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Abstract

Despite extensive research supporting the efficacy of certain youth mental health
treatments over others, actual use of these interventions in everyday clinical practice continues to
be low. Most dissemination and implementation efforts to date have focused on increasing
utilization of evidence-based interventions with treatment providers. However, a promising
complementary approach in this area is to increase awareness of and demand for such services
by directly targeting consumers, particularly parents. When investigating the consumer
experience of engaging in evidence-based services for their children, the theory of planned
behavior (TPB) offers a valuable framework for exploring behavioral intentions for parents’
treatment-related decision-making. The current investigation psychometrically examined the
recently developed Parent Engagement in Evidence-Based Services (PEEBS) parent-report
survey. The PEEBS is a consumer-centric TPB questionnaire that previously underwent a
multistep, multi-informant, and quantitative and qualitative content validation process for
assessing parents’ attitudes, subjective norms, perceived behavioral control, and behavioral
intentions for utilizing evidence-based services. With a sample of 351 community parents, an
exploratory factor analysis was conducted and identified five factors: (a) Subjective Norms, (b)
Perceived Treatment Barriers, (¢c) Knowledge, (d) Evidence-Informed Action, and (e) Perceived
Behavioral Control. These factors showed “acceptable” to “good” internal consistencies and also
demonstrated expected and convergent correlations with conceptually relevant scale scores from
parent-report measures of family empowerment, help-seeking attitudes and intentions, and
stigmatization towards general youth mental health services. This study provided initial

reliability and validity support for the PEEBS, and it is hoped that these findings may be used in

il



concert with larger quality improvement efforts centered around increasing consumer demand
for youth mental health evidence-based services.
Keywords: evidence-based practice, consumers, youth mental health, dissemination,

implementation, parents
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Further Investigation of the Parent Engagement in Evidence-Based Services (PEEBS)
Questionnaire with a Community Parent Sample

During the 1990s, efforts by the American Psychological Association (APA), including
the Task Force on Psychological Intervention Guidelines and the APA Division 12 Task Force
on Promotion and Dissemination of Psychological Procedures (1995), worked to establish
criteria for defining and differentiating (e.g., well-established versus probably efficacious)
empirically supported treatments for treating psychopathology (Chambless & Hollon, 1998;
Chambless & Ollendick, 2001). As a result of such efforts, there have been gains in identifying
treatments with scientific rigor based upon both efficacy and effectiveness parameters for
different disorders and target problems in children and adolescents (Chorpita et al., 2011;
Chorpita & Daleiden, 2009; Chorpita et al., 2005; Evans et al., 2017; Kazdin & Weisz, 1998;
Ollendick et al., 2006; Wesiz et al., 2004).

Despite continued advances in the identification of specific youth evidence-based
approaches, there remain needs in the dissemination and implementation (D&I) of such
interventions across service settings (i.e., hospital, school, outpatient, home) and a variety of
contexts (i.e., culture, age, family, geographic location; APA, 2008). Although diagnostic rates
for severely mentally impaired youth have decreased over time (Olfson et al., 2015), some
epidemiological research suggests that approximately one-fourth of youth experienced a mental
health disorder within the past year (Merikangas et al., 2009). However, less than half of
diagnosed American youth receive services, particularly among higher impaired (Merikangas et
al., 2011) and nonwhite individuals (Merikangas et al., 2011; Olfson et al., 2015), which
indicates a noteworthy treatment services gap (Kazdin, 2016). Despite a rise in the rates of youth

psychotherapy service delivery, the utilization of psychosocial services continues to remain low



(6.0% of American youth in 2010-2012) and less utilized than psychotropic services (8.9% of
youths in 2010-2012; Olfson et al., 2015).

Even among those youth that do receive treatment, service system research suggests that
youth mental health agencies and providers often implement non-evidence-based approaches
(Daleiden et al., 2004; Garland et al., 2010; Weersing et al., 2002; Weisz et al., 2015).
Furthermore, public mental health providers have been noted to deliver evidence-based practices
in an infrequent manner (Borntrager et al., 2013; Garland et al., 2010), and organizational
monitoring for evidence-based treatment fidelity can be inconsistent (McBride et al., 2007, as
cited by S. J. Becker, 2015). It appears that D&I efforts are still sorely needed for increasing the
transferable application of evidence-based research interventions from academia to daily clinical
practice (APA, 1993; K.D. Becker et al., 2009; Chorpita & Regan, 2009; Reimer et al., 2005).

Our field continues to witness a multitude of quality improvement strategies to increase
the use of evidence-based interventions in youth community mental health settings. Numerous
efforts have invested in a wide variety of activities (e.g., provider trainings, developing
intervention adherence measures, furthering outcome monitoring efforts; Chorpita & Daleiden,
2014) at national, state (e.g., Bruns et al., 2008; Nakamura et al., 2013), and subsidiary
organizational levels (Daleiden & Chorpita, 2005; McHugh & Barlow, 2010). Despite the large-
scale and often repeated nature of these initiatives to improve providers’ evidence-based
treatment utilization behaviors, generally there continues to be low levels of evidence-based
intervention implementation in both clinical practice (e.g., Kazdin & Blase, 2011; Stewart &
Chambless, 2007) and some training program settings (e.g., Herschell et al., 2014; Weissman et
al., 2006). Accordingly, our field may benefit from supplementary D&I approaches for

improving youth community mental health services.



Consumer Involvement in the Dissemination and Implementation of Evidence-Based
Approaches

Based on the literature, it appears that a complimentary perspective for furthering
traditional D&I initiatives could be to extend quality improvement efforts, and research around
those efforts, directly to the consumer. Consumers include an individual with mental illness
(Kazdin, 2016) or a client receiving mental health treatment services (Scheyett et al., 2006). In
medical health care, Carman et al. (2010) suggest that consumers’ understanding and acceptance
of evidence-based approaches determine their success. The importance of consumers in
evidence-based treatment delivery has also been supported by focus group research in which
adult clients have expressed their perceptions that they are experts about their mental illness,
treatment, and recovery (Tanenbaum, 2008b). Along these lines, D&I initiatives may benefit
from considering consumers’ concerns and values, and developing direct-to-consumer marketing
approaches for advancing evidence-based interventions in community mental health settings
(Aarons et al., 2009). Such marketing approaches could aim to (a) implement “push” strategies
to increase awareness about evidence-based interventions from the treatment developer to
intermediaries (e.g., clinical providers) to consumers, particularly at the point in time when the
consumer considers to invest and engage in such services, (b) facilitate “pull demand” from the
consumer to request and seek providers who implement evidence-based treatment, and (c)
coordinate and leverage the “Four P’s” frequently stressed in health marketing — product (type of
intervention), price (e.g., time and cost), place (e.g., where consumers can find information about
or receive evidence-based services), and promotion of evidence-based services (e.g., advertising
and decreasing stigma towards mental health disorders and treatment; S. J. Becker, 2015;

Orengo-Aguayo et al., 2018; Santucci et al., 2012). As one recent example for leveraging direct-



to-consumer marketing strategies, Rith-Najarian et al. (2019) explored the concept of service
branding online prevention programs for anxiety and depression towards university students and
examined the relationship between enrollment and participant demographics. Their results
showed that marketing and high service accessibility were associated with students with
unaddressed mental health needs accessing treatment. Through concerted efforts to intentionally
target consumers, D&I quality improvement and its associated research may extend consumers’
awareness and demand for evidence-based treatments. Such a positive impact is consistent with
our field’s efforts to maximize consumer empowerment and well-being through science-based
interventions.

Gaining a better understanding of consumers’ general attitudes towards evidence-based
health care might also help to identify consumer decision-making strategies to seek and engage
in research-supported treatments. Research has found that adult consumers of general- and
mental health care hold both positive (e.g., value and preference) and negative (e.g.,
misperceptions) views towards evidence-based treatment approaches (Carman et al., 2010;
Tanenbaum, 2008a; Tanenbaum, 2008b; Scheyett et al., 2006). Additionally, Tanenbaum’s
(2008a) earlier interview work in this area has identified mental health consumer evidence-based
treatment attitudes and beliefs among adult individuals with self-disclosed psychopathology. Her
work revealed that consumers seek and receive treatment information from multiple sources
(e.g., community agency or organization, pharmacists, psychiatrists), hold both competing and
complementary principles for treatment decision-making (e.g., the patient-psychiatrist
relationship may influence the consumer more than treatment information), and identify
treatment costs and benefits (e.g., dosage and quality of services, money, time). Consumers also

valued shared treatment decision-making with their provider, although they acknowledged



challenges to express their feedback (e.g., clients were not offered treatment options, psychiatrist
did not respond to clients’ concerns). More recently, consumer research on adults with
posttraumatic stress disorder symptoms found that 97% of participants desired involvement in
treatment decisions, and 80% of participants reported that they were most interested in receiving
information about a treatment’s effectiveness (Harik et al., 2016). Most recent work in this area
has even begun examining media campaigns for positively affecting consumers’ attitudes
towards evidence-based treatments. For example, Ponzini and Schofield (2019) developed a
direct-to-consumer brief video about treating social anxiety disorder with an evidence-based
approach and examined the potential effects of the media product on adults’ help-seeking
attitudes. Contrary to the authors’ hypotheses that the videos would significantly increase
treatment-seeking attitudes, no effects were observed, suggesting that attitudinal shifts may not
be possible with brief one-time interventions. Collectively, these findings with adults may serve
as preliminary guideposts for conducting research about consumers’ beliefs towards
scientifically-supported interventions for youth mental health problems.
Consumer Research with Parents of Youth with Mental Health Problems

First, it is important to further define and understand who serves as the “consumer” of
youth mental health services. That is, the consumer is not merely the youth, but encompasses
other important immediate members related to the youth, particularly legal guardians (e.g.,
biological, adopted, foster) who are caregivers (hereby referred to as parents). Given that the
parent is an interactive agent in the dynamic, biological, cognitive, and emotional development
of his or her child across various ecological systems (e.g., home, school, community), the
parent’s participatory involvement throughout the youth’s treatment process seems essential.

Parents are among the first individuals to recognize their child’s mental health problems, which



aids and assists prevention and early intervention (Jensen & Hoagwood, 1997; Yeh & Weisz,
2001). During actual treatment enrollment and therapy delivery, parental responsibilities include
service logistics (e.g., scheduling, transportation, payment) and active participation (e.g.,
assessment, active engagement in sessions; Hoagwood et al., 2001). Lastly, parental reports and
understanding of their youths’ emotional and behavioral needs seem to add relevant information
incrementally above and beyond that of their children’s self-reports, as research in this area
routinely suggests that parental and youth perceptions about family and child problems overlap,
but differ from each other (De Los Reyes et al., 2016; De Los Reyes et al., 2013; Ebesutani et al.,
2011; Ohannessian et al., 2016). For instance, in one recent study on perceptions on family
functioning, adolescents reported significantly less open communication and more
communication problems between themselves and their parents, and perceived the family more
negatively than did mothers. At the same time, however, adolescent- and mother-reports
converged on overall family functioning that in turn was significantly associated with maternal
symptomology of psychological distress (Ohannessian et al., 2016). Caregiver involvement can
also be important because parent consumers may desire intervention outcomes that do not
necessarily align with traditional clinical symptom reductions, such as improving academic
performance and family and peer relationships (Flynn, 2005). Overall then, the literature in this
area suggests that recognizing parents as targeted consumers may prove fruitful for improving
D&I research and service improvement efforts as they pertain to the delivery of evidence-based
interventions.

Extant research on parents’ knowledge, attitudes, and experiences with evidence-based
approaches is mixed in many regards. In conjunction with some older findings that parents lack

knowledge of general youth mental health care services (Lazaratou et al., 2007; Sonuga-Barke &



Balding, 1993), some findings also indicate that parents have limited knowledge and experiences
with evidence-based interventions, and typically do not know where to attain such care (Flynn,
2005; Frank, Keown, Dittman, & Sanders, 2015; Frank, Keown, & Sanders, 2015; Sanders et al.,
2007). For example, in a recent study on awareness and perceptions of evidence-based practice
for adolescents with substance use disorders and their parents, S. J. Becker et al. (2016) found
that only two of their 29 parent participants were familiar with the term “evidence-based
practice” in response to an open-ended interview question. However, in a more recent study by
this same investigative group with a different sample of parents, S. J. Becker et al. (2018) found
that the majority of their participants correctly answered a multiple choice question for defining
the term “evidence-based therapy” (S. J. Becker et al., 2018). Furthermore in this more recent
study, S. J. Becker et al. (2018) also found that parents held mixed views regarding the term’s
appeal, and when parents were asked to choose more favored terms, non-Caucasian, lower
income, and non-college educated caregivers preferred terminology without the phrase “proven,”
and instead preferred terms like “successful” and “therapy that works.”

Research also indicates that parents’ knowledge of evidence-based treatments can be
positively correlated with their attitudes and service utilization patterns. For example, Bennett et
al. (1996) previously found that parents with more knowledge of efficacious youth treatments
also reported stronger preferences and acceptability for evidence-based approaches. It has also
been found that more parental evidence-based treatment knowledge is associated with an
increased likelihood that parents will enroll their child in such services (Corkum et al., 1999;
Johnston et al., 2005; Sweeney et al., 2015). Research in this area has further suggested that
inaccurate parental beliefs about the structure and process of evidence-based interventions are

associated with parental perceptions of more treatment barriers and negative views of the client-



provider relationship (Kazdin et al, 1997, Nock & Kazdin, 2001). Such beliefs in turn may
influence consumer behavior through premature service termination (Kazdin et al., 1997). Such
results align with recent findings from Chacko et al. (2017) who found that service
disengagement in an evidence-based parent management program was associated with low levels
of parental efficacy for managing youth problems and high levels of maladaptive attributions
concerning youth behavioral problems. Encouragingly, Nock and Photos’s (2006) work in this
area suggests that increased parental motivation to engage in an evidence-based parent
management training fostered less perceived barriers to treatment, which positively influenced
consumer treatment attendance. Based upon these encouraging lines of evidence, parent
consumers can demonstrate interest in, knowledge of, and motivation to seek and engage in
evidence-based interventions, which may help to bolster D&I efforts.

Following from the research outlined above, a variety of research- and practitioner-
oriented stakeholders have urged the field to go one step further by explicitly fostering
cooperative interactions between parent consumers and treatment experts in order to improve
treatment quality and service engagement (Hoagwood, 2005; King et al., 2014; Sanders & Kirby,
2012). As researchers in evidence-based approaches extend invitations to involve and collaborate
with parents, consumers can express their needs, which may in turn be used to further service
improvement D&I efforts. For example, it may be beneficial to assess and support parents’
preferences for addressing treatment engagement barriers, including preferred service delivery
modes as well as learning about evidence-based treatments more broadly. Duppong-Hurley et al.
(2016), for instance, found that the majority of parents who were enrolled for parent training but
did not attend any in-person parent skill sessions, indicated their preference for receiving

information through an online class instead of in-person. Concerning efforts for increasing



consumer knowledge of youth mental health evidence-based practices, some researchers in this
area have built and begun perennially updating consumer-centric website resources in this area
(e.g., Friedberg et al., 2018; Kuriyan et al., 2017; Nakamura et al., 2013; Okamura et al., 2018).
As just one example, a website specifically designed for supporting large-scale dissemination of
youth evidence-based intervention knowledge to parents was recently developed and launched in
the State of Hawai‘i (Friedberg et al., 2018; Nakamura et al., 2013; Okamura et al., 2018). This

website (www.helpyourkeiki.com) hosts a wide array of online resources for parents, and was

created by parents as guided by evidence-based treatment research and clinical experts in an
ongoing and collaborative manner. Along these lines, some researchers have called for
bidirectional interactions between parents and evidence-based treatment professionals to better
assess and understand parents’ beliefs, knowledge, and experiences with evidence-based
approaches, towards the larger goal of incorporating consumers’ feedback to better modify
existing and new interventions for youth and families (Frank, Keown, Dittman, & Sanders, 2015;
Frank, Keown, & Sanders, 2015; Sanders & Kirby, 2012; Santucci et al., 2015; Whitley &
Drake, 2008). For example, in their effort to train fathers in behavior management strategies
through an evidence-based intervention (Group Triple P), Frank, Keown, and Sanders (2015)
used survey and focus group findings from their earlier work (Frank, Keown, Dittman, &
Sanders, 2015) to better plan and design their study to fit and serve the needs of fathers. Two
examples of protocol modifications manifesting from this type of work included explicitly
helping fathers with parenting strategies for balancing work and family life demands, and
increasing co-parenting cooperation (Frank, Keown, Dittman, & Sanders, 2015; Frank, Keown,
& Sanders, 2015). These and other consumer-research partnerships may help to increase parental

efficacy and empowerment concerning treatment-decision making and ultimately engagement in



evidence-based interventions (Boote et al., 2002; Olin et al., 2010; Rogers, 2003; Sanders, 2008).
Overall then, there is growing support for facilitating direct parent consumer-to-treatment expert
communication in a bidirectional and reciprocal fashion to enhance the demand for evidence-
based practices.

One preliminary, yet important, step for supporting parent consumer-to-treatment expert
communication, and ultimately parent engagement in youth evidence-based approaches, involves
developing reliable and valid measurement schemes. Although it can be argued that observable
behavioral indicators of treatment engagement and utilization (e.g., session attendance,
homework completion) are best for assessing actual youth mental health evidence-based
treatment participation, there is a need to develop measures of the decision-making factors that
lead parents and children to seek and participate in an evidence-based intervention.

