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Abstract

Background—Parental perceptions about treatment influence their child’s engagement in and 

ongoing utilization of mental health services, but less is known about the association between 

caregiver expectancies and family outcomes. The literature is particularly lacking with families of 

color, who are at high risk for the onset and perpetuation of disruptive behaviors.

Methods—The purpose of this study was to examine caregiver treatment satisfaction amongst 

320 youth of color aged 7 to 11 and their families who were assigned to either a Multiple Family 

Group intervention or services as usual condition. Caregiver stress was measured by the Parenting 

Stress Index Short-Form full scale and child oppositional defiant behaviors were measured using 

the Iowa Connors Rating Scale–Oppositional/Defiant subscale both at baseline and post-test. 

Satisfaction with treatment was measured using the Metropolitan Area Child Study process 

measures program satisfaction subscale at post-test.

Results—The two main effects models that focused on satisfaction with treatment was predictive 

of parental stress and child oppositional defiant behaviors independently. Satisfaction with 

treatment accounted for 31% of the variance in child oppositional behavior and 24% of parental 

stress improvements across time holding all covariates constant.

Conclusions—Our findings support previous research that shows parental expectancies, 

including treatment satisfaction, are powerful mechanisms of treatment outcomes for children with 

DBDs as well as parental emotional health. Further, parental expectancies may be enhanced by the 

involvement of families in the development of treatment approaches for children and a greater 

focus on caregiver emotional health for the benefit of the family as a whole.
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Introduction

Parents are pivotal to their child’s engagement in mental health services and their therapeutic 

progress. In general, parents initiate their child’s initial and ongoing utilization of services 
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(deHaan et al., 2013; Eapen & Ghubash, 2004; Nock & Kazdin, 2001; Thurston et al., 

2015), are often actively involved in the therapeutic process (Acri & Hoagwood, 2015; 

Danko et al., 2015), and effect treatment outcomes via an array of parental factors including, 

but not limited to demographics characteristics (e.g., educational and socioeconomic status), 

their emotional health (e.g., depression and elevated stress), and their parenting style 

(Beauchaine et al., 2005; Foster et al., 2009; Hinshaw et al., 2000; Pilowsky et al., 2008; 

Reyno & McGrath, 2006).

Within this literature, a main area of examination involves the influence of caregiver 

perceptions, cognitions, and beliefs, or what Nock and Kazdin (2001) refer to as 

expectancies about treatment, upon their child’s experience with the mental health system. 

Negative perceptions of providers and treatment (e.g., mistrust of mental health 

professionals, concerns about violations in confidentiality) (Contractor et al., 2012; McKay 

& Bannon, 2004), the perceived relevance and helpfulness of therapeutic approaches (Eapen 

& Ghubash, 2004; Kazdin, et al, 1997; Morrisey-Kane & Prinz, 1999; Nock & Kazdin, 

2001) and their acceptability (Choi & Kovshoff, 2013; Stevens et al., 2006), are powerful 

drivers of service utilization and underuse. Expectancies such as the perceived usefulness of 

treatment (Graf et al, 2014) and its acceptability (MacKenzie et al., 2004) are also associated 

with child treatment outcomes, including reductions in child problem behaviors, although 

this literature is considerably thinner than the association between these factors and 

engagement in care.

Among the various expectancies parents hold about their child’s mental health treatment, 

treatment satisfaction has emerged as a key domain of interest, particularly with insurance 

companies, agencies, and providers, as it is considered a metric for the quality of care 

received and the effectiveness of services (Bierling, 2010; Brestan et al., 2000; Edlund et al., 

2003; Garland et al., 2008; Solberg et al., 2015). Defined as viewing the process and 

outcomes associated with treatment favorably (Brestan et al., 2000), treatment satisfaction 

has grown in importance due to increased emphasis on consumer choice and empowerment, 

and the impact of such preferences upon health outcomes (Day, Michelson, & Hassan, 2011; 

Rey et al., 1999; Solberg et al., 2015).

