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Abstract
This paper reviews the available research on the predictors of parental engagement in preventive and therapeutic psychological 
interventions that target mental health problems in children. Based on previous literature, seven predictors concerning parental 
motivation to engage are considered: perceived child problems, perceived parenting, attributions of problems, self-efficacy, 
expectations about treatment, perceived obstacles and global motivation to engage. PRISMA guidelines for systematic 
review were used to conduct the literature search. Thirty-seven studies that examined prospective relations between parental 
cognitions evaluated at the beginning of the intervention and parental engagement during the intervention were included. 
Most studies focused on the parents’ perception of the child’s problems and of parenting, with fewer studies examining the 
role of the other parental cognitions. The results suggest that the psychological dimensions proposed in motivational models 
may play an important role in understanding parental engagement in preventive and therapeutic psychological interventions.

Keywords Parenting interventions · Parental engagement · Parental cognitions · Motivation to change · Systematic review

Introduction

The impact of preventive and treatment programs that 
address children’s mental health problems depends on 
some level of parental engagement. Whether they aim to 
modify child behavior and emotional problems by interven-
ing directly with the child (child-centered interventions) or 
indirectly through parenting behaviors and practices (par-
ent-centered interventions), in these programs parents can 
assume different levels of involvement and different roles.

Some interventions focus on the central role of parents on 
the child’s psychological (mal)adaptation through different 
mechanisms, such as socio-learning processes, attachment, 
and emotional processes [1, 2]. In these interventions, par-
ents are encouraged to modify their own behavior [3] to 
reduce parental risk factors (e.g., coercive behavior) and 

increase protective factors (e.g., sensitive and responsive 
behavior).

Several evidence-based parenting interventions are now 
available [4, 5], showing positive results in the promotion 
of positive parenting and in preventing the development of 
children’s mental health problems. However, epidemiologi-
cal surveys show that few parents participate in any form 
of parent education (approx. 25%) [6], and among those 
involved in preventive parenting programs, a high attrition 
rate is observed (up to 60%) [7].

Parents can also perform other roles in the treatment of 
children with psychological disorders. These roles include 
not only the modification of their own behavior but also 
being consultants (providing information about the child), 
collaborators or co-therapists (helping the child in learning, 
training or generalizing specific skills) or co-clients (man-
aging their own mental health problems that would impact 
children’s adjustment) [8].

Children also depend on the motivation of parents to seek 
professional help and to bring them to therapy. Although 
there are several evidence-based treatments for children’s 
mental health problems [9], there are many children and par-
ents who might need but do not seek professional help. For 
example, an Australian national mental health survey indi-
cated that only 25% of children aged between 4 and 17 years 
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old with a diagnosable mental disorder had used any health 
services in the previous 6 months [10]. On the other hand, 
approximately half of the families who initiate psychologi-
cal interventions drop out prematurely [11]. A recent review 
[12] shows that 51% of individuals who would benefit from 
parent training do not complete treatment.

Problems with missing consultations, premature termina-
tion and low engagement have a significant impact, limit-
ing the reach of children’s mental health interventions and 
its efficacy, and compromising the effectiveness of mental 
health services [13]. Therefore, the study of parental engage-
ment in psychological interventions and its predictors should 
be a priority [13].

Parental engagement in psychological interventions 
has been defined in the literature as a broad construct that 
includes several components [14, 15]. Behavioral parental 
engagement refers to parents’ actions that are required to 
carry out the intervention and to achieve desired outcomes 
[15]. These actions involve parental attendance and comple-
tion of the program and also parents’ participation engage-
ment during the intervention process. Parents’ participation 
engagement consists in “parents’ active, independent, and 
responsive contributions to treatment” [p. 134, 16], such 
as sharing one’s point of view, asking questions, and par-
ticipating in therapeutic activities, both within and between 
the sessions (e.g., serving as a co-therapist to reinforce the 
child’s use of the strategies learned during the sessions, or 
following the therapist’s or facilitator’s orientations when 
interacting with the child).

Despite the evidence supporting the importance of the 
parents’ participation in the outcomes of interventions tar-
geting children’s mental health problems [8, 17, 18], most 
studies usually limit their definition of behavioral engage-
ment to attendance/dropout [19]. For example, in a review 
examining engagement data across 262 studies of behavio-
ral parent training, only 10% of the studies provided data 
on within-sessions engagement and even fewer reported on 
between-sessions engagement [12].

Sociodemographic factors related to parents’ engage-
ment have been widely studied. A meta-analysis of studies 
conducted by Reyno and McGrath [20] showed that treat-
ment dropout was associated with low socioeconomic sta-
tus, single-parent status, and minority-group status, all with 
small effect sizes. These results suggest that the research 
on determinants of parental engagement must go beyond 
demographic characteristics. In addition, sociodemographic 
determinants cannot be easily changed and therefore have 
little utility for interventions addressing the promotion of 
parental engagement [21].

The seminal works of Spoth [22, 23] and Kazdin [24–26] 
have contributed greatly to a more theoretical approach to 
the study of parental engagement. Spoth and Redmond [22], 
informed by the Health Belief Models [27], proposed four 

main determinants of parents’ inclination to enroll in parent-
ing programs: perceived child susceptibility to future prob-
lems, perceived severity of those problems, program benefits 
and program barriers. In the same line, the Barriers-to-
Treatment Model [26] was developed to guide the research 
on premature treatment termination in child therapy. This 
model points to the influence of stress and obstacles that 
compete with treatment, including practical barriers to par-
ticipation, perception of the treatment as demanding and 
as having little relevance to the child’s problem, and poor 
relationship or alliance with the therapist.

Taken together, these theoretical frameworks emphasize 
the importance of parental cognitions related to parents’ 
motivation to engage in parenting preventive or therapeutic 
interventions or to change their parenting behavior. Moti-
vation to engage/change requires a number of factors: the 
desire to engage/change, i.e., the perception that engage-
ment/change is important to accomplish parenting objec-
tives; the perceived ability to engage/change, i.e., the sense 
of competence or efficacy to implement the necessary 
changes and the expectation that the therapy or the action 
will be effective in effecting those changes; and readiness to 
engage/change, i.e., change should be a priority to the parent 
at that moment [28].

