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GLOSSARY OF TERMS/ABBREVIATIONS &
ACRONYMS

Abbreviation /
acronym / terms

Description

ADHD Attention Deficit Hyperactivity Disorder

AF-CBT Alternative for Families — CBT

ASD Autism Spectrum Disorder

BSFT Brief Strategic Family Therapy

BT-IHFS Boys Town In-Home Family Services

CASP Critical Appraisal Skills Programme

CBCL Child Behaviour Checklist

CI Confidence Interval

CLUSTER Citations, Lead authors, Unpublished materials, Scholar searches, Theories,
Early examples, and Related projects

CTS Conflict Tactics Scale

CYP HR QoL Children and Young People's Health-Related Quality of Life

DSM Diagnostic and Statistical Manual of Mental Disorders

EBFT Ecologically Based Family Therapy

EOT Enhanced Outpatient Treatment

FCU Family Check Up

FFP Functional Family Parole

FFT Functional Family Therapy




Abbreviation /

e /) e Description

FG-CBI Family Group Cognitive Behavioural Intervention

FTI Family Talk intervention

GRADE Grading of Recommendations Assessment, Development and Evaluation
GRADE-CERQual Confidence in the Evidence from Reviews of Qualitative Research
I-FAST Integrated Families and Systems Treatment

ITT Intention to treat

LGBTQ Lesbian, Gay, Bisexual, Transgender, Queer

LTC Let’s Talk about Children

MAU Management As Usual

MDFT Multidimensional Family Therapy

MFT Multifamily Therapy

MMAT Mixed Methods Appraisal Tool

MST Multisystemic Therapy

MST-CAN Multisystemic Therapy for Child Abuse and Neglect

MVPP Multisite Violence Prevention Project

NRSI Non-Randomised Studies of Interventions

NVR Non-Violent Resistance

OCD Obsessive-Compulsive Disorder

ODD Oppositional Defiant Disorder

PMTO Parent Management Training Oregon

PRISMA Preferred Reporting Items for Systematic Reviews and Meta-Analyses




Abbreviation /

e /) e Description
PSP Positive Systemic Practice

RCT Randomised controlled trial

REML Restricted Maximum Likelihood

RoB Risk of bias

SB-PFT Scene-Based Psychodramatic Family Therapy
SDQ Strengths and Difficulties Questionnaire

STRIVE Support to Reunite Involve and Value Each other
STTP Standard Teen Triple P

TAU Treatment As Usual

TIDieR Template for Intervention Description and Replication
UC-FT Usual Care—Family Therapy

WHO World Health Organization

YSR Youth Self Report
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PLAIN LANGUAGE SUMMARY

What is this review about?

This review looks at parenting and whole-family interventions that support families facing multiple
and complex challenges, such as poverty, mental health issues, substance use, or involvement with
children’s services. It focuses on families with children and young people aged 11 to 19. Findings
from this review will inform the development of a Practice Guide on parenting and whole family
interventions for families with multiple and complex needs with children aged 11 to 19. This will
form part of a set of Practice Guides aimed at supporting the implementation of the Children’s
Social Care National Framework. The Independent Review of Children's Social Care recommended
the National Framework to establish the purpose, principles, and outcomes of the children’s social
care system.

What is the aim of the review?

The aim was to find out whether these interventions work, who they work for, how they work, how
they are delivered in practice, and what parents and carers think about them.

What studies are included?

The review included 57 studies that tested how well the interventions worked and 59 studies that
looked at how interventions were delivered. Most of the studies were from outside the UK, but we
included nine UK-based studies that explored parents’ and carers’ views of parenting and whole-
family interventions.

What are the main findings of the review?

The review found that parenting and whole-family interventions can help improve outcomes for
families with multiple and complex needs, but the effects are generally small and vary depending
on the outcome. The strongest evidence was for reducing parenting stress and improving young
people’s emotional wellbeing (such as anxiety or low mood). There was less consistent evidence
that these programmes reduce harsh parenting or behaviour problems like aggression or defiance.

Some types of interventions worked better for certain families. For example, parent training
showed slightly stronger effects than family therapy for young people with behavioural problems. A
few specific programmes, such as MST-CAN (Multisystemic Therapy for Child Abuse and Neglect),
showed promising results for families involved with children’s services.

The way interventions are delivered also matters. Strong relationships between families and
practitioners, cultural sensitivity, and flexible formats (like online or home-based sessions) helped
families stay engaged. However, many services may struggle to deliver these interventions well
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without the right support, such as staff training, supervision, and joined-up working across
agencies.

Finally, the review found that many studies didn’t report enough information about different
groups of families, such as those with disabilities, from minoritised ethnic backgrounds, or with
different family structures. This lack of information on different groups of families makes it harder
to know who benefits most and how to make interventions more inclusive.

What do the findings of the review mean?

These interventions can make a positive difference, but they are not likely to be a quick fix. Support
needs to be tailored to each family’s situation, and services need to be ready and well-supported to
deliver them. More UK-based research is needed to understand what works best in local contexts,
and future interventions should do more to include and reflect the needs of all families.
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EXECUTIVE SUMMARY

Introduction

This systematic review examined the effectiveness, implementation and acceptability of parenting
and whole-family interventions for families with complex and multiple needs, focusing on children
and young people aged 11 to 19. In line with the WHO and Foundations, we defined parenting
interventions as structured sets of activities or services directed at parents and caregivers to
improve parent-child interactions and the overall quality of parenting, with the aims of reducing
maltreatment and harsh parenting, enhancing the parent-child relationship, and preventing poor
parent mental health and child emotional/behavioural problems. Within this, we distinguished
between behavioural, parent-focused programmes (skills-based, grounded in behavioural/social
learning theory) and therapeutic, whole-family approaches (systemic/family-therapy based,
involving multiple family members and family relationships as the target of change). The review
addressed five research questions (RQs) exploring what works, for whom, how and why,
implementation barriers and enablers, and user perspectives.

Objectives

The review aimed to:

e Assess the effectiveness of parenting and whole-family interventions (RQ1)

e Identify differential effects across population groups (RQ2)

e Explore which intervention components and practice elements are associated with success
(RQ3)

e Understand the barriers and enablers to implementation (RQ4)

e Capture the views of parents and carers on the acceptability and usefulness of interventions

(RQ5).

Methods

A mixed methods approach was used, combining narrative synthesis, meta-analysis, and
qualitative thematic analysis. The review included:

e 57 studies of 35 unique trials for the review of effectiveness (RQ1-RQ3)
e 59 studies for the review of implementation (RQ4)
e Nine UK-based studies for the review of acceptability (RQ5).

Eligibility criteria focused on families with complex needs and children aged 11-19 years old, in
high income countries. Studies were appraised using Cochrane RoB2, ROBINS-I, MMAT, CASP
and GRADE CERQual tools.
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The review found that parenting and whole-family interventions for families with multiple and
complex needs can lead to meaningful, though generally modest, improvements in outcomes for
both parents and young people aged 11 to 19. The strongest evidence was for reductions in
parenting stress, with a moderate and statistically significant effect observed across studies.
Interventions also showed a small but significant improvement in internalising behaviours among
children and young people. Improvements in negative parenting practices were also evident,
though the effect size was smaller. Effects on externalising behaviour problems and positive
parenting behaviours were smaller and not statistically significant. When internalising and
externalising outcomes were combined, the overall effect was moderate to large, though this
finding was accompanied by high heterogeneity, suggesting variability in how interventions work
across different contexts. There was some evidence that effectiveness varied by population. Parent
training programmes appeared to have slightly stronger effects than family therapy models for
adolescent behavioural problems. Multisystemic Therapy for Child Abuse and Neglect (MST-CAN)
showed particular promise for families involved with child welfare services, while some
interventions targeting families with parental depression demonstrated short-term benefits.

Key findings

The implementation findings highlighted the importance of context and delivery. There was high
confidence that a strong therapeutic alliance, characterised by empathy, consistency, and non-
judgement, was central to engaging families. Organisational readiness, including supportive
policies and interagency collaboration, was also critical, as was the provision of ongoing training
and reflective supervision to support staff confidence and fidelity. Moderate confidence was placed
in the importance of cultural adaptation, hybrid delivery formats, practitioner characteristics, and
leadership. However, there was lower confidence in the role of group delivery, manualisation,
information systems, and broader ecological system factors, due to limited or inconsistent
evidence.

From the perspective of parents and carers, the acceptability of interventions was strongly linked to
the quality of relationships with facilitators. Trusting, respectful, and non-judgemental
relationships were seen as essential for engagement. Parents also reported that interventions
helped improve communication within the family and increased their confidence in managing their
child’s behaviour. There was moderate confidence in the benefits of group delivery and flexible
formats, though complex family needs and life circumstances could present barriers to sustained
engagement.

Recommendations and next steps

The findings of this review highlight several important considerations for the design, delivery, and
evaluation of parenting and whole-family interventions for families with multiple and complex
needs. The following key messages and recommendations are drawn from the evidence:

e Parenting and whole-family interventions can deliver benefits, but effects are
modest and vary by outcome. The strongest evidence was for reducing parenting stress
and internalising behaviours among children and young people. The effects on
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maltreatment (including harsh parenting), externalising behaviours and positive parenting
were smaller, inconsistent or not statistically significant. This suggests that while
interventions can be beneficial, expectations around impact should be realistic and
outcomes should be monitored over time.

¢ One size does not fit all. Families with multiple and complex needs are highly
heterogeneous. The severity, persistence and interaction of adversities, as well as contextual
factors such as criminal justice involvement or parental mental health, likely influence how
families engage with and benefit from interventions. Future commissioning and delivery
should prioritise flexible, needs-led approaches that can be tailored to different family
profiles and levels of risk.

¢ Relational approaches matter. Across both the effectiveness and implementation
evidence, the quality of relationships between practitioners and families emerged as a
critical factor. A strong therapeutic alliance, characterised by empathy, consistency and
non-judgement, was central to engagement and perceived usefulness. Interventions that are
culturally responsive, trauma-informed and delivered flexibly are more likely to be
acceptable and effective

¢ Implementation support is essential. Even interventions with a robust evidence base
may fail to achieve their intended outcomes without adequate implementation
infrastructure. Organisational readiness, structured training, reflective supervision, and
interagency collaboration were all identified as key enablers of fidelity and sustainability.
Local authorities and service providers should ensure that these supports are in place when
adopting or scaling interventions.

¢ Equity and tailoring need more attention. Limited reporting of PROGRESS-Plus!
characteristics and minimal subgroup analyses restricted our understanding of who
benefits most from parenting and whole-family interventions. This limited reporting is
particularly concerning given the overrepresentation of marginalised groups in child
welfare and early help systems. Future programmes should embed equity-focused design
and evaluation principles, including the routine collection and analysis of disaggregated
data, to ensure interventions are inclusive, responsive, and effective for all families.

e More UK-based effectiveness research is needed. While the review prioritised UK-
based qualitative studies for implementation and acceptability, the quantitative evidence
base was predominantly international. Only a small number of UK-based RCTs were
identified, which limits the generalisability of the effectiveness findings to UK policy and
service contexts. Future research should prioritise UK-based trials and evaluations that
reflect the complexity of real-world service delivery.

1 Place of residence, Race/ethnicity/culture/language, Occupation, Gender/sex, Religion, Education, Socioeconomic
status, and Social capital (PROGRESS) Plus.

12



/I
MAIN REPORT

Introduction

Background and policy context

Policy reforms

Recent reforms to the children’s social care system include the introduction of the Children’s Social
Care National Framework (Department for Education, 2023) and the integration of early help and
child-in-need services into a single, multidisciplinary Family Help model. Parenting and whole-
family interventions are central to this model, sitting within the Family Help tier delivered by local
authority-led, multi-agency teams. Within this setting, parenting and whole-family interventions
play an important role in strengthening family functioning, improving parenting capacity and
preventing escalation to statutory care. Findings from this review will inform the development of a
Practice Guide to support the implementation of evidence-based parenting and whole-family
interventions in local authority-led services.

Why focus on families with multiple and complex needs?

Families with multiple and complex needs are defined as those facing two or more severe,
interacting difficulties, including;:

e Poverty and material deprivation or financial hardship

e Poor parental mental or physical health

e Substance misuse

e Domestic abuse and family conflict

e Parenting difficulties and child safeguarding or maltreatment concerns
e Housing problems and homelessness

e Criminal justice involvement

e Social isolation and lack of support networks.

(Bevington et al., 2023; Cordis Bright, 2024; Davidson et al., 2012)

These adversities may be persistent and cumulative, in that they often span generations of families
(Davidson et al., 2012). These families typically require support from multiple professionals, often
across different organisations, and this can lead to fragmented or crisis-driven care, duplication of
care and overlooked needs (Piroddi et al., 2025). These adversities often co-occur with high levels
of parenting stress, inconsistent discipline and harsh parenting practices. For children growing up
within these families, together these factors increase the risk of experiencing maltreatment and
other safeguarding concerns, behavioural difficulties and poor educational outcomes. Parenting
and whole-family interventions aim to directly target these mechanisms by improving parenting
capacity, strengthening family functioning and addressing parental wellbeing.
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What are parenting and whole-family interventions?

Consistent with the World Health Organization (WHO) guidelines (2022) on parenting
interventions and Foundation’s practice definitions, parenting interventions are a structured,
manualisable set of activities or services offered to parents/caregivers, with the objective of
improving parent-child interactions and the overall quality of parenting a child receives. A whole-
family approach involves both children and parents in a family-led strategy aimed at fostering a
safe, supportive, and stable environment (Asmussen et al., 2017; National Center for Parent,
Family and Community Engagement, 2015).

Parenting and whole-family approaches encompass a range of behavioural and non-behavioural
interventions designed to engage parents, children, and wider family members. Behavioural
interventions typically focus on reshaping parenting behaviours, modelling healthy strategies,
addressing behavioural challenges in both adults and children, and supporting parental mental and
physical health. The ultimate goal is to enhance child outcomes and parental wellbeing. Delivery
formats vary and may include group-based or individual sessions. Programmes often integrate
multiple components such as professional feedback, skill-building, therapeutic support, and role-
playing exercises (Bunting, 2004). Therapeutic, whole-family approaches involve multiple family
members and target family relationships, communication, problem-solving and interactional
patterns.

Why focus on children and young people aged 11—19?

While many parenting interventions focus on early childhood, given the critical
neurodevelopmental periods in the first years of life (WHO, UNICEF & World Bank Group, 2018),
there is increasing recognition of the need for a life-course approach that extends into adolescence
(Sanders et al., 2022). Adolescence represents a second key developmental window, marked by the
maturation of higher-order functions such as memory and self-regulation (Balvin & Banati, 2017;
Graf et al., 2021). Parenting practices remain influential during this stage, with authoritative
parenting shown to support positive adolescent-parent relationships (Liddle et al., 1998; Smetana
& Rote, 2019).

Existing evidence and gaps

A substantial body of evidence, including numerous systematic reviews and meta-analyses,
supports the effectiveness of parenting and whole-family interventions (Sanders et al., 2022). They
are endorsed by global policy organisations like the WHO and have been prioritised in UK policy
since the 2000s, both as universal and targeted interventions for families with varying levels of
need.

Most existing reviews focus on families with younger children (under 12 years) (Malmberg-
Heimonen et al., 2024; van der Put et al., 2018; Gubbels et al., 2019; Temcheff et al., 2018) but
they consistently report positive effects, including preventing and reducing childhood
maltreatment (van der Put et al., 2018; Gubbels et al., 2019; Chen & Chan, 2016), enhancing
parenting behaviour (Backhaus et al., 2023) improving parent mental health (Backhaus et al.,
2023) and reducing child internalising and externalising behaviours (Buchanan-Pascall et al.,
2018; Zarakoviti et al., 2021).
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Evidence about which components of parenting interventions contribute to positive outcomes
suggests that content and delivery may be more critical than format. Structural features of
interventions such as duration and number of sessions show little association with effect size (Baan
et al., 2025; Gubbels et al., 2019; van der Put et al., 2018). Components linked to better outcomes
for curative child maltreatment interventions include building parenting skills, addressing parental
mental health problems, providing social/emotional support and improving child wellbeing (van
der Put et al., 2018). However, findings are not uniform. Another review of interventions to reduce
maltreatment (Gubbels et al., 2019) found that no single component significantly contributed to
intervention effectiveness.

Previous reviews have reached different conclusions regarding whether income (Baan et al., 2025;
Backhaus et al., 2023) and ethnicity affect the extent to which participants benefit from parenting
interventions (Baan et al., 2025; Backhaus et al., 2023; Gardner et al., 2019; Gubbels et al., 2021).
Furthermore, although some evidence suggests that parenting interventions may be less effective
for fathers, most studies predominantly include mothers, and some interventions are designed
exclusively for them (Gubbels et al., 2019).

Several limitations persist in the existing literature. There is a notable gap regarding
comprehensive reviews of parenting and whole-family interventions for adolescents. Existing
reviews tend to focus narrowly on adolescent problem behaviours (Medlow et al., 2016; Wolfenden
et al., 2001). Moreover, it remains unclear whether intervention models and components effective
for younger children are equally applicable to adolescents, given their distinct developmental needs
and family dynamics. Preliminary evidence suggests that parenting interventions can be beneficial
during adolescence (Medlow et al., 2016; Woolfenden et al., 2001); however, a systematic synthesis
of the evidence is needed.

Contribution of this review

Foundations commissioned a previous systematic review by Baan et al. (2025) to inform policy and
practice for families with multiple and complex needs. The review synthesised evidence on
parenting interventions for parents of children aged 0—10 years, finding small to moderate positive
effects on parenting behaviours, parental mental health and child outcomes. This review, therefore,
builds on this previous work to address a critical gap in the evidence by focusing on parenting and
whole-family interventions for families with multiple and complex needs with children aged 11—19
years. Few previous reviews have synthesised evidence on parenting and whole-family
interventions for families of older children and adolescents, a distinct developmental stage in
which parenting remains influential. Further, it examines effectiveness, implementation and
acceptability, providing a range of insights for policy and practice.

Design and aims

This systematic review was commissioned by Foundations to explore the evidence on the
effectiveness of different types of parenting and whole-family interventions for families with
multiple and complex needs, including children and young people aged 11—19. The aims of this
systematic review were to:

e Explore and understand how programmes can be effectively targeted and delivered

15
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Identify what effective practice looks like
Identify barriers and enablers to successful implementation.

Findings from this review will inform the development of a Practice Guide on the best-available
evidence on parenting interventions for families with multiple and complex needs, including
children and young people aged 11—19.

Objectives

The objectives of the systematic review were to address the following research questions. The scope
of the systematic review with regards to the populations, interventions and outcomes of interest are
described further in the Methods section.

What works (RQ1): How effective are different types of parenting interventions in
promoting good outcomes among families with multiple and complex needs, including
children and young people aged 11-19?

For whom (RQ2): What are the different types of parenting interventions or models, how
are they defined, and which models are effective for different populations of children and
young people aged 11-19?

How and why (RQ3): What practice elements and intervention components are
associated with successful interventions with this population of parents, carers, and
children and young people?

Implementation (RQ4): What are the enablers and barriers to successful
implementation of effective parenting interventions for this population of parents, carers,
and children and young people?

User perspectives and needs (RQ5): What are the views of parents and carers with
multiple and complex needs about the acceptability and usefulness of parenting
interventions?

16
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Methods

Our review adopted a combined narrative synthesis and qualitative approach (Petticrew et al.,
2013) applied across two stages, consistent with the Preferred Reporting Items for Systematic
reviews and Meta-Analyses (PRISMA) standards and equity extension for PRISMA (PRISMA-E
2012, see Welch et al., 2016).

Protocol registration

A protocol was developed and published on Foundation’s website (https://foundations.org.uk/wp-
content/uploads/2025/02/protocol-systematic-review-effective-interventions-practices-parents-
complex-multiple-needs-11-19.pdf) and on the Open Science Framework (https://osf.io/jmf42).

Eligibility criteria
Population

The population of interest for this systematic review were families that met a definition of ‘high-
need’, in that they were experiencing multiple and complex problems (including families where
there was a risk of child maltreatment) and where at least one child or young person in the family
was aged 11—19.

The population focus for this review specified that families involved in the study should be
considered to have multiple, complex needs and that either there was a risk of maltreatment
occurring within the family, the family was eligible for early help, or the family was otherwise
involved with child social services. We therefore aimed to include studies of families identified to
have multiple and complex needs based on the following established risk factors for child
maltreatment:

parental substance abuse

parental mental health

teenage parenthood

parental intellectual disability

parental incarceration

the presence of intimate partner or domestic violence

parental experience of adverse childhood experiences

traveller/refugee/asylum seeker or (ix) undocumented migrant status, socio-economic
disadvantage, and the presence of serious child conduct problems.

PIAI oAb N

However, in practice we found that the evidence base did not reflect this definition. On piloting the
search strategy, we found that few studies targeted more than one risk factor simultaneously and
that interventions were typically designed for families with a primary presenting problem, even
when other adversities may have been present. To ensure the review remained inclusive of
interventions relevant to our target population, we made a pragmatic adjustment to our inclusion
criteria and decisions were based on the primary presenting problem. We therefore retained
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studies where families were clearly experiencing adversity and the intervention addressed at least
one of the aforementioned risk factors for child maltreatment.

Intervention/Comparator

We included studies of parenting and whole-family programmes, interventions and approaches as
defined by the WHO (2022). That is: “structured interventions directed at parents or other
caregivers of the child that are designed to improve parent—child interaction and the overall quality
of parenting that a child receives”. We required that at least 50% of the intervention content be
directed at or require engagement from the parents or the whole family. Studies needed to include
a comparator, which could be:

o treatment as usual (TAU) or a waiting list control
o “no practice/no intervention”
o or an active comparator intervention.

We excluded studies of parenting interventions that fell under the category of ‘universal’ need (i.e.
offered to all families, regardless of risk). Studies falling under the category of ‘targeted-selective’
or ‘targeted-indicated’ were eligible for inclusion.

We adopted a pragmatic typology aligned with the WHO and Foundations definitions to categorise
interventions into two overarching groups (Table 1): (1) behavioural, parent-focused programmes
(referred to as ‘parent training’), which targeted the parent as the primary agent for change; and
(2) therapeutic, whole-family approaches (referred to as ‘family therapy’), which involved multiple
family members.

Table 1. Definition of primary intervention categories

Parent training Family therapy
S.tructure.d ’ mangahsed interventions Interventions that worked with the whole
aimed at improving parenting skills, . .
e . family system, addressing patterns of
Definition knowledge and behaviours to promote . ! .
.. . interaction, communication, and
positive child development and reduce . . .
. . relationships among family members
emotional and behavioural problems
e Focus on parents as the primary
agents of change Based on systemic or relational
C e Typically based on behavioural or theories
ore . . . .
features social learning theory Include multiple family members
e Delivered in individual or group Focus on family dynamics, problem
formats solving and relational patterns
e Emphasise skills practice
. . Improve overall family functioning and
. Improve parenting practices to enhance . . .
Primary goal : relationships to reduce risk factors and
child outcomes -
support resilience

18
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Within the included studies, outcome measures were eligible if they drew on (i) dichotomous or
continuous variables; and/or (ii) self-report or observational data. The following outcomes were of
interest: (i) parenting behaviours (maltreatment, positive parenting, negative parenting, family
functioning); (ii) outcomes for parents (parent mental health, parenting stress); (iii) child
behaviours (externalising/behavioural problems, internalising problems); or (iv) other outcomes
for children (e.g. wellbeing). We also included studies that reported outcomes related to child
welfare (e.g. out-of-home placement).

Outcomes

Study design

To address RQ1—RQ3, randomised, non-randomised or partially randomised or non-randomised
pre-/post-controlled intervention studies were eligible. To address RQ4 and RQ5, qualitative,
quantitative, or mixed-method implementation and process evaluation studies were eligible.

Context
Studies from high income countries (as per World Bank classification) were eligible.
Language

We included studies published in the English language.

Information sources

Search strategy

Review of effectiveness (RQ—RQ3)

We carried out systematic searches of academic/bibliographic databases, grey literature sources,
and existing UK and international reviews in February 2025. Preliminary searches were piloted,
and they informed the development of a final comprehensive search strategy (Appendix A) that was
used to search the following databases:

e MEDLINE via Ovid

e APA PsycINFO via ProQuest

e CINAHL via EBSCOhost

e Cochrane Central Register of Controlled Trials (CENTRAL)
e Web of Science

We also searched the following additional sources: the Early Intervention Foundation guidebook;
the Social Mobility Commission’s rapid evidence assessment of family and parenting programmes;
the California Evidence-Based Clearinghouse for Child Welfare; and the Title IV-E Prevention
Services Clearinghouse.
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We used the CLUSTER? search methodology developed by Booth et al. (2013) to identify papers
that could increase our understanding of contextual and implementation issues related to each
parenting intervention included in RQs 1—3. For each parenting intervention, we followed up
Citations, traced Lead authors via institutional and Google scholar profiles, identified Unpublished
materials, searched Google Scholar, tracked Theories, undertook ancestry searching for Early
examples and followed up Related projects (CLUSTER).

Review of implementation (RQ4)

Review of acceptability (RQ5)

We carried out systematic searches of academic/bibliographic databases, grey literature sources
and existing reviews for UK-based qualitative studies. A comprehensive search strategy (Appendix
A) was used to search MEDLINE via Ovid, CINAHL via EBSCOhost and Education Resources
Information Center (ERIC) via EBSCOhost. We also searched grey literature sources, including
Community Care Inform Children, Open Grey, What Works Centre repositories (Foundations,
Youth Endowment Fund, Early Intervention Foundation), and targeted Google Scholar searches
and the websites of selected government and charitable organisations, as well as UK Higher
Education repositories.

Selection process

Review of effectiveness (RQ1-RQ3)

Titles and abstracts were screened independently by two reviewers from a team of four (MA, ABR,
ES and LJ) and Covidence was used to manage the review screening processes. Disagreements
during this process were resolved through discussion, and the lead reviewer within the same team
of four (LJ) was used to resolve any uncertainties that remained. Full-text articles of potentially
relevant studies were obtained, and the studies were screened independently by two reviewers,
again from the team of four (MA, ABR, ES and LJ).

Review of implementation (RQ4)

Full texts identified through the CLUSTER searches were screened by one reviewer (JH) and 10%
were independently screened by a second reviewer (LJ).

Review of acceptability (RQ5)

Title and abstracts were independently screened by two reviewers (JH, ABR) to identify potentially
relevant studies. Covidence was used to manage the review screening process. A third reviewer (LJ)
resolved disagreements. Full-text articles of potentially relevant studies were independently
screened by two reviewers (JH and ABR) and disagreements were resolved through discussion.

2 Citations, Lead authors, Unpublished materials, Scholar searches, Theories, Early examples, and Related projects
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We used different data collection processes to gather the evidence required to answer the five
research questions.

Data collection process

Review of effectiveness (RQ1—RQ3)

A data extraction template was developed in Excel to extract study and intervention details from
the included quantitative studies. A single reviewer (MA, ABR or ES) extracted the data, which and
a second reviewer from the same team of three checked for accuracy. We also extracted detailed
demographic data along relevant dimensions of identity as defined by the PROGRESS-Plus
framework (place of residence, race/ethnicity/culture/language, occupation, gender/sex, religion,
social capital, socioeconomic position, age, disability, sexual orientation, other vulnerable groups)
(O’Neill et al., 2014; Oliver et al., 2008). The 12-item Template for Intervention Description and
Replication (TIDieR) checklist (Hoffman et al., 2014) was used to aid the extraction of detailed
information about each intervention model. As the target for the intervention was related to
concerns about complex and multiple problems within the family, we were also interested in
intervention intensity, and how they were embedded within a wider system of care and/or formed
part of a comprehensive package of support (Molloy & Waddell, 2021).

Review of implementation (RQ4)

Studies were coded in NVivo (version 15) using framework synthesis by one reviewer (JH). Due to
our focus on the implementation of parenting interventions, we coded both quotes from
participants (staff, parents, children and young people [first-order data]) and paraphrases or
observations offered by the authors of the primary studies (implementers, evaluators [second-
order data]). Further information is provided under 'Synthesis methods'.

Review of acceptability (RQ5)

Studies were coded in Nvivo (version 15) using inductive thematic analysis by one reviewer (ABR).
We prioritised extracting quotations from parents and carers (first-order data), with interpretation
by the authors of the studies (second-order data) extracted when verbatim quotations were not
provided to substantiate thematic statements. Further information is provided under 'Synthesis
methods'.

Data management and processing

Covidence was used for all title and abstract screening and full-text screening. Bibliography
referencing details were held in Endnote.

Data items

We defined the outcomes of interest for the review of effectiveness (RQ1—RQ3) as described in
Table 2. Data reported at post-test and all follow-up timepoints were extracted.

Table 2. Definitions for outcomes of interest
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Outcome ‘ Definition

Child maltreatment | We followed Baan et al. (2025) and defined child maltreatment as parenting
including harsh behaviours on a spectrum from harsh to severely abusive parenting. We
parenting therefore included any parenting behaviours as maltreatment that referred into
any form of physical or emotional violence and neglectful behaviours, including
measures of recurrence.

Positive parenting Parenting behaviours that promote a positive parent-adolescent relationship,
such as offering encouragement and positive reinforcement.

Negative parenting Parenting behaviours that are ineffective, harmful or indicative of a poor
parent-adolescent relationship, such as forms of coercive parenting,
inconsistent discipline and laxness.

Family functioning Structural, emotional and relational processes within the family system. A
broad outcome that encompasses how family members communicate, solve
problems, fulfil roles, regulate emotions, and maintain cohesion and control.

Parent mental Included measures of depression, anxiety and psychiatric distress.
health
Parenting stress The stress experienced by caregivers when they perceive that the demands of

parenting have exceeded their resources or coping abilities.

Externalising child Outwardly directed behaviours including symptoms associated with conduct
and young people disorder, oppositional defiant disorder (ODD), attention-deficit hyperactivity
behaviours disorder (ADHD), and aggression.

Internalising child Psychological symptoms that are directed inward, including anxious,

and young people withdrawing, psychosomatic or depressed behaviours.

behaviours

Risk of bias assessment

Review of effectiveness (RQ1—RQ3)

Studies were assessed with the Cochrane RoB2 tool for randomised trials (RCTs) (Higgins et al.,
2016; Sterne et al., 2019) and the ROBINS-I tool for non-randomised studies of interventions
(NRSI) (Sterne et al., 2016). Assessments were conducted at the study level using the primary
study outcome as representative. Where multiple outcomes were reported, the outcome with the
most complete data and relevance to our review questions was selected. We acknowledge that this
approach may underestimate bias affecting secondary outcomes.

Two reviewers (MA and LJ) conducted the risk of bias (RoB) assessment on a sample of studies
(10%), and judgments were discussed to ensure consistency and accuracy in how the criteria were
being applied, which also helped to explore and resolve disagreements. Following this process, one
reviewer (MA) carried out the remaining assessments independently and a second reviewer (LJ)
checked for accuracy. The signalling questions/tool algorithms were used to reach domain-level
judgements and an overall judgement on RoB. The RoB assessment informed the syntheses.
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The MMAT critical appraisal tool (Hong et al., 2018) was used to appraise the quality of studies.
The MMAT tool screens all study types for (i) clarity of research questions and (ii) appropriateness
of data to answer research questions. Studies meeting these criteria are then appraised according
to study design with a subset of five questions for each of the following study types: (i) qualitative
studies; (ii) RCTs; (iii) quantitative non-randomised studies; (iv) quantitative descriptive studies;
and (v) mixed methods studies.

Review of implementation (RQ4)

For each study, an overall quality score was developed with five stars representing 100% of quality
criteria met, four stars representing 80%, three stars representing 60%,two stars representing 40%
and one star representing 20%. MMAT does not recommend using this scoring system to exclude
studies. Instead, we collected detailed information on each criterion and considered each study
based on methodological quality and by contrasting results. MMAT is not suitable for theoretical
papers. However, a small number of papers describing individual parenting intervention theory
and implementation were considered pertinent to the review. These papers are indicated (*) on the
MMAT summary tables. One reviewer (ABR) carried out the assessments independently and a
second reviewer (JH) checked them.

Review of acceptability (RQ5)

The Critical Appraisal Skills Programme (CASP) Qualitative Checklist was used to appraise the
methodological quality of the included qualitative studies. The CASP checklist is used to appraise
all types of qualitative studies across 10 questions. The CASP tool does not produce an overall
assessment of quality, so study quality was decided using a ‘tipping point’ criterion based on what
was considered important for the review aims and context (Long et al., 2020). One reviewer (ABR)
carried out the assessments and a second reviewer (JH) checked them.

