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Abstract
The current systematic review examined the similarities and differences between mothers’ and fathers’ reported barriers 
and facilitators to engaging in family-based interventions for child and adolescent behavioural problems (aged 2–17 years). 
Systematic searches of six electronic databases and grey literature alongside a two-way screening process identified twenty 
eligible qualitative studies from 2004 to 2019. A thematic meta-synthesis identified similarities in major themes of psycho-
logical, situational, knowledge/awareness, programme/intervention, co-parenting, practitioner, and beliefs/attitudes factors, 
alongside group experiences and stages of engagement. However, differences emerged in subthemes related to parental, 
treatment, and service delivery factors that included individual ideologies of parenting, parental roles, and treatment partici-
pation; the role of mothers in facilitating engagement; and individual preferences for treatment content and delivery. Overall, 
findings suggest that while mothers and fathers experience similar challenges to engagement, they can also experience distinct 
challenges which need to be addressed at the treatment outset to maximise engagement.
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Behavioural problems in children and adolescents (herein 
referred to as children or child) represent the most common 
reason for referral to mental health services [1]. Early-onset 
behaviour problems are also associated with lifetime trajec-
tories of antisocial behaviour, substance abuse, and mood 
disorders, suggesting that early intervention for such prob-
lems is critical to preventing a life course of poor mental 
health [2]. Research suggests that the development of child 
behaviour problems is perhaps most significantly influenced 
by parenting whereby dysfunctional, coercive, and inconsist-
ent parenting behaviours represent risk factors for adverse 
developmental outcomes [3]. Conversely, research shows 
that family-based interventions reliably reduce behaviour 
problems associated with negative parenting [4, 5]. These 
findings have generated interest in disseminating family-
based interventions into the community to reduce the occur-
rence of behaviour problems in children [6].

Disseminating family-based interventions into the com-
munity requires engaging parents to seek help, attend, and 
participate in treatment [6]. On the contrary, research sug-
gests that parents experience barriers to engaging in child 
mental health treatments [7]. Moreover, barriers to engaging 
in treatment may be experienced differently by mothers and 
fathers with evidence showing that fathers are less likely 
than mothers to attend and benefit from child treatment pro-
grammes [8, 9]. Research findings on barriers and facilita-
tors to engaging parents in family-based interventions have 
been synthesised in previous reviews, leading to the formula-
tion of putative strategies to maximise parental engagement 
[10–12]. However, much of the research reflects the views 
of mothers and does not report the views of fathers sepa-
rately, which does not allow for the examination of poten-
tial differences or similarities between mothers and fathers 
in engaging in family-based interventions. To address this, 
the current study conducted a systematic review of qualita-
tive studies to evaluate similarities and differences between 
mothers’ and fathers’ reported barriers and facilitators to 
engaging in family-based interventions. The term parent(s) 
for this review comprises biological mothers and fathers; 
non-biological relations such as stepparents, foster parents, 
and adoptive parents; and other biological or non-biological 
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caregivers who serve in a parenting role. Thus, our paper 
utilises the terms mother and father to represent any adult 
of female or male sex who serve in a primary parenting role 
for children.

Despite significant treatment need among children, only 
a proportion of children and families seek help, engage, and 
participate in child mental health treatments. Epidemiologi-
cal research examining engagement in child mental health 
treatment shows that only ten percent of children with men-
tal health disorders seek professional help in mental health 
settings and only a third of families who begin treatment 
adequately attend sessions over time [13]. Meta-analytic 
reviews also show similar patterns of poor engagement in 
family-based interventions for child behaviour problems 
specifically, with research suggesting that half of identified 
families who would benefit from family-based interventions 
either do not enrol or drop out before completing treatment 
[14]. Important to the rationale for the current review are 
findings indicating that  family-based interventions are 
mostly attended by mothers and that fathers are less likely 
to benefit from treatment [8, 15–17]. Effective engagement 
of both mothers and fathers is known to improve treatment 
outcomes, highlighting the need for strategies to address bar-
riers to engaging mothers and fathers to ensure benefits from 
family-based interventions are realised [18].

The current review follows definitions of engagement in 
family-based interventions that recognise the need to include 
mothers, fathers, and the parenting system to maximise treat-
ment outcomes. The Connect, Attend, Participate, Enact 
(CAPE) model [6] is one such framework that highlights 
the importance of considering the role of, and interaction 
between, mothers and fathers of a parenting system through-
out various stages of treatment (i.e., recruitment, enrolment, 
retention, within-session involvement, between-session 
homework completion, implementation of learned parenting 
strategies). The CAPE model draws upon previous research 
showing that the participation of both mothers and fathers 
in family-based interventions is crucial to optimising child 
outcomes, such as reducing child aggression and disruptive 
behaviour, and improving child emotional regulation [19, 
20]. Putative explanations for improved outcomes include 
consistency in the implementation of parenting strategies 
and supporting each other’s efforts which may, in turn, 
improve parenting satisfaction [16]. These findings reinforce 
the importance of engaging both mothers and fathers as sig-
nificant agents of treatment in family-based interventions for 
reducing child behaviour problems.

