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Abstract

The Triple P-Positive Parenting Program is a multi-level parenting program to prevent
and offer treatment for severe behavioural, emotional and developmental problems in
children. The aim of this meta-analysis was to assess the effectiveness of Triple P level 4
interventions in the management of behavioural problems in children by pooling the
evidence from relevant literature that included level 4 Triple P interventions. Level 4
intervention is indicated if the child has multiple behaviour problems in a variety of
settings and there are clear deficits in parenting skills. The results indicated that level 4
of Triple P interventions reduced disruptive behaviours in children. These improvements
maintained well over time with further improvements in long term follow up. These
effects seem to support the widespread adoption and implementation of Triple P that is
taking place in an increasing number countries in quite diverse cultural contexts around
the world.

Keywords: Triple P, parenting program, behavioural problems in children, meta-analysis
Abbreviations: Triple P: Positive Parenting Program; ECBI: Eyberg Child Behaviour
Questionnaire.



The Triple P — Positive Parenting Program

The Triple P-Positive Parenting Program (Triple P) is a multi-level program to prevent and
offer treatment for severe behavioural, emotional and developmental problems in
children aged 0 to 16 years, through enhancing the knowledge, skills and confidence of
parents. Triple P incorporates five levels of interventions on a tiered continuum of
increasing intensity. The rationale for this stepped-care strategy is that there are
different levels of dysfunction and behavioural disturbance in children, and parents may
have different needs and desires regarding the type, intensity and mode of assistance
they require (Sanders, 1999).

Triple P is designed as a public health strategy, a population system of interventions that
incorporates different delivery modalities (group, individual and self directed).

Levels of intervention

Level 1 is a form of universal prevention and it delivers psycho-educational information
on parenting skills to interested parents. Level 2 is a brief intervention of one or two
sessions, for parents of children with mild behavioural problems. Level 3 is a four-session
intervention, targets children with mild to moderate behavioural difficulties and includes
active skills training for parents. Level 4 is an intensive eight to ten session parent
training program for children with more severe behavioural difficulties or who are at risk
of developing such problems, which can be offered either individually or in a group of
parents. Parents are taught a variety of child management skills. This intervention is a
form of selective or indicated prevention in that the children are at elevated risk levels of
developing behavioural problems. Finally, level 5 is an enhanced behavioural family
intervention program for families where parenting difficulties are complicated by other
sources of family distress, e.g., marital conflict, parental depression, or high levels of
stress (Sanders, 1999).

Standard Triple P / Group Triple P / Self-Directed Triple P

This indicated preventive intervention targets high-risk individuals who are identified as
having detectable problems, but who do not yet meet diagnostic criteria for a behavioural
disorder. It should be noted that this level of intervention can target individual children at
risk or an entire population to identify individual children at risk. For example, a group
version of the program may be offered universally in low-income areas, with the goal of
identifying and engaging parents of children with severe disruptive and aggressive
behaviour. Parents are taught a variety of child management skills including providing
brief contingent attention following desirable behaviour, how to arrange engaging
activities in high-risk situations, and how to use clear calm instructions, logical
consequences for misbehaviour, planned ignoring, quiet time (non exclusionary time-
out), and time out. Parents are trained to apply these skills both at home and in the
community. Specific strategies such as planned activities training are used to promote
the generalisation and maintenance of parenting skills across settings and over time
(Sanders & Dadds, 1982). As in Level 3, this level of intervention combines the provision
of information with active skills training and support. However, it teaches parents to
apply parenting skills to a broad range of target behaviours in both home and community
settings with the target child and siblings. Here it should be noted that there are three
delivery formats at level 4: Standard Triple P, Group Triple P and Self-Directed Triple P.
Standard Triple P is an individual ten-session program for parents. Group Triple P is an
eight-session program conducted in groups of 10-12 parents with four 15 to 30 minute
follow-up telephone sessions provided as additional support to the parents. Self-Directed



Triple P is a 10-week self-help program for parents and may be augmented by weekly 15
to 30 minute telephone consultations.

Level 4 intervention is indicated if the child has multiple behaviour problems in a variety
of settings and there are clear deficits in parenting skills. If the parent wishes to have
individual assistance and can commit to attending a 10 session program the Standard
Triple P program is appropriate. Group Triple P is appropriate as a universal (available to
all parents) or selective (available to targeted groups of parents) prevention parenting
support strategy, however, it is particularly useful as an early intervention strategy for
parents of children with current behaviour problems. Self-Directed Triple P is ideal for
families where access to clinical services is poor (e.g., families in rural or remote areas).
It is most likely to be successful with families who are motivated to work through the
program on their own and where literacy or language difficulties are not present.

