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Abstract
Objectives Children and youth in low-and middle-income countries (LMIC) are at greater risk for poor mental health.
Adverse circumstances including poverty, violence, and lack of available psychological treatments increase their vulner-
ability. Given the importance of the family environment for child and youth wellbeing, family interventions are a powerful
mode of treatment; however, their development and evaluation has received relatively little attention in LMIC.
Methods This review presents evidence for family- and parent-focused interventions on mental health outcomes for children
and youth in LMIC and identifies treatment components present in promising interventions. A systematic search was
conducted using comprehensive search terms in five databases (Global Health, PubMed, PsychINFO, PILOTS, and
Cochrane Library). Reporting follows PRISMA guidelines. Independent raters screened and retrieved articles for inclusion,
completed quality ratings, conducted data extraction, and coded common practice elements.
Results This review included 36 papers representing 32 unique studies of family or parenting interventions in LMIC. Study
designs covered: RCTs (50% of studies), pre-to-post studies (38%), and other (12%). The majority of interventions showed
positive outcomes for child and youth mental health and wellbeing. The two most frequently used treatment techniques were
caregiver psychoeducation and caregiver coping skills; the next most common were treatment processes of providing
between-session homework and accessibility promotion.
Conclusions Evidence for family-focused interventions for child and youth mental health in LMIC is growing with several
promising approaches that should be more rigorously evaluated. Further research into effects of specific intervention
components will ensure targeted and optimally effective interventions.
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Globally, mental health concerns are one of the leading
causes of lost productivity in young people (Mokdad et al.
2016). Children and youth under the age of 24 years old
account for 42% of the world’s population, and roughly
90% of these live in low- and middle-income countries
(LMICs) (Kieling et al. 2011; United Nations 2017). Living
in LMICs, children and youth have increased vulnerability
to mental illness and the associated high mortality rates due
to their social and environmental circumstances, such as
increased rates of poverty, violence, and lack of service
providers and available medical and psychological treat-
ment (Lund et al. 2018; Patel et al. 2016). The majority of
mental disorders have their onset during childhood or youth
(Kessler et al. 2007), yet can persist and result in negative
effects throughout the lifespan. A gap in research and

* Gloria A. Pedersen
gapedersen@gwu.edu

1 London School of Hygiene and Tropical Medicine, London, UK
2 King’s College London, London, UK
3 War Child Holland, Research and Development, Amsterdam, The

Netherlands
4 Present address: The George Washington University, 2120 L St

NW, Suite 600, Washington, DC 20037, USA

Supplementary information The online version of this article (https://
doi.org/10.1007/s10826-019-01399-4) contains supplementary
material, which is available to authorized users.

12
34

56
78

90
()
;,:

12
34
56
78
90
();
,:

http://crossmark.crossref.org/dialog/?doi=10.1007/s10826-019-01399-4&domain=pdf
http://crossmark.crossref.org/dialog/?doi=10.1007/s10826-019-01399-4&domain=pdf
http://crossmark.crossref.org/dialog/?doi=10.1007/s10826-019-01399-4&domain=pdf
http://orcid.org/0000-0003-3427-3464
http://orcid.org/0000-0003-3427-3464
http://orcid.org/0000-0003-3427-3464
http://orcid.org/0000-0003-3427-3464
http://orcid.org/0000-0003-3427-3464
mailto:gapedersen@gwu.edu
https://doi.org/10.1007/s10826-019-01399-4
https://doi.org/10.1007/s10826-019-01399-4


implementation of effective and evidence-based support in
LMICs still exists, leaving large numbers of children and
youth without access to quality care (Brown et al. 2017;
Knerr et al. 2013; Saxena et al. 2007).

Insufficient capacity within mental health workforces
presents a major barrier for access to quality care in LMICs
(Saxena et al. 2007; WHO 2006). Appropriate training,
supervision and infrastructure are needed to provide pro-
fessional care, but in LMICs there is commonly a lack of
funding and availability of trained specialists to provide
such services (Saraceno et al. 2007; Saxena et al. 2007).
Lower-cost mechanisms have been introduced and are
increasingly showing effectiveness. For example, task-
sharing, a collaborative model of care whereby non-
specialists are trained to deliver interventions with super-
vision from specialists, has demonstrated feasibility and
effectiveness for increasing the coverage of general health,
and mental health services (Patel 2012; Patel et al. 2009).

Additionally, transdiagnostic approaches, that is, inter-
ventions utilising common treatment techniques that can be
delivered across various diagnostic categories or presenting
difficulties, have demonstrated significant potential in
treating common mental disorders (Patel et al. 2016) and
have been effectively delivered at the community level
through non-specialists (Patel et al. 2007). Such approaches
have the potential to reduce training needs amongst lay
providers and reach more individuals efficiently, as it
reduces the requirement for diagnostic processes and
training in multiple diagnosis-specific packages. However
further research into effective implementation and scale up
of such approaches is needed.

Several recent systematic reviews have indicated pro-
mising results for the feasibility and effectiveness of using
evidence-based psychological intervention approaches from
high-income settings in LMICs, to address mental health of
children and adults across different cultures, and often via
non-specialist delivery models (Brown et al. 2017; Jordans
et al. 2016; Knerr et al. 2013; Singla et al. 2017; Tol et al.
2011). Several limitations are identified in the existing
evidence base, including the need for more rigorous eva-
luation trials, systematic processes for cultural and con-
textual adaptations, further research to understand the
effective components of intervention packages, and cost-
effective methods for training and supervision.

