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Abstract
Background: This paper describes the development of culturally-appropriate family-based interventions and their
relevant measures, to promote family health, happiness and harmony in Hong Kong. Programs were developed in
the community, using a collaborative approach with community partners. The development process, challenges,
and the lessons learned are described. This experience may be of interest to the scientific community as there is
little information currently available about community-based development of brief interventions with local validity
in cultures outside the West.
Methods: The academic-community collaborative team each brought strengths to the development process and
determined the targets for intervention (parent-child relationships). Information from expert advisors and
stakeholder discussion groups was collected and utilized to define the sources of stress in parent-child
relationships.
Results: Themes emerged from the literature and discussion groups that guided the content of the intervention.
Projects emphasized features that were appropriate for this cultural group and promoted potential for
sustainability, so that the programs might eventually be implemented at a population-wide level. Challenges
included ensuring local direction, relevance and acceptability for the intervention content, engaging participants
and enhancing motivation to make behavior changes after a brief program, measurement of behavior changes,
and developing an equal partner relationship between academic and community staff.
Conclusions: This work has public health significance because of the global importance of parent-child
relationships as a risk-factor for many outcomes in adulthood, the need to develop interventions with strong
evidence of effectiveness to populations outside the West, the potential application of our interventions to
universal populations, and characteristics of the interventions that promote dissemination, including minimal
additional costs for delivery by community agencies, and high acceptability to participants.

Background
This paper describes the development of culturallyappropriate family-based interventions to promote
family health, happiness and harmony in Hong Kong.
Programs were developed and implemented in the community, using a collaborative approach between a School
of Public Health and several community partners. We
describe the development of the interventions and their
measures and the lessons learned, highlighting both the
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benefits and the challenges of designing locally relevant
interventions in a nonwestern culture and of academiccommunity partnerships. We believe that information
about the development of this unique project may be of
interest to the international scientific community for the
following reasons. First, community-based intervention
studies from nonwestern cultures are relatively rare. The
importance of developing interventions from “within” a
culture has been recognized as important [1], but there
are few examples available that delineate the associated
process and challenges. Second, academic-community
partnerships are increasingly relevant, particularly in
cultures where community practitioners are not trained
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in evidence-based approaches, and community agencies
offer a route for access to the population. The difficulties of disseminating evidence-based interventions have
been recognized [2], and the community-based participatory approach has been lauded [3] but is still underutilized. Finally, the development of preventive
interventions that can be practically applied to large
samples of the population is at the interface of public
health and psychology [4,5]. This partnership has promise for the future inasmuch as there has been a recent
prioritization of prevention as a direction in research in
mental illness [6].
There is evidence from several indicators that the traditional primacy of family in Chinese life [7,8] is under
threat. Reports of domestic violence have increased threefold in the last decade [9]. Divorce has become more common, with the number rising more than eightfold in the
last 25 years [10]. Cross-border marriages have increased
[11] so the family may be split between Hong Kong and
Mainland China. Immigration from China has increased
but recent Mainland immigrants frequently have difficulty
integrating into Hong Kong society. The number of
families living in three-generation households has fallen
27% in 10 years, from 11.1% to 8.1% [12]. Suicide attempts
per 100,000 increased from 29.5 in 1997 to 41.6 in 2003,
and completed suicide rates have risen from 7.8 per
100,000 in 1982 to 13.8 in 2009 [13].
In November 2007, a Hong Kong-based charitable foundation funded the University of Hong Kong’s School of
Public Health to develop and implement a program
entitled: “FAMILY: a Jockey Club Initiative for a Harmonious Society” (referred to in the remainder of the paper
as “The Family Project”). The Family Project’s goal was to
enhance three key outcomes salient to Hong Kong
families, health, happiness, and harmony (3Hs), via three
platforms: a cohort study to determine risk factors and
causes of impairment in family function; the deployment
of social marketing strategies to help enhance family relationships; and the development and testing of preventive
interventions to promote family relationships. Funding
was allocated to the School of Public Health for six years.
This paper focuses only on the intervention component’s
development, and reports on the first phase that lasted
approximately two years following initiation.
Guidelines provided by the granting agency for the
interventions to be developed were that they should: a)
focus on “wellness” and not on dysfunction, i.e., the interventions be at the primary rather than secondary or tertiary prevention levels; b) target inter-family relationships;
c) be developed and grounded in local priorities; d) be
conducted in partnership with community agencies with
emphasis on capacity building; e) be efficient and sustainable for potential scale-up across the territory; and f) be
evidence-based and/or evidence-generating using the best
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possible evaluation design to assess the impact of the
interventions to be developed.