Effect measures

We calculated a standardised effect size, Cohen’s d3, where feasible, for each reported outcome.
The standardised effect size was calculated based on the intervention and control group sample
sizes, and the means and standard deviations reported at post-test and follow-up. Where possible,
we used adjusted means and standard deviations, but we often used unadjusted (raw) means and
standard deviations when adjusted data was unavailable. We used findings from intention-to-treat
analyses where available.

Synthesis methods

Review of effectiveness (R1—RQ3)

For RQ1, we combined findings from studies to examine the pooled summary effect of parenting
and whole-family interventions across all our outcomes of interest, where feasible. Our outcomes

3 Cohen’s d thresholds were interpreted as small (=0.2), medium (=0.5), and large (=0.8) as recommended by Cohen
(1988).
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of interest were predominantly measured on continuous scales, so as described above, we first
calculated a standardised effect size for each study in the form of Cohen’s d and the corresponding
standard error.

As in other reviews of parenting interventions (e.g. Baan et al., 2025), most studies reported
multiple data for the same outcome (e.g. both adolescent- and parent-reported outcomes) or the
same outcome measured by different instruments. Although the approach has limitations, we used
decision rules to select the most relevant outcome available in each of the outcome domains. In
practice, this involved making decisions where multiple informants reported on the same outcome.
We prioritised parent-reported outcomes in the meta-analysis over child/young person- and
teacher-reported outcomes when available. We did this to (i) preserve statistical independence
(avoid double counting of correlated outcomes within trials) and to (ii) maximise comparability
across trials as parent-reported data was more consistently available across trials, measures and
timepoints. Child/young person-reported data was retained for narrative synthesis and is
presented alongside parent-reported outcomes for parenting skills and family functioning, and in a
separate effect direction plot for child and young person externalising/internalising problems.

Studies were prepared for meta-analysis and fit to a random-effects model in R software using the
restricted maximum likelihood (REML) method. Not all the included studies reported data that we
could use to calculate a standardised effect size, so we also developed effect direction plots (Boon &
Thomson, 2021) to support the synthesis and visualisation of the data.

For RQ2, we examined evidence of differential effects across different populations based on
selected PROGRESS-Plus categories (gender/sex; race/ethnicity; parental or maternal/paternal
characteristics; child welfare involvement) and study quality (e.g. RCT vs NRSI).

Review of implementation (RQ4)

One reviewer (JH) used framework synthesis methods to guide within study coding and analysis of
the factors influencing implementation. A coding framework was developed based on the Dynamic
Sustainability Framework (DSF) (Chambers et al., 2013). The DSF considers intervention
implementation at three levels: (i) intervention, (ii) practice setting (context), and (iii) ecological
system (with subdomains at each level). Critically, the DSF recognises that the development of
interventions does not stop at the point at which efficacy has been established, but instead evolves
during their implementation into real-world settings and should be adapted and optimised to
reflect this. For quantitative implementation studies, narrative data that gave insight into
implementation was extracted from the results and discussion sections. The selected studies were
first inductively coded in Nvivo (version 15) before being deductively mapped to the domains of the
DSF by one reviewer (JH). The framework was reviewed and refined through discussions with a
second reviewer (LJ). Findings were presented narratively and overall confidence was assessed for
each element of the framework using GRADE CERQual (Lewin et al., 2018).

Review of acceptability (RQ5)

Selected qualitative papers that reflected parent or carer views on the acceptability,
appropriateness and usefulness of parenting interventions were coded using inductive thematic
analysis. Papers were coded in Nvivo (version 15) by one reviewer (ABR) and refined following
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discussion with a second reviewer (JH). Findings were presented narratively and overall
confidence assessed in each element of the framework using GRADE CERQual (Lewin et al., 2018).

Reporting bias assessment

We generated funnel plots for each meta-analysis that included at least 10 studies. For a meta-
analysis with fewer than 10 studies, funnel plots are not recommended as any apparent asymmetry
may be due to chance. One reviewer (MA) examined funnel plots visually to assess the presence of
publication bias arising due to missing results.

Certainty assessment

Review of effectiveness (RQ1-RQ3)

We used rapid methods to summarise the certainty of the effectiveness evidence based on
limitations in study design and execution (based on the RoB assessment), inconsistency and
imprecision. Overall, a narrative assessment was provided based on a single reviewer’s judgement
(LJ) of the evidence. We rated the certainty at the outcome level using the standard categories of
high, moderate, low and very low.

Review of implementation (RQ4)

The GRADE-CERQual (Confidence in the Evidence from Reviews of Qualitative Research) tool was
used to assess how much confidence to place in the findings (Lewin et al., 2018). GRADE CERQual
provides a framework for assessing confidence based on: (i) methodological limitations, (ii)
coherence, (iii) adequacy of data, and (iv) relevance. Based on the assessment of these four
components, an overall assessment of confidence was made in each review finding.

Despite this being a mixed-methods review, GRADE CERQual was still considered insightful for
answering RQ4 and indicated confidence in the findings relating to implementation. For
quantitative implementation studies, narrative data that gave insight into implementation was
extracted from results and discussion sections (as quantitative outcomes were considered in
greater detail in R3). One reviewer (JH) extracted and assessed the findings. MMAT star ratings
were used to inform methodological limitations judgements in Grade CERQual assessments, with
detailed summaries for each implementation factor provided in Appendix F.

Review of acceptability (RQ5)

As above, the GRADE-CERQUAL tool was used to assess confidence in the findings of the
qualitative studies and assessments undertaken by one reviewer (JH).
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Key findings

Study selection

Review of effectiveness (RQ1—RQ3)

The study selection process is summarised in Figure 1. The searches identified 7,975 references
published since 2010, and 5,465 remained after the removal of duplicates. These studies were
screened on titles and abstracts, and 600 studies were assessed for eligibility based on their full
texts. A total of 51 studies were included in the review from the databases searches.

Following the initial identification of studies through the database searches, we reviewed each
study for trial identifiers (e.g. registration numbers, author names and affiliations, study titles and
acronyms) to identify instances where multiple publications reported on the same trial. Using this
information, we mapped the crossover and grouped articles accordingly. This process resulted in
the identification of 35 unique trials, with several trial reported across multiple publications. We
also conducted targeted searches for additional reports related to the included trials, which led to
the inclusion of six additional studies. In total, we included 57 studies in the review of effectiveness.

Review of implementation (RQ4)

CLUSTER searches identified 107 studies, and 1 duplicate (which described implementation of two
parenting interventions) was removed. After full-text screening, we selected 59 for inclusion.

Review of acceptability (RQ5)

The searches identified 548 studies published since 2010. Before screening, 138 duplicate records
were removed, resulting in 410 records being screened at title and abstract stage and 11 reports
retrieved for full-text screening. Nine records were included in the review following the screening.
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Figure 1. PRISMA flow diagram

=
2
]
[
=1
=
=
[
=
=

Screening

/1

Identification of stndies via databases

[ Review of effectiveness (RQ1-RQ3) ] [ Review of acceptability (RQ5) ]
Records identified from
: Records removed before iz Records removed before
Databases: vyt Eﬁgﬁs 1El:ent|ﬁad from screening:

Total: (n=7,975)
MMedline (n = 1,300)
CINAHL (n = 1,501)
PsycInfo (n=1,216)

Web of Science (n=2,361)

Duplicate records removed
Identified manually (n = 15)
Identified by Covidence
(n=2,495)

Total: (n = 548)
Medline (n = 26g)
CINAHL (n = 279)

Duplicate records remaoved
m=128)

!

|

sources (n=6)

27

Records screened Eecords excluded Records screened Records excluded
(n =5,465) 7| (n=4,859) (n = 410) (n=399)
¥ ¥
Reports sought for retrieval .| Reports not retrieved Reports sought for retrieval Reports not retrieved
(n= Erl}fl) ot (n= 6} (o =11) (m=2a)
¥ ¢
Reports assessed for eligibility ,| Reports excluded: Reports assessed for eligibility Reports excluded:
(n=6oao) Wrong PU‘P“-lﬂnﬂ_ﬂ (n=242) (n=1g) Nﬁ%?{:}(?rﬁ% (m=1)
‘Wrong intervention (n=42) Wrong study design (n = 1)
l Wrong outcome (n=8) L B
Wrong study design (n=248)
Studies included in review from Not hjgh—lin-:oma country (n=1)
Database searches (n = 51) Mot English language (n==8) Studies included in review
Studies included from other {(n=g)



/1

Characteristics of included studies

Review of effectiveness (RQ1—RQ3)

A full reference list of the included studies can be found in the Bibliography and a summary of the
35 parenting interventions is provided comprising 25 unique trials of family therapy interventions
in Table 5 and 10 unique trials of parent training programmes in Table 6.

Trials were conducted across 15 countries. Seventeen trials were conducted in the USA4, three trials
were conducted in Sweden (Ghaderi et al., 2018; Jalling et al., 2016; Wirehag Nordh et al., 2023),
and two each in the UK (Fonagy et al., 2018; Fonagy et al., 2020a; Humayun et al., 2017), Spain
(Maya et al., 2020; Pérez-Garcia et al., 2020) and Ireland (Cassells et al., 2015; Hartnett et al.,
2016). One trial (Schaub et al., 2014) was conducted across multiple European countries
(Germany, Belgium, Switzerland, Netherlands and France) and one trial each was conducted in
Australia (Salari et al., 2014), Finland (Solantaus et al., 2010), France (Fongaro et al., 2023),
Germany (Lochner et al., 2021; Lochner et al., 2023), Greece (Giannakopoulos et al., 2021), the
Netherlands (Asscher et al., 2013; Asscher et al., 2014), Norway (Olseth et al., 2024) and Singapore
(Gan et al., 2021).

Population

Across the included studies, different populations were targeted for intervention. Although our
eligibility criteria aimed to capture families experiencing multiple and complex needs, the included
studies addressed a single dominant presenting problem. To enable meaningful synthesis, studies
were grouped based on their primary presenting problem and this resulted in four broad
population categories:

e Adolescent behavioural problems, criminal justice involvement and/or substance use; n=
26 trials, including:

- Behavioural problems (Asscher et al., 2013; Barone et al., 2021; Cassells et al., 2015;
Duppong Hurley et al., 2020; Fonagy et al., 2018; Fonagy et al., 2020a; Ghaderi et
al., 2018; Hartnett et al., 2016; Irvine et al., 2015; Jalling et al., 2016; Maya et al.,
2020; MVPP, 2013; Olseth et al., 2024; Salari et al., 2014; Smith et al., 2015).

- Diagnosed behavioural problems, such as ODD or conduct disorder (Fongaro et al.,
2023; Hogue et al., 2015; Lee et al., 2013; Pérez-Garcia et al., 2020).

- Child/young person was involved in the criminal justice system (Darnell & Schuler,
2015; Gan et al., 2021; Humayun et al., 2017; Sexton & Turner, 2010).

- Child/young person in residential or outpatient substance use treatment (Robbins et
al., 2011; Schaub et al., 2014).

4 Akin et al., 2018; Akin & McDonald, 2018; Barone et al., 2021; Compas et al., 2010; Compas et al., 2011; Compas et al.,
2015; Bettis et al., 2018; Sullivan et al., 2018; Ciriegio et al., 2025; Darnell & Schuler, 2015; Duppong Hurley et al.,
2020; Hogue et al., 2015; Irvine et al., 2015; Kolko et al., 2012; Kolko et al., 2018; Lee et al., 2013; Milburn et al., 2012;
Robbins et al., 2011; Horigian et al., 2015a; Horigian et al., 2015b; Sexton & Turner, 2010; Slesnick & Zhang, 2016;
Zhang & Slesnick, 2017; Zhang & Slesnick, 2018; Wu & Slesnick, 2019; Slesnick et al., 2013; Smith et al., 2015; Swenson
et al., 2010; MVPP, 2013; MVPP, 2014a; MVPP 2014b; Matjasko et al., 2013
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- Child/young person had runaway or was homeless (Milburn et al., 2012; Slesnick et
al., 2013).

e Child welfare involvement: n=3 trials including families at risk or with a history of child
physical abuse (Kolko et al., 2018); parents of children in foster care (Akin et al., 2018);
families implicated in child protective services reports (Swenson et al., 2010).

e Families with parental depression: n=5 trials including parents with current or past major
depressive disorder (Compas et al., 2011; Lochner et al., 2021), parents with ICD-10 mood
disorder diagnoses (Giannakopoulos et al., 2021; Wirehag Nordh et al., 2023), families
receiving services at community mental health agencies (Solantaus et al., 2010).

e Parental substance use: n=1 trial of mothers seeking outpatient substance use treatment
(Slesnick & Zhang, 2016).

Referral source

The service pathway or referral source for the programme was reported in 14 trials, all but one of
which targeted adolescent behavioural problems, criminal justice involvement and/or substance
use. Across these 14 trials, families were referred from a range of services linked to their primary
presenting problem, including;:

e Youth justice/offending/probation or court-linked services; n=9 trials (Asscher et al., 2013;
Darnell & Schuler, 2015; Fonagy et al., 2018; Fonagy et al., 2020a; Gan et al., 2021;
Hartnett et al., 2016; Hogue et al., 2015; Humayun et al., 2017; Lee et al., 2013; Schaub et
al., 2014).

e Social/child welfare/family services; n=6 trials (Asscher et al., 2013; Fonagy et al., 2018;
Fonagy et al., 2018; Fonagy et al., 2020a; Hogue et al., 2015; Lee et al., 2013; Maya et al.,
2020; Swenson et al., 2010).

e Mental health services; n=3 trials (Fonagy et al., 2018; Fonagy et al., 2020a; Fongaro et al.,
2023; Barone et al., 2021).

e Schools; n=5 trials (Fonagy et al., 2018; Fonagy et al., 2020a; Hartnett et al., 2016; Hogue
et al., 2015; Lee et al., 2013; Barone et al., 2021).

e Self-referral; n=5 trials (Asscher et al., 2013; Fongaro et al., 2023; Hartnett et al., 2016;
Schaub et al., 2014; Duppong Hurley et al., 2020).

Interventions

In total, we identified 25 distinct parenting and whole-family interventions targeting families with
complex needs. Eighteen parenting and whole-family interventions were evaluated in a single trial
(Tables 5 and 6). The most commonly evaluated intervention was Functional Family Therapy
(FFT), which was examined in six trials (Darnell & Schuler, 2015; Gan et al., 2021; Hartnett et al.,
2016; Humayun et al., 2017; Olseth et al., 2024; Sexton & Turner, 2010). Three trials evaluated the
Family Talk Intervention (FTT; Giannakopoulos et al., 2021; Solantaus et al., 2010; Wirehag Nordh
et al., 2023) and two trials each evaluated Ecologically Based Family Therapy (EBFT; Slesnick &
Zhang, 2016; Slesnick et al., 2013), Family Check Up (FCU; Ghaderi et al., 2018; Smith et al.,
2015), Family Group Cognitive Behavioural Intervention (FG-CBI; Compas et al., 2011; Lochner et
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al., 2021), and Multisystemic Therapy (MST); Asscher et al., 2013; Fonagy et al., 2018; Fonagy et

al., 2020a).

Theoretical foundation

We first grouped interventions into overarching categories according to whether they met the
definition of a Family Therapy programme or a Parent Training programme (Table 1). Within these
categories, we further classified interventions as behavioural on non-behavioural based on their
theoretical foundation. Behavioural parenting interventions were those grounded in cognitive-
behavioural principles, parent management training or social learning theory, and focused on
observable behaviour change through structured techniques. Non-behavioural parenting
interventions were those based on systemic, relational or attachment-focused models and that
aimed to improve family dynamics, emotional regulation and communication. The theoretical
foundation of the included interventions is summarised in Table 3.

Table 3. Theoretical foundation of included interventions (RQ1—RQ3)

Theoretical
foundation

Description

Interventions

Non-behavioural

Systems theory and
strategic family therapy
12 interventions

Conceptualise behavioural problems as
embedded within broader family and
social systems. They aim to shift
dysfunctional interaction patterns,
enhance parenting skills, and improve
communication and problem-solving
within the family unit. Key techniques
included: convening multiple family
members in sessions; in-session
restructuring of family dynamics; goal-
setting focused on family-level change;
and therapist-led modelling and
coaching.

Brief Strategic Family Therapy (BSFT;
Robbins et al., 2011)

Ecologically Based Family Therapy (EBFT;
Slesnick & Zhang, 2016; Slesnick et al.,
2013)

Functional Family Therapy (FFT; Darnell &
Schuler, 2015; Gan et al., 2021; Hartnett et
al., 2016; Humayun et al., 2017; Olseth et
al., 2024; Sexton & Turner, 2010)

Family Talk Intervention (FTI;
Giannakopoulos et al., 2021; Solantaus et
al., 2010; Wirehag Nordh et al., 2023)
Integrated families and systems treatment
(I-FAST; Lee et al., 2013)
Multidimensional Family Therapy (MDFT;
Schaub et al., 2014)

Multifamily therapy (MFT; Pérez-Garcia et
al., 2020)

Multisystemic Therapy (MST; Asscher et
al., 2013; Asscher et al., 2014; Fonagy et al.,
2018; Fonagy et al., 2020a)

Multisystemic Therapy for Child Abuse and
Neglect (MST-CAN; Swenson et al., 2010)
Non-Violent Resistance programme (NVR;
Fongaro et al., 2023)

Positive Systemic Practice (PSP; Cassells et
al., 2015)

Structural-Strategic Family Therapy (SS-
FT; Hogue et al., 2015).
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Theoretical
foundation

Attachment theory
2 interventions

Description

These models are grounded in the
understanding that secure parent-child
relationships are foundational to
healthy emotional and behavioural
development. They aim to strengthen
the emotional bond between parent and
child, enhance parental sensitivity and
responsiveness, and reduce relational
trauma. Techniques often include
reflective parenting, emotion coaching,
and therapeutic work focused on
repairing disrupted attachment
patterns.

Interventions

Connect Parenting Programme (Barone et
al., 2021)

Scene-Based Psychodramatic Family
Therapy (SB-PFT; Maya et al., 2020).

Behavioural

Parent management
training and social
learning theory

7 interventions

These interventions aim to reshape
parenting behaviours through
modelling, rehearsal, feedback and
reinforcement. They often use video
vignettes, role-play and homework as
delivery mechanisms.

Boys Town In-Home Family Services (BT-
IHFS; Duppong Hurley et al., 2020)
Comet 12—18 and ParentSteps (Jalling et
al., 2016)

Family Check Up (FCU; Ghaderi et al.,
2018; Smith et al., 2015)

GREAT Families Programme (MVPP,
2013)

Parent Management Training Oregon
(PMTO; Akin et al., 2018)

Parenting Toolkit (Irvine et al., 2015)
Standard Teen Triple P (STTP; Salari et al.,
2014).

Cognitive behavioural
therapy
3 interventions

These models focus on identifying and
modifying maladaptive thoughts and
behaviours, often combining individual
and family sessions. They emphasise
skill-building, emotional regulation, and
structured problem-solving.

Alternative for Families — CBT (AF-CBT;
Kolko et al., 2018)

Family Group Cognitive Behavioural
Intervention (FG-CBI; Compas et al., 2011;
Lochner et al., 2021)

STRIVE (Support to Reunite, Involve and
Value Each Other) intervention (Milburn et
al., 2012).

Intervention setting and delivery

The interventions varied by setting, delivery format (face-to-face, online, group, or individual), and
duration (ranging from 3 sessions to 12 months). The most common setting for intervention
delivery (eight trials of eight interventions: AF-CBT; Connect; FCU; FFT; I-FAST; MFT; PSP; SS-
FT) was community mental health services (Barone et al., 2021; Cassells et al., 2015; Hartnett et
al., 2016; Hogue et al., 2015; Kolko et al., 2018; Lee et al., 2013; Pérez-Garcia et al., 2020; Smith et
al., 2015). A further eight trials (six interventions: BT-IHFS; FG-CBI; MST; Parenting Toolkit;
STRIVE; STTP) did not report a clear intervention setting or were based in unspecified community
services (Asscher et al., 2013; Compas et al., 2011; Duppong Hurley et al., 2020; Fonagy et al.,
2018; Fonagy et al., 2020a; Irvine et al., 2015; Lochner et al., 2021; Milburn et al., 2012; Salari et
al., 2014). Of the remaining trials, four (one intervention: FFT) were based within youth justice
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system services (Darnell & Schuler, 2015; Gan et al., 2021; Humayun et al., 2017; Sexton & Turner,
2010), a further seven (eight interventions: AF-CBT; Comet 12—18/ParentSteps; FCU; FFT; MST-
CAN; PMTO; SB-PFT) were based in child welfare or social services (Akin et al., 2018; Ghaderi et
al., 2018; Jalling et al., 2016; Kolko et al., 2018; Maya et al., 2020; Olseth et al., 2024; Swenson et
al., 2010), and two (two interventions: BSFT; MDFT) were based in community-based addiction
services for young people (Robbins et al., 2011; Schaub et al., 2014). The settings for one trial each
were child and young people psychiatric services (NVR programme; Fongaro et al., 2023), a crisis
shelter for children and young people (EBFT; Slesnick et al., 2013) and schools (GREAT families
Programme; MVPP, 2013). For four trials (two interventions: EBFT; FTI), adult services (mental
health, psychiatric or substance use treatment services) were the setting for intervention delivery.

Seven trials (six interventions: PMTO; BT-IHFS; MST; FFT; I-FAST; STRIVE) reported that
intervention sessions were delivered in-home (Akin et al., 2018; Duppong Hurley et al., 2020;
Fonagy et al., 2018; Fonagy et al., 2020a; Humayun et al., 2017; Lee et al., 2013; Milburn et al.,
2012; Sexton & Turner, 2010) and in two further trials (two interventions: MST; FFT), intervention
sessions were delivered both in-home or in community settings (Asscher et al., 2013; Hartnett et
al., 2016). All but one of the interventions involved face-to-face delivery of intervention sessions;
Irvine et al. (2015) examined the Parenting Toolkit, an asynchronous scenario-based e-learning
programme. One further trial (Ghaderi et al., 2018) included iComet, an internet-adapted version
of the Comet parenting programme, as the comparator.

Most interventions were delivered to individual families (n=27 trials). Of these, intervention
sessions involved the whole family in 23 trials5 and in 4 trials of parent training interventions (3
interventions: FCU, Parenting Toolkit, STTP), only parents were included (Ghaderi et al., 2018;
Irvine et al., 2015; Salari et al., 2014; Smith et al., 2015). In eight trials (five interventions: AF-CBT;
EBFT; FTT; MDFT; PSP), intervention sessions targeted the whole family, as well as the parents
and the child/young person in individually targeted sessions (Cassells et al., 2015; Kolko et al.,
2012; Kolko et al., 2018; Schaub et al., 2014; Slesnick & Zhang, 2016; Slesnick et al., 2013;
Giannakopoulos et al., 2021; Solantaus et al., 2010; Wirehag Nordh et al., 2023).

Eight trials (eight interventions: Comet 12—18/ParentSteps; Connect; FG-CBI; GREAT Families
Programme; MFT; NVR programme; SB-PFT) were of group-based interventions (Barone et al.,
2021; Compas et al., 2011; Fongaro et al., 2023; Jalling et al., 2016; Lochner et al., 2021; Maya et
al., 2020; Pérez-Garcia et al., 2020; MVPP, 2013). In five trials (four interventions: FG-CBI;
GREAT Families; MFT; SB-PFT), intervention sessions involved the whole family (Compas et al.,
2011; Lochner et al., 2021; Maya et al., 2020; Pérez-Garcia et al., 2020; MVPP, 2013). FG-CBI
(Compas et al., 2011; Lochner et al., 2021) also involved the parents and the child/young person in
separate group-based sessions. In three trials (four interventions: Comet 12—18/ParentSteps;

5 (14 interventions: AF-CBT; BSFT; BT-IHFS; EBFT; FFT; FTI; I-FAST; MDFT; MST; MST-CAN; PMTO; PSP; STRIVE
and SS-FT). Akin et al., 2018; Asscher et al., 2013; Cassells et al., 2015; Darnell & Schuler, 2015; Duppong Hurley et al.,
2020; Fonagy et al., 2018; Fonagy et al., 2020a; Gan et al., 2021; Giannakopoulos et al., 2021; Hartnett et al., 2016;
Hogue et al., 2015; Humayun et al., 2017; Kolko et al., 2018; Lee et al., 2013; Milburn et al., 2012; Olseth et al., 2024;
Robbins et al., 2011; Schaub et al., 2014; Sexton & Turner, 2010; Slesnick & Zhang, 2016; Slesnick et al., 2013;
Solantaus et al., 2010; Swenson et al., 2010; Wirehag Nordh et al., 2023
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Connect; NVR programme), only parents participated in the group-based sessions (Barone et al.,
2021; Fongaro et al., 2023; Jalling et al., 2016).

Intervention components

Across the interventions, several common components emerged, as summarised in Table 4. We
have listed therapeutic alliance here as an intervention component, as for some interventions it was
explicitly considered as such and is explored under RQ2. It is also considered under RQ4 as it
emerged as a critical delivery factor influencing implementation.

Table 4. Summary of intervention components (RQ1—-RQ3)

Intervention component

description

Intervention(s)

Therapeutic alliance
Emphasised across models as
foundational to engagement
and change.

Brief Strategic Family Therapy (BSFT; Robbins et al., 2011)
Functional Family Therapy (FFT: Hartnett et al., 2016; Humayun et
al., 2017; Olseth et al., 2024)

GREAT Families Programme (MVPP, 2013)

Integrated families and systems treatment (I-FAST; Lee et al., 2013)
Multisystemic Therapy (MST; Fonagy et al., 2018; Fonagy et al.,
2020a)

Positive Systemic Practice (PSP; Cassells et al., 2015).

Parenting skills training
Core to parent management
training and CBT-based
models; includes positive
reinforcement, discipline and
monitoring.

Boys Town In-Home Family Services (BT-IHFS; Duppong Hurley et
al., 2020)

Family Check Up (FCU; Ghaderi et al., 2018; Smith et al., 2015)
GREAT Families Programme (MVPP, 2013)

Parent Management Training Oregon (PMTO; Akin et al., 2018)
Parenting Toolkit (Irvine et al., 2015)

Standard Teen Triple P (STTP; Salari et al., 2014)

Alternative for Families — CBT (AF-CBT; Kolko et al., 2018)

Family Group Cognitive Behavioural Intervention (FG-CBI; Compas
et al., 2011; Lochner et al., 2021)

STRIVE (Support to Reunite, Involve and Value Each Other)
intervention (Milburn et al., 2012)

Comet 12—18/ParentSteps (Jalling et al., 2016).

Family communication
and problem-solving
Central to systems-based
models; often addressed
through in-session
restructuring.

Family Talk Intervention (FTI; Giannakopoulos et al., 2021;
Solantaus et al., 2010; Wirehag Nordh et al., 2023)

Functional Family Therapy (FFT; Darnell & Schuler, 2015; Gan et
al., 2021; Hartnett et al., 2016; Humayun et al., 2017; Olseth et al.,
2024; Sexton & Turner, 2010)

Multisystemic Therapy (MST; Asscher et al., 2013; Fonagy et al.,
2018; Fonagy et al., 2020a)

Scene-Based Psychodramatic Family Therapy (SB-PFT; Maya et al.,
2020)

Structural-Strategic Family Therapy (SS-FT; Hogue et al., 2015).

Psychoeducation
Used to increase
understanding of mental

Positive Systemic Practice (PSP; Cassells et al., 2015)
Family Group Cognitive Behavioural Intervention (FG-CBI; Compas
et al., 2011; Lochner et al., 2021)
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Intervention component
description

Intervention(s)

health, behaviour and family e Family Talk Intervention (FTI; Giannakopoulos et al., 2021;

dynamics. Solantaus et al., 2010; Wirehag Nordh et al., 2023).
Cultural and contextual e Non-Violent Resistance programme (NVR; Fongaro et al., 2023)
tailoring e Connect Parenting Programme (Barone et al., 2021)

Some models adapted content | ¢  parent Management Training Oregon (PMTO; Akin et al., 2018).
and delivery to reflect cultural

norms and family complexity.

Multi-component delivery
Many interventions combined
individual, parent-only, and
family sessions.

Positive Systemic Practice (PSP; Cassells et al., 2015)

Alternative for Families — CBT (AF-CBT; Kolko et al., 2018)
Multidimensional Family Therapy (MDFT; Schaub et al., 2014)
Ecologically Based Family Therapy (EBFT; Slesnick & Zhang, 2016;
Slesnick et al., 2013)

e  Family Talk Intervention (FTI; Giannakopoulos et al., 2021;
Solantaus et al., 2010; Wirehag Nordh et al., 2023)

Providers, training and fidelity

Across the included trials, delivery was largely undertaken by qualified professionals,
predominantly from mental health and social care backgrounds. Many interventions were
delivered by qualified clinicians, such as licensed therapists, psychologists, and social workers,
often with postgraduate training or specialist family therapy expertise. Some interventions had
dual-provider formats (e.g. PSP; Cassells et al., 2015). Structured training and supervision was
embedded across most interventions to ensure fidelity. Where reported, training ranged in
intensity from brief manual familiarisation (e.g. BSFT; Robbins et al., 2011 and PSP; Cassells et al.,
2015) to longer commitments including six months (AF-CBT; Kolko et al., 2018) and two years
(FTT; Solantaus et al., 2010).

The family therapy interventions were delivered by a range of professionals, with training
requirements varying in intensity and structure across programmes:

Alternatives for Families: Cognitive Behavioural Therapy (AF-CBT) was delivered by
community-based providers drawn from mental health and child welfare services. These
practitioners underwent an extensive 6-month training programme, which included a 4-day basic
workshop and 10 consultation visits (Kolko et al., 2018).

Brief Strategic Family Therapy (BSFT) was implemented by therapists, most of whom held a
master’s degree (Robbins et al., 2011). Training for BSFT was manual based, with therapists
familiarising themselves with the intervention through the programme manual.

Ecologically Based Family Therapy (EBFT) was delivered by licensed counsellors or clinical
graduate students. Training was multi-tiered, involving review of intervention videos, study of the
EBFT manual, and theoretical sessions on programme delivery (Slesnick & Zhang, 2016; Slesnick
et al., 2013).
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Functional Family Therapy (FFT) was delivered by mental health professionals, though
qualifications and training protocols varied across trials. In the US, clinicians trained in the FFT
model provided the intervention (Darnell & Schuler, 2015; Sexton & Turner, 2010), and training
followed the treatment manual protocol (including clinical training, follow-up training, and
ongoing supervision). In Singapore (Gan et al., 2021), therapists, psychologists, and social workers
with at least two years’ experience completed a structured three-phase training and
implementation protocol. In Ireland (Hartnett et al., 2016), FFT therapists with primary or
postgraduate qualifications in mental health professions completed the systematic FFT Clinical
Training Programme, which included training and supervision. In the UK trial of FFT (Humayun et
al., 2017), experienced family therapists, all trained to master’s level, were trained and supervised
by the programme development team in the US. In Norway, therapists received training and
quality assurance from FFT LLC (Olseth et al., 2024).

Family Group Cognitive Behavioural Intervention (FG-CBI) was facilitated by clinical
social workers or doctoral students in clinical psychology in a US trial (Compas et al., 2011), who
received approximately 30 hours of training using the manual and pilot session audiotapes. In a
German trial (Lochner et al., 2021), group leaders included psychology doctoral students and
trainee clinicians, all of whom received training and regular supervision after every session.

The Family Talk Intervention (FTI) was delivered by mental health professionals across
multiple countries. In Greece, providers were trained and supervised, though details were limited
(Giannakopoulos et al., 2021). In Finland, clinicians underwent an intensive 2-year training
programme comprising 17 training days annually, alongside supervision (Solantaus et al., 2010). In
Sweden, trained professionals with over 10 years’ experience delivered the intervention, though
training details were not specified (Wirehag Nordh et al., 2023).

Integrated Families and Systems Treatment (I-FAST) was implemented by practitioners
from community mental health agencies, who were trained in the I-FAST model and supported by
agency supervisors with expertise in the approach (Lee et al., 2013).

Multidimensional Family Therapy (MDFT) was delivered by licensed therapists who
completed a two-week training course on the MDFT manual, supplemented by site visits and
ongoing supervision (Schaub et al., 2014).

Multifamily Group Therapy (MFT) was facilitated by clinical psychologists and
psychotherapists trained as mental health experts (Pérez-Garcia, 2020).