To address the mental health and wellbeing of children
and youth, consideration of the family environment is vital,
given the powerful impact this has on the child. A positive
caregiver-child relationship and nurturing family environ-
ment are essential for healthy child development (Biglan
et al. 2012). Protective factors for child and youth mental
health include family-related signals such as parent mental
health, family cohesion, and parent-child attachment (Patel
et al. 2008; White et al. 2014). Risk factors for poor mental

health include caregiver ill mental health such as depression
or substance abuse, and aggressive family environments or
violence (Parsons et al. 2012; Repetti et al. 2002).

Further, in LMICs, there is an increased prevalence of
other social and environmental risk factors which can
impact children and youth directly, or indirectly via the
family environment. These risk factors include armed con-
flict, community violence, poverty, and prevalence of ser-
ious health concerns such as positive HIV status (Lund et al.
2011; Miller and Jordans 2016). Exposure to armed conflict
can have detrimental effects on mental health and well-
being, for both children and adults (Dimitry 2012; Lund
et al. 2018). A recent systematic review on predictors of
household interpersonal violence in humanitarian settings
found that exposure to conflict and political violence is
associated with increased rates of violence towards women
and children (Rubenstein et al. 2017). Therefore, armed
conflict has a direct impact on a child’s mental health
through traumatic exposures (Chrisman and Dougherty
2014; Tamashiro 2010), as well as indirect effects via var-
ious mechanisms including increased family violence
(Repetti et al. 2002). Positive HIV status has been found to
be associated with higher rates of common mental disorders
including depression, in both children and adults (Abas
et al. 2014; Chibanda et al. 2016). Furthermore, parental
positive HIV status also impacts on offspring, including fear
of transmission interrupting and limiting parent-child
interaction, and disclosure stigma affecting outside social
support (Kidia et al. 2015; RAND Health 2009). Therefore,
HIV within the family can have a significant impact on a
child, regardless of their own HIV status.

Overall, utilizing the powerful influence of parent/care-
givers and family members in interventions for child and
youth mental health outcomes (Panter-Brick et al. 2014),
combined with advances in scalable non-specialist and
transdiagnostic approaches, has potential to provide low-
cost, high-impact support for children and youth in LMICs
where resources are low and risk for poor mental health
is high.

Given these complex factors, and in order to develop
adequate interventions to address the mental health of
young people in LMICs, it is important to understand the
evidence base for what has been tested, where, and for
whom. There have been several recent systematic reviews
considering psychosocial interventions for child and youth
mental health outcomes in LMICs (Jordans et al. 2016;
Purgato et al. 2018; Tol et al. 2013). In terms of parenting
interventions, reviews conducted to date in LMICs have
been specific in focus, for example, interventions for chil-
dren with developmental disorders (Hastings et al. 2012),
interventions for improving parenting skills and addressing
abusive parenting in LMICs (Knerr et al. 2013) and par-
enting programmes focusing on early child development
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(ECD) (Britto et al. 2015). The recently increasing evidence
base in this field is encouraging, however, only one recent
systematic review has considered parenting and family-
focused psychosocial interventions more broadly for all
children and youth in LMICs (Healy et al. 2018)

While evidence for the effectiveness of a given inter-
vention package within a given population provides
important information for practitioners and policy-makers,
an understanding of the ‘active ingredients’ of effective
interventions would provide essential information for fur-
ther developing and implementing targeted and efficient
interventions that can be delivered across settings. This is
particularly important given the heterogeneity in interven-
tions identified through reviews (Brown et al. 2017; Jordans
et al. 2016; Knerr et al. 2013; Singla et al. 2017; Tol et al.
2011, 2013) and the need for flexible transdiagnostic
intervention packages in LMICs to reduce training and
supervision needs. The most rigorous way to determine the
effective components of an intervention would be through
specific research designs such as dismantling studies or
measuring different outcomes at multiple timepoints. This
kind of research is often not possible or prioritized in
LMICs and humanitarian contexts where resources are low,
access to care is limited, and the impetus to provide the best
available care to all participants is high.

One method that aims to identify important practice
elements within interventions is the distillation and match-
ing approach (Chorpita et al. 2005). In this approach, the
‘practice elements’ across intervention manuals are identi-
fied using a structured coding manual and systematic pro-
cess (distillation), and then data mining techniques are used
to determine specific profiles of common elements used in
effective treatments, and whether these profiles differ across
particular diagnostic groups or settings (matching). While
this approach cannot identify which components are the
active mechanisms, it does provide more detailed informa-
tion that may inform future research. This method has been
applied to child and adult psychological interventions more
broadly (Chorpita et al. 2005; Jordans et al. 2011). Brown
et al. (2017) conducted a systematic review of psycholo-
gical interventions for youth affected by armed conflict and
applied the distillation step to identify common practice
elements present in those interventions demonstrating an
effect.

Given the broad range of approaches to parent/caregiver
and family interventions, understanding the elements that
constitute family-focused treatment “packages” in LMICs is
particularly important. This can inform future dismantling
of studies whereby intervention components are individu-
ally trialled and compared, alongside mediational analyses
to identify potential mechanisms of action, and will further
assist in identifying the active ingredients of such
treatments.