Methods
Models guiding intervention development

Over a series of meetings, the academic team developed
the framework to guide intervention development. In
order to develop culturally appropriate interventions, we
approached the planning processes with a few guiding
principles. First, that the traditional Chinese values of
cherishing family relationships can be adapted to life
today, and that strong family relationships will promote
3Hs for each generation of the family (Figure 1). The life
cycle (Figure 2) gave a heuristic to consider changes that
can affect intergenerational relationships. Transitions over
the cycle usually involve significant reorganization of each
family member’s roles and responsibilities that often
include some degree of relationship stress and emotional
turmoil [14]. We saw transition points as times of vulnerability but also of opportunity to strengthen intergenerational bonds. By minimizing negative interactions and
enhancing positive relationships at these times, we
hypothesized that we would promote the distal outcomes
of health, happiness and harmony, project-wide.
Input was solicited from overseas experts on brief, preventive interventions suitable for broad implementation.
Consultant reports included recommendations for: a) clear
specification of limited targets; b) clear intervention theory; c) motivational components to engage participants
and enhance attitudinal change; and d) scripted manuals
to allow delivery by paraprofessionals.
The academic/community collaborative team

Interventions were developed in collaboration between the
academic sector and four community non-governmental
organizations (NGOs) in the social service sector, selected
because they had multiple community centers in low
income areas (enhancing the likelihood that we could
recruit adequate numbers for our trials) and provided a
broad range of services not restricted to particular demographics. Each NGO was the site for one of the four programs. A senior social worker from each NGO paired with
an academic investigator to provide the leadership on the
sub-team which worked on that NGO’s projects from start
to finish. Cross-team communication was frequent, with
quarterly progress reports from all sub-teams shared
among all project staff.
The academic members were primary contributors to
the theoretical aspects and to the science of the project
(the RCT methodology, development of assessment and
quality control materials, data management and analysis), while the NGO staff brought their considerable
clinical experience with the needs of the local population and their capacity for recruitment.
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Selection of targeted participants

We selected parent-child relationships as a key outcome
and parents of school-age children as the target for our
first interventions. This decision was made partly for
practical reasons as early input from our community
partners emphasized the difficulties of engaging family
members other than the mother. More importantly, this
focus is in line with public health priorities. The parentchild relationship is a key risk factor for problems with
physical and mental health in adults [15]. Low rates of
supportive parenting behaviors and high rates of harsh
and negative parenting have been identified as important
risk factors for mental illness [16] and poor health in
adulthood [17]. We proposed that parenting behaviors
that promote connection could be identified by examining the common sources of stress in the parent-child
relationship.
Strategies used to identify sources of parent-child stress

We utilized several methodologies to investigate sources
of parent-child stress in Chinese culture: review of the
literature; three small and informal discussion groups of
convenience samples of young adult university students
and research staff; and 23 groups of five to eight community parents (n = 144) organized by approximate age
of their child, selected by the community agencies from
their pool of community center attendees to be representative in age, education, and social status of the parents we expected to recruit into our intervention groups.
All groups were led by research staff, and participants
were asked to share their view of the most significant
stressors for family relationships in Hong Kong, using a
series of open-ended questions. Sessions with the community groups were recorded, transcribed, and then
reviewed by the research team. Themes were extracted
and organized into the format that follows in the results.
Data were integrated from the two discussion groups as
well as the surveys, with the goal of coming to a consensus about the behaviors that were to be targeted when
developing the interventions. All data collection from
participants was approved by the Institutional Review
Board, the research ethics committee of the University
of Hong Kong.