Strategies addressing poor engagement in family-based 
interventions have developed from outcomes of research 
examining barriers and facilitators to parental engagement [21, 
22]. In line with this, three previous systematic reviews have 
synthesised qualitative themes on parents’ barriers and facili-
tators to engagement in family-based interventions [10–12]. 

Common barriers included: fear of being judged/labelled as 
a bad parent; distrust or confidentiality concerns; competing 
demands (e.g., work commitments, childcare); lack of aware-
ness of existing services; individual differences in group ther-
apy (e.g., large sociodemographic differences between parents, 
language barriers, mixed parenting styles); inconvenient tim-
ing and location; lack of wider support network; feeling pres-
sured to contribute to group discussion; programme content/
goals not meeting parents’ expectations/needs; and parental 
conflict. Common facilitators included: a non-judgemental 
practitioner; acquiring parenting skills which encourage posi-
tive/desired child behaviour; content tailored to parents’ needs; 
peer support; incentives (e.g., refreshments, childcare); con-
venient timings and location, such as evening classes in the 
community; parenting strategies being ‘suggested’ rather than 
‘dictated’; and home visits. Koerting et al. [11] review also 
found advertisement of family-based interventions via multi-
ple platforms, direct recruitment (e.g., word-of-mouth between 
parents and between professionals and parents with established 
rapport), and multiple referral routes, as facilitators of parental 
engagement.

A major limitation of previous qualitative reviews is that 
fathers’ perceptions of barriers and facilitators to engagement 
in family-based interventions were not reported separately to 
mothers. For instance, most studies included in the reviews 
were based on mothers’ perceptions only or did not explicitly 
report differences between mothers and fathers (e.g., [23, 24]). 
Thus, engagement strategies formulated from these reviews 
could, paradoxically, side-line fathers as they do not include 
the perspective of fathers. Analysis of mothers’ and fathers’ 
reported barriers and facilitators may elucidate optimal meth-
ods for engaging parents by identifying differences that relate 
to the diversity of difficulties to engage in family-based inter-
ventions (e.g., [25, 26]). Such research by systematic review 
could inform recommendations for the provision of family-
based interventions that meet the needs of both mothers and 
fathers to ensure effective treatment delivery in line with 
contemporary theories of parental engagement (e.g., CAPE 
model; [6]).

To this end, the current study consisted of a qualitative sys-
tematic review evaluating mothers’ and fathers’ reported bar-
riers and facilitators to engaging in family-based interventions 
for child behavioural problems. This was done by analysing 
themes of barriers and facilitators of parental engagement for 
mothers and fathers separately via meta-synthesis and subse-
quently evaluating similarities and differences between moth-
ers and fathers.
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Method

This review follows the Preferred Reporting Items for Sys-
tematic Reviews and Meta-Analyses (PRISMA) guidelines 
[27].

Search Strategy

A systematic search of relevant electronic databases included 
PsychINFO, Embase, Ovid Medline, ProQuest, Scopus, and 
CINAHL. An additional hand-search of grey literature on 
Google Scholar alongside systematic searches on ProQuest 
were undertaken to identify evidence not published in com-
mercial publications. Table 1 in Supplementary Information 
outlines the search strategy, including search terms, which 
was guided by the PICo framework; a methodological tool 
representing: (i) Population, (ii) Phenomena of Interest, and 
(iii) Context (e.g., Joanna Briggs Institute). Search terms 
were contained within titles, abstracts, keywords, and head-
ings. No truncation indicators to make a singular word plural 
were used for the ‘Population’ component of PICo because 
each of its singular search terms (e.g., mother, father) were 
sufficient in generating relevant results. Five ‘Phenomena 
of Interest’ PICo components were used to function as 
‘AND’—rather than ‘OR’—statements.

Eligibility Criteria

Population

Studies were included if samples consisted of biological/
non-biological parents/caregivers of a child between 2 and 
17 years of age (thus, studies with only practitioners or 
children as participants were excluded). Where studies had 
children under 2 years of age in the sample, the study was 
included if the average child age in the sample was 2 years 
or greater. Studies not providing child ages had to define the 
family-based intervention as treating/targeting child behav-
ioural/externalising difficulties or improving behavioural 
functioning in treatment. Female caregivers will hereafter 
be referred to as mothers while male caregivers will hereaf-
ter be referred to as fathers.

Phenomena of Interest

Studies were included if they reported mothers’ or fathers’ 
perceptions of barriers and/or facilitators to engagement in 
family-based interventions, as defined in the CAPE model 
[6]. Studies with both mothers and fathers as participants 
must have reported mothers’ perceptions separately to 
fathers’ perceptions. Studies consisting of mothers and 
fathers as participants but which did not report their barriers 

and facilitators to engagement separately were only included 
if there were 80% or more participants of the same sex and 
thus qualitative statements were considered the view of 
the majority sex (e.g., a study comprising 85% female par-
ticipants would be assigned mothers’ perceptions overall). 
Family-based interventions designed to treat child behaviour 
problems or improve behavioural functioning and delivered 
face-to-face in any format (one-to-one, group, family, and 
multisystem) were included. No restriction was imposed 
on attendance status or the number of treatment sessions 
attended as our review sought to capture a broad range of 
experiences of parents and families who would benefit from 
treatment.