The current systematic review outlines the evidence of
parent- or family-focused interventions for child and youth
mental health and well-being in LMICs, as well as present
the first analysis of common practice elements amongst
interventions showing a positive effect. The analysis of
common practice elements will help to identify the common
elements most frequently used within effective parenting
and family-focused psychosocial interventions in LMICs.
The output of this systematic review will inform the broader
academic and practitioner community, as well as inform
development of meaningful interventions with potential for
significant impact.

Method

The conduct of this study was informed by the Preferred
Reporting Items for Systematic Review and Meta-Analysis
(PRISMA) guidelines (Shamseer et al. 2015), the Cochrane
Handbook for Systematic Reviews of Interventions
(Cochrane 2011) and the Centre for Reviews and Dis-
semination’s guide for undertaking reviews in health care
(CRD 2009). The completed PRISMA 2009 Checklist can
be found in the online Appendix. The review has been
registered on PROSPERO, registration CRD42017067108.

Search Strategy

A systematic literature search was conducted on the fol-
lowing databases: Global Health (Ovid), PubMed (Ovid),
PsychINFO (Ovid), PILOTS (ProQuest), and Cochrane
Library (Wiley Online Library). Search terms and list of
keywords is shown in Supplementary Table 1S. The Boo-
lean operator “OR” was used to find articles with one or
more search terms and synonyms, and “AND” to combine
the different concepts for relevant articles. Entry of search
terms varied depending on the database platform. The
majority were searched by keyword anywhere in the text,
except for PubMed which was limited to searching only in
the Title/Abstract in order to return relevant results. All
databases searched years 1967 – 2017, except for Global
Health, in which case the databases earliest year within
Ovid was 1973.

Truncation and wildcards were used to account for UK
and US spelling and terminology. The three main concepts
combined included Population AND Intervention AND
Outcome. For example, families AND “middle income
countr*” AND “parenting intervention” AND “mental
health.”

Study design was not included in the search terms, but
instead was considered during the inclusion/exclusion pro-
cess. Randomized controlled trials (RCTs), cluster RCTs,
stepped wedge designs, non-randomised controlled trials,
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and pre-to post studies were included. We included other
study types as we expected relatively few RCTs to be
identified and aimed to provide a comprehensive overview
of current evidence available and approaches tested, rather
than conclusively determine effects of interventions.

Hand searches through selected reference lists of the
identified articles and related reviews were conducted in
order to account for any relevant references that may have
been missed in the original search. Additionally, the authors
of articles included in this review were contacted via email
with a request to inform us of any additional published
studies which met our criteria.

Study selection

The database search results were exported to EndNote X8,
which was also used to remove duplicates. A charting form
was created and used to identify eligible studies to be
included in the review according to inclusion and exclusion
criteria in Supplementary Table 2S. Initial inclusion/exclu-
sion ratings were made by the first author (GP) based on
review of the title and abstract only. For increased relia-
bility, these ratings were then confirmed by a second rater.
Studies found to be potentially relevant based on the title
and abstract were retrieved, and full text was reviewed by
the first author (GP), confirmed by a second rater, with any
discrepancies being resolved by a third rater (FB).

Eligibility criteria

Eligibility criteria were specified according to the PICO
model (Population, Intervention, Comparison, Outcome),
and in line with PRISMA guidelines (Shamseer et al. 2015)
(see Table 2S). Intervention studies published between
years 1967–2017, in any language, were considered. Stu-
dies must have involved a parenting or family intervention,
delivered in a LMIC, included quantitative data at a baseline
and endline assessment (with or without a comparison
group), and assessed improvements in youth mental health
or wellbeing. For the purpose of this review, child or youth
is defined as any person younger than age 24 (UNESA
2010). Parenting-focused intervention is defined as any
programme involving a parent/caregiver, which aims to
improve outcomes for the children and parent/caregiver. For
example, it may address parenting skills, relationship
building, or managing one’s own emotions in context of
parenting. Family-focused intervention is defined as any
programme involving parents or caregivers and/or the
family unit which aims to improve outcomes for members
of the family by improving family engagement, relation-
ships, and effectiveness in handling adversity (poverty,
disorder or illness, daily stressors, disaster, conflict, etc.).
Family was broadly defined, and not limited to biological or

immediate family members. LMIC was defined according
to the World Bank List. Where a study was conducted in a
country that is now classified as a HIC but was classified as
a LMIC in the five years preceding the publication date, it
was included.

Data extraction

A data extraction sheet was designed in Excel to support the
extraction of relevant and detailed information including the
author, year of publication, context, study design, inter-
vention type, and study details (i.e. sample, therapist type,
sessions, outcomes, etc.). The data extraction was per-
formed by the first author (GP) and was then confirmed by a
second rater. Any discrepancies were resolved by a third
rater (FB). A final check of data presented in the review was
conducted as the last step.

Quality assessment

The included studies were rated on their methodological
quality using a version of the NIH Quality Assessment Tool
for Before-After (Pre-Post) Studies With No Control Group
(NIH 2014), adapted to include additional questions for
RCTs from the Jadad Scale for Reporting Randomised
controlled Trials (Halpern and Douglas 2005). The adapted
version of the table and its criteria is displayed in Supple-
mentary Tables 3S-4S. Initial ratings were conducted by the
first author (GP), then checked by a second rater with any
discrepancies resolved by a third rater (FB).

