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ABSTRACT  

Objectives: To evaluate the effectiveness of a culturally tailored parenting support 

programme on Somali-born parents’ mental health and sense of competence in parenting.  

Design: Randomised controlled trial.  

Setting: A city in the middle of Sweden.  

Participants: Somali-born parents (n=120) with children aged 11-16 years and self-perceived 

stress in their parenting were randomised to an intervention group (n=60) or a waiting-list 

control group (n=60).  

Intervention: Parents in the intervention group received culturally tailored societal 

information combined with the Connect© parenting programme during 12 weeks for 1-2 

hours per week. The intervention consisted of a standardised training programme delivered by 

nine group leaders of Somali background. 

Outcome: The General Health Questionnaire 12 was used to measure parents’ mental health 

and the Parenting Sense of Competence scale to measure parent satisfaction and efficacy in 

the parent role. Analysis was conducted using intention-to-treat principles.    

Results: The results indicated that parents in the intervention group showed significant 

improvement in mental health compared with the parents in the control group at a 2-month 

follow-up: B=3.62, 95% confidence interval (CI) 2.01; 5.18, p<0.001. Further, significant 

improvement was found for efficacy (B=-6.72, 95% CI-8.15; -5.28, p<0.001) and satisfaction 

(B=-4.48, 95% CI-6.27; -2.69, p<0.001) for parents in the intervention group. Parents’ 

satisfaction mediated the intervention effect on parental mental health (β=-0.88, 95% CI-1.84; 

-0.16, p=0.047).  
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Conclusion: The culturally tailored parenting support program led to improved mental health 

of Somali-born parents, and their sense of competence in parenting 2 months after the 

intervention. The study underlines the importance of acknowledging immigrant parents’ need 

for societal information in parent support programmes and the importance of delivering these 

programmes in a culturally sensitive manner.  

Clinical Trial: Ladnaan - an Evaluation of a Parent Support Programme for Somali Parents, 

NCT02114593.  The trial has been registered at www.clinicaltrials.gov.  
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ARTICLE SUMMARY 

Strengths and limitations of the study 

• The study design was a randomised controlled trial with a low dropout rate and high 

retention. 

• The culturally tailored parenting support program was based and constructed on 

previous qualitative findings. 

• The parenting support programme was delivered by group leaders of a similar 

background to that of the participants. 

• Data were collected through self-report instruments. 

• A limitation is the short interval between the intervention and the follow-up. 
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INTRODUCTION 

The process of non-voluntary immigration, transitioning and acculturating to a new country 

may have a negative impact on the mental health of immigrants.[1-3] Post-migration factors 

(e.g., stress, lack of social capital, social isolation and loss of social network), as well as 

acculturation problems and experiences of discrimination in the host country affect the mental 

health of not only the parents but also the children’s.[4, 5] Moreover, immigrant parents face 

challenges concerning their role and responsibilities as parents while adjusting to the host 

country, all of which tend to create stress in parenting.[1, 3, 6] The mental health problems of 

parents have been reported to be a risk factor for children’s behavioural problems and may 

negatively affect the parent-child attachment and their relationship.[7, 8] Studies have also 

shown that parents with mental health problems have a low perceived sense of competence in 

parenting and may lack the ability to employ positive parenting practises.[9, 10]   

Studies conducted on different populations have generally demonstrated that parenting 

support programmes encourage positive parenting practises, strengthen parent-child 

relationships and promote the mental health of parents. [11-17] Previous studies have linked 

parenting support programmes with an improvement of parents’ sense of competence, [18, 

19] which, in turn, has an impact on parents’ mental health.[20] According to Bandura’s 

theory on self-efficacy, stronger self-efficacy in child rearing leads to better satisfaction in 

parenting and decreased stress and depression.[21] Some studies have found a positive 

relationship between parents’ sense of competence and parenting behaviour[22] and that 

increased maternal self-efficacy is associated with decreased depressive symptoms in 

postpartum mothers.[23] To date, it is unclear whether parenting support programmes are 

effective in improving the mental health of parents directly or via increased self-efficacy and 

satisfaction in the parenting role.  
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In addition, little knowledge is available on the effect of parenting support programmes 

delivered to immigrant parents.[24] The few studies available have mostly shown little or no 

improvement in the mental health of immigrant parents,[25, 26] or even poorer outcomes for 

immigrant families [27] and families with low socioeconomic status. [28] Scarcity of studies 

in this area may simply because few immigrant parents participate in such programmes.[24] 

Several studies have reported difficulties in recruiting and retaining immigrant parents in 

parenting support programmes [29, 30]. Factors such as belonging to an ethnic minority, low 

socioeconomic status, practical aspects or experienced alienation and discrimination all 

contribute to low participation.[28, 31] Other studies have demonstrated that low 

participation and a high dropout rate of immigrant parents are associated with a lack of 

cultural sensitivity in the intervention, poor information about the parenting programme and 

lack of trust towards professionals.[24] A qualitative study conducted with Somali-born 

parents in Sweden showed that Somali parents experienced many societal challenges in the 

new country and in their parenting behaviours. The parents expressed a need for specific 

parental support that focuses on parenting in the new country and on strengthening the 

parent-child relationship.[3]  

We have previously shown [32] that a culturally tailored parenting support programme 

reduced children’s behaviour problems two months after the intervention. The aim of present 

paper was to evaluate the effectiveness of a culturally tailored parenting support program on 

the mental health and sense of competence in the parenting of Somali-born parents. 

Furthermore, we examined whether the intervention affected the mental health of parents, 

owing to their new sense of competence.   

METHODS 

Study design and participants 
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The study was designed as a randomised controlled trial (RCT) to evaluate the effectiveness 

of a culturally tailored parenting support program for Somali-born parents living in Sweden. 

The trial comprised two arms: parents were randomised to either an intervention group or a 

waiting-list control group. The study was conducted in a city in the middle of Sweden, of 

which approximately 3000 of the inhabitants are of Somali origin. Parents were recruited 

through key persons within Somali associations, social services, schools and a family centre 

(a meeting place for parents living in the city). All Somali-born parents expressing interest 

were screened for eligibility. Somali-born parents with children aged 11-16 years and with 

self-perceived stress related to parenting practises were included in the study. Parents with 

severe mental illness (e.g., psychosis, schizophrenia, bipolar disorder) or participating in 

another parenting programme were excluded. Eligible parents completed a baseline 

questionnaire before randomisation and at the two months follow-up, and were given a gift 

voucher equivalent to 150 SEK (approximately 15 USD). Ethical approval for the study was 

obtained from the Swedish Regional Ethical Review Board in Uppsala, Sweden (Dnr 

2014/048). All participants gave both oral and written informed consent.  

Intervention 

The parenting intervention consisted of 12 group-based sessions lasting on average about 1-2 

hours, combining culturally tailored societal information with the Connect© parenting support 

programme, which has been described elsewhere.[33] The first two sessions were designed 

based on results from earlier findings on qualitative focus group discussions.[3] The aim of 

the culturally tailored societal information aspect of the intervention was to give Somali-born 

parents an introduction on parenting styles, the rights of the child, the family legal system in 

relation to parenting and the goal of the work of social services with children and family. The 

other 10 sessions constituted the Connect© parenting support programme. The Connect© is a 

standardised programme based on attachment theory and focuses on strengthening the parent-
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child relationship and attachment. The content aims to  enhance and stimulate parents to 

reflect on how they respond to their child’s behaviours and to build a trusting and secure 

relationship.[33] The Connect© programme was adapted and modified in relation to role play 

and examples to make it understandable for the participants without changing the 

programme’s core components. In total, nine group leaders (five males and four females) of 

Somali background delivered the intervention. Each session of the Connect© programme was 

administered by two group leaders (one male and one female) together with sex-mixed groups 

of 12-17 parents. The intervention was held near the participants’ neighbourhood. Participants 

were offered child care services during the sessions and the possibility for support (e.g., in 

reading letters from the municipality or migration office).  

Outcome measures  

The main outcome measure was reduced emotional and behavioural problems in children. 

[32] Secondary outcomes were improved mental health of the parents and sense of 

competence in parenting.  

The General Health Questionnaire 12 (GHQ-12) [34] is a 12-item version of the original 

GHQ and measures parents’ mental health. The GHQ is a psychometric self-administered 

screening device to measure psychiatric distress experienced by an individual over the past 

few weeks. Parents answered each item on a four-point Likert scale ranging from 1 (e.g., 

better than usual) to 4 (e.g., much less than usual), with higher scores indicating higher 

mental health distress. A total score is calculated by summing up all the items (total scores 

can range from 1 to 48).[34]  

The Parenting Sense of Competence  (PSOC) scale [35] was used to measure the participating 

parents’ sense of competence in parenting. The PSOC comprises 16 items divided into two 

subscales (satisfaction with nine items and efficacy with seven items). Parents responded on a 
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six-point Likert scale anchored at 1 = strongly disagree and 6 = strongly agree. The total 

score could range from a low of 16 to a high of 96. The satisfaction items were reverse coded; 

a higher score in both satisfaction and efficacy subscales indicates a higher parent sense of 

competence.[35] 

Participants were also asked about their sociodemographic background (e.g., age, sex, marital 

status, education level, number of years in Sweden, employment status, residential area, visits 

to cultural and community events, financial situation, number of children, children’s age and 

sex). Both instruments (the GHQ-12 and the PSOC) were translated according to international 

guidelines.[36, 37] Approval to translate and use the GHQ-12 was obtained from instrument 

developers. 

Sample size 

Sample size was calculated based on the primary outcome measure [32], i.e. reduced 

emotional and behavioural problems in the children with a medium effect size (Cohen’s 

d=0.5). A sample of 128 parents/children (n=64 in the intervention group, n=64 in the control 

group) were required [27] at 80% power and with alpha set at p<0.05.  

Randomisation  

Randomisation was performed after the baseline data were collected. After each participant 

completed the questionnaire, the individual chose one opaque sealed envelope and at that time 

was informed whether he or she was allocated to the intervention or control group. 

Participants allocated to the control group were informed that they would receive the 

intervention once all data had been collected from both groups. After the parents in the 

intervention group had completed the intervention, a two months follow-up was conducted for 

both intervention and control participants. Only data from one parent per family (the parent 

who was screened and gave written informed consent) was used in the event both parents 
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participated in the intervention sessions. The researchers were not blinded to group 

assignment. 

