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Abstract

Approximately one third of early childhood pupils in Ghana are struggling with meeting basic 

behavioral and developmental milestones, but little is known about mechanisms or factors that 

contribute to poor early childhood development. With a lack of developmental research to guide 

intervention or education program and policy planning, this study aimed to address these research 

gaps by examining a developmental mechanism for early childhood development. We tested a 

mediational mechanism model that examined the influence of parental wellbeing on parenting and 

children’s development. Two hundred and sixty-two Ghanaian parents whose children attended 

early childhood classes (nursery to 3rd grade) were recruited. Data were gathered through parent 

interviews and Structural Equation Modeling was utilized to examine pathways of the model. 

Results support the mediational model that Ghanaian parents’ depression was associated with less 

optimal parenting, and in turn greater child externalizing behavioral problems. This study adds 

new evidence of cross cultural consistency in early childhood development.
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INTRODUCTION

Early experiences are formative for future development and health, as early experiences 

shape the architecture of the developing brain and healthy behaviors in ways that have 

lasting consequences into childhood and adulthood [1]. Young children require substantial 

support from their caregivers to develop a broad array of behaviors and social skills, which 

form the foundation for all other aspects of children’s functioning, from forming good health 

habits, meaningful relationships and friendships, and successfully adapting to school, family 

and community life. Despite the importance of promoting early childhood development, 
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such research is limited in many low-and middle-income countries (LMICs). In Ghana, 

where this study took place, national efforts have been made over the past few years to 

expand a two-year free and compulsory pre-primary education, which has led to Ghana 

having one of the highest preschool enrollment rates (68%) among LMICs [2]. However, 

approximately 33% of early childhood pupils continue to struggle with meeting basic 

behavioral and developmental milestones, including following directions, working 

independently, avoiding distraction, getting along with others, and avoiding aggression [3]; 

and 4% to 27% of school-aged children had mental health problems (i.e., 18% with 

abnormal problem, 27% with emotion problem, 23% with conduct problem, 4% with 

hyperactivity using Strengths and Difficulties Questionnaire) [4]. However, little research 

has been conducted to understand mechanisms for poor early childhood development. 

Therefore, domains of familial contextual factors (e.g., parental wellbeing, socioeconomic 

characteristics, support resources) and parenting (e.g., beliefs, involvement in education, 

social emotional support, behavioral management) that are critical to early development 

remain unknown. This study aimed to address this literature gap by examining the role of 

parental wellbeing in parenting, and in turn in child development to better understand the 

mechanisms for promoting healthy development in young Ghanaian children.

Parenting Research in Ghana

Parenting research in Ghana is limited and has not focused on early childhood. Prior to 

1990, most research was conducted from anthropological perspectives and largely focused 

on social parenthood, child fosterage, and parenthood in patriarchal societies, which are 

deeply embedded in Ghanaian family system and cultural contexts [5–7]. Similar to other 

African cultures and family systems, many Ghanaian adults value a patriarchal system 

whereas the father or eldest male in the household usually hold the power for decision-

making, including decisions regarding child rearing. Biological parents in Ghanaian families 

play major roles in child upbringing, but other adults can also play important roles in 

parenting (social parenthood). Social parenthood endorses that every adult of reasonable age 

in households or communities can make an input in how the child of another is raised and 

this may include disciplining the child if he/she is caught misbehaving [8]. This arrangement 

of family life has changed over time because of globalization, migration and urbanization 

[9]. There is also a growing number of single families and women headed households, and 

weakening of authority/power of fathers and male traditional leaders in families [8]. 

However, whether parenting and child developmental theories derived from Western cultures 

can be applied to modern Ghanaian parenthood contexts remain to be tested.