The Parent Engagement in Evidence-Based Services (PEEBS) Questionnaire

Currently the Parent Engagement in Evidence-Based Services' (PEEBS; Chang, 2012,
2016; Chang et al., 2019) is the only parent-report survey for assessing parents’ behavioral
intentions for engaging in youth evidence-based services. The PEEBS four dimensions of
parental (a) attitudes, (b) subjective norms, (c) perceived behavioral control, and (d) behavioral
intentions were developed within the context of Ajzen’s (1988, 1991) theory of planned behavior
(TPB). Broadly speaking, the TPB states that an individual’s beliefs pertaining to their attitude

about a behavior of interest, perceived behavioral control for performing that behavior, and

" The term “EBS” in the PEEBS title refers to the general construct of therapies that have been
supported by scientific research (i.e., evidence-based services as a generic and broader term),

rather than the proper noun and more formalized construct of “Evidence-Based Practice” as put

forth by APA (2006).
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subjective norms from others for doing that behavior underlie and predict one’s intentions and
actual subsequent behavior (Ajzen, 2015). Ajzen (1988, 1991) defines attitudes as the degree to
which an individual has a positive or negative appraisal and evaluation of the respective
behavior; subjective norms as the perceived social pressure to do or not to do the respective
behavior; perceived behavioral control as an individual’s perception of the ease or difficulty of
performing the respective behavior; and intentions as the motivational factors that influence how
willing and how much effort an individual plans to exert and apply towards the respective
behavior.

The TPB is the most widely researched framework concerning health (e.g., dieting,
physical exercise, self-examinations for cancer, sunscreen use, condom use, smoking, binge
drinking, automobile speeding) and non-health related (e.g., ecologically friendly activities)
behaviors (Ajzen, 2011; Armitage & Conner, 2001; Chen & Tung, 2014; Godin & Kok, 1996;
Kim et al., 2013). Empirical studies have also shown support for applying the TPB to mental
health providers and consumers, including nursing students treating individuals with alcohol
dependence (Talbot et al., 2015), clinicians utilizing a new mental health assessment tool
(Casper, 2007), adults seeking mental health services (Mak & Davis, 2014; Smith et al., 2008),
and adults completing a substance abuse intervention (Zemore & Ajzen, 2014). As an example,
Zemore and Ajzen recently investigated the influence of the TPB’s three predictors on
behavioral intentions and subsequent treatment completion for adults with substance abuse. After
developing a 9-item TPB self-report measure specifically for their study, they found that positive
attitudes (e.g., example item: It would be extremely rewarding for me to complete my treatment
program at [program name].) and increased levels of perceived behavioral control (e.g., example

item: It is up to me whether I complete my treatment program at [program name].) were
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independently and significantly associated with higher intentions (e.g., example item: I intend to
complete my treatment program at [program name].) to complete substance abuse treatment, and
that stronger intention predicted significantly higher odds of treatment completion. As seen with
Zemore and Ajzen’s work here, the modal approach for TPB questionnaire development seems
to involve creating study-specific surveys. However, more recent TPB measurement efforts have
begun focusing on building more psychometrically rigorous surveys with the hope of creating
reliable and valid TPB instruments that can be used across numerous studies (Burgess et al.,
2017; Hill et al., 2020; Mah et al., 2019).

The PEEBS was developed through an extensive seven-stage content-validation process
that involved various types of informants and both qualitative and quantitative methodologies
(Chang, 2012; Chang et al., 2019). Content validation refers to the degree to which the variables
of an assessment measure are relevant to and representative of the proposed construct of interest
(Haynes et al., 1995). The construct of interest underlying the PEEBS was parental behavioral
intentions to engage in evidence-based services for youth. The first step of the seven-stage
content-validation process for creating the PEEBS entailed defining the term “Evidence-Based
Services” (EBS) for the purposes of the survey. Various sources were considered when
constructing the PEEBS EBS definition (APA, 2006; Chambless & Hollon, 1998; Daleiden &
Chorpita, 2005; Teh et al., 2016). Similar to the utilization of the terms evidence-based
intervention and treatment approaches throughout this paper (and in slight contrast to APA’s
(2006) Evidence-Based Practice definition which also incorporates clinical expertise and patient
preference), the term “EBS,” as noted in the PEEBS title, referred to youth therapies for a
particular disorder or problem area with supporting scientific evidence, including those types

developed in academic or community settings with replicable studies.
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Next, the second stage involved designing TPB-oriented questions to obtain information
regarding parents’ attitudes, perceived behavioral control, and subjective norms towards their
behavioral intentions to seek and utilize research-based interventions (Francis et al., 2004). This
process involved conducting semi-structured individual interviews with questions like “What do
you believe is good/bad about evidence-based services?” for attitudes, “What kind of things
would help/make it difficult for you to seek evidence-based services for your child?” for
perceived behavior control, and “Are there any people or groups who would approve/disapprove
of your decision to seek evidence-based services?” for subjective norms (Chang et al., 2019).
Interviews proceeded until data saturation was achieved (i.e., three respondents in a row failed to
produce novel themes; Francis et al., 2010) with parents caring for youth with internalizing and
externalizing emotional and behavioral problems. All responses were then transcribed for
subsequent template analyses (N. King, 2008), resulting in 283 original items across the TPB
domains and a “general treatment factor’,” which included parent utterances about general
treatment characteristics (e.g., financial costs, location of services, stigma of mental health
treatment) that were not specific to evidence-based services. In the third step, a university-based
panel (composed of clinical staff members and a clinic director from a specialty clinic in youth
mental health evidence-based assessment and treatment) evaluated, refined, and after arriving at
consensus through various discussions, deleted redundant and irrelevant items, reducing the
PEEBS down to 76 items at this point (Chang et al., 2019). Next, Chang et al. added in 29

relevant items from the Consumer Attitudes Towards Evidence-Based Services scale (CAEBS;

Teh et al., 2016) to create a larger combined item pool of 105 items at this stage. Although the

* Although the word “factor” is part of the term “general treatment factor,” this naming does not
reflect an actual factor derived from a factor analysis.
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CAEBS does not specifically assesses for parental perspectives for engaging in youth evidence-
based services, it is an adult-report questionnaire that queries respondents about evidence-based
services pertaining to themselves or loved ones. Addition of the CAEBS’s 29 items at this point
was done to create a substantively large item pool for the subsequent content validation stages
outlined below. Next, the 105 items were then categorized based on their respective TPB
domains (e.g., attitudes) and subdomains (e.g., trust in research as a subdomain under the larger
domain of attitudes). For the fourth stage, two mental health workers (one mental health case
manager and one doctoral level therapist) from the Hawai‘i public mental health system, two
school mental health workers from the Hawai‘i Department of Education, two parent advocates
from two local youth mental health organizations, and two university-based researchers from the
University of Hawai‘i at Manoa adapted and modified item wording for parent-level
appropriateness. Throughout this fourth stage, participants were allowed to reproduce up to three
variations for each of the 105 items for further evaluation during stage five. This process resulted
in a total of 243 items (i.e., expanded from the 105 items created in the third stage). In the fifth
stage, eight new participants from the same respective backgrounds of those participants from
the fourth stage joined the study to evaluate and assign dimensional ratings to all 243 items based
on content validity, ranging from 1 (poor) to 5 (excellent), and language appropriateness, ranging
from 1 (inappropriate) to 4 (appropriate). An average score based off of these two parameters
was then calculated for each of the 243 original and modified items, and then all items were then
subsequently rank ordered based on these average scores within their respective domains (i.e.,
attitudes, perceived behavioral control, subjective norms, behavioral intentions, general
treatment factors). The bottom quartile items within each domain were then deleted, leaving a

total of 82 items at the end of stage five.
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In the sixth stage, the university-based panel further edited and deleted more items based
on criteria that the items reflected a single idea, were adequately readable (e.g., Flesh-Kincaid
Grade Level Test average score across all items = 6.8 grade level), and best fit the constructs’
domains. Then the items were randomized to produce the 66-item PEEBS, which utilizes a
Likert scale ranging from 1 (strongly disagree) to 5 (strongly agree), and purportedly assesses
the five domains of: attitude (13 items), perceived behavioral control (32 items), subjective norm
(nine items), general treatment factor (nine) items, and behavioral intention (three) items.
Additionally during this sixth stage, the university-based panel extensively discussed and
ultimately decided to exclude the formal EBS definition from the questionnaire’s instructions
due to concerns regarding the term’s complexity and potential unfamiliarity to parents. There
was also apprehension about possibly priming participant bias to favorably rate EBS-related
items. In conjunction with removing the EBS definition from the measure’s instructions, every
item that explicitly had the term “EBS” was edited, and this term was replaced with similarly
intended phrases that incorporated explicit mention of research or evidence when discussing
treatment approaches (e.g., an item would indicate “treatments based on research...” rather than
“EBS...”). During the seventh stage, ten parents piloted the measure and provided positive
feedback for the measure’s overall length, readability, and clarity of directions. The instrument
was ultimately named the Parent Engagement in Evidence-Based Service (PEEBS). Of note, the
term “engagement” as used in the title of this measure refers to its colloquial usage and broadly
indicates parents’ behavioral intentions toward utilizing evidence-based approaches. That is, the
term “engagement” in the title of the PEEBS does not refer to “treatment engagement” more
specifically defined and utilized in the treatment engagement literature (cf. K.D. Becker et al.,

2018; Coatsworth et al., 2001; G. King et al., 2014; McKay & Bannon, 2004; Staudt, 2007).
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Subsequent to Chang et al.’s (2019) content validation work for the PEEBS, Chang
(2016) conducted a preliminary psychometric pilot study with a large convenience sample of
undergraduate students. Although these participants were predominantly not parents (95%), the
pilot investigation was conducted to gain a rough understanding of the PEEBS basic
performance, with potential utility for informing forthcoming factor analyses with parents.
Chang’s exploratory and subsequent confirmatory factor analysis (EFA and CFA, respectively)
with the PEEBS original 66 items, collectively suggested a five-factor structure with the
following scales: Evidence-Informed Action, Barriers to Treatment Engagement, Family
Empowerment, Limited Treatment Knowledge, and Openness to Non-Evidence-Based Services.
The Evidence-Informed Action scale (29 items, Cronbach alpha coefficient = .94) refers to the
strong preference to participate in research-based interventions. An example item for this scale
would be item 33: “I want to use treatments based on research for my child’s problems.” The
Barriers to Treatment Engagement scale (13 items, Cronbach alpha coefficient = .84) refers to
multiple treatment characteristics that may hamper a parent’s decision to engage in evidence-
based interventions. An example item for this scale would be item 23: “I am less concerned with
the type of treatments being provided when they are free.” The Family Empowerment scale (10
items, Cronbach alpha coefficient = .76) refers to the idea of empowering the family unit and
leveraging family-community relationships when a parent is making decisions about engaging in
evidence-based treatments. An example item for this scale would be item 39: “My child’s school
should provide me with information about treatments based on research.” The Limited Treatment
Knowledge scale (four items, Cronbach alpha coefficient = .65) refers to a low level of
knowledge regarding multiple aspects of treatment, including the type of treatment provided by

the therapist and where to find or how to access evidence-based interventions. An example item
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for this scale would be item 54: “I do not know where to find therapists who use treatments
based on research.” The Openness to Non-Evidence-Based Services (three items, Cronbach
alpha coefficient = .55) refers to a parent’s decision to try any treatment that are not scientifically
supported. An example item for this scale would be item 56: “A therapist does not need to follow
the research to be effective.” Initial validity support for the PEEBS was demonstrated through
factor convergence patterns with conceptually consonant parent self-report measures, such as the
Family Empowerment Scale (FES; Koren et al., 1992) and Help-Seeking Attitudes, Help-
Seeking Intentions, and Stigmatization scales of the Parental Attitudes Toward Psychological
Services Inventory (PATPSI; Turner, 2012). For example, the PEEBS Evidence-Informed
Action scale was strongly and positively correlated with the FES Family (» = .52, p <.05), FES
Service System (r = .53, p <.05), and PATPSI Help-Seeking Intention (r = .53, p <.05) scales,
and significantly associated with a medium effect size with the FES Community/Political (» =
.21, p <.05) and PATPSI Stigmatization (r = -.19, p <.05) scales.
Present Investigation

Although developed through an extensive content validation process and having
undergone pilot investigation with undergraduate university students, the 66-item PEEBS
questionnaire has not yet undergone traditional psychometric analyses with parents. As such, and
towards the ultimate goal of beginning to develop a theoretically-driven, reliable, and valid
parent-report survey in this area of research, this study psychometrically evaluated the PEEBS
with a community parent sample. Specifically, this examination had four analytic aims: (a)
conduct an EFA to investigate the PEEBS factor structure, (b) examine the PEEBS whole scale

and factor reliabilities (i.e., internal consistency coefficients), and (c) investigate the PEEBS
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convergent validity with other potentially related constructs including family empowerment and
help-seeking attitudes and intentions for general youth mental health services.

Regarding the first analytic aim, it is important to discuss my decision to conduct an EFA
rather than a CFA on Chang’s (2016) PEEBS five factors. Given the central importance of parent
reports for the PEEBS in future research and practice efforts, re-exploring its factor structure
with actual caregivers seemed a worthwhile initiative and good investment. Additionally, given
parent qualitative feedback expressing a desire for shortening the PEEBS (Chang, 2016), an EFA
was chosen over a CFA given its potential for removing a substantive amount of items while
simultaneously considering underlying latent factors. Regarding my second aim, although not
previously examined with parent informants, the PEEBS has previously demonstrated “poor” to
“excellent” internal consistencies across its subscale and Total scale scores. Given this previous
research, and the exploratory nature of the factor analysis in the first aim, I hypothesized the
PEEBS forthcoming subscales and Total scale to evidence internal consistencies approximately
in the “acceptable” to “good” range. For my third aim, I tentatively hypothesized that the
extracted PEEBS factors would positively and significantly correlate with hypothetically related
constructs such as parent empowerment (multi-faceted dynamic state of parental attitudes,
knowledge, and behaviors towards exhibiting greater control of challenges through self-help and
self-reliance across ecological systems; Koren et al., 1992) and help-seeking attitudes and
intentions towards general youth mental health services; and negatively and significantly
correlate with a theoretically inconsistent domain such as parental stigma (negative concern
about the perceptual reaction of others if they knew that the parent was seeking professional help
for their child’s psychological well-being; Turner, 2012) for seeking treatment.

Method
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Participants

Eligible participants were operationally defined as the adult primary caretaker (hereafter
referred to as “parent” in this investigation) of a youth up to 18 years in age. This included
biological, step-, adoptive, and foster parents, and any other biological or non-biological relatives
who served as the primary caregiver for a child. Parents were not excluded on any demographic
parameters, including previous or current utilization of youth mental health services, and were
recruited from a wide variety of community and school events. Participation rates ranged across
the variety of events, including the number of parents asked to participate, the number of parents
who consented and returned the instrument, and the overall participation percentage rate (number
of parents consented and returned packets divided by number of total parents approached).
Overall, 733 parents were approached to participate and 400 parents consented and returned the
instrument for a participation rate of 55%. Please refer to Table 1 for respective participation
data for each parent event.

My initial total sample of 400 PEEBS battery (further described below) responses was
further reduced through a two-step process outlined below. First, in order to eliminate any
analytic dependencies associated with multiple parents filling out the PEEBS in reference to the
same child, I included only one caregiver response per family. This was achieved through the
following procedure. I first identified participants with the same last name within each data
collection event. Next, if these same last-named participants’ pre-labeled response batteries
were consecutively numbered (e.g., 251, 252; indicating that they were next to one another at
the data collection event) and their reported demographic information (i.e., marital status, the
same number of children, the age and sex of the children, and household size) were the same,

these participants were considered to be parents within the same family. Acknowledging that
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this was not a full-proof process (e.g., parents without the same last name), subsequent to the
application of the criteria above, a total of 40 parent pairs (80 total parents) were identified.
Although I considered randomly selecting one participant from each pair, I decided to focus on
parent sex’ as the key variable for decision-making, especially given my concern that
randomization may disproportionately eliminate more fathers than mothers since the majority of
participants consisted of mothers. Thus among the 40 parent pairs, I randomly selected a
participant within each pair, but sometimes overrode pure random selection results to ensure
that collectively across all 40 parent pairs, there were 20 males and 20 females. This eliminated
20 males and 20 females from the initial dataset of 400 participants, resulting in 360 participants
prior to the data preparation strategies mentioned below. As discussed more fully in the Results
section, owing to data missingness patterns, this sample of 360 parents was eventually reduced
to 351.

The 351 parent participants ranged in age from 21 to 65 years (M = 40.36, SD = 7.60) and
75.8% were female (n = 266). Participants’ primary self-reported ethnicities reported were:
Asian (n = 153, 43.6%), Multiethnic (n = 83, 23.6%), Native Hawaiian/Other Pacific Islander (n
=61, 17.4%), White (n = 34, 9.7%), Hispanic/Latino (rn = 12, 3.4%), Black/African American (n
=3, 0.8%), and Other (n =4, 1.1%). A majority of the total sample consisted of the following

additional demographic characteristics: approximately 77.5% (n = 272) were married or in a

> The Participant Background Information Form (Appendix D) explicitly used the term “sex.”
The APA Style Guide and Publication Manual (2020) differentiates “sex” and “gender,”
particularly with the preference for term “gender.” However, given the prior development of the
Participant Background Information Form (Chang, 2016), approval from the Institutional Review
Board (IRB), and somewhat archival nature of this study, it was not possible to use “gender”

instead of “sex” on this questionnaire.
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domestic partnership; 31.3% (n = 110) reported earning a bachelor’s degree; and 39.6% (n =
139) reported a family income greater than $100,000. A large percentage of the sample (n =
222, 64.2%) reported not being familiar with the term “Evidence-Based Services.” Participants
reported an average of two children (M = 2.32, SD = 1.14; minimum = 1, maximum = 8) with an
average age of 9.06 (SD = 4.39) years for each child. Additionally, parents reported an average
of 4.38 household members (SD = 1.45; minimum = 1, maximum = 14) in their family. Across
the total sample 351 parents, participants reported a total of 810 children, however, parents
reported background child information (e.g., age, sex) for only 598 children. Regarding child
demographics across the 598 children, 51.2% (n = 306) were male with an age of 9.06 (SD =
4.39) years.