Theoretical basis of Triple P

Triple P is based on social learning principles (Patterson, 1982). This approach to the
treatment and prevention of childhood disorders has the strongest empirical support of
any intervention with children, particularly those with conduct problems (Kazdin, 1987;
Sanders, 1996; Sanders en Dadds, 1993; Taylor & Biglan, 1998; Webster-Stratton, &
Hammond, 1997). Furthermore the Triple-P program is based on research in child and
family behaviour therapy, developmental research on parenting in every day (Risley et
al, 1976; Sanders 1992, 1996); social information-processing models (e.g., Bandura,
1977, 1995), research form the field of developmental outcomes in children (e.g., Emery,
1982; Grych & Fincham, 1990; Hart & Risley, 1995; Rutter, 1985) and a public health
perspective to family intervention (e.g., Biglan, 1995; Mrazek & Haggerty, 1994;
National Institute of Mental Health, 1998).

Evaluation

The evaluation of Triple P needs to be viewed in the broader context of evaluations of
behavioural family intervention (BFI). There is clear evidence that BFI is beneficial in
children with disruptive behaviour disorders (Forehand & Long, 1988; Webster-Stratton,
1994). Since 1978 the intervention methods of Triple P have been subjected to a series
of controlled evaluations (Sanders & Dadds, 1993). Since that time, the intervention
methods used in Triple P have been subjected to a series of controlled evaluations using
both intra-subject replication designs and traditional randomised control group designs.
There is evidence that Triple P is an effective parenting strategy. Several studies showed
that parenting skills training used in Triple P produces predictable decreases in child
behaviour problems, which have typically been maintained over time. Furthermore
clinically meaningful and statistically reliable outcomes for both children and their parents
have been demonstrated for the standard, self-directed, telephone-assisted, group and
enhanced interventions. The population varied in the different studies: parents of
children with oppositional behaviour, with oppositional defiant disorder or conduct
disorder or reporting concerns about disruptive child behaviour. Finally, the program has
also been successfully used for several different family types including two-parent
families, single parents, stepfamilies, maternally depressed families, martially discordant
families, and families with a child with an intellectual disability (Sanders et al, 2003). In
those studies the following variables were measured: child disruptive behaviour, parent-
child interaction, parenting style and confidence, parental adjustment (depression,
anxiety, stress, self-esteem), parenting conflict and relationship satisfaction.

Meta-analysis



In the current meta-analysis we examine the effectiveness of Triple P interventions in the
management of behavioural problems among children, aged 2 to 12 years old, by
pooling the evidence from the pertinent studies. In a meta-analysis the results of a large
and diverse body of studies can be summarized, interpreted and more readily generalized
to an entire population, because of the increase of the number of participants (Rosnow &
Rosenthal, 2002; Silverman, 2001). Hence, in this meta-analysis an overall effect size for
level 4 Triple P interventions worldwide is calculated, as well as the variability in the set
of studies. The systematic coding of study characteristics permits an analytically precise
examination of the relationships between study findings and study features as
respondent characteristics, format, design, nature of intervention (Lipsey & Wilson,
2001). Because most of the relevant Triple P studies that were identified, concerned level
4 of the Triple P system, we decided to restrict the meta-analysis to this level only.

We conducted two meta-analyses. In the first meta-analysis we assessed the
effectiveness of Triple P in behavioural problems of children compared to the control
group as measured directly at the end of the intervention. In the second meta-analysis
we assessed the degree to which post intervention effects are maintained over time in
the intervention group.

In those meta-analyses we hypothesised that behaviour problems of children, aged 2 tot
11 years old, decrease after participating in level 4 Triple P intervention, directly after the
intervention and after follow-up of six to twelve months. Second, we were also
interested in whether the effects of level 4 of Triple P were moderated by the different
delivery formats of the intervention and characteristics of the parents and the children. It
was hypothesised that the efficacy of Triple P is independent on whether the intervention
was delivered to individual parents, groups, or in a self-help format. Third, empirical
studies have shown that physically aggressive behaviour occurs in children of 1 year old,
increases in the second life year, and then tends to decline from the third birthday
onward (Alink et al., 2006; Tremblay, 2004). Therefore, we hypothesized that Triple P is
more effective when the interventions are given at age two to four compared other older
ages. In addition, it is evident that boys exhibit more externalising problems than girls at
the age of two and three years (Alink et al., 2006,; Cummings, Davies & Campbell,
2002; Hudson & Rapee, 2005;). Because there is more room for change for boys then for
girls, we hypothesized that Triple P is more effective for boys then for girls. Finally, the
behavioural problems of the children at the start of the intervention may be of
importance. The severity of the problems at the start of the intervention differs across
Triple P studies depending on whether they are universal prevention trials, indicated
prevention trials or treatment studies. It was hypothesised that Triple P is more effective
for children with higher scores on the ECBI, because there is more room for change for
the children with higher ECBI-scores.



