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A B S T R A C T

Purpose
Diagnosis of cancer in a child can be extremely stressful for parents. Bright IDEAS, a problem-
solving skills training (PSST) intervention, has been shown to decrease negative affectivity
(anxiety, depression, post-traumatic stress symptoms) in mothers of newly diagnosed patients.
This study was designed to determine the specificity of PSST by examining its direct and indirect
(eg, social support) effects compared with a nondirective support (NDS) intervention.

Patients and Methods
This randomized clinical trial included 309 English- or Spanish-speaking mothers of children
diagnosed 2 to 16 weeks before recruitment. Participants completed assessments prerandom-
ization (T1), immediately postintervention (T2), and at 3-month follow-up (T3). Both PSST and NDS
consisted of eight weekly 1-hour individual sessions. Outcomes included measures of problem-
solving skill and negative affectivity.

Results
There were no significant between-group differences at baseline (T1). Except for level of
problem-solving skill, which was directly taught in the PSST arm, outcome measures improved
equally in both groups immediately postintervention (T2). However, at the 3-month follow-up (T3),
mothers in the PSST group continued to show significant improvements in mood, anxiety, and
post-traumatic stress; mothers in the NDS group showed no further significant gains.

Conclusion
PSST is an effective and specific intervention whose beneficial effects continue to grow after the
intervention ends. In contrast, NDS is an effective intervention while it is being administered, but
its benefits plateau when active support is removed. Therefore, teaching coping skills at diagnosis
has the potential to facilitate family resilience over the entire course of treatment.

J Clin Oncol 31:1329-1335. © 2013 by American Society of Clinical Oncology

INTRODUCTION

Diagnosis and initial treatment of childhood can-
cer is stressful and even traumatic for parents.1-5

They must face the life threat of the diagnosis and
the many logistical demands of the patient’s med-
ical care while also managing the family’s ongoing
daily needs.1,6,7 Although many parents demon-
strate emotional resilience, others are at risk for
developing symptoms of anxiety and depression,
compromising their ability to meet these multi-
ple demands.2,8

It is known that family functioning and
social support are important predictors of
adjustment9-11 and that better-adjusted parents
can buffer their children from the deleterious ef-
fects of stressful experiences.12-16 For example, we

previously reported that mothers of children with
cancer have reduced well-being, which is directly
related to the behavioral/emotional adjustment in
their healthy children.17

Problem-solving therapy (PST),18-20 a five-step
cognitive-behavioral intervention, is used in many
settings to address impaired well-being.21-24 The in-
tervention is designed to empower individuals to
manage adverse situations by using constructive
coping strategies.

The Bright IDEAS Problem-Solving Skills
Training (PSST) program, which is based on PST,
has been established as an effective intervention for
enhancing problem-solving skills and decreasing
negative affectivity (ie, anxiety, depression, post-
traumatic distress) in mothers of children recently
diagnosed with cancer.25-27 Building on PST,
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problem-solving skills training is intended for individuals who may be
highly distressed but do not exhibit clinical psychopathology. Skills
training also connotes a sense of personal growth.

We have conducted large-scale multi-institutional random-
ized clinical trials (RCTs; CONSORT diagram in Fig 1) of PSST
with mothers of children recently diagnosed with cancer according
to the conceptual model in Figure 2.26,28 In these studies, PSST was
compared with “usual psychosocial care” (ie, the supportive care
typically provided at childhood cancer centers in the United
States). We hypothesized that the primary effect of PSST would be
increased problem-solving skills with a secondary effect of de-
creased negative affectivity. Our findings confirmed that PSST
significantly decreased maternal distress and, in our mediational
model, that an increase in problem-solving skills accounted for
27%, 20%, and 26% of the decrease in anxiety, depression, and

post-traumatic stress symptoms, respectively. We interpreted the
remaining effect as associated with other nonspecific elements of
the intervention (eg, social support).26

Having demonstrated the efficacy of PSST in improving ma-
ternal well-being, we sought to examine its specificity by compar-
ing PSST to an alternative intervention that provided similar
nonspecific factors (time, attention, support, expectancy, thera-
peutic alliance) but did not include the specific skills-building
characteristics of PSST. To accomplish this, we conducted the
current RCT comparing PSST to nondirective support (NDS), a
supportive psychotherapy focusing on the central activity of reflec-
tive listening, patterned after Rogers’ client-centered approach.29

NDS is often used as a comparison condition in studies of
cognitive-behavioral interventions.30,31 We chose NDS for two
reasons: (1) we wished to provide mothers with a therapeutic
experience structurally similar to PSST in number, length, and
setting of sessions and degree of therapist support; and (2) nondi-
rective supportive therapies are often used in populations such as
ours, although efficacy is understudied. Thus, this study is a com-
parison of two active interventions, one of which (PSST) was
designed to build problem-solving skills in addition to providing
general support.