Context

Studies were included if they employed qualitative methods 
(focus groups, interviews, open-ended survey questions) 
to examine parents’ perceptions of barriers and facilitators 
to engagement in family-based interventions. Studies were 
peer-reviewed publications written in English. No date-
range or country limits were imposed. All study designs 
were included.

Study Selection

Search results from all six databases and a grey literature 
search were exported to, and deduplicated, on EndNote (a 
reference management programme). Two researchers (first 
and third author) independently performed a two-stage 
screening process on sourced studies to determine eligibil-
ity for inclusion in the current review. Stage one involved 
screening all titles and abstracts based on inclusion/exclu-
sion criteria to identify potentially eligible papers for full-
text screening in stage two. Ambiguous studies were also 
included for full-text review. Full-text screening in stage two 
was used to select final studies eligible for inclusion. There 
was complete agreement between the first and third author 
for inclusion criteria.

Data Extraction

A data extraction tool was developed for this study based on 
methods used from previous qualitative systematic reviews 
[11, 12]. Data extraction was performed by the first author. 
Information extracted for analysis included intervention 
and sample characteristics, methods of data collection and 
analysis, and qualitative themes of barriers and facilitators to 
engagement as reported by mothers and fathers. In instances 
where barriers and facilitators were not explicit terms used, 
dislikes and preferences were proximal indicators of barri-
ers and facilitators respectively (e.g., [23, 28]). Data was 
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extracted from methods and results/findings sections of pub-
lished studies.

Quality Appraisal

Included studies were quality assessed after data extraction 
using the Critical Appraisal Skills Programme (CASP) for 
qualitative studies instrument. The overall quality of each 
study was determined using Butler et al. [29] CASP scor-
ing system. The third author independently assessed quality 
for 25% of included studies. There was complete agreement 
between raters in relation to quality appraisal.

Synthesis of Results

Meta-synthesis by the first author aggregated mothers’ and 
fathers’ reported barriers and facilitators to engagement in 
family-based interventions [30]. An integrative approach 
was adopted as themes within the primary studies were 
already specified, thus allowing deductive aggregation using 
thematic synthesis [31, 32]. Adoption of this approach was 
based on previous qualitative systematic reviews [10, 11]. 
Thomas and Harden’s [32] three stages of thematic synthe-
sis guided the specific procedures used: (i) free line-by-line 
coding of study data, (ii) organisation of ‘free codes’ into 
related areas to develop descriptive themes, and (iii) devel-
opment of analytical themes. Individual themes were trans-
lated from one study to the next (i.e., combining similar 
themes across qualitative studies) resulting in deductively 
aggregated themes across studies regarding barriers and 
facilitators of engagement in family-based interventions. 
Outcomes from aggregating themes for mothers and fathers 
via meta-synthesis are reported in Tables 4 and 5 in Sup-
plementary Information (e.g., [11]). Tables 1 and 2 present 
shared and unique themes reported by mothers and fathers 
in relation to barriers and facilitators of engagement respec-
tively. Similarities and differences in major themes (in bold) 
and subthemes (italicised) across mothers and fathers are 
identified based on shared and unique themes and reported 
in the results.

Results

Study Selection

Figure 1 outlines the PRISMA flowchart of the study selec-
tion process. The initial search strategy yielded 395 papers. 
A further 13 studies were identified through grey literature 
searches. Following the removal of duplicates, the total 
number of papers for screening was 271. Studies that were 
deemed to not satisfy the inclusion criteria were removed by 
title and abstract, resulting in 70 papers for full-text review. 

Of these 70 papers, 20 were eligible for inclusion based on 
study criteria.

Characteristics of Included Studies

Characteristics of studies [26, 28, 33–50] included in this 
review are reported in Table 2 in Supplementary Infor-
mation. Included studies were published between 2004 
and 2019 and conducted in the UK (n = 7), USA (n = 6), 
Australia (n = 4), Ireland (n = 1), Sweden (n = 1), and New 
Zealand (n = 1). Barriers and facilitators of parental engage-
ment were examined either in the context of specific family-
based interventions (e.g., Triple P—Positive Parenting Pro-
gramme) (n = 11), multi-family/system approaches (n = 4), 
father-only parenting programmes (n = 1), or parenting pro-
grammes for externalising problems or behavioural function-
ing (n = 4). Among the included studies, 12 studies reported 
mothers’ perceptions only; 6 studies reported fathers’ per-
ceptions only; and 2 studies reported mothers’ and fathers’ 
perceptions on treatment engagement separately. There 
was a total of 345 parents across studies, with an interval 
number of 5 to 41 participants in a primary parenting role 
included in the 20 studies. Treatment attendance status was 
reported for 10 of the 20 included studies. Of the 170 par-
ents included in the 10 studies: 7 (4.1%) had never attended 
a family-based intervention; 25 (14.7%) had completed the 
full treatment; 24 (14.1%) had not completed/dropped out 
of treatment; and the remaining 114 (67.1%) had completed 
one or more treatment sessions at the time of data collection.

