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Abstract 

Parental substance misuse is a pervasive risk factor for a range of detrimental outcomes 

for both children and parents across the life course. While many interventions have been 

developed for this population, the existing evidence-base requires consolidation and 

consideration of the comparative effectiveness of different interventions to facilitate 

evidence-informed decisions between different intervention approaches. There is a need to 

also understand the therapeutic processes of change to inform efficacious treatment 

implementation that is more likely to generate desired outcomes for families. Therefore, this 

dissertation first provides a systematic review and comparative synthesis on the effectiveness 

of psychosocial, legal, and pharmacological interventions for improving outcomes for 

children with substance misusing parents. Second, this dissertation examines the therapeutic 

process of change for a cohort of substance misusing parents who engaged in an intervention 

that aimed to improve child, parent, and overall family wellbeing. 

Study 1 identified 85 evaluations of psychosocial, legal, and pharmacological 

interventions for families affected by parental substance misuse. These interventions were 

evaluated using a large range of child psychosocial outcomes which broadly fell under: (a) 

child welfare; (b) child development; (c) child emotional and behavioural; and (d) 

educational domains. Due to a large amount of missing data, many effect estimates were 

underpowered and based on either single studies or meta-analyses with very small sample 

sizes. Nevertheless, the review found that integrated psychosocial interventions – which may 

or may not contain pharmacological or legal components – can reduce child abuse potential, 

the likelihood of out-of-home care, and overall child emotional and behavioural difficulties in 

the short-term. They can also increase the odds of parents reunifying or retaining care of their 

children, enhance expressive language development, and increase child prosocial behaviours 

in the short-term. There is only preliminary evidence that effects are maintained within six to 
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12 months post-intervention for total child emotional and behavioural difficulties, and some 

indicators that effects may emerge at these later time-points for reunification, retaining care, 

and permanency. 

Study 2 examined the interactive process of change in parent psychopathology and 

mindful parenting during participation in the Parents under Pressure (PuP) program for a 

cohort of 166 families affected by parental substance misuse. The community-based 

evaluation was implemented across 11 service sites in the United Kingdom. Baseline, mid-

treatment, and end-treatment assessment of parent psychopathology and mindful parenting 

was obtained. Cross-lagged modelling was used to examine the interactive trajectories of 

change in parental psychopathology and mindful parenting during treatment. The results 

indicate that parent psychopathology significantly decreased and mindful parenting 

significantly increased from baseline to end-treatment. Lower levels of parent 

psychopathology at mid-treatment significantly predicted higher levels of overall mindful 

parenting when parents completed the PuP program (p = .006). Examination of the mindful 

parenting subconstructs revealed variation in the therapeutic process of change. Higher levels 

of non-judgemental acceptance of parent functioning at baseline predicted lower levels of 

parent psychopathology at mid-treatment (p = .02). Yet higher levels of emotional awareness 

of self and child at baseline predicted greater parent psychopathology at mid-treatment (p = 

.04). Lower levels of parent psychopathology at mid-treatment significantly predicted higher 

levels of compassion for self and child, non-judgemental acceptance of parent functioning, 

self-regulation in parenting, and listening with full attention upon completing the PuP 

program (ps < .05). 

Several key research, policy, and practice implications arose from this dissertation. 

First, policymakers and practitioners need to prioritise the implementation of evidence-based 

models in order to promote positive outcomes for families affected by substance misuse. 
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Second, ongoing rigorous research is required to continue advancing the field, with particular 

attention to tracking longer-term outcomes and filling knowledge gaps. Third, families 

affected by parental substance misuse require a tailored approach depending on their unique 

presenting issues and may also require ongoing support beyond crisis points. Overall, the 

studies in this this dissertation underscore the powerful role parents play in the lives of 

children in families affected by parental substance misuse.     
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Chapter 1: Overall Thesis Introduction 

Approximately 5 – 20% of children across the globe are being raised in families 

affected by parental substance misuse (Lipari & Van Horn, 2017; Pryce et al., 2017; Raninen 

et al., 2015; Syed et al., 2018). Families affected by parental substance misuse typically 

experience multiple complex adversities that include comorbid psychopathology, early 

exposure to childhood adversity, and socioeconomic disadvantage (Canfield et al., 2021; Nair 

et al., 2003). This cumulative risk, in turn, considerably increases the likelihood of 

detrimental outcomes for both children and parents across the life-course (Freisthler et al., 

2017; Hatzis et al., 2017, 2019; Kuppins et al., 2019; Raitasalo et al., 2017; Twomey et al., 

2013). As a result of this prevalence and vulnerability, a range of interventions have been 

developed to improve the outcomes for families with substance misusing parents. Empirical 

research focused on establishing the effectiveness of these interventions has continued to 

develop in recent decades, yet there is now a need to enhance the evidence-base in two ways. 

First, by establishing the comparative effectiveness of available interventions to facilitate 

evidence-informed decisions between different intervention approaches. Second, by 

exploring the therapeutic processes of change in order to inform efficacious treatment 

implementation that is more likely to generate desired outcomes for families. Therefore, this 

dissertation aims to enhance the existing evidence-base by addressing these issues with two 

interrelated studies focused on interventions for families affected by parental substance 

misuse.  

Defining Parental Substance Misuse 

The extant literature tends to interchangeably use terms such as addiction, substance 

use disorder, substance abuse, and substance dependence. However, to encompass both 

diagnostic status and harmful or hazardous use – that may or may not include a formal 

diagnosis (e.g., see Dawe et al., 2006) – this dissertation intentionally adopts the term 
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‘substance misuse’. By adopting this broad ‘substance misuse’ terminology, this dissertation 

intends to capture parents who use alcohol and/or drugs “in a manner that impacts on their 

own health and wellbeing and that of other family members” (Dawe et al., 2006, p. xvi), 

irrespective of diagnostic status.  

Unpacking the Impact of Parental Substance Misuse on Children 

Parental substance misuse often emerges alongside multiple risk factors across domains 

of parent and family functioning (e.g., parent mental illness, poverty, criminality, domestic 

violence. There is consensus in the literature that it is the accumulation and interaction 

between risk factors, rather than parental substance abuse per se, that leads to complex family 

environments that then impact the wellbeing of both parents and children (e.g., see Conners 

et al., 2004; Nair et al., 2003; Velleman & Templeton, 2007). Neger and Prinz (2015) and 

Dawe and Harnett (2013; see Figure 1) both propose a conceptual frameworks that highlight 

multiple interrelated pathways to explain how parental substance misuse may directly and 

indirectly influence risk factors that are predictive of poor child outcomes. For example, 

parents with substance misuse issues often have difficulty regulating negative emotional 

states or experience co-occurrence of mental health disorders, which can impact their ability 

to responsively parent their child according to child developmental needs. In turn, deficits in 

parent emotional regulation and the capacity to responsively parent can impact the quality of 

the parent-child relationship or increase the likelihood of child abuse and maltreatment. 

Cumulatively, these multilayered issues can then affect child development and 

socioemotional wellbeing.   
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Figure 1 

Dawe and Harnett’s (2013) Integrated Theoretical Framework 

 

 

 

  

 

 

 

 
 
 
 
 
 
 
 
 
 
 
The Nature of Existing Interventions and Evaluation Evidence 

The prevalence and pervasive impact of parental substance misuse reinforces the 

importance of intervening to improve the wellbeing of families with substance misusing 

parents. A range of interventions have been developed for this population, which have been 

captured by over 25 reviews that aim to evaluate intervention effectiveness using parent and 

child-focused outcomes (see Eggins et al., 2020 for an overview). While this body of reviews 

varies in methodological rigour, it provides a preliminary indication of the population of 

interventions intended to improve outcomes for families affected by parental substance 

misuse. The types of interventions that have been evaluated to date can be broadly partitioned 

into interventions that focus on specific concerns (e.g., parental substance misuse, child-
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wellbeing) and those that take a broader approach by aiming to treatment multiple areas 

impacted by parental substance misuse.   

Interventions with a Broad Focus 

In recognition of the multifaceted nature of risk that is characteristic of families 

affected by parental substance misuse, intervention models commonly integrate treatment for 

parental substance misuse with treatment components that aim to address other areas of 

parent, child or family functioning. Frequently, these intervention models will also attempt to 

minimise barriers to services by providing practical supports (e.g., childcare, transport) 

and/or other case management services (McGovern et al., 2021; Niccols et al., 2010; Niccols 

et al., 2012a, b). 

Home-visiting interventions are one particular model falling under this category. This 

intervention approach is characterised by regular home-visits by health practitioners (e.g., 

nurses) or paraprofessionals and aim to improve psychosocial and health outcomes for 

mothers and infants (Segal et al., 2012; Turnbull & Osburn, 2012). Home-visiting models 

generally begin in either the prenatal or early postpartum period and the duration of the 

intervention can span from weeks to many months (Segal et al., 2012). The specific content 

of home-visiting interventions varies and can include psychoeducation, health surveillance, 

connection with community resources, parent training, and/or counselling components 

(Turnbull & Osburn, 2012; West et al., 2020).  

Another example is Family Treatment Drug Courts (FTDC), which use a non-

adversarial and treatment-oriented approach for managing child welfare cases where parental 

substance misuse has been identified as a child protection issue (Gifford et al., 2014, 2015; 

Lloyd, 2015; Zhang et al., 2019). Cases dealt within in FTDCs have a dual focus on 

promoting the safety and wellbeing of children and families and also treatment of parents’ 

substance misuse, whereby withdrawal or retention of parental rights is used as leverage for 
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treatment compliance (Dakof et al., 2010; Gifford et al., 2014; 2015; Llyod, 2015). Although 

the exact process and content differs across jurisdictions, common FTDC components 

include: (a) multidisciplinary teams of professionals who collaborate with families to devise a 

holistic case-plan to address parental substance misuse and child welfare issues; (b) frequent 

court hearings and drug testing to monitor treatment adherence and case progress; (c) 

incentives or rewards for compliance; and (d) sanctions for non-compliance (Chuang et al., 

2012; Edwards & Ray, 2005; Haack et al., 2005). 

Other intervention approaches under this category provide a more psychologically 

informed therapeutic model. For instance, some models integrate intensive individual therapy 

for one parent with Behavioural Couples Therapy, sometimes with a parent-training 

component (e.g., Kelley & Fals-Stewart, 2002), while some focus primarily on treating 

parental substance misuse and improving parenting practices (see Neger & Prinz, 2015 for a 

review). The comprehensive Strengthening Families program consists of concurrent parent 

training, child training to promote coping, communication and resistance skills, and joint 

family sessions to facilitate the transfer of acquired knowledge and skills (see Renk et al., 

2015 for a review). Another comprehensive family-focused approach is the Parents under 

Pressure program which is the focus of Study 2.  

Interventions with a Specific or Narrow Focus 

Interventions within this category tend to focus treatment on parental substance misuse 

only, or on one specific area affected by parental substance misuse. For example, 

pharmacological treatment of the parent’s substance misuse (e.g., Minozzi et al., 2013; Smith 

et al., 2009) or pharmacological treatment of infants with symptoms of neonatal abstinence 

syndrome (e.g., MacMillan et al., 2018; MacVicar, et al., 2019; Osborn et al., 2002; 2010). 

Other intervention approaches focus solely on children from families with substance 

misusing parents, often using a group-based psychoeducational or resilience approach 
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(Bröning et al., 2012; Cuijpers, 2005; McLaughlin et al., 2014). Parenting- or parent-focused 

approaches are also common, whereby the main intervention focus is on either enhancing 

parent psychological functioning, parenting practices, parent-child relationships (see Bowie, 

2005; Moreland & McRae-Clark, 2018; Negar & Prinz, 2015; Peisch et al., 2018).  

Parents as Facilitators of Change 

A common theme across existing intervention models for families affected by 

substance misuse is the critical importance of supporting parents in order to promote positive 

child outcomes. Dawe and Harnett (2013) provide an effective way of conceptualising the 

notion that parents are facilitators of change in vulnerable complex families. Their Integrated 

Theoretical Framework, which underpins the Parents under Pressure program (Dawe et al., 

2003), highlights the multilayered and interrelated factors that influence child outcomes (see 

Figure 1). 

The framework guides case conceptualisation and the development of individualised 

treatment plans when working with vulnerable multi-risk families and is informed by several 

theoretical perspectives, including: attachment and emotional availability (Saunders, Kraus, 

Biringen, 2015), interpersonal neurobiology and mindfulness (Harnett & Dawe, 2012; Siegal, 

2007), and ecological models of developmental psychopathology (e.g., Chicchetti et al., 

2000; Sameroff, 2010). Proximal factors influencing child outcomes are the quality of the 

caregiving relationship (including secure attachment and emotional availability), parenting 

values and beliefs, and parenting behaviours and family practices (e.g., monitoring, 

disciplinary strategies, and family routines). The extent to which these factors are fostered 

within families is directly influenced by parental capacity for self-regulation and 

psychological wellbeing which is further influenced by connectedness to family, culture and 

community. More distal factors sit within a broader ecological context and are hypothesised 

to have an indirect influence on child development outcomes through their impact on parental 
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wellbeing, parental problem-solving and connectedness (including social support).  

Of particular focus for this dissertation, and Study 2 in particular, are the two inner-

circles of the Integrated Theoretical Framework which are most proximal to child 

developmental outcomes. These two inner circles represent the assumption that parenting 

beliefs, parenting behaviours, and the quality of the parent-child relationship are intrinsically 

linked with the capacity of parents to provide nurturing, sensitive, and responsive caregiving; 

and that this capacity is fundamentally impacted by the emotional wellbeing of parents 

(Dawe et al., 2021; Harnett & Dawe, 2012). This line of reasoning is explored in greater 

depth in Chapter 3. 

Consolidating and Enhancing the Existing Evidence  

A broad body of evidence, and accompanying reviews of that evidence, are beneficial 

for informing policy and practice in relation to families affected by parental substance 

misuse. However, the current state of the evidence undermines its usefulness, accessibility, 

and reliability. The evidence is dispersed widely across academic and non-academic sources, 

which poses problems for accessibility across settings and practitioners. Further, this 

dispersion and breadth of evidence means that policymakers and practitioners are faced with 

the challenging task of consulting and comparing a range of sources to make evidence-

informed decisions. These issues, along with the methodological limitations and existing gaps 

in the literature underpin the rationale for Study 1 which aims systematically consolidate and 

synthesise the extant evaluation evidence for interventions with families affected by parental 

substance misuse.  

The issue of intervention effectiveness is the first critical phase of building an evidence 

base (see Gottfredson et al., 2015). Once that evidence-base is established, it then becomes 

important to empirically examine how interventions work in practice so that practitioners 

understand the specific processes and intervention strategies that generate positive change 
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(Paris et al., 2009). Importantly, this can help translate the positive treatment outcomes found 

in efficacy trials across different settings in everyday practice (Carey et al., 2020; Kazdin, 

2007). Prominent scholars in the area of vulnerable and complex families argue that 

intervention research needs to move beyond “continued proliferation of programs and focus 

more on understanding the mechanisms responsible for change” (Harnett & Dawe, 2012; p. 

13; see also Gardner et al., 2010; Segal et al., 2012). As will be explored in Chapter 3 (Study 

2), there is still currently limited understanding of the therapeutic processes of change for 

interventions with families affected by parental substance misuse.    

Thesis Objectives and Overview of Studies 

The overarching aim of this thesis is to consolidate and enhance the evidence-base in 

relation to interventions for families affected by parental substance misuse. This will be 

achieved through two interrelated studies. Study 1 provides a comprehensive systematic 

review of psychosocial, legal, and pharmacological interventions for families affected by 

substance misuse. The review aims to consolidate and synthesise the comparative 

effectiveness of this broad range of intervention models on child psychosocial outcomes. To 

facilitate access to this updated consolidation and synthesis of evidence, the review is 

registered with the Campbell Collaboration and will be opne access upon acceptance and 

publication. Study 2 is framed by the notion that parents are key facilitators of change or 

improvement in child outcomes and builds on the review of effectiveness in Study 1 by 

examining how an intervention with substance misusing parents might work to improve 

family outcomes. Specifically, Study 2 empirically examines the therapeutic process of 

change in a cohort of substance misusing parents who engaged with the comprehensive 

family-focused Parents under Pressure program (PuP) in the United Kingdom. 

Structure of the Thesis 

This first chapter provides the definitional and broad conceptual framework for the 
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dissertation. The second chapter (Study 1) is comprised of the systematic review that 

synthesises psychosocial, legal, and pharmacological interventions for families affected by 

parental substance misuse and their impact on child psychosocial outcomes. The third chapter 

(Study 2) examines the therapeutic process of change for a cohort of families affected by 

parental substance misuse who engaged with the PuP program in the community. The fourth 

and final chapter discusses and integrates the findings of both studies, whilst also 

commenting on the study limitations and implications for research and practice. 
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Chapter 2: Psychosocial, Legal, and Pharmacological Interventions for Improving 

Psychosocial Outcomes in Children of Substance Misusing Parents 

Background 

The Problem, Condition, or Issue 

An extensive body of literature documents the adverse outcomes of children who are 

raised in families with parental substance misuse. These include increased risk and reports of 

child abuse and neglect (Wekerle et al., 2007; Williams et al., 2011, Taplin et al, 2014), poor 

cognitive development and educational attainment (Lambert & Bauer, 2012; Park & Schepp, 

2014; Richardson et al., 2015), psychopathology (Christofferson & Soothill, 2003; Bountress 

& Chassin, 2015; Hser et al., 2014; Marmostein et al., 2009; Vidal et al., 2012), and 

adolescent substance misuse and antisocial behaviour (Burlew et al., 2013; Clark et al., 2005; 

King et al., 2006, 2009; Lambert et al., 2012, 2013; Walden et al., 2007).   

Parental substance misuse typically co-occurs in the context of multiple risk factors 

across domains of parent and family functioning. These include parental psychopathology 

and criminality, domestic violence, and severe poverty (e.g., see Grella et al., 2006; Hser et 

al., 2015; Miller et al., 2013; Skinner et al., 2010). Thus, the accumulation and interplay 

between risk factors, rather than parental substance abuse per se, results in multiple and 

complex family environments that place considerable challenges on parents, which then 

contributes to poor child outcomes (e.g., see Conners et al., 2004; Nair et al., 2003; Velleman 

& Templeton, 2007). Neger and Prinz (2015) propose a conceptual framework with multiple 

interrelated pathways to explain how parental substance misuse directly and indirectly 

impacts risk factors predictive of poor child outcomes (see also Dunn et al., 2002; Eiden et 

al., 2014; Finger et al., 2014; Miller et al., 2014; Shorey et al., 2013; Twomey et al., 2013). 

For example, parents with substance misuse issues often have difficulty regulating negative 

emotional states or experience co-occurrence of mental health disorders (Whitaker et al., 
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2006; Smith et al., 2009), which can impact their capacity to assess and attend to their child’s 

emotional wellbeing and needs (Borelli et al., 2010, 2012; Siqveland et al., 2014) or 

responsively parent their child according to child developmental needs (Velez et al., 2004; 

Slesnick et al., 2014). A history of trauma and childhood adversity is also common in parents 

with substance misuse problems (Hatzis et al., 2019) and this, combined with the risk factors 

above, make sensitive and responsive caregiving challenging (Hatzis et al., 2017). 

Importantly, deficits in parent emotional regulation and the capacity to responsively parent 

are key predictors of child abuse and maltreatment (Stith et al., 2009).  

 Global estimates indicate that approximately 5-10 per cent of all children are being 

raised in families with one or more parent who misuses alcohol or other drugs (Dawe et al., 

2006; Jääskeläinen et al., 2016; Manning et al., 2009; Raninen et al., 2015; SAMHSA, 2014). 

This prevalence and the complexities and enduring challenges associated with parental 

substance misuse has led to the development of a range of approaches that aim to reduce risk 

factors, enhance family functioning, and improve child outcomes. Importantly, recent 

estimates suggest that for every dollar invested into substance misuse treatment, there are 

significant cost savings for society (Dalziel et al., 2015; National Institute of Drug Abuse, 

2012; Public Health England, 2014). However, a critical limitation of the current evaluation 

and review literature is the lack of integration and synthesis of the relative effectiveness of 

different intervention models that aim to improve the outcomes for children with substance 

misusing parents. Without a clear understanding of the relative effectiveness of different 

intervention approaches, practitioners and policy-makers are limited in their ability to make 

informed and reliable choices between intervention models. Therefore, this review provides a 

comprehensive up-to-date synthesis of psychosocial, pharmacological, and legal 

interventions in the context of parental substance misuse and the impact of these 

interventions on child psychosocial outcomes. Moreover, the review will provide a unique 
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contribution by producing network diagrams of the extant evidence, along with a comparative 

examination of components across the different interventions that have been evaluated. The 

protocol for this review (Eggins et al., 2020) outlined a plan to conduct network meta-

analyses which would have provided a quantitative synthesis of the comparative effectiveness 

of these different intervention approaches (see Hutton et al., 2015; Mavridis et al., 2015; 

Saltani, 2012; Wilson et al., 2016). Unfortunately, this analysis approach was not possible 

due to the nature of the existing evidence base (see Data Synthesis section).   

The Intervention 

This review included all possible interventions that explicitly aim to improve the 

psychosocial wellbeing of families in which at least one parent has either a current substance 

misuse problem or is in treatment for substance misuse problems. The focus of the review is 

on studies that examine the impact of psychosocial, legal, and/or pharmacological 

interventions on child psychosocial outcomes. For the purposes of this review, we draw on 

Maynard et al. (2015) and define a psychosocial intervention to be those that are 

implemented by professional practitioners (e.g., clinicians, social workers, teachers) across a 

variety of settings (e.g., homes, school, community, clinics, residential facilities, and/or 

hospitals) that aim to address psychological and social wellbeing more generally. Example 

psychosocial interventions are integrated models that address both parental substance misuse 

and other areas of difficulty such as parenting, family relationships, and/or emotion 

regulation (e.g., Barlow et al., 2019; Donohue et al., 2014; Lam et al., 2009). We draw on 

Eggins et al. (2020) and Mazerolle et al. (2018) and define a legal intervention to be “a 

strategy, technique, approach, activity, campaign, training, directive, or funding or 

organisational change that involves the criminal justice system” (p. 21). Example legal 

interventions include Family Treatment Drug Courts (Zhang et al., 2019) and specific 

legislation that regulates the management of families affected by parental substance misuse 
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(e.g., Sanmartin et al., 2020). We define pharmacological interventions to be medication or 

pharmacy-related approaches (e.g., buprenorphine or methadone) to treating parental 

substance misuse or its immediate effects on infants (e.g., neonatal abstinence syndrome). A 

comprehensive description and synthesis of interventions that have been evaluated is 

provided in the Included Studies section. 

How the Intervention Might Work 

Due to the wide range of interventions included in this review, there are a number of 

possible mechanisms by which interventions might work. In a general sense, interventions for 

substance misusing parents are likely to impact child outcomes by modifying or reducing the 

impact of known risk factors, including: parental psychopathology, parenting knowledge and 

skills, enhancement of the quality of the parent-child relationship, involvement in the 

criminal justice or child welfare systems, or impoverished environments. Different categories 

of interventions may impact child outcomes through more specific pathways. For example, 

interventions based on addiction disease models generally use a 12-step model, focusing on 

abstinence, psychoeducation, and knowledge as key mechanisms through which change can 

occur (for a review see Usher et al., 2015). In comparison, family-focused prevention models 

target risk and protective factors linked with parent substance misuse to generate change (for 

a review see Usher et al., 2015). Pharmacological interventions aim to reduce drug use, 

thereby reducing foetal exposure and improving birth and developmental outcomes (Minozzi 

et al., 2013). Legal interventions, such as Family Treatment Drug Courts, aim to reduce the 

risks associated with parental substance misuse through providing support, whilst motivating 

behaviour change through incentives and penalties (Fay & Eggins, 2019). Therapeutic or 

psychosocial interventions also aim to improve child outcomes by reducing the risks 

associated with parental substance misuse, yet the theoretical models that underpin 

interventions in this category vary depending on the focus of the intervention (for reviews see 
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Dawe & Harnett, 2012; Neger & Prinz, 2015). An emerging area in the literature is the 

examination of specific mechanisms of change underpinning interventions for families 

affected by parental substance misuse (e.g., Suchman et al., 2012, 2018; Dawe et al., 2021), 

with improvements in parent emotion regulation identified as a key avenue through which 

interventions impact child outcomes (see Dawe et al., 2021).  

Why it is Important to do this Review 

The current evaluation and review literature lacks integration and synthesis of the 

relative or comparative effectiveness of different intervention models that aim to improve the 

outcomes for children with substance misusing parents. Without a comprehensive and 

integrated synthesis of the extant evaluation literature, it is difficult for practitioners, 

policymakers, and researchers to focus their resources and decision-making to improve the 

lives of children and families affected by parental substance misuse. As of December 2018, 

when the protocol for this review was submitted to the Campbell Collaboration journal 

(Campbell Systematic Reviews), there were 24 existing reviews that (a) focus on interventions 

specifically for substance misusing parents and (b) have captured one or more studies that 

have assessed the impact of an intervention on child psychosocial outcomes. Although not all 

of these reviews adhere to a full systematic review methodology, each employed at least two 

systematic review techniques (e.g., systematic search, specific inclusion criteria, qualitative 

or quantitative synthesis of studies) and can be considered less biased than narrative reviews 

in the area (e.g., see Choi, 2012; Marsh et al., 2011; Oliveros & Kaufman, 2011; Renk et al., 

2015). These reviews highlight the range of interventions that have been evaluated, with 

variations in review focus according to the specific intervention under consideration and 

whether only child outcomes or multiple different types of outcomes are included. These 

reviews can be summarised as follows: 

• One review examines the impact of home-visiting interventions during pregnancy and 
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the postnatal period for women with substance misuse issues and their impact across a 

range of parental and child outcomes (Turnbull & Osburn, 2012); 

• Three reviews focus on Family Treatment Drug Courts for substance misusing parents 

with and their impact on child out-of-home placement (Llyod, 2015), child welfare 

system outcomes (Zhang et al., 2018), or child maltreatment outcomes (Eldred & 

Gifford, 2016); 

• One review examines the impact of integrated interventions for substance misusing 

mothers and their impact on multiple child outcomes (Niccols et al., 2012); 

• Four reviews focus on parenting interventions for substance misusing parents across 

multiple parent and child outcomes (Bowie, 2005; Moreland & McRae-Clark, 2018; 

Neger & Prinz, 2015; Peisch et al., 2018); 

• Two reviews and one Cochrane protocol concentrate on child-focused preventative 

interventions for improving outcomes for children of substance misusing parents 

(Bröning et al., 2012) or alcohol misusing parents (Cuijpers, 2005; McLaughlin et al., 

2014); 

• Two Cochrane reviews examine the impact of pharmacological interventions during 

pregnancy on maternal and child outcomes in the context of alcohol misuse (Smith et al., 

2009) and opioid dependence (Minozzi et al., 2013); and  

• Several reviews capture a broad range of psychosocial interventions for parental 

substance misuse and their impact on multiple outcomes (including child outcomes) for 

either alcohol misuse during pregnancy (Lui et al., 2008; Scobie et al., 2017; Stade et al., 

2009) or all types of parental substance misuse (Austin & Osterling, 2006; Calhoun et 

al., 2015; Heimdahl & Karlsson, 2016; Leppard et al.. 2017; McGovern et al., 2021; 

Mitchell & Burgess, 2009; Murphy et al., 2017; Templeton et al., 2010; Usher et al., 

2015). 
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Although the existing review literature is extensive, there is variation in the degree of 

methodological quality and content coverage. In addition, variations in review 

methodological quality and gaps in content coverage reduce the ability to draw reliable 

conclusions about the effectiveness of interventions for improving psychosocial outcomes for 

children with substance misusing parents.  

Methodological Limitations of Existing Reviews. Perhaps the most important 

methodological limitation of existing reviews is the lack of quantitative syntheses. Very few 

of the reviews with sufficient studies use meta-analysis to synthesise the evaluation evidence 

(e.g., Minozzi et al., 2013; Niccols et al., 2012; Turnbull & Osburn, 2012; Zhang et al., 

2018), despite the availability of evidence to do so for many. Rather, authors provide 

qualitative summaries of intervention effectiveness that are based on the raw differences, 

statistical significance, or effect sizes of individual studies. Although qualitative summaries 

are useful for assessing the breadth and qualities of intervention research, this methodology is 

inadequate for providing a reliable and precise estimate of an intervention impact (Borenstein 

et al., 2009; Littell et al., 2008). 

An examination of the search methods for the existing body of reviews also highlights 

the need for an updated and more comprehensive systematic search. First, existing reviews 

may not provide an accurate representation of the most up-to-date intervention evidence 

because between five and ten years have passed since the searches were conducted for many 

of the reviews. Second, there may be potential biases in the existing reviews. Some authors 

excluded studies that found negative intervention effects or only reported study outcomes if 

they were statistically significant. Others have introduced publication bias by either explicitly 

excluding documents not published in peer-reviewed journals, omitting searches for 

unpublished literature, or limiting searches to very few sources. In addition, some authors 

implemented restrictive searches, such as very limited search terms or multiple Boolean AND 
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clauses. Third, much of the current body of reviews lacks transparency in the reporting of 

searches and sensitive search strategies. Many authors do not explicitly report their exact 

search and how it was implemented during their systematic search (e.g., what search fields 

were used). Collectively, these issues may lead to omitting important evaluation evidence or 

bias the conclusions of the reviews.  

Content Gaps in Existing Reviews. The current corpus of reviews does not provide 

complete coverage of the extant literature. Some reviews focus exclusively on mothers (e.g., 

Niccols et al., 2012), focus only on the prenatal period (e.g., Minozzi et al., 2013; Smith et 

al., 2009), or omit studies that contain child outcomes in the absence of parent-level 

outcomes (e.g., Neger & Prinz, 2015). Others focus on alcohol misuse and do not capture 

equivalent interventions for populations with illicit drug misuse issues (e.g., Cuijpers, 2005; 

Lui et al., 2008; Smith et al., 2009; Stade et al., 2009; Templeton et al., 2010). 

However, the most important limitation is that the existing review literature does not 

permit valid conclusions to be made about the comparative impact of these interventions for 

children with substance misusing parents. Understanding the relative impact of different 

interventions for a particular population is crucial for informing the decision-making of both 

practitioners and policymakers (Hutton et al., 2015; Mavridis et al., 2015; Saltani, 2012). A 

relatively recent methodological development – network meta-analysis – provides an avenue 

for addressing this important question. Network meta-analysis (NMA), also known as 

multiple treatments meta-analysis, has been referred to as “the next generation evidence 

synthesis tool” (Saltani, 2012, p. 80) and extends traditional pairwise meta-analytic 

techniques. NMA provides an approach for (a) quantitatively synthesising both direct and 

indirect effects of multiple interventions for a particular population or condition; and (b) 

ranking interventions according to their effectiveness, even in the absence of trials that have 

directly compared the treatments (Saltani, 2012; Mavridis et al., 2015). This synthesis 
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technique requires a relatively large number of studies and also that the corpus of studies 

satisfies the underlying analytical statistical assumptions. In the absence of this, traditional 

pairwise meta-analyses with subgroup analyses are suitable to examine the variation in 

effectiveness according to predefined factors such as specific intervention components or 

modalities.  

Our review will begin to address the abovementioned methodological quality and 

content coverage issues. Specifically, this review will both (a) enhance and update the 

existing body of reviews, and (b) attempt to synthesise the comparative impact of 

interventions on the psychosocial outcomes of children with substance misusing parents. 

Importantly, the review will enable policy makers and practitioners to make informed and 

reliable choices between intervention models. 

Objectives 

The overarching objective of this review is twofold. First, we aim to enhance and 

update existing reviews by comprehensively synthesising the full array of psychosocial, 

pharmacological and legal interventions that aim to improve the psychosocial outcomes of 

children with substance misusing parents. Second, we aim to use network meta-analysis or 

other quantitative synthesis approaches (e.g., meta-analyses and subgroup analyses) to 

integrate and examine the comparative impact of these interventions. Specifically, the review 

will address the following research questions: 

1. What is the comparative impact of psychosocial, pharmacological, and legal 

interventions for improving the psychosocial outcomes of children with substance 

misusing parents? 

2. Does the impact of interventions vary according to the child developmental period 

(e.g., infancy, early childhood, adolescence) or the type of (a) outcome measure; (b) 

substance misuse; (c) practitioner implementing the intervention; or (d) intervention 
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setting? 

3. Does the impact of interventions vary by the country of implementation?  

Methodology 

Criteria for Considering Studies for this Review 

Types of Studies. Studies were included in the review if they reported a quantitative 

impact evaluation of an eligible intervention using eligible participants and outcome 

measures. The impact evaluation must also have utilised a randomised experimental design or 

methodologically robust quasi-experimental design with an eligible comparison condition. 

Eligible comparison conditions were: placebo, no treatment, waitlist control, treatment-as-

usual, and alternative treatment.   

Key research synthesists advise against using traditional research design labels when 

delineating an inclusion threshold for non-randomised studies in a systematic review (e.g., 

Higgins et al., 2012; Reeves et al., 2011). Rather, the suggestion is that inclusion thresholds 

should be based on the design features of studies due to (a) the variation and possible 

ambiguity across disciplines in relation to research design terminology; and (b) the likelihood 

that risk of bias will affect specific design features versus an overall research design category. 

For the purposes of this review, methodologically robust quasi-experimental designs were 

defined as those which permit causal inference by minimising threats to internal validity. For 

example, maximising treatment and comparison group equivalence through matching (e.g., 

propensity score matching), measurement of outcomes multiple times pre- and post-

intervention to reduce maturation threats (e.g., interrupted time-series, cohort panel designs), 

or adjusting for confounding factors through statistical modelling (e.g., multiple regression, 

propensity score modelling). Due to serious threats to internal validity, single group studies 

with one pre-intervention and one post-intervention outcome measure were excluded from 

the review.  
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To be included in the meta-analyses, study authors must have reported sufficient data to 

calculate an effect size. Where sufficient data is not reported, the required data was sought by 

contacting the study authors. If the data was not provided by study authors, the study was 

excluded from meta-analyses, but was coded, assessed for risk of bias, included in the overall 

summary of studies. 

Types of Participants. This review focused on families with children under the age of 

18 with one or more currently substance-misusing parents. The primary research participants 

used in eligible impact evaluations were either substance misusing parent(s), children of 

substance misusing parents, or entire families characterised by parental substance misuse 

issues. For the purposes of this review, a parent was defined as an individual who is 

responsible for providing physical, emotional and/or financial care for a child. Teenage, 

biological, foster, adoptive, or kinship caregivers were eligible for inclusion. A child was 

defined as an individual between the ages of 0 – 18 years who is under the care of at least one 

parent, and a family was defined as at least one child and one parent. If an included 

intervention integrated parent participation, the child(ren) were not required to be residing 

with the participating parent to be included in the review. 

Parents were classified as ‘currently substance misusing’ if they had been classified as 

such via standardised diagnostic criteria (e.g., DSM, ICD 10) or a self-report measure (e.g., 

AUDIT). In the absence of classification supported by diagnostic or self-report measures, 

studies were included if the authors explicitly labelled the research population as parents who 

misused substances or were in receipt of treatment for substance dependence (e.g., opioid 

replacement therapy or in residential treatment). Parents were classified as substance 

misusing if they misuse alcohol, illicit drugs and/or prescription drugs. If the study sample 

was not comprised completely of substance misusing parents, we followed Turnbull and 

Osborn’s (2012) approach, whereby the study sample must include at least 50 per cent 
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substance misusing parents to be included in the review. 

Types of Interventions. This review included all possible psychosocial, 

pharmacological, or legal interventions that explicitly aim to improve the psychosocial 

wellbeing of families characterised by parental substance misuse. However, the review 

focuses on studies that examine the impact of interventions on child psychosocial outcomes. 

Decisions regarding the categorisation of interventions were based on the TIDieR Checklist 

(Hoffmann et al., 2014) and the specific intervention components described by authors of 

eligible studies. The final categorisation of studies is provided in the ‘Included Studies’ 

section, and this guided our assessment of the transivity assumption for network meta-

analyses (Hutton et al., 2015). Based on existing literature in the area, we anticipated that the 

majority of the included studies would utilise a treatment-as-usual comparison condition 

(e.g., methadone maintenance, case-management without the intervention under 

consideration). Interventions were included irrespective of whether it was initiated during the 

prenatal or postnatal period. In addition, studies were included if the intervention focuses on 

the misuse of alcohol, illicit drugs, and/or prescription drugs. 

Types of Outcomes. In order to comprehensively synthesise the impact of eligible 

interventions on children with substance misusing parents, this review included a broad range 

of outcomes nested under the banner of ‘psychosocial wellbeing’. Outcomes were considered 

eligible if they were measured using standardised or non-standardised instruments or 

consisted of official, diagnostic, observation or self-report data. The final outcome 

categorisation, including associated measurement methods, is provided in the ‘Included 

Studies’ section. Examples of primary outcomes include, but was not limited to:  

• Child development (e.g., attachment, language, cognitive functioning, educational 

outcomes); 

• Child psychopathology (e.g., externalising/internalising behaviour, mental health 
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diagnoses); 

• Child maltreatment, abuse or neglect;  

• Child antisocial behaviour (e.g., truancy, delinquency, illicit drug use); and/or 

• Other child psychosocial wellbeing outcomes (e.g., self-esteem). 

Duration of Follow-up. Studies were included irrespective of the length of follow-up 

after the intervention. Where the length of follow-up varied across studies, we grouped and 

synthesised studies according to similar follow-up durations. For example, short (e.g., 0 – 3 

months post intervention), medium (>3 months, <6 months), and long-term follow-up (>6 

months post intervention). 

Types of Settings. There were no restrictions on the intervention setting or treatment 

format (e.g., inpatient, outpatient, community settings, family home, online or computerised, 

one-on-one or group settings). The review included intervention studies conducted in any 

geographical location or country and published in any language, provided translation could 

be undertaken to code eligible studies written in a language other than English. 

Additional Eligibility Criteria. Studies that satisfy the abovementioned eligibility 

criteria were included in the review regardless of publication status. While documents written 

in languages other than English were not excluded from the review, they were assessed for 

final eligibility and included in the syntheses if a translation could be sourced to assist coding 

and data extraction. 

Search Methods For Identifying Studies 

Appendix B provides the full search record for the systematic search and Table 1 

provides the search terms and structure. Wherever possible, this search was replicated across 

search locations, with some minor modifications to increase the specificity of searches in 

databases producing unmanageable results (e.g., use of proximity locators and using filters to 

exclude research using only animal models). Where the functionality of a search location did 
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not permit complex search strategies, a simplified version of the search was utilised. 

Database functionality permitting, the search string was applied to the title, abstract, keyword 

and indexing term/subject heading search fields. The search placed no limits on publication 

date, document language, or publication status. However, clearly ineligible document types 

were excluded from search results if the specific search location permitted this refinement 

(e.g., book reviews). 

 
Table 1 

Systematic Search Terms and Structure  

Line Syntax 

1 "caregive*" OR "care-giver*" OR "care give*" OR families OR family OR father* 
OR guardian* OR maternal OR mother* OR parent* OR paternal 

2 "comparison condition*" OR "comparison group*" OR "control condition*" OR 
"control group*" OR crossover OR evaluat* OR experiment* OR interven* OR 
match* OR meta-analy* OR pilot* OR placebo* OR program* OR "propensity 
score*" OR random* OR RCT OR review* OR service* OR therap* OR train* OR 
treat* OR trial* 

3 addict* OR alcoholi* OR amphet* OR benzo* OR buprenorphine OR cannab* OR 
cocaine OR drink* OR drug* OR drunk* OR GHB OR ecstasy OR fentanyl OR 
hallucino* OR heroin OR inhalant* OR illict* OR inject* OR intoxica* OR 
ketamine OR LSD OR marij* OR MDMA OR meth OR methamphet* OR 
methadone OR narco* OR opiate* OR opioid* OR oxycodone OR overdos* OR 
pharma* OR polydrug* OR polysubstance* OR pseudoephedrine OR psychoactive* 
OR stimulant* OR substance* OR THC OR tranquil* OR weed 

4 #3 AND #2 AND #1 

 
 
Electronic Searches 

To reduce disciplinary and publication bias, the systematic search covered multiple 

disciplines and search sources that captured both published and unpublished literature (see 

Table 2).  

 

Table 2  
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Electronic Search Locations 

Academic databases Cochrane Collaboration Library of Systematic Reviews 
HeinOnline (Law Journal Library) 
Scopus 
EBSCO platform: 

Criminal Justice Abstracts  
Medline 

Web of Science platform: 
Conference Proceedings Index 
Current Contents Connect 
Social Science Citation Index 

ProQuest platform  
Criminal Justice Database  
Dissertation and Theses Global  
Family Health 
Health and Medical Complete 
International Bibliography of the Social Sciences 
Nursing and Allied Health 
Psychology Journals 
Research Library 
Social Science Database 
Sociological Abstracts  
Social Services Abstracts  

OVID platform 
Cumulative Index to Nursing and Allied Health Literature  
Embase 
Joanna Briggs Institute EBP Database 
PsycINFO 
PsycEXTRA 

Grey literature sources 
and websites 

Action on Addiction 
Alcohol and Alcohol Science Database (ETOH) 
Alcohol Change 
American Institutes for Research 
AODstats.org.au  
Australian Centre for Child Protection 
Australian Institute of Family Studies 
Australian Therapeutic Jurisprudence Clearinghouse  
Bibliomap 
California Evidence-Based Clearinghouse for Child Welfare 
Canadian Research Institute for Social Policy 
California Evidence-Based Clearinghouse for Child Welfare 
Centre for Evidence-Based Intervention, Oxford University 
Centre for Evidence-Based Public Health Policy 
Child Abuse and Neglect Digital Library 
Child Abuse Library Online (CALiO) Commmunity  
Child Trends 
Child Welfare Information Gateway 
ChildData 
DART-Europe E-theses Portal  
Database of Abstracts of Reviews of Effectiveness (DARE) 
Database of Promoting Health Effectiveness Research (DoPHER) 
Drugscope 
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e-Theses Online Service (eThOS) 
Early Intervention Foundation  
Economic and Social Research Council (ESRC, Regard database) 
European Monitoring Centre for Drugs and Drug Addiction 
Evidence for Policy and Practice Information & Coordinating Centre  
Family Drug Support Australia  
FLoSse Research 
Foundation for Alcohol Research and Education 
Health Technology Assessment Database 
Institute of Alcohol Studies 
Joseph Rowntree Foundation 
MDRC  
National Centre on Substance Abuse and Child Welfare  
National Child Traumatic Stress Network 
National Criminal Justice Reference Service  
National Drug and Alcohol Research Centre  
National Institute for Health and Care Excellence 
National Institute on Alcohol Abuse and Alcoholism  
National Institute on Drug Abuse  
Northwest Professional Consortium Research  
National Society for the Prevention of Cruelty against Children 
Networked Digital Library of Theses and Dissertations 
HS Economic Evaluation Database 
OAIster 
OpenGrey 
Parent Mental Health systematic map database (hosted by EPPI-Centre) 
RAND Corporation  
SAMHSA’s National Registry of Evidence-Based Programs and Practices 
Save the Children 
Social Care Online 
Social Care Institute for Excellence (SCIE, including ELSC) 
Social Science Research Network 
The Evidence Network  
The Urban Institute 
Turning Point  
What Works Clearinghouse 
What Works for Children  
United Nations Office on Drugs and Crime 

Trial registries  Australian and New Zealand Clinical Trials Registry 
ClinicalTrials.gov 
Clinical Trials Results  
Cochrane Central Register of Controlled Trials (CENTRAL) 
ISRCTN Registry 
NIH RePORTER 
Trials Register of Promoting Health Interventions 
WHO International Clinical Trials Registry Platform 

 
 
Searching Other Resources 

The following additional search strategies were also employed to identify eligible 

documents not already captured by the electronic search locations listed in Table 2: 
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1. Reference harvesting of all eligible studies and previous reviews; 

2. Forward citation search/citation tracking for all eligible studies; 

3. Contacting prominent scholars relevant to the review topic to enquire about eligible 

documents not yet published or disseminated; and 

4. Hand-searching the two most recent issues prior to the search date for the following 

journals to identify potentially eligible documents not yet indexed in academic 

databases: 

• Addiction 

• Child Abuse and Neglect 

• Child Abuse Review 

• Child and Adolescent Social Work Journal 

• Child Maltreatment 

• Children and Youth Services Review 

• Journal of Drug Issues 

• Journal of Experimental Criminology 

• Substance Abuse 

 
Data Collection and Analysis 

Selection of Studies 

The first phase of assessing study eligibility entailed screening the titles and abstracts 

identified by the systematic search. After removing duplicates and clearly ineligible 

document types (e.g., book reviews), records captured by the systematic search were 

imported into DistillerSR review management software (Evidence Partners, 2021) for 

screening. A second check for duplicates was also conducted in DistillerSR and all duplicate 

references were quarantined. Title and abstracts (records) were then assessed in two stages of 

screening to accommodate the expertise of staff working on the project. The first stage 
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required trained screeners to assess whether the record was (1) an ineligible document type 

(e.g., book review); (2) a duplicate; or (3) about human parental substance misusers and/or 

their children. Prior to independent screening, each screener was required to screen the same 

set of 50 titles/abstracts to assess understanding of the screening protocol and eligibility 

thresholds. The results of this pilot screening task suggested variable rates of false positive 

decisions, but negligible false negative decisions.  

Although all efforts were made to remove ineligible document types and duplicates 

prior to screening, automated and manual cleaning can be less than perfect. Therefore, the 

first two exclusion criteria were used to remove ineligible document types and duplicates 

prior to screening each record on substantive content relevance. Records not excluded on any 

of the above criteria progressed to the second stage of title/abstract screening. The second 

stage of title/abstract screening required screeners to assess whether the record reported on an 

eligible intervention for substance misusing parents and/or their children. GoogleTranslate 

was used to translate and screen titles/abstracts written in languages other than English.  

The DistillerSR software includes an artificial intelligence machine learning function 

whereby records are ranked according to the likelihood of eligibility based on the screening 

decisions that have been made by human screeners. Records are presented to screeners in 

order of their likelihood of inclusion to increase the efficiency of the review process, 

particularly for large reviews. As screening progresses, the software provides an estimate of 

the percentage of potentially eligible records that have been identified. Ranked title and 

abstract screening continued until the software estimated that 90 percent of the potentially 

eligible studies had been identified. At this point, iterative sets of 50 titles and abstracts 

(records) were screened until a set of 50 records contained no records that were deemed 

eligible. This stopping criterion was reached after screening 40,985 records at the first stage 

of title/abstract screening and after screening 21,810 records at the second stage of 
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title/abstract screening. Once reaching this stopping point at each stage of title/abstract 

screening, the records were deemed as excluded and did not progress further in the review 

screening process (see Figure 2).  

An attempt was made to locate the full-text electronic document for each record 

retained at the title and abstract screening stage and, if found, was attached within DistillerSR 

before progressing to full-text eligibility screening. If full-text documents could not be 

located via existing university resources, they were ordered through the university libraries of 

the review authors or by contacting study authors. If the full-text document could not be 

sourced, the title and abstract were screened using the full-text eligibility criteria. For those 

records that could not be unequivocally excluded, the reference was included in the ‘Studies 

awaiting classification’ reference list. 

Full-text documents were screened for final eligibility according to the following 

exclusion criteria: 

1. Ineligible document type (e.g., book review) 

2. Document is not unique 

3. Ineligible participants 

4. Ineligible outcome measure(s) 

5. Not an impact evaluation of an eligible intervention using eligible participants or 

outcomes 

6. Ineligible research design  

 

All efforts were made to remove ineligible document types and duplicates in prior 

screening stages, these types of records can sometimes progress into later stages, for 

example, where duplicate records are not adjacent to each other during screening or where 

screeners cannot unequivocally determine if record is ineligible based on the title and 
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abstract. As such, the first two exclusion criteria were used to remove ineligible document 

types and duplicates prior to screening each document for final eligibility on the review 

inclusion criteria. For full-text documents written in languages other than English, we used 

GoogleTranslate to first translate the title and abstract (if not already in English) and 

determine if the document could be included or excluded using the full-text eligibility 

criteria. For those records that could not be unequivocally excluded using only the title and 

abstract, we listed the document in the ‘Studies awaiting classification’ reference list. When 

DistillerSR indicated that 100% of all potentially eligible studies had been identified, iterative 

sets of 15 documents were screened until a set contained no eligible studies. This stopping 

point was reached after screening 5,541 documents and all remaining documents were 

considered ineligible.  

Data Extraction and Management 

Eligible studies progressing from the full-text screening stage were independently 

coded using the coding protocol reported in Eggins et al. (2020), provided in Appendix A. 

Broadly, studies were coded according to the following domains:  

1. General study characteristics (e.g., document type, study location) 

2. Participants (e.g., sample characteristics by condition) 

3. Intervention (e.g., intervention components, intensity, setting) 

4. Outcomes (e.g., conceptualisation, mode of measurement, time-points) 

5. Research methodology (e.g., design, unit and type of assignment) 

6. Effect size data 

7. Risk of bias 

Although the review protocol specified that all studies would be independently double-

coded, the number of identified studies rendered this approach unfeasible. However, effect 

size data was extracted from each eligible study independently by two review authors (EE, 
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JB, NCH) and any disagreements were resolved by discussion among review authors. In 

addition, the risk of bias assessments for each study was conducted by two independent 

review authors (EE, JB, NCH) and any disagreements were resolved by discussion among 

review authors.   

Assessment of Risk of Bias in Included Studies 

Risk of bias for randomised controlled trials (RCTs) was assessed for each RCT by two 

authors independently using the Cochrane randomised risk of bias tool (ROB 2; Higgins et 

al., 2019). Studies were rated across the following five domains as having ‘low’, ‘some 

concerns’, or ‘high’ risk of bias: (1) bias arising from the randomisation process; (2) bias due 

to deviations from intended interventions; (3) bias due to missing outcome data; (4) bias due 

to measurement of the outcome; and (5) bias in the selection of the reported result. In line 

with the guidance for ROB 2, studies that did not contribute effect sizes to quantitative 

syntheses were not assessed (Cochrane Collaboration, 2021). Results of the risk of bias 

assessment for RCTs are presented in summary tables and in a risk of bias summary figure 

(see ‘Risk of Bias in Included Studies’ section), generated using the robvis tool (McGuinness 

& Higgins, 2020). 

For non-randomised quasi-experimental studies, we originally planned to use the 

Cochrane risk of bias tool for non-randomised studies (ROBINS-I; Sterne et al., 2016). 

However, due to the varied nature of the included quasi-experimental studies, this tool was 

not consistently appropriate across all included studies. To provide one cohesive assessment 

of bias across all included non-randomised studies, we utilised the Effective Public Health 

Practice Project (EPHPP) tool (Thomas et al., 2004). This tool is informed by the Cochrane 

Collaboration and other methodological scholars (Juni et al., 1996) and provides a ‘weak’, 

‘moderate’, or ‘strong’ rating across six risk of bias dimensions: (1) selection bias, (2) study 

design, (3) confounders, (4) blinding, (5) data collection methods, and (6) withdrawals and 
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drop-outs. To align the risk of bias assessment with the RCTs, we did not assess risk of bias 

for studies that did not contribute to quantitative syntheses of effect estimates.  

In the protocol we specified a plan – data permitting – to examine the impact of risk of 

bias on effect estimates using sensitivity or subgroup analyses (Eggins et al., 2020). We 

specified that the approach taken to incorporate risk of bias in statistical analyses was 

dependent on the degree of variation in risk of bias across included studies. Because the risk 

of bias assessment (see Risk of Bias in the Included Studies section) found an overall high 

level of bias across all included studies, we did not conduct any sensitivity analyses based on 

risk of bias. 

Measures of Treatment Effect 

For continuous outcomes, Hedges g (standardised mean differences, SMDs) and 95% 

confidence intervals were computed in RevMan web (The Cochrane Collaboration), using 

post-intervention or follow-up means and standard deviations. If means and standard 

deviations were not reported, we extracted all available data and attempted to calculate effect 

sizes using David B Wilson’s effect size calculators1. In the review protocol, we specified an 

approach for using baseline adjusted means in the calculation of SMDs. We did not adopt this 

approach due to the variation across studies in terms of including baseline assessments of 

outcomes and intervention durations. Higgins et al. (2019) advise against combining SMDs 

using post-intervention and SMDs using change scores due to the differences in what the 

standard deviation reflects, particularly if there is variation in the length of time between 

baseline and post-intervention measures.   

For dichotomous outcomes, odds ratios and 95% confidence intervals were computed 

in RevMan web (The Cochrane Collaboration) using the number of occurrences of the event 

(e.g., out-of-home care) and group sample sizes. If this data was missing from study reports, 

 
1 https://www.campbellcollaboration.org/escalc/html/EffectSizeCalculator-Home.php 
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we followed the same procedure outlined in the ‘Dealing with Missing Data’ section below. 

The protocol specified that if we encountered a mixture of SMDs and ORs for the one meta-

analysis that we would select the most common effect size amongst the studies to be 

synthesised so that the smallest number of effect sizes would require conversion. This issue 

was not encountered, but we will follow this approach in future updates of the review. 

To ensure that the direction of the effects accurately represented and consistent in 

syntheses, we recorded the meaning of high or low scores for each outcome measure. For 

continuous outcomes where an increase in scores represented a detrimental outcome (e.g., 

poorer development), we multiplied the mean by -1.00 so that SMDs above zero represent an 

effect in favour of the intervention and SMDs less than zero represent an effect in favour of 

the comparison condition. For categorical outcomes, we adjusted the forest plot labels to 

reflect whether the direction of the effect was in favour of the treatment or comparison 

condition. For studies not included in meta-analyses and presented as single effect sizes, we 

only report the direction of the effect if the confidence intervals included zero for SMDs or 1 

for ORs.    

Unit of Analysis Issues 

A plan for dealing with two unit of analysis issues was specified in the review protocol 

(Eggins et al., 2020). The first related to the synthesis of outcomes if studies reported more 

than one measurement time-point. We dealt with this issue by grouping outcome 

measurements into three categories: (1) post-intervention measurements < 3-months after 

treatment completion; (2) short follow-up (subsequent measure after post-intervention within 

3-months of intervention completion); (3) medium follow-up (>3 months, <6 months); and 

(3) long-term follow-up (>6 months post intervention). We then calculated and report effect 

estimates by these outcome time-points. Additional time-points were added as identified 

among included studies and are clearly reported in the results section.  

The second unit of analysis issue related to studies that contained clustering, such as 

assignment to conditions by study site or multiple cohorts of participants within conditions. 

To deal with this issue, we adjusted the standard error of the effect size using the method 
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suggested by Fu et al. (2013) and Higgins et al. (2011)1. If the included study did not report 

the required intra-class correlation coefficient (ICC), we used the approach taken by Barlow 

et al. (2016) to assess the impact of clustering on effect estimates. Specifically, in their 

systematic review of group-based parenting, Barlow et al. (2016) conducted sensitivity 

analyses to examine whether the results of their meta-analyses varied with ICCs of 0, 0.03, 

0.02, and 0.1.  

Two additional unit of analysis issue was identified during the review process. The first 

related to eight studies that included multiple treatment groups (Dawe et al., 2007; Bartle-

Haring et al., 2018; Kelley & Fals-Stewart, 2002; Quittan, 2004; Pirnia et al., 2017; Porges et 

al., 2018, Lam et al., 2008, Maguin, 1991). To deal with this issue we followed the 

recommendations by Higgins, Li, and Deeks (2019) by selecting an approach that “avoids 

arbitrary omission of relevant groups and double-counting of participants” (p. 148), such as 

combining treatment groups or separating comparisons into different analyses. Due to the 

differences in the treatments, it was not appropriate to combine treatment arms into a single 

intervention condition. Therefore, we selected the treatment that was most aligned with the 

review inclusion criteria and/or other studies included in the review, and we selected the 

comparison condition that was most aligned with the comparison conditions across a group of 

studies to be synthesised. However, for most studies, we also report supplementary effect 

estimates for treatment versus treatment, and the second treatment versus comparison. Table 

3 provides a summary of how each study with multiple treatment groups was handled in the 

review. 

A second unit-of-analysis issue identified related to a single study that reported data 

from multiple treatment cohorts/groups separately. Davis-Susser (1990) implemented the 

same child-focused group therapy program with three small groups (n = 30 total) and 

compared them to a single comparison group (n = 10). To calculate effect sizes for this study, 

the three treatment groups were combined to create one mean and standard deviation using 

the formulae suggested by Higgins et al. (2021; Section 6.5.2.10).  
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Table 3  

Approach for Handling Studies with Multiple Treatment Groups 

Study Approach Eligible Outcome 
Domains 

Bartle-
Haring et al. 

(2018) 

Families were randomised to TAU, Ecologically-Based Family 
Therapy (EBFT) at home, or EBFT in an office. The EBFT home 
condition was used as the treatment arm and the TAU condition 
was the comparison arm in meta-analyses. The rationale for this 
choice was that the vast majority of included studies were entirely 
or at least partially conducted in family homes. However, 
supplementary effect sizes for (1) office versus TAU and (2) home 
versus TAU are also provided separately, data permitting.  

Behavioural/Emotional 

Child Welfare 

Dawe & 
Harnett 
(2006) 

Families were randomised to standard care, the integrated Parents 
Under Pressure (PUP) model, or a two-session behavioural parent 
(BI) intervention. The PuP model was used as the treatment arm 
and the standard care condition was used as the comparison arm in 
meta-analyses. However, supplementary effect sizes for (1) PUP 
versus BI and (2) BI v standard care are also provided separately. 

Child Abuse Potential 

Behavioural/Emotional 

Kelley et al. 
(2002) 

Parents with drug misuse issues and parents with alcohol misuse 
issues were randomised to one of three conditions: (1) individual 
cognitive behavioural therapy (CBT) + individual behaviour 
therapy (IBT); (2) CBT + Behavioural Couples Therapy (BCT); or 
(3) CBT + Couples Based Psychoeducational Control Treatment 
(PACT). This created two independent studies, one for drug 
affected parents and one for alcohol affected parents, each with 
three conditions. Therefore, each study was treated as an 
independent study for meta-analyses. Consistent with the reasoning 
for Lam et al. (2008), (2) was used as the treatment arm and (3) 
was used as the comparison arm in meta-analyses. However, 
supplementary effect sizes for BCT versus IBT, and PACT versus 
IBT are also provided separately. 

Behavioural/Emotional 

Lam et al. 
(2008) 

Fathers in heterosexual relationships were randomised to: (1) 
individual CBT + individual behaviour therapy (IBT); (2) 
Behavioural Couples Therapy (BCT) + CBT; or (3) Parents Skills 
with Behavioural Couples Therapy (PSBCT) + CBT. The only 
difference between (2) and (3) was the integration of couples-
focused and parenting-focused content for (3). As such, the PSBCT 
was considered the most appropriate treatment arm and the BCT 
condition was considered the most appropriate comparison arm for 
meta-analyses. However, supplementary effect sizes for BCT 
versus IBT, and PSBCT versus IBT are also provided separately. 

Child Welfare 

Maguin 
(1991) 

Couples were randomised to TAU, a parenting program with only 
the mother, or a parenting program with both parents. The authors 
created a family composite score from both parents’ data for each 
outcome for participants assigned to the parenting program for both 
parents (i.e., one outcome per family). In addition, the authors most 
consistently reported outcome data that was combined for treatment 
groups. This combined data was used in effect size calculations and 
meta-analyses.  

Behavioural/Emotional 

Delinquency 

Pirnia et al. 
(2017) 

Mother-child dyads were randomised to either Cognitive 
Behavioural Therapy, Parent-Child Interactive Therapy, or a 

Behavioural/Emotional 
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control group. No post-intervention data were reported  fro the 
control group, so this study was handed a a treatment-treatment  
study. 

 

Porges et al. 
(2018) 

Children were randomised to TAU, music in original form, or 
music filtered to align the frequency and bandwidth of the music to 
everyday speech. The unaltered music condition was used as the 
treatment arm and the TAU condition was the comparison arm in 
meta-analyses. This was because this treatment condition most 
closely aligned what would be implemented in practice outside of a 
research context.  

Developmental 

Quittan, 
(2004) 

Groups were formed from administrative data based on whether 
families had engaged with a usual  FTDC model, FTDC + 
Celebrating Families!,  or usual child welfare services. Based on 
the outcome measure (reunification),  the two FTDC conditions 
were chosen for analysis, as it could not be verified if the child 
welfare  TAU group was had removed  children in order to enable  
them to ‘reunify’ and  be comparable to the FTDC conditions. 

Child Welfare 

Note. TAU = treatment-as-usual. 

 

Criteria for Determination of Independent Findings 

There are two main areas of consideration for determining independence of study 

findings: multiple reports of the same study and multiple outcomes for the one study. To 

identify dependent studies, the final corpus of included studies was first examined for 

common authors and then common intervention names. Each potential secondary report was 

carefully examined to ensure that the dates and study methodology were equivalent. 

Additional verification of dependency was provided when studies had a trial registry that was 

cited in the report or where study authors referred to secondary reports of the study. Once 

dependency was identified, all studies were electronically linked in the DistillerSR software 

and all study reports were consulted for coding, data extraction, and risk of bias assessments. 

Each study was included only once in each meta-analysis. The protocol for the review 

specified the approach for combining conceptually similar outcomes from the same study, 

however, this issue was not identified. Future updates of the review will use the approach 

outlined in the protocol (Eggins et al., 2020).  
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Dealing with Missing Data 

If no effect size could be calculated using the data reported by study authors, the 

corresponding author of the study was contacted to seek the required data. In the case that 

data could not be provided, the study was included in the study summaries, but excluded 

from the risk of bias assessment and any meta-analyses or effect estimates. 

Assessment of Heterogeneity 

The review protocol outlined the approach for assessing heterogeneity for network 

meta-analysis (NMA). Because NMA was not possible, we assessed the heterogeneity in 

effect sizes using the approach described by Higgins et al. (2019) for standard pairwise meta-

analysis. Heterogeneity was first assessed by examining the direction of the effects and the 

overlap of 95% confidence intervals for studies included in a meta-analysis. A statistically 

significant χ2 test was interpreted as the presence of heterogeneity, but a non-significant χ2 

test was not necessarily interpreted as a lack of heterogeneity given the low power of this test 

when there are few studies or small sample sizes in a meta-analysis (Higgins et al., 2019). In 

addition, I2 and τ
2 
were used to quantify the extent that heterogeneity contributed to effect 

estimates. The rules of thumb provided by Higgins et al. (2019) were used to describe the 

extent of heterogeneity, whilst also being cautious about the certainty of these thresholds if 

there are a small number of studies included in the meta-analysis and direction and size of the 

individual effects. Specifically, an I2 between 0 – 40% suggests a level of heterogeneity that 

might be important; a value between 30 – 60% may suggest moderate heterogeneity; a value 

of 50 – 90% may suggest substantial heterogeneity; and a value of 75 – 100% suggests 

considerable heterogeneity.  

Assessment of Reporting Biases 

The systematic search for this review was comprehensive by encompassing over 100 

search locations and multiple supplementary search strategies to identify unpublished 
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research. However, even this comprehensive search strategy does not ensure that all 

unpublished or unindexed research will be captured (i.e., the file drawer problem) or that all 

eligible results are included in syntheses (e.g., missing data, or non-reporting bias). Page et 

al. (2019) propose a framework for assessing reporting bias that includes an assessment of 

‘known unknowns’ and ‘unknown unknowns’. The former relates to known potential biases 

in the review results due to missing effect size data and the latter relates to potential biases in 

the review results because eligible unreported studies are not identified or included. To assess 

the ‘known unknowns’ issue, we clearly report eligible studies with missing data for each 

synthesis. To assess the ‘unknown unknowns’ issue, we had planned to inspect funnel plots 

for asymmetry for syntheses with 10 or more studies (see Eggins et al., 2020). Because none 

of the syntheses included this number of studies, we did not carry out this analysis.  

Data Synthesis 

Network meta-analysis (NMA) requires a sufficient number of effect sizes that 

compare (a) eligible treatments and comparison groups; and (b) eligible treatments with other 

eligible treatments (Wilson et al., 2016). These direct effect estimates (see Figure 2) can then 

be used to estimate indirect effects (i.e., compare interventions that have not been directly 

compared in existing evaluation studies). Reliable estimates of indirect effects requires 

meeting the transivity assumption which is evaluated by assessing the consistency between 

direct and indirect evidence in a network. However, both direct and indirect evidence is only 

available when there are closed loops in a network. Within these closed loops, it is also 

important that studies are sufficiently similar so that effect estimates are not biased. For 

example, variations in the study populations or type of outcome measurements can 

undermine the transivity assumption. In absence of closed loops or probable inconsistency, 

traditional pairwise meta-analyses with subgroup analyses can produce similar results 

(Wilson et al., 2016).  
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To assess whether NMA was a suitable synthesis approach, we first grouped all 

included studies according to conceptually similar outcome measures and measurement time-

points. Four overarching outcome domains were identified, each of which had multiple sub-

categories: child welfare, emotional and/or behavioural, developmental, and educational. 

These outcome domains and their sub-categories are outlined in Table 4.  