We hypothesized that, compared with mothers receiving NDS,
mothers receiving PSST would demonstrate better problem-solving
skills and greater reductions in negative affectivity as measured by
anxiety, depression, and post-traumatic stress symptoms.

Participants randomly assigned
to arm 3 (not reported here)

(n = 93)

Eligible mothers identified and approached for 
enrollment across data collection sites

(N = 744)

Participation (completed consent and 
Time 1 assessment, pretreatment)

(n = 402)

Computerized random 
assignment performed centrally 

at data management site

Nondirective support arm
(n = 157)

Problem-solving skills training arm
(n = 152)

Interventions
administered

Withdrawn (n = 11)
Discontinued (n = 45)

Withdrawn (n = 5)
Discontinued (n = 44)

Completed Time 2 assessment
(n = 108)

Postintervention (Time 2)
assessment

Completed Time 2 assessment
(n = 96)

Withdrawn (n = 2)
Discontinued (n = 8)

3-month interim
Withdrawn (n = 3)
Discontinued (n = 0)

Completed Time 3 assessment
(n = 98)

3-month postintervention
(Time 3) assessment

Completed Time 3 assessment
(n = 93)

Declined participation
(n = 342)

Fig 1. CONSORT diagram.

Intervention
PSST

Outcome
Negative Affectivity
(POMS/BDI-II/IES-R)

Problem-Solving
Skills

(SPSI-R)

Fig 2. Conceptual model. BDI-II, Beck Depression Inventory; IES-R, Impact of
Event Scale-Revised; POMS, Profile of Mood States; PSST, problem-solving
skills training; SPSI-R, Social Problem-Solving Inventory-Revised.
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PATIENTS AND METHODS

This multi-institutional RCT was designed to investigate the efficacy of PSST
relative to NDS. The original study design included a third arm consisting of
PSST aided by the use of a personal digital assistant. Interim analyses indicated
that this arm, although feasible, was no more effective than PSST alone and it
was terminated.25 This report focuses on the comparison of patients randomly
assigned to the PSST alone (our standard intervention) and NDS arms. Note
that, throughout the trial, there was an equal probability of being assigned to
either PSST alone or NDS, so the exclusion of the third arm does not affect the
inferences drawn from the two arms presented here.

Participants

After approval by the institutional review board at each participating site,
we recruited mothers 2 to 16 weeks after their child was diagnosed with any
form of cancer at four sites (University of Texas/MD Anderson Cancer Center,
Children’s Hospital Los Angeles, Children’s Hospital Pittsburgh, and Doern-
becher Pediatric Hospital). Eligibility criteria included ability to speak and read
English or Spanish and residence within 50 miles of the center (to reduce
transportation issues). To minimize burden, mothers were excluded if their
child was in medical crisis as determined by the oncologist.

Procedures

After giving informed consent, participants completed the baseline (T1)
assessment and were randomly assigned to a treatment arm by using a block
design of six stratified by site and language. Participants received a modest
stipend as compensation for their time.

The interventions were delivered by research assistants (RAs) who had
graduate education in clinical psychology or behavioral health. Spanish-
speaking RAs provided the interventions for Spanish-speaking mothers. The
RAs were initially trained together as a group. Site principal investigators then
provided weekly supervision to promote therapeutic excellence in interven-
tion delivery according to the specific manual for the arm to which a partici-
pant had been randomly assigned. All sessions were digitally recorded. On a
monthly basis, treatment integrity procedures tracked RA performance via
structured evaluation of randomly selected sessions by reviewers blinded to
study arm (see Treatment Integrity).

PSST. PSST consisted of eight 1-hour individual sessions conducted
according to a comprehensive manual.26-28 Problem solving was presented as
a general coping skill applicable to a range of challenging circumstances com-
monly encountered during childhood cancer treatment. To promote engage-
ment, mothers selected the particular problems to address, prompted by a list
of issues often confronting parents.