Multisystemic Therapy (MST) was delivered by MST therapists following the MST training
protocol (Asscher et al., 2013). In the UK START trial, therapists also received weekly group
supervision from an MST expert (Fonagy et al., 2018; 2020a). The MST-CAN adaptation for child
abuse and neglect was delivered by psychiatrists with expertise in evidence-based
pharmacotherapy, who were trained in MST and received two weekly two-hour supervision
sessions (Swenson et al., 2010).

The Non-Violence Resistance (NVR) programme was delivered by a psychiatrist and
psychologist trained using the NVR manual (Fongaro et al., 2023).
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Positive Systemic Practice (PSP) involved two counsellors working with each parent—child
dyad, trained through the PSP treatment manual (Cassells et al., 2015).

Scene-Based Psychodramatic Family Therapy (SB-PFT) was delivered by two
psychotherapists trained in systemic therapy and psychodrama (Maya, 2020).

Structural-Strategic Family Therapy (SS-FT) was implemented by licensed marriage and
family therapists, social workers, or trainees, all of whom had prior family therapy training (Hogue
et al., 2015).

The parenting training interventions were also delivered by different types of professionals, with a
range of training requirements:

Boys Town In-Home Family Services (BT-IHFS) was implemented by Family Consultants,
who were trained service providers with at least a bachelor’s degree in human services (Duppong
Hurley et al., 2020). Training was extensive, comprising 80 hours of preservice instruction, weekly
individual supervision (including observation, coaching, and fidelity checks), and ongoing
professional development.

Comet 12-18 was delivered by two certified leaders, each completing 6 days of training plus two
booster days before facilitating nine 2.5-hour sessions (Jalling et al., 2016). Similarly, the Connect
programme relied on two certified leaders per mental health centre, trained through a
standardised protocol to deliver 10 9o-minute sessions over 10 weeks (Barone et al., 2021).

Family Check-Up (FCU) was implemented by professionals in social services and community
mental health. In a Swedish trial, providers completed four days of introductory training and two
days of expert seminars, followed by ongoing seminars during delivery (Ghaderi et al., 2018). In
the US trial, therapists with experience in parent management interventions attended a two-day
workshop and received supervision from a licensed psychologist (Smith et al., 2015).

The GREAT Families Programme (part of the Multisite Violence Prevention Project) was
facilitated by family group leaders, most of whom had master’s-level qualifications in psychology,
social work, or related fields and prior training in family systems theory. Training included
approximately 20 hours of instruction, weekly individual supervision, and participation in weekly
staff meetings (MVPP, 2013).

Parent Management Training, Oregon (PMTQ) was delivered by master’s-level clinicians
within dedicated foster care units. Training was highly structured, involving eight days of
preservice workshops, 10 additional training days over 6 to 8 months, and two days of in-person
coaching, supplemented by bi-monthly observation-based feedback (Akin et al., 2018).

Other interventions reported less detail. STRIVE was delivered by trained facilitators, though
training specifics were not provided (Milburn, 2012). Similarly, Standard Teen Triple P
(STTP) was implemented by interns who received training, but no further details were reported
(Salari et al., 2014).
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Table 5. Study characteristics for effectiveness studies (RQ1—RQ3): family therapy

Author
Country

Study design
(sample size)

Population

Intervention

Comparator

Outcomes

Child & YP
behaviours

Parent
outcomes

Adolescent behavioural problems, criminal justice involvement and/or substance use

Parenting
skills

/1

NRSI (n=539)

Asscher et Severe and Multisystemic Treatment as Externalising | Parenting Family CYP wellbeing
al., 2013 persistent Therapy (MST) usual (TAU); /behavioural | stress functioning CYP other (self-
Asscher et al,, | behavioural alternative problems Parenting skills | esteem, peers)
2014 problems treatment Maltreatment, | CYP
including including harsh | delinquency
Netherlands individual parenting CYP criminal
treatment or justice
RCT (n=256) family-based involvement
interventions
Cassells et Families with Positive Systemic | Waiting list Internalising | Not reported Family Not reported
al., 2015 adolescents with | Practice (PSP) & functioning
clinically externalising
Ireland significant problems
behavioural and
NRSI (n=262) | emotional
problems
Darnell & Young people Functional Family | Treatment as Not reported | Not reported Not reported Out-of-home
Schuler, involved in the Therapy (FFT) usual (TAU); placements
2015 criminal justice received
system standard
USA probation
supervision




Author
Country
Study design
(sample size)

Population

Intervention

Comparator

Outcomes

Child & YP
behaviours

Parent
outcomes

Parenting
skills

Fonagy et al., | Severe and Multisystemic Management as | Externalising | Not reported Family CYP criminal
2018; Fonagy | enduring violent | Therapy (MST) usual (MAU); /behavioural functioning justice
et al., 2020a | behaviour with standard care problems Parenting skills | involvement
Fonagy et al., high risk of harm, Maltreatment,
2020b recent offending including harsh

history, parenting
UK diagnosed

externalising
RCT (n=684) disorder with

prior treatment

failure, or

permanent school

exclusion
Fongaro et Adolescents with | Non-Violent Treatment as Externalising | Parental Not reported CYP prosocial
al., 2023 a diagnosis of Resistance (NVR) | usual (TAU); /behavioural | mental health behaviour

intra-familial programme non- problems Parenting CYP other
France ODD/severe pharmacological | Internalising | stress (SDQ impact)

tyrannical and problems
RCT (n=82) behaviour (DSM- pharmacological | Internalising

5 criteria) treatments &

externalising
problems

Gan et al., Young people Functional Family | Treatment as Internalising | Not reported Family Not reported
2021 involved in the Therapy (FFT) usual (TAU); & functioning

criminal justice standard externalising
Singapore system on probation problems

community services
RCT (n=120) probation
Hartnett et Socially Functional Family | Waiting list Internalising | Not reported Family Not reported
al., 2016 disadvantaged Therapy (FFT) & functioning
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Author
Country
Study design
(sample size)

Population

Intervention

Comparator

Outcomes

Child & YP
behaviours

Parent
outcomes

Parenting
skills

families of externalising
Ireland children and problems
adolescents with
RCT (n=97) behavioural
problems
Hogue et al., | Adolescents Structural- Usual care (UC); | Externalising | Not reported Not reported CYP
2015 meeting either strategic family widely available | /behavioural delinquency
DSM criteria for | therapy/Usual outpatient problems CYP sexual
USA ODD or conduct | Care-Family treatment Internalising behaviours
disorder or Therapy (UC-FT) | options problems
RCT (n=205) outpatient
substance use
treatment criteria
Humayun et | Young people Functional Family | Management as | Externalising | Not reported Family CYP
al., 2017 involved in the Therapy (FFT) usual (MAU); /behavioural functioning delinquency
criminal justice delivered by problems Parenting skills | CYP criminal
UK system referring justice
agencies involvement
RCT (n=111) through a case
worker using a
support and
counselling
model and
constructive and
diversionary
pursuits
Lee et al., Youth with DSM- | Integrated Multisystemic Internalising | Not reported Not reported Not reported
2013 IV diagnosis; Families and therapy (MST) &
predominantly Systems externalising
USA ADHD and problems
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Author
Country
Study design
(sample size)

Population

Intervention

Comparator

Outcomes

Child & YP
behaviours

Parent
outcomes

Parenting
skills

disruptive Treatment (I-
NRSI (n=126) | behaviour FAST)
disorders
Maya et al., Families with Scene-Based Unclear; no Externalising | Not reported Family CYP other
2020 adolescents with | Psychodramatic intervention /behavioural functioning (emotional
Maya et al., problematic Family Therapy provided problems intelligence,
2018 behaviours from | (SB-PFT) peer
‘priority attachment)
Spain neighbourhoods’
NRSI (n=216)
Olseth et al., | Referred to Child | Functional Family | Treatment as Externalising | Not reported Not reported CYP
2024 Welfare Services | Therapy (FFT) usual (TAU); /behavioural delinquency
because the youth regular services | problems CYP other
Norway exhibited severe including other | Internalising (social skills,
disruptive interventions problems academic
RCT (n=161) behaviour (e.g. MST) performance,
adaptive
functioning,
negative peers)
Pérez-Garcia | Adolescents with | Multifamily Treatment as Externalising | Not reported Not reported CYp
et al., 2020 diagnoses of Therapy (MFT) usual (TAU); /behavioural delinquency
behavioural individual problems
Spain problems psychotherapy Internalising
(cognitive- problems
RCT (n=116) behavioural
approach)
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Author
Country
Study design
(sample size)

Population

Intervention

Comparator

Outcomes

Child & YP
behaviours

Parent
outcomes

Parenting
skills

Robbins et Adolescent Brief Strategic Treatment as Externalising | Parent Family CYP criminal
al., 2011 receiving Family Therapy usual (TAU); /behavioural | substance use functioning justice
Horigian et al., | substance use (BSFT) included problems involvement
2015a; treatment from individual CYP substance
Horigian et al., | an outpatient and/or group use
2015b community therapy, parent CYpP
treatment training groups, employment
USA provider non-manualised
family therapy,
RCT (n=471) and case
management
Schaub et al., | Adolescents with | Multidimensional | Individual Externalising | Not reported Family Not reported
2014 cannabis use Family Therapy psychotherapy /behavioural functioning
disorder (MDFT) problems
Europe Internalising
(Germany, problems
Belgium,
Switzerland,
Netherlands
and France)
RCT (n=450)
Sexton & Young people Functional Family | Treatment as Not reported | Not reported Not reported CYP criminal
Turner, 2010 | involved in the Therapy (FFT) usual (TAU); justice
criminal justice received involvement
USA system traditional
probation
RCT (n=917) services
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Author Population Intervention Comparator Outcomes
Country
Study design Child & YP | Parent Parenting
(sample size) behaviours | outcomes skills
Slesnick et Adolescents who | Ecologically Motivational Externalising | Not reported Not reported Not reported
al., 2013 had run away Based Family Interviewing /behavioural
from home and Therapy (EBFT) (MI) or problems
USA met DSM-IV Community Internalising
criteria for Reinforcement problems
RCT (n=179) alcohol or drug Approach (CRA)
abuse or
dependence
Child welfare involvement
Kolko et al., | Families at risk of | Alternatives for Treatment as Externalising | Not reported Family Not reported
2018 or with histories Families: usual (TAU); /behavioural functioning
Kolko et al., of child physical | Cognitive training as problems Parenting skills
2012 abuse Behavioural usual, but no Maltreatment,
Therapy (AF- further details including harsh
USA CBT) parenting
RCT (n=195)
Swenson et Youth and parent | Multisystemic Enhanced Externalising | Parental Maltreatment, | CYP other
al., 2010 implicated in Therapy for Child | outpatient /behavioural | mental health including harsh | (social skills)
Child Protective | Abuse and treatment: problems Parenting parenting
USA Services report of | Neglect (MST- standard Internalising | stress
physical abuse CAN) services problems
RCT (n=86) provided as well

as enhanced
engagement and
parent training
interventions
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Author
Country

Study design
(sample size)

Population

Intervention

Families with parental depression

Comparator

Outcomes

Child & YP
behaviours

Parent
outcomes

Parenting
skills

/1

Compas et Parents with Family Group Written Externalising | Parental Parenting skills | CYP psychiatric
al., 2011 current or past Cognitive information /behavioural | mental health Family outcomes
Compas et al., | major depressive | Behavioural (WI); modelled | problems functioning CYP wellbeing
2010; Compas | disorder during intervention (FG- | on a self-study Internalising
etal., 2015; the lifetime of CBI) programme problems
Bettis et al., their child or
2018; Sullivan | children
et al., 2018;
Ciriegio et al.,
2025
USA
RCT (n=180)
Giannakopo | Parents with a Family Talk Let’s Talk about | Internalising | Parental Family CYP prosocial
ulos et al., single episode or | intervention (FTI) | Children (LTC) | & mental health functioning behaviour
2021 recurrent major externalising CYP HR
depressive problems QoL
Greece disorder Internalising
clinician-based problems
RCT (n=62) diagnoses (ICD-
10)
Lochner et Parents with Family Group Usual Care Externalising | Parental Parenting skills | CYP emotional
al., 2021 current or past Cognitive (UC); no /behavioural | mental health regulation
Lochner et al., | major depressive | Behavioural intervention but | problems CYP other
2023 disorder during intervention (FG- | were entitled to | Internalising
the lifetime of CBI / ‘GuG-Auf) | receive support | problems

Germany

from the usual
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Author Population Intervention Comparator Outcomes
Country
Study design Child & YP | Parent Parenting
(sample size) behaviours | outcomes skills
their child or healthcare
RCT (n=100) children system
Solantaus et | Families Family Talk Let’s Talk about | Internalising | Parental Not reported Not reported
al., 2010 receiving services | intervention (FTI) | Children (LTC); | problems mental health
at community close to practice
Finland mental health as usual
agencies
RCT (n=119)
Wirehag Parents Family Talk Treatment as Internalising | Parental Family Not reported
Nordh et al., | diagnosed with intervention (FTI) | usual (TAU); & mental health functioning
2023 depression, and Let’s Talk other externalising
anxiety, or about Children interventions problems
Sweden bipolar disorder (LTC) available in
and in routine routine care
NRSI (n=62) psychiatric care
Parental substance use
Slesnick & Mothers who Ecologically Women’s health | Internalising | Parent Family Not reported
Zhang, 2016 | sought outpatient | Based Family education & substance use functioning
Zhang & substance use Therapy (EBFT) (WHE) externalising | Parent mental
Slesnick, 2017; | treatment problems health
Zhang &
Slesnick, 2018;
Wu & Slesnick,
2019
USA
RCT (n=183)
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Table 6. Study characteristics for effectiveness studies (RQ1-RQ3): parent training

Author
Country
Study

design
(sample
size)

Population

Intervention

Comparator

Outcomes

Child and YP
behaviour

Parent
outcomes

Adolescent behavioural problems, criminal justice involvement and/or substance use

Parenting
skills

/1

Barone et Mothers Connect Waiting list Externalising/ Not reported Not reported CYP wellbeing
al., 2021 seeking parenting behavioural (anxious and
consultation programme problems avoidant
Italy for their Internalising attachment)
adolescent’s problems
RCT (n=100) | behavioural
problems
Duppong Families who | Boys Town In- Treatment as Internalising & | Parenting stress | Family Not reported
Hurley et called a family | Home Family usual (TAU); externalising functioning
al., 2020 helpline for Services included support | problems Parenting skills
assistance program (BT- related to their
USA with IHFS) emotional or
parenting or behavioural
RCT (n=300) | child health needs
behaviour
issues
Ghaderi et Families with | Family Check iComet Externalising/b | Not reported Family CYP prosocial
al., 2018 a child with Up (FCU) ehavioural functioning behaviour
conduct problems
Sweden problems Internalising
problems
RCT (n=231) Internalising &
externalising
problems
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Population

Intervention

Comparator

/1

Outcomes

Child and YP
behaviour

Parent
outcomes

Parenting
skills

PaATCILINg Externalising/b | Not reported Parenting skills | Parent other
2015 with at least Toolkit ehavioural (intentions, self-
four problem | (behavioural problems efficacy)
USA behaviours parenting
(e.g., poor training)
RCT (n=307) | grades,
trouble at
school, drug
use,
associating
with
troublesome
peers)
Jalling et Adolescents Comet 12— Waiting list (six Internalising & | Not reported Not reported CYp
al., 2016 at risk of 18/ParentSteps | months) externalising delinquency
consolidating problems CYP substance
Sweden antisocial Externalising/b use
behaviour ehavioural
RCT (n=271) problems
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Population

Intervention

Comparator

Child and YP
behaviour

Parent
outcomes

Parenting
skills

§ Featment a Not reported Not reported Not reported CYP

al., 2012 homeless (Support to usual (TAU); delinquency

youth who Reunite, Involve | received standard CYP sexual
USA had been and Value Each | care from the behaviours

away from Other) cognitive | agencies that CYP substance
RCT (n=151) home for at behavioural referred them or use

least two intervention were given

nights in the appropriate

past six referrals

months, but

not been away

for more than

six months,

and had the

potential to

return home
Multisite High-risk GREAT Families | No intervention Externalising/b | Not reported Family CYP other
Violence sixth graders | Programme ehavioural functioning (exposure to
Prevention | targeted due (MVPP selective problems Parenting skills | violence,
Project to elevated intervention) victimisation,
(MVPP), aggression social cognitive
2013 and social characteristics,
MVPP, 2014a; | influence self-efficacy)
MVPP 2014b;
Matjasko et
al., 2013
USA
RCT (n=37
schools)
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Population

Intervention

Comparator

Child and YP
behaviour

Parent
outcomes

Parenting
skills

/1

Outcomes

17 o Al cel g Externalising/b | Parental mental | Family CYP prosocial
2014 teenagers Triple P (STTP) ehavioural health functioning behaviour
with concerns problems Parenting skills | CYP other (SDQ
Australia about their Internalising impact)
behaviour and problems
NRSI (n=62) | scored in the Internalising &
borderline or externalising
clinical range problems
on the SDQ
Smith et al., | Families Family Check Treatment as Externalising/b | Not reported Parenting skills | Not reported
2015 seeking Up (FCU) usual (TAU); ehavioural
services from typical services problems
USA community provided in
mental health Community
RCT (n=82) agencies for a Mental Health
wide range of agencies

behavioural
and
emotional
issues
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Country
Study Child and YP | Parent Parenting
design behaviour outcomes skills
(sample
size)
Child welfare involvement
AKkin et al., Biological Parent Treatment as Not reported Parental mental | Family Reunification
2018 families of Management usual (TAU); health functioning rates (two+
Akin & children Training Oregon | services as usual Parent Parenting skills | years)
McDonald, newly (PMTO) in the foster care substance use
2018 entering or agencies (case
re-entering management)
USA foster care,
and identified
RCT (n=918) | as having
emotional
and/or
behavioural
problems
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Outcomes

Outcomes measured

The included studies reported a range of outcome measurement tools which are reported in Table

7.

Table 7. Summary of outcome measures across effectiveness studies (RQ1—RQ3)

Outcome

Parenting skills

‘ Measured by

Maltreatment (including
harsh parenting)
4 studies

Parent-child CTS (Kolko et al., 2018; Swenson et al., 2010)

Weekly report of abuse indicators (Kolko et al., 2018)

Brief child abuse potential (Kolko et al., 2018)

Official CWS records (Kolko et al., 2018; Swenson et al., 2010)

APQ Corporal punishment (Fonagy et al., 2018; Fonagy et al.,
2020a)

Inept discipline assessed by two indicators: PDI harsh discipline and
other punishments (Asscher et al., 2013)

Positive parenting
9 studies

APQ Positive parenting score (Fonagy et al., 2018; Fonagy et al.,
2020a; Kolko et al., 2018; Duppong Hurley et al., 2020)

Positive discipline assessed by four indicators: PDI consistency and
inductive discipline, parenting practices questionnaire, behavioural
control and parental monitoring from an unnamed scale (Asscher et
al., 2013)

CII observed positive parenting behaviour (Asscher et al., 2013)
Hot topics’ measure observed positive parenting (Humayun et al.,
2017)

IFIRS Positive parenting (Compas et al., 2011)

ESI Positive parenting (praise, support) based on the parenting style
inventory (Lochner et al., 2021)

PPS Parental monitoring (Matjasko et al., 2013)

FIT Effective parenting (Akin et al., 2018)

Effective and positive parenting assessed by three indicators:
positive behaviour support, positive proactive parenting and
negative parenting behaviours from parenting self-report
questionnaires (unnamed) (Smith et al., 2015)

Negative parenting
5 studies

APQ Inconsistent discipline (Fonagy et al., 2018; Fonagy et al.,
2020a; Duppong Hurley et al., 2020)

Inept discipline assessed by PDI harsh discipline and PDI other
punishments (Asscher et al., 2013)

CII observed inept discipline (Asscher et al., 2013)

APQ Poor parental monitoring (Humayun et al., 2017; Duppong
Hurley et al., 2020)

IFIRS Negative parenting (Compas et al., 2011)

ESI Negative parenting (criticism, restraint, inconsistency) (Lochner
etal., 2021)

FIT Ineffective discipline (Akin et al., 2018)

PSA Parenting/discipline style from the (PSA) (Irvine et al., 2015;
Salari et al., 2014)

Family functioning
19 studies

SCORE Family adjustment (Hartnett et al., 2016; Cassells et al.,
2015)
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Outcome

/1

‘ Measured by

SCORE Problem severity (Hartnett et al., 2016)

FACES-IV Family functioning (Fonagy et al., 2018)

Quality of parent-adolescent relationships assessed by four
indicators: NPQ Responsiveness, PSI (Acceptance of the child), NRI
Conflict and antagonism, and PACS Problems in communication
(Asscher et al., 2013)

CII observed Quality of parent-adolescent relationships (Asscher et
al., 2013)

IPPA Parent attachment (Maya et al., 2018)

Family functioning based on a composite scale; PPQ Positive
parenting, discipline effectiveness, avoidance of discipline and
monitoring and FES Cohesion and conflict (Robbins et al., 2011)
FES Family conflict (Schaub et al., 2014)

FES Family cohesion (Schaub et al., 2014)

FAD Family functioning (Kolko et al., 2018; Duppong Hurley et al.,
2020)

B-CAP Family conflict (Kolko et al., 2018)

FAD General functioning scale (Gan et al., 2021; Giannakopoulos et
al., 2021)

PLOC Perceived Parental Control of Child Behaviour (Wirehag
Nordh et al., 2023)

ACRS Family warmth and conflicts (Ghaderi et al., 2018)

Parent outcomes

Parenting stress
3 studies

PSI Parental competence (Asscher et al., 2013)
PSI — Short form (Fongaro et al., 2023)
CGSQ (Duppong Hurley et al., 2020)

Parental mental health
7 studies

BDI (Compeas et al., 2010; Giannakopoulos et al., 2021; Solantaus et
al., 2010)

Spielberger State Anxiety Inventory (Giannakopoulos et al., 2021)
BSI Global Severity Index (Swenson et al., 2010)

BSI Positive Symptom Total Scale (Swenson et al., 2010)

Hospital Anxiety and Depression (Fongaro et al., 2023)

Depression, Anxiety and Stress Scale (Salari et al., 2014)

North Carolina Family Assessment Scale (Akin et al., 2018)

Parental substance abuse
3 studies

Addiction Severity Index-Lite (Horigian et al., 2015a)
Structured interview — Form-9o0 (Slesnick & Zhang, 2016)
North Carolina Family Assessment Scale (Akin et al., 2018)

Child and young person behaviours

Child or young person
externalising/behavioural
problems

22 studies

Achenbach System of Empirically Based Assessment (ASEBA) CBCL
(Asscher et al., 2013; Fongaro et al., 2023; Hogue et al., 2015; Olseth
et al., 2024; Schaub et al., 2014; Slesnick et al., 2013; Swenson et al.,
2010; Compas et al., 2011; Lochner et al., 2021; Jalling et al., 2016)
ASEBA YSR (Pérez-Garcia et al., 2020; Asscher et al., 2013; Hogue
et al., 2015; Schaub et al., 2014; Slesnick et al., 2013; Compas et al.,
2011; Lochner et al., 2021; Jalling et al., 2016)

ASEBA Adult Self Report (Horigian et al., 2015b)

ASEBA ABCL (Fonagy et al., 2018; Fonagy et al., 2020a)

SDQ (Fonagy et al., 2018; Fonagy et al., 2020a; Barone et al., 2021,
Salari et al., 2014; Smith et al., 2015; Ghaderi et al., 2018)
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Measured by

e Adolescent Parent Account of Child Symptoms (Humayun et al.,
2017)

e Vanderbilt ADHD Parent Diagnostic Rating Scale (Kolko et al.,
2018)

e Eyberg Child Behaviour Inventory (Irvine et al., 2015)

e Other: Anti-social behaviour (unnamed) (Maya et al., 2020; MVPP,
2013)

e ASEBA CBCL (Fongaro et al., 2023; Hogue et al., 2015; Olseth et al.,
2024; Schaub et al., 2014; Slesnick et al., 2013; Swenson et al., 2010;
Compas et al., 2011; Lochner et al., 2021)

Child or young person e ASEBAYSR (Pérez-Garcia et al., 2020; Hogue et al., 2015; Schaub et
internalising problems al., 2014; Slesnick et al., 2013; Compas et al., 2011; Lochner et al.,
13 studies 2021)

e ASEBA ABCL (Fonagy et al., 2018; Fonagy et al., 2020a)

e SDQ (Fongaro et al., 2023; Barone et al., 2021; Salari et al., 2014;
Ghaderi et al., 2018)

e ASEBA CBCL (Fongaro et al., 2023; Swenson et al., 2010; Jalling et

al., 2016)
e ASEBAYSR (Jalling et al., 2016)
Child or young person e ASEBA ABCL (Fonagy et al., 2018; Fonagy et al., 2020a)
internalising/externalising | ¢ SDQ (Hartnett et al., 2016; Cassells et al., 2015; Fongaro et al.,
problems 2023; Giannakopoulos et al., 2021; Wirehag Nordh et al., 2023;
12 studies Solantaus et al., 2010; Salari et al., 2014; Ghaderi et al., 2018;

Duppong Hurley et al., 2020)
e Ohio Scale (Lee et al., 2013)
e Youth Outcome Questionnaire (Gan et al., 2021)

Other outcomes

e Subsequent out-of-home placement following release from
placement (Darnell & Schuler, 2015)
Child welfare ¢ Out-of-homes placement (Fonagy et al., 2018)

2 studies e Reunification, legal discharge from foster care to a parent (Akin &
McDonald, 2018)
e Days saved in foster care (Akin & McDonald, 2018)
ABCL — Adult Behavioural Checklist; ACRS — Adult-Child Relationship Scale; APQ — Alabama Parenting Questionnaire; ASEBA —
Achenbach System of Empirically Based Assessment; B-CAP — Brief Child Abuse Potential; BDI — Beck Depression Inventory; BSI —
Brief Symptom Inventory; CBCL — Child Behaviour Checklist; CGSQ — Caregiver Strain Questionnaire; CII — Coder Impressions
Inventory; CTS — Conflict Tactics Scale; CWS — Child Welfare Services; ESI — Erziehungsstil-Inventar; FACES-IV — Family Adaptability
and Cohesion Evaluation Scale IV; FAD — Family Assessment Device; FES — Family Environment Scale; FIT — Family Interaction Task;
IFIRS — Iowa Family Interaction Rating Scales; IPPA — Inventory of Parent and Peer Attachment; NPQ — Nijmegen Parenting
Questionnaire; NRI — Network of the Relationship Inventory; PACS — Parent-adolescent Communication Scale; PDI — Parenting
Dimensions Inventory; PLOC — Parental Locus of Control questionnaire; PPS — Parenting Practices Scale; PSA — Parenting Scale,
Adolescent version; PSI — Parenting Stress Index; SCORE — Systemic Clinical Outcomes and Routine Evaluation; SDQ — Strengths and
Difficulties Questionnaire; YSR — Youth Self Report.

Follow-up periods

Across the 35 trials, assessment schedules most commonly included follow-up at 6 months (n=16
trials) and 12 months (n=12 trials). Grouped by length of follow-up, 30 trials reported short-term
follow-up (post-test up to 6 months post-intervention), 13 trials reported medium-term follow-up
(>6 months up to 12 months) and 9 trials reported long-term follow-up (more than 12 months).
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For the review of implementation, 59 studies of 15 interventions described barriers and enablers to
successful intervention. This included 25 qualitative studies, 14 quantitative studies, 13 mixed
methods studies and 7 intervention description and theory papers. Study characteristics are
described in Table 8.

Review of implementation (RQ4)

Based on the GRADE CERQual assessment, we had high confidence in three of the implementation
factors identified: a strong therapeutic alliance between the facilitator and parent or carer to
increase engagement, the impact of provider organisation readiness and culture on successful
implementation and fidelity and combining training and reflective supervision to increase staff
confidence to implement the parenting interventions. We had moderate confidence in our findings
relating to hybrid delivery platforms, cultural considerations for adapting programmes, facilitating
practitioner characteristics and the role of leaders in staffing parenting interventions. Our
confidence in our findings relating to group delivery formats, manualised interventions,
information systems and wider ecological systems was low. A full summary of the GRADE
CERQual assessment is included in Appendix F.

Table 8. Study characteristics for implementation studies (RQ4)

Programme
Author(s) Metl.lo.ds Implementation factors
Participants
Country(s)
Alternatives for [1-3] Quantitative | Delivery platform (community)
Families: Cognitive | RCT Facilitators: accessible, safe, non-stigmatising
Behavioural Barriers: staff availability, scheduling, confidential spaces,
Therapy (AF-CBT) [1] n=216; [2] administrative and safeguarding burden on hosting schools
n=182; [3] n=195 | Cultural considerations
[1] Kolko et al., 2012; Facilitators: emphasis on understanding family’s cultural,
[2] Kolko et al., 2018; parenting, religious background, translation of materials
[3] Herschell et al., Practitioner characteristics
2012 Facilitators: relevant qualification, training in therapy
approach, experience working with families and trauma,
USA flexibility
Staffing

Barriers: time to train multi-agency partners (school staff,
managing staff turnover, engagement of families and
funders.

Organisational culture

Facilitators: year-long national training programme,
learning collaborative model, ongoing case consultation and
fidelity monitoring

Barriers: workforce stress, minimal agency support, high
staff turnover
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Programme
Author(s)
Country(s)

Methods

Participants

/1

Implementation factors

Connect parenting
programme
(Connect)

[1] Kristen et al., 2024;
[2] Osman et al., 2019;

[3] Osman et al., 2024

Sweden

Qualitative; [1]
focus groups; [2]
semi-structured
interviews; [3]
focus groups and
semi-structured
interviews

[1] n=28; [2] n=
50; [3] n=19

Delivery platform (online)

Facilitators: accessible for geographically isolated families,
easier access to facilitators in native language

Barriers: low access and digital literacy among forcibly
displaced populations

Cultural considerations

Facilitators: delivery in participant’s language improved
understanding, engagement and discussion. Shared cultural
background with group leader increased trust and
empowered participants. Account for cultural differences in
parenting styles

Barriers: recruiting and retaining culturally appropriate
group leaders, culturally adapted programmes not
prioritised

Staffing

Facilitators: leaders take ownership of programme
Organisational climate

Facilitators: culture of multi-agency collaboration

Barriers: lack of clarity on multi-agency responsibilities
Ecological system

Barriers: civil organisations lack resources to sustain
programmes, parenting interventions not prioritised by
political leaders, and non-evidence-based programmes
perceived as quicker, cheaper and less resource-intensive to
implement.

Ecologically based
family therapy
(EBFT)

[1] Cully et al., 2018;
[2] Marchionda &

Slesnick, 2013

USA

[1] Descriptive;
[2] Mixed
methods,
structured
interviews,
questionnaires

[2] n=18

Therapeutic relationship

Facilitators: non-judgemental, advocates for family, use
therapeutic techniques to foster empathy, tailored support.
Higher levels of communication associated with higher
parent retention

Barriers: families presenting in crisis can make it
challenging to create engagement and safe therapeutic
space. Maintaining a balance of communication between
parent and child

Training and supervision

Facilitators: Comprehensive training improves adherence
and competence.