Methods

We used three different search methods to identify literature for the meta-analysis. First
we searched literature in two electronic databases Medline, 1975- February 2006 and
Psychinfo 1975-February 2006. The following keywords were used: ‘Triple P" and ‘parent’
indicating that also words as parenting or parental are included in the search. Second we
searched all reference lists of studies compiled by the Parenting and Family Support
Centre at the University of Queensland in Australia. Third, we asked researchers who had
conducted Triple P studies whether they had other relevant unpublished material. We
found three Triple P projects in Germany and Switzerland.

Studies had to meet the following inclusion criteria: (a) the study examined the effects
on level 4 of Triple P intervention: an intensive parent training program for children with
more severe behavioural difficulties or who are at risk of developing such problems, (b)
effectivity of Triple P was assessed using a questionnaire for the parents to evaluate
disruptive behaviour in their children aged 2-11 year, and (c) sufficient empirical data
were reported for the calculation of standardized effect sizes. Because we conducted two
meta-analyses, the study had to report post-test data of the intervention and control
group (for the first meta-analysis), and pre- and follow-up data had to be reported
separately for the intervention group (for the second meta-analysis). We excluded
studies with samples of children with the age above 11 years old, because Triple P has a
separate program for teens.

Measurement

To assess the disruptive behaviour of the children The Eyberg Child Behaviour
Questionnaire is used (ECBI) (Eyberg & Pincus, 1999). The ECBI is a 36-item measure of
parental perceptions of disruptive behaviour in children aged 2-16 years. It provides two
measures: frequency of disruptive behaviours (intensity score) rated on 7-point scales;
and the number of disruptive behaviours that parents list as problematic (problem
score). The ECBI has a high internal consistency for intensity (r = 0.95) as for problem
score (r = 0.94) (Robinson, Eyberg & Ross, 1980). The established cutoff scores (Eyberg
& Ross,1978) of 127 for the Intensity Scale and 11 for the Problem Scale have been
validated in clinical studies for both young children (e.g., Webster-Stratton, 1984) and
adolescents (e.g., Baden & Howe, 1992).

The ECBI is the most frequently used measure in the Triple P interventions to assess
behaviour problems in children. Other measures used in the studies assessing behaviour
problems are the Child Behaviour Checklist (CBCL) and the Strength and Difficulties
Questionnaire (SDQ). The CBCL was used in one study (Heinrichs et al, 2005), and the
SDQ in two studies (Leung et al, 2003; Martin & Sanders, 2003). Because in the last two
studies the ECBI was also represented, we decided to include only studies in which
behaviour problems were assessed with the ECBI.

Selected studies

We found 48 effect studies in which all levels of Triple P were used, and 25 studies that
focused on the level 4 intervention. Of these, fifteen studies met the inclusion criteria.
Three studies were excluded of the first meta-analysis because they had no control
group, three studies were excluded since these studies were no effectiveness studies,
three studies were eliminated because a questionnaire other than the ECBI was used
(CBCL and SDQ). Selected characteristics of these studies are presented in Table 1.
The 15 studies were independently coded by two researchers on design and sample
characteristics, delivery format of the level 4 intervention of Triple P, reliability and



validity of the measures, characteristics of the parents and children, initial problems of
the children and duration of follow-up times. Discrepancies between the two researchers
were resolved by recalculating and consensus.