To make the overall philosophy and steps of PSST easily understood, the
acronym “Bright IDEAS” and a logo with a graphic of a light bulb were
developed. “Bright” signifies the optimism about solving problems essential
for successful implementation. The letters I (identify the problem), D (deter-
mine the options), E (evaluate options/choose the best), A (act), and S (see if it
worked) signify the five essential steps of problem solving. Instructional ma-
terial included a treatment manual, a pocket-size Bright IDEAS booklet, and a
Bright IDEAS refrigerator magnet. (PSST materials are available through the
National Cancer Institute/National Institutes of Health National Registry of
Evidence-Based Programs and Practices or from the corresponding author.)

Basic therapist interpersonal techniques in PSST include active listening,
reflection of feelings, clarification, and support. Delivery of the content of
PSST occurred as follows: session 1: rapport building and understanding
relevant personal background and medical information; session 2: introduc-
tion of PSST and the Bright IDEAS paradigm; sessions 3 to 7: review of the
mother’s identified problems and promotion of problem-solving strategies
and skill; session 8: review of PSST, identification of relapse prevention strat-
egies (eg, persistence, learned optimism), and termination.

NDS. As in PSST, basic therapist interpersonal techniques include
active listening, reflection of feelings, clarification, and support. Essential char-
acteristics of NDS include self-reflection in a safe, nonjudgmental environ-
ment and expression and acceptance of feelings.29 Session 1 included initial
rapport building and understanding relevant personal background and med-
ical information, and Session 8 included termination. Throughout all eight

NDS sessions, the RA maintained focus on active listening and reflecting
feelings. This approach is well suited to the initial phases of crisis intervention
and can be used with people from diverse backgrounds.29

Both PSST and NDS were delivered by the same RAs to minimize
confounding elements in a therapeutic relationship such as friendliness or
nonspecific social skills. A detailed treatment manual was developed for NDS
similar to that for PSST. The major element distinguishing the two interven-
tions was use or avoidance of teaching problem-solving techniques during
sessions. Adherence was monitored through treatment integrity review (see
Treatment Integrity).

Measures

Demographic data were collected at baseline. Assessments of problem-
solving skills and negative affectivity (operationalized as anxiety, depression,
and post-traumatic stress symptoms) were completed at T1 (prerandomiza-
tion), T2 (immediately postintervention), and T3 (three months postinterven-
tion). Expectancy and credibility scales were completed after sessions 1 and 4 of
the interventions. To maximize the reliability of our intent-to-treat analyses
(see Data Analysis), all participants, except those who withdrew because of
their child’s medical condition, were asked to complete all assessments
whether or not they completed the intervention.

Demographics

Demographic information for children included age, diagnosis, and date
of diagnosis and for mothers, it included age, marital status, educational level,
and self-reported race/ethnicity.

Problem-Solving Skills

The Social Problem-Solving Inventory-Revised (SPSI-R),32,33 a 52-item
self-report, linked to a multidimensional model of social problem-solving has
strong reliability and validity estimates.

Negative Affectivity

The Profile of Mood States (POMS) Scale34 is a 65-item self-report of
mood with excellent reliability and validity. We used the composite total mood
disturbance (TMD) scale as the outcome. The Beck Depression Inventory
(BDI-II),35 a 21-item self-report assessing depressive symptoms, is widely used
for clinical and research purposes. Internal consistency ranges from 0.73 to
0.92, with good test-retest reliabilities. The Impact of Event Scale-Revised
(IES-R),36 a 22-item self-report, assesses post-traumatic stress symptoms in
response to a specific event (ie, child’s diagnosis with cancer). Reliability and
validity are well established.

Credibility and Expectancy

To assess expectations, patients rated the intervention to which they were
assigned (PSST or NDS) on credibility (by using a three-item, nine-point
credibility scale) and expectancy for improvement (0% to 100% scale) after
sessions 1 and 4.