Data analysis

In line with the primary objective, a narrative synthesis was
conducted using content analysis. Content analysis involves
tabulating the frequency of each theme or measure within
the categories to determine key findings (Snilstveit et al.
2012). Studies were classified into two subgroups according
to the style of the intervention (parent/caregiver focused, or
family focused) and characteristics of the studies are sum-
marised, including all outcomes, measures used, and any
significant findings.

Coding of Practice Elements

Interventions that demonstrated positive effects through any
research methodology were included in an analysis of
practice elements. For permission and access to treatment
manuals used in the included studies, authors of the study or
the developers of particular treatments the authors used
were written requests via email, which included two follow-
up requests. When access was provided, and the manuals
were identified as the exact protocols used for the treatment,
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they were used for coding of the practice elements along
with any relevant journal articles. In the case access was
unavailable, the description and protocol written in relevant
journal articles was used (n= 6).

Two clinical psychologists (ES and FB) independently
coded treatment elements; any discrepancies were resolved
by a third rater (MJ). Treatment coding was guided by the
PracticeWise coding system (Chorpita et al. 2005), along
with an additional code “homework,” which is selected
from a coding system for common elements for evidence-
based trauma treatment (Strand et al. 2013).

Where additional elements were identified that were
either not covered in the Practice Wise Coding system, or
where further differentiation of these specific techniques
was seen to be valuable given the aims of this review,
‘other’ codes were created. These additional codes were
reviewed by both researchers at the end of the coding
process, and the most commonly coded, or most important
for informing research and practice, were selected for sys-
tematic coding across all manuals. In this case, two addi-
tional sets of codes were identified. One set of codes
considered common topics that were addressed, which may
be of particular relevance for LMICs, which included:
alcohol and drugs, grief and loss, financial topics, building
family identity, HIV, and stigma. Another set of codes were
those which specified elements of positive parenting that
were more detailed than those included in the Practice Wise
coding system: affection, rules and setting limits, realistic
expectations about child development, and routines.

As a further step that was considered relevant for coding
family interventions in particular, some codes were broken
down into sub-codes which specified one or more provider
and beneficiary of the technique: facilitator delivered to
child; facilitator delivered to parent; facilitator taught parent
to deliver to child.

Results

Study Selection

A total of 930 papers were retrieved from the search in the
five databases. An additional 15 were retrieved manually
through hand-searching, and 6 were retrieved from emailing
authors of included papers for additional studies. After
exporting to EndNote and removing duplicates, 826 articles
were prepared for record screening of title and abstracts.
After screening, 724 papers were excluded, leaving 101 to
go under full-text review. This resulted in a final 36 articles
to be included in the data extraction stage. Reasons for
exclusion of the other 65 studies included: programme only
looking at a parent’s own psychological well-being,

programme only looking at child cognitive variables, only
physical outcomes, programmes working primarily with the
child and involve parents in adjunctive sessions (i.e. school
sessions), parents or family with offspring aged 25 years or
older, single case studies, qualitative data only, not a psy-
chosocial intervention, not an intervention study, families
living in high-income countries (HICs), studies without pre
or post quantitative data, or it was the wrong population.
There were two papers in Mandarin which were excluded
due to inability to obtain a thorough English translation in
the allotted time.

The 36 papers included in the data extraction stage
reported on 32 unique studies—quantitative results from
two studies were reported across two papers each. The
PRISMA diagram (Fig. 1) illustrates the selection process.

Study Characteristics

Study locations and settings

All studies took place in a LMIC as defined by the World
Bank List (World Bank 2017) thereby providing a range of
settings. According to the WHO regional classification
(WHO 2017), studies took place in Africa (n= 14), the
Americas (n= 5), Southeast Asia: (n= 2), Europe: (n= 4),
Eastern Mediterranean: (n= 2) and the Western Pacific (n
= 5). Most studies were conducted in a community setting
(n= 22) for example a public school or a community
organization, other settings included primary healthcare (n
= 3), mental healthcare (n= 4), other hospital setting (n=
1) (i.e. a government hospital), and other settings (n= 2)
(i.e. home visits).

Study design

Interventions were categorized as either parent-focused or
family-focused. A total of 14 studies identified in this
review were categorized as parent-focused. In some cases,
children were present, but in any case, they were not
directly involved in the programme as far as the therapy,
training, or education. All studies of parent-focused inter-
ventions measured at least one mental health outcome or
benefit for the child/youth of the parent/caregiver. Study
designs varied within this category and involved using
RCTs (n= 7), non-randomised controlled trial (n= 3), and
pre-to post design (n= 4). A total of 18 studies identified in
this review were categorized as family-focused. All studies
included at least one outcome for the child/youth, though
not every study assessed outcomes for the parent/caregiver
and/or family member. Study designs varied within this
category and included RCTs (n= 9), pre- to post (n= 8),
and other (stepped wedge; n= 1)
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Study quality

The study quality was rated on a “Good,” “Fair,” or “Poor”
scale to determine introduced bias. Papers were rated
“Good” (n= 16) if 10 or more (out of 12) quality rating
criteria were answered “yes,” and rated “fair” (n= 15) or
“poor” (n= 1) if three or more criteria were not met (“no”)
or difficult to determine (“cannot determine” or “0” for RCT
subscale). Many studies failed to report whether or not
people assessing the outcomes were blinded to the partici-
pants’ exposures/interventions (n= 8). Several studies also
proved difficult to determine whether the study population
was a sufficient sample size, lacking report on the statistical
power of the study or how they came to the sample size (n

= 13). Quality assessment criteria can be found in Supple-
mentary Tables 3S–4S.