76 (21.7%) of the overarching sample of 351 parents reported receiving mental health
services for themselves. For the 76 parents who received mental health treatment, participants
reported that only 23.7% (n = 18) received evidence-based interventions. Regarding the duration
of treatment services for themselves, parents reported an average of 5.02 (SD = 4.94) years of
treatment.

102 (29.1%) of the overarching sample of 351 participants reported receiving youth
mental health services for one or more of their collective children. Cumulatively this service-
receiving parent sample of 102 reported 151 children receiving one or more type of treatment
service. Across the 151 service-receiving youth, the service that was most endorsed was school-
based (n =101, 45.9%), followed by out-of-home (n = 70, 31.8%), and lastly in-home treatment
(n =49, 22.2%) (these three service types are not mutually exclusive). For these 151 service-
receiving youth, their parents collectively reported that only 13.9% (n = 21) previously received

evidence-based interventions. Regarding the duration of treatment services for their child,
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participants reported an average time of 3.30 years (SD = 3.94). These and other descriptive
statistics are presented in Table 2.

Measures

Parent Engagement in Evidence-Based Services (PEEBS)

The PEEBS (Chang, 2016; Chang et al., 2019; Appendix A) is a 66-item parent-report
questionnaire developed through an extensive content validation procedure to assess parental
beliefs and intentions to utilize evidence-based mental health interventions for their child. As
previously mentioned, initial content validation work on the PEEBS suggested the domains of
the four TPB determinants: (a) attitudes about evidence-based interventions (e.g., item 43:
“Children who participated in treatment research studies are not like my child.”), (b) perceived
behavioral control over the extent to which a parent feels able to obtain evidence-based
interventions, including facilitators and barriers (e.g., item 66: “I have the right to decide whether
researched treatments are used in my child’s sessions.”), (¢) subjective norms about parents’
value in receiving treatment endorsement from other resources and individuals (e.g., item 20:
“Treatments endorsed by my child’s pediatrician are important to me.”), and (d) behavioral
intentions for utilizing youth evidence-based mental health interventions (e.g., item 10: “I intend
to seek out research treatments for my child’s problems.”). Lastly, the PEEBS fifth domain is
believed to be (e) a general treatment factor, which assesses broad service delivery aspects not
necessarily specific to evidence-based intervention (e.g., item 3: “Stigma about treatments makes
me less likely to seek services.”). All items are rated on a five-point dimensional scale ranging
from 1 = Strongly Disagree to 5 = Strongly Agree. The PEEBS was developed through a seven-
stage content validation process that included quantitative and qualitative feedback with various

stakeholders, including parents with children with emotional/behavioral problems as well as
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youth mental health providers and experts in EBS. Additionally, as previously mentioned,
Chang’s (2016) pilot EFA and CFA with largely non-parent undergraduate college students
suggested the five factors of Evidence-Informed Action, Barriers to Treatment Engagement,
Family Empowerment, Limited Treatment Knowledge, and Openness to Non-EBS. Furthermore,
as outlined earlier in the paper, initial validity support for these PEEBS five factors was
demonstrated through factor convergence patterns with conceptually consonant parent self-report
measures (Chang, 2016), such as the FES (Koren et al., 1992) and Help-Seeking Attitudes, Help-
Seeking Intentions, and Stigmatization scales of the PATPSI (Turner, 2012).

Family Empowerment Scale (FES)

The FES (Koren et al., 1992; Appendix B) assesses parental empowerment for
individuals caring for youth experiencing emotional and behavioral difficulties. Within the
context of this measure, parental empowerment refers to the multi-faceted dynamic state of their
attitudes, knowledge, and behaviors in which a parent with an emotionally behaviorally
challenged child can exhibit greater control of their challenges through self-help and self-reliance
across ecological systems (e.g., item 27: “I make efforts to learn new ways to help my child grow
and develop.”). The FES utilizes a five-point scoring scale (ranging from 1 = Not True at all to 5
= Very True) and has 34 empowerment-based items that are categorized into three scales:
Family, Service System, and Community/Political. The Family scale (12 items) refers to
empowerment in the home. An example item for this scale would be item 21: “I believe I can
solve problems with my child when they happen.” The Service System scale (12 items) refers to
empowerment through parental interactions with service professionals and agencies. An
example item for this scale includes item 19: “I tell professionals what I think about services

being provided to my child.” The Community/Political scale (10 items) refers to empowerment
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through advocacy for broadly improving mental health services for children. An example item
for this scale would be item 25: “I feel that my knowledge and experience as a parent can be
used to improve services for children and families.” For all three scales, higher scores reflect
greater levels of the empowerment. For each scale level, items include empowerment expression
through attitudes (e.g., item 32: “Professionals should ask me what services I want for my
child.”), knowledge (e.g., item 24: “I know what the rights of parents and children are under the
special education laws.”), and behaviors (e.g., item 28: “When necessary, I take the initiatives in
looking for services for my child and family.”). Koren et al. found good internal consistency
reliabilities for the Family (a = .88), Service System (o = .87), and Community/Political (o =
.88) scales of this measure in their original work. Three- to four-week test-retest reliabilities, as
assessed through Pearson correlations suggested performance in the acceptable (Service System,
r=.77) and good (Community/Political, » = .85; Family, » = .83) ranges. Although the FES was
designed to assess a clinically-oriented sample similar to the ultimate long-term intention of the
PEEBS, the FES measure was chosen for this study because parental empowerment conceptually
may relate to the PEEBS forthcoming EFA-determined factors, potentially including the TPB
determinants of perceived behavioral control and behavioral intentions, and thus was included in
the current study for convergent validity analyses. In the current study, the Cronbach alpha
coefficients (see Table 8) for the full measure, Family, Service System, Community/Political
were “excellent” or “good,” at .95, .90, .88, and .90, respectively.
Parental Attitudes Toward Psychological Services Inventory (PATPSI)

The PATPSI (Turner, 2012; Appendix C) consists of 21-items, each rated on a six-point
scale (0 = Strongly Disagree to 5 = Strongly Agree), on parental perceptions towards general

outpatient youth mental health services (i.e., not specified as, or any reference to, evidence-based
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interventions). This measure is composed of three scales including Help-Seeking Attitudes,
Help-Seeking Intentions, and Stigmatization. The Help-Seeking Attitudes scale (eight items)
refers to the concept that the parent recognizes that there is a psychological problem for their
child and are open to possibly seeking professional help. An example item for this domain would
be item 15: “Strong willed parents can handle problems without professional help.” The Help-
Seeking Intentions scale (five items) refers to the degree to which a parent thinks that they are
willing and able to seek professional help for their child’s psychological difficulties. An example
item for this domain would be item 13: “If [ believed my child were having a mental breakdown,
my first decision would be to get professional help.” The Stigmatization scale (eight items)
reflects the degree to which a parent holds negative concern about the perceptual reaction of
others if they knew that the parent was seeking professional help for their child’s psychological
well-being. An example for this scale would be item 11: “I would not want to take my child to a
professional because of what people might think.” For all three PATPSI scales, higher scores
indicate higher levels of the construct. Initial exploratory and confirmatory factor analyses on
this measure support its three-factor structure and point to acceptable internal consistency
reliability for its Help-Seeking Attitudes scale (o = .70), good internal consistency reliabilities
for Stigmatization (a = .88) and Help-Seeking Intentions (o = .89) scales, and excellent internal
consistency reliability of its total scale score’ (o = .90; Turner, 2012). Of note, the PATPSI was
originally designed to partially align with core TPB constructs (e.g., attitudes, intentions), and

the literature suggests that it is the only available existing measure for examining parental help-

* Although Turner (2012) calculated and examined a total scale internal consistency coefficient
within the context of their initial psychometric investigation on the PATPS]I, its official scoring

guide does not indicate use of a total scale score.
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seeking attitudes and intentions toward mental health services. Along these lines, although not an
identical match with the PEEBS pre-EFA purported constructs (i.e., the PEEBS focuses on
parent views about evidence-based treatment through all aspects of the TPB, whereas the
PATPSI focuses on treatment more broadly and does not address subjective norms and perceived
behavioral control dimensions), the PATPSI was deemed somewhat appropriate for examining
convergent validity in the current investigation. In the current study, the Cronbach alpha
coefficients (see Table 8) for the full measure, Help-Seeking Attitudes, Help-Seeking Intentions,
and Stigmatization scales were .83 (“good”), .79 (“acceptable”), .65 (“questionable”), and .85
(“good”), respectively.
Parent Background Information

The parent-report survey was created for the current study and assesses a wide variety of
parental demographic information (see Appendix D), including reporter sex, ethnicity, and age,
and if they or their children have received any (including evidence-based) mental health
treatment services.
Procedure

Parent participants were recruited from fourteen school and community events (e.g., DOE
family movie nights, Keiki Spring Fest at Waianae District Park) between 2016 and 2018 (see
Table 1). Recruitment first involved contacting event supervisors and gaining approval for
participant recruitment. Once approved, the principal investigator, principal investigator’s
academic advisor, and/or undergraduate research assistants recruited parents in-person at these
outreach events. Participants were informed that the study was voluntary and confidential, and
that the study’s purpose was to further our scientific understanding about parental beliefs

concerning youth mental health services. Interested parents provided written consent (see
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Appendix E). The prepared assessment packet first included the Parent Background Information
and PEEBS measures, and then the remaining FES and PATPSI were randomized thereafter.
Packets were immediately checked for completeness after being returned to the researchers, and
blank items prompted a reminder to participants to please fill out all items unless a particular
item was purposefully left blank. Lastly, researchers provided participants with small incentives
(i.e., school supplies) for participating in the study. All procedures were approved by the
University of Hawai‘i at Manoa Human Studies Program (i.e., CHS #23735; February, 2016).
Data Analytic Strategy

Data Preparation and Descriptive Analyses

All data were independently double-entered by two research assistants to minimize data
entry error, and data discrepancies were resolved by the principal investigator. A small number
of data entry errors were identified and corrected, and no impossible values were identified (i.e.,
values exceeding minimum and maximum values). The finalized data set was exported from
Microsoft Excel into IBM Statistical Package for the Social Sciences (SPSS; Version 25) for
statistical analyses. Of the 351 PEEBS participants, there were 351 associated FES and 351
associated PATPSI measures. Of these FES and PATPSI instrument cases, 7 FES and 6 PATPSI
measures contained more than 20% missing data and thus these measures were excluded entirely
from subsequent analysis (cf. Ebesutani et al., 2010; Nakamura et al., 2011). Of these remaining
instrument cases (PEEBS, n =351, FES, n = 344; PATPSI, n = 345), data was examined for
missingness by instrument. Little’s MCAR test was utilized to determine if the data were
MCAR, and if so, MV A was utilized to estimate missing data accordingly. If determined to not
be MCAR, increased restrictions were placed on the measures for inclusion (e.g., allowing only

10% or less missing data) and Little’s MCAR test was conducted again. This process of reducing
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missing data percentage cutoffs for measurement inclusion occurred cyclically until data was
determined MCAR at a certain percentage cut point or until no missing data could be tolerated.
Subsequent to a statistically non-significant Little’s MCAR test, MVA procedures were used to
estimate missing data separately for each measure. All raw PEEBS data (i.e., not estimating
missing data) were used for Aim 1, while Aims 2 and 3 used a final dataset where missing values
were estimated through MVA. Distributional properties (i.e., normality, skewness, kurtosis) for
all measures’ scales were examined and transformations were considered when appropriate. The
Shapiro-Wilk’s W statistic (Shapiro & Wilk, 1965) indicated non-normally distributed data if its
p value was less than .001 (Tabachnick & Fidell, 2019) and skewness and kurtosis were
considered “acceptable” if the statistics was between -2.0 and 2.0 (George & Mallery, 2013).
Outliers were identified by utilizing SPSS 25 boxplot reports for each scale.
Power

With regard to statistical power for conducting analyses, estimating the appropriate
number of participants centered primarily on supporting my EFA. Various EFA guidelines were
considered within the context of trying to determine an appropriate sample size for the current
study. Although there are no explicitly agreed upon and set rules for the necessary sample size
when examining factor structure, a general concept seems to be that the larger the sample size,
the better (Costello & Osborne, 2005; Floyd & Widaman, 1995). One approach, however, is to
consider and strive for a minimum number of participants (Beavers et al., 2013). For example,
Comrey and Lee (1992) and Gorsuch (1997) posit that a good sample size for a factor analysis is
at least 300 participants. In conjunction with a minimal sample size approach, subject-to-item
ratio is another commonly applied strategy (Costello & Osborne, 2005). For example, Gorsuch

(1983) recommends a subject-to-variable ratio of five to one, and no less than 100. Given that the
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PEEBS has 66 items, following the five-to-one ratio guideline suggests that a sample of 330
parents would be sufficient.
Aim 1: Exploratory Factor Analysis

In order to address the study’s first analytic aim, an EFA was conducted to determine the
factorial structure of the PEEBS and bolster its validity. All items from the PEEBS were
included in the initial common factor analysis. First, the Kaiser-Meyer-Olkin (KMO) measure of
sampling adequacy and Bartlett’s Test of Sphericity were examined to determine if factor
analysis was appropriate for the data (Kaiser, 1974; Bartlett, 1954). Factors were extracted and
retained based on the criteria of eigenvalues greater than 1.0, visually examining the scree plot,
and percent of variance explained by each factor (Fabrigar et al., 1999). Given reported concerns
for solely relying on eigenvalues (e.g., overestimating the number of factors based on the
arbitrary guideline of 1.0) and visual inspection of the scree plot (e.g., ambiguity and
subjectivity; Hayton et al., 2004), a parallel analysis was also conducted for guidance in
determining the number of factors (Hayton et al., 2004; Zwick & Velicer, 1986). Although
parallel analysis can be conducted with O’Connor’s (2000) SPSS syntax to generate the random
eigenvalues at the 95" percentile, with and without the PEEBS raw data set, I performed parallel
analysis with my actual PEEBS data rather than generating random data because it is suggested
that parallel analysis conducted with the observed data increases the accuracy in determining the
number of factors to extract (Ruscio & Roche, 2012). Following factor extraction, oblique (direct
oblimin method”) rotation was conducted in order to provide a simpler structure solution given

that the latent constructs are likely to be correlated (Fabrigar et al., 1999). Items with high

> At the time of submission to Graduate Division, the author was considering oblique (promax)
rotation and thus potentially slightly altering results for submission to a peer-reviewed journal.
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loadings were retained (> .35) as suggested by Floyd and Widaman (1995), and were considered
for deletion if they loaded on two or more factors (Costello & Osborne, 2005). Additionally,
items were also deleted if it was determined that they did not relevantly qualitatively or
quantitatively contribute to the factor solution (Worthington & Whittaker, 2006).
Aim 2: Reliability

To explore the study’s second goal, scale reliability, specifically the internal consistency
for each factor, Cronbach alpha coefficients were calculated for each to-be-determined PEEBS
scale and Total scale score. In general, Cronbach’s alpha coefficients of .80 or higher are
considered desirable (Clark & Watson, 1995). At the same time, given the preliminary nature of
this work for identifying underlying parental factors regarding youth mental health evidence-
based practices, reliabilities of .70 or higher were considered to be sufficient (Nunnally, 1978).
Factors’ Cronbach alpha coefficients were interpreted along the following guidelines: “> .90 =
Excellent, > .80 = Good, > .70 = Acceptable, > .60 = Questionable, > .50 = Poor, and < .50 =
Unacceptable” (George & Mallery, 2003, p. 231).
Aim 3: Convergent Validity

The third aim examined convergent validity patterns between the PEEBS to-be-
determined factors and potentially related constructs for parent consumers. These related
constructs include the FES Family, Service System, and Community/Political dimensions, as
well as the PATPSI Help-Seeking Attitudes, Help-Seeking Intentions, and Stigmatization scales
towards toward general youth psychological services. Pearson product zero-order bivariate
correlations were computed between the to-be-determined PEEBS factors and the FES and
PATPSI scales, with the magnitude of these correlations being evaluated along the following

guidelines of small (» = .10), medium (r = .30), and large (» = .50) effect sizes (Cohen, 1988).
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Results

Data Preparation and Descriptive Analyses

Data preparation activities occurred in a stepwise fashion and varied slightly by study
aim and measure. Regarding my first aim, as previously stated in Method section, my initial
PEEBS participant pool was 360 individual parents. Data preparation for the first aim centered
only on evaluating PEEBS missingness, did not estimate any missing values, and did not
consider any other measures. Concerning PEEBS missingness, 319 participants completed the
full measure, 27 participants had one missing item, two participants had two missing items, two
participants had three missing items, one participant had six missing items, one participant had
10 missing items, one participant had 13 missing items, three participants had 17 missing items,
one participant had 25 missing items, one participant missed 33 items, one participant missed 62
items, and one participant did not complete the questionnaire. After excluding seven of 360
participants for having more than 20% of the PEEBS missing (cf. Ebesutani et al., 2010;
Nakamura et al., 2011), 353 instrument cases remained for missingness analysis via Little’s
Missing Completely at Random (MCAR) test (Little & Rubin, 1989), which found that data was
not missing completely at random (y* = 1504.6, df = 1378, p = .01). Accordingly, in order to
conduct my EFA with a dataset containing MCAR missing data, I iteratively deleted and reran
Little’s MCAR test with increasingly stringent missing data thresholds until missing data was
indicated to be MCAR, balanced with eliminating the least number of participants as possible.
The data was determined to be MCAR when nine participants with 10 or more missing PEEBS
items were deleted from the data set (%> = 1343.7, df = 1270, p = .07), resulting in retaining 351
participants who completed at least 60 items (90.9%) of the PEEBS. Regarding sample size

recommendations for the EFA, guidelines from Comrey and Lee (1992) and Gorsuch (1997)
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indicated sample sizes of at least 300 participants and Gorsuch’s (1983) work specified a subject-
to-variable ratio of five to one (i.e., 330 participants), respectively, thus suggesting my sample
size of 351 participants adequate for analysis.