There were 9 studies that reported the ethnic group of 
parents and 8 of these studies provided an ethnic group 
breakdown based on parents’ sex. Of these 8 studies, there 
were 88 mothers and 71 fathers whose separate ethnic 
groups were provided. Most fathers identified as African 
American (42.3%), followed by White English (15.5%), 
European (12.7%), Hispanic (9.9%), White (7%), Pacific 
Island (4.2%), Swedish (4.2%), Māori (2.8%), and Filipino 
(1.4%). Most mothers identified as Irish (35.2%), followed 
by White (26.1%), Black African American (13.6%), His-
panic/Latino (12.5%), Swedish (5.7%), Mixed Race (2.3%), 
Other ethnic group not specified (2.3%), Armenian (1.1%), 
and Syrian (1.1%). Of the 20 included studies, 10 reported 
ages of parents, which ranged from 18 to 60 years. Fourteen 
studies reported the age range of children in the study. Most 
interventions targeted nursery/primary school-aged children 
between 2 and 12 years of age (n = 8), followed by children 
and adolescents aged between birth and 2–16 years (n = 4), 
adolescents aged between 11 and 17 years (n = 1), and the 
early years of 3 months to 3 years of age (n = 1).

Data was collected through interviews (n = 13) and 
focus groups (n = 7). The most cited data analysis method 
was Thematic Analysis (n = 10), followed by Grounded 
Theory (n = 3), Content Analysis (n = 2), Interpretative 
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Phenomenological Analysis (n = 2), Framework Analysis 
(n = 1), Malterud’s Method of Systematic Text Condensation 
(n = 1), and a modified inductive approach using multiple 
coders and analytical triangulation (n = 1).

Quality Appraisal

Table 3 in Supplementary Information summarises out-
comes from the quality assessment of included studies. The 
methodological rigour of included studies was assessed to 
be within the moderately high (n = 5) to high (n = 15) range. 
Key issues identified were that only 6 studies (30%) reported 
the relationship between researcher and participant (i.e., fac-
tors related to the researcher's own potential biases and influ-
ences throughout the recruitment and data collection pro-
cesses), while 5 studies (25%) did not report ethics approval.

Barriers to Engagement: Similarities and Differences 
in Themes Reported by Mothers and Fathers 
(Table 1)

Psychological Factors

Both mothers and fathers reported barriers related to psy-
chological factors that included (i) stigma of being judged 
as a ‘bad parent’ and shame or embarrassment of having 
family problems. Fathers uniquely reported having concerns 
that help-seeking is a sign of weakness or not being able to 
cope, fear of ridicule for attending treatment, and concerns 
that family-based interventions are associated with Child 
Protection Services. Both mothers and fathers reported (ii) 
distrust in relation to confidentiality as a barrier. However, 
mothers uniquely reported distrust of the practitioner’s affili-
ated system and fear of disclosures leading to investigations 
from social services.

Further differences under psychological factors included 
mothers uniquely reporting (iii) parental mental health, 
referring to parents’ own experience of depression, Atten-
tion-Deficit/Hyperactivity Disorder (ADHD), or stress as 
impeding their engagement in treatment; and (iv) attitudes/
beliefs regarding sessions not being beneficial; the problem 
being within the child and not parenting; not feeling ready, 
motivated, or able to make changes to own behaviour; and 
believing missing sessions meant you could not continue 
(e.g., because future content relates back to a missed ses-
sion), as barriers to engagement.

Situational Factors

Both mothers and fathers reported situational barriers that 
included: (i) competing demands associated with work 
commitments, busy schedules, and childcare responsi-
bilities. Mothers uniquely reported competing demands Ta
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related to illnesses, caring for sick relatives, and house-
work. Both mothers and fathers reported (ii) practical bar-
riers associated with transport difficulties and inconvenient 
timings. However, mothers also uniquely reported long 
waiting times for programme enrolment, lengthy home-
work tasks, their child refusing to attend (i.e., in multicom-
ponent treatments), and treatment affordability (particu-
larly amongst single mothers) as barriers to engagement.

Another difference within the major theme of situ-
ational factors was that mothers uniquely reported (iii) 
demographic factors of being a single or young parent, 
having several children, and living in a disadvantaged 
community where implementation of learned strategies 
is difficult in communities with high levels of antisocial 
behaviour.