Results
Themes extracted relevant to the intervention targets

The following themes emerged from the discussion
groups and surveys with the Hong Kong population and
guided the selection of intervention targets.
(i) Children’s academic performance was an essential
goal for parents, but also an important reality for access
to upward mobility. Results of examinations administered from an early age determine the course of career
opportunities. As a result, parent-child interaction was
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frequently focused on school application and preparation. Parents considered academic achievement to be an
essential attribute of the “ideal child” [18].
(ii) Recent large scale surveys of the Hong Kong population elucidated stark contrasts between traditional beliefs
and more individualistic goals espoused by adolescents in
modern day Hong Kong [19]. Parents emphasized economic and material needs more than their children, who
emphasized love, concern, support, understanding, acceptance, and togetherness more than parents [20].
(iii) The young adults in our informal groups reported
high, almost unachievable parental standards for school
performance, with motivation provided not with encouragement but with criticism. These young people yearned
for “understanding” from their parents, but did not
expect that this wish would be acceptable to their parents. Parents reported wanting to be more supportive to
their children, but found that their interactions were
directed largely by their children’s academic needs. They
found that their efforts to push their children to excel
overwhelmed their efforts to be supportive.
(iv) Conflicts emerged in the parent-child relationship
as the parent attempted to increase adherence to academic demands and children resisted. Parents desired
help with how to motivate their child to succeed in
school without scolding or battling.
(v) Parents struggled with their own emotional management. They knew that anger could interfere with
their relationship with their children and they were
looking for strategies to help maintain control over
anger expression.
(vi) Many parents were seeking ways to manage their
children’s behavior in a positive way. Many had read
books on parenting and even attended talks but found it
difficult to apply these ideas in their own lives.
This combination of information-gathering strategies
helped identify the objectives of non-punitive behavior
management techniques, strategies to enhance positive
parent-child interaction, and parental emotional management. The targeted changes aimed to increase “warm”
parenting, and decrease “harsh” parenting, which have
been linked to positive child outcomes in many cultures,
including Hong Kong [e.g., [21,22]]. We hypothesized
that change in these behaviors would enhance relationship satisfaction, and over time, increase family harmony,
happiness and health.
Intervention design
Cultural acceptability concerns

Behaviors which are interpreted as warm and harsh, and
acceptable alternatives to harsh parenting can vary in different groups. Two strategies were used to ensure that
the behaviors we targeted would be relevant and acceptable to the diverse samples to which we expected to offer
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the program. At the time of the discussion groups, we
asked for information about harsh and warm parenting
behaviors that are common for Hong Kong parents.
Some of these behaviors became our primary outcomes.
Second, the interventions adopted a large group problem-solving approach [23], described further in the sections below. This strategy ensured that specific
alternatives to harsh behaviors would be generated by the
parents themselves, and therefore would be more likely
to be respectful of the cultural context than solutions
provided by an expert with a theoretical knowledge base
but limited experience with the cultural context.
Theoretical model

Several of the interventions built upon the Health Action
Process Approach model (HAPA) [24]. This behavior
change model emphasizes the distinction between the
pre-intentional motivation process that drives a person’s
behavioral intention and a post-intentional volition process that facilitates their adoption and longer-term maintenance of the specific behavior change [24]. In both
processes, self-efficacy, or the belief that one is capable of
achieving a desired goal, is a key to initiating and maintaining behavior change. This model guided our focus on
the two essential components of change: intention to
make the desired change, and planning, or preparing in
detail for the behavior change to move the participant
from intention to action.
The model is supported by evidence from naturalistic
studies from communal cultures [25-30], and from a
brief intervention based on HAPA in Chinese groups
[31]. In addition, this model has a number of qualities
that make it particularly promising for large scale public
health interventions developed in academic-community
partnerships. It leads directly to brief interventions that
can be easily scripted and do not require extensive training or supervision. Furthermore, it is parsimonious and
highly acceptable to community partners who found it
easy to understand and intuitive to implement. It has
never been used to design parenting interventions to our
knowledge, and as such represents an innovative application of the model.
Structure of the intervention