The aim of the current study is to conduct a systematic 
review to analyze the role of parents’ motivation to engage 
in psychological interventions directed to preventing and/
or reducing behavioral or emotional problems in children 
(child-centered, with a component of parent involvement; 
and/or parent-centered). In the current review, we will focus 
on parents’ behavioral engagement, including parents’ 
attendance and completion of the program and parents’ 
participation engagement within and between sessions. We 
will examine the role of the following parental cognitions: 
(a) perception of the child’s problem (including its severity 
and impact on the child’s development), (b) perception of 
their own parenting behavior, (c) attributions regarding the 
problem (e.g. internal/external locus), (d) self-efficacy, (e) 
expectations about treatment and perception of the interven-
tion benefits, and (f) perceived obstacles/barriers to partici-
pation. We will also examine the role of more global moti-
vational dimensions, including parents’ desire, willingness, 
and readiness to change.

The current study explores what research has been done 
and what is known about the influence of parental cogni-
tions on parents’ engagement in interventions targeting 
children’s mental health problems. The specific questions 
to be addressed by the review are as follows: (1) How are 
parental cognitions and parental engagement measured in 
the studies? (2) Considering the different parental cogni-
tions, what are the predictors of the two main aspects of 
behavioral engagement, i.e., attendance/dropout and partici-
pation engagement?
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Methods of Systematic Review

Eligibility Criteria

Inclusion criteria required for each study are as follows: (1) 
include measures of parents’ motivation to change and/or 
related dimensions (parents’ perception of children’s and 
parenting problems; parents’ self-efficacy; parents’ attri-
butions; parents’ expectations about intervention; parents’ 
perception of benefits and obstacles) as predictors; (2) report 
outcomes related to some form of engagement in psycholog-
ical interventions (engagement, involvement, participation, 
adherence, dropout); (3) include psychological interventions 
with a parenting component; (4) include a sample of parents 
of children 12 years old or younger; (5) present a prospec-
tive design and inferential statistics; (6) have been published 
in English in a peer reviewed journal; and (7) have been 
published after 1990. This last criterion was set because 
this was the decade when the seminal studies of parental 
engagement conducted by Spoth [22] and Kazdin [24–26] 
were published.

We excluded parenting interventions that were directed 
to specific health problems (e.g., preventing obesity, adap-
tation to chronic conditions) or educational problems (e.g., 
promoting readiness for school). When the articles included 
data retrieved from the same sample, and the outcomes of 
the studies overlapped substantially, we only retained one of 
the articles. The limitation to samples of parents of children 
up to 12 years old was based on the recognition that most 
parenting interventions to prevent or treat mental health 
problems are directed at this age range [29] and that most 
parenting programs to promote mental health of adolescents 
are directed at specific domains of behavior (prevention of 
substance abuse, early/risky sexual activity) [30].

Information Sources

A literature search was conducted for studies published in 
English from January 1990 through to 30 October 2017. 
Databases used were PsycINFO, Academic Search Com-
plete, Education Source, Psychology and Behavioral Sci-
ences Collection, ERIC, PsycARTICLES. The reference 
list of the studies included in the current systematic review 
and other reviews related to the subject were analyzed with 
the purpose of identifying any further potentially relevant 
papers.

Search Strategy and Study Selection

The following search terms and Boolean operators were 
used: (“child* problem” OR “child* behavior” OR “child* 

psychopathology” OR “parenting problems” OR “parent-
ing practices” OR “parenting behavior” OR “parent* prob-
lem recognition” OR “parent* problem identification” OR 
“parent* perceived need” OR “parent* needs” OR “parent* 
attributions” OR “parent* control” OR “parent* beliefs” 
OR “parent* self-efficacy” OR “parent* efficacy” OR “par-
ent* competence” OR “parent* confidence” OR “parent* 
expecta*” OR “parent* treatment beliefs” OR “perceived 
benefits” “parent* motivation” OR “parent* readiness” 
OR “parent* preparedness” OR “parent* receptiveness” 
OR “parent* willingness” OR “perceived obstacles”) AND 
(retention OR adherence OR attendance OR compliance OR 
engagement OR involvement OR participation OR drop-out 
OR dropout OR “drop out” OR completion OR attrition OR 
“premature termination”) AND (“mental health” OR “pre-
ventative intervention” OR “preventative program” OR “par-
ent* intervention” OR “family intervention” OR “parent* 
program” OR “family program” OR “parent* training” OR 
“parent* management” OR “psychological intervention” OR 
“family therapy” OR “child* therapy” OR “psychotherapy”). 
Only Scholarly (Peer Reviewed) Journals were considered.

Methodological Quality of the Studies

To assess the methodological quality of the studies, we 
followed an adaptation of selected guidelines from the 
Strengthening the Reporting of Observational Studies in 
Epidemiology (STROBE) statement. The following criteria 
were used: (a) description of relevant sample characteristics 
(child’s sex; child’s age mean and range; who is the partici-
pating parent, i.e. father/mother; socio economic status or 
parents’ education levels; parents’ ethnicity; if clinical sam-
ple: child’s diagnostic status): 1—all or all but one character-
istics described; 0—more than one of the characteristics not 
described; (b) recruitment procedures adequately described: 
1—description of the recruitment procedures (how the sam-
ple was recruited, percentage of individuals enrolled in the 
study, inclusion/exclusion criteria), 0—description absent 
for more than one element; (c) reliable measures of pre-
dictors: 1—reliability score for each measure reported and 
adequate, 0—reliability score not reported or not adequate 
for at least one of the measures; (d) reliable measures of par-
ents’ engagement: 1—At least internal consistency for par-
ents’ engagement measure reported and adequate or detailed 
description if objective measure (e.g., number of sessions 
attended), 0—reliability score not reported or not adequate; 
(e) power calculation reported and study adequately pow-
ered to detect hypothesized relations: 1—power calculation 
reported, 0—power calculation not reported; and (f) relevant 
confounders adjusted for in analyses: 1—family adversity 
(SES, single mother, parental psychopathology) adjusted 
for in analysis, 0—relevant confounders not adjusted for in 
analysis.
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Results

Results of the Search

The Preferred Reporting Items for Systematic Reviews 
(PRISMA) flow diagram is presented in Fig. 1. The search 
produced 3280 papers. Studies were de-duplicated and 
screened by title and abstract, resulting in the exclusion 
of 2521 articles that did not meet the inclusion criteria.