Statistical methods 

Intention-to-treat analysis was conducted. To examine differences between the intervention 

and control group at baseline chi-square and t-tests were calculated. The analysis started by 

reconstructing the scale of the GHQ-12 and the two subscales of the PSOC. There were a few 

cases of missing data (0.42% in the GHQ and 1.3% in the PSOC) because some participants 

failed to answer all the items. If a participant had missed ˂30% of the items on a particular 

scale, we constructed the scale by imputing the mean of the scale for the missing items. 

Because all of the participants who had been followed up (109 cases) had completed at least 

70% of the items on each scale, this resulted in the retention of the full sample in all the 

analyses.  

An analysis of covariance (ANCOVA) was performed to study the intervention effects on the 

dependent variables (i.e. the GHQ items and the two subscales of the PSOC) by examining 

differences between the intervention and control group at follow-up, controlling for baseline 

measures. Cohen’s d effect sizes were calculated, with d=0.2 regarded as small effect, d=0.5 

as a medium effect, d=0.8 as a large effect and d=1.45 as a huge effect [38].  

A stepwise approach was taken to identify which independent variables (i.e. parental efficacy 

or parental satisfaction) should be included in the mediation model. In the first step, a 

regression analysis was conducted with change in mental health as the dependent variable and 

group membership (intervention or control group), parental satisfaction and efficacy as the 

independent variables. In this regression, only parental satisfaction emerged as a significant 

predictor of change in parental mental health and was therefore included in the mediation 

analysis in the next step. Mediator analyses were performed following the suggestion of 

Hayes. [39] In the first step, we tested whether the intervention predicted decreased mental 
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health problems (direct effect, ć path). In the second step, we examined the intervention effect 

on the mediator, i.e. parental satisfaction (a path). In the third step, we tested whether the 

mediator was related to the outcome (i.e. change in mental health) after the group assignment 

was controlled (b path). In the fourth step, we assessed the indirect effect of the intervention 

on outcome (i.e. change in mental health). Finally, the total effect of the intervention was 

examined. The analyses were conducted using SPSS (version 21, IBM Corporation, Armonk, 

NY, USA). The mediation analyses were performed using SPSS macro developed by 

Preacher and Hayes[39], which calculates total, direct and indirect effects, including bootstrap 

procedures to calculate confidence intervals (CIs). We used a resample procedure of 10 000 

bootstrap samples (bias corrected and accelerated estimates and 95% CIs).  

RESULTS 

The study started May 2014 and ended in October 2015. In total, 149 parents were assessed 

for study eligibility and 120 parents were randomly assigned to the intervention group (n=60 

parents) and the control group (n=60 parents). Of these 120 parents, 109 (90%) were 

successfully followed up (57 in the intervention group and 52 in the control group). Of the 60 

parents randomised to the intervention group, two did not attend any session and did not 

participate in the follow-up. Overall, 70% of the parents attended more than eight sessions. 

The participation flowchart of each group is represented in Figure 1.  

Insert Figure 1 here 

Participant characteristics at baseline  

Table 1 presents the sociodemographic background of the respondents. There were no 

differences between the intervention and control groups in socio-demographic background. 

Most of the parents (98.3%) were biological parents of the child in the study. Of the parents 

who participated in the study, the majority had lived in Sweden between one and five years, 
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had less than an upper secondary level of education and lived in a low socioeconomic status 

area.  

There were no significant differences between the two groups or between fathers and mothers 

in financial strain, or baseline measures of mental health, efficacy and satisfaction in their 

parenting.  

Table 1. Participant characteristics at baseline (intervention group n=60, control group n=60) 

 

Variable   Intervention group   Control group   

       n %      n %  

Participants (parents)        

     Mothers  43 72  37 62  

     Fathers  17 28  23 38  

Participants' age, years (mean ± SD)  44  ± 8   45  ± 9  

Years in Sweden        

     1-5 years  39 65  34 57  

     6-9 years  10 17  19 32  

     ≥10 years  11 18  7 12  

Highest educational level        

     ˂upper secondary school   37 62  32 54  

     Upper secondary school  22 37  22 37  

     Higher education  1 2  5 9  

Occupation        

     Unemployed  13 22  11 19  

     Parental leave  13 22  6 10  

     Studying   29 48  31 53  

     Employed  5 8  11 19  

Civic status        

     Single   21 35  18 30  

     Married  39 65  41 70  

Cohabiting with partner  31 52  34 57  

Number of children living at home 

(mean ± SD) 

 5 ± 2  5 ± 3  

Concerns about their financial 

situation 

 21 36  15 26%  

Child's sex - boys  36 60  33 55%  
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Child's age, years (mean ± SD)   14 ± 2   13 ± 2   

Mental Health        

GHQ 12 (mean ± SD)  20.00 ± 3.95  19.71 ± 4.32  

PSOC        

      Efficacy (mean ± SD)  17.90 ± 3.81  18.66 ± 3.60  

      Satisfaction (mean ± SD)  31.50 ± 3.60  30.77 ± 2.99  

SD = standard deviation; GHQ = General Health Questionnaire; PSOC = Parenting Sense of Competence 

scale 

Effects of the intervention on parents’ mental health and sense of competence 

The ANCOVA analyses (Table 2) indicated that the parents in the intervention group had 

improved their mental health more than the parents in the control group two months after the 

intervention. The associated effect size was large (Cohen’s d=0.85). Similarly, the 

intervention had a positive effect on parents’ sense of competence in parenting. Parents in the 

intervention group reported greater improvements in both their parenting efficacy (d=1.79) 

and satisfaction (d=0.89) compared with parents in the control group. 

Table 2. Analysis of covariance (ANCOVA) on changes in parent outcomes with effect size 

estimates at the 2-month follow-up 

 Intervention 

group (n=57) 

Control group 

(n=52) 

Model-based mean 

difference P-value 

Effect 

size 

Parent outcome 

Follow-up 

(mean ± SD) 

Follow-up 

(mean ± SD) B (95% CI)  Cohen’s d 

Mental health problems      

     GHQ 12 17.68 ± 4.57 21.13 ± 4.16 3.62 (2.01; 5.18) <0.001 0.85 

Mediators      

Parental competence      

    PSOC, Efficacy 28.53 ± 4.50 21.79 ± 2.69 -6.72 (-8.15; -5.29) <0.001 1.81 

    PSOC, Satisfaction  26.63 ± 5.80 22.10 ± 2.95 -4.48 (-6.27; -2.69) <0.001 0.98 

Low scores in mean GHQ = reduced mental health problems 

Higher scores in mean PSOC = higher efficacy and satisfaction.  

Cohen’s d estimates the effect size of parent outcome at the 2-month follow-up (small effect d=0.2, 

medium effect d=0.5, large effect d=0.8, huge effect d=1.45) 

CI = confidence interval; GHQ = General Health Questionnaire; PSOC = Parenting Sense of 

Competence scale 

 

Mediation model 

The mediation analysis (Figure 2) demonstrated a significant direct relation between the 

intervention and change in parental mental health (ć path, β=-3.02, P=0.003). In addition, the 
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intervention had a positive association with parental satisfaction (a path, β=5.34, P<0.001). In 

turn, parental satisfaction had a significant relation with change in parental mental health (b 

path) when group assignment was controlled (β=-0.17, P=0.03). When the intervention effect 

and parental satisfaction were entered simultaneously in the last regression, a significant 

indirect effect (ab paths) was found from the intervention effect to change in parental mental 

health through parental satisfaction (β =-0.88, 95% CI -1.84-0.16, P=0.047), indicating that 

the intervention effect on parental mental health was partially mediated by parental 

satisfaction. Finally, the total effect of change on parents’ mental health (c path) was 

significant (β =-3.90, P<0.001), indicating that parents who received the intervention had 

improved mental health.  The model explained 16% (R
2 

0.16, P<0.001) of the change in 

parents’ mental health.   

Insert Figure 2 here 

 

DISCUSSION  

Our study shows that a culturally tailored parenting support program improved the mental 

health and sense of competence in parenting of Somali-born parents two months after the 

intervention. The findings also indicate that parental satisfaction was a mediating factor in 

parents’ mental health.  

Our findings are consistent with findings of earlier that show parenting programmes are 

generally effective in improving parents’ mental health, [8, 14] but disagrees with some other 

studies in which parenting support programmes for immigrant parents did not have positive 

effects on parents’ mental health. [25, 26] For example, a trial conducted on immigrant 

mothers from Pakistan and Somalia [25] showed that the parenting support programme was 

not effective in alleviating maternal mental distress. The most likely explanation for the 

positive effect is that the culturally tailored societal information addressed an important need 
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for Somali-born parents. Previous studies [1, 3, 6] have reported that immigrant parents 

encounter obstacles in their parenting in the host country (e.g., insufficient information about 

the parenting system, role change and power conflict between parents and children, all of 

which contribute to stress in parenting). A second possible explanation is that the parenting 

intervention was culturally tailored (e.g., the role plays and reflection exercises in the 

Connect© programme). These role plays and reflection exercises were made more culturally 

understandable by using metaphors and proverbs (the Somali culture is in part characterised 

by oral tradition of poetry and narrative).[40] Using the metaphors and proverbs can have a 

powerful impact on learning and understanding when employing complex or theoretical 

terms. A third explanation is that the group leaders who delivered the intervention had a 

similar background as the participating parents and were therefore “culturally tailored” to the 

parents. Several studies have underlined the importance of finding ways to retain ethnic 

minorities and immigrants and to make the parenting programmes more attractive and 

effective.[11, 41-43] The group leaders were bilingual and were familiar with both Somali 

and Swedish cultures, which were strengths as nothing was “lost in translation”. A trial from 

Norway [25] and a meta-analytic review [24] suggest that parenting support programmes 

appear to be more effective when they are tailored to the specific challenges and needs of 

immigrant parents (i.e. delivered to participants in their own language and by group leaders of 

a similar background). A final possible explanation is the focus of the parenting programme 

Connect©, [44] which encourages parents to reflect on their parenting role and develop 

sensitivity towards their children’s behaviour. Parents are taught to think and better 

understand the reason behind the child’s emotional reactions and to develop awareness on 

how to respond in a way that acknowledges the child’s attachment needs. Our qualitative 

study shows that parents requested support to strengthen the relationship with their children in 

the new host country.[3] 
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Our findings demonstrate that parents’ sense of competence in parenting improved with a 

large effect size (d=0.89) in parental satisfaction and a huge effect size (d=1.79) in parental 

self-efficacy. Additionally, parental satisfaction mediated the intervention effect on change in 

parental mental health. Strong feelings of self-efficacy and satisfaction in parenting lead to 

positive mental health and parenting practises.[20-23, 45] Studies have suggested that 

immigrant parents who encounter challenges in acculturating within the host environment 

experience stress in parenting, [1, 3, 6] which is ample reason to feel a lower level of sense of 

competence in parenting and in mental health.[45] Satisfaction in parenting is one factor 

among others that impact parents’ mental health. The mental health of parents is affected by 

other factors as well, including acculturation, social capital, social isolation and experiencing 

discrimination because of race or ethnicity. [4, 5] However, we hypothesise that with 

increased parental satisfaction, parents gain greater optimism in their parenting, which, in 

turn, affects their mental health as confirmed by a recent Swedish study.[19]  

There are several strengths and limitations to this study. One of the strengths is our use of an 

RCT research design to reduce selection bias and spurious causality inferences. Another 

strength was the low dropout rate and that we retained almost all parents (90%) at the two 

month follow-up. Furthermore, two-thirds of the parents attended more than eight sessions. A 

contributing factor to the low dropout rate and high rate of participation was the involvement 

of civil society (such as key people within Somali associations and having different 

information meetings about the research project). Furthermore, the group sessions were led by 

group leaders of Somali background who shared the same language and culture as the parents. 