 
Figure 2 
 
Hypothetical Network Geometry  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Next, we closely examined the nature of the included studies and developed network 

geometries to ascertain whether the assumptions of NMA had been met. Appendix C presents 

the network geometry for all outcome categories that included more than five studies with 

sufficient data to calculate effect sizes. Five outcome categories included five or more studies 

with sufficient data to calculate effect sizes: (1) child abuse potential (post-intervention); (2) 

Control Condition 

Family Drug Treatment 
Courts Parenting Focused 

Interventions 

Home-Visiting 

A  

B  

C  

D  

Indirect effects 
Direct effects 
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cognition (post-intervention); (3) parent-reported total problem behaviours (post-intervention 

and short-term follow-up); (4) parent-reported child externalising behaviours; and (5) 

parental custody (post-intervention). 
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Table 4  

Identified Outcome Domains and Measurement Methods 

Child Welfare Domain (k = 51) 

Subcategory Measurement Mode of 
Measurement 

N Studies 
(n with 

Effect Size 
Data)1 

Abuse, maltreatment, neglect Active investigation 
Recurrence and/or substantiated maltreatment, neglect, or abuse 

Official data 9 (3) 

Child abuse potential Adult-Adolescent Parenting Inventory (AAPI-2) 
Brief Child Abuse Potential Inventory (BCAP) 
Child Abuse Potential Inventory (CAPI) 
Parental Acceptance/Rejection Questionnaire (PARQ) 

Parent-report* 
Parent-report* 
Parent-report* 
Parent; Child-report* 

12 (9) 

Out-of-home care Time in care 
Number of removals 
Type of placement (e.g., foster, kinship) 
Placed in out-of-home care (Yes/No) 
Re-entry after reunification (Yes/No) 

Official data 20 (8) 

Parental custody Residing with parent or parental custody (not in context of reunification or permanency) 
Discharged with mother postpartum (not in context of reunification or permanency) 

Parent-report; official 
data 

12 (12) 

Permanency Time to permanency 
Permanency plan in place (Yes/No) 
Permanency has occurred (Yes/No) 
Type of permanency (e.g., relative, parent, adoption0 

Official data 13 (5) 

Reunification Time to reunification 
Reunification has occurred (Yes/No) 

Official data 22 (5) 

Termination of parental rights Permanent removal or guardianship with a carer other than a parent Official data 5 (2) 
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Child Development Domain (k = 17) 

Subcategory Measurement Mode of 
Measurement 

N Studies 
(n with 

Effect Size 
Data)1 

Cognition Bayley III Developmental Screener (Cognitive scale) 
Bayley Scales of Infant Development II (Mental Development Index) 
Bayley Scales of Infant Development III (Cognitive scale) 
Differential Ability Scales (General Conceptual Ability Composite) 
Stanford-Binet Intelligence Scales (Full-Scale IQ) 

Direct assessments* 10 (8) 

Executive function Behaviour Rating Inventory of Executive Function 
Connor’s Parent Rating Scale 
The Revised Behaviour Problem Checklist (Attention Problems and Motor Excess subscales) 
Strengths and Difficulties Questionnaire (Hyperactivity-Inattention subscale) 

Parent-report* 
Parent-report* 

Parent-report* 

Parent-report* 

4 (2) 

Language Bayley III Developmental Screener (Receptive & Expressive Communication scales) 
Bayley Scales of Infant Development III (Receptive & Expressive Communication scales) 
Preschool Language Scale IV 
Reynell Developmental Language Scales (Verbal Comprehension & Expressive Language scales) 
Sequenced Inventory of Communicative Development-Revised (SICD-R) 

Direct assessment* 
Direct assessment* 

Not reported 
Parent-report* 

Direct assessment* 

6 (5) 

Motor skills Bayley III Developmental Screener (Fine & Gross Motor scales) 
Bayley Scales of Infant Development III (Fine & Gross Motor scales) 
Bayley Scales of Infant Development II (Psychomotor Developmental Index) 
Peabody Developmental Motor Scales (Fine & Gross Motor Scales) 

Direct assessments* 7 (5) 

Social skills Adaptive Social Behaviour Inventory (Expressiveness subscale) 
Child Behaviour Checklist (Social Problems subscale) 
Early Communication Scales 
Index of Peer-Relations 
Personality Inventory for Children (Social Skills subscale) 
Social Skills Rating System 
Strengths and Difficulties Questionnaire (Peer Problems subscale) 

Parent-report* 
Parent-report* 

Direct assessment* 
Child-report 

Parent-report* 
Parent-report 
Parent-report* 

7 (5) 

Sleep Child Behaviour Checklist (Sleep subscale) Parent-report* 2 (2) 
General adaptive / Overall 
general development 

Bayley Scales of Infant Development III (General Adaptive scale) 
Personality Inventory for Children (Cerebral Dysfunction, Intellectual Screening, Development) 
Development within normal limits (not otherwise specified) 
Engagement with early intervention services 

Direct assessment* 
Parent-report* 

Practitioner-report 
Parent-report 

4 (2) 
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Child Emotional / Behavioural Domain (k = 41) 

Subcategory Measurement Mode of 
Measurement 

N Studies 
(n with 

Effect Size 
Data)1 

Total problem behaviours Adlerian Parental Assessment of Child Behaviour Scale 
AML Behaviour Rating Scale 
Behavioural Assessment System for Children (Behaviour Symptom Index) 
Brief Infant and Toddler Socio-Emotional Adjustment Scale (Problem subscale) 
Child Behaviour Checklist (Total Problems composite) 
Paediatric Symptom Checklist 
Social Skills Rating Scale (Problem Behaviour subscale) 
Strengths and Difficulties Questionnaire (Total Problems subscale) 
Walker Problem Behaviour Checklist 
Behavioural Assessment System for Children (Clinical scale; Behaviour Symptoms composite) 

Parent-report 
Teacher-report 
Parent-report* 
Parent-report* 
Parent-report* 
Parent-report* 
Parent-report 
Parent-report* 
Teacher-report 
Child-report* 

20 (13) 

Internalising problems Child Behaviour Checklist (Internalising composite) 
Behavioural Assessment System for Children (Internalising composite) 
Personality Inventory for Children (Internalisation subscale) 
Revised Behaviour Checklist (Internalising composite) 
Behavioural Assessment System for Children (Emotional Symptoms Index; Clinical 
Maladjustment; Personal Adjustment) 
Youth Self Report (Internalising composite) 
Strengths and Difficulties Questionnaire (Emotional Problems score) 

Parent-report* 
Parent-report* 
Parent-report* 
Parent-report 
Child-report* 

 
Child-report* 

Parent, child report* 

12 (9) 

Externalising problems Adaptive Social Behaviour Inventory (Disruption subscale) 
Aggression Questionnaire (researcher developed) 
Behavioural Assessment System for Children (Externalising composite) 
Child Behaviour Checklist (Externalising composite; Aggression subscale) 
Revised Behaviour Checklist (Externalising composite) 
Negative behaviours (composite formed via factor analysis using items from existing measures) 
Personality Inventory for Children (Externalisation subscale) 
Revised Behaviour Problem Checklist (Conduct Disorder subscale) 
Strengths and Difficulties Questionnaire (Conduct Problems subscale) 
Youth Self Report (Externalising composite) 

Parent-report* 
Parent-report 
Parent-report* 
Parent-report* 
Parent-report 
Parent-report 
Parent-report* 

Parent, child report* 
Parent-report* 
Child-report 

15 (12) 

Antisocial / Delinquent 
behaviour 

California Test of Personality (Antisocial Tendencies subscale) 
Child Behaviour Checklist (Rule-Breaking subscale) 
Personality Inventory for Children (Delinquency subscale) 
Self-report measures developed by study authors for specific behaviours (e.g., stealing, property 

Child-report* 
Parent-report* 
Parent-report* 

Parent, child-report 

6 (4) 
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damage, setting fires)  
Anger Spielberger’s State-Trait Anger Expression Inventory 2nd Edition (STAXI-2) Child-report* 1 (1) 
Anxiety Child Behaviour Checklist (Anxiety subscale(s)) 

Personality Inventory for Children (Anxiety subscale) 
Revised Behavior Problem Checklist (Anxiety Withdrawal subscale) 
Revised Manifest Anxiety Scale (R-MAS) 
Spence Anxiety Scale 

Parent-report* 
Parent-report* 
Parent-report* 
Child-report* 
Parent-report* 

8 (7) 

Assertiveness Gambrill-Richey Assertion Inventory Child-report 1 (1) 
Child substance use Form 90 

Children's Questionnaire on Drinking and Survey of Attitudes & Behaviour 
Health and Daily Living Form (Youth, HDLF-Y, Risk-Taking subscale) 
Self-report measures developed by study authors for specific substances or knowledge of 
substance misuse 

Child report* 
Child-report 
Child report* 
Child-report 

5 (2) 

Coping Coping Resources Inventory 
Coping Strategies Inventory 
Questionnaire for the Measurement of Stress and Coping in Children and Adolescents 

Child-report* 
Child-report 
Child-report 

3 (0) 

Coping (specific) Self-report measure developed by authors to ascertain coping regarding parent substance misuse Child-report 2 (2) 
Depression Beck Depression Inventory II 

California Test of Personality (Withdrawal Tendencies) 
Child Depression Inventory 
Health and Daily Living Form (Youth, HDLF-Y, Distressed Mood subscale) 
Personality Inventory for Children (Depression subscale) 
Reynolds Adolescent Depression Scale II (Korean translation) 

Child-report* 
Child-report* 
Child-report* 

Child-report* 

Parent-report* 

Child-report* 

10 (5) 

Distress (specific) Self-report measure developed by authors to ascertain distress regarding parent substance misuse Child-report 1 (1) 
Happiness Oxford Happiness Questionnaire 

Health and Daily Living Form (Youth, HDLF-Y, Positive Mood subscale) 
Child-report* 
Child-report* 

2 (1) 

Isolation (specific)  Self-report measure developed by authors to ascertain isolation linked to parent substance misuse Child-report 1 (1) 
Locus of control Nowicki-Strickland Locus of Control Scale Child-report* 3 (2) 
Loneliness Children’s Loneliness Questionnaire Child-report 1 (0) 
Prosocial behaviour Adaptive Social Behaviour Inventory (Compliance subscale) 

Prosocial behaviours (composite formed via factor analysis using items from several existing 
measures, e.g., compliance, politeness) 
Strengths and Difficulties Questionnaire (Prosocial subscale) 

Parent-report* 
Parent-report 

 
Parent-report* 

4 (3) 

Psychological wellbeing KIDSCREEN-27 (Psychological Wellbeing subscale) Child-report* 1 (0) 
Psychotic behaviour Revised Behaviour Problem Checklist (Psychotic Behaviour subscale) Parent-report* 1 (1) 
Resilience Korean Adolescent Resilience Scale 

Resilience (functioning) composite formed from self-report data (enrolled in school/employed; 
absence of substance misuse; absence of engagement with criminal justice system) 

Child-report 
Child-report 

2 (1) 
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Self-concept Personal Attribute Inventory for Children 
Piers-Harris Self Concept Scale 
Self-Perception Profile for Children (Total score) 

Child-report 
Child-report 
Child-report 

7 (3) 

Self-efficacy Generalised Self-Efficacy Scale Child-report 1 (0) 
Self-worth California Test of Personality (Self-Worth subscale) Child-report*  
Sexual risk-taking Self-report measure developed for purposes of research/evaluation Child-report 1 (1) 
Social support KIDSCREEN-27 (Peers and Social Support subscale) Child-report* 1 (0) 
Socio-emotional competencies 
/ functioning 

Bayley Scale of Infant Toddler Development III (Socio-Emotional scale) 
Brief Infant and Toddler Socio-Emotional Adjustment Scale (Competence subscale) 
Behavioural Assessment System for Children 
Behavioural and Emotional Rating Scale 
Self-Perception Profile for Children (Social Competence subscale) 

Parent-report* 
Parent-report* 

Parent, child, teacher* 
Parent-report* 
Child-report 

6 (0) 

Stress Self-Perception Profile for Children (Physical Stress Symptoms subscale) 
Salivatory measure of cortisol 

Child-report 2 (1) 

Trauma Child Behaviour Checklist (Trauma subscale) Parent-report* 1 (1) 

Child Educational Domain (k = 7) 

Subcategory Measurement Mode of 
Measurement 

N Studies 
(n with 

Effect Size 
Data)1 

Academic Achievement Personality Inventory for Children (Achievement subscale) 
Likert scale developed by study authors 
Lafayette Clinic School Information Form (academic achievement subscale) 
Grades achieved ( A – F) 

Parent-report* 
Child-report 

Teacher-report 
Official data 

4 (3) 

Academic competence Self-Perception Profile for Children (Academic Competence subscale) Child-report 1 (0) 
Adjustment to school / 
Integration into school 

Behavioural Assessment System for Children (School Maladjustment subscale) 
Health and Daily Living Form (Youth, HDLF-Y, Social Integration subscale) 

Child-report* 

Child-report* 
2 (0) 

Learning difficulties AML Behaviour Rating Scale (Learning Problems subscale) 
Personality Inventory for Children (Learning Disabilities Prediction subscale) 
Lafayette Clinic School Information Form (problems not otherwise specified) 
Receipt of special education services  

Teacher-report 
Parent-report* 
Teacher-report 
Official data 

4 (2) 

Remediation Lafayette Clinic School Information Form (recommendations for remediation) Teacher-report 1 (0) 
School attachment  Likert scale developed by study authors Child-report 1 (1) 
Truancy Presence of a truancy flag in academic records Official data 1(1) 
Note: 1 Represents the number of studies per category regardless of measurement time-point or respondent. Studies in each synthesis are group by respondent and 

measurement time-point, so will contain a smaller number of studies. * Indicates measure is standardised with associated psychometric studies, norms, and/or clinical 
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cut-offs. 
 
 
  



INTERVENTIONS FOR FAMILIES WITH PARENTAL SUBSTANCE MISUSE  

 

68 

To construct the network diagrams, we classified each included study into an 

intervention and comparison category. It is important to note that participants in many of the 

included studies received both treatment-as-usual and the intervention under consideration. 

Moreover, treatment-as-usual in some studies could be considered an alternative treatment 

whereby participants in some studies received a clearly specified intervention that was 

labelled ‘treatment-as-usual’, such as methadone or engagement with an unenhanced 

‘generic’ Family Treatment Drug Court. Therefore, when developing the network diagrams, 

the full treatment received by both the intervention and comparison conditions were coded on 

the presence or absence of nine intervention components (see Table 5 below). The 

intervention and comparison arms within each study were then classified into mutually 

exclusive nodes representing the nature of the treatment approach. These nodes were then 

joined by lines if they had been directly compared in one or more studies. In other words, the 

nodes represent competing interventions and/or comparisons and the lines connecting the 

nodes reflect direct comparisons between nodes (Chaimani et al., 2013; Mavridis et al., 

2015). The weight of the lines in the network diagrams represent the number of studies with 

the respective comparison and the size of the nodes reflect the number of participants 

included in the node. 

Of the six networks constructed, four contained a single closed loop but these were 

based on single studies with very small sample sizes. In addition, effect modifiers were 

unevenly distributed across nodes (e.g., population, treatment intensity, outcome 

measurement) which undermines the transivity assumption. Therefore, we concluded that 

traditional pairwise meta-analysis, with subgroup analysis (data permitting) was the most 

appropriate synthesis technique (Wilson et al., 2016). We used RevMan web to conduct 

random-effects inverse variance meta-analyses where there was at least two independent 

studies. We were cognisant that the comparison conditions across the studies was variable, 
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whereby what some authors termed treatment-as-usual, other authors labelled a similar 

approach as an attentional control or alternative intervention. To determine the 

appropriateness of combining studies in a treatment–comparison meta-analysis and/or 

separately in a treatment–treatment meta-analysis, we examined the nature of the comparison 

conditions in a grouping of studies, ignoring the labels applied by study authors. If the 

comparison conditions were sufficiently similar, we combined them in a treatment–

comparison pairwise meta-analysis. If studies clearly utilised an alternative treatment, these 

studies were synthesised separately with either single effect sizes or with meta-analysis if 

there were two more studies with sufficiently similar comparators. The results of the meta-

analyses are displayed in forest plots that include the mean effect size and corresponding 

95% confidence intervals. 
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Table 5  

Categories for Intervention Components  

Intervention Component 
Category Definition Examples 

Parent substance misuse Explicit treatment component focused on reducing parental 
substance misuse 

Pharmacology (e.g., opioid replacement therapy), residential 
treatment facility, group or individual therapy focused on 
substance misuse (e.g., Motivational Interviewing, Reinforcement-
Based Therapy) 

Parent-focus Explicit therapeutic component focused on supporting parents 
with issues other than substance misuse 

Group or individual therapy for mental health issues or to improve 
emotion regulation, couples-focused therapy 

Parenting skills Explicit therapeutic component focused on building parents’ 
knowledge and skills in relation to developmentally appropriate 
parenting behaviours 

Behavioural based parent-skills training (e.g., time-out and 
reinforcement techniques, Systematic Training for Effective 
Parenting program, Incredible Years program)  

Parent-child relationship Explicit therapeutic component focused on the quality of the 
parent-child relationship, attachment, or parent-child interactions 

Intervention techniques focused on emotional availability or 
parent reflective functioning 

Child-focus Explicit therapeutic component that is focused on the child only Health approaches administered directly with the child (e.g., 
pharmacology for Neonatal Abstinence Syndrome), early 
developmental approaches administered directly with the child in 
individual or group settings (e.g., developmental play groups), 
individual or group therapy programs to support school-aged 
children who have a substance misusing parent 

Family-focus Explicit therapeutic component that is focused on the overall 
family rather than specific individuals or dyads within the family 

Family Behaviour Therapy, Building Stronger Families program, 
therapeutic techniques that focus on enhancing the functioning of 
families (e.g., routines) 

Case-management, tangible 
supports, usual services 

Treatment approach that aims to plan and/or coordinate treatment 
services, provide advocacy, provide practical support to facilitate 
access to treatment, and/or support the health of families through 

Recovery coaches, case management or service coordination (not 
otherwise specified), prenatal care, early childhood development 
check-ups, provision of transport or childcare, referrals to services 
as required by families, acting as a support person at appointments 
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usual services  (legal, child welfare, health) 

Child welfare Treatment component that is explicitly implemented by child 
welfare organisations or practitioners with the overarching aim of 
maintaining the safety of children  

Often usual services, including: investigating reports of 
maltreatment, neglect and/or abuse; developing plans for 
maintaining and monitoring child safety, developing plans for 
permanency and/or reunification 

Legal Treatment component directly tied to legislative or legal 
institutions, often focused on decisions pertaining to child custody 
and abstinence from substances 

Family Treatment Drug Court models, legislation that requires 
mandatory reporting when parental substance misuse is detected 



INTERVENTIONS FOR FAMILIES WITH PARENTAL SUBSTANCE MISUSE  

 

72 

  

Subgroup Analysis, Sensitivity Analysis, and Investigation of Heterogeneity 

The review protocol outlined the planned approach for conducting subgroup analyses 

and investigating heterogeneity.  Due to the low number of studies across all syntheses, 

subgroup analyses were considered inappropriate due to the high likelihood of them being 

statistically underpowered (Deeks et al., 2019; Pigott, 2020). If moderate to high levels of 

heterogeneity were detected, we examined the studies included in the meta-analysis for 

possible sources of heterogeneity. First, we coded all studies on the a priori specified 

moderator variables: child age, intervention setting, practitioners implementing the 

intervention, type of parental substance misuse, and type of outcome measurement. We then 

examined if any of the included studies was an outlier on these effect moderators. If so, we 

conducted sensitivity analyses to examine if the precision of the meta-analysis changed with 

the removal of the study. If the studies fell into mutually exclusive categories according to 

the a priori moderators, we divided studies according to these categories and conducted 

separate analyses. For both approaches, we report the original analysis and the results of the 

sensitivity analyses and/or separated analyses. 

If the above approaches did not identify potential sources of heterogeneity or the 

studies did not differ according to the a priori moderators, we then examined other features of 

the studies that could isolate outliers or signal that the studies needed to be divided into 

separate analyses. Characteristics of studies that were considered included: research design 

(e.g., RCT versus quasi-experiment), study population (e.g., mothers versus both mothers and 

fathers), duration and intensity of the intervention, format of the intervention (e.g., group 

versus individual), and specific intervention components (see Table 5). We then followed the 

same analytic approach as outlined above for the a priori moderators.  
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Results 

Results of the Search 

The entire search identified 147,412 records, of which 82,864 were duplicates or 

written in languages other than English. Figure 2 provides an overview of the screening 

stages, the number of exclusions, and the reasons for exclusions. The title, abstract, and 

citation details of all unique results captured by the systematic search of databases were 

imported into DistillerSR for screening. The grey literature search captured 8,345 records 

which were screened outside of reference management software. Of these records, 232 were 

deemed potentially eligible and were manually added to DistillerSR for eligibility screening. 

We manually screened 40,985 records at the first stage of title and abstract screening 

before reaching the stopping threshold specified in the ‘Selection of studies’ section. The 

remaining 15,450 records were classified as exclusions. Of the 23,173 records progressing to 

the second stage of title and abstract screening, we manually screened 14,280 records before 

reaching the stopping threshold specified in the ‘Selection of studies’ section. The remaining 

1,472 were classified as exclusions.  

A total of 7,421 records progressed to the full-text screening stage. Of these, 38 were 

potentially eligible ongoing or inactive trials (e.g., protocols or trial registers) and 346 were 

relevant reviews that were harvested. We could not determine final eligibility for 670 

documents at the time of submission, as they were either (a) written in languages other than 

English (n = 122 in languages other than English), or (b) still on order with institutional 

libraries, or we were awaiting responses from study authors regarding eligibility (n = 548). 

Of the 7,421 documents progressing to final eligibility screening, we manually screened 

5,541 documents before reaching the stopping threshold specified in the ‘Selection of studies’ 

section. The remaining 1,880 documents were classified as exclusions. Overall, 207 
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documents were deemed to meet the review eligibility criteria and these documents 

represented 85 unique studies.   

 

Figure 3 
PRISMA Flow Diagram 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  

 Records on title and abstract 
(first stage) 
n = 54,435 

(40,985 human; 15,450 machine) 
 

Duplicate or ineligible document type n = 592 
Ineligible population n = 17220 
Machine excluded n = 15,450  

 

Records eligible for full-text 
eligibility screening  

n = 7,421 

Harvested review n = 346 
Ongoing or inactive trials n = 38 
On order or awaiting classification n = 670 

Duplicate or ineligible document type n = 351 
Ineligible population n = 424 
Ineligible intervention n = 71 
Ineligible outcome n = 862 
No impact evaluation using eligible research 
design (n = 2,451) 

 

Studies included in review  
n = 85 (207 reports)  

 

Studies included in meta-analyses or effect size 
calculations  

n = 55 

Records identified in systematic search up to April 2021  
n = 147,412 

 
Duplicates and LOTE removed n = 82,864 
Grey literature screened and excluded outside 
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 Records on title and abstract 
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(14,280 human; 1,472 machine) 

 

No report on eligible intervention n = 14,280 
Machine excluded n = 1,029  
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Description of Studies 

Included Studies. The 85 included studies (reported in 207 documents) encompassed a 

wide range of document types, including peer-reviewed journal articles (n = 139; 67.15%), 

conference presentations (n = 27; 13.04%), dissertations (n = 15; 7.25%), trial protocols or 

registries (n = 5; 2.42%), and book chapters, technical reports, or evidence summaries (n = 

21; 10.14%). The following subsections summarise the nature of the included studies 

according to geographical location, funding source, research design, sample size and 

sociodemographic characteristics, intervention characteristics, and measured outcomes. 

Further details about the nature of the interventions are provided in the ‘Characteristics of 

included studies’ tables in Appendix D. 

Geographical location and funding. The vast majority of studies were conducted in 

the United States (k = 68; 80%), with the remaining studies distributed across the United 

Kingdom (k = 4), Iran (k = 4), Germany (k = 3), Australia (k = 2), Canada (k = 2), Span (k = 

1) and South Korea (k = 1). Most studies reported receiving funding support (k = 72; 

84.71%), usually from government departments (k = 46; 54.12%), philanthropic, corporate or 

community organisations (k = 15; 17.65%), or a mixture of both (k = 9; 10.59%).   

Research designs. Close to half of the included studies were randomised controlled 

trials (RCTs; k = 42; 49.41%), and the remainder were matched (k = 20; 23.53%) and 

unmatched control group designs (k = 23; 27%). Most studies utilised a single treatment 

condition compared to a treatment-as-usual (TAU) comparison condition (k = 42; 49.41%), 

with studies varying greatly in the degree of detail about the exact nature of TAU. Two 

studies (2.35%) used waitlist control groups, but specified that participants received TAU in 

the interim, with four studies reporting use of a waitlist control without further specification 

(4.71%). Ten studies (11.76%) specified a no treatment control group or a control group with 

no further specification. Five studies randomised participants to one of three treatment 
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conditions (5.88%) and five studies (5.88%) allocated participants to either one of two 

treatment conditions or a TAU, waitlist control, or a control condition not otherwise 

specified. Seventeen studies utilised clearly specified alternative treatments (20%), with some 

studies classifying these as attentional control conditions (e.g., Broning et al., 2019; Mitrani 

et al. 2008).  

Over half of the included studies had probable or confirmed of clustering (k = 46; 

54.12%), including clustering of multiple children within families, multiple recruitment and 

treatment sites, and multiple treatment cohorts within the treatment condition. None of the 

studies randomised participants by cluster, none reported intraclass correlations (ICC), and 

very little detail was reported on the exact size of the clusters to enable precise adjustments to 

effect size calculations.  

Recruitment, eligibility, and sample size. Studies varied substantially in the level of 

detail provided about recruitment processes, eligibility criteria, attrition, and 

sociodemographic characteristics of their sample. Most studies (k = 77; 90.59%) recruited 

participants in the post-partum period with direct intervention participants ranging from 

children only (k = 16; 18.82%); parents only (k = 12; 14.12%); or a combination of children, 

parents, and/or the entire family unit (k = 57; 67.06%).  

The 85 studies included approximately 20,808 participants, excluding one outlier 

comprising 350,604 cases from a large-scale study of child welfare related legislation in the 

context of parental substance misuse across 50 American states between 2005 and 2017 

(Sanmartin et al., 2020). To calculate this total number of participants, the number of 

participants at the first outcome measurement time-point was used, as this was the most 

consistently reported across all studies. Assigned total sample sizes ranged from 20 (Lam et 

al., 2008) to 3,440 (Ryan et al., 2014), with the one outlier study comprised of 350,604 cases 

(Sanmartin et al., 2020). For studies that clearly reported attrition from the point of 
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assignment or start to of treatment to post-treatment outcome measurement (k = 64; 75.29%), 

attrition for total samples were distributed across the following categories: 0% attrition (k = 

34); ≤ 10% attrition (k = 8), ≤25% attrition (k = 13), and ≥25 but ≤47% attrition (k = 9). It 

should be noted that most of the studies with 0% attrition were retrospective case control 

studies using official data, which are arguably less prone to attrition. When attrition was 

clearly reported by group (k = 65; 76.47%), it was evenly distributed across treatment and 

comparison conditions in most cases (k = 38). In 19 studies, there was a difference in attrition 

between groups of >5%, with (a) the attrition being larger in the treatment versus comparison 

group for 11 studies; and (b) the attrition being larger in the comparison versus treatment 

group for 8 studies. Of the RCTs (k = 42), 76.19% included a CONSORT flow diagram or 

clear descriptions of attrition and associated reasons from the point of assessment for 

eligibility to follow-up outcome measurements.  

The recruitment process varied in terms of method and level of detail provided. Five 

studies (5.88%) reported no clear recruitment process or source of study referral and a further 

7 studies (8.24%) reported their referral source, but not the process of recruitment or 

assessment for study eligibility. Twenty-one studies (24.71%) retrospectively reviewed cases 

to form treatment and comparison groups and so did not describe physical recruitment 

processes. The remaining studies recruited participants following a positive drug/alcohol 

toxicology result (k = 1; 1.18%); researcher invitation at treatment sites (k = 5; 5.88%); 

information sessions or advertisements (k = 5; 5.88%); referral by practitioners in the 

community or health care settings, or upon enrolment for substance misuse treatment (k = 29; 

34.12%); or a mixture of these approaches (k = 12; 14.12%). Specific referral sources 

included schools (k = 6; 7.06%); judges or criminal justice practitioners (k = 5; 5.88%); 

community-based social services (k = 8; 9.41%); practitioners at medical or substance misuse 
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treatment facilities (k = 17; 10%); child welfare practitioners (k = 8; 9.41%); or a mixture of 

these sources (k = 14; 16.47%). 

A total of 12 studies reported no eligibility criteria for study participation (k = 8; 

14.12%). For the remaining 73 studies, the number and nature of eligibility criteria varied. 

Most studies required that parents have either verified substance misuse or a specific 

substance use disorder (k = 64; 75.29%). A quarter of the included studies explicitly focused 

on mothers (k = 22; 25.88%), with 6 studies focusing recruitment on fathers, with 

supplementary recruitment of spouses or co-parents (7.06%). Twenty-six studies (30.59%) 

had child-welfare related eligibility criteria, such as the child residing in out-of-home care, an 

open child welfare investigation, or high-risk for entry into the child protection system. 

Twenty-seven studies (31.76%) also specified that at least one child resided with the 

participating parent or that there was frequent contact or a plan for reunification in place.  

Over a third of the included studies (k = 34; 40%) specified child age restrictions, with 

2 studies including any children under 16-years (2.35%); 2 studies only including children < 

5 or 6 years (2.35%); 3 studies specifying inclusion of children only < 3 years (3.53%); and 4 

studies including infants at birth (4.71%). The remaining studies specified specific age 

ranges, which spanned from age 3 up to 16, with an average of 6.61 years covered by the age 

range included in the study.   

Over a quarter of the included studies (k = 22; 25.88%) specified eligibility criteria 

pertaining to children’s birth, health, and development, including: gestation at birth, absence 

of major developmental disorders or health condition, or positive toxicology screening 

results. Sixteen studies (18.82%) also specified eligibility criteria pertaining to the 

participating parent, including: absence of cognitive impairment, active psychosis, or other 

unstable mental or medical illness. Other less common eligibility criteria included absence of 

specific offences or types of abuse (e.g., child sexual abuse, active family violence), no 
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current or past participation in similar interventions, specific participant written and spoken 

language (e.g., German, English), and geographical area restrictions (e.g., health districts or 

hospitals).   

Parent and family-level sociodemographics. Nine studies reported no parent or family-

level data (10.59%) and 14 studies (16.47%) reported very limited parent or family-level 

data. Studies also varied in whether they reported parent sociodemographics by condition, for 

the overall sample, or both. Although not all studies explicitly excluded fathers, the vast 

majority of studies with parent sociodemographic data included mothers only or samples 

predominantly comprised of mothers (k = 49; 57.65%). Nine studies included either fathers 

only or heterosexual couples as the parent participants (10.59%). Mean parent age ranged 

from 18 – 45.3 years. Of the 45 studies that reported parent ethnicity, most reported white or 

Caucasian as the largest proportion of study participants (k = 32; 71.11%), with 15 studies 

reporting African American, American Indian, or Hispanic ethnicities as the largest 

proportion of study participants (17.65%).  

Just over a third of the included studies (k = 30; 35.29%) did not report the specific 

type of parental substance use, and for those that did report substance use, 9 focused 

exclusively on alcohol misuse (10.59%), 24 reported exclusively drug misuse (28.24%), and 

22 reported both drug and alcohol misuse (25.88%). Six studies either reported opioid 

maintenance therapy in their sample descriptive data or specified that included participants 

were enrolled in opioid maintenance therapy (7.06%). A total of 50 studies (58.82%) 

explicitly measured and/or reported parental substance misuse at baseline using one or more 

of the following measures: Structured interviews in standardised diagnostic format or 

developed for gathering a comprehensive drug history (k = 18; 21.18%); official data from 

medical records or child welfare (k = 20; 23.53%); toxicology screening (k = 12; 14.12%); 

Addiction Severity Index (k = 7; 8.24%); Timeline Follow Back (k = 6; 7.06%); and/or other 
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standardised measures such as the Severity Dependence Index, Drug Use Disorders 

Identification Test or Substance Abuse Subtle Screening Inventory 3 (k = 5; 5.88%). Of the 

36 studies that did not explicitly measure or report parental substance misuse at baseline, 

substance use was verified by one or more of the following: official data from medical 

records or child welfare (k = 19; 22.35%); practitioner referral for substance misuse or 

current participation in treatment for substance misuse (k = 14; 16.47%); parent self-report of 

problematic substance use (k = 6; 7.06%); positive toxicology (k = 3; 3.53%); child-report of 

parental substance misuse (k = 4; 4.71%); and/or reported as meeting specific diagnostic 

criteria or level of use (k = 3; 3.53%).  

Twenty-two studies reported the number of children per family (25.88%), and the 

average ranged from 1.67 to 3.5, with 2 studies (2.82%) reporting over half of the participants 

having > 3 children. Thirty-three studies reported marital status or family structure (38.82%), 

and among these studies, the largest category was single-parent families or parents who 

reported being single, never married, or separated/divorced (k = 23; 27.06%).  

Seventeen studies (20%) reported data on parental comorbidities, comprised mostly of 

mental health diagnoses, symptomology, or use of psychopharmacology (k = 13). A smaller 

number of studies also reported data on adverse childhood experiences (e.g., child abuse; k = 

4) or medical illnesses (e.g., HIV; k = 3). Nineteen studies reported current or previous 

involvement with the child welfare system (29.58%), with a further 20 studies (23.53%) that 

did not report child welfare data as part of the sample description, but where the parent or 

family were drawn or referred from child welfare.  

Child sociodemographics. Sixty-one studies (71.76%) reported child 

sociodemographic data beyond just age. Sixty-two studies (72.94%) reported mean child ages 

or proportions by child age. Based on the mean age or the largest proportional age category, 

the studies fell into the following categories: (a) < 12-months (k = 14); (b) ≤ 3 years (k = 5); 
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(c) ≥ 3 but ≤ 5 years (k = 7); (e) > 5 but ≤ 10 years (k = 16); >10 years (k = 14); and (f) child 

ages spanning multiple categories, but under the age of 18 as the upper limit (k = 6). Other 

types of sociodemographic data reported for children included gender, ethnicity, birth 

information, and/or comorbid diagnoses. However, this information was only sporadically 

reported across the included studies and so full detail is provided only in the ‘Characteristics 

of included studies’ tables in Appendix D.  

Outcomes. Eligible outcomes were measured shortly after treatment completion (post-

intervention) without a baseline measure for 22 studies (24.71%), and with a baseline 

measure for 33 studies (38.82%). A total of 14 studies (16.47%) measured their first post-

intervention outcome measure more than 3-months after treatment completion, and another 

17 studies did not clearly specify the timing of the outcome post-intervention completion or 

used time-to-event designs whereby the post-intervention period varied by participants 

(20%). Of the 85 included studies, 24 included at least one follow-up outcome measure after 

the initial post-intervention measure (28.24%), and these ranged from 3-months to 10-years.  

As can be seen in Table 4 above, a wide variety of outcome measures were captured by 

the included studies. The number of conceptually distinct outcomes per study ranged from 1 

(k = 22) to 23 (k = 1), with most studies (k = 51; 60%) reporting between 2 and 6 outcomes. 

The greatest number of studies reported an outcome falling into the child welfare domain 

which included standardised measures of child abuse potential and official child welfare data 

(k = 51; 60%). The next largest outcome category was emotional/behavioural (k = 41; 

48.24%), followed by developmental (k = 17; 20%), and then educational (k = 7; 8.24%). In 

terms of mode of measurement, 11 studies (12.94%) utilised direct standardised 

neurodevelopmental or psychological assessment tools and 45 studies (52.94%) utilised self-

report instruments that were either standardised or developed for the purposes of the research 
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(either parent, child, or teacher-report format). A total of 39 studies (45.88%) reported at least 

one outcome comprised of official data (e.g., child welfare data). 

Overall, there was a significant amount of missing data across the 85 included studies. 

Missing data ranged from complete omission of results – aside from a statement of non-

significance – to missing statistical data required to calculate effect sizes (e.g., standard 

deviations or equivalent). Of the 85 included studies only 58 reported data sufficient to 

calculate effect sizes for at least one outcome (68.24%). Across these 58 studies, there was 

also variability in the completeness of data reported by different outcomes domains, whereby 

11 studies with more than one eligible outcome did not report sufficient data to calculate 

effect sizes for all eligible outcomes. Attempts have been made to contact all study authors 

for missing data, and the most complete data as of November 2021 is reported here. Of 

studies with data missing across all reported eligible outcomes (k = 27), the number of 

outcomes ranged from 1 to 8, with 17 studies missing data for a child welfare outcome, 11 

studies for a child behavioural or emotional outcome, and 3 for a child developmental 

outcome. The specific nature and extent of missing data is reported by outcome category in 

the ‘Effects of interventions’ section below.  

Interventions. The included studies encompassed a variety of intervention models, that 

were most cohesively categorised by focus of the intervention and/or each of its components. 

In relation to the objectives of the review, 77 studies (90.59%) included an intervention 

component that was psychosocial in nature, 21 studies (24.71%) included a pharmacological 

intervention component, and 31.76 studies (33.80%) included a regulatory or legalistic 

intervention component. After coding for the presence or absence of the intervention 

components detailed in Table 5, it became clear that over three-quarters of included studies (k 

= 65 studies; 76.47%) evaluated interventions that integrated one or more psychosocial, 

pharmacological, and/or legal components.  
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Most studies included an explicit substance misuse treatment component for parents (k 

= 51; 60%), with therapeutic approaches (k = 45; 52.91%) more common than 

pharmacological approaches (k = 17; 20%). Thirty-two studies included a parent-focused 

therapeutic component, with individual therapy not explicitly focused on substance misuse 

being the most common (k = 27; 31.77%), followed by couples or relationship focused 

therapeutic components (k = 15; 17.65%). Notably, 15 studies (17.65%) included treatment 

strategies focused on emotion regulation and/or mindfulness. A substantial portion of the 

studies (k = 47; 55.29%) included a parenting component, with 37 studies (43.53%) including 

a parent-skills component and 27 studies (31.77%) including a component with a greater 

focus on the parent-child relationship and/or attachment. In terms of child-level focus, 27 

studies (31.77%) included an intervention component focused on child health and/or 

development and a fewer number of studies (k = 24; 28.24%) included direct therapeutic 

intervention strategies for children. Over half of the studies (k = 48; 56.47%) described case-

management, advocacy, usual health services (e.g., prenatal and early childhood) as part of 

the intervention model. Finally, 27 studies (31.77%) described legalistic or child welfare 

related components as part of the intervention model (e.g., Family Treatment Drug Courts, 

mandated toxicology tests, ongoing safety planning). 

To cohesively synthesise the intervention models, we used the coding of each study 

according to the intervention components described above and in Table 5 to compile an 

overall intervention categorisation provided in Table 6 below. Further details about the nature 

of the interventions are provided in the ‘Characteristics of included studies’ tables in 

Appendix C. To construct Table 6, interventions were first broadly categorised according to 

the presence or absence of a substance misuse treatment component for parents, with 51 

studies (60%) including an explicit substance misuse treatment component. Two common 

intervention components across the included studies were the integration of: (1) case-
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management, advocacy, usual health services (e.g., prenatal and early childhood), provision 

of practical support or referrals to other services; and/or (2) child welfare services or legal 

components. Therefore, studies were further categorised according to whether they integrated 

one or both of these approaches. Finally, studies were then categorised and grouped 

according to the presence of an intervention component focused on (1) therapeutic support 

for parents without a focus on substance use (e.g., mental health, couple relationships); (2) 

parenting skills or the parent-child relationship; (3) direct therapeutic or developmental 

support for children; and/or (4) therapeutic support for the entire family unit. 

The largest category was child-focused interventions with (k = 5) and without (k = 17) 

parental substance misuse, with or without case-management, legal, or child welfare 

components (25.88%). Interventions in this category tended to be group-based interventions 

for children affected by parental substance misuse and aimed to support children and/or 

prevent future substance misuse (e.g., Broning et al., 2019; Dore et al., 1999; Hojjat et al., 

2015; Roosa et al., 1989; Scheer, 1996). Other interventions in this category were individual 

therapeutic approaches such as narrative-informed therapy (Haight et al., 2010), music 

therapy (Porges et al., 2018), and pharmacological treatment for neonatal abstinence 

syndrome (e.g., Bada et al., 2015; Flannery et al., 2020). 

The next largest category was interventions that integrated parental substance misuse 

treatment with multiple treatment components focused on parent wellbeing, parenting, child 

health and development, and overall family functioning (k = 15; 17.65%). Example 

interventions in this category include the Parents Under Pressure program (Barlow et al., 

2019; Dawe et al., 2007), the Strengthening Families program (Brook et al., 2012; Johnson-

Motoyama et al., 2013), the Focus on Families program (Catalano et al. 1999), enhanced 

Family Behaviour Therapy (Donohue et al., 2014), and therapeutic communities that allow 
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children to reside with parents and receive direct support or intervention (Stevens et al., 

1998). 

Another prominent category was interventions that integrated parental substance 

misuse treatment with parent-focused therapeutic components either for other issues (e.g., 

mental health) or parenting (k = 8; 9.41%). Examples of this type of approach included 

individual substance-focused therapy paired with couples therapy and/or parent skills training 

(Kelley & Fals-Stewart, 2002; Lam et al., 2008), group-based parent-skills training integrated 

with outpatient individual substance misuse services (e.g., counselling, monitoring; Cantania, 

1985), mindfulness-informed individual therapy focused on substance misuse and parenting 

(Brown et al., 2021), and formal integration of manualised substance misuse and parent-skills 

training approaches (e.g., Saldana et al., 2015).  

Interventions primarily focused on parental substance misuse, with or without case-

management, legal, or child welfare components (k = 7; 8.24%) were also common. Example 

interventions in this category included: Family Treatment Drug Courts without explicit 

family-focused treatment adjuncts (e.g., Boles et al., 2007; Burrus et al., 2011; Harwin et al., 

2013; Worcel et al., 2008); coordination between child welfare professionals and substance 

misuse treatment providers (e.g., Hall et al., 2015, 2021). 

The remaining studies fell into smaller categories and tended to focus on parental 

substance misuse and at least one other component with either a child, parent, or overall 

family focus (k = 23; 27.06%). Twelve studies (14.12%) did not integrate an explicit 

substance misuse treatment component, but integrated either a child, parent, family-focused 

intervention components.  
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Table 6  

Intervention Categories for Included Studies (k = 85) 

Focus of Intervention Components 
Parent 

Substance 
Misuse 

Component 

Case-
Management, 

Referral, Practical 
Support, Usual 
Health Services 

Component 

Legal or Child 
Welfare 

Component 

Both Case-
Management + 
Legal or Child 

Welfare 
Components 

No Case-
Management, 
Legal or Child 

Welfare 
Components 

Parent substance misuse only Yes 4  6 1 

Child-focused No 1   9 
Child-focused Yes 2  1  

Parent therapeutic (not substance misuse) No    1 
Parent therapeutic (not substance misuse) Yes    2 

Parenting (skills, parent-child relationship, attachment) No    1 
Parenting (skills, parent-child relationship, attachment)  Yes  1 2  

Overall family-focus No     
Overall family-focus Yes   2 1 

Child-focus + Family-focus No    1 
Child-focus + Family-focus Yes     

Parenting + Family-focus No     
Parenting + Family-focus Yes    1 

Parent therapeutic + Parenting No     
Parent therapeutic + Parenting Yes 2  3 3 

Parenting + Child-focus No     
Parenting + Child-focus Yes 2   1 
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Parent therapeutic + Parenting + Child-focus No 1   1 
Parent therapeutic + Parenting + Child-focus Yes 1    

Parent therapeutic + Parenting + Family-focus No 1    
Parent therapeutic + Parenting + Family-focus Yes 1  3  

Parent therapeutic + Child-focus + Family-focus No 1    
Parent therapeutic + Child-focus + Family-focus Yes     

Parenting + Child-focus + Family-focus No 1 1  2 
Parenting + Child-focus + Family-focus Yes   1  

Parent therapeutic + Parenting + Child-focus + Family-focus No     
Parent therapeutic + Parenting + Child-focus + Family-focus Yes 4 1 2 1 

Note. Excludes two studies: one with a purely legislative approach (Sanmartin et al., 2020) and one that was comprised of intensive case management and child welfare 
services-as-usual (Ryan et al., 2016). 
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In terms of the timing of the intervention, 1 study included some participants who were 

pregnant at the point of beginning the intervention but who were due to give birth shortly 

after enrolment (Barlow et al., 2019), and 7 studies (8.24%) began the intervention prenatally 

and continued into the post-partum period. For the remaining 77 studies (90.59%), the 

intervention was conducted either in the post-partum period or at some point before the child 

was 18 years of age. Interventions were most commonly delivered in a group format to 

parents or children (k = 19; 22.35%), followed by a combination of formats, including: 

individual, group, couple, parent-child dyad, and overall family unit (k = 16; 18.82%). Fifteen 

studies delivered the intervention individually to a parent or child (k = 15; 17.65%). The 

remaining studies either did not clearly report the intervention delivery format for all 

components of reported intervention (k = 19; 22.35%), delivered the intervention to either 

couples or adult family members (k = 2; 2.82%), or to individual families only (k = 13; 

15.29%). 

Intervention settings varied across the included studies, with 11 studies (12.94%) not 

clearly specifying an intervention setting at all. The greatest number of interventions were set 

in clinics, residential treatment facilities, or hospital settings (k = 29, 34.12%), followed by 

the family home (k = 15, 17.65%). Sixteen studies included a Family Treatment Drug Court 

component in addition to services in settings outside the court (18.82%), and the remaining 

interventions were either set in educational settings (e.g., schools, vocational colleges; k = 7, 

8.24%); or a mixture of community, health, or home settings (k = 8, 9.41%).  

Intervention duration ranged from less than one-month up to 4 years, and the studies 

were distributed across the following categories: (a) < 1-month (k = 4; 4.71%; (b) ≥1-month 

< 3-months (k = 15, 17.65%); (b) ≥3-months < 6-months (k = 22; 23.94%); (c) ≥6-months < 

12-months (k = 12, 14.12%); (d) ≥12-months < 18-months (k = 13, 15.29%); and (e) ≥18-

months or a range between 9 to 18-months (k = 10; 11.76%). Ten studies (11.76%) did not 
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clearly specify the intervention duration. Of the studies that reported the number of treatment 

sessions or contacts (k = 34; 38.03%), these ranged from 6 to 80 in total. The frequency of 

contact during treatment was most commonly at least on a weekly basis weekly for those 

studies that reported this information (k = 44; 51.76%). A smaller number provided more 

frequent contact (e.g., daily, twice-weekly) or contact that titrated down over time (k = 14; 

16.46%). Thirty-three studies (38.82%) provided information on the duration of intervention 

contacts, but this usually varied by the specific intervention component (e.g., phone contacts 

versus home-visits). Overall, duration of contacts ranged between 30 minutes to 2.25 hours.   

Seventy-four studies (87.06%) provided information about the practitioners who 

implemented the interventions, although did not consistently report their profession or 

specific discipline. Of those studies that did, the type of practitioners included: psychologists 

or counsellors (k = 7; 8.24%); child welfare workers (k = 4; 4.71%); case workers or 

paraprofessionals (k = 3; 3.53%); social workers or family support workers (k = 5; 5.88%); 

nurses (k = 2; 2.35%); and teachers (k = 2; 2.35%). The remaining studies reported the use of 

multidisciplinary teams spanning medical, psychological, legal, child welfare, and/or other 

allied health disciplines (k = 26; 30.59%). 

Excluded Studies. Figure 2 highlights that, at full-text stage, most of the 7,421 

potentially eligible studies were excluded due to there being no evaluation of an eligible 

intervention, followed by no reference to eligible outcome(s), ineligible research design, 

ineligible population, and then ineligible intervention. A full list of all excluded studies is not 

included in this review, due to the large number, yet can be provided upon request. In this 

section, we highlight some themes in the full-text screening process which led to inclusion 

threshold discussions and/or mediations of particular studies. 

Although the review protocol specified attachment as a possible child psychosocial 

outcome, upon further consideration of the way attachment is measured, we did not include 
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this outcome in the review. Attachment is generally measured in a dyadic manner, rather than 

a child-level manner, and so we considered attachment (and related parent-child and family 

functioning outcomes) to be a conceptually distinct category of outcomes than the child-level 

outcomes included in the review. We acknowledge that attachment, quality of the parent-

child relationship, and family functioning are important outcomes linked with child 

psychosocial wellbeing, but do not consider them direct measures of child psychosocial 

wellbeing. This led to the exclusion of some studies that readers may anticipate being 

included in the review (e.g., Belt et al., 2012; Gannon et al., 2017; Hildebrandt et al., 2020; 

Lussier et al., Murnan et al., 2018; 2010; Porter et al., 2015; Stover, 2015; Suchman et al., 

2008, 2010. 2011, 2018). 

A number of studies also used samples with a history of substance misuse or used 

mixed samples including substance misusing parents, but did not report the percentage of the 

sample who were currently misusing. In the latter case, the intervention was not focused 

solely on substance misuse, so we could not assume the sample was comprised of parents 

with current substance misuse. As such, these types of studies were excluded as we could not 

unequivocally verify current substance misuse in the proportion of the sample specified in the 

protocol (i.e., 50%, e.g., Barlow et al., 2013; DeGarmo et al., 2013; Grzegorzewska et al., 

2011). 

Three other design issues also arose during full-text eligibility screening. First, we 

excluded studies where an evaluation of outcomes was conducted at a time-point when it was 

unclear if all participants had completed the intervention (e.g., Schuler et al., 2003; van 

Wormer et al., 2016). Second, we identified and excluded studies where the comparison 

condition was comprised wholly or partially of individuals who partially completed the 

treatment, were treatment refusers, or not currently misusing substances (e.g., Ashford, 2004; 

Fessinger et al., 2020; Gifford et al., 2016). Finally, we excluded studies where separate 
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intervention models were combined into one treatment group to examine the impact on 

eligible outcomes (e.g., Boles et al., 2012). Collectively, these design issues were likely to 

influence effect estimates in an unpredictable way and were not studies that wholly fit our 

inclusion criteria. 

Risk of Bias in Included Studies 

Randomised Studies. The summary of the risk of bias assessments for randomised 

trials is provided in Appendix E. The summary figure indicates that of the 32 RCTs that were 

included in effect estimates, no studies was rated at low risk of bias overall, 9.7% were rated 

as having some concerns, and 90.3% were rated has having high overall risk of bias. The 

overall risk of bias rating uses the lowest rating across the 5 domains, meaning that if a study 

receives a rating of high risk for one of the 5 domains, the overall risk for that study will be 

rated as high.  

The randomisation process domain assesses whether the study used an appropriate 

allocation sequence and concealed allocation sequence. Only two studies wer rated as high-

risk for this domain, due to using alternating sequences or failing to describe the 

randomisation process (Ersnt et al. 1999; Warren et al., 2006). Most studies (k = 17; 54.8%) 

were rated as having ‘some concerns’ because they did not explicate or conceal the random 

allocation sequence or because baseline imbalances between the treatment and comparison 

groups suggested an issue with the randomisation process.  

The deviations from intended intervention domain assesses whether bias has been 

introduced to the study because, for example, participants received an incorrect or additional 

intervention or did not receive the intervention as intended in some way (e.g., non-adherence 

by participants). Ratings on this domain are based on several components, including blinding, 

deviations due to the trial context, likelihood of the deviations influencing the outcome, 

balancing of the deviations between treatment and comparison groups, and appropriateness of 
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the analysis to estimate the effect of the intervention (i.e., intention-to-treat or modified -

intention-to-treat). It is important to note that almost of studies included in this review could 

not have blinded participants to the intervention given the participatory nature of the 

interventions, which would have included an informed consent process describing the 

different conditions. Lack of blinding is only one component of this risk of bias domain, and 

it is still possible for studies to obtain a low risk rating without blinding. Seven studies 

(19.4%) were rated as having high risk of bias deviations from intended intervention ether 

because (a) they reported deviations that were likely to affect the measured outcome or 

deviations that were not balanced between treatment and comparison groups; or (b) or 

because they used inappropriate analyses to assess the intervention effect. Most studies (k = 

18; 58.1%) were rated as having ‘some concerns’ because either there were deviations that 

were unlikely to affect the outcome or that were balanced between conditions, or because an 

appropriate analysis approach was not specified by study authors. 

The missing outcome data domain assesses the degree and type of missing data for a 

study and whether that missingness introduces bias to the effect estimates. This domain 

received the largest number of low risk ratings of all 5 risk of bias domains, but also a large 

number of high risk ratings. The primary reason for the large number of high risk ratings (k = 

14; 45.2%) was due to (a) high rates of missing outcome data as a result of participant 

attrition; and (b) inability to determine if the missing data depended on its true value or 

whether the missing data biased estimates of the effect (e.g., through sensitivity analyses, 

comparison of retained and lost participants). Nevertheless, 16 studies (51.6%) were rated as 

having low risk of bias on this domain because ≥95% of participants were retained and 

provided outcome data for eligible outcomes.  

The measurement of the outcome domain assesses whether errors in measurement bias 

the estimates of treatment effect. Factors taken into consideration for this domain include: 
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appropriateness of the measure for estimating the outcome, differential measurement 

approach between conditions, the person assessing the outcome and whether they are blind to 

participant assignment to conditions, and whether assessment of the outcome could be 

influenced by knowledge of group assignment. Although all studies used appropriate 

measures of outcomes, the vast majority of studies utilised self-report measures which can be 

influenced by knowledge of the intervention received, which leads to a lowering of the risk of 

bias rating (k = 24; 77.4%). The remaining 7 studies (22.6%) were rated as having either low 

or some concerns about bias, mainly because outcomes were assessed using standardised 

direct neurodevelopmental assessments, often administered by blinded assessors. 

The selection of the reported result domain assesses whether bias has been introduced 

because the reported results have been selected due to direction, size, or statistical 

significance. This is different from selective non-reporting bias, such as statements of 

statistical non-significance with no accompanying data, which relates to the assessment of 

reporting bias. Examples of selective reporting of results include: failure to report data for all 

time-points, reporting a subset of all outcome measures, reporting particular subscales of a 

measure, or reporting a subset of data from specific outcome assessors (e.g., official data and 

omitting self-report data). Bias can also occur in this domain if authors conduct multiple 

different analyses of the data and do not report all results. A key part of assessing bias for this 

domain requires locating a priori trial protocols and comparing the protocol to subsequent 

study reports. Only one study (Barlow et al., 2019) had an accompanying protocol with an a 

priori analysis plan and so received a rating of low risk for this domain. Most studies (k = 31; 

80.6%) were rated as having some concerns for this domain, as there was no unequivocal 

evidence of selection in the reported result(s). Five studies (16.1%) were rated as having high 

risk of bias for this domain due to omission of measured outcomes for some time-points, 

reporting only some subscales of a measure, or variability in results across study reports.  
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Non-Randomised Studies. Appendix E provides a summary of the risk of bias 

assessments for non-randomised trials. There was a fairly even distribution across the 24 

studies between weak (k = 6), moderate (k = 12), and strong (k = 6) for the selection bias 

domain. Studies with a weak rating tended to utilise self-referral approaches, did not report 

the number of participants who consented of the intervention between treatment and 

comparison conditions, or reported a substantial loss of participants prior to allocation. All 

studies were rated as either moderate or strong for the study design domain, as all studies 

utilised a comparison condition with one or more strategies to maximise baseline equivalence 

or allow for statistical control of imbalances (e.g., baseline and post-treatment measures, 

propensity score matching). Most studies were rated as strong on the confounding domain (k 

= 17; 70.83%) due to a verified lack of differences between groups on possible confounding 

factors. The remaining 7 studies were rated as weak for the confounding domain because 

there were clear or unverifiable differences between the treatment and comparison group on 

either sociodemographics or baseline outcome measures that were not controlled with 

statistical analyses. As to be expected with the type of interventions and topic area, no studies 

were rated as strong on the blinding domain and most studies only received a moderate rating 

because there was no explicit mention of blinding (scoring rules of the EPHPP tool) or 

because the nature of the study design removed the possibility that participants were aware of 

the research question (i.e., retrospective case review using official data).  

Similar to the selection bias domain, there was a relatively even distribution of studies 

across the weak (k = 6), moderate (k = 8), and strong (k = 10) categories for the data 

collection domain. Most studies used measures with known validity and reliability, or 

measures that are likely to be highly accurate (e.g., judicial decisions or official data). Those 

that were rated as weak tended to provide insufficient detail on the nature of outcome 

measures to permit assessment of their psychometric qualities. In line with the risk of bias 
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assessment for RCTs, a large number of non-randomised studies were also rated as having 

risk related to attrition. Almost half the studies (k = 9) either did not clearly report attrition or 

reported attrition of >40% of the sample. Those that were rated as moderate on this domain (k 

= 13) retained 60 – 79% of participants or utilised entire cohorts of participants drawn from 

official data (i.e., retrospective case control designs). To receive a rating of strong on this 

domain, studies needed to retain at least 80% of participants assigned to conditions, and this 

standard was reached for 2 included studies (Harwin et al., 2013; Sorensen, 1993). 

        

Effects of Interventions 

Child Welfare. Fifty-one studies reported at least one outcome related to child welfare. 

Table 7 below provides a summary of the analyses conducted across all outcomes in the child 

welfare domain, and the subsections below provide additional detail about the analysis results 

and included studies.  
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Table 7  

Child Welfare Outcome Domain Analyses and Results 

Comparator and Measure Time-Point Studies and 
Participants Analyses SMD / 

OR 95% CI χ2 I2  τ
2
 

Child Abuse, Maltreatment, or Neglect 
Treatment-as-usual 
Number of reports, open cases 

Post-intervention (< 3-
months after treatment 
completion) 

2 studies 
(n = 47) 

Meta-analysis 0.61‡ 0.17, 2.22 0.00, df = 1, p = .96 0% 0.00 

Treatment-as-usual 
Number of reports, open cases 

Follow-up (≥ 3-months 
but < 6-months after 
treatment completion) 

1 study 
(n = 20) 

Single effect size 0.58‡ 0.07, 4.56 - - - 

Treatment-as-usual 
Number of reports, open cases 

Follow-up (≥ 12-months 
after treatment 
completion) 

1 study 
(n = 20) 

Single effect size 0.44‡ 0.03, 5.88 - - - 

Treatment-as-usual 
Substantiated reports 

Post-intervention (≥ 3 
years after treatment 
completion) 

1 study 
(n = 450) 

Single effect size 1.35‡ 0.67, 2.69 - - - 

Child Abuse Potential 
Treatment-as-usual 
Parent-report, young children 

Post-intervention (< 3-
months after treatment 
completion) 

5 studies 
(n = 259) 

Meta-analysis 0.36 0.12, 0.61 3.36, df = 4, p = .50 0% 0.00 

Treatment-as-usual 
Parent-report, young children 

Follow-up (≥ 3-months but 
< 6-months after treatment 
completion) 

5 studies 
(n = 272) 

Meta-analysis 0.25 -0.07, 0.57 6.83, df = 4, p = .15 41% 0.06 

Solution-Focused Behavioural 
Therapy v Treatment-as-usual 
Parent-report, adolescents 

Post-intervention (< 3-
months after treatment 
completion) 

1 study 
(n = 111) 

Single effect sizes 
by subscale 

 
Expectations 
Empathy 
Corporal Punish. 
Role Reversal 
Power/Independ. 

 
 
 

-0.15 
-0.31 
-0.33 
-0.09 
0.08 

 
 
 

-0.52, 0.23 
-0.68, 0.06 
-0.71, 0.04 
-0.46, 0.28 
-0.29, 0.45 

 
 
 
- 
- 
- 
- 
- 

 
 
 
- 
- 
- 
- 
- 

 
 
 
- 
- 
- 
- 
- 
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Comparator and Measure Time-Point Studies and 
Participants Analyses SMD / 

OR 95% CI χ2 I2  τ
2
 

The Nurturing Program with 
and without experiential 
practice component 

Post-intervention (< 3-
months after treatment 
completion) 

1 study  
(n = 18) 

Single effect sizes 
by subscale 

 

Expectations 
Empathy 
Corporal Punish. 
Role Reversal 
Power/Independ. 

 
 
 

0.30 
0.19 
0.87 
-0.25 
0.31 

 
 
 

-0.63, 1.23 
-0.74, 1.11 
-0.11, 1.84 
-1.18, 0.68 
-0.62, 1.25 

 
 
 

- 
- 
- 
- 
- 

 
 
 

- 
- 
- 
- 
- 

 
 
 

- 
- 
- 
- 
- 

Duration in Child Protective Custody*  
Treatment-as-usual 
Mean days (official data) 

Post-intervention (< 3-
months after treatment 
completion) 

1 study 
(n = 72) 

Single effect size 0.21 -0.21, 0.67 - - - 

Treatment-as-usual 
Mean days (official data) 

Follow-up (≥ 3-months 
but < 6-months after 
treatment completion) 

1 study 
(n = 72) 

Single effect size 0.25 -0.22, 0.71 - - - 

Treatment-as-usual 
Mean days (official data) 

Follow-up (≥ 12-months 
after treatment 
completion) 

1 study 
(n = 43) 

Single effect size 0.39 -0.22, 1.00 - - - 

Out-of-Home Care¤ 
Treatment-as-usual 
Number in care (official data) 

Post-intervention (< 3-
months after treatment 
completion) 

4 studies 
(n = 1,425) 

Meta-analysis 0.67‡ 0.53, 0.84 1.80, df = 3, p = .62 0% 0.00 

Treatment-as-usual 
Number in care (official data) 

Follow-up (≥ 12-months 
after treatment 
completion) 

1 study 
(n = 43) 

Single effect size 0.35‡ 0.07, 1.73 - - - 

Alternative treatment 
Number in care 
(Methadone v Morphine) 

Follow-up (≥ 12-months 
but ≤ 18-months after 
treatment completion) 

1 study 
(n = 83) 

Single effect size 0.72‡ 0.24, 2.14 - - - 

Treatment-as-usual 
Number of placements (official 
data) 

Follow-up (≥ 12-months 
after treatment 
completion) 

1 study 
(n = 43) 

Single effect size 0.29 -0.32, 0.90 - - - 

Treatment-as-usual 
Number in care (official data) 

Follow-up (≥ 24-months 
after treatment 

1 study 
(n = 368) 

Single effect size 0.95‡ 0.59, 1.54 - - - 
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completion) 

Comparator and Measure Time-Point Studies and 
Participants Analyses SMD / 

OR 95% CI χ2 I2  τ
2
 

Kinship Care 
Treatment-as-usual 
Number in care (official data) 

Post-intervention (< 3-
months after treatment 
completion) 

1 study 
(n = 350) 

Single effect size 0.72‡ 0.45, 1.14 - - - 

Number of Placements  
Treatment-as-usual 
Mean number of placements 
(official data) 

Follow-up (≥ 12-months 
after treatment 
completion) 

1 study 
(n = 43) 

Single effect size 0.29 -0.32, 0.90 - - - 

Retaining Parental Care§ 
Treatment-as-usual 
Retained Yes/No 

Post-intervention (< 3-
months after treatment 
completion) 

7 studies 
(n = 1,716) 

Meta-analysis 1.41‡ 0.97, 2.05 12.56, df= 6, p =.05 52% 0.11 

Treatment-as-usual 
Retained Yes/No 

Follow-up (6-months 
after treatment 
completion) 

1 study 
(n = 38) 

Single effect size 2.32‡ 0.63, 8.58 - - - 

Treatment-as-usual 
Retained Yes/No 

Post-intervention (≥ 24-
months after treatment 
completion) 

1 study 
(n = 368) 

Single effect size 1.64‡ 1.01, 2.67 - - - 

Alternative treatment 
Number in care 
(Stringent v non-stringent 
weaning protocol) 

Post-intervention (< 3-
months after treatment 
completion) 

1 study 
(n = 547) 

Single effect size 1.12‡ 0.75, 1.69 - - - 

Alternative treatment 
Number in care 
(Structured v structured 
methadone weaning protocol) 

Post-intervention (< 3-
months after treatment 
completion) 

1 study 
(n = 360) 

Single effect size 1.38‡ 0.86, 2.22 - - - 

Alternative treatment 
Number in care 
(Methadone v Buprenorphine) 

Post-intervention (< 3-
months after treatment 
completion) 

1 study 
(n = 201) 

Single effect size 1.43‡ 0.71, 2.91 - - - 
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Comparator and Measure Time-Point Studies and 
Participants Analyses SMD / 

OR 95% CI χ2 I2  τ
2
 

Permanency 
Treatment-as-usual 
Achieved Yes/No 

Post-intervention (< 3-
months after treatment 
completion) 

1 study 
(n = 350) 

Single effect size 1.16‡ 0.71, 1.90 - - - 

Treatment-as-usual 
With parent Yes/No 

Post-intervention (< 3-
months after treatment 
completion) 

2 studies 
(n = 439) 

Meta-analysis  1.24‡ 0.84, 1.81 0.42, df = 1, p = .52 0% 0.00 

Treatment-as-usual 
With relative Yes/No 

Post-intervention (< 3-
months after treatment 
completion) 

2 studies 
(n = 412) 

Meta-analysis 1.02‡ 0.37, 2.79 1.96, df = 1, p = .16 49% 0.31 

Reunification 
Treatment-as-usual 
Reunified Yes/No 

Post-intervention (≥ 24-
months after treatment 
completion) 

1 study 
(n = 3,440) 

Single effect size 1.34‡ 1.11, 1.62 - - - 

Treatment-as-usual 
Reunified Yes/No 

Post-intervention (< 3-
months after treatment 
completion) 

1 study 
(n = 51) 

Single effect size 1.53‡ 0.46, 5.02 - - - 

Treatment-as-usual 
Reunified Yes/No 

Follow-up (6–12 months 
post-completion) 

1 study 
(n = 51) 

Single effect size 1.28‡ 0.38, 4.27 - - - 

Termination of Parental Rights 
Treatment-as-usual 
Terminated, care with relative 

Post-intervention (< 3-
months after treatment 
completion) 

1 study 
(n = 62) 

Single effect size 0.56‡ 0.12, 2.57 - - - 

Treatment-as-usual 
Terminated, foster care 

Post-intervention (< 3-
months after treatment 
completion) 

1 study 
(n = 62) 

Single effect size 0.36‡ 0.10, 1.34 - - - 

Treatment-as-usual 
Application filed 

Post-intervention (< 3-
months after treatment 
completion) 

1 study 
(n = 80) 

Single effect size 0.28‡ 0.11, 0.74 - - - 

Treatment-as-usual 
Voluntary surrender 

Post-intervention (< 3-
months after treatment 
completion) 

1 study 
(n = 80) 

Single effect size 0.85‡ 0.20, 3.65 - - - 

* Type of custody not reported, unclear if in out-of-home care; ¤ Type of out-of-home placement not specified or foster care; §No reference to reunification or permanency.
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Comparator and 
Measure Time-Point Studies and 

Participants Analyses SMD / 
OR 95% CI χ2 I2  τ

2 

The Nurturing Program with 
and without experiential 
practice component 

Post-intervention (< 3-
months after treatment 
completion) 

1 study  
(n = 18) 

Single effect sizes 
by subscale 

 
Expectations 
Empathy 
Corporal Punish. 
Role Reversal 
Power/Independ. 

 
 
 

0.30 
0.19 
0.87 
-0.25 
0.31 

 
 
 

-0.63, 1.23 
-0.74, 1.11 
-0.11, 1.84 
-1.18, 0.68 
-0.62, 1.25 

 
 
 
- 
- 
- 
- 
- 

 
 
 
- 
- 
- 
- 
- 

 
 
 
- 
- 
- 
- 
- 

Duration in Child Protective Custody*  
Treatment-as-usual 
Mean days (official data) 

Post-intervention (< 3-
months after treatment 
completion) 

1 study 
(n = 72) 

Single effect size 0.21 -0.21, 0.67 - - - 

Treatment-as-usual 
Mean days (official data) 

Follow-up (≥ 3-months 
but < 6-months after 
treatment completion) 

1 study 
(n = 72) 

Single effect size 0.25 -0.22, 0.71 - - - 

Treatment-as-usual 
Mean days (official data) 

Follow-up (≥ 12-months 
after treatment 
completion) 

1 study 
(n = 43) 

Single effect size 0.39 -0.22, 1.00 - - - 

Out-of-Home Care¤ 
Treatment-as-usual 
Number in care (official data) 

Post-intervention (< 3-
months after treatment 
completion) 

4 studies 
(n = 646) 

Meta-analysis 0.64‡ 0.37, 1.09 5.30, df = 3, p = .15 43% 0.43 

Treatment-as-usual 
Number in care (official data) 

Follow-up (≥ 12-months 
after treatment 
completion) 

1 study 
(n = 43) 

Single effect size 0.35‡ 0.07, 1.73 - - - 

Alternative treatment 
Number in care 
(Methadone v Morphine) 

 
Follow-up (≥ 12-months 
but ≤ 18-months after 
treatment completion) 

 
1 study 
(n = 83) 

 
Single effect size 

 
0.72‡ 

 
0.24, 2.14 

- - - 

* Type of custody not reported, unclear if in out-of-home care. 
¤ Type of out-of-home placement not specified or foster care.  
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Comparator and 
Measure Time-Point Studies and 

Participants Analyses SMD / 
OR 95% CI χ2 I2  τ

2 

Kinship Care 
Treatment-as-usual 
Number in care (official data) 

Post-intervention (< 3-
months after treatment 
completion) 

1 study 
(n = 350) 

Single effect size 0.72‡ 0.45, 1.14 - - - 

Number of Placements  
Treatment-as-usual 
Mean number of placements 
(official data) 

Follow-up (≥ 12-months 
after treatment 
completion) 

1 study 
(n = 43) 

Single effect size 0.29 -0.32, 0.90 - - - 

Retaining Parental Care§ 
Treatment-as-usual 
Retained Yes/No 

Post-intervention (< 3-
months after treatment 
completion) 

8 studies 
(n = 989) 

Meta-analysis 1.45‡ 0.93, 2.24 12.43, df= 7, p =.09 43% 0.43 

Treatment-as-usual 
Retained Yes/No 

Follow-up (6-months 
after treatment 
completion) 

1 study 
(n = 38) 

Single effect size 2.32‡ 0.63, 8.58 - - - 

Permanency 
Treatment-as-usual 
Achieved Yes/No 

Post-intervention (< 3-
months after treatment 
completion) 

1 study 
(n = 350) 

Single effect size 1.16‡ 0.71, 1.90 - - - 

Treatment-as-usual 
With parent Yes/No 

Post-intervention (< 3-
months after treatment 
completion) 

1 study 
(n = 350) 

Single effect size 1.32‡ 0.86, 2.03 - - - 

Treatment-as-usual 
With relative Yes/No 

Post-intervention (< 3-
months after treatment 
completion) 

2 studies 
(n = 412) 

Meta-analysis 1.02‡ 0.37, 2.79 1.96, df = 1, p = .16 49% 0.31 

Reunification 
Treatment-as-usual 
Reunified Yes/No 

Post-intervention (≥ 24-
months after treatment 
completion) 

1 study 
(n = 3,440) 

Single effect size 1.34‡ 1.11, 1.62 - - - 

§No reference to reunification or permanency. 
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Comparator and 
Measure Time-Point Studies and 

Participants Analyses SMD / 
OR 95% CI χ2 I2  τ

2 

Termination of Parental Rights 
Treatment-as-usual 
Terminated, care with relative 

Post-intervention (< 3-
months after treatment 
completion) 

1 study 
(n = 62) 

Single effect size 0.56‡ 0.12, 2.57 - - - 

Treatment-as-usual 
Terminated, foster care 

Post-intervention (< 3-
months after treatment 
completion) 

1 study 
(n = 62) 

Single effect size 0.36‡ 0.10, 1.34 - - - 

Treatment-as-usual 
Application filed 

Post-intervention (< 3-
months after treatment 
completion) 

1 study 
(n = 80) 

Single effect size 0.28‡ 0.11, 0.74 - - - 

Treatment-as-usual 
Voluntary surrender 

Post-intervention (< 3-
months after treatment 
completion) 

1 study 
(n = 80) 

Single effect size 0.85‡ 0.20, 3.65 - - - 
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Child abuse, maltreatment, or neglect. Nine studies measured the number of 

substantiated child abuse incidents, recurrence of child abuse incidents, and/or open or active 

child welfare cases. Six of these studies did not report sufficient data to permit calculation of 

effect sizes, either due to missing data (e.g., standard deviations, exact n), unclear reporting 

of the timing of outcome measurements after intervention completion or because not all 

participants had completed the intervention at the time official outcome data was collected 

(Boles et al., 2007; Carey et al., 2010; Hall et al., 2015; 2021; Kissick et al., 2015; Pollock & 

Green 2015).  

Of the studies with sufficient data for effect size calculation, two studies measured 

active child welfare investigation or open child welfare cases directly after intervention 

completion (Lam et al., 2008; Penny & Pratt, 2011). One study examined the impact of a 

parent-focused intervention comprised of individual therapy for fathers with children aged 8 

– 12 years and behavioural couples therapy for their female partner that integrated parent-

skills training (Lam et al., 2008). The other study examined the impact of a formalised plan 

of clinical care approach for mothers identified as having substance misuse issues at the time 

of birth (Penny & Pratt, 2011). The intervention was conducted during the first 12-months of 

the child’s life and aimed to improve the coordination and delivery of services across 

multiple areas, including parent mental health and parenting (Penny & Pratt, 2011). The 

meta-analysis of these two studies (n = 47) indicated that the odds of having active child 

welfare involvement did not differ between families engaged versus not engaged with 

treatment (OR = 0.61, 95% CI 0.17 to 2.22) and there was no detected heterogeneity among 

the effect sizes (τ
2
 = 0.00; χ2 = 0.00, df = 1, p = 0.96; I² = 0%).  

Lam et al. (2008) also measured active child welfare involvement at 6- and 12-months 

after treatment completion and single odds ratios similarly indicated that the odds of having 

active child welfare involvement did not differ between families engaged versus not engaged 
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with treatment (n = 20; 6-months: OR = 0.44, 95% CI 0.03 to 5.88; 12-months: OR = 0.58, 

95% CI 0.07 to 4.56).  

Worcel et al. (2008) measured the number of substantiated cases of abuse, maltreatment 

or neglect approximately 4-years after families completed Family Treatment Drug Court 

(FTDC) programs in the United States (n = 450). The odds of a substantiated case of abuse, 

maltreatment, or neglect was no different between families who engaged with a FTDC 

program compared to treatment-as-usual (OR = 1.35, 95% CI 0.67 to 2.69).   