Parent-Focused Interventions

Target groups

All studies (n= 14) involved at least one parent/caregiver,
the majority of which were mothers or grandmothers, while
six studies targeted mothers. Ages of children ranged from
2 weeks to 18 years. The majority of studies included
children (n= 9), three included children and adolescents,
and two targeted infants only. A few studies targeted youth
with high levels of behavioural problems or difficulties,
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some of which were confirmed through prior diagnoses and
reconfirmed through screening in the study (i.e. obsessive
compulsive disorder, OCD (Abedi and Vostanis 2010);
attention deficit hyperactivity disorder, ADHD (Matos et al.
2006); or autism spectrum disorder, ASD (Bello-Mojeed
et al. 2016). Other studies identified behavioural problems
through initial screening in the study (Jordans et al. 2013;
Yu et al. 2015), or through parental report (Guo et al. 2016;
Mejia et al. 2015).

Intervention type used

A range of parenting interventions were used. Six studies
used a parent/caregiver-training and skills building format,
three of which used versions of the Triple P Parenting
Programme. Others used psychoeducation (n= 4), different
kinds of behavioural therapy (n= 3), or Quality of Life
therapy (n= 1). Most interventions focused on better par-
enting practices to increase mental well-being for the parent/
caregiver, child/youth, and to better family relationships.
For example, using a psychoeducational programme spe-
cifically aiming to reduce negative parenting practices and
its effects on children’s behavioural problems (Solis-
Camara et al. 2000). Of the two studies considering infants,
one study focused on early-childhood development and
relationship building, including the mental well-being of the
parent/caregiver and child (Davis et al. 2005; Puura et al.
2012), and one (Yousafzai et al. 2014, 2015) targeted
social-emotional outcomes through a responsive stimulation
and nutrition programme.

Format and number of sessions

Interventions varied in format and number of sessions held.
Most sessions were carried out in groups of parents/care-
givers (n= 7), some used a combination of groups and
individual parents/caregivers sessions (n= 4) (two in which
the child/youth was present), and others were solely indi-
vidual parents/caregiver sessions (n= 3), all of which the
child/youth was present. Total number of sessions ranged
from 1–25 meetings. Usually, individual sessions were
carried out if the topic required significant attention, for
example examining parent-child interaction (Davis et al.
2005; Guo et al. 2016; Puffer et al. 2015; Puura et al. 2012;
Yousafzai et al. 2014, 2015) and/or the child having sig-
nificant behavioural or mental difficulties (Matos et al.
2006; Yu et al. 2015).

Implementation factors

Six studies used mental health specialists including psy-
chologists or training psychologist (n= 4), psychiatrist (n
= 1), and trained nurses (n= 1); while eight of the studies

used non-specialists or lay health workers (n= 5) or
accredited Triple P facilitators (n= 3). Details of service
providers’ training was mentioned in more than half of the
studies (n= 9), but only six studies reported details of the
supervision provided, three of which were the Triple P
Parenting interventions. Most studies mentioned delivering
the intervention in the respective country’s mother tongue
through translation of materials (n= 2), with some making
other and/or additional cultural adaptations such as local
examples or terminology (Guo et al. 2016; Jordans et al.
2016; Puffer et al. 2015; Sumargi et al. 2015), though
reported detail of the processes was limited for most.

Outcomes

A variety of outcomes were measured on and reported by
both parents/caregivers and children/youth amongst the
studies with a wide range of results. Table 1 displays each
study with all outcome measures collected, along with
denotation of significant findings.

Parents/caregivers

Parenting practices and behaviours such as positive rein-
forcement, coercive parenting, reduced harsh discipline, and
parenting consistency were assessed in seven studies.
Parent-child and family relationships and family social
support were also assessed in seven studies, as were care-
giver mental health and quality of life factors including
stress, self-esteem, and general life satisfaction.

Children and youth

Behavioural problems (including aggression, hyperactivity,
obsession, compulsion, and general difficulties) was the
most commonly assessed outcome (n= 13). Other child/
youth reported measured outcomes included measures of
internalizing and externalizing symptoms such as anxiety,
depressive symptoms, and stress (n= 7), and overall quality
of life (n= 1).

Family-Focused Interventions

Target groups

Seven family-focused interventions involved more than one
offspring per family unit,, while 11 involved only one.
Parent/caregiver type varied throughout the studies, though
two targeted mothers for participation. Parent/caregivers
ranged and were not limited to natural birth mothers and/or
fathers, but also grandparents, aunt, uncle or foster parents.
All parents/caregivers were over the age of 18 years. All
interventions reported on child/youth outcomes, and 14 also
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reported on parent/caregiver or family outcomes. Overall
child/youth age range was 2–18 years, but age ranges
included across studies varied- 13 studies included children
and adolescents, 4 studies included children only, and
4 studies included adolescents only. Seven studies targeted
one or more participants affected by HIV, which could be
the child or youth (n= 2), the child or youth and parent/
caregiver (n= 1), or the parent/caregiver only (n= 4). A
few studies (n= 3) were designed for specific, life-
threatening illnesses/treatments experienced by the child/
youth such as anorexia nervosa (AN), cancer, or renal
transplant. Other interventions focused on groups at-risk for
depression, anxiety, post-traumatic stress (PTS), violence,
or with HIV-related risks (n= 8).