Lack of Knowledge/Awareness

Both mothers and fathers reported lack of knowledge and 
awareness of family-based interventions as a barrier to 
engagement. Specifically, unclear treatment expectations and 
objectives were identified as barriers for both mothers and 
fathers within this major theme. No subthemes were identi-
fied for the major theme of lack of knowledge/awareness.

Programme/Intervention Experiences

Both mothers and fathers reported barriers related to (i) con-
tent not tailored to unique family needs. However, mothers 
uniquely reported overly clinical or spiritual language used 
in treatment and content not aligned with parents’ culture 
or applicable to several children within the family as bar-
riers. Whereas fathers uniquely reported overly academic/
lecture-based language used in treatment and content being 
mother-focused or ‘too basic’ as barriers to engagement.

Other differences in barriers within the major theme 
of programme/intervention experiences included mothers 
uniquely reporting (ii) poor orientation to the practitioner 
or service at the point of initial contact with the agency; 
(iii) negative past experiences of mental health services 
and parents’ own negative parenting history being triggered 
in sessions; and (iv) perceptions of inadequate treatment 
associated with perceived lack of family-based interventions 
for foster carers and increased likelihood of dropout when 
expected improvements did not occur quickly. By contrast, 
fathers uniquely reported (v) perceptions of family-based 
interventions are for more ‘legitimate’ users (e.g., mothers, 
problematic fathers, rich parents, or parents of children with 
serious behaviour problems), and perceiving fewer opportu-
nities for fathers to participate in family-based interventions 
as barriers to engagement.
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Co‑parenting

Both mothers and fathers reported barriers associated with 
co-parenting issues in relation to unsupportive co-parents 
and parenting conflict. These barriers were noted to obstruct 
the implementation of learned strategies. No subthemes 
were identified for the major theme of co-parenting.

Group Therapy Experiences

Only mothers reported barriers related to group therapy 
experiences. Notably, mothers reported (i) group dif-
ferences in family demographics (e.g., age, education, 
income, and socio-cultural), single parents not feeling 
like they ‘fit in’ with co-parents, and individual differ-
ences in child symptom severity as barriers to engagement. 
Mothers also reported (ii) fears/worries about not ‘fitting’ 

in with the group, feeling uncomfortable talking in front 
of a group, low self-confidence in attending groups alone, 
feeling overwhelmed by the quantity of parental engage-
ment required, and worries about slipping into ‘old’ par-
enting strategies without group support.

Practitioner Characteristics

Only mothers reported barriers associated with practi-
tioner characteristics, including inability to manage the 
group (e.g., poor time-management, not allowing everyone 
opportunities to speak), interactional style (e.g., language/
cultural barriers), and inadequate understanding of child 
problems. No subthemes were identified for the major 
theme of practitioner characteristics.

Fig. 1   PRISMA diagram of selection process
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Father Involvement

Only fathers reported barriers related to the major theme of 
father involvement. This included (i) beliefs of fatherhood/
masculinity such as fathers not considering themselves as 
primary caregivers, perceiving active involvement in treat-
ment conflicts with traditional ‘provider’ roles, and difficul-
ties with expressing emotions. Another subtheme fathers 
reported was (ii) maternal gatekeeping referring to mothers 
controlling conversations in-session and discouraging father 
participation, leading to an unwillingness to share when the 
mother was present in sessions.

Facilitators of Engagement: Similarities 
and Differences in Themes Reported by Mothers 
and Fathers (Table 2)

Practitioner Characteristics

For both mothers and fathers, facilitators included non-
judgemental practitioners who were inclusive of both parents 
and were qualified/experienced/knowledgeable. However, 
mothers uniquely reported that engagement was facilitated 
by practitioners who empowered parents rather than dic-
tated parenting decisions, enquired about the parent’s pre-
ferred interactional style, managed the group well, and were 
parents themselves. By contrast, fathers uniquely reported 
male practitioners for father-only groups, practitioners with 
awareness of their child’s needs, and practitioners who 
observed the child or father-child interactions as part of 
treatment as facilitators of engagement. No subthemes were 
identified for the major theme of practitioner characteristics.

Group Therapy Experiences

Both mothers and fathers reported facilitators that included 
positive group experiences of peer support, learning from 
others, trust/confidentiality, and grouping parents with simi-
lar needs/experiences (e.g., mothers reported that sharing 
experiences between parents reduced their ‘fear of judge-
ment’ and helped them to feel less alone). Mothers uniquely 
reported egalitarian and non-judgemental relationships 
between parents as a facilitator of engagement. No sub-
themes were identified for the major theme of group therapy 
experiences.

Situational Factors

Both mothers and fathers reported facilitators related to 
situational factors that included (i) convenient location 
where programmes are delivered in local/community set-
tings (e.g., school, community centres). Mothers uniquely 
reported programmes delivered at home or in the same 

location, and in non-threatening environments (e.g., bright 
learning spaces) as facilitators. Whereas fathers uniquely 
reported opportunities to leave home, programmes deliv-
ered in varying locations, and access to parking and trans-
port as facilitators. Both mothers and fathers also reported 
(ii) convenient timings as a facilitator that included flex-
ible/varying timings and shorter treatment session dura-
tions. Mothers uniquely reported sessions delivered on 
weekday evenings and fewer overall quantity of ses-
sions as facilitators, while fathers sought sessions during 
after-work hours or at weekends and an increased overall 
quantity of sessions or follow-up consultation to practice 
parenting strategies.

