours Videoclips, discussion, 
assignments 

 Improvement 
was observed  

Improvement 
was observed  

Tuning into 
Kids 

Havigurst et 
al, 2009; 
Lauw et al., 
2014 

Parent group General 12 hours Role-play, discussion, 
practice, written 
materials, assignments 

Emotional coaching 
for parents. Different 
modules for toddlers 
and fathers 

Improvement 
was observed  

Improvement 
was observed  
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Touchpoints Brazelton, 
1995; Soarez, 
2016 

Various 
settings 

General flexible Psycho-education, 
observation and 
feedback, written 
material 

Conceptual 
framework for critical 
points in child's 
development as an 
intervention 
opportunity  

Improvement 
was observed  

Improvement 
was observed  
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ParentWorks (Piotrowska et al., 2019) 

This intervention program is suitable for children ages 2-16 and meant to be used 

independently via the Internet. The program includes six interactive video 

presentations, five of which are obligatory, and one (dealing with parental conflict) is 

offered if needed. It also provides two extension modules, one dealing with quality 

time and playing, and the other with preparing the child to cope with bullying. Each 

module requires about 20-30 minutes, and the parent must wait a week between 

completing one module and opening the next. During the week, parents are required 

to perform assignments based on the learning material. The first module includes a 

motivational interview, aimed at promoting parental involvement in the program. 

The following modules deal with issues such as encouraging positive behaviors, 

responding to negative behaviors, coping with conflicts among siblings, and parental 

teamwork. The last module deals with strategies that sustain the change. The 

program is uniquely tailored to the needs of fathers, based on the limitations and 

requirements that a preliminary survey revealed, conducted by the developers of the 

program. The researchers reported about roughly 36% of fathers who completed the 

intervention. Another advantage of the program is that it requires no involvement of 

a moderator after the development stage. The program’s website is 

https://parentworks.org.au/.  

 

Family Check-Ups (FCU) (Dishion et al., 2014) 

This intervention program is suitable for children ages 2-5. There is also a version 

that is suitable for toddlers (7 months to 2 years). The program deals with various 

aspects of family management (encouraging positive behavior, healthy boundary-

setting, improving the bond and communication between parents and children), and 

relies on the elements of the motivational interview. At the first stage, three home 

visits are conducted, including an initial interview-focused encounter, a family 

evaluation encounter, and a feedback encounter. During the feedback encounter, 

the advisor (a) shares with family members the evaluation findings regarding their 

strengths and challenges, (b) conducts a discussion with the parents to strengthen 

their motivation to promote positive change, and (c) provides a list of available 

https://parentworks.org.au/
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resources and services that can support the process of change in the family. At the 

second stage, another yearly home visit is made, including 1 out of 12 possible 

structured encounters (“The Everyday Parenting Curriculum,”) depending on the 

results of the family’s evaluation and the patients’ motivation. A major advantage of 

this program is its ability to attract parents who find it difficult to ask for help. Over 

70% of the parents were involved in the program, and the dropout rates through the 

years were particularly low (participation rates had been 90% in the first year, then 

85%, and then 77%, who also participated in the follow-up study that was conducted 

5.5 years later). The intervention program was conducted by advisors who 

completed the FCU training program that includes a two-day workshop / an Internet 

course, a video documentation of their work, and participation in two feedback 

encounters, in which the training goals were achieved. Practitioners for whom this 

was the first year in the job were required to participate in group training. The 

program’s website is https://reachinstitute.asu.edu/family-check-up.   

 

Video-feedback Intervention to Promote Positive Parenting and Sensitive 

Discipline (VIPP-SD) (Yagmur et al., 2014) 

This intervention program is suitable for the ages of 18 months to 3 years. It includes 

four structured home visits and two home visits for strengthening specific issues 

according to the individual’s needs once every two weeks. The program is based on 

the bonding theory and focuses on developing parental sensitivity. The practitioners 

help parents to pay attention to their children’s signals, interpret them correctly, and 

respond in the appropriate time and manner. Also, a discussion is conducted on how 

one can react sensitively in situations that require discipline to replace harmful and 

harsh disciplinarian strategies. In every home visit, the practitioners initiate fixed and 

structured interactions between the mother and child, in the course of which 

positive behaviors and efficient parenting strategies are reinforced. Visits are filmed, 

and practitioners select parts of the documented material to be used as feedback in 

the next intervention encounter, depending on the issues under discussion. 

Successful interactions are emphasized in the videotaped material in the course of 

the feedback encounters so that parents can observe their positive influence on the 

https://reachinstitute.asu.edu/family-check-up
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child. In this research, which had been conducted in the Netherlands, there are 

detailed descriptions of adjustments that were made in the program for it to be 

successfully employed within the population of an ethnic (Turkish) minority: (1) The 

encounters were extended over a longer time so that a visit lasted between 2.5 and 

3 hours. This made it possible to begin every visit with a social conversation, as is 

common in Turkish society. (2) Moderators (women) of Turkish background were 

selected and were guided to adapt their use of the various languages (Turkish, 

Dutch, or both) to that of the mothers. (3) All interactions and materials that were 

employed were modified and adjusted, so they become familiar to the families (for 

example, joint play with modeling clay instead of hand puppets). The program’s 

moderators participated in a concentrated training program (spanning about four 

days). They also took part in a fixed, weekly group training, and additional individual 

training in the course of the program, as needed, during which video-feedback was 

given. The program’s website is https://tavistockandportman.nhs.uk/care-and-

treatment/treatments/video-feedback-intervention-promote-positive-parenting-

vipp/ 

New Forest Parenting Programme (NFPP) (Sonuga-barke et al., 2018(   

This intervention program was made for parents of children aged 3-11 who have an 

attention deficit disorder. In the present research, this program was tested for 

children ages of 3-4.5. The program includes 12 home visits of about an hour and a 

half each once a week, and it consists of four domains: (1) Psychoeducation, focusing 

on attention deficit disorders, (2) Learning strategies that advance parenting and 

communication in ADHD contexts. (3) Reinforcing the bond between parent and 

child by utilizing play, (4) Attentiveness training through the use of structured games 

and other fitting opportunities. The encounters included parent training by using 

structured materials (brochures, DVDs, etc.), observing the interaction between 

parent and child, and providing individual feedback after the observation. The study 

compared the NFPP to the Incredible Years Program and found there is no advantage 

over that program regarding attentiveness and alleviating hyperactivity symptoms, 

although it was designed especially for children with attention disorders. 

Nevertheless, researchers point out that this program is cheaper to apply while 

https://tavistockandportman.nhs.uk/care-and-treatment/treatments/video-feedback-intervention-promote-positive-parenting-vipp/
https://tavistockandportman.nhs.uk/care-and-treatment/treatments/video-feedback-intervention-promote-positive-parenting-vipp/
https://tavistockandportman.nhs.uk/care-and-treatment/treatments/video-feedback-intervention-promote-positive-parenting-vipp/
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being similarly effective in improving the child’s self-regulation capacities in the short 

term. Practitioner participated in a 21-hour structured training. Then, they received 

group training over the telephone: first, once a week and afterward, monthly. 

Likewise, a 3-hour individual supervision was given each month, in addition to two 

group meetings. 

Parent-Child Interactions (PCI) (Lefever et al., 2017) 

This intervention program is based on the PCI module, which is part of a broader 

intervention program called SafeCare, intended for children between the ages of 0-5. 

The module, which focuses on parent-child interactions, is designed for children 

between the ages of 1.5-5 years and includes about five home visits of about 1.5-2 

hours every week. The module’s goal is to reduce problematic behaviors and 

promote positive interactions. In the first encounter, mothers were asked to select 

2-3 routine situations that they would like to improve. These situations became the 

focus of the home visits, which included explanation, discussion, demonstration, 

practice, and feedback, all centered around the ten PCI behaviors: prior preparation, 

explaining the activity, explaining the rules, explaining the consequences, allowing 

for choice, articulating one’s behavior and actions, using positive interaction skills, 

ignoring minor negative behaviors, giving feedback, providing rewards, or showing 

the consequences. The practitioner demonstrated the PCI stages in the course of 

playing with the child and, later, the mother was asked to practice what was 

demonstrated. Following the activity, the practitioner provided feedback, and then 

additional practice was undertaken as needed until the participants mastered 80% of 

the stages that were learned. In the subsequent encounters, this pattern was 

repeated while focusing on a new daily routine. The last meeting consisted of giving 

feedback on the process, planning, and problem-solving, all related to the 

application of the PCI to new situations. In the PCI-C program, the home visits were 

accompanied by telephonic communication between practitioners and parents, 

including text messages, activity proposals, and reminders twice a day, with contents 

specially modified to suit the family and the current focus of the intervention. Also, a 

weekly conversation was conducted over the phone to encourage the practice of PCI 

behaviors during the week. The training of the practitioners includes a concentrated 
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4-day workshop and individual training. The website of the program (SafeCare) is  

https://safecare.publichealth.gsu.edu/ 

Parent-Child Care (PC-CARE) )Timmer et al., 2019) 

This intervention program includes an assessment encounter and six dyadic 

encounters. It is designed for the ages of 1-10 years. In the course of the 

intervention, parents acquire PRIDE skills (Praise, Reflect, Imitate, Describe, and 

Enjoy). They improve their use of calming strategies and behavior management 

skills. In the course of each 1-hour encounter, the therapist briefly reviews the 

family’s condition and the child’s behavior in the last week (for 7 minutes), teaches 

new skills (10 minutes), conducts an observational evaluation (4 minutes), and then 

trains the parent to use the learned skills in interaction with the child (20 minutes). 

Then, feedback and a summary are offered (10 minutes). At the end of the 

encounter, the parent is asked to use these skills in the course of playing with the 

child for 5 minutes every day and document the playing, the use of learned skills, 

and the child’s behavior on that day. In the present research, the therapists are 

psychologists, but the training is also designed for people from other professions 

who work with families (such as nurses and paramedical therapists). The training 

includes a concentrated 1-day workshop and then group training, as well as 

individual telephonic communication over 3-6 months, and the completion of 

qualification requirements. The program’s website is  https://pcit.ucdavis.edu/pc-

care/  

Primary Care Triple P (Turner & Sanders, 2006) 

The Triple P (Positive Parenting Program) series includes a variety of intervention 

programs designed for parents of children of different ages with various medical and 

familial conditions.  Thus, the programs offer five levels of intervention designed to 

provide support by professionals from various areas, depending on the need. The 

program within the current research is a particularly short preventive program (level 

2), designed for children of ages 2-6, and includes 3-4 brief half-hour individual 

encounters. The program focuses on an issue selected by the parents concerning 

behavioral and developmental matters. The practitioner helps the parents by 

explaining the principles and strategies of positive parenting and provides them with 

file:///C:/Users/User/Dropbox/מעבדה%20-%20גושן/סקירת%20ספרות/תרגום%20לאנגלית/%20https:/safecare.publichealth.gsu.edu/
file:///C:/Users/User/Dropbox/מעבדה%20-%20גושן/סקירת%20ספרות/תרגום%20לאנגלית/%20https:/safecare.publichealth.gsu.edu/
https://pcit.ucdavis.edu/pc-care/
https://pcit.ucdavis.edu/pc-care/
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materials about the issue they selected (brochures, tips, and videoclips that 

demonstrate problem-solving at the relevant age). At the first encounter, the goals 

of the intervention are chosen based on an evaluation that includes an interview and 

an observation. The way of monitoring the problem is decided as well. At the second 

encounter, a review of the initial problem is conducted, and a discussion takes place, 

based on observations and the parents’ views regarding their child’s behavior. 

Conclusions about the nature of the problem and a possible etiology are then drawn 

and shared, and they form a plan for parental coping. In the third encounter, the 

progress made by the family is examined, and they discuss possible obstacles in the 

implementation of the program. If necessary, a fourth encounter takes place 3-4 

weeks later to evaluate progress, solve problems, and provide positive feedback and 

encouragement. The practitioners participate in a training program of about four 

days and a supervision of 2-3 hours each month. The program’s website is 

https://www.triplep.net/glo-en/home/ 

 

Toddlers Without Tears (Bayer et al., 2010) 

This intervention program is designed for babies at the ages of 6-15 months. It 

includes a brief 15-minute encounter for consultation (at the age of 8 months) and 

two group meetings of two hours each (at the ages of 12 and 15 months). At the first 

encounter, which took place at a routine visit at the Mother & Child Health Center, 

an instruction was given regarding the child’s developmental stage and the 

coordination of expectations regarding the child’s behavior in the following months. 