Family Check Up
(FCU)

[1] Lundgren et al.,
2023; [2] Mauricio et
al., 2021; [3] Mauricio
et al., 2019; [4] Ryding,
2020

[1] Mixed
methods, focus
group, semi-
structured
interviews,
questionnaires;[2
1 Descriptive; [3]

Delivery setting (community)

Facilitator: give family choice in location

Group delivery

Facilitators: reduce parent or carer isolation and stigma
Therapeutic relationship

Facilitators: tailored, empathic support builds trust
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Programme
Author(s)
Country(s)

Methods
Participants

Quantitative pre-

Implementation factors

Barriers: shame, past negative experiences and being

USA and post- unaware of support available can hinder engagement
measures; Staffing
[4] Qualitative Facilitators: leaders champion for parenting intervention,
focus groups leaders connected at regional level, implement policies to
support implementation into practice, certification required
[1]1n=92; [3] in job descriptions
n=112; [4] n=19 Barriers: leadership turnover, lack of leadership support to
integrate staff training
Organisational climate
Facilitators: provider readiness assessment
Barriers: provider readiness, provider turnover, staff
turnover, competing priorities, preference for home grown’
models
Training and supervision
Facilitators: iterative practical training, protected time to
attend
Barriers: lack of time to learn and implement, certification
process and videoing sessions for fidelity viewed as
burdensome.
Family Group [1] Qualitative Delivery setting (online)
Cognitive focus groups & Barriers: more screen time for children
Behavioural semi-structured Group delivery
Intervention (FG- interviews; [2] Facilitators: sharing experiences with others facing similar
CBI)/iComet/Gug Quantitative challenges
Auf questionnaire Barriers: parent hesitancy to share due to fears of judgment
Therapeutic relationship
[1] Claus et al., 2019; [2] | [1] n=40; [2] Facilitators: having an independent facilitator to discuss
Joder et al., 2025 n=274 parental mental health with children reassured parents and
reduced guilt
Germany Barriers: alternating group leaders reduced consistency and
trust, sessions not sufficiently tailored to family needs.
Boys Town: In- [1] Mixed Manualised intervention

Home Family
Services
Programme (BT-
IHFS)

[1] Coen, et al., 2013;
[2] Thompson & Koley,

2014

USA

methods, survey,
semi-structured
interviews;

[2] Descriptive

[1] n=121

Facilitators: assessment tools and family plans facilitated
sensitive conversations

Barriers: assessment tool too long — adaptation made
Cultural considerations

Facilitators: cultural sensitivity and respect for family
norms

Therapeutic relationship

Facilitators: Active listening and identifying ‘quick win'
support when engaging families builds trust. Personalised
support to family. Consistency and accountability
Training and supervision
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Programme
Author(s)
Country(s)

Methods

Participants

/1

Implementation factors

Facilitators: supervisions support autonomy and
accountability. Peer support to manage challenges. Access
to psychology support

Barriers: overwhelming volume of information, lack of
practical elements. Supervision could feel overly model-
driven and intrusive

Organisational climate

Barriers: staff capacity.

Family Talk
intervention (FTI)

[1] Beardslee et al.,
2010; [2] Furlong et
al., 2021; [3] Mulligan
et al.,, 2021; [4] Strand
& Meyersson, 2020;
[5] Strand &
Rudolfsson, 2017; [6]
Pihkala et al., 2017

USA, Ireland, Sweden

[1] Mixed
methods, surveys,
focus groups,
semi-structured
interviews; [2]
Qualitative, semi-
structured
interviews, focus
groups; [3,4,5]
Qualitative, semi-
structured
interviews; [6]
Mixed methods,
semi-structured
interviews,
questionnaire

[1] n=45; [2]
n=41; [3] n=45;
[4] n=15; [5]
n=11; [6] n=24;

Manualised intervention

Facilitators: provide safety and guidance, structure to ask
sensitive questions

Barriers: time and effort required for facilitators and
families, suitability for parents with low mental functioning
Cultural considerations:

Facilitators: bilingual, bicultural staff improved accessibility
and trust

Provider characteristics

Facilitators: experience of therapeutic approaches,
experience in cross-agency working

Therapeutic relationship

Facilitators: safe, non-judgemental, openness, feel able to
express needs

Barriers: Family crisis or relapse, parental readiness,
change in staff

Staffing

Facilitators: Stable, experienced leadership. Leaders
committed to programme, raise awareness, encourage
collaboration and prompt referrals. Commitment to long-
term implementation

Organisational climate:

Facilitators: provider readiness assessment, involve staff at
all levels in implementation. Parenting intervention aligns
with organisational vision

Barrier: staff shortages, high turnover, capacity, ideological
resistance, history of poor interagency collaboration,
reluctance of partners to refer families

Training and supervision

Facilitators: shared, interactive training across all staff
levels

Ecological system

Barriers: siloed services, crisis-orientated policy, lack of
transparency around funding, reduced funding.
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Programme
Author(s)
Country(s)

Let’s Talk about
Children (LTC)

[1] Allchin et al., 2022;
[2] Allchin et al.,
2020a; [3] Allchin, et
al., 2020b; [4] Karibi
& Arblaster, 2019; [5]
Maybery et al., 2019;
[6] Tchernegovski et
al., 2015

Australia

Methods
Participants

[1] Descriptive;
[2, 4] Qualitative,
semi-structured
interviews; [3,6]
Mixed methods,
semi-structured
interviews,
questionnaires;
[5] Mixed
methods, quasi-
experimental,
semi-structured
interviews

[2] n=16; [3]
n=96; [4] n=10;
[5] n=39; [6]
n=21

Implementation factors

Manualised intervention

Barriers: need to adapt model due to diagnosis, severity,
socio-economic and cultural factors. Long assessment tools
— lack of fidelity

Therapeutic relationship

Facilitators: partnership with parents, acknowledging their
expertise, transparency about purpose, non-judgemental
Barriers: parent readiness, stressors, past negative
experiences, stigma, fear of removal

Staff characteristics

Facilitators: experience with parenting interventions,
engagement skills, flexibility and reflexive, open to change
Barriers: lack of confidence working with children
Staffing

Facilitators: leaders prioritising programme and driving
and sustaining change

Organisational climate

Facilitators: programme aligns with organisational vision,
integrates intervention into policy, recruitment and
infrastructure

Barriers: understaffing, high caseloads, prioritising crisis
response, scheduling conflicts

Training and supervision

Facilitators: post-training support, practice-based elements,
online training, flexible and accessible

Barriers: lack of time to attend, lack of follow-up sessions
and supervision

Ecological system

Barriers: sector-wide policy or provider changes, clash with
family as expert, preventative approaches and
individualised, crisis-response driven policy.

Functional Family
Therapy (FFT)

[1] Celinska (2015; [2]
McPherson et al.,
2017; [3] Hartnett et
al., 2017; [4] Collyer et
al., 2021; [5] Gan et
al., 2019; [6] Lange et
al., 2023; [7] Duncan
et al., 2011; [8]
Economidis et al.,
2023; [9] Watkins et
al., 2020; [10]

[1,6,9, 10] Mixed
methods, semi-
structured
interviews,
questionnaire;
[2,3,4,8,11,12]
Qualitative semi-
structured
interviews; [5]
Quantitative
fidelity data; [7]
Quantitative
Delphi study

Delivery setting (online)

Facilitators: flexible, comfortable, safe

Barriers: technical issues, reduced awareness of family
context, therapist more risk-averse, difficulty managing
sessions

Cultural considerations

Facilitators: language adaptations, accounting for cultural
approaches to parenting and emotional expression
Staff characteristics

Facilitators: belief programme can produce change,
openness, flexibility, previous experience of similar
interventions

Therapeutic relationship
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Programme
Author(s)
Country(s)

Methods

Participants

/1

Implementation factors

Shakeshaft et al.,
2020; [11] Raffel et al.,
2013; [12] Thoresen et
al., 2025

USA, Australia, UK,
Ireland

[1] n=147; [2]
n=32; [3] n=9; [4]
n=29; [5] n=92;
[6] n=3009; [7]
n=18; [8] n=72;
[9]1 n=96; [10]
n=336; [11] n=16;
[12] n=78

Facilitators: constructive listening, tailored support,
manageable pace, non-authoritative, strengths-based,
consistency, credibility, equal support for all family
members

Barriers: feeling not consulted, family stressors, logistical
challenges, negative past experiences, unclear about the
benefit, perceived pressure to participate

Staffing

Barriers: burnout

Organisational climate

Barriers: scepticism about model, administrative burden,
high caseloads, staff capacity, lack of clarity around
eligibility criteria, lack of readiness, poor multi-agency
communication

Training and supervision

Facilitators: strengths-based supervision, interactive
training, real-time feedback and performance assessment to
support fidelity and adaptation

Barriers: logistics and costs of external trainer, lack of
support for ongoing learning, insufficient up-front training.

Integrated Families
and Systems
Treatment (I-FAST)

Lee et al., 2012

Qualitative focus
groups

n=26

Organisational climate

Facilitators: multi-agency collaboration through initial
meetings with professional partners to build trust. Mutual
respect and shared goals. Role clarity.

USA
Multisystemic [1] Quantitative Delivery setting (community)
Therapy (MST) RCT; [2] Facilitators: convenient, flexible, accessible
Qualitative, focus | Staff characteristics
[1] Fonagy et al., groups; [3] Facilitators: flexibility, regular collaboration with multi-
2020a; [2] Hebert et Mixed methods, agency partners, resilience, empathy, strong work ethic,

al., 2014; [3] Butler et
al., 2017; [4]
Henggeler, 2011; [5]
Tighe et al., 2012; [6]
Fox & Ashmore, 2015

UK, USA

semi-structured
interviews, pilot
study; [4,6]
Descriptive; [5]
Qualitative, semi-
structured
interviews

[1] n=743; [2]
n=5; [3]1 n=96; [5]
n=37

good clinical knowledge

Therapeutic relationship

Facilitators: non-judgemental, practical, proactive,
consistent, strengths-based, wider ecological system,
improve mutual understanding.

Barriers: past negative experiences, unequal priority given
to family members, family stressors.
Organisational climate

Facilitators: regular meetings with collaborators,
organisational alignment with programme, growth
opportunities and job satisfaction for staff
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Programme
Author(s)
Country(s)

Methods
Participants

Implementation factors

Barriers: competing responsibilities, scheduling, capacity,
large caseloads. Unclear referral processes

Training and supervision

Facilitators: group supervision fosters peer support and
learning, learn from hands-on experience through regular
supervision

Barriers: overwhelming volume of content.

Parent
Management
Training Oregon
(PMTO)

[1] Akin, 2016; [2]
Bryson et al., 2014; [3]
Akin et al., 2013; [4]
Forgatch & Kjebli,
2016; [5]
Sigmarsdottir, &
Gudomundsdottir,
2013; [6] Holtrop et
al., 2014

USA, Norway

[1] Qualitative,
focus groups,
semi-structured
interviews; [2,5]
Quantitative,
usability study;
[3] Quantitative,
RCT; [4]
Descriptive
mixed methods,
RCT, semi-
structured
interviews, focus
groups, case
study; [6]
Qualitative, semi
structured
interviews

[1] n=24; [2]
n=262; [3] n=117;
[5] n=16; [6]
n=20;

Cultural considerations

Facilitator: tailoring for diverse populations, including
trauma-experienced families. Adapt materials to languages
and cultures

Therapeutic relationship

Facilitators: trust, credibility, emotional support
Organisational climate

Facilitators: strong collaboration and problem-solving
culture, readiness and alignment of programme with
organisational vision, modification of staffing requirements
to include programme.

Barriers: lack of understanding of referral process
Staffing

Facilitators: clearly defined roles, decision-making process
and communication protocols. Feedback loops to consult
staff. Committed leader engaging in recruitment, training,
oversight and fidelity assurance

Training and supervision

Facilitators: strengths-based coaching, active learning and
real-world problem-solving; fidelity measures increased
accountability; supervision provides a feedback loop
Barriers: time to attend.

Scene-based
Psychodramatic
Family Therapy
(SB-PFT)

Maya et al., 2020

Qualitative, focus
groups

n=110

Group delivery
Facilitators: peer support from others in same situation,
opportunity for emotional expression.

Spain

Support to Reunite, | [1, 2] Qualitative, | Delivery (community & online)

Involve and Value semi-structured Facilitators: accessibility, offering free bus passes to cover
Each Other interviews transport costs, flexibility between online and in-person
(STRIVE) sessions

[1] n=14; [2] n=14

Therapeutic relationship
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Programme
Author(s)
Country(s)

[1] Bounds et al.,
2024; [2] Bounds et
al., 2023

Methods
Participants

Implementation factors

Facilitators: safe, non-judgemental, strengths-based
approach

Cultural considerations

Facilitators: consulted with stakeholders and youth,

[1] Rowe et al., 2013;
[2] Liddle et al., 2011;
[3] Rigter et al., 2015

USA, The Netherlands

[1] n=450; [2]
n=170; [3] n=450

USA particularly on intersection of identities, facilitators
representative of identities and languages. Team trained in
cultural humility.

Multidimensional [1-3] Quantitative | Manualised treatment manual

Family Therapy RCT Barriers: concerns about reduced autonomy

(MDFT) Staff characteristics

Facilitators: open to change and learning new approaches,
pragmatic, non-judgemental, communicative, flexible,
receptive to feedback, committed to continuous learning
Therapeutic alliance

Facilitators: trust, credibility, emotional support, non-
judgemental

Organisational climate

Facilitators: good collaboration with multi-agency partners,
interdisciplinary teamwork, regular meetings to address
implementation issues, readiness assessment

Barriers: lack of clarity about referral processes

Staffing

Facilitators: leaders take ownership of programme and
champion it. Clearly communicate programme
requirements in policy documents. Include accreditation in
job descriptions

Training and supervision

Facilitators: accreditation, free training programme offered
to teams that meet standards

Ecological level

Facilitators: aligns with national policy — programme
included in government recommendations of best practice.
Barriers: short-term funding

Review of acceptability and usefulness (RQ5)

Nine UK-based qualitative studies provided insights into parent and carer perspectives on six
parenting interventions. Four of the studies reported on two interventions (FFT, n=2; MST, n=2,
indicated with *) included in the review of effectiveness (RQ1-3). The remaining five studies
reported on UK-based studies that did not have an established evidence base of effectiveness. Six
studies focused on adolescent behaviours and their impact on families and parental roles. One
study explored the effects of parental substance use on children (Templeton, 2014), and one
focused on families experiencing complex issues without specifying these difficulties (Vella et al.,
2015). Eight studies used semi-structured interviews, involving a total of 121 participants. Two
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studies gathered data through qualitative questionnaires completed by over 200 participants

(Table 9).

Table 9. Study characteristics for UK qualitative studies (RQ5)

Parenting
model

Study population

Data collection

Number of
caregivers
participating

Non-Violent

Parents of children

Semi-structured

Attwood et Resistance (NVR) | €Xperiencing interviews e.md N=8
al., 2020 e behavioural difficulties | questionnaire
Parent Training e . .
manifesting as violence | data
Parents of children Completer
Collyer et Functional Family | exhibiting severe Semi-structured | parents: N=2
al., 2021 Therapy (FFT)* externalising interviews Non-completer
behaviours parents: N=7
Parents/caregivers of
McPherson | Functional Family | adolescents Semi-structured N=1
etal., 2017 | Therapy (FFT)* experiencing interviews —14
behavioural difficulties
M-PACT (Moving
Parents and Parents with current or .
Templeton, . . Semi-structured _
Children past struggles with . . N=36
2014 1nterviews
Together) substance use
programme
Tighe et Multisystemic Parents of yoqth . Semi-structured _
% exhibiting antisocial - . N=21
al., 2012 Therapy (MST) . interviews
behaviours
Parents of children
Fonagy et Multisystemic exhibiting antisocial Semi-structured N=1
al., 2020a | Therapy (MST)* behaviours that affect | interviews =13
family functioning
Johnson & Underst.an,dlng Parents/carers in o
. Your Child’s - . Qualitative
Wilson, L families experiencing . . N=200+
2012 Behaviour’/The complex issues questionnaire
Solihull Approach P
‘Understanding Parents of children
Vella et al., | Your Child’s experiencing Semi-structured N=
S ) ) =10
2015 Behaviour’/The moderately complex interviews
Solihull Approach | difficulties
Unnamed Mothers of children
McCarry et | Community- from families with Semi-structured
. . . N=13
al., 2021 Based Early exposure to domestic interviews
Intervention violence

* Interventions also included in the review of effectiveness (RQ1-3) and implementation (RQ4)
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Based on the GRADE CERQual assessment, we had high confidence in three themes: a trusting
relationship between the facilitator and parent or carer to increase engagement; that UK parenting
interventions facilitate improved communication between parent or carer and their children; and
that they increase confidence in parenting skills. We had moderate confidence in our findings
relating to group delivery, flexibility in intervention delivery and the impact of complex family
needs on engagement. A full summary of our GRADE CERQual assessment is included in Appendix
F.

Risk of bias assessment

Review of effectiveness (RQ1-RQ3)

For the review of effectiveness, 29 trials were RCTs (Table 10) and six trials were NRSI (Table 11).

Randomised controlled trials

Across the 29 RCTs, one study was rated as a low risk of bias, 23 as having some concerns and 5 as
having a high risk of bias (Table 10).

Domain 1 (bias from the randomisation process): Thirteen RCTs were assessed to have
some concerns and the remaining RCTs (n=17) were at a low risk of bias. For the RCTs with some
concerns, there was generally a lack of detail about the concealment method used. For most
studies, baseline characteristics were well balanced across groups or studies reported only minor
differences, which were adjusted for in subsequent analyses. The trial by Kolko et al., 2018, had
imbalances at the family level at baseline, although as randomisation occurred at the provider
level, this was not an indication of a flaw with the randomisation process. For three RCTs (MVPP,
2013; Jalling et al., 2016; Swenson et al., 2010), RoB assessments in domain 1 were assessed as
some concern as the concealment mechanism was a plain/opaque/sealed envelope and safeguards
against tampering were not explicitly described.

Domain 2 (bias due to deviations from the intended interventions): Sixteen RCTs were
assessed to be at a low risk of bias. Twelve RCTs were assessed as having some concerns and one
RCT (Pérez-Garcia et al., 2020) was assessed to be at a high risk for bias on this domain. Across all
RCTs, participants and intervention providers were aware of the assigned intervention during the
trial, as blinding was not possible. Concerns arose for some RCTs due to the effects of real-world
delivery on intervention fidelity or variability between the intervention and control conditions. For
example, in the RCT by Olseth et al. (2024), the control (defined as treatment as usual) involved a
variety of interventions and there was some evidence of cross-over (i.e. some families in the control
group received a form of the intervention). There were also substantial differences in treatment
hours between the intervention and control groups, reflective of real-world conditions. The RCT by
Pérez-Garcia et al. (2020), which had a high RoB rating, was the only RCT not to report a full
intention-to-treat analysis.

Domain 3 (bias from missing outcome data): RoB was judged low in 21 RCTs (Table 7),
where attrition was minimal or balanced across groups and appropriate methods were used to
handle missing data. For the remaining eight RCTs, attrition rates were higher and a more in-depth
assessment of whether missingness depended on true outcome values was undertaken. In four of
these trials, the RoB was rated ‘high’ because of substantial missing data and inadequate handling
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of attrition, such as a differential loss between the intervention and comparator arms. These
limitations raised concerns about the reliability of the effect estimates for these studies.

Domain 4 (bias in the measurement of the outcome): All RCTs used validated or
standardised instruments for measuring the outcomes of interest. However, most outcomes were
based on self-report by parents/caregivers or the child/young person, which introduces
subjectivity. While some studies reported blinding of outcome assessors (particularly for
observational measures), blinding was not possible for self-reported outcomes. This creates the
potential risk that knowledge of intervention status could influence responses. Nevertheless, there
was no evidence that this risk had systematically biased the results of any of the RCTs, and no trials
were judged to be at high risk of bias for this domain. Overall, most studies were rated as having
some concerns, reflecting the inherent limitations of self-report measures rather than flaws in how
the RCTs were conducted.

Domain 5 (bias in the selection of the reported result): All trials were rated as either low
risk or having some concerns for this domain. Many trials were pre-registered, and one explicitly
cited a published protocol (Lochner), which supported confidence in pre-specified analyses.
However, for trials rated as having some concerns, reporting was often insufficient to confirm
whether all analyses were pre-specified or whether selective reporting had occurred. In these cases,
there was limited detail on statistical analysis plans, handling of multiple outcomes, and the use of
adjusted versus unadjusted analyses. This introduced uncertainty, but there was no direct evidence
of selective reporting across the trials.

Overall rating: Across the 29 RCTs, most were rated as having some concerns rather than low
risk, primarily due to limitations in blinding and incomplete reporting of analysis plans. Five trials
(Kolko et al., 2018; Lochner et al., 2021; Milburn et al., 2012; Olseth et al., 2024; Pérez-Garcia et
al., 2020) were rated at high risk of bias, mainly because of substantial missing outcome data,
deviations from intended interventions, and inadequate handling of attrition. These high-risk
studies represent a small proportion of the evidence base but may influence pooled estimates for
certain outcomes.

Table 10. Risk of bias assessment: randomised controlled trials

Overall
in et al., 2018; Some Some Some
Akin & McDonald, Low Low b Low
concerns® | concerns® concerns?
2018
Asscher et al., Some Some Some
Low Low b Low
2013 concerns concerns concerns
Some Some Some Some
Barone et al., 2021 Low Low b
concerns concerns concerns concerns
Compas et al. Some
P ’ Low Low Low b Low Low
2011 concerns
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Overall
Duppong Hurley Low Some Low Some Some Some
et al., 2020 concerns concerns concerns concerns
Fonagy et al.
8y i Some Some Some
2018; Fonagy et Low Lowe b Low
concerns concerns concerns
al., 2020a
Fongaro et al., Low Some Low Some Some Some
2023 concerns concernsp concerns concerns
Some Some Some Some
Gan et al., 2021 Low Low
concerns concerns concerns concerns
Ghaderi et al., . Some Some Some Some
Low High
2018 concerns concerns concerns concerns
Giannakopoulos et Some Low Low Some Some Some
al., 2021 concerns concerns concerns concerns
Hartnett et al., Some Low Low Some Some Some
2016 concerns concerns concerns concerns
Low/Some Some Some
MVPP, 2013 / a Low Low Low
concerns concerns concerns
Some Some Some
Hogue et al., 2015 Low Low Low
concerns concerns concerns
Humayun et al. Some Some
yu i Low Low Low Low
2017 concerns concerns
. Some Some Some Some Some
Irvine et al., 2015 Low
concerns concerns concerns concerns concerns
. Low/Some Some Some
Jalling et al., 2016 / q Low Low Low
concerns concerns concerns
Some Some Some Some Some .
Kolko et al., 2018 b High
concerns concerns concerns concerns concerns
Lochner et al. . Some Some .
’ Low Low Highe High
2021 concerns concerns
Milburn et al. . Some Some .
’ Low Low High High
2012 concerns concerns
Some . Some Some .
Olseth et al., 2024 Low High High
concerns concerns concerns
Pérez-Garcia et Some . . Some Some .
High High High
al., 2020 concerns concerns concerns
Robbins et al., Low Some Low Some Some Some
2011 concerns concernsp concerns concerns
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Overall

Some Some Some Some
Schaub et al., 2014 Low Low
concerns concerns concerns concerns
Sexton & Turner, Some Some Low Low Some Some
2010 concerns concerns concerns concerns
Slesnick et al., Some Low Low Some Some Some
2013 concerns concerns concerns concerns
Slesnick & Zhang, Some Low Low Some Some Some
2016 concerns concerns concerns concerns
. Some Some Some Some
Smith et al., 2015 Low Low
concerns concerns concerns concerns
Solantaus et al., Some Low Low Some Some Some
2010 concerns concerns concerns concerns
Swenson et al., Low/Some Low Low Some Some Some
2010 concernsd concerns concerns concerns

aAkin & McDonald (2018) report Reunification outcomes which were rated at an overall low risk of bias
b Assessors blinded but participants not blind to their treatments (based on self-report)
¢ Some concerns at longer-term follow-up due to high attrition across secondary outcomes

d Concealment method was a plain or concealed envelope; safeguards not explicitly described
¢ High attrition at T2 was not handled robustly (CBCL 50% and YSR 48%).

Non-randomised studies of interventions

Across the six NRSI, four studies were rated at serious risk of bias (Cassells et al., 2015; Lee et al.,
2013; Maya et al., 2018; Salari et al., 2014) and two studies (Darnell & Schuler, 2015; Wirehag
Nordh et al., 2023) were rated at moderate risk of bias (Table 11). There was a serious risk of bias
in all the included NRSIs due to non-random allocation and likely unmeasured confounding. All
the included studies were therefore rated serious in this domain, except for the study by Darnell &
Schuler (2015), which was assessed as moderate due to the use of propensity score weighting.
Under domain 2, which assessed bias in the classification of the intervention, all the included
studies were rated low. Interventions were clearly defined and documented and there was no
evidence of misclassification. For the selection of participants into the study (domain 3), most
studies were also rated low. Maya et al. (2018; 2020) was rated ‘serious’ as selection bias could
have occurred as intervention participants were dropped from the analysis if they completed three
or fewer sessions. For domain 4, the RoB was low to moderate across the included NRSI. As
interventions were delivered under real-world conditions, fidelity issues, including spill-over, were
possible, but were more likely to dilute intervention effects rather than bias them per se. Domain 5
assessed bias due to missing data. Two studies were rated serious (Cassells et al., 2015; Maya et al.,
2018; 2020), two were rated moderate (Salari et al., 2014; Wirehag Nordh et al., 2023) and two
were rated low (Darnell & Schuler, 2015; Lee et al., 2013). Of the two rated serious, the study by
Cassells et al. (2015) experienced very high attrition and the study by Maya et al. (2018, 2020) had
differential attrition that was not robustly corrected. The measurement of outcomes (domain 6)
was rated moderate in most studies, as blinding of outcome assessors was not possible and relied
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on self-report from parents/caregivers and the child or young person on subjective outcomes.
Darnell & Schuler (2015) was rated low as the only outcome reported in the study, out-of-home
placement, was drawn from official administrative data. Under domain 77, which assessed the
selection of reported results, the risk was low to moderate across studies. There was a lack of
information about trial pre-registration and, in the four studies rated moderate, multiple outcomes
or subscales were tested without clear adjustment.

Table 11. Risk of bias assessment: non-randomised studies of interventions

Overall

Cassells
etal., Serious Low Low Low Serious Moderate | Moderate | Serious
2015

Darnell &
Schuler, | Moderate | Low Low Moderate | Low Low Low Moderate
2015

Lee et al.,

2013 Serious Low Low Low Low Moderate | Moderate | Serious

Maya et

Serious Low Serious | Moderate | Serious Moderate | Low Serious
al., 2020

Salari et

Serious Low Low Low Moderate | Moderate | Moderate | Serious
al., 2014

Wirehag
Nordh et | Serious Low Low Low Moderate | Moderate | Moderate | Moderate
al., 2023

Review of implementation (RQ4)

Of the 59 studies included in the review of implementation (RQ4), most were qualitative studies
(n=27) or mixed methods (n=17). Five studies were placed in the quantitative RCTs category, one
in the quantitative non-randomised category, and one in the quantitative narrative category. Eight
studies were descriptive or theoretical papers, which described implementation from the
perspective of the authors (implementers or evaluators) and were not eligible for MMAT appraisal.
While we recognise the potential biases in these studies, they were included within the review as
they provide valuable insights into the implementation processes of the parenting interventions.
Overall,64.4% of papers were rated five stars (, n=38), 19% (n=11) were rated four stars, and 3%
were rated three stars (n=2).

In the quantitative RCTs category (Table 12), two studies were rated five stars (100% of criteria
met), and three were rated four stars (80% of criteria met). The one study in the quantitative non-
randomised category (Table 12) was rated four stars, and the one study in the quantitative
narrative category (Table 12) was rated three stars (60% of criteria met). In the qualitative category
(Table 13), 26 papers were rated 5 stars. In the mixed methods category (Table 14), 10 papers were
rated 5 stars, 7 papers were rated 4 stars, and one paper was rated 3 stars.
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Table 12. MMAT appraisal: quantitative studies

Overall
score

Reference

RCTs

Kolko et al., 2012 Y Y Y Y Y ? Y FREK
Kolko et al., 2018 Y Y Y Y Y Y Y R
Liddle et al., 2011 Y Y Y Y Y Y Y FFx
Rigter et al., 2015 Y Y Y Y Y ? Y RRER
Rowe et al., 2013 Y Y Y Y Y ? Y *xFEX
Non-randomised studies of interventions

Maybery et al., 2019 Y Y Y Y Y ? Y waxx

Quantitative narrative studies

Sigmarsdéttir &
Guomundsdéttir, 2013
Y = Yes; N = No; ? = Can’t tell
Overall score: ***** or 100% of criteria met, **** or 80% of criteria met, *** or 60% of criteria met, ** or 40% of criteria met, * or 20 of
criteria met

Y Y Y ? Y ? Y Fxx

Table 13. MMAT appraisal: qualitative studies

Reference Overall
score

AKkin, 2016 Y Y Y Y Y Y Y Hrr
Allchin et al., 2020a Y Y Y Y Y Y Y FRRER
Bounds et al., 2023* N N N/A | N/A | N/A | N/A | N/A N/A
Bounds et al., 2024 Y Y Y Y Y Y Y FaxEX
Bryson et al., 2014* N N N/A N/A N/A N/A N/A N/A
Claus et al., 2019 Y Y Y Y Y Y Y FEFEFEX
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Reference Overall
score

Collyer et al., 2021 Y Y Y Y Y Y Y rRRRR
Cully et al., 2018* N N N/A | N/A | N/A | N/A | N/A N/A
Economidis et al., 2023 Y Y Y Y Y Y Y FaxEX
Forgatch & Kjobli, N N N/A N/A N/A N/A N/A N/A
2016*

Fox & Ashmore., 2015* N N N/A | N/A | N/A | N/A | N/A N/A
Furlong et al., 2021 Y Y Y Y Y Y Y FaxEX
Gan et al., 2019* N N N/A N/A N/A N/A N/A N/A
Hartnett et al., 2017 Y Y Y Y Y Y Y FxEX
Herschell et al., 2012* N N N/A | N/A | N/A | N/A | N/A N/A
Holtrop et al., 2014 Y Y Y Y Y Y Y R
Karibi & Arblaster, Y Y Y Y Y Y Y FRKRR
2019

Kristen et al., 2024 Y Y Y Y Y Y Y R
Lee et al., 2012 Y Y Y Y Y Y Y EXFXRK
Mauricio et al., 2021 Y Y Y Y Y Y Y FREEK
Maya et al., 2018 Y Y Y Y Y Y Y FREEK
McPherson et al., 2017 Y Y Y Y Y Y Y FaxEX
Mulligan et al., 2021 Y Y Y Y Y Y Y *kHK
Osman et al., 2019 Y Y Y Y Y Y Y FFRXFK
Osman et al., 2024 Y Y Y Y Y Y Y R
Pihkala et al., 2017 Y Y Y Y Y Y Y FaxEX
Raffel et al., 2013 Y Y Y Y Y Y Y EREAL
Ryding, 2020 Y Y Y Y Y Y Y FREEK

68



Reference Overall
score

Strand & Rudolfsson, Y Y Y Y Y Y Y rRERR
2017

Strand & Meyersson, Y Y Y Y Y Y Y e
2020

Thompson & Koley, N N N/A N/A N/A N/A N/A N/A
2014*

Thoresen et al., 2025 Y Y Y Y Y Y Y R
Tighe et al., 2012 Y Y Y Y Y Y Y FRFEFEX
Watkins et al., 2020 Y Y Y Y Y Y Y Fkxx

Y = Yes; N = No; ? = Can’t tell

criteria met

* Studies are descriptive or theoretical papers that describe implementation from the perspective of
the authors (implementers or evaluators). These studies are not eligible for MMAT appraisal.

While we recognise the potential biases in these studies, they have been included as they provide
valuable insights into the implementation processes of the parenting interventions.

Table 14. MMAT appraisal: mixed methods studies

Overal
1 score

Reference

AKin et al., 2013 Y Y Y ? Y Y Y wxx
Allchin et al., 2020b Y Y Y Y Y Y ? BRER
Allchin et al., 2022 Y Y Y Y Y ? Y FREK
Beardslee et al., 2010 Y Y ? Y Y Y Y R
Butler et al., 2017 Y Y Y Y Y Y Y R
Celinska et al., 2015 Y Y Y Y Y ? Y s
Coen et al., 2013 Y Y Y Y Y Y Y HRAEXR
Duncan, 2011 Y Y Y Y Y ? Y s
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Reference ?s":;'lf‘;
Fonagy et al., 2020a Y Y Y Y Y Y Y RREXR
Hebert et al., 2014 Y Y Y Y Y Y Y R
Henggeler, 2011 Y Y Y Y Y Y Y FREEK
Joder et al., 2025 Y Y Y Y Y Y Y FREAL
Lange et al., 2023 Y Y Y Y Y Y Y FaxEX
Lundgren et al., 2023 Y Y Y Y Y Y Y FFRXRK
Marchionda & Slesnick, Y Y ? Y Y ? Y ek
2013
Mauricio et al., 2019 Y Y Y ? Y Y Y raxx
Shakeshaft et al., 2020 Y Y Y Y Y Y Y R
Tchernegovski et al., Y Y Y Y Y Y Y R
2015

Y = Yes; N = No; ? = Can’t tell
Overall score: ***** or 100% of criteria met, **** or 80% of criteria met, *** or 60% of criteria met, ** or 40% of criteria met, * or 20 of
criteria met

Review of acceptability (RQ5)

All nine studies were considered of high quality using the CASP qualitative checklist and included
in the analysis. Four studies did not adequately reflect on the relationship between participants and
researchers. However, in all of these studies, external interviewers conducted interviews and
surveys, (as opposed to practitioners and therapists who might hold a position of power over
participants), and so this was not considered a ‘tipping point’ criteria. A summary of the checklist
can be found in Table 15.