Programme/Intervention Experiences

Both mothers and fathers reported programme/intervention 
experiences as facilitators that included (i) content tailored 
to the needs of parents and children. Mothers uniquely 
reported a preference for content that is structured with 
practical parenting strategies alongside fun homework 
activities. By contrast, fathers uniquely reported a pref-
erence for content emphasising the father’s role in child 
development, self-care, management/normalisation of 
emotions (e.g., learning how to show physical affection), 
decision-making strategies, problem-solving techniques 
for challenging child behaviour, and information on 
effective co-parenting. Both mothers and fathers reported 
facilitators related to (ii) delivery consisting of activity-
based sessions with accessible resources delivered in 
comfortable environments. However, differences between 
mothers and fathers in this subtheme included mothers 
uniquely reporting a preference for accessing resources 
early in treatment via various formats and opportuni-
ties for individual therapy. By contrast, fathers uniquely 
reported sessions combining in-person therapy with online 
resources, discussion groups, and opportunities for father-
only groups as facilitators.

Both mothers and fathers reported facilitators related 
to (iii) incentives that included reimbursement of travel 
expenses, refreshments, and rewards/reinforcements (e.g., 
fathers reported certificates of completion representing mas-
tery). Fathers also uniquely reported a desire for vouchers/
gift-cards and childcare provision to overcome situational 
barriers. Finally, both mothers and fathers reported (iv) 
additional support in the form of follow-up sessions (e.g., 
fathers perceived follow-up sessions to help troubleshoot 
specific issues) as facilitating engagement. Further, mothers 
uniquely reported refresher courses, home visits, telephone 
session reminders, online forums to aid engagement of par-
ents who cannot attend in-person, and counselling to address 
parents’ own mental health, as facilitators.
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Co‑parenting

Both mothers and fathers reported the major theme of co-
parenting as a facilitator of engagement. This included pro-
visions for the participation of both mothers and fathers as 
a parenting team in treatment. Differences between mothers 
and fathers in this major theme included mothers uniquely 
reporting a desire to focus on bonding/teamwork within a 
parenting team and fathers uniquely reporting encourage-
ment from mothers to participate. No subthemes were identi-
fied within the major theme of co-parenting.

Knowledge/Awareness

Both mothers and fathers reported facilitators related to 
knowledge/awareness that included: (i) increased knowledge 
of family-based interventions as an evidence-based interven-
tion; and (ii) perceived intervention benefits in relation to 
anticipated improvements from participation. No differences 
between mothers and fathers emerged within this major 
theme and its associated subthemes.

Explicit Engagement Stages

Differences between mothers and fathers emerged in the 
context of specific engagement stages. For instance, moth-
ers reported (i) help-seeking/enrolment to be facilitated by 
feeling overwhelmed, helpless, and desperate (particularly 
regarding improving their child’s behaviour), reaching fam-
ily ‘crisis point’, recognising a need for support, endeav-
ouring to avoid child-welfare involvement, and anticipat-
ing treatment benefits from attendance. By contrast, fathers 
reported help-seeking/enrolment to be facilitated by a moti-
vation to want to improve as a parent. Furthermore, (ii) 
treatment attendance/retention was uniquely reported by 
mothers as facilitated by rewards/reinforcements, incentives, 
motivations to see the family-based intervention through, 
improved co-parenting, perceiving that retention will aid 
parents’ mental illness, experiencing/witnessing treatment 
benefits, a small attendance fee, and culturally informed 
practice. By contrast, treatment attendance/retention was 
uniquely reported by fathers as facilitated by a motivation 
to want to improve as a parent.

Other differences within the major theme of explicit 
engagement stages were that mothers uniquely reported (iii) 
treatment in-session participation supported by improve-
ments in co-parenting, such as co-parent bonding and con-
necting with each other; and (iv) enactment of learned 
strategies enhanced by the availability of refresher courses/
check-in’s/follow-up’s, co-parent/father/family support, and 
incorporating learned parenting strategies into daily routine.

Advertisement/Recruitment

Both mothers and fathers reported facilitators related to 
advertisement/recruitment that included: (i) use of vari-
ous advertising formats, such as leaflets, word-of-mouth, 
and hearing experiences from previous attendees. Mothers 
uniquely reported preference for information at General 
Practices, while fathers uniquely reported preference for 
being informed about family-based interventions through 
mothers, billboards in neighbourhoods, TV/radio/news-
papers, or credible figures and organisations. Another 
common facilitator for mothers and fathers included (ii) 
advertisements consisting of messages which communi-
cate the requirements of treatment participation and ori-
ent to the intervention. However, fathers uniquely reported 
that engagement would be facilitated by messages that are 
father-friendly (e.g., not implying that fathers are doing a 
‘bad job’), incorporate father-relatable material (e.g., images 
of fathers from different races/ethnicities), and use humour.