Among adults, treatment satisfaction is associated with increased treatment use, adherence, 

and positive patient outcomes (Barber et al., 2006; Tas et al., 2010). For children with mental 

health needs, results are uneven, with the research alternatingly finding either a positive 

association between parental satisfaction and improvement in symptom change (Rey et al., 

1999) or no relationship between the two (Biering, 2010; Garland et al., 2008; Tas et al., 

2010). Other issues that complicate parsing out the effect of satisfaction on therapeutic 

outcomes for children include a lack of standardization regarding the definition of treatment 

satisfaction, and that few instruments have been tested or have adequate psychometric 

properties (Day et al., 2011). Further, some critics argue that only those who receive 

treatment benefits will rate satisfaction highly (Bierling, 2010); however, recent studies show 

that there is in actuality a small association between outcomes and satisfaction (Solberg et 

al., 2015).
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The primary purpose of the current study is to contribute to the current literature of parental 

expectancies by examining the relationship between treatment satisfaction and child 

outcomes within data collected for the 4Rs and 2Ss Multiple Family Group (MFG) field-trial 

from 2006 to 2010 in New York City. This is a National Institute of Mental Health-funded 

study of a Multiple Family Group model. Briefly, this curriculum-based, time-limited (16 

weeks) multiple family group model integrates common elements of evidence-informed 

treatments for conduct problems into a coordinated set of practices in order to decrease 

problem behaviors, strengthen families, and increase engagement in treatment. Examinations 

of outcomes of the MFG trial have demonstrated improvements in youth oppositional 

behavior and social competence over time for participants exposed to the intervention 

(MFG) as compared to the services as usual (SAU) condition (Chacko et al., 2015; Gopalan 

et al., 2014). See the Procedure section for a fuller description of the two conditions wtithin 

the MFG study.

While evidence-based interventions have been designed to treat DBDs (Eyberg, Nelson, & 

Boggs, 2008), notable challenges in implementing these interventions in publicly funded 

outpatient mental health settings have been recommended (Chacko et al., 2015). Thus, MFG 

was designed with a common elements approach (Chorpita & Daleiden, 2009; Garland et. 

al, 2008) utilizing and integrating core components of effective treatment for DBDs within 

the empirical literature (Chacko et al., 2015). Furthermore, evidence-based engagement 

techniques were embedded in the MFG model to specifically improve the mental health 

services retention of families within socioeconomically disadvantaged communities (Mckay 

& Bannon, 2004).

This study will extend upon the current knowledge base in two specific ways. First, it will 

focus on a relatively unstudied population at high risk of DBDs; children of color. As noted 

by Copeland et al. (2004), it isn’t entirely clear how children and families of color perceive 

treatment, and especially whether their satisfaction with services is related to treatment 

outcomes. A set of studies suggest that there are clear differences between caregivers of 

color and Caucasian parents with respect to knowledge about treatments for child mental 

health problems (Bussing, Schoenberg, & Perwien, 1998), and that African American 

parents view treatments differently and in some cases less favorably than other ethnic groups 

(Stevens et al., 2006). In light of these findings, more research is needed to distill the 

expectancies of families of color, and whether satisfaction in particular is associated with 

clinical improvement.

Second, this study will examine whether the impact of parent satisfaction extends beyond 

child outcomes. Few studies of child mental health services focus on parental outcomes 

independent of the child (e.g., examining parental depression as it impacts improvement in 

child behavior) (Acri & Hoagwood, 2015). However, parents of children with mental health 

problems are at high risk for increased stress due in large part to their caretaking role 

(McAdams et al., 2015; Shapiro et al., 2014; Theule et al., 2013). In addition to exacting a 

personal toll (e.g., increased risk of morbidity and mortality, high levels of parental stress 

erode the quality of the caretaker’s parenting, potentially resulting in an inconsistent and 

harsh parenting style (Coiro et al, 2012; Deater-Deckard, 2004), and increased risk of 

neglect (Friedman & Billick, 2015). Studying the relationship between satisfaction and 
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parental emotional health may identify factors that enhance parent outcomes and benefit a 

large number of high-risk youth and families.

Methods

Overview of study methods and sites

This study analyzed data gathered from the Multiple Family Group (MFG) field-trial 

including 320 primary caregivers of children between seven and 11 years of age who were 

diagnosed with a Disruptive Behavior Disorder (DBD) as specified in the Diagnostic and 

Statistical Manual of Mental Disorders (DSM-IV-TR; American Psychiatric Association, 

2000). Both groups of participants were enrolled from 13 New York State Office of Mental 

Health-licensed public child mental health outpatient clinics serving families. Each clinic 

provides an array of mental health services to youth and families from neighborhoods in the 

New York metropolitan area. New York University’s Institutional Review Board provided 

approval for this study.