Child abuse potential. Twelve studies used standardised measured to assess the 

potential for child abuse either directly after intervention completion and/or at one or more 

follow-up time-points. Four of these studies (Luthar et al., 2000, 2007; Saldana et al., 2015; 

Stover et al., 2019) did not report sufficient data to permit calculation of effect sizes, 

predominantly due to lack of standard deviations or incomplete reporting of statistical tests to 

allow alternate effect size calculation. Of the studies with sufficient data for effect size 

calculation (k = 7), three studies examined the examined the effectiveness of interventions 

without a parental substance misuse component, but at least one intervention component 

focus on parenting or family-functioning (Barlow et al., 2019; Black et al., 1994; Kim et al., 

2019), and the remaining 4 studies integrated a parental substance misuse treatment 

component with at least one or more treatment components focused on the parent, child, 

and/or family unit (Brown et al., 2021; Dawe et al., 2007; Donohue et al., 2014; Leakey, 

2005).  

At the post-intervention time-point, child abuse potential, as measured by the Child 

Abuse Potential Inventory (brief or full), was lower for families with young children engaged 

with treatment compared to those who were engaged with treatment-as-usual (k = 5; n = 259; 

SMD = 0.36, 95% CI 0.12, 0.61). There was no heterogeneity detected (τ
2
 = 0.00; χ2 = 

3.36, df = 4, p = 0.50; I² = 0%), and we did not conduct subgroup analysis given that there 
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were too few studies and because the distribution of possible effect modifiers was equivalent 

across the studies included in the meta-analysis. Figure 4 provides a forest plot of the 

distribution of effect sizes.  

 
Figure 4 
 
Forest Plot for Child Abuse Potential Meta-Analysis (Post-Intervention, Young Children) 

 

At follow-up within 6-months of treatment completion (k = 5, n = 272), child abuse 

potential as measured by the Child Abuse Potential Inventory (brief or full) did not differ 

between families with young children engaged with treatment compared to those who were 

engaged with treatment-as-usual (SMD = 0.25, 95% CI -0.07 to 0.57). There was moderate 

but non-significant heterogeneity (τ
2
 = 0.06; χ2 = 6.83, df = 4, p = 0.15; I² = 41%), yet too few 

studies to permit subgroup analyses (see Figure 5). Examination of the a priori effect 

modifiers did not uncover any clear categories or outliers among the studies according to: 

child age, outcome measure, type of substance misuse, intervention setting, or practitioners 

implementing the intervention. Upon examining other features of the studies that may explain 

heterogeneity, one study differed from the others due to having a treatment duration of < 3-

months, compared to the other 4 studies with treatment duration of approximately ≥6-months 
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(Dawe et al., 2007). A sensitivity analysis that removed this study increased the precision of 

the meta-analysis (SMD = 0.14, 95% CI -0.12 to 0.49) and reduced the heterogeneity (τ
2
 = 

0.00; χ2 = 2.43, df = 3, p = 0.49; I² = 0%). On its own, this study indicated that child abuse 

potential was lower 6-months following engagement with both methadone outpatient services 

and a family-focused multicomponent intervention in the home compared to treatment-as-

usual methadone outpatient services (SMD = 0.88, 95% CI 0.24, 1.53). The other 4 studies 

(Barlow et al., 2019; Brown et al., 2021; Donohue et al., 2014; Leakey, 2005) were otherwise 

similar to Dawe et al. (2007) in terms of population, point of intervention (post-partum), and 

an intervention approach that integrated parental substance misuse treatment with one or 

more treatment components that focused parent wellbeing, child health and development, 

parenting, and/or overall family-functioning. This result should be interpreted with caution 

and does not indicate that the particular intervention approach for Dawe et al. (2007) is more 

effective than the other studies measuring child abuse potential at longer-term follow-up.  

 
Figure 5 
 
Forest Plot for Child Abuse Potential Meta-Analysis (Follow-Up, Young Children) 
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Two studies included families with adolescents and measured child abuse potential 

using a measured focused on risk of adolescent child abuse (Adult-Adolescent Parenting 

Inventory (AAPI-2)), which is distinctly different measure than for younger children (Kim et 

al., 2019; Leakey, 2005). One study evaluated the effectiveness of a Solutions Focused 

Behavioural Therapy model on adolescent abuse potential using a sample of substance 

misusing parents. The intervention was comprised of weekly individual sessions over the 

course of approximately 3-months. The other study examined the effectiveness of The 

Nurturing Program, which formed part of a therapeutic community where mothers with 

substance misuse issues reside with their children. The study specifically compared the 

effectiveness of the relationally focused program with or without the integration of ‘nurturing 

time’, which was an experiential component that provided mother-child dyads the 

opportunity to practice the relationship building skills emphasised in the program.  

In light of the qualitative differences between these two intervention approaches, they 

were not combined with meta-analysis. Upon completion of the intervention, abuse potential 

did not differ between parents who participated in the Solutions Focused Behavioural 

Therapy model compared to treatment-as-usual on any of the 5 AAPI-2 subscales (see Table 

7 above). Likewise, abuse potential did not differ between those who participated in the 

Nurturing Parenting Program with or without the nurturing time experiential component (see 

Table 7 above).     

Out-of-Home Care. Twenty studies reported a measure related to child out-of-home 

care (OOHC), yet there was a substantial amount of missing data across the studies, with only 

8 studies reporting sufficient data to calculate effect sizes. For most studies with missing 

data, the main issue was missing standard deviations or n by groups, unclear reporting of the 

timing of outcome measurements after intervention completion, difficulty verifying if all 

participants had completed the intervention, or variation in follow-up periods across 
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participants without appropriate time-to-event analyses. In the paragraphs that follow, the 

studies with missing data are omitted, however, Appendix F provides a summary of studies 

with and without missing data by each outcome category. 

Two studies (Donohue et al., 2014; Schaeffer et al., 2011) measured the number of days 

in child protective custody or OOHC. Donohue et al. (2014) examined the effectiveness of a 

home-based enhanced Family Behaviour Therapy intervention comprised of weekly home-

based sessions over the course of 6-months. The mean number of days in child protective 

custody did not differ between families who participated in the enhanced Family Behaviour 

Therapy versus treatment-as-usual at either post-intervention (n = 72; SMD = 0.21, 95% CI -

0.21 to 0.67) or at follow-up < 6-months later (n = 72; SMD = 0.25, 95% CI -0.22 to 0.71). 

The second study (Schaeffer et al., 2013) examined the effectiveness of the Building Strong 

Families intervention, which integrated Multisystemic Therapy for Child Abuse and Neglect 

(MST-CAN) and Reinforcement Based Therapy (RBT). At follow-up more than 12-months 

after treatment completion, there were no differences between the intervention and treatment-

as-usual participants in relation to the number of days children spent in OOHC (n = 43; SMD 

= 0.39, 95% CI -0.22 to 1.00).  

Four studies assessed whether receiving treatment impacted the odds of children being 

in an OOHC placement. Two studies evaluated pharmacological interventions with either 

rooming-in with infants rather than neonatal intensive care (Abrahams et al., 2010; Hunsler et 

al., 2013), one evaluated a FTDC model (Harwin et al., 2013), and another was a home-

visiting intervention focused on mother child health and wellbeing from birth until the child 

reached 3 years (Butz et al., 2001). A meta-analysis of the 4 studies indicated that the odds of 

a child being in OOHC with a non-relative was lower for families engaged in treatment 

versus those engaged with treatment-as-usual (Figure 6; n = 1,425; OR = 0.67, 95% CI 0.53 
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to 0.84). No heterogeneity among the effect sizes was detected for this meta-analysis (τ
2
 = 

0.00; χ2 = 1.80, df = 3, p = 0.62; I² = 0%).  

  

Figure 6 
 
Forest Plot for Out-of-Home Care Meta-Analysis (Post-Intervention) 

 

 

A single study (Flannery et al., 2020) compared whether the rate of OOHC differed for 

infants with neonatal abstinence syndrome who were treated with methadone versus 

morphine more than 12-months after hospital discharge. The odds ratio (OR) for this study 

suggests that there were no differences in probability of OOHC between infants treated with 

methadone or morphine (OR = 0.72, 95% CI 0.24 to 2.14).        

Another single study (Butz et al., 2001) examined whether a home-visiting intervention 

with mothers and their infants influence the likelihood of placement in kinship care at 36-

months of age (end of intervention period) compared to treatment-as-usual. The odds ratio 

(OR) for this study suggests there were no differences in the probability of kinship care 

families who engaged with treatment versus treatment-as-usual (OR = 0.72, 95% CI 0.45 to 

1.14). 

A final single study examined whether a multisystemic therapy approach (Building 

Stronger Families) impacted the number of OOHC placements compared to treatment-as-
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usual. Approximately 12-15 months after treatment completion, there were no differences in 

the number of OOHC placements between the groups (SMD = 0.29, 95% CI -0.32 to 0.90). 

Parental Care. Twelve studies examined if engagement with treatment impacted 

whether parents retained care or custody of their children (without specific reference to 

reunification or permanency). Seven studies compared a psychosocial, pharmacological 

and/or legal intervention to a treatment-as-usual condition at the post-intervention time-point 

and three studies compared alternate treatments (Hall et al., 2014, 2015, 2016). One study 

compared a long-term therapeutic community with or without child(ren) residing with parents 

at 6-month post-discharge (Stevens et al., 1998) and another single study (Forrester et al., 

2008) compared intensive family preservation service (‘Option 2’) to a treatment-as-usual 

condition with a follow-up period of 3.5 years (range: 8 months – 6.5 years, no statistically 

significant differences between groups on length of follow-up).  

At post-intervention completion, the odds of parents retaining care of their children was 

higher for parents engaged in treatment compared to treatment-as-usual (OR = 1.41, 95% CI 

0.97 to 2.05, see Figure 7). There was moderate and but non-significant heterogeneity (τ
2
 = 

0.11; χ2 = 12.56, df = 6, p = 0.05; I² = 52%), yet too few studies to permit subgroup analyses 

to explore this heterogeneity.  
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Figure 7 
Forest Plot for Retaining Parental Care Meta-Analysis (Post-Intervention) 

 

 

Upon examination of the seven studies, the nature of the interventions, and the a priori 

moderators specified for subgroup analysis, three main differences were identified across the 

studies. First, the studies were evenly split by whether the intervention was focused in the 

prenatal/immediate birth or the postpartum period. Second, those focused on the 

prenatal/immediate birth period were also all conducted in health settings versus the post-

partum studies that were set in community, home, and judicial settings. Third, all of the 

prenatal/immediate birth studies were also quasi-experiments versus the post-partum studies 

which were all RCTs. In light of this, and the inappropriateness of subgroup analysis, the 

decision was made to conduct two separate meta-analyses. The first included studies with 

interventions focused in the prenatal and immediate birth period and that were implemented 

in health settings (Abrahams et al., 2007, 2010; Hunsler et al., 2013; Singh et al., 2020). The 

second included studies where the intervention was focused on the post-partum period and 

not implemented in health settings (Butz et al., 2001; Ersnt et al. 1999; Dakof et al., 2010). 

The odds of parents retaining care of their children were higher for parents who 

engaged in rooming-in with or without comprehensive prenatal care and/or pharmacological 
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treatment for neonatal abstinence syndrome (if required) compared to parents who engaged 

with treatment-as-usual (n = 1,459; OR = 1.76, 95% CI 1.14 to 2.73; see Figure 8). However, 

non-significant and moderate heterogeneity remained (τ
2
 = 0.10; χ2 = 6.83, df = 3, p = 0.03; I² 

= 56%) and no clear factors could be identified that would permit sensitivity analysis.  

 
Figure 8 
 
Forest Plot for Retaining Parental Care (Prenatal Focus, Post-Intervention) 

 

 

The odds of parents retaining care of their children was no different for parents who 

engaged in post-partum and early childhood treatments than for parents who engaged with 

treatment-as-usual (n = 257; OR = 0.88, 95% CI 0.52 to 1.49; see Figure 8). In addition, there 

was no statistically significant heterogeneity in the distribution of effect sizes (τ
2
 = 0.00; χ2 = 

1.53, df = 2, p = 0.46; I² = 10%).  
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Figure 9 
 
Forest Plot for Retaining Parental Care (Postpartum Focus, Post-Intervention) 

 

Stevens et al. (1998) examined whether residing in a long-term therapeutic community 

with or without children impacted whether mothers retained care of their children 6-months 

post-discharge. Findings from this single study suggest that the odds of mothers retaining 

care does not differ between mothers who do and do not have their children residing with 

them during treatment (n = 38; OR = 2.32, 95% CI 0.63 to 8.58). In comparison, Forrester et 

al. (2008) examined if an intensive family preservation service (‘Option 2’) impacted whether 

children remained with their parents at the end of a follow-up period of 3.5 years (range: 8 

months – 6.5 years, no statistically significant differences between groups on length of 

follow-up). Families engaged with Option 2 were more likely to be residing together than 

families engaged in treatment-as-usual (OR = 1.64, 95% CI 1.01 to 2.67). 

Finally, in a series of studies examining different treatments for neonatal abstinence 

syndrome (NAS), Hall and colleagues found that the odds of discharge to an infants’ mother 

did not differ according to whether NAS was treated with (1) a stringent versus non-stringent 

weaning protocol (Hall et al., 2014; OR = 1.12, 95% CI 0.75 to 1.69); (b) a structured versus 

unstructured methadone weaning protocol (Hall et al., 2015; OR = 1.38, 95% CI 0.86 to 

2.22); or (3) buprenorphine versus methadone (Hall et al., 2016; OR = 1.43, 95% CI 0.71 to 

2.91). 
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Thirteen studies reported permanency-related outcomes, yet only 5 of these studies 

reported sufficient data to calculate effect sizes. Similar to other studies that use child welfare 

official data, the outcome time-point in relation to the intervention was often unclear or 

studies did not report appropriate time-to-event analyses to permit synthesis of studies 

examining time to permanency. Further, other studies only presented permanency data for 

children who had been reunified or who had experienced an OOHC rather than the entire 

randomised or assigned sample. These issues are likely to create biased effect estimates and 

their inclusion to estimate the effects of interventions is only recommended when appropriate 

data is available (e.g., Cox proportional hazards models, complete individual participant data; 

Deeks et al., 2019). 

Of the 5 studies with sufficient data, 2 studies (Dakof et al., 2010; Harwin et al., 2018) 

assessed if engagement with an FTDC program impacted whether children were permanently 

placed with a relative. At the post-intervention time-point, engagement with an FTDC did not 

increase the odds of children being placed permanently with relatives (n = 412; OR = 1.02, 

95% CI 0.37 to 2.79). Harwin et al. (2018) also examined if engagement with an FTDC 

impacted whether or not children were in a permanent placement at all and found that at the 

closure of the case, engaging with the FTDC model did not increase the odds of children 

being in a permanent placement (n = 350; OR = 1.16, 95% CI 0.71 to 1.90).  

Two studies examined if engagement with an FTDC increased the likelihood of 

children being permanently placed with one or both parents (Harwin et al., 2018; Sagatun-

Edwards, 2000). At treatment completion, engagement with an FTDC did not increase the 

odds of children being placed permanently with a parent (n = 439; OR = 1.24, 95% CI 0.84 to 

1.81) 

Another study (Lloyd et al., 2021) used time-to-event data to examine whether 

engagement with FTDC program increased the likelihood of children exiting the child 
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welfare system to a permanent placement. It was not appropriate to combine this study with 

Harwin et al. (2013) as there was no fixed time-point in relation to the treatment for all 

participants (Deeks et al., 2019). However, the authors appropriately analysed the data using 

a Cox proportional hazards model and found a medium to large effect, suggesting that the 

likelihood of a permanent child placement was higher for families engaged with a FTDC than 

for comparison cases who received treatment-as-usual (unadjusted HR = 2.18, 95% CI 1.51 

to 3.15). 

Finally, a single study analysed time-to-event data to examine whether engagement 

with an FTDC impacted the amount of time taken for children to reach a permanent 

placement (Chuang et al., 2012). Results of the authors’ Cox proportional hazards model 

indicated that the time taken to achieve permanency was longer for families who had engaged 

with an FTDC compared to families who received treatment-as-usual (HR = 0.52, robust SE 

= 0.10). 

Reunification. Twenty-two studies reported reunification outcomes, however, only 5 

reported sufficient data to calculate effect sizes. The studies with missing outcome data had 

issues similar to those reported for the other child welfare outcomes (see above). A particular 

issue with this outcome category was that not all children were removed from their parents at 

the beginning of the intervention, meaning that it was not possible for all families randomised 

or assigned to achieve the outcome. Further, studies did not consistently report if the 

reunification related to a removal prior or during the intervention, or whether the 

reunification was related to an initial or subsequent removals. These issues combined, 

rendered many of the studies unsuitable for estimating the effect of the intervention for this 

particular outcome.  

Of the 5 studies with sufficient data to calculate effect sizes, 4 examined the impact of 

treatment on the rate of reunification. One study (Sanmartin et al., 2020) examined the impact 
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of legislative responses to parental substance misuse whereby children are removed and 

placed into foster care. Specifically, Sanmartin and colleagues (2020) compared the rate of 

reunification for children under age 1 who had been removed due to parental substance 

misuse for 24 American states with such legislation to 26 American states without this type 

of legislation. Based on discrete time-hazard models, the likelihood of reunification with 

parent(s) after removal was lower in states with legislation that criminalises or classes 

parental substance misuse as child abuse compared to those states without the legislation (n = 

350,604; HR = 0.95, 95% CI 0.94 to 0.96). The three remaining studies both included 

treatment and comparison groups where removal had occurred for all children due to parental 

substance misuse but used different analytic methods and time-points, which precluded 

combining all three into one meta-analysis. Lloyd et al. (2021) examined whether 

engagement with an FTDC program increased the likelihood of reunification, tracking 

families from the point of referral to the FTDC until an end date of 2019 (study period = 

October 2015 – March 2019). The authors found that the likelihood of reunification during 

the study period was higher for families engaged with a FTDC than families receiving 

treatment-as-usual (unadjusted HR = 3.92, 95% CI 2.42 to 6.33).  

In comparison, Ryan et al. (2016) and Quittan (2004) provided counts for reunification, 

with Quittan (2004) providing both post-intervention and follow-up data (approximately 6 – 

12 months), whereas Ryan et al. (2016) began tracking families from the point of petition 

(initiated randomisation of cases) to 36-months later (i.e., approximately 24-month follow-up 

point). Quittan (2004) compared a standard FTDC model with a FTDC model enhanced with 

the Celebrating Families! intervention (cultural adaption of the Strengthening Families 

program), whereas Ryan et al. (2016) compared treatment-as-usual child welfare services to a 

Recovery Coaches model. There were no differences in the odds of reunification between a 

standard FTDC model and FTDC + Celebrating Families! a post-intervention (n = 51; OR = 
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1.53, 95% CI 0.46 to 5.02) or at the 6 – 12 month follow-up mark (OR = 1.28, 95% CI = 0.38 

to 4.27). However, Ryan et al. (2016) found that the odds of reunification was higher for 

families assigned to Recovery Coaches compared to treatment-as-usual (n = 3,440; OR = 

1.34, 95% CI 1.11 to 1.62).  

A final study (Brook et al., 2007) compared the time taken to reunify for families 

engaged with an intensive service coordination treatment to families receiving treatment-as-

usual. Although reunification occurred at a faster rate for families engaged with treatment, 

the effect size representing the differences in trajectories was small and not statistically 

significant (Wilcoxon [Gehan] = 1.763, p = .1842).  

Termination of parental rights. Five studies examined the effects of treatment using 

outcomes relating to termination of parental rights, however, only 2 studies reported 

sufficient data to calculate effect sizes. The two studies with missing data did not clearly 

report the timing of outcome measurement in relation to treatment. The two studies with 

sufficient data for effect size calculation both compared the FTDC model with either 

comprehensive case-management or a family-focused program set in the home (Engaging 

Moms; Dakof et al., 2010; Dakof et al., 2009). The initial quasi-experimental evaluation 

(Dakof et al., 2009) examined if the two approaches differed in relation to whether an 

application for termination of parental rights (TPR) had been filed and whether parents 

voluntarily surrendered their parental rights permanently. At treatment completion, the odds 

of a TPR application being filed were lower for families who participated in the 

FTDC+Engaging Moms approach than for families engaged with FTDC+case-management 

approach (OR = 0.28, 95% CI 0.11 to 0.74). There were no differences between the groups 

for voluntary and permanent surrender of parental rights (OR = 0.85, 95% CO 0.20 to 3.65). 

In the randomised evaluation of the FTDC+Engaging Moms model found that the odds of a 

child being placed in foster care or with a relative, along with TPR, did not differ between the 
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treatment and comparison condition (foster: OR = 0.36, 95% CI 0.10, 1.34; relative: OR = 

0.56, 95% CI 0.12, 2.57). 

Child Development. Seventeen studies included at least one measure of child 

development, across a range of areas, with most studies measuring cognition, language, 

and/or motor skills. Table 8 below provides a summary of the analyses conducted across all 

outcomes in the child development domain, and the subsections below provide further detail 

about the analysis results and included studies.  

Child Cognitive Development. Ten studies examined whether treatment impacted 

young children’s cognition, yet two of these studies reported insufficient data to calculate 

effect sizes (e.g., no standard deviation or other statistical data to permit hand calculations). 

Five studies assessed intervention effectiveness using treatment-as-usual comparison 

conditions and measured child cognition post-intervention when children were between 18 – 

46 months (Black et al., 1994; Conerly 1999; Ersnt et al. 1999; Kilbride et al., 2000; Porges 

et al., 2018). These interventions began at birth or early infancy and all focused on child 

health and development. None of the interventions included an intervention component 

focused on treating parental substance misuse, two included case-management (Ersnt et al. 

1999; Kilbride et al., 2000), and two integrated a parent-focused therapeutic component 

(Black et al., 1994; Ersnt et al. 1999). A meta-analysis of these 5 studies indicated that early 

child cognition did not differ for those who had received treatment versus treatment-as-usual 

(Figure 10; n = 245; SMD = 0.24, 95% CI -0.03 to 0.40) and there was little heterogeneity 

among the effect sizes (τ
2
 = 0.00; χ2 = 4.17, df = 3, p = 0.38; I² = 4%).  
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Figure 10 
 
Forest Plot for Child Cognition Meta-Analysis (Post-Intervention) 

 

Three studies examined the impact of alternate treatments on child cognition and three 

of these were pharmacological interventions. The first study compared cognitive outcomes at 

age 12-months after treatment for neonatal abstinence syndrome with either methadone or 

clonidine (Bada et al., 2015), and again there was no difference between treatments (n = 24; 

SMD = 0.19, 95% CI -0.61 to 1.00). The second study compared cognitive outcomes at age 

18-months after treatment for neonatal abstinence syndrome with either methadone or 

morphine (Flannery et al., 2020), and again there was no difference between treatments (n = 

83; SMD = -0.10, 95% CI -0.53 to 0.33). 

The third study comparing alternative treatments examined the effectiveness of a child-

focused developmental curriculum with young children with prenatal cocaine exposure 

delivered either one-on-one in the home twice a week or at in childcare group setting 5 days 

per week (Warren et al., 2006). Mothers in both groups, who continued to experience 

significant psychosocial stressors (including substance use) also received other support 

services (e.g., medical care, social work services, transportation). Upon intervention 

completion, when children were approximately 36-months of age, there were no differences 
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in cognition between the two treatment approaches (n = 96; SMD = -0.29, 95% CI -0.69, 

0.11). 

Child Executive Functioning. Four studies reported measuring child executive 

functioning, yet 2 did not report any data for the executive function measure after 

intervention completion (Margolis et al., 2017; Sullivan, 1984). The third study examined the 

impact of Solution Focused Behavioural Therapy for substance misusing parents – without 

inclusion of children – on child executive functioning measured via parent self-report on a 

standardised tool (Kim et al., 2019). At the post-intervention time-point, children of parents 

engaging with Brief Solution-Focused Therapy did not differ from parents engaged with 

treatment-as-usual on: (1) a composite measuring global executive functioning (n = 75; SMD 

= -0.16, 95% CI -0.62 to 0.30); (2) a composite measuring ability to problem-solve, plan and 

organise, sustain working memory, and/or monitor performance (n = 75; SMD = -0.19, 95% 

CI -0.64 to 0.27); or (3) a composite measuring the ability to regulate behaviour (n = 75; 

SMD = -0.11, 95% CI -0.56 to 0.35). The fourth study examined the impact of a child-

focused group program for children of alcoholics on two measures of child executive 

functioning measured via parent self-report on a standardised tool (Davis-Susser, 1990). At 

the post-intervention time-point, children engaging with the group program did not differ 

from children who did not participate in the program on: (1) a measure of attention (n = 40; 

SMD = -0.12, 95% CI -0.83 to 0.60); or (2) a measure of hyperactivity (n = 40; SMD = -0.28, 

95% CI -1.00 to 0.44). 
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Table 8  

Child Development Outcome Domain Analyses and Results 

Comparator Time-Point Studies and 
Participants Analyses SMD / 

OR 95% CI χ2 I2  τ
2
 

Cognition 
Treatment-as-usual 
Direct assessment 

Post-intervention (< 3-
months after treatment 
completion) 

5 studies 
(n = 245) 

Meta-analysis 0.24 -0.03, 0.50 4.17, df = 4, p = .38 4% 0.00 

Alternative treatment 
(Home versus Centre Child-
Focused Early Intervention) 

Post-intervention (< 3-
months after treatment 
completion) 

1 study 
(n = 96) 

Single effect size -0.29 -0.69, 0.11 - 

Alternative treatment 
(Methadone v Morphine) 
 
(Morphine v Clonidine) 

 
Follow-up (≥ 12-months 
but ≤ 18-months after 
treatment completion) 

 
2 studies 
(n = 107) 

 
Single effect size 

 
Single effect size 

 
-0.10 

 
0.19 

 
-0.53, 0.33 

 
-0.61, 1.00 

 
- 
 
- 

Executive Function 
Treatment-as-usual 
Parent-report 

Post-intervention < 3-
months after treatment 
completion) 

1 study 
(n = 75) 

Single effect sizes 
 

BRI 
MCI 
GEC 

 
 

-0.11 
-0.19 
-0.16 

 
 

-0.56, 0.35 
-0.64, 0.27 
-0.62, 0.30 

 
 
- 
- 
- 

 
 
- 
- 
- 

 
 
- 
- 
- 

Treatment-as-usual 
Parent-report 

Post-intervention < 3-
months after treatment 
completion) 

1 study 
(n = 40) 

Single effect sizes 
 

Attention Problems 
Motor Excess 

 
 

-0.12 
-0.28 

 
 

-0.83, 0.60 
-1.00, 0.44 

 
 
- 
- 

 
 
- 
- 

 
 
- 
- 

BRI = Behavioural Regulation Index; MCI = Metacognition Index; GEC = Global Executive Composite.  
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Comparator Time-Point Studies and 
Participants Analyses SMD / 

OR 95% CI χ2 I2  τ
2
 

Language: Receptive 
Treatment-as-usual 
Direct assessment 

Post-intervention (< 3-
months after treatment 
completion) 

2 studies 
(n = 85) 

Meta-analysis 0.44 -0.13, 1.01 1.50, df = 1, p = .22 33% 0.06 

Alternative treatment 
(Home versus Centre Child-
Focused Early Intervention) 

Post-intervention (< 3-
months after treatment 
completion) 

1 study 
(n = 96) 

Single effect size -0.48 -0.89, -0.07 - 

Alternative treatment 
(Morphine v Clonidine) 

Follow-up (≥ 12-months 
but ≤ 18-months after 
treatment completion) 

1 study 
(n = 24) 

Single effect size -0.37 0.44, 1.25 - 

Language: Expressive 
Treatment-as-usual 
Direct assessment 

Post-intervention (< 3-
months after treatment 
completion) 

2 studies 
(n = 85) 

Meta-analysis 0.55 0.08, 1.01 0.70, df = 1, p = .40 0% 0.00 

Alternative treatment 
(Home versus Centre Child-
Focused Early Intervention) 

Post-intervention (< 3-
months after treatment 
completion) 

1 study 
(n = 96) 

Single effect size -0.75 -1.17, -0.34 - 

Alternative treatment 
(Morphine v Clonidine) 

Follow-up (≥ 12-months 
but ≤ 18-months after 
treatment completion) 

1 study 
(n = 24) 

Single effect size 0.06 -0.74, 0.86 - 

Language: Total 
Alternative treatment 
(Morphine v Clonidine) 

Follow-up (≥ 12-months 
but ≤ 18-months after 
treatment completion) 

1 study 
(n = 24) 

Single effect size 0.17 -0.63, 0.98 - 
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Comparator Time-Point Studies and 
Participants Analyses SMD / 

OR 95% CI χ2 I2  τ
2
 

Motor Skills: Fine  
Alternative treatment 
(Home versus Centre Child-
Focused Early Intervention) 

Post-intervention (< 3-
months after treatment 
completion) 

1 study 
(n = 96) 

Single effect size -0.12 -0.52, 0.29 - 

Motor Skills: Gross 
Alternative treatment 
(Home versus Centre Child-
Focused Early Intervention) 

Post-intervention (< 3-
months after treatment 
completion) 

1 study 
(n = 96) 

Single effect size -0.25 -0.65, 0.16 - 

Motor Skills: Total 
Treatment-as-usual 
Direct assessment 

Post-intervention (< 3-
months after treatment 
completion) 

2 studies 
(n = 91) 

Meta-analysis -0.16 -0.57, 0.26 0.65, df = 1, p = .42 0% 0.00 

Alternative treatment 
(Morphine v Clonidine) 

Follow-up (≥ 12-months 
but ≤ 18-months after 
treatment completion) 

1 study 
(n = 24) 

Single effect size 0.19 -0.61, 1.00 - 

Alternative treatment 
(Methadone v Morphine) 

Follow-up (≥ 12-months 
but ≤ 18-months after 
treatment completion) 

1 study 
(n = 83) 

Single effect size -0.25 -0.68, 0.19 - 
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Comparator Time-Point Studies and 
Participants Analyses SMD / 

OR 95% CI χ2 I2  τ
2
 

Social Skills 
Treatment-as-usual 
Child-report 

Post-intervention (< 3-
months after treatment 
completion) 

1 study 
(n = 30) 

Single effect size 0.33 -0.39, 1.05 - 

Treatment-as-usual 
Parent-report 

Post-intervention (< 3-
months after treatment 
completion) 

2 studies 
(n = 100) 

Meta-analysis 0.11 -0.29, 0.52 0.64, df = 1, p = .42 0% 0.00 

Treatment-as-usual 
Parent-report 

Follow-up (≥ 6-months 
but < 18-months after 
treatment completion) 

1 study 
(n = 33) 

Single effect size -0.73 -1.46, 0.01 - 

Alternative treatment 
(Home versus Centre Child-
Focused Early Intervention) 

Post-intervention (< 3-
months after treatment 
completion) 

1 study 
(n = 96) 

Single effect size 0.19 -0.22, 0.59 - 

Sleep 
Alternative treatment 
(Home versus Centre Child-
Focused Early Intervention) 

Post-intervention (< 3-
months after treatment 
completion) 

1 study 
(n = 96) 

Single effect size -0.30 -0.70, 0.10 - 

Treatment-as-usual 
Parent-report 

Follow-up (≥ 6-months 
but < 18-months after 
treatment completion) 

1 study 
(n = 100) 

Single effect size 0.21 -0.18, 0.61 - 

Other 
Treatment-as-usual 
Clinician assessment 

Post-intervention (< 3-
months after treatment 
completion) 

1 study 
(n = 27) 

Single effect size 1.43‡ 0.11, 18.00 - 

Alternative treatment 
(Methadone v Morphine) 

Follow-up (≥ 12-months 
but ≤ 18-months after 
treatment completion) 

1 study 
(n = 83) 

Single effect size 0.95‡ 0.39, 2.30 - 

Treatment-as-usual 
Parent-report 

Follow-up (≥ 6-months 
but < 18-months after 
treatment completion) 

1 study 
(n = 33) 

Single effect sizes 
 

Development 
Cerebral Dysfunction 
Intellectual Screening 

 
 

-0.30 
-0.39 
-0.58 

 
 

-1.00, 0.41 
-1.09, 0.32 
-1.29, 0.14 

 
 

- 
- 
- 
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Child Language Development. Six studies examined whether treatment impacted 

young children’s language development, yet one of these studies reported insufficient data to 

calculate effect sizes (e.g., no standard deviation or other statistical data to permit hand 

calculations). Two studies assessed intervention effectiveness using treatment-as-usual 

comparison conditions and measured child language post-intervention when children were 

between 18 – 46 months (Conerly 1999; Porges et al., 2018). These interventions began at 

birth or early infancy and all focused on child health and development. None of the 

interventions included an intervention component focused on treating parental substance 

misuse or any other areas of family-functioning (e.g., parent wellbeing). A meta-analysis of 

these 2 studies indicated that receptive language development did not differ for those who 

had received treatment versus treatment-as-usual (n = 84; SMD = 0.44, 95% CI -0.13 to 1.01) 

and there was modest but non-significant heterogeneity among the effect sizes (τ
2
 = 0.06; χ2 = 

1.50, df = 1, p = 0.22; I² = 33%). However, children receiving early developmental 

intervention had better expressive language development upon treatment completed 

compared to children receiving treatment-as-usual (n = 85; SMD = 0.55, 95% CI 0.08 to 

1.01) and there was no heterogeneity among the effect sizes (τ
2
 = 0.00; χ2 = 0.70, df = 1, p = 

0.40; I² = 0%). 

Three studies examined the impact of alternate treatments on child cognition, two of 

which were pharmacological interventions. These were the same treatment-treatment studies 

described above in the ‘Child cognition’ section (Bada et al., 2015; Flannery et al., 2020; 

Warren et al., 2006). Flannery et al. (2020) found no differences in language development for 

children 18-months after treatment for neonatal abstinence syndrome with either methadone 

or morphine (n = 83; SMD = -0.10, 95% CI -0.54 to 0.33). Similarly, Bada et al. (2015) 

found no difference in language development 12-months after treatment for neonatal 

abstinence syndrome with either methadone or clonidine, for either total language 
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development (n = 24; SMD = 0.17, 95% CI -0.63 to 0.98); expressive language development; 

(n = 24; SMD = 0.06, 95% CI -0.74 to 0.86) or receptive language development (n = 24; 

SMD = 0.44, 95% CI -0.37 to 1.25). The third study comparing the centre- versus home-

based developmental curriculum (Warren et al., 2006) found that both expressive and 

receptive language were more developed in children who participated in the centre-based 

versus home-based intervention (Expressive: n = 96, SMD = -0.75, 95% CI -1.17, -0.34; 

Receptive: n = 96, SMD = -0.48, 95% CI -0.89, -0.07). 

Child Motor Development. Seven studies examined whether treatment impacted young 

children’s motor development, yet two of these studies reported insufficient data to calculate 

effect sizes (e.g., no standard deviation or other statistical data to permit hand calculations). 

Two studies assessed intervention effectiveness using treatment-as-usual comparison 

conditions and measured child motor skills post-intervention when children were between 18 

– 36 months (Black et al., 1994; Ersnt et al. 1999). Both interventions began at birth or early 

infancy and focused on child health and development. Neither study included an intervention 

component focused on treating parental substance misuse, one included case-management 

(Ersnt et al. 1999), and both integrated a parent-focused therapeutic component. A meta-

analysis of these studies indicated that early child motor skills did not differ for those who 

had received the intervention versus treatment-as-usual (n = 91; SMD = -0.16, 95% CI -0.57 

to 0.26), and no heterogeneity was detected among the effect sizes (τ
2
 = 0.00; χ2 = 0.65, df = 

1, p = 0.42; I² = 0%).  

Three studies examined the impact of alternate treatments on child motor skills and 

three of these were pharmacological interventions. These were the same treatment-treatment 

studies described above in the ‘Child cognition’ section (Bada et al., 2015; Flannery et al., 

2020 Warren et al., 2006). In contrast, Flannery et al. (2020) found no differences in motor 

skills for children 18-months after treatment for neonatal abstinence syndrome with either 
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methadone or morphine (n = 83; SMD = -0.25, 95% CI -0.68 to 0.19). Bada et al. (2015) also 

found no difference in motor development 12-months after treatment for neonatal abstinence 

syndrome with either methadone or clonidine (n = 24; SMD = 0.19, 95% CI -0.61 to 1.00). 

The fourth study, which compared a centre- versus home-based developmental curriculum 

(Warren et al., 2006) found that both fine and gross motor skills did not differ for children 

who participated in either the centre- or home-based intervention (Fine: n = 96, SMD = -0.12, 

95% CI -0.52, 0.29; Gross: n = 96, SMD = -0.25, 95% CI -0.65, 0.16). 

Child Sleep. Two studies measured child sleep problems. One was the study described 

above which compared a centre- versus home-based developmental curriculum (Warren et 

al., 2006) and the other compared a parent and child-focused nurse home-visiting 

intervention to usual community care approximately 24-months after treatment completion 

(Butz et al., 2001).  Warren et al. (2006) found that the level of sleep problems did not differ 

for children who participated in either the centre- or home-based intervention (n = 96, SMD = 

-0.30, 95% CI -0.70, 0.10). Likewise, Butz et al. (2001) found that the level of sleep 

problems did not differ for children who received the home-visiting or usual community care 

at ~24-months after treatment (n = 100, SMD = 0.21, 95% CI -0.18, 0.61). 

Child Social Skills. Seven studies reported child social skills as an outcome measure, 

however, two of these studies reported insufficient data to calculate effect sizes (e.g., no 

standard deviation or other statistical data to permit hand calculations). One study utilised a 

child-report measure to examine the effectiveness of child-focused group therapy program 

compared to a waitlist control group (Scheer 1996). At the post-intervention time-point, 

children’s self-reported social skills did not differ between those who were assigned to the 

intervention versus waitlist control condition (n = 30; SMD = 0.33, 95% CI -0.39 to 1.05).  

Two studies compared psychosocial interventions to treatment-as-usual conditions 

using parent-report measures of child social skills (Conerly 1999; Kim et al., 2019). One 
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study was a solution-focused individual therapy intervention for parents (Kim et al., 2019) 

and the other was a developmentally focused child and family early intervention program 

(Conerly 1999). Upon treatment completion, child social skills did not differ between the 

intervention and treatment-as-usual conditions (n = 100; SMD = 0.11, 95% CI -0.29 to 0.52) 

and there was no heterogeneity detected in the distribution of effect sizes (τ
2
 = 0.00; χ2 = 

0.64, df = 1, p = 0.42; I² = 0%). A third study examined the effectiveness of a therapeutic 

intervention (Sullivan, 1984) for alcoholic parents compared to no treatment at 8-months 

follow-up. The intervention comprised 6 parent group therapy sessions, 6 child group therapy 

sessions, and 6 family therapy sessions focused on psychoeducation and supportive 

psychotherapy. For this study, parents rated their children’s social skills lower in after 

participating in the intervention compared to the no treatment control group (n = 33; SMD = -

0.73, 95% CI -1.46 to -0.01). The final study compared two alternative treatments and is 

detailed in the ‘Child cognition’ and subsequent sections (Warren et al., 2006). At post-

intervention, child social skills, as rated by parents, did not differ for children who 

participated in either the centre- or home-based intervention (n = 96, SMD = 0.19, 95% CI -

0.22, 0.59). 

Other Child Development Measures. Three studies measured developmentally related 

outcomes that did not fit clearly under the abovementioned outcome categories. Flannery et 

al. (2020) found no differences in the odds that a family was engaged with early intervention 

services to support child development 18-months after treatment for neonatal abstinence 

syndrome with either methadone or morphine (n = 83; OR = 0.95, 95% CI 0.39 to 2.30). The 

second study (Sullivan, 1984), described under ‘Child Social Skills’ above, utilised a 

comprehensive standardised and normed parent-report measure of numerous aspects of child 

development and functioning. In addition to social skills and other areas examined under the 

behavioural/emotional outcome domains, three other scales were developmentally related: 
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Cerebral Dysfunction, Intellectual Screening, and Development. At 8-months follow-up, 

parents in the treatment and control groups did not differ in reports of their children’s 

difficulties in these three areas (n = 33; Cerebral Dysfunction: SMD = -0.39, 95% CI -1.09 to 

0.32; Intellectual Screening: SMD = -0.58, 95% CI -1.29 to 0.14; Development: SMD = -

0.30, 95% CI -1.00 to 0.40). The third study in this outcome category assessed whether 

children’s development was “within normal limits” with no further specification (Penny & 

Pratt, 2011). This study compared usual early childhood health care to a multidisciplinary 

coordinated clinical pathway to care model for families affected by parental substance misuse 

with children from birth to 12-months. At the post-intervention time-point, children in the 

coordinated care and treatment-as-usual groups did not differ in terms of whether they were 

developing within normal limits (n = 24; OR = 1.43, 95% CI 0.11 to 18.00). 

Child Emotional and Behavioural Domains. Forty-one studies included at least one 

measure of an emotional or behavioural child outcome. A wide range of outcomes were 

captured under this domain, including both parent- and child-report measures. Table 9 below 

provides a summary of the analyses conducted across all outcomes in the emotional and 

behavioural domain, and the subsections below provide further detail about the analysis 

results and included studies. 

Total Problems. Twenty studies examined the effectiveness of treatment using parent-

report standardised measures that produce a composite for overall emotional and/or 

behavioural problems for children at their developmental age. Seven of these studies either 

reported no outcome data at all or insufficient data to calculate effect sizes (e.g., no standard 

deviation or other statistical data to permit hand calculations). Of the studies with complete 

data (k = 13), 8 studies compared an eligible intervention to a treatment-as-usual comparison 

condition at post-intervention, with 6 studies using both a post-intervention and short-term 

follow-up (≥3 months ≤ 6-months), and 3 studies also including a longer follow-up (>6-
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months ≤12-months). An additional two studies compared alternative treatments (Warren et 

al., 2006 and Flannery et al., 2020 described above). Three studies included both a parent and 

child-report measure for total emotional and behavioural problems (Luthar & Suchman, 

2000; Luthar et al., 2007; Margolis et al., 2017), but reported insufficient data to permit 

calculation of effect sizes (e.g., no standard deviations or other statistical data to permit hand 

calculations). 

The meta-analysis of the 8 studies using a post-intervention outcome measure produced 

a small effect size, indicating that treatment was more effective than treatment-as-usual for 

reducing emotional and behavioural problems (Figure 11; n = 383; SMD = 0.44, 95% CI 0.08 

to 0.73). There was moderate and significant heterogeneity among the effect sizes (τ
2
 = 0.13; 

χ2 = 16.79, df = 7, p = 0.02; I² = 58%), yet too few studies to conduct subgroup analyses. To 

explore this heterogeneity, we first examined the included studies according to the a priori 

defined moderators: child age, type of outcome measure, type of parental substance use, 

intervention setting, and practitioners implementing the intervention. In terms of child age, 3 

studies included children with a mean age of ≥3 but ≤5 years, whereas 5 studies included 

children with a mean age of ≥5 to ≥10 years. However, dividing the studies by age was 

considered inappropriate as proportions of study samples fell into both age categories. All 

studies used either well-validated standardised measure or a measure with associated 

psychometric data to establish its reliability and validity. All interventions were implemented 

by clinicians, mostly with postgraduate training. Four studies did not specify or report the 

type of parental substance misuse, 1 study included alcohol misusing parents, 2 study 

included drug misusing parents (e.g., cocaine), and 1 study included polysubstance misusing 

parents. The intervention was implemented in the home for 2 studies but in clinics or 

community settings for 6 studies. A sensitivity analysis removing the two studies set in the 

home reduced the precision of the meta-analysis (SMD = 0.37, 95% CI -04. to 0.78) and 
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increased heterogeneity (τ
2
 = 0.18; χ2 = 15.62, df = 5, p = 0.08; I² = 68%). This suggested that 

the setting of the intervention may not have been the source of heterogeneity. 

 

Figure 11 
 
Forest Plot for Total Problems Meta-Analysis (Post-Intervention, Parent-Report) 

 

 

Because there were no clear outliers or cohesive categories in relation to a priori 

moderators, aside from intervention setting, we also examined the nature of the research 

designs and interventions to identify potential sources of heterogeneity. A range of possible 

sources of heterogeneity were identified, with the results of these sensitivity analyses 

presented in Table 10 below. Use of a non-randomised evaluation design, absence of a 

parental substance misuse treatment, an intervention duration of >6-months, or an 

intervention spanning prenatal and postnatal periods did not reduce heterogeneity in the 

results and reduced the precision of the meta-analysis. However, removal of the two studies 

that used a group delivery format (Cantania, 1985; Dyba et al., 2019) – compared to the 
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others that were individual or a mix of delivery formats – reduced detected heterogeneity to 

non-significance and 0%. Both of these studies evaluated an intervention with a parent-focus 

in terms of parental substance misuse and/or wellbeing, in addition to parent-skills training 

without an explicit focus on the parent-child relationship or attachment.  

At >3-months to < 6-months follow-up, a meta-analysis of 6 studies (see Figure 12) 

indicated that parents engaged in treatment reported lower levels of total child behavioural 

and emotional problems compared to those receiving treatment-as-usual (n = 277; SMD = 

0.41, 95% CI 0.12 to 0.70), and this overall effect had non-significant and minimal 

heterogeneity (τ
2
 = 0.04; χ2 = 6.94, df = 5, p = 0.22; I² = 28%). The interventions included in 

this meta-analysis all included a parental substance misuse treatment component and at least 

one treatment component focused on parent wellbeing and/or parenting. Some interventions 

also integrated at least one other component focused on (a) case-management (Dawe et al., 

2007; Dyba et al., 2019; Saldana et al., 2015); (b) child health, wellbeing, and development 

(Dawe et al., 2007); parent emotion regulation or mindfulness (Dawe et al., 2007; Kelley & 

Fals-Stewart, 2002 [alcohol]; Kelley & Fals-Stewart, 2002 [drug]); or (c) child welfare or 

legal processes (Cantania, 1985; Saldana et al., 2015). 

At ≥6-months follow-up, a meta-analysis of 3 studies (see Figure 13) indicated that 

parents engaged in treatment continued to report lower levels of total child behavioural and 

emotional problems compared to parents receiving treatment-as-usual (n = 192; SMD = 0.31, 

95% CI 0.03 to 0.60), and this overall effect had non-significant and minimal heterogeneity 

(τ
2
 = 0.00; χ2 = 0.09, df = 2, p = 0.96; I² = 0%). Two of these studies examined the 

effectiveness of 32 sessions of treatment for either paternal drug or alcohol misuse, which 

was comprised of 12 sessions of Behavioural Couples Therapy and 20 sessions of individual 

cognitive behavioural therapy for fathers (Kelley & Fals-Stewart, 2002 [alcohol]; Kelley & 

Fals-Stewart, 2002 [drug]). The third study examined the effectiveness of a home-visiting 
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intervention focused on parent and child wellbeing from birth until the child was aged 18-

months (Butz et al., 2001).  

 

Figure 12 
 
Forest Plot for Total Problems Meta-Analysis (Short Follow-Up, Parent-Report) 

  

 
Figure 13 
 
Forest Plot for Total Problems Meta-Analysis (Long Follow-Up, Parent-Report) 
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Two studies compared alternative treatments using a measure of total child emotional 

and behavioural problems, the intervention for both of which are described in sections above. 

Flannery et al. (2020) found no differences in parent reported total problem behaviours 18-

months after treatment for neonatal abstinence syndrome with either methadone or morphine 

(n = 77; SMD = 0.00, 95% CI -0.45 to 0.45). Warren et al. (2006) found that, at post-

intervention, child behavioural and emotional problems, as rated by parents, did not differ for 

children who participated in either the centre- or home-based child development intervention 

(n = 96, SMD = -0.16, 95% CI -0.56, 0.24). 
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Table 9  
Child Behavioural and Emotional Domain Analyses and Results 

Comparator Time-Point Studies and 
Participants Analyses SMD / 

OR 95% CI χ2 I2  τ
2
 

Total Problems (Parent Report) 
Treatment-as-usual 
 

Post-intervention (< 3-
months after treatment 
completion) 

8 studies 
(n = 383) 

Meta-analysis 0.41 0.08, 0.73 16.79, df = 7, p = .02 58% 0.13 

Alternative treatment 
(Home versus Centre Child-
Focused Early Intervention) 

Post-intervention (< 3-
months after treatment 
completion) 

1 study 
(n = 96) 

Single effect size -0.16 -0.56, 0.24 - - - 

Treatment-as-usual 
 

Follow-up (≥ 3-months ≤ 
6-months after treatment 
completion) 

6 studies 
(n = 277) 

Meta-analysis 0.41 0.12, 0.70 6.94, df = 5, p = .22 28% 0.04 

Treatment-as-usual 
 

Follow-up (> 6-months 
after treatment 
completion) 

3 studies 
(n = 192) 

Meta-analysis 0.31 0.03, 0.60 0.09, df = 2, p = .96 0% 0.00 

Alternative treatment 
(Methadone v Morphine) 

Follow-up (≥ 12-months 
but ≤ 18-months after 
treatment completion) 

1 study 
(n = 77) 

Single effect size 0.00 -0.45, 0.45 - - - 

Externalising Problems (Parent Report) 
Treatment-as-usual 
Child-Focused Intervention 

Post-intervention (< 3-
months after treatment 
completion) 

3 studies 
(n = 85) 

Meta-analysis 0.01 -0.44, 0.47 1.76, df = 2, p = .42 0% 0.00 

Treatment-as-usual 
Parent-Focused Intervention 

Post-intervention (< 3-

months after treatment 

completion) 

4 studies 
(n = 183) 

Meta-analysis 0.08 -0.21, 0.38 2.44, df = 3, p = .49 0% 0.00 

Alternative treatment 
(Home versus Centre Child-
Focused Early Intervention) 

Post-intervention (< 3-
months after treatment 
completion) 

1 study 
(n = 96) 

Single effect sizes 
 

Destructiveness 
Aggression 
Disruptiveness 

 
 

-0.10 
-0.18 
-0.36 

 
 

-0.50, 0.30 
-0.58, 0.22 
-0.76, 0.05 

 
 
- 
- 
- 

 
 
- 
- 
- 

 
 
- 
- 
- 
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Comparator Time-Point Studies and 
Participants Analyses SMD / 

OR 95% CI χ2 I2  τ
2
 

Treatment-as-usual Follow-up (≥ 3-months < 
6-months after treatment 
completion) 

1 study 
(n = 21) 

Single effect size -0.03 -1.04, 0.97 - - - 

Treatment-as-usual Follow-up (≥ 6-months 
after treatment 
completion) 

4 studies 
(n = 209) 

Meta-analysis -0.07 -0.55, 0.41 7.78, df = 3, p = .05 61% 0.14 

Alternative treatment 
(Methadone v Morphine) 

Follow-up (≥ 12-months 
but ≤ 18-months after 
treatment completion) 

1 study 
(n = 77) 

Single effect size -0.03 -0.48, 0.42 - - - 

Externalising Problems (Child Report) 
Treatment-as-usual Post-intervention (< 3-

months after treatment 
completion) 
 
Follow-up (4-months 
after treatment 
completion) 
 
Follow-up (8-months 
after treatment 
completion) 

1 study 
(n = 26) 

 
 

1 study 
(n = 21) 

 
 

1 study 
(n = 27) 

Single effect size 
 
 
 

Single effect size 
 
 
 

Single effect size 

-0.81 
 
 
 

-0.22 
 
 
 

0.13 

-1.68, 0.05 
 
 
 

-1.24, 0.77 
 
 
 

-0.68, 0.95 

- 
 
 
 
- 
 
 
 
- 

- 
 
 
 
- 
 
 
 
- 

- 
 
 
 
- 
 
 
 
- 
 

Internalising Problems (Parent Report) 
Treatment-as-usual 
Child-Focused Intervention 

Post-intervention (< 3-
months after treatment 
completion) 

2 studies 
(n = 45) 

Meta-analysis 0.15 -0.54, 0.84 1.29, df = 1, p = .26 23% 0.06 

Treatment-as-usual 
Parent-Focused Intervention 

Post-intervention (< 3-

months after treatment 

completion) 

3 studies 
(n = 132) 

Meta-analysis -0.04 -0.39, 0.31 0.13, df = 2, p = .93 0% 0.00 

Treatment-as-usual Follow-up (≥ 3-months < 
6-months after treatment 
completion) 

1 study 
(n = 21) 

Single effect size 0.03 -0.97, 1.04 - - - 
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Comparator Time-Point Studies and 
Participants Analyses SMD / 

OR 95% CI χ2 I2  τ
2
 

Treatment-as-usual Follow-up (≥ 6-months 
after treatment 
completion) 

3 studies 
(n = 158) 

Meta-analysis -0.09 -0.93, 0.74 10.06, df = 2, p =.007 80% 0.43 

Alternative treatment 
(Methadone v Morphine) 

Follow-up (≥ 12-months 
but ≤ 18-months after 
treatment completion) 

1 study 
(n = 77) 

Single effect size 0.02 -0.43, 0.47 - - - 

Internalising Problems (Child Report) 
Treatment-as-usual Post-intervention (< 3-

months after treatment 
completion) 
 

Follow-up (4-months 
after treatment 
completion) 
 

Follow-up (8-months 
after treatment 
completion) 

1 study 
(n = 26) 

 
 

1 study 
(n = 21) 

 
 

1 study 
(n = 27) 

Single effect size 
 
 
 

Single effect size 
 
 
 

Single effect size 

-0.51 
 
 
 

-0.22 
 
 
 

0.01 

-1.36, 0.33 
 
 
 

-1.23, 0.79 
 
 
 

-0.80, 0.83 

- 
 
 
 

- 
 
 
 

- 

- 
 
 
 

- 
 
 
 

- 

- 
 
 
 

- 
 
 
 

- 

Prosocial Behaviour (Parent Report) 
Treatment-as-usual Post-intervention (< 3-

months after treatment 
completion) 

2 studies 
(n = 92) 

Meta-analysis 0.47 0.06, 0.89 0.97, df = 1, p = .32 0% 0.00 

Alternative treatment 
(Home versus Centre Child-
Focused Early Intervention) 

Post-intervention (< 3-
months after treatment 
completion) 

1 study 
(n = 96) 

Single effect size 
 

-0.09 -0.49, 0.31 - - - 

Treatment-as-usual Follow-up (≥ 3-months ≤ 
6-months after treatment 
completion) 

2 studies 
(n = 92) 

Meta-analysis 0.57 -0.16, 1.30 2.91, df = 1, p = .009 66% 0.18 
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Comparator Time-Point Studies and 
Participants Analyses SMD / 

OR 95% CI χ2 I2  τ
2
 

Child Delinquency (Parent Report) 
Treatment-as-usual 
 

Post-intervention (< 3-
months after treatment 
completion) 

2 studies 
(n = 104) 

Meta-analysis 0.11 -0.25, 0.48 0.01, df = 1, p = .92 0% 0.00 

Treatment-as-usual Follow-up (≥ 6-months 
but < 18-months after 
treatment completion) 

2 studies 
(n = 104) 

Single effect size -0.23 -0.66, 0.21 0.08, df = 1, p = .77 0% 0.00 

Child Delinquency (Child Report) 
Treatment-as-usual 
 

Post-intervention (6-
months after treatment 
completion) 

1 study 
(n = 104) 

Single effect size 0.34 -0.05, 0.73 - - - 

Treatment-as-usual 
 

Post-intervention (12-
months after treatment 
completion) 

1 study 
(n = 100) 

Single effect size 0.15 -0.25, 0.55 - - - 

Child Substance Use (Child Report) 
Treatment-as-usual 
 

Follow-up (~5 years post 
treatment completion) 

1 study 
(n = 151) 

Single odds-ratios      

Any substance abuse disorder 1.11 0.45,2.72 - - - 
Any dependence disorder 1.02 0.53, 1.94 - - - 

Alcohol abuse disorder 1.04 0.46, 2.36 - - - 
Alcohol dependence disorder 0.86 0.40, 1.83 - - - 

Marijuana abuse disorder 0.74 0.34, 1.64 - - - 
Marijuana dependence disorder 0.87 0.40, 1.92 - - - 

Opiate abuse disorder 1.01 0.29, 3.47 - - - 
Opiate dependence disorder 0.83 0.23, 3.00 - - - 

Cocaine/amphetamine abuse disorder 0.45 0.13, 1.62 - - - 
Cocaine/amphetamine dependence disorder 1.32 0.55, 3.16 - - - 

Parent-child-family 
intervention versus treatment-
as-usual 
Alcohol Knowledge & 
Attitudes 

Post-intervention (< 3-
months after treatment 
completion) 
 
Follow-up (≥ 6-months 
but < 18-months after 

1 study 
(n = 33) 

 
 

1 study 
(n = 33) 

Single effect size 
 
 
 

Single effect size 

-0.58 
 
 
 

-0.37 

-1.30, 0.13 
 
 
 

-1.07, 0.34 

- - - 
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treatment completion)  
Child-focused group program 
versus attentional control play 
group 
Addiction Knowledge 

Post-intervention (< 3-
months after treatment 
completion) 
 
Follow-up (≥ 6-months 
but < 18-months after 
treatment completion) 

1 study 
(n = 188) 

 
 

1 study 
(n = 176) 

 

Single effect size 
 
 
 

Single effect size 

0.78 
 
 
 

0.46 

0.47, 1.08 
 
 
 

0.15, 0.76 

- - - 

Anxiety (Parent Report) 
Treatment-as-usual Post-intervention (< 3-

months after treatment 
completion) 

1 study 
(n = 40) 

Single effect size -0.28 -1.00, 0.44 - - - 

Treatment-as-usual Follow-up (≥ 6-months 
but < 18-months after 
treatment completion) 

1 study 
(n = 33) 

Single effect size -0.54 -1.25, 0.17 - - - 

Alternative treatment 
(Home versus Centre Child-
Focused Early Intervention) 

Post-intervention (< 3-
months after treatment 
completion) 

1 study 
(n = 96) 

Single effect size 
 

0.06 -0.34, 0.46 - - - 

Alternative treatment 
(CBT versus PCIT) 

Post-intervention (< 3-
months after treatment 
completion) 

1 study 
(n = 50) 

Single effect size 
 

-0.44 -1.00, 0.12 - - - 

Anxiety (Child Report) 
Treatment-as-usual Post-intervention (< 3-

months after treatment 
completion) 

2 studies 
(n = 70) 

Meta-analysis -0.44 -0.95, 0.08 0.02, df = 1, p = .90 0% 0.00 

Depression (Parent Report) 
Treatment-as-usual Follow-up (≥ 6-months 

but < 18-months after 
treatment completion) 

1 study 
(n = 33) 

Single effect size -0.81 -1.53, -0.08 - - - 

Depression (Child Report) 
Treatment-as-usual Post-intervention (< 3-

months after treatment 
completion) 

3 studies 
(n = 98) 

Meta-analysis -0.38 -1.33, 0.56 9.38, df = 2, p = .009 79% 0.55 
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Comparator Time-Point 
Studies and 
Participants Analyses 

SMD / 
OR 95% CI χ2 I2  τ2 

Trauma (Parent Report) 
Treatment-as-usual 
 

Post-intervention (< 3-
months after treatment 
completion) 

1 study 
(n = 15) 

Single effect size 0.00 -1.01, 1.01 - - - 

Stress (Child Report) 
Attentional control play group 
 

Post-intervention (< 3-
months after treatment 
completion) 
 
Follow-up (≥ 6-months 
but < 18-months after 
treatment completion) 

1 study 
(n = 181) 

 
 

1 study 
(n = 172) 

 

Single effect size 
 
 
 

Single effect size 

1.46 
 
 
 

2.25 

0.32, 2.60 
 
 
 

1.01, 4.47 

- - - 

Psychotic Behaviours (Parent Report) 
No treatment 
 

Post-intervention (< 3-
months after treatment 
completion) 

1 study 
(n = 40) 

Single effect size -0.09 -0.80, 0.63 - - - 

Anger (Child-Report) 
No treatment 
 

Post-intervention (< 3-
months after treatment 
completion) 

1 study 
(n = 60) 

Single effect size 4.24 3.31, 5.17 - - - 

Happiness (Child Report) 
Treatment-as-usual 
 

Post-intervention (< 3-
months after treatment 
completion) 

1 study 
(n = 57) 

Single effect size 0.67 0.14, 1.21 - - - 
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Comparator Time-Point 
Studies and 
Participants Analyses 

SMD / 
OR 95% CI χ2 I2  τ2 

Assertiveness (Child Report) 
Treatment-as-usual 
 

Post-intervention (< 3-
months after treatment 
completion) 

1 study 
(n = 57) 

Single effect size 1.13 0.57, 1.69 - - - 

Locus of Control (Child Report) 
No treatment Post-intervention (< 3-

months after treatment 
completion) 

1 study 
(n = 40) 

Single effect size -0.34 -1.06, 0.31 - - - 

Treatment-as-usual Follow-up (≥ 6-months 
but < 18-months after 
treatment completion) 

1 study 
(n = 33) 

Single effect size -0.06 -0.75, 0.64 - - - 

Self-Concept (Child Report) 
Treatment-as-usual Post-intervention (< 3-

months after treatment 
completion) 

2 studies 
(n = 59) 

Meta-analysis -0.24 -1.92, 1.44 9.65, df = 1, p = .002 90% 1.31 

Self-Worth (Child Report) 
No treatment Post-intervention (< 3-

months after treatment 
completion) 

1 study 
(n = 28) 

Single effect size -0.33 -0.42, 1.08 - - - 

Resilience (Child Report) 
No treatment Post-intervention (< 3-

months after treatment 
completion) 

1 study 
(n = 28) 

Single effect size 0.09 -0.65, 0.83 - - - 
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Comparator Time-Point 
Studies and 
Participants Analyses 

SMD / 
OR 95% CI χ2 I2  τ2 

Risky Sexual Behaviour (Child Report) 
Treatment-as-usual 
 

Follow-up (~10 years 
post treatment 
completion) 

1 study 
(n = 151) 

Single odds-ratios      

Risky sexual behaviour (composite) 1.03 0.46, 2.27 - - - 
Number of sexual partners (12-months) 0.96 0.42, 2.20 - - - 

Sex outside committed relationship (12-months) 1.01 0.50, 2.05 - - - 
Sex in exchange for money or drugs (12-months) 0.41 0.04, 4.66 - - - 

Sexually Transmitted Infection diagnosis (12-months) 0.98 0.31, 3.07 - - - 
Intravenous drug user sexual partner (12-months) 0.84 0.05, 13.67 - - - 

Distress Linked to Parent Substance Misuse (Child Report) 
Attentional control play group 
 

Post-intervention (< 3-
months after treatment 
completion) 
 
Follow-up (≥ 6-months 
but < 18-months after 
treatment completion) 

1 study 
(n = 202) 

 
 

1 study 
(n = 173) 

 

Single effect size 
 
 
 

Single effect size 

0.13 
 
 
 

0.23 

-0.15, 0.42 
 
 
 

-0.08, 0.54 

- - - 

Isolation Linked to Parent Substance Misuse (Child Report) 
Attentional control play group 
 

Post-intervention (< 3-
months after treatment 
completion) 
 
Follow-up (≥ 6-months 
but < 18-months after 
treatment completion) 

1 study 
(n = 166) 

 
 

1 study 
(n = 164) 

 

Single effect size 
 
 
 

Single effect size 

0.55 
 
 
 

0.22 

0.23, 0.87 
 
 
 

0.10, 0.54 

- - - 

Child Coping Behaviours Linked to Parental Substance Misuse (Parent Report) 
No treatment Post-intervention (< 3-

months after treatment 
completion) 

1 study 
(n = 40) 

Single effect size -0.08 -0.80, 0.64 - - - 
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Table 10  
Sensitivity Analyses by Study Features For Total Child Behavioural And Emotional Problems 

 

Study Feature N Studies 
Applicable 

Results of Meta-Analysis without Studies 

Sample SMD 95% CI Heterogeneity 

Non-randomised evaluation design 2 306 0.52 0.13, 0.90 τ
2
 = 0.14; χ2 = 13.39, df = 5, p = 0.02; I² = 63% 

No parent substance misuse treatment 
component 2 283 0.54 0.18, 0.91 τ

2
 = 0.11; χ2 = 11.11, df = 5, p = 0.05; I² = 55% 

Treatment duration of >3 years* 1 350 0.46 0.11, 0.81 τ
2
 = 0.13; χ2 = 15.33, df = 6, p = 0.02; I² = 61% 

Intervention spans prenatal and 
postnatal period 

1 239 0.46 0.10, 0.81 τ
2
 = 0.14; χ2 = 15.22, df = 6, p = 0.02; I² = 61% 

Group only intervention format 2 261 0.29 0.04, 0.54 τ
2
 = 0.00; χ2 = 4.23, df = 5, p = 0.52; I² = 0% 

* Other studies were ≤ 6-months in duration. 
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Externalising. Fourteen studies examined the effectiveness of treatment using parent-

report standardised measures that produce a composite for child externalising problems. 

Three studies had missing data, by either reporting no between group data or only data for 

participants with scores over a particular threshold on the outcome measure (Bartle-Haring et 

al., 2018; Pirnia et al., 2019; Margolis et al., 2017). Of the studies without missing data (k = 

11), 8 studies compared an eligible intervention to a treatment-as-usual comparison condition 

at post-intervention, 1 study used both a post-intervention and short-term follow-up (≥3 

months ≤ 6-months), and 3 studies also included a longer follow-up (>6-months ≤12-

months). An additional two studies compared alternative treatments (Warren et al., 2006 and 

Flannery et al., 2020 described above). In addition, one study provided both a child- and 

parent-report measure of externalising problems (Mitrani et al., 2010). 

Of the 7 studies using a post-intervention outcome measure, 3 were direct therapeutic 

interventions for children of substance misusing parents aged >5 but ≤13 years (Davis-

Susser, 1990; Haight et al., 2010; Scheer 1996), and were meta-analysed separately to the 

other 4 studies which did not integrate a child-focused treatment component. Instead, these 4 

studies were focused on parent wellbeing, parental substance misuse, parenting skills or a 

combination of these foci (Kim et al., 2019; Maguin, 1991; 35126; Mitrani et al., 2010). The 

meta-analysis of the 3 child-focused studies indicated that child externalising problems, as 

reported by parents, did not differ between children who participated in a psychosocial 

treatment versus those that did not (see Figure 14; n = 85; SMD = 0.01, 95% CI -0.44, 0.47). 

There was no detected heterogeneity among the effect sizes (τ
2
 = 0.00; χ2 = 1.76, df = 2, p = 

.42; I² = 0%). Likewise, the meta-analysis of the 4 parent-focused studies (see Figure 15) 

found that child externalising problems did not differ between parents who engaged with a 

psychosocial treatment compared to treatment-as-usual or no treatment (n = 183; SMD = 

0.08, 95% CI -0.21, 0.38). There was no detected heterogeneity among the effect sizes (τ
2
 = 
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0.00; χ2 = 2.44, df = 3, p = .49; I² = 0%). Similarly, the single study that compared a centre- 

or home-based child development intervention (described above, Warren et al., 2006; n = 96) 

found that, at post-intervention, children did not differ on parent-rated destructive behaviours 

(SMD = -0.10, 95% CI -0.50, 0.30); aggressive behaviours (SMD = -0.18, 95% CI -0.58, 

0.22); or disruptive behaviours (SMD = -0.36, 95% CI -0.76, 0.05).  

One study tracked parent-reported externalising behaviour at short-term follow-up, 

approximately 4-months after substance misusing mothers with HIV completed family-

focused Structural Ecosystems Therapy (Mitrani et al., 2010). Similar to the post-intervention 

measure (see Figure 15), there were no differences in externalising problems between the 

intervention and treatment-as-usual participants at short-term follow-up (n = 21; SMD = -

0.03, 95% CI -1.04 to 0.97). This study also included a child-report measure of externalising 

behaviours and there were no differences between groups at post-intervention (n = 24; SMD 

= -0.81, 95% CI -1.68 to 0.05) or short-term follow-up (n = 21; SMD = -0.23, 95% CI -1.24 

to 0.77). 

 

Figure 14 

Forest Plot for Externalising Problems Meta-Analysis (Post-Intervention, Child-Focused 

Interventions, Parent-Report) 
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Figure 15 

Forest Plot for Externalising Problems Meta-Analysis (Post-Intervention, Parent-Focused 

Interventions, Parent-Report) 

 

 

Four studies also included a longer-term follow-up ≥6-months after a psychosocial 

treatment (Butz et al., 2001; Maguin, 1991; Mitrani et al., 2010; Sullivan, 1984;). All of the 

interventions included both child and parent involvement, and integrated one or more 

components focused on parent-wellbeing, parenting, child health and development, child 

psychological wellbeing, and/or overall family functioning. None included a case 

management, legalistic, or child welfare component. A meta-analysis of the 4 studies (see 

Figure 16) indicated that child externalising problems, as reported by parents, did not differ 

for participants who engaged in a psychosocial treatment versus those who received 

treatment-as-usual (n = 209; SMD = -0.07, 95% CI -0.55, 0.41). However, there was 

statistically significant and moderate heterogeneity among the effect sizes (τ
2
 = 0.14; χ2 = 

7.78, df = 3, p = .05; I² = 61%).  

As there were too few studies to conduct subgroup analyses, we first assessed the 4 

studies on the a priori moderators to identify any clear outliers or categories among the 

studies. All studies used either well-validated standardised measure or a measure with 
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associated psychometric data to establish its reliability and validity. All interventions were 

implemented by clinicians, mostly with postgraduate training. Two studies only reported 

information on parental alcohol misuse (Maguin, 1991; Sullivan, 1984) but did not appear to 

exclude those using drugs, whereas the other two reported polysubstance use for parents 

(Butz et al., 2001; Mitrani et al., 2010). The intervention was implemented in the home for 1 

study (Butz et al., 2001), but in a mixture of what appeared to be community settings for the 

other 3 studies. In terms of child age, 3 studies included children over the age of 3 years, 

whereas, yet the same study that was set in the home, also differed from the other 3 studies 

by including children only from birth (Butz et al., 2001). Removal of this study from the 

meta-analysis slightly increased the precision of the meta-analysis (n = 109; SMD = -0.26, 

95% CI -0.80 to 0.28), but only slightly reduced heterogeneity (τ
2
 = 0.10; χ2 = 3.64, df = 

2, p = .16; I² = 45%).  