Intervention type used

A range of interventions were used, with types including
psychosocial (n= 3), psychoeducational and/or skills
building (n= 9), counselling with psychoeducation (n= 3),
trauma-focused cognitive behavioral therapy (CBT) (n= 1)
and AN-focused treatment (n= 1). Many interventions
were conducted in community settings (n= 13), with some
selecting the setting specifically to encourage participation
in the intervention, for example Puffer et al. (2016) deliv-
ered the family intervention through churches as most
community members attended church.

Format and number of sessions

Formats of interventions varied, being delivered to groups
of families (n= 10; 6 of which had some separate sessions
for children and caregivers), a combination of group and
individual family sessions (n= 3), and solely individual
family sessions (n= 5). The average number of sessions
ranged from 4–24 meetings, though one study used a
combined 29 sessions for the family over two phases (Smith
Fawzi et al. 2012).

Implementation factors

Most studies used non-specialists, including lay health
workers (n= 10; 1 which was assisted by a psychologist),
facilitators (n= 2), and child care workers (n= 1); while
four studies used specialists or paraspecialists including
social workers (n= 2) and counsellors (n= 2), and one
study used a psychiatrist (n= 1). Training was mentioned in
14 of the studies, though not always with detail on length or
strategy. Supervision was mentioned in 12 of the studies.
11 studies reported on conducting the intervention in the
community’s mother tongue. Though not always in addition
to local language delivery, 15 studies mentioned in small
detail other cultural adaptations including local role models,sc
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expressions, and examples (Annan et al. 2016; Betancourt
et al. 2014, 2017; Bhana et al. 2014; Cluver et al. 2016;
Cluver et al. 2018; Eloff et al. 2014; Li et al. 2014; Maalouf
and Campello 2014; O’Callaghan et al. 2014; O’Donnell
et al. 2014; Puffer et al. 2016; Rochat et al. 2015; Smith
Fawzi et al. 2012).

Outcomes

A variety of outcomes were measured for children/youth,
parent/caregivers, and family followed by a wide range of
results. Table 1 displays each study with all outcome
measures collected, along with denotation of significant
findings.

Family and parent/caregiver outcomes

Family outcomes such as connectedness, functioning, and
family or parent-child communication were the most com-
monly assessed (n= 8). Parent/caregiver mental health-
related outcomes were also assessed (n= 8) including
depressive symptoms, and stress, as well as social support
(n= 8), and health-related quality of life (n= 1). Experi-
ence of HIV illness stigma was measured in three studies.
Parenting practices was another measure assessed (n= 7),
with studies looking at good parenting, levels of harsh
punishment, child monitoring, and managing one’s anger
when dealing with one’s child.

Child and youth outcomes

Over the 18 studies, 30 outcomes were measured and
assessed. The most common outcomes were internalizing
symptoms (n= 14) such as anxiety, depression, grief and
PTS, and externalizing symptoms (n= 13) such as conduct
problems. Functioning was also assessed (n= 5), along
with social support (n= 3), physical, emotional or sexual
abuse (n= 2), alcohol and substance use (n= 2), overall
quality of life (n= 1) and HIV-knowledge and indicators of
HIV risk (n= 3).

Common Practice Elements Analysis (Chorpita et al.
2005) for Parent-focused and Family-focused
Interventions

Of the total of 32 studies in the review, 28 intervention
protocols were coded from studies which showed a positive
effect for child or youth mental health and wellbeing out-
comes in LMICs (Chorpita et al. 2005). In three cases,
identical intervention manuals were used in multiple stu-
dies, and were only included once (Betancourt et al. 2017;
Betancourt et al. 2014; Cluver et al. 2016; Cluver et al.
2018; Li et al. 2017; Li et al. 2014). One study only showed

intervention effects in HICs (though LMICs were included
in the study (Davis et al. 2005; Puura et al. 2012) and
therefore this intervention manual was not included in the
coding process). In five studies, positive effects were seen
only for parenting outcomes (parent self-esteem (Buyuk-
karagoz et al. 2016), parenting practices (Puffer et al. 2015),
parent communication (Bell et al. 2008; Bhana et al. 2014)
and parenting knowledge (Othman et al. 2010). It was
decided to retain these manuals for analysis, given the
potential for improvements in parenting outcomes to lead to
beneficial effects for children. These 25 intervention man-
uals were coded on the 72 Practice Wise codes, plus the
additional code of Homework. They were also coded on the
topics addressed, and specific positive parenting techniques
(see methods). Thirty practice elements were identified in at
least 8 of the coded manuals, and these are displayed in Fig.
2. The remainder of the practice elements were identified in
7 or less manuals and therefore not presented. As shown in
Fig. 2, the most common practice elements, occurring in
more than 50% of the intervention manuals were: psy-
choeducation for caregivers, caregiver coping, accessibility
promotion, homework, praise, support networking, insight
building, relationship/rapport building, activity scheduling,
communication skills, goal setting, maintenance and relapse
prevention, and modelling. Notably, caregiver psychoedu-
cation was present in all manuals (n= 28). Specific topics
covered in interventions included: HIV (n= 8), such as
medication adherence and psychoeducation; stigma (n= 7);
finances (n= 4); alcohol and other drugs (n= 3); and
family identity (n= 10). Additional positive parenting
techniques that were identified were: giving affection (n=
14); setting rules and limits (n= 12); maintaining realistic
expectations of the child and their development (n= 10);
and establishing clear routines (n= 10).