Parents were invited to a group encounter when the children were 12 months old, in 

which ways were discussed to develop a loving and sensitive relationship with their 

child and for the encouragement of desired behaviors. In particular, they discussed 

the need to plan reactions to predictable challenging situations. The faacilitators 

proposed alternatives to harsh discipline and discussed irrational beliefs that may be 

the basis of such a discipline. When the children were 15 months old, parents were 

invited to another group meeting where they discussed ways to manage unwanted 

behaviors, use strategies to ignore “light” misbehaving, and employ distraction 

techniques or timeouts for “severe” misbehaving. The program did not bring about a 

https://www.triplep.net/glo-en/home/
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change in parental discipline or child behavior in 3-year-olds. The nurses who 

moderated the program participated in a training program (whose length is not 

specified) and operated according to a structured protocol.  The program’s website 

is  https://www.rch.org.au/ccch/research-projects/toddlers-without-tears/ 

 

Day-Stay Service (Hayes et al., 2017) 

This intervention program offers a single 6-hour workshop for parents and children 

from the age of one month up to 4 years. The workshop addresses a variety of areas 

that are relevant for parents to young children, including interactions between 

parents and children, children’s’ development, behavior, and daily routine. 6-7 

families whose children are of similar ages participate in a workshop, with each 

family being allotted its own “bedroom,” and a shared space is assigned for lectures 

and discussion groups. In a personal encounter at the beginning of the day, the 

practitioner presents a therapeutic plan and identifies the family’s strengths and 

challenges. Parents participate in group lessons wherein the practitioners provide 

demonstration and instruction to direct the parents’ attention to their babies’ 

signals. In the course of individual training, a team member works with each parent 

and child at the “bedroom” on applying the learned material in a way that 

corresponds with the personal needs of the family, using practice, live guidance, 

feedback, and reinforcement. No details are available on the training of the 

program’s team.  The program’s website is https://www.qec.org.au/families/day-

stay-services. 

 

Child-Adult Relationship Enhancement in Primary Care (PriCARE) (Schilling et al., 

2017) 

This is a bonding-theory intervention program designed for the ages of 2-6 years and 

consisting of six 1.5 -hour group meetings once a week. The first stage focuses on 

extending positive parental skills to increase attention to children’s pro-social 

behaviors while ignoring mildly negative ones. This stage aims to improve the bond 

between parent and child and break the vicious circle of negative behaviors. In the 

https://www.rch.org.au/ccch/research-projects/toddlers-without-tears/
https://www.qec.org.au/families/day-stay-services
https://www.qec.org.au/families/day-stay-services
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second stage, the participants learn techniques for issuing instructions to children, 

aiming to set age-appropriate boundaries and improve children’s response. The 

program also includes an element for improving the family’s ability to cope with 

stress. This element was included because the program was initially made for at-risk 

families that experienced high levels of stress; however, the program has been 

adjusted to meet the needs of the general population. The practitioners use 

videoclips and role-playing to help the parents to practice and reinforce their skills. 

Likewise, home assignments are given for practicing the acquired skills between the 

meetings. Text messages and reminders are sent before the meetings to encourage 

the parent’s continued involvement in the program. The program facilitators must 

be professionals from the sphere of mental health, who undergo a 4-day training and 

receive weekly instruction by a psychologist in the course of the intervention 

program. The program’s website is https://www.chop.edu/centers-

programs/pricare-parenting-program 

 

The Incredible Years (IY) (Reedtz et al., 2011, Sonuga-barke et al., 2018) 

The Incredible Years series is a cluster of comprehensive intervention programs 

based on developmental theories that offer integrated and focused interventions for 

parents, teachers, and children. The programs were designed to work conjointly to 

advance emotional, social, and learning competencies and for preventing, reducing, 

and treating behavioral and emotional difficulties among young children. The series 

include structured programs for various age groups: babies (0-12 months), toddlers 

(1-3 years), preschool ages (3-5 years), and elementary school ages (6-12 years). The 

program for parents and toddlers includes the following topics: child-directed play, 

perseverance, social and emotional coaching, praise and encouragement, 

predictable routines, effective boundary-setting, alternatives to physical discipline, 

problem-solving for children, and support within the child’s educational settings. The 

program is based on watching of structured videoclips as a group and discussing 

possible problem-solving through role-playing and doing house chores. Among other 

things, the program focuses on establishing a community network of support based 

on parent groups that were created in the course of the program. Two studies in the 

https://www.chop.edu/centers-programs/pricare-parenting-program
https://www.chop.edu/centers-programs/pricare-parenting-program
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present survey examined the intervention programs for toddlers designed for 

parents. The first study examined the basic program, which includes 12 weekly group 

meetings of 2-2.5 hours each (Sonuga – barke et al., 2018). These meetings cover 

various issues, promoting positive discipline and strategies for coping with 

problematic behavior. The second study examined a shortened version (S-IY) of the 

basic program that included the first six meetings of the IY, which deal with 

promoting positive discipline only (Reedtz et al., 2011). The training of the IY 

program for toddlers includes a concentrated 3-day workshop. Group faciltators also 

participated in personal training meetings throughout the program. The program’s 

website also features an intervention program that is adjusted to the routine visits at 

Primary Care settings (“Well-Baby Program”).  The program’s website is  

http://www.incredibleyears.com/ 

 

Parent Survival Course (PSC) (Cartwright-Hatton et al., 2005) 

This intervention program is designed for the ages of 2-4.5 years. It includes eight 

90-minute group meetings once a week. The program included providing positive 

attention through play, enhancing positive behavior by giving the children attention, 

specific praise, small but frequent rewards, giving instructions in a way that is most 

welcomed by children, ignoring inappropriate behaviors, and using timeout for 

dangerous behaviors. The program is CBT-based and includes psychoeducation 

regarding the thought-emotion-behavior cycle, and the learned contents are 

examined within this conceptual context. Thus, for example, the possibility that the 

child is behaving in a negative way to get attention is conceptualized as an 

alternative thought that could change the emotion that is evoked in the parent and, 

consequently, could also lead to a change in the parent’s response. No details are 

available regarding the training of the practitioners. 

 

Empowering Parents, Empowering Communities (EPEC) (Day et al., 2012) 

This intervention program is designed for the ages of 2-11 years. It includes eight 

weekly 2-hour group meetings. The program is unique in that it trains parents from 

http://www.incredibleyears.com/
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the community to become group facilitators. Thus, it empowers the community and 

naturally creates a strong network of mutual support. The group meetings are 

structured and include information sharing, group discussions, demonstration, role-

playing, reflection, and feedback, as well as planning/reviewing home assignments. 

The program’s goal is to improve parent/child relationships and interactions, reduce 

the children’s problematic behaviors, and enhance the participants’ confidence in 

their parental abilities. In the course of encounters, group discussions revolved 

around a variety of issues: a “good enough” parent as opposed to a “perfect” one, 

meeting the parents’ needs in terms of their wellbeing, recognition, acceptance, 

their ability to express feelings with children, enjoy “quality time,” and practice 

active listening. They also address their ability to use praise and refrain from labeling 

while describing behaviors, improve their understanding of children’s behavior, set 

boundaries, use rewards, apply assertive yet unaggressive discipline, and cope with 

pressure. The training of parents who are interested in moderating groups is 

extensive, spanning 60 hours of training (over ten days), along with a weekly 

instruction that is given before each encounter. The program’s website is  

https://www.rch.org.au/ccch/research-

projects/Empowering_Parents_Empowering_Communities/ 

 

Smalltalk (Hackworth et al., 2017) 

This intervention program addresses the needs of babies (6-12 months) and toddlers 

(12-36 months) but has been found to be more efficient for parents to toddlers. The 

program includes six 2-hour group meetings in the babies’ program and ten 

meetings in the toddlers’ program. The program was constructed to bring about an 

improvement in behaviors that have been found to be linked to children’s emotional 

and social development. In particular, the program is designed to enhance five 

behaviors of parental reaction (attuning oneself to a child, child-led conversation and 

play, listening and engaging in conversation, benefiting from moments that are 

suitable for learning, and a loving and gentle involvement); five strategies for 

creating an enriching home environment (reading books together, supporting the 

child’s playing, learning through daily routine, taking advantage of community 

https://www.rch.org.au/ccch/research-projects/Empowering_Parents_Empowering_Communities/
https://www.rch.org.au/ccch/research-projects/Empowering_Parents_Empowering_Communities/


40 
 

 
 

resources, and monitoring the use of media). The program also addressed the 

elements of self-care, parental competence, and community support. The 

encounters included discussion, demonstration, videoclips, practicing, and providing 

feedback. The activity in the babies’ group mainly involved psychoeducation, along 

with guided practicing and planning ways to apply the acquired material at home. 

The toddlers’ group offered joint playing sessions for parents and children, wherein 

the practitioners taught, demonstrated, and practiced the learned material with the 

parents. Together, they also planned ways to apply the acquired strategies at home. 

In the Smalltalk Plus program, in addition to group meetings, six 1-hour home visits 

were provided on the day preceding the meeting. In these meetings, the participants 

watched videoclips together, which accompanied the individual training and the 

practice of the acquired strategies. Efficient results were only achieved in the 

toddlers’ program that included home visits. Practitioners completed a training of 2 

or 3 days (depending on the group), and also received a weekly supervision. The 

program’s website is https://www.smalltalk.net.au/  

 

Parent Plus Early Years (PPEY) (Gerber et al., 2016) 

The Parent Plus series of intervention programs include seven structured programs 

designed for different ages and different medical and family conditions. The PPEY 

intervention program is designed for the ages of 6 months to 7 years and includes 8-

12 weekly group meetings of 2.5-3 hours each. The program is accompanied by a 

video guide that presents some typical interactions of parents and children. It also 

includes up to 12 structured encounters that involve practicing and role-playing, 

discussions about videoclips, and home assignments for parents. Moreover, parents 

receive a detailed guide that contains weekly information and assignment pages. The 

goal of the program is to establish assertive and sensitive parenting. The topics 

discussed in the program are child-focused playing and communicating, as well as 

improving the parents’ response, encouragement, praise, and support of the 

children. The topics also include encouraging cooperation and creating a routine and 

positive management of negative behavior and outbursts of rage while taking into 

consideration the child’s developmental stage. Practitioners participated in a 

https://www.smalltalk.net.au/
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concentrated 3-day training and also received weekly group supervision. The 

program’s website is https://www.parentsplus.ie/programmes-about/early-years-1-

6-years/            

 

COPEing with Toddler Behavior (CWTB) (Niccols, 2009) 

This intervention program is designed for parents and toddlers of the ages 12-36 

months. It includes eight weekly group meetings of two hours each. The goal of the 

program is to solidify the parents’ skills for coping with challenging behavior by 

improving the interaction between parent and child to prevent the development of a 

behavioral disorder. In the course of the encounters, parents will learn to employ an 

authoritative parenting style and foster a positive bond between parent and child. 

They will also educate themselves on the expectations that are appropriate for the 

child’s developmental level, use planning to prevent challenging behavior, employ 

praise and, offer choices. They will learn how to react to challenging behavior by 

setting boundaries, redirecting, ignoring, and more. Encounters are comprised of a 

joint watching of videoclips showing parents making glaring mistakes while 

interacting with children, having discussions in small groups, and giving/reviewing 

home assignments. Practitioners participated in a 20-hour training program and also 

received weekly group instructions. For additional information, see: https://cbpp-

pcpe.phac-aspc.gc.ca/ppractice/copeing-with-toddler-behaviour-cwtb/  

Tuning into kids /toddlers (Havigurst et al, 2009; Lauw et al., 2014 

This program was developed in the USA, at Gottman Institute and implemented and 

scale in Australia. The main focus of the program is strengthening parental skills as 

emotional coaches of the child to develop their emotion regulation capability. There 

are preschool and toddler (18-36 months) versions and it is designed as a prevention 

and promotion program for the general population. The emotional coaching of the 

child consists of five steps: being aware of children’s emotions; viewing children’s 

display of emotions as a time for intimacy and teaching; helping children to verbally 

label the emotions being experienced; empathising and validating children’s 

emotions; and helping children to solve problems. The rational of the emotional 

coaching is that children learn to reflect on their emotional experience and deal with 

it effectively when parents respond to moderate displays of emotion (not extreme 

ones) and in these occasions provide support and teach them coping strategies. The 

technique, similarly to mindfulness, focuses on identification and acceptance of the 

https://www.parentsplus.ie/programmes-about/early-years-1-6-years/
https://www.parentsplus.ie/programmes-about/early-years-1-6-years/
https://cbpp-pcpe.phac-aspc.gc.ca/ppractice/copeing-with-toddler-behaviour-cwtb/
https://cbpp-pcpe.phac-aspc.gc.ca/ppractice/copeing-with-toddler-behaviour-cwtb/
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emotional experience – rather than trying to change thoughts or behaviors. Parental 

validation, understanding and acceptance of the emotion helps the child to deal with 

it and prevents escalation. For parents to be able to practice theses parenting skills, 

they need to be emotionally available and regulated, therefore the program also 

addresses the parents' well-being, and the way his/her own history and experience 

shapes the way the feel, think and behave. The program trains parents in 

mindfulness and "pausing" techniques in responding to child's behaviors. The 

program is conducted in group setting, with six 2-hour meetings. Parents learn 

coaching skills through practice, simulation, written materials and psycho-education. 