Participants

The sample consisted of 320 primary caregivers of children between seven and 11 years of 

age diagnosed with a DBD seeking treatment at a public outpatient clinic. The majority of 

children identified as Latino (51%) or Black/African-American (31%) and male (70%). The 

majority of caregivers identified as Latino (53%) or Black/African American (30%), and 

over three-quarters (80%) reported a family income of below $30,000. Most families (67%) 

identified as having a single-parent household and 70% (n = 223) received publicly funded 

health insurance. Table 1 provides the sociodemographic characteristics of the sample by 

treatment condition.

Inclusion/exclusion criteria

Inclusion criteria included adults 18 years or older who spoke English or Spanish and were 

the primary caregiver of a child between seven and 11 years of age who met criteria for a 

DBD as measured by the Disruptive Behavior Disorders Rating Scale (Pelham et al, 1992). 

Caregivers were excluded if they manifested a significant cognitive impairment that would 

interfere with understanding the informed consent process, or if they had emergency 

psychiatric needs requiring services beyond those provided within an outpatient setting. 

Caregivers were also excluded if children resided in foster care or their legal guardian could 

not provide formal consent.

Procedure

After eligibility was confirmed, participants were assigned to the Multiple Family Group 

(MFG) experimental condition (n=225) or services as usual (SAU) control condition (n=95). 

Using a 2:1 allocation ratio block design, six to eight families were recruited to the 

experimental condition, while three to four families were assigned to the control condition. 

Because conditions can be populated quickly and efficiently, block comparison designs like 

the one utilized in this study are frequently employed for health services trials with logistical 

constraints (Goodwin et al., 2001). To reduce bias in assignment, decisions regarding 

condition assignment were managed by project coordinators who did not have contact with 
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potential participants. Additionally, research staff and investigators were blind to youth and 

family profiles during allocation.

Description of the intervention and comparison condition

4Rs 2Ss Multiple Family Group—The 4Rs’ and 2Ss’ Multiple Family Group (MFG): 
MFG is a manualized, time-limited (16 weeks, 90–120 minutes per session) mental health 

service that targets school-age, urban children (seven to 11 years) meeting diagnostic criteria 

for ODD or CD and their families, including adult caregivers, and siblings over six years of 

age. MFG, led by licensed clinical social workers, typically involves six to eight families, 

and at least two generations of a family are present in each session. MFG integrates essential 

practices of behavioral parent training and family therapy as well as factors known to affect 

service utilization, translated into six core intervention components known as the 4Rs and 

2Ss: Roles, Responsibilities, Relationships, Respectful communication, Social support, and 

Stress (see Chacko et al, 2015, Gopalan et al., 2014 for a full description of MFG services). 

Participants in the MFG condition were not restricted from also obtaining other services 

within the participating site (e.g., medication management). In addition, MFG attendance 

was relatively high despite the 16-week duration of the intervention and the risk factors for 

poor engagement in socioeconomically disadvantaged communities (Gopalan, Goldstein, 

Klingenstein, Sicher, & McKay, 2010. Specifically, 59% of participants in the MFG 

condition attended all sessions (SD = 7.55%).

Services -As-Usual (SAU)—In this treatment condition, participants only received any 

service typically provided by the participating site. This included medication management, 

case management, as well as individual/family/group therapy (see Chacko et al, 2015, 

Gopalan et al., 2014 for a full description of SAU services).

Measurement

Demographic characteristics were collected via a general sociodemographic questionnaire 

used in prior studies that assessed familial factors (e.g., child and caregiver age, gender, race/

ethnicity, and family income). Family (parental stress) and child (oppositional defiant 

behavior) outcomes, along with satisfaction with treatment were evaluated in the current 

study.