From the 68 full texts examined, 35 studies were 
eliminated because they: did not included predictors or 
outcomes of interest (15 studies); included other kinds 
of interventions in an undifferentiated way (e.g., mental 

health services, etc.) (nine studies); included adolescents 
samples (four studies); were retrieved from the same data-
base (three studies); included small samples preventing the 
use of inferential statistics (two studies); and used qualita-
tive or cross-sectional methodologies (two studies). The 
resulting database of 33 papers was supplemented by four 
studies selected by manual review of the references from 
included studies.

In total, 37 eligible articles were identified (Table 1). 
Most studies were from the USA (26) and a minority from 
Europe (six), Asia (two), Australia (two), and Canada (one). 
Table 1 describes the main characteristics of the studies 
included in the review.

Fig. 1  PRISMA flow diagram 
of the article search and selec-
tion process
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The majority of the studies were conducted using clini-
cal samples, with externalizing problems as the main rea-
son for referral (only two samples included children with 
internalizing problems). From the community studies, five 
were conducted using high-risk samples (e.g., children 
screened in the community for externalizing problems). In 
most community studies participants received a financial 
compensation for their participation. Most of the studies 
included families with pre-school and school-aged children. 
Sample dimension was highly variable, and the large major-
ity of participants were mothers. In addition, most studies 
included manualized (35 studies; e.g., Parent–Child Inter-
action Therapy, Triple P; Incredible Years Parenting Train-
ing Program; Coping Power) and face-to-face interventions, 
with a highly variable duration (3–28 sessions). Most of the 
studies addressed the modification of parents’ behavior and 
only two studies, with parents of children with internalizing 
problems, involved parents as “co-therapists.”

Methodological Quality of the Studies

The methodological quality of each study is displayed in 
the supplementary material file. In general, the studies pre-
sented good methodological quality. Only five studies met 
less than 50% of the criteria. The least fulfilled criteria were 
power analysis and sample size estimation (only one study 
presented sample size estimation). In more than one-third 

of the studies, no internal consistency data was presented 
for the scales measuring the predictors in the study sample, 
and the effects of the predictors of engagement were not 
controlled for important socio-demographic characteristics.

Predictors and Outcomes of Parental Engagement 
Examined

Table 2 includes information about the descriptives of the 
predictors and outcomes examined in the studies included 
in the review. A more detailed description of the studies and 
results is included in the supplementary material file.

Perceived child behavioral problems was the predictor of 
parental engagement most often studied, followed by par-
ents’ perception of parenting. Fewer studies analyzed the 
role of inadequate attributions, parental self-efficacy, per-
ceived intervention benefits or expectations about treatment, 
parental motivation and readiness to change/for treatment 
and parental perceived obstacles. A large majority of the 
studies examined only one or two predictors concerning 
parental cognitions, except for Bloomquist et al. [31], who 
examined several predictors simultaneously (i.e. perceived 
child problems, perceived parenting, anticipated barriers, 
motivation to engage in the intervention).

Most studies evaluated objective indicators of engage-
ment (i.e., dropout or program completion and attendance) 
and only a minority evaluated parents’ participation engage-
ment. In the case of program completion or dropout, a cat-
egorical measure was used to determine who completed the 
program or who dropped out. However, the criteria for drop-
out or completion was highly variable (e.g., in some cases 
completion required the completion of the entire program 
protocol, in other cases half of the sessions, and in other 
cases even less). Attendance was usually measured by the 
number or percentage of sessions attended. Lastly, parents’ 
participation engagement was measured using brief scales 

Table 1  Description of study characteristics

Variable Percentage n

Sample type (n = 37)
 Clinical 51 19
 Community 46 17
 Court-ordered 3 1

Parents’ gender (n = 26)
 100% mothers 34.6 9
 90–99% mothers 42.3 11
 80–89% mothers 11.5 3
 59.5–79% mothers 11.5 3

Children’s age (n = 35)
 < 2 years old 3 1
 Pre-school aged 23 8
 School-aged 26 9
 Pre and school aged 51 18

Interventions (n = 37)
 Manualized 95 35
 Face-to-face 95 35
 > 4 sessions 95 35

M Range

Sample dimension (n = 37) 157.9 18–661

Table 2  Predictors and outcomes examined

Percentage n

Predictor variables
 Perceived child behavioral problems 76 28
 Perceived parenting 30 11
 Attributions regarding the child’s behavior 5 2
 Parents’ self-efficacy 16 6
 Expectations about treatment/perceived benefits 14 5
 Perceived obstacles 5 2
 Parents’ motivation to engage 11 4

Outcome variables
 Attendance 38 14
 Dropout/completion 59 22
 Parents’ participation engagement 24 9
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(1–13 items), usually filled by therapists or group facilitators 
and in one study by parents. These scales included items 
regarding homework completion, quality and quantity of 
participation within and between sessions, and quantity or/
and quality of parent adherence to treatment procedures.

Study Results by Domain

Table 3 presents study results by predictors and outcomes. 
Although sometimes the studies included more predictors, 
we only report the variables and results related to the objec-
tive of this review.