One limitation is the short interval between the intervention and the follow-up. Another 

limitation is that the data were collected using a self-report measure. This study can be 

generalised to Somali-born parents who have experienced war or social conflict and stress in 
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parenting, and the cultural sensitive model in this study can be applied and generalised to 

hard-to-reach groups.  

Conclusions and implications for clinical practise 

This study found that culturally tailored parenting support program improved the mental 

health and sense of competence in parenting in Somali-born adults, with large effect sizes two 

months after the intervention ended. Our study highlights the importance of acknowledging 

immigrant parents’ need for societal information in parent support programmes and that these 

programmes must be delivered in a culturally sensitive way. Improving the parents’ mental 

health and sense of competence in parenting is associated with a positive effect on children’s 

behavioural problems and the parent-child relationship, which promotes equity in health. The 

current study shows that a culturally tailored programme can be offered to all parents with 

self-perceived parenting-related stress, regardless of whether their children have emotional or 

behavioural problems or not. These findings underscore the beneficial effects of making 

culturally tailored parenting programmes accessible to immigrant parents.  
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Figure 1. Participant flow chart  
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Figure 2. Simple mediation model of the intervention effect on change in parental mental health accounting 
for the mediator, i.e. parental satisfaction  

Path coefficient, standardised βs = adjusted mean estimate  

S.E. = standard error  
Direct effect = direct effect of the intervention on change in parental mental health  

Indirect effect = total effect – direct effect  
Total effect = direct effect + indirect effect  
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on page No 

Title and abstract 

 1a Identification as a randomised trial in the title 1 

1b Structured summary of trial design, methods, results, and conclusions (for specific guidance see CONSORT for abstracts) 2-3 

Introduction 

Background and 

objectives 

2a Scientific background and explanation of rationale 5-6 

2b Specific objectives or hypotheses 6 

Methods 

Trial design 3a Description of trial design (such as parallel, factorial) including allocation ratio 7 

3b Important changes to methods after trial commencement (such as eligibility criteria), with reasons  

Participants 4a Eligibility criteria for participants 7 

4b Settings and locations where the data were collected 7 

Interventions 5 The interventions for each group with sufficient details to allow replication, including how and when they were 

actually administered 

7-8 

Outcomes 6a Completely defined pre-specified primary and secondary outcome measures, including how and when they 

were assessed 
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6b Any changes to trial outcomes after the trial commenced, with reasons  

Sample size 7a How sample size was determined 9 

7b When applicable, explanation of any interim analyses and stopping guidelines  

Randomisation:    

 Sequence 

generation 

8a Method used to generate the random allocation sequence 9-10 

8b Type of randomisation; details of any restriction (such as blocking and block size) 9-10 

 Allocation 

concealment 

mechanism 

9 Mechanism used to implement the random allocation sequence (such as sequentially numbered containers), 

describing any steps taken to conceal the sequence until interventions were assigned 

9-10 

 Implementation 10 Who generated the random allocation sequence, who enrolled participants, and who assigned participants to 

interventions 

9-10 

Blinding 11a If done, who was blinded after assignment to interventions (for example, participants, care providers, those 9-10 
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assessing outcomes) and how 

11b If relevant, description of the similarity of interventions  

Statistical methods 12a Statistical methods used to compare groups for primary and secondary outcomes 10-11 

12b Methods for additional analyses, such as subgroup analyses and adjusted analyses 10-11 

Results 

Participant flow (a 

diagram is strongly 

recommended) 

13a For each group, the numbers of participants who were randomly assigned, received intended treatment, and 

were analysed for the primary outcome 

11 

13b For each group, losses and exclusions after randomisation, together with reasons 11 

Recruitment 14a Dates defining the periods of recruitment and follow-up 11 

14b Why the trial ended or was stopped 11 

Baseline data 15 A table showing baseline demographic and clinical characteristics for each group 12-13 

Numbers analysed 16 For each group, number of participants (denominator) included in each analysis and whether the analysis was 

by original assigned groups 

12-13 

Outcomes and 

estimation 

17a For each primary and secondary outcome, results for each group, and the estimated effect size and its 

precision (such as 95% confidence interval) 

13 

17b For binary outcomes, presentation of both absolute and relative effect sizes is recommended 13 

Ancillary analyses 18 Results of any other analyses performed, including subgroup analyses and adjusted analyses, distinguishing 

pre-specified from exploratory 

13-14 

Harms 19 All important harms or unintended effects in each group (for specific guidance see CONSORT for harms)  

Discussion 

Limitations 20 Trial limitations, addressing sources of potential bias, imprecision, and, if relevant, multiplicity of analyses 16-17 

Generalisability 21 Generalisability (external validity, applicability) of the trial findings 16-17 

Interpretation 22 Interpretation consistent with results, balancing benefits and harms, and considering other relevant evidence 14-17 

Other information  

Registration 23 Registration number and name of trial registry 3 

Protocol 24 Where the full trial protocol can be accessed, if available 3 

Funding 25 Sources of funding and other support (such as supply of drugs), role of funders 17 

 

*We strongly recommend reading this statement in conjunction with the CONSORT 2010 Explanation and Elaboration for important clarifications on all the items. If relevant, we also 

recommend reading CONSORT extensions for cluster randomised trials, non-inferiority and equivalence trials, non-pharmacological treatments, herbal interventions, and pragmatic trials. 

Additional extensions are forthcoming: for those and for up to date references relevant to this checklist, see www.consort-statement.org. 
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ABSTRACT  

Objectives: To evaluate the effectiveness of a culturally tailored parenting support 

programme on Somali-born parents’ mental health and sense of competence in parenting.  

Design: Randomised controlled trial.  

Setting: A city in the middle of Sweden.  

Participants: Somali-born parents (n=120) with children aged 11-16 years and self-perceived 

stress in their parenting were randomised to an intervention group (n=60) or a waiting-list 

control group (n=60).  

Intervention: Parents in the intervention group received culturally tailored societal 

information combined with the Connect© parenting programme during 12 weeks for 1-2 

hours per week. The intervention consisted of a standardised training programme delivered by 

nine group leaders of Somali background. 

Outcome: The General Health Questionnaire 12 was used to measure parents’ mental health 

and the Parenting Sense of Competence scale to measure parent satisfaction and efficacy in 

the parent role. Analysis was conducted using intention-to-treat principles. 

Results: The results indicated that parents in the intervention group showed significant 

improvement in mental health compared with the parents in the control group at a 2-month 

follow-up: B=3.62, 95% confidence interval (CI) 2.01; 5.18, p<0.001. Further, significant 

improvement was found for efficacy (B=-6.72, 95% CI-8.15; -5.28, p<0.001) and satisfaction 

(B=-4.48, 95% CI-6.27; -2.69, p<0.001) for parents in the intervention group. Parents’ 

satisfaction mediated the intervention effect on parental mental health (β=-0.88, 95% CI-1.84; 

-0.16, p=0.047).  
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Conclusion: The culturally tailored parenting support programme led to improved mental 

health of Somali-born parents, and their sense of competence in parenting 2 months after the 

intervention. The study underlines the importance of acknowledging immigrant parents’ need 

for societal information in parent support programmes and the importance of delivering these 

programmes in a culturally sensitive manner.  

Clinical Trial: Ladnaan - an Evaluation of a Parent Support Programme for Somali Parents, 

NCT02114593.  The trial has been registered at www.clinicaltrials.gov.  
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ARTICLE SUMMARY 

Strengths and limitations of the study 

• The study design was a randomised controlled trial with a low dropout rate and high 

retention. 

• The culturally tailored parenting support programme was based and constructed on 

previous qualitative findings. 

• The parenting support programme was delivered by group leaders of a similar 

background to that of the participants. 

• Data were collected through self-report instruments. 

• A limitation is the short interval between the intervention and the follow-up. 
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INTRODUCTION 

The process of non-voluntary immigration, transitioning and acculturating to a new country 

may have a negative impact on the mental health of immigrants.[1-3] Post-migration factors 

(e.g., stress, lack of social capital, social isolation and loss of social network), as well as 

acculturation problems and experiences of discrimination in the host country affect the mental 

health of not only the parents but also the children’s.[4, 5] Moreover, immigrant parents face 

challenges concerning their role and responsibilities as parents while adjusting to the host 

country, all of which tend to create stress in parenting.[1, 3, 6] The mental health problems of 

parents have been reported to be a risk factor for children’s behavioural problems and may 

negatively affect the parent-child attachment and their relationship.[7, 8] Studies have also 

shown that parents with mental health problems have a low perceived sense of competence in 

parenting and may lack the ability to employ positive parenting practises.[9, 10] 

Studies conducted on different populations have generally demonstrated that parenting 

support programmes encourage positive parenting practises, strengthen parent-child 

relationships and promote the mental health of parents. [11-17] Previous studies have linked 

parenting support programmes with an improvement of parents’ sense of competence, [18, 

19] which, in turn, has an impact on parents’ mental health.[20] According to Bandura’s 

theory on self-efficacy, stronger self-efficacy in child rearing leads to better satisfaction in 

parenting and decreased stress and depression.[21] Some studies have found a positive 

relationship between parents’ sense of competence and parenting behaviour[22] and that 

increased maternal self-efficacy is associated with decreased depressive symptoms in 

postpartum mothers.[23] To date, it is unclear whether parenting support programmes are 

effective in improving the mental health of parents directly or via increased self-efficacy and 

satisfaction in the parenting role.  
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In addition, little knowledge is available on the effect of parenting support programmes 

delivered to immigrant parents.[24] The few studies available have mostly shown little or no 

improvement in the mental health of immigrant parents,[25, 26] or even poorer outcomes for 

immigrant families [27] and families with low socioeconomic status. [28] Scarcity of studies 

in this area may simply because few immigrant parents participate in such programmes.[24] 