Table 15. CASP qualitative checklist results

Reference

Attwood et al., 2020 Y Y Y Y Y Y Y Y Y Y H
Collyer et al., 2021 Y Y Y Y Y Y Y Y Y Y H
Fonagy et al., 2020a Y Y Y Y Y Y Y Y Y Y H
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Reference Overall

Johnson & Wilson, Y Y Y Y Y 5 Y Y Y Y H
2012
McCarry et al., 2021 Y Y Y Y Y ? Y Y Y Y H

McPherson et al., 2017 | Y Y Y Y Y ? Y Y Y Y H

Templeton, 2014 Y Y Y Y Y Y Y Y Y Y H
Tighe et al., 2012 Y Y Y Y Y ? Y Y Y Y H
Vella et al., 2015 Yy |y |y |y |y |y |y |y |y |y |H

Y = Yes; N = No; ? = Can'’t tell
Overall score: H=High, M=Moderate, L=Low

RQ1: What works?
Results of syntheses

Maltreatment, including harsh parenting

Four studies reported measures related to maltreatment (Table 16). They included two family
therapy interventions (AF-CBT and MST-CAN) that targeted families involved with child welfare
services (Swenson et al., 2010; Kolko et al., 2018). The other two studies (Fonagy et al., 2018;
Asscher et al., 2013) were both studies of multisystemic therapy for children and young people with
severe behavioural problems.

The only common measure reported across the studies was the minor assault sub-scale of the
Parent-Child Conflict Tactics Scale (CTS), which was reported for AF-CBT (Kolko et al., 2018) and
MST-CAN (Swenson et al., 2010). There was no difference between AF-CBT and TAU on this
measure, but MST-CAN was more effective than enhanced outpatient treatment (EOT) at reducing
minor assault based on youth report (d = 0.14 [95% CI not reported]), but not parent report. It was
not possible to combine the findings in a meta-analysis because Kolko et al. (2018) did not report
the study outcomes for AF-CBT in a way that they could be reliably transformed for synthesis.

MST-CAN (Swenson et al., 2010) was also significantly more effective than EOT across the
following CTS subscales: (1) severe assault based on both youth (d=0.54 [95% CI not reported])
and parent report (d=0.57 [95% CI not reported]); (2) neglect based on both youth (d=0.89 [95%
CI not reported]) and parent report (d=0.28 [95% CI not reported]); and (3) psychological
aggression based on youth report only (d=0.21 [95% CI not reported]).

For AF-CBT, there was no significant difference with TAU on the use of threats of physical force or
the ratings of the severity of parental anger over an 18-month follow-up (Kolko et al., 2018).
Fonagy et al. (2018; 2020a) reported that there was no difference in the use of corporal
punishment between MST and TAU at any follow-up (6 to 48 months). Asscher et al. (2013)
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examined the effects of MST on inept discipline, but none were found for parent and adolescent
reports at a six-month follow-up. However, a small effect was found for observed inept discipline,
with MST more effective than TAU (d=0.27; 95% CI 0.02, 0.52).

AF-CBT participants referred within the mental health system reported a greater reduction in
abuse risk based on the B-CAP at post-test than TAU (b=2.30, p=0.03), but there were no
significant effects during the 18-month follow-up period. The authors note that overall abuse risk
levels were low across all groups throughout the study (Kolko et al., 2018).

Two studies (Kolko et al., 2018; Swenson et al., 2010) examined official records to identify reports
of abuse at follow-up. For AF-CBT, Kolko et al. (2018) did not report the direct statistical
comparison with TAU. However, they reported that the intervention was associated with
significant reductions in official reports of physical and emotional abuse over time, while TAU was
not. There was no statistically significant difference between MST-CAN and EOT (Swenson et al.,
2010).

Certainty rating: Very low. There were moderate concerns about the risk of bias. Of the four
studies, three were RCTs with some concerns (Asscher et al., 2013; Fonagy et al., 2018; Swenson et
al., 2010), and one RCT (Kolko et al., 2018) had a high risk of bias due to concerns about deviations
from the intended interventions and high attrition and provider turnover. The populations and
interventions broadly aligned with the review scope, but as some trials targeted specific subgroups,
there is limited generalisability of the findings across the wider population scope covered by the
review. The precision of the estimates varied, and sample sizes ranged from small to large across
the studies. A further limitation was that it was not possible to pool the data reported across these
studies

Table 16. Effect direction plot: maltreatment, including harsh parenting

Study Programme Sample size | Physical abuse & | Psychological & Official records
ID Timepoints aggression emotional abuse
Adolescent behavioural problems (family therapy)
Asscher | MST vs. 6 months <> (P) - -
et al., TAU I: 147 Inept discipline
2014 C: 109 composite score
No difference at 6
months
A(O)
Inept discipline
MST more
effective at 6
months
Fonagy | MST vs. 6, 12,18, 24, 4 } - -
et al., TAU 36, 48 months Corporal
;018; 2_342 punishment
ef:lagy F 342 No difference at
" llow-
20204 any follow-up
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Programme

Sample size
Timepoints

Physical abuse &
aggression

Psychological &
emotional abuse

Child welfare involvement

l Official records

Kolko et | AF-CBT vs. | Post-test, 6,12, | 4P - <
al., 2018 | TAU 18 months Anger and threats Reports of child
I: 122 of physical force physical abuse
C:73 (severity or use of 18 months
threats) AF-CBT (17.0% vs.
No difference 5.3%; p = 0.01)
over follow-up TAU (13% vs. 3%)
<> (P) <
Minor assault Reports of child
No difference physical and
over follow-ups emotional abuse
< 18 months
Physical abuse AF-CBT (21.3% vs.
risk 6.4%; p =.004)
AF-CBT more TAU (13% vs. 5%)
effective during
initial
intervention
period. No
difference over
follow-up
Swenson | MST-CAN Post-test, 10to | «(P) A(P) g
etal,, vs. EOT 16 months Minor assault Neglect i\;e‘;vnl(ﬁzzgt of abuse
2010 I: 44 No difference MST-CAN more -
C: 42 over follow-up. effective over MST-CAN 4.5% vs.
EOT 11.9%
A(Y) follow-up
Minor assault A(Y) (p=0.198)
MST-CAN more Neglect
effective over MST-CAN. more
follow-up effective over
A(P) follow-up
Severe assault <« (P)
MST-CAN more Psychological
effective over aggression
Sfollow-up No difference
A(Y) over follow-up.
Severe assault A(Y)
MST-CAN more Psychological
effective over aggression
follow-up. MST-CAN more
effective over
follow-up

A = positive impact; ¥

= negative impact; 4p

intervention group, large A >300; medium A 75-300; small A < 75
AF-CBT - Alternatives for Families: Cognitive Behavioural Therapy. EOT — Enhanced Outpatient Treatment. MST — Multisystemic
Therapy; MST-CAN — Multisystemic Therapy for Child Abuse and Neglect. TAU — Treatment as Usual.
O — observed. P — parent-report. Y — child or youth-report.
I — Intervention. C — Control

73

= no effect/mixed effects. Sample size = final sample size (individuals) in
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Parenting skills and family functioning

Positive parenting

Nine studies of six family therapy interventions (Fonagy et al., 2020a; Asscher et al., 2013;
Humayun et al., 2017; Kolko et al., 2018; Compas et al., 2010; Lochner et al., 2023) and three
parent training programmes (Smith et al., 2015; Duppong Hurley et al., 2020; Akin et al., 2018)
reported outcomes relating to positive parenting skills, based on a range of self-report,
observational and coder rated measures (Table 17).

Only one study (Asscher et al., 2013) showed the positive effects of MST compared to TAU for
severe and persistent behavioural problems (d = 0.33; 95% CI: 0.08, 0.58) at a six-month follow-
up. The remaining studies reported no significant differences between the intervention and control
groups.

Findings from five studies that targeted adolescent behaviour problems were combined in a
random effects meta-analysis (Fonagy et al., 2018; Fonagy et al., 2020a; Asscher et al., 2013;
Humayun et al., 2017; Smith et al., 2015; Duppong Hurley et al., 2020). The pooled effect size (d =
0.13 [95% CI: -0.02, 0.28]; I-squared = 36.4%) suggested a positive effect of parenting
interventions on positive parenting, but the overall effect was not significant (Figure 3, Appendix
E).

For two studies of interventions which targeted families with child welfare involvement (Kolko et
al., 2018; Akin et al., 2018) and two studies of interventions targeting families with parental
depression (Compas et al., 2010; Lochner et al., 2023), there were also no clear intervention effects
on positive parenting (Table 17).

Certainty assessment: Low. Most studies were rated as having some concerns about the risk of
bias assessment. Although the effect direction of the meta-analysis was largely consistent, there
was moderate heterogeneity identified, suggesting inconsistency across the included studies.
Overall, the pooled effect was small and non-significant.

Negative parenting

Seven studies of three family therapy interventions (Fonagy et al., 2018; Fonagy et al., 2020a;
Asscher et al., 2013; Humayun et al., 2017) and four parent training programmes (Irvine et al.,
2015; Salari et al., 2014; Smith et al., 2015; Duppong Hurley et al., 2020) reported outcomes
related to negative parenting skills, including inconsistent or inept discipline, negative parenting
behaviours, and observed interactions (Table 17).

Findings were partially consistent for MST, with two studies (Fonagy et al., 2018; Fonagy et al.,
2020a; Asscher et al., 2013) showing reductions in negative parenting (Fonagy et al., 2020a: MST
mean = 7.74 vs. MAU mean = 8.22 at 24-month follow-up; 95% CI -1.05, -0.24; Asscher et al.,
2013: d = 0.27; 95% CI: 0.02, 0.52 at 6-month follow-up). The other studies showed no significant
differences between the intervention and control groups.

Findings from five studies that targeted adolescent behaviour problems were combined in a
random effects meta-analysis (Fonagy et al., 2018; Fonagy et al., 2020a; Asscher et al., 2013;
Humayun et al., 2017; Irvine et al., 2015; Duppong Hurley et al., 2020). The pooled effect size (d =
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-0.19; 95% CI -0.29, -0.09; I-squared = 0.00%) showed a small, significant positive effect on
negative parenting, with no evidence of heterogeneity (Figure 4, Appendix E).

Certainty assessment: Moderate. Most studies were rated as having some concerns about the
risk of bias assessment. Overall, however, there were no serious concerns about inconsistency
across the studies, and the meta-analysis showed no heterogeneity. The effect direction in the
meta-analysis was consistent, and the pooled effect was small but statistically significant. The
evidence suggests a modest benefit on negative parenting behaviours following intervention.

Family functioning

Thirteen studies of eleven family therapy interventions (Hartnett et al., 2016; Fonagy et al., 2020a;
Asscher et al., 2013; Cassells et al., 2015; Maya et al., 2018; Robbins et al., 2011; Schaub et al.,
2014; Gan et al., 2021; Kolko et al., 2018; Giannakopoulos et al., 2021; Wirehag Nordh et al., 2023)
and two parent training programmes (Ghaderi et al., 2018; Duppong Hurley et al., 2020) reported
outcomes related to family functioning (Table 17).

Findings were mixed, but several studies that targeted adolescent behavioural problems reported
improvements in family functioning, particularly with structured family therapy models, including
FFT at post-test (Hartnett et al., 2016), BSFT at 8-month follow-up (Robbins et al., 2011) and PSP
at post-test (Cassells et al., 2015). MST was also effective, according to parents and observers, in
improving the quality of the parent-adolescent relationship at the 6-month follow-up (Asscher et
al., 2013). Findings therefore suggested moderate to strong effects compared to waiting-list
controls (Hartnett et al., 2016; Cassells et al., 2015), but were more mixed when interventions were
compared to TAU or active comparators.

It was not possible to combine the studies in a meta-analysis due to inconsistency in the aspects of
family functioning that were reported across the studies.

Certainty assessment: Low. Most studies were assessed as having some concerns about risk of
bias, and several of the NRSI were rated as having a serious risk of bias. Findings were mixed
across studies, showing inconsistency. Some showed moderate to strong effects (particularly when
compared to the wait list) and others showed no effects when compared to TAU or active
comparators. Meta-analysis was not possible due to the variety of different outcome measures used
to examine family functioning. Overall, the evidence suggests that family therapy models may
improve family functioning, but the effects are context-dependent and uncertain.

Table 17. Effect direction plot: parenting skills and family functioning

Follow-
up Parenting skills | Parenting skills Family

Sy I Programme Sample | Positive Negative functioning

size

Adolescent behavioural problems (family therapy interventions)

A(O)
Asscher et 6- .. A(O,P)
A(O) Inept discipline 2
al., 2013; MST vs. TAU Il:lOIlthS Positive discipline | MST more Quality of parent
Asscher et I: 147 . . adolescent
) composite effective at 6 ; .
al., 2014 C:109 months relationship
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Follow-
up Parenting skills | Parenting skills Family
SRR R Sample | Positive Negative functioning
size
MST more < P,Y) MST more
effective at 6 Inept discipline effective at 6
months No difference at months
Sfollow-up <P (Y)
Quality of parent-
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No difference at
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al., 2015 waiting list 6-37 A(Y)
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adjustment
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post-test
2 | 6
APQ Inconsistent
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MST more
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Fonagy et 24-, 36, < (P{ Y) 24-month follow- <> .
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ot : - - a
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Follow-
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SRR R Sample | Positive Negative functioning
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Follow-
up Parenting skills | Parenting skills Family
Study ID Programme Sample | Positive Negative functioning
size
Post-test, A '
Giannakopo 6, FAD—'GF'Famlly
ulos et al., FTIvs. LTC 14months | - - functioning
2021; I: 30 FTI more effective at
C:32 all follow-ups
A
Post-test, PLOC Perceived
6 months parental control of
FITvs. TAU | 1.9 - - child behaviour
C:nu FTI more effective at
6 months
A
£OSt_tiit’ PLOC Perceived
Wirehag g months parental control of
Nordh et al., LTCvs. TAU é_ll ) ) child behaviour
2023 s2t LTC more effective at
6 months
tu
f oo PLOC Perceived
FTIvs. LTC months | - ) parental control of
’ I 1 child behaviour
C'_ 291 No difference at
) 6months

A = positive impact; ¥ = negative impact; 4P = no effect/mixed effects. Sample size = final sample size (individuals) in
intervention group, large A >300; medium A 75-300; small A < 75

AF-CBT - Alternatives for Families: Cognitive Behavioural Therapy. APQ — Alabama Parenting Questionnaire. BT-IHFS — Boys Town
In-Home Family Services programme. ESI — Parenting Style Inventory (Erziehungsstil-Inventar). FAD-GF — Family Assessment Device-
General Functioning Subscale. FFT — Functional Family Therapy. FG-CBI — Family Group Cognitive Behavioural Intervention. FES —
Family Environment Scale. FIT — Family Interaction Tasks. FTT — Family Talk Intervention. LTC — Let’s Talk Children. MST —
Multisystemic therapy. PLOC — Parental Locus of Control Questionnaire. PMTO — Parent Management Training, Oregon. SCORE —
Systematic Clinical Outcomes and Routine Evaluation. STTP — Standard Teen Triple P. TAU — Treatment as Usual.

O — observed. P — parent-reported. Y — child or youth-reported.

I — Intervention. C — Control

*Sample size not reported for intervention and control groups, only total sample.

Parent outcomes

Parent mental health

Four studies of two family therapy interventions (Fongaro et al., 2023; Swenson et al., 2010) and
two parent training programmes (Salari et al., 2014; Akin et al., 2018) reported a measure of
parental mental health (Table 18).

Two studies (Swenson et al., 2010, Akin et al., 2018) of interventions which both targeted families
involved with child welfare services showed positive effects. Akin et al. (2018) found the group who
participated in PMTO was twice as likely as the control group to score higher on mental health (OR
= 2.013, p <0.001). Swenson et al. (2010) reported that parents who received MST-CAN had
significantly greater decreases in psychiatric distress than their counterparts in the control
condition (enhanced outpatient treatment) (beta -0.03; SE 0.01; d = 0.63).
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Certainty assessment: Low. Most studies were assessed to have some concerns and one NRSI
was rated as having serious risk of bias. Two studies showed clear positive effects, but two others
reported no difference. These positive effects were mainly observed in child welfare-involved
families, which limits the generalisability of the findings to the broader population or to different
contexts. Further, there are serious concerns about the imprecision of the findings, which were
based on a small number of studies, a lack of meta-analysis and wide variation in effect sizes and
measures.

Parental substance abuse

Three studies of two family therapy interventions (Horigian et al., 2015a; Slesnick & Zhang, 2016)
and one parent training programme (Akin et al., 2018) reported a measure of parental substance
use (Table 18).

Findings were mixed, but two interventions showed positive effects for parental substance use.
BSFT (Horigian et al., 2015a) had a significant effect compared to TAU on parental alcohol use (but
not parental drug use) at post-test. PMTO (Akin et al., 2018) improved substance use compared to
TAU among parents whose biological children had been placed in foster care, but these results
reflected practitioner ratings rather than consumption per se. EBFT (Slesnick & Zhang, 2016)
targeted mothers receiving substance use treatment, and participants showed faster declines in
frequency of use for alcohol, cannabis and cocaine over follow-up than controls, but no differences
emerged for likelihood of use. There were intervention effects on the frequency or likelihood of
opioid use.

Certainty assessment: Very low. Only three trials reported parental substance use and they
were based on heterogeneous measures. All three were RCTs with some concerns and results were
substance- and measure-specific, limiting precision and generalisability.

Parenting stress

Four studies of two family therapy interventions (Asscher et al., 2013; Fongaro et al., 2023) and
two parent training programmes (Salari et al., 2014; Duppong Hurley et al., 2020) reported a
measure of parent stress (Table 18).

Two studies (Asscher et al., 2013; Duppong Hurley et al., 2020) showed positive effects on parental
sense of competence at 6 months and caregiver strain up to 12 months follow-up, respectively. The
findings from the four studies were combined in a random effects meta-analysis (Asscher et al.,
2013; Fongaro et al., 2023; Salari et al., 2014; Duppong Hurley et al., 2020). The pooled effect size
(d =-0.35; 95% CI -0.51, -0.19; I-squared = 0.00%) showed a significant, small-to-moderate
positive effect on parenting stress (Figure 5, Appendix E).

Certainty assessment: Moderate. The three RCTs (Asscher et al., 2013; Fongaro et al., 2023;
Duppong Hurley et al., 2020) were all assessed to have some concerns about the RoB assessment
and the NRSI (Salari et al., 2014) was rated as having a serious risk of bias. The meta-analysis
showed no evidence of heterogeneity, and the direction of effect was consistent across the four
studies in favour of the intervention. Overall, the pooled effect was small to moderate and
statistically significant, but based on only four studies, raising minor concerns about the
imprecision of the effect.
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Table 18. Effect direction plot: parent outcomes

Study ID
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Parental mental
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Parental
substance use

/1
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Parental mental | Parental Parenting
substance use stress

<4
Alcohol, cannabis,
cocaine
EBFT more
Post-test effective over
EBFT vs. 6, ’ follow-up on
women’s health | 12months - chrv equency of use. )
i : o difference on
education I: 123 o edere
C: 60 ikelihood of use
<4
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Study ID Programme ‘ health

Slesnick &
Zhang, 2016

A =positive impact; ¥ = negative impact; 4» = no effect/mixed effects. Sample size = final sample size
(individuals) in intervention group, large A >300; medium A 75-300; small A < 75

BT-IHFS — Boys Town In-Home Family Services. DASS-21 — Depression Anxiety Stress Scales-21. EBFT — Ecologically
Based Family Therapy. EOT — Enhanced Outpatient Treatment. GSI — Global Severity Index of the Brief Symptom
Inventory. HADS — Hospital Anxiety and Depression Scale. MST — Multisystemic Therapy. MST-CAN — Multisystemic
Therapy for Child Abuse and Neglect. NCFAS — North Carolina Family Assessment Scale. NVR — Non-Violent Resistance
programme. PMTO — Parent Management Training, Oregon. PSI — Parenting Stress Index. PSI-SF — Parenting Stress
Index/Short Form. STTP — Standard Teen Triple P. TAU — Treatment as Usual.

I — Intervention. C—- Control

Child and young people externalising/internalising problems

Parent-reported behaviours
Externalising behaviours

Nineteen studies of 12 family therapy interventions (Asscher et al., 2013; Fonagy et al., 2020a;
Fongaro et al., 2023; Hogue et al., 2015; Maya et al., 2018; Olseth et al., 2024; Schaub et al., 2014;
Slesnick et al., 2013; Humayun et al., 2017; Kolko et al., 2018; Swenson et al., 2010; Compas et al.,
2010; Lochner et al., 2023) and 7 parent training programmes (Barone et al., 2021; MVPP 2013;
2014a; Irvine et al., 2015; Salari et al., 2014; Smith et al., 2015; Ghaderi et al., 2018; Duppong
Hurley et al., 2020) examined intervention effects on parent-reported child or young person
externalising problems (Table 18). Three studies (Horigian et al., 2015a; Jalling et al., 2016; Pérez-
Garcia et al., 2020) only reported child and young person-reported externalising problems and
their findings are synthesised alongside the parent-reported outcomes.

Only some interventions appeared to be effective in reducing externalising behaviours. This
included four studies of interventions that targeted adolescent behavioural problems, two family
therapy interventions, MST (Asscher et al., 2013) and BSFT (Horigian et al., 2015a) compared to
TAU, and two parent training programmes, Connect (Barone et al., 2021) and STTP (Salari et al.,
2014) which were both compared to wait list controls, so effects may have been inflated. One study
of an intervention for child welfare involved families (Kolko et al., 2018) and a study of an
intervention that targeted families with parental depression (Compas et al., 2010) also reported a
positive intervention effect, albeit short-term (Ciriegio et al., 2025). There was no differences
between intervention and control groups across the other 16 studies.
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We combined the results of 13 studies of interventions that targeted adolescent problem
behaviours in a random effects meta-analysis (Fonagy et al., 2018; Fonagy et al., 2020a; Asscher et
al., 2014; Fongaro et al., 2023; Hogue et al., 2015; Slesnick et al., 2013; Olseth et al., 2024;
Humayun et al., 2017; Jalling et al., 2016; Barone et al., 2021; Irvine et al., 2015; Salari et al., 2014;
Smith et al., 2015; Ghaderi et al., 2018). The results showed a small but statistically non-significant
effect in favour of intervention, but with considerable heterogeneity (d = -0.12; 95% CI: -0.27,
0.03; I-squared = 66.3%) (Figure 6, Appendix E). We pooled the family therapy interventions
(seven studies; Fonagy et al., 2018; Fonagy et al., 2020a; Asscher et al., 2014; Fongaro et al., 2023;
Hogue et al., 2015; Slesnick et al., 2013; Olseth et al., 2024; Humayun et al., 2017) and parent
training programmes (six studies; Jalling et al., 2016; Barone et al., 2021; Irvine et al., 2015; Salari
et al., 2014; Smith et al., 2015; Ghaderi et al., 2018) separately and the effect size was larger for
parent training programmes (d = -0.18; 95% CI -0.39, 0.04; I-squared = 56.8%) than family
therapy interventions (d = -0.06; 95% CI -0.28, 0.16; I-squared = 74.2%), but the effects were not
statistically significant for either group and heterogeneity remained considerable. The funnel plot
(Figure 7, Appendix E) did not show signs of publication bias.

Certainty assessment: Low. Most of the studies were assessed to have some concerns on the
RoB assessment and three studies (Kolko et al., 2018; Olseth et al., 2024; Pérez-Garcia et al., 2020)
were rated a high risk of bias due to missing data and deviations from the intended interventions.
There were serious concerns about inconsistency and there was considerable heterogeneity across
the studies included in the meta-analyses, with effect sizes varying by intervention type and
comparator. There were also serious concerns relating to imprecision as the pooled effect was small
and non-significant. The subgroup analyses were also non-significant. Overall, the evidence
suggests little to no overall effect of parenting interventions on externalising behaviours, though
some individual intervention may have benefits in specific contexts.

Internalising behaviours

Fourteen studies of 11 family therapy interventions (Pérez-Garcia et al., 2020; Fonagy et al., 2020a;
Fongaro et al., 2023; Hogue et al., 2015; Olseth et al., 2024; Schaub et al., 2014; Slesnick et al.,
2013; Swenson et al., 2010; Compas et al., 2010; Lochner et al., 2023; Solantaus et al., 2010) and 3
parent training interventions (Barone et al., 2021; Salari et al., 2014; Ghaderi et al., 2018) reported
parent reported child or young person internalising behaviours (Table 18).

All the family therapy intervention studies, except one study of MFT compared to TAU for
adolescents with diagnosed behavioural problems (Pérez-Garcia et al., 2020), showed no
significant difference between the intervention and control group. Of the parent training
programmes, only Connect (Barone et al., 2021) showed clear benefits but this was compared to a
waiting list control, so effects were likely inflated.

We combined the results of eight studies in a random effects meta-analysis (Fonagy et al., 2018;
Fonagy et al., 2020a; Fongaro et al., 2023; Hogue et al., 2015; Olseth et al., 2024; Slesnick et al.,
2013; Barone et al., 2021; Salari et al., 2014; Ghaderi et al., 2018). The results showed a small, but
statistically significant effect in favour of intervention (d = -0.11; 95% CI -0.22, -0.01; I-squared =
2.3%), with low heterogeneity (p=0.34) (Figure 8, Appendix E).

Certainty assessment: Moderate. Most studies were rated on the risk of bias assessment to
have some concerns, and across the studies included in the meta-analysis, none were rated at a
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high risk of bias. There were no serious concerns about consistency, and the meta-analysis showed
very low heterogeneity and the direction of the effect was consistently in favour of the intervention.
The pooled effect was small but statistically significant suggesting the benefits of parenting
interventions on internalising behaviours.

Combined externalising/internalising problems

Fourteen studies of 10 family therapy interventions (Hartnett et al., 2016; Lee et al., 2013; Fonagy
et al., 2020a; Cassells et al., 2015; Fongaro et al., 2023; Gan et al., 2021; Swenson et al., 2010;
Giannakopoulos et al., 2021; Solantaus et al., 2010; Wirehag Nordh et al., 2023) and four parent
training programmes (Jalling et al., 2016; Salari et al., 2014; Ghaderi et al., 2018; Duppong Hurley
et al., 2020) reported a combined measure of parent-reported externalising and internalising
problems (Table 19).

For the family therapy interventions that targeted adolescent behavioural problems, FFT (Hartnett
et al., 2016) and PSP (Cassells et al., 2015) both had significantly positive outcomes compared to
waiting list controls, but the other studies showed no difference between interventions and TAU.
For the parent training programmes, BT-IHFS (Duppong Hurley et al., 2020) and FCU compared
to iComet (Ghaderi et al., 2018) showed benefits, but others were mixed. For child welfare involved
families, evidence was limited but MST-CAN showed a positive effect (Swenson et al., 2010).

We combined the results of nine studies in a random effects meta-analysis (Hartnett et al., 2016;
Fonagy et al., 2018; Fonagy et al., 2020a; Cassells et al., 2015; Fongaro et al., 2023; Gan et al.,
2021; Jalling et al., 2016; Salari et al., 2014; Ghaderi et al., 2018; Duppong Hurley et al., 2020).
The results showed a moderate to large statistically significant effect in favour of intervention (d = -
0.56; 95% CI -0.90, -0.23; I-squared = 89.8%), but with high heterogeneity across the studies
(Figure 9, Appendix E). When we pooled the family therapy interventions (five studies; Hartnett et
al., 2016; Fonagy et al., 2018; Fonagy et al., 2020a; Cassells et al., 2015; Fongaro et al., 2023; Gan
et al., 2021) and parent training programmes (four studies; Jalling et al., 2016; Salari et al., 2014;
Ghaderi et al., 2018; Duppong Hurley et al., 2020) separately, the meta-analysis of family therapy
interventions showed a moderate, statistically significant effect (d = -0.51; 95% CI -0.87, -0.14; I-
squared = 81.4%) but heterogeneity remained substantial. The meta-analysis of parent training
programmes showed a moderate, but non-significant effect (d = -0.63; 95% CI -1.28, 0.03; I-
squared = 93.7%), also with high heterogeneity affecting the estimate.

Certainty assessment: Low. Most of the studies were rated as having some concerns on the
RoB assessment. Two NRSI were rated to be at a serious risk of bias (Cassells et al., 2015; Salari et
al., 2014). The meta-analysis showed very high heterogeneity, including within the subgroup
analyses, raising serious concerns about the inconsistency of the effect. Although the pooled effect
was moderate to large, the wide confidence intervals and heterogeneity reduce confidence in the
precision of the pooled effect. Overall, the evidence suggests a potentially meaningful effect, but
high heterogeneity and methodological limitations make the true effect of parenting intervention
on externalising and internalising problems uncertain.
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Table 19. Effect direction plot: parent-reported child and young person
externalising/internalising problems

Externalising/

Internalising &
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Fonasy et MAU months effective at Internalising 12 months. No
al.. 2 f’g oa I: 290 6months. No No difference difference .over
* C: 268 difference over over follow-up I
longer-term onger-term
follow-up Sfollow-up
< < -
Post-test | CBCL CBCL
Fongaroet | \yp oo AU | Tt 36 Externalising Internalising valzcdllj%?}eﬂcicg{e
al., 2023 C: 37 No difference at | No difference at ost-test
post-test post-test p
A
G 1 En(iof. YSR Total Score
an et al., FFT vs. TAU grg ation ) ) FFT more
2021 : 00 effective at the
C:45 end of probation
A
- SDQ Total Score
Hartnettet | FFT vs. EO:; test ) ) FFYQ more
al., 2016 waiting list C i effective at post-
test
3,6 tu tu
Hogue et SS-FT vs. 12months EBCL lisi fBCL lisi
al., 2015 usual care I: 95 xternallsing nternalising .
’ . No difference at | No difference at
C: 08
any follow-up any follow-up
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Study ID

Programme

Follow-up
Sample size

Externalising/
behavioural
problems

Internalising
problems

Internalising &
externalising
problems

3 to 7 years
after Child/young
Horigian et | BSFT vs. randomi- person-report ) )
al., 2015a TAU sation only (see Table
I: 140 20)
C: 121
1S
6,18 APACS Conduct
Humayun months disorder
etal., 2017 FFTvs. MAU | 1. 65 symptoms ) )
C: 46 No difference at
any follow-u
<
Leeetal., |[-FASTvs | Losttest Ohio Problem
2013 MST I: 68 - - Sever'lty
C: 40 No difference at
post-test
<
Antisocial
Maya et al., ISIE_PFT vS. Eolsé-test behaviour i i
2020 intervention C 1097 (unngmed)
) No difference at
post-test
Post-test, 12 | CBCL Aggressive ?rlli(e:rlr‘lalisin
Olseth et months behaviour . 8
FFT vs. TAU . . No differenceat | -
al., 2024 1: 87 No difference at ost-test. FFT
C: 72 post-test or 5) T
Tomonths ess effective at
12 months
Pérez- Post-test Child/young Child/young
Garcia et MFTvs. TAU | I: 40 person-report person-report i
. only (see Table only (see Table
al., 2020 C:35
” ) 20) 20)
< <
MDETVS. | post-test, 3, | CBCL CBCL
Schaub et individual h lisi lisi
al., 2014 psychotherap 6 months Exter‘na 1sing Interpa 1sing -
’ I&C: 308* No difference No difference
y over follow-up over follow-up
Post-test, 3, | < <«
. 6,12, CBCL CBCL
Slesnick et | EBFT vs. 18months Externalising Internalising ,
al., 2013 CRA I: 57 No difference No difference
C: 61 over follow-up over follow-up
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Follow-u Externalising/ Internalisin Internalising &
Study ID Programme p behavioural g externalising
Sample size problems
problems problems
Post-test, 3, | <
6, 12, CBCL CBCL
EBFT vs. MI | 18months Externalising Internalising
I: 57 No difference No difference
C: 61 over follow-up over follow-up
Adolescent behavioural problems (parent training)
A A
SDQ Conduct .
Post-test, Problems and SDQ Emotional
. and Peer
Barone et Connect vs. 4months Hyperactivity-
P : Problems -
al., 2021 waiting list I: 50 Inattention C
onnect more
C: 50 Connect more .
. effective at
effective at months
4months 4
A
Post-test,
Duppong BT-IHFS vs. | 6months SDQ Total Score
Hurley et - - BT-IHES more
TAU I: 152 .
al., 2020 C: 148 effective at all
) follow-ups**
Post-test, < <4 P
Ghaderi et | FCU vs. 12, SDQ Conduct SDQ Emotional SDQ Total Score
. 24months Problems Symptoms .
al., 2018 iComet ; . . No difference at
I: 122 No difference at | No difference at any follow-u
C:109 any follow-up any follow-up Yy p
<
ECBI Conduct
Problems -
Problem Scale
No difference at
Irvine et Parenting Post-test post-test
al.. 201 Toolkit vs.no | I: 155 A - -
* 5 intervention | C: 152 ECBI Conduct
Problems -
Intensity Scale
Parenting Toolkit
more effective at
post-test
Comet 12 to 6 months Child/young “»
" . person-report CBCL Total Score
18 vs. waiting | I: 86/88 - :
. . only (see Table No difference at
list C: 81/82
Jalling et 20) 6 months
al., 2016 .