Parents’ Perception of the Child’s Problems

The intensity, frequency and severity of internalizing and/
or externalizing problems were measured by scales admin-
istered to parents (e.g., Eyberg Child Behavior Inventory) 
in most studies. One study also resorted to a parent daily 
report to evaluate externalizing problems (Oppositional and 
Aggressive Behavior Scale of the Parent Daily Report) and 
another study used an interview (Risk Factor Interview). 
Results concerning observational measures or other’s report 
of child problems (e.g. teacher) were not included in the 
analysis because they do not represent parent’s perception 
of child’s problems.

Twenty studies (72.4%) reported non-significant associa-
tions between parents’ perception of the child’s externalizing 
and/or internalizing problems and parents’ attendance (five 
studies [32–36]), completion/dropout (fifteen studies [35, 
37–51]) and parents’ participation engagement (five studies 
[18, 32–34, 42]), and these results were observed for parent-
ing interventions in clinical or community samples.

On the other hand, eight studies (27.6%) found signifi-
cant associations between parents’ perception of the child’s 
problems and parents’ attendance (four studies [17, 31, 52, 
53]), completion/dropout (three studies [54–56]) or par-
ents’ participation engagement (one study [57]) in studies 
with clinical and community samples. All these significant 
associations occurred for externalizing problems, with the 
exception of the study by Wells et al. [53], who also found 
positive significant associations between child internalizing 
problems evaluated by fathers and attendance.

The parents’ attendance in four community samples was 
predicted by a higher perception of externalizing problems 
[17, 31, 52, 53]. By contrast, in three studies, parents’ drop-
out from a parenting intervention, involving clinical samples 
and one court-ordered sample, was predicted by more per-
ceived externalizing problems [54–56]. Lastly, in one study, 
the parents’ perception of more externalizing problems was 
significantly associated with a higher parental participation 
engagement in the therapy [57].

Parents’ Perception of Parenting

In ten studies, the parents’ perception of their own parenting 
was evaluated by self-report scales. These scales measured 
discipline styles or positive/negative parenting practices 
(e.g., Parenting Scale). In one study, parents’ perceptions of 
parenting were collected through the Risk Factor Interview 
to evaluate adverse child-rearing practices. Results concern-
ing observational measures were not included because they 
do not represent parent’s perception of parenting problems.

The results suggest that parents’ perception of parent-
ing predicted parents’ engagement in seven studies (63.6%) 
[31, 52–55, 58, 59] and had no effect on parental engage-
ment in four studies (36.4%) [38, 42, 51, 60]. More nega-
tive and adverse parenting was associated with parents’ non-
completion of the treatment in one study conducted using 
a clinical sample [54] and in one study where parents were 
court-ordered to participate in the treatment [55]. On the 
other hand, in community studies, parents’ attendance was 
predicted by higher levels of consistent or positive discipline 
[31, 52, 59]; more over-reactive behavior [53] and higher 
parental participation engagement was predicted by higher 
levels of negative parenting and by higher levels of sup-
portive/positive parenting [58]. Nevertheless, the parents’ 
perception of their own parenting did not predict comple-
tion of the program [38, 42, 51, 60] or adherence to the 
techniques learned during the program [42] in studies using 
community samples.

Parents’ Attributions

Parents’ attributions were evaluated through interviews 
(Leeds Attributional Coding System) and by a self-report 
scale (Children’s Attribution Style Questionnaire-Parent 
Version). All the three studies that explored parents’ attri-
butions as a predictor of engagement reported significant 
effects of some dimensions of parents’ attributions. In one 
study [35], mothers’ child-centered attributions were not 
significantly associated with the outcomes, suggesting that 
attributing the responsibility of the problem to the child is 
not a barrier to attending therapy. However, in this same 
study, mothers who attributed more responsibility to them-
selves attended more sessions and were more likely to com-
plete therapy (e.g., ‘he behaves like this because I’m not 
strict enough’). In another study [61], mothers who never 
attended therapy were more likely to have higher inadequate 
child-centered attributions (a composite resulting from the 
difference between the score of adequate attributions for 
positive events, i.e., more external, situational, specific, and 
the score for inadequate attributions for negative events, 
i.e., more internal, stable, global), compared to parents who 
dropped out of therapy and those who completed therapy.
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Table 3  Studies results showing significant (S) and non-significant (NS) results by outcomes: attendance (AT), completion/drop-out (CDO) and 
parent participation engagement (PP)

First author (date) Sample Results by outcome

COM CLI ORD AT CDO PP

Perceived child problems
Abrahamse (2015) X NS
Baker (2017) X NS
Bloomquist (2012) X S
Calam (2008) X S
Chen (2015) X NS
Danko (2016) X NS
Dumas (2007) X NS NS
Eisner (2011) X NS NS
Garvey (2006) X S
Kazdin (1990) X NS
Kazdin (1994) X S
Lanier (2011) X NS
Lavigne (2010) X NS
Leung (2006) X NS
McWey (2015) X S
Miller (2003) X NS
Nix (2009) X NS NS
Orrell-Valente (1999) X NS NS
Pereira (2015) X NS
Peters (2005) X NS NS
Plueck (2010) X NS
Prinz (1994) X NS
Schneider (2013) X S
Stadnick (2016) X S
Topham (2008) X NS
Wells (2016) X S
Werba (2006) X NS
Winslow (2009) X NS
Perceived parenting problems
Baker (2017) X NS
Baydar (2003) X S
Bloomquist (2012) X S
Calam (2008) X S
Eisner (2011) X NS NS
Kazdin (1994) X S
Knox (2014) X NS
McWey (2015) X S
Ryan (2009) X S
Wells (2016) X S
Winslow (2009) X NS
Attribution of problems
Chacko (2017) X S
Miller (2003) X S
Peters (2005) X S S
Self-efficacy
Chacko (2017) X S
Garvey (2006) X S
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Lastly, the results of a study by Miller and Prinz [47] 
showed that parents’ engagement in the therapy was pre-
dicted by the match between parents’ incoming motiva-
tion, evaluated through an interview, and the assignment to 
a treatment condition (parent-only treatment or child-only 
treatment). The assignment to a treatment condition that 
did not match the parents’ attributions regarding the child’s 
externalizing problems (internal to the parent or external to 
the parent) predicted dropout from therapy. However, the 
effect of a mismatched treatment condition was only sig-
nificant when families entered treatment with external moti-
vations (parents focused on changing the child) and were 
offered a parent-only treatment approach. The same effect 
was not significant for mismatched families with internal 
motivations (parents focused on changing their behavior that 
were offered a child-only treatment).