Recent parenting research in Ghana has focused more on characterizing Ghanaian families’ 

parenting practice patterns and examining Western parenting constructs and their 

associations with child outcomes in Ghana. Studies have found that parenting in Ghana 

largely fit into the authoritarian parenting style, characterized by high degree of control and 

low levels of warmth [8]. However, there is also a shift in parenting style over time and 

across generations. Younger generations of parents who are also resident in urban areas are 

more likely to practice an authoritative parenting style, where there is a fair balance between 

warmth, parental control and disciplinary strategies [10, 11]. In addition, studies also 

reported a low to medium level of learning support/engagement at home provided by 
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Ghanaian parents. For example, only 33 percent of Ghanaian parents read to their young 

child in the previous three days (compared to 54% in all LMICs and 83% in the United 

States), which placed Ghanaian parents’ engagement ranking in the 12th place relative to the 

28 LMICs included in the study [3, 12]. Low parental engagement might explain why one-

third of young Ghanaian children struggle with meeting basic developmental milestones (as 

described above) [3].

In parenting and child development research, a few studies have been conducted. Most have 

focused on Baumrind’s parenting styles (i.e., authoritative, authoritarian, permissive; [13] 

and have examined the relationships between parental warmth/acceptance/ nurturance, 

autonomy support, restriction/control, structure, and wellbeing on child development [14–

16]. Overall, these studies have supported generalizability of Western constructs/theories to 

Ghanaian contexts. For example, studies have found higher parental structuring of child 

activities in Ghanaian families was related to higher children’s cognitive competence, higher 

parental autonomy support was related to fewer child depressive symptoms and higher 

motivation and engagement in school, and higher parental control and more use of 

authoritarian parenting style were associated with poorer child regulation around school 

work and lower academic engagement [15]. In addition, parental wellbeing (e.g., depression, 

anxiety, HIV/AIDS) was associated with lower parenting stress [16] and fewer problem 

behaviors in children [4]. Unfortunately, most parenting studies were focused on school-

aged children and adolescents. We have not identified published studies focused on early 

childhood parenting and child development.

The Present Study

Building on the existing literature, the current study investigates the links between parental 

wellbeing, parenting, and early childhood pupils’ outcomes in Ghanaian families. This study 

was guided by the Family Stress Model [17–20], which posits that level of parental and 

environmental-related stress influences quality of parenting, which impacts child outcomes. 

We examined three domains of parental wellbeing (depression, health, and perceived social 

support), seven domains of parenting (including positive and negative domains of parenting 

that are commonly studied in parenting research), and five domains of child development 

(including social competence, common domains of behavioral problems, and overall health).

METHODS

Participants

Study participants included 262 Ghanaian parents whose children attended early childhood 

classes (pre-primary to 3rd grade). Children were not the subject of this study. Parents in this 

study were defined as biological birth parents or non-birth adult primary caregivers who 

lived with target children and played a major caregiver role. Non-birth adult primary 

caregivers were chosen because of the widely accepted practice of social parenthood that 

sometimes arises from the biological parents not being actively involved in the children’s 

lives (due to parental health or different living arrangements).
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The mean age of parents was 38.23 years (SD = 8.12 years, range 18 to 69 years) and the 

majority were female (64%). About one fifth of parents (22%) were single, 88% were 

employed, 64% identified as the child’s mother (25% fathers, 3% grandparents, and 8% 

relatives), and 34% had educational attainment of primary school or less and 66% secondary 

or higher. Most families (87%) were Christian (10% Muslim, and 3% Catholic) and, on 

average, had 2.92 children (SD = 1.50) and 5.43 (SD = 2.06) household members. Children 

were on average 6.83 years old (SD = 1.56 years, range 3 to 10 years), 51% were boys, and 

all were enrolled in Nursery to Primary 3 in Accra, the capital city of Ghana.

Procedure

Participants were recruited between March and August 2016 from 10 schools in diverse 

communities of Accra. Parents of children enrolled in Nursery to Primary 3 were eligible for 

the study and primary schools were identified through a regional school list. About 25 

families from each school were randomly selected and recruited through introduction of 

school staff. Eligible primary caregivers who agreed to participate were provided with oral 

or written informed consent. For parents who were literate, a written consent was given, and 

a signed consent form was documented. For parents who were illiterate, an oral consent was 

given, and a literate witness (e.g., research staff, community guide) signed the consent form 

on behalf of the participant, which was then documented. After consent, parents were 

scheduled for an interview in their children’s school by a trained bachelor or master-level 

social science researcher. Consents and interviews were conducted in English (52%; the 

official language in Ghana schools), Akan (42%; the primary local language), or Ga (6%) 

based on parents’ preference. The Akan and Ga versions of measures were translated and 

back-translated, and a team review approach was used to resolve any discrepancies between 

the versions [21]. Children did not participate in the evaluation. The study procedures and 

method of consent were approved by the Institutional Review Board of the College of 

Humanities, University of Ghana (IRB number: ECH 007/15-16) and NYU School of 

Medicine (IRB number: i15-00812).