Parenting stress in the parent-child system was assessed using the Parenting Stress Index-

short form (PSI 3rd Ed.; Abidin, 1995). Parents with children 11 years old and younger 

completed a 36-item questionnaire with response options ranging from one (strongly 

disagree) to five (strongly agree). Possible scores on the PSI full scale (PSI) range from 36 

to 180 with higher scores indicating increased levels of parent stress. Good internal 

consistency was found with all five subscales at baseline and post-test. Cronbach’s alphas at 

baseline and post-test were .91 and .94, respectively. In the current study, 69% of caregivers 

demonstrated clinically significant scores (≥90) on the PSI at baseline.

Child oppositional defiant behaviors were measured using the Iowa Connors Rating Scale–

Oppositional/Defiant Subscale (IOWA CRS OD). The IOWA CRS OD subscale 

(Waschbusch & Willoughby, 2008) is completed by parents and is a widely used brief 
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measure of oppositional defiant behavior in children. The IOWA CRS includes items 

evaluated using a 4-point Likert-type scale with the following rating categories: not at all (0), 

just a little (1), pretty much (2), and very much (3). Cronbach’s alphas at baseline and post-

test were .80 and .86, respectively.

Satisfaction with treatment was measured using the Metropolitan Area Child Study (MACS) 

process measures program satisfaction subscale (Tolan et al., 2002). The MACS is a self-

report measure of treatment process completed by parents rated on a scale from 1 to 4: not at 

all (1), just a little (2), somewhat (3), and very much (4). Fourteen items specifically ask 

about parents’ opinions about helpfulness of groups, the importance of therapy for families, 

and family improvements as a result of treatment. Scores for the program satisfaction 

subscale range from 14–56 with higher scores indicating greater treatment satisfaction. The 

Cronbach’s alpha at post-test was .92.

Data analysis

The data were analyzed using Structural Equation Modeling (SEM) with Mplus using a 

robust (Huber-White) maximum likelihood algorithm to deal with nonnormalty and variance 

heterogeneity. Missing data, though minimal, was present and was treated using Full 

Information Maximum Likelihood (FIML) methods. The fit of the SEM model was 

evaluated using both global (chi square, CFI, standardized RMR, RMSEA) and focused 

(standardized residuals and modification indices) fit indices. Endogenous variables 

independently included change scores of the PSI and IOWA CRS OD from baseline to post-

test. The MACS satisfaction with treatment subscale at post-test served as the exogenous 

variable representing therapeutic process factors. The following were covariates: parent age, 

treatment condition (MFG vs. SAU), and baseline levels of parental stress (PSI) and child 

oppositional defiant behaviors (IOWA CRS OD) independently. In addition, potential 

interaction effects of treatment condition and parent age were modeled.

Preliminary analyses

Preliminary analyses examined differences in parent age, parent stress, and child 

oppositional defiant behaviors by treatment condition independently. Overall, MFG 

caregivers were significantly younger than SAU caregivers (t = −2.29, df = 308, p = .020). 

At baseline, there were no significant differences in levels of stress (PSI) or child 

oppositional defiant disorders (IOWA CRS OD) between treatment groups (MFG vs. SAU). 

At post-test, participants in the SAU condition reported marginally significantly higher 

levels of stress (M = 9.01, SD = 3.80) as compared to the MFG condition (M = 7.74, SD = 

3.74; t = −1.78, df = 165, p = .07). In addition, SAU condition participants at post-test 

reported significantly greater levels of child oppositional defiant disorders (M = 94.46, SD = 

21.55) as compared to MFG participants (M = 88.88, SD = 24.40; t = −2.47, df = 148, p = .

014). Among the full sample (regardless of treatment condition), there were significant 

improvements in PSI (t = 4.51, df = 210, p = .000) and IOWA CRS OD (t = 3.69, df = 203, p 

= .000) scores from baseline to post-test. Thus, change scores from baseline to post-test were 

used as endogenous variables independently from baseline to post-test to represent 

improvements across time.
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Results

Table 2 presents means and SDs for family and child outcomes at baseline and post-test. The 

mean change scores from baseline to post-test were 6.12 (SD= 19.70) for the parent stress 

(PSI) and .97 (SD= 4.02) for child oppositional defiant behaviors (IOWA CRS OD). 

Furthermore, change scores for the PSI (t = 2.93, df = 159, p = .004) and IOWA CRS OD (t 

= 2.76, df = 140, p = .007) among MFG participants were greater as compared to SAU. The 

mean score for the MACS satisfaction with treatment subscale at post-test was 34.84 (SD = 

5.13). There were no significant differences in MACS satisfaction between treatment 

conditions (MFG vs. SAU).