Parents’ Self‑Efficacy

Parents’ self-efficacy was evaluated by brief self-report 
scales (e.g., Parenting Sense of Competence Scale). In one 
study, the Parenting Sense of Competence Scale was adapted 
to be administered by interview.

Four studies, one conducted with a community sample and 
three with a clinical sample, showed no significant associa-
tions between parents’ self-efficacy and engagement (66.7%) 
[34, 46, 50, 62]. On the other hand, two studies (33.3%) found 
a significant association between parents’ self-efficacy and 

engagement [17, 61]. In a study with a clinical sample [61], 
single mothers who never attended therapy were more likely 
to have lower parental efficacy, and in another study, with a 
community sample of parents of preschoolers [17], higher 
attendance was associated with lower parenting self-efficacy.

Parents’ Expectations About Intervention 
or Intervention‑Perceived Benefits

In four studies, parents’ expectations about treatment were 
evaluated by self-report scales. The content of these self-
report scales was heterogeneous, including: parents’ beliefs 
about the credibility of treatment; parents’ expectations of 
improvement with treatment; beliefs about the child’s cur-
rent need for medication and therapy; beliefs about the use 
and prescription of medication in general; beliefs about 
whether treatment is worthwhile; parents’ perception of 
their understanding of treatment/possible side effects; and 
feelings of trust in providers and the feeling of inclusion in 
treatment planning.

The studies show mixed results concerning the role of 
parents’ expectations about the intervention: two found a 
significant association between parents’ expectations and 
parents’ engagement (50%) [63, 64], while two found no 
significant association (50%) [18, 41].

The two studies that did not find any association share 
some methodological constraints. Using a small clinical 

Table 3  (continued)

First author (date) Sample Results by outcome

COM CLI ORD AT CDO PP

Leung (2006) X NS
Orrell-Valente (1999) X NS NS
Roberts (1992) X NS
Werba (2006) X NS
Perceived benefits/expectations about treatment
Davidson (2006) X NS NS
Nock (2007) X S S
Nock (2001) X S S
Pereira (2015) X NS
Perceived obstacles
Bloomquist (2012) X NS
Dumas (2007) X S NS
Motivation to change/engage
Bloomquist (2012) X S
Nock (2007) X NS NS
Stadnick (2016) X S
Wade (2015) X S

Sample: community (COM), clinical (CLI), court ordered (ORD), results by outcome: attendance (AT), completion or dropout (CDO), participa-
tion engagement (PP); results: significant (S), non-significant (NS)
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sample (n = 29) of families with a child with a primary mood 
disorder, Davidson et al.’s [41] study found no significant 
association between positive attitudes about treatment and 
parents’ participation engagement for the main caretaker 
(although this association was found for a secondary care-
taker). In this study, there was also no significant relation-
ship between positive beliefs about treatment and attend-
ance. In a study that included a community sample (n = 50) 
of children with high levels of internalizing problems and 
their parents [18], positive expectations about treatment did 
not predict parental participation engagement. This study 
also resorted to a small sample and to a one-item measure of 
parents’ expectations, and this may result in a less sensitive 
evaluation of expectations.

On the other hand, Nock et al.’s [63] study using a clinical 
sample of families with a child with behavioral problems 
showed significant effects for parents’ expectations, but in 
opposite ways for different outcomes (attendance, quantity 
of adherence to treatment procedures, and quality of adher-
ence to treatment procedures). More positive expectations 
were associated simultaneously with higher adherence to 
treatment procedures (but not with the quality of the parents’ 
adherence) and with lower attendance.

In another study [64], using a clinical sample of families 
with a child presenting behavioral problems, the results sup-
port a curvilinear relationship between parents’ expectations 
about therapy, treatment attendance and premature termi-
nation in an intervention that involved parent management 
training and children’s cognitive problem-solving. More 
attendance and fewer dropouts were associated with very 
high or very low parental expectations.

Parents’ Perceived Obstacles

The two studies [31, 32] that examined the role of perceived 
obstacles to participation at pre-intervention resorted to self-
report measures to evaluate this predictor (e.g., Obstacles to 
engagement Scales). Bloomquist et al. [31] found no signifi-
cant association between parents’ attendance and parents’ 
anticipated barriers, but Dumas et al. [32] observed that 
parents who reported fewer time and scheduling demands 
attended more sessions than parents who reported more 
demands on their time. In this study, participation engage-
ment was not predicted by perceived obstacles.

Parents’ Motivation to Change

Four studies conducted with clinical samples explored the 
effect of parents’ motivation to change or to engage in treat-
ment [31, 57, 63, 65]. These studies resorted to three self-
report scales that measured desire for the child to change, 
readiness to change and perceived ability to change (e.g., 
parent motivation inventory), or that evaluated parents’ 

pre-contemplation, contemplation, and action dimensions 
(Parent Readiness for Change Scale). Three of these studies 
[31, 57, 63, 65] found significant effects of parents’ motiva-
tion to change. In Wade and Andrade’s [65] and Bloomquist 
et al.’s [31] studies, parents reporting higher levels of readi-
ness and motivation attended mores sessions. Stadnick 
et al.’s [57] study observed that motivation to participate in 
therapy, more specifically perceived ability, was positively 
and significantly associated with the observed parental 
engagement during sessions. Only one study [63], conducted 
using a sample of low-income parents, found no associa-
tion between parents’ motivation and quality and quantity 
of treatment adherence and attendance.