We then proceeded to examine other features of the studies, including the research 

design, study populations, and characteristics of the interventions. We identified that one of 

the studies was a non-randomised study and also implemented an intervention of a much 

shorter duration than the other three studies (Sullivan, 1984). Removal of this study from the 

meta-analysis increased the precision of the meta-analysis (n = 176; SMD = 0.17, 95% CI -

0.13 to 0.46) and substantially reduced heterogeneity (τ
2
 = 0.00; χ2 = 1.91, df = 2, p = .38; I² 

= 0%). These sensitivity analyses suggest the heterogeneity in effect sizes for child 

externalising problems may be due to the nature of the evaluation methodology, age of the 

children involved, and features of the specific intervention approach. Mitrani et al. (2010) 

also included a child-report measure of externalising behaviours and there were no 

differences between groups at long-term follow-up (n = 25; SMD = 0.13, 95% CI -0.68 to 

0.95). 
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Figure 16 

Forest Plot for Externalising Behaviours Meta-Analysis (Long Follow-Up, Parent-Report) 

 

 

A single study compared child externalising difficulties 18-months after treatment for 

neonatal abstinence syndrome with either methadone or morphine (Flannery et al., 2020). 

The effect size for this study indicated no differences between the alternate treatments (n = 

77; SMD = -0.03, 95% CI -0.48 to 0.42). 

Internalising. Ten studies examined the effectiveness of treatment using parent-report 

standardised measures that produce a composite for child internalising problems. Two studies 

had missing data, by either reporting no between group data or only data for participants with 

scores over a particular threshold on the outcome measure (Bartle-Haring et al., 2018; 

Margolis et al., 2017). Five studies compared an eligible intervention to a treatment-as-usual 

comparison condition at post-intervention, 1 study used both a post-intervention and short-

term follow-up (≥3 months ≤ 6-months), and 3 studies also included a longer follow-up (>6-

months ≤12-months). An additional study compared alternative treatments (Flannery et al., 

2020 described above). Further, two studies provided both a child- and parent-report measure 

of internalising problems (Luthar et al., 2007; Mitrani et al., 2010). However, only one of 

these reported sufficient data to calculate effect sizes (Mitrani et al., 2010).  



INTERVENTIONS FOR FAMILIES WITH PARENTAL SUBSTANCE MISUSE  

 

149 

Similar to externalising behaviours, 2 of the 5 studies using a post-intervention 

outcome measure were direct therapeutic interventions for children of substance misusing 

parents aged >5 but ≤10 years (Haight et al., 2010; Scheer 1996). These were meta-analysed 

separately to the other 3 studies which did not integrate a child-focused treatment component 

described above (Kim et al., 2019; Mitrani et al., 2010; Stanger et al., 2011). The meta-

analysis of the 2 child-focused studies indicated that child internalising problems, as reported 

by parents, did not differ between children who participated in a psychosocial treatment 

versus those that did not (n = 45; SMD = 0.15, 95% CI -0.54, 0.84). There was minimal 

detected heterogeneity among the effect sizes (τ
2
 = 0.06; χ2 = 1.29, df = 1, p = .26; I² = 23%). 

Likewise, the meta-analysis of the 3 parent-focused studies (see Figure 17) found that child 

externalising problems did not differ between parents who engaged with a psychosocial 

treatment compared to treatment-as-usual or no treatment (n = 132; SMD = -0.04, 95% CI -

0.39, 0.31). There was no detected heterogeneity among the effect sizes (τ
2
 = 0.00; χ2 = 

0.13, df = 1, p = .93; I² = 0%).  

One study tracked parent-reported internalising behaviour at short-term follow-up, 

approximately 4-months after substance misusing mothers with HIV completed family-

focused Structural Ecosystems Therapy (Mitrani et al., 2010). Similar to the post-intervention 

measure (see Figure 17), there were no differences in internalising problems between the 

intervention and treatment-as-usual participants at short-term follow-up (n = 21; SMD = 0.03, 

95% CI -0.97 to 1.04. This study also included a child-report measure of internalising 

behaviours and there were no differences between groups at post-intervention (n = 24; SMD 

= -0.51, 95% CI -1.36 to 0.33) or short-term follow-up (n = 21; SMD = -0.22, 95% CI -1.23 

to 0.79). 
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Figure 17 

Forest Plot for Internalising Behaviours Meta-Analysis (Post-Intervention, Parent-Report) 

 

 

Three studies also included a longer-term follow-up ≥6-months after a psychosocial 

treatment (Butz et al., 2001; Mitrani et al., 2010; Sullivan, 1984). All of the interventions 

included both child and parent involvement, and integrated one or more components focused 

on parent-wellbeing, parenting, child health and development, child psychological wellbeing, 

and/or overall family functioning. None included a case management, legalistic, or child 

welfare component. A meta-analysis of the 4 studies (see Figure 18) indicated that child 

internalising problems, as reported by parents, did not differ for participants who engaged in 

a psychosocial treatment versus those who received treatment-as-usual (n = 158; SMD = -

0.09, 95% CI -0.93, 0.74). Similar to the externalising meta-analysis which also contained 

these studies, there was statistically significant and high heterogeneity among the effect sizes 

(τ
2
 = 0.43; χ2 = 10.06, df = 2, p = .0007; I² = 80%). As there were too few studies to conduct 

subgroup analyses, we first assessed the 3 studies on the a priori moderators to identify any 

clear outliers or categories among the studies. All studies used either well-validated 

standardised measure or a measure with associated psychometric data to establish its 

reliability and validity. All interventions were implemented by clinicians, mostly with 
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postgraduate training. Matrani et al. (2010) also included a child-report measure of 

internalising behaviours and there were no differences between groups at long-term follow-

up (n = 25; SMD = 0.01, 95% CI -0.74 to 0.27). A single study compared child internalising 

difficulties 18-months after treatment for neonatal abstinence syndrome with either 

methadone or morphine (Flannery et al., 2020). The effect size for this study indicated no 

differences between the alternate treatments (n = 77; SMD = 0.02, 95% CI -0.42 to 0.47). 

 
Figure 18 

Forest Plot for Internalising Behaviours Meta-Analysis (Long Follow-Up, Parent-Report) 

 

 

Prosocial Behaviour. Four studies evaluated the impact of psychosocial interventions 

using a parent-report measure of child prosocial behaviours compared to either a treatment-

as-usual comparison condition (Dawe et al., 2007; Maguin, 1991; Margolis et al., 2017) or an 

alternate treatment (Warren et al., 2006, described above). Margolis et al. (2017) did not 

report sufficient data to calculate effect sizes and also combined child- and parent-report 

measures into their summary statistics for their measure of prosocial behaviours. Maguin 

(1991) recruited alcohol misusing fathers and their spouse to evaluate an intervention that 

combined parent-skills training with couples-based therapy focused on substance misuse, 

parent wellbeing, and relationships issues. Dawe et al. (2007) recruited parents from 
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methadone clinics to evaluate a comprehensive home-based intervention that integrated 

components focused on parental substance misuse, parental wellbeing (e.g., emotion 

regulation and mindfulness), parenting skills, quality of the caregiving relationship, and 

overall family functioning. Both studies also integrated case management. A meta-analysis of 

these two studies found that children of parents receiving integrated psychosocial 

interventions were observed to display more prosocial behaviours than children whose 

parents received treatment-as-usual at post-intervention (n = 92; SMD = 0.47, 95% CI 0.06 to 

0.89). This effect was not maintained at 6-month follow-up (n = 92; SMD = 0.57, 95% CI -

0.16 to 1.30), however, there was non-significant and moderate heterogeneity among the 

effect sizes (τ
2
 = 0.18; χ2 = 2.91, df = 1, p = .09; I² = 66%). 

Antisocial Behaviour. Six studies included a measure of antisocial behaviour to 

evaluate psychosocial interventions (Bartle-Haring et al., 2018; Catalano et al. 1999; Kim et 

al., 2019; Maguin, 1991; Sullivan, 1984), with all but two (Catalano et al. 1999; Peitler, 

1980) using parent-report instruments. Two studies did not report sufficient data to calculate 

effect sizes (Bartle-Haring et al., 2018; Peitler, 1980).  

The study using the child-report measure examined the effectiveness of the Focus on 

Families intervention, an intensive 9-month family-focused intervention integrating home-

based case management with weekly parent groups focused on parental substance misuse, 

parenting skills, emotion regulation, and strategies for preventing child substance misuse. 

Children also attended 12 of the 32 group sessions to facilitate skills practice. Children 

participating in Focus on Families did not differ from children receiving treatment-as-usual 

on a 9-item scale measuring self-reported delinquency at the 6-month follow-up (n = 104; 

SMD = 0.34, 95% CI -0.05 to 0.73) or the 12-month follow-up (n = 100; SMD = 0.15, 95% 

CI -0.25 to 0.55). 

Of the three studies with parent-report antisocial behaviour measures, one reported a 
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rule-breaking subscale from a standardised measure of child behavioural problems (Kim et 

al., 2019), another constructed a composite of delinquent behaviours from a range of 

standardised measures (Maguin, 1991), and another reported a delinquency subscale from a 

comprehensive standardised measure of childhood personality features (Sullivan, 1984). The 

study using the rule-breaking subscale (Kim et al., 2019) found no difference between those 

who participated in a Solutions Focused Behavioural Therapy intervention comprised of 

weekly individual parent sessions over the course of approximately 3-months versus those 

who received treatment-as-usual (n = 67; SMD = 0.13, 95% CI -0.35 to 0.61). Similarly, the 

study using the composite (Maguin, 1991) found no difference in parent-reported child 

delinquent behaviours between those who received no treatment and those who participated 

in combined parent-skills training with couples-based therapy focused on substance misuse, 

parent wellbeing, and relationships issues (n = 51; SMD = 0.09, 95% CI -0.46 to 0.64). This 

study also included a follow-up measure that aligned with the follow-up measure of Sullivan 

(1984) (the post-intervention data was not reported for this study). This third study which 

used the subscale from the standardised personality measure (Sullivan, 1984) evaluated a 

psychosocial intervention comprised of 6 parent, 6 child, and 6 family therapy sessions. A 

meta-analysis of these 2 studies indicated that parent-reported childhood delinquency does 

not differ between participants who receive no intervention versus those who engage with 

psychosocial interventions comprised of parent and child components at 6 – 8 months follow-

up (n = 84; SMD = -0.23, 95% CI -0.66 to 0.21).    

Child Substance Use and Related Measures. Five studies included a measure related 

to either child substance use (Bartle-Haring et al., 2018; Catalano et al. 1999; Gance-

Cleveland et al., 2008) or knowledge and attitudes related to substance misuse (Broning et 

al., 2019; Sullivan, 1984). Two of these studies (Bartle-Haring et al., 2018; Gance-Cleveland 

et al., 2008) did not report sufficient data to permit effect size calculation at all (e.g., no 
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between group outcome data or results of statistical tests to allow effect size calculation). 

Another of the studies did not report sufficient data to permit effect size calculation at 6- and 

12-month follow-up (Catalano et al. 1999), but sufficient data at a 5-year follow-up. This 

study evaluated the Focus on Families intervention (see above) and found that the odds of 

having any type of substance abuse or dependence diagnosis did not differ between treatment 

and comparison conditions (see Table 9). For the two studies with sufficient data for effect 

size calculation, one found that children who engaged with the parent-child-family 

intervention (see previous section, Sullivan, 1984) did not differ on their self-reported 

knowledge and attitudes about substance use upon treatment completion (n = 33; SMD = -

0.58, 95% CI -1.30 to 0.13) or approximately 8-months later (n = 33; SMD = -0.37, 95% CI -

1.07 to 0.34). The other study (Broning et al., 2019) found that children who engaged with a 

child-focused group resilience program self-reported higher levels of knowledge about 

addiction upon treatment completion (n = 188; SMD = 0.78, 95% CI 0.47 to 1.08) and 

approximately 6-months later (n = 176; SMD = 0.46, 95% CI 0.15 to 0.76). 

Anxiety. Six studies included a measure of child anxiety to evaluate psychosocial 

interventions with either parent-report measures (Bartle-Haring et al., 2018; Pirnia et al., 

2016; Sullivan, 1984; Warren et al., 2006), child-report measures (Scheer, 1996), or a 

mixture of both (Davis-Susser, 1990). One study did not report between groups effect size 

data or results of statistical tests that could be used to calculate an effect size (Bartle-Haring 

et al., 2018).  

The two studies utilising the child-report measure examined the effectiveness of child-

focused group therapy programs compared to control groups not receiving therapy (Davis-

Susser, 1990; Scheer, 1996) and a meta-analysis of these studies found that there were no 

differences between groups (n = 70; SMD = -0.44, 95%CI -0.95 to 0.08), with no 

heterogeneity detected (τ
2
 = 0.00; χ2 = 0.02, df = 1, p = .90; I² = 0%) 
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The four studies using parent-report measures of child anxiety could not be combined 

with meta-analysis due to conceptually different interventions and comparison conditions. As 

such, single effect sizes for each study are presented here and in Table 9. Two studies 

compared alternate treatments (Warren et al., 2006; Pirnia et al., 2016). Warren et al. (2006) 

found that, at post-intervention, child anxiety (as rated by parents) did not differ for children 

who participated in either the centre- or home-based child development intervention (n = 96; 

SMD = 0.06, 95% CI -0.34 to 0.46). Pirnia et al. (2016) found that, at post-intervention, child 

anxiety (as rated by parents) did not differ for mother-child dyads who participated in either a 

Cognitive Behavioural group program versus a Parent-Child Interaction Therapy intervention 

(n = 50, SMD = -0.44, 95% CI -1.00, 0.12). Although a waitlist control group was included in 

this study, the data for these participants was not reported to allow for a comparison between 

the treatments and the waitlist control participants. 

Sullivan evaluated a psychosocial intervention comprised of 6 parent, 6 child, and 6 

family therapy sessions (Sullivan, 1984), and found that those engaged in treatment did not 

differ from those receiving no treatment on parent-rated anxiety (n = 33; SMD = -0.54, 95% 

CI -1.25 to 0.17). Likewise, there was no different in pare-rated anxiety for children who 

participated in a group therapy program for children of alcoholics compared to children 

receiving no treatment (n = 40; SMD = -0.28, 95% CI -1.00 to 0.44). 

Depression. Ten studies included a measure of child depression behaviour to evaluate 

psychosocial interventions, with 2 using parent-report instruments (Sullivan, 1984; Kim et 

al., 2019) and 8 using child-report instruments (Bartle-Haring et al., 2018; Luthar et al., 2007; 

Roosa et al., 1989; Scheer 1996) using parent-report instruments. Five of the studies using 

child-report instruments either did not report outcome data for the depression measure or did 

not report sufficient data to calculate effect sizes (Bartle-Haring et al., 2018; Gance-

Cleveland et al. 2008; Luthar et al., 2007; Peitler, 1980; Roosa et al., 1989). The remaining 
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three studies with a child-report measure of depression were all child-focused group 

psychosocial interventions (Davis-Susser, 1990; Hyun et al., 2010; Scheer, 1996). A meta-

analysis of these studies indicated symptoms of depression did not differ for children 

participating in a child-focused group therapy compared to children not receiving treatment 

(Figure 18; n = 98; SMD = -0.38, 95% CI -1.33 to 0.56). Substantial heterogeneity was 

detected between effect sizes (τ
2
 = 0.55; χ2 = 9.38, df = 2, p = .009; I² = 79%) and no 

differences were noted between studies based on a priori moderators or other factors that 

might explain the heterogeneity (e.g., length of treatment). 

In relation to the studies with a parent-report measures, one study (Sullivan, 1984) 

found that child depressive symptoms were lower for those receiving no treatment and those 

who participated in a psychosocial intervention comprised of 6 parent, 6 child, and 6 family 

therapy sessions (n = 33; SMD = -0.81, 95% CI -1.53 to -0.08). The second study with a 

parent-report measure found no difference between participants who received a parent-

focused Solution Focused Behavioural Therapy (Kim et al., 2019) and treatment-as-usual on 

anxious-depressive (n = 67; SMD = -0.03, 95% CI -0.52 to 0.45) or withdrawn-depressive 

symptoms (n = 67; SMD = 0.02, 95% CI -0.47 to 0.50).   

Child Educational Domain. Five studies included at least one educational outcome 

(Broning et al., 2019; Catalano et al. 1999; Sullivan, 1984; Luthar et al., 2000; Roosa et al., 

1989), yet only two studies reported outcome data or sufficient data to permit effect size 

calculation (Catalano et al. 1999; Sullivan, 1984).  Table 11 below provides a summary of the 

analyses conducted across all outcomes in the education domain, and the subsections below 

provide further detail about the analysis results and included studies. 

Sullivan (1984) reported assessing both teacher- and parent-report measures at post-

intervention and 8-months after treatment completion, yet only reported partial parent-report 

outcome data at the follow-up time-point. No differences were found between those who 
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received no treatment to those who received a psychosocial intervention comprised of 6 

child, 6 parent, and 6 family therapy sessions on the learning problems subscale of 

comprehensive measure of multiple areas of child functioning (n = 33; SMD = -0.61, 95% CI 

-1.33 to 0.10). However, children receiving treatment were rated by their parents as having 

higher levels of achievement difficulties than those who received no treatment (n = 33; SMD 

= -0.83, 95% CI -1.56 to -0.10). 

The second study (Catalano et al. 1999) used a child-report measure to evaluate the 

effectiveness of the Focus on Families intervention (see ‘Child Substance Use’ section) and 

found that children in the treatment and comparison groups did not report any differences in 

their level of academic achievement at either 6-months (n = 104; SMD = 0.15, 95% CI -0.23 

to 0.54) or 12-months follow-up (n = 100; SMD = -0.24, 95% CI -0.63 to 0.16). Likewise, 

treatment and comparison children did not differ on their reported levels of school attachment 

at 6-months (n = 104; SMD = 0.05, 95% CI -0.33 to 0.44) or 12-months follow-up (n = 100; 

SMD = -0.21, 95% CI -0.61 to 0.19). 

 

Figure 19 

Forest Plot for Depressive Symptoms Meta-Analysis (Post-Intervention, Child-Report) 
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Trauma. Only one study reported a child trauma outcome measure. With a small RCT, 

Haight et al. (2010) examined the effectiveness of individual narrative-informed therapy with 

children affected by parental substance misuse. At post-intervention, children receiving 

treatment did not differ to children in a waitlist control group on a parent-report measure of 

child trauma symptoms (n = 15; SMD = 0.00, 95% CI -1.01 to 1.01). 

Socioemotional functioning. Six studies included measures of child socioemotional 

functioning or competencies, with 4 studies including child-report measures (Broning et al., 

2019; Luthar & Suchman, 2000; Roosa et al., 1989), two including parent-report measures 

(Barlow et al., 2019; Finkelstein et al., 2005), and one including a child-, parent-, and 

teacher-reported versions of the same measure (Orte et al., 2008). None of the studies 

reported sufficient data to permit effect size calculation, with issues range from missing 

standard deviations or insufficient results of statistical tests to permit alternative avenues 

effect size calculation (e.g., Luthar & Suchman, 2007; Orte et al., 2008), or incomplete 

outcome data due to the measure not being appropriate to a large portion of the study sample 

due to child age (Barlow et al., 2019). The studies by Finkelstein et al. (2005) and Orte et al. 

(2008) is included under this outcome category, however, the measures used by the authors 

contain multiple composites meaning that if the complete data had been reported, these 

studies would likely be included under multiple outcome domains. Broning et al. (2019) 

provided data upon author contact but were unable to provide data for all requested 

outcomes.  

Mood, psychological wellbeing, and emotion regulation. Six studies reported 

miscellaneous measures of child psychological wellbeing, mood and/or emotion regulation. 

Broning et al. (2019) compared the effectiveness of a child-focused group resilience program 

(TRAMPOLINE) to a play-based educational attentional control condition and reported 

multiple outcomes using numerous outcomes, including general psychological wellbeing and 
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physical stress symptoms. The authors were able to provide missing data to permit effect size 

calculation for physical stress symptoms. Children participating in the TRAMPOLINE 

intervention reported lower levels of physical stress symptoms compared to children who 

engaged the play-based attentional control activities at post-intervention (n = 181; SMD = 

1.46, 95% CI 0.32, 2.60) and at 6-months follow-up (n = 172; SMD = 2.25, 95% CI 1.03, 

3.47). Pirnia et al. (2019) also provided a measure of stress (cortisol) to evaluate the impact 

of Parent-Child Interaction therapy compared to no treatment in mother-child dyads, yet 

reported no outcome data to permit effect size calculation.  

Two studies assessed the effectiveness of child-focused therapy groups using child-

reported measures of happiness (Hojjat et al., 2015; Gance-Cleveland et al., 2008), however 

only one study reported sufficient data to permit effect size calculation. Hojjat et al. (2015) 

found that adolescents with substance misusing parents who participated in a group 

assertiveness training program had higher levels of happiness (n = 57; SMD = 0.67, 95% CI 

0.14, 1.21). 

Davis-Susser (1990) found that psychotic-related behaviours did not differ between 

children who participated in a child-focused group therapy intervention versus those who did 

not (n = 40; SMD = -0.09, 95% CI -0.80, 0.63). In comparison, Hojjat et al. (2017) found that 

adolescents who participated in an emotional intelligence group therapy program had lower 

levels of anger than adolescents who did not participate in the program (n = 60; SMD = 4.24, 

95% CI 3.31, 5.17). 

Isolation and social support. Two studies evaluated group psychosocial interventions 

for children of substance misusing parents using either a measure of child-report social 

support (Broning et al., 2019) or child-reported loneliness (Dore et al., 1999). Neither study 

reported sufficient data to calculate effect sizes.  

Coping and resilience. Twelve studies evaluated predominantly child-focused 
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psychosocial interventions using measures under the broad category of coping and resilience. 

Under this category of outcomes, we included assertiveness, self-esteem, self-worth, self-

concept, self-efficacy, locus of control resilience, coping behaviours, and measures explicitly 

labelled resilience by authors. Many of the studies in this category had missing data that 

precluded effect size calculation and/or meta-analysis.  

Hojjat et al. (2015) found that adolescents with substance misusing parents who 

participated in a group assertiveness training program had higher levels assertiveness (n = 57; 

SMD = 1.13, 95% CI 0.57, 1.69) compared to adolescents receiving no treatment. Three 

studies included measures of child-reported locus of control (Davis-Susser, 1990; Dore et al., 

1999; Sullivan, 1984), yet one did not report data to permit effect size calculation (Dore et al. 

1999). At 8-months follow-up Sullivan (1984) found that children who engaged with a 

psychosocial intervention comprised of 6 child, 6 parent, and 6 family therapy sessions did 

not differ from children who received no treatment on their self-reported locus of control (n = 

33; SMD = -0.06, 95% CI -0.75 to 0.64). Davis-Sussen (1990) similarly found that children 

who participated in a child-focused therapy group did not differ from children who received 

no treatment on their self-reported locus of control (n = 40; SMD = -0.34, 95% CI -1.06 to 

0.31) 

Five studies included child-report measures of self-concept (Broning et al., 2019; Dore 

et al., 1999; Hyun et al., 2010; Scheer 1996; Sullivan, 1984), yet only two of these reported 

outcome data and/or sufficient data to calculate effect sizes (Scheer, 1996; Hyun et al., 2010). 

A meta-analysis of these two studies suggests that children participating in a child-focused 

group therapy program did not differ in how positively they viewed themselves than children 

who did not receive the program (n = 59; SMD = -0.24, 95% CI -1.92 to 1.44). There was 

significant heterogeneity between the effect sizes (τ
2
 = 1.31; χ2 = 9.65, df = 1, p = .002; I² = 

90%), with one study favouring the treatment (Hyun et al., 2010) and the other favouring the 
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comparison group (Scheer, 1996). 

Sorensen (1993) evaluated the impact of a child-focused group with adolescent boys in 

group foster care homes using an unstandardised measure of self-esteem. Similarly, Peitler 

(1980) evaluated the effectiveness of a child-focused group for boys held at a hospital where 

fathers were being treated for alcoholism using a measure self-worth. Neither study reported 

sufficient data to enable calculation of effect sizes. However, a third study by Hyan and 

colleagues (2010) evaluated the effectives of a group Cognitive Behavioural Therapy (CBT) 

program for adolescent males using a measure of self-worth. The authors found that 

adolescents participating in the CBT group program did not differ in levels of self-worth 

compared to adolescents receiving a “brief education on mental health” (p. 204) at post-

intervention (n = 28; SMD = 0.33, 95% CI -0.42 to 1.08). 

Two studies evaluated psychosocial interventions using child-reported measures of 

resilience. The first was a longitudinal follow-up of the Focus on Families evaluation study 

approximately 10-years after the intervention (Skinner et al., 2009). The authors created a 

metric of functional resilience comprised of three items: (1) enrolment in school or being 

employed; (2) absence of substance abuse or dependence; and (3) lack of criminal justice 

involvement within the previous 5-years. Unfortunately, the authors did not report sufficient 

data to enable computation of an effect size for this study. The second study by Hyan and 

colleagues (2010) evaluated the effectives of a group CBT program for adolescent males and 

found that adolescents participating in the CBT group program did not differ in levels of 

resilience compared to adolescents receiving a “brief education on mental health” (p. 204) at 

post-intervention (n = 28; SMD = 0.09 95% CI -0.65 to 0.83). 

Three studies also examined the effectiveness of child-focused psychosocial group 

programs on children’s self-reported coping, but none of the studies study reported sufficient 

data to enable calculation of effect sizes (Broning et al., 2019; Gance-Cleveland et al., 2008; 
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Roosa et al., 1990). 

Sexual risk behaviours. One study examined the long-term effectiveness of the Focus 

on Families model (see above) on sexual risk-taking behaviours approximately 10-years after 

the intervention (Skinner et al., 2008). The authors created a dichotomous measure of risk 

based on whether the participant had not used condoms consistently during sexual 

encounters, if they reported more than two sexual partners in the last 12-months, or if they 

reported having sex outside a committed relationship. In addition, the authors measured 

participants’ number of sexual partners, their sexual activity outside of a committed 

relationship, whether they had had sex in exchange for money or drugs, had received 

diagnosis of a sexually transmitted infection, or had a partner who was an intravenous drug-

user in the previous 12-months. The authors found that the odds of any of the above sexual 

risks were no different between those who participated in Focus on Families compared to 

those who did not.   

Wellbeing and functioning specifically linked to parental substance misuse. Two 

studies (Broning et al., 2019; Davis-Susser, 1990) used measures pertaining to child 

wellbeing and functioning specifically in relation to parental substance misuse to evaluate 

child-focused group therapies. Broning et al. (2019) measured coping behaviours relating to 

parental substance misuse, as well as child-reported distress and isolation relating to parental 

substance misuse. Data was provided by the authors for the latter two measures. Children 

participating in the TRAMPOLINE intervention did not differ to children who engaged the 

play-based attentional control activities on the measure of distress at post-intervention (n = 

202; SMD = 0.13, 95% CI -0.15, 0.42) or at 6-months follow-up (n = 173; SMD = 0.23, 95% 

CI -0.08, 0.54). In comparison, children participating in the TRAMPOLINE intervention 

reported lower levels of isolation compared to children who engaged the play-based 

attentional control activities at post-intervention (n = 166; SMD = 0.55, 95% CI 0.23, 0.87), 
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but this effect was not sustained at the 6-months follow-up (n = 164; SMD = 0.22, 95% CI -

0.10, 0.54). 

Davis-Susser (1990) examined whether a child-focused therapy group for children of 

alcoholics impacted coping behaviours relating to the alcoholic parent(s). At post-

intervention, parents rated whether children appeared to demonstrate a range of coping 

behaviours (e.g., express their feelings about misuse). Children participating in the group 

program did not differ in their coping behaviours in comparison to children who received no 

treatment (n = 40; SMD = -0.08, 95% CI -0.80, 0.64). 

Child Educational Domain. Seven studies included at least one educational outcome 

(Broning et al., 2019; Catalano et al. 1999; Gance-Cleveland et al., 2008; Luthar et al., 2000; 

Roosa et al., 1989; Sullivan, 1984; Warren et al., 2006), yet only three studies reported 

outcome data or sufficient data to permit effect size calculation (Catalano et al. 1999; 

Sullivan, 1984; Warren et al., 2006). Table 11 below provides a summary of the analyses 

conducted across all outcomes in the education domain, and the subsections below provide 

further detail about the analysis results and included studies.  

Sullivan (1984) reported assessing both teacher- and parent-report measures at post-

intervention and 8-months after treatment completion, yet only reported partial parent-report 

outcome data at the follow-up time-point. No differences were found between those who 

received no treatment to those who received a psychosocial intervention comprised of 6 

child, 6 parent, and 6 family therapy sessions on the learning problems subscale of 

comprehensive measure of multiple areas of child functioning (n = 33; SMD = -0.61, 95% CI 

-1.33 to 0.10). However, children receiving treatment were rated by their parents as having 

higher levels of achievement difficulties than those who received no treatment (n = 33; SMD 

= -0.83, 95% CI -1.56 to -0.10). 

The second study (Catalano et al. 1999) used a child-report measure to evaluate the 
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effectiveness of the Focus on Families intervention (see ‘Child substance use’ section) and 

found that children in the treatment and comparison groups did not report any differences in 

their level of academic achievement at either 6-months (n = 104; SMD = 0.15, 95% CI -0.23 

to 0.54) or 12-months follow-up (n = 100; SMD = -0.24, 95% CI -0.63 to 0.16). Likewise, 

treatment and comparison children did not differ on their reported levels of school attachment 

at 6-months (n = 104; SMD = 0.05, 95% CI -0.33 to 0.44) or 12-months follow-up (n = 100; 

SMD = -0.21, 95% CI -0.61 to 0.19). 

The third study is a longitudinal follow-up of the children from the evaluation the 

centre- versus home-based early intervention program (Warren et al., 2006, see ‘Child 

cognition’ section). Using official data, the children were tracked into middle school to 

determine if there were any differences between the intervention models on the following 

outcomes: truancy, whether they were receiving special education services, specific 

categories of special education (Code J: Emotionally Handicapped; Code K: Specific 

Learning Disability; Code T: Developmentally Delayed), Passing grades (A – C), failing 

grades (D – F). By middle-school, the odds of truancy, specific categories of special 

education, passing grades, or failing grades were not higher or lower for children who 

received the more intensive centre-based intervention versus children who received the less 

intensive home-based intervention. However, children who received the more intensive 

centre-based intervention were less likely to be receiving special education services (n = 113; 

OR = 0.39, 95% CI 0.15, 0.99). 
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Table 11  
Child Educational Domain Analyses and Results 

Comparator Time-Point Studies and 
Participants Analyses SMD 

/ OR 95% CI χ2 I2  τ
2
 

School Attachment (Child Report) 
Treatment-as-usual Follow-up (6-months after treatment 

completion) 
 

Follow-up (12-months after treatment 
completion) 

1 study 
(n = 104) 

 

1 study 
(n = 100) 

Single effect size 
 
 

Single effect size 

0.05 
 
 

-0.21 

-0.33, 0.44 
 
 

-0.61, 0.19 
 

- - - 

Academic Achievement (Child Report) 
Treatment-as-usual Follow-up (6-months after treatment 

completion) 
 

Follow-up (12-months after treatment 
completion) 

1 study 
(n = 104) 

 

1 study 
(n = 100) 

Single effect size 
 
 

Single effect size 

0.15 
 
 

-0.24 

-0.23, 0.54 
 
 

-0.63, 0.16 
 

- - - 

Academic Achievement (Parent Report) 
Treatment-as-usual Follow-up (≥ 6-months but < 18-

months after treatment completion) 
1 study 
(n = 33) 

Single effect size -0.83 -1.56, -
0.10 

- - - 

Learning Difficulties (Parent Report) 
Treatment-as-usual Follow-up (≥ 6-months but < 18-

months after treatment completion) 
1 study 
(n = 33) 

Single effect size -0.61 -1.33, 0.10 - - - 

Official Education Measures 
Alternative treatment (Home versus Centre 
Child-Focused Early Intervention) 

Follow-up (~5 years post treatment 
completion) 

1 study 
(n = 113) 

Single odds-ratios      

Truancy flag 0.26 0.01, 6.52 - - - 
Receiving special education services (ESE) 0.39 0.15, 0.99 - - - 

ESE Code J (Emotionally Handicapped) 0.78 0.18, 3.29 - - - 
ESE Code K (Specific Learning Disability) 0.34 0.11, 1.09 - - - 

ESE Code T (Developmentally Delayed) 0.26 0.01, 6.52 - - - 
Passing grades (A – C) 0.56 0.26, 1.19 - - - 
Failing grades (D – F) 1.55 0.72, 3.35    
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Discussion 

Summary of Main Results 

The objective of this systematic review was to synthesise the comparative effectiveness 

of psychosocial, pharmacological, and legal interventions for improving the psychosocial 

outcomes of children in families affected by parental substance misuse. We searched over 

100 databases, websites, and trial registries to locate eligible studies, and supplemented this 

comprehensive search with additional search strategies (e.g., reference harvesting and 

forward citation searching). From over 50,000 records captured by the search, a total of 85 

studies (published in 207 documents) met the review inclusion criteria.   

The included studies predominantly compared an eligible intervention to a treatment-

as-usual condition, with 17 studies comparing two alternative treatments. Included studies 

were classified on the presence or absence of nine intervention components to develop a 

typology that would facilitate the network meta-analytic approach specified in the review 

protocol. From this categorisation process, we identified that interventions were rarely only 

legal or pharmacological in nature, and that most studies integrated psychosocial treatments 

with either pharmacology, coordinated health care, case-management, and/or judicial or child 

welfare oversight and coordination. 

A wide range of child psychosocial outcomes were captured by the 85 included studies 

and broadly fell into (1) child welfare, (2) child developmental, (3) child emotional and 

behavioural, and (4) child educational domains. These broad outcome domains each included 

multiple conceptually distinct outcomes which were synthesised separately. The mode of 

outcome measurement included official data, child-report instruments, parent-report 

instruments, and standardised neurodevelopmental assessments.  

Once the available effect size data from the 85 included studies was grouped into 

outcome categories, only five outcome categories contained at least five studies to attempt 
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construction of network geometries. As to be expected with a low number of studies, these 

network geometries were based on very small sample sizes and violated the assumptions 

required for network meta-analysis. Therefore, the evidence was synthesised with traditional 

meta-analysis and/or single effect size estimates, depending on the nature of the studies for 

each conceptually distinct outcome. 

Overall, we conducted 30 meta-analyses and calculated 132 effect sizes where only one 

study was available. A further four studies contributed time-to-event effect sizes that were 

directly extracted from the study reports. Of the 30 meta-analyses, most assessed intervention 

effectiveness at the post-intervention time-point, with 7 that included measured outcomes at 

follow-up. In comparison, the effect estimates based on single studies were split between 

post-intervention outcome measurement (< 3-months after intervention completion) and 

follow-up outcome measurements that ranged from 4-months to 5-years. In the subsections 

below, we summarise the main findings under each of the child welfare, development, 

emotional and behavioural, and educational outcome domains. It is important to emphasise 

that findings of no difference from meta-analyses and single effect sizes does not indicate 

that the included interventions had no effect. Rather findings of no clear differences suggest 

that the effect for intervention participants in comparison to (usually) treatment-as-usual 

remains uncertain. 

      The Impact of Psychosocial, Pharmacological, and Legal Interventions on 

Child Welfare Outcomes. Specific outcomes captured under this domain were: (1) child 

abuse, maltreatment, or neglect; (2) duration in child protective custody; (3) entry into out-of-

home or kinship care; (4) number of out-of-home placements; (5) retaining parental care; (6) 

placement permanency (with parents or other carers); (7) reunification with parents; (8) 

termination of parental rights; and (9) child abuse potential. A total of 51 studies reported one 

or more of these child welfare outcomes, yet a substantial amount of missing data across 
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these studies limited the number of studies within each outcome category and the subsequent 

ability to conduct meta-analyses.  

Based on a mixture of meta-analyses and single study effect sizes, no clear differences 

were found between families who received an intervention or treatment-as-usual on the 

following outcomes at post-intervention or follow-up: the number of substantiated or open 

cases relating to child abuse, maltreatment or neglect, mean days in child protective custody, 

whether children were in a permanent placement, whether parental rights had been 

terminated, or the number of out-of-home placements. Likewise, a single study indicated no 

differences in the odds of infants being in out-of-home care 18-months after being treated for 

neonatal abstinence syndrome (NAS) with either morphine or methadone. A series of single 

studies also indicated that the likelihood of parents retaining care of their infants did not 

differ according to the type of pharmacological weaning protocol for treatment of NAS upon 

hospital discharge. 

However, a meta-analysis of four studies indicated that the likelihood of the likelihood 

of children being in out-of-home care was lower when their parents engaged in an 

intervention that integrated one or more psychosocial, pharmacological and/or legal 

components than treatment-as-usual. Based on single study effect estimates, this effect was 

not maintained at follow-up 12 or more months later. In comparison, a meta-analysis of seven 

studies indicated that the likelihood of the likelihood of parents retaining care of their 

children at the post-intervention time-point no different depending on whether families 

engaged in an intervention that integrated one or more psychosocial, pharmacological and/or 

legal components than treatment-as-usual. Due to heterogeneity in the effect sizes for this 

meta-analysis, the seven studies were divided into (1) studies focused primarily in the 

postpartum period and with a health focus and (2) studies that extended into older aged 

children with more of a developmental and psychosocial intervention focus. These two 
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separate meta-analyses revealed that interventions focused in the postpartum period were 

effective for increasing the odds of parents retaining care of their children at the post-

intervention time-point, yet the odds of retaining care was no different for families engaged 

in psychosocial interventions beyond infancy versus treatment-as-usual. The follow-up 

effects are less clear. At 6-months post-discharge, mothers also did not differ in the odds of 

retaining care depending on whether they had their children residing with them during 

treatment (single study). Yet engaging with an intensive family preservation service 

increased the odds of parents retaining care of their children 3.5 years after treatment 

completion.  

A series of single studies with relatively larger sample sizes used time-to-event data to 

examine the effectiveness interventions within a legal framework and interventions using 

comprehensive care coordination models. While the length of time taken to achieve 

permanency was longer for those engaged with Family Treatment Drug Court (FTDC) 

models the, odds of exiting the child welfare system and achieving reunification were higher 

for families engaged FTDCs versus treatment-as-usual. Similarly, the odds of reunification 

were higher for families 24-months after engagement with a Recovery Coach model 

compared to treatment-as-usual, but the time taken to reunify did not differ between families 

engaged with comprehensive care coordination versus treatment-as-usual. Notably, a single 

study with a substantial sample size (n = 350,604; Sanmartin et al., 2020) suggested a lower 

rate of reunification for children in American states with legislation promoting the removal of 

children from substance misusing parents compared to states without this legislation. 

While evaluations of interventions using official measures of child welfare outcomes 

indicate mixed effects, a meta-analysis of five studies suggests that parents engaged with 

comprehensive family-focused interventions report lower child abuse potential than families 

receiving treatment-as-usual. Unfortunately, this effect was not maintained at follow-up 
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within three to six months after treatment completion. 

The Impact of Psychosocial, Pharmacological, and Legal Interventions on Child 

Developmental Outcomes. Specific outcomes captured under this domain were: (1) 

cognition; (2) executive function; (3) language; (4) motor skills; (5) social skills; (6) sleep; 

and (7) miscellaneous measures of development (e.g., whether development is within normal 

limits). A total of 18 studies reported one or more of these child development outcomes, but 

over a quarter of these studies had missing data.  

Regarding cognition, a meta-analysis of five studies, and single effect sizes from three 

studies suggests that that child cognition does not clearly differ between: families engaged 

with interventions focused on child health and development and/or parent wellbeing versus 

treatment-as-usual; or infants treated with methadone or morphine for NAS; infants treated 

with morphine or clonidine for NAS. Similarly, a single studies suggests that child executive 

function does not differ between families where the parent engaged in Brief Solution-

Focused Therapy versus treatment-as-usual or a child-focused therapy group versus 

treatment-as-usual.  

However, meta-analysis of two studies indicates that children develop better expressive 

language skills following an intervention focused on the health and development of children 

with substance misusing parents versus treatment-as-usual. A single study also suggests that 

children prenatally exposed to cocaine may develop better expressive language skills when 

they are engaged with a centre-based group developmental curriculum beginning in infancy 

compared to a home-based one-on-one curriculum. Although, another single study suggests 

that expressive language at 12-months of age does not differ between infants treated for NAS 

with either morphine or clonidine. A slightly different pattern of effects was found for 

receptive language. No differences were found for receptive language between those 

receiving an intervention focused on child health and development versus treatment-as-usual, 
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yet children engaged with the centre-based developmental curriculum and infants receiving 

morphine for NAS showed better receptive language skills than children engaged with the 

home-based developmental curriculum and infants receiving clonidine for NAS.    

Based on single studies and one meta-analysis with two studies, motor skills did not 

differ between children who received: (a) morphine versus clonidine for NAS; (b) methadone 

versus morphine for NAS; or (c) a centre group-based versus home-based one-on-one 

developmental curriculum. Again, based on single studies and one meta-analysis with two 

studies, social skills and sleep difficulties did not differ between children when (a) substance 

misusing parents and/or their families engaged in psychosocial interventions versus 

treatment-as-usual; or (b) when children received a centre group-based versus home-based 

one-on-one developmental curriculum.  

The Impact of Psychosocial, Pharmacological, and Legal Interventions on Child 

Emotional And Behavioural Outcomes. Specific outcomes captured under this domain 

were: (1) composite measures of overall behavioural and emotional problems; (2) 

externalising behaviours; (3) internalising problems, including depression and anxiety; (4) 

prosocial behaviours; (5) delinquent behaviour; (6) substance use; and (7) a range of other 

miscellaneous measures of emotional and behavioural functioning (e.g., locus of control, 

trauma symptoms). A total of 41 studies reported one or more of these child outcomes, but 

like the other outcome domains, a large portion of these studies had missing data and were 

not included in the quantitative syntheses.  

Regarding total problems, a meta-analysis of eight studies suggests that when families 

receive treatment for parental substance misuse, children have less behavioural and emotional 

problems upon treatment completion than children from families who receive treatment-as-

usual. Supported by subsequent meta-analyses, this effect appears to be sustained in the 

short-term 3 to 6-months after treatment completion, and at 6 or more months after treatment 
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completion. Exploratory sensitivity analyses found that the variation in effect sizes was 

reduced when studies evaluating interventions with group-only formats were removed from 

the meta-analysis at the post-intervention time-point. This suggests that effectiveness of 

interventions may vary depending on the delivery format. 

The findings for total emotional and behavioural problems were not extended to single 

studies that compared alternative treatments (methadone versus morphine for treatment of 

NAS or centre-based group versus home-based individual developmental curriculum). 

Further, meta-analyses and single study effect estimates indicate that the findings also did not 

extend to externalising or internalising behaviours, irrespective of measurement time-point, 

whether the outcome was based on child- or parent-report, or whether the interventions were 

predominantly focused on the child or the family unit.  

For the remaining behavioural and/or emotional outcome domains, the effects varied by 

the type of outcome and most effects are based on single studies or meta-analyses with only 

two studies. Results suggest that the impact of engagement with a psychosocial intervention 

that focus on child, parent, and/or family units does not clearly differ to treatment-as-usual or 

no treatment for the following child outcomes at post-intervention or follow-up: anxiety, 

antisocial behaviour, child-reported depression, psychosis symptoms, trauma symptoms, 

locus of control, self-concept, self-worth, resilience, distress or coping in relation to parental 

substance misuse, substance abuse or dependence, or risk sexual behaviours. A single study 

evaluating a psychosocial intervention comprised of 6 parent, 6 child, and 6 family therapy 

sessions, compared to no treatment, found higher levels of parent-reported depressive 

symptoms more than 6-months after treatment completion for the treatment group. However, 

this result should be treated with the utmost caution because it is based on a single study with 

a very small sample size (n = 33).   

In comparison, a meta-analysis of two studies found that an integrated treatment 
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approach leads to higher levels of parent-rated prosocial behaviours than treatment-as-usual 

upon treatment completion. However, this effect was not maintained at 3 to 6-month follow-

up and was not found in a study comparing a centre-based group versus home-based 

individual developmental curriculum. A large single study of a child-focused therapeutic 

group found that children reported higher levels of addiction knowledge, lower levels of 

isolation due to parental substance misuse, and lower levels of stress at post-intervention and 

6-month follow-up compared to children who received an attentional control play-based 

group program. Yet a smaller single study found no difference in the level of children’s 

knowledge and attitudes regarding substance use following psychosocial intervention 

comprised of 6 parent, 6 child, and 6 family therapy sessions, compared to no treatment. 

Finally, single studies of child-focused group interventions suggest that adolescents who 

engage in these interventions report lower levels of anger, higher levels of happiness, and 

higher levels of assertiveness upon treatment completion compared to no treatment. 

The impact of psychosocial, pharmacological, and legal interventions on child 

educational outcomes. Specific outcomes captured under this domain were: (1) child- and 

parent-reports of academic achievement; (2) child-rated attachment to school; and (3) parent 

ratings of child learning difficulties. Only seven studies reported one or more of these child 

educational outcomes, and only three were included in the quantitative synthesis. A single 

study suggested that children may have more academic achievement difficulties (as rated by 

parents) following participation a psychosocial intervention comprised of 6 parent, 6 child, 

and 6 family therapy sessions compared to no families receiving no treatment. This same 

effect was not found for parent-rated learning difficulties. An additional single study 

assessing the comprehensive Focus on Families intervention found no differences between 

treatment and comparison participants on child-reported academic achievement or attachment 

to school at either six or 12-months post-intervention. Another single study found no 
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differences on official educational outcomes approximately five years after either a home- or 

centre-focused early intervention prior to age 3. 

Overall Completeness and Applicability of the Evidence 

There are several issues that limit the completeness and applicability of the evidence 

captured by this review. First, there was a significant amount of missing data across the 

corpus of included studies which subsequently reduced the size of the quantitative syntheses. 

In turn, this likely impeded our ability to conduct network meta-analysis and our ability to 

conduct subgroup analyses in the context of traditional meta-analyses. Subsequently, we are 

unable to draw well supported conclusions about the comparative effectiveness of different 

intervention approaches to improve outcomes for children in families affected by parental 

substance misuse. Relatedly, for many of the outcomes, effect estimates were based on single 

studies with small sizes, which again limits our ability to draw firm conclusions about 

intervention effectiveness for many of the outcomes captured by the review. Indeed, a group 

of five studies with sample sizes ranging from 21 to 104 participants produced 48.18% of the 

137 effect estimates based on single studies. This means that for many outcomes, we can only 

draw very tentative conclusions based on intervention models that (a) simultaneously treat 

children and parents (Sullivan, 1984, Catalano et al. 1999, Mitrani et al., 2010); (b) focus on 

treating parents only (Kim et al., 2019); or (c) focus on child development from infancy to 

toddlerhood, with some practical and case-management support for mothers (Warren et al., 

2006).   

Second, the majority of the studies were conducted in the United States which means 

that there is currently little understanding about whether the interventions synthesised in this 

review would have the same or different effects in other geographical settings. Third, there 

was a prominent absence of fathers across the corpus of studies. Although studies did not 

categorically exclude fathers, there was a notable absence of father-reported data or mention 
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of fathers across the included studies. Fourth, there was very limited outcome data for 

multiple areas known to be affected by parental substance use, including education and 

subsequent child substance use. This is likely related to the included studies mostly being 

concentrated in the early childhood years. Fifth, there is also a significant lack of longer-term 

follow-up, with only 20 outcomes having both post-intervention and follow-up measures. Of 

these, eight were based on single studies and four only had single studies at follow-up after a 

meta-analysis was conducted for the post-intervention measurement. Six outcome categories 

included multiple studies that were meta-analysed at the post-intervention and follow-up 

time-point, albeit usually with a reduced number of studies at follow-up. Collectively, these 

issues limit the generalisability of the review findings and restrict conclusions about the 

effectiveness of interventions for children in families affected by parental substance misuse. 

Further, the lack of follow-up may have hindered the ability to detect effects that might be 

more likely to emerge over time, such as developmental, psychological, and behavioural 

changes.             

Quality of the Evidence 

Although over three quarters of the included studies were RCTs or quasi-experimental 

studies with matched intervention and comparison groups, there were notable methodological 

issues for many of the studies which reduces the quality of the overall evidence synthesised 

in the review. The studies had variable levels of bias, with all studies rated as high on at least 

one domain. In addition, only 10 of the 30 meta-analyses contained more than three studies 

and only 6 meta-analyses included more than 300 total participants. Further, many effect 

estimates are based on single studies with small sample sizes, and some of the meta-analyses 

had unexplained heterogeneity, and there was a substantial amount of missing data across the 

corpus of included studies. Together, these issues reduce the certainty in the conclusions 

made about the effectiveness of psychosocial, legal, and pharmacological interventions for 
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families affected by parental substance misuse and whether these intervention models impact 

child psychosocial outcomes. However, it is important to acknowledge the efforts to date. 

The fact that there are 85 RCT and relatively rigorous quasi-experimental trials with such a 

vulnerable population is commendable. Conducting research with such hard-to-reach 

populations creates complexities over and above difficulties already inherent when evaluating 

complex psychosocial interventions in applied settings (e.g., Hindmarch et al., 2015; 

McLachlan et al., 2021). Therefore, while there is a need to continuing growing the evidence, 

the existing corpus of evidence does permit some important conclusions to be made about 

how engaging with parents and families can have positive impacts on child psychosocial 

outcomes.      

Potential Biases in the Review Process 

This review used a broad and comprehensive systematic search, substantial outreach to 

study authors, and double coding of effect sizes and risk of bias assessments, which 

collectively reduce potential biases in the review process. However, we acknowledge two 

possible issues that could introduce bias into the review process. First, we did not synthesise 

studies written in languages other than English. To reduce potential bias, we have included a 

list of all potentially eligible studies written in languages other than English in the ‘Studies 

awaiting classification’ reference list. Second, we used automated screening based on 

machine learning for a portion of title/abstract and full-text screening due to the vast number 

of records captured by the search. While we used a systematic stopping rule before invoking 

automated screening, we acknowledge that the machine learning embedded within 

DistillerSR software may not have accurately classified all records that were not manually 

screened. 

Agreements and Disagreements with Other Studies or Reviews 

While numerous many prior reviews capture studies that align with the inclusion 
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criteria for this review, only six reviews use meta-analysis or standardised effect sizes to 

estimate treatment effects. Rather most rely on narrative synthesises or vote-counting 

approaches based on statistical significance of individual study findings, both of which 

undermine the ability to arrive at rigorous and unbiased conclusions about effectiveness. 

Across the body of reviews, authors frequently highlight the limited amount of high-quality 

evaluation evidence and depending on the research question and synthesis approach, authors 

have reached varying conclusions about overall effectiveness. More rigorous systematic 

reviews tend to align with the current review by concluding that the existing evidence limits 

the ability to draw solid conclusions or find mixed evidence for effectiveness. Yet less 

rigorous and transparent reviews range from concluding that existing interventions show 

promise for improving child outcomes to concluding that here is insufficient evidence to 

ascertain effectiveness.  

In terms of the conclusions of individual studies, the effect sizes mostly aligned with 

the individual studies captured by the review. However, we did identify a pattern of studies 

failing to clearly identify or summarise statistically meaningful effects (positive or negative) 

for all measured outcomes, or a focus on within group changes over between group 

difference. This meant that some effect sizes did not appear to clear align with overall study 

findings summarised by the authors in-text with direct reference to the data and results of 

statistical tests. While changes in outcomes with reference to an intervention are important, 

this type of single-group assessment produces biased estimates of effectiveness when not 

considered alongside the relevant comparison condition (e.g., no treatment, treatment-as-

usual, alternative treatment). 

Implications for Research, Practice, and Policy 

This review highlights the significant work that has been achieved to date in the 

development and evaluation of interventions to improve the lives of families affected by 
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parental substance misuse. It is encouraging that there are many models from which 

practitioners can choose from when treating families affected by parental substance use. Most 

of these interventions integrate treatment of parental substance misuse with other treatment 

components aiming to alleviate vulnerability in other areas known to be impacted by parental 

substance misuse (e.g., parent emotion regulation, child health and development). The most 

reliable findings from this review are that integrated psychosocial interventions – which may 

or may not contain pharmacological or legal components – can reduce child abuse potential, 

enhance expressive language development, increased child prosocial behaviours, and reduce 

overall child emotional and behavioural problems. At least in the short-term. Based on the 

current available evidence, there is also preliminary indications that effects are maintained 

within six to 12 months post-intervention for total child emotional and behavioural problems 

or can emerge at this later time-point for reunification and permanency. Depending on the 

outcome of interest or rationale for intervening with a family affected by parental substance 

misuse, practitioners need to be mindful of the limitations in the evidence in terms of reliable 

estimates of effectiveness.  

This review highlights the need for ongoing research efforts to ascertain the 

effectiveness of psychosocial, legal, and pharmacological interventions for improving 

psychosocial outcomes of children in families affected by substance misuse. Despite well-

established guidelines for reporting clinical trials (i.e., CONSORT; Boutron et al. 2008) and 

for adequately describing interventions used in evaluation research (i.e., TIDieR, Hoffmann 

et al., 2014), only a portion of the included studies aligned with these standards. In many 

cases there was incomplete reporting of the intervention and participants, along with 

complete omission or inadequate reporting of the results. Considering the large costs 

associated with implementing and evaluating complex social interventions, this is 

problematic in terms of cost-effectiveness of finite resources and also introduces barriers to 
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our understanding of the true effectiveness of interventions to improve family outcomes. To 

advance the field, further rigorous large-scale trials, including replications, are needed. 

Moreover, making concerted efforts to track families for longer periods will also enable 

evidence-based policy and practice for how and when families might need longer-term 

support. There is also an urgent need to examine whether existing interventions are suitable 

and effective in locations other than the United States. It is commendable that the retention 

rates for many of the trials is comparable to parenting research without such vulnerable hard-

to-reach populations (Chacko et al., 2016). Moving forward, a key consideration when 

designing trials will be researchers building in costs and processes for recruiting and retaining 

families from this hard-to-reach population (Hindmarch et al., 2015; McLachlan et al. 2021). 

The vulnerable nature of families affected by parental substance misuse necessitates the 

implementation of evidence-based policies and treatments that are most likely to generate 

sustained changes for families. There are substantial social and financial burdens to broader 

society when families are not adequately supported. For example, recent estimates suggest 

that the costs of child abuse and neglect and other adverse childhood experiences – a 

common concomitant issue accompanying parental substance misuse – are comparable to the 

costs of major diseases (Bellis et al., 2019; Dalziel et al., 2015). Economic evaluations do 

suggest that both parent-focused substance misuse treatment interventions and 

comprehensive evidence-based interventions for families affected by parental substance 

misuse can generate significant cost savings (Barlow et al., 2019; Dalziel et al., 2015; Ruger 

& Lazar, 2012). Yet this review highlights that we need further evidence to conclusively 

endorse the full range of possible interventions that are available for families affected by 

parental substance misuse. Further, there is variation in the effectiveness depending on the 

outcome under consideration and some evidence that interventions may not sustain initial 

gains in the long-term. Overall, this review highlights the urgent need for funding and 
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worldwide research efforts that focus on increasing high-quality evaluation research that will, 

in turn, permit more certain conclusions about the effectiveness psychosocial, legal and/or 

pharmacological interventions for families affected by substance misuse.   

To achieve the most positive outcomes for families affected by parental substance 

misuse, it is vital that policy and practice prioritises access to the interventions with the most 

rigorous evidence (Doyle et al., 2021). The findings of this review suggest that the most 

rigorous evidence is available for integrated interventions that simultaneously focus treatment 

on multiple levels of the family ecology.  
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Differences Between Protocol and Review 

We made seven deviations between the protocol and the review. First, due to resources, 

we did not include studies written in languages other than English unless we could verify that 

they were secondary reports of included studies that were written in English. Second, we 

needed to make some minor changes to search locations due to either the source no longer 

being available or severe functionality issues which made searching and/or exporting from 

the source unfeasible. The specific deviations are listed in Table 15 below. 

 

Table 12  

Summary of Changes to Search Locations 

Source Reason for Removal from Search 

Informit databases Relates to the following databases: Australian Criminology Database (CINCH); 
Families and Society Collection; Family and Society; Abstracts (FAMILY); Health 
and Society; Health Collections; Humanities and Social Sciences Collection. Platform 
no longer allows mass export, results would have needed to be input one-by-one into 
EndNote, which was not feasible due to the size of the search (n = 1,307). Currently 
examining possibility of using web scraping software to extract the results of this 
search. 

ScienceDirect Limited search functionality and unfeasible search results. No option for wildcards or 
>8 Boolean operators, and a search just on substance use terms produced 
unmanageable results. 

OpenDOAR Directory of open access repositories rather than a repository of individual research. 
Examined the website for possible additional grey literature locations, and found one 
that was not already captured by the grey literature search strategy: 
https://calio.dspacedirect.org 

GreyGuide 
Repository (Grey 
Literature Network 
Service) 

Focuses on practices and resources for grey literature as the topic area. However, used 
this website to locate repositories of grey literature to search. These were already 
included in the grey literature search strategy.. 
http://greyguide.isti.cnr.it/index.php/about-us 

CareData No longer exists: https://jme.bmj.com/content/41/5/404.short 
Child Abuse, Child 
Welfare & 
Adoption Database 

No longer available: https://blog.library.gsu.edu/2008/09/03/child-welfare-
information-gateway-added-to-list-of-electronic-resources/ 

PubMed Database, captured by Medline and Embase 
Intute: Social 
Science 

No longer exists: https://www.jisc.ac.uk/website/legacy/intute 

National Criminal 
Justice Reference 
Service (NCJRS) 

Free online version functionality no longer allows exporting of searches and does not 
display all search results, no access to the ProQuest hosted version to search. Unclear if 
can combine search terms or use phrasing as search results did not appear consistent or 
stable when piloting (0 results for phrases, no results when combining substance AND 
parent), no access to index any longer and search results usinng single terms were not 
manageable (e.g., drug = 33,385 results) 

National Research 
Register (NRR, 
National Health 
Service, UK) 

Now archived and unable to search: 
https://sites.google.com/a/york.ac.uk/yhectrialsregisters/home/researchregisters/uk-
national-research-register-1. Search on the archived website produced 0 results 
(mother, father, parent, family): 
https://discovery.nationalarchives.gov.uk/details/r/C17376 

Register for Open 
Access 

Directory of open access repositories rather than a repository of individual research. 
Examined repositories under Psychology, Medicine and Social Sciences to identify any 
missed grey literature locations, none located. 
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Repositories 
(ROAR) 
National Technical 
Information 
Service (NTIS) 

Navigated to the National Technical Reports Library and searched initially with the 
following string: (parent OR mother OR father OR maternal OR paternal OR family 
OR families). This produced ~270,000 results and filters for refining the search by 
topic and document type (e.g., excluding journal articles) were not working/inactive. 
Second attempt with additional search terms, which produced 0 results: (parent OR 
mother OR father OR maternal OR paternal OR family OR families) AND (addict* 
OR alcohol* OR drug* OR substance*) AND (evaluat* OR trial OR interven* OR 
therap* OR treat* OR experiment*). The attempted to examine records under Subject 
areas and search page froze several times. Search for this source abandoned.  

Social Sciences 
Literature 
Information 
System (SOLIS) 

Requires payment to search, not viable for current project (https://www.bonn.iz-
soz.de/information/en/databases/solis/index.html) 

Turning Research 
into Practice (TRIP 
database) 

Advanced search functions no longer free. Basic search options produce unmanageable 
number of results (>5,000) and no way of mass exporting results (each record needs to 
be selected indivdually without a paid licence). Not feasible to search within resources 
of project. 

Project Cork Now archived, can still maintais content from 1970 - 2014. Website was not 
functioning when tried over multiple days. 
https://www.hazelden.org/websearch/corksearch 

OpenDOAR Directory of open access repositories rather than a repository of individual research. 
Examined the website for possible additional grey literature locations, and found one 
that was not already captured by the grey literature search strategy: 
https://calio.dspacedirect.org 

 
Third, we did not contact prominent scholars relevant to the review topic to enquire 

about eligible studies not yet published or disseminated, in a general sense. We did, however, 

attempt contact with many authors to either gather missing data, locate full-text versions of 

studies we could not source, and to confirm eligibility for the review. We also implemented 

multiple other search strategies, which reduces the likelihood that potentially eligible studies 

were unidentified.  

Fourth, we did not include attachment outcome measures in the review. Although our 

protocol listed attachment as a primary outcome variable, it is generally measured in a dyadic 

manner, which differs to the child-level variables included in the review. We believe that 

attachment is a measure that could be included in a future review that also considers other 

dyadic parent-child and family measures (e.g., emotional availability, HOME scale). 

Fifth, we used a two-stage title and abstract screening process, rather than the single 

stage outlined in the protocol. This allowed us to triage staff working on the projects to their 

level of expertise and knowledge of the area and reduce the level of documents proceeding to 

the more time-intensive full-text eligibility screening stage.  

Sixth, we change the risk of bias assessment tool for quasi-randomised studies due to 

variation in the suitability of the ROBINS-I tool across all included studies (see ‘Assessment 

of risk of bias in included studies’ section. Changing to a different, well established tool, 
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allowed us to use the one risk of bias assessment tool for all quasi-experimental studies, 

which helps to convey the results clearly.  

Seventh, our protocol specified that we would use baseline data in effect size calculation, yet 
given the variation in use of baseline data and the variable availability of correlations 
between time-points (which is required in the calculations), we decided against this approach. 
Instead, we used post-intervention and follow-up time-points in all effect size calculations 
(see ‘Measures of treatment effect’ section). 
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Chapter 3: Therapeutic Process of Change during Participation in the Parents Under 

Pressure Program for Parents who Misuse Substances 

Families with substance using parents typically experience multiple complex 

adversities, which has led to the development of a range of intervention models that focus on 

improving outcomes for both parents and children (Eggins et al., 2020; McGovern et al., 

2021; Syed et al., 2018). There is also an emerging consensus that integrated and family-

focused intervention models that address the cumulative and complex nature of vulnerabilities 

are needed for families affected by substance misuse (McGovern et al., 2021; Neger & Prinz, 

2015; Niccols et al., 2012a, b). While there is growing evidence for the effectiveness of 

interventions for families affected by parental substance misuse, there has been little 

investigation of the therapeutic processes of change for current intervention models. 

Examination of the therapeutic processes of change is important to ensure that practitioners 

both understand the key processes and intervention components that generate such change and 

can ensure fidelity to the key mechanisms underpinning treatment effectiveness (Paris et al., 

2009). This, in turn, increases the likelihood that the positive treatment outcomes found in 

efficacy trials are translated into everyday practice when an intervention is adapted across 

different settings (Carey et al., 2020; Kazdin, 2007). The current study addresses this 

evidence gap by exploring the therapeutic process of change in parent psychopathology and 

mindful parenting in a cohort of families affected by parental substance misuse who 

participated in the family-focused Parents under Pressure Program (PuP).  

Supporting Families Affected by Parental Substance Misuse 

Parental substance misuse is frequently associated with a range of poor child outcomes, 

including internalising and externalising behaviours (Bountress & Chassin, 2015; Kuppens et 

al., 2020; Levine et al., 2021) and involvement with child welfare systems (Doidge et al., 

2017; Freisthler et al., 2017). One explanation for this association is the cumulative and 
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interactive impact of multiple risk factors on the parenting capacity of parents who misuse 

substances (Hatzis et al., 2017, 2019; Cully et al., 2018; Neger & Prinz, 2015). Parental 

substance misuse is commonly comorbid with other mental health difficulties and 

psychosocial stressors, including domestic violence, poverty, and involvement with the 

criminal justice system (Nair et al., 2003; Canfield et al., 2021).  

Parental substance misuse can directly impact the capacity of parents to use sensitive 

and developmentally appropriate parenting (Lowell et al., 2020; Slesnick et al., 2014; Seay, 

2020). However, comorbid psychopathology can also independently increase the likelihood of 

harsh and inconsistent disciplinary practices (Eiden et al., 2014; Finger et al., 2018; Wolf et 

al., 2021) and undermine the capacity of substance misusing parents to assess and attend to 

their child’s emotional wellbeing and needs (Seay & Khol, 2015; Siqveland & Moe, 2014). 

This, in turn, reduces the quality of the parent-child relationship (Hyysalo et al., 2021) as a 

result of reduced parental emotional availability (Biringen et al., 2014). Together, these issues 

can lead to child internalising and externalising behaviours (Crespo et al., 2017; Hser et al., 

2015) and child abuse and neglect (Stith et al., 2009). Consequently, interventions for families 

affected by parental substance misuse often focus on reducing parent psychopathology and 

improving the capacity to parent in a sensitive and developmentally appropriate manner. 

These integrated programs can range from comprehensive and long-term residential programs 

(e.g., Vazquez & Bergin, 2019; Tarasoff et al., 2018) to interventions that focus on two or 

more specific areas such as parental substance misuse, parent psychopathology, and parenting 

practices (Neger & Prinz, 2015; Gannon et al., 2019). Evidence suggests that this holistic 

family-focused approach can be effective for reducing parent substance misuse, improving 

parent emotional regulation, reducing child abuse risk, and enhancing developmentally 

appropriate and sensitive caregiving (McGovern et al., 2021; West et al., 2020).  
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The Potential for Mindfulness Practices to Support Parents with Substance Misuse 

Contemporary Western psychology has incorporated mindfulness-based strategies into a 

range of interventions for many adult disorders, including substance use disorders (Howarth 

et al., 2019; Korecki et al., 2020). Notably, there has also been a growing interest in the way 

mindfulness can be incorporated into parenting (Parent & Dimarzio, 2021). Following the 

work of Kabat-Zinn and Kabat-Zinn (1997), Duncan (2009) expanded intrapersonal 

mindfulness concepts to the parent-child relationship and conceptualised mindful parenting as 

a multidimensional construct comprised of listening with full attention, non-judgemental 

acceptance of self and child, emotional awareness of self and child, self-regulation within the 

parenting relationship, and compassion for self and child (Duncan et al., 2009). Within the 

parent-child dyad, mindful parenting can cultivate an enhanced capacity for parenting with 

calmness and consistency, and with warmth and nurturance (Duncan et al., 2009). However, 

the presence of parenting stress, depression and anxiety can limit a parent’s capacity to adopt 

a mindful approach to parenting (e.g., Corthorn, 2018; Moreira et al., 2018; Fernandes et al., 

2021), underscoring the importance of providing support to increase emotion regulation and 

management of mood disorders. This is particularly key in supporting parents with substance 

misuse problems given the extent to which substance misuse is both a cause and consequence 

of emotional dysregulation and impulsive action (Jakubczyk et al., 2018).  

Research conducted over the past decade shows significant effects of mindfulness-based 

interventions on parenting stress and child outcomes (Burgdorf et al., 2019). For example, 

mindful parenting has been associated with a range of positive parent, child, and family level 

outcomes, (e.g., Coatsworth et al., 2018; McKee et al., 2018; Moreira et al., 2021; Parent et 

al., 2021). There is also evidence that mindful parenting interventions can reduce parent 

psychopathology, improve positive parenting practices, enhance parent-child relationships, 

improve parent and child emotion regulation, and reduce risk for child maltreatment 
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(Alexander, 2018; Bogels et al., 2014; Brown et al., 2021; Potharst et al., 2017; Townshend et 

al., 2016). A small number of studies have also found that mindfulness-based parenting 

programs can improve parenting in vulnerable families engaged in the child welfare system 

(Brown et al., 2021) and mothers engaged in treatment for addiction (Gannon et al., 2017; 

Moegsen et al., 2019; Short et al., 2017).  

Supporting the development of emotion regulation in the context of parental 

psychopathology is a key focus of the Parents under Pressure (PuP) program. The PuP 

program logic proposes that improvements in emotion regulation will produce more nurturing 

and responsive parenting as a result of an increase in the capacity of parents to be emotionally 

available, and that increased emotional availability can result from learning mindful parenting 

skills. Two randomised controlled trials (Barlow et al., 2019; Dawe & Harnett, 2007) and one 

quasi-experimental study (Harnett et al., 2018) have found that the PuP program generates 

significant reductions in child abuse potential, involvement with the child protection system, 

and parental psychopathology compared to families receiving treatment as usual. 

Parent Emotion Regulation, Mindful Parenting, and the Therapeutic Process of Change 

While there is growing evidence that intervention models for families affected by 

substance misuse can improve parenting, reduce parental psychopathology, and improve child 

psychosocial outcomes, there are only two empirical examinations of the mechanisms 

underpinning interventions for families affected by parental substance misuse. Based on two 

randomised controlled trials, Suchman and colleagues (2012; 2018) found that the 

attachment-based Mothers and Toddlers Program indirectly improved maternal caregiving 

behaviours in substance misusing mothers through its direct impact on two processes: (1) 

reflective functioning, defined as the outward manifestation of the capacity for a parent to 

identify and understand their own and their child’s mental state (mentalisation); and (2) 

flexible mental representations of the child and the caregiving relationship (representation 
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quality). Notably, a reduction in maternal depression was also a significant predictor of 

sensitive caregiving behaviours in the Suchman et al. (2012) study. Dawe et al. (2021) found 

that emotion regulation served as a mediator with improvements in parental emotion 

regulation following engagement in the PuP program associated with a reduction in child 

abuse potential at 12 months.  

These studies further highlight the pivotal role of parental psychopathology for families 

affected by parental substance misuse and suggest that interventions which effectively reduce 

parent psychopathology may also impact other areas of family functioning (e.g., parenting) 

and child outcomes. Indeed, an emerging view is that improving parent emotion regulation 

should be a transdiagnostic focus for parenting interventions (Hajal & Payley, 2020; Milligan 

et al., 2017; Rutherford et al., 2015). Recently, mentalisation and mindfulness have been 

highlighted as important conduits for improving parent emotional regulation (Chaplin et al., 

2021a; Rutherford et al., 2015), which likely have flow-on effects for quality of caregiving, 

the parent-child relationship, and child behaviour (Bosk et al., 2019; Chaplin et al., 2021b).  

Overall, the extant evidence suggests that a range of interventions – including those 

underpinned by mindful parenting – can reduce parent psychopathology and enhance 

mindfulness for vulnerable families, including those affected by parental substance misuse. 