Regarding the second and third study aims, data missingness and estimations were
considered for all three measures after the factor analysis completion in the first study aim. As
such, after the EFA, but prior to calculating internal consistencies (Aim 2) and all measure and
scale bivariate pairwise correlations (Aim 3), missing data was estimated through MV A within
the reduced post-EFA PEEBS measure. Concerning FES missingness, 324 participants
completed the full measure, 18 participants had one missing item, two participants had two
missing items, one participant had eight missing items, one participant had nine missing items,
one participant had nineteen missing items, and four participants did not complete the measure.
After excluding seven of 351 instrument cases for having more than 20% of all items missing
(i.e., six or more missing FES items), 344 instrument cases remained for missingness analysis via
Little’s MCAR test, which revealed that data were not MCAR (x* = 823.5, df = 427, p < .001).
As such, a series of Little’s MCAR tests were conducted with increasingly stringent criteria for
tolerating missingness (tolerating five or more missing items, tolerating four or more missing
items, etc.) until the data was deemed MCAR. Using this strategy, however, did not ultimately
yield MCAR results, even down to tolerating only one missing item (* = 606.9, df = 363, p <
.001). Thus it was decided that the 324 participants with no missing FES items (i.e., listwise
deletion) would be retained for the third aim and FES missing values were not estimated.
Similarly, six of 351 PATPSI instrument cases were excluded for missing more than 20% of all
items (i.e., four or more missing items). However, unlike the results of the FES missingness

analysis, Little’s MCAR test with remaining PATPSI responses indicated that data were MCAR
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(x*=111.5, df =100, p = .20). Accordingly, missing data was estimated using MVA for the
PATPSI measure.

Subsequent to the data preparation procedures above, once missing data was estimated
through MVA for the reduced post-EFA PEEBS and PATPSI, distributional properties for all
measures’ scale scores were explored (e.g., mean, standard deviation, kurtosis, skewness,
number of outliers; see Table 4). Although the Shapiro-Wilk’s statistic indicated that all five
PEEBS scales were non-normally distributed (p < .05), all five subscales and Total scale score
fell within normal limits for skewness. Further, for kurtosis the Total scale score and four of the
five subscales fell within normal limits (i.e., only Perceived Behavioral Control was above the
benchmark of 2.0 for potentially problematic; George & Mallery, 2013). As such, non-
transformed results are reported to aid comparative interpretation across future PEEBS studies.
Regarding the FES and PATPSI, all but the FES Total and PATPSI Total scales were indicated
as non-normally distributed through the Shapiro-Wilk’s statistic. However, all subscale and Total
scale scores for both the FES and PATPSI fell within normal limits for both skewness and
kurtosis, and thus no transformations were performed.

Aim 1: Exploratory Factor Analysis

In order to address the study’s first analytic aim, an EFA was conducted to determine the
factorial structure of the PEEBS and bolster its validity. All PEEBS items from the 351 subjects
were included in the factor analysis. Since exploratory analysis of the data suggested some
degree of nonnormality, principal axis factoring was conducted because doing so did not entail
any distributional assumptions (Fabrigar et al., 1999). After applying the aforementioned listwise
deletion strategy of wholly excluding participants with more than 9.09% missing data, 351

participants were included in the factor analysis.
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First, it was important to determine if factor analysis was appropriate with the data. The
Kaiser-Meyer-Olkin (KMO) measure of sampling adequacy was “meritorious” (KMO = .845;
Hutcheson & Sofroniou, 1999) and Bartlett’s test of sphericity was significant (5 (2145) =
8947.76, p <.001). These results suggested that factor analysis was appropriate for the data and
expected to yield common factors.

Next, regarding the number of extracted factors to retain, several methods were applied to
retain factors that theoretically made sense. According to the Kaiser-Guttman eigenvalue greater
than one rule, seventeen extracted factors were greater than one and explained 62.74% of the
variance. However, given strong criticism that the Kaiser-Guttman rule over-factors (Fabrigar et
al., 1999), scree plot (see Figure 1) and parallel analysis were also conducted to better determine
the number of factors to retain. The scree plot suggested that six or eight factors be retained, but
parallel analysis at the 95™ percentile eigenvalue suggested that six factors be retained.
Additionally, deeper review of the sixth factor in the eight-factor model indicated that it
consisted of only two variables that loaded above .35 and it is generally recommended that a
factor have at least three strongly loading variables (D. Cicero, personal communication, March
4 and 7, 2019; Costello & Osbourne, 2005). Thus, the eight-factor model was rejected and I did
not examine the seven-factor model due to the two items on the sixth factor in that model as
well. Moving forward exploratorily, however, I decided to examine the factor structures when
the EFA was respectively set to five and six factors. When the EFA was set to and conducted
with six factors, the sixth factor had three items that loaded above .35, but notably the Cronbach
alpha coefficient was “poor” (o = .57), which suggested that the sixth factor’s items did not
reliably measure a respective construct. Juxtaposed to this finding, when the EFA was set to and

conducted with five factors, results were generally more favorable. For example, all five factors’
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Cronbach alpha coefficients fell in the “acceptable” or “good” ranges with generally favorable
factor loadings. Along these lines, the factor analysis was set to five factors and explored through
oblique rotation (direct oblimin method). This rotation method was conducted instead of
orthogonal rotation because it was theoretically believed that these factors would likely be
associated with each other (Fabrigar et al., 1999).

Subsequent to my decision to retain five factors, I had both weekly individual supervision
meetings with an expert researcher (i.e., Brad Nakamura) in the domain of EBS dissemination
and implementation and three research laboratory group discussions over three months in order
to further discuss and refine the PEEBS factors. Each group research meeting typically involved
myself, the expert researcher, the principle investigator (Jaime Pua Chang) that originally
developed the PEEBS, four to six graduate students in our department’s Clinical Psychology
Program, and four to seven undergraduate research assistants from our larger Department of
Psychology. Across all meetings, we examined the PEEBS items’ pattern matrix, discussed each
factor’s items’ content and loadings, and made decisions to keep or delete items from each
factor. The numerous parameters that were considered during item retention and deletion
discussions included (a) items’ factor loading values, (b) the extent to which items cross-loaded
across more than one factor, (c) comparing and contrasting cross-loading items’
wording/qualitative content against other items loading on competing factor scales, (d) the items’
original theoretical categories associated with its development in Chang et al.’s (2019) original
content validation study, (e) items’ associated scales from Chang’s (2016) exploratory and
confirmatory factor analysis with undergraduate students, (f) iteratively calculating factors’
Cronbach alpha coefficients with or without varying cross-loading items on their competing

sales, in a wide variety of combinations, and (g) given parental feedback that the measure was
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too long, there was strong consideration for deleting items unless there was a compelling
rationale to keep them.

Regarding decision-making for overriding initial item deletion based primarily on loading
values less than |.35], the pattern matrix showed that 10 items (6, 10, 14, 19, 31, 38, 39, 45, 53,
and 63) did not load above |.35| on any of the five factors. However, upon further inspection of
these items, given the possibility that PEEBS item 10 (“I intend to seek out researched treatments
for my child.”) may have had strong face validity for parental EBS intentions, this intention-
based item was retained and kept on its highest loading factor (Factor 4) while the nine other
variables loading less than |.35| on any factor were dropped. More specifically for item 10, it was
first categorized as a behavioral intentions’ item during original PEEBS development (Chang et
al., 2019) and loaded on the same factor (Evidence-Informed Action) as the other two behavioral
intentions’ items in Chang’s (2016) initial factor analytic work.

The pattern matrix showed that 11 items (08, 09, 22, 23, 25, 27, 33, 47, 55, 60, 61) cross-
loaded (i.e., greater than |.30|) on two factors, but none of these items cross-loaded on three or
more factors. Across the research meetings and various processes mentioned above, four of the
11 cross-loading items were retained: item 33: “I want to use treatments based on research for
my child’s problems; item 40: “I know what happens in my child’s treatment sessions;” item 55:
“Treatments endorsed by other families with the same problems are important to me;” and item
61: “I expect to obtain treatments supported by research for my child’s problems.” To illustrate
some decision-making considerations for retaining these four items, I will expand upon previous
research meeting discussion points regarding item 61. As seen in Table 5, item 61 cross-loaded
greater than |.30| on the fourth (.41) and fifth (-.33) factors. Through group discussions, item 61

was retained on Factor 4 rather than Factor 5. There were several reasons behind this decision.
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First, item 61’s absolute value factor loading was higher on Factor 4 than on Factor 5. Second,
Factor 4 retained the other two items that were originally categorized as behavioral intentions’
items during the PEEBS initial content validation process (Chang et al., 2019). Third, item 61 fit
with other items from Factor 4 in the current study that all aligned with Chang’s (2016)
Evidence-Informed Action factor.

An example of a non-retained cross-loading item was item 8 (“Treatments endorsed by a
psychologist are important to me.”), which cross-loaded on Factor 1 (.54) and Factor 4 (.39). As
item 8 loaded higher on Factor 1, research discussion on this item mostly focused on whether or
not to delete or retain this item here. Both a conceptual rationale and statistical evidence
supported the decision to delete item 8 from Factor 1. From a conceptual perspective, group
discussions highlighted the thematic similarity between item 8 (“Treatments endorsed by a
psychologist are important to me.”) and item 34 (“Treatments suggested by a therapist are
important to me.”). More specifically, both items were associated with Chang et al.’s (2019)
subjective norms domain. Additionally, however, given that “psychologist” (i.e., item 8) is only
one type of therapist (e.g., counselors, social workers) and item 34 speaks about “therapist” more
broadly, group discussions noted potential redundancy in keeping both items 8 and 34.
Furthermore, and from a statistical perspective, item 34 loaded higher (.67) on Factor 1 than did
item 8 on Factor 1 (.54), which provided even stronger evidence to retain item 34 instead of item
8.

In some cases, items were deleted even if they loaded onto a single factor with a value
greater than |.35|. These types of items were sometimes deleted for a variety of reasons such as
content redundancy with other items, not seeming to fit conceptually with the overall factor, and

Cronbach alpha coefficient results associated with iteratively examining factors’ internal
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consistencies with or without items. In all, eighteen of these types of items were deleted,
including: item 12: “My child’s therapist should help me decide the most effective treatments to
use;” item 21: “I am willing to try any type of treatment for my child;” item 32: “I will utilize
whatever treatment services are offered to me;” item 38: “I am overwhelmed by treatment
options;” item 49: “My child’s school should be required to help me access researched
treatments;” item 51: “Treatments supported by research can be modified for my child;” and item
53: “Mental health treatments can work for my child;” item 56: “A therapist does not need to
follow the research to be effective;” and item 64: “Mental health treatments work quickly” (see
the Removed Items rows in Table 4 for all non-retained items that loaded greater than .35). As
just one example, decision-making discussion points are outlined here regarding item 56. First, in
contrast to all other items on Factor 4 that are positively worded and positively loaded onto
Factor 4, item 56 is negatively worded and loaded on Factor 4 at -.45. Second, item 56 was
originally conceptualized by Chang et al., (2019) as relating to attitudes, and seemed redundant
with two other Chang et al. attitudes’ items on Factor 4 that were positively worded and retained:
item 1 (“I would prefer that the treatment my child’s therapist uses is based on research”) and
item 29 (“A good therapist will use treatments that have been supported by evidence”). Towards
the goal of creating a measure that is more consumer friendly, it seemed potentially more
beneficial to retain items that were positively rather than negatively worded to decrease
confusion for parent users. Additionally, the deletion of item 56 potentially decreases the
likelihood of future scoring errors, such that if this item were retained, it would need to be
reverse scored in order to contribute to its scale score. Lastly, when I iteratively examined

Cronbach alpha coefficients for Factor 4 with and without item 56, Factor 4’s internal
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consistency was .83 with item 56 and .85 without it. For these various reasons, item 56 was
deleted and did not contribute to subsequent aims’ results below.

Similar to the aforementioned points above for handling cross-loading items,
approximately three additional group research and individual meetings with the expert researcher
were devoted to the interpretation and naming of the five factors. Since the naming of factors can
be viewed as an art that best describes the items on the factor (Yong & Pearce, 2013), Henson
and Roberts (2006) suggest not naming factors based on actual observed items to decrease future
user confusion and reinforce the concept that exploratory factors are latent and unobserved
constructs. Based on identified overarching content themes, the following factors were named:
Factor 1, Subjective Norms (7 items explaining 16.7% of the variance); Factor 2, Perceived
Treatment Barriers (10 items explaining 7.5% of the variance); Factor 3, Knowledge (5 items
explaining 5.2% of the variance); Factor 4, Evidence-Informed Action (9 items explaining 4.5%
of the variance); and Factor 5, Perceived Behavioral Control (8 items explaining 4.1% of the
variance; see Table 5).

Variables loading on the first factor of Subjective Norms included items characterized by
a parent’s value in exploring and using different avenues and resources (e.g., school staff,
psychiatrists, physicians, therapists, online resources, other parents with similar challenges,
parent advocates) to help them choose mental health treatment for their child. Given parents’
perceived importance of these social influences towards seeking treatment, this first factor
appeared to align with Ajzen’s subjective norms dimension. Of particular note, all of Factor 1’s
items uniformly mapped onto the Subjective Norms domain of Chang et al.’s (2019) content
validation study. As can be seen in Table 5, an example item includes item 55: “Treatments

endorsed by other families with the same problems are important to me.” The scale’s mean was
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positively scored such that higher levels reflected stronger value in the endorsement of subjective
influences. The scale’s mean score was 3.73 (SD = 0.54), which suggested that parents
qualitatively rated the items between neutral and agree.

The second factor, Perceived Treatment Barriers, consists of items that broadly
encompass a variety of logistical barriers and challenges that may influence a parent to not seek
treatment, including treatments supported by research, for their child. Content for items on this
factor strongly aligned with Chang’s (2016) Barriers to Treatment Engagement factor. This scale
in its entirety can be seen in Table 5, and an example includes item 43: “Children who
participated in treatment research studies are not like my child.” Regarding the scoring and
interpretation of this scale, a higher mean reflects more endorsement of perceived treatment
barriers. This second scale’s mean score was 2.70 (SD = 0.54), and this value qualitatively fit
between disagree and neutral.

The third factor was broadly named Knowledge due to this construct manifesting across a
wide range of knowledge-related items, both generically about treatment in general (e.g., item
57: “I know how to access treatments for my child;” item 65: “I do not know what type of
treatment therapists are using.”), as well as research-based treatments (e.g., item 54: “I do not
know where to find treatments who use treatments based on research;” item 58: “I do not know
enough about researched treatments to form an opinion about them.”). Regarding this scale’s
mean score, the three negatively worded items (item 54, 58, and 65) were reverse scored, and
when combined with positively worded items (item 42 and 57), higher scores reflect higher self-
reported levels of parental knowledge. Taking into account the three reverse scored items, this
overall scale had a mean score of 3.14 (SD = 0.74) and was qualitatively between neutral and

agree.
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Items loading on the fourth factor of Evidence-Informed Action included a variety of
items from Chang et al.’s (2019) original domains of perceived behavioral control, attitudes, and
behavioral intentions. The words “evidence” and “action” are included in the name of this factor
because all its items make reference to research-based treatments in some regard, that is either
parent-consumer (e.g., item 33: “I want to use treatments based on research for my child’s
problems.”) or therapist (e.g., item 44: “My child’s therapist should always use researched
treatments before trying other options.”) action-oriented. The name of this factor is the same as
one of Chang’s (2016) factors, given the strong overlap of items with the current and her
previous factor (i.e., see column four of Table 5). Regarding the scoring and interpretation of this
scale, higher scores on this scale reflect stronger endorsement of Evidence-Informed Action.
This scale’s mean was 3.92 (SD = 0.59) and qualitatively suggested that parents almost agreed
with these items.

The fifth factor, Perceived Behavioral Control, contained a majority (seven out of eight)
of items that were initially categorized as being associated with perceived behavioral control
during the questionnaire’s initial development (Chang et al., 2019). This factor spoke to a
parent’s subjective degree of control over for engaging in various aspects of treatment, which
seems to strongly align with the TPB-construct of perceived behavioral control more broadly
(e.g., item 35: “It is my duty to learn about effective treatments for child’s problems”).
Regarding the scoring and interpretation of this scale, higher scores on this scale reflect stronger
endorsement of Perceived Behavioral Control. Out of the five scales, this scale had the highest
mean score (M = 4.18, SD = 0.52) and qualitatively fell between agreed and strongly agreed.

The five-factor questionnaire described above, containing a grand total of 39 items, was

determined to be the most parsimonious solution and was retained for subsequent analyses (i.e.,
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convergent validity). All factor loadings for all 66 items (i.e., both retained and deleted) are
presented in Table 5, along with each item’s original domain during questionnaire development
(see column three “TPB Domain”) and Chang’s (2016) factors (see column four “Chang (2016)
Factor”). Means and standard deviations for each of the scales are presented in Table 4.