’ ParentSteps 6 months Child/ young S>C 1
vs. waiting I: 70 person-report B LTota core
list c's only (see Table No difference at

) 20) 6 months
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Externalising/

Internalising &

Study ID Programme ggiovlvc:;?ze behavioural II;:)%:illllisSing externalising
p problems p problems
<
MVPP, GREAT E)‘ilsévfleflt Physical
2013; Families vs. leneth P aggression ) )
MVPP, no un cglear composite
2014a intervention I&C: 1.112% No difference
L3 over follow-up
2 <
SDQ Conduct . P
Salari et STTP vs. Post test Problems SDQ Emotional SDQ Total Score
o I: 20 Symptoms .
al., 2014 waiting list C 26 STTP more No difference at No difference at
: effective at post- post-test
post-test
test
<
Smith Post test SDQ Conduct
e FCU vs. TAU | I: 43 Problems _ :
al., 2015 C: 28 No difference at
post-test
Child welfare involvement
o A
Post-test, CBCL CBCL A
10, Externalising Internalising CBCL Total Score
Swenson et | MST-CANvs. | | 0 = behaviour behaviour MST-CAN more
al., 2010 EOT I: 44 No difference MST-CAN more | effective over 16-
C: 42 over 16-month effective over 16- | month follow-up
follow-up month follow-up
Families with parental depression
<
6 months EBCL isi o>
I: 56 xternalising
Compaset | .~ -pioo C: 55 behaviour CBCL
al., 2010; . : : Internalising
PN written 12 FG-CBI more :
C t ) . behaviour
11 T1eslo ¢ information | 18months effective at No difference at
al., 2025 I: 90 6months. No any follow-u
C: 90 difference at 1- Y p
months
< <
Lochner et FG-CBI Post-test,3, | CBCL CBCL
al., 2021; ‘G_ G Auf 9 months Externalising Internalising
Lochner et | (GUG-Auf) | 1 50 behaviour behaviour
vs. TAU . ; ;
al., 2023 C: 50 No difference at | No difference at
any follow-up any follow-up
o«

. Post-test, 6, SDQ Emotional/
Giannakop 14 months Behavioural
oulos et al., | FTIvs. LTC I: 30 - - Problems
2021 C: 32 No difference

over follow-up
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Internalising &

Externalising/

Study ID Programme Follow-up behavioural s externalising
Sample size problems
problems problems
4,10, -
Solantaus | .. .. |18months | _ i SDQ Total Score
etal., 2010 ’ I: 53 No difference
C:53 over follow-up
A
IgOSt'te}ft’ SDQ Total Score
FTI vs. TAU I_mont s _ _ FTI more
- 19 effective at
C:u 6months
A
Wirehag Post-test, SDQ Total Score
Nordhet | ypcys oy | Omonths LTC more
al., 2023 11 effective at
C: 21 6months
Post-test, §DQ Total S
6months otal Score
FTIvs. LTC | 19 No difference at
C:21 6 months

A = positive impact; ¥ = negative impact; 4P = no effect / mixed effects. Sample size = final sample size (individuals) in
intervention group, large A >300; medium A 75-300; small A < 75

ABCL — Adult Behaviour Checklist. APACS — Adolescent Parent Account of Child Symptoms. BSFT — Brief Strategic Family Therapy.
CBCL — Child Behaviour Checklist. EBFT — Ecologically Based Family Therapy. ECBI — Eyberg Child Behaviour Inventory. FCU —
Family Check Up. FFT — Functional Family Therapy. FTT — Family Talk Intervention. I-FAST — Integrated Families and Systems
Treatment. LTC — Let’s Talk about Children. MDFT — Multidimensional Family Therapy. MFT — Multifamily Therapy. MST —
Multisystemic Therapy. MST-CAN — Multisystemic Therapy for Child Abuse and Neglect. MVPP — Multisite Violence Prevention
Project. PSP — Positive Systemic Practice. SB-PFT — Scene-Based Psychodramatic Family Therapy. SDQ — Strengths and Difficulties
Questionnaire. STTP — Standard Teen Triple P. TAU — Treatment as Usual. YSR — Youth Self Report.

*Sample size not reported for intervention and control groups, only total sample.

** Based on effect sizes calculated from raw group means and SDs at six-month follow-up. Although the study authors report a similar
Hedge’s g at six-month follow-up (-0.300) they did not find statistical significance. NB: the paper did not report sufficient statistical
detail (e.g. standard errors or confidence intervals) for the reported Hedge’s g.

I — Intervention. C — Control

Sensitivity analysis with child/young person-reported outcomes

To assess whether prioritising parent-reported outcomes could mask important child/young
person-reported effects, we re-ran the meta-analyses with child/young person reported outcome
when at least two studies were available. Child/young person-reported outcomes are also explored
narratively below. The pooled estimate for externalising/behavioural problems (n=7 studies)
showed no clear overall effect with moderate to substantial heterogeneity (d = -0.04; 95% CI -0.21,
0.14; I-squared = 59%). For child/young person-reported internalising behaviours and combined
internalising and externalising, the studies were too few in number and/or too heterogeneous to
pool.

Child and young person reported

Externalising behaviours

Eleven studies reported child/young person-reported externalising problems (Table 20). Eight
studies reported YSR externalising behaviours (Asscher et al., 2013; Compas et al., 2010/Ciriegio et
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al., 2025; Hogue et al., 2015; Jalling et al., 2016; Lochner et al., 2021, 2023; Pérez-Garcia et al.,
2020; Schaub et al., 2014; Slesnick et al., 2013) and three studies (Fonagy et al., 2018; Fonagy et
al., 2020a; Ghaderi et al., 2018; Smith et al., 2015) reported SDQ conduct problems.

The overall pattern was heterogeneous and did not show a consistent effect in favour of
intervention. In six studies (Asscher et al., 2013; Fonagy et al., 2018; 2020a; Jalling et al., 2016;
Pérez-Garcia et al., 2020; Slesnick et al., 2013; Lochner et al., 2021/2023), the child/young person-
reported effects mirrored the effect direction of the parent-report. In a minority of studies (n=3
studies; Hogue et al.,2015, Schaub et al., 2014, Smith et al., 2015), child/young person- reported
outcomes were in favour of intervention, where parent-reported outcomes showed no clear
difference.

Internalising behaviours

Seven studies reported child/young person-reported internalising behaviours (Table 20). Six
studies reported YSR internalising behaviours (Hogue et al., 2015; Pérez-Garcia et al., 2020;
Schaub et al., 2014; Slesnick et al., 2013; Compas et al., 2010/Ciriegio et al., 2025; Lochner et al.,
2021/Lochner et al., 2023) and one study (Ghaderi et al., 2018) reported SDQ Emotional
symptoms.

Findings were mixed across the interventions and timepoints. For three studies (Schaub et al.,
2014, Slesnick et al., 2013, Ghaderi et al., 2018), there was no difference in the direction of effect
between the parent- and child/young person-reported measures. For three further studies (Hogue
et al., 2015; Compas et al., 2010/Ciriegio et al., 2025; Lochner et al., 2021, 2023), there were
positive intervention effects compared to mixed or no effects for the corresponding parent-
reported outcomes. However, overall, the narrative pattern did not indicate larger or more
consistent benefits on this measure than those seen on the parent-report measure.

Combined externalising and internalising behaviours

Five studies provided a child/young person-reported total score for externalising and internalising
behaviours (Table 20). Four studies (Cassells et al., 2015; Hartnett et al., 2016; Fonagy et al., 2018,
2020a; Ghaderi et al., 2018) reported total scores on the SDQ and one study (Jalling et al., 2016)
reported total scores on the YSR. The effects varied across the study but only one showed a
different effect direction to the parent-reported measure. In this case, PSP (Cassells et al., 2015)
showed no difference at post-test compared to an effect in favour of intervention on the parent-
reported measure. Overall, therefore, the findings of the child/young person-reported total scores
did not show any larger or more consistent intervention effect beyond those identified on the
parent-reported measure.

Table 20. Effect direction plot: child and young person-reported
externalising/internalising problems

Internalising &
externalising
problems

Externalising/
behavioural
problems

Internalising
problems

Follow-up
Sample size

Study ID Programme

Adolescent behavioural problems (family therapy)
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Follow-up Externalising/ Internalising Internalising &
Study ID Programme S 5 behavioural externalising
ample size problems
problems problems
6 months A
Asscher et MST vs. I1 YSR Externalising ) )
al., 2013 TAU C 1407 MST more effective
$109 at 6 months
1S
Cassells et PSP vs. f'ost—test i i SDQ Total Score
al., 2015 waiting list C3375 No difference at
: post-test
A
Post-test SDQ Total Score
I-{artnet6t et FF'.It‘.vs. ot I: 42 ; ) FFT more
a oy 201 war lng 1S C: 55 eff’ectlve atpOSt
test
<
YSR it lisi
3.6 Externalising YSR Internalising
> SS-FT more
Hogue et SS-FT vs. 12months SS-FT more effective at 12 )
al., 2015 usual care I: 95 effective at 12 months. No
C: 98 months. No diﬁ‘ererice at - or
difference at 3 or p h
6 months months
to 7 years A
after Externalisin,
Horigian et | BSFT vs. randomisati &
BFEST more - -
al., 2015a TAU on .
I: 140 effective over
é_ 101 long-term
) follow-up
<
6,12,18,24, | 4> SDQ Total Score
Fonagy et MST vs 36-, 48- SDQ Conduct MST more
al., 2018; MAU ’ months Problems - effective at 12
2020a I: 290 No difference at months. No
C: 268 any follow-up different at other
follow-ups
> 1S
Pérez- Post-test YSR YSR Internalising
Garcia et MFTvs. TAU | I: 40 Exter'nahsmg No differenceat | -
al., 2020 C: 35 No difference at
) post-test
post-test
A
MDFT vs. Post-test YSR <
Schaub et individual 6 months’ 3 Externalising YSR Internalising |
al., 2014 psychotherap I&C: 208% MDFT more No difference
y -3 effective over over follow-up
follow-up
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Study ID

Programme

Follow-up
Sample size

Externalising/
behavioural
problems

Internalising
problems

Internalising &
externalising
problems

Post-test, 3, ;;SR o>
6,12, . .
EBFT vs. 18months Externalising XTSIZI.nternahsmg -
CRA . No difference o difference
I'_57 over follow-u over follow-up
Slesnick et C: 61 P
al., 2013 Post-test, 3, | -
6,12, YSR YSR Internalising
EBFT vs. MI | 18months Externalising No difference -
I: No difference
57 over follow-up
C: 61 over follow-up
Adolescent behavioural problems (parent training)
Post-test, < < DI
Ghaderiet | FCUvs. 12, 24h IS)D(%ﬂConduct gDQ Emotional SDQ Total Score
al., 2018 iComet months roblems ymptoms No difference at
9 .
I: 122 No difference at | No difference at any follow-u
C:109 any follow-up. any follow-up. Y D-
< <<
Comet 12—18 | 6 months YSR YSR Total Score
vs. waiting I: 86 Externalising - No difference at 6
. list C: 81 No difference at months
Jalling et 6 months
al., 2016
< <
\I:Sar‘iﬁ?i?ps ? m(;)nths YSR Externalising ) YSR Total Score
I : & (5'781 No difference at 6 No difference at 6
1st ’ months months
A
. Post-test SDQ Conduct
Smithetal, | pCUvs. TAU | 1:43 Problems i i
5 C: 28 FCU more effective
at post-test
Families with parental depression
<
Compas et ? m(()) nths A YSR Internalising
P s FG-CBI vs. "5 YSR Externalising | FG-CBI more
al., 2010; written C: 55 FG-CBI more effective at -
Ciriegio et inf t 12, 18months effective at all 12months. No
al., 2025 miormation | 1. oo ; :
. follow-ups different at 6 or 18
C:90 months
Lochner et Post-test, 3,9 | @ -
- -test, 5, .. YSR Int lisi
al., 2021; 58 CGlilg £) months YSR Externahsmg FG-CII;IP;;I:)?' ;smg ]
Lochner et u u I: 50 No difference at effective at 3 and 9
al., 2023 vs. TAU C: 50 any follow-up months

A = positive impact; ¥

= negative impact; 4P

= no effect / mixed effects. Sample size = final sample size
(individuals) in intervention group, large A >300; medium A 75-300; small A < 75
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ASR — Adult Self-Report. BSFT — Brief Strategic Family Therapy. CRA — Community Reinforcement Approach. EBFT —
Ecologically Based Family Therapy. FCU — Family Check Up. FFT — Functional Family Therapy. FG-CBI — Family Group
Cognitive Behavioural Intervention. MAU — Management As Usual. MDFT — Multidimensional Family Therapy. MFT —
Multifamily Therapy. MI — Motivational Interviewing. MST — Multisystemic Therapy. PSP — Positive Systemic Practice.
SDQ - Strengths and Difficulties Questionnaire. SS-FT — Structural Strategic Family Therapy. TAU — Treatment as
Usual. YSR - Youth Self Report.

*Sample size not reported for intervention and control groups, only total sample.

I — Intervention. C — Control

Child welfare outcomes

Darnell & Schuler (2015) examined the effectiveness of FFT on subsequent out-of-home
placements among justice-involved young people who were returning home from court-ordered
placements. At 36 months, post-release, there was no significant difference in cumulative out-of-
home placement rates (FFT 33.6% vs. 36.4%). There were short-term effects of FFT in the first
month post-release, but these had dissipated by three months post-release. Fonagy et al. (2018)
also examined out-of-home placement among young people who received MST or TAU for
moderate to severe antisocial behaviour. The proportion of young people placed out-of-home at the
18-month follow-up did not differ between MST and TAU (OR 1.25; 95% CI 0.77, 2.05; p=0.37).

Akin and McDonald (2018) examined the effects of PMTO with biological families of children in
foster care. Based on the ITT analyses, reunification rates did not differ significantly between
PMTO and TAU at follow-up (62.7% reunified in the PMTO group compared to 55.8% in TAU;
hazards ratio 1.16, p=0.083). The authors subsequently calculated that PMTO provided a typical
saving of 151 days in foster care per child (approximately 5 months) relative to TAU. Based on the
per-protocol analysis, PMTO participants who completed the intervention showed significant gains
compared to TAU (hazards ratio 1.32; p=0.004).

Table 21. Effect direction plot: child welfare outcomes

Out-of-home

Study ID Programme Sample size e Reunification
Akin & o 6 Reunifieation with
McDonald, PMTO vs. TAU I: 461 - _ parents
2018 C No difference; PMTO
$ 457 62.7% vs. TAU 55.8%
<
Subsequent out-of-home
I: FFT 524, placement
SD:}‘;I‘I‘I";: 8;01 FFT vs. TAU FFT+FFP 539 | FFTand FFT+FFP more -
’ 5 C: 5,992 effective in short-term
but no difference over
follow-up
Fonagy et al., MST vs. MAU ; 8 mgnths Out-of-home placement )
2018 ) é'34 No difference at 18
F342 months

A = positive impact; ¥

= negative impact; 4p

= no effect / mixed effects. Sample size = final sample size (individuals) in

intervention group, large A >300; medium A 75-300; small A < 75
FFT — Functional Family Therapy. FFP — Functional Family Probation. MAU — Management As Usual. MST — Multisystemic Therapy.
PMTO — Parent Management Training Oregon. TAU — Treatment As Usual.
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This section examined the effectiveness of different parenting interventions for families with
multiple and complex needs, with children and young people aged 11 to 19. The results of the
syntheses suggest that while some interventions show promise, their impact varies depending on
the population targeted, the type of intervention and the context in which they are delivered.

Summary of syntheses

The results of the meta-analyses are summarised in Table 22. Overall, we found that parenting
interventions resulted in small but statistically significant improvements in internalising
behaviours and parenting stress, while effects on externalising behaviours and positive parenting
were in a positive direction, but non-significant. The overall certainty of the evidence was generally
low to moderate across the outcomes (Table 22). Certainty assessment was affected by the risk of
bias. There were very few studies that were assessed to be at a low risk of bias and several non-
randomised studies that were at a serious risk. Concerns about imprecision and inconsistency were
also common across outcomes, particularly when confidence intervals were wide or heterogeneity
was substantial. While some outcomes (including negative parenting, parenting stress and
internalising problems) showed small but consistent benefits, others (including maltreatment,
positive parenting and externalising problems) showed little or no effect.

Table 22. Summary of effect sizes

Outcome No. of [ No. of Effect size | Confidence Hetero- Certainty

trials effect (Cohen’s interval of geneity

VA d) effect size I12)

Maltreatment, | 2 - - - - Very low
including
harsh
parenting
Positive 9 5 0.13 -0.02, 0.28 36.5% Low
parenting
Negative 7 5 -0.19 -0.29, -0.09 0.00% Moderate
parenting
Family 13 - - - - Low
functioning
Parent mental | 3 - - - - Low
health
Parenting 4 4 -0.35 -0.51, -0.19 0.00% Moderate
stress
Externalising | 22 13 -0.12 -0.27, 0.03 66.3% Low
child and
young people
behaviours
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Outcome No. of Effect size | Confidence Hetero- Certainty
trials (Cohen’s | interval of geneity
d) effect size I12)

Internalising 14 8 -0.11 -0.22, -0.01 2.3% Moderate
child and
young people
behaviours

Child and 14 9 -0.56 -0.90, -0.23 89.8% Low
young people
behaviour
problems
overall

Child welfare |3 - - - - Very low
outcomes

RQ2: For whom?

Reporting of PROGRESS-Plus characteristics

All the included trials (n=35) reported at least one PROGRESS-Plus characteristic in baseline
demographic tables (Table 23). The most commonly reported was gender and sex, followed by age
and race/ethnicity. No studies reported demographics under the categories of religion or social
capital, and very few reported sexual orientation or disability characteristics. Under the ‘Plus —
Other’ category, we recorded a range of other factors that may be associated with marginalisation
and vulnerability.

Table 23. Reporting of PROGRESS-Plus characteristics

PROGRESS-Plus
characteristic

Number of trials [study reference]

Place 2 [26, 28]

Race, ethnicity,

culture, language 30 [1-9, 14-27, 29-35]

Occupation 10 [2, 3, 5, 13, 15, 17-19, 27, 31]
Gender and sex 34 [1-10 12-35]

Religion -

Education 19 [2-4, 7, 11-13, 15-22, 25, 27, 32-33]

Socioeconomic status | 12 [2-5, 7-13, 32]

95



/1

PROGRESS-Plus
characteristic

Number of trials [study reference]

Social capital -

Plus — Age 35 [1-35]
Plus — Sexual
. . 1[24]

orientation

Plus — Disability 1[1]
Total: 32 [1-11, 13- 26, 28-31, 33-35]; parental or maternal/paternal
characteristics: 22 [1-5, 7-8, 10-11, 13, 14-19, 23-26, 28, 30-35]; child welfare

Plus — Other and/or maltreatment: 4 [1, 4, 9, 20]; adverse childhood experiences: 4 [23,

29, 31, 34]; mental health: 15 [3-5, 7, 9-10, 13, 15-16, 21-22, 29, 31, 33, 35];
immigration status: 2 [19, 28]; homelessness: 1 [24]; involvement in
offending behaviour: 12 [2, 6, 8, 10, 13-16, 24, 28-31].

Study reference: [1] Akin et al., 2018; [2] Asscher et al., 2013; [3] Barone et al., 2021; [4] Compas et al., 2011; [5] Cassells et al., 2015; [6]
Darnell & Schuler, 2015; [7] Duppong Hurley et al., 2020; [8] Fonagy et al., 2018; Fonagy et al., 2020a (UK); [9] Fongaro et al., 2023;
[10] Gan et al., 2021; [11] Ghaderi et al., 2018; [12] Giannakopoulos et al., 2021; [13] Hartnett et al., 2016; [14] MVPP, 2013; [15] Hogue
et al., 2015; [16] Robbins et al., 2011; [17] Humayun et al., 2017; [18] Irvine et al., 2015; [19] Jalling et al., 2016; [20] Kolko et al., 2018;
[21] Lee et al., 2013; [22] Lochner et al., 2021; [23] Maya et al., 2020; [24] Milburn et al., 2012; [25] Olseth et al., 2024; [26] Pérez-
Garcia et al., 2020; [27] Salari et al., 2014; [28] Schaub et al., 2014; [29] Sexton & Turner, 2010; [30] Slesnick et al., 2013; [31] Slesnick
& Zhang, 2016; [32] Smith et al., 2015; [33] Solantaus et al., 2010; [34] Swenson et al., 2010; [35] Wirehag Nordh et al., 2023.

Population characteristics

Population characteristics of the included effectiveness trials (n=35) are summarised in the tables
in Appendix C.

The average age of child participants across the included trials ranged from 11 to 17. However,
during the screening process, there was limited evidence of parenting interventions specifically
targeting adolescents and young people and their families. In contrast, interventions for the early
years age group (0 to 10 years) were far more prevalent in the literature. In addition, several
interventions were not tailored to a specific age range but instead included a wider demographic of
youth and young adult participants (0 to 24 years).

Just over a half of the trials had a higher percentage of male child participants, while the other half
reported a roughly equal distribution of male and female participants. A minority of trials reported
more female child participants. In contrast, all papers that reported the parent sex or gender
reported the participation of significantly more mothers or female relatives, signifying gender
disparities, as male family members were encouraged to participate in the majority of studies, yet
were underrepresented across trials. Only one study did not specifically report participant sex or
gender (Ghaderi et al., 2018). None of the papers included ‘other’ or non-binary gender categories,
and no child participants were noted explicitly as being transgender.
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Race and ethnicity were reported in 30 trials, with a minority not reporting this information. Of
these, the most commonly reported race categories were White/Caucasian, Black/African
American, Hispanic/Latino, and ‘Other’ (this category included either other minoritinised
ethnicities or participants who selected multiple race categories). In particular, it was noted in
trials focused on adolescent delinquency that there was an overrepresentation of youth from
minoritised ethnic backgrounds — predominantly Black and Hispanic youth — in the juvenile
justice system (Darnell & Schuler, 2015). This was also true of Child Protective Services (Swenson
et al., 2010). Additionally, the BSFT intervention noted that their family participants of young drug
users were overwhelmingly from Hispanic backgrounds (Robbins et al., 2011). Asian participants
were the most underrepresented group reported within the interventions, with an average of 2% of
participants across trials identifying their ethnicity as Asian, and only four trials reporting their
inclusion (Compas et al., 2011; Fonagy et al., 2020a; Sexton & Turner et al., 2010; Smith et al.,
2015). RQ4 and RQ5 both discuss further cultural considerations across the implementation
papers.

Education-related characteristics were reported for 19 trials, and most focused on parents’
education. This typically included the highest level of education and whether education was
completed, while child-related statistics addressed current educational issues such as being on an
Individualised Education Plan, receiving educational interventions, current school enrolment, and
exam completion. The majority of parents across these trials had completed a high school diploma
or had attended at least some higher education. The exception to this was Humayun et al., 2017,
which reported 65% of their parent participants had not continued education past the age of 16.
Employment or occupation data was available for 10 trials, of which the majority were related to
parent employment status. The majority of parents across these trials reported being in some form
of employment, with only Humayun et al., 2017 reporting 60% of parent participants being
unemployed.

Disability was only explicitly reported in two studies, both from the same trial (Akin et al., 2018),
meaning only one included intervention reported disability. However, two additional studies that
reported mental health characteristics also included comorbid conditions that the DSM-5 considers
to be disabilities (ADHD and ASD); therefore, the representation of disability may be considered in
these trials as well (Fonagy et al., 2020a; Lee et al., 2013).

Sexual orientation was also reported in one study (Milburn et al., 2012), with a significant
majority of participants identifying as heterosexual and only a minority identifying as part of the
LGBTQ+ community. However, a paper in RQ4 does consider the intersectionality of sexual
identity and ethnicity in their participants (Bounds et al., 2023).

Socioeconomic status was reported in 12 trials and included household income levels, self-
reported financial difficulties, parent employment types, and financial anxiety. Experience of
homelessness, rough sleeping or runaway youth was only explicitly reported in one study (Milburn
et al., 2012).

Previous abuse within the family was documented in five trials. This included abuse directed
at children and young people by caregivers in four trials (Akin et al., 2018; Kolko et al., 2018; Maya
et al., 2020; Swenson et al., 2010), while one trial described abuse directed at caregivers by
children (Fongaro et al., 2023). Reported abuse types included physical abuse, verbal abuse,
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neglect, sexual abuse, and intrafamily violence. Two papers of one trial cited abuse as the primary
reason for youth entering foster care (Akin et al., 2018).

Adverse childhood experiences faced by young people, including abuse types, parental
substance abuse, parental mental illness, family death, household criminal behaviour, severe
financial hardship, and foster care placement, were reported for four trials (Maya et al., 2020;
Sexton & Turner, 2010; Swenson et al., 2010; Slesnick & Zhang, 2016).

Mental health characteristics in either caregivers or adolescents. Fifteen trials recorded
specific mental health issue, including parental depression, psychiatric disorders, adolescent
internalising symptoms, and comorbid disorders (e.g. OCD, ODD, ADHD, ASD, and PTSD). Some
papers also classified substance use disorders and addiction as mental illnesses (Hogue et al.,
2015).

Involvement in offending behaviour by children and young people (‘juvenile
delinquency’), such as arrest records, sex offences, and drug possession, were widely reported, with
12 trials reporting such histories among child and young people participants.

Immigration status was reported in two studies (Schaub et al., 2014; Jalling et al., 2016), which
noted when parent participants were foreign-born.

Finally, parent/caregiver characteristics were reported in 22 trials. Of these, five trials
reported single-parent households (Asscher et al., 2013; Jalling et al., 2016; Humayun et al., 2017;
Hogue et al., 2015; Wirehag Nordh et al., 2023). An additional six trials reported marital status,
including married, divorced, widowed, and separated parents (Compas et al., 2011;
Giannakopoulos et al., 2021; Schaub et al., 2014; Solantaus et al., 2010; Smith et al., 2015; Slesnick
& Zhang 2016).

The effectiveness studies in this review did examine several vulnerable groups, with a particular
focus on individuals affected by mental health issues, involvement in the youth justice system,
racial disparities, and socioeconomic status. All of the included studies were directed at young
people or their families facing multiple complex needs, primarily needs that could put young
people at risk of being placed in out-of-home care, and the included interventions were specifically
adapted to address those needs. Additionally, several trials tested interventions across different
cultures, and specifically set out to culturally adapt the contents, particularly FFT and MDFT
(Darnell & Schuler, 2015; Gan et al., 2021; Hartnett et al., 2016; Humayun et al., 2017; Olseth et al.,
2024; Schaub et al., 2014; Sexton & Turner, 2010)

While a wide range of PROGRESS-Plus characteristics were reported across the effectiveness trials,
the reporting of certain characteristics was limited in some areas. This was particularly true for
disability, sexual orientation, religion, and immigration status, with either the interventions
themselves lacking the ability to meet the specific needs and experiences of these populations or
the lack of presence of these populations in the academic literature.

Any underrepresentation may reflect broader issues in equity-focused research, as highlighted by
authors such as Kerns et al. (2024), who suggested that certain minority groups are often
underrepresented in systematic reviews. The improved reporting of equity-relevant demographics
is essential to ensure that interventions are inclusive and responsive to diverse lived experiences
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(Karran et al., 2023; Welch et al., 2016) and that health interventions do not unintentionally widen
inequities if not designed with equity in mind. (O’Neill et al., 2014).

Evidence of differential effects for different populations

The underreporting of PROGRESS-Plus characteristics limits the ability to assess equity-related
impacts and may obscure differential effects for marginalised and underrepresented groups. In this
section, we aimed to summarise the available evidence on differential effects. Due to a lack of
differential data, variability in reported outcomes, moderators/mediators and the analytic
approaches across the studies, it was not possible to conduct meta-analyses. There was also limited
reporting of differential effects beyond narrative descriptions of findings. Here, we present a
narrative synthesis of the moderator and mediator analyses reported across the included studies.
Moderator analyses help identify who benefits most (or least) from an intervention, while
mediation analyses explore how or why those benefits occur by testing the mechanisms through
which change is achieved. However, because of the limitations outlined, it was difficult to
determine whether the included interventions were equally effective across diverse populations or
whether adaptations were needed. This has important implications for tailoring interventions to
meet the needs of families who may face additional barriers to engagement or benefit.

Moderator analyses

Fifteen studies (related to 11 trials) reported moderator analyses that assessed whether
intervention effects varied by demographic or other characteristics (Table 24). The most commonly
tested moderators were the age of the child or young person (eight studies of five trials) and the sex
or gender of the child or young person (eight studies of five trials).

Table 24. Moderators examined across the included studies

Moderators

Child and young person characteristics

Asscher et al., 2013; Compas et al., 2011; Duppong Hurley et al., 2020; Fonagy et

Age al., 2018; Fonagy et al., 2020a; Ghaderi et al., 2018

Asscher et al., 2013; Compas et al., 2011; Duppong Hurley et al., 2020; Fonagy et

Sex or gender al., 2018; Fonagy et al., 2020a; Smith et al., 2015

Ethnicity Asscher et al., 2013; Horigian et al., 2015b
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Moderators Studies

Initial problem severity: Asscher et al., 2014; Ghaderi et al., 2018; Humayun et al.,
2017

Peer risk: MVPP, 2013

Peer delinquency score (baseline): Fonagy et al., 2018; Fonagy et al., 2020a
Negative life events: Lochner et al., 2023

Early onset CD: Fonagy et al., 2018; Fonagy et al., 2020a; Fonagy et al., 2020b
Other — child or ICUT score (baseline): Fonagy et al., 2018; Fonagy et al., 2020a

young person ABAS score (baseline): Fonagy et al., 2018; Fonagy et al., 2020a

No previous offence (baseline): Fonagy et al., 2018; Fonagy et al., 2020a
Diagnosis of CD or ADHD (baseline): Fonagy et al., 2018; Fonagy et al., 2020a
Diagnosis of CD, depression or anxiety (baseline): Fonagy et al., 2018; Fonagy et
al., 2020a

Referral path: Fonagy et al., 2018; Fonagy et al., 2020a

Individualised education plan: Duppong Hurley et al., 2020

Parent and family characteristics

Parental education: Ghaderi et al., 2018; Compas et al., 2011
Family SES Income level: Ghaderi et al., 2018; Duppong Hurley et al., 2020
Single-parent household: Duppong Hurley et al., 2020

Parental

. Compas et al., 2011; Lochner et al., 2021
depression

Other — parent or | Parental motivation for treatment: Ghaderi et al., 2018
family Family risk: MVPP, 2013*; Duppong Hurley et al., 2020**; Sexton & Turner, 2010

School risk: MVPP, 2013

Other Therapist model adherence: Sexton & Turner, 2010

ABAS- Antisocial Beliefs and Attitudes Scale; ADHD — Attention Deficit Hyperactivity Disorder; CD —
Conduct Disorder; ICUT — Inventory of Callous-Unemotional Traits; SES — socioeconomic status.

*composite drawn from parent and child reports parental involvement in school, parental monitoring,
discipline practices, family relationships and family problem-solving; **composite score based on the sum of
six binary risk factors reported by the caregiver (depression, mental illness, substance abuse, criminal
behaviour, homelessness, or investigated for report of child abuse/neglect).