Insert Table 1 here

Group Triple P was used as the intervention in nine studies, Standard Triple P in one
study and Self-Directed Triple P in six studies. In one study (Sanders et al, 2000) two
versions of Triple P, the Self-Directed intervention and the Standard Triple were
compared with a waitlist control group. In this case analyses for both interventions were
conducted. In one study the target of the intervention was working parents. Fourteen
studies were randomised clinical trials, one study was a non-random two group
concurrent prospective observation design (Zubrick et al, 2005). In nine studies parents
reported their child’s behaviour in the clinically elevated range at pre-intervention, and in
six studies in the non-clinical range. The percentage of boys was 62.6%, averaged across
all studies. We divided the studies in less than 62,6% boys and more than 62,6% boys in
order to have two comparing groups. Boys were overrepresented in all studies, and the
studies would be heterogeneous if we had divided the groups in 50% boys and 50% girls.
In seven studies more than 62.6% of the children were boys. In five studies the children
were younger than four. Fourteen studies were selected for the first meta-analysis and
also fourteen for the second meta-analysis. In four studies follow-up data were presented
after twelve months; in eleven studies the follow-up was conducted at four to six
months, in one study (Bodenman et al., in press) follow-up measures were taken at both
six and twelve months.

Meta-analytic procedures

For each study we calculated an effect size: the standardized difference between the
means of two groups (Cohen’s d). A correction of the standardised mean difference was
used (Hedges g), because studies with samples of less than 20 tend to show upward bias
in their results (Lipsey, 2001). Since studies with a larger sample size provide more
reliable estimates of the population mean, effect sizes were weighted by 1/Sg.

In the first meta-analysis we were interested in the differences between mean scores of
the experimental and the control group at post-measurement. The standardised effect
size, d, was calculated as: d =(Me-Mo/SDc), where M: and Mc are the means of the
experimental and control group respectively at post intervention and post measurement
and SDc is the standard deviation of the control group. The standardized effect sizes, d,
show by how many standard units (z-scores) the experimental group has progressed as
compared with the control group at post measurement.

In the second meta-analysis we also calculated the standardised mean difference as d =
(Mp - Mg) / SDp, where Mp and Mg are the means at baseline and follow-up respectively,
and SDy is the standard deviation at baseline. This within-group effect size thus indicates
by how many standard units the recipients of the intervention have improved over time
relative to their own baseline score. It can thus be interpreted as a standardised health
gain score. An effect size of g = 0.5 indicates the mean of the experimental group is half
a standard deviation larger than the mean of the control group. Because the study of
Zubrick et al (2005) was not a randomised clinical trial we calculated the standardised
pre-post change score of the experimental group (dg) and did the same for the control
group (dc). Then we calculated their difference using the following formula: A(d) = dg-
de.



Basically, meta-analysis amounts to pooling individual ds and obtaining a best overall
estimate of the intervention effect, within its 95% confidence interval (95% CI). The
meta-analyses were conducted with the computer program Meta-Analysis, version 5.3
(Schwarzer, 1989). This program is based on the statistical techniques outlined by
Hedges and Olkin (1985). We made use of the random effects model. In this model it is
assumed that the variability between the effect sizes is due to sampling error plus
variability in the population of studies (Hedges & Olkin, 1985). The meta-analytical
outcomes obtained under a random effects model are said to be conservative in that
their 95% CI are usually broad, thus reducing the likelihood of type-II error.

The results are shown in tables 2 and 3 and are corrected for small sample size
(transforming Cohen’s d into a measure technically known as Hedge's g) and are also
corrected for random measurement error in the original scale (i.e., Cronbach’s a of the
outcome measures as used in the primary studies). From a clinical perspective, an effect
size in the range of d = 0.56 to 1.2 can be interpreted as a large effect, while effect sizes
of 0.33 to 0.55 are moderate, and effect sizes of 0.00 to 0.32 are deemed small (Lipsey
& Wilson, 1993). In this analysis it was not possible to calculate the differences between
mean scores of the intervention and the control groups because in most cases the control
group had no follow-up measurements.

We also conducted the homogeneity test, Q, to ascertain whether the various effect sizes
that are averaged into the pooled d all estimate the same population effect size
(Rosenthal & Rubin, 1982). A rejection of the null hypothesis of homogeneity indicates
that there are differences among the effect sizes of the primary studies that cannot be
attributed to random sample error and may be related to systematic differences across
the original studies — which then need to be further investigated (Schwarzer, 1989).
Whenever the Q test for homogeneity was significant we conducted an outlier analysis.
To identify outliers we conducted cluster analyses with the computer program
(Schwarzer, 1989), conducted another meta-analysis without the outlier, and then
ascertained whether we had obtained a more homogeneous set of primary studies where
the Q test was no longer significant. As the discriminatory power of the Q-test is not very
high, we also looked at the percentage of variance across the primary studies that can be
accounted by sample error. The latter can be estimated directly from the random effects
model that we used. We assumed homogeneity when at least 80% of the variance across
studies could be attributed to random sample error. Outcomes of sufficiently
homogeneous sets of primary studies are reported in Table 2.