Aim 2: Reliability

Cronbach alpha coefficients for all scales were in the “acceptable” to “good” range (o =
.72 to .85). Coefficient alphas for the five factors were as follows: Subjective Norms (o = .76),
Perceived Treatment Barriers (o = .72), Knowledge (o = .73), Evidence-Informed Action (o =
.85), and Perceived Behavioral Control (o = .78). The 39-item PEEBS Total scale score
demonstrated “good” internal consistency (o = .81). Please refer to Table 6 for the PEEBS
Cronbach alpha coefficients.

Aim 3: Convergent Validity

Pearson product zero-order bivariate correlations were conducted to examine the
relationships between all PEEBS, FES, and PATPSI scales (see Table 6 and Table 8). First,
however, I examined the correlations between each of the PEEBS scales.

Regarding the correlations between the PEEBS factors, there was support for
differentiation among the factors. For example, higher endorsement of Perceived Treatment
Barriers was negatively correlated with Knowledge ( = -.15, p <.01). Similarly, Evidence-
Informed Action was positively correlated with Perceived Behavioral Control (» = .49, p <.01),
Subjective Norms (r = .42, p <.01), and Knowledge (» = .15, p < .01). Further consistent with
the TPB framework, Perceived Behavioral Control and Subjective Norms were positively and
significantly related ( = .40, p < .01). The Pearson product zero-order bivariate correlations for

all the PEEBS scales are presented in Table 6.
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Concerning expected convergent validity correlation patterns, given the utilization of
EFA for Aim 1 and thus not knowing a priori the eventually identified factors, I could not make
explicit predictions for Aim 3. At the same time, given heavy overlap between the newly
identified PEEBS factors with TPB constructs and PATPSI and FES scales, I tentatively put
forward a limited number of hypotheses here. First, I hypothesized that the PEEBS Subjective
Norms, Knowledge, Evidence-Informed Action, and Perceived Behavioral Control scales would
correlate significantly and positively with the three FES scales (total of 12 bivariate
relationships) and the PATPSI Help-Seeking Attitudes and Help-Seeking Intentions scales (total
of eight bivariate relationships). I also predicted that these four PEEBS scales would relate
significantly and negatively with the PATPSI Stigmatization scale (total of four bivariate
relationships). I also expected that the PEEBS Perceived Treatment Barriers scale would
associate significantly and negatively with three FES scales and the PATPSI Help-Seeking
Attitudes and Help-Seeking Intentions scales (total of five bivariate relationships). Lastly, I
hypothesized that the PEEBS Perceived Treatment Barriers scale would correlate significantly
and positively with the PATPSI Stigmatization scale, especially since one of the items on the
Perceived Treatment Barriers scale explicitly mentioned stigma about mental health treatments.
The predicted directions for the bivariate correlations for all the PEEBS scales with the FES and
PATPSI scales are presented in Table 7.

As expected, the PEEBS Subjective Norms scale correlated significantly and positively
with the FES Family scale (» = .12, p <.05) and the FES Service System scale (» = .15, p <.01).
However, the PEEBS Subjective Norms scale was not significantly and positively correlated
with the FES Community/Political scale. Further, although the PEEBS Subjective Norms scale

was not significantly correlated with the PATPSI Help-Seeking Attitudes and Stigmatization
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scales, convergence between the PEEBS Subjective Norms scale and the PATPSI Help-Seeking
Intentions scale was positive and medium-sized (» = .21, p <.01).

Although it was expected that the PEEBS Perceived Treatment Barriers would be
significantly and negatively correlated with the three FES scales, these hypotheses were not
supported. Interestingly and unexpectedly, the PEEBS Perceived Treatment Barriers scale was
positively and significantly correlated (r = .27, p < .01) with the FES Community/Political scale.
The hypothesized correlations between the PEEBS Perceived Treatment Barriers scale and the
PATPSI scales were supported. The PEEBS Perceived Treatment Barriers significantly and
positively correlated (r = .42, p <.01) with the PATPSI Stigmatization scale. There was also a
negative relationship (» =-.48, p <.01) that approached a large effect size for the correlation with
the PEEBS Perceived Treatment Barriers and the PATPSI Help-Seeking Attitudes scale. Finally,
although the PEEBS Perceived Treatment Barriers scale was not significantly correlated with the
PATPSI Help-Seeking Intentions scale, the correlation coefficient approached (» =-.07) a small
effect size for the relationship in the expected negative direction.

As predicted, there were medium and positive correlations between the PEEBS
Knowledge scale and the three FES scales: Family (» = .36, p <.01), Service System (r = .40, p <
.01), and Community/Political (» = .39, p <.01). Regarding the PATPSI scales, I found a
significant correlation with a medium effect size (» = .25, p <.01) for the association with the
PEEBS Knowledge scale and the PATPSI Help-Seeking Intentions scale. Similarly, there was a
significant, negative, and small effect size (» = -.14, p < .05) for the relationship between the
PEEBS Knowledge scale and the PATPSI Stigmatization scale. Although the PEEBS

Knowledge scale was not significantly associated with the PATPSI Help-Seeking Attitudes
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scale, the correlation coefficient (» = .08) approached a small effect size in the expected positive
direction.

Although the PEEBS Evidence-Informed Action scale was not significantly and
positively correlated with the FES Community/Political scale, the PEEBS Evidence-Informed
scale was significantly and positively related with the FES Family (» = .20, p <.01) and the FES
Service System (r = .15, p <.01) scales. The PEEBS Evidence-Informed Action scale was not
significantly and negatively associated with the PATPSI Stigmatization scale, but the correlation
coefficient ( = -.07) approached a small effect size in the predicted direction. The predicted
correlations for the PEEBS Evidence-Informed Action scale with the other two PATPSI scales
were observed. The PEEBS Evidence-Informed Action scale had a significant, positive, and
medium correlation (» = .36, p <.01) with the PATPSI Help-Seeking Intentions scale and a
significant, positive, and small correlation (» = .11, p <.05) with the PATPSI Help-Seeking
Attitudes scale.

The PEEBS Perceived Behavioral Control scale showed a medium effect size for the
relationship with the FES Family (» = .35, p <.01) and FES Service System (r = .41, p <.01)
scales. I found a significant, positive, and small association (» = .15, p <.01) between the PEEBS
Perceived Behavioral Control scale and the FES Community/Political scale. The hypothesized
significant relationships between the PEEBS Perceived Behavioral Control scale and the three
PATPSI scales were also supported. The PEEBS Perceived Behavioral Control scale was
significantly and positively correlated with the PATPSI Help-Seeking Intentions scale (» = .38, p
<.01) and significantly and negatively correlated with the PATPSI Stigmatization scale (» = -.22,
p <.01). Also, the PEEBS Perceived Behavioral Control scale showed a significant, positive, and

small association (» = .17, p <.01) with the PATPSI Help-Seeking Attitudes scale.
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Discussion

This investigation examined various psychometric properties of the PEEBS with a
diverse community sample of parents towards the goals of better understanding the questionnaire
and youth mental health parent consumer perspectives. Several psychometric properties of the
PEEBS were examined through three study aims. First, through an EFA, five factors emerged
and represented the constructs of (a) Subjective Norms, (b) Perceived Treatment Barriers, (c¢)
Knowledge, (d) Evidence-Informed Action, and (e) Perceived Behavioral Control. Second,
regarding internal consistency, Cronbach alpha coefficients for these five scales and whole
questionnaire Total fell in the “acceptable” and “good” ranges. Third, regarding convergent
validity, the majority of expected bivariate correlations were observed between PEEBS
constructs and related dimensions of empowerment and general intentions for engaging in youth
mental health services.

My first aim was to psychometrically explore the PEEBS factors. It was tentatively
hypothesized that the EFA would have five factors that aligned with the domains of (a) attitudes,
(b) perceived behavioral control, (c) subjective norms, (d) behavioral intentions, and (e) a
general treatment factor originally developed by Chang et al. (2019). This hypothesis was
partially supported. Two of the PEEBS five emergent scales corresponded strongly with Chang
et al.’s original domains of subjective norms and perceived behavioral control. Furthermore,
although my Evidence-Informed Action scale was not named as such, or perfectly aligned with
the domain of behavioral intentions, this factor included all original behavioral intention items in
addition to many action-oriented statements. Inconsistent with Chang et al.’s work, general
treatment and attitudes factors did not emerge, and instead I identified the factors of Knowledge

and Perceived Treatment Barriers in the current study.
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The PEEBS first factor, Subjective Norms, consisted of items about the social normative
influence of other individuals (e.g., therapist, pediatrician, school staff, families with similar
problems) or resources (e.g., online) that recommend treatment. All seven items on this scale
were originally developed and associated with the subjective norms domain during original
questionnaire development (Chang et al., 2019). Interestingly, although the PEEBS was designed
to capture parental perspectives towards evidence-based treatment, the final items on this scale
do not explicitly include the term “evidence” or “research” to describe the type of suggested
treatment. Although it would be hoped that individuals and resources mentioned across these
items would suggest youth mental health interventions that are supported by science, this
supposition should not be assumed (cf. Nakamura et al., 2011; Becker-Haimes et al., 2017).
Accordingly, at the present time this scale should perhaps be conceptualized as assessing for
subjective norms or social normative influences for selecting treatment more broadly, rather than
specifically for evidence-based approaches. Forthcoming research with the PEEBS could help to
clarify this issue. For example, future research on the PEEBS Subjective Norms scale could
investigate the extent to which it can predict utilization of both general and evidence-based youth
mental health services, either in isolation or in combination with another behavioral intentions
measure like the PATPSI (Turner, 2012). Extant psychometric research on existing parent-report
measures of treatment readiness and expectancies (e.g., Johnston et al., 2020; Nock & Kazdin,
2001; Turner, 2012; Wade & Andrade, 2015) have not yet identified a subjective norms scale.
Thus, this PEEBS factor is believed to be the first that assesses the construct. Given the
theoretical value of this construct to the TPB, future research on this aspect of behavior seems

important.
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The second scale, Perceived Treatment Barriers, consisted of items that indicated barriers
for treatment engagement. Although three of the 10 items on this scale did not explicitly refer to
EBS-related terminology, seven items did note barriers about research-based interventions
specifically. Collectively across the 10 items composing this scale, a wide variety of barriers
seem to be represented, including lack of access, stigma, family background and culture, and
logistics (cost, location). The emergence of a barrier scale for the PEEBS is consistent with other
parent-report questionnaire work in the area of treatment engagement and utilization more
broadly. For example, Kazdin et al.’s (1997) widely used Barriers to Participation Scale is a 44-
item parent-report measure that assesses stressors and obstacles that impede treatment
participation, treatment demands and issues, perceived relevance of treatment, and therapeutic
alliance and rapport. Turner’s (2012) PATPSI also assesses one type of treatment barrier, stigma,
that was used for PEEBS convergent validity analyses. Additionally, although Johnston et al.
(2020) did not explicitly use the term “barriers” in their study, their psychometric investigation
of the Help-Seeking Stage of Change parent-report measure identified two scales, Pre-
Contemplation (e.g., item 7: “Therapy would be a waste of time.””) and Contemplation (e.g., item
6: “I need some help for my child, but it is too embarrassing to talk to a stranger about the
problems we are having.”) that both seem to partially align with the PEEBS Perceived Treatment
Barriers. Adding to the literature in this regard then, it seems that both broadly speaking (e.g.,
Johnston et al., 2020; Kazdin et al., 1997; Turner, 2012) and specific to evidence-based treatment
approaches, the concept of treatment barriers is an important one that warrants continued
consideration and future study. For instance, research might investigate the relationship between
the PEEBS Perceived Treatment Barriers scale, Kazdin et al.’s measure, and actual service

engagement. If the Perceived Treatment Barriers scale relates to both Kazdin et al.’s measure and
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subsequent service engagement difficulties, this 10-item scale might offer improved
measurement feasibility for times when utilizing a whole measure on barriers is not possible.
The third factor, Knowledge, broadly measured parental perceptions about youth mental
health services knowledge. Across the five items on this scale, three assessed beliefs about
research-based treatments. The emergence of a Knowledge factor comports with psychometric
work not only from the PEEBS immediate predecessor (i.e., Chang, 2016), but also with
measures developed by other research groups in this area (i.e., Shea et al., 2019, Topkaya et al.,
2017). An important, yet subtle point, about the Knowledge factor is that its items do not
measure parents’ factual knowledge base about mental health psychopathology or evidence-
based treatments (cf. Mendenhall & Frauenholtz, 2013; Lindhiem et al., 2019), rather
Knowledge assesses parental perceptions about their knowledge in this area. Therefore, although
potentially related, it seems worthwhile to differentiate this Knowledge scale and construct from
the emerging research area of mental health literacy. The term “mental health literacy” refers to
the knowledge and attitude beliefs of mental health disorders, including prevention and treatment
strategies (Jorm, 2000, 2015). Measurement efforts in this domain are developing, with a
particular focus on assessing parents’ factual knowledge base (cf. Gamarra et al., 2019).
Collectively, work done on parental perceptions of their knowledge and the potentially related
construct of literacy suggest that these may be important facets of consideration for mental health
service planning and warrant future research. For example, since Knowledge purportedly
measures beliefs, this construct may fit within the TPB framework and contribute to intentions
and use of EBS more than actual factual knowledge. For instance, Ajzen et al. (2011) have
previously demonstrated that factual knowledge about behaviors (e.g., energy conservation,

alcohol use) did not predict intentions and behavior. Rather, beliefs about one’s knowledge,
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which may be biased or inaccurate about the behavior, influenced intentions and subsequent
behavior (Ajzen et al., 2011). Future research could investigate the extent to which knowledge
beliefs and mental health literacy converge with one another, and also subsequent evidence-
based practice behaviors. Increasing our field’s understanding of the predictive utilities of
knowledge beliefs and mental health literacy may help to inform and nuance evidence-based
practice implementation efforts.

Evidence-Informed Action, the fourth PEEBS factor, reflected parental beliefs about their
own intentions and action-oriented behaviors by a service provider. All nine Evidence-Informed
Action items made explicit mention of the terms evidence or research (i.e., research-based
treatments). Of note, this Evidence-Informed Action scale included all three of the original
PEEBS behavioral intentions’ items (Chang et al., 2019), and it is the author’s opinion that this
factor is the closest proxy to behavioral intentions overall. All nine Evidence-Informed Action
items in the current effort were also classified as such in Chang’s (2016) original study, but the
current Evidence-Informed Action scale was reduced by 20 items in comparison to that of the
original PEEBS. This overlap, now seen with both an adult sample in reference to seeking
services for themselves or a loved one (i.e., Chang, 2016) and parents with regard to their
children suggests that “evidence-informed action” or “behavioral intentions” for engaging in
EBS is an important dimension for ongoing consideration and further study. Although there are
currently no other available parent-report measures or scales aligning squarely with Evidence-
Informed Action, there are several potentially related instruments worth noting. First, Johnston et
al.’s (2020) Help-Seeking Change measure includes a Preparation scale (e.g., item 22: “T am
ready to get my child some therapy as soon as possible.”) that partially aligns with Evidence-

Based Action’s intentions, but Preparation does not explicitly indicate evidence-based treatment.
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Second, Nock and Kazdin’s (2001) Parent Expectancies for Child Therapy has two scales,
Credibility and Parent Involvement, that may converge with parental intentions and provider
actions. However, similar to Johnston et al.’s work, Nock and Kazdin did not measure parental
expectations specifically about evidence-based treatment. For example, the Credibility scale
includes the following item, “I believe I will be motivated to work in this type of treatment with
a therapist,” that possibly overlaps with behavioral intentions, and the Parent Involvement scale
includes indications of provider behavior (e.g., item 25: “I believe that a therapist will call me
during the week.”). Finally, although the PATPSI broadly measures help-seeking intentions of
general youth services, Evidence-Informed Action is believed to be the first scale that measures
parental beliefs about intentions and action-oriented behavior to use EBS specifically. However,
the extent to which this scale and the overall questionnaire specifically predict utilization of EBS
remains unknown. Forthcoming studies in this area may consider comparing the scales and
measures mentioned in this paragraph against the PEEBS Evidence-Informed Action scale for
predicting actual parental EBS behaviors.

The fifth factor, Perceived Behavioral Control, reflected parental beliefs of control over
both internal and external factors related to EBS utilization. We chose this factor name because
seven of the eight items were originally categorized under the perceived behavioral control
domain (Chang et al., 2019) during the PEEBS original content validation process. Five of the
eight items state or allude to principles of evidence-based treatment. This scale appears to be the
first of its type in the literature, in that it purportedly specifically assesses perceived behavioral
control in any regards for parents, about general services or EBS more specifically. With that
said, however, three potentially related measurement strategies are noteworthy of at least brief

mention. First, Nock and Photos’s (2006) Parent Motivation to Participate in Treatment measure
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contains a scale deemed Perceived Ability to Change, which seems to comport with control
beliefs (e.g., item 23: “I believe that I am capable of learning the skills needed to change my
child’s behavior.”). However, psychometric evidence for this scale’s performance and utility is
mixed. Second, Nock and Kazdin’s (2001) Parent Expectancies for Child Therapy measure
contains a Parent Involvement scale which includes items (e.g., item 5: “How much of a role do
you believe that you will have in your child’s treatment?”’) that seem to align with control beliefs
about parental engagement that Perceived Behavioral Control measures (e.g., item 26: “It is
necessary that [ participate in my child’s treatment.”). Third, Johnston et al.’s (2020) Help-
Seeking Stage of Change measure’s Preparation scale (e.g., item 5: “I’ve recently started looking
for information about professional help for my child’s problems.”) may overlap with control
beliefs about seeking evidence-based treatment assessed through Perceived Behavioral Control
(e.g., item 35: “It is my duty to learn about effective treatments for my child’s problems.”).
Given the overall robustness of the literature for perceived behavioral control predicting adults’
behavioral intentions to seek (Bohon et al., 2016; Kelly et al., 2011; Kopelowicz et al., 2007;
Mak & Davis, 2014; Mesidor & Sly, 2014; Mo & Mak, 2009; Vederhus et al., 2015; Zemore &
Ajzen, 2014) and actually utilize mental health services (Li et al., 2018), future research in this
area seems especially warranted. For example, forthcoming work in this area could investigate
the relationship between Perceived Behavioral Control, in isolation as a single scale, or in
concert with the overall PEEBS, for predicting future parental EBS behaviors.