Several studies have reported difficulties in recruiting and retaining immigrant parents in 

parenting support programmes. [29, 30] Factors such as belonging to an ethnic minority, low 

socioeconomic status, practical aspects or experienced alienation and discrimination all 

contribute to low participation.[28, 31] Other studies have demonstrated that low 

participation and a high dropout rate of immigrant parents are associated with a lack of 

cultural sensitivity in the intervention, poor information about the parenting programme and 

lack of trust towards professionals.[24] A qualitative study conducted with Somali-born 

parents in Sweden showed that Somali parents experienced many societal challenges in the 

new country and in their parenting behaviours. The parents expressed a need for specific 

parental support that focuses on parenting in the new country and on strengthening the 

parent-child relationship. [3]  

In a recent RCT [32] we showed that an intervention in the form of a culturally tailored 

parenting support programme was effective in reducing children’s behaviour problems 2-

months after the intervention, which was our primary outcome measure of the study. In the 

current paper we limited our investigation to two of the eight prespecified secondary 

outcomes with the aim to evaluate the effectiveness of a culturally tailored parenting support 

programme on the mental health and sense of competence in the parenting of Somali-born 

parents. Furthermore, we examined whether the intervention affected the mental health of 

parents, owing to their new sense of competence. 

METHODS 
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Study design and participants 

The study was designed as a randomised controlled trial (RCT) to evaluate the effectiveness 

of a culturally tailored parenting support programme for Somali-born parents living in 

Sweden. The trial comprised two arms: parents were randomised to either an intervention 

group or a waiting-list control group. The study was conducted in a city in the middle of 

Sweden, of which approximately 3000 of the inhabitants are of Somali origin. Parents were 

recruited through key persons within Somali associations, social services, schools and a 

family centre (a meeting place for parents living in the city). All Somali-born parents 

expressing interest were screened for eligibility. Somali-born parents with children aged 11-

16 years and with self-perceived stress related to parenting practises were included in the 

study. Parents with severe mental illness (e.g., psychosis, schizophrenia, bipolar disorder) or 

participating in another parenting programme were excluded. Eligible parents completed a 

baseline questionnaire before randomisation and at the two months follow-up, and were given 

a gift voucher equivalent to 150 SEK (approximately 15 USD). Ethical approval for the study 

was obtained from the Swedish Regional Ethical Review Board in Uppsala, Sweden (Dnr 

2014/048). All participants gave both oral and written informed consent.  

Intervention 

The parenting intervention consisted of 12 group-based sessions lasting on average about 1-2 

hours, combining culturally tailored societal information with the Connect© parenting support 

programme, which has been described elsewhere.[33] The first two sessions were designed 

based on results from earlier findings on qualitative focus group discussions.[3] The aim of 

the culturally tailored societal information aspect of the intervention was to give Somali-born 

parents an introduction on parenting styles, the rights of the child, the family legal system in 

relation to parenting and the goal of the work of social services with children and family. The 

other 10 sessions constituted the Connect© parenting support programme. The Connect© is a 
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standardised programme based on attachment theory and focuses on strengthening the parent-

child relationship and attachment. The content aims to  enhance and stimulate parents to 

reflect on how they respond to their child’s behaviours and to build a trusting and secure 

relationship.[33] The Connect© programme was adapted and modified in relation to role play 

and examples to make it understandable for the participants without changing the 

programme’s core components. In total, nine group leaders (five males and four females) of 

Somali background delivered the intervention. Each session of the Connect© programme was 

administered by two group leaders (one male and one female) together with sex-mixed groups 

of 12-17 parents. The intervention was held near the participants’ neighbourhood. Participants 

were offered child care services during the sessions and the possibility for support (e.g., in 

reading letters from the municipality or migration office).  

Outcome measures  

The main outcome measure was reduced emotional and behavioural problems in children. 

[32] Secondary outcomes were improved mental health of the parents and sense of 

competence in parenting.  

The General Health Questionnaire 12 (GHQ-12) [34] is a 12-item version of the original 

GHQ and measures parents’ mental health. The GHQ is a psychometric self-administered 

screening device to measure psychiatric distress experienced by an individual over the past 

few weeks. Parents answered each item on a four-point Likert scale ranging from 1 (e.g., 

better than usual) to 4 (e.g., much less than usual), with higher scores indicating higher 

mental health distress. A total score is calculated by summing up all the items (total scores 

can range from 12 to 48). [34]  

The Parenting Sense of Competence (PSOC) scale [35] was used to measure the participating 

parents’ sense of competence in parenting. The PSOC comprises 16 items divided into two 
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subscales (satisfaction with nine items and efficacy with seven items). Parents responded on a 

six-point Likert scale anchored at 1 = strongly disagree and 6 = strongly agree. The total 

score ranged from 9 to 54 for the satisfaction items and 7 to 42 for the efficacy items. The 

satisfaction items were reverse coded; a higher score in both satisfaction and efficacy 

subscales indicates a higher parent sense of competence.[35] 

Participants were also asked about their sociodemographic background (e.g., age, sex, marital 

status, education level, number of years in Sweden, employment status, residential area, visits 

to cultural and community events, financial situation, number of children, children’s age and 

sex). Both instruments (the GHQ-12 and the PSOC) were translated according to international 

guidelines.[36, 37] Approval to translate and use the GHQ-12 was obtained from instrument 

developers. 

Sample size 

Sample size was calculated based on the primary outcome, i.e. reduced emotional and 

behavioural problems in the children with a medium effect size (Cohen’s d=0.5). The findings 

of the primary outcome measure have been published elsewhere.[32] A sample of 128 

parents/children (n=64 in the intervention group, n=64 in the control group) were required 

[27] with alpha set at p<0.05 and power at 0.80.  

Randomisation 

The randomisation list was prepared using a computer sequence generator programme with 

permutated blocks to determine sequence numbers for allocation to the intervention and wait-

list control group. Block randomisation, using blocks of 10, was done to obtain an equal 

distribution. Group affiliation and study number were noted on a piece of paper and placed in 

a set of identical opaque envelopes by the first author (FO). The envelopes were then sealed 
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and shuffled. Thus, this procedure ensured that the content of each envelope was not known to 

either the researchers or the participants.  

Randomisation was performed after the baseline data were collected by the first author and 

research assistants. After each participant completed the questionnaire, the individual chose 

one opaque sealed envelope and at that time was informed whether he or she was allocated to 

the intervention or control group. Participants allocated to the control group were informed 

that they would receive the intervention once all data had been collected from both groups. 

After the parents in the intervention group had completed the intervention, a two months 

follow-up was conducted for both intervention and control participants. Only data from one 

parent per family (the parent who was screened and gave written informed consent) was used 

in the event both parents participated in the intervention sessions. The researchers were not 

blinded to group assignment. 

Statistical methods 

An intention-to-treat analysis was conducted. The effectiveness of the randomisation 

procedure was validated by comparing the intervention and control group at baseline using a 

series of chi-square and t-tests. The analysis started by reconstructing the scale of the GHQ-12 

and the two subscales of the PSOC. There were a few cases of missing data (0.42% in the 

GHQ and 1.3% in the PSOC) because some participants failed to answer all the items. If a 

participant had missed ˂30% of the items on a particular scale, we constructed the scale by 

imputing the mean of the scale for the missing items. Because all of the participants who had 

been followed up (109 cases) had completed at least 70% of the items on each scale, this 

resulted in the retention of the full sample in all the analyses.  

An analysis of covariance (ANCOVA) was performed to study the intervention effects on the 

dependent variables (i.e. the GHQ items and the two subscales of the PSOC) by examining 

differences between the intervention and control group at follow-up, controlling for baseline 
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measures. Cohen’s d effect sizes were calculated, with d=0.2 regarded as small effect, d=0.5 

as a medium effect, d=0.8 as a large effect and d=1.45 as a huge effect [38].  

To determine whether the intervention led to a clinically meaningful and reliable change the 

reliable change index (RCI) was computed, as recommended by Jacobson and Truax [39]. 

Because population norms for the GHQ-12 and PSOC were not available for the present study 

population, we calculated the standard error of difference (Sdiff) based on the pretest scores for 

the intervention and control group combined, assuming a measurement reliability of 0.8 for 

each measure. The clinical significance of change from baseline to the 2-month follow-up was 

then tested with chi-square tests by comparing the proportion of parents in the intervention 

and control group who had deteriorated, remained unchanged or improved in mental health as 

well as in efficacy and satisfaction.  

A stepwise approach was taken to identify which independent variables (i.e. parental efficacy 

or parental satisfaction) should be included in the mediation model. In the first step, a 

regression analysis was conducted with change in mental health as the dependent variable and 

group membership (intervention or control group), parental satisfaction and efficacy as the 

independent variables. In this regression, only parental satisfaction emerged as a significant 

predictor of change in parental mental health and was therefore included in the mediation 

analysis in the next step. Mediator analyses were performed following the suggestion of 

Hayes. [39] In the first step, we tested whether the intervention predicted decreased mental 

health problems (direct effect, ć path). In the second step, we examined the intervention effect 

on the mediator, i.e. parental satisfaction (a path). In the third step, we tested whether the 

mediator was related to the outcome (i.e. change in mental health) after the group assignment 

was controlled (b path). In the fourth step, we assessed the indirect effect of the intervention 

on outcome (i.e. change in mental health). Finally, the total effect of the intervention was 

examined. The analyses were conducted using SPSS (version 21, IBM Corporation, Armonk, 
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NY, USA). The mediation analyses were performed using SPSS macro developed by 

Preacher and Hayes[40], which calculates total, direct and indirect effects, including bootstrap 

procedures to calculate confidence intervals (CIs). We used a resample procedure of 10 000 

bootstrap samples (bias corrected and accelerated estimates and 95% CIs).  

RESULTS 

The study started May 2014 and ended in October 2015. In total, 149 parents were assessed 

for study eligibility and 120 parents were randomly assigned to the intervention group (n=60 

parents) and the control group (n=60 parents). Of these 120 parents, 109 (90%) were 

successfully followed up (57 in the intervention group and 52 in the control group). Of the 60 

parents randomised to the intervention group, two did not attend any session and did not 

participate in the follow-up. Overall, 70% of the parents (n=80) attended more than eight 

sessions. Few participants (30%) opted to use the child care services and support system (e.g., 

to have the child care services read letters from the municipality during the12 group-based 

sessions). The participation flowchart of each group is represented in Figure 1.  