Treatment Integrity

All sessions were digitally recorded and uploaded to a central secure
password-protected server. Ten percent of the recordings were randomly
flagged for review of process and content by one of three senior investigators
on the treatment integrity team. Each had been trained in PSST, had served as
a site principal investigator in previous studies, and had been a primary
developer of the NDS intervention. The reviewers were blinded to treatment
condition. Reviews were conducted by using a structured assessment tool
based on the respective manual. In both interventions, sessions were scored on
the quality of the therapeutic alliance, supportive interaction, empathy, and
being nonjudgmental. In the PSST condition, reviewers rated evidence of
discussion of Bright IDEAS, explanation and review of PSST worksheets, and
attention to homework or between-session use of problem-solving skills. In
the NDS condition, reviewers looked for promotion of self-reflection and
nondirective support and, crucially, the absence of discussion of PSST. Inter-
rater reliability was determined at the beginning of the study and tested peri-
odically. Compliance with these criteria was more than 95% in both arms.

Data Analysis

Data analyses were generated by using the SAS System for Windows v.9.2
(2006; SAS Institute, Cary, NC). Data from all participants were included by
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using an intent-to-treat approach. Longitudinal analyses were performed by
using a repeated measures model for incomplete data with an unstructured
covariance (SAS Proc Mixed). Time was included as an indicator variable in
the two postintervention assessments. Note that a pooled estimate at T1,
consistent with randomization, was used to increase precision in measuring
changes. Child age and maternal age, education, marital status (single v other),
and language were included as covariates. The trial was designed to have 89%
to 98% power (depending on correlations over time) to detect differences of
0.3 standard deviations. Observed accrual and follow-up reduced power to
54% to 76%. No adjustments were made for multiple comparisons.

RESULTS

As shown in Figure 1, of the 744 eligible mothers, 402 consented to
participate: 152 mothers were randomly assigned to the PSST arm and
157 were assigned to the NDS arm. Participants and nonparticipants
did not differ in age (P� .42), primary language (P� .19), their child’s
age (P � .25), child’s diagnosis (P � .32), or time since diagnosis
(P � .13). Eleven PSST mothers and five NDS mothers withdrew
because of their child’s medical crisis.

Eighty-eight PSST mothers (58%) and 97 NDS mothers (62%)
completed at least six sessions; the primary reason for not completing
eight sessions was inability to schedule sessions within the 16-week
window allowed. In all, 96 PSST mothers (63%) and 108 NDS moth-
ers (69%) completed the postintervention (T2) assessment. Of those
who completed the T2 assessment, 93 PSST mothers (97%) and 98
NDS mothers (91%) also completed the follow-up (T3) assessment.
The primary reason for missing assessments was active or passive
refusal (69%). Missing assessments were not associated with maternal
or child demographics/baseline measures.

There were no between-group differences in demographics or
baseline scores on assessment measures (Table 1). The distribution
of diagnoses was typical of childhood cancer in the United States.
Credibility and expectancy scores were not significantly different in
the two groups, with mothers feeling equally positive about the
potential benefit of the intervention to which she had been ran-
domly assigned. The overall participation period for each patient
averaged approximately 7 months. Table 2 lists the estimated out-
come scores over time.

Table 3 indicates that, at T2, significant improvement in problem
solving occurred only in the PSST group, but improvements in the

Table 1. Demographic Characteristics of Study Participants

Variable

PSST
(n � 152)

NDS
(n � 157)

No. % No. %

Mother
Age, years (mean � SD) 36.3 � 8.1 38.3 � 8.3
Race/ethnicity

Hispanic 70 45.5 65 41.1
Non-Hispanic 82 54.5 92 58.9

White 61 40.3 72 46.2
Black 10 7.1 12 7.6
Other 11 7.1 8 5.1

Language
English 104 68.2 109 69.6
Spanish 48 31.8 48 30.4

Highest grade in school (mean � SD) 12.2 � 3.9 12.9 � 4.2
Child

Age, years (mean � SD) 8.2 � 5.7 9.4 � 6.0
Sex

Male 77 50.6 88 56.3
Female 75 49.4 69 43.7

Diagnosis
Leukemia 77 50.0 65 41.8
Solid tumor 20 13.0 25 16.5
Brain tumor 17 10.8 19 12.3
Other 38 24.7 48 31.0

Abbreviations: NDS, nondirective support; PSST, problem-solving skills
training; SD, standard deviation.