Father Involvement

Only fathers reported feeling more able to engage when 
they accepted the ideology of an actively and emotionally 
engaged father. No subthemes were identified for the major 
theme of father involvement.

Discussion

The present review evaluated mothers’ and fathers’ reported 
barriers and facilitators to engaging in family-based inter-
ventions for the treatment of child behavioural problems. 
The aim was to identify individual barriers and facilitators 
to inform recommendations for enhancing the accessibility, 
fit, and effectiveness of family-based interventions for both 
mothers and fathers. Meta-synthesis of qualitative studies 
identified similarities and differences in themes reported by 
mothers and fathers. Key differences emerged in subthemes 
related to parental, treatment, and service delivery factors 
that are putatively important to improving parental engage-
ment in family-based interventions.

The major themes identified in the current review sug-
gest mothers and fathers generally report similar barriers 
and facilitators of engagement in family-based interventions. 
Consistent with previous reviews [10–12], for instance, our 
findings suggest that when accessing professional help, both 
mothers and fathers seek to feel heard and understood by 
practitioners and connected with parents who share similar 
parenting experiences, rather than have their parental role 
or family circumstance threatened by judgements. Impor-
tantly, mothers and fathers also reported preferences for 
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interventions known to be effective, personalised to their 
needs, and accessible at a convenient location and time.

Outcomes of the current review also extend previous 
research by suggesting that mothers and fathers may also 
experience unique barriers and facilitators related to paren-
tal, treatment, and service delivery factors that can influence 
treatment engagement. In relation to parental factors, for 
instance, our review identified differences associated with 
perceived parenting roles (e.g., [51]). Specifically, moth-
ers reported barriers due to competing demands regarding 
housework and caring for sick relatives, likely reflecting tra-
ditional ‘mother-carer’ roles in the family [52]. On the con-
trary, fathers reported perceiving help-seeking to be a sign of 
weakness or not coping as a barrier, which may have its roots 
in fathers’ perceptions of masculinity and related denial of 
weakness that reduces their willingness to participate in 
treatment [53]. Further, our review identified that fathers 
were less likely to engage if they did not view themselves 
as a primary caregiver or considered treatment participation 
to conflict with their ‘provider’ role. These results converge 
with previous reviews that fathers with traditional father-
hood/masculinity ideologies may struggle to embody caring 
roles in the family [52]. Relatedly, a facilitator of engage-
ment for fathers was having attitudes of being an actively 
and emotionally engaged father. Taken together, the results 
support the need to assess fathers’ beliefs about their roles 
as a parent and promote a primary caregiving role for fathers 
in improving child outcomes in family-based interventions 
(e.g., [54, 55]).

Differences in parental factors were also reported in rela-
tion to help-seeking and treatment participation, highlighting 
differences in parents’ motivation to participate in treatment. 
For instance, fathers’ help-seeking/enrolment and treatment 
attendance/retention were supported by the motivation to 
improve as a parent. By contrast, mothers’ help-seeking/
enrolment was facilitated by feelings of desperation for 
support with their child’s behavioural problems and antici-
pating such support to be beneficial. Furthermore, mothers 
reported that improvements in co-parenting and parents’ 
own mental health facilitated treatment attendance/reten-
tion. Taken together, these results suggest that practitioners 
should assess motivation for treatment for both mothers and 
fathers at the outset of referral to ensure they ‘Connect’ with 
parents in ways that optimise treatment outcomes [6, 16].

In relation to treatment-related factors, outcomes of 
the current review added support for individual mother 
and father directed content to improve engagement. Moth-
ers reported preference for practical parenting strategies, 
structured material, and fun homework, while fathers 
reported preference for content covering self-care, emo-
tions, problem-solving, co-parenting, and the role of 
fathers in child-rearing as important to facilitating engage-
ment. Importantly, fathers reported ‘mother-focused’ 

content as a barrier in relation to intervention advertise-
ment, design, and delivery, which supports proposed bar-
riers by previous narrative reviews [16]. Indeed, fathers 
reported maternal gatekeeping, namely the encouragement 
or discouragement from mothers to participate in treat-
ment, as a significant barrier to engaging in family-based 
interventions [56]. Thus, practitioners should elicit moth-
ers' attitudes regarding father engagement to intervene 
with any maternal gatekeeping obstructing father par-
ticipation [19]. There is also need for content designed 
to reflect the father’s role in child development, entailing 
underpinnings of the neurobiology of paternal behaviour 
(e.g., [57, 58]) and social influence (e.g., [59]), rather than 
content which assumes maternal and paternal roles are 
identical.