Given the close relationship between the capacity for mindful parenting and parent 

psychopathology (Fernandes et al., 2021; Moreira et al., 2018; Henrichs et al., 2021), further 

examination of the therapeutic process of change for families affected by parental substance 

misuse is needed to explore how these two factors are affected and interact when delivered as 

part of an integrated treatment model.  

Study Aims and Hypotheses  

This study aimed to investigate the therapeutic process of change in parent 

psychopathology and mindful parenting in a cohort of families affected by parental substance 

misuse during their engagement in the PuP program. A second aim was to explore how the      
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subcomponents of mindful parenting identified by Duncan relate to change in parent 

psychopathology. As mindful parenting is multidimensional (Caiado et al., 2020; Duncan et 

al., 2009), it is likely that the process of change may vary by the different components of 

mindful parenting (Potharst et al., 2020; Dodsworth, 2018). Based on existing research, we 

will further test whether engagement with the PuP program is associated with reductions in 

parent psychopathology and improvements in mindful parenting over time.  

Methods  

Recruitment 

This study forms part of a larger study evaluating the PuP program across 11 

community-based substance misuse services in the United Kingdom (Barlow et al., 2018; 

Hollis et al., 2018). To be included in the study, parents needed to be engaged with 

community-based substance misuse services and the primary caregiver of a child aged under 

2.5 years who resided with them, or where a reunification plan was in place. Pregnant mothers 

with a delivery date more than four weeks after the recruitment date, and parents presenting 

with psychosis or suicidal ideation were excluded from the study. Families were referred to 

the study by practitioners working in the area of substance misuse treatment. Recruitment 

took place between October 2014 and December 2016, with a total of 223 eligible families 

invited to participate and 180 providing consent. Eleven families disengaged from the study 

prior to completing any baseline measures and data could not be located for a further 3 

families, resulting in a final cohort of 166 families.  

The PuP Program 

The PuP program draws from a range of theories and practice models in which child 

developmental outcomes are influenced by both proximal factors of quality of caregiving 

(Biringen et al., 2014; Saunders et al., 2015), and knowledge and ability to put into practice 

sensitive and developmentally appropriate parenting strategies (Gadsden et al., 2016). These, 

in turn, are influenced by parental capacity to manage emotional states both in the context of 
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parenting and in their wider social environment. Factors further influencing parent and 

parenting domains are placed in a broader ecological context and include connectedness to 

family, culture, and community.  

The PuP program is delivered by practitioners who have undertaken the standardised 

PuP training and accreditation process, which also includes ongoing supervision from 

accredited PuP supervisors. The order and dosage of the intervention components is 

individually tailored to each family using a case formulation process, and is usually delivered 

in the family’s home over a 20-week period. The delivery of the PuP program is guided by a 

Practitioner Manual and practitioners and families collaborate to develop a therapeutic family 

support plan with identified goals. A Parent Workbook is also available as additional support 

to complement sessions. It contains twelve modules addressing different domains of family 

functioning that may or may not be targeted in a treatment plan. There is a significant focus 

on enhancing the caregiving relationship and emotional regulation in both parents and 

children. For example, the module How to Manage Emotions When Under Pressure: 

Increasing Mindful Awareness integrates mindfulness exercises to enhance parent emotion 

regulation. The Supporting Your Child to Develop Self-Regulation and Connecting With Your 

Child To Help Them Feel Loved And Safe modules provide parents with developmentally 

appropriate and non-punitive strategies to enhance child self-regulation, including ‘mindful 

play’, skills for understanding their children’s cognitive and emotional states, and 

mindfulness techniques to promote sensitive caregiving in stressful parenting contexts (e.g., 

tantrums or prolonged infant crying).  

Study Design 

Families were enrolled in the study upon receipt of informed consent, then completed a 

range of baseline measures (Time 1) to inform treatment planning, and then engaged with the 

PuP program in the community. Data was subsequently collected for parent psychopathology 
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and mindful parenting at mid-treatment (Time 2, M = 100.19 days after Time 1) and upon 

treatment completion (Time 3, M = 167.92 days after Time 1). The study was granted ethical 

approval from the NSPCC’s Research Ethics Committee and Biomedical Research Ethics 

Committee at the University of Warwick (BREC reference number 189-03-2012). 

Sociodemographic and Baseline Covariate Measures 

Practitioners collected key sociodemographic variables and indicators of current 

substance use at the point of recruitment via a questionnaire utilised in the UK PuP multisite 

RCT (Barlow et al., 2013). This questionnaire included a range of items pertaining to 

substance use (e.g., type of substance, frequency of use) and captured a broad range of 

demographic domains, including: age and gender of all participants, family composition, 

employment status and income. As part of the assessment and treatment planning process, 

primary caregivers also completed other measures to ascertain the overall level of family 

functioning (see Hollis et al., 2018 for a comprehensive description of measures). These 

included measures of general (MSPSS; Zimet et al., 1988) and parenting-specific (adapted 

from Power et al., 1988) social support, family stressors (adapted from Crnic & Greenberg, 

1990), alcohol use (AUDIT-C; Meneses-Gaya et al., 2010), intimate partner violence (HITS; 

Sherin et al., 1998), and stressful life events (adapted from Department of Health, 2000). 

These measures and key sociodemographic variables (age, income source, marital status) 

were used as covariates in the statistical analysis due to their association with parent 

psychopathology and parenting practices (Dawe et al., 2021).      

Mindful Parenting Measure 

Primary caregivers completed the 27-item Interpersonal Mindfulness in Parenting Scale 

– Infant Version (IMP-I, Laurent et al., 2017), an adaption of the original 31-item self-report 

Interpersonal Mindfulness in Parenting Scale (Duncan et al., 2009). Respondents rate the 

frequency of each item on a 5-point Likert scale ranging from 1 = ‘Never’ to 5 = ‘Always’, 
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whereby higher scores represent a larger degree of mindfulness within the parenting context. 

Research supports use of an overall construct of mindful parenting with acceptable to high 

internal consistency, α > .80 (Caiado et al., 2020; Laurent et al., 2017) and also a five-factor 

model representing different dimensions of mindful parenting: listening with full attention, 

emotional awareness of the child, compassion for the child, self-regulation in the parenting 

relationship, and non-judgemental acceptance of parental functioning (Caiado et al., 2020; 

Fernandes et al., 2021). The five subscales also demonstrate adequate internal reliability with 

Cronbach alphas ranging between 0.70 – 0.90, except for the emotional awareness of the child 

subscale which can drop slightly below .70 depending on the study population and language 

used to administer the measure (Caiado et al., 2021; Fernandes et al., 2021). The overall scale 

and subscales have sound discriminant validity with measures of parental psychopathology 

(Caiado et al., 2021; Fernandes et al., 2021).      

Parent Psychopathology Measure  

Primary caregivers completed the 21-item Depression, Anxiety and Stress Scales Short 

Form (DASS-21, Lovibond & Lovibond, 1995) at Time 1, Time 2, and Time 3. The DASS-21 

comprises three subscales that each assess the severity of depression, anxiety, and stress in the 

previous seven days, using a 4-point Likert scale ranging from 0 = ‘Did not apply to me at all’ 

to 3 = ‘Applied to me very much, or most of the time’. Either the total DASS-21 score or 

individual subscales can be used as indicators of psychological distress. The DASS-21 overall 

score and subscales have high internal consistency (Page et al., 2007; α range: 0.92 – 0.97) 

and sound convergent and construct validity (Osman et al., 2012; Sinclair et al., 2012). 

Intervention Implementation and Engagement 

Accredited PuP practitioners across 11 NSPCC service centres in the United Kingdom 

delivered the PuP program. To obtain PuP accreditation, practitioners received a minimum of 

40 hours of training and supervision in the PuP model. Families completed a mean of 16 
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sessions (range: 2 – 36) and 65.02% of the sample completed the intervention or remained 

engaged with the PuP model when data collection ceased (n = 2). Reasons for attrition (n = 

60) included: disengagement from the service, child being removed from the parent’s care, 

and change in service provision (e.g., detoxification only).  

Data Analysis       

Cross-lagged models employing maximum likelihood estimation in AMOS 27 were 

used to investigate the trajectories of change in mindful parenting and parent psychopathology 

during the course of treatment. Three observed variables, corresponding to the three-

measurement time-points, were incorporated into the model for mindful parenting and parent 

psychopathology. Time 2 and 3 parent psychopathology was predicted by its score at the 

previous time-point (autoregressive paths) and the previous time-point for mindful parenting 

(cross-lagged paths). Similarly, Time 2 and Time 3 mindful parenting were predicted by its 

score at the previous time-point and parent psychopathology, with residuals allowed to covary 

at each time-point. Missing data were handled using full information maximum-likelihood 

(FIML) estimation, which is considered ideal for handling missing data over time by 

producing estimates less biased than other missing data or modelling approaches (Allison et 

al., 2017; Zyphur et al., 2020). The comparative fit index (CFI) and root mean square error of 

approximation (RMSEA) were used to assess model fit with CFI ≥ .95 and RMSEA ≤ .06 

indicating “good fit”, and CFI ≥ .90 and RMSEA ≤ 0.10 indicating “acceptable fit” (Hu & 

Bentler, 1999; Marsh et al., 1999). While the χ2 test of model fit (alpha = 0.05) is reported for 

completeness, we note that this test can overestimate poor fit in large samples (Bentler, 2007). 

Results 

Tables 1 and 2 summarise the sociodemographic profile of the cohort, which was 

characterised by extensive risk, as evidenced by involvement with child welfare and criminal 

justice systems, single parenthood, multiple stressful life events, mental health diagnoses, and 

reliance on government benefits as the main source of income. Treatment sessions lasted 1 – 2 
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hours and the mean number of sessions with families was 16 (range: 0 – 36) over an average 

of 28-weeks (range: 0 – 78). A total of 111 (66.87%) parents completed measures at Time 2 

and 92 (55.42%) parents completed measures at Time 3. An examination of baseline 

assessment data found no significant differences between families who did and did not 

consent to be included in the study (see Hollis et al., 2018). Likewise, there were only two 

significant differences between families who completed or did not complete the PuP program 

or evaluation measures, whereby families who completed PuP: (1) were more likely to not 

have all their children in their care at baseline; and (2) had lower levels of family support at 

baseline. Based on Little’s Missing Completely at Random (MCAR) test, data were deemed 

to be missing completely at random "(113) = 1.116, p > .05. Table 3 provides the means and 

standard deviations in parent psychopathology and mindful parenting at each time-point (see 

Appendix H for correlations between the baseline covariates, parent psychopathology, and 

mindful parenting).  

Change in Parent Psychopathology and Mindful Parenting Over Time 

Figure 1 presents the cross-lagged model examining changes in parent 

psychopathology (DASS-21) and mindful parenting (IMP-I) at baseline (Time 1), mid-

treatment (Time 2), and end-treatment (Time 3). The model had excellent fit to the data: χ(4) 

= 1.64, p = .80, CFI > .99, RMSEA < .01. As predicted, there was a significant positive 

relationship between parent psychopathology at Time 1 and Time 2, and at Time 2 and Time 

3 (see also Appendix H, Model 1). Likewise, there was a significant positive relationship 

between mindful parenting at Time 1 and Time 2, and at Time 2 and Time 3. In terms of the 

interactive change over time in parent psychopathology and mindful parenting, the only 

statistically significant pathway was between parent psychopathology at Time 2 and mindful 

parenting at Time 3. Lower levels of parent psychopathology at Time 2 significantly predicted 

higher levels of mindful parenting at Time 3 (b = -0.148, SE = 0.05, p = .006).  
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Change in Parent Psychopathology and Components of Mindful Parenting Over Time 

Figure 2 presents the cross-lagged model examining changes in parent 

psychopathology (DASS-21) and the five components of mindful parenting (IMP-I) at 

baseline (Time 1), mid-treatment (Time 2), and end-treatment (Time 3). The model had good 

fit to the data: χ(80) = 117.48, p = .004, CFI = .98, RMSEA = .05. Consistent with the first 

model, autoregressive paths were significant (see also Appendix H, Model 2).  

Significant pathways in parent psychopathology and components of mindful parenting 

are bolded in Figure 2. First, higher levels of Non-Judgemental Acceptance of Parenting 

Functioning at Time 1 significantly predicted lower parent psychopathology at Time 2 (b = -

1.678, SE = 0.70, p = .02). Second, higher levels of Emotional Awareness of Child at Time 1 

significantly predicted higher parent psychopathology at Time 2 (b = 0.989, SE = 0.47, p = 

.04). Third, parent psychopathology at Time 2 predicted all but one of the mindful parenting 

subscales at Time 3 (emotional awareness of self and child). Specifically, lower DASS-21 

scores at Time 2 predicted higher scores on the following IMP-I subscales: compassion for 

self and child, non-judgemental acceptance of parent functioning, self-regulation in parenting, 

and listening with full attention (see also Appendix H, Model 2).  

Discussion 

The aim of this study was to examine the interactive therapeutic process of change in 

parent psychopathology and mindful parenting for families affected by parental substance 

misuse who participated in the PuP program. Overall, the results showed that families who 

engaged with the PuP program showed a decrease in parent psychopathology and an increase 

in mindful parenting over time. This supports findings from systematic reviews (e.g., Birgdorf 

et al., 2019) and contributes to the evidence that parenting interventions incorporating 

mindfulness can be utilised in families with complexities such as substance misuse (Gannon 

et al., 2017; Short, 2017; Dawe & Harnett, 2007; Barlow et al., 2019) and engagement in 

child welfare systems (Brown et al., 2021).  
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The current study extends the field by testing the interactive nature of change between 

two key constructs: parental psychopathology and mindful parenting. We found that 

improvements in parental psychopathology at midpoint in treatment were significantly 

associated with higher levels of mindful parenting at treatment completion. This provides 

empirical support for the proposition that supporting parents to reduce psychopathology, 

enables them to engage in more mindful parenting. A key focus of the PuP program is the use 

of mindfulness strategies to improve emotion regulation and to develop a warm, nurturing 

parent-child relationship. These mindfulness strategies are incorporated within the context of 

a broader case-management model that aims to promote problem-solving and provide support 

for real world problems experienced by vulnerable families, such as financial strain and 

family routines. Notably, these findings were obtained after controlling for key variables 

associated with parental psychopathology and that are known to influence parenting capacity 

(e.g., social support, intimate partner violence).  

Given the multifaceted nature of mindful parenting, a second cross-lagged model was 

used to examine the process of change in parent psychopathology and the five subconstructs 

of mindful parenting: listening with full attention, emotional awareness of the child, 

compassion for the child, self-regulation in the parenting relationship, and non-judgemental 

acceptance of parental functioning. This analysis revealed variation in the therapeutic process 

of change. Parents who reported higher levels of non-judgment regarding their child and their 

parenting at baseline were more likely to report lower levels of psychopathology mid-way 

through treatment. These parents report that they typically do not judge themselves, are 

accepting of themselves in the parenting role, and are able to be non-reactive towards their 

child. It may be these factors that buffer against increases in distress that can be experienced 

by more vulnerable individuals when they begin treatment (Saunders et al., 2019). 

Interestingly, parents who reported higher levels of emotional awareness of their child 
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and the impact of emotions on their parenting were more likely to report higher levels of 

parent psychopathology mid-way through treatment. In other words, awareness of the impact 

of parental emotional dysregulation on child functioning may be a source of distress for 

parents, particularly if they are judgemental of themselves as parents. Potharst et al. (2021) 

suggest that this awareness can heighten cognizance of “difficult parenting moments” (p. 

351). Thus, it may be that highly emotionally aware parents facing multiple adversities (such 

as those in the current study), might experience initial increases in distress as attention is 

drawn to parenting and family-functioning difficulties. 

At mid-treatment, parents who reported lower levels of psychopathology were more 

likely at treatment completion to report higher scores on four of the five mindful parenting 

dimensions (listening with full awareness, self-regulation in the parenting relationship, non-

judgemental acceptance of self and child, and compassion for self and child, but not parents’ 

emotional awareness of self and child in the parenting relationship). These findings again 

underscore the importance of reducing parent psychopathology to enhance sensitive and 

mindful caregiving. 

Implications for Clinical Practice 

Overall, the findings from this study emphasise the importance of reducing parent 

psychopathology to improve mindful parenting, but also suggest that specific components of 

mindful parenting prior to beginning an integrated family-focused treatment may impact the 

degree of change in psychopathology that parents experience during treatment. This may, in 

turn, have implications for the degree of change in mindful parenting upon treatment 

completion in light of the key role that reductions in parent psychopathology during treatment 

seem to have on mindful parenting. For example, the findings from this study indicate that 

higher levels of non-judgmental acceptance of self and child in the parenting relationship at 

the start of treatment may contribute to reducing parent psychopathology during family-
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focused treatment. Facilitating this reduction in parent psychopathology is particularly 

important, given its influence on the magnitude of change in mindful parenting upon 

treatment completion. Therefore, it may be beneficial to use therapeutic techniques at the 

beginning of treatment to increase non-judgmental acceptance in parents who misuse 

substances to accelerate reductions in parent psychopathology. The PuP program includes 

explicit strategies that support parents to identify their strengths, understand the origins of 

their own beliefs and values as a parent, and identify and value their ability to connect with 

their child or infant. These therapeutic strategies may have been key to the reduction of 

psychopathology.  

Importantly, when parents have a high level of emotional awareness of themselves and 

their child prior to beginning treatment, they may require additional therapeutic support to 

prevent increased distress during treatment, which could then have flow-on effects for the 

degree of change in sensitive and mindful caregiving practices. By mid-treatment, parents 

engaged in the PuP program will have been introduced to a range of strategies that support 

improvements in emotional regulation. The findings of this study suggests that these 

strategies may need to be more readily encouraged with parents affected by parental 

substance misuse. 

The temporal and nuanced nature of therapeutic change for families in this study also 

emphasises the importance of a thorough and holistic assessment prior to, during, and upon 

treatment completion. This initial assessment and ongoing monitoring are key components of 

the PuP program, supported by an online practitioner toolkit, and the current findings support 

practitioners both planning and adjusting their treatment with families affected by parental 

substance misuse.  

Limitations 

The current study has a number of limitations. A cohort study that assesses outcomes 
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over multiple time-points, coupled with cross-lagged modelling, can explore interactive 

trajectories of change in multiple areas over time. However, a randomised controlled trial 

with mid-treatment measures is required to rigorously test mechanisms of change (Kazdin et 

al., 2007), ideally of sufficient size to allow the examination of multiple mechanisms 

simultaneously. While a large range of data was collected for families participating in this 

study, the size of the sample did not permit more sophisticated modelling of multiple 

variables to test the ecologically informed Integrated Theoretical Framework that underpins 

the PuP program. While previous research suggests that a reduction in parent 

psychopathology and increase in sensitive and mindful caregiving can improve psychosocial 

and developmental outcomes for children (e.g., Bogels et al., 2014; Brown et al., 2021), the 

current study was unable to test whether interactive changes in multiple parent-level factors 

translated into improvements in child outcomes due to missing and variable measures of child 

outcome data. Finally, there were few fathers who were primary caregivers in the current 

study. The role of fathers has been poorly explored across the parenting literature (Burgess et 

al., 2014; Tully et al., 2017), although more recent studies suggest that fathers can engage 

when explicitly invited (Whittaker et al., in press).   

The current study was one of the first attempts to investigate the therapeutic process of 

change in parent psychopathology and mindful parenting in a cohort of families affected by 

parental substance misuse during their engagement in an evidence-based mindfulness 

programme. The findings support existing evidence regarding the importance of reducing 

parental pathology as a precursor to more mindful parenting, and provides new evidence 

regarding the way in which variation in mindful parenting subconstructs influence the 

therapeutic process of change, with important implications for practice.  

 

Ethical standards: This study has been approved by the appropriate ethics committee 
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and has therefore been performed in accordance with the ethical standards laid down in the 

1964 Declaration of Helsinki and its later amendments. All participants provided informed 

concert prior to inclusion in the study. 
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Table 13 
Baseline Characteristics of Parents (N = 166) 

 

Sociodemographic Mean (SD) or %  
Age 30.75 (5.95) 
Gender (% male) 6.02 
Marital status  

Married/cohabiting  
Single parent household 
Separated/divorced 
Other 
Missing 

 
37.35 
48.80 
3.61 
5.42 
4.82 

Education  
< 10 years education  
12 years education 
Tertiary  
None 
Other 
Missing 

 
43.98 
4.22 
1.81 
0.60 

15.66 
33.73 

Primary source of income  
Paid employment 
Government benefits 
Other 
Missing 

 
7.83 

63.86 
2.41 

25.90 
Primary substance of concern  

Alcohol only 
Drugs only 
Mixture of alcohol and drugs 

 
19.28 
72.29 
8.43 

Current substance misuse treatment 
Opiate replacement1 
Counselling 
Opiates and counselling 
Other 
Missing 

 
55.42 
13.25 
2.41 

19.28 
9.64 

MSPSS (Total) 4.84 (1.24) 
Parenting Support 8.57 (3.48) 
Daily Hassles 6.78 (6.89) 
AUDIT-C 2.65 (2.95) 
Severity of Dependence Scale score >3 (% yes)2 47.59 
Other parent in substance misuse treatment (% yes)3 29.62 
Family history of substance misuse (% yes) 4 36.75 
Criminal conviction ever (% yes)5 42.17 
Criminal conviction in last 12-months (% yes)6  9.64 
Domestic violence (% above cut-off)7 15.67 
Parent mental health diagnosis (% yes)8 42.78 
Family history of mental illness (% yes)9 30.72 
Number of stressful life events (last 12-months) 4.08 (2.56) 

1Methadone or Subutex/Buprenorphine; 2Missing n = 78  3Unsure or missing n = 44; 4Missing n = 
56; 5Missing n = 49; 6Missing n = 50; 7n = 84 who indicated experience with domestic violence; 
8Missing = 36; 9Missing = 58.  DASS-21 = Depression, Anxiety and Stress Scales Short Form; IMP-
I = Interpersonal Mindfulness in Parenting Scale – Infant Version; AUDIT-C = Alcohol Use 
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Disorders Identification Test – Consumption; HITS = High-Insult-Threaten-Scream domestic 
violence screening tool; MSPSS = Multidimensional Scale of Perceived Social Support.
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Table 14 
Baseline Characteristics of Children (N = 166) 
 

Sociodemographic Mean (SD) or % 
Age (months) 16.68 (16.95) 
Gender (% male) 53.61 
Child’s resides with 

Mother 
Father 
Both parents 
Foster family 
Extended family 
Other 
Missing 

 
63.86 
2.41 

27.11 
1.81 
.60 

1.20 
3.01 

Current involvement with child protection1  87.73 
1Missing data n = 7 
 
Table 15 
Correlations for Parent Psychopathology, Mindful Parenting, and Covariates (Baseline) 
 

Variable n 1 2 3 4 5 6 7 8 
1. DASS-21  164 —        
2. IMP-I  157 -.637** —       
3. AUDIT-C 140 .219** -.272** —      
4. Daily Hassles 154 .545** -.481** .190* —     
5. HITS 154 .172 -.072** .093 .156 —    
6. MSPSS 166 -.340** .287** -.013 -.335** -.102 —   
7. Life Events 154 .395** -.278** .115 .356** .133 .575** —  
8. Parenting Support 166 -.366** .375** -.150 -.304** .005 -.059 -.191** — 

Note. DASS-21 = Depression, Anxiety and Stress Scales Short Form; IMP-I = Interpersonal Mindfulness in Parenting Scale – Infant Version; AUDIT-C = Alcohol Use 
Disorders Identification Test – Consumption; HITS = High-Insult-Threaten-Scream domestic violence screening tool; MSPSS = Multidimensional Scale of Perceived 
Social Support. *p ≤ .05;  **p < .01. 
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Table 16 
Parent Psychopathology and Mindful Parenting Over Time 
 

Measure Time 1 
(Baseline) 

Time 2  
(Mid-

Treatment) 

Time 3 
(End-

Treatment) 
M SD M SD M SD 

DASS-21 35.22 28.60 23.41 28.39 17.50 19.36 
IMP-I 102.82 14.43 108.98 13.93 112.08 13.03 

Listening with Full Awareness 20.72 3.73 25.50 3.26 22.00 2.71 
Emotional Awareness of Self and Child 23.74 3.65 24.33 3.39 25.20 3.30 
Self-Regulation in Parenting Relationship 19.78 3.66 20.67 3.34 21.06 3.07 
Non-Judgmental Acceptance of Self and Child 13.52 3.07 14.85 2.90 15.38 3.12 
Compassion for Self and Child 25.06 14.43 27.63 13.93 28.44 4.18 

Note. DASS-21 = Depression, Anxiety and Stress Scales Short Form; IMP-I = Interpersonal Mindfulness in Parenting Scale – Infant 
Version 
 
Table 17 
Coefficients for Cross-Lagged Models 
 

Pathway Model 1 Model 2 
 b SE b SE 
DASS-21 T1 " DASS-21 T2 .388*** .09 .341*** .09 
DASS-21 T2 " DASS-21 T3 .612*** .08 .554*** .07 
IMP-I T1 " IMP-I T2 .523*** .10 - - 
IMP-I T2 " IMP-I T3 .599*** .09 - - 
DASS-21 T1 " IMP-I T2 .003 .05 - - 
IMP-I T1 " DASS-21 T2 .054 .16 - - 
DASS-21 T2 " IMP-I T3 -.148** .05 - - 
IMP-I T2 " DASS-21 T3 -.131 .11 - - 
Non-Judgmental T1 " Non-Judgemental T2 - - .444*** .06 
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Non-Judgmental T2 " Non-Judgemental T3 - - .509*** .07 
Listening Full Attention T1 " Listening Full Attention T2 - - .347*** .07 
Listening Full Attention T2 " Listening Full Attention T3 - - .299*** .07 
Emotional Awareness T1 " Emotional Awareness T2 - - .412*** .07 
Emotional Awareness T2 " Emotional Awareness T3 - - .403*** .07 
Self Regulation T1 " Self Regulation T2 - - .469*** .07 
Self Regulation T2 " Self Regulation T3 - - .405*** .07 
Compassion T1 " Compassion T2 - - .391*** .07 
Compassion T2 " Compassion T3 - - .365*** .07 
Non-Judgmental T1 " DASS-21 T2 - - -1.68* .70 
Listening Full Attention T1 " DASS-21 T2 - - -.408 .58 
Emotional Awareness T1 " DASS-21 T2 - - .989* .47 
Self Regulation T1 " DASS-21 T2 - - .384 .59 
Compassion T1 " DASS-21 T2 - - .488 .51 
DASS-21 T1 " Non-Judgemental T2 - - -.009 .01 
DASS-21 T1 " Listening Full Attention T2 - - -.019 .01 
DASS-21 T1 " Emotional Awareness T2 - - .021 .01 
DASS-21 T1 " Self Regulation T2 - - .007 .01 
DASS-21 T1 " Compassion T2 - - -.018 .02 
Non-Judgmental T2 " DASS-21 T3 - - -.246 .60 
Listening Full Attention T2 " DASS-21 T3 - - .111 .53 
Emotional Awareness 2 " DASS-21 T3 - - .560 .43 
Self Regulation 2 " DASS-21 T3 - - -.674 .48 
Compassion 2 " DASS-21 T3 - - -.290 .43 
DASS-21 T2 " Non-Judgemental T3 - - -.045*** .01 
DASS-21 T2 " Listening Full Attention T3 - - -.033** .01 
DASS-21 T2 " Emotional Awareness T3 - - -.013 .02 
DASS-21 T2 " Self Regulation T3 - - -.040** .014 
DASS-21 T2 " Compassion T3 - - -.064*** .017 

*p ≤ .05;  **p ≤ .01; ***p ≤  .001 
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Figure 20 
 
Change in Parent Psychopathology and Mindful Parenting During Engagement with the Parents under Pressure Program 
 
 

 
Note. Standardised parameter estimates are shown. *p ≤ .05;  **p < .01; ***p < .001. 
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Figure 21 
 
Change in Parent Psychopathology and Mindful Parenting Subscales During Engagement with the Parents under Pressure Program 
 

 
 
Note. Standardised parameter estimates are shown and statistically significant pathways are represented by bolded arrows. 
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Chapter 4: Discussion 

The overall aim of this thesis was to consolidate and enhance the evidence-base 

pertaining to interventions for families affected by parental substance misuse. This was 

achieved with two interrelated studies that rested on the notion that parents are facilitators of 

change in vulnerable complex families. This idea is reflected in Dawe and Harnett’s (2013) 

Integrated Theoretical Model, whereby developmentally appropriate and sensitive caregiving 

and quality of the caregiving relationship are proposed to be critical determinants of child 

wellbeing and development, and that the capacity of parents in these areas is contingent on 

their own psychological wellbeing. Congruent with this line of reasoning, many intervention 

models for families affected by parental substance misuse emphasise one or more of these 

areas, with an aim to improve child outcomes (e.g., Dawe et al., 2021). Study 1 updated, 

consolidated, and synthesised the evaluation evidence for this type of intervention approach, 

along with interventions that also integrated legal and pharmacological components. Broadly, 

the findings of the review supported the notion that parents can be important conduits for 

promoting positive child outcomes. Building on this idea, Study 2 explored the therapeutic 

process of change that occurs for substance misusing parents when they engage in 

comprehensive family-focused treatment. Together, these studies enhance our understanding 

how we can best support families affected by parental substance misuse.       

Summary of Study Results 

Study 1 

Study 1 indicates that intervening with parents and families, even without direct child 

involvement, can generate positive psychosocial outcomes for children in families with 

substance misusing parents. The most certain findings from this review are that integrated 

psychosocial interventions – which may or may not contain pharmacological or legal 

components – can reduce child abuse potential, the likelihood of out-of-home care, and 
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overall child emotional and behavioural difficulties in the short-term. They can also increase 

the odds of parents reunifying or retaining care of their children, enhance expressive 

language development, and increase child prosocial behaviours. At least in the short-term. 

Based on the current available evidence, there is only preliminary evidence that effects are 

maintained within six to 12 months post-intervention for total child emotional and 

behavioural difficulties, and some indicators that effects may emerge at these later time-

points for reunification, retaining care, and permanency. 

Thirty meta-analyses and 137 additional single effect sizes were used to appraise the 

effectiveness of included interventions. The size and direction of the effects varied across 

interventions, type of outcomes, and time-point of measurement. Twenty-one meta-analyses 

and 118 single effect sizes suggested null effects, with only one single effect size estimate 

based on a small study (n = 33) indicating an increase in depressive symptoms for children 

who participated in the intervention. Nine meta-analyses and 18 single study effect estimates 

suggest that psychosocial, pharmacological and/or legal interventions have a positive effect 

on specific child welfare, developmental, and emotional/behavioural outcomes for children.  

The number of null effects raises the question as to whether ‘anything works’ for 

children of substance misusing parents. It is important to note the small number of studies 

across outcomes, along with the small sample sizes of most includes studies, both of which 

undermine statistical power to detect effects. It is also important to note that a finding of no 

difference between groups, does not indicate a finding of ‘no effect’. It may well be that 

treatment-as-usual does indeed generate positive child outcomes for families with substance 

misusing parents, which then reduces the differences between treatment and comparison 

groups. Further, it may be that the effects of interventions may emerge at longer intervals 

after intervention completion, yet only a small number of studies included follow-up 

measures.  
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Several specific null effects arising from the review also warrant discussion: (1) the 

lack of differences between treatment and comparison participants on measures of child 

cognition, internalising, and externalising; and (2) weakening of the child abuse potential 

effect at follow-up. Although the effect sizes generally favoured the treatment participants for 

the cognition meta-analyses, the finding of no difference was surprising given that the 

duration of the interventions were up to three years and largely focused on child 

development. Two possible reasons can be offered for this result. First, it is possible that 

taking a predominantly child-focused approach may not be sufficient to generate changes in 

child neurodevelopment. Given the nature of adversities faced by families affected by 

parental substance misuse, other familial and sociodemographic factors may have hindered 

cognitive development. For example, poverty and associated social adversities have been 

associated with impaired child cognitive development (Jensen et al., 2017). Alternatively, all 

the children were verified to have experienced in-utero exposures to at least one substance, 

and so their overall brain development may have been impaired, thereby reducing the 

likelihood of intervention effects (e.g., see Nygaard et al., 2015).  

In relation to the null effects for internalising and externalising, this was also an 

unexpected finding given that the studies included in these meta-analyses used sub-

composites of the same measure that was used for most of the studies included in the meta-

analysis for total emotional and behavioural problems (Child Behaviour Checklist). Only one 

study was shared across all three analyses and the same studies were included in the 

internalising and externalising meta-analyses. This indicated that the nature of the 

intervention or study populations for the internalising and externalising meta-analyses may 

have led to results that diverged from the analyses using total problem composite scores. 

Closer examination of the differences between the studies included across the three analyses 

revealed that the studies included in the internalising and externalising analyses tended to 
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have a singular or narrow intervention focus (e.g., parenting only), in comparison to the total 

problems meta-analyses which included studies with more comprehensive interventions. 

Notably, none of the studies included in the internalising or externalising meta-analyses 

integrated strategies aimed at enhancing parent emotion regulation, yet half of the studies 

included in the total problems analyses did include this type of therapeutic component. This 

closer examination of the studies suggests that comprehensive approaches to treatment for 

families affected by parental substance misuse that integrate strategies to enhance parent 

emotion regulation may have flow on effects for children’s emotional and behavioural 

wellbeing. One possible explanation for this could be that parent emotional socialisation (i.e., 

their emotion regulation, response to their children’s emotions, and modelling or teaching of 

emotion regulation) shapes the development of children’s own emotional socialisation (e.g., 

see Denham et al., 2015; Westrupp et al., 2020).  

Although child abuse potential did not differ between treatment and comparison 

participants at the follow-up time-point, the overall effect size was in the desired direction 

and favoured the treatment condition. This particular finding deserves further discussion, 

particularly given that the authors of the individual studies generally concluded that the 

intervention was effective at reducing child abuse potential at follow-up. Upon closer 

examination of the studies included in this meta-analysis, several issues were identified. Only 

three studies clearly commented on the between-group child abuse potential differences and 

supported their statements with clear statistical reporting (Barlow et al., 2019; Dawe et al., 

2007; Dakof et al., 2010). The effect sizes for these studies match their conclusions, with 

Barlow et al. (2019) and Dawe et al. (2007) concluding that the Parents Under Pressure 

intervention maintained statistically significant gains in comparison to treatment-as-usual at 

6-month follow-up, and Dakof et al. (2010) concluding there were no differences between 

Engaging Moms + FTDC and treatment as usual FTDC participants. While the other two 
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studies (Donohue et al., 2014; Saldana et al., 2015) reported transparent and complete raw 

data, their analysis do not support statistical differences between treatment and comparison 

groups, and this result appears to be obscured by discussions of within treatment group 

change. Further, these two studies also describe a more behaviourally oriented intervention 

model, compared to the relational focus described for Barlow et al. (2019), Dawe et al. 

(2007), and Dakof et al. (2010). Three conclusions can be tentatively drawn from these 

differences amongst studies to shed light on the unexpected lack of statistical significance in 

child abuse potential at follow-up. First, the meta-analysis was underpowered, given it had a 

smaller sample size than the post-intervention meta-analysis. Second, child abuse potential 

may not have been maintained in the follow-up meta-analysis because the studies with null or 

negative effect sizes had qualitatively different interventions than those with clearly positive 

effect sizes. Donohue et al. (2014) and Saldana et al. (2015) were behaviourally oriented and 

Dakof et al. (2010) integrated FTDC with the relational Engaging Moms program. 

Behaviourally oriented programs may not support parents to enhance the quality of the 

caregiving relationship, a key predictor of both child abuse and child abuse potential (Baer & 

Martinez, 2006). Moreover, the integration of a relationally focused intervention with a 

FTDC may not have been successful for reducing child abuse potential in the long-term 

because FTDCs – as shown through Study 1 – either have mixed or inconclusive effects on 

child welfare outcomes. The final tentative conclusion is that intervening at a single point in 

time for highly complex vulnerable families may not be sufficient to sustain long-term gains. 

The implications of these conclusions will be explored further in the ‘Implications for 

Research, Policy, and Practice’ section below.   

Study 2 

Based on the findings in Study 1 that parents can be facilitators of change in child 

outcomes in families affected by substance misuse, Study 2 sought to explore the therapeutic 
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process of change in outcomes that might underly these improvements for children. Using a 

cohort of 166 families who participated in a community-based evaluation of the Parents 

under Pressure (PuP) program, Study 2 used cross-lagged modelling to examine the 

interactive nature of change in parent psychopathology and mindful parenting over time. 

These two constructs have been consistently linked with child wellbeing measures directly, 

and a common assertion is that parent psychopathology impacts child outcomes indirectly 

through its impact on parents’ capacity to provide mindful and developmentally sensitive 

caregiving (Seay & Khol, 2015; Siqveland & Moe, 2014). Consistent with other evaluation of 

the PuP program, parent psychopathology significant decreased over time while parents were 

engaged with the program. Moreover, mindful parenting significantly increased over time. 

An initial cross-lagged model indicated that lower levels of parent psychopathology at mid-

treatment significantly predicted higher levels of overall mindful parenting when parents 

completed the PuP program.  

Given the multifaceted nature of mindful parenting, a second cross-lagged model 

examined the process of change in parent psychopathology and the five subconstructs of 

mindful parenting: listening with full attention, emotional awareness of the child, compassion 

for the child, self-regulation in the parenting relationship, and non-judgemental acceptance of 

parental functioning. This analysis revealed variation in the therapeutic process of change. 

Specifically, higher levels of non-judgemental acceptance of parent functioning at baseline 

predicted lower levels of parent psychopathology at mid-treatment (p = .02). Yet higher 

levels of emotional awareness of self and child at baseline predicted greater parent 

psychopathology at mid-treatment (p = .04). Lower levels of parent psychopathology at mid-

treatment significantly predicted higher levels of compassion for self and child, non-

judgemental acceptance of parent functioning, self-regulation in parenting, and listening with 

full attention upon completing the PuP program (ps < .05). 
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Both models highlight the importance of reducing parent psychopathology to enhance 

sensitive and mindful caregiving. Yet the second analysis also suggests that specific 

components of mindful parenting prior to beginning an integrated family-focused treatment 

may impact the degree of change in psychopathology that parents experience during 

treatment. This may, in turn, have implications for the degree of change in mindful parenting 

upon treatment. For example, the findings from this study indicate that higher levels of non-

judgmental acceptance of self and child in the parenting relationship prior to beginning 

treatment can facilitate reductions in parent psychopathology during family-focused 

treatment. Parents who score high on the non-judgment subscale of the Mindful Parenting 

measure tend to be less critical of their parenting and their child’s changing developmental 

needs. In the context of the findings for Study 2, this may mean that higher levels of non-

judgement may buffer against increases in distress that can be experienced by more 

vulnerable individuals (Saunders et al., 2019).  

The findings of Study 2 also highlight how higher levels of parent emotional awareness 

at the beginning of treatment can generate higher levels of distress mid-treatment. Parents 

who score higher on this subscale of the Mindful Parenting measure tend to rate themselves 

as being more attuned to how their mood affects their child and their parenting, notice 

discomfort in their child, and identify emotional states in their child. While this is important 

for implementing mindful and sensitive caregiving practices, Potharst et al. (2021) suggest 

that this can heighten cognizance of “difficult parenting moments” (p. 351). In the context of 

Study 2, it may be that when highly emotionally aware parents embark on family-focused 

treatment they might experience initial increases in distress as attention is drawn to parenting 

and family-functioning difficulties that are the focus of treatment. The practice implications 

of these findings are discussed further in the ‘Implications for Research, Policy, and 

Practice’ section below. 
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Study Limitations 

Study 1 highlights that the level of evidence available and the effectiveness varies by 

the outcome under consideration. Of the 135 effect estimates across outcome categories and 

time-points after the intervention, 109 (80%) effect estimates were based on single studies. 

Of the 26 meta-analyses, only 12 contained more than two studies and only four were 

comprised of total samples sizes of more than 300 participants. As a result, many effect sizes 

and meta-analyses are severely underpowered, which limits the conclusions that can be 

drawn about the comparative effectiveness of interventions across child psychosocial 

outcomes. Further, there were very few longer-term follow-ups, meaning that we have 

limited understanding of whether treatment gains are maintained or change over time. 

Although the effect estimates across these outcomes were not statistically significant, the vast 

majority were in the desired direction (i.e., favoured the treatment condition). 

Both Study 1 and Study 2 highlight the difficulties in retaining participants and 

retaining complete outcome data when conducting research with families affected by parental 

substance misuse. Consequently, the small sized samples that are often recruited for this harr-

to-reach population are further impeded when attempting statistical analyses to determine 

treatment effectiveness or complex analyses of changes in multiple constructs over time. 

Study 2 is also limited by the lack of a comparison group to categorically ascertain that the 

changes in parents over time are due to the PuP program. The sole use of parent-report 

measures may have also introduced expectancy bias. Further, without the availability of a 

measure of child outcomes, Study 2 was unable to this study was unable to test whether 

changes in parent psychopathology and mindful parenting produced subsequent changes in 

child wellbeing.  

Implications for Research, Policy, and Practice 
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In agreement with a large body of research, both studies in this dissertation substantiate 

the multiple and complex adversities experienced by families affected by parental substance 

misuse. This highlights the critical importance of implementing evidence-based interventions 

with these families, and also the importance of understanding how treatments work so that 

practitioners can achieve equivalent treatment outcomes as effectiveness trials. Based on 

Study 1, the evidence has not yet reached a point where clear conclusions can be made about 

the effectiveness of the full range of interventions across the full range of child psychosocial 

outcomes. However, there is reliable evidence for interventions that integrate parent 

substance misuse treatment with other components that simultaneously aim to alleviate 

vulnerability in other areas of the family ecology. Study 1 suggests that this type of 

intervention model can reduce child abuse potential, the likelihood of out-of-home care, and 

overall child emotional and behavioural difficulties in the short-term. They can also increase 

the odds of parents reunifying or retaining care of their children, enhance expressive 

language development, and increase child prosocial behaviours in the short-term. At present, 

there are only preliminary indications that effects are maintained within six to 12 months 

post-intervention for total child emotional and behavioural difficulties, and some indicators 

that effects may emerge at these later time-points for reunification, retaining care, and 

permanency. To achieve the most positive outcomes for families affected by parental 

substance misuse, it is vital that policy and practice prioritises access to the interventions with 

the most rigorous evidence (Doyle et al., 2021). The findings of this review suggest that the 

most rigorous evidence is available for integrated interventions that simultaneously focus 

treatment on multiple levels of the family ecology. This is not surprising in light of the 

complex and entrenched vulnerability experienced by families affected by parental substance 

misuse (e.g., Meulewaeter et al., 2019).  

Overall, the body of evaluation evidence is weakened by large amounts of missing data, 
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substantial variations in the quality of reporting, limited follow-up assessments, and a 

concentration of research in the United States. There is clearly an urgent need for ongoing 

high-quality evaluation research that follows established reporting standards (Boutron et al., 

2008; Mongomery et al., 2018), integrates follow-up assessments, and tests whether 

interventions can achieve the same outcomes in different settings. While there is evidence to 

support the transportability of parenting interventions (Gardner et al., 2016), this evidence is 

based on standalone parenting programs implemented with lower-risk populations. Complex 

interventions with families affected by substance misuse may not be as easily transported to 

other geographical settings, particularly so when considering the nuances in the social care, 

child welfare, and legal systems across different nations (Cameron & Freymond, 2006; 

Gilbert, 2012). If future research expands in other geographical locations, it will be important 

to assess whether the type of ‘treatment-as-usual’ for families affected by substance misuse 

influences effect estimates. For example, variation welfare and social services systems across 

the globe may influence how effective treatment-as-usual versus enhanced treatments are for 

families.  

Although there is a need for evaluation research with larger samples and rigorous 

research designs, both Study 1 and Study 2 highlighted the difficulties recruiting and 

collecting complete outcome data from this hard-to-reach population. Subsequently, 

sufficient time and resources need to be allocated to using evidence-based strategies for 

retaining vulnerable populations (Bonevski et al.; Hindmarch et al., 2015; MacLachlan et al., 

2021; Webb et al., 2017). Particular attention also needs to be given to reducing the barriers 

to accessing treatment and maintaining engagement, such as stigma and limited financial 

resources (Barnett et al., 2021; Schamp et al., 2021). Ultimately, the amount and quality of 

the evidence needs to continue growing so that policy makers and practitioners can make 

evidence-based decisions that are most likely to improve the lives of families affected by 
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parental substance misuse. 

Study 1 also alludes to the idea that the multilayered vulnerability and the chronic 

nature of substance misuse (Fleury et al., 2016; Heilig et al., 2021) could mean that time-

limited interventions may not be sufficient to sustain long-term treatment gains. 

Unfortunately, most family support systems across the globe tend to focus on providing the 

most intensive support at the time of crisis, for example, when children are at high risk of 

being removed (Bezeczky et al., 2019). When substance misusing parents come into contact 

with the child welfare system, usual care tends to have a narrow and short-term focus on 

abstinence and commonly behaviourally informed parenting approaches (Renk et al., 2019).  

Research suggests that complex vulnerable families often have repeat engagements with child 

welfare-initiated interventions over time and that this type of engagement is costly (Davidson 

et al., 2019). Yet a common view is that given the cumulative adversities faced by families 

affected by dual child welfare and parental substance misuse issues, treatment needs to take a 

trauma-informed approach that comprehensively supports parents and pays attention to the 

quality of the caregiving relationship (Collier, 2021; Renk et al., 2019; Hatzis et al., 2019). 

Perhaps a more cost-effective and supportive approach may be to triage the nature and 

duration of family support according to level of need. For example, emerging research 

suggests that short ‘booster’ treatments can help sustain the effects of interventions over time 

(Kolko & Lindheim, 2014; Tolan, 2014). Other research has begun to explore post-

reunification service models to stabilise families and promote resiliency (Rushovich et al., 

2021).  

The findings from Study 1 have some specific implications for practitioners working 

with families affected by parental substance misuse. First, the temporal and nuanced nature of 

therapeutic change for families emphasises the importance of thorough and holistic 

assessment prior to, during, and upon treatment completion. This initial assessment can help 



INTERVENTIONS FOR FAMILIES WITH PARENTAL SUBSTANCE MISUSE  

 

277 

guide the conceptualisation of the whole-of-family issues and then guide the treatment 

process. While using manualised interventions is important for increasing the likelihood of 

replicating outcomes from effectiveness trials, treating complex vulnerable families requires 

a flexible approach that appropriately adjusts intervention components to client needs (Doyle 

et al., 2021; Milligan et al., 2017). Of note is that a comprehensive initial assessment and 

ongoing monitoring is a key component of the PuP program, supported by an online 

practitioner toolkit. This toolkit then produces individualised reports based on the outcome 

measures which provide guidance and example treatment strategies for practitioners and 

parents. With direct reference to the findings arising from Study 2, it may be important to 

reduce the impact of heightened emotional awareness on parent distress mid-treatment. This 

could be achieved by capitalising on the positive association between parent non-judgement 

and lower levels of parent distress mid-treatment. Emerging research suggests that 

compassion-focused therapeutic techniques can be helpful for alleviating parenting distress 

and self-criticism (Kirby & Baldwin, 2018; Sirios et al., 2019) and may be useful to integrate 

when working with families affected by parental substance misuse. 

In summary, this thesis consolidates and moves towards consolidating the evidence-

base for intervening with families affected by parental substance misuse. It also highlights the 

critical role parents play in improving child outcomes in the face of multiple adversities. 

While the breadth of available interventions for this population is promising, the field has 

further work to accomplish in order ensure that treatment approaches are both evidence-based 

and appropriately support families to sustain positive changes.     
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Abstract

This review aims to first enhance and update existing reviews by comprehensively

synthesising the full array of psychosocial, pharmacological and legal interventions

that aim to improve the psychosocial outcomes of children with substance misusing

parents. Second, the review aims to use network meta!analysis to integrate and

examine the comparative impact of these interventions. Specifically, the review will

address the following research questions: (1) What is the comparative impact of

psychosocial, pharmacological, and legal interventions for improving the psychoso-

cial outcomes of children with substance misusing parents? (2) Does the impact of

interventions vary according to the child developmental period (e.g., infancy, early

childhood, adolescence) or the type of (a) outcome measure; (b) substance misuse;

(c) practitioner implementing the intervention; or (d) intervention setting? (3) Does

the impact of interventions vary by the country of implementation?

1 | BACKGROUND

1.1 | The problem, condition or issue

An extensive body of literature documents the adverse outcomes

of children who are raised in families with parental substance

abuse. These include increased risk and reports of child abuse and

neglect (Taplin, Saddichha, Li, & Krausz, 2014; Wekerle, Wall,

Leung, & Trocme, 2007; Williams, Tonmyr, Jack, Fallon, & Mac-

Millan, 2011), poor cognitive development and educational at-

tainment (Lambert & Bauer, 2012; Park & Schepp, 2014;

Richardson, Goldschmidt, Larkby, & Day, 2015), psychopathology

(Bountress & Chassin, 2015; Christoffersen and Soothill, 2003;

Hser, Evans, Li, Metchik!Gaddis, & Messina, 2014; Marmorstein,

Iacono, & McGue, 2009; Vidal et al., 2012), and adolescent sub-

stance misuse and antisocial behaviour (Burlew et al., 2013;

Clark, Cornelius, Kirisci, & Tarter, 2005; King, Meehan, Trim, &

Chassin, 2006; King et al., 2009; Lambert et al., 2013; Lambert &

Bauer, 2012; Walden, Iacono, & McGue, 2007).

Parental substance misuse typically co!occurs in the context of

multiple risk factors across domains of parent and family functioning.

These include parental psychopathology and criminality, domestic

violence, and severe poverty (e.g., see Grella, Hser, & Huang, 2006;

Hser et al., 2015; Miller, Orellana, Johnson, Krase, & Anderson!
Nathe, 2013; Skinner, Haggerty, Fleming, Catalano, & Gainey, 2010).

Thus, the accumulation and interplay between risk factors, rather

than parental substance abuse per se, results in multiple and complex

family environments that place considerable challenges on parents,

which then contributes to poor child outcomes (e.g., see Conners

et al., 2004; Nair, Schuler, Blacka, Kettinger, & Harrington, 2003;

Velleman & Templeton, 2007). Neger and Prinz (2015) propose a

conceptual framework with multiple interrelated pathways to explain

how parental substance misuse directly and indirectly impacts risk

factors predictive of poor child outcomes (see also Dunn et al., 2002;
- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -
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Eiden, Coles, Schuetze, & Colder, 2014; Finger, Schuetze, &

Eiden, 2014; Miller, Orellana, Briggs, & Quinn, 2014; Shorey

et al., 2013; Twomey et al., 2013). For example, parents with sub-

stance misuse issues often have difficulty regulating negative emo-

tional states or experience co!occurrence of mental health disorders

(Smithet al., 2012; Whitaker, Orzol, & Kahn, 2006), which can impact

their capacity to assess and attend to their child's emotional well!
being and needs (Borelli, Luthar, & Suchman, 2010; Borelli, West,

Decoste, & Suchman, 2012; Siqveland and Moe, 2014) or respon-

sively parent their child according to child developmental needs

(Slesnick, Feng, Brakenhoff, & Brigham, 2014; Velez et al., 2004). A

history of trauma and childhood adversity is common in parents with

substance misuse problems (Hatzis, Dawe, Harnett, & Loxton, 2019)

and this, combined with the risk factors above, make sensitive and

responsive caregiving challenging (Hatzis, Dawe, Harnett, & Barlow,

2017). Importantly, deficits in parent emotional regulation and the

capacity to responsively parent are key predictors of child abuse and

maltreatment (Stith et al., 2009).

Global estimates indicate that !5–10% of all children are being

raised in families with one or more parent who misuses alcohol or

other drugs (Dawe et al., 2006; Jääskeläinen, Holmila, Notkola, &

Raitasalo, 2016; Manning, Best, Faulkner, & Titherington, 2009;

Raninen, Elgán, Sundin, & Ramstedt, 2015; SAMHSA, 2014). This

prevalence and the complexities and enduring challenges associated

with parental substance misuse has led to the development of a

range of approaches that aim to reduce risk factors, enhance family

functioning, and improve child outcomes. Importantly, recent esti-

mates suggest that for every dollar invested into substance misuse

treatment, there are significant cost savings for society (Dalziel,

Dawe, Harnett, & Segal, 2015; National Institute of Drug

Abuse, 2012; Public Health England, 2014). However, a critical lim-

itation of the current evaluation and review literature is the lack of

integration and synthesis of the relative effectiveness of different

intervention models that aim to improve the outcomes for children

with substance misusing parents. Without a clear understanding of

the relative effectiveness of different intervention approaches,

practitioners and policy!makers are limited in their ability to make

informed and reliable choices between intervention models. There-

fore, the proposed review aims to provide a comprehensive up!to!
date review of psychosocial, pharmacological, and legal interventions

in the context of parental substance misuse and the impact of these

interventions on child psychosocial outcomes. Moreover, the review

will provide a unique contribution by using network meta!analysis
(NMA) to synthesise the comparative effectiveness of these different

intervention approaches (see Hutton et al., 2015; Mavridis, Giannatsi,

Cipriani, & Salanti, 2015; Salanti, 2012; Wilson, Tanner!Smith, &

Mavridis, 2015).

1.2 | The intervention

In order to conduct an NMA, this review will include all possible

interventions that explicitly aim to improve the psychosocial well!

being of families in which at least one parent has either a current

substance misuse problem or is in treatment for substance misuse

problems. The focus of the review will be on studies that examine the

impact of psychosocial, legal and/or pharmacological interventions on

child psychosocial outcomes. For the purposes of this review, we

draw on Maynard et al. (2015) to define a psychosocial intervention

to encompass those that are implemented by professional practi-

tioners (e.g., clinicians, social workers, teachers) across a variety of

settings (e.g., homes, school, community, clinics, residential facilities

and/or hospitals) that aim to address psychological and social well!
being more generally. We draw on Eggins et al. (2020) and Mazerolle,

Eggins, and Sydes (2018) and define a legal intervention to be “some

kind of a strategy, technique, approach, activity, campaign, training,

directive, or funding or organisational change that involves the

criminal justice system” (p. 21). We define pharmacological inter-

ventions to be medication or pharmacy!related approaches to

treating parental substance misuse (e.g., buprenorphine or mor-

phine). Examples of eligible interventions are briefly described below

(not exhaustive) and additional inclusion specifications are provided

in Section 3.

1.2.1 | Home visiting

Home!visiting interventions are characterised by regular home visits

made by health practitioners, such as nurses, or paraprofessionals to

either pregnant mothers or mothers and their young infants. Home!
visiting programmes generally aim to improve the psychosocial and

health outcomes for mothers and infants (Segal, Sara Opie, & Dalziel,

2012; Turnbull & Osborn, 2012). This category of interventions

generally begins in either the prenatal or early postpartum period

and the duration of the intervention can span from weeks to years

(Segal et al., 2012). The specific content of home!visiting interven-

tions varies and can include psychoeducation, health surveillance,

connection with community resources, parent training and/or

counselling components (Turnbull & Osborn, 2012). Home!visiting
interventions with substance misusing parents have been evaluated

with randomised controlled trials using child psychosocial outcomes

US and non!US locations (e.g., Butz et al., 2001; Quinlivan, Box, &

Evans, 2003; Schuler, Nair and Kettinger, 2003).

1.2.2 | Family treatment drug courts

Family treatment drug courts (FTDC) are specialised problem!solving
courts that use a nonadversarial and treatment!oriented approach

for managing cases where both parental substance misuse and child

maltreatment have been identified as issues (Gifford, Eldred,

Vernerey, & Sloan, 2014; Gifford, Sloan, Eldred, & Evans, 2015;

Lloyd, 2015). Cases dealt within FTDCs have a dual focus on pro-

moting the safety and well!being of children and families and also the

treatment of parents' substance misuse, whereby withdrawal or

retention of parental rights is used as leverage for treatment
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compliance (Dakof et al., 2010; Gifford et al., 2014; 2015; Lloyd,

2015). Although the exact process and content can slightly differ

across jurisdictions, common FTDC components include: (a) multi-

disciplinary teams of professionals who collaborate with families to

devise a holistic case!plan to address parental substance misuse and

child welfare issues; (b) frequent court hearings and drug testing to

monitor treatment adherence and case progress; (c) incentives or

rewards for compliance; and (d) sanctions for noncompliance

(Chuang, Moore, Barrett, & Young, 2012; Edwards & Ray, 2005;

Haack, Alemi, Nemes, & Cohen, 2005). FTDCs have been most widely

evaluated in the United States (e.g., Ashford, 2004; Worcel, Furrer,

Green, Burrus, & Finigan, 2008), yet have recently emerged in the

United Kingdom (Bambrough, Shaw, & Kershaw, 2014) and Australia

(Marshall, 2015).

1.2.3 | Multidimensional interventions

In order to address the accumulation of risks across multiple ecolo-

gical domains characteristic of families with parental substance

misuse issues, a number intervention models integrate substance

misuse treatment with other biopsychosocial treatments (Marsh,

Smith, & Bruni, 2011; Niccols et al., 2012; Uziel!Miller &

Lyons, 2000). These multidimensional interventions aim to compre-

hensively treat parental substance misuse, alleviate other psycho-

social risks and minimise barriers to treatment by simultaneously

providing intervention components across different ecological do-

mains (Niccols et al., 2012). Common components include: substance

misuse treatment (pharmacological and/or psychological support

around substance misuse), mental health services, flexible and ac-

cessible delivery (e.g., providing transportation and childcare or vis-

iting homes), medical services for family members (e.g., prenatal care,

immunisations for children), parenting programmes, vocational and

education assistance and other support services (e.g., housing, fi-

nancial or legal services). Multidimensional interventions have been

evaluated or are currently registered for evaluation using rando-

mised controlled or quasi!experimental trials and child psychosocial

outcomes measures in a number of countries (e.g., Barlow

et al., 2013; Catalano, Gainey, Fleming, Haggerty, & Johnson, 1999;

Dawe & Harnett, 2007; Field et al., 1998; Noether et al., 2007).

1.2.4 | Family, parent or child!focused interventions

Interventions within this category can be distinguished from those in

the above!mentioned categories based on their narrower interven-

tion focus. Generally, these interventions target the family unit,

parents or children in the absence of more intensive case!
management components. For example, the “Strengthening Families”

programme consists of concurrent parent training, child training to

promote coping, communication and resistance skills and joint family

sessions to facilitate the transfer of acquired knowledge and skills

(see Renk et al., 2015 for a review). Other interventions aim to

improve psychosocial outcomes of children with substance misusing

parents through Behavioural Couples Therapy with parents, some-

times with a parent!training component (e.g., Kelley & Fals!
Stewart, 2002). Other interventions in this focused category include

pharmacological treatment of the parent's substance misuse (e.g.,

Coyle et al., 2012; Fischer et al., 1999), school!based psychoeduca-

tional programmes (e.g., Dore, Nelson!Zlupko, & Kaufmann, 1999;

Gance!Cleveland & Mays, 2008) and attachment!based parenting

programmes (e.g., Luthar, Suchman, & Altomare, 2007; Suchman,

DeCoste, McMahon, Rounsaville, & Mayes, 2011). In many instances,

these interventions are delivered alongside and compared to stan-

dard treatment (e.g., methadone maintenance or usual case!
management practices).

1.3 | How the intervention might work

Due to the wide range of interventions that will be included in this

review, there are a number of possible mechanisms by which inter-

vention might work. In a general sense, interventions for substance

misusing parents are likely to impact child outcomes by modifying or

reducing the impact of known risk factors, including parental psy-

chopathology, parenting knowledge and skills, enhancement of the

quality of the parent!child relationship, involvement in the criminal

justice or child welfare systems or impoverished environments. Dif-

ferent categories of interventions may impact child outcomes

through more specific pathways. For example, interventions based on

family disease models generally use a 12!step model, focusing on

abstinence, psychoeducation and knowledge as key mechanisms

through which change can occur (for a review, see Usher, McShane, &

Dwyer, 2015). In comparison, family prevention models target risk

and protective factors linked with parent substance misuse to gen-

erate change (for a review, see Usher et al., 2015). Pharmacological

interventions reduce ingestion of drugs, thereby reducing foetal ex-

posure and improving birth and developmental outcomes (Minozzi,

Amato, & Vecchi, 2013). Legal interventions, such as Family Treat-

ment Drug Courts, aim to reduce the risks associated with parental

substance misuse through providing support, whilst motivating be-

haviour change through incentives and penalties (Fay & Eggins,

2019). Therapeutic or psychosocial interventions also aim to improve

child outcomes by reducing the risks associated with parental sub-

stance misuse, yet the theoretical models that underpin interventions

in this category vary depending on the focus of the intervention (for

reviews, see Dawe & Harnett, 2013; Neger & Prinz, 2015).

1.4 | Why it is important to do the review

The current evaluation and review literature lacks integration and

synthesis of the relative or comparative effectiveness of different in-

tervention models that aim to improve the outcomes for children with

substance misusing parents. Yet without a comprehensive and in-

tegrated synthesis of the extant evaluation literature, it will be difficult
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for practitioners, policy!makers and researchers to focus their re-

sources and decision!making to improve the lives of children and fa-

milies with substance misusing parents. As of December 2018, there

were 24 existing reviews that (a) focus on interventions specifically for

substance misusing parents and (b) have captured one or more studies

that have assessed the impact of an intervention on child psychosocial

outcomes. Although not all of these reviews adhere to a full systematic

review methodology, each employs at least two systematic review

techniques (e.g., systematic search, specific inclusion criteria and

qualitative or quantitative synthesis of studies) and can be considered

less biased than narrative reviews in the area (e.g., see, Choi, 2012;

Marsh et al., 2011; Oliveros & Kaufman, 2011; Renk et al., 2015).

These reviews highlight the range of interventions and large number

of studies that are necessary for conducting an NMA. Existing reviews

differ according to the specific intervention under consideration and

whether only child outcomes or multiple different types of outcomes

are included, and can be summarised as follows.

• One review examines the impact of home!visiting interventions

during pregnancy and the postnatal period for women with sub-

stance misuse issues and their impact across a range of parental

and child outcomes (Turnbull & Osborn, 2012).

• Three reviews focus on Family Treatment Drug Courts for sub-

stance misusing parents with and their impact on child out!of!
home placement (Llyod, 2015), child welfare system outcomes

(Zhang, Huang, Wu, Li, & Liu, 2019) or child maltreatment out-

comes (Eldred & Gifford, 2016).

• One review examines the impact of multidimensional interventions

for substance misusing mothers and their impact on multiple child

outcomes (Niccols et al., 2012).

• Four reviews focus on parenting interventions for substance mis-

using parents across multiple parent and child outcomes

(Bowie, 2005; Moreland & McRae!Clark, 2018; Neger &

Prinz, 2015; Peisch et al., 2018).

• Two reviews and one Cochrane protocol concentrate on child!
focused preventative interventions for improving outcomes for

children of substance misusing parents (Bröning et al., 2012) or

alcohol misusing parents (Cuijpers, 2005; McLaughlin Aisling,

Macdonald, Livingstone, & McCann, 2014).

• Two Cochrane reviews examine the impact of pharmacological

interventions during pregnancy on maternal and child outcomes in

the context of alcohol misuse (Smith, Lui, & Terplan, 2009) and

opioid dependence (Minozzi et al., 2013).

• Several reviews capture a broad range of psychosocial interven-

tions for parental substance misuse and their impact on multiple

outcomes (including child outcomes) for either alcohol misuse

during pregnancy (Lui, Terplan, & Smith, 2008; Scobie and

Woodman, 2017; Stade et al., 2009) or all types of parental sub-

stance misuse (Austin & Osterling, 2006; Calhoun, Conner, Miller,

& Messina, 2015; Heimdahl & Karlsson, 2016; McGovern, Addison,

Newham, Hickman, & Kaner, 2017; Mitchell & Burgess, 2009;

Murphy, Harper, Griffiths, & Joffrion, 2017; Templeton, Velleman,

& Russell, 2010; Usher et al., 2015).

Although the existing review literature is extensive, there is

variation in the degree of methodological quality and content cov-

erage. We argue that issues pertaining to the methodologies used for

existing reviews and gaps in content coverage reduce the ability to

draw reliable conclusions about the effectiveness of interventions for

improving psychosocial outcomes for children with substance mis-

using parents.

1.4.1 | Methodological limitations of existing
reviews

Perhaps the most important methodological limitation of existing

reviews is the lack of quantitative syntheses. Very few of the reviews

with sufficient studies use meta!analysis to synthesise the evaluation

evidence (e.g., Minozzi et al., 2013; Niccols et al., 2012; Turnbull &

Osborn, 2012; Zhang et al., 2019), despite the availability of multiple

studies suitable for meta!analysis across many of the reviews. Rather,

authors provide qualitative summaries of intervention effectiveness

that are based on the raw differences, statistical significance or effect

sizes of individual studies. Although qualitative summaries are useful

for assessing the breadth and qualities of intervention research, this

methodology is inadequate for providing a reliable and precise esti-

mate of an intervention impact (Borenstein, Hedges, Julian, &

Rothstein, 2009; Littell, Corcoran, & Pillai, 2008).

Methodological limitations of existing reviews also highlight the

need for an updated and more comprehensive systematic search.

First, existing reviews may not provide an accurate representation of

the most up!to!date intervention evidence because between 5 and

10 years have passed since the searches were conducted for many of

the reviews. Second, there may be potential biases in the existing

reviews. Some authors excluded studies that found negative inter-

vention effects or only reported study outcomes if they were sta-

tistically significant. Others have introduced publication bias by

either explicitly excluding documents not published in peer!reviewed

journals, omitting searches for unpublished literature or limiting

searches to very few sources. In addition, some authors implemented

restrictive searches, such as very limited search terms or multiple

Boolean AND clauses. Third, much of the current body of reviews

lacks transparency in the reporting of searches and sensitive search

strategies. Many authors do not explicitly report their exact search

and how it was implemented during their systematic search (e.g.,

what search fields were used).

1.4.2 | Content gaps in existing reviews

The current corpus of reviews does not provide complete coverage of

the extant literature. Some reviews explicitly omit studies that in-

clude substance misusing fathers (e.g., Niccols et al., 2012), focus only

on the prenatal period (e.g., Minozzi et al., 2013; Smith et al., 2009) or

omit studies that contain child outcomes in the absence of parent!
level outcomes (e.g., Neger & Prinz, 2015). Others focus on alcohol
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misuse and do not capture equivalent interventions for populations

with illicit drug misuse issues (e.g., Cuijpers, 2005; Lui et al., 2008;

Smith et al., 2009; Stade et al., 2009; Templeton et al., 2010).

However, the most important limitation is that the existing re-

view literature does not permit valid conclusions to be made about

the comparative impact of these interventions for children with sub-

stance misusing parents. Yet understanding the relative impact of

different interventions for a particular population is crucial for in-

forming the decision!making of both practitioners and policy!makers

(Hutton et al., 2015; Mavridis et al., 2015; Salanti, 2012). A recent

methodological development, called NMA, provides an avenue for

addressing these this important question. NMA, also known as mul-

tiple treatments meta!analysis, has been referred to as “the next

generation evidence synthesis tool” (Salanti, 2012, p. 80) and extends

traditional pairwise meta!analytic techniques. NMA provides an ap-

proach for (a) quantitatively synthesising both direct and indirect

effects of multiple interventions for a particular population or con-

dition; and (b) ranking interventions according to their effectiveness,

even in the absence of trials that have directly compared the treat-

ments (Mavridis et al., 2015; Salanti, 2012).

Our review will begin to address the above!mentioned metho-

dological quality and content coverage issues. Specifically, our review

will both (a) enhance and update the existing body of reviews and

(b) synthesise the comparative impact of interventions on the psycho-

social outcomes of children with substance misusing parents. Provided

sufficient data are available and the underlying analytical assumptions

are satisfied, the proposed review will provide the first NMA that syn-

thesises the relative impact of multiple interventions on the psychosocial

outcomes for children with substance misusing parents. Importantly, the

review will enable policy makers and practitioners to make informed and

reliable choices between intervention models.

2 | OBJECTIVES

The overarching objective of this review is twofold. First, we aim to

enhance and update existing reviews by comprehensively synthe-

sising the full array of psychosocial, pharmacological and legal in-

terventions that aim to improve the psychosocial outcomes of

children with substance misusing parents. Second, we aim to use

NMA to integrate and examine the comparative impact of these in-

terventions. Specifically, the review will address the following re-

search questions.

• What is the comparative impact of psychosocial, pharmacological

and legal interventions for improving the psychosocial outcomes of

children with substance misusing parents?

• Does the impact of interventions vary according to the child de-

velopmental period (e.g., infancy, early childhood, adolescence) or

the type of (a) outcome measure; (b) substance misuse; (c) prac-

titioner implementing the intervention; or (d) intervention setting?

• Does the impact of interventions vary by the country of

implementation?

3 | METHODOLOGY

3.1 | Criteria for including and excluding studies

3.1.1 | Types of study designs

Studies will be included in the review if they report on a quantitative

impact evaluation of an eligible intervention using eligible partici-

pants and outcome measures. The impact evaluation must also utilise

a randomised experimental design or methodologically robust quasi!
experimental design with an eligible comparison condition. Eligible

comparison conditions are placebo, no treatment, waitlist control,

treatment!as!usual and alternative treatment.

Key research synthesists advise against using traditional re-

search design labels when delineating an inclusion threshold for

nonrandomised studies in a systematic review (e.g., Higgins

et al., 2012; Reeves, Deeks, Higgins, & Wells, 2011). Rather, the

suggestion is that inclusion thresholds should be based on the design

features of studies due to (a) the variation and possible ambiguity

across disciplines in relation to research design terminology; and

(b) the likelihood that risk of bias will affect specific design features

versus an overall research design category. For the purposes of this

review, methodologically robust quasi!experimental designs are de-

fined as those which permit causal inference by minimising threats to

internal validity. For example, maximising treatment and comparison

group equivalence through matching (e.g., propensity score match-

ing), measurement of outcomes multiple times pre! and post-

intervention to reduce maturation threats (e.g., interrupted time!
series, cohort panel designs) or adjusting for confounding factors

through statistical modelling (e.g., multiple regression, propensity

score modelling). Due to serious threats to internal validity, single

group studies with one preintervention and one postintervention

outcome measure will be excluded from the review.