Additional version of the program are a Dads tuning into Kids, and Tuning into Teens. 

More information available at: https://www.tuningintokids.org.au/. 

Touchpoints (Brazelton, 1995; Suares, 2016) 

Touchpoints is a conceptual developmental framework that guides work with 

families with young children. It is based on Brazelton's model referring to 

Touchpoints as periods during the first years of life during which children’s spurts in 

development result in disruption in the family system. The succession of touchpoints 

in a child’s development is like a map that can be identified and anticipated by both 

parents and providers. They are centered on caregiving themes that matter to 

parents (e.g. feeding, discipline), rather than traditional milestones. The child’s 

negotiation of these touchpoints can be seen as a source of satisfaction and 

encouragement for the family system. Thirteen touchpoints have been noted in the 

first three years, beginning in pregnancy. Professionals can use these Touchpoints as 

a framework for each encounter with families. These potential disruptions provide a 

window of opportunity to establish and strengthen the partnership with the parents 

and support them in understanding the child's behavior as a way to communicate 

needs.  The Touchpoints framework has been translated to books and guides for 

parents in a range of topics (e.g., discipline, toilet training), intervention programs 

for various professionals (education, health, community), in individual and group 

settings. There are also various training programs for professionals, with the basic 

training including communication and engagement with parents, providing 

anticipatory guidance and enhancing parent competence. One program, for 

example, was incorporated as an extension of well-baby visits at 12 and 18 months, 

and resulted in improvement in parenting measures and in the nurse-family 

relationship. For more information see: https://www.brazeltontouchpoints.org/. 
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Parent-child play and playfulness 

Background 

The ability to play is driven by an essential developmental need in children. Playing is 

non-verbal, enjoyable, and it intermingles cognitive, sensory, emotional, and social 

aspects. By playing, children explore and manipulate their environment, express 

their feelings, and develop connections and central roles. Based on its significance, 

the UN’s Human Rights Council has even recognized playing as the fundamental right 

of every child. Numerous studies show that child-oriented playing, originating from 

his or her inner motivation and based on free choice, constitutes a central 

developmental tool that enables and encourages the acquisition of cognitive, 

emotional, and social competences (Bagnato, 2007). Studies have found that a 

child’s involvement in playing is linked to cognitive development, the improvement 

of problem-solving abilities, and creativity (Russ, 2003). Other studies indicate the 

significance of the parents’ involvement in their children’s playing, which promotes 

complex social play and more advanced symbolization abilities. Children whose 

parents have played with them regularly demonstrated higher cognitive and 

linguistic skills and better emotion regulation (Roggman, Boyce, Cook, Christiansen & 

Jones, 2004). 

Free play has many foes nowadays, including our busy, modern lifestyle, changes in 

the family structure, and prioritizing educational achievements over playtime 

(Ginsburg, 2007). There is a growing need for intervention programs that will help 

families support their children’s playing, achieve a deep understanding of its 

importance, and integrate it successfully into modern daily life. Among other things, 

there is an increasing need for intervention programs that encourage active play in 

the context of promoting a healthy lifestyle and as an alternative to screen time. 

Even parents who understand the value of playing for children do not necessarily 

know the best ways to play with them (Parmar, Harkness & Super, 2008).  

Intervention programs in the sphere of playing aim to inform parents about play and 

its importance, promote strategies that encourage playing among children and teach 

parents age-appropriate playing skills that they can help to develop in their children. 
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These programs endeavor to teach parents a variety of strategies that may assist them 

in promoting exploratory behaviors among babies and, later on, playfulness, the use 

of fantasy, pretending games, or active physical playing among toddlers. 

Other than focusing on the significance of parental involvement, many intervention 

programs emphasize the importance of child-oriented playing. These programs teach 

parents to reduce their control and allow the child to lead the interaction. In these 

programs, the parents are directed to avoid giving instructions, commenting, asking 

questions, or using playtime for learning. Instead, the parents learn strategies to 

increase their attention to the playing, as well as their sensitivity to the child’s 

signals, as a way to encourage joint play. Apart from developing children’s playing 

abilities, these intervention programs promote parent/child interactions wherein the 

child constitutes an active agent who leads the interaction as the parent provides 

positive attention and responds to the child’s signals. This type of joint play 

reinforces the bond between parent and child, increases children’s responsiveness 

to their parents, and decreases behavioral problems.    

All the intervention programs included in this review are short programs (up to 12 

meetings) that were thought to be effective for children of up to 3 years of age, and 

whose results were tested as part of a randomized control trial (RTC) or a pre-post 

trial. Some programs were also tested by using qualitative analysis. We only 

examined studies that had been conducted in the last 15 years (starting in 2004). 

Some of the programs were designed to treat existing problems or to prevent 

problems in at-risk populations (due to low socio-economic backgrounds or other 

risk factors). Other programs intended to promote playing in the general population. 

Various measures were used to evaluate these programs. Parental measures 

included parental competence, comprehending the issue of playing and its link to 

social development, directive behavior in playing situations, responsiveness, and 

parental affection. The children’s behavioral measures included the duration of 

playing, the quality of playing, level of cooperation during playing, responsiveness to 

the parent, TV watching time, social skills, and others. Measures pertaining to the 

quality of the parent/child interaction were included as well.     
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Intervention goals 

Intervention programs that are focused on playing emphasize different aspects and, 

accordingly, set specific goals that they wish to promote. The various programs 

included in this review focused on three central goals: 

1) Developing playing skills – Programs that focused on this goal views playing as a 

developmental task and a significant stage, which is required for achieving various 

developmental skills at later stages. These programs emphasize the link between 

playing and learning and playing’s significance in the context of advancing the child 

cognitively and emotionally and assisting him/her in acquiring various skills. In line 

with these goals, these programs address various stages in the development of play, 

beginning from exploratory behavior among babies to advanced imagination-based 

games among children. The programs focus on learning about playing and its 

significance, encouraging extended daily playing, and provide strategies to improve 

the child’s playing skills based on parental assistance. 

2) Encouraging child-oriented joint play – These programs view playing as a central 

channel for parent/child interaction and focus on joint play and on developing the 

parents’ ability to participate in child-oriented play while improving parental 

responsiveness and affection. In these programs, parental skills are the ones being 

emphasized, not the children’s skills. Sometimes, children’s emotional or behavioural 

improvement is also measured following improvements in the interactions. 

3) Promoting active play and a healthy lifestyle – These programs focus on certain types 

of games that enable physical activity and aim to encourage and support active play 

as an alternative to the extended screen time to which children are exposed even at 

young ages. In these programs, the parents’ role is emphasized: parents who initiate 

shared time can encourage children to engage in active play and thus assist them in 

implementing an active and healthy lifestyle. 
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Contents of interventions 

The intervention programs consisted of different contents according to their goals. 

The contents may be organized under several main themes: 

1) Development: Expectations that correspond with the developmental stage, and 

psychoeducation on the playing skills that are typical of each stage, so that a parent 

can be informed and thus make a correct assessment of the child’s state. 

2) The significance of playing: Psychoeducation about playing and its impact on children 

and the variety of cognitive, linguistic, emotional, and social competences that the 

child acquires through playing. The central goal of this component is changing the 

parents’ attitudes about playing. 

3) Reinforcing the bond between parent and child: Psychoeducation about the parents’ 

central role in developing a child’s ability to play, intending to increase parental 

involvement in playing. Encouraging and extending daily joint playtime, enhancing 

parental affection and nurturing, and enhancing attention to positive behaviors. 

4) Parent/child communication: Practicing attentiveness and responsiveness to the 

child’s playing, reducing over-instructive and directive behavior during joint play, and 

using positive and encouraging communication in the course of playing. 

5) Parental reflectivity: Improving the parents’ reflectiveness and mentalization skills 

through discussion, feedback, and mirroring after joint play, sometimes while 

watching videotaped scenes of the interaction. 

6) Strategies for improving playing skills: Teaching and demonstrating a wide variety of 

strategies that a parent can use to expand and develop the child’s playing and assist 

him or her in acquiring new skills. Strategies taught in these programs may include 

modeling, with the parent showing the children various options to play and pretend 

and encouraging them to imitate the parent’s actions. Encouraging and guiding the 

playing by instructing or asking questions that hint at possible directions for the 

playing to develop. Expanding the children’s playing to encourage them to advance 

in the chosen direction. Providing praise and reinforcement in response to new 

playing behaviors. 

7) Becoming acquainted with diverse playing possibilities: Teaching and demonstrating 

different games that can be played together with the child, while considering the 
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developmental aspects that these games promote.  Becoming acquainted with 

various domains of playing, as well as ideas for integrating play in the daily routine. 

Detailed lists of possible activities in the community involving the participation of the 

entire family. 

 

Setting of interventions 

1) Home visits – A large part of the intervention programs used the format of home 

visits. This format was used in interventions to enhance the parents’ responsiveness 

and commitment to the treatment as it released the parents from the need to leave 

their homes and attend sessions. A different format would have caused many to 

drop out of the program. A large part of the programs included a short intervention 

that was conducted in the course of routine home visits that are common in the 

country where the research was done. Thus, parents experienced joint play in the 

same environment where they were requested to practice and absorb the learned 

material. Hence, playing was brought into the house and conducted within a familiar 

environment. 

2) Individual intervention – A small part of the programs included a component of 

individual encounters with the practitioner outside the framework of home visits. 

These programs provided a brief and focused intervention with the parents, 

involving a conversation or a dyadic parent/child encounter in the context of early 

childhood services. This included a discussion about the specific goals of this effort. 

3) Family intervention: One program included a configuration that was suitable for 

family intervention. This configuration adjusted the treatment to the entire set of 

family relationships instead of limiting it to the parent/child dyad.     

4) Parent groups: Another type of intervention program used the format of parent 

groups. Using parent groups is customary in programs aiming to promote active play 

by creating shared community-oriented time and space, dedicated to learning and 

experiencing various physical games. Likewise, parent groups were utilized as a way 

to enhance learning from peers, who are “natural helpers,” and to create a shared 

community discourse that goes beyond the intervention program. 
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5) Community activity: Several intervention programs used models that are based on 

community activities to promote various goals of play advancement. A unique 

intervention program offered a model of a broad community activity in which a 

variety of games were provided while explaining their rationale either through 

written material or team members who intermingled with the families and discussed 

the learned material. Another program provided a detailed manual to the variety of 

existing activities taking place in the community to encourage families to reduce the 

children’s screen time and promote active play. 

Main Strategies 

The intervention programs in this area applied several main techniques. 

1) Psychoeducation – Providing materials and guidance about the intervention’s 

contents to help the participants understand the rationale of the intervention 

program and the link between the learned contents and the program’s goals. These 

materials include prepared brochures, presentations, filmed instructions, or 

knowledge transmitted orally by an instructor. In intervention programs in the area 

of playing, psychoeducation is mostly used to reinforce one’s understanding of the 

importance and significance of playing to enhance the participants’ commitment to 

the program and change the parents’ attitudes. 

 

2) Written material/prepared videoclips – Programs using written materials or 

videoclips mainly do so to supply an organized manual regarding the variety of 

possible activities or transmit the playing instructions to the parents and clarifying 

them. In such cases, participants watched videoclips that demonstrated desired 

behaviors or followed the manual’s written instructions. 