Insert Figure 1 here 

Participant characteristics at baseline  

Table 1 presents the sociodemographic background of the respondents. There were no 

differences between the intervention and control groups in socio-demographic background. 

Most of the parents (98.3%, n=118) were biological parents of the child in the study. Of the 

parents who participated in the study, the majority had lived in Sweden between one and five 

years, had less than an upper secondary level of education and lived in a low socioeconomic 

status area.  

There were no significant differences between the two groups or between fathers and mothers 

in financial strain, or baseline measures of mental health, efficacy and satisfaction in their 

parenting.  
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Table 1. Participant characteristics at baseline (intervention group n=60, control group n=60) 

 

Variable   Intervention group   Control group   

       n %      n %  

Participants (parents)        

     Mothers  43 72  37 62  

     Fathers  17 28  23 38  

Participants' age, years (mean ± SD)  44  ± 8   45  ± 9  

Years in Sweden        

     1-5 years  39 65  34 57  

     6-9 years  10 17  19 32  

     ≥10 years  11 18  7 12  

Highest educational level        

     ˂upper secondary school   37 62  32 54  

     Upper secondary school  22 37  22 37  

     Higher education  1 2  5 9  

Occupation        

     Unemployed  13 22  11 19  

     Parental leave  13 22  6 10  

     Studying   29 48  31 53  

     Employed  5 8  11 19  

Civic status        

     Single   21 35  18 30  

     Married  39 65  41 70  

Cohabiting with partner  31 52  34 57  

Number of children living at home 

(mean ± SD) 

 5 ± 2  5 ± 3  

Concerns about their financial 

situation 

 21 36  15 26  

Child's sex - boys  36 60  33 55  

Child's age, years (mean ± SD)   14 ± 2   13 ± 2   

Mental Health        

GHQ 12 (mean ± SD)  20.00 ± 3.95  19.71 ± 4.32  

PSOC        

      Efficacy (mean ± SD)  17.90 ± 3.81  18.66 ± 3.60  

      Satisfaction (mean ± SD)  31.50 ± 3.60  30.77 ± 2.99  

SD = standard deviation; GHQ = General Health Questionnaire; PSOC = Parenting Sense of Competence 

scale 

Effects of the intervention on parents’ mental health and sense of competence 
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The ANCOVA analyses (Table 2) indicated that the parents in the intervention group had 

improved their mental health more than the parents in the control group two months after the 

intervention (95% CI, 2.02 to 5.18). The associated effect size was large (Cohen’s d=0.85). 

Similarly, the intervention had a positive effect on parents’ sense of competence in parenting. 

Parents in the intervention group reported greater improvements in both their parenting 

efficacy (95% CI -8.15 to -5.29; d=1.79) and satisfaction (95% CI -4.48 to -2.69; d=0.89) 

compared with parents in the control group. 

Table 2. Analysis of covariance (ANCOVA) on changes in parent outcomes with effect size 

estimates at the 2-month follow-up 

 Intervention 

group (n=57) 

Control group 

(n=52) 

Model-based mean 

difference P-value 

Effect 

size 

Parent outcome 

Follow-up 

(mean ± SD) 

Follow-up 

(mean ± SD) B (95% CI)  Cohen’s d 

Mental health problems      

     GHQ 12 17.68 ± 4.57 21.13 ± 4.16 3.62 (2.01; 5.18) <0.001 0.85 

Mediators      

Parental competence      

    PSOC, Efficacy 28.53 ± 4.50 21.79 ± 2.69 -6.72 (-8.15; -5.29) <0.001 1.81 

    PSOC, Satisfaction  26.63 ± 5.80 22.10 ± 2.95 -4.48 (-6.27; -2.69) <0.001 0.98 

Low scores in mean GHQ = reduced mental health problems 

Higher scores in mean PSOC = higher efficacy and satisfaction.  

Cohen’s d estimates the effect size of parent outcome at the 2-month follow-up (small effect d=0.2, 

medium effect d=0.5, large effect d=0.8, huge effect d=1.45) 

CI = confidence interval; GHQ = General Health Questionnaire; PSOC = Parenting Sense of 

Competence scale 

 

Clinical significance change 

Table 3 shows the results from the clinical significance analysis. Although most parents 

remained unchanged, 12 parents (21%) in the intervention group demonstrated reliable 

improvement (measured by the GHQ-12) compared with only four (8%) in the control group. 

The positive changes were more pronounced for sense of competence in parenting with 29 

(51%) parents in the intervention group showing reliable improvement in parenting efficacy 

and 22 (39%) showing improvement in parental satisfaction. Corresponding figures in the 
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control group were four (8%) parents showing improvement in parenting efficacy and two 

(4%) showing improvement in parental satisfaction.  

Table 3. Clinical significance of the intervention effects: proportions of scores showing 

reliable change 

 Intervention group  Control group χ2 (1, N 

=109) 

P-value 

 n (%)  n (%)   

Outcome Negative 

change 

No 

change 

Positive 

change 

 Negative 

change 

No 

change 

Positive 

change 

  

GHQ 12 3 (5) 42 (74) 12 (21)  9 (17) 39 (75) 4 (8) 6.90 0.03 

Efficacy 4 (7) 24 (42) 29 (51)  9 (17) 39 (75) 4 (8) 24.26 <0.001 

Satisfaction 5 (9) 30 (53) 22 (39)  8 (15) 42 (81) 2 (4) 19.17 <0.001 

 

Mediation model 

The mediation analysis (Figure 2) demonstrated a significant direct relation between the 

intervention and change in parental mental health (ć path, β=-3.02, P=0.003). In addition, the 

intervention had a positive association with parental satisfaction (a path, β=5.34, P<0.001). In 

turn, parental satisfaction had a significant relation with change in parental mental health (b 

path) when group assignment was controlled (β=-0.17, P=0.03). When the intervention effect 

and parental satisfaction were entered simultaneously in the last regression, a significant 

indirect effect (ab paths) was found from the intervention effect to change in parental mental 

health through parental satisfaction (β =-0.88, 95% CI -1.84-0.16, P=0.047), indicating that 

the intervention effect on parental mental health was partially mediated by parental 

satisfaction. Finally, the total effect of change on parents’ mental health (c path) was 

significant (β =-3.90, P<0.001), indicating that parents who received the intervention had 

improved mental health.  The model explained 16% (R
2 

0.16, P<0.001) of the change in 

parents’ mental health.   

Insert Figure 2 here 
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DISCUSSION  

Our study shows that a culturally tailored parenting support programme improved the mental 

health and sense of competence in parenting of Somali-born parents two months after the 

intervention. These improvements were both statistically significant and clinically 

meaningful.The findings also indicate that parental satisfaction was a mediating factor in 

parents’ mental health.  

Our findings are consistent with findings of earlier that show parenting programmes are 

generally effective in improving parents’ mental health, [8, 14] but disagrees with some other 

studies in which parenting support programmes for immigrant parents did not have positive 

effects on parents’ mental health. [25, 26] For example, a trial conducted on immigrant 

mothers from Pakistan and Somalia [25] showed that the parenting support programme was 

not effective in alleviating maternal mental distress. The most likely explanation for the 

positive effect is that the culturally tailored societal information addressed an important need 

for Somali-born parents. Previous studies [1, 3, 6] have reported that immigrant parents 

encounter obstacles in their parenting in the host country (e.g., insufficient information about 

the parenting system, role change and power conflict between parents and children, all of 

which contribute to stress in parenting). A second possible explanation is that the parenting 

intervention was culturally tailored (e.g., the role plays and reflection exercises in the 

Connect© programme). These role plays and reflection exercises were made more culturally 

understandable by using metaphors and proverbs (the Somali culture is in part characterised 

by oral tradition of poetry and narrative).[41] Using the metaphors and proverbs can have a 

powerful impact on learning and understanding when employing complex or theoretical 

terms. A third explanation is that the group leaders who delivered the intervention had a 

similar background as the participating parents and were therefore “culturally tailored” to the 

parents. Several studies have underlined the importance of finding ways to retain ethnic 
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minorities and immigrants and to make the parenting programmes more attractive and 

effective.[11, 42-44] The group leaders were bilingual and were familiar with both Somali 

and Swedish cultures, which were strengths as nothing was “lost in translation”. A trial from 

Norway [25] and a meta-analytic review [24] suggest that parenting support programmes 

appear to be more effective when they are tailored to the specific challenges and needs of 

immigrant parents (i.e. delivered to participants in their own language and by group leaders of 

a similar background). A final possible explanation is the focus of the parenting programme 

Connect©, [45] which encourages parents to reflect on their parenting role and develop 

sensitivity towards their children’s behaviour. Parents are taught to think and better 

understand the reason behind the child’s emotional reactions and to develop awareness on 

how to respond in a way that acknowledges the child’s attachment needs. Our qualitative 

study shows that parents requested support to strengthen the relationship with their children in 

the new host country.[3] 

Our findings demonstrate that parents’ sense of competence in parenting improved with a 

large effect size (d=0.89) in parental satisfaction and a huge effect size (d=1.79) in parental 

self-efficacy. Additionally, parental satisfaction mediated the intervention effect on change in 

parental mental health. Strong feelings of self-efficacy and satisfaction in parenting lead to 

positive mental health and parenting practises.[20-23, 46] Studies have suggested that 

immigrant parents who encounter challenges in acculturating within the host environment 

experience stress in parenting, [1, 3, 6] which is ample reason to feel a lower level of sense of 

competence in parenting and in mental health.[46] Satisfaction in parenting is one factor 

among others that impact parents’ mental health. The mental health of parents is affected by 

other factors as well, including acculturation, social capital, social isolation and experiencing 

discrimination because of race or ethnicity. [4, 5] However, we hypothesise that with 
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increased parental satisfaction, parents gain greater optimism in their parenting, which, in 

turn, affects their mental health as confirmed by a recent Swedish study.[19]  

From a clinical and practical standpoint, it is important to acknowledge the extent to which 

the intervention improved parents’ mental health and sense of competence in parenting. 

According to Jacobson and Truax[39], statistically significant and large effect sizes do not 

necessarily translate into clinically meaningful changes (i.e. an intervention effect may be 

statistically significant but clinically trivial). The results of the reliable change analyses 

indicate that the intervention had indeed led to clinically meaningful changes in parental 

mental health and in a sense of competence in parenting.  