Measures

Measures included in this study have demonstrated to be reliable and valid with Ghanaian 

population. Scale reliability (assessed using internal consistency Cronbach’s Alpha/α based 

on our current study sample) and validity (associations of study constructs; see Table 1) for 

all study measures are reported below.

Parental Wellbeing—Three self-report measures were used to assess parental wellbeing. 

Parental Depression was assessed using the Patient Health Questionnaire (PHQ-9; 10 items; 

α =.85), a brief depression screening measure that has been widely used and validated in 

many countries [22–24]. Parents rated 9 symptom items on a 4-point scale (0 = not at all; 3 = 

nearly every day). The scale also includes an overall functioning rating that evaluates the 

level of functional impairment (0 = not at all difficult to function, 3 = extremely difficult to 

function). A total score was created for 9 symptom items, which was used for analyses. 

Social Support (4 items; α =.96) was evaluated using the Multidimensional Scale of 

Perceived Social Support [25]. The scale evaluates perceived support for comfort, sharing 

emotion, and needing help on a 5-point scale (1=strongly disagree, 5= strongly agree). 
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Parental health was assessed based on parent perception of overall health, physical health, 

and quality of life (3 items; α =.89 for the study sample) on a 5-point scale (1=poor, 5= 

excellent).

Parenting—Five parent self-report measures were used to assess seven areas of parenting. 

Constructs that had been identified as significant predictors for child development in the 

Western and cross cultural literature (including research based on Africa, Asian and diverse 

ethnic populations) were targeted [26–30].

The Responses to Children and Emotion Questionnaire (RTCE; [31] was used to assess 

parent emotion socialization practices. Parents were asked to rate how often they used 

different socialization strategies (i.e., punish, neglect) in response to child negative emotions 

(i.e., sad/feeling down, angry/feeling frustrated) on a 5-point scale (1 = not at all like me; 5 = 

a lot like me). For this study, the summary scores of Discouragement of Emotional 
Socialization (10 items, combine punish and neglect of sadness and anger, α = .84) was 

used. The Parent-Child Relationship Scale [32] measures Conflicted Parent-Child 
Relationship (12 items; α =.90; e.g., child and I always seem to be struggling with each 

other) on a 5-point scale (1 = definitely does not apply; 5 = definitely applies). Attitude 
About Corporal Punishment scale (3 items; α = .93) assesses parents’ attitude toward 

corporal punishment (e.g., in order to bring up a child properly, you need to physically 

punish your child) on a 5-point scale (1 = strongly disagree, 5 = strongly agree) [26] .

The ISPACN Child Abuse Screening Tool- Parent Version (ICAST-P) was used to assess 

parents’ use of discipline practices, especially harmful forms of child discipline [33]. It has 

been applied in six countries and translated into seven languages, and has demonstrated 

adequate psychometric properties [33]. Parents were asked to rate 26 discipline practices on 

a 7-point scale (0=never in my life, 1= not in the past year, but it has happened before, 2= 

1-2 times a year, 3=several times a year/3-5 per year, 4=monthly or bimonthly/6-12 per year, 

5=several times a month/13-50 per year, 6= once a week or more often/more than 50 per 

year). Three subscales, Mild Physical Discipline (10 items, α =.67), the Severe Physical 
Discipline (6 items; α =.71) and Psychological Discipline (9 items, α =.63) were used.