3) Modeling – In some of the programs, the playing instructions were demonstrated by 

the instructor, and sometimes the parent and instructor practiced together after the 

demonstration. In one program, the modeling was done through peer parents who 

played with their child on their own and thus provided a live demonstration of 

playing skills in the course of joint activity. 
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4) Live instruction – In some programs, the practitioner actively intervened in the game 

and instructed the parent on following the playing’s instructions accurately in the 

course of parent/child joint play. 

5) Observation and feedback – A central technique that was used was providing 

feedback after observing and evaluating an interaction (either live or filmed) while 

emphasizing contents and skills that have been improved, pointing out behaviors 

that require reinforcement, and repeating learned contents for further 

improvement. 

6) Daily practice – All the intervention programs included a component of daily practice 

wherein parents were required to play with their children for a given interval, based 

on the learned material. 

7) Documentation – In most of the programs, parents were asked to document their 

daily practice while considering sections related to the playing instructions. This was 

done to monitor their ability to follow instructions and complete the task as 

required, as well as to measure their level of commitment to the intervention 

program. 

8) Discussion – The discussion (either individually or in groups) enables a reflective 

discourse on the program’s topics. The goal is to improve the ability to internalize 

the acquired material on the significance of playing and examine issues that arise in 

the course of playing. Discussions may include, for instance, observing joint play, 

reflecting on its results, asking questions about applying play instructions, or 

addressing the insights inspired by playing. 
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Intervention Programs for Early Childhood Play  

Program Source Program’s goal Program’s type Population Duration 
(in hours) 

Central techniques Unique 
components 

Results 

Active Families Davidson et al., 
2011 

Active play and a 
healthy lifestyle 

Community 
activity 

General - Psychoeducation, written 
material 

Using existing 
resources 

Improvement was 
observed 

Family 
Focused Active 
Play 

Odwyer et al., 
2012 

Active play and a 
healthy lifestyle 

Group meetings General About 6 
hours 

Psychoeducation, written 
material, live instruction, daily 
practice, and documentation 

 Improvement was 
observed 

Dads Active 
Fun Time 
(DAFT) 

Houghton et al., 
2015 

Active play/ 
encouraging child-
oriented joint play 

Group meetings General 9 hours Live instruction, discussion, daily 
practice, and documentation 

Designed for 
fathers through 
encouraging active 
play 

Partial 
improvement was 
observed 

Child-Oriented 
Game 

Broke et al., 
2015; 
Kochanska et 
al., 2013 

Encouraging child-
oriented joint play 

Individual 
intervention/ 
home visits 

Low socio-
economic 

4 hours Psychoeducation, written 
material, videoclips, observation 
and feedback, daily practice, and 
documentation 

 Long-term 
improvement was 
observed 

Reflective 
Family Play 
(RFP) 

Philipp 2012, 
Philipp et al., 
2018 

Encouraging child-
oriented joint play 

Family 
intervention 

Low socio-
economic 

8-12 hours Practice, observation and 
discussion, videoclips 

A family model 
instead of a dyadic 
model 

Improvement was 
observed 

Mommy and 
Me Play 
Program 
(MMPP) 

Wright 2015 Encouraging child-
oriented joint play 

Group meetings Low socio-
economic 

8 hours Psychoeducation, modeling, 
discussion 

Peer learning  Improvement was 
observed 

Parent 
Training (play) 

Dempsey et al., 
2013 

Developing playing 
skills 

Home visits General 7 hours Psychoeducation, written 
material, modeling, daily 
practice, discussion 

 Improvement was 
observed 

Play for 
Success  

Clearfield 2019 Developing playing 
skills 

Home visits Low socio-
economic 

3.5 hours Written material, videoclips, 
modeling, daily practice 

An early 
intervention 
designed for babies 

Improvement was 
observed 

Ultimate Block 
Party (UBP) 

Grob et al., 
2017 

Developing playing 
skills 

Community 
activity 

General 5 hours Written material, live instruction, 
discussion 

 Improvement was 
observed 
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Active Families (Davidson et al., 2011) 

This intervention program is based on existing resources in the population, intended for the 

ages of 2-5. As part of the program, a special manual was put together, detailing the variety of 

planned activities in the community that include opportunities for active play. The manual 

included an extensive list of outdoor fun in parks and playgrounds, among others. This included 

maps indicating the specific location of each place, the time of the activities, contact 

information, costs, and available facilities. The back cover of the manual presented a 

community calendar of events, updated every two to three months, to encourage families to 

spend time outside (for example, in local family festivals). The authors developed winter and 

summer versions of the manual; the winter manual contained descriptions of diverse options 

for spending time indoors and outdoors. Combined into the manual was another type of 

information regarding the advantages of physical activity and reducing TV time, suggestions for 

activities that do not involve screens, as well as replies to potential questions. The manual was 

distributed through community clinics whose teams were instructed to (1) peruse the manual 

with the parents, (2) point out the program’s goals, the advantages of physical activity, and the 

reduction of TV time, (3) present the maps to the parents and assist them in locating their own 

houses, and (4) direct their attention to the calendar of local events on the manual’s back 

cover. It has been found that, following the intervention, more children spent at least one hour 

playing outdoors and spent less than two hours watching television each day. 

 

Family Focused Active Play (Odwyer et al., 2012)   

This is an intervention program designed to promote active play among children of the ages 3-

5. The intervention took place once every two weeks and included five meetings of 70 minutes 

each. A session typically consisted of 10 minutes for registration and examining the records of 

homework assignments; 20 minutes in which children played alone while parents participated 

in a group wherein psychoeducation was conducted on the significance of active play; and 

finally, 40 minutes were spent in a group with parents and children engaged together in active 
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play that the team moderated. In the first meeting, each family received a journal to self-

monitor their home activities, with detailed assignments for the next two weeks. The family 

brought the journal to every meeting, and the practitioner examined the documented activity, 

provided feedback along with prizes (e.g., a key chain, a DVD with dancing instructions), and 

outlined new assignments. Families that completed all the assignments and acquired the 

evaluation tools even received a voucher for shopping. The practitioner also supplied the 

families with various written materials containing multiple suggestions for outdoor activities 

and games, games that promote motoric development, lists of parks or local swimming pools, 

tips on setting rules for the appropriate use of screens, and more. Likewise, families received 

five text messages between meetings to encourage them to remain dedicated to the program 

when at home. In the course of the intervention, an electronic activity meter was used to 

measure the children’s physical activity. Compared to the control group, it was found that the 

time children spent physically active had increased, and their time spent sitting decreased. 

 

Dads Active Fun Time (DAFT) (Houghton et al., 2015) 

This intervention program is designed for children between the ages of 3-5 and aimed at 

promoting their fathers’ involvement through play that is based on active exercise. This was 

motivated by the fact that studies suggest that active play may encourage fathers to become 

more involved in intervention programs for parents. The program included 6 group meetings of 

90 minutes each, divided into three stages: (1) 30 minutes of active play, directed by a team 

member who provides ideas for joint play and explains the principles of the issues that arise 

through playing, (2) downtime, including ideas for relaxed playing or artistic activities, (3) 30 

minutes of new active play, followed by a reflective discussion on the material covered during 

the day. Each meeting dealt with a specific topic: The significance of the duration of time 

fathers spend with their children, the quality of the time, the availability and accessibility of the 

parent, positive parental authority, the use of personal examples, acquiring new skills, and 

expanding one’s understanding of roughhousing with children. Although participation in the 

program did not increase the duration of time fathers spent with their children, it was found 
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that fathers who participated in the program felt an improvement in their parental control and 

expressed a much better understanding of their role and significance in terms of encouraging 

their children’s active play. 

 

Child-Oriented Game (Kochanska et al., 2013; Broke et al., 2015) 

This intervention program is designed for the ages of 2-3.5 and includes components related to 

playing from evidence-based intervention programs for parents (especially Child’s Game; 

McMahon and Forehand, 2003). The program focuses on encouraging child-oriented joint play 

and consists of individual training, followed by 8 short 30-minute meetings for playing. In the 

training meeting, the practitioner teaches the parent various playing strategies by using written 

material and demonstrating each of the strategies with videoclips. Then, the practitioner 

demonstrates the strategy and practices it with the parent. Finally, the child joins the meeting, 

and the parent practices the learned strategies while receiving feedback from the practitioner. 

The strategies that were taught include enhancing responsiveness, child-oriented playing, and 

providing positive feedback. Likewise, the parents learn what should be avoided in the course 

of joint play: forceful discipline, commenting and criticizing, and other behaviors that shift the 

control from the child to the parent while playing, such as loaded questions, proposals, 

instructions, and the attempt to teach while playing. After the training encounter, 4 play 

meetings were conducted in the laboratory and 4 at home. The sessions started with a review 

of the acquired skills and answering the parent’s questions. Afterward, the joint play was 

observed, and in the end, the practitioner gave his/her feedback. Meetings were filmed for the 

sake of the research. In addition, parents were asked to practice the skills that were acquired 

during the joint play for 20 minutes every day and to document the practice and the duration of 

the game in a personal journal. Following the intervention, a long-term improvement was 

observed in the responsiveness and cooperation of children and the parent’s use of force 

during play had diminished. However, no increase was observed in the parents’ sense of 

competence. 
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Reflective Family Play (RFP) (Philipp 2012; Philipp et al., 2018) 

This intervention program is based on previous models of dyadic treatment in the context of 

early childhood play, as well as family intervention models. Accordingly, the program is 

adjusted to the family set up and designed for an intervention that includes two parents of 

children at the ages of 0-6, as well as siblings, if needed, while relying on the principle of joint 

play and followed by a reflective discussion. The program incorporates 8-12 one-hour weekly 

meetings. The family receives toys that encourage imaginative play, and is asked to play for 15 

minutes according to the following pattern, once the practitioner leaves the room: (a) Parent A 

plays with the children while parent B is present, (b) Parent B plays with the children while 

parent A is present, (c) The entire family plays together as the children lead the playing, (d) The 

parents discuss the playing and its significance amongst themselves in the children’s presence. 

After 15 minutes, as the playing ends, the parents call the practitioner back to the room. At this 

stage, a joint discussion takes place in the children’s presence about the playing and the 

transition between the stages. The parents are those who lead the discussion and raise issues 

that concerned them, while the practitioner mirrors the insights that arise from the discussion 

without disclosing his/her thoughts. In the course of the discussion, the parents select video 

clips that will be watched again and discussed. A qualitative analysis tested the results of the 

intervention program and found an improvement in parental cooperation, sibling relationships, 

and parental mentalization skills. 

 

Mommy & Me Play Program (MMPP) (Wright, 2015) 

This intervention program is designed for children of ages 3-5 and based on the principles of 

peer learning and community empowerment. In this program, dyadic mother/child pairs joined 

together to form a group of joint play. Before the intervention, one of the mothers in each pair 

was evaluated as having stronger playing skills (i.e., “the helper”) and one as having weaker 

playing skills (i.e., “the helpee”). The mothers were not told how the pairs were formed. 

However, they were told that learning is done in pairs so that they can learn from each other. 

The program’s facilitators conducted two first meetings the provided psychoeducation on the 
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issues of child development and the significance of early age playing, with the meetings 

consisting of 20 minutes of explanations and 40 minutes of group discussion. Afterward, 8 

weekly half-hour play meetings took place, followed by a 15-minute short discussion of the two 

mothers. In the play encounters, mothers were directed “To help the children play together and 

see what they could learn from each other.” The program’s team did not issue any directives in 

the course of the game but did reinforce and emphasize positive play behaviors that they 

observed and helped when necessary. The team emphasized live mutual learning in the course 

of joint play, as well as natural and positive playing skills, such as responsiveness or supporting 

child-oriented playing. At the discussion stage, with the help of the practitioner, the mothers 

discussed the joint play: the parts that went well, what they would like to do next time, and 

what they learned from each other. The control group in the research participated in weekly 

group meetings parallel to the playing meetings, wherein the parents engaged in a free 

discussion, without learning any specific themes. The evaluation conducted after the 

intervention found an improvement in parental responsiveness and affection, especially among 

the “helpee” mothers, and the children exhibited fewer angry and aggressive behaviors. 

 

Parent Training (Play) (Dempsey et al., 2013) 

This intervention program is designed for the ages of 2-4 years and aimed at promoting and 

developing children’s play skills, especially encouraging and elaborating imagination-based 

games. At the first stage, the team conducted an overall review of children’s playing capacities. 