There are several strengths and limitations to this study. One of the strengths is our use of an 

RCT research design to reduce selection bias and spurious causality inferences. Another 

strength was the low dropout rate and that we retained almost all parents (90%) at the 2-

month follow-up. Furthermore, two-thirds of the parents attended more than eight sessions. A 

contributing factor to the low dropout rate and high rate of participation was the involvement 

of civil society (such as key people within Somali associations and having different 

information meetings about the research project). Furthermore, the group sessions were led by 

group leaders of Somali background who shared the same language and culture as the parents. 

One limitation is the short interval between the intervention and the follow-up. Another 

limitation is that the data were collected using a self-report measure. This study can be 

generalised to Somali-born parents who have experienced war or social conflict and stress in 

parenting, and the cultural sensitive model in this study can be applied and generalised to 

hard-to-reach groups.  

Conclusions and implications for clinical practise 

This study found that culturally tailored parenting support programme improved the mental 

health and sense of competence in parenting in Somali-born adults, with large effect sizes 2-

Page 18 of 27

For peer review only - http://bmjopen.bmj.com/site/about/guidelines.xhtml

BMJ Open

1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39
40
41
42
43
44
45
46
47
48
49
50
51
52
53
54
55
56
57
58
59
60

 on A
pril 10, 2024 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2017-017600 on 7 D

ecem
ber 2017. D

ow
nloaded from

 

http://bmjopen.bmj.com/


For peer review
 only

 

 

months after the intervention ended. Our study highlights the importance of acknowledging 

immigrant parents’ need for societal information in parent support programmes and that these 

programmes must be delivered in a culturally sensitive way. Improving the parents’ mental 

health and sense of competence in parenting is associated with a positive effect on children’s 

behavioural problems and the parent-child relationship, which promotes equity in health. The 

current study shows that a culturally tailored programme can be offered to all parents with 

self-perceived parenting-related stress, regardless of whether their children have emotional or 

behavioural problems or not. These findings underscore the beneficial effects of making 

culturally tailored parenting programmes accessible to immigrant parents.  
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Figure legends 

Figure 1. Participant flow chart  

 

Figure 2. Simple mediation model of the intervention effect on change in parental mental health 

accounting for the mediator, i.e. parental satisfaction 

Path coefficient, standardised βs = adjusted mean estimate  

S.E. = standard error 

Direct effect = direct effect of the intervention on change in parental mental health  

Indirect effect = total effect – direct effect 

Total effect = direct effect + indirect effect 
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Figure 2. Simple mediation model of the intervention effect on change in parental mental health accounting 
for the mediator, i.e. parental satisfaction  

Path coefficient, standardised βs = adjusted mean estimate  

S.E. = standard error  
Direct effect = direct effect of the intervention on change in parental mental health  

Indirect effect = total effect – direct effect  
Total effect = direct effect + indirect effect  
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ABSTRACT  

Objectives: To evaluate the effectiveness of a culturally tailored parenting support 

programme on Somali-born parents’ mental health and sense of competence in parenting.  

Design: Randomised controlled trial.  

Setting: A city in the middle of Sweden.  

Participants: Somali-born parents (n=120) with children aged 11-16 years and self-perceived 

stress in their parenting were randomised to an intervention group (n=60) or a waiting-list 

control group (n=60).  

Intervention: Parents in the intervention group received culturally tailored societal 

information combined with the Connect© parenting programme during 12 weeks for 1-2 

hours per week. The intervention consisted of a standardised training programme delivered by 

nine group leaders of Somali background. 

Outcome: The General Health Questionnaire 12 was used to measure parents’ mental health 

and the Parenting Sense of Competence scale to measure parent satisfaction and efficacy in 

the parent role. Analysis was conducted using intention-to-treat principles. 

Results: The results indicated that parents in the intervention group showed significant 

improvement in mental health compared with the parents in the control group at a 2-month 

follow-up: B=3.62, 95% confidence interval (CI) 2.01; 5.18, p<0.001. Further, significant 

improvement was found for efficacy (B=-6.72, 95% CI-8.15; -5.28, p<0.001) and satisfaction 

(B=-4.48, 95% CI-6.27; -2.69, p<0.001) for parents in the intervention group. Parents’ 

satisfaction mediated the intervention effect on parental mental health (β=-0.88, 95% CI-1.84; 

-0.16, p=0.047).  
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Conclusion: The culturally tailored parenting support programme led to improved mental 

health of Somali-born parents, and their sense of competence in parenting 2 months after the 

intervention. The study underlines the importance of acknowledging immigrant parents’ need 

for societal information in parent support programmes and the importance of delivering these 

programmes in a culturally sensitive manner.  

Clinical Trial: Ladnaan - an Evaluation of a Parent Support Programme for Somali Parents, 

NCT02114593.  The trial has been registered at www.clinicaltrials.gov.  
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ARTICLE SUMMARY 

Strengths and limitations of the study 

• The study design was a randomised controlled trial with a low dropout rate and high 

retention. 

• The culturally tailored parenting support programme was based and constructed on 

previous qualitative findings. 

• The parenting support programme was delivered by group leaders of a similar 

background to that of the participants. 

• Data were collected through self-report instruments. 

• A limitation is the short interval between the intervention and the follow-up. 
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INTRODUCTION 

The process of non-voluntary immigration, transitioning and acculturating to a new country 

may have a negative impact on the mental health of immigrants.[1-3] Post-migration factors 

(e.g., stress, lack of social capital, social isolation and loss of social network), as well as 

acculturation problems and experiences of discrimination in the host country affect the mental 

health of not only the parents but also the children’s.[4, 5] Moreover, immigrant parents face 

challenges concerning their role and responsibilities as parents while adjusting to the host 

country, all of which tend to create stress in parenting.[1, 3, 6] The mental health problems of 

parents have been reported to be a risk factor for children’s behavioural problems and may 

negatively affect the parent-child attachment and their relationship.[7, 8] Studies have also 

shown that parents with mental health problems have a low perceived sense of competence in 

parenting and may lack the ability to employ positive parenting practises.[9, 10] 

Studies conducted on different populations have generally demonstrated that parenting 

support programmes encourage positive parenting practises, strengthen parent-child 

relationships and promote the mental health of parents. [11-17] Previous studies have linked 

parenting support programmes with an improvement of parents’ sense of competence, [18, 

19] which, in turn, has an impact on parents’ mental health.[20] According to Bandura’s 

theory on self-efficacy, stronger self-efficacy in child rearing leads to better satisfaction in 

parenting and decreased stress and depression.[21] Some studies have found a positive 

relationship between parents’ sense of competence and parenting behaviour[22] and that 

increased maternal self-efficacy is associated with decreased depressive symptoms in 

postpartum mothers.[23] To date, it is unclear whether parenting support programmes are 

effective in improving the mental health of parents directly or via increased self-efficacy and 

satisfaction in the parenting role.  
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In addition, little knowledge is available on the effect of parenting support programmes 

delivered to immigrant parents.[24] The few studies available have mostly shown little or no 

improvement in the mental health of immigrant parents,[25, 26] or even poorer outcomes for 

immigrant families [27] and families with low socioeconomic status. [28] Scarcity of studies 

in this area may simply because few immigrant parents participate in such programmes.[24] 

Several studies have reported difficulties in recruiting and retaining immigrant parents in 

parenting support programmes. [29, 30] Factors such as belonging to an ethnic minority, low 

socioeconomic status, practical aspects or experienced alienation and discrimination all 

contribute to low participation.[28, 31] Other studies have demonstrated that low 

participation and a high dropout rate of immigrant parents are associated with a lack of 

cultural sensitivity in the intervention, poor information about the parenting programme and 

lack of trust towards professionals.[24] A qualitative study conducted with Somali-born 

parents in Sweden showed that Somali parents experienced many societal challenges in the 

new country and in their parenting behaviours. The parents expressed a need for specific 

parental support that focuses on parenting in the new country and on strengthening the 

parent-child relationship. [3]  

In a recent RCT [32] we showed that an intervention in the form of a culturally tailored 

parenting support programme was effective in reducing children’s behaviour problems 2-

months after the intervention, which was our primary outcome measure of the study. In the 

current paper we limited our investigation to two of the eight prespecified secondary 

outcomes with the aim to evaluate the effectiveness of a culturally tailored parenting support 

programme on the mental health and sense of competence in the parenting of Somali-born 

parents. Furthermore, we examined whether the intervention affected the mental health of 

parents, owing to their new sense of competence. 

METHODS 
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Study design and participants 

The study was designed as a randomised controlled trial (RCT) to evaluate the effectiveness 

of a culturally tailored parenting support programme for Somali-born parents living in 

Sweden. The trial comprised two arms: parents were randomised to either an intervention 

group or a waiting-list control group. The study was conducted in a city in the middle of 

Sweden, of which approximately 3000 of the inhabitants are of Somali origin. Parents were 

recruited through key persons within Somali associations, social services, schools and a 

family centre (a meeting place for parents living in the city). All Somali-born parents 

expressing interest were screened for eligibility. Somali-born parents with children aged 11-

16 years and with self-perceived stress related to parenting practises were included in the 

study. Parents with severe mental illness (e.g., psychosis, schizophrenia, bipolar disorder) or 

participating in another parenting programme were excluded. Eligible parents completed a 

baseline questionnaire before randomisation and at the two months follow-up, and were given 

a gift voucher equivalent to 150 SEK (approximately 15 USD). Ethical approval for the study 

was obtained from the Swedish Regional Ethical Review Board in Uppsala, Sweden (Dnr 

2014/048). All participants gave both oral and written informed consent.  

Intervention 

The parenting intervention consisted of 12 group-based sessions lasting on average about 1-2 

hours, combining culturally tailored societal information with the Connect© parenting support 

programme, which has been described elsewhere.[33] The first two sessions were designed 

based on results from earlier findings on qualitative focus group discussions.[3] The aim of 

the culturally tailored societal information aspect of the intervention was to give Somali-born 

parents an introduction on parenting styles, the rights of the child, the family legal system in 

relation to parenting and the goal of the work of social services with children and family. The 

other 10 sessions constituted the Connect© parenting support programme. The Connect© is a 
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standardised programme based on attachment theory and focuses on strengthening the parent-

child relationship and attachment. The content aims to  enhance and stimulate parents to 

reflect on how they respond to their child’s behaviours and to build a trusting and secure 

relationship.[33] The Connect© programme was adapted and modified in relation to role play 

and examples to make it understandable for the participants without changing the 

programme’s core components. In total, nine group leaders (five males and four females) of 

Somali background delivered the intervention. Each session of the Connect© programme was 

administered by two group leaders (one male and one female) together with sex-mixed groups 

of 12-17 parents. The intervention was held near the participants’ neighbourhood. Participants 

were offered child care services during the sessions and the possibility for support (e.g., in 

reading letters from the municipality or migration office).  