Parent Involvement in Education was assessed using 2 items. Parents were asked to rate how 

often they help their child with school-type activities (e.g., reading or discussing a story 

together, working on a project together) on a 7-point scale (1 = never, 4 = a few times per 

month, 7 = everyday). They were also asked to rate the number of total hours they help their 

child with any education related activities (e.g., spend time talking about school activities, 

doing homework, reading together) in the last two school days (1 = less than 0.5 hour, 4 = 

1.5 - 2 hours, 7 = 3 or more hours). The two items were correlated (r = .51, p <.001); 

therefore, we combined the items into one scale (α =.67).

Child Functioning—Three tools were used to assess child health and development. The 
Social Competence Scale (12 items; e.g., “shares things with others,” “copes well with 

failure”; α = .88; [34, 35] evaluates children’s positive social behaviors, including emotion 

regulation, prosocial behaviors, and communication skills. Parents were asked to rate how 

well the statements describe their child on a 5-point scale (0 = not at all to 4 = very well).

Huang et al. Page 5

Child Psychiatry Hum Dev. Author manuscript; available in PMC 2019 October 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Child Health was measured with two global items. Parents were asked to rate their overall 

perception of their child’s health on a 4-point scale (1 = poor health; 4 = very good or 

excellent health) and their perception about their child’s tendency to get physical illness on a 

3-point scale (1 = certainly true, 3 = not true). Both items are highly related (r = .67); 

therefore, we created a sum score. A higher score indicates better health.

The Pictorial Pediatric Symptom Checklist (PPSC) [36–39], a pictorial version of PSC that 

contains pictorial description in addition to written text, assesses early symptoms of 

behavioral problems. Parents rated how well each statement describes their child on a three-

point scale from 0 (never) to 2 (often). The measure has shown to have adequate internal 

consistency and concurrent validity (associated with Child Behavioral Checklist in expected 

ways [36, 40, 41]. For this study, three problem scales and the total problem scale were used

— Internalizing Problems (5 items; α =.73; e.g., “Feels sad, unhappy” and “Worries a lot”), 

Externalizing Problems (7 items; α =.69; e.g., “Fights with other children” and “Teases 

others”), Attention Problems (5 items; α =.71; e.g., “Distracted easily” and “Act as if driven 

by a motor”), and Total Problems (17 items; α =.77). A screen can be considered positive 

based on total and domain cut off scores recommended by Blucker et al [42]. Positive 

screens are determined by a total score > 14, an internalizing score > 4, an externalizing 

score > 6, or an attention score > 6. A positive screen suggests that a child is at-risk and 

warrants follow-up to determine potential diagnosis and treatment recommendations.

Inter-correlations among key study constructs are presented in Table 1. Inter-correlations 

within domains (i.e., parental wellbeing, parenting, child outcomes) and across domains 

were in expected directions, suggesting support of concurrent and construct validity of study 

measures for use in Ghana. For example, three parent discipline subscales were positively 

related to parent discouragement of emotion socialization (r=.25-.35, p <.001). Also, mild 

physical abuse and psychological abused were positively associated with parent belief about 

use of corporal punishment (r=.32-.35, p <.001) and conflicted parent-child relationship (r=.

37-.43, p <.001).

Demographics—To consider potential confounders, parent and child gender (0=female, 

1=male), parental education (0=primary or less, 1=secondary or higher), employment status 

(1=yes, 0=no), and number of children at home were included in analyses as covariates.

Analyses

To study the relationships between parental wellbeing, parenting, and child behavioral and 

physical health, we utilized Structural Equation Modeling (SEM), allowing for (a) path 

analysis of the model in its entirety including mediating mechanisms, (b) correlations 

between all model variables within each domain (parental wellbeing, parenting, child 

behavioral and physical health); and, (c) adjustment for potential confounders (i.e., parent 

and child gender, education, employment, and number of children in the home). Mplus 7 

was used for SEM with robust Huber-White estimation algorithms to address nonnormality 

and variance heterogeneity in addition to use of Full Information Maximum Likelihood 

(FIML). The fit of the SEM models were evaluated using chi-square (χ2 > .05 or χ2/df ratio 

Huang et al. Page 6

Child Psychiatry Hum Dev. Author manuscript; available in PMC 2019 October 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



less than 3.0), root mean square error of approximation (RMSEA < .08), and comparative fit 

index (CFI > .95) [43].