Discussion

This study examined the predictors of parental engagement 
in psychological interventions. Low parental engagement 
is a major problem because it limits the positive impact of 
interventions addressing children’s mental health problems, 
especially in populations most in need (e.g., families and 
children exposed to more psychosocial risks). Identifying the 
psychological predictors of parental engagement is crucial 
to improving the reach and effectiveness of psychological 
interventions with parents and children.

We identified 37 papers reporting prospective studies that 
examined parental psychological predictors (evaluated at the 
beginning of the intervention) of parental engagement dur-
ing a psychological intervention. The samples studied were 
very diverse in terms of the level of risk/disorders, recruit-
ment and socio-economic composition. 19 studies included 
clinical samples, 17 included community samples and only 
one study used a court-ordered sample. Most clinical sam-
ples consisted of children with externalizing problems as the 
main reason for referral. This is consistent with the fact that 
parents play a more central role in both the conceptualiza-
tion and the treatment of children’s externalizing disorders 
compared to children’s internalizing problems [3].

The majority of the studies examined parental dropout, 
completions and parental attendance, and fewer studies ana-
lyzed parents’ participation engagement in the intervention. 
This is in line with previous literature on parental engage-
ment that usually equates engagement with attendance or 
dropout, excluding a more qualitative dimension of parents’ 
participation [19], although some studies suggest this type 
of involvement is a better predictor of positive outcomes for 
interventions [17].

Departing from previous empirical literature [66] and 
theoretical models of psychological determinants of paren-
tal engagement [15, 23–25], we examined, as predictors of 
parental engagement in psychological interventions, parental 
motivation to change or to engage in the intervention and 
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six related cognitions: perceived child problems, perceived 
parenting, parents’ attributions, parents’ self-efficacy, par-
ents’ expectation about the treatment, and parents’ perceived 
obstacles.

These six parental cognitions can be organized in two 
dimensions that are central to motivation to change: need or 
desire to change and the perception that change is possible 
(Fig. 2). According to motivational models, parents are more 
likely to attend and participate in therapy if they perceive 
that there is a need for change, recognizing the existence of a 
problem with their child or with their own parenting behav-
ior (Need or Desire to Change). Additionally, parents will 
be more likely to engage in therapy if they endorse adaptive 
attributions concerning their child’s and their own behav-
ior, believe that they can conduct the needed changes (self-
efficacy), expect the intervention to be effective in changing 
the problematic behavior and perceive that the benefits of 
participation will outweigh the costs (Possibility of Change).

In the current review, parents’ perception of the child 
and the parents’ problems were the predictors of parental 
engagement more extensively researched. Far fewer stud-
ies examined the role of perceived intervention benefits and 
obstacles, parental self-efficacy, attributions, parental moti-
vation and readiness to change/for treatments. Therefore, 
the evidence concerning some important potential cognitive 
predictors of parental engagement is very limited and a more 
global test of the role of the different dimensions on parental 
engagement is even scarcer.

Regarding the first component of the motivational model, 
parents’ perceived need to change, the effects of perceived 
child problems and perceived parenting as predictors were 
examined. The relationship between parents’ perception of 
the frequency/intensity of the child’s problems at the begin-
ning of the intervention and different outcomes of parental 
engagement during the intervention was non-significant 
in most studies. It is important to take into account that 
the child’s problems are an indirect measure of the per-
ceived need to change, and for that reason its relation with 

engagement may not be straightforward. For example, if par-
ents report a high level of externalizing problems, this does 
not necessarily imply that they recognize it as a problem, or 
that they see themselves as part of the problem or as part of 
the solution to that problem. On the other hand, the relations 
between parents’ perception of their own parenting and par-
ents’ engagement showed more significant effects, especially 
when the studies included clinical samples.

The significant associations between the perception of 
child and parenting problems and parental engagement 
revealed a different picture for community and clinical 
samples. In community samples, a higher perception of the 
child’s externalizing problems and higher levels of both 
positive and negative parenting predicted more engagement 
[17, 31, 52, 53]. On the other hand, different results were 
observed in clinical and court ordered studies, showing that 
parents’ perception of externalizing problems in their chil-
dren and their perception of more negative and adverse par-
enting was predictive of parents’ non-completion [54–56]. 
We may hypothesize that extreme levels of a child’s exter-
nalizing problems and more negative parenting practices 
may place too much of a burden on families in clinical sam-
ples, leading them to feeling hopeless and resulting in ther-
apy dropout. Parents most in need may have more difficulties 
in maintaining motivation to remain in the intervention due 
to various factors (e.g., parents who are more stressed by 
the child’s behavior and feeling more hopeless and parents 
with more difficulties to self-regulate). Interestingly, the only 
study with a clinical sample that evaluated the association 
between perceived child externalizing problems and par-
ents’ participation engagement found a positive significant 
association [57]. This result may indicate that, when parents 
have children with higher levels of child problems and are 
retained in the therapy, they show a higher commitment and 
participation in the therapy sessions than parents who per-
ceive lower levels of externalizing problems.

In conclusion, the relation between parents’ engagement 
and parents’ perceived need to change (because of perceived 

Fig. 2  Parental motivation to 
engage in therapy or parenting 
programs Need or 

Desire 

Possibility  

Recognition of the child’s problems

Recognition of parenting problems 

Adequate attributions of problems

Self-Efficacy

Obstacles vs Benefits
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child or parenting problems) may not be linear. The predis-
position to engage in the interventions may be hampered 
when parents from community samples recognize only a 
few problems in the child or in their own parenting behavior, 
thus not justifying an effort to be engaged in a parenting 
program. On the other hand, engagement can also be hin-
dered when parents from clinical samples perceive too many 
problems in the child and in their parenting behavior, which 
can lead them to feel hopeless and unable to implement the 
needed changes.