Outcome measures  

The main outcome measure was reduced emotional and behavioural problems in children. 

[32] Secondary outcomes were improved mental health of the parents and sense of 

competence in parenting.  

The General Health Questionnaire 12 (GHQ-12) [34] is a 12-item version of the original 

GHQ and measures parents’ mental health. The GHQ is a psychometric self-administered 

screening device to measure psychiatric distress experienced by an individual over the past 

few weeks. Parents answered each item on a four-point Likert scale ranging from 1 (e.g., 

better than usual) to 4 (e.g., much less than usual), with higher scores indicating higher 

mental health distress. A total score is calculated by summing up all the items (total scores 

can range from 12 to 48). [34]  

The Parenting Sense of Competence (PSOC) scale [35] was used to measure the participating 

parents’ sense of competence in parenting. The PSOC comprises 16 items divided into two 
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subscales (satisfaction with nine items and efficacy with seven items). Parents responded on a 

six-point Likert scale anchored at 1 = strongly disagree and 6 = strongly agree. The total 

score ranged from 9 to 54 for the satisfaction items and 7 to 42 for the efficacy items. The 

satisfaction items were reverse coded; a higher score in both satisfaction and efficacy 

subscales indicates a higher parent sense of competence.[35] 

Participants were also asked about their sociodemographic background (e.g., age, sex, marital 

status, education level, number of years in Sweden, employment status, residential area, visits 

to cultural and community events, financial situation, number of children, children’s age and 

sex). Both instruments (the GHQ-12 and the PSOC) were translated according to international 

guidelines.[36, 37] Approval to translate and use the GHQ-12 was obtained from instrument 

developers. 

Sample size 

Sample size was calculated based on the primary outcome, i.e. reduced emotional and 

behavioural problems in the children with a medium effect size (Cohen’s d=0.5). The findings 

of the primary outcome measure have been published elsewhere.[32] A sample of 128 

parents/children (n=64 in the intervention group, n=64 in the control group) were required 

[27] with alpha set at p<0.05 and power at 0.80.  

Randomisation 

The randomisation list was prepared using a computer sequence generator programme with 

permutated blocks to determine sequence numbers for allocation to the intervention and wait-

list control group. Block randomisation, using blocks of 10, was done to obtain an equal 

distribution. Group affiliation and study number were noted on a piece of paper and placed in 

a set of identical opaque envelopes by the first author (FO). The envelopes were then sealed 
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and shuffled. Thus, this procedure ensured that the content of each envelope was not known to 

either the researchers or the participants.  

Randomisation was performed after the baseline data were collected by the first author and 

research assistants. After each participant completed the questionnaire, the individual chose 

one opaque sealed envelope and at that time was informed whether he or she was allocated to 

the intervention or control group. Participants allocated to the control group were informed 

that they would receive the intervention once all data had been collected from both groups. 

After the parents in the intervention group had completed the intervention, a two months 

follow-up was conducted for both intervention and control participants. Only data from one 

parent per family (the parent who was screened and gave written informed consent) was used 

in the event both parents participated in the intervention sessions. The researchers were not 

blinded to group assignment. 

Statistical methods 

An intention-to-treat analysis was conducted which included all randomised participants in 

the groups to which they were randomly assigned, regardless of the number of sessions in 

which they participated, if data were available for follow up. The effectiveness of the 

randomisation procedure was validated by comparing the intervention and control group at 

baseline using a series of chi-square and t-tests. The analysis started by reconstructing the 

scale of the GHQ-12 and the two subscales of the PSOC. There were a few cases of missing 

data (0.42% in the GHQ and 1.3% in the PSOC) because some participants failed to answer 

all the items. If a participant had missed ˂30% of the items on a particular scale, we 

constructed the scale by imputing the mean of the scale for the missing items. Because all of 

the participants who had been followed up (109 cases) had completed at least 70% of the 

items on each scale, this resulted in the retention of the full sample in all the analyses.  
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An analysis of covariance (ANCOVA) was performed to study the intervention effects on the 

dependent variables (i.e. the GHQ items and the two subscales of the PSOC) by examining 

differences between the intervention and control group at follow-up, controlling for baseline 

measures. Cohen’s d effect sizes were calculated, with d=0.2 regarded as small effect, d=0.5 

as a medium effect, d=0.8 as a large effect and d=1.45 as a huge effect [38].  

To determine whether the intervention led to a clinically meaningful and reliable change the 

reliable change index (RCI) was computed, as recommended by Jacobson and Truax [39]. 

Because population norms for the GHQ-12 and PSOC were not available for the present study 

population, we calculated the standard error of difference (Sdiff) based on the pretest scores for 

the intervention and control group combined, assuming a measurement reliability of 0.8 for 

each measure. The clinical significance of change from baseline to the 2-month follow-up was 

then tested with chi-square tests by comparing the proportion of parents in the intervention 

and control group who had deteriorated, remained unchanged or improved in mental health as 

well as in efficacy and satisfaction.  

A stepwise approach was taken to identify which independent variables (i.e. parental efficacy 

or parental satisfaction) should be included in the mediation model. In the first step, a 

regression analysis was conducted with change in mental health as the dependent variable and 

group membership (intervention or control group), parental satisfaction and efficacy as the 

independent variables. In this regression, only parental satisfaction emerged as a significant 

predictor of change in parental mental health and was therefore included in the mediation 

analysis in the next step. Mediator analyses were performed following the suggestion of 

Hayes. [39] In the first step, we tested whether the intervention predicted decreased mental 

health problems (direct effect, ć path). In the second step, we examined the intervention effect 

on the mediator, i.e. parental satisfaction (a path). In the third step, we tested whether the 

mediator was related to the outcome (i.e. change in mental health) after the group assignment 
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was controlled (b path). In the fourth step, we assessed the indirect effect of the intervention 

on outcome (i.e. change in mental health). Finally, the total effect of the intervention was 

examined. The analyses were conducted using SPSS (version 21, IBM Corporation, Armonk, 

NY, USA). The mediation analyses were performed using SPSS macro developed by 

Preacher and Hayes[40], which calculates total, direct and indirect effects, including bootstrap 

procedures to calculate confidence intervals (CIs). We used a resample procedure of 10 000 

bootstrap samples (bias corrected and accelerated estimates and 95% CIs).  

RESULTS 

The study started May 2014 and ended in October 2015. In total, 149 parents were assessed 

for study eligibility and 120 parents were randomly assigned to the intervention group (n=60 

parents) and the control group (n=60 parents). Of these 120 parents, 109 (90%) were 

successfully followed up (57 in the intervention group and 52 in the control group). Of the 60 

parents randomised to the intervention group, two did not attend any session and these could 

not be reached for follow-up. Overall, 70% of the parents (n=80) attended more than eight 

sessions. Few participants (30%) opted to use the child care services and support system (e.g., 

to have the child care services read letters from the municipality during the12 group-based 

sessions). The participation flowchart of each group is represented in Figure 1.  

Insert Figure 1 here 

Participant characteristics at baseline  

Table 1 presents the sociodemographic background of the respondents. There were no 

differences between the intervention and control groups in socio-demographic background. 

Most of the parents (98.3%, n=118) were biological parents of the child in the study. Of the 

parents who participated in the study, the majority had lived in Sweden between one and five 

years, had less than an upper secondary level of education and lived in a low socioeconomic 

status area.  
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There were no significant differences between the two groups or between fathers and mothers 

in financial strain, or baseline measures of mental health, efficacy and satisfaction in their 

parenting.  

Table 1. Participant characteristics at baseline (intervention group n=60, control group n=60) 

 

Variable   Intervention group   Control group   

       n %      n %  

Participants (parents)        

     Mothers  43 72  37 62  

     Fathers  17 28  23 38  

Participants' age, years (mean ± SD)  44  ± 8   45  ± 9  

Years in Sweden        

     1-5 years  39 65  34 57  

     6-9 years  10 17  19 32  

     ≥10 years  11 18  7 12  

Highest educational level        

     ˂upper secondary school   37 62  32 54  

     Upper secondary school  22 37  22 37  

     Higher education  1 2  5 9  

Occupation        

     Unemployed  13 22  11 19  

     Parental leave  13 22  6 10  

     Studying   29 48  31 53  

     Employed  5 8  11 19  

Civic status        

     Single   21 35  18 30  

     Married  39 65  41 70  

Cohabiting with partner  31 52  34 57  

Number of children living at home 

(mean ± SD) 

 5 ± 2  5 ± 3  

Concerns about their financial 

situation 

 21 36  15 26  

Child's sex - boys  36 60  33 55  

Child's age, years (mean ± SD)   14 ± 2   13 ± 2   

Mental Health        

GHQ 12 (mean ± SD)  20.00 ± 3.95  19.71 ± 4.32  

PSOC        
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      Efficacy (mean ± SD)  17.90 ± 3.81  18.66 ± 3.60  

      Satisfaction (mean ± SD)  31.50 ± 3.60  30.77 ± 2.99  

SD = standard deviation; GHQ = General Health Questionnaire; PSOC = Parenting Sense of Competence 

scale 

Effects of the intervention on parents’ mental health and sense of competence 

The ANCOVA analyses (Table 2) indicated that the parents in the intervention group had 

improved their mental health more than the parents in the control group two months after the 

intervention (95% CI, 2.02 to 5.18). The associated effect size was large (Cohen’s d=0.85). 

Similarly, the intervention had a positive effect on parents’ sense of competence in parenting. 

Parents in the intervention group reported greater improvements in both their parenting 

efficacy (95% CI -8.15 to -5.29; d=1.79) and satisfaction (95% CI -4.48 to -2.69; d=0.89) 

compared with parents in the control group. 