To be included in the meta!analyses, study authors must report

sufficient data to calculate an effect size. Where data are not re-

ported, the required data will be sought by contacting the document

authors. Should the data not be provided by study authors, the study

will be excluded from meta!analyses, but will be coded and included

in study summary tables.

3.1.2 | Types of participants

This review will focus on families with children under the age of 18

who have one or more currently substance misusing parents. The

primary research participants used in eligible impact evaluations

must be either substance misusing parent(s), children of substance

misusing parents or entire families characterised by parental sub-

stance misuse issues. For the purposes of this review, a parent is

defined as an individual who is responsible for providing physical,

emotional and/or financial care for a child. Teenage, biological, foster,

adoptive or kinship caregivers are eligible for inclusion. A child is

defined as an individual between the ages of 0–18 years who is under
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the care of at least one a parent, and a family is defined as at least

one child and one parent.

Parents will be classified as “currently substance misusing” if

they have been classified as such via standardised diagnostic criteria

(e.g., DSM, ICD 10) or a self!report measure (e.g., AUDIT). In the

absence of classification supported by diagnostic or self!report
measures, studies will be included if the authors explicitly identify the

research population as substance misusing parents. For example, a

study would be included if the authors note that all study participants

are methadone maintained mothers, even if the authors do not re-

port formal diagnoses or baseline levels of substance use. Parents

will be classified as substance misusing if they are misusing alcohol,

illicit drugs and/or prescription drugs. If the study sample is not

comprised completely of substance misusing parents, we will follow

Turnbull and Osborn's (2012) approach, whereby the study sample

must include at least 50% substance misusing parents to be included

in the review.

3.1.3 | Types of interventions

In order to conduct an NMA, this review will include all possible

psychosocial, pharmacological or legal interventions that explicitly

aim to improve the psychosocial well!being of families characterised

by parental substance misuse. However, the focus of the review will

be studies that examine the impact of interventions on child psy-

chosocial outcomes. Examples of eligible interventions are described

in the Section 1.2 (not exhaustive) and decisions regarding the ca-

tegorisation of interventions will be based on the TIDieR Checklist

(Hoffmann et al., 2014) and the specific intervention components

coded for each eligible study (see Appendix). The categorisation ap-

proach will be reported in the final review and will guide assessment

of the transivity assumption (Hutton et al., 2015). Based on existing

literature in the area, we anticipate that the majority of the included

studies will utilise a treatment!as!usual comparison condition (e.g.,

methadone maintenance, case!management without the intervention

under consideration). Interventions will be included irrespective of

whether it is initiated during the prenatal or postnatal period. In

addition, studies will be included if the intervention focuses on the

misuse of alcohol, illicit drugs and/or prescription drugs.

3.1.4 | Types of outcome measures

In order to comprehensively synthesise the impact of eligible inter-

ventions on children with substance misusing parents, this review will

include a broad range of outcomes nested under the banner of

“psychosocial wellbeing”. Outcomes will be considered eligible if they

are measured using standardised or nonstandardised instruments or

consist of official, diagnostic, observation or self!report data.

Examples of primary outcomes include, but are not limited to, the

following.

• Child development (e.g., attachment, language, cognitive func-

tioning, educational outcomes).

• Child psychopathology (e.g., externalising/internalising behaviour,

mental health diagnoses).

• Child maltreatment, abuse or neglect.

• Child antisocial behaviour (e.g., truancy, delinquency, illicit

drug use).

• Other child psychosocial well!being outcomes (e.g., self!esteem).

The decision to utilise one intervention over another may rest on

other considerations beyond the effectiveness of the intervention,

such as intervention cost, resource intensity or degree to which

participants accept or complete treatment. Therefore, if reported in

eligible studies, the following secondary outcomes will also be coded

and analysed: cost!effectiveness, treatment completion, length of

time in treatment and acceptability of treatment (e.g., participant

perspectives of the intervention).

3.1.5 | Duration of follow!up

Studies will be included irrespective of the length of follow!up after

the intervention. Where the length of follow!up varies across studies,

we will group and synthesise studies according to similar follow!up
durations. For example, short (e.g., 0–3 months postintervention),

medium (>3 months, <6 months) and long!term follow!up (>6 months

postintervention).

3.1.6 | Types of settings

There will be no restrictions on the intervention setting or treatment

format (e.g., inpatient, outpatient, community settings, family home,

online or computerised, one!on!one or group settings). The review

will include intervention studies conducted in any geographical lo-

cation or country and published in any language, provided translation

can be undertaken to code eligible studies.

3.1.7 | Additional eligibility criteria

Studies that satisfy the above!mentioned eligibility criteria will be

included in the review regardless of publication status. While docu-

ments written in languages other than English will not be excluded

from the review, they will only be assessed for final eligibility and

included in the syntheses if a translation can be sourced.

3.2 | Search strategy

During a piloting phase, the search mentioned below provided the

optimum balance between sensitivity and specificity. Wherever
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possible, the search terms within the columns in Table 1 will be

combined with Boolean OR and enclosed in brackets. The grouped

terms will then combined with Boolean AND. The search string will

be applied to the title, abstract, keyword and indexing term/subject

heading search fields. For example: ((TI:(alcohol* OR *ampheta-

mine*….) OR AB:(alcohol* OR *amphetamine*….) OR KW:(alcohol*

OR *amphetamine*….) OR Index:(alcohol* OR *amphetamine*….))

AND (TI:(“care*giver*” OR caregiver*….) OR AB:(“care*giver*” OR

caregiver*….) OR KW:(“care*giver*” OR caregiver*….) OR In-

dex:(“care*giver*” OR caregiver*….)) AND (TI:(experi* OR rando-

mi*….) OR AB:(experi* OR randomi*….) OR KW:(experi* OR

randomi*….) OR Index:(experi* OR randomi*….))).

Due to differences in the search operators and indexing systems

across electronic databases, the exact search will be customised to

each location and may slightly vary across search locations. Where

the functionality of a search location does not permit complex search

strategies, a simplified version of the search will be utilised. The

search will place no limits on publication date, document language or

TABLE 1 Systematic search terms

Substance terms
Population
terms

Impact
evaluation
terms

addict* marij* “care NEAR/2
giver*”

compar*

acid* MDMA families crossover

alcohol* meth family effecti*

*amphet* methadone father* efficac*

benzo* narco* maternal evaluat*

buprenorphine opiate* mother* group*

cannab* opioid* parent* *experiment*

cocaine oxy* paternal interven*

crack overdos* match*

drink* pharma* meta*

drug* polydrug* pair*

GHB polysubstance* pilot*

ecstasy prescri* program*

fentanyl pseudo* “propensity
score*”

hallucino* psychoactive *random*

heroin speed* RCT

inhalant* stimulant* review*

illict* *substance* service*

inject* THC therap*

intoxica* tranquil* train*

ketamine weed treat*

LSD trial*

TABLE 2 Systematic search locations

Academic databases Campbell Collaboration Library of
Systematic Reviews

Cochrane Collaboration Library of
Systematic Reviews

Database of Abstracts of Reviews of
Effectiveness (DARE)

HeinOnline (Law Journal Library)

ScienceDirect

Scopus

EBSCO platform

Criminal Justice Abstracts

Medline

Web of Science platform:

Conference Proceedings Index

Current Contents Connect

Medline

Social Science Citation Index

ProQuest platform

Criminal Justice Database

Dissertation and Theses Global

Family Health

Health and Medical Complete

International Bibliography of the Social
Sciences

Nursing and Allied Health

Psychology Journals

Research Library

Social Science Database

Sociological Abstracts

Social Services Abstracts

OVID platform

Cumulative Index to Nursing and Allied
Health Literature (CINAHL)

Embase

Joanna Briggs Institute EBP Database

PsycINFO

PsycEXTRA (grey literature)

Informit platform

Australian Criminology Database
(CINCH)

DRUG

Family and Society Abstracts (FAMILY)

Health and Society

Health Collections

Humanities and Social Sciences
Collection

Grey literature
sources and
websites

Action on Addiction

Alcohol and Alcohol Science
Database (ETOH)

Alcohol Concern (UK)

Alcohol Research (UK)

American Institutes for Research

AODstats.org.au

Australian Centre for Child Protection

(Continues)
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Australian Institute of Family Studies

Australian Therapeutic Jurisprudence
Clearinghouse

Bibliomap

California Evidence!Based Clearinghouse
for Child Welfare

Canadian Research Institute for Social
Policy (CRISP)

CareData

CEBC (California Evidence!Based
Clearinghouse for Child Welfare)

CEBI (Centre for Evidence!Based
Intervention, Oxford University)

Centre for Evidence!based Public Health
Policy

Child Abuse and Neglect Digital Library
(canDL)

Child Abuse, Child Welfare & Adoption
Database

Child Trends

Child Welfare Information Gateway

ChildData

DART!Europe E!theses Portal

Database of Promoting Health
Effectiveness Research (DoPHER)

Drugscope

e!Theses Online Service (eThOS)

Early Intervention Foundation (www.eif.
org.uk)

Economic and Social Research Council
(ESRC, Regard database)

European Monitoring Centre for Drugs
and Drug Addiction (EMCDDA)

Evidence for Policy and Practice
Information & Coordinating Centre
(EPPI!Centre)

Family Drug Support Australia (www.fda.
org.au)

FLoSse Research

Foundation for Alcohol Research and
Education (Australia)

Grey Literature Network Service

Health Technology Assessment
Database (HTA)

Intute: Social Science

Institute of Alcohol Studies

Joseph Rowntree Foundation

MDRC (https://www.mdrc.org/
publications)

National Centre on Substance Abuse and
Child Welfare

National Child Traumatic Stress Network

National Criminal Justice Reference
Service (NCJRS)

National Drug and Alcohol Research
Centre (NDARC, Australia)

National Institute on Alcohol Abuse and
Alcoholism

National Institute on Drug Abuse
(NIDA, US)

National Institute for Health and Care
Excellent (NICE)

NPC Research (http://npcresearch.com/
specialty-areas/)

National Research Register (NRR, National
Health Service, UK)

National Society for the Prevention of
Cruelty against Children (NSPCC)

National Technical Information
Service (NTIS)

Networked Digital Library of Theses and
Dissertations

NHS Economic Evaluation Database (EED)

OAIster

OpenDOAR

OpenGrey

Parent Mental Health systematic map
database (hosted by EPPI!Centre)

PubMed

ProjectCork.org

RAND Drug Policy Research Centre

Register for Open Access
Repositories (ROAR)

SAMHSA's National Registry of Evidence!
Based Programs and Practices

Save the Children

Social Care Online

Social Care Institute for Excellence (SCIE,
including ELSC)

Social Sciences Literature Information
System (SOLIS)

Social Science Research Network (SSRN)

The Evidence Network

The Urban Institute

Turning Research into Practice (TRIP
database)

Turning Point

What Works Clearinghouse

What Works for Children

United Nations Office on Drugs and Crime
(UNODC)

Trial registries Australian and New Zealand Clinical Trials
Registry

ClinicalTrials.gov

Clinical Trials Results

Cochrane Central Register of Controlled
Trials (CENTRAL)

ISRCTN Registry (controlled!trials.com)

NIH RePORTER

Trials Register of Promoting Health
Interventions (TRoPHI)

Unreported Trials Register

UK Clinical Research Network (UKCRN
Study Portfolio)

WHO International Clinical Trials Registry
Platform
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publication status. However, clearly ineligible document types will be

excluded from search results if the specific search location permits

(e.g., book reviews). Each search will be recorded in a search record

as per recommended guidelines (see Kugley et al., 2017; Littell

et al., 2008).

To reduce disciplinary and publication bias, the systematic

search will cover multiple disciplines and search sources (see Table 2

for search locations). The following additional search strategies will

also be used to identify eligible documents not already captured.

1. Reference harvesting of all eligible studies and previous reviews.

2. Forward citation search/citation tracking for all eligible studies.

3. Contacting prominent scholars relevant to the review topic to

enquire about eligible documents not yet published or

disseminated.

4. Hand!searching the two most recent issues of key journals to

identify potentially eligible documents not yet indexed in aca-

demic databases (see Table 2).

3.3 | Description of methods used in primary
research

Based on the existing corpus of reviews, we anticipate that included

studies will employ either randomised or nonrandomised experi-

mental designs with a range of comparison conditions (e.g.,

treatment!as!usual, alternative treatment, waitlist control). In addi-

tion, we anticipate identifying studies that assess intervention impact

using a broad range of child psychosocial outcomes measured in a

continuous and/or categorical manner.

3.4 | Criteria for determination of independent
findings

There are three areas of consideration for determining independence

of study findings: multiple reports of the same study, multiple out-

comes for the one study and research designs with clustering. The

software that will be used to manage this review enables nesting of

multiple dependent documents pertaining to one study. If dependent

studies are identified, all studies will be coded and data will be ex-

tracted from the most complete report of the study and the study

will only be included once in each meta!analysis for each con-

ceptually unique outcome category. Where studies report on multi-

ple conceptually similar outcomes, the effect sizes will be combined

into a single effect size using the method described by Borenstein

et al. (2009). This composite effect size will then be used in the meta!
analysis. If a study utilises a research designs with clustering (e.g.,

study sites assigned to conditions), the method suggested by Fu et al.

(2013) and Higgins et al. (2011) will be used to adjust the standard

error. If the included study does not report the required intraclass

correlation coefficient (ICC), we will use the approach taken by

Barlow, Bergman, Kornør, Wei, & Bennett (2016) to assess the im-

pact of clustering on effect estimates. Specifically, Barlow et al.'s

(2016) systematic review of group!based parenting interventions

took the approach of conducting sensitivity analyses to examine

whether the results of their meta!analyses varied with ICCs of 0, .03,

.02 and .1.

3.5 | Details of study coding categories

3.5.1 | Title and abstract screening

The first phase of assessing study eligibility will be comprised of

screening the titles and abstracts identified in the systematic search.

After removing duplicates and clearly ineligible document types (e.g.,

book reviews), records captured by the systematic search will be

imported into the SysReview review management software (Higginson

& Neville, 2014). Each title and abstract (record) will then be as-

sessed according to the following exclusion criteria.

1. Ineligible document type (e.g., book review).

2. Document is not unique.

3. Document is not about parental substance misuse.

Although all efforts will be made to remove ineligible document

types and duplicates prior to screening, automated and manual

cleaning can be less than perfect. Therefore, the first two exclusion

criteria will be used to remove ineligible document types and dupli-

cates prior to screening each record on substantive content

relevance.

The full!text document for each record retained at the title and

abstract screening stage will then be attached within SysReview be-

fore progressing to full!text eligibility screening. If full!text docu-

ments cannot be retrieved via existing university resources, they will

be ordered through the university libraries of the review authors or

by contacting study authors.

3.5.2 | Full!text eligibility screening

Each full!text document progressed from the title and abstract

screening stage will be screened for final eligibility according to the

following exclusion criteria.

Hand searched
journals

Addiction

Child Abuse and Neglect

Child Abuse Review

Child and Adolescent Social Work Journal

Child Maltreatment

Children and Youth Services Review

Journal of Drug Issues

Journal of Experimental Criminology

Substance Abuse
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1. Ineligible document type (e.g., book review).

2. Document is not unique.

3. Ineligible participants.

4. Ineligible outcome measure(s).

5. Not a quantitative impact evaluation of an eligible intervention

using eligible participants or outcomes.

6. Ineligible research design.

Although all efforts will be made to remove ineligible document

types and duplicates in prior stages, these types of records can

sometimes progress into later stages, for example, where duplicate

records are not adjacent to each other during screening or where

screeners cannot unequivocally determine if record is ineligible

based on the title and abstract. Therefore, the first two exclusion

criteria will be used to remove ineligible document types and dupli-

cates prior to screening each document for final eligibility.

3.5.3 | Full!text coding and risk of bias assessment

Eligible studies progressing from the full!text screening stage will be

independently double!coded using the coding protocol provided in

the Appendix. Broadly, studies will be coded according to the fol-

lowing domains.

1. General study characteristics (e.g., document type, study

location).

2. Participants (e.g., sample characteristics by condition).

3. Intervention (e.g., intervention components, intensity, setting).

4. Outcomes (e.g., conceptualisation, mode of measurement, time!
points).

5. Research methodology (e.g., design, unit and type of assignment).

6. Effect size data.

7. Risk of bias.

Risk of bias will be assessed using either the Cochrane ran-

domised or nonrandomised risk of bias tools (Higgins et al., 2011;

Sterne et al., 2016), whereby studies will be rated across domains

as having high, low or unclear risk of bias. If a domain is rated as

“unclear”, study authors will be contacted to obtain missing data.

Results of the risk of bias assessment will be presented in sum-

mary tables and in a risk of bias summary figure. Depending on the

data available, sensitivity analysis will be used to examine the

impact of risk of bias on effect estimates and corresponding con-

fidence intervals. Potential analyses include: forest plots stratified

by level of risk, moderator analysis or metaregression. The ap-

proach taken to incorporate risk of bias in statistical analyses will

be depend on the degree of variation in risk of bias across included

studies. For example, statistical analysis may be stratified by level

of risk or all studies may be included in one analysis with a nar-

rative discussion of the risk of bias (see Higgins et al., 2011 for

more detail).

3.6 | Statistical procedures and conventions

Statistical analyses will be performed in R using the netmeta program

code available at http://cran.r-project.org/web/packages/netmeta/

netmeta.pdf (Rücker, Schwarzer, Krahn, König, & Schwarzer, 2015).

We anticipate that primary studies will report a variety of data for

calculation of effect sizes. Where outcomes are reported as con-

tinuous measures, Hedges g (standardised mean differences [SMDs])

will be computed, along with 95% confidence intervals. For studies

with binary outcomes, effect sizes will be computed as odds ratios

and then transformed into SMDs for meta!analyses (see Borenstein,

Hedges, Higgins, & Rothstein, 2009). For all other studies not falling

into these categories, we will use David B. Wilson's effect size cal-

culator to calculate SMDs for meta!analyses.
We will follow the recommendations of the Campbell Colla-

boration Methods Group and PRISMA Group when conducting and

reporting on networked statistical analyses (Hutton et al., 2015;

Wilson, Tanner!Smith, & Mavridis, 2016). Specifically, the geometry

of the network(s) will be presented in network diagrams, whereby

nodes represent competing interventions and/or comparisons and

the lines connecting the nodes reflect direct comparisons between

nodes (Chaimani, Higgins, Mavridis, Spyridonos, & Salanti, 2013;

Mavridis et al., 2015). The weight of the lines in network diagrams

will represent the number of studies with the respective comparison

and the size of the nodes will reflect the number of studies involving

the respective intervention. The transivity assumption will be as-

sessed by examining the consistency between the direct and indirect

evidence, drawing on a global test approach (see Hutton et al., 2015

for a review) and inconsistency plots (see Chaimani et al., 2013;

Mavridis et al., 2015). The relative effects of each pair of interven-

tions will be summarised in league tables, and intervention rankings

will be displayed using rankograms and ranking plots, with accom-

panying surface under the cumulative ranking curve values (see

Hutton et al., 2015; Mavridis et al., 2015). Where there is incon-

sistency detected, intervention rankings will be interpreted with

caution.

It is important to note that NMA assumes that there are effect

sizes that compare (a) eligible treatments and comparison groups;

and (b) eligible treatments with other eligible treatments. If there is

an absence of the latter, it may be more appropriate to conduct

moderator analyses used in standard meta!analyses, which are con-

ducted using either the analogue to the analysis of variance (ANOVA)

or metaregression approach. Both approaches require sufficient

studies to reach statistical power, but the metaregression approach

will be the preferred approach due to the ability use multiple vari-

ables which may impact effect size estimates (e.g., design features,

risk of bias, focus of treatment).

Due to the difficulties that can be associated with meeting the

transivity assumption, consistency assumption and types of within

study comparisons, it is important to specify an alternative a priori

analysis approach. One part of the problem stems from only a pre-

liminary understanding the extant evaluation literature that may be
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eligible for the review when finalising a review protocol. For example,

the systematic review may identify nuances in the interventions and

outcome categories that require an approach that was not antici-

pated at the protocol stage. We anticipate conducting separate

network meta!analyses for each conceptually distinct outcome ca-

tegory that will combine all comparison conditions. However, should

this not be possible, we will conduct traditional meta!analyses that

examine each broad intervention model as compared to (a) eligible

comparison conditions; and (b) alternative treatments. To categorise

interventions, we will use the TIDieR Checklist (Hoffmann

et al., 2014), along with the intervention components using the

coding guide in the Appendix, to ensure that intervention categories

are internally consistent.

For studies reporting multiple points of follow!up, effect sizes

will be calculated for each time!point, but synthesised separately

with studies that have similar outcome time!points. If included stu-

dies report baseline and postintervention outcome data, SMDs will

be calculated using baseline adjusted mean differences (i.e., mean

change scores) and the change score standard deviations, will be

standardised using the raw standard deviation within groups. Where

authors do not report the standard deviation for mean change scores,

Lipsey and Wilson's (2001) formula will be used to calculate the

standard deviation ⎛
⎝

⎞
⎠

/

( − )
+s s

r

2

2 1
T T1
2

2
2

. If studies report follow!up outcome

data, postonly outcome data will be used to estimate SMDs, and

follow!up outcomes will be analysed separately from postinterven-

tion outcomes.

Heterogeneity between studies will be examined using the ap-

proach suggested by Chaimani et al. (2013). Specifically, !2 will be

used to express heterogeneity across the network, and we will pre-

sent the NMA mean summary effects in forest plots with corre-

sponding confidence and predictive intervals to assess whether the

magnitude of heterogeneity impacts the mean summary effects.

Moderator analyses will be used to explore potential sources of

heterogeneity. Specifically, the analogue to ANOVA will be used for

categorical moderators and regression!based approaches will be

used for continuous moderators. Depending on the data reported in

included studies, additional exploratory subgroup analyses may be

performed; however, we will clearly distinguish between a priori and

exploratory analyses in our reporting. The specific a prior moderator

variables are: child developmental period (e.g., infancy, early child-

hood, adolescence); type of outcome measure (e.g., mental health,

child welfare placement, child abuse or neglect); type of parental

substance misuse (e.g., alcohol, drug, polysubstance); type of practi-

tioner implementing the intervention; type of intervention setting

(e.g., home, school, community, residential facility); and country of

implementation.

Assessment of publication bias will be the final stage of analysis

and will first entail inspection of comparison!adjusted funnel plots for

asymmetry to identify whether effect size estimates are influenced

by publication bias (see Chaimani et al., 2013; Mavridis et al., 2015).

If asymmetry is detected, subgroup analyses will be conducted to

assess whether effect sizes significantly differ by publication status

of the included studies.

SOURCE OF SUPPORT

This review is partially supported by the Australian Research Train-

ing Program Domestic Fee Offset awarded to Elizabeth Eggins for

March 2015–August 2018.

CONFLICT OF INTERESTS

Sharon Dawe has been involved in the development and evaluation

of the Parents Under Pressure programme (PuP). PuP has been

evaluated in families with parental substance misuse issues and

would meet the inclusion criteria for the review. She has also been an

author on commissioned monographs focusing on the impact of

parental substance misuse on child outcomes and on the impact of

substance misuse on other family members. To minimise any po-

tential biases, other review authors will screen and coded any eligible

studies coauthored by Sharon Dawe.

AUTHOR CONTRIBUTIONS

All the authors developed the content and contributed to systematic

review methods. E. E. and D. B. W. provided statistical analysis. E. E.,

N. C.!M., and J. B. contributed to information retrieval. Collectively,

the authors of the proposed review provide a distinctive combination

of policy, practice, programme evaluation and systematic review

expertise. Elizabeth Eggins will be responsible for initiating and

overseeing updates of the review. She is the Managing and Associate

Editor for the Campbell Collaboration Crime and Justice Co-

ordinating Group and has coauthored and managed a range of re-

search projects grounded in systematic review methodology,

including Campbell Collaboration and industry!funded systematic

reviews. Her PhD research focuses on building the evidence!base for

interventions implemented with families characterised by parental

substance misuse. Sharon Dawe is a Professor of Clinical Psychology

with substantial expertise in addiction science. She is a coauthor for

several systematic reviews in the area of vulnerable families. She has

made, and continues to make, significant contributions across re-

search, policy and practice arenas (e.g., by serving on expert panels,

training practitioners and publishing addiction science research).

David Wilson an expert in research synthesis and Methods Editor for

the Campbell Collaboration Crime and Justice Co!Ordinating Group

(previous Co!Chair). He has made significant contributions in relation

to systematic review methodology, programme evaluation and sys-

tematic reviews in the area of crime and justice (including substance

misuse). Ned Chandler!Mather and Jospeh Betts are coauthors of

other Campbell Collaboration reviews and have experience in im-

plementing systematic review protocols.

REFERENCES

Ashford, J. B. (2004). Treating substance!abusing parents: A study of the
Pima County Family Drug Court approach. Juvenile & Family Court
Journal, 55(4), 27–37. https://doi.org/10.1111/j.1755-6988.2004.
tb00171.x

Austin, M. J., & Osterling, M. L. (2006). Substance abuse interventions for
parents involved in the child welfare system: Evidence and implications.
Full Report. Berkley, CA: Bay Area Social Services Consortium.

EGGINS ET AL. | 11 of 20

https://doi.org/10.1111/j.1755-6988.2004.tb00171.x
https://doi.org/10.1111/j.1755-6988.2004.tb00171.x


Bambrough, S., Shaw, M., & Kershaw, S. (2014). The Family Drug and
Alcohol Court Service in London: A new way of doing care
proceedings. Journal of Social Work Practice, 28(3), 357–370. https://
doi.org/10.1080/02650533.2013.801833

Barlow, J., Bergman, H., Kornør, H., Wei, Y., & Bennett, C. (2016). Group!
based parent training programmes for improving emotional and
behavioural adjustment in young children. Cochrane Library of
Systematic Reviews, 8, 003680. https://doi.org/10.1002/14651858.
CD003680.pub3

Barlow, J., Sembi, S., Gardner, F., Macdonald, G., Petrou, S., Parsons, H., …
Dawe, S. (2013). An evaluation of the parents under pressure
program: A study protocol for an RCT into its clinical and cost
effectiveness. Trials, 14, 210. https://doi.org/10.1186/1745-6215-
14-210

Betts, J., Dawe, S., Eggins, E., Shelton, D., Till, H., Harnett, P., & Chandler!
Mather, N. (2019). Protocol for a systematic review: Psychological
interventions for improving executive functions in children with
FASD. Campbell Systematic Reviews.

Borelli, J. L., Luthar, S. S., & Suchman, N. E. (2010). Discrepancies in
perceptions of maternal aggression: Implications for children of
methadone!maintained mothers. American Journal of Orthopsychiatry,
80(3), 412–421. https://doi.org/10.1111/j.1939-0025.2010.01044.x

Borelli, J. L., West, J. L., Decoste, C., & Suchman, N. E. (2012). Emotionally
avoidant language in the parenting interviews of substance!
dependent mothers: Associations with reflective functioning, recent
substance use, and parenting behaviour. Infant Mental Health Journal,
33(5), 506–519. https://doi.org/10.1002/imhj.21340

Borenstein, M., Hedges, L. V., Julian, J. P. T., & Rothstein, H. R. (2009).
Introduction to meta!analysis. Chichester, UK: John Wiley & Sons.

Bountress, K., & Chassin, L. (2015). Risk for behaviour problems in
children of parents with substance use disorders. American Journal of
Orthopsychiatry, 85(3), 275–286. https://doi.org/10.1037/ort0000063

Bowie, B. H. (2005). Interventions to improve interactions between drug
abusing mothers and their drug!exposed infants: A review of the
research literature. Journal of Addictions Nursing, 15(4), 153–161.
https://doi.org/10.1080/10884600490888349

Bröning, S., Kumpfer, K., Kruse, K., Sack, P. M., Schaunig!Busch, I.,
Ruths, S., … Thomasius, R. (2012). Selective prevention programs for
children from substance!affected families: A comprehensive
systematic review. Substance Abuse Treatment, Prevention, and Policy,
7, 23. https://doi.org/10.1186/1747-597x-7-23

Burlew, A. K., Johnson, C., Smith, S., Sanders, A., Hall, R., Lampkin, B., &
Schwaderer, M. (2013). Parenting and problem behaviours in children
of substance abusing parents. Child and Adolescent Mental Health,
18(4), 231–239. https://doi.org/10.1111/camh.12001

Butz, A. M., Pulsifer, M., Marano, N., Belcher, H., Lears, M. K., &
Royall, R. (2001). Effectiveness of a home intervention for
perceived child behavioral problems and parenting stress in
children with in utero drug exposure. Archives of Pediatrics and
Adolescent Medicine, 155(9), 1029–1037. https://doi.org/10.1097/
00004703-200202000-00020

Calhoun, S., Conner, E., Miller, M., & Messina, N. (2015). Improving the
outcomes of children affected by parental substance abuse: a review
of randomised controlled trials. Substance Abuse and Rehabilitation, 6,
15–24. https://doi.org/10.2147/SAR.S46439

Catalano, R. F., Gainey, R. R., Fleming, C. B., Haggerty, K. P., & Johnson, N. O.
(1999). An experimental intervention with families of substance abusers:
One!year follow!up of the Focus on Families project. Addiction, 94(2),
241–254. https://doi.org/10.1046/j.1360-0443.1999.9422418.x

Chaimani, A., Higgins, J. P. T., Mavridis, D., Spyridonos, P., & Salanti, G.
(2013). Graphical tools for network meta!analysis in STATA. PLoS One,
8(10), e76654. https://doi.org/10.1371/journal.pone.0076654

Choi, S. (2012). Family Drug Courts in child welfare. Child and Adolescent
Social Work Journal, 29(6), 447–461. https://doi.org/10.1007/s10560-
012-0272-2

Christoffersen, M. N., & Soothill, K. (2003). The long!term consequences
of parental alcohol abuse: A cohort study of children in Denmark.
Journal Substance Abuse Treatment, 25(2), 107–116. https://doi.org/10.
1016/s0740-5472(03)00116-8

Chuang, E., Moore, K., Barrett, B., & Young, M. S. (2012). Effect of an
integrated family dependency treatment court on child welfare
reunification, time to permanency and re!entry rates. Children and
Youth Services Review, 34(9), 1896–1902. https://doi.org/10.1016/j.
childyouth.2012.06.001

Clark, D. B., Cornelius, J. R., Kirisci, L., & Tarter, R. E. (2005). Childhood
risk categories for adolescent substance involvement: A general
liability typology. Drug and Alcohol Dependence, 77(1), 13–21. https://
doi.org/10.1016/j.drugalcdep.2004.06.008

Conners, N. A., Bradley, R. H., Mansell, L. W., Liu, J. Y., Roberts, T. J.,
Burgdorf, K., & Herrell, J. M. (2004). Children of mothers with serious
substance abuse problems: An accumulation of risks. American Journal
of Drug and Alcohol Abuse, 30(1), 85–100. https://doi.org/10.1081/ada-
120029867

Coyle, M. G., Salisbury, A. L., Lester, B. M., Jones, H. E., Lin, H., Graf!
Rohrmeister, K., & Fischer, G. (2012). Neonatal neurobehaviour
effects following buprenorphine versus methadone exposure.
Addiction, 107(Supp. 1), 63–73. https://doi.org/10.1111/j.1360-0443.
2012.04040.x

Cuijpers, P. (2005). Prevention programs for children of problem drinkers:
A review. Drugs: Education, Prevention and Policy, 12(6), 465–475.
https://doi.org/10.1080/09687630500337162

Dakof, G. A., Cohen, J. B., Henderson, C. E., Duarte, E., Boustani, M.,
Blackburn, A., … Hawes, S. (2010). A randomised pilot study of the
Engaging Moms Program for family drug court. Journal of Substance
Abuse Treatment, 38(3), 263–274. https://doi.org/10.1016/j.jsat.2010.
01.002

Dalziel, K., Dawe, S., Harnett, P. H., & Segal, L. (2015). Cost!effectiveness
analysis of the Parents under Pressure Program for methadone!
maintained parents. Child Abuse Review, 24(5), 317–331. https://doi.
org/10.1002/car.2371

Dawe, S., Frye, S., Best, D., Moss, D., Atkinson, J., Evans, C., … Harnett, P.
(2006). Drug use in the family: Impacts and implications for children.
Australian National Council on Drugs Research Paper No. 13.
Canberra, ACT, Australia: Australian National Council on Drugs.

Dawe, S., & Harnett, P. H. (2007). Improving family functioning in
methadone maintained families: Results from a randomised controlled
trial. Journal of Substance Abuse Treatment, 32, 381–390. https://doi.
org/10.1080/0959523031000154445

Dawe, S., & Harnett, P. H. (2013). Working with parents with substance
misuse problems. In F. Arney & D. Scott (Eds.), Working with vulnerable
families: A partnership approach (2nd ed., pp. 160–175). New York, NY:
Cambridge University Press.

Dore, M. M., Nelson!Zlupko, L., & Kaufmann, E. (1999). "Friends in Need":
Designing and implementing a psycho!educational group for school
children from drug!involved families. Social Work, 44(2), 179–190.
https://doi.org/10.1093/sw/44.2.179

Dunn, M. G., Tarter, R. E., Mezzich, A. C., Vanyukov, M., Kirisci, L., &
Kirillova, G. (2002). Origins and consequences of child neglect in
substance abuse families. Clinical Psychology Review, 22(7),
1063–1090. https://doi.org/10.1016/s0272-7358(02)00132-0

Edwards, J. L. P., & Ray, J. J. A. (2005). Judicial perspectives on Family
Drug Treatment Courts. Juvenile & Family Court Journal, 56(3), 1–27.
https://doi.org/10.1111/j.1755-6988.2005.tb00106.x

Eggins, E., Mazerolle, L., Higginson, A., Sydes, M., Walsh, K., Wallis, R., &
Williams, J. (2020). Criminal justice responses to child exploitation
material offending: A systematic review and evidence and gap map.
Criminology Research Council Grant Final Report.

Eiden, R. D., Coles, C. D., Schuetze, P., & Colder, C. R. (2014). Externalising
behaviour problems among polydrug cocaine!exposed children:
Indirect pathways via maternal harshness and self!regulation in

12 of 20 | EGGINS ET AL.

https://doi.org/10.1080/02650533.2013.801833
https://doi.org/10.1080/02650533.2013.801833
https://doi.org/10.1002/14651858.CD003680.pub3
https://doi.org/10.1002/14651858.CD003680.pub3
https://doi.org/10.1186/1745-6215-14-210
https://doi.org/10.1186/1745-6215-14-210
https://doi.org/10.1111/j.1939-0025.2010.01044.x
https://doi.org/10.1002/imhj.21340
https://doi.org/10.1037/ort0000063
https://doi.org/10.1080/10884600490888349
https://doi.org/10.1186/1747-597x-7-23
https://doi.org/10.1111/camh.12001
https://doi.org/10.1097/00004703-200202000-00020
https://doi.org/10.1097/00004703-200202000-00020
https://doi.org/10.2147/SAR.S46439
https://doi.org/10.1046/j.1360-0443.1999.9422418.x
https://doi.org/10.1371/journal.pone.0076654
https://doi.org/10.1007/s10560-012-0272-2
https://doi.org/10.1007/s10560-012-0272-2
https://doi.org/10.1016/s0740-5472(03)00116-8
https://doi.org/10.1016/s0740-5472(03)00116-8
https://doi.org/10.1016/j.childyouth.2012.06.001
https://doi.org/10.1016/j.childyouth.2012.06.001
https://doi.org/10.1016/j.drugalcdep.2004.06.008
https://doi.org/10.1016/j.drugalcdep.2004.06.008
https://doi.org/10.1081/ada-120029867
https://doi.org/10.1081/ada-120029867
https://doi.org/10.1111/j.1360-0443.2012.04040.x
https://doi.org/10.1111/j.1360-0443.2012.04040.x
https://doi.org/10.1080/09687630500337162
https://doi.org/10.1016/j.jsat.2010.01.002
https://doi.org/10.1016/j.jsat.2010.01.002
https://doi.org/10.1002/car.2371
https://doi.org/10.1002/car.2371
https://doi.org/10.1080/0959523031000154445
https://doi.org/10.1080/0959523031000154445
https://doi.org/10.1093/sw/44.2.179
https://doi.org/10.1016/s0272-7358(02)00132-0
https://doi.org/10.1111/j.1755-6988.2005.tb00106.x


early childhood. Psychology of Addictive Behaviors, 28(1), 139–153.
https://doi.org/10.1037/a0032632

Eldred, L. M., & Gifford, E. J. (2016). Empirical evidence on legal levers
aimed at addressing child maltreatment. Children and Youth Services
Review, 60, 11–19. https://doi.org/10.1016/j.childyouth.2015.11.014

Fay!Ramirez, S., & Eggins, E. (2019). Protocol for a systematic review:
Family Treatment Drug Courts for improving parental legal and
psychosocial outcomes. Campbell Systematic Reviews.

Field, T. M., Scafidi, F., Pickens, J., Prodromidis, M., Pelaez!Nogueras, M.,
Torquati, J., … Kuhn, C. (1998). Polydrug!using adolescent mothers
and their infants receiving early intervention. Adolescence, 33,
117–143.

Finger, B., Schuetze, P., & Eiden, R. D. (2014). Behaviour problems among
cocaine exposed children: Role of physiological regulation and
parenting. Neurotoxicology and Teratology, 42, 51–59. https://doi.org/
10.1016/j.ntt.2014.01.001

Fischer, G., Jagsch, R., Eder, H., Gombas, W., Etzersdorfer, P., Schmidl!Mohl,
K., … Aschauer, H. N. (1999). Comparison of methadone and slow!
release morphine maintenance in pregnant addicts. Addiction, 94(2),
231–239. https://doi.org/10.1046/j.1360-0443.1999.9422317.x

Fu, R., Vandermeer, B. W., Shamliyan, T. A., O'Neil, M. E., Yazdi, F., Fox,
S. H., & Morton, S. C. (2013). Methods guide for effectiveness and
comparative effectiveness reviews: Handling continuous outcomes in
quantitative synthesis. Retrieved from https://www.ncbi.nlm.nih.gov/
pubmedhealth/PMH0077775/

Gance!Cleveland, B., & Mays, M. Z. (2008). School!based support groups
for adolescents with a substance!abusing parent. Journal of the
American Psychiatric Nurses Association, 14(4), 297–309. https://doi.
org/10.1177/1078390308321223

Gifford, E. J., Eldred, L. M., Vernerey, A., & Sloan, F. A. (2014). How does
family drug treatment court participation affect child welfare
outcomes? Child Abuse & Neglect, 38(10), 1659–1670. https://doi.
org/10.1016/j.chiabu.2014.03.010

Gifford, E. J., Sloan, F. A., Eldred, L. M., & Evans, K. E. (2015).
Intergenerational effects of parental substance!related convictions
and adult drug treatment court participation on children's school
performance. American Journal of Orthopsychiatry, 85(5), 452–468.
https://doi.org/10.1037/ort0000087

Grella, C. E., Hser, Y. I., & Huang, Y. C. (2006). Mothers in substance abuse
treatment: Differences in characteristics based on involvement with
child welfare services. Child Abuse and Neglect, 30(1), 55–73. https://
doi.org/10.1016/j.chiabu.2005.07.005

Haack, M., Alemi, F., Nemes, S., & Cohen, J. B. (2005). Experience with
family drug courts in three cities. Substance Abuse, 25(4), 17–25.
https://doi.org/10.1300/J465v25n04_03

Hatzis, D., Dawe, S., Harnett, P., & Barlow, J. (2017). Quality of caregiving in
mothers with illicit substance use: a systematic review and meta!analysis.
Substance Abuse: Research and Treatment, 11, 1178221817694038.

Hatzis, D., Dawe, S., Harnett, P., & Loxton, N. (2019). An investigation of
the impact of childhood trauma on quality of caregiving in high risk
mothers: Does maternal substance misuse confer additional risk?
Child Psychiatry & Human Development, 50, 835–845. https://doi.org/
10.1007/s10578-019-00886-5

Heimdahl, K., & Karlsson, P. (2016). Psychosocial interventions for
substance!abusing parents and their young children: A scoping
review. Addiction Research & Theory, 24, 236–247. https://doi.org/10.
3109/16066359.2015.1118064

Higgins, J. P., Altman, D. G., Gøtzsche, P. C., Jüni, P., Moher, D., Oxman, A.
D., … Sterne, J. A. (2011). The Cochrane Collaboration's tool for
assessing risk of bias in randomised trials. British Medical Journal, 343,
5928. https://doi.org/10.1136/bmj.d5928

Higginson, A., Neville, R. (2014). SysReview [systematic review
management software], Brisbane, Australia: The University of
Queensland.

Higgins, J. P. T., Ramsay, C., Reeves, B. C., Deeks, J. J., Shea, B.,
Valentine, J. C., & Wells, G. (2012). Issues relation to study design and
risk of bias when including non!randomised studies in systematic
reviews on the effects of interventions. Research Synthesis Methods, 4,
12–25. https://doi.org/10.1002/jrsm.1056

Hoffmann, T. C., Glasziou, P. P., Boutron, I., Milne, R., Perera, R., Moher, D.,
… Lamb, S. E. (2014). Better reporting of interventions: Template for
intervention description and replication (TIDieR) Checklist and Guide.
BMJ, 348, g1687. https://doi.org/10.1136/bmj.g1687

Hser, Y. I., Evans, E., Li, L., Metchik!Gaddis, A., & Messina, N. (2014).
Children of treated substance!abusing mothers: A 10!year
prospective study. Clinical Child Psychology and Psychiatry, 19(2),
217–232. https://doi.org/10.1177/1359104513486999

Hser, Y. I., Lanza, H. I., Li, L. B., Kahn, E., Evans, E., & Schulte, M. (2015).
Maternal mental health and children's internalising and externalising
behaviours: Beyond maternal substance use disorders. Journal of Child
and Family Studies, 24(3), 638–648. https://doi.org/10.1007/s10826-
013-9874-3

Hutton, B., Salanti, G., Caldwell, D. M., Chaimani, A., Schmid, C. H.,
Cameron, C., … Moher, D. (2015). The PRISMA extension statement
for reporting of systematic reviews incorporating network meta!
analyses of health care interventions: Checklist and explanations.
Annals of Internal Medicine, 162(11), 777–784. https://doi.org/10.
7326/M14-2385

Jääskeläinen, M., Holmila, M., Notkola, I.!L., & Raitasalo, K. (2016). A
typology of families with parental alcohol or drug abuse. Addiction
Research & Theory, 24, 288–299. https://doi.org/10.3109/16066359.
2015.1127358

Kelley, M. L., & Fals!Stewart, W. (2002). Couples!versus individual!based
therapy for alcohol and drug abuse: Effects on children's psychosocial
functioning. Journal of Consulting and Clinical Psychology, 70(2),
417–427. https://doi.org/10.1037//0022-006x.70.2.417

King, K. M., Meehan, B. T., Trim, R. S., & Chassin, L. (2006). Marker or
mediator? The effects of adolescent substance use on young adult
educational attainment. Addiction, 101(12), 1730–1740. https://doi.
org/10.1111/j.1360-0443.2006.01507.x

King, S. M., Keyes, M., Malone, S. M., Elkins, I., Legrand, L. N., Iacono, W. G.,
& McGue, M. (2009). Parental alcohol dependence and the
transmission of adolescent behavioural disinhibition: A study of
adoptive and non!adoptive families. Addiction, 104(4), 578–586.
https://doi.org/10.1111/j.1360-0443.2008.02469.x

Kugley, S., Wade, A., Thomas, J., Mahood, Q., Jørgensen, A.!M.K.,
Hammerstrøm, K., & Sathe, N. (2017). Searching for studies: a guide to
information retrieval for Campbell systematic reviews. Campbell
Systematic Reviews, 13, 1–73. https://doi.org/10.4073/cmg.2016.1

Lambert, B. L., Bann, C. M., Bauer, C. R., Shankaran, S., Bada, H. S., Lester, B.
M.,…Higgins, R. D. (2013). Risk!taking behaviour among adolescents with
prenatal drug exposure and extrauterine environmental adversity. Journal
of Developmental and Behavioral Pediatrics, 34(9), 669–679. https://doi.org/
10.1097/01.dbp.0000437726.16588.e2

Lambert, B. L., & Bauer, C. R. (2012). Developmental and behavioural
consequences of prenatal cocaine exposure: A review. Journal of
Perinatology, 32(11), 819–828. https://doi.org/10.1038/jp.2012.90

Lipsey, M. W., & Wilson, D. B. (2001). Practical meta!analysis, Thousand
Oaks, CA: Sage.

Littell, J. H., Corcoran, J., & Pillai, V. K. (2008). Systematic reviews and meta!
analysis. New York, NY: Oxford University Press.

Lloyd, M. H. (2015). Family Drug Courts: Conceptual frameworks,
empirical evidence, and implications for social work. Families in
Society, 96(1), 49–57. https://doi.org/10.1606/1044-3894.2015.96.7

Lui, S., Terplan, M., & Smith, E. J. (2008). Psychosocial interventions for
women enrolled in alcohol treatment during pregnancy. The Cochrane
Library, 2008(3), 006753. https://doi.org/10.1002/14651858.CD006
753.pub2

EGGINS ET AL. | 13 of 20

https://doi.org/10.1037/a0032632
https://doi.org/10.1016/j.childyouth.2015.11.014
https://doi.org/10.1016/j.ntt.2014.01.001
https://doi.org/10.1016/j.ntt.2014.01.001
https://doi.org/10.1046/j.1360-0443.1999.9422317.x
https://www.ncbi.nlm.nih.gov/pubmedhealth/PMH0077775/
https://www.ncbi.nlm.nih.gov/pubmedhealth/PMH0077775/
https://doi.org/10.1177/1078390308321223
https://doi.org/10.1177/1078390308321223
https://doi.org/10.1016/j.chiabu.2014.03.010
https://doi.org/10.1016/j.chiabu.2014.03.010
https://doi.org/10.1037/ort0000087
https://doi.org/10.1016/j.chiabu.2005.07.005
https://doi.org/10.1016/j.chiabu.2005.07.005
https://doi.org/10.1300/J465v25n04_03
https://doi.org/10.1007/s10578-019-00886-5
https://doi.org/10.1007/s10578-019-00886-5
https://doi.org/10.3109/16066359.2015.1118064
https://doi.org/10.3109/16066359.2015.1118064
https://doi.org/10.1136/bmj.d5928
https://doi.org/10.1002/jrsm.1056
https://doi.org/10.1136/bmj.g1687
https://doi.org/10.1177/1359104513486999
https://doi.org/10.1007/s10826-013-9874-3
https://doi.org/10.1007/s10826-013-9874-3
https://doi.org/10.7326/M14-2385
https://doi.org/10.7326/M14-2385
https://doi.org/10.3109/16066359.2015.1127358
https://doi.org/10.3109/16066359.2015.1127358
https://doi.org/10.1037//0022-006x.70.2.417
https://doi.org/10.1111/j.1360-0443.2006.01507.x
https://doi.org/10.1111/j.1360-0443.2006.01507.x
https://doi.org/10.1111/j.1360-0443.2008.02469.x
https://doi.org/10.4073/cmg.2016.1
https://doi.org/10.1097/01.dbp.0000437726.16588.e2
https://doi.org/10.1097/01.dbp.0000437726.16588.e2
https://doi.org/10.1038/jp.2012.90
https://doi.org/10.1606/1044-3894.2015.96.7
https://doi.org/10.1002/14651858.CD006753.pub2
https://doi.org/10.1002/14651858.CD006753.pub2


Luthar, S. S., Suchman, N. E., & Altomare, M. (2007). Relational
Psychotherapy Mothers' Group: A randomised clinical trial for
substance abusing mothers. Development and Psychopathology, 19(1),
243–261. https://doi.org/10.1017/s0954579407070137

Manning, V., Best, D. W., Faulkner, N., & Titherington, E. (2009). New
estimates of the number of children living with substance misusing
parents: Results from UK National Household Surveys. BMC Public
Health, 9, 377. https://doi.org/10.1186/1471-2458-9-377

Marmorstein, N. R., Iacono, W. G., & McGue, M. (2009). Alcohol and illicit
drug dependence among parents: Associations with offspring
externalising disorders. Psychological Medicine, 39(1), 149–155.
https://doi.org/10.1017/s0033291708003085

Marsh, J. C., Smith, B. D., & Bruni, M. (2011). Integrated substance abuse
and child welfare services for women: A progress review. Children and
Youth Services Review, 33(3), 466–472. https://doi.org/10.1016/j.
childyouth.2010.06.017

Marshall, K. (2015, June 7). Revolutionary new drug court reuniting parents
with children, and saving cash. The Age. Melbourne, VIC, Australia.
Retrieved from http://www.theage.com.au/victoria/revolutionary-new-
drug-court-reuniting-parents-with-children-and-saving-cash-20150528-
ghbojl.html

Mavridis, D., Giannatsi, M., Cipriani, A., & Salanti, G. (2015). A primer on
network meta!analysis with emphasis on mental health. Evidence
Based Mental Health, 18(2), 40–46. https://doi.org/10.1136/eb-2015-
102088

Maynard, B. R., Brendel, K. E., Bulanda, J. J., Heyne, D., Thompson, A. M., &
Pigott, T. D. (2015). Psychosocial interventions for school refusal with
primary and secondary school students: A systematic review. Campbell
Systematic Reviews, 11, 1–76. https://doi.org/10.4073/csr.2015.12

Mazerolle, L., Eggins, E., & Sydes, M. (2018). Criminal justice responses to
domestic and family violence: A rapid review of the evaluation
literature. Technical report. Brisbane, QLD, Australia: Department of
Justice.

McGovern, R., Addison, M. T., Newham, J. J., Hickman, M., & Kaner, E. F.
(2017). Effectiveness of psychosocial interventions for reducing
parental substance misuse. Cochrane Database of Systematic Reviews,
2017(10), CD012823. https://doi.org/10.1002/14651858.CD012823

McLaughlin Aisling, E., Macdonald, G., Livingstone, N., & McCann, M.
(2014). Interventions to build resilience in children of problem
drinkers [Intervention Protocol]. The Cochrane Library, 2014(8),
CD011237. https://doi.org/10.1002/14651858.CD011237

Miller, K. M., Orellana, E. R., Briggs, H. E., & Quinn, A. (2014). Influence of
caregiver substance dependence and serious mental illness on
children's mental health: Moderating effects of social support. Child
and Adolescent Social Work Journal, 31(5), 435–454. https://doi.org/10.
1007/s10560-014-0326-8

Miller, K. M., Orellana, E. R., Johnson, A. B., Krase, K., & Anderson!Nathe,
B. (2013). Maternal criminal justice and child welfare involvement:
Associations between risk exposures and childhood mental health.
Social Work Research, 37(4), 402–413. https://doi.org/10.1093/swr/
svt036

Minozzi, S., Amato, L., & Vecchi, S. (2013). Maintenance treatments for
opiate dependent pregnant women. The Cochrane Library, 2013(12),
006318. https://doi.org/10.1002/14651858.CD006318.pub3

Mitchell, F., & Burgess, C. (2009). Working with families affected by
parental substance misuse: A research review. Retrieved from https://
www.scie-socialcareonline.org.uk/working-with-families-affected-by-
parental-substance-misuse-a-research-review/r/a11G000000182RvIAI

Mitchell, O., Wilson, D., Eggers, A., & MacKenzie, D. (2012). Drug courts’
effects on criminal offending for juveniles and adults. Campbell
Systematic Reviews, 8(4), 86. https://doi.org/10.4073/csr.2012.4

Moreland, A. D., & McRae!Clark, A. (2018). Parenting outcomes of
parenting interventions in integrated substance!use treatment
programs: A systematic review. Journal of Substance Abuse
Treatment, 89, 52–59. https://doi.org/10.1016/j.jsat.2018.03.005

Murphy, A. L., Harper, W., Griffiths, A., & Joffrion, C. (2017). Family
reunification: A systematic review of interventions designed to
address co!occurring issues of child maltreatment and substance
use. Journal of Public Child Welfare, 11, 413–432. https://doi.org/10.
1080/15548732.2017.1340221

Nair, P., Schuler, M. E., Blacka, M. M., Kettinger, L., & Harrington, D.
(2003). Cumulative environmental risk in substance abusing women:
Early intervention, parenting stress, child abuse potential and child
development. Child Abuse Neglect, 27(9), 997–1017. https://doi.org/
10.1016/s0145-2134(03)00169-8

National Institute on Drug Abuse. (2012). Principles of drug addiction
treatment: A research!based guide (NIH Publication No. 12–4180).
Retrieved from http://www.drugabuse.gov/publications/principles-
drug-addiction-treatment-research-based-guide-third-edition/
frequently-asked-questions/drug-addiction-treatment-worth-its-cost

Neger, E. N., & Prinz, R. J. (2015). Interventions to address parenting and
parental substance abuse: Conceptual and methodological
considerations. Clinical Psychology Review, 39, 71–82. https://doi.org/
10.1016/j.cpr.2015.04.004

Niccols, A., Milligan, K., Smith, A., Sword, W., Thabane, L., & Henderson, J.
(2012). Integrated programs for mothers with substance abuse issues
and their children: A systematic review of studies reporting on child
outcomes. Child Abuse and Neglect, 36(4), 308–322. https://doi.org/10.
1016/j.chiabu.2011.10.007

Noether, C. D., Brown, V., Finkelstein, N., Russell, L. A., VanDeMark, N. R.,
Morris, L. A., & Graeber, C. (2007). Promoting resiliency in children of
mothers with co!occurring disorders and histories of trauma: Impact
of a skills based intervention program on child outcomes. Journal of
Community Psychology, 35, 823–843. https://doi.org/10.1002/jcop.
20184

Oliveros, A., & Kaufman, J. (2011). Addressing substance abuse treatment
needs of parents involved with the child welfare system. Child Welfare,
90(1), 25–41.

Park, S., & Schepp, K. G. (2014). A systematic review of research on
children of alcoholics: Their inherent resilience and vulnerability.
Journal of Child and Family Studies, 23, 863–871. https://doi.org/10.
1007/s10826-014-9930-7

Peisch, V., Sullivan, A. D., Breslend, N. L., Benoit, R., Sigmon, S. C.,
Forehand, G. L., … Forehand, R. (2018). Parental opioid abuse: A
review of child outcomes, parenting, and parenting interventions.
Journal of Child and Family Studies, 27, 2082–2099. https://doi.org/10.
1007/s10826-018-1061-0

Public Health England. (2014). Alcohol and drugs prevention, treatment and
recovery: Why invest? Retrieved from http://www.nta.nhs.uk/uploads/
why-invest-2014-alcohol-and-drugs.pdf

Quinlivan, J. A., Box, H., & Evans, S. F. (2003). Postnatal home visits in
teenage mothers: A randomised controlled trial. Lancet, 361,
893–900. https://doi.org/10.1016/s0140-6736(03)12770-5

Raninen, J., Elgán, T. H., Sundin, E., & Ramstedt, M. (2015). Prevalence of
children whose parents have a substance use disorder: Findings from
a Swedish general population survey. Scandinavian Journal of Public
Health, 44, 14–17. https://doi.org/10.1177/1403494815601525

Reeves, B. C., Deeks, J. J., Higgins, J. P., & Wells, G. A. (2011). Including
non!randomised studies. In J. P. Higgins & S. Green (Eds.), Cochrane
handbook for systematic reviews of interventions (version 5.1.0). London,
UK: The Cochrane Collaboration. http://community.cochrane.org/
handbook

Renk, K., Boris, N. W., Kolomeyer, E., Lowell, A., Puff, J., Cunningham, A., …
McSwiggan, M. (2015). The state of evidence!based parenting
interventions for parents who are substance!involved. Paediatric
Research, 79, 177–183. https://doi.org/10.1038/pr.2015.201

Richardson, G. A., Goldschmidt, L., Larkby, C., & Day, N. L. (2015). Effects
of prenatal cocaine exposure on adolescent development.
Neurotoxicology and Teratology, 49, 41–48. https://doi.org/10.1016/j.
ntt.2015.03.002

14 of 20 | EGGINS ET AL.

https://doi.org/10.1017/s0954579407070137
https://doi.org/10.1186/1471-2458-9-377
https://doi.org/10.1017/s0033291708003085
https://doi.org/10.1016/j.childyouth.2010.06.017
https://doi.org/10.1016/j.childyouth.2010.06.017
http://www.theage.com.au/victoria/revolutionary-new-drug-court-reuniting-parents-with-children-and-saving-cash-20150528-ghbojl.html
http://www.theage.com.au/victoria/revolutionary-new-drug-court-reuniting-parents-with-children-and-saving-cash-20150528-ghbojl.html
http://www.theage.com.au/victoria/revolutionary-new-drug-court-reuniting-parents-with-children-and-saving-cash-20150528-ghbojl.html
https://doi.org/10.1136/eb-2015-102088
https://doi.org/10.1136/eb-2015-102088
https://doi.org/10.4073/csr.2015.12
https://doi.org/10.1002/14651858.CD012823
https://doi.org/10.1002/14651858.CD011237
https://doi.org/10.1007/s10560-014-0326-8
https://doi.org/10.1007/s10560-014-0326-8
https://doi.org/10.1093/swr/svt036
https://doi.org/10.1093/swr/svt036
https://doi.org/10.1002/14651858.CD006318.pub3
https://www.scie-socialcareonline.org.uk/working-with-families-affected-by-parental-substance-misuse-a-research-review/r/a11G000000182RvIAI
https://www.scie-socialcareonline.org.uk/working-with-families-affected-by-parental-substance-misuse-a-research-review/r/a11G000000182RvIAI
https://www.scie-socialcareonline.org.uk/working-with-families-affected-by-parental-substance-misuse-a-research-review/r/a11G000000182RvIAI
https://doi.org/10.4073/csr.2012.4
https://doi.org/10.1016/j.jsat.2018.03.005
https://doi.org/10.1080/15548732.2017.1340221
https://doi.org/10.1080/15548732.2017.1340221
https://doi.org/10.1016/s0145-2134(03)00169-8
https://doi.org/10.1016/s0145-2134(03)00169-8
http://www.drugabuse.gov/publications/principles-drug-addiction-treatment-research-based-guide-third-edition/frequently-asked-questions/drug-addiction-treatment-worth-its-cost
http://www.drugabuse.gov/publications/principles-drug-addiction-treatment-research-based-guide-third-edition/frequently-asked-questions/drug-addiction-treatment-worth-its-cost
http://www.drugabuse.gov/publications/principles-drug-addiction-treatment-research-based-guide-third-edition/frequently-asked-questions/drug-addiction-treatment-worth-its-cost
https://doi.org/10.1016/j.cpr.2015.04.004
https://doi.org/10.1016/j.cpr.2015.04.004
https://doi.org/10.1016/j.chiabu.2011.10.007
https://doi.org/10.1016/j.chiabu.2011.10.007
https://doi.org/10.1002/jcop.20184
https://doi.org/10.1002/jcop.20184
https://doi.org/10.1007/s10826-014-9930-7
https://doi.org/10.1007/s10826-014-9930-7
https://doi.org/10.1007/s10826-018-1061-0
https://doi.org/10.1007/s10826-018-1061-0
http://www.nta.nhs.uk/uploads/why-invest-2014-alcohol-and-drugs.pdf
http://www.nta.nhs.uk/uploads/why-invest-2014-alcohol-and-drugs.pdf
https://doi.org/10.1016/s0140-6736(03)12770-5
https://doi.org/10.1177/1403494815601525
http://community.cochrane.org/handbook
http://community.cochrane.org/handbook
https://doi.org/10.1038/pr.2015.201
https://doi.org/10.1016/j.ntt.2015.03.002
https://doi.org/10.1016/j.ntt.2015.03.002


Rücker, G., Schwarzer, G., Krahn, U., König, J., & Schwarzer, M. G. (2015).
Package ‘netmeta’: Network meta!analysis using frequentist methods
(Version 0.7!0).

Salanti, G. (2012). Indirect and mixed!treatment comparison, network, or
multiple!treatments meta!analysis: Many names, many benefits, many
concerns for the next generation evidence synthesis tool. Research
Synthesis Methods, 3(2), 80–97. https://doi.org/10.1002/jrsm.1037

Schuler, M. E., Nair, P., & Kettinger, L. (2003). Drug!exposed infants and
developmental outcome: Effects of a home intervention and ongoing
maternal drug use. Archives of Pediatrics & Adolescent Medicine, 157(2),
133–138. https://doi.org/10.1001/archpedi.157.2.133

Scobie, G., & Woodman, K. (2017). Interventions to reduce illicit drug use
during pregnancy (and in the postpartum period). Edinburgh, UK: NHS
Health Scotland.

Segal, L., Sara Opie, R., & Dalziel, K. (2012). Theory! The missing link in
understanding the performance of neonate/infant home!visiting
programs to prevent child maltreatment: A systematic review.
Milbank Quarterly, 90(1), 47–106. https://doi.org/10.1111/j.1468-
0009.2011.00655.x

Shorey, R. C., Fite, P. J., Elkins, S. R., Frissell, K. C., Tortolero, S. R.,
Stuart, G. L., & Temple, J. R. (2013). The association between
problematic parental substance use and adolescent substance use in
an ethnically diverse sample of 9th and 10th graders. Journal of
Primary Prevention, 34(6), 381–393. https://doi.org/10.1007/s10935-
013-0326-z

Siqveland, T. S., & Moe, V. (2014). Longitudinal development of mother!
infant interaction during the first year of life among mothers with
substance abuse and psychiatric problems and their infants. Child
Psychiatry & Human Development, 45(4), 408–421. https://doi.org/10.
1007/s10578-013-0411-9

Skinner, M. L., Haggerty, K. P., Fleming, C. B., Catalano, R. F., & Gainey, R.
R. (2010). Opiate!addicted parents in methadone treatment: Long!
term recovery, health, and family relationships. Journal of Addictive
Diseases, 30(1), 17–26. https://doi.org/10.1080/10550887.2010.
531670

Slesnick, N., Feng, X., Brakenhoff, B., & Brigham, G. S. (2014). Parenting
under the influence: The effects of opioids, alcohol and cocaine on
mother!child interaction. Addictive Behaviours, 39(5), 897–900.
https://doi.org/10.1016/j.addbeh.2014.02.003

Smith, E. J., Lui, S., & Terplan, M. (2009). Pharmacologic interventions for
pregnant women enrolled in alcohol treatment. The Cochrane Library,
2009(3), 007361. https://doi.org/10.1002/14651858.CD007361.pub2

Smith, L. M., Paz, M. S., LaGasse, L. L., Derauf, C., Newman, E., Shah, R., …
Lester, B. M. (2012). Maternal depression and prenatal exposure to
methamphetamine: Neurodevelopmental findings from the Infant
Development, Environment, and Lifestyle (IDEAL) study. Depression
and Anxiety, 29(6), 515–522. https://doi.org/10.1002/da.21956

Stade, B., Bailey, C., Dzendoletas, D., Sgro, M., Dowswell, T., & Bennett, D.
(2009). Psychological and educational interventions to reduce alcohol
consumption by pregnant women. The Cochrane Library, 2009(2),
004228. https://doi.org/10.1002/14651858.CD004228.pub2

Sterne, J. A., Hernán, M. A., Reeves, B. C., Savovi!, J., Berkman, N. D.,
Viswanathan, M., … Carpenter, J. R. (2016). ROBINS!I: a tool for
assessing risk of bias in non!randomised studies of interventions.
British Medical Journal, 355, i4919. https://doi.org/10.1136/bmj.i4919

Stith, S. M., Liu, T., Davies, L. C., Boykin, E. L., Alder, M. C., Harris, J. M., …
Dees, J. E. M. E. G. (2009). Risk factors in child maltreatment: A meta!
analytic review of the literature. Aggression and Violent Behavior, 14,
13–29. https://doi.org/10.1016/j.avb.2006.03.006

Substance Abuse and Mental Health Services Administration. (2014).
Results from the 2013 National Survey on Drug Use and Health: Summary
of national findings (NSDUH Series H!48, HHS Publication No. (SMA) 14!
4863). Rockville, MD: Substance Abuse and Mental Health Services
Administration.

Suchman, N. E., DeCoste, C., McMahon, T. J., Rounsaville, B., & Mayes, L.
(2011). The Mothers and Toddlers Program, an attachment!based
parenting intervention for substance using women: Results at 6!week
follow!up in a randomised clinical pilot. Infant Mental Health Journal,
32(4), 427–449. https://doi.org/10.1080/14616734.2010.501983

Taplin, C., Saddichha, S., Li, K., & Krausz, M. R. (2014). Family history of
alcohol and drug abuse, childhood trauma, and age of first drug
injection. Substance Use & Misuse, 49(10), 1311–1316. https://doi.org/
10.3109/10826084.2014.901383

Templeton, L., Velleman, R., & Russell, C. (2010). Psychological
interventions with families of alcohol misusers: A systematic review.
Addiction Research & Theory, 18(6), 616–648. https://doi.org/10.3109/
16066350903499839

Turnbull, C., & Osborn, D. A. (2012). Home visits during pregnancy and after
birth for women with an alcohol or drug problem. The Cochrane Library,
2012(1), 004456. https://doi.org/10.1002/14651858.CD004456.pub3

Twomey, J., LaGasse, L., Derauf, C., Newman, E., Shah, R., Smith, L., …
Lester, B. (2013). Prenatal methamphetamine exposure, home
environment, and primary caregiver risk factors predict child
behavioural problems at 5 years. American Journal of Orthopsychiatry,
83(1), 64–72. https://doi.org/10.1111/ajop.12007

Usher, A. M., McShane, K. E., & Dwyer, C. (2015). A realist review of
family!based interventions for children of substance abusing parents.
BMC Systematic Reviews, 4, 177. https://doi.org/10.1186/s13643-015-
0158-4

Uziel!Miller, N. D., & Lyons, J. S. (2000). Specialised substance abuse
treatment for women and their children: An analysis of program
design. Journal of Substance Abuse Treatment, 19(4), 355–367. https://
doi.org/10.1016/s0740-5472(00)00123-9

Velez, M. L., Jansson, L. M., Montoya, I. D., Schweitzer, W., Golden, A., &
Svikis, D. (2004). Parenting knowledge among substance abusing
women in treatment. Journal of Substance Abuse Treatment, 27(3),
215–222. https://doi.org/10.1016/j.jsat.2004.07.004

Velleman, R., & Templeton, L. (2007). Understanding and modifying the
impact of parents’ substance misuse on children. Advances in Psychiatric
Treatment, 13(2), 79–89. https://doi.org/10.1192/apt.bp.106.002386

Vidal, S. I., Vandeleur, C., Rothen, S., Gholam!Rezaee, M., Castelao, E.,
Halfon, O., … Preisig, M. (2012). Risk of mental disorders in children of
parents with alcohol or heroin dependence: A controlled high!risk
study. European Addiction Research, 18(5), 253–264. https://doi.org/10.
1159/000337328

Walden, B., Iacono, W. G., & McGue, M. (2007). Trajectories of change in
adolescent substance use and symptomatology: Impact of paternal
and maternal substance use disorders. Psychology of Addictive
Behaviours, 21(1), 35–43. https://doi.org/10.1037/0893-164x.21.1.35

Wekerle, C., Wall, A. M., Leung, E., & Trocme, N. (2007). Cumulative stress
and substantiated maltreatment: The importance of caregiver
vulnerability and adult partner violence. Child Abuse and Neglect, 31(4),
427–443. https://doi.org/10.1016/j.chiabu.2007.03.001

Whitaker, R. C., Orzol, S. M., & Kahn, R. S. (2006). Maternal mental health,
substance use, and domestic violence in the year after delivery and
subsequent behaviour problems in children at age 3 years. Archives of
General Psychiatry, 63(5), 551–560. https://doi.org/10.1001/archpsyc.
63.5.551

Williams, G., Tonmyr, L., Jack, S. M., Fallon, B., & MacMillan, H. L. (2011).
Determinants of maltreatment substantiation in a sample of infants
involved with the child welfare system. Children and Youth Services
Review, 33(8), 1345–1353. https://doi.org/10.1016/j.childyouth.2011.
04.015

Wilson, D. B., Tanner!Smith, E., & Mavridis, D. (2015). Campbell methods
policy briefing note on network meta!analysis (version 1.0, updated May
2015). Oslo, Norway: The Campbell Collaboration.

Wilson, D. B., Tanner!Smith, E., & Mavridis, D. (2016). Campbell methods policy
note on network meta!analysis. Oslo, Norway: Campbell Collaboration.