RESULTS

Parental Wellbeing and Associations with Parenting and Child Functioning

Means, standard deviations, and inter-correlations of variables pertaining to parental well-

being, parenting, and child behavioral and physical health are shown in Table 1. Using the 

cut-offs recommended by Blucker et al. [42], approximately 10% of the study children were 

at-risk for mental health problem (with 13% at-risk for attention problem, 5% at-risk for 

internalizing problem, and 16% at-risk for externalizing problem). For children from high 

risk communities, prevalence of their mental health problem was higher than children from 

normal communities (high vs. low risk: 14% vs. 6% for total problems and 9% vs. 2% 

Internalizing problems, ps<.05). These findings were somewhat comparable to the findings 

based on sub-Saharan African child populations (which estimated 3% to 29 % of children 

with problem behaviors using non-PPSC measures)[44].

To test the mediational mechanisms (examining whether the influence of parental wellbeing 

on child health/development is through parenting mediators), adjusted SEM was carried out. 

Figure 1 presents the standardized path coefficients for the significant paths and the R2 

values for each endogenous variable (parenting, and child functioning). Overall, we found a 

support of the mediational model. Global fit indices of the SEM model pointed to good 

model fit (χ2 (23) = 38.02, p = .03; χ2/df ratio= 1.6; CFI = .98, RMSEA = .05; 95% CI: .

02, .08). Furthermore, focused fit indices (standardized residuals and modification indices) 

revealed no theoretically meaningful points of stress on the model. Parental depression and 5 

parenting constructs explained 12-30% of the variance in child behavioral and physical 

health outcomes. Findings indicated that heightened parental depression is significantly 

associated with increased discouragement of negative emotion, severe and mild physical 

abuse, and psychological abuse. Greater mild physical abuse was associated with increased 

attention and externalizing problems of the children, and greater psychological abuse was 

associated with increased attention problems of the children.

Joint significant tests (i.e., Sobel tests) were further carried out to test significant mediational 

chains for the paths that showed significant associations between parental wellbeing and 

parenting, and between parenting and child outcomes [45]. We found trend mediational 

paths for parental depression → mild physical abuse → child externalizing problems and 

attention problems, Sobel test = 1.81, p = .070 for externalizing problem and Sobel test 

=1.75, p = .08 for attention problem, respectively. Additionally, we found significant 

mediational paths for parental depression → psychological abuse → child attention 

problems, with Sobel tests = 2.11, p = .03.

Although parental wellbeing was not associated with parent-child conflict, several parenting 

domains, such as belief of using corporal punishment and parental involvement in child’s 

education, were related to child outcomes in expected ways. We found that greater conflicted 

relationship and belief in using corporal punishment were associated with lower child social 

competence and more externalizing and attention problems. High parent-child conflict was 
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also associated with more child internalizing problem and poor overall health. Similarly, 

high parental involvement in child’s education was associated with better child health.

DISCUSSION

This study extends the parenting literature in Ghana and studies the influence of parental 

wellbeing and parenting contexts on young children’s development. This study is unique in 

that there is a focus on early childhood and an investigation of multiple domains of 

parenting, caregiver wellbeing, and child development that are commonly targeted in early 

childhood interventions and child development research. In addition, we tested a Family 

Stress Model that is highly relevant to LMIC contexts and are contributing to understandings 

of whether the developmental theory developed from Western perspectives is generalizable 

to Ghana contexts. This study is also one of the few studies that examine parenting and early 

childhood development specifically in low-and middle-income African countries.

Consistent with the Family Stress Model and findings reported in high income countries, 

Ghanaian parents’ depression was associated with negative parenting (including practice of 

more abusive parenting) and in turn increased risk of poor child behavioral health. Similar to 

other parenting research, we also found parent-child conflict, belief of using corporal 

punishment, and parental involvement in child’s education to be related to child physical and 

mental health outcomes in expected ways. Findings suggest cross-cultural consistency 

regarding developmental mechanisms for optimal child development [26, 46, 47], and 

suggest that existing evidence-based early interventions and parenting interventions 

developed from high-income countries [29, 48] might be applicable to Ghanaian families.