Table 2. Estimated Outcome Measure Scores at T1, T2, and T3 by
Intervention Group

Characteristic Time Group Mean SE SD

SPSI-R, total score T1 Pooled 13.3 0.15 2.65
T2 NDS 13.7 0.21 2.69

PSST 14.4 0.22
T3 NDS 14.0 0.21 2.64

PSST 14.6 0.22
POMS-TMD T1 Pooled 55.7 2.36 1.26

T2 NDS 38.3 3.50 1.54
PSST 33.6 3.66

T3 NDS 35.5 3.22 1.53
PSST 24.2 3.28

BDI-SQRT T1 Pooled 3.94 0.07 1.26
T2 NDS 3.27 0.13 1.54

PSST 3.25 0.13
T3 NDS 3.13 0.13 1.53

PSST 2.71 0.13
IES-R, total score T1 Pooled 35.5 1.07 18.8

T2 NDS 29.7 1.54 18.7
PSST 28.2 1.62

T3 NDS 27.4 1.50 17.2
PSST 24.2 1.53

Abbreviations: BDI-SQRT, Beck Depression Inventory-Square Root Transfor-
mation; IES-R, Impact of Event Scale-Revised; NDS, nondirective support;
POMS-TMD, Profile of Mood States-Total Mood Disturbance; PSST, problem-
solving skills training; SD, standard deviation; SPSI-R, Social Problem-Solving
Inventory-Revised; T1, prerandomization; T2, immediately postintervention;
T3, at 3-month follow-up.

Table 3. Within-Group Changes in Outcome Measures by Intervention

Outcome
Desired
Direction Intervention T2-T1 P T3-T2 P

SPSI-R, total
score

Positive PSST 1.03 � .001 0.27 N/S
NDS 0.36 .046 0.33 .05

POMS-TMD Negative PSST �22.1 � .001 �9.33 � .009
NDS �17.4 � .001 �2.78 N/S

BDI-SQRT Negative PSST �0.69 � .001 �0.54 � .001
NDS �0.67 � .001 �0.14 N/S

IES-R, total
score

Negative PSST �7.30 � .001 �4.01 .012
NDS �5.81 � .001 �2.27 N/S

Abbreviations: BDI-SQRT, Beck Depression Inventory-Square Root Transfor-
mation; IES-R, Impact of Event Scale-Revised; NDS, nondirective support;
N/S, not significant; POMS-TMD, Profile of Mood States-Total Mood Distur-
bance; PSST, problem-solving skills training; SPSI-R, Social Problem-Solving
Inventory-Revised; T1, prerandomization; T2, immediately postintervention;
T3, at 3-month follow-up.
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three dimensions of negative affectivity occurred in mothers in both
conditions, although the changes were slightly greater in the PSST
group. Although there continued to be significant improvements in
negative affectivity in the PSST group from T2 to T3, only minor
improvements were found among the NDS group (Fig 3).

Table 4 lists the between-group differences in outcome. Again,
with the exception of the SPSI-R, mothers in the two conditions
demonstrated equivalent therapeutic gains in negative affectivity from
T1 to T2. However, at T3, the PSST condition proved superior, be-
cause continued improvements occurred in that group at a signifi-
cantly greater rate.

DISCUSSION

The major aim of this RCT was to examine the specificity of PSST in
reducing distress in mothers of children recently diagnosed with can-
cer. For comparison, we developed an active nonspecific behavioral

intervention, NDS, which provided the same time and attention from
RAs and focused on nonjudgmental support and expression of feel-
ings. Although virtually identical interpersonal elements were present
in both conditions, NDS had none of the specific problem-solving
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Fig 3. Estimated outcome measure scores at T1 (prerandomization), T2 (immediately postintervention), and T3 (3-month follow-up). Mean � SE (vertical lines).
BDI-SQRT, Beck Depression Inventory-Square Root Transformation; IES-R, Impact of Event Scale-Revised; NDS, nondirective support; POMS, Profile of Mood States;
PSST, problem-solving skills training; SPSI-R, Social Problem-Solving Inventory-Revised.