The two main effects models that focused on satisfaction with treatment (MACS) was 

predictive of parental stress (PSI) and child oppositional defiant behaviors (IOWA CRS OD) 

independently. For the PSI change scores representing improvements in parent stress from 

baseline to post-test, the global fit indices all pointed towards good model fit (Chi square of 

5.188 with df = 3 yielded p-value = 0.1585; CFI = 0.95, RMSEA = 0.055, p-value for close 

fit = 0.367, standardized RMR = 0.037). Examination of focused fit indices (standardized 

residuals and modification indices) revealed no theoretically meaningful points of stress on 

the model.

Figure 1 presents the unstandardized parameter estimates for the first main effects model, 

with margins of error in parentheses. The path coefficient for the MACS was statistically 

significant (p<.01). For every one-unit increase in parents’ report of satisfaction with 

treatment, parental stress change from baseline to post-test was found to increase on average 

by 1.05 units (p = 0.001) holding parent age, treatment condition, and baseline level of 

parent stress constant. Further, satisfaction with treatment accounted for 24% of the variance 

in parental stress improvements across time holding all covariates constant.

For the IOWA CRS OD change scores representing improvements in child oppositional 

defiant behaviors from baseline to post-test, the global fit indices all pointed towards good 

model fit (Chi square of 3.077 with df = 3 yielded p-value = 0.3799; CFI = 0.999, RMSEA = 

0.010, p-value for close fit = 0.612, standardized RMR = 0.029). Examination of focused fit 

indices (standardized residuals and modification indices) revealed no theoretically 

meaningful points of stress on the model.

Figure 2 presents the unstandardized parameter estimates for the second main effects model, 

with margins of error in parentheses. The path coefficient for the MACS was statistically 

significant (p<.05). For every one-unit increase in parents’ report of satisfaction with 

treatment, child oppositional defiant behavior change from baseline to post-test was found to 

increase on average by .11 units (p = 0.023) holding parent age, treatment condition, and 

baseline level of child oppositional defiant behaviors constant. Further, satisfaction with 

treatment accounted for 31% of the variance in child oppositional behavior improvements 

across time holding all covariates constant.

Since all caregivers may not have entered the study with clinically pertinent needs, it was 

important to preform supplemental analyses to examine differences in child disruptive 

behaviors, satisfaction with treatment, and parental stress improvements (change score from 
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baseline to post-test) by clinical significance status. There were no between group 

differences in child oppositional defiant behaviors among caregivers who had clinically or 

non-clinically significant PSI scores at baseline (t = −.901, df = 163, p = .369). Significant 

only at the .10 level, there was a trend in differences in satisfaction with treatment between 

caregivers who presented at baseline with clinically significant and non-clinically significant 

levels of stress (t = 1.69, df = 152, p = .093). Lastly, improvements in parental stress over 

time was significantly different for caregivers with clinically significant as compared to non-

clinically significant PSI levels at baseline. As a result, the potential moderator of clinical 

significance status in the relationship between satisfaction and improvements in parental 

stress was tested using Marsh et al.’s (2004) strategy in SEM; however, there was no 

significant interaction effect.

Discussion

The purpose of this study was to examine the relationships between caregiver treatment 

satisfaction and child and parent-level outcomes amongst children and families of color who 

are at high risk for the onset and perpetuation of DBDs and parental stress. To our 

knowledge, this is the first study to both focus on ethnic minority families and independently 

examine the impact of treatment satisfaction upon parent emotional health.

Several findings warrant comment. First, we found that satisfaction with treatment was 

significantly associated with reductions in problematic child behaviors and parent stress, and 

that parent stress improved independent of child behavior. Despite finding no significant 

difference in MACS satisfaction between treatment groups at post-test, it was evident that 

significant differences were found in child oppositional defiant disorders at post-test and 

marginally significant differences for parental stress at post-test when comparing the two 

treatment groups independently. Moreover, families involved in the multiple family group 

intervention and those who received services as usual evidenced differing benefits in child 

behavior and parent stress.