Although most of the significant paths identified in the SEM model were consistent with the 

literature, there were two exceptions. In the model, we did not find expected associations 

between parent emotional socialization and child outcome measures as suggested in the 

literature [46, 49], yet in the zero-order correlation results, we found that high parental 

discouragement of negative emotion, including punishment and neglect of sadness and 

anger, is associated with high externalizing problem and poor overall health. It is likely that 

discouragement of negative emotion overlapped with other parenting constructs, such as 

psychological abuse (r= .34 in this study sample), low parental involvement (r=.23), and 

parent-child conflict (r=.19); and after adjusting for other parenting constructs, 

discouragement of negative emotion may play a less important role in child development. In 

addition, we did not find expected associations between severe physical abuse and child 

outcome measures in the model or in the zero-order correlations [50]. This may have been 

due to low rates of severe abuse observed/reported in our community sample.

In light of the findings, there are some limitations worth noting. First, we cannot exclude the 

potential for reverse causality because this was a cross-sectional study design. In addition, 

the measures were based solely on single parental self-report, and parent self-report on only 

global items of child health. There is a lack of alternate/secondary caregiver ratings of child 

behaviors. Estimation bias due to a single information source cannot be excluded, and 

caution for the interpretation of the results is warranted. Furthermore, the subsamples of 

families (e.g., small sample for mothers, fathers, and non-birth caregivers, representing n = 
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167, 65, and 30 respectively) were not large enough to test mechanisms separately by 

subgroups, particularly to better understand roles of male and female caregivers in 

patriarchal African societies. Future studies should apply larger samples to explore 

differential impacts of mothers and fathers in child development.

Clinical Implications

Findings from this study have implications for prevention and the development and adoption 

of existing evidence-based interventions for Ghanaian children and families. Specifically, 

this study identified multiple stressors (e.g., parental depression, poor health, and low social 

support) and risk factors (e.g. conflicted parent-child relationship, low parental involvement, 

discouragement of sad and anger negative emotion expressions, and physical and 

psychological abuse) are related to poor child health and mental health. Findings imply that 

existing evidence-based family interventions that effectively engage parents and targeted 

these family and parenting risks may hold promise for the prevention of mental health 

problems and promotion of healthy development in Ghanaian children. For example, 

programs such as ParentCorps [15, 26, 28, 51], Positive Parenting Program (Triple P) [52, 

53], and the Incredible Years (IY) [54–57] have been successfully implemented and 

demonstrated intervention effectiveness on parenting and child mental health in both 

developed and developing countries may be promising for implementation with high-risk 

Ghanaian children and families. In addition, given low rate of Ghanaian parents’ 

involvement in early childhood education (i.e., only 33% read to their young child in the 

previous three days compared to 83% in developed country/US) [3], additional strategies 

may need to be developed in order to promote Ghanaian parents’ positive attitude and 

involvement in early childhood care.
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SUMMARY

Most developmental theories, parenting constructs, and early childhood interventions 

have been developed based on samples from high-income countries, and have not been 

validated in most African populations. Given high rates of poor early childhood 

development in LMICs, it is critical to better understand mechanisms to inform parenting 

interventions. This study addresses gaps in the literature and adds new evidence and 

understandings of parenting and early childhood development literature in LMIC 

contexts. Specifically, this study found that multiple parenting constructs developed from 

high-income countries are generalizable to Ghanaian contexts (e.g., demonstrated to have 

adequate reliability and validity). The Family Stress Model and mediational mechanisms 

(the link between parental wellbeing and child outcomes is mediated through parenting) 

are also supported in Ghanaian families. Our findings have implications for prevention 

and the development and adoption of existing evidence-based programs for Ghanaian 

children and families. Future research may focus on how to adapt existing evidence-based 

interventions to fit local community contexts and service settings.
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Figure 1. Structural Equation Modeling for Association among Parental Wellbeing, Parenting, 
and Child Functioning
Note. Model controlled for parent gender, education, employment, child gender, and number 

of children at home. Standardized path coefficients and standard errors (in parentheses) are 

presented. A dash path indicates a negative association. Paths that did not reach significance 

are not shown in this figure. * p < .05 ** p < .01 *** p < .001
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