Child and young person characteristics

For gender, Asscher et al. (2013) found that MST had differential effects by gender on self-esteem
and hostility. MST helped boys maintain self-esteem and reduce hostility, but had adverse effects
on girls’ self-perceptions, suggesting that MST may be less effective, or even potentially harmful,
for girls in some domains. A further study of the same trial, (Asscher et al., 2014) explored
differential effects by gender on externalising behaviours and recidivism but there was no
moderating effect. Four further studies (Compas et al., 2015; Fonagy et al., 2020a; Ghaderi et al.,
2018; Smith et al., 2015) examined gender effects, but no clear findings emerged.
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Age was tested as a moderator in eight different publications relating to trials of five interventions
(Asscher et al., 2013; Asscher et al., 2014; Compas et al., 2015; Duppong Hurley et al., 2020;
Fonagy et al., 2018; Fonagy et al., 2020a; Fonagy et al., 2020b; Ghaderi et al., 2018). There were
no moderator effects of age across most studies; Compas et al. (2015) found some isolated effects,
but a consistent pattern did not emerge.

For ethnicity, two studies of the same trial (Asscher et al., 2013; Asscher et al., 2014) found that
MST was more effective for native Dutch young people compared to minoritised ethnic groups,
particularly in reducing parent-reported externalising behaviours. However, effects varied by
outcome type, with minoritised ethnic youth showing greater improvements in violent behaviour.
These findings suggest cultural tailoring may be necessary to optimise intervention effects across
minoritised ethnic groups. This theme is developed further under RQ4. Horigian et al. (2015b)
found no significant moderation effects of BSFT by race/ethnicity.

Three studies (Asscher et al., 2014; Ghaderi et al., 2018; Humayun et al., 2017) examined initial
problem severity, but none of the studies found a significant moderating effect of this baseline
characteristic.

In their trial of MST, Fonagy et al. (2018; 2020a; 2020b) tested a wide range of potential
moderators, including early onset of conduct disorder, callous-unemotional traits, peer
delinquency, and diagnostic status. Based on 18-months follow-up (Fonagy et al., 2018), both onset
of conduct disorder and callous and emotional traits at baseline moderated the effect of MST on
out-of-home placement. For participants with early onset conduct disorder, MST appeared to lead
to greater likelihood of out-of-home placement. MST was less effective than TAU for participants
with low callous and emotional traits at baseline (scoring below the median). Peer delinquency
scores were a significant moderator at both 18 months (Fonagy et al., 2018) and longer-term
follow-ups (Fonagy et al., 2020a; Fonagy et al., 2020b). Time to first offence was decreased for
participants with low scores, whereas higher baseline scores increased the time to first offence.
Drawing on the findings of the moderation analyses, Fonagy et al. (2018) speculate that for young
people with fairly low levels of risk young, the emphasis of MST on criminal justice involvement
may inadvertently heighten their awareness of offending behaviours.

Peer risk was also found to moderate the effects of the GREAT Families Programme on physical
aggression (MVPP, 2013). Similar to MST, the intervention was more effective for students with
high peer risk (engaged in antisocial or gang-related behaviours).

Parent and family characteristics

Three studies (Compas et al., 2015; Duppong Hurley et al., 2020; Ghaderi et al., 2018) examined
family socioeconomic status. Only one study (Compas et al. 2015) found moderating effects
suggesting that parental education moderated intervention effects on youth externalising
symptoms, but the evidence was limited.

Three studies (Compas et al., 2015; Lochner et al., 2021; Lochner et al., 2023) of two trials of the
FG-CBI for families with parental depression, explored whether baseline parental depression was a
moderator. However, there was no moderating effect across any of the studies. Lochner et al.
(2023) also examined stressful life events and found that children in the intervention group who
experienced fewer negative life events showed greater reductions in internalising symptoms at
follow-up.
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Overall, while some studies reported significant moderator effects, findings were inconsistent and
often limited to specific outcomes or timepoints. This suggests that while tailoring interventions to
population characteristics may enhance effectiveness, further research is needed to identify robust

moderators.

Mediator analyses

Eleven studies (related to eight trials) explored whether parenting interventions exerted their
effects through specific mechanisms based on mediation analyses. Potential mediators related to
child and young person factors, parenting practices and family functioning (Table 25).

Table 25. Mediators examined across the included studies

Intervention

Mediator(s)

Outcomes

Barone et al., 2021 Connect Anxious attachment, avoidant Internahs%ng/
attachment externalising problems
Parent-adolescent reports of

Ciriegio et al., 20252 | FG-CBI coping, observations of Multiple outcomes
parenting
Parent-adolescent reports of

Compas et al., 20102 | FG-CBI copng, observations of . Multiple outcomes
parenting, parental depressive
symptoms

. Parental limit setting, .

Ghaderi et al., 2018 FCU . . Multiple outcomes
appropriate or harsh parenting

Horigian et al., . ..

2015ab BSFT Family functioning Parental substance use

Horigian et al., . - .

2015bb BSFT Family functioning Multiple outcomes

Humayun et al., 2017 | FFT Family functioning Not tested statistically
Knowledge about depression,

Lochner et al., 2023 FG-CBI(GuG- | positive parenting skills, coping Multiple outcomes

Auf’) (emotion regulation) strategies

(children and young people)

Matjasko et al., 2013 IS}REAT Families Parenting practices Yputh exposure to

rogramme violence
ghelsgl ick & Zhang,., EBFT Observed autonomy-relatedness | Parental substance use
Sullivan et al., 20182 | FG-CBI Observed positive parenting Interparental conflict

Linked studies: a Family Group Cognitive Behavioural intervention; b Brief Strategic Family Therapy.

BSFT — Brief Strategic Family Therapy. EBFT — Ecologically Based Family Therapy. FCU — Family Check Up.

FFT — Functional Family Therapy. FG-CBI — Family Group Cognitive Behavioural Intervention.

A range of mediators were examined and, overall, the findings were mixed, with some studies
identifying robust mediators and others finding null or inconclusive results. There was consistent
evidence for secondary control coping as a mechanism of change in the FG-CBI trial, for families
with parental depression (Ciriegio et al., 2025). Increases in coping skills were found to mediate
improvements in internalising and externalising symptoms, depressive symptoms and clinical
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diagnoses. Positive parenting (Compas et al., 2010; Ciriegio et al., 2025) also mediated some
outcomes related to FG-CBI, particularly externalising symptoms, but findings were more limited
and outcome specific. Negative parenting and parental depressive symptoms were not supported as
mediators of FG-CBI’s effects. In contrast, another trial of FG-CBI (Lochner et al., 2023), did not
find any mediation pathways for internalising or externalising symptoms.

Other studies reported partial or weak mediation effects. For example, improvements in family
functioning were found to partially explain reductions in parental alcohol use in BSFT (Horigian et
al., 2015a), but mediation effects were not sustained at long-term follow-up (Horigian et al.,
2015b). In the Multisite Violence Prevention Project (Matjasko et al., 2013), parenting practices
mediated reductions in youth exposure to violence, supporting the role of parenting as a protective
factor in high-risk contexts. Several studies proposed plausible mechanisms but did not test
mediation statistically (Slesnick & Zhang., 2016; Humayun et al., 2017). In some cases, mediation
could not be tested due to a lack of change in the proposed mediator (e.g. family functioning in
Humayun et al., 2017).

RQ3. How and why?

Results of meta-regression analyses

Due to data availability, the meta-regression analyses were restricted to examining the moderating
effect of intervention format and the behavioural orientation of the intervention on two outcome
domains: externalising behaviours and combined internalising and externalising behaviours.

Behavioural vs. non-behavioural approaches

Interventions were classified into behavioural and non-behavioural categories (Table 3). In
subgroup analyses, behavioural parent training models showed greater improvements on
externalising behaviours compared to non-behavioural family therapy models but the effects were
not statistically significant for either category of intervention (Table 26). The results of the meta-
regression did not provide evidence that behavioural approaches were more effective than non-
behavioural, or vice versa (p=0.469).

Non-behavioural family therapy models were more likely to improve combined internalising and
externalising problems, with the meta-analysis showing a significant effect in favour of family
therapy interventions compared to a non-significant effect for parent training programmes (Table
26). However, while the results of a meta-regression found that behavioural parent training
programmes had a slightly lower effect size for combined internalising and externalising problems,
the difference was not statistically significant (p=0.7550) suggesting no effect of delivery format.

Table 26. Behavioural vs. non-behavioural parenting interventions

Effect size (95% CI); I squared

Test of

Behavioural: Non-behavioural: moderators
parenting training family therapy

Outcome
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Externalising ) ) . o | _ ) . o, | Q-model (df=1) = 0.52;
symptoms 0.18 (-0.39, 0.04); 56.8% | -0.06 (-0.28, 0.16); 74.2% P=0.469

Combined

internalising/ ) : . o | ) ) . o, | Q-model (df =1) = 0.0974,
externalising 0.63 (-1.28, 0.03); 93.7% | -0.51 (-0.87, -0.14); 81.4% P=0.7550

symptoms

It was not possible to combine the studies that reported family functioning in a meta-analysis.
Based on a narrative analysis, family therapy interventions more consistently reported
improvements in family functioning than parent training programmes and therefore appeared to
be more effective.

Delivery format

Most of the trials were of interventions with combined formats such as individual, group, family
sessions and interventions categorised into five types: individual/family (n=16 trials),

individual /family plus separate parent and child sessions (n=7 trials), individual /parent only (n=4
trials), group/family (n=5 trials) and group/parent (n=3 trials). Of the 25 unique interventions,
nine were delivered to individual families and six were delivered jointly to families and individually
to the parents and their child. Of the remaining interventions, seven were group-based, four were
delivered in groups to multiple families and three were group-based programmes for parents only.

Given the small number of studies, the meta-regression analyses should be interpreted with
caution as it was likely underpowered to detect small to moderate difference. None of the three
other types of delivery format differed significantly from the reference category of
Individual/Family, meaning no significant effect of delivery format on externalising symptoms or
combined internalising and externalising symptoms was found.

Narrative moderator analysis

Therapeutic alliance

Studies of eight trials (Robbins et al., 2011; Hartnett et al., 2016; Humayun et al., 2017; Olseth et
al., 2024; MVPP, 2014b; Fonagy et al., 2020b; Lee et al., 2013; Cassells et al., 2015) explicitly
described the therapeutic alliance (or relationship) as a component of the intervention under
examination. The related intervention models were BSFT (Robbins et al., 2011), FFT (Hartnett et
al., 2016; Humayun et al., 2017; Olseth et al., 2024), GREAT Families Programme (MVPP, 2014b),
I-FAST (Lee et al., 2013), MST (Fonagy et al., 2020a) and PSP (Cassells et al., 2015). However, only
three studies (MVPP, 2014b; Lee et al., 2013; Cassells et al., 2015) reported a measure of the
therapeutic alliance, limiting the ability to assess its moderating effect quantitatively.

Family communication and problem solving

Systemic family therapy models, including FFT, BSFT and MDFT, explicitly reported that they
targeted family communication and problem-solving. These models were associated with
improvements in family functioning, particularly in families where adolescent behavioural
problems were the target for intervention. For example, the study of PSP (Cassells et al., 2015) and
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FFT (Hartnett et al., 2016) reported significant improvements in family adjustment and problem-
solving capacity.

Psychoeducation

Psychoeducation was explicitly reported as a component of the following intervention models:
FBCG, Family Talk and AF-CBT. Given the small number of studies, it was not possible to
quantitatively assess its moderating effect.

Cultural and contextual tailoring

Few studies included in the effectiveness review explicitly discussed cultural or contextual
tailoring. This theme is therefore explored in more detail under RQ4 and RQ5 on implementation.

RQ4. Implementation — barriers and enablers

Analytical themes from the implementation studies were mapped to the elements of the DSF
(Chambers et al., 2013). The studies provided evidence across three of four intervention level
factors and five of six practice setting factors (Figure 2). Only nine studies covered the ecological
level of the framework (covering only two out of six system-level factors) and have been combined
into a single narrative.

Figure 2. Ongoing barriers and enablers to implementation of parenting
interventions

FIT FIT

INTERVENTION PRACTICE SETTING ECOLOGICAL

Components: group, manualised, (Context) SYSTEM
cultural considerations +  Staffing

Practitioners: characteristics, + Information systems

therapeutic alliance +  Organisational culture o ik

Delivery platform: online, + Training

: Market forces
community +  Supervision

Adapted from the DSF (Chambers et al., 2013)
Black text indicates factors not identified in the selected studies.
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Intervention

Delivery platform

GRADE CERQual assessment: Moderate
Contributing papers: Bounds et al., 2023; Bounds et al., 2024; Hershell et al., 2012; Joder et al.,
2025; Kristen et al., 2024; Lange et al., 2023; Lundgren et al., 2023.

The delivery platform was considered in seven papers (across seven interventions). Online delivery
(n=4, Connect, FG-CBI, FFT, STRIVE) and community venues (n=3, AF-CBT, FCU, STRIVE) were
most frequently discussed. Community settings were identified as accessible, safe and non-
stigmatising environments for families, but could be limited by transport barriers and the
administrative and safeguarding burden upon hosting in community venues (Hershell et al., 2012;
Lundgren et al., 2023; Bounds et al., 2024). Conversely, online delivery allowed greater flexibility,
reduced geographical isolation, and joining from multiple locations (for example, separated
parents, young people from the privacy of their bedroom, facilitators delivering in native
languages), but technology issues (for example, proficiency, devices with small screens, and drops
in bandwidth) could interrupt session flow (Lange et al., 2023; Kristen et al., 2024, Joder et al.,
2025; Bounds et al., 2023). FFT therapists in one study described greater psychological distance
and fewer visual and physical clues from families online, leading to a longer motivation and
engagement phase for families and greater risk aversion among therapists (Lange et al., 2023).
There is some evidence to suggest hybrid delivery may be feasible. For example, Lange et al. (2023)
found no significant differences in therapeutic alliance (for young person or parent) between
online, in-person or mixed delivery for 209 families receiving FFT, with families in the mixed
group having the lowest dropout rate, significantly more sessions, a longer length of treatment and
better outcomes than the in-person group. This agrees with four qualitative studies that capture
family perspectives on delivery platforms (school, community venues, home, online) where
flexibility and choice of platform were the most important factors (Kristen et al., 2024; Lundgren et
al., 2023; Tighe et al., 2012; Bounds et al., 2023).

Intervention components

Group delivery

GRADE CERQual assessment: Low
Contributing papers: Claus et al., 2019; Coen et al., 2013; Joder et al., 2025; Lundgren et al., 2023;
Maya et al., 2020.

Five studies (four interventions: FCU, FG-CBI, BT-IHFS, SB-PFT) discussed group delivery
(Lundgren et al., 2023; Claus et al., 2019; Joder et al., 2025; Coen et al., 2013; Maya et al., 2020).
Qualitative findings suggest that group formats allowed families to meet others in the same
situation, which lessened feelings of isolation and stigma, facilitated social support and encouraged
emotional expression (Lundgren et al., 2023; Claus et al., 2019; Maya et al., 2020). However, two
studies suggested group settings were a barrier for some parents (Coen et al., 2013; Joder et al.,
2025). For example, in a survey of 274 parents taking part in FG-CBI, having to open up to other
parents was a barrier that prevented 8% of respondents from attending sessions (Joder et al.,
2025).
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See the RQj5 section, ‘Benefits of the group setting’, which discusses parenting perspectives on
group parenting interventions.

Manualised intervention

GRADE CERQual assessment: Low

Contributing papers: Claus et al., 2019; Coen et al., 2013; Collyer et al., 2021; Furlong et al., 2021;
Mauricio et al., 2021; McPherson et al., 2017; Strand & Meyersson, 2020; Strand & Rudolfsson,
2017.

The impact of an intervention manual was considered in eight qualitative studies (five
interventions: FCU, FG-CBI, BT-IHFS, FTI, FFT). Four studies (two interventions: BT-IHFS, FG-
CBI) reported that having a manualised intervention made therapists feel confident and secure to
ask sensitive questions without making parents feel they were being judged (Coen et al., 2013;
Furlong et al., 2021; Strand & Meyersson, 2020; Strand & Rudolfsson, 2017). Time-consuming or
burdensome manualised elements and a lack of flexibility to tailor interventions to a family’s needs
impacted upon practitioner fidelity in seven studies (Mauricio et al., 2021; Claus et al., 2019; Coen
et al., 2013; Furlong et al., 2021; Strand & Rudolfsson, 2017; McPherson et al, 2017; Collyer et al.,
2021). A lack of flexibility in delivery was also seen as a barrier to engagement for families with
complex needs or low mental health functioning (Strand & Rudolfsson, 2017; Collyer et al., 2021).

Cultural considerations

GRADE CERQual assessment: Moderate

Contributing papers: Beardslee et al., 2010; Bounds et al., 2023; Forgatch & Kjgbli, 2016; Gan et
al., 2019; Herschell et al., 2012; Kristen et al., 2024; McPherson et al., 2017; Osman et al., 2019;
Osman et al., 2024.

Cultural considerations were discussed in 11 papers across 7 interventions (AF-CBT, Connect, BT-
IHFS, FTI, FFT, PMTO, STRIVE). Language translation was discussed in nine studies (Herschell et
al., 2012; Kristen et al., 2023; Osman et al., 2019; Osman et al., 2024; Beardslee et al., 2010;
McPherson et al., 2017; Gan et al., 2019; Forgatch & Kjebli, 2016; Bounds et al., 2023), with two
highlighting the importance of using culturally relevant metaphors and imagery (Gan et al., 2019;
Forgatch & Kjgbli, 2016). The consideration of cultural values and beliefs in intervention content
and delivery was highlighted across all 11 studies. In the case of content, this included reflecting
parenting norms, such as authoritarian versus authoritative parenting styles (Kristen et al., 2024;
Osman et al., 2019) and adapting programmes developed in individualist cultures that promote
emotional expression to more collectivist cultures (Gan et al., 2019). Six studies recruited staff
from the same linguistic and cultural backgrounds as participants (Kristen et al., 2023; Osman et
al., 2019; Osman et al., 2024; Beardslee et al., 2010; Gan et al., 2019; Bounds et al., 2023). Parents
from displaced families participating in the Connect parenting programme in Sweden reported that
having a well-respected community member from the same cultural background facilitating the
programme increased their recall and understanding and prompted participants to take a more
active role within their community (Osman et al., 2019; Osman et al., 2024). The STRIVE
programme also considered the intersectionality between identities (for example, ethnicity and
sexuality) by involving a diverse group of young people in the adaptation process and
implementing cultural humility training for staff (Bounds et al., 2023). One study also described
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tailoring of PMTO to reflect parental experiences of trauma by incorporating mindfulness and
emotional coaching into the intervention sessions (Forgatch & Kjebli, 2016).

RQ2 also discusses the population characteristics of participants in the effectiveness studies,
including cultural considerations. Gan et al. (2019) was included in both effectiveness and
implementation studies and focuses on implementing FFT to a non-Western population.

RQs5 details the perspectives of parents involved in parenting and whole-family interventions, and
this includes the observations and perspectives regarding cultural differences and the ways in
which culture can determine parent involvement in the interventions. This is primarily in regard to
traditional gender roles.

Practitioners

Practitioner characteristics

GRADE CERQual assessment: Moderate

Contributing papers: Allchin et al., 2020a; Allchin et al., 2022; Economidis et al., 2023; Fox &
Ashmore, 2015; Furlong et al., 2021; Gan et al., 2019; Henggeler, 2011; Hebert et al., 2014; Karibi
& Arblaster, 2019; McPherson et al, 2017; Rigter et al., 2015.

Eleven studies (five interventions: FTI, LTC, FFT, MST, MDFT) described staff characteristics
beyond pre-requisite qualifications and which impacted upon intervention fidelity (Furlong et al.,
2021; Allchin et al., 2022; Allchin et al., 2020a; Karibi & Arblaster, 2019; McPherson et al, 2017;
Gan et al., 2019; Economidis et al., 2023; Hebert et al., 2014; Henggeler, 2011; Fox & Ashmore,
2015; Rigter et al., 2015). Seven studies highlighted staff experience, including: experience of a
family-based approach, experience working with young people, experience of therapeutic
approaches relevant to the programme, and experience of working collaboratively across agencies
(Furlong et al., 2021; Allchin et al., 2020a; Karibi & Arblaster, 2019; Gan et al., 2019; Hebert et al.,
2014; Fox & Ashmore, 2015; Rigter et al., 2015). Lack of staff experience could act as a barrier; for
example, an LTC implementation study found that staff lacking confidence working with young
people often took the lowest caseloads, while an FFT study found that staff burnout and dropout
were highest when staff struggled to move from a case management to a therapeutic approach.
Eight studies identified staff attitudes which facilitated fidelity including: belief that the
intervention can work to improve family outcomes, openness to learning a new model and
receiving reflective feedback, strong interpersonal skills, a strengths based focus, empathy, and
willingness to work flexible working hours (Allchin et al., 2022; Allchin et al., 2020a; McPherson et
al., 2017; Gan et al., 2019; Hebert et al., 2014; Henggeler, 2011; Fox & Ashmore, 2015; Rigter et al.,
2015). The absence of these attitudes was viewed as a barrier; for example, an MST adherence
study found that therapists who had difficulties with flexible working hours had the lowest
adherence (Henggeler, 2011).

Therapeutic alliance

GRADE CERQual assessment: High

Contributing papers: Allchin et al., 2020a; Allchin et al., 2022; Bounds et al., 2023; Bounds et al.,
2024; Butler et al., 2017; Celinska et al, 2015; Claus et al., 2019; Coen et al., 2013; Collyer et al.,
2021; Cully et al., 2018; Economidis et al., 2023; Fonagy et al., 2020a; Fox & Ashmore, 2015;
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Holtrop et al., 2014; Karibi & Arblaster, 2019; Lundgren et al., 2023; Marchionda & Slesnick, 2013;
Maybery et al., 2019; McPherson et al., 2017; Mulligan et al., 2021; Pihkala et al., 2017; Ryding,
2020; Shakeshaft et al., 2020; Strand & Meyersson, 2020; Strand & Rudolfsson, 2017; Thoresen et
al., 2025; Thompson & Koley, 2014; Tighe et al., 2012; Watkins et al., 2020.

Therapeutic alliance was the most frequently discussed intervention-level factor (29 studies, 9
interventions: EBFT, FCU, BT-IHFS, FTI, LTC, FFT, MST, PMTO, STRIVE). Fourteen studies
described how facilitators who had a non-judgemental attitude towards families and created a safe
environment for emotional expression reduced parental shame and stigma (with parents often
fearing interventions were going to tell them they were a “bad parent”), and increased engagement
(Cully et al., 2018; Lundgren et al., 2023; Claus et al., 2019; Mulligan et al., 2021; Strand &
Meyersson 2020; Strand & Rudolfsson, 2017; Karibi & Arblaster, 2019; Maybery et al., 2019;
McPherson et al, 2017; Collyer et al., 2021; Fonagy et al., 2020b; Tighe et al., 2012; Fox &
Ashmore, 2015; Bounds et al., 2023). Proactively listening to families to provide flexible support
tailored to their needs, and consistently following-through on promised actions was identified as a
facilitator of trust in 14 studies (Cully et al., 2018; Lundgren et al., 2023; Coen et al., 2013;
Thompson & Koley, 2014; Strand & Rudolfsson, 2017; Pihkala et al., 2017; Karibi & Arblaster,
2019; Thoresen et al., 2025; McPherson et al, 2017; Collyer et al., 2021; Shakeshaft et al., 2020;
Fonagy et al., 2020a; Butler et al., 2017; Tighe et al., 2012). Early intervention sessions were
viewed by staff in five studies as a key opportunity to understand family dynamics, routines and
interests and to build rapport and trust (Mulligan et al., 2021; Coen et al., 2013; Thompson &
Koley, 2014; McPherson et al, 2017; Shakeshaft et al., 2020). For example, the BT-THFS model
recommends practitioners identify “quick wins” for families that they or their multi-agency
partners can provide (such as transportation to appointments, or household items) to establish
trust (Coen et al., 2013; Thompson & Koley, 2014). Staff in six studies felt a strengths-based
approach empowered parents and increased their confidence, with parents feeling motivated to
continue engagement when they saw positive changes in their family relationships (Cully et al.,
2018; Ryding, 2020; Economidis et al., 2023; Tighe et al., 2012; Fox & Ashmore, 2015; Bounds et
al., 2023). Negative previous experiences, distrust or fatigue of services (n=6 studies, Lundgren et
al., 2023; Thompson & Koley, 2014; Allchin et al., 2020a; Karibi & Arblaster, 2019; Watkins et al.,
2020; Butler et al., 2017), and families dealing with multiple complex stressors (n= 5 studies,
Allchin et al., 2020a; Karibi & Arblaster, 2019; Collyer et al., 2021; Watkins et al., 2020; Butler et
al., 2017) were the most frequently mentioned barriers to developing a therapeutic alliance.

Practice setting (context)

Staffing

GRADE CERQual assessment: Moderate

Contributing papers: Allchin et al., 2020a; Allchin et al., 2020b; Allchin et al., 2022; Beardslee et
al., 2010; Bryson et al., 2014; Coen et al., 2013; Forgatch & Kjobli, 2016; Furlong et al., 2021; Gan
et al., 2019; Mauricio et al., 2021; Osman et al., 2024; Rigter et al., 2015.

The role of management and leaders in implementing parenting interventions was considered in 12
studies (8 interventions: Connect, FCU, BT-IHFS, FTI, LTC, FFT, PMTO, MDFT) (Osman et al.,
2024; Mauricio et al., 2021; Coen et al., 2013; Beardslee et al., 2010; Furlong et al., 2021; Allchin et
al., 2022; Allchin et al. 2020a; Allchin et al., 2020b; Gan et al., 2019; Bryson et al., 2014; Forgatch
& Kjobli, 2016; Rigter et al., 2015). Across the studies, effective leaders were described as someone
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who took ownership of the parenting intervention, was well established and competent, had
sufficient knowledge and experience of the programme and how it fits into the service environment
and had strong networking skills with sufficient social and political capital across all levels of the
organisation (Osman et al., 2024; Beardslee et al., 2010; Furlong et al., 2021; Allchin et al., 2020a;
Forgatch & Kjebli, 2016; Rigter et al., 2015). Actions taken by leaders to facilitate implementation
included establishing policies and processes early and in collaboration with partners, proactively
overseeing all stages of implementation (recruitment, training, supervision and certification,
fidelity monitoring, communication), championing for the programme at management and
practitioner level, helping to resolve implementation barriers and ensuring practitioners have the
resources (physical, time, financial, working conditions) to implement the programme (Mauricio et
al., 2021; Allchin et al., 2022; Allchin et al., 2020a; Gan et al., 2019; Bryson et al., 2014; Forgatch &
Kjobli, 2016).

Organisational culture

GRADE CERQual assessment: High

Contributing papers: Allchin et al., 2020a; Allchin et al., 2020b; Allchin et al., 2022; Akin et al.,
2013; Beardslee et al., 2010; Bryson et al., 2014; Butler et al., 2017; Coen et al., 2013; Duncan et al.,
2011; Economidis et al., 2023; Forgatch & Kjgbli, 2016; Fox & Ashmore, 2015; Furlong et al., 2021;
Gan et al., 2019; Henggeler, 2011; Karibi & Arblaster, 2019; Kolko et al., 2012; Lee et al., 2012;
Liddle et al., 2011; Mauricio et al., 2021; Mauricio et al., 2019; McPherson, 2017; Raffel et al., 2013;
Rigter et al., 2015; Rowe et al., 2013; Ryding, 2020; Shakeshaft et al., 2020.

The organisational culture of providers implementing parenting interventions was identified as an
important factor in 27 studies (10 interventions: AF-CBT, FCU, BT-IHFS, FTI, LTC, FFT, I-FAST,
MST, PMTO, MDFT). Provider readiness was a facilitator of implementation and fidelity in 14
papers. Provider readiness included: positive attitudes towards evidence-based practice, clinical
flexibility, a willingness to engage with new practices, a strong history of interagency working, a
problem solving culture and good alignment between the parenting intervention model and the
organisations mission, vision, strategy and processes, (Mauricio et al., 2021; Mauricio et al., 2019;
Beardslee et al., 2010; Furlong et al., 2021; Allchin et al., 2020a; Allchin et al., 2020b, Duncan et
al., 2011; McPherson et al, 2017; Economidis et al., 2023; Raffel et al., 2013; Henggeler, 2011,
Bryson et al., 2014; Akin et al., 2013; Forgatch & Kjebli, 2016). Strategies suggested to improve
provider readiness included requiring providers to complete a readiness assessment prior to
implementation (Mauricio et al., 2021, Mauricio et al., 2019 Beardslee et al., 2010; Rigter et al.,
2015), adapting organisational policy, processes and performance indicators to fit with the
parenting intervention model (Allchin et al., 2022; Allchin et al., 2020b; Economidis et al., 2023;
Raffel et al., 2013; Henggeler, 2011; Bryson et al., 2014), and maintaining reflective consultation
and feedback loops during implementation (Beardslee et al., 2010, Allchin et al., 2020a; Bryson et
al., 2014; Akin et al., 2013, Forgatch & Kjgbli, 2016; Rowe et al., 2013). Twelve papers highlighted
the requirement for strong multi-agency relationships to ensure referral of eligible families into
parenting interventions, which could be facilitated by collaboratively developing referral pathways,
clear communication and reflection on eligible referrals in regular multiagency meetings and
regular collaboration between lead practitioners and wider professionals such as social workers
and youth justice workers (Furlong et al., 2021; McPherson et al., 2017; Gan et al., 2019; Duncan et
al., 2011; Economidis et al., 2023; Shakeshaft et al., 2020; Raffel et al., 2013; Lee et al., 2012;
Butler et al., 2017; Fox & Ashmore, 2015; Forgatch & Kjebli, 2016; Liddle et al., 2011). For example,
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in a study of MDFT implementation, Liddle et al. (2011) found that high levels of collaboration
between clinicians and youth justice professionals (measured using the Interdisciplinary Index of
Collaboration) were associated with better risk-related outcomes for young people following
release from detention. Thirteen studies suggested that staff capacity was a barrier to
implementation (Kolko et al., 2012; Ryding, 2020; Coen et al., 2013; Beardslee et al., 2010; Furlong
et al., 2021; Karibi & Arblaster, 2019; McPherson et al., 2017; Shakeshaft et al., 2020; Raffel et al.,
2013; Henggeler, 2011; Fox & Ashmore, 2015; Bryson et al., 2014; Rigter et al., 2015). The studies
suggest that high workloads, the intensive nature of support and monitoring required by certain
parenting models and competing responsibilities can reduce the time staff spend with families and
contribute to stress, burnout and high turnover of staff. Several papers suggested amendment to
staffing policies may be required for example: aligning role descriptions to model requirements,
allowing flexible working hours to support family needs, and reductions in caseloads to reflect the
intensity of support, preparation and travel time required (Raffel et al., 2013; Henggeler, 2011; Fox
& Ashmore, 2015; Bryson et al., 2014; Rigter et al., 2015). In a study of MST implementation,
Henggeler (2011) reported that therapist job satisfaction was positively associated with therapist
adherence and youth outcomes, whilst low salary and emotional exhaustion predicted therapist
turnover.

Training and supervision

GRADE CERQual assessment: High

Contributing papers: Allchin et al., 2020a; Allchin et al., 2022; Akin, 2016; Beardslee et al., 2010;
Butler et al., 2017; Coen et al., 2013; Cully et al., 2018; Economidis et al., 2023; Fox & Ashmore.,
2015; Gan et al., 2019; Herschell et al., 2012; Henggeler, 2011; Karibi & Arblaster, 2019; Kolko et
al., 2012; Kolko et al., 2018; Liddle et al., 2011; Mauricio et al., 2021; Rigter et al., 2015; Rowe et
al., 2013; Ryding, 2020; Sigmarsdoéttir & Gudmundsdottir, 2013; Tchernegovski et al., 2015.