These findings support previous research that shows parental expectancies are powerful 

mechanisms of treatment outcomes for children (e.g., Rey et al., 1999), and is concordant 

with a wide literature that documents the importance of parents in child mental health 

services, and specifically parental perceptions, beliefs, and attitudes about care. It also 

extends current knowledge in that satisfaction with the child’s treatment was associated with 

significant reductions in parental-level outcomes. These findings are particularly critical 

given there is a lack of knowledge regarding how treatment satisfaction impacts outcomes 

amongst ethnic minority families, and that children of color living in poverty-impacted 

communities demonstrate the highest need for mental health services, yet display the lowest 

rates of service use.

A second finding of note is that approximately 70% of the sample evidenced clinically 

significant levels of stress at baseline. This finding is not surprising considering caregivers 

living in poverty experience enormous stressors that affect their emotional health, including 

chaotic communities, substance abuse, criminal activity and violence, and scarce resources 

(McKay & Bannon, 2004) not to mention the demands of caring for a child with mental 
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health needs. The finding that almost three-quarters of the sample evidenced high stress 

levels speaks to the need to attend to the emotional health of caregivers within the context of 

the child’s treatment, and echoes calls to integrate child and parent mental health services 

(Acri & Hoagwood, 2015). At a minimum, detection for caregiver emotional health risks 

such as depression and stress should be standardized whenever a child presents for mental 

health services; optimally, co-locating child and adult mental health services would be one 

of the more effective ways to address unmet parental mental health needs, particularly given 

passive referrals to services are largely ineffective (Acri & Hoagwood, 2015). Although 

considerable barriers to linking child and parent mental health services have been cited, such 

as separate funding streams and treatment systems, (Blanch, Nicholson, & Purcell, 1994; 

Mason & Subedi, 2006). Not addressing the emotional health of parents has potentially 

serious, deleterious implications for families. While not every parent will be in need of 

mental health care, this study shows that families of color living in low-income communities 

are at particularly high risk of unmet need, and thus parental health should be part of the 

assessment and treatment plan for children with behavior problems.

Limitations

In light of these findings, the study has several limitations suggesting the need for 

replication. Although attention was placed on reducing selection bias, the assignment to 

treatment condition was not randomized. Importantly, however, there were no differences 

between the two treatment conditions in treatment satisfaction at post-test or parental stress 

and child disruptive behavior disorders at baseline and post-test. As for demographic 

characteristics at baseline, significantly more caregivers in the experimental group (MFG) 

were mothers, married, and younger as compared to the control group (SAU). While there 

were no clinical differences related to the study outcomes, it is important to consider the few 

demographic differences between groups when interpreting findings.

In addition, treatment satisfaction was only collected from caregivers who completed 

treatment, which may suggest that those dissatisfied with services dropped out from 

treatment. Future research is needed in which satisfaction is assessed from families that do 

not complete treatment in order to discern whether it is dissatisfaction or other factors that 

were responsible for dropout.

Lastly, we did not assess for child satisfaction with services. Future research could benefit 

from assessing satisfaction from both the child and parents, to determine if child 

expectancies have a similar effect upon treatment outcomes. Additionally, future research 

should investigate the potential prediction of caregiver stress and child disruptive behaviors 

from treatment satisfaction.

In close, this study is a promising first step for understanding the relationship between 

parent satisfaction with their child’s treatment, child outcomes, and caregiver emotional 

health among high-risk families of color. The implications of this study suggest that 

caregiver expectancies are important to the treatment process and may be enhanced through 

collaborative research methodologies that involve families in the development of treatment 

approaches for children, and that these treatments should optimally assess and address 

caregiver emotional health for the benefit of the entire family.
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Key Practitioner Message

• Parental expectancies, including treatment satisfaction, are shown to 

positively impact their child’s treatment engagement and lead to more 

positive child outcomes.

• Our research addresses a gap in the literature on treatment satisfaction 

among poverty impacted families of color and looks at both child and 

parent outcomes

• Out findings show that parental expectancies, including treatment 

satisfaction, are powerful mechanisms of treatment outcomes for 

children with DBDs as well as parental emotional health.

• Clinical practice and future research should aim to maximize 

acceptability, relevance and quality of services for poverty impacted 

children and families of color.
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Figure 1. 
Structural main effects model for parental stress
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Figure 2. 
Structural main effects model for child oppositional defiant behaviors
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