The next stage of the intervention was a first group meeting that included a lecture on the 

development of play and its importance. In that meeting, 4 strategies were taught for 

promoting play among children: using modeling, guidance through directives, expanding the 

playing, and providing positive reinforcement. The practitioner demonstrated playing 

strategies. Then, the parents used the strategies to practice with their children while the 

practitioner provided feedback. Parents also received printed training materials on the learned 

topics, including examples. The team defined goals for principle playing behaviors for each child 

according to their specific level, along with individual tips to promote these goals. Likewise, 
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parents were provided with the toys required for practicing playing, based on individually 

defined goals. Afterward, the parents were asked to play with their children daily while using 

the learned strategies for six weeks. The parents were asked to document their daily playing. A 

home visit was conducted once a week, incorporating a discussion about the daily home 

practice; questions were answered, and suggestions were made to improve children’s playing 

behaviors. At the end of the program, the children’s playing skills were reevaluated, and a 

significant improvement was found in the duration and level of children’s imagination-based 

games. 

Play for Success (Clearfield 2019) 

This intervention program is designed for babies of the ages of 6-10 months. It intends to 

encourage exploratory behaviors in babies of low socio-economic families. The intervention 

program lasted two weeks and included a short daily playing practice for the duration of 10-15 

minutes. While playing with the baby, the parents were asked to make sure that there were no 

distractions in the immediate environment (meaning, no cellphones or television sets). In the 

first research group, the parents were also asked to teach their babies two exploratory 

strategies while playing: using a finger to tap the rattle and using the rattle to create friction on 

the table. The parents were directed to demonstrate the two behaviors by making noticeable 

and clear gestures 3-4 times and then encouraging the baby to use the rattle himself/herself. If 

the babies did not use the rattle at all, the parents were asked to demonstrate the behavior a 

second time. In the second research group, parents were instructed to teach one new 

exploratory strategy every day so that each strategy was learned throughout two consecutive 

days. All in all, in this group, seven different strategies were learned: using the finger to tap, 

creating friction, squashing, rustling, hitting the table, turning an object around, and moving an 

object from one hand to another. In the control group, the parents were asked to encourage 

the baby to play with the rattle without giving specific instructions. The babies were checked 

before and after the intervention, and then again two weeks later. The team examined the 

generalization of exploratory behaviors to new toys, as well as the duration of the playing. A 

steady improvement in the length and depth of the exploration was found only in the first 

research group that included two strategies, but this concerned a variety of exploratory 
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behaviors and not only the two behaviors that had been learned. The practitioners received 

individual training as well and were given a guide and instructional films that provided a 

detailed description of the intervention. 

 

Ultimate Block Party (UBP) (Grob et al., 2017) 

This unique experiential intervention program is conducted within the framework of a single-

day community activity, designed for children of ages 3-12. The intervention incorporated a 

variety of activities that illustrated various aspects of the link between playing and learning, 

intending to implement change in the parents’ attitudes toward playing and its significance, and 

exposing them to a wide variety of play options. The intervention was conducted in a municipal 

park (Central Park, New York). It included 26 activities that revolved around 8 playing domains: 

adventure games, construction games, physical games, creative games, art, imagination-based 

games, technology, and language games. All the activities were planned to support various 

developmental aspects in children, based on existing research results. For each area of activity, 

written material was supplied to explain its rationale. A 75-page brochure that was also 

distributed to participants addressed the link between playing and learning, as well as the 

community activity in which they participated. Families walked around freely between activity 

locations and were able to choose the game they wanted to play. During that time in the park, 

the program’s team talked to the parents about the significance of playing and its 

consequences. The entire program was designed to expose the participants to four central 

messages: (a) There is a multi-dimensional link between learning and playing, (b) Studies 

support the claim that play is a learning activity, (c) Playing has an essential role in the 

development of skills necessary for children to grow up to become socially productive adults, 

especially in a period of rapid changes such as our own, and (d) The period we live in presents 

numerous threats to playing. Still, these may be overcome by creating opportunities for playing 

in the community and at home. Such opportunities are independent of socio-economic 

conditions. Following the event, interviews were conducted with the parents who participated 

in the community activities, and a qualitative analysis was done to examine any changes in their 
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attitudes. A significant change in parents’ attitudes was indeed observed as a consequence of 

participation in the single-day community activity, along with a more complex understanding of 

the link between playing and learning.              
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Parents’ Subjective Well-Being 

Background 

The arrival of a new baby into the family is a major event and usually a happy one. However, it 

is accompanied by significant changes in the family unit that directly affect parents and their 

subjective well-being. The first year is usually the most challenging for parents, characterized by 

elevated stress and decreased well-being and marital satisfaction (Widaman & Schirtzinger, 

1995). These difficulties continue, with parents of children up to the age of six report a heavy 

burden of daily tasks, difficulty in balancing between family and job, an increase in spousal 

conflict centered on the transition to parenthood and a drop in leisure time and time invested 

in each other (Claxton and Perry-Jenkins, 2008; Goldsteen and Ross, 1989; Nomaguchi, 2009; 

Nomaguchi and Milkie, 2003; Scharlach, 2001).  

Various factors contribute to parental stress and well-being during the child's early years. These 

factors include physical changes in sleep and nutrition and body changes in women following 

pregnancy and birth. Psychological factors include a discrepancy between expectations and 

reality, feelings of guilt and failure, or unprocessed feelings of ambivalence toward parenthood. 

Moreover, many parents struggle to manage with the intensity of transition to parenthood 

which involves limited spontaneity and independence along with financial and social changes. 

Transitioning from a pair to a tiresome challenges the marital relationship, and the resources 

and time to invest in the relationship are more limited with a baby.     

Changes in the modern society pose further challenges on young parents. Loosening of the 

extended family unit and the communal structures, along with lack of authority leave the 

parents with less support and more isolation, more responsibilities and less sense of 

competence. In addition, life expenses increases, as well materialistic demands creating 

economic stress. Balancing family and career has also become more challenging, with 

smartphones and extended work hours; especially for women who are expected to invest in 

their careers but without reducing the family burden.  

Due to these many challenges and difficulties, the first years of a child’s life can often be a 

source of stress for young parents who may experience anxiety and depression as well as worry 

and feelings of incompetence. These problems also have an effect on parent-child interactions, 

as parents who experience distress, are liable to be less positive interactions with their children, 

stricter discipline and over-punishing, and perhaps even negligence or violence. These 

behaviors have implications for children’s mental health, resulting in behavioral and social 

difficulties, anxiety and depression (Goodman and Gotlib, 2002; Black et al., 2007). The effect is 

bi-directional, such that parents’ behavior has an effect on the child and then the child's 

behavior affects the parent, creating a vicious cycle that is hard to stop (O’connor, 2002).  
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There are a variety of risk factors that can exacerbate parental stress. These include lack of 

social support and isolation, socio-economic difficulties, limited access to services, low mental 

resources, marital conflict, as well as factors related to the child himself, such as premature 

birth, difficulties in sleeping and regulation and behavioral problems (Umberson, Prudrovska 

and Reczek, 2010). Although challenging, after a period of adaptation parenting can be a source 

for a sense of meaning, satisfaction, fulfillment and growth, and enhance the family and marital 

coherence. Social and marital support, as well as knowledge and realistic expectations of the 

child’s development contribute to the stress reduction and successful transitions, and lead to 

enjoyment of the relationship with the child. To this end, various intervention programs that 

focus on parental stress and well-being have been developed, and their goals is to strengthen 

resilience and build support networks, to learn how to manage mental distress (stress, anxiety, 

depression). Other programs focus specifically on parenting competence, dealing with child's 

difficulties that have strong effect on parental well-being (e.g. sleeping and behavioral 

problems), anticipatory guidance and parent-child relationship.  

All of the intervention programs included in this review are short-term (up to 14 sessions) and 

designed to reduces the symptoms of parental mental distress and/or improve parent 

competence. Their results were evaluated by means of randomized controlled trials (RCT) or 

semi-experimental frameworks.  The survey only includes studies carried out during the past 16 

years (since 2004). Some of the programs were designed for prevention (among either risk 

populations or the general population) while others were designed to deal with problems that 

already exist (postpartum depression, mental stress, etc.). The metrics for evaluating the 

programs included symptoms of mental stress and parental capability and in some cases also 

indexes of the children’s behavior (such as behavioral problems).  

Contents of interventions 

The intervention programs had a number of different goals: to improve the parental feeling of 

capability; to provide practical tools for handling day-to-day situations and dealing with a child’s 

challenging behavior; to create a social support network; and to normalize mental distress 

situations. The content of the programs can be organized into a number of main categories:  

1. Stress management – cognitive and behavioral strategies for emotion regulation and 

stress management (e.g. relaxation techniques, breathing exercise, mindfulness, 

challenging negative thoughts). 

2. Anticipatory guidance – helping parents to develop realistic expectations adjusted to the 

stage of development, supporting transitional phases in parenthood and resolving 

discrepancies between expectations and reality. 

3. Parental competence- informing and supporting parents to learn parental skills (feeding, 

soothing, health habits and routine). 
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4. Reinforcing positive parenting – focus on the various skills required for parenthood, 

dealing with challenging situations and parental empowerment, reduction in overly-

strict discipline.  

5. Parent-child interaction – encouragement of joint parent-child activities in order to 

create positive experiences and a close connection; increasing parental attention and 

nurturing.  

6. Self-care - creation of enjoyable and added-value experiences for parents, focusing on 

rewarding experiences for the parents themselves in order to strengthen positive 

emotions.  

7. Strengthening couple relationship – effects of birth on the relationship, communication 

skills, conflict management, co-parenting, preserving intimacy in the relationship and 

enhancing parental involvement in childcare.  

8. Support – identification of sources of support in the community, creation of a social 

network, referral for assistance in the neighborhood.  

Setting of interventions 

Parent groups – Many programs included parent groups with the goal of creating a social 

support network. The parent groups facilitated discussion and learning from the experiences of 

others, providing advice and strengthening the feeling of capability, as well as encouragement 

to persevere in the program. Another advantage is to provide a solution to a large number of 

individuals with a minimal amount of manpower.   

Programs for self-learning – Programs of this type usually included a designated site where 

sessions were uploaded and which usually also included a forum for questions and answers 

managed by health professionals and a forum for advice and sharing of information. These 

programs hoped to overcome the common barriers encountered in requests for assistance in 

the community – stigma, lack of time and difficulty finding a babysitter. Participants chose a 

time convenient for them in order to participate in a  session or they read the learning material, 

and accordingly additional sessions were opened once a week. Part of the program also 

included telephone calls to provide support, which encouraged a more personal connection. 

Reminders were sent by email or sms to participants in some of the programs in order to 

discourage dropping out.  

Telephone conversations – Some of the programs included telephone conversations as part of 

the intervention and one program was even based solely on telephone support. By means of 

conversations with professionals or trained volunteers, the parents could get advice on issues 

that concerned them, they could obtain guidance in how to solve some problem they faced, 

they could be referred to other services in the community that could assist them, and their 

parental skills were reinforced, as was their feeling of parental capability.  

Individual sessions – Programs based on individual intervention included work with health 

professionals, which provided the parents with information and psychoeducation. Sometimes 
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the assistance focused on parent-child interaction, feedback on the interactions and the 

provision of tools in order to deal with various situations and strengthen parental skills.  

Main strategies 

There are a number of techniques used by the intervention programs:  

1) Psychoeducation – One of the main techniques used is the provision of material and 

instruction relating to the purpose of the intervention. The material is likely to include 

prepared booklets, slide presentations or information conveyed orally by the instructor. 

This technique includes the communication of knowledge to a parent, such as the 

adjustment of expectations to the age of the child and the stage of its development, the 

depending of knowledge about children’s needs and which strategies are efficient in 

meeting them.  

2) Discussion – Discussion (whether one-on-one or in a group; face-to-face, in a designated 

forum or by telephone) facilitates an in-depth discussion the program’s topics and 

assistance in specific areas that are of interest to the parents. The parents contribute 

their unique knowledge of children to the discussion and benefit from professional 

knowledge in areas that concern them or in which they are encountering difficulties. 

This also makes it possible to fine-tune the intervention material to suit the specific 

needs of the families.  

3) Observation and feedback – Feedback following observation and evaluation of the 

interaction (whether live or filmed), with emphasis on subjects and skills in which there 

has been improvement, the designation of behaviors that need strengthening and a 

review of the material learned and a discussion with the goal of achieving additional 

improvement.  

4) Joint activity with the children – Some of the programs includes time for joint activity 

with the children in order to provide a place for enjoyable interaction and the 

reinforcement of the parent-child connection, and also in order to provide ideas for 

potential activities the parents can engage in at home. In some of the programs, the 

joint activity took place in a group as part of the intervention time and in others it was 

part of the home assignments.  