These apparently disparate results emphasize the impor-
tance of the second component of the motivational model: 
parents’ perceived possibility of change. Several parental 
cognitions related to this component were examined: par-
ents’ attributions and self-efficacy consistent with the belief 
that the child’s and the parents’ behavior change is possible; 
parents’ beliefs and expectation that the intervention will be 
effective in changing the problematic behavior; and parents’ 
perception of obstacles to their engagement. As previously 
pointed out, parental cognitions related to this component 
have been far less examined by the empirical literature.

The three studies with clinical samples that investigated 
the role of parents’ attributions of the child’s problems found 
significant effects [35, 47, 61]. Engagement in therapy was 
more likely when mothers attributed more responsibility to 
themselves. On the other hand, mothers who never attended 
therapy were more likely to have higher inadequate child-
centered attributions. These results show that parents are 
more likely to engage in the therapy when they show some 
internal locus of control instead of merely attributing control 
to the child (e.g., “I have some responsibility for my child’s 
behavior, it is not just because of her/his temperament”) and 
when they believe that the child’s and their own behavior is, 
to some extent, changeable.

In addition, the study by Miller and Prinz [47] indicates 
the importance of considering conjointly the parents’ attri-
butions and the type of therapy offered to the parents. The 
mismatch between parents’ attributions regarding the child’s 
aggressive problems (internal to the parent or external to 
the parent) and the type of therapy parents received (child-
centered or parent-centered) predicted parents’ dropout, but 
only for families entering treatment with external motiva-
tions (parents focused on changing the child) and that were 
offered a parent-only treatment approach. This study sug-
gests that parents’ incoming expectations about who should 
receive therapy might be a factor to address when planning 
that therapy.

In relation to parents’ self-efficacy, only two [17, 61] of 
the six studies found significant effects in parents’ engage-
ment. Concerning the absence of effects in four of the six 
studies, it is important to note that perceived self-efficacy 
or competence in parenting is only a proxy of the perceived 
capacity of parents to make the appropriate changes, which 

would be more directly related to the proposed role of self-
efficacy in motivational models of change [67]. The two 
studies that found significant effects indicate different effects 
for clinical and community samples: in a clinical sample, 
lower parental efficacy was more common in single moth-
ers who never attended therapy [61] but was associated 
with higher attendance in a community sample [17]. This 
suggests that parents’ low-efficacy can compromise their 
involvement in therapy in samples with high levels of exter-
nalizing problems, and this may be especially true in more 
disadvantaged samples, once this study was conducted with 
a sample of single mothers. However, low parental self-effi-
cacy can mobilize parents of children with normative levels 
of behavioral problems to engage in a universal parenting 
intervention. It might be easier to accept one’s role in prob-
lem maintenance and the need to be involved in intervention 
when the child’s problems are perceived as moderate and 
part of normal development.

The results of the four studies that examined the role 
of parents’ expectations about treatment are mixed. One 
shows a positive relation between positive expectations 
about treatment and parents’ participation engagement 
[63], two suggest a significant relation between parents’ 
expectations and attendance [63, 64], and two studies 
found no relation at all [18, 41]. Some methodologi-
cal limitations of these last two studies may explain the 
absence of results, since one of them used only one item 
to measure expectations and both of them resorted to small 
sample sizes that may have lacked the power to detected 
significant results.

Concerning the relation between parents’ expectations 
and attendance, the results of Nock et al. [63] were some-
what surprising. In this study, more positive expectations 
were associated with less parental attendance. The authors 
hypothesized that positive expectations about treatment 
were related to shorter treatment attendance because 
parents with more positive expectations demonstrated a 
greater improvement and required a smaller dose of treat-
ment to obtain the therapeutic objectives. These findings 
are consistent with Nock and Kazdin’s [64] study, which 
found that parents with the lowest expectations were also 
those with the greatest attendance; although this study 
found a curvilinear relation between expectations and 
attendance, indicating that parents who attended more 
sessions and who were least likely to drop out from treat-
ment presented either very high or very low expectations 
concerning therapy. On the other hand, those parents with 
moderate expectations attended the fewest sessions and 
were most likely to drop out from treatment. The fact that 
Nock et al.’s [63] study did not find the same curvilinear 
relation may be due to the shorter duration of the treat-
ment, which possibly contributed to diminishing the vari-
ability within the sample.
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Although several theoretical models emphasize the role of 
perceived obstacles to the participation in the treatment, one 
of the only two studies that examined this predictor found 
no significant effects [31]. One possible explanation for the 
absence of effects in this study was that the intervention 
provided support to families, such as delivering the interven-
tions in the family home or in a community center at night, 
thus significantly decreasing practical obstacles.

Lastly, four studies examined the relationship between 
parents’ global motivation to change and parents’ engage-
ment in treatment. Consistent with motivational models of 
parents’ engagement, the results of three studies suggest that 
highly motivated parents were more likely to engage in the 
psychological intervention [31, 57, 65]. The only study that 
did not find a significant association between parents’ moti-
vation to change and engagement in the treatment [63] was 
conducted with a low-income clinical sample. Parents from 
low SES are more likely to experience several stressors, such 
as financial, social, and psychological problems, and there-
fore the engagement of these families in a treatment that 
places an additional burden on families (in terms of time, 
transportation to the clinic, etc.) may not depend exclusively 
on parents’ motivation to engage.

Clinical Practice Implications

Interventions directed at the prevention of children’s mental 
health problems can positively impact the child and family 
life when families attend and actively participate in the inter-
ventions, especially those families most in need.

The results suggest that parental engagement in commu-
nity preventive parenting programs is facilitated by parents’ 
perception of the child’s and parenting problems, low self-effi-
cacy in managing educational situations, and increased paren-
tal motivation. Therefore, parents’ engagement in community 
interventions might be promoted by targeting these cognitions 
early in the intervention, so that parents can identify indi-
vidual objectives for changes in parenting behavior in order 
to overcome the child’s problems. Additionally, it is important 
to target the reduction of practical barriers by offering the 
program at convenient hours and in accessible locations, and 
by providing childcare facilities during program hours.