EGGINS ET AL. | 15 of 20

https://doi.org/10.1002/jrsm.1037
https://doi.org/10.1001/archpedi.157.2.133
https://doi.org/10.1111/j.1468-0009.2011.00655.x
https://doi.org/10.1111/j.1468-0009.2011.00655.x
https://doi.org/10.1007/s10935-013-0326-z
https://doi.org/10.1007/s10935-013-0326-z
https://doi.org/10.1007/s10578-013-0411-9
https://doi.org/10.1007/s10578-013-0411-9
https://doi.org/10.1080/10550887.2010.531670
https://doi.org/10.1080/10550887.2010.531670
https://doi.org/10.1016/j.addbeh.2014.02.003
https://doi.org/10.1002/14651858.CD007361.pub2
https://doi.org/10.1002/da.21956
https://doi.org/10.1002/14651858.CD004228.pub2
https://doi.org/10.1136/bmj.i4919
https://doi.org/10.1016/j.avb.2006.03.006
https://doi.org/10.1080/14616734.2010.501983
https://doi.org/10.3109/10826084.2014.901383
https://doi.org/10.3109/10826084.2014.901383
https://doi.org/10.3109/16066350903499839
https://doi.org/10.3109/16066350903499839
https://doi.org/10.1002/14651858.CD004456.pub3
https://doi.org/10.1111/ajop.12007
https://doi.org/10.1186/s13643-015-0158-4
https://doi.org/10.1186/s13643-015-0158-4
https://doi.org/10.1016/s0740-5472(00)00123-9
https://doi.org/10.1016/s0740-5472(00)00123-9
https://doi.org/10.1016/j.jsat.2004.07.004
https://doi.org/10.1192/apt.bp.106.002386
https://doi.org/10.1159/000337328
https://doi.org/10.1159/000337328
https://doi.org/10.1037/0893-164x.21.1.35
https://doi.org/10.1016/j.chiabu.2007.03.001
https://doi.org/10.1001/archpsyc.63.5.551
https://doi.org/10.1001/archpsyc.63.5.551
https://doi.org/10.1016/j.childyouth.2011.04.015
https://doi.org/10.1016/j.childyouth.2011.04.015


Worcel, S. D., Furrer, C. J., Green, B. L., Burrus, S. W. M., & Finigan, M. W.
(2008). Effects of family treatment drug courts on substance abuse
and child welfare outcomes. Child Abuse Review, 17(6), 427–443.
https://doi.org/10.1002/car.1045

Zhang, S., Huang, H., Wu, Q., Li, Y., & Liu, M. (2019). The impacts of family
treatment drug court on child welfare core outcomes: A meta!
analysis. Child Abuse & Neglect, 88, 1–14. https://doi.org/10.1016/j.
chiabu.2018.10.014

How to cite this article: Eggins E, Dawe S, Wilson DB,

Chandler!Mather N, Betts J. PROTOCOL: Psychosocial,

pharmacological and legal interventions for improving the

psychosocial outcomes of children with substance misusing

parents. Campbell Systematic Reviews. 2020;16:e1113.

https://doi.org/10.1002/cl2.1113

APPENDIX: FULL !TEXT CODING FORM1

General study details

1. Study ID [textbox]

2. Report ID [textbox]*

3. What type of document is this study? [dropdown menu]

a. Peer!reviewed journal article

b. Book chapter

c. Dissertation

d. Conference presentation

e. Government report, technical report or working paper

f. Other (specify in textbox)

4. How was this study located during the search process? [drop-

down menu]

a. Systematic search of electronic database

b. Systematic search of nonacademic database

c. Hand!search or reference harvesting

d. Professional contact

e. Other (specify in textbox)

5. In what country was the intervention implemented? [textbox]

6. How many courts were included in the study? [textbox]

7. If the evaluation and/or intervention was funded, record the

funding source. [textbox]

*SysReview allows for multiple reports of a single study to be included

in the one full!text coding record form. Each report is nested within

the overall study record and the Report ID will consist of the Study ID

followed by a unique alphabetical code (e.g., 1234_a, 1234_b…).

Participants

1. Who are the participants? [checkboxes]

a. Parents (mothers only)

b. Parents (fathers only)

c. Parents (both mothers and fathers)

d. Other caregiver (e.g., foster parents, grandparents)

e. Children

f. Other (specify in textbox)

2. If applicable, describe the recruitment and sample for parent(s)/

caregiver(s) using the fields below:

a. How were participants recruited? [textbox]

b. What were the eligibility criteria for inclusion in the study?

[textbox]

c. Describe the sample attrition. [textboxes]

Number of participants Treatment Comparison Total

Referred to study

Consented

Assigned

Began intervention

Completed intervention

Completed Follow!up 1

Completed Follow!up 2
(if applicable)

d. Describe the characteristics of the sample. [textboxes]

Characteristic Treatment Comparison Total

Age (mean, SD, range)

Gender (% female)

Ethnicity (proportions)

Socioeconomic status

Comorbidity

e. Note any other pertinent sample information (e.g., parity,

marital status, education, prior criminal history, type of drug

use, addiction history or other key risk factors present). Please

record for both the treatment and comparison groups [textbox]

3. If applicable, describe the recruitment and sample for children

using the fields below:

a. How were participants recruited? [textbox]

b. What were the eligibility criteria for inclusion in the study?

[textbox]

c. Describe the sample attrition. [textboxes]

1This form has been informed by published coding forms (e.g., Littell et al., 2008; Fay &

Eggins (2019); Betts et al. (2019); Mitchell, Wilson, Eggers, & MacKenzie, 2012).
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Number of participants Treatment Comparison Total

Referred to study

Consented

Assigned

Began intervention

Completed intervention

Completed Follow!up 1

Completed Follow!up 2
(if applicable)

d. Describe the characteristics of the sample. [textboxes]

Characteristic Treatment Comparison Total

Age (mean, SD, range)

Gender (% female)

Ethnicity (proportions)

Comorbidity

e. Note any other pertinent sample information (e.g., placement

status, other key risk factors present). [textbox]

4. How was parental substance misuse substantiated? [textbox]

5. What type of substance misuse was captured by the study?

[dropdown menu]

a. Alcohol

b. Drug (specify in textbox)

c. Both

General methodological details and nature of comparisons

1. What is the nature of the comparisons for this study?

a. Single intervention contrasted with single comparison condition

b. Multiple interventions against a single comparison condition

c. Within one group over time

d. Other (specify in textbox)

2. General research design classification [dropdown menu]

a. Randomised controlled trial

b. Quasi!randomised controlled trial

c. Nonrandomised controlled trial (e.g., interrupted time!series,
matched control group design)

d. Other (specify in textbox)

3. What type of comparison condition was used? [dropdown menu]

a. No treatment

b. Treatment!as!usual (specify in textbox)

c. Alternative treatment (specify in textbox)

d. Waitlist control

e. Other (specify in textbox)

4. How were treatment and comparison groups formed? [drop-

down menu]

a. Random allocation

b. Matching (specify matching method and matching variables in

textbox)

c. On basis of score on a specific measure (e.g., diagnosis, specify

in textbox)

d. Self!selection
e. Other (specify in textbox)

f. Unclear

5. What was the unit of allocation? [dropdown menu]

a. Participant

b. Dyads

c. Family

d. Service site

e. Other (specify in textbox)

f. Unclear

6. If participants were randomly allocated to conditions, how was

this implemented? [dropdown menu]

a. Simple

b. Yoked pairs

c. Cluster (specify cluster in textbox)

d. Block/stratified (specify variables in textbox)

e. Matched pairs (specify matching variables in textbox)

f. Other (specify in textbox)

g. Unclear

h. Not applicable

7. Who executed the randomisation? [dropdown menu]

a. Researchers

b. Practitioners

c. Other (specify in textbox)

d. Unclear

8. If applicable, was randomisation equivalent across intervention

sites? [dropdown menu]

a. Yes

b. No

c. Unclear

d. Not applicable

9. Was group equivalence assessed?

a. Yes (specify how this was done in textbox)

b. No

c. Unclear

d. Not applicable
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10. Were the treatment and comparison groups equivalent at

baseline?

a. Yes

b. No (specify differences)

c. Unsure

d. Not applicable

11. Are there any differences between participants who completed

versus did not complete the treatment?

a. Yes (specify differences)

b. No

c. Unsure

d. Not applicable

12. What was the unit of analysis? [dropdown menu]

a. Participant

b. Dyads

c. Family

d. Service site

e. Other (specify in textbox)

f. Unclear

Intervention details

1. What is the name of the intervention(s), as reported by study

authors? [textbox]

2. What settings were used during the intervention(s) (e.g., home,

community, inpatient facility, school)? [textbox]

3. When was the intervention conducted (e.g., year)? [textbox]

4. Describe the intervention provided to participants. [textbox]

5. Describe the duration of the entire intervention. If available, de-

scribe the minimum, maximum, mean and standard deviation for

intervention duration. [textbox]

6. Describe the intensity of the intervention (e.g., frequency of contacts

and length of contacts). If available, describe the minimum, maximum,

mean and standard deviation for intervention intensity. [textbox]

7. Who implemented the intervention? [dropdown menu]

a. Nurse

b. Social worker

c. Psychologist

d. Medical practitioner

e. Other allied health practitioner

f. Unclear

g. Other (specify in textbox)

8. Was there more than one intervention site? [dropdown menu]

a. Yes (specify number of sites in textbox)

b. No

c. Unclear

9. If possible, classify the intervention according to [dropdown menu]

a. Family Disease Model (i.e., 12!step, focus on abstinence and

education)

b. Family Prevention Model (i.e., focus on risk and protective

factors in a holistic sense)

c. Unclear

10. Was treatment integrity monitored? [dropdown menu]

a. Yes (specify in textbox)

b. No

c. Unclear

11. Were there any issues with fidelity? [dropdown menu]

a. Yes (specify in textbox)

b. No

c. Unclear

12. Did the authors report cost!benefit data? [dropdown menu]

a. Yes (specify in textbox)

b. No

c. Unclear

Outcome(s) measurement*

*To be completed for each eligible outcome within a study (or group

of reports for a study). To add another outcome, click the “Add an-

other outcome” button located at the bottom of the screen.

1. What is the outcome being measured? [textbox]

2. What is the variable name that will be used in statistical software?

[textbox]

3. Who does this outcome relate to? [dropdown menu]

a. Parent/caregiver

b. Child

c. Other (specify)

4. How was the outcome measured (e.g., name of scale)? [textbox]

5. What are the psychometric properties of the measurement tool

(e.g., reliability, validity, diagnostic thresholds, what higher /lower

values mean)? [textbox]

6. How was the outcome data gathered? [dropdown menu]

a. Self!report
b. Observation

c. Official source (e.g., child protection status)

d. Interview

e. Other (specify in textbox)

7. Who was the respondent/participant? [dropdown menu]

a. Child

b. Parent/caregiver

c. Teacher

d. Practitioner

e. Other (specify in textbox)

8. At what time!point(s) was the outcome measured? [textbox]
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9. Were data collected in the same manner for the treatment and

comparison conditions? [dropdown menu]

a. Yes

b. No (specify in textbox)

c. Unclear

10. Which condition does the raw difference/effect favour (ignore

statistical significance)? [dropdown menu]

a. Experimental condition

b. Comparison condition

c. Neither condition (no difference)

d. Unclear

11. In which direction did the outcome change? [dropdown menu]

a. Positive

b. Negative

c. Mixed (specify in textbox)

d. Unclear

12. Were there statistically significant differences for this outcome?

[dropdown menu]

a. Yes

b. No

c. Not tested

d. Unclear

13. What were the study author(s)’ conclusions about this outcome?

[textbox]

Effect size data*

*To be completed for each eligible outcome within a study (or

group of reports for a study). To add another outcome, click the

“Add another outcome” button located at the bottom of the

screen.

1. On what page number is the effect size data reported? [textbox]

2. What type of effect size is being coded? [dropdown menu]

a. Baseline or pre!test measure prior to intervention)

b. Posttest (first point of measurement after intervention)

c. Follow!up (subsequent point of measurement after first posttest)

3. What is the timeframe captured for the measure?

a. Minimum [textbox]

b. Maximum [textbox]

c. Mean [textbox]

d. Same for all participants (i.e., fixed) [textbox]

4. How was the effect size obtained for this outcome? [drop-

down menu]

a. Reported in document!Go to Question 3

b. Calculated by user!Go to Question 4

5. Identify the type of effect size reported for this outcome and

enter the required data for that effect size in the text boxes

provided. [textboxes]

6. Enter the appropriate data in the relevant “Data for effect size

calculations” tabs (see below). The data entered will depend on
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what is reported in the document. If none of the circumstances

in the tabs reflect the data in the document, follow the link to

David Wilson's online effect size calculator to calculate an

effect size. You can enter the data in the “Data for effect size

calculations 2” tab in the “Other information” textbox. [text-

boxes]
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Appendix B: Search Record 
 

Electronic Databases 
 
Platform: Cochrane Library 

• Cochrane Database of Systematic Reviews [April 1996 – present] 
• Cochrane Central Register of Controlled Trials (CENTRAL) [1908 – present] 

 
Date of Most Recent Search: 21/04/21 
Search Syntax: 
 

#1 (addict* NEAR/5 ("caregive*" OR "care-giver*" OR "care give*" OR families OR family OR father* 
OR guardian* OR maternal OR mother* OR parent* OR paternal)):ti,ab,kw (Word variations have 
been searched) 

#2 (alcoholi* NEAR/5 ("caregive*" OR "care-giver*" OR "care give*" OR families OR family OR 
father* OR guardian* OR maternal OR mother* OR parent* OR paternal)):ti,ab,kw 

#3 ((amphet* NEAR/5 ("caregive*" OR "care-giver*" OR "care give*" OR families OR family OR 
father* OR guardian* OR maternal OR mother* OR parent* OR paternal)):ti,ab,kw 

#4 ((benzo* NEAR/5 ("caregive*" OR "care-giver*" OR "care give*" OR families OR family OR 
father* OR guardian* OR maternal OR mother* OR parent* OR paternal)):ti,ab,kw 

#5 ((buprenorphine NEAR/5 ("caregive*" OR "care-giver*" OR "care give*" OR families OR family OR 
father* OR guardian* OR maternal OR mother* OR parent* OR paternal)):ti,ab,kw 

#6 ((cannab* NEAR/5 ("caregive*" OR "care-giver*" OR "care give*" OR families OR family OR 
father* OR guardian* OR maternal OR mother* OR parent* OR paternal)):ti,ab,kw 

#7 ((cocaine NEAR/5 ("caregive*" OR "care-giver*" OR "care give*" OR families OR family OR 
father* OR guardian* OR maternal OR mother* OR parent* OR paternal)):ti,ab,kw 

#8 ((drink* NEAR/5 ("caregive*" OR "care-giver*" OR "care give*" OR families OR family OR father* 
OR guardian* OR maternal OR mother* OR parent* OR paternal)):ti,ab,kw 

#9 ((drunk* NEAR/5 ("caregive*" OR "care-giver*" OR "care give*" OR families OR family OR father* 
OR guardian* OR maternal OR mother* OR parent* OR paternal)):ti,ab,kw 

#10 ((GHB NEAR/5 ("caregive*" OR "care-giver*" OR "care give*" OR families OR family OR father* 
OR guardian* OR maternal OR mother* OR parent* OR paternal)):ti,ab,kw 

#11 ((ecstasy NEAR/5 ("caregive*" OR "care-giver*" OR "care give*" OR families OR family OR 
father* OR guardian* OR maternal OR mother* OR parent* OR paternal)):ti,ab,kw 

#12 (fentanyl NEAR/5 ("caregive*" OR "care-giver*" OR "care give*" OR families OR family OR 
father* OR guardian* OR maternal OR mother* OR parent* OR paternal)):ti,ab,kw 

#13 (hallucino* NEAR/5 ("caregive*" OR "care-giver*" OR "care give*" OR families OR family OR 
father* OR guardian* OR maternal OR mother* OR parent* OR paternal)):ti,ab,kw 

#14 (heroin NEAR/5 ("caregive*" OR "care-giver*" OR "care give*" OR families OR family OR father* 
OR guardian* OR maternal OR mother* OR parent* OR paternal)):ti,ab,kw 

#15 (inhalant* NEAR/5 ("caregive*" OR "care-giver*" OR "care give*" OR families OR family OR 
father* OR guardian* OR maternal OR mother* OR parent* OR paternal)):ti,ab,kw 

#16 (illicit* NEAR/5 ("caregive*" OR "care-giver*" OR "care give*" OR families OR family OR father* 
OR guardian* OR maternal OR mother* OR parent* OR paternal)):ti,ab,kw 

#17 (inject* NEAR/5 ("caregive*" OR "care-giver*" OR "care give*" OR families OR family OR father* 
OR guardian* OR maternal OR mother* OR parent* OR paternal)):ti,ab,kw 

#18 (intoxicat* NEAR/5 ("caregive*" OR "care-giver*" OR "care give*" OR families OR family OR 
father* OR guardian* OR maternal OR mother* OR parent* OR paternal)):ti,ab,kw 

#19 (ketamine NEAR/5 ("caregive*" OR "care-giver*" OR "care give*" OR families OR family OR 
father* OR guardian* OR maternal OR mother* OR parent* OR paternal)):ti,ab,kw 

#20 (LSD NEAR/5 ("caregive*" OR "care-giver*" OR "care give*" OR families OR family OR father* 
OR guardian* OR maternal OR mother* OR parent* OR paternal)):ti,ab,kw 

#21 (marij* NEAR/5 ("caregive*" OR "care-giver*" OR "care give*" OR families OR family OR father* 
OR guardian* OR maternal OR mother* OR parent* OR paternal)):ti,ab,kw 

#22 (MDMA NEAR/5 ("caregive*" OR "care-giver*" OR "care give*" OR families OR family OR 
father* OR guardian* OR maternal OR mother* OR parent* OR paternal)):ti,ab,kw 



#23 (meth NEAR/5 ("caregive*" OR "care-giver*" OR "care give*" OR families OR family OR father* 
OR guardian* OR maternal OR mother* OR parent* OR paternal)):ti,ab,kw 

#24 (methamphet* NEAR/5 ("caregive*" OR "care-giver*" OR "care give*" OR families OR family OR 
father* OR guardian* OR maternal OR mother* OR parent* OR paternal)):ti,ab,kw 

#25 (methadone NEAR/5 ("caregive*" OR "care-giver*" OR "care give*" OR families OR family OR 
father* OR guardian* OR maternal OR mother* OR parent* OR paternal)):ti,ab,kw 

#26 (narco* NEAR/5 ("caregive*" OR "care-giver*" OR "care give*" OR families OR family OR father* 
OR guardian* OR maternal OR mother* OR parent* OR paternal)):ti,ab,kw 

#27 (opiate* NEAR/5 ("caregive*" OR "care-giver*" OR "care give*" OR families OR family OR father* 
OR guardian* OR maternal OR mother* OR parent* OR paternal)):ti,ab,kw 

#28 (opioid* NEAR/5 ("caregive*" OR "care-giver*" OR "care give*" OR families OR family OR father* 
OR guardian* OR maternal OR mother* OR parent* OR paternal)):ti,ab,kw 

#29 (oxycodone NEAR/5 ("caregive*" OR "care-giver*" OR "care give*" OR families OR family OR 
father* OR guardian* OR maternal OR mother* OR parent* OR paternal)):ti,ab,kw 

#30 (overdos* NEAR/5 ("caregive*" OR "care-giver*" OR "care give*" OR families OR family OR 
father* OR guardian* OR maternal OR mother* OR parent* OR paternal)):ti,ab,kw 

#31 (polydrug* NEAR/5 ("caregive*" OR "care-giver*" OR "care give*" OR families OR family OR 
father* OR guardian* OR maternal OR mother* OR parent* OR paternal)):ti,ab,kw 

#32 (polysubstance* NEAR/5 ("caregive*" OR "care-giver*" OR "care give*" OR families OR family OR 
father* OR guardian* OR maternal OR mother* OR parent* OR paternal)):ti,ab,kw 

#33 (pseudoephedrine NEAR/5 ("caregive*" OR "care-giver*" OR "care give*" OR families OR family 
OR father* OR guardian* OR maternal OR mother* OR parent* OR paternal)):ti,ab,kw 

#34 (psychoactive* NEAR/5 ("caregive*" OR "care-giver*" OR "care give*" OR families OR family OR 
father* OR guardian* OR maternal OR mother* OR parent* OR paternal)):ti,ab,kw 

#35 (stimulant* NEAR/5 ("caregive*" OR "care-giver*" OR "care give*" OR families OR family OR 
father* OR guardian* OR maternal OR mother* OR parent* OR paternal)):ti,ab,kw 

#36 (THC NEAR/5 ("caregive*" OR "care-giver*" OR "care give*" OR families OR family OR father* 
OR guardian* OR maternal OR mother* OR parent* OR paternal)):ti,ab,kw 

#37 (tranquil* NEAR/5 ("caregive*" OR "care-giver*" OR "care give*" OR families OR family OR 
father* OR guardian* OR maternal OR mother* OR parent* OR paternal)):ti,ab,kw 

#38 (weed NEAR/5 ("caregive*" OR "care-giver*" OR "care give*" OR families OR family OR father* 
OR guardian* OR maternal OR mother* OR parent* OR paternal)):ti,ab,kw 

#39 ((alcohol* NEAR/5 (depend* OR diagnos* OR disorder* OR abuse* OR abusing OR misus* OR 
use* OR using)) NEAR/5 ("caregive*" OR "care-giver*" OR "care give*" OR families OR family OR 
father* OR guardian* OR maternal OR mother* OR parent* OR paternal)):ti,ab,kw 

#40 ((drug* NEAR/5 (depend* OR diagnos* OR disorder* OR abuse* OR abusing OR misus* OR use* 
OR using)) NEAR/5 ("caregive*" OR "care-giver*" OR "care give*" OR families OR family OR 
father* OR guardian* OR maternal OR mother* OR parent* OR paternal)):ti,ab,kw 

#41 ((pharma* NEAR/5 (depend* OR diagnos* OR disorder* OR abuse* OR abusing OR misus* OR 
use* OR using)) NEAR/5 ("caregive*" OR "care-giver*" OR "care give*" OR families OR family OR 
father* OR guardian* OR maternal OR mother* OR parent* OR paternal)):ti,ab,kw 

#42 ((substance* NEAR/5 (depend* OR diagnos* OR disorder* OR abuse* OR abusing OR misus* OR 
use* OR using)) NEAR/5 ("caregive*" OR "care-giver*" OR "care give*" OR families OR family OR 
father* OR guardian* OR maternal OR mother* OR parent* OR paternal)):ti,ab,kw 

#43 #1 OR #2 OR #3 OR #4 OR #5 OR #6 OR #7 OR #8 OR #9 #10 OR #11 OR #12 OR #13 OR #14 
OR #15 OR #16 OR #17 OR #18 OR #19 OR #20 OR #21 OR #22 OR #23 OR #24 OR #25 OR #26 
OR #27 OR #28 OR #29 OR #30 OR #31 OR #32 OR #33 OR #34 OR #35 OR #36 OR #37 OR #38 
OR #39 OR #40 OR #41 OR #42 

#44 ("comparison condition*" OR "comparison group*" OR "control condition*" OR "control group*" 
OR crossover OR evaluat* OR experiment* OR interven* OR match* OR meta-analy* OR pilot* OR 
placebo* OR program* OR "propensity score*" OR random* OR RCT OR review* OR service* OR 
therap* OR train* OR treat* OR trial*):ti,ab,kw 

#45 #43 AND #44 in Cochrane Reviews, Trials 
#44 ("comparison condition*" OR "comparison group*" OR "control condition*" OR "control group*" 

OR crossover OR evaluat* OR experiment* OR interven* OR match* OR meta-analy* OR pilot* OR 
placebo* OR program* OR "propensity score*" OR random* OR RCT OR review* OR service* OR 
therap* OR train* OR treat* OR trial*):ti,ab,kw 

#45 #43 AND #44 in Cochrane Reviews, Trials 
  



Platform: EBSCO 
Databases: 

• Criminal Justice Abstracts [1968 – present] 
• Cumulative Index to Nursing and Allied Health Literature [1937 – present] 
• Medline [1966 – present] 

 
Date of Most Recent Search: 16/04/21 
Search Syntax: 
 
Criminal Justice Abstracts 

#1 TI ( (acid* OR addict* OR alcohol* OR amphet* OR benzo* OR buprenorphine OR cannab* OR 
cocaine OR drink* OR drug* OR drunk* OR GHB OR ecstasy OR fentanyl OR hallucino* OR heroin 
OR inhalant* OR illict* OR inject* OR intoxica* OR ketamine OR LSD OR marij* OR MDMA OR 
meth OR methamphet* OR methadone OR narco* OR opiate* OR opioid* OR oxycodone OR 
overdos* OR pharma* OR polydrug* OR polysubstance* OR pseudoephedrine OR psychoactive* OR 
stimulant* OR substance* OR THC OR tranquil* OR weed) N5 ("caregive*" OR "care-giver*" OR 
"care give*" OR families OR family OR father* OR guardian* OR maternal OR mother* OR parent* 
OR paternal) ) OR AB ( (acid* OR addict* OR alcohol* OR amphet* OR benzo* OR buprenorphine 
OR cannab* OR cocaine OR drink* OR drug* OR drunk* OR GHB OR ecstasy OR fentanyl OR 
hallucino* OR heroin OR inhalant* OR illict* OR inject* OR intoxica* OR ketamine OR LSD OR 
marij* OR MDMA OR meth OR methamphet* OR methadone OR narco* OR opiate* OR opioid* OR 
oxycodone OR overdos* OR pharma* OR polydrug* OR polysubstance* OR pseudoephedrine OR 
psychoactive* OR stimulant* OR substance* OR THC OR tranquil* OR weed) N5 ("caregive*" OR 
"care-giver*" OR "care give*" OR families OR family OR father* OR guardian* OR maternal OR 
mother* OR parent* OR paternal) ) OR KW ( (acid* OR addict* OR alcohol* OR amphet* OR 
benzo* OR buprenorphine OR cannab* OR cocaine OR drink* OR drug* OR drunk* OR GHB OR 
ecstasy OR fentanyl OR hallucino* OR heroin OR inhalant* OR illict* OR inject* OR intoxica* OR 
ketamine OR LSD OR marij* OR MDMA OR meth OR methamphet* OR methadone OR narco* OR 
opiate* OR opioid* OR oxycodone OR overdos* OR pharma* OR polydrug* OR polysubstance* OR 
pseudoephedrine OR psychoactive* OR stimulant* OR substance* OR THC OR tranquil* OR weed) 
N5 ("caregive*" OR "care-giver*" OR "care give*" OR families OR family OR father* OR guardian* 
OR maternal OR mother* OR parent* OR paternal) ) OR SU ( (acid* OR addict* OR alcohol* OR 
amphet* OR benzo* OR buprenorphine OR cannab* OR cocaine OR drink* OR drug* OR drunk* OR 
GHB OR ecstasy OR fentanyl OR hallucino* OR heroin OR inhalant* OR illict* OR inject* OR 
intoxica* OR ketamine OR LSD OR marij* OR MDMA OR meth OR methamphet* OR methadone 
OR narco* OR opiate* OR opioid* OR oxycodone OR overdos* OR pharma* OR polydrug* OR 
polysubstance* OR pseudoephedrine OR psychoactive* OR stimulant* OR substance* OR THC OR 
tranquil* OR weed) N5 ("caregive*" OR "care-giver*" OR "care give*" OR families OR family OR 
father* OR guardian* OR maternal OR mother* OR parent* OR paternal) ) 

#2 TI ( "comparison condition*" OR "comparison group*" OR "control condition*" OR "control group*" 
OR crossover OR evaluat* OR experiment* OR interven* OR match* OR meta-analy* OR pilot* OR 
placebo* program* OR "propensity score*" OR random* OR RCT OR review* OR service* OR 
therap* OR train* OR treat* OR trial* ) OR AB ( "comparison condition*" OR "comparison group*" 
OR "control condition*" OR "control group*" OR crossover OR evaluat* OR experiment* OR 
interven* OR match* OR meta-analy* OR pilot* OR placebo* program* OR "propensity score*" OR 
random* OR RCT OR review* OR service* OR therap* OR train* OR treat* OR trial* ) OR KW ( 
"comparison condition*" OR "comparison group*" OR "control condition*" OR "control group*" OR 
crossover OR evaluat* OR experiment* OR interven* OR match* OR meta-analy* OR pilot* OR 
placebo* program* OR "propensity score*" OR random* OR RCT OR review* OR service* OR 
therap* OR train* OR treat* OR trial* ) OR SU ( "comparison condition*" OR "comparison group*" 
OR "control condition*" OR "control group*" OR crossover OR evaluat* OR experiment* OR 
interven* OR match* OR meta-analy* OR pilot* OR placebo* program* OR "propensity score*" OR 
random* OR RCT OR review* OR service* OR therap* OR train* OR treat* OR trial* ) 

#3 S1 AND S2 
 
 
  



Cumulative Index to Nursing and Allied Health Literature 
#1 TI ( alcohol* N5 (abus* OR misus* OR use* OR using OR diagnos* OR disorder* OR depend*) ) OR 

AB ( alcohol* N5 (abus* OR misus* OR use* OR using OR diagnos* OR disorder* OR depend*) ) 
OR MJ ( alcohol* N5 (abus* OR misus* OR use* OR using OR diagnos* OR disorder*) ) 

#2 TI ( drug* N5 (abus* OR misus* OR use* OR using OR diagnos* OR disorder* OR depend*) ) OR 
AB ( drug* N5 (abus* OR misus* OR use* OR using OR diagnos* OR disorder* OR depend*) ) OR 
MJ ( drug* N5 (abus* OR misus* OR use* OR using OR diagnos* OR disorder* OR depend*) ) 

#3 TI ( substance* N5 (abus* OR misus* OR use* OR using OR diagnos* OR disorder* OR depend*) ) 
OR AB ( substance* N5 (abus* OR misus* OR use* OR using OR diagnos* OR disorder* OR 
depend*) ) OR MJ ( substance* N5 (abus* OR misus* OR use* OR using OR diagnos* OR disorder* 
OR depend*) ) 

#4 TI ( S1 N5 ("caregive*" OR "caregiver*" OR "care give*" OR families OR family OR father* OR 
guardian* OR maternal OR mother* OR parent* OR paternal) ) OR AB ( S1 N5 ("caregive*" OR 
"care-giver*" OR "care give*" OR families OR family OR father* OR guardian* OR maternal OR 
mother* OR parent* OR paternal) ) OR MJ ( S1 N5 ("caregive*" OR "care-giver*" OR "care give*" 
OR families OR family OR father* OR guardian* OR maternal OR mother* OR parent* OR paternal) 
) 

#5 TI ( S2 N5 ("caregive*" OR "caregiver*" OR "care give*" OR families OR family OR father* OR 
guardian* OR maternal OR mother* OR parent* OR paternal) ) OR AB ( S2 N5 ("caregive*" OR 
"care-giver*" OR "care give*" OR families OR family OR father* OR guardian* OR maternal OR 
mother* OR parent* OR paternal) ) OR MJ ( S2 N5 ("caregive*" OR "care-giver*" OR "care give*" 
OR families OR family OR father* OR guardian* OR maternal OR mother* OR parent* OR paternal) 
) 

#6 TI ( S3 N5 ("caregive*" OR "caregiver*" OR "care give*" OR families OR family OR father* OR 
guardian* OR maternal OR mother* OR parent* OR paternal) ) OR AB ( S3 N5 ("caregive*" OR 
"care-giver*" OR "care give*" OR families OR family OR father* OR guardian* OR maternal OR 
mother* OR parent* OR paternal) ) OR MJ ( S3 N5 ("caregive*" OR "care-giver*" OR "care give*" 
OR families OR family OR father* OR guardian* OR maternal OR mother* OR parent* OR paternal) 
) 

#7 S4 OR S5 OR S6 
#8 TI ( "comparison condition*" OR "comparison group*" OR "control condition*" OR "control group*" 

OR crossover OR evaluat* OR experiment* OR interven* OR match* OR meta-analy* OR pilot* OR 
placebo* OR program* OR "propensity score*" OR random* OR RCT OR review* OR service* OR 
therap* OR train* OR treat* OR trial* ) OR AB ( "comparison condition*" OR "comparison group*" 
OR "control condition*" OR "control group*" OR crossover OR evaluat* OR experiment* OR 
interven* OR match* OR meta-analy* OR pilot* OR placebo* OR program* OR "propensity score*" 
OR random* OR RCT OR review* OR service* OR therap* OR train* OR treat* OR trial* ) OR MJ ( 
"comparison condition*" OR "comparison group*" OR "control condition*" OR "control group*" OR 
crossover OR evaluat* OR experiment* OR interven* OR match* OR meta-analy* OR pilot* OR 
placebo* OR program* OR "propensity score*" OR random* OR RCT OR review* OR service* OR 
therap* OR train* OR treat* OR trial* ) 

#9 S7 AND S8 
#10 TI ( (addict* OR alcoholi* OR amphet* OR benzo* OR buprenorphine OR cannab* OR cocaine OR 

drink* OR drunk* OR GHB OR ecstasy OR fentanyl OR hallucino* OR heroin OR inhalant* OR 
illict* OR inject* OR intoxica* OR ketamine OR LSD OR marij* OR MDMA OR meth OR 
methamphet* OR methadone OR narco* OR opiate* OR opioid* OR oxycodone OR overdos* OR 
pharma* OR polydrug* OR polysubstance* OR pseudoephedrine OR psychoactive* OR stimulant* 
OR THC OR tranquil* OR weed) N5 ("caregive*" OR "care-giver*" OR "care give*" OR families OR 
family OR father* OR guardian* OR maternal OR mother* OR parent* OR paternal) ) OR AB ( 
(addict* OR alcoholi* OR amphet* OR benzo* OR buprenorphine OR cannab* OR cocaine OR 
drink* OR drunk* OR GHB OR ecstasy OR fentanyl OR hallucino* OR heroin OR inhalant* OR 
illict* OR inject* OR intoxica* OR ketamine OR LSD OR marij* OR MDMA OR meth OR 
methamphet* OR methadone OR narco* OR opiate* OR opioid* OR oxycodone OR overdos* OR 
pharma* OR polydrug* OR polysubstance* OR pseudoephedrine OR psychoactive* OR stimulant* 
OR THC OR tranquil* OR weed) N5 ("caregive*" OR "care-giver*" OR "care give*" OR families OR 
family OR father* OR guardian* OR maternal OR mother* OR parent* OR paternal) ) OR MJ ( 
(addict* OR alcoholi* OR amphet* OR benzo* OR buprenorphine OR cannab* OR cocaine OR 
drink* OR drunk* OR GHB OR ecstasy OR fentanyl OR hallucino* OR heroin OR inhalant* OR 
illict* OR inject* OR intoxica* OR ketamine OR LSD OR marij* OR MDMA OR meth OR 
methamphet* OR methadone OR narco* OR opiate* OR opioid* OR oxycodone OR overdos* OR 



pharma* OR polydrug* OR polysubstance* OR pseudoephedrine OR psychoactive* OR stimulant* 
OR THC OR tranquil* OR weed) N5 ("caregive*" OR "care-giver*" OR "care give*" OR families OR 
family OR father* OR guardian* OR maternal OR mother* OR parent* OR paternal) ) 

#11 S8 AND S10 
#12 S9 OR S11 

 
Medline 

#1 TI ( alcohol* N5 (abus* OR misus* OR use* OR using OR diagnos* OR disorder* OR depend*) ) OR 
AB ( alcohol* N5 (abus* OR misus* OR use* OR using OR diagnos* OR disorder* OR depend*) ) 
OR MJ ( alcohol* N5 (abus* OR misus* OR use* OR using OR diagnos* OR disorder*) ) 

#2 TI ( drug* N5 (abus* OR misus* OR use* OR using OR diagnos* OR disorder* OR depend*) ) OR 
AB ( drug* N5 (abus* OR misus* OR use* OR using OR diagnos* OR disorder* OR depend*) ) OR 
MJ ( drug* N5 (abus* OR misus* OR use* OR using OR diagnos* OR disorder* OR depend*) ) 

#3 TI ( substance* N5 (abus* OR misus* OR use* OR using OR diagnos* OR disorder* OR depend*) ) 
OR AB ( substance* N5 (abus* OR misus* OR use* OR using OR diagnos* OR disorder* OR 
depend*) ) OR MJ ( substance* N5 (abus* OR misus* OR use* OR using OR diagnos* OR disorder* 
OR depend*) ) 

#4 TI ( S1 N5 ("caregive*" OR "caregiver*" OR "care give*" OR families OR family OR father* OR 
guardian* OR maternal OR mother* OR parent* OR paternal) ) OR AB ( S1 N5 ("caregive*" OR 
"care-giver*" OR "care give*" OR families OR family OR father* OR guardian* OR maternal OR 
mother* OR parent* OR paternal) ) OR MJ ( S1 N5 ("caregive*" OR "care-giver*" OR "care give*" 
OR families OR family OR father* OR guardian* OR maternal OR mother* OR parent* OR paternal) 
) 

#5 TI ( S2 N5 ("caregive*" OR "caregiver*" OR "care give*" OR families OR family OR father* OR 
guardian* OR maternal OR mother* OR parent* OR paternal) ) OR AB ( S2 N5 ("caregive*" OR 
"care-giver*" OR "care give*" OR families OR family OR father* OR guardian* OR maternal OR 
mother* OR parent* OR paternal) ) OR MJ ( S2 N5 ("caregive*" OR "care-giver*" OR "care give*" 
OR families OR family OR father* OR guardian* OR maternal OR mother* OR parent* OR paternal) 
) 

#6 TI ( S3 N5 ("caregive*" OR "caregiver*" OR "care give*" OR families OR family OR father* OR 
guardian* OR maternal OR mother* OR parent* OR paternal) ) OR AB ( S3 N5 ("caregive*" OR 
"care-giver*" OR "care give*" OR families OR family OR father* OR guardian* OR maternal OR 
mother* OR parent* OR paternal) ) OR MJ ( S3 N5 ("caregive*" OR "care-giver*" OR "care give*" 
OR families OR family OR father* OR guardian* OR maternal OR mother* OR parent* OR paternal) 
) 

#7 S4 OR S5 OR S6 
#8 TI ( "comparison condition*" OR "comparison group*" OR "control condition*" OR "control group*" 

OR crossover OR evaluat* OR experiment* OR interven* OR match* OR meta-analy* OR pilot* OR 
placebo* OR program* OR "propensity score*" OR random* OR RCT OR review* OR service* OR 
therap* OR train* OR treat* OR trial* ) OR AB ( "comparison condition*" OR "comparison group*" 
OR "control condition*" OR "control group*" OR crossover OR evaluat* OR experiment* OR 
interven* OR match* OR meta-analy* OR pilot* OR placebo* OR program* OR "propensity score*" 
OR random* OR RCT OR review* OR service* OR therap* OR train* OR treat* OR trial* ) OR MJ ( 
"comparison condition*" OR "comparison group*" OR "control condition*" OR "control group*" OR 
crossover OR evaluat* OR experiment* OR interven* OR match* OR meta-analy* OR pilot* OR 
placebo* OR program* OR "propensity score*" OR random* OR RCT OR review* OR service* OR 
therap* OR train* OR treat* OR trial* ) 

#9 S7 AND S8 
#10 TI ( (addict* OR alcoholi* OR amphet* OR benzo* OR buprenorphine OR cannab* OR cocaine OR 

drink* OR drunk* OR GHB OR ecstasy OR fentanyl OR hallucino* OR heroin OR inhalant* OR 
illict* OR inject* OR intoxica* OR ketamine OR LSD OR marij* OR MDMA OR meth OR 
methamphet* OR methadone OR narco* OR opiate* OR opioid* OR oxycodone OR overdos* OR 
pharma* OR polydrug* OR polysubstance* OR pseudoephedrine OR psychoactive* OR stimulant* 
OR THC OR tranquil* OR weed) N5 ("caregive*" OR "care-giver*" OR "care give*" OR families OR 
family OR father* OR guardian* OR maternal OR mother* OR parent* OR paternal) ) OR AB ( 
(addict* OR alcoholi* OR amphet* OR benzo* OR buprenorphine OR cannab* OR cocaine OR 
drink* OR drunk* OR GHB OR ecstasy OR fentanyl OR hallucino* OR heroin OR inhalant* OR 
illict* OR inject* OR intoxica* OR ketamine OR LSD OR marij* OR MDMA OR meth OR 
methamphet* OR methadone OR narco* OR opiate* OR opioid* OR oxycodone OR overdos* OR 



pharma* OR polydrug* OR polysubstance* OR pseudoephedrine OR psychoactive* OR stimulant* 
OR THC OR tranquil* OR weed) N5 ("caregive*" OR "care-giver*" OR "care give*" OR families OR 
family OR father* OR guardian* OR maternal OR mother* OR parent* OR paternal) ) OR MJ ( 
(addict* OR alcoholi* OR amphet* OR benzo* OR buprenorphine OR cannab* OR cocaine OR 
drink* OR drunk* OR GHB OR ecstasy OR fentanyl OR hallucino* OR heroin OR inhalant* OR 
illict* OR inject* OR intoxica* OR ketamine OR LSD OR marij* OR MDMA OR meth OR 
methamphet* OR methadone OR narco* OR opiate* OR opioid* OR oxycodone OR overdos* OR 
pharma* OR polydrug* OR polysubstance* OR pseudoephedrine OR psychoactive* OR stimulant* 
OR THC OR tranquil* OR weed) N5 ("caregive*" OR "care-giver*" OR "care give*" OR families OR 
family OR father* OR guardian* OR maternal OR mother* OR parent* OR paternal) ) 

#11 S8 AND S10 
#12 S9 OR S11 

 

Platform and Database: Embase  
Date of Most Recent Search: 16/04/21   
Date Coverage: [1947 – present]  
 
Syntax: 

#1 (addict* NEAR/5 (‘caregive*’ OR ‘care-giver*’ OR ‘care give*’ OR families OR family OR father* 
OR guardian* OR maternal OR mother* OR parent* OR paternal)):ti,ab,kw OR (addict* NEAR/5 
(‘caregive*’ OR ‘care-giver*’ OR ‘care give*’ OR families OR family OR father* OR guardian* OR 
maternal OR mother* OR parent* OR paternal)) 

#2 (alcoholi* NEAR/5 (‘caregive*’ OR ‘care-giver*’ OR ‘care give*’ OR families OR family OR 
father* OR guardian* OR maternal OR mother* OR parent* OR paternal)):ti,ab,kw OR (alcoholi* 
NEAR/5 (‘caregive*’ OR ‘care-giver*’ OR ‘care give*’ OR families OR family OR father* OR 
guardian* OR maternal OR mother* OR parent* OR paternal)) 

#3 ((amphet* NEAR/5 (‘caregive*’ OR ‘care-giver*’ OR ‘care give*’ OR families OR family OR 
father* OR guardian* OR maternal OR mother* OR parent* OR paternal)):ti,ab,kw OR (amphet* 
NEAR/5 (‘caregive*’ OR ‘care-giver*’ OR ‘care give*’ OR families OR family OR father* OR 
guardian* OR maternal OR mother* OR parent* OR paternal)) 

#4 ((benzo* NEAR/5 (‘caregive*’ OR ‘care-giver*’ OR ‘care give*’ OR families OR family OR father* 
OR guardian* OR maternal OR mother* OR parent* OR paternal)):ti,ab,kw OR (benzo* NEAR/5 
(‘caregive*’ OR ‘care-giver*’ OR ‘care give*’ OR families OR family OR father* OR guardian* OR 
maternal OR mother* OR parent* OR paternal)) 

#5 ((buprenorphine NEAR/5 (‘caregive*’ OR ‘care-giver*’ OR ‘care give*’ OR families OR family OR 
father* OR guardian* OR maternal OR mother* OR parent* OR paternal)):ti,ab,kw OR 
(burpenorphine NEAR/5 (‘caregive*’ OR ‘care-giver*’ OR ‘care give*’ OR families OR family OR 
father* OR guardian* OR maternal OR mother* OR parent* OR paternal)) 

#6 ((cannab* NEAR/5 (‘caregive*’ OR ‘care-giver*’ OR ‘care give*’ OR families OR family OR 
father* OR guardian* OR maternal OR mother* OR parent* OR paternal)):ti,ab,kw OR (cannab* 
NEAR/5 (‘caregive*’ OR ‘care-giver*’ OR ‘care give*’ OR families OR family OR father* OR 
guardian* OR maternal OR mother* OR parent* OR paternal)) 

#7 ((cocaine NEAR/5 (‘caregive*’ OR ‘care-giver*’ OR ‘care give*’ OR families OR family OR father* 
OR guardian* OR maternal OR mother* OR parent* OR paternal)):ti,ab,kw OR (cocaine NEAR/5 
(‘caregive*’ OR ‘care-giver*’ OR ‘care give*’ OR families OR family OR father* OR guardian* OR 
maternal OR mother* OR parent* OR paternal)) 

#8 ((drink* NEAR/5 (‘caregive*’ OR ‘care-giver*’ OR ‘care give*’ OR families OR family OR father* 
OR guardian* OR maternal OR mother* OR parent* OR paternal)):ti,ab,kw OR (drink* NEAR/5 
(‘caregive*’ OR ‘care-giver*’ OR ‘care give*’ OR families OR family OR father* OR guardian* OR 
maternal OR mother* OR parent* OR paternal)) 

#9 ((drunk* NEAR/5 (‘caregive*’ OR ‘care-giver*’ OR ‘care give*’ OR families OR family OR father* 
OR guardian* OR maternal OR mother* OR parent* OR paternal)):ti,ab,kw OR (drunk* NEAR/5 
(‘caregive*’ OR ‘care-giver*’ OR ‘care give*’ OR families OR family OR father* OR guardian* OR 
maternal OR mother* OR parent* OR paternal)) 

#10 ((GHB NEAR/5 (‘caregive*’ OR ‘care-giver*’ OR ‘care give*’ OR families OR family OR father* 
OR guardian* OR maternal OR mother* OR parent* OR paternal)):ti,ab,kw OR (GHB NEAR/5 
(‘caregive*’ OR ‘care-giver*’ OR ‘care give*’ OR families OR family OR father* OR guardian* OR 
maternal OR mother* OR parent* OR paternal)) 



#11 ((ecstasy NEAR/5 (‘caregive*’ OR ‘care-giver*’ OR ‘care give*’ OR families OR family OR father* 
OR guardian* OR maternal OR mother* OR parent* OR paternal)):ti,ab,kw OR (ecstasy NEAR/5 
(‘caregive*’ OR ‘care-giver*’ OR ‘care give*’ OR families OR family OR father* OR guardian* OR 
maternal OR mother* OR parent* OR paternal)) 

#12 (fentanyl NEAR/5 (‘caregive*’ OR ‘care-giver*’ OR ‘care give*’ OR families OR family OR father* 
OR guardian* OR maternal OR mother* OR parent* OR paternal)):ti,ab,kw OR (fentanyl NEAR/5 
(‘caregive*’ OR ‘care-giver*’ OR ‘care give*’ OR families OR family OR father* OR guardian* OR 
maternal OR mother* OR parent* OR paternal)) 

#13 (hallucino* NEAR/5 (‘caregive*’ OR ‘care-giver*’ OR ‘care give*’ OR families OR family OR 
father* OR guardian* OR maternal OR mother* OR parent* OR paternal)):ti,ab,kw OR (hallucino* 
NEAR/5 (‘caregive*’ OR ‘care-giver*’ OR ‘care give*’ OR families OR family OR father* OR 
guardian* OR maternal OR mother* OR parent* OR paternal)) 

#14 (heroin NEAR/5 (‘caregive*’ OR ‘care-giver*’ OR ‘care give*’ OR families OR family OR father* 
OR guardian* OR maternal OR mother* OR parent* OR paternal)):ti,ab,kw OR (heroin NEAR/5 
(‘caregive*’ OR ‘care-giver*’ OR ‘care give*’ OR families OR family OR father* OR guardian* OR 
maternal OR mother* OR parent* OR paternal)) 

#15 (inhalant* NEAR/5 (‘caregive*’ OR ‘care-giver*’ OR ‘care give*’ OR families OR family OR 
father* OR guardian* OR maternal OR mother* OR parent* OR paternal)):ti,ab,kw OR (inhalant* 
NEAR/5 (‘caregive*’ OR ‘care-giver*’ OR ‘care give*’ OR families OR family OR father* OR 
guardian* OR maternal OR mother* OR parent* OR paternal)) 

#16 (illicit* NEAR/5 (‘caregive*’ OR ‘care-giver*’ OR ‘care give*’ OR families OR family OR father* 
OR guardian* OR maternal OR mother* OR parent* OR paternal)):ti,ab,kw OR (illict* NEAR/5 
(‘caregive*’ OR ‘care-giver*’ OR ‘care give*’ OR families OR family OR father* OR guardian* OR 
maternal OR mother* OR parent* OR paternal)) 

#17 (inject* NEAR/5 (‘caregive*’ OR ‘care-giver*’ OR ‘care give*’ OR families OR family OR father* 
OR guardian* OR maternal OR mother* OR parent* OR paternal)):ti,ab,kw OR (inject* NEAR/5 
(‘caregive*’ OR ‘care-giver*’ OR ‘care give*’ OR families OR family OR father* OR guardian* OR 
maternal OR mother* OR parent* OR paternal)) 

#18 (intoxicat* NEAR/5 (‘caregive*’ OR ‘care-giver*’ OR ‘care give*’ OR families OR family OR 
father* OR guardian* OR maternal OR mother* OR parent* OR paternal)):ti,ab,kw OR (intoxicat* 
NEAR/5 (‘caregive*’ OR ‘care-giver*’ OR ‘care give*’ OR families OR family OR father* OR 
guardian* OR maternal OR mother* OR parent* OR paternal)) 

#19 (ketamine NEAR/5 (‘caregive*’ OR ‘care-giver*’ OR ‘care give*’ OR families OR family OR 
father* OR guardian* OR maternal OR mother* OR parent* OR paternal)):ti,ab,kw OR (ketamine 
NEAR/5 (‘caregive*’ OR ‘care-giver*’ OR ‘care give*’ OR families OR family OR father* OR 
guardian* OR maternal OR mother* OR parent* OR paternal)) 

#20 (LSD NEAR/5 (‘caregive*’ OR ‘care-giver*’ OR ‘care give*’ OR families OR family OR father* OR 
guardian* OR maternal OR mother* OR parent* OR paternal)):ti,ab,kw OR (LSD NEAR/5 
(‘caregive*’ OR ‘care-giver*’ OR ‘care give*’ OR families OR family OR father* OR guardian* OR 
maternal OR mother* OR parent* OR paternal)) 

#21 (marij* NEAR/5 (‘caregive*’ OR ‘care-giver*’ OR ‘care give*’ OR families OR family OR father* 
OR guardian* OR maternal OR mother* OR parent* OR paternal)):ti,ab,kw OR (marij* NEAR/5 
(‘caregive*’ OR ‘care-giver*’ OR ‘care give*’ OR families OR family OR father* OR guardian* OR 
maternal OR mother* OR parent* OR paternal)) 

#22 (MDMA NEAR/5 (‘caregive*’ OR ‘care-giver*’ OR ‘care give*’ OR families OR family OR father* 
OR guardian* OR maternal OR mother* OR parent* OR paternal)):ti,ab,kw OR (MDMA NEAR/5 
(‘caregive*’ OR ‘care-giver*’ OR ‘care give*’ OR families OR family OR father* OR guardian* OR 
maternal OR mother* OR parent* OR paternal)) 

#23 (meth NEAR/5 (‘caregive*’ OR ‘care-giver*’ OR ‘care give*’ OR families OR family OR father* OR 
guardian* OR maternal OR mother* OR parent* OR paternal)):ti,ab,kw OR (meth NEAR/5 
(‘caregive*’ OR ‘care-giver*’ OR ‘care give*’ OR families OR family OR father* OR guardian* OR 
maternal OR mother* OR parent* OR paternal)) 

#24 (methamphet* NEAR/5 (‘caregive*’ OR ‘care-giver*’ OR ‘care give*’ OR families OR family OR 
father* OR guardian* OR maternal OR mother* OR parent* OR paternal)):ti,ab,kw OR 
(methamphet* NEAR/5 (‘caregive*’ OR ‘care-giver*’ OR ‘care give*’ OR families OR family OR 
father* OR guardian* OR maternal OR mother* OR parent* OR paternal)) 

#25 (methadone NEAR/5 (‘caregive*’ OR ‘care-giver*’ OR ‘care give*’ OR families OR family OR 
father* OR guardian* OR maternal OR mother* OR parent* OR paternal)):ti,ab,kw OR (methadone 



NEAR/5 (‘caregive*’ OR ‘care-giver*’ OR ‘care give*’ OR families OR family OR father* OR 
guardian* OR maternal OR mother* OR parent* OR paternal)) 

#26 (narco* NEAR/5 (‘caregive*’ OR ‘care-giver*’ OR ‘care give*’ OR families OR family OR father* 
OR guardian* OR maternal OR mother* OR parent* OR paternal)):ti,ab,kw OR (narco* NEAR/5 
(‘caregive*’ OR ‘care-giver*’ OR ‘care give*’ OR families OR family OR father* OR guardian* OR 
maternal OR mother* OR parent* OR paternal)) 

#27 (opiate* NEAR/5 (‘caregive*’ OR ‘care-giver*’ OR ‘care give*’ OR families OR family OR father* 
OR guardian* OR maternal OR mother* OR parent* OR paternal)):ti,ab,kw OR (opiate* NEAR/5 
(‘caregive*’ OR ‘care-giver*’ OR ‘care give*’ OR families OR family OR father* OR guardian* OR 
maternal OR mother* OR parent* OR paternal)) 

#28 (opioid* NEAR/5 (‘caregive*’ OR ‘care-giver*’ OR ‘care give*’ OR families OR family OR father* 
OR guardian* OR maternal OR mother* OR parent* OR paternal)):ti,ab,kw OR (opiod* NEAR/5 
(‘caregive*’ OR ‘care-giver*’ OR ‘care give*’ OR families OR family OR father* OR guardian* OR 
maternal OR mother* OR parent* OR paternal)) 

#29 (oxycodone NEAR/5 (‘caregive*’ OR ‘care-giver*’ OR ‘care give*’ OR families OR family OR 
father* OR guardian* OR maternal OR mother* OR parent* OR paternal)):ti,ab,kw OR (oxycodone 
NEAR/5 (‘caregive*’ OR ‘care-giver*’ OR ‘care give*’ OR families OR family OR father* OR 
guardian* OR maternal OR mother* OR parent* OR paternal)) 

#30 (overdos* NEAR/5 (‘caregive*’ OR ‘care-giver*’ OR ‘care give*’ OR families OR family OR 
father* OR guardian* OR maternal OR mother* OR parent* OR paternal)):ti,ab,kw OR (overdos* 
NEAR/5 (‘caregive*’ OR ‘care-giver*’ OR ‘care give*’ OR families OR family OR father* OR 
guardian* OR maternal OR mother* OR parent* OR paternal)) 

#31 (polydrug* NEAR/5 (‘caregive*’ OR ‘care-giver*’ OR ‘care give*’ OR families OR family OR 
father* OR guardian* OR maternal OR mother* OR parent* OR paternal)):ti,ab,kw OR (polydrug* 
NEAR/5 (‘caregive*’ OR ‘care-giver*’ OR ‘care give*’ OR families OR family OR father* OR 
guardian* OR maternal OR mother* OR parent* OR paternal)) 

#32 (polysubstance* NEAR/5 (‘caregive*’ OR ‘care-giver*’ OR ‘care give*’ OR families OR family OR 
father* OR guardian* OR maternal OR mother* OR parent* OR paternal)):ti,ab,kw OR 
(polysubstance* NEAR/5 (‘caregive*’ OR ‘care-giver*’ OR ‘care give*’ OR families OR family OR 
father* OR guardian* OR maternal OR mother* OR parent* OR paternal)) 

#33 (pseudoephedrine NEAR/5 (‘caregive*’ OR ‘care-giver*’ OR ‘care give*’ OR families OR family 
OR father* OR guardian* OR maternal OR mother* OR parent* OR paternal)):ti,ab,kw OR 
(pseudoephedrine NEAR/5 (‘caregive*’ OR ‘care-giver*’ OR ‘care give*’ OR families OR family 
OR father* OR guardian* OR maternal OR mother* OR parent* OR paternal)) 

#34 (psychoactive* NEAR/5 (‘caregive*’ OR ‘care-giver*’ OR ‘care give*’ OR families OR family OR 
father* OR guardian* OR maternal OR mother* OR parent* OR paternal)):ti,ab,kw OR 
(psychoactive* NEAR/5 (‘caregive*’ OR ‘care-giver*’ OR ‘care give*’ OR families OR family OR 
father* OR guardian* OR maternal OR mother* OR parent* OR paternal)) 

#35 (stimulant* NEAR/5 (‘caregive*’ OR ‘care-giver*’ OR ‘care give*’ OR families OR family OR 
father* OR guardian* OR maternal OR mother* OR parent* OR paternal)):ti,ab,kw OR (stimulant* 
NEAR/5 (‘caregive*’ OR ‘care-giver*’ OR ‘care give*’ OR families OR family OR father* OR 
guardian* OR maternal OR mother* OR parent* OR paternal)) 

#36 (THC NEAR/5 (‘caregive*’ OR ‘care-giver*’ OR ‘care give*’ OR families OR family OR father* OR 
guardian* OR maternal OR mother* OR parent* OR paternal)):ti,ab,kw OR (THC NEAR/5 
(‘caregive*’ OR ‘care-giver*’ OR ‘care give*’ OR families OR family OR father* OR guardian* OR 
maternal OR mother* OR parent* OR paternal)) 

#37 (tranquil* NEAR/5 (‘caregive*’ OR ‘care-giver*’ OR ‘care give*’ OR families OR family OR father* 
OR guardian* OR maternal OR mother* OR parent* OR paternal)):ti,ab,kw OR (tranquil* NEAR/5 
(‘caregive*’ OR ‘care-giver*’ OR ‘care give*’ OR families OR family OR father* OR guardian* OR 
maternal OR mother* OR parent* OR paternal)) 

#38 (weed NEAR/5 (‘caregive*’ OR ‘care-giver*’ OR ‘care give*’ OR families OR family OR father* 
OR guardian* OR maternal OR mother* OR parent* OR paternal)):ti,ab,kw OR (weed NEAR/5 
(‘caregive*’ OR ‘care-giver*’ OR ‘care give*’ OR families OR family OR father* OR guardian* OR 
maternal OR mother* OR parent* OR paternal)) 

#39 ((alcohol* NEAR/5 (depend* OR diagnos* OR disorder* OR abuse* OR abusing OR misus* OR 
use* OR using)) NEAR/5 (‘caregive*’ OR ‘care-giver*’ OR ‘care give*’ OR families OR family OR 
father* OR guardian* OR maternal OR mother* OR parent* OR paternal)):ti,ab,kw  



#40 ((drug* NEAR/5 (depend* OR diagnos* OR disorder* OR abuse* OR abusing OR misus* OR use* 
OR using)) NEAR/5 (‘caregive*’ OR ‘care-giver*’ OR ‘care give*’ OR families OR family OR 
father* OR guardian* OR maternal OR mother* OR parent* OR paternal)):ti,ab,kw 

#41 ((pharma* NEAR/5 (depend* OR diagnos* OR disorder* OR abuse* OR abusing OR misus* OR 
use* OR using)) NEAR/5 (‘caregive*’ OR ‘care-giver*’ OR ‘care give*’ OR families OR family OR 
father* OR guardian* OR maternal OR mother* OR parent* OR paternal)):ti,ab,kw 

#42 ((substance* NEAR/5 (depend* OR diagnos* OR disorder* OR abuse* OR abusing OR misus* OR 
use* OR using)) NEAR/5 (‘caregive*’ OR ‘care-giver*’ OR ‘care give*’ OR families OR family OR 
father* OR guardian* OR maternal OR mother* OR parent* OR paternal)):ti,ab,kw 

#43 #1 OR #2 OR #3 OR #4 OR #5 OR #6 OR #7 OR #8 OR #9 #10 OR #11 OR #12 OR #13 OR #14 
OR #15 OR #16 OR #17 OR #18 OR #19 OR #20 OR #21 OR #22 OR #23 OR #24 OR #25 OR #26 
OR #27 OR #28 OR #29 OR #30 OR #31 OR #32 OR #33 OR #34 OR #35 OR #36 OR #37 OR #38 
OR #39 OR #40 OR #41 OR #42 

#44 (‘comparison condition*’ OR ‘comparison group*’ OR ‘control condition*’ OR ‘control group*’ OR 
crossover OR evaluat* OR experiment* OR interven* OR match* OR meta-analy* OR pilot* OR 
placebo* OR program* OR ‘propensity score*’ OR random* OR RCT OR review* OR service* OR 
therap* OR train* OR treat* OR trial*):ti,ab,kw 

#45 #43 AND #44 
#46 #43 AND #44 AND ([article]/lim OR [article in press]/lim OR [conference abstract]/lim OR 

[conference paper]/lim OR [conference review]/lim OR [data papers]/lim) AND [humans]/lim AND 
([embase]/lim OR [pubmed-not-medline]/lim) 

 
 
Platform and Database: Scopus  
Date of Most Recent Search: 16/04/21   
Date Coverage: [1970 – present] 
Syntax: [Limited to English] 
 
( TITLE-ABS-KEY ( "caregive*"  OR  "care-giver*"  OR  "care give*"  OR  families  OR  
family  OR  father*  OR  guardian*  OR  maternal  OR  mother*  OR  parent*  OR  paternal )  
W/5  ( addict*  OR  alcoholi*  OR  amphet*  OR  benzo*  OR  buprenorphine  OR  cannab*  
OR  cocaine  OR  drink*  OR  drug*  OR  drunk*  OR  ghb  OR  ecstasy  OR  fentanyl  OR  
hallucino*  OR  heroin  OR  inhalant*  OR  illict*  OR  inject*  OR  intoxica*  OR  ketamine  
OR  lsd  OR  marij*  OR  mdma  OR  meth  OR  methamphet*  OR  methadone  OR  narco*  
OR  opiate*  OR  opioid*  OR  oxycodone  OR  overdos*  OR  polydrug*  OR  
polysubstance*  OR  pseudoephedrine  OR  psychoactive*  OR  stimulant*  OR  substance*  
OR  thc  OR  tranquil*  OR  weed ) )  AND  TITLE-ABS-KEY ( "comparison condition*"  
OR  "comparison group*"  OR  "control condition*"  OR  "control group*"  OR  crossover  
OR  evaluat*  OR  experiment*  OR  interven*  OR  match*  OR  meta-analy*  OR  pilot*  
OR  placebo*  OR  program*  OR  "propensity score*"  OR  random*  OR  rct  OR  review*  
OR  service*  OR  therap*  OR  train*  OR  treat*  OR  trial* )  AND  ( EXCLUDE ( 
DOCTYPE ,  "le" )  OR  EXCLUDE ( DOCTYPE ,  "ed" )  OR  EXCLUDE ( DOCTYPE ,  
"er" )  OR  EXCLUDE ( DOCTYPE ,  "tb" ) )  AND  ( EXCLUDE ( SUBJAREA ,  "IMMU" 
)  OR  EXCLUDE ( SUBJAREA ,  "AGRI" )  OR  EXCLUDE ( SUBJAREA ,  "ENVI" )  
OR  EXCLUDE ( SUBJAREA ,  "CENG" )  OR  EXCLUDE ( SUBJAREA ,  "ENGI" )  OR  
EXCLUDE ( SUBJAREA ,  "VETE" )  OR  EXCLUDE ( SUBJAREA ,  "MATE" )  OR  
EXCLUDE ( SUBJAREA ,  "PHYS" )  OR  EXCLUDE ( SUBJAREA ,  "COMP" )  OR  
EXCLUDE ( SUBJAREA ,  "DENT" )  OR  EXCLUDE ( SUBJAREA ,  "MATH" )  OR  
EXCLUDE ( SUBJAREA ,  "EART" )  OR  EXCLUDE ( SUBJAREA ,  "BUSI" )  OR  
EXCLUDE ( SUBJAREA ,  "ENER" )  OR  EXCLUDE ( SUBJAREA ,  "ECON" ) )  AND  
( EXCLUDE ( EXACTKEYWORD ,  "Nonhuman" )  OR  EXCLUDE ( 
EXACTKEYWORD ,  "Animal Experiment" )  OR  EXCLUDE ( EXACTKEYWORD ,  
"Animals" )  OR  EXCLUDE ( EXACTKEYWORD ,  "Animal" )  OR  EXCLUDE ( 



EXACTKEYWORD ,  "Rat" )  OR  EXCLUDE ( EXACTKEYWORD ,  "Rats" )  OR  
EXCLUDE ( EXACTKEYWORD ,  "Mouse" )  OR  EXCLUDE ( EXACTKEYWORD ,  
"Animal Tissue" )  OR  EXCLUDE ( EXACTKEYWORD ,  "Mice" )  OR  EXCLUDE ( 
EXACTKEYWORD ,  "Animal Cell" ) )  AND  ( EXCLUDE ( SUBJAREA ,  "CHEM" ) ) 
 
Platform: HeinOnline  
Database: Law Journal Library  
Date of Most Recent Search: 21/04/21 [date coverage not provided] 
Syntax: 
 
(((title:(addict* OR alcohol* OR amphet* OR benzo* OR buprenorphine OR cannab* OR 
cocaine OR drink* OR drug* OR drunk* OR GHB OR ecstasy OR fentanyl OR hallucino* 
OR heroin OR inhalant* OR illict* OR inject* OR intoxica* OR ketamine OR LSD OR 
marij* OR MDMA ORmeth OR methamphet* OR methadone OR narco* OR opiate* OR 
opioid* OR oxycodone OR overdos*OR pharma* OR polydrug* OR polysubstance* OR 
pseudoephedrine OR psychoactive* OR stimulant* OR substance* OR THC OR tranquil* 
OR weed) AND title:(caregive*" OR "care-giver*" OR "care give*" OR families OR family 
OR father* OR guardian* OR maternal OR mother* OR parent* OR paternal))AND 
title:("comparison condition*" OR "comparison group*" OR "control condition*" OR 
"control group*" OR crossover OR evaluat* OR experiment* OR interven* OR match* OR 
meta-analy* OR pilot* OR placebo* OR program* OR "propensity score*" OR random* OR 
RCT OR review* OR service* ORtherap* OR train* OR treat* OR trial*))) in Law Journal 
Library. , sorted by "Relevance"  
 
 
Platform: OVID  
Databases:  

• Joanna Briggs Institute EBP Database [date coverage not provided] 
• PsycEXTRA [1908 –present]    
• PsycINFO [1806 – present]   

 
Date of Most Recent Search: 14/04/21   
Syntax: [human limiter only used for PsycInfo] 
 

#1 ("comparison condition*" or "comparison group*" or "control condition*" or "control group*" or 
crossover or evaluat* or experiment* or interven* or match* or meta-analy* or pilot* or placebo* or 
program* or "propensity score*" or random* or RCT or review* or service* or therap* or train* or 
treat* or trial*).ab,id,ti. 

#2 ((acid* or addict* or alcohol* or amphet* or benzo* or buprenorphine or cannab* or cocaine or drink* 
or drug* or drunk* or GHB or ecstasy or fentanyl or hallucino* or heroin or inhalant* or illict* or 
inject* or intoxica* or ketamine or LSD or marij* or MDMA or meth or methamphet* or methadone 
or narco* or opiate* or opioid* or oxycodone or overdos* or pharma* or polydrug* or polysubstance* 
or pseudoephedrine or psychoactive* or stimulant* or substance* or THC or tranquil* or weed) adj5 
("caregive*" or "care-giver*" or "care give*" or families or family or father* or guardian* or maternal 
or mother* or parent* or paternal)).ab,id,ti. 