5) Home assignments – Many of the intervention programs included homework 

assignments whose goal was to practice and apply what has been learned, to develop a 

discussion of the problems that arose during the homework assignments and to 

facilitate the assimilation of desirable responses and behaviors.  

6) Behavioral activation – A large proportion of the programs (and primarily those for 

reducing symptoms of postpartum depression) included a component of behavioral 

activation, in which the parents were encouraged to initiate enjoyable activities for 

themselves in order to reduce feelings of depression and to strengthen positive feelings.  
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Staff training 

Most of the programs were facilitated by nurses or midwives, while some were facilitated by 

pediatricians, as well as volunteers and first-degree students. A small proportion were given by 

mental health professionals; however, we chose to present these programs since they have 

components that are likely to be relevant. The scope of training provided to the intervention 

program facilitators varied, from a few hours in a designated workshop to a course of several 

days. The scope of training was not specified by all the programs.  

Dropout prevention 

The interventions surveyed used a variety of techniques to discourage parents from dropping 

out of the programs, including the following:  

1) Use of telephone conversations or SMSs between sessions in order to improve the 

involvement of the parents and to encourage them to practice what was learned.  

2) Modification of the intervention contents to suit the concerns and needs of the parents; 

the parents’ ability to choose.  

3) The use of the Internet to convey information and in order to consult with other group 

members or with the professionals.  

4) Holding the sessions as part of regular visits to an infant care clinic. 
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Intervention programs to improve parents’ subject well-being 

Name of the 
program 

Source Main 
target 

Type of 
program 

Population Duration 
(in hours) 

Main technique Other 
components 

Outcomes 

Mindfulness-
based 

intervention 

Perez-
Blasco 

Parental  
well-being 

Parent groups General 16 hours (8 
sessions) 

Mindful Space Focus on nursing 
mothers. 

Improvement 
was observed 

Working Out Dads Giallo et 
al., 2018 

Parental  
well-being 

Parent groups 
(fathers) 

General 9 hours (6 
90m 

meetings) 

Psycho-education, 
exercise 

Focus on mental 
health of the 

fathers 

Improvement 
was observed 

(partial) 

Bringing Baby 
Home 

Shapiro et 
al., 2005; 

2011; 
2015 

Parental  
well-being 

Parent groups General 10 hours Psycho-education, 
discussion, role-

play 

Prenatal, couple 
relationship, co-

parenting 
fatherhood 

Improvement 
was observed 

ROSE (Reach Out, 
Stay strong, 

Essentials for new 
mothers) 

Zlotnick et 
al., 2015 

Parental  
well-being 

Parent groups 
+ individual 

sessions 

At risk (post-
partum 

depression) 

~ 7 hours Psycho-education, 
inter-personal skills 

 Improvement 
was observed 

Work-place 
Triple-P 

Sanders et 
al, 2011 

Parental  
well-being 

and 
parenting 

skills 

Parent groups 
+ individual 

phone calls in 
workplace 

General  8-10 hours Psycho-education, 
discussion, role-
play, modelling, 

home tasks, 
relaxation 

Emphasis on 
work-life balance 

and working 
parents 

Improvement 
was observed 

Postnatal Support 
Program 

Osman, 
2014 

Parental  
well-being 

Self- learning 
+hotline 

General  20 minutes Psychoeducation, 
hotline 

First parents Improvement 
was observed 

Mom Mood 
Booster (MMB) 

Danaher 
et al., 
2013 

Parental  
well-being 

Internet General 6 Internet 
session (~5 

hours). 

Personal coaching 
CBT 

Telephone 
conversations 

Improvement 
was observed 

Postnatal 
psychoeducation 

program 

Shorey et 
al., 2014 

Parental  
well-being 

Home visits 
and follow-up 
conversations. 

General 
(new 

parents) 

3 hours Instruction book; 
follow-up 

conversations. 

 Improvement 
was observed 

Home-Based 
Supportive-
Educational 
Counseling 

Navidian 
et al. 2017 

Parental  
well-being 

Self-learning General  3 hours Psycho-education, 
discussion, 

technical help 

Firs-born 
children 

Improvement 
was observed 
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Nurse-community 
health worker 

program 

Roman et 
al 2007; 

2009 

Parental  
well-being 

Home visits At-risk ~ 5 hours, 
flexible 

Psycho-education, 
discussion, 

technical help 

Prenatal into 
first year 

Partial 
improvement 
was observed 

Supportive 
Parenting 

Intervention 

van 
Grieken et 
al., 2019 

Parental  
well-being 

Home visits At-risk 9 hours (6 
90-minute 
meetings) 

Discussion Combined fixed 
and flexible 
components 

No 
improvement 

Prevention 
program for sleep 
and cry problems 

Hiscock et 
al., 2015 

Parenting 
skills 

Parent groups 
+ telephone 

support + self-
learning 

General ~ two 
hours + 

telephone 
calls 

Videos, 
information 

booklet, discussion 
and consultation. 

 Improvement 
was observed 
(parent and 
some child 
outcomes) 

Video interaction 
project 

Cates et 
al., 2016 

Parenting 
skills 

Individual At risk (low 
SES) 

45 minutes 
-visit to 
infant 
health 
clinic 

Interaction filming, 
learning material, 

information 
booklets 

 Improvement 
was observed 

Neonatal 
Behavior 

Observation 
(NBO) 

Nugent 
2007 

Parenting 
skills 

Individual General 1 – 3 hours Observation and 
feedback, 

modelling, psycho-
education 

Shared 
observation on 
baby's behavior 

to improve 
parental 

understanding of 
cues 

Improvement 
was observed 
(parent and 
some child 
outcomes) 

Mellow Parenting Levi et al., 
2019 

Parenting 
skills 

Parent groups At-risk 14 sessions 
(~ 63 

hours) 

Parents groups, 
parent-child 

activity, parenting 
workshop. 

 Improvement 
was observed 
(parent and 

child) 

Intensive skills-
based 

intervention 

Hayes et 
al., 2008 

Parenting 
skills 

Parent groups General (per 
parent 

request) 

6 hours Modelling, 
practicing and 

lectures 

 Improvement 
was observed 
(parent and 

child) 

Touchpoints Soares, 
2016 

Parenting 
skills 

Varied settings General, at 
risk 

flexible Psychoeducation 
anticipatory 

guidance, 
observation, 
discussion, 
modelling 

Framework of 
intervention in 

critical 
developmental 

points 

Improvement 
was observed 
(parent and 

child) 
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Universal 
prevention 

Hiscock et 
al., 2008 

Parenting 
skills 

Parent groups General ~ 4 hours 
(3 

meetings) 

Information sheets, 
psychoeducation 
group meetings 

 No 
improvement 

Urban 
Parenthood 

Salonen 
et al., 
2008; 
2010 

Parenting 
skills 

Internet General Not stated Psycho-education, 
group forums, Q & 

A forum with 
experts 

Use of 
intervention 

elements 
according to the 
parent’s needs. 

No 
improvement 

SMART Moms 
Program 

Le et al., 
2011; 

Post-
partum 

depression 

Parent groups At-risk 6-12 hours Psycho-education, 
discussion, home 

tasks 

 Improvement 
was observed  

MUMentum 
postnatal 

Loughnan 
et al. 2019 

Post-
partum 

depression 

Internet, self 
learning 

At risk ~3 hours Psycho-education, 
relaxation, 
homework, 
behavioural 

activation, self-
monitoring 

Contents 
delivered 
through 

animated movies 

Improvement 
was observed 

Netmums O'Mahen 
et al., 
2013 

Post-
partum 

depression 

Internet Postpartum 
depression 

Up to 7.5 
hours (11 

sessions of 
40 minutes 

each) 

Behavioral 
activation, 

presentations and 
multimedia; home 

tasks. 

 Improvement 
was observed 

Parents 
interacting with 

infants 

Boyd et 
al., 2019 

Post-
partum 

depression 

Internet Postpartum 
depression 

8 weeks Slide 
presentations, 

video, exercises 

 Improvement 
in parental 

competence, 
depression 

Parents 
interacting with 

infants 

Boyd et 
al., 2019 

Post-
partum 

depression 

Parent groups Postpartum 
depression 

8 weeks Psychoeducation  No 
improvement 

Mothers Helping 
Mothers with 
Postpartum 
Depression 

Dennis et 
al., 2003; 

2009 

Post-
partum 

depression 

Telephone 
conversations 

Postpartum 
depression 

and 
population 

at risk 

Flexible to 
meet 
needs 

According to needs Volunteer 
mothers 

Some 
improvement 
was observed 

Home-Start Barnes et 
al., 2009 

Post-
partum 

depression 

Home visits At-risk (low 
SES) 

Flexible to 
meet 
needs 

According to 
needs- childcare, 

joint outings 

The volunteers 
are parents. 

No 
improvement 
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Mindfulness-based Intervention (Perez-Blasco et al., 2013) 

The program is intended to raise the feeling of capability and to reduce symptoms of 

anxiety, depression and stress among nursing mothers. It is based on mindfulness-based 

stress reduction, mindfulness-based cognitive therapy and mindful self-compassion 

programs, with changes and modifications in the organization of the sessions (duration, 

setting, etc.) and content. The intervention lasts for 8 weeks, and there is a two-hour 

meeting each week. The sessions were held with the babies. Each session consisted of the 

following components: a review of the previous week’s assignments, a short 10-minute 

moderated meditation, a presentation and discussion of the main themes in practicing 

mindfulness in the context of parenthood and parenting experiences and assignments for 

the coming week.  

Working Out Dads (Gialoo et al., 2018) 

This program is was intended to improve subjective well-being and to raise the feeling of 

parental capability among fathers of children aged 0-4. The intervention included six 90-

minute group sessions, each of which includes an hour of psychoeducation given by a health 

professional and 30 minutes of physical training in a group led by a certified trainer. The 

meetings are held in a gym during the evening hours in order to overcome men’s barriers to 

using health services (long work hours, stigma, etc.). In addition to the sessions, the fathers 

received weekly messages (“Pay attention to how your child is playing and investigating the 

world. This week, participate in and enjoy this experience. Enjoy being present. You are 

doing excellent work.”) during the program and for four weeks subsequently, with the goal 

of involving the fathers in the content of the program, to encourage the use of the strategies 

learned in the program and to strengthen presence. There was a 25 percent dropout rate 

during the program, where the drop-outs had higher stress levels than the baseline.  

Bringing Baby Home (Shapiro et al. 2005;2011;2015( 

This program is a two-day (10 hour) workshop developed in the Gottman Institute for expectant and 

new parents. The workshop is delivered by trained practitioners (nurse, doctor, mental health or 

educators). The workshop focused on four goals: (a) maintaining and strengthening couples’  

intimacy, (b) changing conflict patterns so they became more constructive, (c) facilitating father 

involvement in the family, and (d) promoting positive parenting and co-parenting to facilitate optimal 

infant development. The workshop includes presentations, video-clips, role-play and practice. This 

15-year-old program has several versions, some including ongoing group meetings (12 meetings over 

6 months) or an online/video course. Participants are recruited through birth preparation classes in 

hospitals, communities and social media. The workshops usually take place in the hospital were the 

birth preparation classes are held, during the weekend. There are structured training courses and a 

manual for facilitators. The program was shown to improve various parental well-being and 

parenting measures. For more information: 

https://www.gottman.com/professionals/training/bringing-baby-home/. 

Reach Out, Stand strong, Essentials for new mothers (ROSE) (Zlotnick et al., 2015) 

This intervention, which is based on interpersonal psychotherapy (IPT), involved small 

groups of 2-5 women during their pregnancy (week 20 to 35). This is a structured program 

that includes psychoeducation and IPT skills, whose goal is to improve interpersonal 

https://www.gottman.com/professionals/training/bringing-baby-home/
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relations and to build up a social support network. The program includes roleplaying and 

home assignments with feedback. The program includes four 90-minute weekly group 

meetings and an individual maintenance meeting of 50 minutes during the two weeks after 

birth. The intervention is focused on role changes as a result of birth with emphasis on the 

transition to motherhood, development of a support system, development of efficient 

communication skills in order to manage conflicts within relationships during the pregnancy 

and birth periods, setting goals and becoming familiar with psychosocial resources for new 

mothers. The professionals that carried out the intervention were a registered nurse and 

two first-degree holders. Their training included “dummy interventions” because the 

intervention was highly structured. The dropout rate from the program was 16 percent 

(about 5 percent dropped out during the program and about 11 percent did not show up for 

the evaluations at the conclusion of the intervention).  