Twenty-two papers (10 interventions: AF-CBT, EBFT, FCU, BT-IHFS, FTI, LTC, FFT, MST, PMTO,
MDFT) identified practitioner training as an important facilitator of competence and adherence to
parenting interventions. (Kolko et al., 2012; Kolko et al., 2018; Herschell et al., 2012; Cully et al.,
2018; Mauricio et al., 2021; Ryding, 2020; Coen et al., 2013; Beardslee et al., 2010; Allchin et al.,
2020a; Allchin et al., 2022; Karibi & Arblaster, 2019; Tchernegovski et al., 2015; Gan et al., 2019;
Economidis et al., 2023; Butler et al., 2017; Henggeler, 2011, Fox & Ashmore, 2015; Akin, 2016;
Sigmarsdottir & Gudmundsdottir, 2013; Rowe et al., 2013; Liddle et al., 2011; Rigter et al., 2015).
The majority of papers highlighted that training which moved beyond model concepts and taught
staff how to implement training programmes in practice was important for increasing staff
confidence. Several papers described incorporating interactive elements into training sessions,
such as roleplay, video case studies, and adapting session content to focus on real-life scenarios
from the setting and participants (Mauricio et al., 2021; Ryding, 2020; Beardslee et al., 2010;
Karibi & Arblaster, 2019; McPherson et al, 2017; Tchernegovski et al., 2015; Rigter et al., 2015).
However, a substantial number of papers highlighted that providing ongoing support as staff
gained firsthand experience of implementing the parenting interventions was important in
increasing staff autonomy, improving accountability and fidelity, and giving staff confidence the
model worked to improve outcomes for families (Coen et al., 2013; Beardslee et al., 2010; Allchin et
al., 2020a; Allchin et al., 2022; Gan et al., 2019; Butler et al., 2017; Henggeler, 2011; Akin, 2016)
This included regular opportunities for reflective case practice via supervision, coaching,
consultation, peer support or communities of practice (Kolko et al., 2012; Kolko et al., 2018;
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Herschell et al., 2012; Mauricio et al., 2021; Coen et al., 2013, Beardslee et al., 2010; Allchin et al.,
2020a; Allchin et al., 2022; Gan et al., 2019; Economidis et al., 2023; Butler et al., 2017;
Henggeler, 2011; Fox & Ashmore, 2015; Akin, 2016; Rigter et al., 2015), and reflexive monitoring of
case files or videotaped sessions to monitor fidelity and identify necessary adaptions (Mauricio et
al., 2021; Ryding, 2020; Coen et al., 2013; Gan et al., 2019; Rigter et al., 2015). Staff having time to
attend training was a barrier identified in six papers, particularly in services that were focused on
reacting and responding to families in crisis or where staff were required to be trained in multiple
evidence-based interventions (Mauricio et al., 2021; Karibi & Arblaster, 2019; Tchernegovski et al.,
2015; Economidis et al., 2023; Butler et al., 2017; Rigter et al., 2015). Protecting staff time to
attend training away from immediate workplace demands and accrediting training as a mandatory
part of role requirements were strategies proposed to address this (Karibi & Arblaster, 2019;
Tchernegovski et al., 2015; Rigter et al., 2015; Mauricio et al., 2021).

Information systems

GRADE CERQual assessment: Low
Contributing papers: Economidis et al., 2023; Gan et al., 2019.

Information systems were only discussed in two studies (one intervention: FFT) (Gan et al., 2019;
Economidis et al., 2023). Both studies described collecting fidelity data for the parenting
interventions on existing data monitoring systems, including therapist competence ratings,
therapist note completion rate, dosage, duration, treatment completion rates, family progress
indicators, and reasons for families not completing the programme. Regular performance reporting
of this data to parenting intervention teams was used to review the quality of programme
implementation, aid decision-making and allow reflection and adjustment in delivery. Economidis
et al. (2023) noted difficulties in integrating their family tracking system into existing databases,
leading to delays in processing referrals. While the evidence in this review is limited, integration of
data systems may warrant further exploration in advance of parenting intervention
implementation.

Ecological system

GRADE CERQual assessment: Low

Contributing papers: Allchin et al., 2022; Allchin et al., 2020a; Beardslee et al., 2010; Economidis
et al., 2023; Furlong et al., 2021; Henggeler, 2011; Osman et al., 2024; Raffel et al., 2013; Rigter et
al., 2015.

Only nine papers (six interventions: PMTO, FTI, LTC, FFT, MST, MDFT) considered wider
ecological impacts upon programme implementation (Osman et al., 2024; Furlong et al., 2021;
Beardslee et al., 2010; Allchin et al. 2022; Allchin et al., 2020a; Economidis et al., 2023; Raffel et
al., 2013; Henggeler, 2011; Rigter et al., 2015). This evidence did not cover all domains of the
Dynamic Sustainability Framework and was from a range of international contexts. This section,
therefore, gives a brief narrative overview of mixed evidence available at the ecological level. Short-
term funding from research or civic funders was identified as a common method of instigating
parenting intervention implementation. Service providers often did not have the resources or
motivation to sustain parenting interventions beyond the initial funding period without local
government support. At a local level, barriers to sustaining funding identified across the studies
included: short-term funding of similar competing interventions in the same area, which hindered
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effective implementation, a lack of transparency or unexpected reductions in local government
funding allocations, and senior leadership failing to prioritise evidence-based programmes (due to
perceptions of higher costs, greater infrastructure requirements and more frequent updates
compared to ad hoc interventions) (Osman et al., 2024; Furlong et al., 2021; Economidis et al.,
2023; Raffel et al., 2013). The available evidence suggests that significant effort from committed,
knowledgeable and well politically positioned leadership is required to embed parenting
interventions into regional funding structures; otherwise, local, regional and national government
may reach a deadlock on who is to fund a programme when initial grants end (Osman et al., 2024;
Beardslee et al., 2010; Rigter et al., 2015). Some studies suggested this could be exacerbated if
programme implementation coincided with commissioning cycles for service providers, requiring
government commissioners to mandate fidelity to the parenting intervention in contract conditions
for it to be sustained (Bryson et al., 2014; Henggeler, 2011). The evidence also highlights that
funding availability is not only limited by the fiscal climate but also by the political climate. Studies
suggested that parenting interventions were more likely to flourish at times where policy was
shifting towards family-focused, preventative, community-based service reform and workforce
development, and less likely in environments focused on individualised pathology, risk reduction
and crisis response (Furlong et al., 2021; Allchin et al., 2022; Allchin et al., 2020a; Henggeler,
2011; Rigter et al., 2015).

RQ5. Acceptability and usefulness

Acceptability of parenting interventions

Trusting relationships with facilitators

GRADE CERQual assessment: High
Contributing papers: Attwood et al., 2020; Collyer et al., 2021; McCarry et al., 2021; McPherson et
al., 2017; Tighe et al., 2012.

The development of a trusting relationship between participants and programme facilitators
seemed to be crucial factor in fostering engagement with parents and families with multiple
complex needs (Attwood et al., 2020; Collyer et al., 2021; McCarry et al., 2021; McPherson et al.,
2017; Tighe et al., 2012). Whether these facilitators were trained therapists or other professionals
specifically trained in the intervention model, their personal qualities played a significant role in
sustaining long-term engagement as well as capturing parents’ interest early in the process. When
programme facilitators were approachable, personable, and created a comfortable, non-
judgemental environment, parents reported being more willing to participate openly in the
intervention process (McPherson et al., 2017; McCarry et al., 2021). This contrasted with
perceptions of some professionals as authoritative or strict, which could lead to feelings of
judgment and discourage engagement with the programmes. A balance between professionalism
and approachability appeared to be a desirable quality for parents, with participants reporting that
when the intervention was led by a knowledgeable and confident facilitator, it reassured them of
the legitimacy and reliability of the techniques used in the intervention (Collyer et al., 2021; Tighe
et al., 2012). Additionally, facilitators who were able to engage and connect with all family
members during sessions, recognising and building on individual strengths, were valued by parents
(Tighe et al., 2012).
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“Approachability, comfortable, knowing that, knowing that what I say will be
confidential, I think is a massive help.” (McCarry et al, 2021)

“[Practitioner] was very professional, he knew what he was doing, and he had a
plan, and explained it all very clearly to us... We all had confidence in him.”
(Collyer, 2021)

However, even when practitioners demonstrated desirable traits, some parents and young people
still chose not to engage in the parenting intervention. A common reason for this was previous
negative experiences with services, particularly in cases where participation in the intervention was
not voluntary but mandated (McPherson et al., 2017). Cultural differences between parents and
practitioners were also identified as a barrier to engagement. For example, in some cases,
traditional gendered cultural roles led certain family members to refuse participation in the
programme. This highlights that parent engagement in whole-family interventions is shaped not
only by practitioner qualities but also by the broader personal, relational, and cultural contexts in
which families interact with services (McPherson et al., 2017).

Various other cultural considerations across interventions in both the effectiveness papers and
other implementation papers can be found in RQ2 and RQ4.

Benefits of the group setting

GRADE CERQual assessment: Moderate
Contributing papers: Attwood et al., 2020; Templeton, 2014; Vella et al, 2015.

Three programmes occurred in group settings; two were focused on children with problematic
behaviours (Attwood et al., 2020; Vella et al, 2015) and one was for parents struggling with
substance misuse (Templeton, 2014). Parents across these studies highlighted that being part of a
group dynamic offered a sense of solidarity and mutual understanding, creating a supportive
environment where the parents, often navigating complex family dynamics, felt less isolated in
their experiences. The group environment was described as a relaxed and consistent space by
parents, rather than feeling like a formal or clinical setting. While programme facilitators were
instrumental in teaching parenting skills and offering support, parents found that their peers were
equally influential, often providing insights and empathy that facilitators, despite their expertise,
could not replicate. The group therefore acted as a reciprocal environment for some parents, who
reported feeling they could add value to the group through their personal experiences.

“It was just really comforting for one thing to know you weren’t on your own ...
there’s a deep shame, isn’t there, if you're going through stuff like this.”
(Attwood, 2020)

“It was a brilliant group, they really was all good, friendly, all talked and listened,
learnt from each other’s different things, because everyone’s got different
problems that they want help with, and [...] because I've got a few kids, I could
help with some of their problems, they help with, we just shared different
experiences, so that it helps.” (Vella et al, 2015)

However, some participants in Vella et al’s 2015 study, expressed challenges with the group setting.
Several parents found themselves comparing their progress to that of others in the group. When a
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strategy appeared to work well for one parent but not for another, it could lead to feelings of
inadequacy or self-doubt, which could hinder their motivation to stay engaged with the
programme. Others felt that their circumstances were too complex or specific to be fully addressed
in a group setting, particularly parents of children with special educational needs and disabilities,
who often felt that the intervention did not adequately reflect or support their unique challenges.
Some parents also recognised that sharing certain personal experiences within the group could be
emotionally difficult or triggering for others, particularly those in vulnerable positions.

“You think you’re doing your best, and then when you hear somebody else say,
‘Well, you know, I've done it this way and it works for me’, and you just get
disheartened because you think you’re trying your best so hard, that you think,
‘Well, why’s nothing working for me?”” (Vella et al, 2015)

“The group don’t really seem to... apply to me really [...] I mean, you know, about
keeping calm and that sort of thing [was helpful], but at the end of the day, I
don’t think it really, I don’t think it really knew how severe [child name] was.”
(Vella et al, 2015)

“If you were in a little bit more of an emotionally unstable position, where I think
possibly some of these other parents on the course were, it may be difficult to
listen and hear what some of the others have been dealing with.” (Attwood,
2020)

See the RQ4 section: ‘Group delivery’, which notes papers that discuss barriers and facilitators of
the group setting.

Flexibility in interventions

GRADE CERQual assessment: Moderate
Contributing papers: Collyer et al., 2021; McCarry et al., 2021; McPherson et al., 2017; Tighe et al.,
2012; Templeton, 2014.

Flexibility within the intervention — such as allowing parents to choose session times or offering in-
home visits — was highlighted by some as a key factor in their engagement, as it gave them a
greater sense of control and made the experience feel less forced (Collyer et al., 2021; McCarry et
al., 2021; McPherson et al., 2017; Tighe et al., 2012). Conversely, some participants felt that the
home environment was a distraction and reported that being on neutral ground may be more
suitable for better concentration (McPherson et al., 2017). For some parents, the structure of the
interventions posed practical challenges, particularly when meetings were scheduled on weekdays,
as this created additional pressure due to work and childcare responsibilities, sometimes leading to
missed sessions or reduced engagement over time. As reported in RQ4, this suggests that flexibility
and choice were more important to families than one mode of delivery being better for all
participants. Additionally, the pace and content of some programmes felt rushed or incomplete,
leaving parents wanting more depth and continuity (Templeton, 2014).

“The main thing I was impressed by was the fact that he came to our house... it
was a real, that was a massive thing actually, to actually have him turn up.”
(Collyer, 2021).
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“Because I work, they were during the week, you know, on weekdays and things.
And on a weekend, which is when I want to be spending time with my kids. ... I
would have been interested if I wasn’t working, but I do work.” (McCarry, 2021).

Complexity of family needs

GRADE CERQual assessment: Moderate
Contributing papers: Collyer et al., 2021; Fonagy et al., 2020a; McCarry et al., 2021; Templeton,
2014; Tighe et al., 2012.

Across many of the interventions, the complexity of certain family dynamics was a barrier to
engagement or completion of the programme. For some families, one member of the parent-child
dyad was unwilling to participate, which limited the effectiveness of the intervention (McCarry et
al., 2021). In other cases, even when families were willing and motivated to engage with the
intervention, the intensity and immediacy of their personal circumstances made it difficult to
follow through with the programme (Collyer et al., 2021). Some parents also noted that the lack of
ongoing support after the programme ended often made it difficult to maintain the progress they
had achieved. Without consistent follow-up or continued access to guidance, many parents found
that the positive outcomes were hard to sustain over time, once more difficulties arose (Fonagy et
al., 2020a; Tighe et al., 2012; McCarry et al., 2021; Templeton, 2014).

“We had a lot of extreme things going on at home that just made it too difficult,
too stressful... it wasn’t a case of that it was a problem with the service; it was just
at that time for me.” (Collyer, 2021)

“The only thing that upset you, like I've only got 12 weeks, when it comes to the
end of the 12 weeks, I'm kind of feeling a bit like, where do I go, you know, if I
have a problem, where do I go after that?” (McCarry, 2021)

The nature of families across these papers having multiple complex needs brings into question how
sustainable and impactful such short-term interventions can be in the long-term, as demonstrated
by McCarry’s participant. While the techniques and parent training methods may be helpful
immediately following completion of the intervention, a lack of continued guidance could lead to
positive progress being lost. In these cases, the facilitators using signposting to long-term support
would likely be advisable.

Outcomes for parents and carers

Increased family communication and understanding

GRADE CERQual assessment: High
Contributing papers: Attwood et al., 2020; Collyer et al., 2021; Fonagy et al., 2020a; Johnson &
Wilson, 2012; McPherson et al., 2017; Templeton, 2014; Tighe et al., 2012; Vella et al., 2015.

Across eight studies, the parent participants reported that the staff facilitating the parenting
interventions were able to successfully facilitate communication between parents and adolescents
(Attwood et al., 2020; Collyer, 2021; Fonagy et al., 2020a; Johnson & Wilson, 2012; McPherson et
al., 2017; Templeton, 2014; Tighe et al., 2012; Vella et al., 2015). This was often contrasted with a
previous lack of communication between parent-child dyads or whole family units prior to the
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intervention (Attwood et al., 2020; Templeton, 2014). For parents with complex needs, many
described struggling to communicate effectively, with their children often feeling unheard or
misunderstood. The structured support and neutral ground provided by facilitators helped families
understand each other’s perspectives and reflect on their family dynamics (Collyer et al., 2021;
Templeton, 2014; Fonagy et al., 2020a). As a result, young people disclosed their emotions and
needs to their parent(s) more openly and parents felt more comfortable and less anxious in their
role as a parent (Johnson & Wilson, 2012; Attwood et al., 2020; Templeton, 2014; Collyer et al.,
2021).

“We were able to say a lot of things that we would not ever have said to each
other without having had somebody facilitating it.” (Collyer, 2021)

“I have learned how to communicate with my child effectively. 'm more relaxed
playing with the kids and I feel calmer and more organised.” (Johnson & Wilson,
2012)

“Before, I didn’t know that quite a lot of the things I was doing was making the
situation worse even though I was trying to stop it, I was making it 10 times
worse.” (Fonagy et al., 2020a)

These accounts illustrate how improved communication, facilitated by both structured guidance
and peer support, can transform not only parent-child relationships, but also parents’ self-
perception and confidence in their parenting role.

Increased confidence in parenting

GRADE CERQual assessment: High
Contributing papers: Attwood et al., 2020; Fonagy et al., 2020a; Johnson & Wilson, 2012;
McPherson et al., 2017; Templeton, 2014; Tighe et al., 2012; Vella et al., 2015)

Parent participants in seven studies described how parenting interventions helped to build their
confidence in managing their child’s behaviour (Attwood et al., 2020; Fonagy et al., 2020a;
Johnson & Wilson, 2012; McPherson et al., 2017; Templeton, 2014; Tighe et al., 2012; Vella et al.,
2015). This increased confidence was often linked to a clearer understanding of how to set and
maintain appropriate boundaries, which, in turn, contributed to a shift in power dynamics within
their household. This was particularly important in families dealing with adolescent conduct
issues, where parents had previously felt disempowered or unsure of how to respond (Johnson &
Wilson, 2012; Attwood et al., 2020). The interventions supported parents in feeling more in
control, helping them to overcome the fear of enforcing boundaries due to their child’s
externalising behaviours (Tighe et al., 2012; Vella et al., 2015). Parents described feeling
empowered to consistently apply and persevere with the techniques they had learned, even when
their children showed initial resistance (Attwood et al., 2020). The interventions reinforced the
idea that changes in the family unit take time and that their efforts were worthwhile, particularly
among those in group interventions who received the encouragement of their peers (Vella et al.,
2015).

“My behaviour towards [child] has started to change as a result of understanding
more about why she is behaving in a certain way.” (Johnson & Wilson, 2012)
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“[Blefore I was scared that if I put in sanctions, [my son] will be violent toward
me . . . but it gave me confidence and when I tried it, it wasn’t what I was
expecting, so it gave me confidence.” (Tighe, 2012)

“I think confidence was a big thing that I got from the group, confidence in [...]
my own judgement and my own ability.” (Vella et al., 2015)

These observations of increased parental confidence reflect the findings of RQ4, which discusses
how strengths-based techniques in parenting interventions lead to improved confidence among
both parents and practitioners.
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Discussion

Key findings for the research questions and objectives

This systematic review explored the effectiveness, implementation, and acceptability of parenting
and whole-family interventions for families with multiple and complex needs, focusing on children
and young people aged 11-19. The review addressed five research questions; each aligned with a
specific objective. It extends previous reviews and provides an important contribution to the
evidence base by addressing an age group and population that have been underrepresented in
previous systematic reviews of parenting and whole-family interventions. Below, we summarise the
findings for each and interpret them in the context of the existing evidence.

RQ1: What works? Effectiveness of parenting and whole-family
interventions

To assess the effectiveness of parenting and whole-family interventions, we conducted a synthesis
of 57 studies reporting on 35 unique trials. Studies were grouped by outcome domains, including
parenting behaviours, parent outcomes, child and young person behaviour problems, and family
functioning. Results from additional outcome categories will be included in the next draft.

Overall, the review found evidence to suggest that parenting and whole-family interventions can
lead to small but beneficial effects on some outcomes, including internalising behaviours and
parenting stress, where meta-analyses indicated statistically significant effects. There was also
evidence of reductions in negative parenting behaviours, although effects were small. Effects on
externalising behaviours and positive parenting were also in a positive direction, but not
statistically significant. For combined internalising and externalising outcomes, the pooled effect
was moderate to large but was accompanied by very high heterogeneity, which reduced confidence
in the estimate.

The certainty of the evidence varied across outcomes, but all were rated as either low or moderate
certainty. This reflected limitations in study quality, inconsistency and imprecision. Certainty was
highest for negative parenting, parenting stress and internalising behaviours, where findings were
consistent and heterogeneity was low. It was lowest for maltreatment (including harsh parenting),
family functioning and combined internalising and externalising behaviours, where evidence was

heterogeneous or based on small samples.

For child welfareinvolved families, evidence was limited but promising. MST-CAN showed positive
effects on maltreatment and parental mental health. Further, some interventions for families with
parental depression (e.g. FG-CBI) showed short-term improvements in child internalising
behaviours and parental mental health, although effects were not consistent across studies.

These findings highlight that while parenting and whole-family interventions can deliver benefits,
their effects are generally modest and vary by outcome and population. The variability in results
and moderate-to-high heterogeneity across some domains demonstrates the importance of
tailoring interventions to specific family contexts and the severity of needs.
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While all studies reported at least one PROGRESS-Plus characteristic, for some characteristics (e.g.
disability, sexual orientation) very few studies reported data. Reporting was most consistent for
gender, age and race/ethnicity, but characteristics such as immigration status, homelessness and
social capital were rarely captured. This limits our understanding of how interventions work across
marginalised or minority groups.

RQ2: For whom? Differential effects across populations

Taken together, the moderator and mediator analyses provide some useful insights into who
benefits from parenting interventions and how those benefits are achieved. The moderator
analyses highlighted differential effects across population subgroups, particularly by gender and
ethnicity, but in a limited number of studies. An important finding was that one study (Asscher et
al., 2013) suggested that MST may be less effective, or even potentially harmful, for girls in some
domains (including self-esteem and hostility). Although this finding was limited to one trial of
MST, it raises concerns about the gender responsiveness of this intervention model. Further
evidence from Fonagy et al. (2018), suggested that MST may be less effective for young people who
are lower risk at baseline. The authors highlight that the intensive and justice-focused nature of
MST may inadvertently heighten awareness of offending behaviours.

Clear findings from the mediation analyses were limited to the studies that examined the Family
Group Cognitive Behavioural programme that targeted families affected by parental depression.
But there was evidence that coping and parenting practices were mediators of intervention effects.
The absence of mediation in several trials, and the limited testing of full theoretical models,
suggests that further work is needed to understand how interventions exert their effects in diverse
parenting and family contexts.

Beyond these analyses, the distribution of evidence across population categories was uneven. Most
trials focused on adolescents with behavioural problems, while evidence for families with parental
depression or substance use was more limited. Many of the included studies included families
experiencing severe and persistent problems, but few studies explicitly examined whether severity
or complexity moderated outcomes, despite this being a likely determinant of intervention success.

Overall, these patterns underscore the importance of intersectional approaches to intervention
design and evaluation. Future research should prioritise equity-focused analyses and ensure
consistent reporting of PROGRESS-Plus characteristics to better understand for whom
interventions are most effective.

RQ3: How and why? Effective practice elements and intervention
components

The review identified several practice elements and intervention components that appear to
contribute to effectiveness, though the strength of the evidence varied. Across models, a strong
therapeutic alliance emerged as a foundational component. This strong therapeutic alliance was
emphasised in systemic interventions such as FFT (Hartnett et al., 2016; Humayun et al., 2017;
Olseth et al., 2024) and BSFT (Robbins et al., 2011), where engagement and trust were considered
critical for achieving change. However, because of a lack of quantitative data, it was not possible to
understand whether it was associated with improved engagement and outcomes.
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Family communication and problem-solving were central to systemic models and were linked to
improvements in family functioning. For example, FFT (Hartnett et al., 2016) and PSP (Cassells et
al., 2015) both reported significant improvements in family adjustment and problem-solving
compared with waiting list controls. Similarly, MST included structured strategies to
improve family communication (Fonagy et al., 2020a), although effects were mixed.

Parenting skills training was a core component of behavioural models such as PMTO (Akin et al.,
2018) and STTP (Salari et al., 2014). These interventions focused on positive reinforcement,
consistent discipline and monitoring. They were associated with greater improvements in
externalising behaviours, but the effects were modest. Psychoeducation was also a common
component, particularly in interventions targeting parental mental health. These programmes
aimed to increase understanding of mental health and its impacts on family
dynamics, but the specific contribution of psychoeducation to outcomes was unclear.

The meta-regression analyses did not find statistically significant differences in effectiveness based
on behavioural orientation or delivery format. However, the narrative synthesis suggested that
family therapy models (e.g. FFT, BFST, MST) may be more effective for improving family
functioning, whereas parent training programmes (e.g. PMTO, STTP, FCU) may be more
effective for adolescent behavioural problems. Both types of interventions often
incorporated multi-component delivery, including individual and family booster
sessions, and in some cases, cultural tailoring.

The implementation findings, discussed further below, reinforced the importance of structured
training, fidelity monitoring and reflective supervision as critical enablers of successful delivery.
While these elements were consistently reported in effective interventions such as MST and FFT,
the direct impact of these factors on outcomes was not tested in the included effectiveness studies.

Overall, these findings suggest that while core components such as therapeutic alliance, parenting
skills training and family communication strategies are widely embedded, the evidence base does
not yet allow us to attribute the effects of these interventions to specific components clearly.

RQ4 & RQ5: Implementation and acceptability

RQ4 examined the enablers and barriers to successful implementation of effective parenting
interventions for parents, carers, and children and young people and included 59 studies covering
15 interventions, including the review of effectiveness (RQ1-3). Analytical themes from the studies
were mapped to the Dynamic Sustainability Framework (Chambers et al., 2013), and the studies
provided evidence across three of four intervention-level factors, five of six practice-level
interventions and two of six ecological-level factors. RQ5 examined the acceptability of parenting
interventions for parents or carers, focusing on findings from six interventions described in nine
UK-based studies (two of which were included in the review of effectiveness, MST, FFT)

Based on our findings from RQ4, we have high confidence that a strong therapeutic alliance
between the professional facilitating parenting interventions and the parent or carer receiving
them increased the parent or carer’s engagement with the programmes. We also had strong
confidence in this finding in RQ5, highlighting that a trusting relationship with a professional
delivering parenting interventions is also a priority for participating parents. A strong therapeutic
alliance was built on empathy, a lack of judgement, proactive listening and consistency, and this
aligns with previous reviews of adult, youth and family-based therapy (Nienhuis et al., 2016). Our
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findings from RQ4 and RQ5 suggest that family complexity could be a barrier to therapeutic
alliance, due to its direct impact on a family’s ability to engage with parenting interventions, and
because of potential past negative experiences, which can foster distrust. Across RQ4 and RQs5,
there was moderate evidence that flexibly tailoring intervention setting, delivery and content to
family complexity, severity of need and cultural considerations could aid both engagement and
fidelity. The significant variation in study context, population and delivery method limited our
confidence in this finding and this was reflected in RQ1—3, where considerable heterogeneity was
apparent across some of the pooled effect estimates.

We had high confidence in our finding (RQ4) that organisational readiness, including the extent to
which policies and practices support staff, impacted the implementation of parenting
interventions. We also had high confidence that training combined with ongoing reflective practice
(supervision, coaching, peer communities of practice), was required to increase staff’s confidence,
adherence and fidelity. This reflects the wider implementation literature, which suggests that a
strong fit between the implementation setting and the programme is a significant driver of
successful implementation (Estabrooks et al., 2004). Importantly, the Dynamic Sustainability
Framework highlights that this ‘fit’ between setting and programme will likely change over time
due to the way in which the intervention is delivered, the characteristics of patients and providers
and the broader ecological system in which it sits (Chambers et al., 2013). This was reflected in our
findings from RQ4, where we had moderate confidence in the evidence to suggest that staff who are
experienced and open to learning and new interventions, and well-connected leaders who take
ownership and oversight, are needed to implement parenting interventions successfully. Our
findings on the wider ecological system were insufficiently coherent to make strong
recommendations but they highlight that a reliance on short-term grant funding and dissonance
between family-based preventative approaches and more individualised, risk-management-focused
policies and targets could hinder the implementation of parenting interventions. This links to our
findings on training and supervision, which suggested that learning through practice is an
important step in increasing not only staff skills and adherence but also confidence that the
parenting intervention will work. Conversely, staff who did not have the opportunity to learn
reflexively could experience intervention fatigue, which was linked to poor perceptions of their
organisational culture, high workloads, burnout and staff turnover. Given that trust between a
parent and practitioner appears to be the primary facilitator of parenting interventions, wider
organisational, leadership and policy environments could be having detrimental impacts on the
feasibility of parenting interventions in the UK context, and this warrants further investigation
through robust empirical research.

Summary of key findings

Taken together, the findings suggest that parenting and whole-family interventions for families
with multiple and complex needs can lead to meaningful, albeit modest, improvements in
outcomes for both parents and young people aged 11 to 19. While effects on internalising
behaviours and parenting stress were statistically significant, other outcomes, such as externalising
behaviours and positive parenting, showed smaller or non-significant effects. There was also
considerable heterogeneity across studies. This variability points to the importance of
understanding for whom interventions work best and under what conditions.
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The evidence of differential effects across populations was limited, but where available, it was
indicative. Parent training programmes appeared to yield slightly stronger effects for adolescent
behavioural problems than family therapy models, and some interventions showed promise for
families involved with child welfare services or experiencing parental depression. However,
reporting of equity-relevant characteristics was inconsistent, and further research is needed to
explore how interventions can be tailored to diverse family contexts.

In terms of effective practice elements, a strong therapeutic alliance emerged as a central
component across models, underpinning engagement and fidelity. Intervention components such
as parenting skills training, family communication, and psychoeducation were commonly used,
though their individual contribution to outcomes varied. Cultural and contextual tailoring was
underreported but highlighted as a potential facilitator of engagement and relevance.

Implementation findings reinforced the importance of organisational readiness, leadership, and
ongoing reflective supervision. Parents valued trusting relationships with facilitators and flexible
delivery formats, while staff identified training, support, and alignment with organisational culture
as critical to successful implementation. These findings suggest that both relational and structural
factors must be considered to optimise the delivery and impact of parenting interventions in real-
world settings.

Limitations

This review has several limitations that should be considered when interpreting the findings. First,
while the review aimed to focus on families with multiple and complex needs, the included studies
(reflective of the available evidence base) targeted families with a primary presenting problem. As a
result, the extent to which the findings of this review are generalisable to families experiencing
intersecting challenges and adversities is uncertain. Second, there was considerable heterogeneity
in intervention models, outcome measures and follow-up periods, which limited our ability to pool
data in some domains and may have contributed to inconsistent findings in others. In particular,
the diversity of outcome measures used to assess family functioning and parenting behaviours
made synthesis challenging. A further challenge was the limited equity-related reporting. While
most studies reported age, gender and ethnicity, few provided disaggregated analyses or reported
on other PROGRESS-Plus characteristics such as disability, sexual orientation or socioeconomic
status. This restricted our ability to assess differential effects across population subgroups and
limits the applicability of the findings to underrepresented groups. Finally, the review prioritised
UK-based qualitative studies to explore implementation and acceptability, but the quantitative
evidence base had relatively few UK-based effectiveness studies. This limits the extent to which the
effectiveness findings can be directly applied to UK service contexts.

Recommendations and next steps

The findings of this review highlight several important considerations for the design, delivery, and
evaluation of parenting and whole-family interventions for families with multiple and complex
needs. The following key messages and recommendations are drawn from the evidence:

¢ Parenting and whole-family interventions can deliver benefits, but effects are
modest and vary by outcome. The strongest evidence was for reducing parenting stress
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and internalising behaviours among children and young people. The effects on
maltreatment (including harsh parenting), externalising behaviours and positive parenting
were smaller, inconsistent or not statistically significant. This suggests that while
interventions can be beneficial, expectations around impact should be realistic and
outcomes should be monitored over time.

One size does not fit all. Families with multiple and complex needs are highly
heterogeneous. The severity, persistence and interaction of adversities, as well as contextual
factors such as criminal justice involvement or parental mental health, likely influence how
families engage with and benefit from interventions. Future commissioning and delivery
should prioritise flexible, needs-led approaches that can be tailored to different family
profiles and levels of risk.

Relational approaches matter. Across both the effectiveness and implementation
evidence, the quality of relationships between practitioners and families emerged as a
critical factor. A strong therapeutic alliance, characterised by empathy, consistency and
non-judgement, was central to engagement and perceived usefulness. Interventions that are
culturally responsive, trauma-informed and delivered flexibly are more likely to be
acceptable and effective

Implementation support is essential. Even interventions with a strong evidence base
may fail to achieve their intended outcomes without adequate implementation
infrastructure. Organisational readiness, structured training, reflective supervision, and
interagency collaboration were all identified as key enablers of fidelity and sustainability.
Local authorities and service providers should ensure that these supports are in place when
adopting or scaling interventions.

Equity and tailoring need more attention. Limited reporting of PROGRESS-Plus
characteristics and minimal subgroup analyses restricted our understanding of who
benefits most from parenting and whole-family interventions. This is particularly
concerning given the overrepresentation of marginalised groups in child welfare and early
help systems. Future programmes should embed equity-focused design and evaluation
principles, including the routine collection and analysis of disaggregated data, to ensure
interventions are inclusive, responsive, and effective for all families.

More UK-based effectiveness research is needed. While the review prioritised UK-
based qualitative studies for implementation and acceptability, the quantitative evidence
base was predominantly international. Only a small number of UK-based RCT's were
identified, which limits the generalisability of the effectiveness findings to UK policy and
service contexts. Future research should prioritise UK-based trials and evaluations that
reflect the complexity of real-world service delivery.
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