#3 1 and 2 
#4 limit 3 to human 

 
Platform: ProQuest  
Databases:  

• Criminal Justice Database [1981 – present]  
• Dissertation and Theses Global [1637 – present]   



• Family Health [date coverage not provided] 
• Health and Medical Collection [date coverage not provided] 
• International Bibliography of the Social Sciences [1951 – present] 
• Nursing and Allied Health Psychology Journals [date coverage not provided] 
• PTSDPubs [1871 – present] 
• Public Health Database Research Library [date coverage not provided] 
• Social Science Database [date coverage not provided]  
• Social Services Abstracts [1972 – present]  
• Sociological Abstracts [1952 – present] 
• Sociology Database [1985 – present] 

 
Date of Most Recent Search: 21/04/21   
Syntax:  
 

#1 noft((addict* OR alcohol* OR amphet* OR benzo* OR buprenorphine OR cannab* OR cocaine OR 
drink* OR drug* OR drunk* OR GHB OR ecstasy OR fentanyl OR hallucino* OR heroin OR 
inhalant* OR illict* OR inject* OR intoxica* OR ketamine OR LSD OR marij* OR MDMA OR meth 
OR methamphet* OR methadone OR narco* OR opiate* OR opioid* OR oxycodone OR overdos* OR 
pharma* OR polydrug* OR polysubstance* OR pseudoephedrine OR psychoactive* OR stimulant* 
OR substance* OR THC OR tranquil* OR weed) NEAR/5 ("caregive*" OR "care-giver*" OR "care 
give*" OR families OR family OR father* OR guardian* OR maternal OR mother* OR parent* OR 
paternal)) AND noft("comparison condition*" OR "comparison group*" OR "control condition*" OR 
"control group*" OR crossover OR evaluat* OR experiment* OR interven* OR match* OR meta-
analy* OR pilot* OR placebo* OR program* OR "propensity score*" OR random* OR RCT OR 
review* OR service* OR therap* OR train* OR treat* OR trial*) Limits applied  
Exclude:  
Document type: General Information; Editorial; News; Correspondence; Letter To The Editor; Source 
type: Newspapers 

 
 
  



Platform: Web of Science  
Databases:   

• Conference Proceedings Index  
• Current Contents Connect  
• Social Science Citation Index   

 
Date of Most Recent Search: 16/04/21 
Date Coverage: January 1900 – April 2021 
Syntax: [All searches run on TOPIC field] 
 

#1 (addict* NEAR/5 “caregive*” OR “care-giver*” OR “care give*” OR families OR family OR father* 
OR guardian* OR maternal OR mother* OR parent* OR paternal)) 

#2 (alcoholi* NEAR/5 (“caregive*” OR “care-giver*” OR “care give*” OR families OR family OR 
father* OR guardian* OR maternal OR mother* OR parent* OR paternal)) 

#3  (amphet* NEAR/5 (“caregive*” OR “care-giver*” OR “care give*” OR families OR family OR 
father* OR guardian* OR maternal OR mother* OR parent* OR paternal)) 

#4  (benzo* NEAR/5 (“caregive*” OR “care-giver*” OR “care give*” OR families OR family OR 
father* OR guardian* OR maternal OR mother* OR parent* OR paternal)) 

#5  (buprenorphine NEAR/5 (“caregive*” OR “care-giver*” OR “care give*” OR families OR family 
OR father* OR guardian* OR maternal OR mother* OR parent* OR paternal)) 

#6  (cannab* NEAR/5 (“caregive*” OR “care-giver*” OR “care give*” OR families OR family OR 
father* OR guardian* OR maternal OR mother* OR parent* OR paternal)) 

#7  (cocaine NEAR/5 (“caregive*” OR “care-giver*” OR “care give*” OR families OR family OR 
father* OR guardian* OR maternal OR mother* OR parent* OR paternal)) 

#8  (drink* NEAR/5 (“caregive*” OR “care-giver*” OR “care give*” OR families OR family OR father* 
OR guardian* OR maternal OR mother* OR parent* OR paternal)) 

#9  (drunk* NEAR/5 (“caregive*” OR “care-giver*” OR “care give*” OR families OR family OR 
father* OR guardian* OR maternal OR mother* OR parent* OR paternal)) 

#10  (GHB NEAR/5 (“caregive*” OR “care-giver*” OR “care give*” OR families OR family OR father* 
OR guardian* OR maternal OR mother* OR parent* OR paternal)) 

#11  (ecstasy NEAR/5 (“caregive*” OR “care-giver*” OR “care give*” OR families OR family OR 
father* OR guardian* OR maternal OR mother* OR parent* OR paternal)) 

#12 (fentanyl NEAR/5 (“caregive*” OR “care-giver*” OR “care give*” OR families OR family OR 
father* OR guardian* OR maternal OR mother* OR parent* OR paternal)) 

#13 (hallucino* NEAR/5 (“caregive*” OR “care-giver*” OR “care give*” OR families OR family OR 
father* OR guardian* OR maternal OR mother* OR parent* OR paternal)) 

#14 (heroin NEAR/5 (“caregive*” OR “care-giver*” OR “care give*” OR families OR family OR father* 
OR guardian* OR maternal OR mother* OR parent* OR paternal)) 

#15 (inhalant* NEAR/5 (“caregive*” OR “care-giver*” OR “care give*” OR families OR family OR 
father* OR guardian* OR maternal OR mother* OR parent* OR paternal)) 

#16 (illicit* NEAR/5 (“caregive*” OR “care-giver*” OR “care give*” OR families OR family OR father* 
OR guardian* OR maternal OR mother* OR parent* OR paternal)) 

#17 (inject* NEAR/5 (“caregive*” OR “care-giver*” OR “care give*” OR families OR family OR father* 
OR guardian* OR maternal OR mother* OR parent* OR paternal)) 

#18 (intoxicat* NEAR/5 (“caregive*” OR “care-giver*” OR “care give*” OR families OR family OR 
father* OR guardian* OR maternal OR mother* OR parent* OR paternal)) 

#19 (ketamine NEAR/5 (“caregive*” OR “care-giver*” OR “care give*” OR families OR family OR 
father* OR guardian* OR maternal OR mother* OR parent* OR paternal)) 

#20 (LSD NEAR/5 (“caregive*” OR “care-giver*” OR “care give*” OR families OR family OR father* 
OR guardian* OR maternal OR mother* OR parent* OR paternal)) 

#21 (marij* NEAR/5 (“caregive*” OR “care-giver*” OR “care give*” OR families OR family OR father* 
OR guardian* OR maternal OR mother* OR parent* OR paternal)) 

#22 (MDMA NEAR/5 (“caregive*” OR “care-giver*” OR “care give*” OR families OR family OR 
father* OR guardian* OR maternal OR mother* OR parent* OR paternal)) 

#23 (meth NEAR/5 (“caregive*” OR “care-giver*” OR “care give*” OR families OR family OR father* 
OR guardian* OR maternal OR mother* OR parent* OR paternal)) 



#24 (methamphet* NEAR/5 (“caregive*” OR “care-giver*” OR “care give*” OR families OR family OR 
father* OR guardian* OR maternal OR mother* OR parent* OR paternal))  

#25 (methadone NEAR/5 (“caregive*” OR “care-giver*” OR “care give*” OR families OR family OR 
father* OR guardian* OR maternal OR mother* OR parent* OR paternal)) 

#26 (narco* NEAR/5 (“caregive*” OR “care-giver*” OR “care give*” OR families OR family OR father* 
OR guardian* OR maternal OR mother* OR parent* OR paternal)) 

#27 (opiate* NEAR/5 (“caregive*” OR “care-giver*” OR “care give*” OR families OR family OR father* 
OR guardian* OR maternal OR mother* OR parent* OR paternal)) 

#28 (opioid* NEAR/5 (“caregive*” OR “care-giver*” OR “care give*” OR families OR family OR 
father* OR guardian* OR maternal OR mother* OR parent* OR paternal)) 

#29 (oxycodone NEAR/5 (“caregive*” OR “care-giver*” OR “care give*” OR families OR family OR 
father* OR guardian* OR maternal OR mother* OR parent* OR paternal)) 

#30 (overdos* NEAR/5 (“caregive*” OR “care-giver*” OR “care give*” OR families OR family OR 
father* OR guardian* OR maternal OR mother* OR parent* OR paternal)) 

#31 (polydrug* NEAR/5 (“caregive*” OR “care-giver*” OR “care give*” OR families OR family OR 
father* OR guardian* OR maternal OR mother* OR parent* OR paternal)) 

#32 (polysubstance* NEAR/5 (“caregive*” OR “care-giver*” OR “care give*” OR families OR family 
OR father* OR guardian* OR maternal OR mother* OR parent* OR paternal)) 

#33 (pseudoephedrine NEAR/5 (“caregive*” OR “care-giver*” OR “care give*” OR families OR family 
OR father* OR guardian* OR maternal OR mother* OR parent* OR paternal)) 

#34 (psychoactive* NEAR/5 (“caregive*” OR “care-giver*” OR “care give*” OR families OR family OR 
father* OR guardian* OR maternal OR mother* OR parent* OR paternal)) 

#35 (stimulant* NEAR/5 (“caregive*” OR “care-giver*” OR “care give*” OR families OR family OR 
father* OR guardian* OR maternal OR mother* OR parent* OR paternal)) 

#36 (THC NEAR/5 (“caregive*” OR “care-giver*” OR “care give*” OR families OR family OR father* 
OR guardian* OR maternal OR mother* OR parent* OR paternal)) 

#37 (tranquil* NEAR/5 (“caregive*” OR “care-giver*” OR “care give*” OR families OR family OR 
father* OR guardian* OR maternal OR mother* OR parent* OR paternal)) 

#38 (weed NEAR/5 (“caregive*” OR “care-giver*” OR “care give*” OR families OR family OR father* 
OR guardian* OR maternal OR mother* OR parent* OR paternal)) 

#39  (pharma* NEAR/5 (“caregive*” OR “care-giver*” OR “care give*” OR families OR family OR 
father* OR guardian* OR maternal OR mother* OR parent* OR paternal)) 

#40  (drug* NEAR/5 (“caregive*” OR “care-giver*” OR “care give*” OR families OR family OR father* 
OR guardian* OR maternal OR mother* OR parent* OR paternal)) 

#41  (substance* (“caregive*” OR “care-giver*” OR “care give*” OR families OR family OR father* OR 
guardian* OR maternal OR mother* OR parent* OR paternal)) 

#42 #1 OR #2 OR #3 OR #4 OR #5 OR #6 OR #7 OR #8 OR #9 #10 OR #11 OR #12 OR #13 OR #14 
OR #15 OR #16 OR #17 OR #18 OR #19 OR #20 OR #21 OR #22 OR #23 OR #24 OR #25 OR #26 
OR #27 OR #28 OR #29 OR #30 OR #31 OR #32 OR #33 OR #34 OR #35 OR #36 OR #37 OR #38 
OR #39 OR #40 OR #41 

#43 (“comparison condition*” OR “comparison group*” OR “control condition*” OR “control group*” 
OR crossover OR evaluat* OR experiment* OR interven* OR match* OR meta-analy* OR pilot* OR 
placebo* OR program* OR “propensity score*” OR random* OR RCT OR review* OR service* OR 
therap* OR train* OR treat* OR trial*) 

#44 #43 AND #44 
#45 Refined by: [excluding] DOCUMENT TYPES: ( LETTER OR BIBLIOGRAPHY OR EDITORIAL 

MATERIAL OR CORRECTION ADDITION OR CORRECTION ) 
Indexes=SSCI, CPCI-SSH Timespan=All years 

     



Websites 
 

Search Location Date URL and Strategy 

Action on Addiction 8/10/21 https://www.actiononaddiction.org.uk 
Examined all documents under Reports and Publications: https://www.actiononaddiction.org.uk/about/about-us/our-reports-
and-publications. 

Alcohol and Alcohol Science 
Database (ETOH) 

10/10/21 https://www.hazelden.org/websearch/etohsearch 
Attempted parent on title, abstract and descriptor fields. Attempted mother on title, abstract, and descriptor fields. 
Attempted father on title, abstract, and descriptor fields. All attempts timed out and did not move from "Working..." 
message on the screen. Discontinued in 2003. ETOH search structure uses Elasticsearch, a big data document database and 
search engine based on Lucene. Therefore: Search results will display the first 1000 results only; Searching is based on the 
exact terms entered; For the most thorough search results, perform separate multiple searches, using synonymous terms 
[such as "drug abuse" or "chemical dependency" or "substance misuse" or "alcoholism", etc.] and using the various search 
boxes [such as the "Any Word" or "Descriptor" or "Abstract" or "Title", etc.]. Elasticsearch does not support searching 
ETOH for a range of years, thesaurus-based related terms via one search, Boolean searching, word truncation, or exact 
phrase searching. Searching is by exact entered terms only. [For example, you will find different results for "relapse" or 
"relapse prevention" or "relapse prevention youth" or "relapse prevention adolescents" or "relapse prevention adolescents 
school", etc.]. Also tried alternative web hosting addresses and these also timed-out. 

Alcohol Change (merger or 
Alcohol Concern and Alcohol 
Research UK) 

10/10/21 https://alcoholchange.org.uk 
Under Research Hub, selected 'Treatment and recovery' topic and then 'Publication' document type (omitted fact sheets and 
blogs), then searched parent, mother, father. 

American Institutes for Research 10/10/21 https://www.air.org 
Under 'Our Work', examined publications in the 'Health' (Substance Use Disorders: Center for Addiction Research and 
Effective Solutions, AIR CARES) and 'Human Services' sections (Child Welfare; Early Childhood and Child 
Development). Then looked under 'Research & Evaluation'. Appeared to be no evaluations or research published on the 
website. 

AODstats.org.au 10/10/21 No publications related to interventions, monitoring data only. 
Australian Centre for Child 
Protection 

10/10/21 https://www.unisa.edu.au/research/australian-centre-for-child-protection/ 
Under 'Resources', examined all publications listed between 2005 and 2021. 

Australian Institute of Family 
Studies 

10/10/21 https://aifs.gov.au 
Did not search library catalogue as this contains journal articles, not just AIFS sources. Examined all publications under the 
following topic headings under 'Publications': Alcohol & Drug Use; Child Abuse & Neglect Prevention; Drug & Alcohol 
Abuse; Early Intervention and Prevention Programs; Engaging Hard-to-Reach Families; Evaluation; Family Counselling; 
Family Health and Wellbeing; Family Services; Family Support Program; Interagency Collaboration; Mental Health and 



Illness; Multiple & Complex Needs; Protecting Children from Abuse and Neglect; Research to Practice; Responding to 
Children at Risk; Risk Factors for Child Abuse; Working with Families & Children 

Australian Therapeutic 
Jurisprudence Clearinghouse  

10/10/21 https://aija.org.au/research/resources/ 
Examined resources under Problem-Solving Courts; Family Breakdown & Child Welfare; and Drug Courts. Merely a 
description of the approaches and a list of references. None focused on FTDC. 

Bibliomap 10/10/21 http://eppi.ioe.ac.uk/webdatabases/Intro.aspx?ID=7 
Examined list of keywords provided by the database and examined resources under the following keywords: alcohol, drugs, 
parenting, mental health, child neglect, emotional abuse. This produced ~4500 results. Used free-text function to search for 
parent terms and then combined these with alcohol and drug indexing terms, using AND. Examined nonpublished sources 
only.  Potentially eligible documents examined on full-text. 

California Evidence-Based 
Clearinghouse for Child Welfare 

10/10/21 https://www.cebc4cw.org 
Examined all evaluations with a rating of 2+ for 'Substance Abuse Treatment (Adults)' topic area. Five models for target 
population: https://www.cebc4cw.org/program/families-facing-the-future/; https://www.cebc4cw.org/program/arkansas-
center-for-addictions-research-education-and-services/; https://www.cebc4cw.org/program/families-actively-improving-
relationships/; https://www.cebc4cw.org/program/parent-child-assistance-program/; 
https://www.cebc4cw.org/program/project-link/ 

Campbell Systematic Reviews 16/4/21 https://onlinelibrary.wiley.com/journal/18911803 
"drug* OR substance* OR addict* OR alcohol*" in Title published in "Campbell Systematic Reviews"; reviews only 

Canadian Research Institute for 
Social Policy (CRISP) 

10/10/21 https://www.unb.ca/research/institutes/crisp/ 
Examined all publications under Policy Briefs (Policy Briefs and Policy Facts available) 

Centre for Evidence-Based 
Intervention (CEBI, Oxford 
University) 

10/10/21 https://www.spi.ox.ac.uk/cebi 
Examined all publications under the Barnett Papers in Social Research 

Centre for Evidence-Based Public 
Health Policy 

10/10/21 http://www.sphsu.mrc.ac.uk/Evidence/Research/Research_MAIN.html 
Examined all publications under Research & Reviews section of website 

Child Abuse and Neglect Digital 
Library (canDL) 

10/10/21 https://www.ndacan.acf.hhs.gov/candl/candl.cfm 
Use following search terms on their own and examined results: alcohol, substance, drug 

Child Abuse Library Online 
(CALiO) Commmunity 

10/10/21 https://calio.dspacedirect.org 
Examined Subject index (searched for add; alco; drug; subs), only one relevant subject area identified (addiction), with 3 
results, all were already captured by the overall systematic search. Examined all records under subject headings 'evaluation', 
'evaluation research', 'treatment', 'intervention', 'intervention - support', and 'interventions' 

Child Trends 10/10/21 https://www.childtrends.org/publications 
Filtered by the following topics: Child Welfare; Early Childhood; Early Childhood Data Collaborative; Families and 
Parenting; Health; Social and Emotional Development; Trauma; Youth Development. Used following document type filter: 
Presentation; Report; Research Brief. Then search each of the following terms individually and examined results: addiction, 
alcohol, drug, substance 

Child Welfare Information 
Gateway 

10/10/21 https://www.childwelfare.gov 



Under Publications, browsed by following topics: Family-Centred Practice; Preventing Child Abuse & Neglect; 
Responding to Child Abuse & Neglect; Supporting and Preserving Families; Achieving and Maintaining Permanency; 
Systemwide. Searched Library available on website. Under advanced search function (limited), used Program Evaluations 
filter and searched the Key Word field (which includes keywords, abstract, title). However, filter appears to not work, as 
journal articles were still captured in all search attempts, which all produced an unmanageable number of results which 
could not be exported (e.g., between 1,000 - 20,000+ records). Boolean operators also appear to not be working as intended, 
as the AND NOT to exclude journal titles does not exclude journals from the search results. Most stable/relevant result was 
searching substance AND parent* on Title AND (evaluation OR program OR intervention) on the Key Word field. Did not 
examine journal articles in search of Library. 

ChildData 10/10/21 http://www.cpa.org.uk/childdata/childdata.html 
Covers 1975 - 2017, now archived. Used indexing terms, as follows: ("DRUG USING PARENTS") AND 
(EVALUATION/THERAPY/TREATMENT/"INTERVENTION PROGRAMMES". Did not examine journal articles. 

DART-Europe E-theses Portal  10/10/21 https://www.dart-europe.org/basic-search.php 
Basic search functionality, used the following string: (parent* OR mother* OR father* OR maternal OR paternal) AND 
(drug* OR substance* OR alcohol* OR addict*) AND (evaluat* OR interven* OR treat*). Limited to English. Screened all 
results on title.  

Database of Promoting Health 
Effectiveness Research (DoPHER) 

10/10/21 https://eppi.ioe.ac.uk/webdatabases4/Intro.aspx?ID=9 
See PDF in file. Screened titles of all 92, only kept those not already captured by the systematic search. 

Drugscope 10/10/21 https://www.drugwise.org.uk/drugscope-reports/ 
Material covers 2004 - 2015. Examined reports under the following headings: Families; Multiple need; Treatment and 
recovery; Women 

e-Theses Online Service (eThOS) 10/10/21 https://ethos.bl.uk/Home.do 
Advance function allows combining of single terms (if there are multiple terms in a row, database treats the words as a 
phrase, see: https://ethos.bl.uk/SearchResults.do). Searched the following combinations on the abstract field and then 
screened titles of all results. Potentially eligible theses not already captured by systematic search screened in full. (parent 
AND addict AND evaluat); (parent AND addict AND interven); (parent AND addict AND treat); (parent AND addict AND 
therap); (parent AND alcohol AND evaluat); (parent AND alcohol AND interven); (parent AND alcohol AND treat); 
(parent AND alcohol AND therap); (parent AND drug AND evaluat); (parent AND drug AND interven); (parent AND drug 
AND treat); (parent AND drug AND therap); (parent AND substance AND evaluat); (parent AND substance AND 
interven); (parent AND substance AND treat); (parent AND substance AND therap). Repeated the above replacing parent 
with mother and then with father.  

Early Intervention Foundation 10/10/21 www.eif.org.uk 
Examined intervention models in the Guidebook which have an evidence rating of 3 + (at least one rigorous evaluation). 
Only reports not already captured by the systematic search were downloaded and screened for eligibility. 

Economic and Social Research 
Council (ESRC) 

10/10/21 https://esrc.ukri.org/research/research-and-impact-evaluation/ 
Examined all publications under Impact evaluation/Policy, practice and business impacts: evaluation studies.  



European Monitoring Centre for 
Drugs and Drug Addiction 
(EMCDDA) 

10/10/21 https://www.emcdda.europa.eu/publications_en 
Basic search functionality. Searched the following words individually: mother, father, parent, family, maternal, paternal 

Evidence for Policy and Practice 
Information & Coordinating Centre 
(EPPI-Centre) 

10/10/21 https://eppi.ioe.ac.uk/cms/Default.aspx?tabid=56 
Examined all documents under Publications. Databases housed by EPPI-Centre already searched. 

Family Drug Support Australia 10/10/21 https://www.fds.org.au 
No publications or resources section. Identified a magazine produced by the group, but unable to search or view the tables 
of contents to assess for eligibility. 

FLoSse Research 10/10/21 https://flosse.dss.gov.au/flossejspui/index.jsp 
This database houses publications that use Australian longitudinal datasets with no impact evaluations of interventions. Still 
searched with following string: title:(drug or alcohol or substance) AND title:(parent or mother or father). One report 
identified that was not eligible (prevalence study). 

Foundation for Alcohol Research 
and Education (Australia) 

10/10/21 https://fare.org.au 
Basic search functionality. Searched the Research Library using the following terms individually: mother, father, parent. 
Screened all search results on title. Potentially eligible documents screen on abstract or full-text. 

Health Technology Assessment 
Database (HTA)  

10/10/21 https://database.inahta.org 
Used advance search function to search the AB field: (mother* OR maternal OR father* OR paternal OR parent OR parents 
OR parental OR family OR families)[abs] AND (addict* OR alcohol* OR drug* OR substance*)[abs] AND (evaluat* OR 
interven* OR treat* OR therap* OR trial*); English only. All results screened on title and any potentially relevant were 
screened on abstract or full-text to determine eligibility. 

Institute of Alcohol Studies 10/10/21 https://www.ias.org.uk/ 
Examined all titles of documents under Publications. Any titles deemed potentially eligible were examined more closely for 
eligibility using their abstract or full-text. 

Joseph Rowntree Foundation 10/10/21 https://www.jrf.org.uk 
Use basic search function using the following terms: addict, alcohol, drug, substance. Results were then filtered to only 
show Reports. All captured titles were examined and any deemed potentially eligible were screened for eligibility using 
either their abstract or full-text. 

MDRC 10/10/21 https://www.mdrc.org/publications 
Examined all documents under the following sections within Publications: Focus Areas (Foster Care and Juvenile Justice; 
Family Relationships; Health) 

National Centre on Substance 
Abuse and Child Welfare  

10/10/21 https://ncsacw.samhsa.gov 
In the Interactive Bibliography section, filtered by Item Type (Report) and examined all titles under the following keywords 
provided by website: Substance Use Disorders and Treatment; Substance Use Disorders; Opioids; Neonatal Abstinence 
Syndrome; Methamphetamines; MAT; Marijuana; Infants with Prenatal Exposure; Fetal Alcohol Disorder; Family 
Treatment Court; Alcohol; Evidence-Based Practice(s); Evaluation; Peer and Recovery Specialists; Recovery Support. Only 
examined those not already captured by the systematic search. 



National Child Traumatic Stress 
Network 

10/10/21 https://www.nctsn.org 
Examined all reports in English, used the following terms to search for relevant documents under 'Resource Guides': addict, 
alcohol, drug, substance 

National Drug and Alcohol 
Research Centre (NDARC, 
Australia) 

11/10/21 https://ndarc.med.unsw.edu.au/resources 
Under Technical Reports and Monographs sections, used the following terms singularly: mother, father, family, parent 

National Institute on Alcohol 
Abuse and Alcoholism  

11/10/21 https://www.niaaa.nih.gov/health-professionals-communities#additional-reports 
Under 'Our Work', examined publications in the 'Health' (Substance Use Disorders: Cener for Addiction Research and 
Effective Solutions, AIR CARES) and 'Human Services' sections (Child Welfare; Eary Childhood and Child Development). 
Then looked under 'Rese 

National Institute on Drug Abuse 
(NIDA, US)  

11/10/21 https://www.drugabuse.gov 
Under NIDA Publications, used the Advanced Search function to filter all publications as follows: English; Research 
Reports/Publications (document types). Then examined publications under the following Topics: Treatment Research; 
Treatment; Relapse Prevention; Mental Health; Evidence-Based Practices; Women and Drugs; Children & Teens; Parents 
& Educators; 12-Step; Aftercare; Outpatient 

National Institute for Health and 
Care Excellent (NICE) 

11/10/21 https://www.nice.org.uk 
Used the following terms under 'Search for Evidence', included only primary evidence and excluded source types that had 
already been searched (e.g., CENTRAL) or that only contain peer-reviewed literature. All captured records screened on 
title, potentially eligible document further examined to determine eligibility using their abstract or full-text. (parent OR 
mother OR father OR maternal OR paternal OR family OR families) AND (addict* OR alcohol* OR drug* OR substance*) 
AND (evaluat* OR trial OR interven* OR therap* OR treat* OR experiment*) 

Northwest Professional Consortium 
(NPC) Research 

11/10/21 http://npcresearch.com/specialty-areas/ 
Examined all documents under the following Topic Areas: Child Abuse and Child Abuse Prevention; Drug Courts / 
Problem-Solving Courts; Substance Abuse Treatment; Early Childhood and Family Wellbeing 

National Society for the Prevention 
of Cruelty against Children 
(NSPCC) 

11/10/21 https://www.nspcc.org.uk 
Searched via NICE, as NSPCC research is indexed in their evidence database 

Networked Digital Library of 
Theses and Dissertations 

11/10/21 http://www.ndltd.org 
Utilised the following search, limited to English: (parent* OR mother* OR father* OR maternal OR paternal OR family OR 
families) AND (addict* OR alcohol* OR drug* OR substance*) AND (treat* OR therap* OR interven*) AND (evaluat* 
OR trial* OR pilot* OR experiment*). This produced 787 results, which were further refined by topic areas: Health, 
Treatment; Therapy; Family; Therapeutic; Psychology. All records screened on title and potentially eligible documents 
were examined for eligibility using their abstract or full-text. 

NHS Economic Evaluation 
Database (EED) and Database of 
Abstracts of Reviews of 
Effectiveness 

11/10/21 https://www.crd.york.ac.uk/CRDWeb/ 
Used following search: MeSH DESCRIPTOR Substance-Related Disorders IN DARE,NHSEED,HTA. Only examined 
documents that were not journal articles. Any potentially eligible titles were examined more closely for eligibility using 
their abstract or full-text. 

OAIster 11/10/21 https://www.oclc.org/en/oaister.html 



Limited search functionality and no help function to ascertain Boolean and syntax language that could be used. Searched 
for the following combinations on the Title and then the Subject fields. substance* AND mother*; substance* AND 
father*; substance* AND maternal; substance* AND paternal. Refined to English and unpublished literature only (e.g., 
theses, reports). 

OpenGrey 11/10/21 http://www.opengrey.eu/search/request?q=greynet 
Examined Subject areas and located one that was closest aligned with review topic: Humanities, psychology and social 
sciences/Psychology. Searched within that subject using the following string: discipline:(05Q) AND ((parent* OR mother* 
OR father* OR maternal OR paternal OR family OR families) AND (addict* OR alcohol* OR drug* OR substance*)). 
Limited to English and examined all records for relevancy. 

Parent Mental Health systematic 
map database (hosted by EPPI-
Centre) 

11/10/21 https://www.scie.org.uk/publications/map/map01.asp 
On free-text, used the following terms: addict* OR alcohol* OR drug* OR substance*, then excluded theoretical pieces 
using provided filters. All titles examined and any potentially eligible were screened more closely for eligibility using their 
abstract or full-text. 

RAND Corporation 11/10/21 https://www.rand.org/topics.html 
Examined all documents under the following Topics: Alcohol; Child Abuse & Neglect; Child Welfare; Child Development; 
Cocaine; Drug Courts; Health Care Program Evaluation; Mental Health Treatment; Neonatal Care; Opioids; Parenting; 
Prenatal Health; Prescription Drug Abuse; Substance Abuse Treatment; Substance Use Harm Reduction 

SAMHSA’s National Registry of 
Evidence-Based Programs and 
Practices 

11/10/21 https://www.samhsa.gov/resource-search/ebp 
Use the following search terms: parent* OR mother* OR maternal OR father* OR paternal OR family OR families. 
Examined all results for relevance/eligibility. 

Save the Children 11/10/21 https://www.savethechildren.org.au 
Examined all titles under 'Evaluation Reports' section of the website. 

Social Care Online 11/10/21 https://www.scie-socialcareonline.org.uk 
Used the following search, restricted to books, some of which appeared to be reports (choice between digital media, journal 
articles or books as content types). Current search (with results shown below) 
(New Combined Search: 
(Combined: 
Parents   [  
 -  PublicationTitle:'parent OR mother OR father OR maternal OR paternal OR family OR families'  
 - OR AbstractOmitNorms:'parent OR mother OR father OR maternal OR paternal OR family OR families'  
 - OR SubjectTerms:'"mothers"' including related terms  
 - OR SubjectTerms:'"fathers"' including related terms  
 - OR SubjectTerms:'"families"' including narrower terms 
]  
AND 
Substance   [  
 -  PublicationTitle:'addict* OR alcohol* OR drug* OR substance*'  
 - OR AbstractOmitNorms:'addict* OR alcohol* OR drug* OR substance*'  



 - OR SubjectTerms:'"addiction"' including related terms  
 - OR SubjectTerms:'"alcohol misuse"' including related terms  
 - OR SubjectTerms:'"drug misuse"' including related terms  
 - OR SubjectTerms:'"substance misuse"' including related terms 
]  
AND 
Evaluation   [  
 -  PublicationTitle:'evaluat* OR trial OR interven* OR therap* OR treat* OR experiment*'  
 - OR AbstractOmitNorms:'evaluat* OR trial OR interven* OR therap* OR treat* OR experiment'  
 - OR SubjectTerms:'"evaluation"' including related terms  
 - OR SubjectTerms:'"intervention"' including related terms  
 - OR SubjectTerms:'"treatment"' including this term only 
] 
)  
AND 
Content Type   [  
 -  ContentTypes:'government publication'  
 - OR ContentTypes:'research'  
 - OR ContentTypes:'research review'  
 - OR ContentTypes:'statistical publication'  
 - OR ContentTypes:'systematic review'  
 - NOT FormatType:'journal article'  
] 
) 

Social Care Institute for Excellence 
(SCIE, including ELSC) 

11/10/21 https://www.scie.org.uk 
Examined all documents under 'Research resources'; 'Reports'; and 'Knowledge reviews'.  

Social Science Research Network 
(SSRN) 

11/10/21 https://www.ssrn.com/index.cfm/en/ 
Does not appear that Boolean language is recognised by the search (e.g., no results for searches with AND and searches 
combining terms with OR seemed to reduce results). Searched each of the following 'parent' terms singularly on TI/AB/KW 
fields: parent, mother, maternal, father, paternal. Then searched within the results with each of the following substance 
terms: addict, alcohol, drug, substance. Only examined non-journal titles.  

The Evidence Network  11/10/21 https://www.theevidencenetwork.com 
No option for searching or browsing evidence produced by the group 

The Urban Institute 11/10/21 https://www.urban.org 
Unclear if Boolean language recognised (addition of AND clauses expanded searches to >4,400 from >2,500). No option to 
download or refine within search results, aside from by source type. Narrowing to 'Publication' retains > research 
documents (e.g., letters, blog-like posts). Unfeasible to screen number of results individually. Navigated to 'Research' 



section and selected 'All Publications', option to search within publications. Used the following terms individually: addict, 
alcohol, drug, substance. 

Turning Point  11/10/21 https://www.turningpoint.org.au 
Examined projects under Policy&Research/Impact. No trial projects relevant to review. Other areas of research are not 
focused on intervention (e.g., prevalence). 

What Works Clearinghouse 11/10/21 https://ies.ed.gov/ncee/wwc/ 
In search mode for 'Publications & Products' used the following terms to locate documents published pior to October 2021 
on the Title field and then on Subject field. All documents screened on Title and Abstract for relevancy. 

What Works for Children Social 
Care 

11/10/21 https://whatworks-csc.org.uk 
Under the 'Evidence Store' examined all records for relevancy 

United Nations Office on Drugs 
and Crime (UNODC) 

11/10/21 https://www.unodc.org 
Under 'What we do', navigated to Evaluation Reports and then examined all reports for all years (no search functionality). 

 

Journal Hand Searches 
 

Title Issues Screened 
(pre May 2021) 

Addiction Vol 116, Issues 1 - 4 
Child Abuse and Neglect Vol 111 - Vol 115 
Child Abuse Review Vol 30, Issues 1 + 2 
Child and Adolescent Social Work Journal Vol 38, Issues 1 + 2 
Child Maltreatment Vol 26, Issues 1 + 2 
Children and Youth Services Review Vol 120 - 123 
Journal of Drug Issues Vol 51, Issues 1 + 2 
Journal of Experimental Criminology Vol 16, Issue 4; Vol 17, Issue 1 
Substance Abuse Vol 42, Issues 1 + 2 

 

Trial Registries 
 

Registry URL 

Australian and New Zealand Clinical Trials Registry Covered by CENTRAL search 



ClinicalTrials.gov Covered by CENTRAL search 
Clinical Trials Results  Covered by CENTRAL search 
Cochrane Central Register of Controlled Trials (CENTRAL) Covered by CENTRAL search 
ISRCTN Registry (controlled-trials.com)  Covered by CENTRAL search 
NIH RePORTER Basic search functionality, searched the following terms: mother* OR father* OR parent* 

OR family OR families. Only one clinical study identified and this was ineligible. 
Trials Register of Promoting Health Interventions (TRoPHI) https://eppi.ioe.ac.uk/webdatabases4/Intro.aspx?ID=12 

Screened all results on title (n = 196), any potentially eligible (not already captured by 
overall systematic searched) were examined on Abstract and/or full-text for eligibility (n = 
11). None met eligibility criteria. 
 
1 Freetext (All but Authors): "parent*" OR "mother*" OR "father*" OR paternal OR 

maternal  
2 Freetext (All but Authors): "addict*" OR "alcohol*" OR "drug*" OR "substance*"  
3 2 AND 3  
4 What type of study does this report describe?: trial (non-randomised) OR outcome 

evaluation OR RCT  
5 4 AND 5  

Unreported Trials Register Could not be located, despite comprehensive web search 
UK Clinical Research Network (UKCRN Study Portfolio) Does not appear to be a database to search for trial registries 
WHO International Clinical Trials Registry Platform Covered by CENTRAL search 

 
 



Appendix C: Network Diagrams 
 
Figure C1: Child Abuse Potential Network Diagram (Post-Intervention; k = 7) 
 
 
 
 
 
 
 
 
 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
Note. This figure only contains studies with sufficient data to calculate effect sizes. Node 1 = No parental substance misuse treatment component + one other component 
(e.g., child- or parent-focused). Node 2 = Parent substance misuse treatment component + parent and/or parenting treatment component. Node 3 = Parent substance misuse 
treatment component + multiple treatment foci across parent, child, and family. Node 4 = Parent substance misuse treatment component + multiple treatment foci across 
parent, child, and family + case-management. 
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Figure C2: Child Cognition Network Diagram (Post-Intervention; k = 6) 
 
 
 
 
 
 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Note. This figure only contains studies with sufficient data to calculate effect sizes. Node 1 = No parental substance misuse treatment component + child-focused intervention 
component. Node 2 = No parental substance misuse treatment component + two or more treatment components focused on parent wellbeing, parenting, child wellbeing, or 
family functioning.  
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Figure C3: Child Emotional and Behavioural Problems Network Diagram (Post-Intervention; k = 9) 
 
 
 
 
 
 
 
 
 
 
 
  
 
 
  
 
 
 
 
 
 
 
 
 
 
 
Note. This figure only contains studies with sufficient data to calculate effect sizes. Node 1 = No parental substance misuse treatment component + child-focused intervention 
component. Node 2 = No parental substance misuse treatment component + parent-focused intervention component. Node 3 = No parent substance misuse treatment 
component + two or more treatment components focused on parent wellbeing, parenting, child wellbeing, or family functioning. Node 4 = Parent substance misuse 
component + parent-focused intervention component. Node 5 = Parent substance misuse treatment component + two or more treatment components focused on parent 
wellbeing, parenting, child wellbeing, or family functioning. 
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Figure C4: Child Emotional and Behavioural Problems Network Diagram (Follow-Up; k = 6) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
 
 
 
 
Note. This figure only contains studies with sufficient data to calculate effect sizes. Node 1 = Parental substance misuse treatment component + parent-focused wellbeing 
intervention component. Node 2 = Parental substance misuse treatment component + parenting-focused intervention component. Node 3 = Parent substance misuse treatment 
component + two or more treatment components focused on parent wellbeing, parenting, child wellbeing, or family functioning.  
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Figure C5: Child Externalising Problems Network Diagram (Post-Intervention; k = 6) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Note. This figure only contains studies with sufficient data to calculate effect sizes. Node 1 = No parental substance misuse treatment component + child-focused intervention 
component. Node 2 = No parental substance misuse treatment component + parenting-focused intervention component with incentives. Node 3 = No parental substance 
misuse treatment component + parenting-focused intervention component without incentives. Node 4 = Parental substance misuse treatment component + overall family-
functioning intervention focus. Node 5 = No parental substance misuse treatment component + two or more treatment components focused on parent wellbeing, parenting, 
child wellbeing, or family functioning. 
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Figure C6: Retaining Parental Care Network Diagram (Post-Intervention; k = 10) 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
Note. This figure only contains studies with sufficient data to calculate effect sizes. EMP = Empowering Moms parent, parenting, and family-focused program set in in the 
home.  
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Appendix E: Risk of Bias for Studies Included in Quantitative Synthesis 
 
 
Figure E.1: Risk of Bias Summary for Randomised Controlled Trials 
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Table E.1: Risk of Bias Ratings for Randomised Studies 
 
 

  



Table E.2: Risk of Bias Ratings for Non-Randomised Studies 
 

Citation Selection Bias Study Design Confounders Blinding Data Collection 
Methods 

Withdrawals / 
Dropouts 

Abrahams (2007) Moderate Moderate Weak Moderate Weak Moderate 
Abrahams (2010) Moderate Moderate Strong Moderate Strong Moderate 
Brook (2007) Weak Moderate Strong Moderate Weak Weak 
Chuang (2012) Weak Moderate Strong Moderate Weak Weak 
Conerly (1999) Weak Moderate Strong Weak Strong Weak 
Dakof (2009) Strong Moderate Strong Moderate Moderate Weak 
Dyba (2019) Moderate Moderate Strong Weak Strong Moderate 
Hall (2014) Moderate Moderate Strong Moderate Strong Moderate 
Hall (2015) Moderate Moderate Strong Moderate Strong Moderate 
Hall (2016) Moderate Moderate Weak Moderate Strong Moderate 
Harwin (2018) Strong Moderate Weak Moderate Moderate Strong 
Hünseler (2013) Strong Moderate Strong Moderate Moderate Moderate 
Kilbride (2000) Moderate Strong Weak Moderate Strong Weak 
Leakey (2005) Moderate Moderate Strong Weak Strong Weak 
Lloyd (2021) Strong Moderate Strong Moderate Moderate Moderate 
Moore (2020) Weak Moderate Strong Moderate Weak Weak 
Penny (2011) Weak Moderate Strong Weak Weak Moderate 
Quittan (20004) Moderate Moderate Weak Moderate Strong Moderate 
Sanmartin (2020) Strong Moderate Strong Moderate Moderate Moderate 
Schaeffer (2013) Strong Moderate Strong Weak Moderate Moderate 
Singh (2020) Moderate Moderate Strong Moderate Moderate Weak 
Sorensen (1993) Moderate Strong Weak Moderate Weak Strong 
Sullivan (1984) Weak Strong Weak Weak Strong Weak 
Worcel (2008) Moderate Moderate Strong Moderate Moderate Moderate 

 



±Wherever possible, assigned participants are reported. Attrition figures focused loss of cases from assignment to post-intervention outcome measurement. 

Appendix E: Study Summary Tables 
 

Table E1: Interventions Focused on Parents, Families, and/or Children With No Explicit Component For Treating Substance Misuse 
 
 

Study Design Intervention Sample 
Bada et al. (2015) 

Location: United States 

Funding: 

Children’s Miracle 

Network 

RCT 

Outcome measurement: 

~12-months after treatment 

 

Comparison:  

Alternative treatment 

(5mg/kg of Clonidine per 

day, divided into 8 doses) 

Pharmacological comparison between 

Morphine and Clonidine for Neonatal 

Abstinence Syndrome (NAS)  

Setting: Hospital NICU, home setting 

if discharged upon stabilisation and 

CPS verified safe home environment 

Duration: Morphine mean = 42.7 days 

treatment (21 days in hospital); 

Clonidine mean = 32 days treatment 

(14.9 days in hospital) 

Intensity: 5 mg/kg per day, divided 

into 8 doses given every 3 hours 

Format: Oral administration  

Implementers: Health practitioners, 

mothers if discharged home (trained 

prior). 

Content: Morphine and medical 

monitoring 

 

Participants: Infants only 

Sample size
±
: N = 34 (n Morp = 15; n Clon = 16) 

(3 infants medically excluded after enrolment) 

Parent demographics: None reported 

Child demographics: 
• Mean age (weeks): Morph. = 37.8 (1.8); Clon. = 37.8 (1.4)  

• Gender (%Female): Morph. = 53.3%; Clon. = 37.5% 

• Ethnicity: Not reported 

• M birthweight (grams): Morph. = 3024.6; Clon. = 2763.9; 

Recruitment: Informed consent sought when clinical decision made 

to begin pharmacologic treatment for NAS 

Eligibility criteria: Age 7-days; gestational age ≥36 weeks; verified 

prenatal opiate exposure (toxicology); specified level of NAS 

symptomology at consecutive screenings; no seizures, major 

medical conditions, or major congenital malformations; stable 

blood pressure; survival likely. 
Group equivalence: No statistically significant differences 

Attrition: Morph. = 20%; Clon. = 25%  

Black et al. (1994) 

Location: United States 

Funding: 

National Centre on Child 

Abuse and Neglect 

RCT 

Outcome measurement: 

Post-intervention 

Comparison:  

TAU (usual 

multidisciplinary care from 

specialised clinic for 

infants born to substance 

misusing mothers, regular 

Home-visiting with usual specialised 

multidisciplinary care 

Setting: Home + Clinic 

Duration: 18-months 

Intensity: 2 x 1-hour visits prior to 

birth, fortnightly 1-hour visits from 

birth to 18-months. Mean visits = 12 

(SD = 9); Mean duration (phone and 

home-visits) = 25 (SD = 19). 

Participants: Families 

Sample size
±
: N = 60 (n Exp = 31; n Comp = 29) 

Parent demographics (mothers only):  
• Mean age: Exp = 26.4; Comp = 27.9 

• Ethnicity: Not reported 

• HIV positive: Exp = 45%; Comp = 35% 

• Substance use: 

Exp = Heroin (80%); Alcohol (52%); Cigarettes (97%) 

Com = Heroin (93%); Alcohol (41%); Cigarettes (97%) 



±Wherever possible, assigned participants are reported. Attrition figures focused loss of cases from assignment to post-intervention outcome measurement. 

Study Design Intervention Sample 
clinical visits until 18-

months and 

encouragement to enrol in 

substance misuse 

treatment) 

Format: Individual, F2F and phone 

Implementers: Community health 

nurses 

Content: Four objectives for home-

visits: (1) build therapeutic alliance 

with mothers; (2) support mother and 

her needs; (3) promote positive child 

development and parent-child 

interactions; and (4) advocate and 

provide information about caring for 

child, child development, and relevant 

referrals to services. Two 

developmental curriculums guided (3) 

and (4).   

 

• Prior incarceration: Exp = 55%; Comp = 69% 

• Education (years): Exp = 10.9; Comp = 11.0 

• Single: Exp = 100%; Comp = 93% 

• Mean N children: Exp = 2.4; Comp = 2.2 

Child demographics: 
• Gender (%Female): Exp = 55%; Comp = 41% 

• African American: Exp = 88%; Comp = 90% 

• Birthweight (grams): Exp = 3047; Comp = 2792 

• Premature: Exp = 19%; Comp = 31% 

• Neonatal abstinence syndrome: Exp = 32%; Comp = 39%  

Recruitment: Participants recruited from a hospital prenatal clinic 

Eligibility criteria: Self-reported prenatal cocaine or heroin use 
Group equivalence: Birth weight significantly higher in treatment 

group; APGAR at 5-mins higher in comparison group 

Attrition: Exp = 35.5%; Comp = 20.7% 
Butz et al. (2001) 

Location: United States 

Funding: 

National Institute of 

Nursing Research; 

National Institutes of 

Health 

RCT 

Outcome measurement: 

Post-intervention 

(approximately 6 to 18-

months after treatment 

completion) 

Comparison:  

TAU (standard care, not 

otherwise specified) 

Home-visiting intervention 

Setting: Home 

Duration: 18-months 

Intensity: Unclear, 16 x sessions of 

unknown duration, with more frequent 

visits reported 6-months postpartum. 

Mean visits: 12.8 (SD = 3.2) 

Format: Individual 

Implementers: Nurses (paediatric 

specialists for drug-exposed infants) 

Content: Aimed to build caring 

relationship with caregiver, provide 

emotional support, monitor child 

health and development, and model 

positive parent-child interactions. 

Informed by two developmental 

curriculums, which provided step-by-

step instructional sheets for parents. 

Participants: Mothers and infants 

Sample size
±
: N = 100 (n Exp = 51; n Comp = 49) 

(204 assigned, but attrition or assigned not reported by group) 

Parent demographics (mothers only):  
• Mean age: Exp = 28.9; Comp = 28.0 

• Ethnicity: Not reported 

• Substance use (postnatal): 

Exp = Alcohol (28.8%); Other drugs (71.2%) 

Com = Alcohol (36.2%); Other drugs (56.9%) 

• Education (level): Exp = 11.2; Comp = 11.4 

• Single: Exp = 96.6%; Comp = 100% 

Child demographics: 
• Gestational age (weeks): Exp = 38.3; Comp = 38.7 

• Gender (%Female): Exp = 59.3%; Comp = 41.4% 

• Ethnicity:  

Exp = African American > White/Other 

Comp = African American > White/Other 

• Prenatal exposures: 



±Wherever possible, assigned participants are reported. Attrition figures focused loss of cases from assignment to post-intervention outcome measurement. 

Study Design Intervention Sample 
Exp = Nicotine (88%); Cocaine (20%); Opiates (20%); Cocaine 

+ Opiates (59%); Daily alcohol (9%) 

Comp = Nicotine (79%); Cocaine (20%); Opiates (22%); 

Cocaine + Opiates (57%); Daily alcohol (9%) 

Recruitment: Identification by postpartum health practitioners 

Eligibility criteria: Medically documented or parent self-reported 

opiate use or positive urine toxicology screen; infant born at one of 

two target hospitals; mother aged 19-40 years. Exclusions: infant 

admission to NICU for >24 hours or <35-weeks gestation, infant 

discharged into foster care, mothers with major psychiatric 

disorders. 
Group equivalence: Significantly more females assigned to 

treatment group, no other differences 

Attrition: Overall = 57.4% 
Conerly (1999) 

Location: United States 

Funding: None reported 

Unmatched control group 

design 

Outcome measurement: 

Post-intervention 

Comparison:  

TAU (usual medical 

services in the community) 

Comprehensive Child Development 
Program 
Setting: University clinic 

Duration: 3 – 4 years 

Intensity: Not reported 

Format: Not reported 

Implementers: Not reported 

Content: No further specification than 

“comprehensive family-centred 

services” (p. 26) 

 

Participants: Unclear (likely families and/or children only) 

Sample size
±
: N = 33 (n Exp = 23; n Comp = 10) 

Parent demographics (mothers only):  
• Mean age: Exp = 45.3; Comp = 35.2 

• Ethnicity:  

Exp = African American > White  

Comp = African American > White 

• Employed: Exp = 65%; Comp = 60% 

• Socioeconomic status (USD): 

Exp = <5K (22%); 5K – 20K (69%); >20K = 4%  

Comp = <5K (30%); 5K – 20K (40%); >20K = 30% 

• Education (years): Exp = 12.8; Comp = 12.6 

• Mean N children: Exp = 2.8; Comp = 2.8 

• Marital status: 

Exp = Single > Married = Widowed 

Comp = Single > Married  

Child demographics: 
• Mean age (months, at assessment): Exp = 45.8; Comp = 45.8 

• Gender (%Female): Exp = 43.5%; Comp = 40.0% 

• Ethnicity:  



±Wherever possible, assigned participants are reported. Attrition figures focused loss of cases from assignment to post-intervention outcome measurement. 

Study Design Intervention Sample 
Exp = African American > White 

Comp = African American > White 

• Birthweight (grams): Exp = 2727.5; Comp = 2681.8  

• Premature: Exp = 24%; Comp = 30% 

Recruitment: Not reported 

Eligibility criteria: Not reported, all children appeared to be 

recruited upon positive cocaine toxicology at birth or during 

pregnancy 
Group equivalence: Between group results for conditions eligible 

for the review not provided. Inspection of presented data suggests 

groups were equivalent. 

Attrition: Not reported 
Davis-Susser (1990) 

Location: United States 

Funding: 

None reported 

Unmatched control group 

design 

Outcome measurement: 

Baseline, post-intervention 

(immediate) 

Comparison:  

Control (not otherwise 

specified) 

Children's COA Group 
Setting: Community Health Clinic 

Duration: 8-weeks 

Intensity: Weekly, 90-minutes duration 

Format: Face-to-face, group 

Implementers: Staff clinician and 

psychology intern 

Content: Session content adapted from 

Chemical Abuse Prevention Program. 

Content topics: feelings (identification, 

expression); psychological defences 

(identification, appropriate use); 

psychoeducation about chemical 

dependency; problem-solving; family 

structures and relationships; parent-

child session to encourage open 

communication; exploration of unique 

strengths of children. Didactic 

material, discussion encourage, use of 

audio-visual aids. Snack break and 

interactive games/activities. 

Participants: Children of alcoholic parents aged 6-11 years 

Sample size
±
: N = 40 (n Exp = 30; n Comp = 10) 

Parent demographics:  
• Mean age: Not reported 

• Gender (%Female): Both  

• Ethnicity: Not reported 

• Education (level): Not reported 

• Unemployed: Not reported 

• Substance: Alcohol. Exp: Mother only (20%); Father only 

(60%); Both parents (20%). Comp = Mother only (10%); Father 

only (60%); Both parents (30%).  

• Marital status: Exp = Intact family (30%); Separated/Divorced 

(70%). Comp = Intact family (0%); Separated/Divorced (100%). 

Child demographics: 
• Mean age (years): Exp = 7.4 - 8.3 (across 3 treatment groups); 

Comp = 8.4(1.7) 

• Gender (%Female): Exp = 36.67%; Comp = 40.0% 

• Ethnicity: Not reported 

Recruitment: Children referred to group by therapists at public 

outpatient clinic, at child guidance clinic and in private practice, by 

service providers in other professional agencies and community 

programs, and by parents. Eligible children invited to participate 



±Wherever possible, assigned participants are reported. Attrition figures focused loss of cases from assignment to post-intervention outcome measurement. 

Study Design Intervention Sample 
 after initial intake by researchers, with permission for inclusion 

requested from the parents of all children admitted to the program. 

Eligibility criteria: 1) Between six and 11 years old, 2) have at least 

one alcoholic parent, and 3) have at least one parent involved in 

some form of treatment/recovery program (i.e., psychotherapy, AA, 

ACOA, and/or Alanon). Children who presented severe behavioural 

management problems were not accepted and were referred to other 

more appropriate services. 
Group equivalence: Unclear 

Attrition: Exp = 0%; Comp = 0% 

Ernst et al. (1999) 

Location: United States 

Funding: 

Center for Substance 

Abuse Prevention, US 

Public Health Service 

RCT 

Outcome measurement: 

Baseline; post-intervention 

(child aged 36-months) 

Comparison:  

TAU (access to usual 

services, contacted by 

phone or letter every 6-

months for purposes of 

outcome collection) 

Seattle Birth to 3 Program / Parent–
Child Assistance Program (P-CAP) 
Setting: Home 

Duration: 3 years 

Intensity: Weekly in first 6 weeks, then 

approximately fortnightly (visits 

ranged from 29-95+ minutes per week) 

Format: Face-to-face, family 

Implementers: Paraprofessional 

advocates 

Content: 

Case management and/or advocacy 

approach, focused on reducing 

substance misuse and parent and child 

physical and psychological health. 

Informed by relational theory, which 

underscores importance of “positive 

interpersonal relationships within an 

intervention setting”. Via this trusting 

relationship, paraprofessionals aim to 

motivate clients to make positive 

changes, set goals, and engage in 

referred treatments. Ongoing 

Participants: Parents 

Sample size
±
: N = 61 (n Exp = 30; n Comp = 31) 

Parent demographics:  
• Female: Exp = 100%; Comp = 100% 

• Age (years): Exp = 27.6; Comp = 27.8 

• Ethnicity: Exp = African American 30%; Caucasian 33%; 

Native American 23%; Other 13%.  Comp African American 

36%; Caucasian 42%; Native American 16%; Other 6% 

• SES: Public assistance is source of income:  

Exp = 83%; Comp = 90% 

• Comorbidity:  

Exp = Childhood adversity: Parental substance use 74%; Child 

abuse 66%; Foster care placement(s) 55%.  

Comp = Childhood adversity: Parental substance use 79%; 

Child abuse 56%; Foster care placement(s) 40% 

• Substance Use:  

Exp = During pregnancy: Alcohol 80%; Binge alcohol 33%; 

Cocaine 87%; Marijuana 50%; Heroin 30%; Other 17%; 

Cigarettes 93%. Baby's father used drugs/alcohol 56%.  

Comp = During pregnancy: Alcohol 74%; Binge alcohol 36%; 

Cocaine 87%; Marijuana 52%; Heroin 36%; Other 26%; 

Cigarettes 84%. Baby's father used drugs/alcohol 56% 

• Marital Status: Single/separated/divorced, Exp = 73%; Comp = 

71%. 

• Education (years): Exp = 11.6. Comp = 11.5. 



±Wherever possible, assigned participants are reported. Attrition figures focused loss of cases from assignment to post-intervention outcome measurement. 

Study Design Intervention Sample 
monitoring of child safety and 

wellbeing. 

 

• Transitional/homeless: Exp = 63%. Comp = 43% 

• Previous incarceration: Exp = 81%. Comp = 77% 

Child demographics: Not reported 
Recruitment: Referral and invitation after screening by researchers 

at hospitals, community health and social welfare agencies (July 

1991 – December 1992). Mothers were interviewed within 1 week 

after postpartum or enrolment.  

Eligibility criteria: Heavy use of alcohol or drugs during pregnancy. 

Singleton birth, little to now involvement with other social or health 

services during. ‘Heavy use’ = binge drinking (≥ 5 drinks per 

occasion) ≥ once-a-month, and/or illicit substance use approx. 

weekly or more during pregnancy.  
Group equivalence: No statistically significant differences based on 

baseline demographics for mothers or children 

Attrition: Exp = 6.67%; Comp = 19.35% 

Flannery et al. (2020) 

Location: United States  

Funding: 

National Institute on Drug 

Abuse 

RCT 

Outcome measurement: 

~18-months after treatment 

completion 

 

Comparison:  

Morphine 

Pharmacological comparison between 

Methadone and Morphine for Neonatal 

Abstinence Syndrome (NAS) 
Setting: Hospital 

Duration: Mean days = 21.8 (SD = 15) 

Intensity: 4-hourly 

Format: Individual 

Implementers: Health practitioners 

Content: Titrated Methadone or 

Morphine, alternating with placebo 

every 4 hours, dose determined by 

infant weight. Upwards titration based 

on specific scores on NAS assessment 

and occurred until withdrawal control 

achieved. Upon stabilisation, 

downward titration by 10% every 12-

48 hours until 20% of initial dose. 

Participants: Infants only 

Sample size
±
: N = 117 (n Meth = 59; n Morph = 58) 

Parent demographics:  
• Psychiatric diagnosis: Meth = 72.4%; Morph = 63.8% 

• Maintained Buprenorphine: Meth = 34.5%; Morph = 32.8% 

• Maintained Methadone: Meth = 65.5%; Morph = 60.3% 

• > 5 cigarettes in pregnancy: Meth = 56.9%; Morph = 25.9% 

Child demographics: 
• Mean age (weeks): Meth = 39.2; Morph = 39.1 

• Gender (%Female): Meth = 50%; Morph = 50% 

• Ethnicity:  

Meth = White > Hispanic > Other 

Morph = White > Other > Hispanic 

• Mean birthweight (grams): Meth = 3186; Morph = 3128 

Recruitment: Not reported 

Eligibility criteria: Mothers treated for opioid misuse or chronic 

pain during pregnancy with Methadone or Buprenorphine + at least 

1-2 prenatal visits in 3
rd

 trimester. Children born ≥37 weeks 



±Wherever possible, assigned participants are reported. Attrition figures focused loss of cases from assignment to post-intervention outcome measurement. 

Study Design Intervention Sample 
Observation for 48 hours prior to 

discharge.  
gestation, no evidence of sepsis, major congenital abnormalities or 

genetic disorders. Mothers ingesting >3oz alcohol per week during 

pregnancy excluded. 
Group equivalence: No statistically significant differences, aside 

from significantly higher proportion of infant assigned to Morphine 

also requiring Phenobarbital at discharge 

Attrition: Meth. = 20.3-27.1%; Morph. = 37.9-41.2% 
Haight et al. (2010) 

Location: United States 

Funding: 

Illinois Department of 

Children and Family 

Services; National Institute 

on Drug Abuse 

RCT 

Outcome measurement: 

Baseline, post-intervention 

 

Comparison:  

Waitlist control 

Life Story Intervention 

Setting: Home and community 

Duration: 7-months 

Intensity: Weekly, 1-hour sessions 

Format: Individual 

Implementers: Community clinicians 

with postgraduate training (e.g., 

teachers, child welfare practitioners, 

counsellors) 

Content: Narrative-informed therapy 

drawing on relational and trauma-

informed practices. Initial phase (2-

months) is focused on building 

therapeutic relationship with the child, 

for example, through joint activities of 

the child’s choosing. Second phase 

focuses on “co-construction of 

personal narratives”, supplemented 

with psychoeducation about parental 

substance misuse. Final phase is 

focused on supportive termination. 

 

Participants: Children/adolescents only  

Sample size
±
: N = 23 (n Exp = 12; n Comp = 10) 

(Reason for loss of 1 participant or allocated group not reported) 

Parent demographics (overall sample only):  
• Polysubstance misusers: 67% 

• Parent incarcerated for drug offence: 73% 

• Intergenerational drug misuse: 67% 

Child demographics (overall sample only): 
• Mean age (years): 9.6 

• Gender (%Female): 40% 

• Ethnicity: 100% Caucasian 

• Substantiated cases of neglect: 73% 

• Substantiated cases of physical or sexual abuse: 27% 

• Mean length of time in care: 23.7 months 

• Mean number of placements: 1.9 

• Residing in foster or kinship care: 100% 

Recruitment: Referral from child welfare 

Eligibility criteria: Children aged 7 – 15 years in foster care, with 

parent(s) who misused methamphetamine 
Group equivalence: Authors report no statistical differences 

between children completing the study, but between groups data not 

reported to verify 

Attrition: Exp = 33.3%; Comp = 30.0% 
Hojjat (2015) 

Location: Iran 

RCT 

Outcome measurement: 

Setting: Unclear 

Duration: 4-weeks 

Participants: Adolescents only 

Sample size
±
: N = 60 (n Exp = 30; n Comp = 30) 



±Wherever possible, assigned participants are reported. Attrition figures focused loss of cases from assignment to post-intervention outcome measurement. 

Study Design Intervention Sample 
Funding: None reported Baseline; post-intervention 

Comparison:  

Waitlist control 

Intensity: 2 x sessions per week (8 

total, duration not reported) 

Format: Group 

Implementers: Not reported 

Content: Group assertiveness training 

program with emphasis on role-play 

(no further detail provided). 

 

Parent demographics:  
• Mean age (mothers): Exp = 39.7; Comp = 41.3 

• Mean age (fathers): Exp = 43.2; Comp = 48.4 

• Ethnicity: not reported 

• Employed (mothers): Exp = 0%; Comp = 6.7% 

• Employed (fathers): Exp = 100%; Comp = 100% 

• Education (mothers) 

Exp < Highschool 100%; Comp < Highschool 100% 

• Education (fathers) 

Exp < Highschool 93.3%; Comp < Highschool 86.7% 

Child demographics: 
• Mean age (years): Exp = 14.1; Comp = 14.4 

• Gender (%Female): Exp = XX.X%; Comp = XX.X% 

• Ethnicity: Not reported  

Recruitment: Information session, screen for eligibility, 4 schools  

Eligibility criteria: Females, 12-15 years; both parents dependent on 

opium; no history of psychiatric diagnoses or family deaths  
Group equivalence: No statistically significant differences 

Attrition: Exp = 6.7%; Comp = 3.3% 
Hojjat et al. (2017) 

Location: Iran 

Funding: 

None reported 

RCT 

Outcome measurement: 

Baseline (1-week prior); 

post-intervention (within 

2-months) 

Comparison:  

Control (not otherwise 

specified) 

Emotional Intelligence Group  
Setting: Public High School 

Duration: 8-weeks 

Intensity: Weekly 90 min sessions 

Format: Face-to-face, group 

Implementers: Not reported 

Content: Draws from Salovey and 

colleague's theory of emotional 

intelligence. Sessions focus on 

identifying and understanding 

emotions and developing emotion 

regulation skills (e.g., relaxation, help-

seeking, cognitive restructuring). 

Participants: Adolescent sons of substance misusing fathers 

Sample size
±
: N = 60 (n Exp = 30; n Comp = 30) 

Parent demographics: 
• Mean age (years): Exp = Mother 38.17, Father 43.58 (7.39); 

Comp = Mother 37.25 (5.74), Father 44.92 (5.98) 

• Education (Mo): Exp = Mother: Elementary (43.3%); Diploma 

(40%); University (16.7%). Father: Elementary (46.6%); 

Diploma (36.6%); University (16.8%). Comp = Mother: 

Elementary (40%); Diploma (36.6%); University (23.4%). 

Father: Elementary (40%); Diploma (43.2%); University 

(16.8%).   

• Unemployment: Exp = Mothers 80%; Fathers 23.4%; Comp = 

Mothers 83.3%; Fathers 40% 

• Substance: Exp = Opium; Comp = Opium 



±Wherever possible, assigned participants are reported. Attrition figures focused loss of cases from assignment to post-intervention outcome measurement. 

Study Design Intervention Sample 
 Child demographics: 

• Mean age (years): Exp = 17.2 (0.54); Comp = 17.33 (0.49) 

• Gender (%Female): Exp = 0%; Comp = 0% 

• Ethnicity: Not reported 

Recruitment: Participants referred by school counsellors from 

Ministry of Education’s academic counselling centres in the city of 

Bojnurd in north-eastern Iran. Samples selected from 180 junior 

and senior high school students referred for counselling due to 

problems with academic performance.  

Eligibility criteria: Adolescent males aged 14-18 years whose 

fathers have a substance abuse disorder 
Group equivalence: No statistically sig. differences on baseline 

demographics or outcome variable (anger). 

Attrition: Exp =10%; Comp = 0% 

Hyun et al. (2010) 

Location: South Korea 

Funding: 

Korea Research 

Foundation Grant funded 

by the Korean Government 

(MOEHD)(KRF-2004-

204-E00076) 

RCT 

Outcome measurement: 

Baseline, post-intervention 

(immediate) 

Comparison:  

Control (not otherwise 

specified) 

Group CBT 
Setting: Schools 

Duration: 10 weeks 

Intensity: Weekly sessions of 50-

minutes duration 

Format: Face-to-face, group 

Implementers: Trained clinicians with 

either doctoral degree or currently 

enrolled in doctoral degree (latter = 

nursing science) 

Content: Adapted from existing CBT 

program, 5 parts. Part 1: Opening and 

baseline measures; Part 2: Raising 

awareness of self and family 

environment; Part 3: identifying 

dysfunction coping (thinking and 

behaviours); Part 4: Developing 

adaptive coping strategies (e.g., 

alternate thinking, stress management, 

Participants: Adolescent sons of substance misusing parents 

Sample size
±
: N = 34 (n Exp = 17; n Comp = 17) 

Parent demographics:  
• Mean age: Not reported 

• Gender (%Female): Not reported 

• Ethnicity: Not reported 

• Education (level): Not reported 

• Unemployed: Not reported 

• Substance: Alcohol 

Child demographics: 
• Mean age:  Exp = 12.6 (0.51) years; Comp = 12.47 (0.52) years 

• Gender (%Female): 0% 

• Ethnicity: Not reported 

Recruitment: Assessment by survey, and subsequent invitation with 

informed consent. 317 of 327 students at a school completed the 

CAST survey (after seeking consent from parents) to identify COA. 

Those with a CAST score ≥6 then invited to participate in the 



±Wherever possible, assigned participants are reported. Attrition figures focused loss of cases from assignment to post-intervention outcome measurement. 

Study Design Intervention Sample 
identification of personal strengths); 

Part 5: Post-test measures and closing 

activities (e.g., writing letter to a 

significant other). Sessions structured 

as follows: warm-up, presentation of 

homework, overview of session 

objectives, completing session 

materials, presenting and discussing 

experiences/information. 

treatment. School required either males or females participate due 

to structuring of the school classes by gender. 

Eligibility criteria: CAST score ≥6, willing to participate, male 
Group equivalence: No statistically significant differences on 

baseline demographics or outcome variables 

Attrition: Exp = 11.67%; Comp = 23.53% 

Kilbride (2000) 

Location: United States 

Funding: 

US Department of Health 

and Human Services; 

Jackson County 

Community-Based Anti-

Drug Tax 

Unmatched control group 

design 

Outcome measurement: 

Post-intervention 

Comparison:  

TAU (usual postpartum 

health care and child 

developmental monitoring, 

referrals to services 

provided as needed) 

Intensive case-management via home-

visits from a family support specialist 

+ enriched nurseries for children from 

6-weeks of age 

Setting: Home + Community 

Duration: 3-years 

Intensity: At least weekly home-visits. 

Mean = 3 x per week in first 

postpartum month; 1 – 2 in months 2 

and 3; at least 1 per month for 

remainder of intervention period. 

Infants could attend nurseries for up to 

5 days per week. 

Format: Individual family 

Implementers: social workers with 

experience in child welfare 

Content: Family support specialists 

developed an Individualised Family 

Support Plan tailored to the family’s 

needs, with referrals to and 

coordination with relevant services. 

While treatment for substance misuse 

was encouraged, it was not mandatory. 

Specific details of the developmentally 

enriched nurseries not reported, aside 

from observations of maternal-infant 

Participants: Parents and infants 

Sample size
±
: N = 144 (n Exp = 82; n Comp = 62) 

Parent demographics (mothers only):  
• Mean age: Exp = 26.4; Comp = 27.5 

• Ethnicity:  

Exp = African American (87%);  

Comp = African American (89%)  

• Marital status: Exp = Single (87%); Comp = Single (89%) 

• Education (mean, years): Exp = 11.0; Comp = 11.4 

• ≥4 children: Exp = 77%; Comp = 56% 

 

Child demographics: 
• Age: recruited at birth 

• Gestational age (weeks): Exp = 38.4; Comp = 38.0 

• Birthweight (grams): Exp = 2857; Comp = 2734 

• Gender (%Female): Not reported 

• Ethnicity: Not reported 

Recruitment: Assessment by social services following positive 

opioid screen at time of delivery 

Eligibility criteria: Positive drug screen at time of delivery; no 

participation in drug abuse treatment during pregnancy; residing 

within 8 high-risk areas (as verified by health department), infant ≥ 

36 weeks and did not require NICU services; eligible to be 

discharged with mother home 
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Study Design Intervention Sample 
interactions which were used to inform 

suggestions for caretaking at home.  

 

Group equivalence: Between group tests for equivalence not 

reported, at face value groups appear equivalent aside from there 

being fewer women with ≤4 children and fewer women with >6 

prenatal visits in the comparison group. 

Attrition: Exp = 37.8%; Comp = 88.1% 
Kim et al. (2019) 

Location: United States 

Funding: 

US Department of Health 

and Human Services 

RCT 

Outcome measurement: 

Baseline, post-intervention 

Comparison:  

TAU (usually individual 

cognitive behavioural 

therapy, occasionally 

combined with 

motivational interviewing) 

Solutions Focused Behavioural 
Therapy 
Setting: Community clinic 

Duration: 3-months 

Intensity: ~Weekly (frequency and 

duration tailored to client needs) 

Format: Individual  

Implementers: Therapists with 

postgraduate training (discipline not 

specified) 

Content: Evidence-based therapy with 

association manual focusing on the use 

of language to reframe strengths-

focused client perspective. Therapy is 

future oriented and focuses on building 

solutions; developing useful and 

alternative behaviours to counteract 

useful and undesired behaviours; and 

making gradual life changes.  

Participants: Parents 

Sample size
±
: N = 180 (n Exp = 90; n Comp = 90) 

Parent demographics (overall sample only):  
• Mean age (years): 30.8 

• Gender (%Female): 87.1% 

• Ethnicity: White > Mixed > African American > American 

Indian > Hispanic > Native Hawaiian/Pacific Islander 

• Marital status: Single > Cohabiting > Married > 

Divorced/Widowed 

• Unemployed: 53.7% 

• Income ≤$9,999 (USD) = 70.9% 

• Education: < Highschool (34.3%); Highschool (32%); Tertiary 

(33.7%) 

Child demographics (overall sample): 
• Mean age (years): 9.43 

• Gender (%Female): 40.6% 

• Ethnicity: White > Mixed > African American > American 

Indian > Hispanic  

Recruitment: Identified during intake to community service agency, 

invited to participate if met eligibility criteria 

Eligibility criteria: Child in OOHC with plans for reunification; 

alcohol/drug misuse contributing factor to child welfare 

involvement with at least one parent meeting DSM-5 diagnostic 

criteria for substance abuse or dependence; parent ≥18 years. 
Group equivalence: Not formally assessed 

Attrition: Exp = 67.8%; Comp = 58.9% 

(n retained varies by outcome, figures above = highest attrition) 
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Maguin (1991) 

Location: United States 

Funding: 

National Institute on 

Alcohol Abuse and 

Alcoholism; Michigan 

Department of Mental 

Health, Prevention 

Services Unit; Governor's 

Initiative Against Alcohol 

and Drug Abuse Grant 

Program of the Office of 

Substance Abuse Services, 

Michigan Department of 

Public Health 

RCT 

Outcome measurement: 

Baseline, post-

intervention, follow-up 

(~6-months after treatment 

completion) 

Comparison:  

• Control condition, not 

otherwise specified 

• Mother only condition 

(equivalent treatment, 

but omission of father) 

 

Community Program for the 
Prevention of Conduct Disorders 
among Preschool Age Sons of 
Alcoholic Fathers  
Setting: Home or clinic 

Duration: 40-weeks (28 sessions) 

Intensity: Phase I = Weekly 1 hour 

sessions + ≥ 1 telephone contact 

between sessions. Phase II =  

fortnightly sessions + ≥ 1 telephone 

contact per week (duration unclear) 

Format: Individual families/couples 

Implementers: Postgraduate trained 

therapists (e.g., social workers, clinical 

psychology graduate students) 

Content:  

Integration of Oregon Social Learning 

Centre parent training model and 

therapeutic component focused on 

parent substance misuse, couple issues, 

and parent-level concerns.  

• Phase I (4 modules, 16-weeks): (1) 

Initial interview (rapport and 

information-gathering); (2) 

Tracking and monitoring child 

problem behaviours; (3) 

Contracting with child for 

appropriate prosocial behaviours 

which parents agree to reinforce 

via reward system; (4) Time-out 

skills training (including home 

observation). 

• Phase II (12 sessions, 24-weeks): 

(1) Problem-solving module 

focused on specific behavioural or 

Participants: Families 

Sample size
±
: N = 61 (n Exp = 34; n Comp = 27) 

Parent demographics:  
• Mean age (mothers): Exp = 29.55; Comp = 29.83 

• Mean age (fathers): Exp = 31.92; Comp = 31.90 

• Ethnicity: Not reported  

• Beck Depression Inventory (BDI) score (mothers): Exp = 5.13; 

Comp = 3.10 

• BDI score (fathers): Exp = 3.00; Comp = 2.73 

• M duration alcohol problems (mother, years): Exp = 9.91; 

Comp = 10.39 

• M duration alcohol problems (father, years): Exp = 10.61; Comp 

= 10.34 

• Education (years, mothers): Exp = 12.63; Comp = 12.93 

• Education (years, fathers): Exp = 12.10; