
A RANDOMIZED FEASIBILITY AND ACCEPTABILITY STUDY 

COMPARING MODES OF PARENTING EDUCATION  

DELIVERY FOR YOUNG FATHERS 

A DISSERTATION IN 

Nursing 

Presented to the Faculty of the University 

 of Missouri-Kansas City in partial fulfillment 

of the requirements for the degree 

DOCTOR OF PHILOSOPHY 

by 

DEBRA CHRISTINA SIMS 

BSN, University of Great Falls, Montana, 2014 

Kansas City, Missouri 

2020 



 



A RANDOMIZED FEASIBILITY AND ACCEPTABILITY STUDY 

COMPARING MODES OF PARENTING EDUCATION  

DELIVERY FOR YOUNG FATHERS 

Debra Christina Sims, Candidate for the Doctor of Philosophy Degree 

University of Missouri-Kansas City, 2020 

ABSTRACT 

Limited research and reliance on maternal reports of father involvement in 

caregiving provides an inadequate understanding of adolescent fatherhood. Despite 

improved outcomes for infants and adolescent mothers when adolescent fathers remain 

positively engaged in their lives, parenting education programs have not included young 

fathers. This lack of inclusion and absence of randomized studies of instructional methods 

has resulted in a dearth of interventions to improve parenting skills and outcomes for these 

young men, their children, and their partners. 

The purpose of this randomized study was to examine the feasibility and 

acceptability of instructor-led parenting education compared to online parenting education 

on parenting self-efficacy and parenting activities of adolescent fathers. Using consecutive 

sampling and recruitment flyers, 15 to 22-year-old fathers were recruited over 12 months 

from a large urban area of Alaska. This study used a randomized alternative treatments 

design with repeated measures, and recruited from two primary care clinics, a support group 

for pregnant and parenting adolescents, and a regional medical center.  

iii



The 2-week instructor-led parenting education was led by an experienced parent 

educator in the learning center of a local hospital. Learning objectives included knowledge 

of infant growth and development, and confidence in parenting skills. The online parenting 

education had similar learning objectives, but learning was initiated by participants. 

Measures included feasibility of protocol adherence, recruitment, and retention, and 

acceptability of the intervention to participants. Exploratory measures included the Parenting 

Sense of Competence (PSOC) scale to measure parenting self-efficacy, and the Child Care 

Activities Scale (CCAS) to measure participation in parenting activities of adolescent 

fathers.  

One hundred fifty-seven potential participants were screened and (n=41, 26%) met 

inclusion criteria. Twenty-six (63%) declined participation and (n=15, 37% enrolled in the 

study. Eight (58%) participants completed the study. Feasibility findings included: 

Randomization into groups, as planned, from the block randomization list, 100% adherence 

to intervention fidelity, and zero missing data. Acceptability results included a median 

response for all items of “strongly agree”. Participants found the content, location of the 

intervention, learning method randomized into, and gift cards acceptable; the intervention 

and survey completion were not burdensome. 

Randomization, intervention delivery, and data collection were feasible, while 

recruitment and retention require protocol refinement. Interventions were highly acceptable 

to participants.  
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CHAPTER 1 

INTRODUCTION 

Adolescent fatherhood is poorly understood due to both a lack of research, and a lack 

of adolescent fathers as primary sources of information (Beers & Hollo, 2009). Interestingly, 

researchers assert that adolescent fathers lack knowledge regarding child development and 

positive parenting skills that can lead to depression, decreased parental self-efficacy, and 

feelings of failure as a parent (Angley et al., 2015). Furthermore, a lack of social support, 

coupled with the transitory nature of adolescent relationships, decreases the likelihood of 

long-term involvement with their children (Beers & Hollo, 2009; Easterbrooks et al., 2014; 

Fagan et al., 2007). Despite improved social and health outcomes of infants and adolescent 

mothers when adolescent fathers remain present and positively engaged in their lives 

(Angley et al., 2015; Easterbrooks et al., 2016; Fagan & Lee, 2009; Howard et al., 2006; 

Lewin et al., 2014), parenting education and support programs for adolescent parents have 

not been inclusive of young fathers (Kiselica & Kiselica, 2014). 

Additionally problematic, is that parenting education programs have only included 

research designs that utilized pre- and post-testing methodologies to determine the 

effectiveness of program outcomes of skills, knowledge, and parenting self-efficacy 

acquisition (Stolz et al., 2013), use differing measures pre and post-intervention (Sadler et 

al., 2007), or reflect program evaluation rather than participant outcomes (Schaffer et al., 

2012). None of these studies offered rigorous research designs that comprehensively 

compare differing educational approaches that might identify the most effective method of 

learning for adolescent parents. The absence of adolescent fathers, and the non-existence of 

randomized-controlled studies involving various instructional methods, has resulted in a 
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scarcity of interventions that could improve parenting skills and outcomes for these young 

men, their children, and their partners.  

Purpose  

The purpose of this study was to determine the feasibility and acceptability of 

comparing instructor-led parenting education to online parenting education on exploratory 

measures of parenting self-efficacy and participation in parenting activities of adolescent 

fathers. The results of this feasibility and acceptability study presents data that can be used 

to develop a more rigorous study to examine differing approaches to parenting education 

delivery for adolescent fathers. 

Significance  

The United States (U.S.) has experienced a significant decline in adolescent births 

over the past 25 years (Martin et al., 2018). Despite this reduction, the U.S. has more 

adolescent births per year than most industrialized nations (Solomon-Fears, 2016; U.S. 

Department of Health and Human Services, 2016), with over 196,000 infants born to 

adolescent mothers in 2017 (Martin et al., 2018). Due to the limited earning potential of 

young women, these young mothers are often forced to rely on economic assistance 

provided by state and federal programs. In 2010, estimated annual cost to U.S. taxpayers 

equaled 9.4 billion dollars, which included expenses for health care, child welfare, lost 

revenue, and contact with the justice system (Solomon-Fears, 2016). 

Research related to teen parenting has centered on interventions and outcomes for 

adolescent mothers and children (Beers & Hollo, 2009). School and home-based education 

and support programs for teen mothers have resulted in improved parenting knowledge and 

self-efficacy, improved graduation rates, and more age-appropriate child development, while 
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reports to child protective services have decreased (Deković et al., 2010; McDonell et al., 

2007; Sadler et al., 2007). These programs, however, have not been inclusive of teen fathers 

(Kiselica & Kiselica, 2014).  

The paucity of research with adolescent fathers indicates adolescent fathers feel 

inadequately prepared to care for their children (Deslauriers et al., 2012). Expectant and 

parenting adolescent fathers are conscious of their lack of knowledge and skill in caring for 

infants, feel ill-prepared, and express a desire for home and school-based parenting 

education and support they have seen provided to their female counterparts (Deslauriers et 

al., 2012; Wilkes et al., 2012). Also, they are more likely to drop out of high school 

(Fletcher & Wolfe, 2012; Mollborn, 2010), have increased rates of depression (Lee et al., 

2011), and are more likely to engage in interpersonal violence (Gibson et al., 2014).  

Researchers who study adolescent fatherhood mainly obtain their information from 

longitudinal databases, secondary data reports, and second-hand accounts offered by teen 

mothers, with scant research inclusive of teen fathers as the primary data source or as the 

primary subject of interventional studies (Beers & Hollo, 2009). Longitudinal studies are 

cost-effective (Cheng & Phillips, 2014) and useful in examining the relationship between 

risk factors and outcomes (Caruana et al., 2015) such as adolescent parenthood and the 

parents’ educational attainment (Mollborn, 2010), a child’s socio-emotional development 

(Easterbrooks et al., 2014), or school preparedness (Fagan & Lee, 2013), over time. 

Databases from longitudinal studies involving adolescent fathers, however, used data that 

was 12 to 14 years old at the time of publication (Fagan & Lee, 2013; Saleh & Hilton, 

2011), bringing into question whether findings from these studies remain current and 

relevant to today’s adolescent fathers. 
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Existing studies of adolescent fathers primarily target urban African-American and 

Hispanic populations (Fagan & Lee, 2011; Hunt et al., 2015; Lewin et al., 2015; Williams et 

al., 2012), limiting generalization of findings to the larger population. Another limitation in 

the literature is a scarcity of comparative studies of parenting education approaches. The few 

studies found were restricted by a narrow focus on co-parenting and examining co-parenting 

education as compared to standard prenatal education. Further limitations included a small 

sample size (Lewin et al., 2015), a pilot study that reported results of hypothesis testing, 

while omitting the feasibility and acceptability of the study (Florsheim et al., 2012), and an 

absence of theoretical guidance for studies (Marczak et al., 2015; McHale et al., 2015). 

A further shortcoming of these studies is the limited ability to compare outcomes. 

Dependent variables, outcomes for parents, and outcomes related to children, included a mix 

of diverse topics such as paternal engagement (Fagan, 2008; Florsheim et al., 2012); 

coerciveness, conflict, and negativity (McHale et al., 2015); parenting self-efficacy (Fagan, 

2008); and parent relationships (Florsheim et al., 2012; Marczak et al., 2015; McHale et al., 

2015). Time frames for follow-up measurement varied from three months (McHale et al., 

2015), to 18 months (Florsheim et al., 2012), and still another at three years (Marczak et al., 

2015) showing little consistency. Finally, the variation in dose, from five (Lewin et al., 

2015) to seven (McHale et al., 2015), and up to ten weeks (Florsheim et al., 2012) of 

intervention further complicates the comparison of outcomes. 

Adolescents have many demands on their time, including school, homework outside 

of school, extracurricular activities, social development, employment, and family 

commitments (Arnett, 2013). Becoming a parent adds to these demands. Online delivery of 

educational content may provide the flexibility needed by learners to incorporate learning 
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activities into their already demanding schedule. Individual learning styles should be 

considered since varying learning style needs may impact the successful use of technology-

based education formats. Further, the use of online learning can sometimes fill gaps that 

exist in the accessibility and availability of educational opportunities within communities 

(Comer et al., 2015). It is essential to note, however, that  individuals who reported having 

poor time management skills, also report experiencing more difficulty utilizing online 

learning methodologies (Loomis, 2000). Recent studies of online parenting education show 

promise in improving positive parenting skills for vulnerable parent populations (Love et al., 

2016) and also demonstrate a reduction in child conduct problems (Enebrink et al., 2012), 

though additional comparison studies of instructor-led and online learning are still needed 

(Hall & Bierman, 2015).  

This study addressed the aforementioned limitations by first, providing parenting 

education directly to teen fathers as recipients of the intervention, and by targeting teen 

fathers as the direct source of data. Next, the study utilized a theoretical background to 

frame the design. Additionally, analysis and results focused on the feasibility and 

acceptability aspects of the study, as is appropriate, while also sharing preliminary results of 

exploratory questions (Polit & Beck, 2017). Finally, the results of this study provide a 

foundation to develop a fully powered trial that examines approaches for providing 

parenting education to adolescent fathers that complement their learning styles and can be 

easily integrated to a teen father’s busy schedule.  
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Research Question 

What is the feasibility and acceptability of comparing online versus instructor-led 

parenting education on parenting self-efficacy and parenting activities for adolescent 

fathers? 

Study Aim 1 

 To determine the feasibility of instructor-led parenting education compared to online 

parenting education on the outcomes of parenting self-efficacy and parenting activities of 

adolescent fathers through validation of protocols, confirmation of effectiveness of 

recruitment procedures, and providing data for future power analysis. 

1. What parts of the study protocol required refinement? 

2. How many participants met inclusion and exclusion criteria? 

3. How many participants were screened and how many enrolled in the study? 

4. What was the attrition rate of participants in the study? 

5. How closely was fidelity to the intervention maintained by the instructor (for in-

person education)? 

6. How closely was fidelity to the intervention maintained by participants (for 

online education)? 

7. How much data was missing in measurements from each tool used? 

Study Aim II 

 To determine the acceptability of an instructor-led parenting education intervention 

for adolescent fathers.  
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Study Aim III 

To determine the acceptability of an online parenting education intervention for 

adolescent fathers.   

8. What was the acceptability of the time needed to complete the intervention? 

9. What was the acceptability of the location where participants were able to take 

part in the intervention? 

10. What was the acceptability of the learning method to which the participant was 

randomized? 

11. What was the acceptability of the parenting education intervention content to 

participants? 

12. What was the acceptability of the time required to complete surveys to 

participants? 

13. Were the gift cards given to participants during and after completion of the 

study an acceptable thank you for their time? 

14. What suggestions for improvement did participants have? 

Exploratory Aim I 

 To examine trends in differences between instructor-led parenting education and 

online parenting education on parenting self-efficacy for adolescent fathers. 

1. What was the difference between instructor-led education and online education 

on parental self-efficacy of adolescent fathers?  

Exploratory Aim II 

 To examine trends in differences between instructor-led parenting education and 

online parenting education on participation in parenting activities for adolescent fathers. 
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1. What was the difference between instructor-led education and online education on 

participation in parenting activities for adolescent fathers? 

Measurement of parenting knowledge, such as with the Knowledge of Infant 

Development Inventory (KIDI) (Bornstein et al., 2020; Gaziano, 2012) was not done with 

this study. Knowledge alone does not move individuals to action, but rather the interaction 

of knowledge combined with increased self-efficacy and outcome expectations that initiate 

behavior (Bandura, 1986). Measures of parenting knowledge with adolescent parents were 

found to be limited and most often secondary measures (Stolz et al., 2013; Schaffer et al., 

2012). A single study suggested low levels of knowledge, as well as confidence, may 

contribute to dysfunctional parenting and interventions to enhance both may promote 

positive parenting skills (Morawska, 2009). For a larger, powered study, selected parts of the 

KIDI might be considered for use; however, the entire inventory is 75 items, with an 

estimated 20-minute completion time, risking participant survey fatigue with an instrument 

that has only been validated with mothers (Bornstein et al., 2020; Gaziano, 2012). 

Theoretical/Conceptual Framework 

Social Cognitive Theory (SCT) (Bandura, 1986) provided a guiding framework for 

the parenting education intervention of this study, while the Blending with Pedagogical 

Purpose Model (Picciano, 2017) offered a framework for comparing educational approaches 

and supported personal, behavioral, and environmental concepts of SCT. Social Cognitive 

Theory posits that behavior is a result of thought and a personal sense of control involving 

the dynamic interaction between personal, environmental, and behavioral factors. This 

interaction is known as reciprocal determinism (Bandura, 1986; Kelder et al., 2015). 

Personal factors, such as knowledge, outcome expectations, and self-efficacy along with 
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behavioral aspects of skill acquisition, intention, and reinforcement plus environmental 

factors such as opportunity, beliefs, social support, and observational learning all interact to 

allow the individual to reflect upon and regulate behavior and to achieve self-agency (Kelder 

et al., 2015). Bandura (1986) noted that a person’s perceived self-efficacy and outcome 

expectations will influence their initiation of behavior. Higher levels of self-efficacy and 

outcome expectations are associated with more positive initiation and persistence with 

actions, while lower levels of each are associated with decreased actions and persistence 

(Bandura, 1986). 

Social Cognitive Theory has been used to achieve both personal and group level 

change and has been used extensively in research with adolescents to promote health habits 

early in life (Kelder et al., 2015). Social Cognitive Theory has also been broadly used in 

technology-based interventions with adolescents to improve nutrition (Melo et al., 2017), 

increase sexual health knowledge and intentions (Mesheriakova & Tebb, 2017), and 

decrease alcohol use (Tebb et al., 2016). Social Cognitive Theory’s use with both 

technology-based and in-person interventions, along with its frequent and proven use with 

adolescent populations, made it well-suited to guide this intervention. 

The constructs of Social Cognitive Theory weave throughout this parenting 

education intervention. This intervention for adolescent fathers is supported by the 

behavioral constructs of skill acquisition and reinforcement of learning. The personal 

constructs of knowledge and outcome expectations contribute to parenting self-efficacy, 

which acts as an outcome measurement of the father’s confidence in his gained skills. The 

environmental construct of a participant’s level of social support may serve as a mediator or 

moderator of parenting self-efficacy. The normative beliefs construct describes an 
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adolescent father’s perception of what is a “normal” amount of involvement in childcare, 

which was a part of the education intervention. Assessment of whether the interaction of 

these constructs, through this intervention, moves the participant to action occurred through 

measurement of participation in parenting cares with their child (see Figure 1.1).  

 

Figure 1.1 

Interaction of the Constructs of Social Cognitive Theory and Desired Outcomes 

 

 

 

The Blending with Pedagogical Purpose Model (Picciano, 2017) offers a framework 

for comparing educational approaches. While developed with online learning in mind, this 

model focuses on pedagogical objectives and activities to drive the approaches to learning, 

which can include in-person learning. The model suggests that the mix of modalities, 

activities, and approaches might be both appealing and effective for a wide range of 
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learners. Six concepts make up this model; however, not all need to be applied, but rather 

are applied as needed to meet the pedagogical purpose and needs of the learner. Additional 

concepts, such as self-pace, for example, can be added where appropriate (Picciano, 2017). 

Figure 1.2 notes the concepts used with online versus in-person education delivery. This 

study measured the concept of parenting self-efficacy and the action of participation in 

parenting activities. 

 

Figure 1.2  

Concepts of Online versus In-person Learning 

 

 

 

 

 

 

 

 

The concept of content is what is taught, and it is the primary driver of instruction 

that can be provided in a variety of formats in either face-to-face or online formats 

(Picciano, 2017). The Blending with Pedagogical Purpose model posits that instruction and 

learning is inherently a social activity. For fully online programs, this concept is limited and 

provided most often with face-to-face programs. Questioning is the way instructors can elicit 

what knowledge learners have gained and what information may need to be refined 

Concept Online 
Instructor-

led 

Content X X 

Socio-emotion (face-

to-face) 

 X 

Questioning  X 

Evaluation/Assessment X X 

Collaborative Learning  X 

Reflection X  

Self-Paced X  
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(Picciano, 2017). Similar to the concept of social and emotional support, this concept is 

primarily limited to in-person learning with a fully online program. The concept of 

evaluation provides an assessment of student learning, which can occur with both online and 

in-person learning. Collaborative learning involves group work and problem-solving, and 

while technology allows for this to happen with online learning, this fully online program 

was self-paced and did not include collaborative learning. Reflection consists of the learner 

journaling or sharing what they have learned during the class and any other thoughts about 

the course, which may be shared or reflected upon individually and apply to in-person and 

online learning. Last, the concept of self-paced learning is an add-on concept that can be 

adapted to the model and is a specific form of online learning that allows for rolling 

admissions rather than semester starts, and students may complete the content in their own 

time-frame (Picciano, 2017). Figure 1.3 offers a model of how the concepts of the Blending 

with Pedagogical Purpose Model support concepts of Social Cognitive Theory. 
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Figure 1.3  

Blended with Pedagogical Purpose Concepts Supporting Social Cognitive Theory

 

 

The advantage of the Blended with Pedagogical Purpose Model is that it incorporates 

behavioral, cognitive, and sociological approaches to learning in its multimodal concepts 

(Picciano, 2017). This model was appropriate for this study as it works well for rolling study 

enrollment and self-paced learning for the online learners of the study. It was also applicable 

to in-person learners as it can offer the concepts of collaborative learning and face-to-face 

interactions. A disadvantage, however, is that the author did not publish the testing of the 

model. 
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CHAPTER 2 

LITERATURE REVIEW 

There is an inadequate understanding of adolescent fatherhood due to a limited 

volume of research and frequent use of maternal reports of father involvement (Beers & 

Hollo, 2009). Research inclusive of direct reports by adolescent fathers is primarily limited 

to qualitative research methods. Quantitative research falls into categories of the impact of 

adolescent fathers on maternal and child outcomes and the impact of parenthood on the life 

of the adolescent father. The following review describes each of these foci of research, 

limitations of the literature found in each area, and the use of technology in interventions 

with adolescents. 

Qualitative Literature 

Qualitative studies demonstrate validity and rigor through taping and verbatim 

transcription of interviews and the use of field notes to back up findings (Patton, 2015). 

Additionally, independent analysis by co-authors to reach consensus and confirm coding and 

themes, as well as member-checking results with subjects to validate findings, was described 

(Patton, 2015). Similar themes observed across studies provide confirmability of results.  

Much of the qualitative literature about adolescent fathers reflects and supports the 

findings of quantitative literature. Some adolescent fathers view parenthood as a catalyst for 

lifestyle changes and accountability (Fleck et al., 2013; Wilkes et al., 2012). Findings, such 

as higher graduation rates, when adolescent fathers have increased expectations of 

themselves to graduate high school reflects this accountability (Futris et al., 2012). Other 

adolescent fathers display increased rates of depression and parenting stress (Rominov et al., 

2016; Seymour et al., 2014) as demonstrated by qualitative findings of feeling overwhelmed 
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and ill-prepared to become a parent (Paschal et al., 2011; Wilkes et al., 2012). These young 

fathers expressed a willingness to invest time and effort to learn how to become good fathers 

(Fleck et al., 2013). They verbalized a desire for similar parenting support and education 

they observed offered to their female counterparts (Deslauriers et al., 2012; Glikman, 2004; 

Wilkes et al., 2012), but found difficulty in locating and accessing resources that included 

young fathers in their offerings (Glikman, 2004; Wilkes et al., 2012). This lack of support 

for adolescent fathers is a recurring theme throughout both quantitative and qualitative 

literature, offering opportunities for both intervention and program development. 

Adolescent fathers in the qualitative literature display increased engagement with 

their infants when they are romantically involved with their child’s mother (Paschal et al., 

2011) and verbalize a desire to maintain their parental role even if the relationship with the 

mother dissolves (Wilkes et al., 2012). They acknowledge that the positive or negative 

relationship that they have with the child’s mother affects the amount of access and 

involvement they have with their child, with positive relationships increasing father-to-child 

involvement and negative relationships decreasing involvement (Fleck et al., 2013). 

Quantitative co-parenting literature supports this, finding that a positive co-parenting 

relationship is a strong and consistent predictor of an adolescent father’s continued 

involvement with their child (Florsheim et al., 2012; Lewin et al., 2015; Marczak et al., 

2015). 

Qualitative studies further illustrate that adolescent fathers feel a sense of 

responsibility to be present and actively engaged in the lives and caregiving of their children 

(Fleck et al., 2013; Glikman, 2004; Paschal et al., 2011; Wilkes et al., 2012). This sense of 

responsibility is mainly focused on financial support for the family and affords the 
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adolescent father a sense of satisfaction and pride in being a “good provider” (Glikman, 

2004; Paschal et al., 2011; Wilkes et al., 2012). Financial support is critical in facilitating the 

adolescent father’s sense of confidence and self-worth (Fleck et al., 2013; Glikman, 2004; 

Paschal et al., 2011). This financial support is especially important since adolescent fathers 

often feel judged by social prejudices as being immature, incapable of assuming parental 

responsibilities, or altogether abandoning their responsibilities (Deslauriers et al., 2012; 

Paschal et al., 2011). 

Qualitative literature identified the recurrent themes of an absence of parenting 

education resources and an absence of parenting education interventions for adolescent 

fathers. A new theme of being “a good provider” offers an opportunity for further 

exploration of what this means to adolescent fathers. 

Quantitative Literature 

Quantitative literature describes the impacts of adolescent fatherhood on the 

adolescent mother, their child, and on himself. Much of the quantitative literature consists of 

survey research and analysis of large datasets from national longitudinal surveys. A limited 

number of experimental and quasi-experimental research studies were identified about the 

topic of adolescent co-parenting. 

Impacts of Adolescent Fathers on Mothers and Children 

Adolescent fathers have a significant impact on maternal mental health 

(Easterbrooks et al., 2016; Fagan & Lee, 2009) and confidence in her new role (Angley et 

al., 2015; Leahy-Warren et al., 2012; Mallette et al., 2015). Adolescent mothers have 

significantly lower depressive symptoms when they are satisfied with adolescent fathers’ 

involvement (Fagan & Lee, 2009) and existing depression is more likely to remit when 
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mothers are content with the support shown by their partner (Easterbrooks et al., 2016). 

Adolescent fathers’ presence and offering emotional support has a positive effect on 

maternal parenting skills (Angley et al., 2015) and bolsters the mother’s self-confidence in 

caregiving (Leahy-Warren et al., 2012). Higher paternal involvement, both pre- and post-

natal, also increases maternal role identity, which may promote the mother’s attachment to 

the newborn (Mallette et al., 2015). 

The effect of the adolescent father’s presence on child development and children’s 

school readiness and school success are mixed. The adolescent father’s involvement has 

been shown to be protective against infant distress, particularly mitigating risk if maternal 

depression is present (Lewin et al., 2015). Children at age two show improved socio-

emotional functioning and cognition when parents are married or significantly involved  

(Easterbrooks et al., 2014; Mollborn & Lovegrove, 2011). However, the presence of risk 

factors, such as conflict or intimate partner violence in the home, decreases the effect of 

their presence on these positive outcomes for children. Children born to adolescent parents 

score lower on emerging literacy and math scores in preschool, with a cumulative risk of 

each adolescent parent, combined with family risk mediating the relationship between 

parents’ age and the child’s school preparedness (Fagan & Lee, 2013). While risk factors for 

both adolescent parents mediated outcomes, maternal cognitive stimulation also mediated 

paternal risk factors on child school readiness outcomes (Fagan & Lee, 2013). 

When considering resilience factors as opposed to risk factors, adolescent fathers 

having the presence of resilience factors such as school completion, strong social support, or 

religiosity are much more likely to demonstrate continued presence and engagement in the 

life of their child at five years of age (Fagan & Lee, 2012). This continued engagement is 
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beneficial to children in that consistent paternal contact over the first eight years of life is 

associated with fewer behavioral problems and improved reading achievement (Howard et 

al., 2006). Therefore, the inclusion of adolescent fathers in programs and services, like those 

provided to adolescent mothers, that promote school completion, provide parenting 

education and positive parenting skills (Deković et al., 2010; McDonell et al., 2007; Sadler 

et al., 2007), might promote longer-term engagement and positive outcomes for their 

children. 

Attention has been given to the co-parenting relationship of adolescent parents. A 

positive co-parenting relationship, where parents support each other and work together to 

care for their child, is identified as a clear and consistent predictor of adolescent fathers’ 

continued involvement with their child (Florsheim et al., 2012; Lewin et al., 2015; Marczak 

et al., 2015). The co-parenting relationship has also been shown to be a mediator of the 

relationship between adolescent parenting and children’s emerging math and literacy skills, 

with higher co-parenting conflict, indicating a poor co-parenting relationship, negatively 

impacting those skills (Fagan & Lee, 2013). Given the improved behavior and school 

success seen in children with long-term contact with their adolescent father (Howard et al., 

2006) and the adverse effects of a poor co-parenting relationship on children’s emerging 

school success at younger ages (Fagan & Lee, 2013), interventions to promote a positive 

co-parenting relationship and long-term engagement of the adolescent father is desirable. 

Co-parenting interventions can impact parenting self-efficacy. In his co-parenting 

intervention for adolescent parents, Fagan (2008) found significantly increased paternal 

engagement and, for co-residential fathers, significantly increased parenting self-efficacy. 

For adolescent fathers, relationship functioning (family and partner) is predictive of their 
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own parenting self-efficacy (Salonen et al., 2009; Sevigny & Loutzenhiser, 2010). This 

confidence in parenting abilities is key because higher levels of parenting self-efficacy are 

associated with better quality parenting and less dysfunctional parenting, such as yelling and 

authoritarian discipline styles (Morawska et al., 2009). 

The majority of the sparse experimental or quasi-experimental research found with 

adolescent fathers consisted of co-parenting studies; however, many limitations existed 

within the work. These limitations included a lack of theoretical framework (Marczak et al., 

2015; McHale et al., 2015), a small sample size (McHale et al., 2015), and a lack of 

description of the randomization process (Fagan, 2008; Florsheim et al., 2012; Marczak et 

al., 2015). Additional limitations observed were the addition of a “control” condition mid-

study due to lack of participation in the intervention (Fagan, 2008), a pilot study that 

reported significance of results rather than the feasibility and acceptability of the study 

(Florsheim et al., 2012), and reporting effect sizes when the sample size was small (McHale 

et al., 2015). 

Other studies of the impact of the adolescent father on maternal and child outcomes 

consisted of both cross-sectional and longitudinal surveys (Angley et al., 2014; Howard et 

al., 2006; Mallette et al., 2015), the examination of national database surveys (Fagan & Lee, 

2012, 2013), and three randomized control trials (RCTs); two of which compared parenting 

education programs to controls of usual referrals and information (Easterbrooks et al., 2014, 

2016; Fagan & Lee, 2011). There are numerous limitations to these studies. Only one of the 

cross-sectional and longitudinal surveys used adolescent fathers as a primary data source 

(Angley et al., 2015), while others used the mothers as a primary source of information 

about adolescent fathers (Howard et al., 2006; Mallette et al., 2015), potentially biasing 
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results (Polit & Beck, 2017). Additionally, secondary analysis of large datasets, such as the 

national databases used in several of these studies (Fagan & Lee, 2012, 2013), while 

offering broad generalizability because of the breadth of locations used, limited hypotheses 

to available data (Cheng & Phillips, 2014). The RCTs compared pre- and post-surveys after 

completion of programs compared to controls, but again, used mothers as primary sources of 

data about adolescent fathers’ presence and involvement (Easterbrooks et al., 2014, 2016; 

Fagan & Lee, 2009). 

Repeated findings of positive paternal engagement, the negative impact of paternal 

risk factors, positive co-parenting, and increasing parenting self-efficacy seen in the 

quantitative literature offer opportunities for further interventional research that seeks to 

optimize resilience factors and minimize risk factors of adolescent fathers. A key 

implication for nursing research is the innovative notion that interventional programs must 

be inclusive and supportive of adolescent fathers. 

Impacts of Adolescent Parenthood on Young Men 

Sons of adolescent fathers are over three times more likely to become an adolescent 

parent themselves (Sipsma et al., 2010). Risk behaviors such as delinquency, substance use, 

and dropping out of school are significant predictors of adolescent fatherhood (Sipsma et al., 

2010) and are also factors that decrease long-term engagement with their child (Fagan & 

Lee, 2012). Adolescent fathers are significantly less likely to graduate high school than their 

non-parenting counterparts (Fletcher & Wolfe, 2012; Mollborn, 2010). However, having 

high personal expectations to graduate and a positive attitude about school considerably 

increased the likelihood of the adolescent father to complete school (Futris et al., 2012). 

Additionally, when parents of adolescent fathers provide ongoing support and have high 
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expectations of the adolescent father to complete school, the likelihood of the adolescent 

father to graduate improves (Futris et al., 2012) as does living with his parents rather than 

cohabitating with his partner (Mollborn, 2010). 

Adolescent fathers experience a significant incidence of depression, ranging from 

24% to 50% when his partner also experiences perinatal depression (Rominov et al., 2016). 

A lack of social support is a significant predictor of depression in adolescent fathers 

(Seymour et al., 2014), with late adolescent fathers twice as likely to be at risk for 

depression as adult fathers (Lee et al., 2011). Adolescent fathers’ level of parenting self-

efficacy also impacts their level of parenting stress and depression, with a lower sense of 

parenting self-efficacy increasing both (Seymour et al., 2014). This is an important point, 

because fathers who lack parenting self-efficacy are at risk for adverse interactions with 

their children. This lack of self-efficacy can impact their emotional regulation, such as 

yelling or punitive criticisms during challenging parenting situations (Rominov et al., 2016), 

potentially furthering their stress and depression. 

Mitigating influences on the incidence of depression in adolescent fathers include 

social support and positive family function in the early post-partum period (Angley et al., 

2015; Seymour et al., 2014). An adolescent father who has a positive relationship with his 

father is less likely to experience depression (Hunt et al., 2015). Likewise, receiving 

emotional support from his mother both before and after the infant is born is associated with 

significantly fewer depressive symptoms for the adolescent father (Williams et al., 2012). 

Social support is also associated with a substantially higher parenting sense of competence 

(Angley et al., 2015), which may lead to more positive interactions with their child. 
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Similar to the literature regarding adolescent mothers and children, research with 

adolescent fathers predominantly consists of survey research (Angley et al., 2015; Hunt et 

al., 2015; Seymour et al., 2014; Williams et al., 2012) and analysis of large datasets from 

national longitudinal surveys (Fagan & Lee, 2012; Fletcher & Wolfe, 2012; Futris et al., 

2012; Lee et al., 2011; Mollborn, 2010; Rominov et al., 2016; Sipsma et al., 2010). 

However, interventional research is decidedly lacking, with none found. The literature offers 

evidence of many factors that put adolescent fathers at risk for adverse outcomes, such as 

delinquency, substance use (Sipsma et al., 2010), and lower levels of education (Futris et al., 

2012; Mollborn, 2010). Despite those factors, evidence suggests social support (Angley et 

al., 2015), and higher levels of parenting self-efficacy (Rominov et al., 2016; Seymour et al., 

2014) offer positive effects on outcomes for adolescent fathers. These positive effects 

provide a foundation for the development of interventions and interventional research that 

might further support positive outcomes for young fathers. Emphasis on the importance of 

inclusion of adolescent fathers in interventions is, once again, a consistent theme observed in 

discussions of nursing implications. 

Parent Education Literature 

Much of the education literature around teen parenting focused on topics other than 

building knowledge of child-care and confidence in parenting skills. Contraceptive use and 

prevention of rapid repeat pregnancy (Cox et al., 2019; Key et al., 2008; Sadler et al., 2007; 

Schaffer et al., 2012), completion of high school (Sadler et al., 2007; Schaffer et al., 2012), 

and maternal mental health (Cox et al., 2008, 2019; Stolz et al., 2013) were often a main 

focus of outcomes measures of interventions for teen parents. Though not a primary 

outcome measure, studies also measured readiness for the maternal role (Cox et al., 2019), 
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knowledge of child health and safety (Stolz et al., 2013) and child growth and development 

(Sadler et al., 2007; Schaffer et al., 2012). A single study examined the effect of parenting 

knowledge and its impact on parenting competence (Morawska et al., 2009). Study results 

suggested that low levels of knowledge and confidence in parenting skills may contribute to 

dysfunctional parenting and that interventions to enhance knowledge and confidence could 

promote positive parenting skills (Morawska et al., 2009).  

Rigorous study design using a randomized controlled trial was limited to one study 

(Cox et al., 2019). Most studies recruited a convenience sample of participants who were 

already involved in some sort of educational or support program (Cox et al., 2019; Sadler et 

al., 2007; Stolz et al., 2013), potentially biasing results. Other study foci involved program 

evaluation (Schaffer et al., 2012; Stolz et al., 2013) rather than measures of acquired 

parenting skills, knowledge, or confidence.  

Comparison of studies was not useful due to wide variation in methods, purpose, and 

measurements. The Maternal Self-Report Index (MSRI), a self-report of parental self-esteem 

and competence instrument, was used most often (Cox et al., 2008, 2019; Sadler et al., 

2007), but has not been used with fathers. The Parenting Knowledge Scale (PKS) 

(Morawska et al., 2009) assessed parental knowledge of effective parenting strategies rather 

than specific knowledge about infant care or development. The Parenting Sense of 

Competence (PSOC) was used to measure a parent’s sense of confidence in their parenting 

role (Morawska et al., 2009).   

Consistent with other teen parenting literature, these studies did not include fathers. 

The lack of consistent instruments to measure parenting skills, knowledge, and parenting 

self-efficacy, along with the omission of teen fathers provides further foundation for 
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concerted efforts to provide this education and to identify effective measures of skill 

achievement and parenting self-efficacy.  

Use of Technology for Educational Interventions 

Phones and other mobile devices have emerged as a primary driver of adolescent 

internet use; 91% of adolescents go online using mobile devices at least occasionally 

(Lenhart, 2015), and 90% of adolescents access the internet using home computers (Arnett, 

2013). The COVID-19 pandemic has changed online learning from an existing opportunity 

to the expected norm for many students during this health care crisis. However, the use of 

online learning for traditional high school courses has shown mixed outcomes, with well-

prepared, advanced level students outperforming their peers using online learning versus the 

control using the standard curriculum with in-person education (Heppen, 2012). Similar to 

online learning, already academically challenged students also performed below their peers 

in face-to-face classes (Dynarski, 2017). While not specifically addressed in this study, these 

are considerations of online learning that should be addressed in future research. 

Increasingly, adolescents are using the internet to view health information (Selkie et 

al., 2011; Wartella et al., 2016). Systematic reviews found that technology-based 

interventions are effective ways to positively impact health behaviors such as using apps to 

increase physical activity in children and teens (Lau et al., 2011) and to improve 

adolescents’ knowledge and activities about sexual health (Guse et al., 2012). Specific to the 

topic of parenting skills, online parenting education is effective in parenting skill 

development, significantly improving parenting skills in the first year of life (Metzler et al., 

2015).  
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A systematic review of nine RCTs using information and communication 

technologies (ICTs) for physical activity interventions in children and adolescents found a 

lack of theoretical foundation to explain the mechanism of behavioral change in physical 

activity of participants in a majority of examined studies (Lau et al., 2011). Additionally, 

while authors found the majority of studies to be methodologically sound, limitations 

included omission of exposure frequency and duration and failure to discuss allocation 

concealment and masking of outcome assessments. Another systematic review, including six 

RCTs, two quasi-experimental, and two single-arm pilot studies using digital media to 

improve sexual health, found results most impactful on knowledge-based outcomes (Guse et 

al., 2012). However, longer follow-up than the studies provided would be required to assess 

behavioral outcomes. Authors found the comparison of studies in this review challenging 

because of a wide variety of modalities used; however, authors felt this an advantage as 

interventions allowed for tailoring to fit the targeted audience. And similar to the systematic 

review on physical activity, authors suggest consideration of incorporating theories suited to 

technology-based interventions in future research (Guse et al., 2012). These systematic 

reviews targeted studies of adolescents and children (Guse et al., 2012; Lau et al., 2011); 

however, the study of technology-based parenting education, despite being designed for a 

universal population of parent learners, had an average participant age of 31 (Metzler et al., 

2015). Additionally, participants were well-educated, with a majority college-educated, and 

of middle to upper-class income, limiting generalizability of their findings. 

Modes of Instruction 

Adolescents have multiple demands for their time, including school attendance, 

participation in extracurricular activities, socialization/romantic involvement, employment, 
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as well as homework and family time (Arnett, 2013). The addition of parenting 

responsibilities multiplies these competing demands for their time. Reaching these 

vulnerable parents to provide effective parenting education can being challenging, and 

in-person attendance may be overwhelming simply because of the logistics of transportation 

and scheduling conflicts (Love et al., 2016). Sizable gaps may also exist in what services are 

available within communities (Comer et al., 2015), making the option of internet-based 

parenting education desirable. 

An early study of asynchronous learning found student learning styles to be a critical 

determinant of success with asynchronous learning (Loomis, 2000). Students who self-

identified a weakness in managing time scored lower grades using asynchronous learning as 

compared to participants who reported time management as a strength. More recently, 

adaptation of evidence-based, face-to-face parenting programs for online delivery is 

happening (Hall & Bierman, 2015; Love et al., 2016; Metzler et al., 2015). These 

adaptations allow learners to choose their preferred method of learning, or to connect to 

education that is available to those who cannot otherwise access the content. Adolescents’ 

use of the internet for information, paired with multiple demands for their time and 

successful use of technology to promote health and improve parenting skills, suggests that 

technology-based interventions are a viable option to explore for parenting education of 

adolescent fathers. 

Gaps in the Literature 

Adolescent fathers are rarely the subject of primary interventional research, with no 

randomized controlled trials comparing parenting education approaches found in current 

literature. Existing experimental studies were limited in number and topic, with all having a 
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myriad of limitations. These limitations included a lack of theoretical framework (Marczak 

et al., 2015; McHale et al., 2015), a small sample size (McHale et al., 2015), and a lack of 

description of the randomization process (Fagan, 2008; Florsheim et al., 2012; Marczak et 

al., 2015). Additionally, one study added a “control” condition mid-study due to lack of 

participation in the intervention (Fagan, 2008), a pilot study reported significance of results 

while omitting feasibility and acceptability results (Florsheim et al., 2012), and yet another 

reported effect sizes when the sample size was small (McHale et al., 2015). Comparison of 

these studies is difficult as outcome variables included a wide range of measurements: 

paternal engagement, parental rapport, parental communication, child abuse potential, 

nurturing behaviors, parental relationship quality, coerciveness, and parenting alliance. 

Paternal engagement with the child is the single comparative outcome observed in these 

studies (Fagan, 2008; Florsheim et al., 2012; Marczak et al., 2015). Of three studies 

measuring paternal engagement, two found significantly increased paternal engagement 

after the co-parenting intervention as compared to controls (Fagan, 2008; Florsheim et al., 

2012) and the third approached significance (Marczak et al., 2015). 

Much of the published literature consists of analysis of longitudinal databases and 

secondary data analysis of previous research. While cost-effective, these methods limit 

research questions to available data, and important variables may not exist for consideration 

(Cheng & Phillips, 2014). Studies that used these longitudinal databases used data that was 

12 to 14 years old at the time of publication (Fagan & Lee, 2011; Martin et al., 2013; Saleh 

& Hilton, 2011), bringing into question whether findings from these studies remain relevant 

today. 
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Topics of these studies, such as in the co-parenting studies, examined diverse 

outcome variables that limited comparison of studies. Topics included the developmental 

stage of the father and paternal engagement (Saleh & Hilton, 2011), parenting self-efficacy 

and parenting behaviors (Rominov et al., 2016), and the effect of co-parenting and social 

support on paternal engagement (Fagan & Lee, 2011). Overall, adolescent fatherhood had a 

negative impact on access to and engagement with their children (Saleh & Hilton, 2011). 

Low parenting self-efficacy of fathers in the post-natal period is associated with later hostile 

parenting and a lack of consistent parenting (Rominov et al., 2016). And finally, 

co-parenting and social support were found to have a greater positive effect on adolescent 

fathers as compared to adult fathers on engagement with their children at three years (Fagan 

& Lee, 2011). 

With few exceptions, adolescent fathers were not a primary source of data, but 

rather, adolescent mothers reported on father presence and participation in caregiving, 

potentially biasing results (Polit & Beck, 2017). Further interventional research with 

adolescent fathers as a primary source of data is necessary to better understand the parenting 

education support needed for this population. Evaluation of the effectiveness of the use of 

technology-based parenting education may provide options to best suit both the learning 

needs of the participant as well as the education mode that best fits the individual’s life 

situation and time constraints. The purpose of this randomized study was to examine the 

feasibility and acceptability of instructor-led parenting education compared to online 

parenting education on the outcomes of parenting self-efficacy and parenting activities of 

adolescent fathers.  
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CHAPTER 3  

METHODOLOGY 

This investigation was a two group, randomized feasibility and acceptability study 

comparing instructor-led parenting education to online parenting education on the outcomes 

of parenting self-efficacy and participation in parenting activities of adolescent fathers. This 

chapter provides details of the methods used to complete this study. 

Setting 

A large urban center of Alaska, with a population of approximately 300,000 was 

chosen as the site for study implementation. There are approximately 38,000 high school 

students in Alaska (Data Center—Education and Early Development, n.d.) with 11,000 

attending high school in this municipality (View the Data Dashboard / Current Student 

Enrollment, n.d.). High schools in the community are among the most diverse in the country 

(Tunseth, 2016) with 43% White, 16% Asian/Pacific Islander, 11% Hispanic, 9% Alaska 

Native/American Indian, 6% Black, and 15% two or more races (Demographics & GIS 

Services / Race and Ethnicity Report, n.d.). Although the adolescent birth rate in Alaska 

decreased from 25.8 per 1000 (U.S. Department of Health and Human Services, 2016), to 

19.3 during the course of this study (Stats of the State—Teen Birth Rates, 2020), Alaska has 

remained above the U.S. average of 18.8 per 1000 (Centers for Disease Control & 

Prevention, 2019).  

Participant Recruitment 

Due to young parents’ limited income and likely reliance on assistance programs to 

pay for their care, recruitment sites were chosen for their access to all, regardless of ability 

or method to pay for health care services. Three sites posted recruitment flyers: two primary 
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care clinics and a large regional medical center (see Appendix A). Due to low enrollment six 

months after the start of the research, an additional site, a support group for pregnant and 

parenting teens, sent recruitment flyers via their e-mail distribution system. All sites of 

recruitment were ethnically and racially diverse and representative of all the major races and 

ethnicities in the local public-school system, including Asian/Pacific Islander, White, Black, 

Hispanic, and Alaska Native/American Indian. Letters of support from each participating 

site are found in the appendices (see Appendix B, C, D and E). 

The first site for participant recruitment was a primary care clinic that welcomes 

everyone but provides service on a sliding scale for low-income clients. The clinic’s mission 

is to provide high-quality health care regardless of an individual’s ability to pay. 

Recruitment flyers were posted in the waiting area and hallways designated by the clinic 

contact. The clinic contact had no part in recruitment other than to identify where flyers 

were placed. Potential participants viewed the recruitment flyers while coming to a clinic 

visit with their partner or for their individual clinic appointment. The clinic estimated having 

five to ten clients meeting age parameters for this study during any given month. 

The second recruitment site also was a primary care clinic and is associated with the 

largest acute care hospital in the community. The clinic contact person designated placement 

of recruitment posters within the clinic and, like the first recruitment site, had no active part 

in recruitment. Potential participants viewed recruitment flyers when coming to clinic visits 

with their pregnant partner or to a clinic visit for themselves. This site estimated similar 

numbers of potential participants, with five to ten clients meeting age parameters for this 

study during any given month. 
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The third site for recruitment was a large regional hospital in Anchorage that 

provides healthcare for the majority of child births in the community, with over 200 

deliveries per month. Hospital administrators estimated 15 to 20 potential participants per 

month met the inclusion criteria for this study. The manager of the Maternity Center units 

allowed researcher-selected locations for posting recruitment flyers in the Postpartum Unit 

and Labor and Delivery units. Thus, flyers were posted in the nutrition/snack and family 

lounge areas of both the Labor and Delivery and Mother-Baby units.  

A fourth enrollment site was added due to low enrollment six months after the start 

of the study and the study was extended an additional six months. The review board 

approved the addition of this site before recruitment began. This site was a faith-based 

support program for pregnant and parenting teens and young adults. The program director 

estimated that approximately two potential participants would meet the age criteria of the 

study per month. She distributed recruitment flyers via the program e-mail distribution list to 

clients who met the study inclusion criteria. 

Sample 

This study initially planned to use a convenience sample recruited from flyers posted 

at recruitment sites. Due to low enrollment, the review board approved a plan to use 

consecutive sampling to potentially recruit all participants meeting enrollment criteria (Polit 

& Beck, 2017) who delivered at the medical center, while continuing to enroll a 

convenience sample of potential participants who contacted the PI after seeing recruitment 

flyers. The target sample was middle- to late-adolescent males aged 15 to 21 (Allen & 

Waterman, 2019) whose baby would be born within six months after  consent.  
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Power analysis was not used to determine sample size, as the purpose of this study 

was feasibility and accessibility, and not hypothesis testing. Polit and Beck (2017) assert that 

while power analysis is not necessary for pilot studies, the number of participants should be 

sufficient to answer the questions of feasibility, and thus, support incorporating power 

analysis for future studies. Based upon projected numbers of potential participants, and to 

adequately answer feasibility and acceptability questions, 24 participants were needed. A 

block randomization generator allocated participants to their group because when the sample 

size is small, block randomization can reduce bias and balance allocation to treatment arms 

(Efird, 2011). The PI created a block randomization list using 1:1 randomization 

(http://www.randomization.com/) prior to the enrollment of the first participant and was 

stored in the Research Data and Capture (REDCap) data storage system through the 

University of Missouri-Kansas City (UMKC) (Harris et al., 2009). Group assignment was 

determined through sequentially ordering the participant list. The recruitment plan called for 

12 participants to be recruited in each group, with a goal of 80% retention rate or higher to 

minimize bias in results (Dumville et al., 2006). Retention of ten subjects per group would 

provide an 80% retention rate. Study participants received monetary $10 gift card as an 

incentive to participate in the study to be awarded either after the first in-person class, or 

upon completion of half of the online educational content. To support retention of subjects, 

participants received a $20 gift card after completing the intervention, and an additional $20 

gift card after completion of the second of two follow-up measurements. This total incentive 

represented an amount  intended to convey appreciation for each participants’ time, and to 

avoid the perception of coercion, participation for financial gain, or bias-driven data 

responses (Groth, 2010). Due to low enrollment six months into the study, and after 
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receiving Review Board approval, incentives were increased to $25, $25, and $50 and were 

disbursed at the originally planned time intervals.  

Recruitment flyer distribution occurred in July 2019. Site one estimated 

approximately five to ten clients would meet age criteria for this study in any given month. 

Site two also estimated five to ten clients would meet age criteria for this study in any given 

month. The third site had the highest number of potential participants, with 15 to 20 

potential participants meeting age criteria for this study in their units each month. These 

numbers offered a low-end estimate of 100 and a high-end estimate of 130 potential 

participants, with a mid-range of 115. If just one-third of the 115 potential participants 

contacted the PI for screening, 38 individuals would be screened. Due to low enrollment 

numbers at six months into the study, a fourth recruitment site joined in distributing 

recruitment flyers after Review Board approval to add them. This fourth site estimated an 

additional two potential participants per month.  

It was anticipated that 80% of subjects recruited from the total accessible population 

would meet inclusion criteria. Enrollment rates were projected to be high based on the 

literature review that noted adolescent fathers’ interest in learning how to be good fathers 

(Fleck et al., 2013) and desire for the parenting education similar to that offered to their 

female counterparts (Deslauriers et al., 2012; Glikman, 2016; Wilkes et al., 2011). See 

Figure 3.1 for projected potential recruitment numbers. 
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Figure 3.1 

Potential Recruitment Calculations  

 

 

 

 

 

 

 

 

 

Attrition was a feasibility aspect of the research monitored throughout the study. 

Attrition of individual groups, as well as overall numbers, was tracked. Due to low 

enrollment numbers and attrition of enrolled participants, Review Board approvals were 

obtained to add a male recruiter to the study team and to allow the instructor-led classes to 

be provided to participants via electronic means (e.g., Zoom).  

Inclusion Criteria 

Participants had to 1) be age 15 to 21; 2) be able to read and understand English (as 

determined by having the individual read a brief, eighth-grade reading level paragraph); 

3) begin the intervention within six weeks of their infant’s birth; 4) be able to participate in 

the intervention over two weeks, requiring approximately a 12-hour time commitment either 

in-person on two Saturdays for six hours each, or a self-paced content of videos and 

resource materials over two weeks; 5) own or have access to a cell phone with internet 

Potential Recruitment Numbers 

 
Potential Recruitment from Sites 1 through 
3 = 100 to 130 potential participants over 6 

months. Midrange = 115 
 

33% of 115 = 38 potential participants 
contacting PI screened to join the study 

 
80% of 38 meet inclusion criteria 

Screening Phase = 30 
 

80% study consent rate = 24 
 

80%% completion rate 
End of study = 20  
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access or a computer with internet access; and 6) have a working e-mail address. 

Additionally, participants were encouraged to have their child present to interact with during 

the education intervention, whether with an educator or online, to practice learning, such as 

identification of infant cues or developmental milestones of their child. Potential participants 

completed a participant screening survey (see Appendix F) to verify inclusion criteria were 

met. Eight weeks into the intervention, the Review Board approved an extension of the 

participant age range to 22 due to limited enrollment and at least eight additional potential 

participants who had not been able to be recruited because of their age during that time. 

Exclusion Criteria 

Nurses at recruitment sites routinely screened clients for domestic violence as part of 

their intake assessment. They were asked not to distribute recruitment flyers to pregnant 

clients who screened positive for domestic violence, as this is a confounding factor that may 

not be accounted for in the data analysis. Any condition that might prevent the father’s 

infant from reaching expected developmental milestones excluded the father from 

participation, including such things as congenital malformations or prematurity requiring 

prolonged or ongoing infant hospitalization. The PI assessed infant characteristics that might 

exclude participation prior to consenting the participants after the birth of their infant, which 

was tracked for analyses of inclusion and exclusion criteria. A recruitment and retention tool 

(see Appendix G) was used to monitor and analyze potential participants’ inclusion and 

exclusion criteria, enrollment status, attrition, and study completion status. 

Design 

This study used a randomized alternative treatments design (Shaddish, et al., 2002) 

with repeated measures to determine the feasibility and acceptability of examining the 
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differences between two parenting education delivery approaches. This design allowed for 

the examination of scores to determine if differences exist between groups (Shadish et al., 

2002). It is also useful when ethical concerns exist with using a control group. Adolescent 

fathers have little access to parenting education and are at risk for poor outcomes for 

themselves as well as their partner and child. For these reasons, a control group was not used 

in this study. Randomization to the two intervention groups facilitated causal inference by 

the demonstration of equality of groups before the intervention and by making other 

explanations of outcomes improbable (Shadish et al., 2002). As described earlier, a block 

randomization generator was used to randomize participants into their intervention group. 

The first group was an instructor-led parenting education session held on Saturdays 

over two weeks. This instructor-led intervention was compared to the second group, who 

completed a self-paced, online parenting education at the participant’s convenience over two 

weeks. Each intervention mode was evaluated and compared on the outcomes of parenting 

self-efficacy and participation in parenting activities. 

Demographics and baseline measurements of the Parenting Sense of Competence 

(PSOC) and Child Care Activities Scale (CCAS) were assessed at enrollment (see Appendix 

H, I and J), with measures of acceptability (see Appendix K) completed by participants after 

the conclusion of the intervention. The limited comparison studies did not have a consistent 

reference point for timing of follow-up (Fagan, 2008; Florsheim et al., 2012; McHale, 

2015). Because of this, and to minimize possible attrition after the intervention, follow-up 

measures of parenting self-efficacy and participation in parenting activities were completed 

at one month and two months after completion of the intervention.  
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Intervention 

Treatment Group 1: Instructor-led Parenting Education Curriculum Delivery  

The parenting education classroom was located on the campus of Providence Alaska 

Medical Center in Anchorage, Alaska. The classroom was located near major community 

bus routes and in a building separate from the medical center, which provided easy access 

via public transportation or personal vehicle.  

The parenting education intervention occurred on Saturdays. The instructor and 

participants decided whether classes were to be scheduled on consecutive Saturdays or with 

a week in between; either choice met the two-week completion criteria. The estimated total 

time to complete both classes was 12 hours.  

Description of Intervention/Activities 

The Incredible Infants (https://www.saavsus.com/store/incredible-infants-

curriculum) learning curriculum is a research and evidence-based curriculum developed to 

be appropriate for any age parent. The curriculum focuses on increasing parenting 

knowledge of infant development and confidence in parenting skills to support parents in 

meeting goals for their family during their first year. Handouts and videos provide examples, 

and an experienced parent educator facilitates group discussion and interaction with 

participants’ infants. An instructor handbook with topics for each module was available 

during instruction to ensure adherence to topics and that all topics were reviewed with the 

same information. Content was evenly split between the two classes; see Appendix L for a 

list of topics and order of instruction. To assure fidelity of the treatment, the instructor 

completed a checklist of the curriculum after each module. While not in identical order, the 

content of the instructor-led curriculum reflects that of the online curriculum.  
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The parent educator was a college-educated father who has been teaching parenting 

education classes for over ten years. He has taught adolescent parenting classes in the past 

and most recently has focused on parenting education and support of fathers of all ages. 

Participants completed their consent to participate, demographics, and baseline PSOC and 

CCAS data before attending their first class. The PI sent a reminder message about the class 

date and time via participants’ identified preferred contact method three days before the 

class. Upon their arrival for class, the instructor took approximately 10 minutes to facilitate 

introductions, set ground rules for safe learning and sharing during participation, provide an 

overview of the course, and distribute course materials.  

The instructor then began instruction, working through the learning modules of the 

Incredible Infants curriculum (https://www.saavsus.com/store/incredible-infants-

curriculum). Modules included videos, handouts, and support materials in participants’ 

curriculum booklets, group discussion, and practicing interaction with their infants. These 

modules, based on SCT theoretical principles, focus on knowledge and outcome 

expectations and promote self-efficacy as participants practice and master parenting skills. 

Additional constructs from SCT included observational learning through watching videos 

and learning from the instructor and gaining skills as they practiced. The reinforcement of 

these skills occurred through encouragement from the instructor as they practiced. 

Treatment Group 2: Online Parenting Education Curriculum Delivery 

Online curriculum was accessed and completed via electronic device in the location 

of choice for each participant. The curriculum was accessible by any device with internet 

connectivity. Printable materials were able to be viewed on any device and required 
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connection to a printer if the participant wanted to have hard copies of any of the 

information.  

Videos and learning were self-paced, and participants had to complete all materials 

within two weeks of initiation of the education. Each video varied between two and six 

minutes in length, and many of the topics contained additional written handouts to reinforce 

learning. The estimated time for completion of videos and written materials was 3.5 hours. 

Description of Intervention/Activities 

The Incredible Infants Online program is an online curriculum that includes video 

scenarios and links to documents that support the video education. These resource materials 

can be printed as reminders of the content learned. Access to this program is not currently 

available for purchase, but it was made accessible to the PI for research purposes. The online 

content reflects the instructor-led curriculum without supportive facilitation, discussion, and 

feedback. See Appendix M for the online curriculum checklist. 

After participants completed their consent to participate, demographics, and baseline 

PSOC, CCAS data, the PI assisted those randomized into online Incredible Infants 

curriculum (https://www.saavsus.com/store/incredible-infants-curriculum) delivery to access 

the online content in order to verify access for the participant. Additionally, participants 

were given print directions for follow-up access and contact information for the PI should 

any problems with access occur. Participants were instructed to complete the online content 

at their own pace but needed to be completed within two weeks of first accessing the 

educational program. A reminder was sent via the participants’ preferred contact method one 

week before and again two days before completion was due. Participants contacted the PI 

via text message after they completed the education so their gift card incentive could be 
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sent, and so dates for follow-up data collection could be calculated. To maintain intervention 

fidelity, a checklist of online content was given to participants to check off as topics were 

completed to assist them in keeping track of their progress and to prevent missing any 

topics.  

Measures 

The purpose of this pilot study was to examine the feasibility and acceptability of 

comparing instructor-led parent education to online parenting education on the outcomes of 

parenting self-efficacy and participation in parenting activities of adolescent fathers.  

Feasibility measures included assessment of whether the protocol required 

refinement, which included the questions: 1) Were participants masked to the alternative 

treatment? Masking was not used in this study, so this question was used to assess 

participants understanding of the intervention options to which they might be randomized. 

Therefore, measurement of this question was the number of participants that could correctly 

verbalize the two possible groups they might be assigned to compared to those who could 

not and required review of the treatment possibilities. 2) Did potential participants lose 

interest in the study between initial contact and delivery of their infant? Loss of interest was 

evaluated by calculating the number that followed up with the PI at the time of delivery as 

the numerator and total number contacting the PI prior to delivery as the denominator. 3) 

Did the randomization process work as planned? This is measured by any deviations from 

the block randomization list when assigning participants to groups, and examination of 

demographic data to determine any differences in categorical data between groups. 4) Were 

any changes made to the estimated time commitment for participants? This is measured by 
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the time instructor-led classes took compared to the estimated time planned, and self-report 

of time required by online participants as compared to estimated time planned. 

Feasibility of recruitment was measured by the following questions: 1) How many 

participants were excluded and why? The total number excluded served as the numerator 

and the total number screened as the denominator. Reasons for exclusion were collated and 

grouped into themes. 2) What percent of potential participants met inclusion criteria? This 

number was calculated using the total number of potential participants that met inclusion 

criteria as the numerator and the total number screened as the denominator. 3) What percent 

of potential participants meeting study criteria enrolled in the study? The numerator for this 

result was the number enrolled divided by the number that met inclusion criteria. 4) What 

were reasons participants declined to participate in the study? Reasons potential participants 

declined to take part in the study were also grouped into themes.  

Feasibility of retention of participants was measured with the following research 

questions: What was the attrition rate of participants in the study, and why? Attrition was 

calculated by the number of participants who completed the study as the numerator and the 

total number enrolled in the study as the denominator. Reasons for withdrawal from the 

study were analyzed and grouped by theme for reporting if able to determine.  

Fidelity to the intervention was assessed with the instructor for instructor-led classes 

and with individual participants for those in the online group. Questions of fidelity for the 

instructor-led classes included: 1) Did the instructor complete a checklist of curriculum 

topics for each two-week education session? The measures for this question was the number 

of checklists the instructor returned to the PI divided by the total number of classes. 2) What 

percent of curriculum topics listed were completed by the instructor for each two-week 
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education session? This was measured by the number of topics checked off divided by the 

number of topics not checked off on each checklist. Questions of fidelity to the intervention 

for online participants included: 1) Did the online participants complete a checklist of 

learning topics over their two-week learning period? The measure of this question was the 

number of checklists returned by online participants to the PI, divided by the total number of 

online participants. 2) What percent of the online curriculum topics listed were completed 

by participants. The measure for this question included the number of topics checked off on 

each list divided by the number of topics not checked off. 

Last, general feasibility evaluation included: 1) Were any problems encountered by 

participants in accessing surveys? This was assessed by self-report from participants or by 

the PI if assistance was needed by participants to access surveys. 2) Was any data missing 

when downloaded into the statistical software? Data was analyzed for missing datapoints 

prior to statistical analysis. 

The following instruments were used for data collection.  

Demographic Survey (DS): The Demographic Survey was specifically developed for 

this study. Using the DS, information was collected at enrollment and included age, 

race/ethnicity, years of education, marital status, and employment status (see Appendix H).  

 The Parenting Sense of Competence Scale (PSOC) (Johnston & Mash, 1989): The 

PSOC is a 17-item scale to measure parenting self-efficacy and one of the most widely used 

to do so (Karp et al., 2015). Johnston and Mash (1989) sought to provide psychometric 

evaluation for a normative sample that included both mothers and fathers using just 16 of the 

original 17 items. The PSOC scale used a Likert scale response to questions, with a total 

score calculation, higher scores reflective of higher parenting self-efficacy. Scores range 
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from 17 to 102. Internal consistency found an overall Cronbach’s α = .79, with Satisfaction 

subscale = .75 and Efficacy subscale = .76 (Johnston & Mash, 1989). Convergent validity 

has been demonstrated with Pearson correlations between the PSOC and Child Behavior 

Checklist (CBCL) Scores for both mothers and fathers. Specific to fathers, r = -.25 to -.27 (p 

< .001) for satisfaction and efficacy (Johnston & Mash, 1989).  No use with adolescent 

fathers was found (see Appendix I). 

The Child Care Activities Scale (CCAS) (Cronenwett et al., 1988): The CCAS is a 

14-item scale developed to measure parental involvement in a variety of child care activities, 

including direct and indirect care, as well as play (Cronenwett et al., 1988). Parents rate 

from 0 to 100%, the amount of time they perform each activity, with a total score range from 

0 to 1400. Internal reliability of the instrument yielded Cronbach’s α = .80 for fathers and 

.82 for mothers. Correlations for convergent validity were done with the Parental Role 

Preference Scale, as both measure aspects of direct and indirect care and play and were 

found to have strong correlations. Items from this scale can be eliminated with younger 

children due to inapplicability and still maintain adequate internal consistency (Cronenwett 

et al., 1988) (see Appendix J). 

Acceptability Survey: This survey was developed specifically for this study. A Likert 

scale from one to six, with one = “strongly disagree” and six = “strongly agree”, was used 

for questions including:1) The amount of time needed to participate in this study was not a 

burden for me, 2) The location where I participated in the education for this study was not a 

problem for me, 3) The learning method I was in was acceptable to me. 4) The content of 

the learning was useful to me, 5) The measurements (surveys) were not a burden for me to 

complete, 6) The gift cards I received were an acceptable thank you for my time, and an 
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open-ended question, 7) What suggestions did participants have for improvement? A final 

open-ended question allowed for any other feedback the participant wished to share (see 

Appendix K). Measurement used descriptive statistics to report the mean, median, and mode 

of responses, with an emphasis on medians, which best exemplify central tendency with 

small sample sizes and ordinal data (Kellar & Kelvin, 2013). Mann Whitney U testing was 

used for ordinal data and small sample size to compare differences in acceptability between 

groups. Suggestions for improvement were assessed for commonalities and themes were 

reported. 

 The PI received permissions for the use of instruments where applicable. See Table 

3.1 for a summary of concepts, variables, measurements, psychometrics, and times of 

administration. 

 For this feasibility study, with a small sample size anticipated, limited exploratory 

measurements of parenting self-efficacy and participation in parenting activities were trialed 

for assessment of data collection methods. The time burden of completing just two surveys 

in addition to the demographics survey was assessed in the acceptability survey for 

consideration of adding further measures in future studies. Additional measures, such as 

parenting knowledge, social support, and depression, suggested from the literature review, 

might be considered for future study development. 

Procedures 

The review board of the medical center in this study approved this research and all 

amendments during the study. Upon receipt of IRB approval for this study, the PI placed 

recruitment flyers in designated areas of the three recruitment sites described in the setting 

section. Recruitment flyers contained the contact information of the PI including phone and 

e-mail. 
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Potential participants had the opportunity to be recruited by study flyers before the 

birth of their infant. When an expecting father contacted the PI, a review of the study and 

initial screening was completed over the phone (see Appendix F for initial screening 

questions). If the individual verbalized a desire to participate, preferred contact information 

and partner’s due date was collected. Final enrollment was obtained after the birth of the 

infant to ensure there were no conditions that might prevent the infant from achieving 

normal developmental milestones. Weekly e-mails or texts, starting two weeks before the 

due date, were sent to remind the potential participant to contact the PI within a week of 

delivery to complete the enrollment process, or the participant declined participation if he 

was no longer interested in participating. A time and location were arranged to complete the 

enrollment process in person if the new father elected to participate. After enrollment, 

demographic data, baseline PSOC, and CCAS scales were completed. If the participant 

declined to be in the full study, he was invited to consent to complete demographic data 

only, for purposes of comparing those who participated and those who declined. After 

participants completed enrollment and baseline surveys, the PI randomized participants into 

groups from the block randomization list.  

Other potential participants were recruited by study flyers at the time of their child’s 

birth or shortly after in Labor and Delivery or Postpartum Units. When those potential 

participants contacted the PI, the PI described the study and answered any questions. If the 

potential participant agreed to participate, the PI arranged to meet them to complete the 

screening questions. If the individual met inclusion criteria, the consent process and baseline 

surveys were completed, followed by randomization into their study group. 
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Due to limited enrollment with the passive recruitment of only posting recruitment 

flyers that relied on participants initiating contact, Review Board approval was received that 

allowed active recruitment. Charge nurses from the Mother-Baby and Labor and Delivery 

Units communicated with the PI when a mother on their unit was between 15 and 22 years 

of age. The PI or one of her recruitment team then went to the unit to introduce the study to 

the potential participants and screen them for inclusion or exclusion criteria. When 

participants expressed interest in participation, the consenting process and baseline data 

were completed, followed by randomization and instruction on how to complete the mode of 

education they were randomized to receive. 

Participants 18 years or older were able to sign consent for themselves. Due to the 

minimal risk involved in participation, the Review Board ruled that those participants under 

18 years of age were allowed to sign an assent to participate but did not require parental 

consent for participation. Before enrollment, the PI or team member reviewed all sections of 

the consent or assent and answered any questions the potential participant had before the 

consent was signed. Each participant received a hard copy of their signed consent (see 

Appendix N) or assent, if less than 18 years of age (see Appendix O), which included 

contact information for the PI for any questions that might arise during their participation in 

the study. Participants completed an electronic consent via the UMKC REDCap (Harris et 

al., 2009) for the PI’s record. Communication for any questions by either the PI or the 

participant was done through the participant identified preferred method of communication. 

For those randomized to instructor-led content, an experienced parent educator 

facilitated and taught the group using the Incredible Infants curriculum as previously 

described. Learning occurred on two Saturdays over two weeks, taking approximately three 
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hours each day. Participants were encouraged to bring their infant with them to class to 

promote practice of their learning, such as observations of infant cues or identification of 

developmental milestones. For those randomized to online Incredible Infants curriculum, the 

PI assisted participants to access the online content the first time and provided written 

instructions to support follow-up access. Participants also received a checklist to check off 

topics as they did them to ensure they completed all topics. A self-addressed, stamped 

envelope was provided to participants for return of completed checklists to the PI. 

Individuals randomized to online content self-paced their learning but finished the 

content within two weeks of starting to equal the time commitment of the educator-led 

group. While self-paced, completion of the online content took less time than the six hours 

of the in-person content.  

To promote retention, participants received a gift card incentive of $10 when half of 

the intervention was completed (end of day one for educator-led instruction or completion of 

half of the online content). After completion of the entire content in either group, 

participants received an additional gift card of $20. Online participants received their gift 

cards by mail. The PI reminded participants of follow-up data collection points at one month 

and two months after completing the education for an additional $20 incentive gift. 

Individuals received messages via their preferred method of contact (identified in their 

screening survey) to complete follow-up surveys. Final incentive gift cards were mailed to 

all participants after they completed their last follow-up surveys. 

 Due to low enrollment numbers at six months into the study, the IRB approved an 

increase in the incentive amount from a total of $50, to a total of $100. After this change, all 

new participants received $25 for completion of half of the education, another $25 upon 
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completion of the education, and an additional $50 after completion of the 2-month follow-

up surveys.  

Human Subjects Protections 

The PI had current certification in human subjects’ protections (CITI training), and 

UMKC Institutional Review Board (IRB) gave initial approval for this study. UMKC IRB 

ceded oversite and approval of amendments of the research to the medical center IRB. 

Participants had the right to a clear understanding of their rights and any risks to 

participation in the study, including the right to withdraw without penalty of any kind, at any 

time. The consent form detailed these risks and rights, and the PI or her team members 

reviewed them in person with each participant. Directions for withdrawal from the study at 

any time were also included in the consent and reviewed with participants.  

 The overall risk to participants was no more than usual daily life. The primary risk 

to participants was the identification of those in the study. Participants were assigned an 

enrollment number to use on all forms and survey instruments to protect their identities. The 

key with names, enrollment numbers, and personal identifiers was stored in the HIPAA-

compliant UMKC REDCap security system (Harris et al., 2009). An additional risk to 

instructor-led participants was the usual risk of transit to the class location. Online 

participant risk was consistent with all online presence. Online intervention participants 

were password protected and were instructed not to share their computer password with 

anyone. All data were collected and stored securely in the university REDCap system as 

earlier described. Data entry was into an electronic database (SPSS) on the PI’s computer 

that is password protected and stored in a locked location. 
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Data Analysis 

Data were collected using the Research Data and Capture (REDCap) data storage 

system through the University of Missouri-Kansas City (UMKC) (Harris et al., 2009); data 

will be stored securely for a minimum of seven years. REDCap servers reside in a data 

center at UMKC, and all online information transmission is encrypted and complies with 

HIPAA Security guidelines. The PI downloaded study data from REDCap directly into the 

Statistical Package for the Social Sciences, Version 24 (SPSSV24). All data analyses were 

completed by the PI, with review and oversite by her dissertation committee statistician. 

Analysis of Research Questions Related to Feasibility 

Evaluation of feasibility included assessment of the protocol, recruitment and 

retention, fidelity to the intervention, and data collection and integrity. Assessment of 

whether the protocol required refinement included several questions: 1) Were participants 

were masked to the alternative treatment? Masking was not used in this study, so this 

question was used to assess participants understanding of the intervention options to which 

they might be randomized. Therefore, measurement of this question was the number of 

participants that could correctly verbalize the two possible groups they might be assigned to 

compared to those who could not and required review of the treatment possibilities.  2) Did 

potential participants lose interest in the study between initial contact and delivery of their 

infant? Loss of interest was evaluated by calculating the number that followed up with the PI 

at the time of delivery as the numerator and total number contacting the PI prior to delivery 

as the denominator. 3) Did the randomization process work as planned? This is measured by 

any deviations from the block randomization list when assigning participants to groups and 

examination of demographic data to determine any differences in categorical data between 
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groups. 4) Were any changes made to the estimated time commitment for participants? This 

is measured by the time instructor-led classes took and self-report time online participants 

reported. 

Feasibility of recruitment was examined by the following questions: 1) How many 

participants were excluded and why? The total number excluded served as the numerator 

and the total number screened as the denominator. Reasons for exclusion were collated and 

grouped into themes. 2) What percent of potential participants met inclusion criteria? This 

number was calculated using the total number of potential participants that met inclusion 

criteria as the numerator and the total number screened as the denominator. 3) What percent 

of potential participants meeting study criteria enrolled in the study? The numerator for this 

result was the number enrolled divided by the number that met inclusion criteria. 4) What 

were reasons participants declined to participate in the study? Reasons potential participants 

declined to take part in the study were also grouped into themes.  

Feasibility of retention of participants was measured with the following research 

questions: What was the attrition rate of participants in the study, and why? Attrition was 

calculated by the number of participants who completed the study as the numerator and the 

total number enrolled in the study as the denominator. Reasons for withdrawal from the 

study were analyzed and grouped by theme for reporting if able to determine.  

Fidelity to the intervention was assessed with the instructor for instructor-led classes 

and with individual participants for those in the online group. Questions of fidelity for the 

instructor-led classes included: 1) Did the instructor complete a checklist of curriculum 

topics for each two-week education session? The measures for this question was the number 

of checklists the instructor returned to the PI divided by the total number of classes. 2) What 
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percent of curriculum topics listed were completed by the instructor for each two-week 

education session? This was measured by the number of topics checked off divided by the 

number of topics not checked off on each checklist. Questions of fidelity to the intervention 

for online participants included: 1) Did the online participants complete a checklist of 

learning topics over their two-week learning period? The measure of this question was the 

number of checklists returned by online participants to the PI, divided by the total number of 

online participants. 2) What percent of the online curriculum topics listed were completed 

by participants. The measure for this question included the number of topics checked off on 

each list divided by the number of topics not checked off. 

 Last, general feasibility evaluation included: 1) Were any problems encountered by 

participants in accessing surveys? This was assessed by self-report from participants or by 

the PI if assistance was needed by participants to access surveys. 2) Was any data missing 

when downloaded into the statistical software? Data was analyzed for missing datapoints 

prior to statistical analysis.  

Analysis of Research Questions Related to Acceptability 

The eight participants who finished the study completed an Acceptability Survey. 

Items were rated on a Likert Scale with one equaling “strongly disagree” and six equaling 

“strongly agree.” Questions included: 1) The amount of time needed to participate in this 

study was not a burden for me, 2) The location where I participated in the education for this 

study was not a problem for me, 3) The learning method I was in was acceptable to me. 4) 

The content of the learning was useful to me, 5) The measurements (surveys) were not a 

burden for me to complete, 6) The gift cards I received were an acceptable thank you for my 

time, and an open-ended question, 7) What suggestions did participants have for 
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improvement? All acceptability items except suggestions for improvement were analyzed 

using descriptive statistics to report the mean, median, and mode of responses, with an 

emphasis on medians, which best exemplify central tendency with small sample sizes and 

ordinal data (Kellar & Kelvin, 2013). Mann Whitney U testing was used for ordinal data and 

small sample size to compare differences in acceptability between groups. Suggestions for 

improvement were assessed for commonalities and themes were reported.  

Analysis of Exploratory Research Questions 

Evaluation of exploratory questions was contingent upon having an adequate sample 

size from which to run the analysis. Research questions related to exploratory measures 

included: 1) What was the difference between instructor-led education as compared to 

online education on parental self-efficacy of adolescent fathers? The independent variable 

was the educational offering while the parenting self-efficacy score was the dependent 

variable. 2) What was the difference between instructor-led education as compared to online 

education on participation in parenting activities of adolescent fathers? For this question the 

independent variable was the educational offering, and the dependent variable was the 

participation in parenting activities score.  

Scores for both measures were obtained at baseline and repeated at one-month and 

two-months post-intervention. Changes in scores from baseline to 1-month post-

intervention, baseline to 2-months post-intervention and 1-month to 2 months post-

intervention were calculated and compared between groups. Both instruments provided 

ratio-level data, however, due to small sample size that lacked normal distribution, Mann 

Whitney U testing, α=.05, was used for analysis of each question. 

 



53 

Analysis of Demographic Data 

A frequency table, and medians, which best exemplify central tendency with small 

sample sizes (Kellar & Kelvin, 2013), of demographic variables provided descriptive 

statistics of enrolled participants. Because the sample size was < 30, Fischer’s Exact test, 

α=.05, was used to compare categorical data for any demographic differences between 

groups. 
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CHAPTER 4 

RESULTS 

 This chapter will provide results to feasibility and acceptability questions of this 

study. Additional results, related to exploratory questions, are also presented. 

Demographic Data 

 Enrollment consisted of 15 participants, including two who withdrew before 

completing enrollment surveys, and five who withdrew after completing the enrollment 

surveys, but before participating in the intervention. See Table 4.1 for group comparisons. 

No significant differences were found between the groups, though living location 

approached significance at .056, with those who withdrew from the study all living 

independently with their partner.  
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Table 4.1 

Demographic Group Comparisons 

 

 

Attributes Frequencies Significance**  

Group Withdrew* Instructor-led Online   

n= 5 3 5   

Age    0.294  
18 0 1 (33.3%) 0  

 

19 1 (20%) 1 (33.3%) 0  
 

20 0 1 (33.3%) 2 (40%)  
 

21 3 (60%) 0 1 (20%)  
 

22 1 (20%) 0 2 (40%)  
 

Race       1.000   

White 4 (80%) 3 (100%) 3 (60%)  
 

Black/African American 0 0 0 
 

 

Asian/Pacific Islander 0 0 1 (20%)  
 

Hispanic 1 (20%) 0 1 (20%)  
 

Alaska Native/American 

Indian 0 0 0 
 

 

Marital Status       0.301   

Married 2 (40%) 0 3 (60%)  
 

Not Married 3 (60%) 3 (100%) 2 (40%)  
 

Location Residing       0.056   

With my parents 0 0 1 (20%)  
 

With my partner's parents 0 2 (66.6%) 0  
 

With my partner 5 (100%) 1 (33.3%) 3 (60%)  
 

No permanent home right 

now 0 0 1 (20%) 
 

 

Years of Education        0.592   

Less than eighth grade 0 0 0  
 

Some high school  2 (40%) 0 0  
 

High school graduate 2 (40%) 2 (66.6%) 2 (40%)  
 

Some college 1 (20%) 1 (33.3%) 3 (60%)  
 

Employment       0.767   

Unemployed 1 (20%) 0 1 (20%)  
 

Employed part-time 0 1 (33.3%) 0  
 

Employed full-time 4 (80%) 2 (66.6%) 4 (80%)     

*Withdrew from study prior to participation in the intervention.  

**Fisher’s Exact Test was used to determine significance of group differences, level .05.  
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Feasibility  

Were Participants Kept Masked to the Alternative Treatment Condition? 

 Participants were not masked to the alternative treatment in this study. All 

participants enrolled (n=15, 100%) were able to verbalize the two interventions that they 

might be randomized into after consenting to participate without requiring prompting by the 

PI. Masking in a future study is analyzed in the discussion chapter. 

Did Participants Lose Interest Between Initial Contact and Delivery of Their Infant? 

No participants contacted the PI before the birth of their infant; therefore, no 

participants were lost due to a lag between initial contact and infant delivery. The PI or her 

study team consecutively sampled all potential participants when the MBU charge RN 

notified the PI of a mother in the study age range who had arrived on the MBU unit. 

Did the Randomization Process Work as Planned? 

 The PI produced a block randomization list prior to the start of the study. Enrolled 

participants were assigned in order of the assignment on the list as planned. No deviations 

from the list occurred. Participant demographic analysis showed effectiveness of the 

randomization process with no significant differences between intervention groups or those 

who withdrew before participating in the intervention (see Table 4.1), Living location 

approached significance at .056 with those living with their partner most likely to have 

withdrawn. 

Were any Changes Made to the Estimated Time Commitment for Participants? 

Three participants were in the instructor-led intervention. The instructor-led 

intervention involved with two classes, lasting approximately three hours each, for a total of 
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a six-hour time commitment. Online participants (n=5) reported an average of 3.5 hours to 

complete the online learning intervention.  

 

How Many Participants Were Excluded and Why? 

One hundred fifty-seven mothers met the study age range, and the father of the baby 

was screened to determine if he met inclusion criteria. There were 116 (74%) that did not 

meet inclusion criteria. Reasons for exclusion were: 1) the father of the baby was no longer 

involved in the mother or baby’s life, (n=41, 35%); 2) the father was outside the age range 

for participation, (n=52, 45%); 3) the father was incarcerated, deployed with the military, or 

lived too far away to participate (before making the instructor-led group available via 

electronic means), (n=14, 12%), and 4)  infant was too premature or ill for the father to 

participate, (n=9, 8%). See Figure 4.1, Consort Diagram of participant flow through the 

study. 
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Figure 4.1 

Consort Flow Diagram of Participant Recruitment and Flow through the Study 

 

CONSORT 2010 Flow Diagram 

Assessed for eligibility (n= 157) 

 Excluded  

 Not meeting inclusion criteria (n=116) 

▪ FOB not involved (n=41) 

▪ FOB > 22 (n=52) 

▪ Preterm/Ill (n=9) 

▪ Incarcerated or Deployed (n=9) 

▪ Other (5) 

 Declined to participate (n=26) 

▪ Job/work commitments (n=9) 

▪ “Not interested”/no reason (n=17) 

**Of those “not interested”   

Asian/Pacific Islander (n=15) 

 

Analyzed (n=3) 

▪ Excluded from analysis (n=0) 

Lost to follow-up (n= 0) 

Discontinued intervention (n= 0) 

▪ (1) FOB received only 1 class due to ill 

infant; completed follow-up surveys 

 

 

Allocated to instructor-led education (n=7) 

 Received allocated intervention (n= 3) 

 Did not receive allocated intervention (n=4) 

▪ All completed screening and consent in 

person, (3) completed enrollment 

surveys, but did not show up for 

intervention; (1) withdrew before 

completing enrollment surveys; no 

replies to follow up by their identified 

preferred contact method 

 

Lost to follow-up (n= 0) 

Discontinued intervention (n= 0) 

Allocated to on-line, self-paced education (n=8) 

 Received allocated intervention (n=5 ) 

 Did not receive allocated intervention (n=3) 

▪ All completed screening and consent in 

person, (2) completed enrollment 

surveys, but did not complete 

intervention (1) withdrew before 

completing enrollment surveys and 

emailed PI withdrawing d/t work 

commitment.  

(2) did not reply to follow-up by their 

identified preferred contact method. 

Analyzed (n=5 

▪ Excluded from analysis (n=0) 

 

Allocation 

Analysis 

Follow-Up 

Randomized (15) 

Enrollment 
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What Percent of Potential Participants Met Inclusion Criteria?  

Of 157 fathers, (n=41, 26%) met the inclusion criteria for this study. 

What Percent of Potential Participants Meeting Inclusion Criteria Enrolled in the 

Study? 

 Of 41 potential participants, 15 (37%) were enrolled in the study. 

What Were Reasons Potential Participants Declined to Participate in the Study? 

 Fathers who declined to participate, (n=26, 63%) offered reasons for declining, 

including work-related commitments (n=9, 35%) and those that were “just not interested” in 

participating (n=17, 65%). One father from the latter group also stated he felt his own father 

“could answer any questions he had about being a good dad”. An additional finding from the 

group “not interested” is (n=15, 88%) were of Asian or Pacific Islander race.  

What was the Attrition Rate of Participants Enrolled in the Study and Why?  

Attrition of seven (47%) participants occurred. Of those who withdrew, two (29%) 

cited work commitments that interfered with participation, and the remaining five (71%) did 

not respond to follow-up via their identified preferred method of communication. No 

attrition occurred in the group who started the intervention, with seven (88%) who 

completed the entire intervention, and one (12%) who completed just one of two instructor-

led classes because his infant had been hospitalized at the time of the second class. Of the 

eight fathers who participated in the intervention, 100% completed the follow-up surveys. 

The overall completion rate of the 15 enrolled participants was eight (53%). 
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Did the Instructor Complete a Curriculum Checklist for Each Class?  

Three, 2-week instructor-led parent education interventions were completed and 

three checklists were returned to the PI. Checklists had 100% of curriculum topics marked 

as completed by the instructor. 

What Percent of Curriculum Topics Were Completed by Participants in the Online 

Group?  

Five participants were in the online group and five checklists were received by the 

PI. One hundred percent of curriculum topics and handouts were checked off as completed 

on all five checklists. 

Were any Problems Encountered in Accessing Surveys? 

  Participants readily accessed demographic, PSOC, and CCAS surveys from their 

mobile devices and shared no difficulties in completing the questions. Of enrolled 

participants, two (13%) required a text message from the PI to complete an overlooked 

baseline data survey, and two (13%) did not complete any enrollment surveys or respond to 

follow-up by the PI.  Participants who responded to the PI and continued participation were 

able to locate and complete the missed survey from their email prior to participating in the 

intervention. 

Was any Data Missing When Downloaded into the Statistical Software?  

Surveys were programmed into the UMKC REDCap system in a way that forced all 

questions to be answered before the survey would close, preventing missing data fields. No 

data points were missing from the downloaded data. 
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Acceptability 

The acceptability survey was completed by eight subjects as the last element of 

participation. See Table 4.2 for results of individual survey questions.  All items scored a 

median ≥ 5.5 on the 6-point Likert Scale where 6 was equal to strongly agree. There were no 

significant differences for any acceptability question between intervention groups.  

 

Table 4.2 

Acceptability Score Statistics 

 

What suggestions did Participants have for Study Improvement?  

 Participants did not offer any suggestions for study improvements when asked by the 

PI. Two individuals provided additional comments. One shared his appreciation of how 

  N Min Max Mean Median Mode Significance* 

The amount of time needed to 

participate in this study was not 

a burden for me. 
 

8 5 6 5.75 6.00 6 0.393 

The location where I 

participated in the education for 

this study was not a problem for 

me. 
 

8 5 6 5.75 6.00 6 0.786 

The learning method I was in 

was acceptable to me. 
 

8 2 6 5.13 5.50 6 0.571 

The content of the learning was 

useful to me. 
 

8 4 6 5.50 6.00 6 0.786 

The measurements (surveys) 

were not a burden for me to 

complete. 
 

8 3 6 5.37 6.00 6 0.786 

The gift cards I received were 

an acceptable thank you for my 

time. 

8 6 6 6 6.00 6 1.000 

Valid N  8       

* Independent Samples Mann-Whitney U Test used to determine differences between 

groups; significance level .05 
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much the instructor helped him to learn how to interact with his daughter. The other 

expressed his appreciation for the opportunity to participate and learn more about his child. 

Text messages from participants communicating after completion of follow-up surveys 

offered additional comments: “thank you for this – I learned so much”, and “thank you for 

the assistance and this opportunity to learn”. 

Exploratory Questions 

What was the Difference Between Instructor-Led Education as compared to Online 

Education on Parental Self-Efficacy of Adolescent Fathers? 

 No significant differences were found between groups on the outcome of parenting 

self-efficacy. Mean scores show no large changes at any time interval and standard 

deviations are wide. See Table 4.3 for data. 

What was the Difference Between Instructor-Led Education as Compared to Online 

Education on Participation in Parenting Activities of Adolescent Fathers?  

 As with the data measuring self-efficacy, no significant differences were found 

between groups on the outcome of participation in parenting activities. Mean scores also 

showed little change at any time interval and standard deviations are wide. See Table 4.3 for 

data. 
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Table 4.3 

Repeated Measures Analysis of PSOC and CCAS Scores 

 

Effect sizes (ES) were calculated for each exploratory measure, using the calculation 

d = MC – ME / SD (pooled), where E = enrollment and C = final measurements. Both groups 

saw the intervention have a small effect size on the PSOC, with the instructor group, d = .18 

and the online group, d = .16. The intervention had no effect on participation in child care 

activities (CCAS), with the instructor group, d = .04 and the online group, d = .07. 

This chapter provided results of the feasibility and acceptability measures of this 

study, along with exploratory measures for analysis. These results provided information for 

the following discussion chapter and planning for a future study.  

 

  

Parenting Sense of Competence (PSOC) Repeated Measures 

Repeated Measure Group n Mean SD Sig* 

PSOC score change 

Enrollment to 1 mo. 

Instructor-led 3 3.000 13.077 
0.764 

Online 5 0.200  10.109 

PSOC score change  

1 mo. To 2 mo 

Instructor-led 3 -0.333 8.083 
0.655 

Online 5 -2.600 13.164 

PSOC score change 

Enrollment to 2 mo. 

Instructor-led 3 2.667 15.567 
0.655 

Online 5 -2.400 14.188 

Child Care Activities (CCAS) Repeated Measures 

Repeated Measure Group n Mean SD Sig* 

CCAS score change 

Enrollment to 1 mo. 

Instructor-led 3 60.000 272.022 
0.881 

Online 5 94.800 124.108 

CCAS score change  

1 mo. To 2 mo 

Instructor-led 3 -73.000 30.315 
0.881 

Online 5 -74.600 269.867 

CCAS score change 

Enrollment to 2 mo. 

Instructor-led 3 -13.000 289.408 
0.655 

Online 5 20.200 294.684 

* Mann Whitney U testing with significance set at .05 
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CHAPTER 5 

DISCUSSION 

In this chapter, results of feasibility and acceptability, as well as exploratory 

measures of the study will be discussed and examined in the context of current literature. 

Implications for theory and future research will be elucidated.  

Demographics 

The demographic data showed the randomization process was effective, with no 

significant differences between groups in this study, including those who withdrew; 

however, the small sample size provides limited information and inability to generalize the  

findings or draw conclusions. Descriptive frequencies revealed a lack of diversity, with no 

Black or Alaska Native/American Indian participants, which is not representative of the 

diversity among adolescents in the community (Tunseth, 2016). Large percentages of 

participants lived independently (n=9, 69%) and were employed full time (n=10, 77%). 

These two attributes, along with diversity will be discussed more extensively in the 

discussion of recruitment. 

The participants’ living location did approach significance (p=0.056). The 

participants who withdrew appeared to be different from those who remained in the study 

with those who withdrew all living independently with their partner. As each group in the 

study, despite the small size of each, had individuals living with their partners, this attribute 

may remain insignificant with a larger sample size.  

Feasibility 

 Refinement of the protocol discussion includes questions of masking participants to 

the treatment options, loss of participants between initial contact and the infant’s birth, the 
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randomization process, and the time estimation for classes. Additional feasibility discussion 

will include recruitment, retention, and fidelity to the intervention. 