It should be noted that the use of the Q-statistic and indices for sample error allow for a
data-driven procedure to identify homogeneous subsets of studies. We also took a
content-driven approach and formed subgroups based on the characteristics of the
intervention. Again the Q test was performed to test the idea that these content-driven
selections had resulted in homogeneous data-sets. In this way contrasting datasets could
be compared. This was done to ascertain, for example, whether a self-help version of
Triple P was inferior (or superior) to a therapist assisted version. When the 95%
confidence intervals of the respective effect sizes d were not overlapping, then we
considered the contrast to be statistically significant.

Finally, for each meta-analysis the Orwin’s Fail/Safe Number was calculated. This number
indicates how many (hypothetical) studies with an effect size of zero should be found
and included in the meta-analysis in order to reduce the observed effect size to a smaller
value of, say, d = 0.20.

Results



The overall mean effect size for the fourteen studies of the child behaviour observed by
parents at post-measurement was d = 0.88, with a 95% confidence interval of 0.50 -
1.27 (Table 2). This effect is statistically significant (Z = 4.49, p < .001). This is a large
effect according to Cohen’s criteria. The Q-test for the hypothesis of homogeneity across
effect sizes had to be rejected, indicating that there is a substantial amount of
unexplained variance in the total set of studies that might be attributed to the systematic
effects of covariates. Twenty percent (of the variance is caused by random sample error,
which leaves room for a remaining 79.6% which may systematically co-vary with
(unknown) covariates. The number of studies with a zero-effect that should be found in
order to reduce the effect size to d = 0.20 is 47.8.

The overall mean effect size concerning the long-term measurement of child behaviour
was d = 1.00, with a 95% confidence interval of 0.55-1.46 This effect is statistically
significant (Z = 4.33, p < .001). This is a large effect. The Q-test for the hypothesis of
homogeneity across effect sizes had to be rejected. 20.54% of the variance is caused by
random sample error. The number of studies with a zero-effect that should be found in
order to reduce the effect size to 0.20 is 56. At six months follow-up an overall mean
effect size of d = 1.07 was found (Z = 3.49, p < 0.001). In the meta-analysis of the four
studies on the twelve months follow-up studies, we found an overall mean effect size of d
= 0.84(Z=2.59, p < 0.001). However, the results are significantly heterogeneous.

Table 2

We conducted an outlier analysis for the set of 14 studies in which a pre-post design was
adopted. At a 1% confidence level four separate clusters of studies were found. We
conducted an analysis of one cluster with only group interventions (eight studies). An
overall mean effect size of 0.42 was found, which is a moderate effect (95% CI: 0.33-
0.51, Z=9.46, p=0.000). The Q-test indicated that this was a homogeneous set of
studies. Furthermore, we conducted an outlier analysis of the follow-up meta-analysis. At
a 1% confidence level three clusters were formed. We examined why four studies in two
clusters differ from the other ten studies in the third cluster. In three studies very large
effect sizes were found. For the fourth study of a self-directed intervention no reasons
were found to exclude it from the analysis. We conducted an analysis of eleven studies.
These results are also significantly heterogeneous, but the amount of explained variance
increased to 57.5%. In a next sub-analysis we excluded three studies on self-directed
variants of Triple P. These studies were outliers because of their very large effect sizes.
An overall mean effect size of d = 0.37 was found, which is a moderate effect (95% CI:
0.28-0.46, Z = 7.95, p < .001). The Q test indicated that this was a homogeneous set of
studies.

Because the results of the six months follow-up are significantly heterogeneous, we again
excluded three outlier studies. After exclusion of the outliers, an overall effect size of d =
0.49 was found, which is a moderate effect (95% CI: 0.31-0.67, Z = 5.32, p < .001).
The Q test indicated that this was a homogeneous set of studies.

We conducted several additional meta-analyses, to examine whether effects were
moderated by the age of children (younger than four years versus older); gender of the
child (more than 62.6% boys versus less than 62.6%; self-directed versus practitioner
assisted; individual versus other studies; group versus other studies; behaviour problems
scores of the children on the ECBI (problems at pre-test in clinical range versus non-
clinical range). The cut-off scores of the ECBI are = 127 for the intensity scale and > 11
for the problem scale (Eyberg & Ross, 1978). We excluded again the outliers by cluster
analyses with the computer program (Schwarzer,1989). The results are summarized in
table 3. Studies with less than 62.6% boys were found to have significantly larger long
term effects on behaviour problems than those with more than 62.6% boys (d = 1.08:
95%CI 0.62-1.54 versus d=0.37; CI 0.27-0.46). Furthermore studies with an initial
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behaviour problems score in the clinical range (initial intensity score ECBI = 127); were
found to have significantly larger long term effects on behaviour problems than non-
clinical behaviour problems (d = 0.36: 95% CI 0.27-0.46 versus d = 1.08; 95% CI
0.62-1.54). None of the other moderator variables were significant.