Discussion

This review sought to identify the evidence for parent- and
family-focused interventions for child and youth mental
health and well-being outcomes in LMICs. A total of 36
papers were found, representing 32 studies on a range of
interventions in a variety of LMIC. By organising the results
into categories, this review was able to conduct a narrative
synthesis on 14 parent-focused interventions and 18 family-
focused interventions. Results demonstrated that parent- and
family-focused interventions (i.e. psychoeducation, parent-
and family-skills training, behavioural, psychosocial, and
trauma-focused-CBT) may be beneficial to LMIC popula-
tions, as 28 studies (88%) showed a significant positive
effect in the intervention group on a myriad of outcomes
including child and youth mental health and wellbeing, as
well as parenting behaviours and family functioning.
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Fig. 2 Practice element profile1 for studies of family or parenting
interventions (n= 25) showing significant improvements in child or
caregiver outcomes in LMICs. 1Coded according to PracticeWise
(2005) coding system. Note. T to C therapist to child, T to P therapist

to parent, P to C therapist teaches parent to deliver to child. Darker
lines refer to overall code, lighter lines refer to codes by target and
beneficiary of component

Journal of Child and Family Studies (2019) 28:2036–2055 2049



This review found that over half of all included studies
(65%) used non-specialists (e.g., lay health workers, facil-
itators, or child worker) to deliver the intervention, where
others used mental health specialists (i.e. psychiatrist, psy-
chologist; 19%) or trained paraspecialists (i.e. social
worker, counsellor, nurses; 16%). RCTs or cluster RCTs
were used in roughly 50% of studies, pre-to post design in
38%, and study designs such stepped wedge and non-
randomised controlled trials in the other 13%. Lack of
rigour in study conduct was prominent, with 50% of
included studies rated as “Good.” Particularly amongst the
16 RCTs, only 6 received maximum rating for full reporting
on the process of randomization, blinding, and account of
all participants. Overall, sample sizes were generally small,
with close to half of the studies having less than 100 par-
ticipants included, and with about the same proportion
failing to report the power of the sample size, indicating less
than favourable risk of bias throughout. Knerr et al. (2013)
reported on interventions for positive parenting skills in
LMICs and reported the same limitation –only 2 of the 12
included papers had large sample sizes with low risk of bias.

Family and parent-focused interventions in this review
addressed a variety of populations within LMIC, including
communities affected by armed conflict (Jordans et al.
2013; O’Callaghan et al. 2014), higher rates of violence and
violent behaviours (Maalouf and Campello 2014), or high
risk of or being affected by HIV (Bell et al. 2008; Eloff
et al. 2014; Puffer et al. 2016), to specific clinical groups
including autism spectrum disorder and obsessive compul-
sive disorder (Abedi and Vostanis 2010; Bello-Mojeed et al.
2016).

The most common practice elements included strategies
delivered to caregivers (e.g. caregiver coping skills), par-
enting strategies delivered to caregivers to implement with
children/youth (e.g. praise, activity scheduling for the
family, modelling behaviours) and strategies that could be
delivered to both caregivers and children/youth (e.g. sup-
port networking, activity scheduling, insight building,
cognitive strategies, and communication skills). They also
included elements related to the delivery of the intervention
such as promoting access, assigning homework between
sessions, and specifically discussing maintenance of chan-
ges. Therapeutic elements of relationship and rapport
building, and therapist praise or rewards, were also speci-
fically noted in many manuals.

Methodological Limitations

There was a high level of heterogeneity between studies,
which limits the ability to draw strong conclusions from the
narrative synthesis and to compare and contrast findings
from different studies. Some studies were very specific in
their aim, targeting niche groups with particular problems

(i.e. OCD or cancer), whereas others targeted larger groups
with more general commonality such as geographical area
or shared religious beliefs, adding further variation in the
interventions. Given these results, it was not possible to
adequately analyse potential context-dependent differences.
This limitation is comparable to those reported in similar
systematic reviews (Brown et al. 2017). Due to the
exploratory nature of the review, and the heterogeneous
nature of treatment samples, intervention types, and out-
comes, a meta-analysis was deemed inappropriate. Two
articles written in Mandarin were unable to be translated
within the time allotted, and therefore were excluded from
this review. Also, the study search was limited to published
literature only, and cannot report on any grey literature that
may provide further information.

Recommendations for Future Research

This review supports prior reports, such as by Knerr et al.
(2013) that parenting interventions improve positive par-
enting behaviour, and that low-cost mechanisms for deliv-
ery of psychosocial interventions can be effectively
implemented in adverse LMIC contexts (Brown et al. 2017;
Jordans et al. 2016; Singla et al. 2017; Tol et al. 2011).
More importantly, this review adds to the evidence base by
highlighting the positive effects on child and youth mental
health and wellbeing outcomes from both parent- and
family-focused interventions. Recommendations for future
research are:

This analysis does not provide evidence for the causal
relation between use of specific practice elements and out-
comes, as it only provides us with insight into commonly
used elements within effective packages. Future research
therefore should begin to investigate which components of
interventions and implementation characteristics are indi-
vidually effective, requiring dismantling studies or media-
tional analyses of mechanisms of change. Identification of
active components could aid appropriate allocation of the
limited available resources within LMICs to carry out tar-
geted and cost-effective interventions. This would also help
to facilitate the scale-up of such parenting and family pro-
grammes, a major goal and repeated struggle seen within
the field.