Masking Participants to Treatment Options 

Masking was not planned as part of this study but is a topic that requires 

consideration for future research development. Four potential participants requested a 

specific intervention they felt would work best for them after learning about the intervention 

options during the consent process. Three participant requests for a specific intervention 

were related to work commitments and job obligations. They all three requested the online 

intervention. When the PI was unable to guarantee group assignment, all three declined 

participation. This preference is important because this study had a low enrollment rate and 

“work” was cited by many who declined to participate in the study.   

Future study development might include either masking participants to the 

interventions or changing the methodology. Masking is important in RCTs to avoid the 

introduction of participant bias related to knowledge of the intervention (Polit & Beck, 

2017). One possible methodology option is partial randomization. In this approach, 

individuals who have a strong preference are assigned to their preferred intervention, while 

all others are randomly assigned to intervention groups (Polit & Beck, 2017). The potential 

increase in participation with this method must be weighed against the decreased rigor this 

introduces, with a quasi-experimental portion introduced, along with the experimental 

portion. The alternative is to mask everyone to the treatments and hope that this masking of 

the options will improve participation. 

The literature had very few experimental studies to offer guidance for future study 

design. One study masked participants to interventions, but 42% of participants did not 
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participate in the intervention (Fagan, 2008). The other study that did not mask participants 

had 22% attrition (Cox et al, 2019). Neither study offered reasons for attrition. These limited 

publications provided inadequate information to determine a clear methodology; however, 

this topic requires considerable deliberation for future study development. 

Loss of Participants from Initial Contact to Delivery 

The primary care clinics proved to be ineffective sites of recruitment, with no calls 

produced from recruitment posters. This resulted in a change from convenience to 

consecutive sampling by the PI at the medical center. Alternative sites for recruitment, such 

as the Alaska Native Medical Center or the local military base hospital are possible options 

for a future study. These sites have limitations of extensive IRB processes and military 

deployments but may offer the advantage of improving the diversity of the sample. The use 

of interactive technology such as Zoom (https://www.zoom.us/), which allows those living 

at a distance to participate in either intervention, also makes these other centers a viable 

option for recruitment. 

 An additional site of recruitment not used in this study was social media. While 

young men may not always seek the information they need (Mniszak et al., 2020), 

advertisements on social media may provide a private opportunity to initiate access to 

information they might not otherwise seek. Recruitment using social media has shown 

mixed results. One systematic review noted no significantly improved recruitment results, 

with less than half of studies reviewed having higher recruitment rates by use of social 

media compared to traditional methods (Topolovec-Vranic & Natarajan, 2016). Another 

review, specific to the social media platform Facebook, found the platform to be an effective 

method for engaging adolescents and young adults in health care research (Yonker et al., 



67 

2015). The platform was cost-effective, efficient, and allowed access to a more 

demographically representative sample (Yonker et al., 2015). Considering the high rate of 

internet use in this age group and the effective avenues for communication and education 

available, recruitment through social media is a viable option to consider for further 

research.  

Randomization  

 The use of a list from a block randomization generator for the randomization process 

resulted in a smooth process that provided the PI a clear plan for participant group 

assignment. Random generators are available for free online 

(http://www.randomization.com/) and are a convenient method that does not require 

extensive preparation to implement. When the sample size is small, block randomization can 

also reduce bias and balance allocation to treatment arms (Efird, 2011), which was shown to 

be effective in this study, with allocation of seven of the instructor-led group and eight in the 

online group.  

Class time Estimation 

 The final protocol refinement needed was the length of time instructor-led classes 

required. Because classes were small and time for introductions was not needed for each 

class, less time was required than initially planned . This study provided a more precise time 

commitment for participants for future research development, which may aid in recruitment 

efforts.   

 The literature did not offer suggestions regarding length of time for individual 

classes or online learning, though most interventions in the area of co-parenting lasted from 

60 to 90 minutes per week, over multiple weeks (Fagan, 2008; Marczak et al, 2015). 
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Attrition was seen in these studies when interventions lasted multiple weeks. The technology 

literature offered no insights as to ideal learning times. 

Recruitment  

Three themes arose in the area of recruitment: Inclusion and exclusion criteria, work 

commitments, and race.  

Inclusion and Exclusion Criteria 

Initial study projections were based on plans for a convenience sample. It was 

expected that most fathers contacting the PI would meet inclusion criteria. When sampling 

was changed from convenience to consecutive, only 26% of the fathers screened met 

inclusion criteria. Relationships of young women in their teens and early twenties who 

become pregnant are most often with older partners, which may be a population of partners 

readily accessible to them. However almost half of these relationships are unstable and end 

at the discovery of the pregnancy (Barber et al., 2017). Many of these relationships dissolve 

because the individuals were together only a short time before the pregnancy occurred and 

were not yet in a committed relationship. These findings are consistent with the large 

number of fathers no longer involved in the relationship and above the age range for 

inclusion found in this study (see Figure 4.1).  Using a lower estimate of those expected to 

meet inclusion criteria would be prudent for future study planning. 

The age range of this study was increased to 22 years of age related to low 

enrollment. The literature lacked a consistent age range for young fathers, with ranges from 

19 to 25 years of age (Fagan, 2008; Futris et al., 2012; Hunt et al., 2015; Williams et al., 

2012). Further research planning may include considering goals of recruitment numbers 

along with determination of the age range for inclusion. 
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Enrollment and Work Commitments 

Work commitments were cited by 35% of those declining to participate, and two  

withdrew from the intervention. Of note, for those who consented to the study, 11 of 13 

(85%) were employed. This focus on work and providing for their child was consistent with 

the theme of “being a good provider” seen in the qualitative literature (Deslauriers et al., 

2012; Fleck et al., 2013; Paschal et al., 2011; Wilkes et al., 2011). As well, large numbers of 

these young men were living independently with their partners (see Table 4.1), adding 

additional financial pressures that make employment a significant part of these young men’s 

lives. Intervention planning for future study development might include focus groups with 

adolescent fathers regarding how to best engage fathers who have work commitments into 

study participation. Another option to improve enrollment, as previously discussed, might be 

to change the study design to a partial randomization method in which only those without a 

strong preference are randomized (Polit & Beck, 2017). This might be more favorable to 

prospective participants with time commitments related to work; however, this recruitment 

potential must again, be weighed against the decreased rigor introduced by a adding a quasi-

experimental portion to the study. 

Race and Ethnicity and Enrollment 

Over half of those who declined participation in the study were of Asian or Pacific 

Islander races, specifically Hmong and Samoan individuals. In both of these cultures, 

extended family, particularly grandparents, have great influence in decision-making and on 

caregiving of the new baby (Ngo & Leet-Otley, 2011; Stewart-Withers, 2011). Each of these 

cultures has a strong community organization within the study municipality 

(http://www.nonprofitfacts.com/AK/Hmong-Alaska-Community-Inc.html; 
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https://www.facebook.com/pg/PolynesianCommunityCenter/about/?ref=page_internal). 

Future study development should include working with the leaders in these community 

groups to develop culturally appropriate messaging (Bonevski et al., 2014), as well as 

providing them with an understanding of the importance of this education for these young 

men.  Gaining the support of leaders within these organizations before implementing 

research could create a community-based participatory action study design and encourage 

participant enrollment through support from the cultural community. This would also aid in 

increasing external validity of the study results (Bonevski et al., 2014; Wallerstein et al., 

2015).  

Retention 

Small sample size and loss of participants who consent to participate but fail to 

attend arranged meetings or follow-up are not unique to this study (Fagan, 2008; Fleck et al., 

2013). Two participants contacted the PI to withdraw related to job responsibilities. Another 

participant who did not show up for the instructor-led verbalized concern that his job and 

“possible overtime work” might prevent him from attending the class. While none of the 

others who did not show up for their intervention contacted the PI, this example once more 

represents the importance these young men place on providing for their child (Deslauriers et 

al., 2012; Fleck et al., 2013; Paschal et al., 2011; Wilkes et al., 2011) and again, requires 

consideration of how to gain participation without compromising participant work 

commitments. 

Fidelity to the Intervention 

 Checklists are effective when time is not critical, and the environment allows the list 

to be accessed and used to verify completion of actions (Clay-Williams & Colligan, 2015). 
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They are also effective when interruptions are likely to occur, such as the time between 

classes for the instructor-led intervention, or time between online learning sessions in this 

study. Checklists were completed by both the instructor and online education participants 

and were an effective method to ensure fidelity of the intervention through verification of 

completion of all curriculum materials. This adherence to intervention fidelity provides for 

validity of the study, as we can be confident that results are not due to differences in how the 

intervention was provided to participants which would be a threat to internal study validity.  

Acceptability 

Time to Participate in the Study  

 Participants “strongly agreed” that the intervention was not a time burden to them. 

The intervention required less time than initially anticipated and discussed in the consent 

process, which may be reflected in participant’s satisfaction with time required to 

participate. 

Location for Participation  

The median score for acceptability from all participants was a score of 6, equating to 

“strongly agree” that the location they were able to complete the instruction was not a 

problem for them. The instructor-led class was moved to an online platform due to COVID-

19 and proved an effective mode of education delivery. The participant was able to access 

the class from his mobile device, was comfortable in his home, and was able to have his 

child with him to practice what he was learning while interacting with the instructor. Based 

on Information Systems Success Model, an early study of student satisfaction with online 

learning during the COVID-19 pandemic used student surveys, along with data mined from 

online interactivity (Chen et al., 2020). Results indicated that instruction in real-time, with 
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instructor interactivity, such as was used in this case, to be most satisfactory (Chen et al., 

2020). While no comments were received on the survey regarding this change, one 

participant verbalized to the instructor that it worked well for him being able to be at home 

with his child, but still participate. Limited feedback suggests the Zoom (www.zoom.us) 

platform used for this intervention was an effective method to meet interactivity in 

instruction delivery during the pandemic and might be used for fathers who live further 

away to still be able to participate if randomized to instructor-led education. Other learning 

platforms exist in the healthcare setting, such as Healthstream © 

(https://www.healthstream.com/); however, these platforms often require employment to 

access offerings. 

Learning Method  

One participant in the study “somewhat disagreed” with the learning method he was 

assigned. Along with three others that did not enroll due to inability to guarantee them their 

preferred method, and overall low enrollment, this leads to the same discussion previously 

presented of whether to mask everyone to treatment alternatives or change study methods.  

Educational Content 

 Participants strongly agreed that the content of the learning intervention was useful 

to them. Seeing this content as relevant and useful to them is important because the 

individual is motivated to participate by his view that learning this information will aide him 

to achieve his goal (Priniski et al., 2018), such as being a good father. The intervention 

content is an evidence-based curriculum designed by Parenting Now for all ages of parents 

(https://www.saavsus.com/store/incredible-infants-curriculum), and was specific to the first 

year of life, which was also particularly relevant to new fathers.  
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Survey Completion 

 Survey completion was not felt to be a burden, which bodes well for adding 

additional measures to a future study, such as measures of knowledge, social support, or 

depression suggested by the literature review. Measurement bias or error can occur if the 

burden of completing surveys is too much, such as fatigue or irritation with the number of 

questions leading participants to completing questions without really considering their 

answers (Polit & Beck, 2017). Results suggest additional measures can be added to further 

explain results. 

Gift Card Incentives  

Interestingly, all participants strongly agreed that the gift cards they received were 

adequate compensation for their time. Four of the participants received $50 for participating, 

and four of the participants received $100. Incentives were increased for the 4 participants 

due to low enrollment during the first six months of the study. Notable is the comparison of 

attrition before and after the increase of the incentives. Four of ten (40%) individuals 

enrolled in the first six months completed the full study, while after the increase in 

compensation, four of five (80%) individuals enrolled completed the full study. While 

always being mindful of the balance between compensation for time spent and avoidance of 

a coercive amount (Polit & Beck, 2017), retention of subjects improved with the increased 

incentive. Further study development should consider whether to maintain this higher 

incentive for participation in light of the decreased amount of time the study actually took to 

complete. 
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Suggestions for Improvement 

The limited number of comments did not offer suggestions to for improvement to the 

intervention, but rather offered appreciation for the opportunity and acknowledgement to the 

instructor for what he had learned. Additional text messages to the PI at the conclusion of 

the study offered messages of appreciation for the opportunity. Participation in the study, 

along with these comments, is consistent with qualitative literature findings (Deslauriers et 

al., 2012; Fleck et al., 2013; Wilkes et al., 2012) that these young men are interested in, and 

looking for information that will help them be a good father. 

This survey did not contain any reverse scored questions, which was an oversight by 

the PI. Further study development requires an expanded acceptability survey with reverse-

scored items to confirm study results. 

Exploratory Measures 

Exploratory measures include discussion of effect size, power analysis and further 

use of instruments used in this study. 

Effect Size 

Small effect sizes were found for both the online and instructor-led interventions for 

parental self-efficacy, but the intervention found no effect on participation in parenting 

activities for either group. Limited experimental literature was found with just one co-

parenting intervention reporting a moderate effect size of ƞ2p = .09 on parenting alliance 

(Fagan, 2008). Because the intervention, outcomes, and measures were different from this 
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study, comparison of effect size is not possible. Small sample size in this study also limits 

the ability to interpret this effect size.   

Power Analysis 

 The power of an experiment is the probability that it can detect a treatment effect if it 

is present. Consequently, a power analysis would be required for a larger study. When a 

power analysis is calculated, the type II error rate needs to be considered. This means the 

probability of failing to reject the null hypothesis when the difference between the 

dependent variable in the two groups is a predetermined amount. Typical well-designed 

randomized controlled trials set power at 0.10 or 0.20. Limited literature with adolescent 

fathers offers little information to draw from; however, co-parenting studies (Fagan, 2008; 

McHale et al, 2015) or maternal education studies (Sadler et al., 2007, Schaffer et al., 2012; 

Stoltz et al., 2013) could be used to assist with determining a sample size for future studies. 

A sample size based on this study alone would require a very large sample.  

Parenting Self-Efficacy  

 The use of the PSOC was effective in measuring the concept of parenting self-

efficacy from the theoretical model and should be incorporated into future studies. Two 

other studies targeted parenting self-efficacy as a central concept to positive parenting. 

Dekovic (2010) noted higher PSOC was associated with parents who were more responsive, 

consistent, and interactive with their child, while lower PSOC scores were associated with 

being less responsive, and even withdrawing from interacting with their child. Morawska 

(2009) examined knowledge and confidence in parenting skills, reporting enhanced 

knowledge and confidence was associated with increased positive parenting skills. Both of 

these studies based their development on Social Cognitive Theory and the tenet that 
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knowledge, along with confidence in their ability to do the task, will influence behavior and 

actions. This was the goal of this study, to provide knowledge and confidence in parenting 

skills, that would result in increased participation in parenting activities.  

Child Care Activities Scale  

The CCAS assessed whether the intervention had moved these young men to 

increase participation in parenting activities. This scale measures an additional construct of 

the theoretical model, that of action. Morawska (2009) noted, in his study of knowledge and 

confidence, a relationship of increased knowledge and the action of increased positive 

parenting skills. While we did not measure knowledge in this study. However, the addition 

of a knowledge measure for a future study could assist in further explaining increased 

positive parenting activities with the intervention.  

Implications for Theory and Research 

The instruments used in this study are feasible for measurements of concepts from 

the theoretical model. Additional measures were not added due to the focus on feasibility 

and not hypothesis testing. For a future study, consideration should be given to adding 

measurement of additional concepts from the theory, and seen in the literature review, such 

as social support, knowledge, and depression, to further explain results. 