The second aim for this psychometric study examined the PEEBS internal consistency.
All five factors and the Total questionnaire scale fell in the “acceptable” to “good” range. With
regard to situating the current findings within the context of the broader literature, four major

comparison points are offered. First, although moderately different in factor structure and very
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different in terms of participant characteristics, overall reliabilities were better in the current
study in comparison to those found in Chang’s (2016) original work (i.e., “good” to “poor”
range). Second, given the lack of existing parent-report measures for aligning squarely with the
current PEEBS TPB-related scales, I tentatively provide comparisons against studies that
examined adults seeking and utilizing mental health services. Concerning the PEEBS Subjective
Norms Cronbach alpha coefficient of .76, this value fell towards the middle of the range of
adults’ subjective norms research in this area (i.e., ranging from .60 to .95). With regard to the
PEEBS Perceived Behavioral Control Cronbach alpha coefficient, this value was .78, and also
fell in the middle range as compared to existing adult research (ranging from .54 to .93). Lastly,
the PEEBS Evidence-Informed Action scale evidenced a strong internal consistency index of .85,
which fell towards the upper end in comparison to existing adult research on behavioral
intentions (ranging from .51 to .97; Bohon et al., 2016; Hammer et al., 2018; Mesidor & Sly,
2014; Mo & Mak, 2009; Li et al, 2017; Li et al., 2018; Schomerus et al., 2009; Shea et al., 2019;
Skogstad et al., 2006; Zemore et al., 2009). Stepping back even further, from a broad theoretical
TPB perspective, Ajzen (2011; 2015) has previously argued that well-designed measures of
attitudes, subjective norms, perceived behavioral control, and behavioral intentions rarely have
reliabilities greater than .75 or .80. As such, it may be particularly noteworthy that the PEEBS
Subjective Norms, Perceived Behavioral Control, and Evidence-Informed Action scales all fell
within or above these benchmarks. Collectively then, both in terms of comparisons to the adult
mental health services literature and the TPB literature more broadly, the PEEBS Subjective
Norms, Perceived Behavioral Control, and Evidence-Informed Action scales seem decently

reliable, at least for future studies and ongoing refinement.
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A third set of comparisons for evaluating the PEEBS Cronbach alpha coefficients
concerns evaluating the Perceived Treatment Barriers scale’s “acceptable” value of .72 against
other barrier-type measures. First, and perhaps most directly relevant, Chang’s (2016) original
Barriers to Treatment Engagement scale was slightly higher (i.e., .84) than that demonstrated
here for my scale, although it is noteworthy that my items slightly differed from hers and I also
had fewer scale items (i.e., her 13 items versus my 10). With regards to Kazdin et al. (1997)’s
aforementioned Barriers to Participation, their scales’ Cronbach alpha coefficients ranged from
.61 to .80, and thus my scale fell in the middle of that range. Finally, my Perceived Treatment
Barriers’ Cronbach alpha coefficient fell slightly below the range of values indicated for Shea et
al.’s (2019) Barriers to Seeking Mental Health Counseling’s barriers scales (ranging from .74 to
.88) but above the values for Johnston et al.’s (2020) Help-Seeking Stage of Change’s Pre-
Contemplation (i.e., .57) and Contemplation (i.e., .62) scales. The body of work in this area
collectively suggests that, overall, the Perceived Treatment Barriers scale is reliable for potential
usage and future study.

Finally, with regard to comparing the PEEBS Knowledge scale’s Cronbach alpha
coefficient to those from existing and comparable measures, the value demonstrated in this study
fell above some previous work but also below those of others. My Knowledge Cronbach alpha
coefficient was higher than Chang’s (2016) PEEBS Limited Treatment Knowledge scale and
Topkaya et al.’s (2017) Barriers to Seeking Psychological Help Scale’s Lack of Knowledge.
However, Shea et al.’s (2019) Barriers to Seeking Mental Health Counseling’s scales of Lack of
Access and Lack of Knowledge ranged from .82 to .88 and were higher than my Knowledge
value of .73. Collectively then, although far from optimal, these findings collectively suggest

acceptability for the current Knowledge scale.
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Regarding Aim 3 findings, convergent validity was explored through Pearson product
zero-order bivariate correlations between the scale scores from the PEEBS, FES, and the
PATPSI. Across 30 key scale by scale bivariate correlations, I predicted that there would be 21
significant and positive associations and nine significant and negative relationships. Overall, 20
of my 30 predictions were found with 10 such relationships between scale scores on the PEEBS
and the PATPSI, and another 10 between scales scores on the PEEBS and the FES. My results
for this aim collectively suggested that the PEEBS constructs were generally related to those of
empowerment, help-seeking attitudes and intentions of general youth services, and stigmatization
in expected directions. Overall, the PEEBS appears to be a valid assessment of parental beliefs
about treatment services.

Support for hypotheses concerning Subjective Norms’ relationships with PATPSI and
FES scales was mixed, with three of six bivariate correlations performing as expected. In line
with my expectation and previous TPB previous research (Bohon et al., 2016; Hammer et al.,
2018), a significant positive association emerged between Subjective Norms and PATPSI Help-
Seeking Intentions. However, the hypothesized positive relationship between Subjective Norms
and PATPSI Help-Seeking Attitudes was not observed. This latter finding is inconsistent with
positive correlations between attitudes and subjective norms typically observed for adults
seeking mental health services (Bohon et al., 2016; Hammer et al., 2018; Li et al., 2017; Li et al.,
2018; Mak & Davis; 2014; Mesidor & Sly, 2014). Upon further review of the PATPSI Help-
Seeking Attitudes scale, it seems possible that some content was too vague and did not explicitly
target attitudes about youth services (e.g., item 7: “Psychological problems tend to work
themselves out”). In contrast, for Subjective Norms items, parents might have thought more

specifically about youth treatment since these items spoke specifically to social influences geared

55



more towards children’s service providers (e.g., pediatrician, school staff). Unexpectedly, the
association between Subjective Norms and PATPSI Stigmatization was not negative. This result
stands in contrast to Hammer et al.’s (2018) findings, which found negative relationships
between two dimensions of stigma and subjective norms in adults seeking mental health services.
Since PATPSI Stigmatization purportedly queries about stigma from individuals that are
important to the parent, it is possible that parents might have responded to these items without
thinking through fully about the social influences measured in Subjective Norms. For example, a
parent’s perception of “important people” in the PATPSI Stigmatization item, “Important people
in my life would think less of my child if they were to find out if he/she had a psychological or
behavior problem,” might not align with the social influences indicated in the PEEBS. As
expected, Subjective Norms was significantly and positively associated with empowerment at
both the Family and Service System levels. Since Service System involves interaction with
service professionals, it may be that collaborative communication between parents and
professionals could play a role in explaining the positive relationship between these two
constructs. Although expected, the association between Subjective Norms and
Community/Political empowerment was not observed.

Support for hypotheses concerning Perceived Treatment Barriers was also mixed, with
significant associations emerging as expected for two of the six PATPSI and FES constructs. As
expected, Perceived Treatment Barriers was significantly and positively correlated with PATPSI
Stigmatization. This makes intuitive sense as stigma can be viewed as a barrier towards seeking
treatment (e.g., Kazdin et al., 1997; Salloum et al., 2016), and in fact, one Perceived Treatment
Barriers item speaks specifically to the issue of stigma. Consistent with my expectation, there

was a significant negative association between Perceived Treatment Barriers and Help-Seeking
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Attitudes. The medium-to-large effect size seen here is consistent with work by Hammer et al.
(2018), whose work found a negative and medium-sized correlation (» = -.47) between the
Mental Health Seeking Attitudes Scale and public stigma of seeking help. With regard to the
relationship between Perceived Treatment Barriers and Help-Seeking Intentions, contrary to my
expectation I did not find any significant relationship here. In this way, my finding is consistent
with Werner et al., (2019) who found non-significant associations between two domains of
stigma and help-seeking intentions, but goes against Chang’s (2016) work which did find an
inverse relationship between barriers and service engagement intentions. Contrary to my
hypotheses, there were no significant and negative correlations between Perceived Treatment
Barriers and FES Family and FES Service System. Interestingly, and directly opposite of my
initial hypothesis, there was a positive correlation between Perceived Treatment Barriers and
FES Community/Political. Although slightly differing from Chang’s (2016) original work with
regard to participant sample and scale name/items, this unexpected correlation is consistent with
her significant negative correlation between her Barriers to Treatment Engagement scale and
FES Community/Political. In both cases, I speculate that participants with higher levels of
Perceived Treatment Barriers (or Barriers to Treatment Engagement in Chang’s work) may
believe that in order to improve their child’s well-being, they may have to take broad action (e.g.,
contact policy makers and utilize community resources for services) to support and better
services for themselves and others, and such empowerment may therefore actually stem from
experiencing more treatment barriers. Obviously, this is mere speculation at this point and an
important area of future study.

Knowledge-related hypotheses were mostly supported, with significant relationships

emerging with five of the six PATPSI and FES constructs. Given prior research demonstrating a
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lack of knowledge inversely correlating with help seeking attitudes (Shea et al., 2019; Topkaya
et al., 2017), it was somewhat expected that Knowledge would positive correlate with Help-
Seeking Attitudes. However, this hypothesis was not supported and these constructs did not
relate to one another. At the same time, and expectedly based on prior research showing
knowledge about service awareness positively associating with help-seeking intentions (Li et al.,
2018) and a lack of knowledge inversely relating with help-seeking intentions (Chang, 2016;
Shea et al., 2019), Knowledge was positively related with Help-Seeking Intentions. Although the
causal directionality of this relationship is unknown, this result could suggest some support for
the potential prediction of intentions by another set of beliefs, one’s beliefs about their level of
knowledge, and is in line with work from Li et al. in the area of knowledge and higher levels of
knowledge beliefs predicting more service use. Regarding the three medium-sized positive
correlations between Knowledge and all three FES constructs, these findings were consistent
with my hypotheses, and particularly expected given the role of and prevalence of knowledge in
many FES items.

Most Evidence-Informed Action hypotheses were supported, with significant associations
emerging with four of the six PATPSI and FES constructs in expected directions. Although
directionally in my hypothesized direction (i.e., negative), contrary to my expectation, no
significant relationship between emerged between Evidence-Informed Action and PATPSI
Stigmatization. Interestingly, this lack of a significant correlation is in line with recent work from
Werner et al. (2019) who found non-significant associations between two stigma constructs and
help-seeking intentions. As expected, the positive correlation between Evidence-Informed
Action and PATPSI Help-Seeking Intentions provided support for the preliminary idea that my

new scale may be measuring some aspect of intentions to seek EBS treatment. Although the
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correlation size was small, the positive association between Evidence-Informed Action and Help-
Seeking Attitudes was expected. Similar to the relationships between Subjective Norms and
empowerment, Evidence-Informed Action was significantly and positively correlated with both
FES Family and Service System, but not with Community/Political. In this way, my hypothesis
about the relationship between Evidence-Informed Action and empowerment more broadly was
partially supported, and these results may potentially suggest differential relationships between
action and empowerment, varying by level of empowerment.

Regarding convergent validity for Perceived Behavioral Control, all six correlations with
the FES and PATPSI constructs were significantly observed in the hypothesized directions. The
strength of the bivariate correlation between Perceived Behavioral Control and Help-Seeking
Attitudes was small, and in line with effect sizes found in similar studies by Shea et al. (2019)
and Li et al. (2018), who examined adults’ perceived behavioral control and attitudes for seeking
mental health services. However, our collective findings differed slightly from the work of
Bohon et al. (2016) and Hammer et al. (2018) who found medium and large effect sizes in their
studies on adults’ perceived behavioral control and attitudes seeking mental health services. All
four of these recent previous studies do not seem to differ remarkably from one another in that
they used similar assessment measurement strategies and college student samples for the
behavior of seeking mental health counseling. Along these lines, reasons for varying effect sizes
remain unclear and a potentially needed area of future research. Consistent with my hypothesis,
the positive correlation between Perceived Behavioral Control and PATPSI Help-Seeking
Intentions aligned with the TPB more broadly, and medium and large-sized associations of this
kind found in the adult help-seeking literature (Bohon et al., 2016; Shea et al., 2019). As

expected, a negative correlation between Perceived Behavioral Control and PATPSI
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Stigmatization was observed. This finding was similar in direction and effect size to the work of
Shea et al., who reported a small negative association between perceived behavioral control and
stigma, but unlike Hammer et al., who found a medium-sized negative effect between perceived
behavioral control and stigma about seeking mental health services. As hypothesized, Perceived
Behavioral Control and the three empowerment domains of the FES positively correlated. These
findings are in line with work from Singh et al.’s (1995) psychometric study on the FES where
they argued that the measure actually assesses empowerment and self-efficacy, and if so, it
would make sense that Perceived Behavioral Control and self-efficacy would relate to one
another. Across all newly formed PEEBS scales, Perceived Behavioral Control may have
performed the strongest with regard to convergent validity findings, such that all six possible
correlations evidenced statistically significant correlations in expected directions.

Although bivariate correlations between the PEEBS factors themselves were not a central
focus of Aim 3, a brief discussion of their associations seems warranted, especially given the
emergence of several TPB factors. As might be expected, Subjective Norms, Perceived
Behavioral Control, and Evidence-Informed Action positively correlated with each other. The
positive and significant correlation between Subjective Norms and Perceived Behavioral Control
was consistent with findings on adults seeking mental health services (Hammer et al., 2018; Li et
al., 2017; Li et al., 2018). Additionally, the positive and medium-sized relationship between
Subjective Norms and Evidence-Informed Action aligned with adults’ subjective norms and
intentions to seek mental health services (Mo & Mak, 2009; Li et al., 2018). Further, although
Shea et al. (2019) found no relationship between perceived behavioral control and help-seeking
intentions, the significant and positive correlation between Perceived Behavioral Control and

Evidence-Informed Action found in this study paralleled results from a variety of extant studies
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in this area (Hammer et al., 2018; Li et al., 2017; Li et al., 2018). Knowledge was positively
correlated with Perceived Behavioral Control and Evidence-Informed Action. Given the
measurement of knowledge beliefs (as opposed to objectively assessing knowledge, discussed
previously above), the positive associations with these two constructs may tentatively support the
idea that Knowledge may be considered as another determinant of intentions. However, a
significant relationship was not observed between Knowledge and Subjective Norms.
Interestingly, Perceived Treatment Barriers was negatively associated with only Knowledge.
Failing to find significant and negative correlations between Perceived Treatment Barriers and
Subjective Norms, Evidence-Informed Action, and Perceived Behavioral Control is inconsistent
with work in on adults seeking mental health services, where significant negative associations
between barriers and perceived behavioral control, help-seeking intentions, and subjective norms
have emerged (Hammer et al., 2018; Li et al., 2018; Shea et al., 2019). Although only
speculative at this point, differences such as types of barriers assessed for and participant
samples may be responsible for my findings differing from the current work in this area.
Although parental awareness about evidence-based services was not a central aim of this
study, a dichotomous item on the parent background information form exploratorily examined
such cognizance. My result that parents generally were not familiar with the term replicated
existing work in this area, which suggests limited consumer awareness about evidence-based
practice (S. J. Becker et al., 2016; Chang, 2016, Scheyett et al., 2006). Similar to Knowledge
beliefs about treatment, parental beliefs about the term’s definition may be incorrect, biased, and
not align with a scholarly definition. Indeed, recent consumer research has indicated that adults
and parents generally misperceive the term’s meaning (Carman et al., 2010; S. J. Becker et al.;

2016; Mora Ringle et al., 2020; Schofield et al., 2020). For example, in a recent study by S. J.
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Becker et al., (2016), parents of adolescents with substance use difficulties often associated the
term with the legal system. Future research should further investigate parental definitions of

99 <6

broad (e.g., “treatment,” “services,” and “professional help”) and specific (e.g., “researched
treatments”) terms that are used in parent-report measures, minimally to facilitate productive
communication between researchers and parents, but also to take into account and honor
consumers’ word choices related to EBS D&I efforts.

As touched on throughout a variety of portions within this Discussion section, there
seems to be numerous forthcoming studies that may be of value for the PEEBS and assessment
of consumer intentions and engagement more broadly. One area not explicitly mentioned
concerns changes over time with respect to PEEBS scale scores and the constructs this measure
intends to assess. Research in this area has suggested that caregiver empowerment (e.g., Whitley
et al., 2011) and motivation to participate in treatment (e.g., Nock & Kazdin, 2005) can increase
following the implementation of motivational enhancement strategies and other services.
Similarly, it is possible that the PEEBS constructs can evolve or change over time. For example,
a future area of study might examine changes in scale scores as families progress through various
phases of treatment. Additionally, such investigations may allow researchers the ability to
examine test-retest and sensitivity to change psychometric properties.