Finally, in relation to service delivery factors, outcomes 
of our review suggest that differences between mothers and 
fathers exist in how situational factors are experienced, thus 
service delivery should be tailored accordingly. For instance, 
fathers sought more flexibility with varying locations, 
including leaving home, and more opportunities to practice 
parenting strategies as identified by preference for more ses-
sions and sessions available during after-work hours or at 
the weekend. On the other hand, mothers reported the same 
location, home environment, and fewer sessions overall on 
weekday evenings to facilitate engagement. These findings 
highlight the importance of assessing treatment preferences 
of both mothers and fathers, alongside supporting potential 
negotiations of session timings and location, including treat-
ment delivery in community (non-clinical) settings [6].

Overall, findings of the current review highlight that 
mothers and fathers experience unique challenges to engag-
ing in family-based interventions driven by gender-differ-
entiated barriers and facilitators. Synthesis of the current 
results suggested that differences in barriers emerge in rela-
tion to parental, treatment, and service delivery factors that 
include perceptions of parental roles in the family, parenting, 
mother-focused content, and treatment participation, as well 
as the role of mothers in facilitating father engagement and 
preferences between mothers and fathers for treatment con-
tent and delivery. It should be noted that focusing on the dif-
ferences here is not intended to overlook several similarities 
between mothers and fathers in reported barriers and facili-
tators of engagement. Our findings related to shared barriers 
and facilitators for mothers and fathers are consistent with 
existing theoretical frameworks dedicated to understanding 
predictors of parental engagement and how best to improve 
intervention fit and accessibility for parents in general [6, 
60]. However, identifying differences between mothers and 
fathers enrich such frameworks with greater account of indi-
vidual differences among parents. Our findings emphasise 
the need for content and delivery to be inclusive of both 
mothers and fathers in family-based interventions [6, 16].
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Strengths, Limitations, and Direction 
for Future Research

A key strength of this review related to the identification 
of unique challenges mothers and fathers experience in 
engaging in family-based interventions. However, fur-
ther research is required to improve our understanding 
of barriers and facilitators for fathers since more studies 
reported on mothers (n = 14) compared to fathers (n = 8). 
It is important to acknowledge that this review included 
only two studies that reported the views of mothers and 
fathers separately. Therefore, reported differences in bar-
riers and facilitators between mothers and fathers from 
this review may in part be accounted by different study 
characteristics. For instance, only studies conducted with 
mothers included participants with mental illness. Thus, 
the finding that mothers (vs fathers) consider engage-
ment will improve their mental health, or that mothers (vs 
father) refer to parental mental health as a psychological 
obstacle to engagement, could be due to this difference in 
samples. The current review also included various family-
based interventions delivered in different formats and tar-
geting different developmental periods which increases the 
generalisability of findings. However, the current review 
provided limited information on specific stages of engage-
ment. Taken together, we encourage future studies to use 
standardised methods (e.g., interview schedules) to elicit 
views on barriers and facilitators of engagement separately 
for mothers and fathers, especially in relation to the differ-
ent stages of engagement (e.g., CAPE model).

Included studies were also limited in diversity of coun-
tries and ethnic group representation which limits gener-
alisability of findings to diverse healthcare settings. It is 
important for future qualitative research to include ethni-
cally diverse parents to ensure barriers and facilitators of 
‘hard-to-reach’ parents are represented. Relatedly, the cur-
rent review did not examine whether barriers and facilita-
tors to engagement in family-based interventions may be 
experienced differently dependent on caregiver type (e.g., 
biological/non-biological parent, stepparent, foster/adop-
tive parent). To address this, future studies should assess 
barriers and facilitators to engaging in family-based inter-
ventions in relation to different caregiver types, separately 
for female and male caregivers.

In relation to methods, this review synthesised data 
deductively using meta-synthesis, meaning conclusions 
were drawn from existing themes. Therefore, the mere 
absence of a barrier or facilitator may not necessarily rep-
resent a ‘difference’. To address this, quantitative stud-
ies may help by testing specific hypothesis of relative 
importance regarding factors in understanding predictors 
of parental engagement. Future reviews may also wish to 

utilise framework synthesis whereby themes are synthe-
sised in accordance with the parental engagement stages of 
the CAPE framework [6], thereby forming a theoretically 
coherent assessment of barriers and facilitators to engag-
ing in family-based interventions.

Summary

In summary, the current systematic review identified that 
mothers and fathers experience shared and unique barriers 
and facilitators to engaging in family-based interventions. 
Importantly, the findings suggest that differences emerge in 
relation to parental, treatment, and service delivery related 
factors which, if left unaddressed, may lead to parents feel-
ing marginalised and unmotivated to participate in treatment 
which could significantly reduce the efficacy of treatment. 
The current results support practice that actively engages 
mothers, fathers, and parenting systems in treatment to 
address unique challenges in engaging parents. We encour-
age further mother-father comparative analyses to iden-
tify unique and shared barriers and facilitators to engag-
ing in family-based interventions, using thematic analysis 
or framework analysis methods, to increase the coherence 
and translatability of our review’s findings into clinical 
recommendations.
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