Attention should also be paid to common therapeutic
factors (i.e. communication skills, engagement) which are
seen as universal practices that contribute to the effective-
ness of any intervention (Barth et al. 2011). Though the
PracticeWise coding system includes some, such as rela-
tionship and rapport building, and therapist praise and
rewards, they are not always specified in intervention
manuals, nor captured in the delivery of RCTs when pub-
lished, and may be missed. Furthermore, as mounting evi-
dence from HICs shows that common therapeutic factors
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play a significant role in therapeutic outcome (Lambert and
Kleinstauber 2016), competence in these is particularly
important to consider when training non-professionals in
LMICs. An 18-item tool to measure lay counsellor com-
petence in common factors when delivering interventions in
LMICs has been developed and recently evaluated (Kohrt
et al. 2015; Kohrt et al. 2019). For researchers conducting
future trials, measurement and reporting of therapist com-
petence and use of common factors through such tools, and
direct observations of sessions, would provide valuable
information. Additionally, detailed reporting on the extent
to which these common factors were covered in training
protocols would be important.

Only 17 of the 32 studies in this review conducted
follow-up assessments. Preferably studies should include
follow-up assessments to determine long-term impact of
interventions to determine whether any initial change is
maintained. These assessments may also highlight impor-
tant changes which may occur later in time and might go
undetected without longer follow-up. This is particularly
relevant when studying parenting and family interventions
which aim to have longer term (developmental) outcomes
for youth. For example, Puffer et al. (2015) evaluated the
“Parents Make the Difference” (PMD) intervention in a
post-conflict setting (Liberia) and included a one-month
follow-up assessment. PMD aims to provide parent/care-
giver skills training in order to increase positive parenting
behaviours and child-parent interaction with the expectation
it will eventually have a positive effect on the child’s overall
cognitive, emotional and/or behavioural well-being. No
significant effect was identified at either time point for the
child, though significant effect was measured at both time
points for the parent/caregiver, indicating a longer follow-
up assessment for the child may be necessary to capture
long-term effects the intervention may have. For instance,
three of the studies in this review found positive, significant
changes at the follow-up assessment (Eloff et al. 2014;
O’Callaghan et al. 2014; Othman et al. 2010; Turkiewicz
et al. 2010) when initial post-intervention collection had
shown no difference or no change.

With regards to the mode of delivery of interventions,
future research should thoroughly report the implementation
details including training, supervision and cultural adapta-
tions. Proper training and supervision helps to ensure fide-
lity of the programme. Cultural adaptation processes have
been identified as necessary for intervention acceptability
and effectiveness, but currently the field lacks consensus
and evidence on efficient processes that should be followed
(Shehadeh et al. 2016). As contexts and resources vary
immensely across different settings, documentation and
reporting of what type of training, supervision, and adap-
tations were successful throughout the study helps future
researchers to plan for potential barriers and strategize ways

to overcome them (Collins et al. 2011; Eaton et al. 2011;
Patel et al. 2009). Often during research studies, available
resources and expertise for training and supervision are
enhanced and this can lead to inflated estimates of effects of
interventions that may not be replicable in standard ongoing
implementation. Researchers reporting more thoroughly on
such important implementation factors will enable more
accurate interpretation of results. Additionally, studies
implementing interventions with realistic implementation
factors from the outset will result in more valuable insight
with regards to implementation in daily practice and support
for the development of sustainable and scalable solutions.
For example, a recent systematic review on implementation
and delivery of family interventions by non-specialist pro-
viders summarises the importance of using local trainers
and supervisors (rather than researchers from HIC) to sup-
port sustainable intervention model (Healy et al. 2018)

In LMIC, children and youths’ mental health is at an
increased risk due to extreme levels of poor social and
environmental circumstances such as poverty and violence.
An estimated 535 million children are living in countries
affected by humanitarian crises, and 230 million are affec-
ted by armed conflict–both of which are demonstrated to
have negative mental health effects lasting into adulthood
(Miller and Jordans 2016; Ventevogel et al. 2013) and are
more likely to occur in LMICs (UNICEF 2017). Previous
systematic reviews have synthesized the literature for chil-
dren and youth in LMIC, showing the potential for psy-
chological treatments delivered by non-specialists. To date,
family- and parenting-focused interventions have been
underrepresented, even with strong evidence for the
importance of parents and the family setting in increasing or
reducing the risk of child and youth mental illness (Lund
et al. 2018; Patel et al. 2016; Tol et al. 2013).

This review retrieved 32 studies of parent- and family-
focused interventions in LMIC. Results demonstrate
feasibility and promising results for this mode of inter-
vention within psychoeducational, parent- and family-
skills training, behavioural, psychosocial, and trauma-
focused-CBT delivery on child and youth mental health
and wellbeing outcomes. Twenty-eight intervention
manuals from the included studies were coded for the
intervention elements that they contain, and this revealed
that strategies to address caregiver knowledge and per-
sonal coping, as well as promote access, engagement, and
support, were most commonly used. The review is char-
acterized by the heterogeneity of interventions and low
quality of studies. Future studies should involve; (a)
conducting rigorous and methodologically sound studies,
(b) identifying effective components of interventions, (c)
implementation factors such as training, supervision, and
cultural adaptation that are associated with improved
outcomes.
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