Table 4. Differences in Outcome Measures, PSST-NDS

Outcome
Desired
Direction T2 P T3 P

SPSI-R, total score Positive 0.66 .011 0.60 .023
POMS-TMD Negative �4.70 N/S �11.2 .010
BDI-SQRT Negative �0.02 N/S �0.42 .016
IES-R, total score Negative �1.49 N/S �3.24 .104

Abbreviations: BDI-SQRT, Beck Depression Inventory-Square Root Transformation;
IES-R, Impact of Event Scale-Revised; NDS, nondirective support; N/S, not significant;
POMS-TMD, Profile of Mood States-Total Mood Disturbance; PSST, problem-solving
skills training; SPSI-R, Social Problem-Solving Inventory-Revised; T2, immediately
postintervention; T3, at 3-month follow-up.
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elements of PSST, allowing us to measure the specific effects of train-
ing mothers in the use of this skill.

We found that, immediately following the intervention (T2),
problem-solving skills were significantly higher in the PSST group, as
expected, because these skills were specifically taught in PSST. How-
ever, there were no significant between-group differences in POMS,
BDI-II, or IES-R scores, although improvements were slightly larger
for the PSST group. Remarkably, at 3-month follow-up (T3), mothers
in the PSST group had continued to improve after treatment cessation
(T2), resulting in significant between-group differences (Table 4; Fig
3). Thus, it appears that having a caring person who provides em-
pathic, nondirective support is, indeed, beneficial to the mother’s
well-being, but the effect is limited to the time that support is actually
provided. In contrast, provision of problem-solving skills training
allows for sustained and increasing positive effects, presumably a re-
sult of teaching coping skills.

We believe this is the first RTC to examine the benefits of a
purely supportive intervention (NDS) with mothers of newly di-
agnosed children with cancer, despite its wide use in this popula-
tion. Although this study did not have a no-treatment or usual care
comparison group, the immediate effects of NDS appear superior
to no treatment, as indicated by our previous findings of significant
differences between PSST and usual care at T2.26 However, find-
ings of this study indicate that the effects of NDS seem to plateau
when the intervention ends.

Our assessment completion rates of 61% for PSST mothers
and 63% for NDS mothers were lower than anticipated from
previous work. This may be due, in part, to the fact that all partic-
ipants were engaged in an intervention. In our experience, the
possibility of being randomly assigned to usual care (with minimal
commitment) may actually be an inducement to enrollment. How-
ever, our results are not atypical of the field, reflecting the reality
that recruiting and retaining participants in psychosocial oncology
research is difficult.37

Another limitation is inclusion of mothers only. Engaging fathers
is challenging because of limited accessibility. Many parents are com-
pelled to divide family responsibilities. Fathers often serve as primary
wage earners, securing health benefits, as well as the main caregivers
for siblings, especially during hospitalization. We recognize that
fathers experience distress when their child is diagnosed and could
profit from intervention. We must find ways to include them in
future projects.

Follow-up was limited to 3 months. Six to 12 months would
allow more time to explore the durability of PSST. The benefits of a
longer study, however, in which retention may be problematic, must

be balanced against a briefer follow-up such as ours with an exception-
ally good retention rate of more than 90% between T2 and T3.

Despite these limitations, we remain confident of our findings for
several reasons. (1) We had equal participation by mothers in both
groups. (2) Intent-to-treat analysis included all enrollees who com-
pleted T1 regardless of participation (even zero), reflecting the most
conservative estimates of effect. (3) More than 90% of mothers in both
groups who completed T2 also completed T3. Thus, changes from T2
to T3, both within and between groups, represent data from the vast
majority of patients, maximizing the stability of our findings.

RCTs are critical to identifying the active elements of an interven-
tion. Our findings show that PSST has significant potency beyond the
supportive elements and factors such as time and attention that char-
acterize NDS, and these effects continue to manifest after PSST ends.
However, our findings clearly support the need for longer follow-up to
investigate the durability of these new skills and their effect on distress
over time.

We strongly endorse including fathers and other caregivers and
believe the simple steps of the Bright IDEAS paradigm are applicable
to problems encountered across many illness types and situations.
However, face-to-face PSST is labor intensive. Increased computer
accessibility, social networking, and online training are likely key to
broad dissemination especially because, once designed and imple-
mented, the cost of an online intervention/participant decreases as
usage increases. On the basis of experience with a computer-based
intelligent agent38,39 and PDA-enhanced PSST,25 development and
validation of an effective Internet version of PSST as an alternative to
face-to-face training will make PSST a highly accessible intervention,
especially at centers with limited behavioral health services. Bright
IDEAS has been designated as a research-tested intervention program
and is included in the National Registry of Evidence-Based Programs
and Practices.
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