The group problem-solving approach was used in most
of the interventions. Each session was focused on a single
theme, e.g., “positive discipline” which we defined as
non-punitive methods of managing child behavior.
Videotaped scenarios were used to portray common
opportunities for negative interactions between a parent
and a child (e.g. a parent wants the child to turn off a
video game and begin homework), where the parent’s
behavior had some “errors” previously identified as common by parents in discussion groups (e.g. nagging or yelling). Parents were asked to identify the erroneous
parental strategies and to describe the long-term impact
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of these strategies on the parent-child relationship, and
generate alternative strategies that might work better.
Then the interventionist queried the participants on the
advantages of the alternative strategies. Participants were
encouraged to contribute answers to each other’s concerns, with the interventionist retaining the responsibility
of highlighting the key components of solutions.
The challenge of engaging and retaining participants in
prevention programs has been noted by others [e.g.,
[32,33]]. Guided by self-presentation theory [34], we
asked each parent to describe why they wanted to attend
the program and make a public commitment to complete
the program. Such engagement strategies maximized
cognitive dissonance dynamics to enhance initial motivation. Heeding that psychoeducation works poorly in preventive programs [35,36] and didactics are less effective
than presentations that allow for systematic processing of
the information [37] through interaction and cognitive
manipulation of the content, and that parents had told us
that such programs had not been useful, we internally
adopted the theme “teaching without teaching,” challenging ourselves in manual development to elicit rather
than provide specific content. Finally, the interventions
included an important positive affective component.
Observers and the interventionists noted an immediate
lifting effect on the atmosphere upon the introduction of
the videos that demonstrated errors in parenting. These
videos were the source of considerable amusement as
parents recognized the parallel to themselves and their
children.
We drew on the HAPA model [24] to promote the likelihood of change by enhancing both intention and planning. We enhanced intention by encouraging attributional
discussion (e.g., what would be the effect on the child if
parents consistently behave the way the person in the role
play is behaving?), similar to strategies used in motivational interviewing [38]. The HAPA model also emphasizes that enhancing intention is not enough to result in
behavior change. The individual has to be able to visualize
themselves in the situation where the behavior is appropriate and have a potential script ready to perform it; these
processes are described in the model as “planning”. Participants engaged in role play employing a situation relevant
to their own child, and demonstrating the preferred strategies generated in group discussion. Practice was emphasized with a part of the session used to plan “homework”
by participants indicating how they would make changes
in the following week. Home practice was reviewed in sessions, emphasizing successful components to enhance
self-efficacy, as proposed by the HAPA model.
Targeted participants

The target groups for the intervention were all families in
Hong Kong who met eligibility criteria for the different
programs. The NGOs were based primarily in lower to
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middle class communities, and we anticipated that these
socioeconomic groups would be more likely to participate in the programs. Our programs included diverse
samples, including not only middle-class native Hong
Kong-born parents, but also recent immigrants from
China and parents from socio-economic disadvantaged
groups.
Development and selection of outcome to assess
intervention impact

Measurement of targeted outcomes was a significant
challenge. First, there is a paucity of measures validated
for individuals who are not in the mainstream of Englishspeaking western cultures. Although some measures of
parenting have been translated into Chinese and used in
survey research, many are too general and stylistic to
measure change. Second, in community (as opposed to
clinical and selected) samples, negative behaviors may be
less frequently present and positive behaviors may be
more common, leaving little room for change. Finally, we
were aware that the majority of the participants were not
familiar with the process of observing and reporting their
own behaviors, and lengthy questionnaires would be
burdensome.
We measured primary outcomes by simple single item
measures for behaviors (e.g. “nagging”) that were identified as common in Hong Kong parents; these behaviors
were targeted in our interventions. Participants reported
frequency for each item (“How often in the last two
weeks did you nag your child?”) on a 5-point response
scale ranging from never to always. These kinds of items
are not amenable to usual psychometric examination, but
they are commonly used in HAPA-based behavior
change programs [e.g., [39]]. In order to balance between
allowing individuals to settle on behaviors suggested in
the group problem-solving approach, but also accurately
measuring change, we included both specific behavioral
items that had been identified as common and recognized readily as problematic in the process groups, and
umbrella items that allowed participants some leeway in
behaviors that fell into that category. Examples of the
first kind of item are “nagging” and “criticizing.” Our
brief videos which anchored sessions showcased these
behaviors, and they were quickly identified as problematic by the participants. The second kind of item
allowed numerous solutions to the same endpoint. “Staying calm” was identified as a goal in the process group,
and measured in our assessment. The videos showed a
parent who was unable to control her anger, quickly
recognized as an “error” by the participants. Discussion
took place around strategies to remain calm, but we measured only the endpoint of remaining calm. The use of
these single item measures in early trial groups suggested
that they were more likely to show change than were
broader scales of warm or harsh parenting.
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We supplemented measurement strategy for primary
outcomes because of concerns that baseline and followup assessments may be associated with different degrees
of self-observation. At baseline, before the behaviors
were discussed, their salience and therefore the accuracy
of reporting may have been different compared to that
after the program. For this reason, we also asked the participants at follow-up to report their subjective assessment of change in these behaviors since entry into the
program, to better capture the small movement that
would be expected following a brief program.
Secondary outcomes were the distal endpoints of perceived health (participants were asked to rate their health
on a 5-point Likert scale from poor to excellent), happiness (measured by the Subjective Happiness Scale which
has been previously translated and used in Chinese samples [40,41]), and harmony (using an 8-item scale developed by our research team, with Cronbach’s alpha
reflecting internal consistency of .92 and two-week testretest reliability of r = .83 in the development sample).
This scale (included in the Additional file 1) showed
some evidence of construct validity as it was significantly
(p < .001) positively correlated with mental quality of life
(r = .26) and negatively correlated with conflict with
family members (r = -.31)
In addition to behavioral outcomes and those measuring
health, happiness and harmony, we included program evaluation information from the participants regarding their
response to the program’s utility, their affective responses
to the program, and whether they would recommend it to
others. The importance of affective components in learning has been emphasized with regard to evaluating programs [42], and these additional measures allowed us to
accommodate the discomfort on the part of community
partners with research methodologies which are not sensitive to clinically observed change.