Table 2. Analysis of covariance (ANCOVA) on changes in parent outcomes with effect size 

estimates at the 2-month follow-up 

 Intervention 

group (n=57) 

Control group 

(n=52) 

Model-based mean 

difference P-value 

Effect 

size 

Parent outcome 

Follow-up 

(mean ± SD) 

Follow-up 

(mean ± SD) B (95% CI)  Cohen’s d 

Mental health problems      

     GHQ 12 17.68 ± 4.57 21.13 ± 4.16 3.62 (2.01; 5.18) <0.001 0.85 

Mediators      

Parental competence      

    PSOC, Efficacy 28.53 ± 4.50 21.79 ± 2.69 -6.72 (-8.15; -5.29) <0.001 1.81 

    PSOC, Satisfaction  26.63 ± 5.80 22.10 ± 2.95 -4.48 (-6.27; -2.69) <0.001 0.98 

Low scores in mean GHQ = reduced mental health problems 

Higher scores in mean PSOC = higher efficacy and satisfaction.  

Cohen’s d estimates the effect size of parent outcome at the 2-month follow-up (small effect d=0.2, 

medium effect d=0.5, large effect d=0.8, huge effect d=1.45) 

CI = confidence interval; GHQ = General Health Questionnaire; PSOC = Parenting Sense of 

Competence scale 

 

Clinical significance change 

Table 3 shows the results from the clinical significance analysis. Although most parents 

remained unchanged, 12 parents (21%) in the intervention group demonstrated reliable 

improvement (measured by the GHQ-12) compared with only four (8%) in the control group. 
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The positive changes were more pronounced for sense of competence in parenting with 29 

(51%) parents in the intervention group showing reliable improvement in parenting efficacy 

and 22 (39%) showing improvement in parental satisfaction. Corresponding figures in the 

control group were four (8%) parents showing improvement in parenting efficacy and two 

(4%) showing improvement in parental satisfaction.  

Table 3. Clinical significance of the intervention effects: proportions of scores showing 

reliable change 

 Intervention group  Control group χ2 (1, N 

=109) 

P-value 

 n (%)  n (%)   

Outcome Negative 

change 

No 

change 

Positive 

change 

 Negative 

change 

No 

change 

Positive 

change 

  

GHQ 12 3 (5) 42 (74) 12 (21)  9 (17) 39 (75) 4 (8) 6.90 0.03 

Efficacy 4 (7) 24 (42) 29 (51)  9 (17) 39 (75) 4 (8) 24.26 <0.001 

Satisfaction 5 (9) 30 (53) 22 (39)  8 (15) 42 (81) 2 (4) 19.17 <0.001 

 

Mediation model 

The mediation analysis (Figure 2) demonstrated a significant direct relation between the 

intervention and change in parental mental health (ć path, β=-3.02, P=0.003). In addition, the 

intervention had a positive association with parental satisfaction (a path, β=5.34, P<0.001). In 

turn, parental satisfaction had a significant relation with change in parental mental health (b 

path) when group assignment was controlled (β=-0.17, P=0.03). When the intervention effect 

and parental satisfaction were entered simultaneously in the last regression, a significant 

indirect effect (ab paths) was found from the intervention effect to change in parental mental 

health through parental satisfaction (β =-0.88, 95% CI -1.84-0.16, P=0.047), indicating that 

the intervention effect on parental mental health was partially mediated by parental 

satisfaction. Finally, the total effect of change on parents’ mental health (c path) was 

significant (β =-3.90, P<0.001), indicating that parents who received the intervention had 
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improved mental health.  The model explained 16% (R
2 

0.16, P<0.001) of the change in 

parents’ mental health.   

Insert Figure 2 here 

 

DISCUSSION  

Our study shows that a culturally tailored parenting support programme improved the mental 

health and sense of competence in parenting of Somali-born parents two months after the 

intervention. These improvements were both statistically significant and clinically 

meaningful.The findings also indicate that parental satisfaction was a mediating factor in 

parents’ mental health.  

Our findings are consistent with findings of earlier that show parenting programmes are 

generally effective in improving parents’ mental health, [8, 14] but disagrees with some other 

studies in which parenting support programmes for immigrant parents did not have positive 

effects on parents’ mental health. [25, 26] For example, a trial conducted on immigrant 

mothers from Pakistan and Somalia [25] showed that the parenting support programme was 

not effective in alleviating maternal mental distress. The most likely explanation for the 

positive effect is that the culturally tailored societal information addressed an important need 

for Somali-born parents. Previous studies [1, 3, 6] have reported that immigrant parents 

encounter obstacles in their parenting in the host country (e.g., insufficient information about 

the parenting system, role change and power conflict between parents and children, all of 

which contribute to stress in parenting). A second possible explanation is that the parenting 

intervention was culturally tailored (e.g., the role plays and reflection exercises in the 

Connect© programme). These role plays and reflection exercises were made more culturally 

understandable by using metaphors and proverbs (the Somali culture is in part characterised 

by oral tradition of poetry and narrative).[41] Using the metaphors and proverbs can have a 
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powerful impact on learning and understanding when employing complex or theoretical 

terms. A third explanation is that the group leaders who delivered the intervention had a 

similar background as the participating parents and were therefore “culturally tailored” to the 

parents. Several studies have underlined the importance of finding ways to retain ethnic 

minorities and immigrants and to make the parenting programmes more attractive and 

effective.[11, 42-44] The group leaders were bilingual and were familiar with both Somali 

and Swedish cultures, which were strengths as nothing was “lost in translation”. A trial from 

Norway [25] and a meta-analytic review [24] suggest that parenting support programmes 

appear to be more effective when they are tailored to the specific challenges and needs of 

immigrant parents (i.e. delivered to participants in their own language and by group leaders of 

a similar background). A final possible explanation is the focus of the parenting programme 

Connect©, [45] which encourages parents to reflect on their parenting role and develop 

sensitivity towards their children’s behaviour. Parents are taught to think and better 

understand the reason behind the child’s emotional reactions and to develop awareness on 

how to respond in a way that acknowledges the child’s attachment needs. Our qualitative 

study shows that parents requested support to strengthen the relationship with their children in 

the new host country. [3] 

Our findings demonstrate that parents’ sense of competence in parenting improved with a 

large effect size (d=0.89) in parental satisfaction and a huge effect size (d=1.79) in parental 

self-efficacy. Additionally, parental satisfaction mediated the intervention effect on change in 

parental mental health. Strong feelings of self-efficacy and satisfaction in parenting lead to 

positive mental health and parenting practises.[20-23, 46] Studies have suggested that 

immigrant parents who encounter challenges in acculturating within the host environment 

experience stress in parenting, [1, 3, 6] which is ample reason to feel a lower level of sense of 

competence in parenting and in mental health.[46] Satisfaction in parenting is one factor 
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among others that impact parents’ mental health. The mental health of parents is affected by 

other factors as well, including acculturation, social capital, social isolation and experiencing 

discrimination because of race or ethnicity. [4, 5] However, we hypothesise that with 

increased parental satisfaction, parents gain greater optimism in their parenting, which, in 

turn, affects their mental health as confirmed by a recent Swedish study.[19]  

From a clinical and practical standpoint, it is important to acknowledge the extent to which 

the intervention improved parents’ mental health and sense of competence in parenting. 

According to Jacobson and Truax[39], statistically significant and large effect sizes do not 

necessarily translate into clinically meaningful changes (i.e. an intervention effect may be 

statistically significant but clinically trivial). The results of the reliable change analyses 

indicate that the intervention had indeed led to clinically meaningful changes in parental 

mental health and in a sense of competence in parenting.  

There are several strengths and limitations to this study. One of the strengths is our use of an 

RCT research design to reduce selection bias and spurious causality inferences. Another 

strength was the low dropout rate and that we retained almost all parents (90%) at the 2-

month follow-up. Furthermore, two-thirds of the parents attended more than eight sessions. A 

contributing factor to the low dropout rate and high rate of participation was the involvement 

of civil society (such as key people within Somali associations and having different 

information meetings about the research project). Furthermore, the group sessions were led by 

group leaders of Somali background who shared the same language and culture as the parents. 

One limitation is the short interval between the intervention and the follow-up. Another 

limitation is that the data were collected using a self-report measure. This study can be 

generalised to Somali-born parents who have experienced war or social conflict and stress in 

parenting, and the cultural sensitive model in this study can be applied and generalised to 

hard-to-reach groups.  
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Conclusions and implications for clinical practise 

This study found that culturally tailored parenting support programme improved the mental 

health and sense of competence in parenting in Somali-born adults, with large effect sizes 2-

months after the intervention ended. Our study highlights the importance of acknowledging 

immigrant parents’ need for societal information in parent support programmes and that these 

programmes must be delivered in a culturally sensitive way. Improving the parents’ mental 

health and sense of competence in parenting is associated with a positive effect on children’s 

behavioural problems and the parent-child relationship, which promotes equity in health. The 

current study shows that a culturally tailored programme can be offered to all parents with 

self-perceived parenting-related stress, regardless of whether their children have emotional or 

behavioural problems or not. These findings underscore the beneficial effects of making 

culturally tailored parenting programmes accessible to immigrant parents.  
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Figure legends 

Figure 1. Participant flow chart  

 

Figure 2. Simple mediation model of the intervention effect on change in parental mental health 

accounting for the mediator, i.e. parental satisfaction 

Path coefficient, standardised βs = adjusted mean estimate  

S.E. = standard error 

Direct effect = direct effect of the intervention on change in parental mental health  

Indirect effect = total effect – direct effect 

Total effect = direct effect + indirect effect 
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Figure 2. Simple mediation model of the intervention effect on change in parental mental health accounting 
for the mediator, i.e. parental satisfaction  

Path coefficient, standardised βs = adjusted mean estimate  

S.E. = standard error  
Direct effect = direct effect of the intervention on change in parental mental health  

Indirect effect = total effect – direct effect  
Total effect = direct effect + indirect effect  
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13-14 

Harms 19 All important harms or unintended effects in each group (for specific guidance see CONSORT for harms)  

Discussion 

Limitations 20 Trial limitations, addressing sources of potential bias, imprecision, and, if relevant, multiplicity of analyses 16-17 

Generalisability 21 Generalisability (external validity, applicability) of the trial findings 16-17 

Interpretation 22 Interpretation consistent with results, balancing benefits and harms, and considering other relevant evidence 14-17 

Other information  

Registration 23 Registration number and name of trial registry 3 

Protocol 24 Where the full trial protocol can be accessed, if available 3 

Funding 25 Sources of funding and other support (such as supply of drugs), role of funders 17 

 

*We strongly recommend reading this statement in conjunction with the CONSORT 2010 Explanation and Elaboration for important clarifications on all the items. If relevant, we also 

recommend reading CONSORT extensions for cluster randomised trials, non-inferiority and equivalence trials, non-pharmacological treatments, herbal interventions, and pragmatic trials. 

Additional extensions are forthcoming: for those and for up to date references relevant to this checklist, see www.consort-statement.org. 
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