Workplace Triple-P )Sanders et al; 2011) 

Triple P is a tiered, multilevel system of intervention that can be tailored to the needs of 

individual families.  It is conducted in various settings, for high and low risk groups, in 

different countries. Workplace Triple P is a variant of Triple P, designed to meet the unique 

needs of working parents and conducted in workplaces. It has two primary distinguishing 

features. The first is application of positive parenting methods to transition times (i.e., 

before and after work). This involves parents developing predictable morning routines, 

strategies to promote children’s independence and use of effective discipline methods to 

manage common problems. The second feature involves parents learning strategies to 

manage stress and distressing emotions. The intervention is conducted in group settings, 

with 6-12 participants, for four 2-hour meetings, followed by four phone consultations. 

Parents also received written materials. Meetings include presentations, video-clips, 

demonstrations, role-play, individual goal-setting and homework.  

Postnatal support program (Osman, 2014) 

In the report documenting this program, combinations of two interventions to reduce post-
partum stress in first-time mothers were examined: a 20-minute psycho-education video, 
describing common stressors in the post-partum period and a 24-hour telephone support 
hotline. The study examined the two intervention, separately and combined. Recruitment 
took place at the hospital shortly after birth. The video was designed to help parents during 
the transition to parenthood and provide honest information about the expected difficulties, 
normalizing difficult feelings and reassuring that it is a common and transient experience.  
The film targeted both mothers and fathers and addressed the main stressors such as sleep 
deprivation, postpartum blues and depression, breastfeeding difficulties, return to work, 
postpartum sexuality and body changes. The material included presentations by two 
physicians and testimonials from parents. Actors representing first-time mothers were 
included to provide humor about the stressors. The intent of the hotline is to provide 
immediate reliable answers to concerns that a mother might have. It was assumed that 
women may be comforted by simply knowing that there is an available service, this will 
reduce stress regardless of whether they access the hotline or not. The hotline staff included 
professionals and volunteers who were trained according to algorithms related to 
breastfeeding, colic, postpartum blues/ depression, and normal newborn care. Both 
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programs demonstrated reduction in parental stress, with better outcomes for the 
combination of the two.  
Mom Mood Booster (MMB) (Danaher et al., 2013) 

This is an intervention program aimed at reducing symptoms of depression among mothers 

during the first nine months after birth. The programs included 6 online sessions, where 

each session is opened one week after the completion of the previous one. The order of the 

sessions is as follows: 1) start; 2) mood management; 3) increasing enjoyable experiences; 4) 

management of negative thoughts; 5) reinforcing positive thoughts; 6) planning for the 

future. At the beginning of each session there is a video clip that presents the  goals of the 

session. The participants could watch a new session each week or alternatively take a break 

of one week between one session and the next, as they saw fit. The telephone calls were 

timed according to the progress of the parent through the sessions, such that the program 

was completed within 6 to 12 weeks, with 6-12 telephone personal telephone conversations. 

The program includes a number of features that were intended to increase the participants’ 

participation and to achieve behavioral change. For example: every day the participants are 

encouraged to rate their mood and to write down the enjoyable experiences that had that 

day. Furthermore, there is a possibility of writing a personal log, to watch video clips and 

animations and to take advantage of a library with relevant articles on communication skills, 

finding support, stress management, time management, problem solving, sleep and baby 

care, the baby’s needs and relations with one’s spouse. The program also included a private 

forum for the participants in which they could communicate, get advice and give advice. 

Automatic emails were sent to participants in order to increase response and participation in 

the program and also in order to encourage them to complete the questionnaires. The 

personal trainers that were responsible for the telephone calls were first-degree research 

assistants or psychology researchers who had been trained in the intervention material, in 

their function as coaches (as opposed to caregivers/advisors) and in their responsibility for 

information gathering. The coaching included an explanation of the program’s sites, a video 

conference that included reviewing the coaches’ guide (which included scripts for each 

conversation, information on the coach’s responsibility for information gathering, etc.) and a 

discussion of the coach’s function and the rationale for the telephone conversations. The 

program included three complementary sites: 1) a personal coaching portal that allows the 

coach to monitor the progress of each participant; 2) a site for support of the spouse, which 

is meant to provide the spouse with information on postpartum depression and a review of 

the MMB program; and 3) an administrative site for the research team. About 87 percent of 

the participants took part in all six of the sessions.  

Postnatal Psychoeducation Program (Shorey et al. 2014) 

The intervention is aimed at first-time mothers with the goal of increasing the feelings of 

capability and social support and reducing postpartum depression. The program included a 

home visit to provide 90 minutes of psychoeducation in the participant’s home. It also 

related to physical and psychological challenges after birth, the importance of family 

dynamics and ways of increasing capability and getting help. The husbands and significant 

others were invited to participate in the psychoeducation session in order to raise their 

awareness of the mother’s needs. The session is given during the first two weeks after birth. 
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After the home session, the mothers receive a booklet with information that was taught 

during the session. There are also three telephone calls of about 30 minutes each, for the 

purpose of monitoring, on a weekly basis and up to 6 weeks after birth. During the 

conversations, the mothers discuss the pressures they are experiencing and the questions 

that arose after the home session. The intervention is carried out by midwives.  

Home-Based Supportive-Educational Counseling (Navidian et al., 2017)  

This program is designed for the general population, aiming to reduces post-natal stress. It 
includes three individual meetings, the first takes place as part of the routine visit at the 
maternal-child health clinic during which two additional home-visits are scheduled. The 
rational of the program is addressing three main stressors – multiple roles and tasks, 
physical changes and social support. These topics are discussed – with emphasis not only on 
raising awareness by psychoeducation but also to empower and develop coping strategies. 
The program showed significant improvement in stress measures of the participating 
women.  
 
Nurse-Community Health Worker Program (Roman et al. 2007; 2009( 

A home-visiting program for high-risk mothers, from pregnancy through the first year after birth. This 

program is based on the ecological model for identification stressors and resources for support. The 

intervention is delivered by nurses and community workers. The community workers are members of 

the community, with high-school education who are recruited to the program and undergo a training 

workshop, covering communication skills, and coaching skills. There are defined roles for the nurse 

and the worker, where the nurse is responsible for the initial assessment of the family and health 

status of the family, planning the intervention, guiding and mentoring the worker and ongoing 

monitoring. Most of the meetings are with the community worker and take place at the home, with 

addition phone support. Contents of meetings include engaging and establishing a supportive, 

trusting relationship, identifying supports and assisting in reaching services, stress management, 

healthy habits, enhancing parental sensitivity and improved parent-child relationship and 

encouraging social connections. The frequency of meeting varies according to family's needs, usually 

twice a month during pregnancy, weekly after birth and gradually decreasing as needed. The nurse 

and community workers have regular monitoring and supervision meetings.  

Supportive Parenting Intervention (Grieken et al., 2019) 

This is an intervention program whose goal is to reduce stress among parents who are at risk 

of developing parenting stress (which is measured by the IPARAN questionnaire – 

Instrument for identification of Parents at Risk of developing child Abuse and Neglect). There 

are a number of risk factors for parental stress and a parent who is considered to be at risk if 

he is characterized by one of the following: a lack of social support, single parent, parenting 

at a relatively young age, adverse childhood experiences, feelings of depression, abuse of 

alcohol or drugs, ambivalent feelings toward parenting, a tendency to easily become angry 

or irritable, a sexual abuse experience, a preference for using physical punishment, and 

parenting of a premature baby or a baby with a low birth weight. The intervention includes 

six 90-minute home visits over a period of 18 months starting from birth (the standard 

schedule of visits is 1.5, 3, 6, 9, 12 and 18 months, although there can be more frequent 

visits early in life at the expense of later visits, according to the parents’ preference). A home 

visit consists of a fixed component and a flexible component. The fixed component includes 
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a discussion of various topics and also the empowerment of the parents by means of 

improving parental skills, a discussion of expectations of parenthood and providing advice 

about how to improve the parents’ social network. The flexible component is centered on 

the client. The subjects discussed are chosen by the parents and can include issues of 

empowerment or problems relating to parenthood. The focus of the home visit is to 

improvement interaction between parent and child, a discussion of the parents’ 

expectations of parenthood, dealing with the parents’ childhood experiences and creating a 

basis of social support for the family. The program uses child health care nurses to make the 

visits and they must have experience of at least three years in the child health system and 

training in Supportive Parenting Intervention.  

Prevention program for sleep and cry problems and postnatal depression (Hiscock et al., 

2014) 

This intervention program was intended to prevent sleep and cry problems among babies. 

As part of the program, the parents received a 27-page information booklet and a 23-minute 

video, as well as the possibility of telephone consultation when the baby is 6 to 8 weeks old 

and a 90-miniute parent group when the baby is 12 weeks old. The booklet contained 

information on normal baby sleep patterns, cry patterns, strategies for encouraging self-

calming and encouraging the parents’ investment in themselves. The video contained similar 

information and included parents discussing techniques for calming and a baby’s signs of 

fatigue and also a demonstration of calming techniques. The telephone conversations and 

the parents group focused on encouraging the parents to discuss sleep and cry problems and 

to develop a management program suited to each family (such as establishing a sleep 

routine) in order to deal with these problems. The telephone conversations and parents 

group were facilitated by professionals from the health and mental health sector (nurses and 

psychologists) with a background in baby care and were based on a script that underwent 

standardization. The parents group was based on an instruction book published by Cook et 

al. (2012). The team that carried out the telephone conversation and the parents group met 

on a weekly basis with a pediatrician and clinical psychologist in order to monitor the 

assimilation of what was taught in the intervention and to deal with problems that arose.  

Video Interaction Project (Cates et al., 2016) 

This program is intended to reduce levels of parental stress among families with a low 

socioeconomic status. The programs includes 45-minute sessions on the day of visits at an 

infant medical clinic. The interventionist meets the family individually and provides personal 

relations-based intervention, in an attempt to create a long-term connection between the 

interventionist and the family. During the sessions, the interventionist focuses on support 

for verbal and response interactions in various contexts – imagination games, reading 

together and day-to-day routine, with the goal of reinforcing the development of the child 

and his preparedness for school. The program includes the following components:  

a. Filming of mother-child interactions: Interactions of 5-10 minutes between the 

mother and the child, which are suggested by the interventionist according to the 

stage of development, are filmed and then watched by the mother and the 
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interventionist who provides comments on the interactions between the mother and 

child. The interventionist attempts to strengthen positive interactions and to suggest 

additional places in which there is an opportunity for interaction. The mother 

receives a copy of the filmed intervention at the end of the session in order to 

reinforce the assimilation of these activities at home and also to enable her to share 

the experience with the rest of her family. 

b. Provision of learning material: Developmentally appropriate learning material is 

provided to the families in order to take home. The learning material is chosen so as 

to encourage cognitive and language stimulation in the child. 

c. Pamphlets: The interventionist encourages the mothers to use the written pamphlets 

which they go over with her during each visit. Each pamphlet contains suggests for 

interactions with the child by way of playing, reading together and day-to-day 

routine.  

Neonatal Behavior Observation (NBO, Brazelton & Nugent, 1995; Howthorne 2004; Nugent 

2007( 

The aim of this intervention is to improve caregiver-infant interaction at the behavioral level 

with a specific focus on caregiver responsiveness during the earliest days and months of the 

infant's life. The Brazelton Neonatal Behavioral Assessment Scale (NBAS), along with its 

shorter clinical variation, the Newborn Behavioral Observations (NBO) system, developed as 

a way of assessing a newborn's neurological functioning and ability to participate actively in 

interaction which is used as an intervention to support caregivers in understanding their 

infants' behavior. The NBAS and NBO direct the caregiver's attention toward the infant's 

behavior; address the caregiver's awareness and understanding of newborn infants as 

unique individuals whose behaviors can be understood as meaningful communication of 

needs, wants, abilities, challenges, and preferences; and model   contingent responses to 

these behaviors. The NBO is shorter than the NBAS and can be used with healthy, full-term 

infants from a few hours after birth to three months postpartum. The administration can 

take place at home, hospital or clinic and administration is flexibly tailored to each caregiver-

infant dyad. NBo can be administered by various health professionals who undergo a two-

day training.  It is emphasized that this is not an examination of the baby, but a partnership 

between the practitioner and the parent of observing, learning, and generating a shared 

understanding of the baby's unique behavioral profile and it's needs – "giving the baby a 

voice". The observation is active and interactive and is concluded with developing a plan to 

promote a positive parent-infant bond. As such, the program strengthens no only the 

parent-child bond but also the relationship with the practitioner. It is recommended that 

families participate in sessions anywhere from one to three or more times, a greater number 

of sessions, spread over the first two to three months, provides a more detailed picture of 

the infant during a period of development. The systems are widely used in research and 

clinical practice, and included in national guidelines, and demonstrated positive effects on 

parents and infants, in numerous studies.  For more information see: 

http://www.childrenshospital.org/research/centers-departmental-programs/brazelton-

institute/nbo. 

http://www.childrenshospital.org/research/centers-departmental-programs/brazelton-institute/nbo
http://www.childrenshospital.org/research/centers-departmental-programs/brazelton-institute/nbo


76 
 

 
 

Mellow Parenting (Levi et al., 2019; the information is taken primarily from the program’s 

site) 

This program is aimed at providing a solution to families at risk who have complex needs. 