Discussion
Our programs were designed on the basis of local priorities, and informed by the local literature and discussion
groups with community members. The challenge of
designing brief and relevant interventions guided the
selection of HAPA as the theoretical model for change,
and the group problem-solving approach to engage the
participants and generate culturally appropriate strategies
to enhance parent-child relationships. The programs
were built in close collaboration with community agencies. This collaboration enhanced the programs’ cultural
relevance and feasibility as we had ready partners who
understood the needs of the local population, and would
later facilitate access to them. The partnership required
cognitive flexibility on the part of both partners as the
needs for scientific soundness and feasibility had to be
balanced.
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Lessons learned

(i) Academic-community partnerships require not only
early involvement of community partners in the development of the interventions [43], but also mutual education, explicit discussions about issues, and genuine
respect for the complementary nature of skills and
experience that both groups bring to the table. NGO
personnel were key members of all project teams and at
least one experienced member of the NGO was also a
part of the core group that developed each intervention.
Through the development phase, community partners’
familiarity with the participants was invaluable, significantly enriching the quality and local relevance of the
study.
(ii) Differences in point of views held by clinicians and
academics reappear and need ongoing resolution. Community partners were concerned about the applicability
of the scientific methods to their endeavors, particularly
the artificiality of manualized treatment, and insensitivity of assessment to the processes that change. Academics did not adequately appreciate the burden on
participants from lengthy questionnaires. The importance of practical solutions that reduced burden on participants, the process of developing sensitive measures
through clinical input, and the validity of qualitative and
consumer satisfaction measures in evaluating a program
were important bridges in enhancing collaboration.
(iii) Cultural issues span not only the definition of the
problem, but also the implementation of the solution.
Some strategies for change are more appropriate across
cultures than others, because they elicit culturally appropriate solutions. Although didactic programs are simple
to translate and implement at little cost, they seem to
be ineffective, and if designed by external experts, they
may be culturally biased or irrelevant. Attributional
questions (p. 17) and group problem-solving techniques
ensured content that is more likely to be specific to the
individual and the cultural context.
As a result of this development process, we were able
to successfully complete four pilot randomized controlled trials with four different large community agencies to demonstrate the feasibility of our approach and
interventions. That we developed and implemented
these trials within a brief period of two years was an
indicator of successful collaboration with our community partners and unique in this region. The results of
these pilots will be reported in future publications.
In summary, we presented our experience regarding
the development of brief programs designed to enhance
positive relationships among parents and children in
Hong Kong, and the development of measures to assess
behavior change from these interventions. This work
has public health significance because of the global
importance of parent-child relationships as a risk-factor
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for many outcomes in adulthood, the need for culturally-appropriate interventions for nonwestern universal
populations, and characteristics of the interventions
developed that promote local dissemination, including
minimal additional costs for delivery for community
agencies. As a result of a successful partnership with
community agencies we not only developed and completed culturally appropriate trials, our projects also
built capacity by enhancing community clinicians’
understanding and acceptance of optimal study design
and the importance of evidence in practice. This report
may be useful to others in the international scientific
community who have an interest in developing culturally-appropriate primary prevention trials.

Additional material
Additional file 1: Family Harmony Scale.
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