On the other hand, parents from clinical samples who per-
ceive more child externalizing problems, more negative par-
enting practices, lower self-efficacy, and who endorse more 
inadequate attributions of problems, have a higher risk of 
dropout. These families may be overwhelmed by the child’s 
externalizing problems. Therefore, in these situations, it may 
be useful for clinicians to let parents know they understand 
their difficulties, to reinforce their alliance with parents so 
that they can feel supported and to offer supplementary 
opportunities of contact (e.g., brief telephone calls or more 
frequent sessions). Simultaneously, to the support offered to 

these parents, it is important to promote more adequate attri-
butions regarding the child’s behavior, so that parents can 
see themselves as part of the solution, hold more realistic 
expectations concerning the treatment, and perceive them-
selves as more capable of implementing needed changes.

Limitations of This Review and Future Research 
Directions

This review has some limitations. First, we only included 
studies published in peer-reviewed journals. This option 
offers, to some extent, a guarantee of the quality of the stud-
ies, but on the other hand can increase the bias of reporting 
studies that found significant effects. Second, the specific 
search terms included in this review to address our study 
objectives do not cover all possible equivalent search terms, 
and therefore this may have affected the articles selection. 
The strategy to look for additional articles not included in 
the initial selection was aimed to diminish the bias intro-
duced by the specific search terms used, but still some arti-
cles may have been left out. Third, our operationalization 
of parents’ engagement did not include the earlier phases of 
enrollment. The study of the predictors of parents’ enroll-
ment in preventive and treatment interventions is crucial to 
increasing the reach of these interventions and to guarantee-
ing that they target the parents most in need.

Research examining parental cognitive predictors of par-
ents’ engagement in psychological interventions remains 
limited and shares some limitations that are important to 
address in future research. In most studies reviewed, engage-
ment is equated with attendance and dropout or reten-
tion. Parents’ participation engagement is rarely reported. 
Although the different dimensions of engagement are 
related, they represent different aspects of parental engage-
ment that can be influenced by various factors and differently 
contribute to the efficacy and effectiveness of interventions. 
Piotrowska et al.’s [68] model of parental engagement in 
parenting programs that proposes several interdependent 
stages of engagement (connecting, attending, participating 
and enacting) may be a useful framework to guide the opera-
tionalization of parents’ engagement in future studies.

In addition, in most studies, mothers formed the large 
majority of participants. Fathers are underrepresented in par-
enting intervention studies and those included in this review 
are no exception. Fathers’ low rate of participation in psy-
chological interventions is critical. This is especially true if 
we consider that co-parenting is a determinant of treatment 
success [68]. A meta-analysis conducted by Lundahl et al. 
[69] that examined fathers’ involvement in parenting train-
ing showed that when fathers were included, more positive 
changes in children’s behaviors were observed immediately 
after the training. Future studies should pay attention to both 
the mother’s and father’s engagement in interventions.
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Some methodological limitations of the studies reviewed 
should be mentioned. Only one study presented sample size 
estimations and some may have lacked the power to detect 
significant associations. On the other hand, although most 
studies resorted to valid and reliable measures, some stud-
ies did not present internal consistency indicators for some 
measures. Lastly, the effects of the predictors on engage-
ment were not controlled for important socio-demographic 
characteristics in some of the studies.

In the studies reviewed, parental cognitions and motiva-
tion were only measured at the beginning of the therapy. 
Parents’ motivation to be involved in a psychological inter-
vention is a dynamic process and can change during that pro-
cess. Likewise, the potential predictors of parents’ engage-
ment, such as parents’ attributions and parents’ self-efficacy, 
are targets for change in many parenting interventions and so 
may evolve during the process. Therefore, it would be inter-
esting to examine how the change of these specific predictors 
during the treatment can relate to engagement at various 
points during the intervention.

Lastly, research on cognitions that determine parents’ 
motivation to engage in psychological interventions 
remains scarce. We have limited knowledge of the role 
of some dimensions of parents’ cognition and motivation 
(specifically, parents’ attributions of problems, parents’ 
perceived benefits and obstacles and more global parents’ 
motivation). Given the importance of this research, more 
studies are needed to identify the predictors of parents’ 
engagement. These will enable the identification of fami-
lies at risk for dropout and low participation and encour-
age the work of modifying risk factors, such as inadequate 
attributions or lack of acknowledgment of a child’s and 
parenting problems, early in the intervention.

Summary

Parents’ low adherence and high dropout in interven-
tions that address children’s mental health problems is a 
major problem, with impacts on health care costs. Identi-
fying modifiable psychological determinants of parental 
engagement is essential to improving the reach and effect 
of parenting interventions. This work reviews the avail-
able research on the predictors of parental engagement 
(attendance, dropout and parental participation engage-
ment) in psychological interventions to prevent and treat 
mental health problems in children (age < 12 years). Based 
on theoretical models of parental engagement, several 
predictors were identified: perceived child problems and 
perceived parenting (perceived need for the intervention), 
attributions of problems, self-efficacy, expectations about 

treatment, perceived obstacles (perceived possibility of 
change), and global motivation to change.

PRISMA guidelines for systematic review oriented the 
search in PsycINFO, Academic Search Complete, Educa-
tion Source, Psychology and Behavioral Sciences Collec-
tion, ERIC and the PsycARTICLES databases. 37 studies 
that evaluated parental cognitions at the beginning of the 
intervention and examined them as predictors of paren-
tal engagement during a psychological intervention were 
included in the review.

The results show that parents’ perception of children’s 
problems and of their own parenting are the most studied 
cognitive predictors of parents’ engagement in psychologi-
cal interventions. Nevertheless, available research shows 
that other dimensions, such as parents’ attribution of prob-
lems and parents’ readiness to change, may play an impor-
tant role in the prediction of parental engagement. These 
results support the motivational models that emphasize the 
importance of parents’ perceived need to change and their 
perceived ability to conduct these changes.

Further studies are needed to identify parental cogni-
tions that promote parents’ engagement in child mental 
health interventions and that can be targeted in these 
interventions.
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