Future research requires a larger sample size, determined by a power analysis. 

Additional recruitment sites, such as social media, should be added to increase the sample 

size and improve diversity. Addition of a control group, masking of participants to the 

intervention, and alternative research designs are further considerations for future research 
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Conclusion 

 This was the first randomized study to examine the feasibility and acceptability of 

instructor-led parenting education compared to online parenting education on parenting self-

efficacy and parenting activities of adolescent fathers The randomization process, fidelity to 

the intervention, and data collection methods were feasible aspects of the study. The 

recruitment and retention protocol require continued refinement. Importantly, the 

interventions were both highly acceptable to participants. 

This work advances the science as a first study with adolescent fathers, providing 

them with parenting education. Despite the small sample size, and emphasis on feasibility 

and acceptability, there is much to be learned from the results of this new body of work that 

can be incorporated into a future study. A fully powered study, with development based on 

what was feasible and acceptable, and what requires refinement, should be the next step for 

furthering knowledge in this area of study. 
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APPENDIX A 

RECRUITMENT FLYER 
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APPENDIX B 

STUDY SITE LETTER OF SUPPORT, 

ANCHORAGE NEIGHBORHOOD HEALTH CENTER  
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APPENDIX C 

STUDY SITE LETTER OF SUPPORT, 

PROVIDENCE FAMILY MEDICINE CLINIC 

 

  



81 

APPENDIX D 

STUDY SITE LETTER OF APPROVAL, 

PROVIDENCE ALASKA MEDICAL CENTER 
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APPENDIX E 

STUDY SITE LETTER OF SUPPORT, YOUNG LIVES 
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APPENDIX F 

INITIAL PARTICIPANT SCREENING SURVEY 

 

  

Initial Participant Screening 

Name: _____________________________________ Birth Date: ____________________ 

Age when infant born/is due: __________ Phone contact #: _________________________ 

Address: _________________________________________________________________ 

Do you have any difficulty reading or understanding English?   □ Yes   □ No 

Do you own or have access to an internet connected device? 

 □ Phone □ Computer      □ Tablet      □ Other 

Do you have a working E-mail address?   □ Yes: _____________________________  □ No 

Have you had any experience with on-line learning?  □ Yes   □ No 

Can you commit 12 hours of time over two weeks to participate in the parenting education 

for up to six hours at a time maximum?  □ Yes    □ No 

Can you be available to participate within six weeks after you baby is born?  □ Yes    □ No 

Are you able to have your baby present for interaction during the education? □ Yes    □ No 

Do you prefer:     □ Text contact □ E-mail contact □ Phone contact 
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APPENDIX G 

RECRUITMENT AND RETENTION TRACKING TOOL 
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APPENDIX H 

DEMOGRAPHIC SURVEY 

 

  

Demographic Survey: 

Age: _______ 

Race/Ethnicity: White/Caucasian 

   Black/African American 

   Asian/Pacific Islander 

   Hispanic 

   Alaska Native/American Indian 

Marital Status: Married 

   Not married 

   Not married, but living together 

Years of Education:  Less than eighth grade 

    Some high school 

    High school graduate 

    Some college 

Employment Status:  Unemployed 

    Employed part-time 

    Employed full-time 

Where do you live:     With my parents 

                 With my partners parents 

                                       With my partner 

       I don’t have a permanent home right now 
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APPENDIX I 

PARENTING SENSE OF COMPETENCE SCALE (PSOC) 

 (Gibaud-Wallston & Wandersman, 1978) 

Please rate the extent to which you agree or disagree with each of the following statements. 

 Strongly Disagree Somewhat  Somewhat Agree Strongly 

 Disagree  Disagree Agree  Agree 

 1 2 3 4 5 6 

 

1. The problems of taking care of a child are easy to solve once you know 1 2 3 4 5 6 

 how your actions affect your child, an understanding I have acquired.  

2. Even though being a parent could be rewarding, I am frustrated now 1 2 3 4 5 6 

 while my child is at his / her present age. 

3. I go to bed the same way I wake up in the morning, feeling I have not 1 2 3 4 5 6 

 accomplished a whole lot. 

4. I do not know why it is, but sometimes when I’m supposed to be in 1 2 3 4 5 6 

 control, I feel more like the one being manipulated. 

5. My father was better prepared to be a good father than I am. 1 2 3 4 5 6 

6. I would make a fine model for a new father to follow in order to 1 2 3 4 5 6 

 learn what he would need to know in order to be a good parent. 

7. Being a parent is manageable, and any problems are easily solved. 1 2 3 4 5 6 

8. A difficult problem in being a parent is not knowing whether you’re 1 2 3 4 5 6 

 doing a good job or a bad one. 

9. Sometimes I feel like I’m not getting anything done. 1 2 3 4 5 6 

10. I meet my own personal expectations for expertise in caring for my child. 1 2 3 4 5 6 

11. If anyone can find the answer to what is troubling my child, I am the one. 1 2 3 4 5 6 

12. My talents and interests are in other areas, not being a parent. 1 2 3 4 5 6 

13. Considering how long I’ve been a father, I feel thoroughly familiar 1 2 3 4 5 6 

 with this role. 

14. If being a father of a child were only more interesting, I would be 1 2 3 4 5 6 

 motivated to do a better job as a parent.  

15. I honestly believe I have all the skills necessary to be a good father 1 2 3 4 5 6 

 to my child. 

16. Being a parent makes me tense and anxious. 1 2 3 4 5 6 

17. Being a good father is a reward in itself. 1 2 3 4 5 6 
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Parent Sense of Competency Scale (PSOC) Scoring Instructions 

 

The Parenting Sense of Competency Scale (PSOC) was developed by Gibaud-Wallston as 

part of her Ph.D. dissertation and presented at the American Psychological Association by 

Gibaud-Wallston and Wandersman in 1978. The PSOC is a 17-item scale, with 2 subscales. 

Each item is rated on a 6-point Likert scale anchored by 1 = “Strongly Disagree” and 6 = 

“Strongly Agree.” Nine (9) items (#s 2, 3, 4, 5, 8, 9, 12, 14, and 16) on the PSOC are reverse 

coded. 

 

Nine items on the PSOC are reverse coded; this is important for accurate scoring. Reverse 

coded means that a high score on the individual item is not indicative of having a sense of 

competency; essentially, the item is worded negatively. 

 

Scoring Instructions:  

 

To aid scoring, the score / number for each item can be written in the right-hand margin of 

the questionnaire once completed. 

 

For items 1, 6, 7, 10, 11, 13, 15, and 17, simply write the number the participant indicated as 

their choice. 

 

Reverse coding:  For items 2, 3, 4, 5, 8, 9, 12, 14, and 16 substitute the following numbers 

and write in right-hand margin for totaling:  

 

Answer Score 

6 1 

5 2 

4 3 

3 4 

2 5 

1 6 

 

Total all numbers you have written in the right-hand margin; this is the participants’ PSOC 

score. 

 

A higher score indicates a higher parenting sense of competency. There are no average 

scores or ‘cut-offs’ for this tool. 
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APPENDIX J 

CHILD CARE ACTIVITIES SCALE (CCAS) 

  

Child Care Activities Scale (CCAS) 

For each of the care activities listed:  

1st : Circle the percent of that time you would ideally like to do that activity 

 2nd : Circle the percent of time you actually do this activity 

Feeding the baby 
Ideal amount: 0  5  10  15  20  25  30  35  40  45  50  55  60  65  70  75  80  85  90  95  100 

Amount I 

actually do: 
0  5  10  15  20  25  30  35  40  45  50  55  60  65  70  75  80  85  90  95  100 

Bathing the baby 
Ideal amount: 0  5  10  15  20  25  30  35  40  45  50  55  60  65  70  75  80  85  90  95  100 

Amount I 

actually do: 0  5  10  15  20  25  30  35  40  45  50  55  60  65  70  75  80  85  90  95  100 

Going to the baby 

at night if he/she 

wakens 

Ideal amount: 0  5  10  15  20  25  30  35  40  45  50  55  60  65  70  75  80  85  90  95  100 

Amount I 

actually do: 0  5  10  15  20  25  30  35  40  45  50  55  60  65  70  75  80  85  90  95  100 

Dressing the baby 
Ideal amount: 0  5  10  15  20  25  30  35  40  45  50  55  60  65  70  75  80  85  90  95  100 

Amount I 

actually do: 0  5  10  15  20  25  30  35  40  45  50  55  60  65  70  75  80  85  90  95  100 

Putting baby to 

bed 

Ideal amount: 0  5  10  15  20  25  30  35  40  45  50  55  60  65  70  75  80  85  90  95  100 

Amount I 

actually do: 0  5  10  15  20  25  30  35  40  45  50  55  60  65  70  75  80  85  90  95  100 

Take baby to the 

doctor 

Ideal amount: 0  5  10  15  20  25  30  35  40  45  50  55  60  65  70  75  80  85  90  95  100 

Amount I 

actually do: 0  5  10  15  20  25  30  35  40  45  50  55  60  65  70  75  80  85  90  95  100 

Wash the baby’s 

hair 

Ideal amount: 0  5  10  15  20  25  30  35  40  45  50  55  60  65  70  75  80  85  90  95  100 

Amount I 

actually do: 0  5  10  15  20  25  30  35  40  45  50  55  60  65  70  75  80  85  90  95  100 

Clean up after the 

baby 

Ideal amount: 0  5  10  15  20  25  30  35  40  45  50  55  60  65  70  75  80  85  90  95  100 

Amount I 

actually do: 0  5  10  15  20  25  30  35  40  45  50  55  60  65  70  75  80  85  90  95  100 

Prepare the baby’s 

food 

Ideal amount: 0  5  10  15  20  25  30  35  40  45  50  55  60  65  70  75  80  85  90  95  100 

Amount I 

actually do: 0  5  10  15  20  25  30  35  40  45  50  55  60  65  70  75  80  85  90  95  100 

Wash the baby’s 

clothes 

Ideal amount: 0  5  10  15  20  25  30  35  40  45  50  55  60  65  70  75  80  85  90  95  100 

Amount I 

actually do: 0  5  10  15  20  25  30  35  40  45  50  55  60  65  70  75  80  85  90  95  100 

Play quietly with 

the baby 

Ideal amount: 0  5  10  15  20  25  30  35  40  45  50  55  60  65  70  75  80  85  90  95  100 

Amount I 

actually do: 0  5  10  15  20  25  30  35  40  45  50  55  60  65  70  75  80  85  90  95  100 

Play actively with 

the baby 

Ideal amount: 0  5  10  15  20  25  30  35  40  45  50  55  60  65  70  75  80  85  90  95  100 

Amount I 

actually do: 
0  5  10  15  20  25  30  35  40  45  50  55  60  65  70  75  80  85  90  95  100 

Play with the baby 

to teach him/her a 

new skill 

Ideal amount: 0  5  10  15  20  25  30  35  40  45  50  55  60  65  70  75  80  85  90  95  100 

Amount I 

actually do: 
0  5  10  15  20  25  30  35  40  45  50  55  60  65  70  75  80  85  90  95  100 

Play with the baby 

just for fun 

Ideal amount: 0  5  10  15  20  25  30  35  40  45  50  55  60  65  70  75  80  85  90  95  100 

Amount I 

actually do: 0  5  10  15  20  25  30  35  40  45  50  55  60  65  70  75  80  85  90  95  100 
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Scoring the Child Care Activities Scale 

Three scores are derived from the subscales: direct care, indirect care, and play. A mean 

percentage of responsibility is calculated for each subscale as well as what the fathers “ideal 

amount would be compared to what he actually does. 
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APPENDIX K 

ACCEPTABILITY SURVEY 

 

  

Acceptability Survey 

Please rate the extent to which you agree or disagree with each of the following statements 

 

 Strongly Disagree Somewhat   Somewhat      Agree Strongly 

 Disagree    Disagree     Agree     Agree 

       1        2         3          4           5        6 

 

1. The amount of time needed to participate in this study was not a   1   2   3   4   5   6 

     burden for me.  

 

2. The location where I participated in the education for this study  1   2   3   4   5   6 

     was not a problem for me. 

 

3. The learning method I was in was acceptable to me.   1   2   3   4   5   6 

 

4. The content of the learning was useful to me.    1   2   3   4   5   6 

 

5. The measurements (surveys) were not a burden for me to complete. 1   2   3   4   5   6 

 

6. The gift cards I received were an acceptable thank you for my time. 1   2   3   4   5   6 

 

7. Please share any additional thoughts or suggestions you would like to share: 

    

______________________________________________________________________________ 

    

______________________________________________________________________________ 

    

______________________________________________________________________________ 
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APPENDIX L 

INSTRUCTOR-LED CURRICULUM CHECKLIST 

Instructor-Led Incredible Infants Group Curriculum  

Topic: 

Check box 

after topic 

completed 

1. Welcome 

 Communicating needs: Cues and Clues 

 Developmental Spotlight 

 

2. Essential Beginnings 

 Baby States 

 Temperament 

 Walking in Baby’s Booties 

 

3. Encouraging Your Developing Baby 

 Soothing Secrets 

 Infant Massage 

 Developmental Spotlight 

 

4. Understanding Your Individual Baby 

 Baby Babble 

 Developmental Spotlight 

 

5. Nurturing Yourself and Your Family 

 Finding Your Groove 

 Problem Solving 

 

6. Beyond Baby: Relationship Changes 

 Parent/Adult themes 

 

7. Babies, Parents, and Play 

 You are your baby’s favorite toy  

 No Gadgets Required – anything is a toy 

 

8. Your New Family Life 

 Fun and games – creating family traditions 

 

9. Be a Friendly Guide to Your Mobile Baby 

 Loving Limits  

 A Baby-friendly home 

 

10. Celebrating Your Journey 

 

 

Check off topics as completed. Return form to Study Coordinator after completion of in-

person curriculum. 
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APPENDIX M 

ONLINE CURRICULUM CHECKLIST 

Incredible Infants Online Curriculum Please 

Check (√ ) 

box when 

topic has 

been 

completed 

  Components 

 

Topic Video 

Inter-

active 

Work 

sheet 

Tip 

Sheet 

1 Welcome X     

2 The Baby Mystery X     

3 Cues and Clues X  X   

4 Tuning into Baby States X X    

5 Time for Temperament X     

6 Walking in Baby’s Booties X     

7 Good Vibrations X     

8 Soothing Secrets/Sleep Like a Baby X   X   

9 The Message in the Massage X     

10 Baby Babble X     

11 No Gadgets Required X X    

12 Experts Discover    X X  

13 Get on Baby’s Chat Line/Developmental 

Milestones 

X X    

14 Baby Friendly Home  X  X  

15 Timing and Tempo X  X   

16 Loving Limits X     

17 Finding Your Groove X X  X X X  

18 Problem Solving X   X  

19 Adult Themes X   X  

20 Fun & Games w/ Your New Family/Knowledge 

Check 

X X X   

Check off topics as you complete them to track your progress toward completion of the 

education. Notify the Principal Investigator (PI) upon completion for arrangement of 

follow-up data collection. 
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APPENDIX N 

 

CONSENT TO PARTICIPATE 
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APPENDIX O 

 

ASSENT TO PARTICIPATE 
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