One of the primary limitations of this current investigation was that my sample my
sample of parents may not have been actively seeking mental health services for their child.
Thus, the broad community sample’s performance with this measure may or may not generalize
to service-seeking parent populations. However, in contrast to Chang’s (2016) study, this
investigation consisted entirely of caregivers and almost one-third of the sample indicated having

at least one child previously receive mental health services. Therefore, although unknown at this
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point, the inclusion of some parents with previous service experience may have helped in this
regard. Future research might consider replicating various aspects of the current study with a
clinical-seeking sample to support or moderate psychometric support for the PEEBS.

Given the lack of measurement on parent consumers and their beliefs and intentions
towards EBS, a second study limitation concerns the extent to which the FES and PATPSI
assessed constructs entirely in line with my PEEBS scales. Although the FES and PATPSI
assessed empowerment, help-seeking attitudes and intentions, and stigma, these measures
focused broadly on services and did not specify evidence-based interventions. Thus, although the
overall pattern of correlations between the PEEBS and FES and PATPSI was excellent, the
PEEBS convergence with indices specific to evidence-based practices remains unknown and an
important area of future research. More broadly, forthcoming research studies in this area should
consider examining other aspects of reliability (e.g., test-retest) and validity (e.g., discriminant,
criterion).

Notwithstanding these limitations, the current study advances the literature on parent
consumers. This study was the first to examine the PEEBS psychometric properties with a large
sample of community parents. It is believed that the PEEBS is the first parent-report instrument
to measure TPB-related constructs about evidence-based treatments. The PEEBS factors aligned
well with scale scores from related assessment instruments. Future PEEBS research will help to
further our field’s understanding of parent consumers and their treatment decisions. It is hoped
that doing so will lay the foundation for helping parents eventually begin demanding for EBS

type treatments.
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Table 1

PEEBS Data Collection and Participation Rates

Participants:
. Participants: Consented and  Participation
Record Event Event Date Location Approached Returned Rate
Packet
Ma‘ema‘e
Family Movie Elementary 0
1 Night 4/8/16 School 70 36 51%
Familv Movie Mililani Tke
2 Y 2/24/17 Elementary 75 63 84%
Night
School
“Walk on the
Wild Side”
sponsored by Fort Street Mall
3 the National 3/11/17 & Chinatown 40 14 35%
Kidney Honolulu
Foundation of
Hawaii
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Wai‘anae
Coast Keiki
Spring Fest

Special Parent
Information
Network (SPIN)
Conference

Family Movie
Night

AVID Night

4/7/17

4/22/17

4/29/17

5/3/17

Wai‘anae
District Park

University of
Hawai‘i at
Manoa

Pearl Ridge
Elementary
School

Wahiawa
Middle School

65

70

60

50

17

39

26

32

13

56%

43%

64%

76%



10

11

Youth Mental
Health Staff
Training —
Project
AWARE

University of
Hawai‘i at
Manoa Outreach
Kids Film
Festival

Honda Swim
School

Annual Father’s
Day Event at
Windward Mall

6/3/17

6/11/17

6/12/17

6/17/17

Radford High
School

University of
Hawai‘i at
Manoa

Aiea

Kane‘ohe

66

29

66

35

17

48

20

100%

59%

73%

57%



Mililani Mauka

12 Book Fair 10730717 - Elementary 144 43 30%
11/5/17
School
. Aiea
13 Hokale'a 3/15/18 Elementary 40 28 70%
Family Event
School
University of
14 SPIN 4/1/18 Hawai‘i at 33 17 52%
Conference _
Manoa
Total 733 400 55%
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Table 2

Background Characteristics of Participants

Characteristic n %
Gender
Female 266 75.8
Male 83 23.8
Did Not Respond 2 <1
Marital Status
Single/Never Married 48 13.7
Married/Domestic Partnership 271 77.5
Separated 6 1.7
Divorced 22 6.3
Widowed 2 <1
Did Not Respond 2 <1
Education Status
Less than High School 5 1.4
High School/GED 46 13.1
Vocational/Technical 16 4.6
Some College 94 26.8
Bachelor’s Degree 110 31.3
Master’s Degree 61 17.4
Doctoral/Professional Degree 18 5.1
Did Not Respond 1 <1
Family Income
Less than $5,000 9 2.6
$5,000 to $11,999 15 4.3
$12,000 to $15,999 10 2.8
$16,000 to $24,999 13 3.7
$25,000 to $34,999 14 4.0
$35,000 to $49,999 28 8.0
$50,000 to $74,999 50 14.2
$75,000 to $99,999 53 15.1
$100,000 and Greater 139 39.6
Prefer Not to Respond 15 4.3
Don’t Know 1 <1
Did Not Respond 4 1.1
Ethnicity
Asian 153 43.3
Multiethnic 83 23.6
Native Hawaiian/Other Pacific 61 17.4
Islander
White 34 9.7
Hispanic/Latino 12 3.4
Other 4 1.1
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Black/African American
Did Not Respond
Number of Children
Total Household
Child Sex©
Female
Male
Familiarity with the term “EBS”
Yes
No
Did Not Respond
Parent Mental Health Services
Yes
No/Did Not Respond
Prefer Not to Respond
Child Mental Health Services ¢
Yes
No/Did Not Respond
Service Type
School-Based
In-Home
Out-of-Home

23°
4.38°

306
292

124
222

76
272

102
249

101
49
70

<1

1.14°
1.45°

51.2
48.8

353
63.2
1.4

21.7

77.5
<1

29.1
70.9

45.9
344
31.8

Note. EBS = Evidence-Based Services.

‘=M. =8D.°¢ Participants reported a total of 810 children and indicated the

sex of 598 children. ¢ Across the 102 participants who endorsed service use for

at least one of their children, a total of 151 children received mental health

services. Across the 151 children, 21(13.9%) participants reported that the child

received EBS, 52 (34.4%) participants reported that the child did not receive

EBS, and 78 (51.7%) participants did not know if the child received EBS.

Participants reported an average of 3.30 years of services (SD = 3.94) for their

child.
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Table 3

Means, Standard Deviations, Skewness, & Kurtosis of PEEBS Items

# [tem M SD Skewness Kurtosis
16  The type of treatment my child’s therapist uses does not matter. 1.76 0.97 1.35 1.51
23 T am less concerned with the type of treatments being provided when they are free. 2.03 1.01 0.85 0.34
37 Treatments supported by research do not fit my culture. 2.05 1.00 0.53 -0.58
64  Mental health treatments work quickly. 2.36 0.94 0.36 0.07
15 Tam not able to access treatments supported by research for my child. 2.51 0.98 0.11 -0.27
03 Stigma about treatments makes me less likely to seek services. 2.66 1.14 0.18 -0.62
43  Children who participated in treatment research studies are not like my child. 2.69 1.01 0.12 0.03
56 A therapist does not need to follow the research to be effective. 2.75 1.06 -0.03 -0.70
38 I am overwhelmed by treatment options. 2.83 0.97 -0.10 -0.03
54 Ido not know where to find therapists who use treatments based on research. 2.89 1.10 0.01 -0.60
52 Research based treatments can feel impersonal. 291 0.89 -0.04 0.24
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50

13

59

65

47

04

14

28

58

21

46

63

07

57

My family background affects how well researched treatments work.
Treatments suggested online are important to me.
The location of services is the most important part of treatment.

I do not know what type of treatments therapists are using.

My child’s therapist should be responsible for bad outcomes when she does not choose
researched treatments.

Treatments based on research cost more than other treatments.

Treatments with low levels of support may still be effective for my child.

It takes a lot of effort to receive treatments based on research.

I do not know enough about researched treatments to form an opinion about them.

I am willing to try any type of treatment for my child.

Mental health problems should only be treated by therapists who use researched
treatments.

If a treatment is working for my child, following the research is not necessary.
Regardless of what the research says, I know what works best for my child.

I know how to access treatments for my child.
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44
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49
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17

39

55

40

I know if treatments are supported by research.

Treatments suggested by my family are important to me.

I would pay for researched treatments even if they were not covered by my insurance.
I will utilize whatever treatment services are offered to me.

Treatments suggested by school staff are important to me.

My child’s therapist should always use researched treatments before trying other
options.

Treatments supported by research have a history of working well.
My child’s school should be required to help me access researched treatments.

Treatments endorsed by a parent are important to me.

The most important part of treatment is the bond between my child’s therapist and our
family.

Treatments endorsed by a psychologist are important to me.

My child’s school should provide me with information about treatments based on
research.

Treatments endorsed by other families with the same problems are important to me.

I would know what happens in my child’s treatment sessions.
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18

53

61

60

31

48

30

10

20

Treatments supported by research can be modified for my child.

Treatments endorsed by a psychiatrist are important to me.

I am sure of my ability to understand the research on child mental health treatments.

Mental health treatments can work for my child.

I expect to obtain treatments supported by research for my child’s problem.
Research demonstrates whether treatments have long lasting effects.

My child’s school should only provide treatments supported by research.

I feel comfortable making treatment decisions for my child.

I would consider researched treatment if I knew they were covered by my insurance.

I would find out if my child’s therapist uses researched treatments before starting
services.

I would feel fine challenging the treatment decisions of my child’s therapist.

I intend to seek out researched treatments for my child’s problems.

I would feel comfortable asking my child’s therapist to use treatments based on
research.

Treatments endorsed by my child’s pediatrician are important to me.
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25

41

66

26

35

22

I want to use treatments based on research for my child’s problem.

I need help to choose treatments based on research for my child.

Treatments suggested by a therapist are important to me.

My child’s therapist should help me decide the most effective treatments to use.
A good therapist will use treatments that have been supported by evidence.

My family should actively learn about treatments.

I would prefer that the treatment my child’s therapist uses is based on research.

My child’s therapist should tell me if the treatment techniques she is using are based on
research.

During treatment, my child’s therapist should show me data that my child is improving.

I have the right to decide whether researched treatments are used in my child’s sessions.

It is necessary that I participate in my child’s treatment.
It is my duty to learn about effective treatments for my child’s problems.

My child’s therapist should make sure I understand the type of treatment she provides.
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-0.04

0.47
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1.62

1.99

1.49

4.52

3.79

Note. The PEEBS used the following anchors: 1 = strongly disagree; 2 = disagree; 3 = neutral; 4 = agree; 5 = strongly agree.
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Table 4

Means and Normality Statistics for the PEEBS, FES, & PATPSI

Measure M SD Min. Max. %;ﬁ?lsrop}/ Skewness  Kurtosis (;Il (‘Ziinfs
PEEBS
Subjective Norms 3.73 0.54 1.9 5.0 99" -0.20 0.19 3
Perceived Treatment Barriers 2.70 0.54 1.3 4.7 99" 0.23 0.68 9
Knowledge 3.14 0.74 1.0 5.0 99" 0.15 0.21 2
Evidence-Informed Action 3.92 0.59 22 5.0 98" -0.11 -0.45 0
Perceived Behavioral Control 4.18 0.52 1.2 5.0 95" -0.95 2.43 2
Total 3.68 0.33 2.7 4.7 99 -0.02 0.08 6
FES
Family 4.11 0.56 1.8 5.0 97" -0.56 0.26 3
Service System 4.08 0.58 1.9 5.0 97" -0.41 -.04 3
Community/Political 3.15 0.86 1.0 5.0 99" 0.13 -0.63 0
Total 3.81 0.58 1.8 5.0 99 -0.09 -0.21 1
PATPSI
Help-Seeking Attitudes 3.45 0.91 0.0 5.0 95" -0.91 1.10 9
Help-Seeking Intentions 4.09 0.68 1.8 5.0 95" -0.60 -0.22 1
Stigmatization 1.50 1.00 0.0 5.0 94 0.88 0.54 6
Total 2.86 0.33 1.5 3.9 99 -0.18 0.67 6

Note. PEEBS = Parent Engagement in Evidence-Based Services; FES = Family Empowerment Scale; PATPSI = Parental Attitudes

Toward Psychological Services Inventory.

"p<.05. " p<.01."" p<.00l.
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Table 5

Factor Loadings for the Exploratory Factor Analysis for the PEEBS Five-Factor Model

Item TPB (Czl(l)aln6g) Factor Factor Factor Factor Fact
# Domain 1 2 3 4 5
Factor
Factor 1: Subjective Norms
34 Treatments suggested by a therapist are important to me. SN EIA .67 -.06 -.05 15 -1
24 Treatments suggested by school staff are important to me. SN FE .66 .04 -.02 .05 .04
20 Tr;c;téments endorsed by my child’s pediatrician are important to SN EIA 57 13 18 14 1
62 Treatments endorsed by a psychiatrist are important to me. SN EIA S50 -.13 .00 22 -.0!
13 Treatments suggested online are important to me. SN BTE 42 25 .01 .03 2
55 Treatrpents endorsed by other families with the same problems SN None 41 05 _ 05 10 3
are important to me.
11 Treatments endorsed by a parent advocate are important to me. SN FE 36 14 .05 -.02 -1
Factor 2: Perceived Treatment Barriers
37 Treatments supported by research do not fit my culture. ATT BTE -.05 57 -.01 -.19 A€
43 Chﬂdren whq participated in treatment research studies are not ATT BTE 07 57 06 _o1 _0l
like my child.
03 Stigma about treatments makes me less likely to seek services. GTF BTE -.06 S1 -.09 20 .0(
28 It takes a lot of effort to receive treatments based on research. PBC BTE 14 42 .03 14 -.0:
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52 Research based treatments can feel impersonal. ATT BTE -.10 42 .00 -23 -1

50 My family background affects how well researched treatments ATT BTE _06 41 18 _09 1
work.

59 The location of services is the most important part of treatment. GTF BTE .06 41 .03 -.04 .01

15 I aéllnlilll(ci)t able to access treatments supported by research for my PBC BTE 0 39 57 04 0

16 The type of treatment my child’s therapist uses does not matter. GTF BTE .06 36 .06 -.17 28

04 Treatments based on research cost more than other treatments. PBC BTE .01 35 -.04 A3 -0

Factor 3: Knowledge

57 I know how to access treatments for my child. GTF LTK -.04 A1 .66 .02 -0

54 I do not know where to find therapists who use treatments based PBC LTK 07 50 _.63 _09 1
on research. (R)

53 I do 1'10"[ know enough about researched treatments to form an PBC LTK 16 13 62 13 1
opinion about them. (R)

65 I do not know what type of treatments therapists are using. (R) PBC LTK 10 15 -.60 .01 -.0!

42 I know if treatments are supported by research. PBC EIA .08 28 41 13 -1

Factor 4: Evidence-Informed Action

02 My child’s school should only provide treatments supported by PBC EIA _03 08 04 77 0
research.

44 My child’s theraplst shoqld always use researched treatments PBC EIA 0 55 04 61 5
before trying other options.

46 Mental health problems should only be treated by therapists who PBC EIA 00 53 04 59 1
use researched treatments.

01 I would prefer that the treatment my child’s therapist uses is ATT EIA 05 11 07 55 _0.

based on research.
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A good therapist will use treatments that have been supported by

29 . ATT EIA .20 -.02 .01 S1 -1
evidence.

33 I want to use treatments based on research for my child’s BI EIA 30 _o1 02 51 5
problems.

05 I would feel comfortable asking my child’s therapist to use PBC EIA 51 _ 08 17 44 0
treatments based on research.

61 I expec‘f to obtain treatments supported by research for my BI EIA 15 05 09 41 3
child’s problem.

10 I intend to seek out researched treatments for my child’s BI EIA 97 12 14 30 0
problems.

Factor 5: Perceived Behavioral Control

66 | have the I"lgl;lt to degde whether researched treatments are used PBC EIA _ 04 05 _ 08 0 6
in my child’s sessions.

35 It is my duty to learn about effective treatments for my child’s PBC EIA 0 17 06 03 _6
problems.

41 During t?eat'm'ent, my child’s therapist should show me data that PBC None 03 04 03 02 6.
my child is improving.

48 I would find out if my chﬂd S thgraplst uses researched PBC EIA _ 04 14 04 96 4
treatments before starting services.

26 It is necessary that I participate in my child’s treatment. GTF FE .10 .00 13 .01 -4

30 I wogl<i’ feel ﬁnej challenging the treatment decisions of my PBC EIA o1 00 3 _ 06 _3
child’s therapist.

36 I need help to choose treatments based on research for my child. PBC EIA .29 -.06 -21 21 -3

40 I know what happens in my child’s treatment sessions. PBC FE -.01 A1 .30 .03 -3

Removed Items
8 Treatments endorsed by a psychologist are important to me. SN EIA .54 -.03 -.01 .39 -
21 I am willing to try any type of treatment for my child. PBC None 53 14 -.01 -.14 .0¢
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32

53

17

31

63

14

19

06

23

64

07

38

45

18

56

My child’s therapist should help me decide the most effective
treatments to use.

I will utilize whatever treatment services are offered to me.

Mental health treatments can work for my child.

The most important part of treatment is the bond between my
child’s therapist and our family.

I would consider researched treatment if I knew they were
covered by my insurance.

If a treatment is working for my child, following the research is
not necessary.

Treatments with low levels of support may still be effective for
my child.

I would pay for researched treatments even if they were not
covered by my insurance.

My family should actively learn about treatments.

I am less concerned with the type of treatments being provided
when they are free.

Mental health treatments work quickly.

Regardless of what the research says, I know what works best for
my child.

I am overwhelmed by treatment options.

Treatments suggested by my family are important to me.

I am sure of my ability to understand the research on child
mental health treatments.