Table 3

Discussion

Main findings

Level 4 of Triple P has moderate to large effects on behaviour problems of children which
lasted in the follow-up measurements of six to twelve months. A large effect size was
found at both the post-intervention (d = 0.88) and at long-term follow up assessment of
the child behaviour (d = 1.00). At six and twelve months follow-up an overall mean
effect size of d = 1.07 and d = 0.84 respectively was found. Because the results are
significantly heterogeneous, sub-analyses were conducted. An overall, homogeneous,
mean effect size of 0.42 was found at post-measurement (eight studies). At six months
an effect size of 0.49 was found (seven studies). These are moderate effects. Few
significant moderators were found, indicating that Triple P can successfully used with a
diverse range of families, (e.g., types of problems, delivery formats, age of the children).
Studies with a higher proportion of girls have larger long-term effect sizes than studies
with fewer girls (d = 1.08 versus d = 0.37). In the long term, the effects in the seven
studies with scores in the clinical range on behaviour problems at the start of the
intervention, were larger than in the nine studies with lower scores (d = 0.36 versus d
=1.08).

Limitations

The present meta-analysis has several limitations. First, the number of participants in
several studies was small (in 73% of the randomised studies 10 to 50 respondents were
included). Second, in the long-term analysis sometimes other studies were used as in the
post-intervention analysis. Consequently, a longitudinal comparison of those effect sizes
must be conducted with caution. Third, in this meta-analysis we took the child as the
‘unit of analysis’ because mothers and fathers report about the same child. But it would
be interesting to analyse both parents separately to see if they report differently. Fourth,
because strict methodological criteria for inclusion were conducted ten effect studies
were not included in this meta-analysis. This meta-analysis has assurance that the
synthesis is based on only the best evidence but its results may summarize only a
narrow research domain.

Direction for future research

Despite these limitations this meta-analysis suggests that the level four system of Triple
P intervention is a worthwhile intervention to both prevent and treat for behaviour
problems in children. At the same time, due to the above-cited limitations, further
research is necessary. First, it may be useful to conduct more meta-analyses on all other
instruments and data in the studies on level four of Triple P. It will give us more insight
into the effects of Triple P on parental competencies (De Graaf et al., in prep), in
differences between mothers and fathers and enable the impact of Triple P on parental
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mental health to be examined. We are also interested in the differences in effect sizes for
the different delivery formats, especially in the Self Help Triple P, because of the
promising effects in this meta-analysis. Further, it would be worthwhile to conduct meta-
analyses on some other levels of Triple P. A second direction for future research is to
conduct more in-depth analyses on the influences of the age and gender of the child on
the effects of the Triple P intervention. Because the long-term effects of studies with
fewer boys were found to have significantly larger long term effects on behaviour
problems than studies with more boys, it would be interesting to conduct more research
on the influence of this moderator.

Thirdly, it would be interesting to examine whether the observed maintenance effects up
to three years post intervention occur over a longer period into children adolescence. A
fourth suggestion is to add tentatively one or two more randomised trials on Self-
Directed Triple P to this meta-analysis. In a cumulative meta-analyse it can be
established whether the Self-Directed Triple P is more effective than the therapist
assisted Triple P interventions.

Conclusion

This meta-analysis was conducted to assess the effectiveness of level four of the Triple P
multilevel intervention system on behavioural and emotional problems of children across
different target groups and intervention modalities. This level of intervention is part of a
multilevel suite of interventions designed as a public health strategy to promote better
parenting. It contains different delivery formats. We were interested in the pooled effect
size of the measures of disruptive behaviour in children directly after the intervention and
after 6 and 12 months.

The results indicate that the interventions on level four of Triple P improve the behaviour
of the child, as observed by the parents. Improvements in children’s behaviour are
sustained over time, and seem even to improve somewhat in the long term. Because the
analyses involved both prevention universal samples and high risk samples the effect
sizes are very large for a universally offered public health intervention. The positive
effects of Triple P as shown in this study seem to support the widespread adoption and
implementation of the program in an increasing number countries in quite diverse
cultural contexts around the world.
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