There are a number of programs and this study focuses on families with children aged 0 to 

18 months (Mellow Babies) and aged 19 months to 4-5 years (Mellow Toddlers). The 

program includes 14 weekly 4.5-hour sessions, which includes a parent group, in which 

parents share their childhood experiences and the way in which these experiences influence 

their relations with their own children, with the goal of strengthening the relationship 

between parents and children. Use is made of cheap materials so that the parents can 

organize similar activities at home. In the third part of the day, there is a parent workshop in 

which parents watch video clips of themselves with their children and use them in order to 

improve parenting skills, to get feedback from a group of peers and to think about new ways 

of communicating with their children. The program’s site: 

https://www.mellowparenting.org/ 

Intensive Skills-Based Intervention (Hayes et al., 2008) 

The program takes place in a day center to which parents can independently come to if they 

are concerned about childcare issues. The duration of the course is 6 days and includes both 

group and individual activity. At the beginning of the day, each family (up to 6 families a day) 

receive a “bedroom” with a child’s bed, and a staff members works with the mother on a 

treatment program that takes into account her strongpoints and her capabilities together 

with the needs that can be met during the day. The therapeutic day deals with parental well-

being, parent-child interaction, child development, child behavior, playing confidence, 

feeding, calming and sleep and scheduling. The group sessions include modelling and 

practice of parental response to the baby’s cues and also discussions led by a maternal 

health nurse on calming, sleep difficulties, nursing, milk substitutes, weaning and the 

transition to solids, reading the  child’s cues, understanding challenging behaviors and the 

mother taking care of herself. The program also includes sleep intervention, which is 

composed of calming techniques and a timed assessment with calming, although the 

intervention was fine-tuned to the sleep needs and goals of each family. As part of the 

individual work, a member of the staff worked with the parents in the “bedroom” using 

behavioral strategies, exercises, instruction, modelling, feedback and reinforcement in 

understanding the baby’s cues. The program’s site: http://www.qec.org.au/day-service.htm 

Touchpoints (Brazelton, 1995; Suares, 2016) 

Touchpoints is a conceptual developmental framework that guides work with families with 

young children. It is based on Brazelton's model referring to Touchpoints as periods during 

the first years of life during which children’s spurts in development result in disruption in the 

family system. The succession of touchpoints in a child’s development is like a map that can 

be identified and anticipated by both parents and providers. They are centered on caregiving 

themes that matter to parents (e.g. feeding, discipline), rather than traditional milestones. 

The child’s negotiation of these touchpoints can be seen as a source of satisfaction and 

encouragement for the family system. Thirteen touchpoints have been noted in the first 

https://www.mellowparenting.org/
http://www.qec.org.au/day-service.htm
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three years, beginning in pregnancy. Professionals can use these Touchpoints as a 

framework for each encounter with families. These potential disruptions provide a window 

of opportunity to establish and strengthen the partnership with the parents and support 

them in understanding the child's behavior as a way to communicate needs.  The 

Touchpoints framework has been translated to books and guides for parents in a range of 

topics (e.g., discipline, toilet training), intervention programs for various professionals 

(education, health, community), in individual and group settings. There are also various 

training programs for professionals, with the basic training including communication and 

engagement with parents, providing anticipatory guidance and enhancing parent 

competence. One program, for example, was incorporated as an extension of well-baby 

visits at 12 and 18 months, and resulted in improvement in parenting measures and in the 

nurse-family relationship. For more information see: https://www.brazeltontouchpoints.org/. 

Universal Prevention (Hiscock et al., 2008) 

The goal of this intervention is to reduce behavioral problems among children, to reduce 

overly strict disciplining and strengthen parental nurture and to reduce symptoms of 

depression and anxiety among mothers. Furthermore, the participants receive information 

on normative child development in order to create realistic expectations. The intervention 

include 3 sessions whose goal is to change parental behaviors that constitute a risk factor for 

behavioral problems among children: unreasonable expectations, overly strict discipline and 

lack of parental nurture. The first session involves a routine visit to the child health clinic at 

the age of 8 months, during which the mothers receive information sheets on a normative 

child’s behavioral, motor and social development during the subsequent 12 months, as well 

as the ways in which to encourage language development. At the age of 12 months, there is 

a two-hour group meeting with the parents, during which there is discussion of ways to 

develop warm and sensitive relations with the infant, as well as to encourage desirable 

behavior. The meeting deals with the need to prepare ahead of time for situations in which 

it is likely that the infant will behave in an undesirable manner and suggestions for 

alternatives to “irrational beliefs” of parents which can lead to overly strict discipline. At the 

age of 15 months, the parents participate in another group meeting of two hours which 

includes a discussion of ways to manage non-desirable behavior in children. As part of the 

session, the parents are encouraged to find alternatives to hitting and shouting – to identify 

problematic behaviors as “low priority” (which call for strategies of planned ignoring, 

distraction and logical choices) or “high priority” (which call for strategies that can be used in 

“quiet time”). The sessions are given by a nurse and an expert in parent group facilitating. 

The nurses provided instruction of a total of 3 hours (30 minutes before the meeting at the 

age of 8 months and 2.5 hours before the meeting at the ages of 12 and 15 months), which 

were given by a pediatrician and a child psychologist. The coaching included didactic 

learning, role playing, and filmed vignettes of proper parental response to common 

behaviors in children. About 93 percent of the participants attended the meeting at the age 

of 8 months, 67 percent attended the meeting at age of 12 months and 56 percent attended 

the meeting at the age of 15 months. About 49 percent of the participants attended both 

the 12-month and 15-month meetings.  

https://www.brazeltontouchpoints.org/
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Urban Parenting (Salonen et al., 2008; 2010) 

This Internet-based intervention is intended for parents after birth (the intervention can be 

started also during the pregnancy), with the goal of increasing the subjective well-being of 

families with babies and supporting parents by increasing parental satisfaction and the 

feeling of capability. As part of the intervention, the parents get access to an Internet site 

with information on parenting, nursing and baby care. In addition, they can participate in a 

forum of peers and a question and answer forum with professionals (nurses and mid-wives). 

The material offered on the site includes information on tasks related to parent-child 

interactions in day-to-day situations, sensitivity to the baby’s signs and needs and 

information on responses that encourage growth and flourishing. The parents participating 

in the intervention can chose which tools to use according to their needs.  

SMART moms (Le et al., 2011( 

An intervention program also called Mothers and Babies Course/ Health and Mood project. 

This is a group intervention, developed over a decade which is implemented in different 

languages and variations. It is designed for expectant women, from low socio-economic 

background who are at risk for post-partum depression. The goal of the program is 

prevention of depression, therefore it is labelled as a course – similar to birth preparation – 

and not as a clinical intervention. The course is based on principles of CBT, social learning, 

and attachment theory. The contents of the course cover the following: parent-child 

bonding, sensitive parenting, parental well-being; stress management (breathing exercise, 

mindfulness, etc); self-monitoring of mood and harmful thoughts, self-care, problem solving, 

communication skills and getting help. The course includes presentations, video-clips, role-

play and home assignments. The course has been translated and culturally adapted to 

various languages and has demonstrated positive effects on subjective and objective 

measures of maternal stress.  

MUMentum postnatal )Loughnan et al. 2019( 

An internet-based program for women with elevated depression or anxiety during 12 

months post-partum. The program is based on CBT principles, and was adapted to unique 

needs of new mothers (there is also a pre-natal program). The program includes three 

modules, spread over a six-week period. The intervention includes information about post-

natal depression and anxiety, identification of symptoms, self-monitoring, self-care, stress 

management and relaxation, getting help, working with negative thoughts, problem solving, 

coping with anxiety and avoidance behaviors, assertive communication, activity planning 

and relapse prevention. The program is delivered in an illustrated comic-style story, with two 

fictional women experiencing postpartum anxiety and depression symptoms. Participants 

followed the characters' experiences of learning how to self-manage their symptoms using 

CBT skills. Each lesson consisted of a set of slides showing the characters’ stories and 

describing specific CBT skills; a lesson summary and homework; and a range of additional 

resources. Participants were encouraged to complete one lesson every one-to two weeks, 

for a total treatment period of up to six weeks. All lessons were accessed sequentially via an 

online system, with a 5-day lockout period between lessons. 
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Netmums (O’Mahen et al., 2013) 

The program was developed for mothers suffering from postpartum depression, with the 

goal of treating and reducing its symptoms. The treatment focuses on helping the mother to 

create experiences that are of value even in a situation with multiple unexpected demands. 

The program includes 11 weekly 40-minute Internet sessions. The program can be 

completed in a period of 15 weeks. The programs included slide presentations, with a 

different topic each week (a list of topics appears in the article, which includes self-

monitoring, behavioral analysis and understanding the role of avoidance, alternative 

behaviors, etc.). The participants received weekly emails that included a reminder and links 

to material on the net and homework assignments. The program also includes a forum that 

is overseen by health experts and in which a participant can get advice from the other 

participants. The women also received answers to questions regarding treatment and 

assistance in doing the homework assignments.  

Parents Interacting with Infants (Boyd et al., 2019) 

The program includes 8 sessions that are divided according to topic: psychoeducation on 

depression and behavioral activation, baby temperament, playing, feeding, safety, sleep, 

parent-child interaction and reading. Each session included an introduction to a topic that 

was conveyed by means of a slide presentation, an accompanying video if there was one, 

questions that invite the participants to share previous experiences, an exercise to increase 

understanding of the topic, follow-up questions on what was learned in the exercise and a 

summary of the material taught. The content of each meeting was uploaded to a 

confidential Facebook group in three parts over the course of a week in order to allow the 

participants to read the material, to practice and to submit comments/responses to 

questions posed by the facilitator of the program. The program had high participation rates 

(83 percent on average).  

**As part of the research, a similar intervention was carried out in groups (which achieved 

less positive results). In the parent groups, the topics were identical and included 8 sessions, 

which consisted of moderated dyadic mother-baby activity, summing up and homework. The 

intervention included a meal, therapeutic services for the child and transportation in order 

to encourage participation. In addition, reminders were sent out each week by 

telephone/sms for the upcoming meeting. The material was sent to mothers who missed a 

session. Nonetheless, there was a low rate of response that ranged from 0 to 33 percent 

(average participation of 3 percent).  

Mothers Helping Mothers with Postpartum Depression (Dennis et al., 2003; 2009) 

This intervention program is aimed at new mothers suffering from postpartum depression. 

The volunteer coordinator pairs a new mother to a volunteer and the volunteer makes 

contact with her at the frequency necessary for the support she needs. The volunteers were 

experienced mothers who had recovered from postpartum depression. They were trained 

for the program in a 4-hour volunteer training session, which focuses on developing 

telephone support, as well as problem-solving ability and the ability to refer mothers for 

professional help. The volunteers received a guide book that describes the professional 
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services to which they can refer mothers and theoretical information on the support of a 

peer group, how to develop a relationship, skills and techniques for efficient telephone 

support and general information on postpartum depression.  

Home-Start (Barnes et al., 2009) 

This intervention program is intended to reduce symptoms of postpartum depression and 

includes home sessions with volunteers. The parents and volunteers decide together on the 

frequency and duration of the meetings and how long the support will continue, according 

to the needs expressed. The sessions include various activities, such as providing company, 

help in caring for the child or with household chores, making trips together and giving 

parenting advice. The volunteer’s training is comprised of 10 half-day sessions.  
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