A therapist does not need to follow the research to be effective.
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Treatments supported by research have a history of working

27 well ATT EIA .30 15 .16 40 .01

09 Ie{fefzzisrch demonstrates whether treatments have long lasting ATT EIA 34 11 14 39 0

47 My child’s therapist should be responsible for bad outcomes PBC EIA 14 33 15 37 1
when she does not choose researched treatments.

60 I feel comfortable making treatment decisions for my child. PBC None .05 15 47 -.10 -3

75 My F:hllq s therapist should tell me if the treatment techniques PBC EIA 07 _09 12 39 5
she is using are based on research.

2 My child’s theraplgt should make sure I understand the type of PBC EIA 57 39 03 01 a4
treatment she provides.

49 My child’s school should be required to help me access PBC FE 05 50 07 11 4
researched treatments.

51 Treatments supported by research can be modified for my child. ATT EIA 28 .02 A2 -.02 -3

39 My child’s school should provide me with information about PBC FE 90 17 99 26 Y

treatments based on research.

Note. N =351. The extraction method was principal axis factoring with an oblique (direct oblimin method) rotation. The bold factor loading;
indicate that the factor loaded above |.35| or the factor on which the item was retained. Reverse-scored items are denoted with (R). TPB =
theory of planned behavior; SN = subjective norms; EIA = Evidence-Informed Action; FE = Family Empowerment; ATT = attitudes; BTE =
Barriers to Treatment Engagement; GTF = general treatment factors; PBC = perceived behavioral control; LTK = Limited Treatment

Knowledge; BI = behavioral intentions; ONE = Openness to Non-EBS.
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Table 6

Factor Correlations & Reliability Coefficient o for the PEEBS Five Factors

PEEBS Factor 1 2 3 4 5

1. Subjective Norms -

2. Perceived Treatment Barriers .09 -

3. Knowledge .00 -15™ -

4. Evidence-Informed Action 427 -.03 157 -

5. Perceived Behavioral Control 407 .01 157 49” -
Cronbach a Coefficient .76 72 .73 .85 78

Note. The Cronbach a Coefficient for the PEEBS Total (39 items) scale was .81.

“p<.01.

81



Table 7

Hypothesized Correlations Between the PEEBS and Convergent Measures: FES, & PATPSI

PEEBS PEEBS PEEBS PEEBS
Subiective Perceived PEEBS Evidence- Perceived
) Treatment  Knowledge Informed Behavioral
Norms . .
Barriers Action Control
FES Family + - + + +
FES Service System + - + + +
FES Community/Political + - + + +
PATPSI' Help-Seeking N i N N N
Intentions
PATPSI Help-Seeking N i N N N
Attitudes
PATPSI Stigmatization - + - - -

Note. PEEBS = Parent Engagement in Evidence-Based Services; FES = Family Empowerment Scale;
PATPSI = Parental Attitudes Toward Psychological Services Inventory. + = expected positive

correlation; - = expected negative correlation.
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Table 8

Convergent Validity Bivariate Correlations and Internal Consistency Coefficients

1 2 3 4 5 6 7 8 9 10
1. PEEBS Subjective Norms -
2. PEEBS Perceived Treatment Barriers .09 -
3. PEEBS Knowledge 00  -157 -
4. PEEBS Evidence-Informed Action 427 -03 15T -
5. PEEBS Perceived Behavioral Control 407 01 157 497 -
6. FES Family 12" -01 367 207 357 -
7. FES Service System 157 .02 407 15 417 817 -
8. FES Community/Political .05 277 397 .04 157 557 67 -
9. PATPSI Help-Seeking Intentions 217 -07 257 360 387 427 427 267 -
10. PATPSI Stigmatization -03 427 14 07 =227 210 -160 10 =237 -
11. PATPSI Help-Seeking Attitudes 02 -487 .08 5 S 7 A ) 04 =207 257 -68”
Cronbach a Coefficient 76 72 73 .85 78 .90 .88 .90 .65 .85

Note. PEEBS = Parent Engagement in Evidence-Based Services; FES = Family Empowerment Scale; PATPSI = Parental Attitudes Toward
Psychological Services Inventory.

p<.05 " p<.01
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Figure 1

Parental Engagement in Evidence-Based Services: Exploratory Factor Analysis Scree Plot
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Appendix A

Parent Engagement in Evidence-Based Services (PEEBS) Questionnaire

PEEBS

These questions are about children’s mental health treatments. Please respond based on how
much you agree with each sentence. If your child is not currently receiving treatment services,
please respond as if they were.

St.rongly Disagree Neutral Agree Strongly Agree
Disagree
1 2 3 4 5

1. I would prefer that the treatment my child’s therapist uses is based

on research. 2 403
2. My child’s school should only provide treatments supported by 5 4 5

research.
3. Stigma about treatments makes me less likely to seek services. 2 4 5
4. Treatments based on research cost more than other treatments. 2 4 5
5. T'would feel comfortable asking my child’s therapist to use

treatments based on research. 2 403
6. My family should actively learn about treatments. 2 4 5
7. Regardless of what the research says, I know what works best for 5 4 5

my child.
8. Treatments endorsed by a psychologist are important to me. 2 4 5
9. Research demonstrates whether treatments have long lasting

effects. 2 403
10. I intend to seek out researched treatments for my child’s problems. 2 4 5
11. Treatments endorsed by a parent advocate are important to me. 2 4 5
12. My child’s therapist should help me decide the most effective

treatments to use. 2 403
13. Treatments suggested online are important to me. 2 4 5
14. Treatments with low levels of support may still be effective for my 5 4 5

child.
15. T am not able to access treatments supported by research for my

child. 2 s
16. The type of treatment my child’s therapist uses does not matter. 2 4 5
17. The most important part of treatment is the bond between my 5 4 5

child’s therapist and our family.
18. I am sure of my ability to understand the research on child mental 5 4 5

health treatments.
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19.

I would pay for researched treatments even if they were not
covered by my insurance.

20.

Treatments endorsed by my child’s pediatrician are important to
me.

21

. I am willing to try any type of treatment for my child.

22.

My child’s therapist should make sure I understand the type of
treatment she provides.

23.

I am less concerned with the type of treatments being provided
when they are free.

24.

Treatments suggested by school staff are important to me.

25.

My child’s therapist should tell me if the treatment techniques she
is using are based on research.

26.

It is necessary that I participate in my child’s treatment.

27.

Treatments supported by research have a history of working well.

28.

It takes a lot of effort to receive treatments based on research.

29.

A good therapist will use treatments that have been supported by
evidence.

NSRRI NS (O 2 I NG B S T | NS I I\
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30.

I would feel fine challenging the treatment decisions of my child’s
therapist.

31.

I would consider researched treatment if I knew they were covered
by my insurance.

32.

I will utilize whatever treatment services are offered to me.

33.

I want to use treatments based on research for my child’s
problems.

34.

Treatments suggested by a therapist are important to me.

35.

It is my duty to learn about effective treatments for my child’s
problems.

36.

I need help to choose treatments based on research for my child.

37.

Treatments supported by research do not fit my culture.

38.

I am overwhelmed by treatment options.

39.

My child’s school should provide me with information about
treatments based on research.

40.

I know what happens in my child’s treatment sessions.

41.

During treatment, my child’s therapist should show me data that
my child is improving.

42.

I know if treatments are supported by research.

43.

Children who participated in treatment research studies are not like
my child.

NN DR N NN NN
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86



44.

My child’s therapist should always use researched treatments
before trying other options.

45.

Treatments suggested by my family are important to me.

46.

Mental health problems should only be treated by therapists who
use researched treatments.

47.

My child’s therapist should be responsible for bad outcomes when
she does not choose researched treatments.

48.

I would find out if my child’s therapist uses researched treatments
before starting services.

49.

My child’s school should be required to help me access researched
treatments.

50.

My family background affects how well researched treatments
work.

51.

Treatments supported by research can be modified for my child.

52.

Research based treatments can feel impersonal.

53.

Mental health treatments can work for my child.

54.

I do not know where to find therapists who use treatments based
on research.

N (NN N
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55.

Treatments endorsed by other families with the same problems are
important to me.

56.

A therapist does not need to follow the research to be effective.

57.

I know how to access treatments for my child.

58.

I do not know enough about researched treatments to form an
opinion about them.

59.

The location of services is the most important part of treatment.

60.

I feel comfortable making treatment decisions for my child.

61.

I expect to obtain treatments supported by research for my child's
problems.

62.

Treatments endorsed by a psychiatrist are important to me.

63.

If a treatment is working for my child, following the research is
not necessary.

64.

Mental health treatments work quickly.

65.

I do not know what type of treatments therapists are using.

66.

I have the right to decide whether researched treatments are used
in my child’s sessions.

N (DN N (N NN N (NN
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Appendix B

Family Empowerment Scale

FES

Directions: Below are 34 statements that describe how a parent or caregiver of a child with
emotional, behavioral and/or developmental challenges may feel about his or her situation. For
each statement, please circle the response that best describes how the statement applies to you.

Not True | Mostly | Somewhat | Mostly Very
at all not True True True True

1. I feel that I have a right to approve all services my
child receives. 1 2 3 4 5
2. When problems arise with my child, I handle them
pretty well. 1 2 3 4 5
3. I feel I can have a part in improving services for
children in my community. 1 2 3 4 5
4.1 feel confident in my ability to help my child grow
and develop. 1 2 3 4 5
5. I know the steps to take when I am concerned my
child is receiving poor services. 1 2 3 4 5
6. I make sure that professionals understand my
opinions about what services my child needs. 1 2 3 4 5
7. 1 know what to do when problems arise with my
child. 1 2 3 4 5
8. I get in touch with my legislators when important
bills or issues concerning children are pending. 1 2 3 4 5
9.1 feel my family life is under control. 1 2 3 4 5
10. I understand how the service system for children
is 1 2 3 4 5
organized.
11. I am able to make good decisions about what
services my child needs. 1 2 3 4 5
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12. I am able to work with agencies and professionals
to decide what services my child needs.

13. I make sure I stay in regular contact with
professionals who are providing services to my child.

14. I have ideas about the ideal service system for
children.

15. I help other families get the services they need.

16. I am able to get information to help me better
understand my child.

17. 1 believe that other parents and I can have an
influence on services for children.

18. My opinion is just as important as professionals’
opinions in deciding what services my child needs.

19. I tell professionals what I think about services
being provided to my child.

20. I tell people in agencies and government how
services for children can be improved.

21. I believe I can solve problems with my child
when they happen.

22. 1 know how to get agency administrators or
legislators to listen to me.

23. I know what services my child needs.

24. 1 know what the rights of parent and children are
under the special education laws.

25. 1 feel that my knowledge and experience as a
parent can be used to improve services for children
and families.

26. When I need help with problems in my family, I
am able to ask for help from others.

27. I make efforts to learn new ways to help my child
grow and develop.
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28. When necessary, I take the initiative in looking
for
services for my child and family.

29. When dealing with my child, I focus on the good
things as well as the problems.

30. I have a good understanding of the services
system that my child is involved in.

31. When faced with a problem involving my child, I
decide what to do and then do it.

32. Professionals should ask me what services I want
for my child.

33. I have a good understanding of my child’s
disorders.

34.1 feel I am a good parent.
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Appendix C
Parental Attitudes Toward Psychological Services Inventory

PATPSI

Directions: For each item, indicate whether you strongly disagree (0), disagree (1), somewhat
disagree (2), somewhat agree (3), agree (4) or strongly agree (5). The term “psychological
problems” refer to reasons one might visit a professional. Similar terms include: mental health
concerns, emotional problems, mental troubles, and personal difficulties. The term
“professional” refers to individuals who have been trained to deal with mental health problems
(e.g., psychologist, psychiatrist, social workers, and physicians).

0 1 2 3 4 5
strongly disagree
strongly agree

1. I would not want others (friends, family, teachers, etc.)
to know if my child had a psychological or behavior problem. 01 2 3 4

2. To avoid thinking about my child’s problems,
doing other activities is a good solution. 01 2 3 4

3. Having been mentally ill carries with it feelings
of shame. 01 2 3 4

4. If my child were experiencing a serious psychological
or behavior problem at this point in my life, I would
be confident that I could find relief in professional help. 01 2 3 4

5. If my child were to experience a psychological or

behavior problem, I could get professional help

if I wanted to. 01 2 3 4
6. Important people in my life would think less of

my child if they were to find out that he/she had

a psychological or behavior problem. 01 2 3 4

7. Psychological problems tend to work out
by themselves. 01 2 3 4

8. It would be relatively easy for me to find
the time to take my child to see a professional for help. 01 2 3 4

9. I would want to get professional help if my child
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were worried or upset for a long period of time.

I would be uncomfortable seeking professional
help for my child because people (friends, family,
coworkers, etc.) might find out about it.

I would not want to take my child to a professional
because of what people might think.

There is something admirable in the attitude
of people who are willing to cope with their
conflicts and fears without seeking professional help.

If I believed my child were having a mental breakdown,
my first decision would be to get professional help.

I would feel uneasy going to a professional because
of what some people would think.

Strong willed individuals can handle emotional or
behavior problems without needing professional help.

Had my child received treatment for a psychological
or behavior problem, I would feel that it should

be “kept secret”.

I would be embarrassed if my neighbor saw me
going into the office of a professional who deals

with mental health concerns.

People should work out their own problems instead
of getting professional help.

There are things that happen in my family I would
not discuss with anyone.

Seeking professional help is a sign of weakness.

Strong willed parents can handle problems
without professional help.
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Appendix D
Participant Background Information Form

Parent Background Information

1. Age:
2. Sex: Male Female
3. Marital Status:

O Single, never married

O Married or domestic partnership
O Separated

O Divorced

O Widowed

4. Highest level of education completed:
O Less than High School
O High School/GED
O Vocational/technical
O Some College
O Bachelor’s degree
O Master’s degree
O Doctoral degree
O Professional degree (MD, JD, etc.)

5. Which of these categories best describes you total combined family income for the past 12
months?
O Less than $5,000
O $5,000 to $11,999
O $12,000 to $15,999
O $16,000 to $24,999
O $25,000 to $34,999
O $35,000 to $49,999
O $50,000 to $74,999
O $75,000 to $99,999
O $100,000 and greater
O Don’t know
O Prefer not to respond

6. Ethnicity (please check all that apply):
O Asian
[0 Native Hawaiian or Other Pacific Islander
O Black or African American
O Hispanic or Latino
0 White
O Other (Please specify: )

7. Have you ever heard of the term “Evidence-Based Services?” Y / N
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8. How many children do you have?
9. How many total people live in your household?

10. Have you ever received mental health services?
O Yes years [ No [ Prefer not to respond

If yes, were they evidence-based services?
OYes [ONo 0O Don’tknow

11. Please respond to the following for each of your children currently between the ages of 5-18.

Example Child 1 Child 2 Child 3
Sex (M, F, other) M
Current age 14
Mental health services ever received (check
all that apply)
School-based v
In-home v
Out of Home (e.g., hospital)
In all, across all services, how long have 8 years
they received mental health services
(years)?
Have they ever received “evidence-based Yes
services?” (yes, no, don’t know)
If yes, specify name Multisystemic
Therapy
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Appendix E
Participant Consent Form

University of Hawaii
Consent to Participate in Research Project
Parent Engagement in Evidence-Based Services Questionnaire with Parent Samples

My name is Brad Nakamura, Ph.D. I am an Associate Professor in the Department of Psychology at the
University of Hawaii (UH) at Manoa. As part of my larger program of research on improving the quality
of mental health services for youth and families, I am conducting a research project. The purpose of my
project is to learn more about consumer engagement in evidence-based services. I am asking you to
participate in this project because you are at least 18 years old and have one or more children between the
ages of 5 and 18.

Activities and Time Commitment: If you decide to take part in this project, you will be asked to fill out
questionnaires regarding parent perceptions of youth mental health treatments. There are 121 total items
across three surveys asking how much you agree with each statement (e.g., “Treatments supported by
research have a history of working well””) and you will also be asked to provide parent background
information (e.g., age, sex, marital status, etc.) prior to completing the surveys. The survey will be
provided to you and completing it will take approximately 30 minutes. I expect around 330 parents will
take part in this project.

Benefits and Risks: There will be no direct benefit to you for taking part in this project. The findings
from this project may help improve mental health services provided to children. There is little risk to you
in participating in this project.

Confidentiality and Privacy: All research records will be stored in a locked file in a locked research
laboratory at the University of Hawaii at Manoa for the duration of the research project. The University of
Hawaii Human Studies Program has the right to review research records for this study. When I report the
results of my research project, I will not use your name. I will not use any other personal identifying
information that can identify you. I will report my findings in a way that protects your privacy and
confidentiality to the extent allowed by law.

Voluntary Participation: Your participation in this project is completely voluntary. You may stop
participating at any time. If you stop being in the study, there will be no penalty or loss to you. As this
study is not connected with any health or educational service program, your choice to participate or not
participate will not affect your rights to any type of services you or your child may currently be receiving.
Further, the study is in no way evaluating the organization (e.g., school or community organization)
through which you were contacted. You will receive two composition tablets and one colored pencil set
for your time and effort in participating in this research project.

Questions: If you have any questions concerning your participation, please contact the researcher, Brad
Nakamura, Ph.D., at bradn@hawaii.edu. You may contact the UH Human Studies Program at
808.956.5007 or uhirb@hawaii.edu. to discuss problems, concerns and questions; obtain information; or
offer input with an informed individual who is unaffiliated with the specific research protocol. Please
visit https://www.hawaii.edu/researchcompliance/information-research-participants for more information
on your rights as a research participant.
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Participant: I have read and understand the above information, and agree to participate in this research
project.

Name (Print):

Signature: Date:
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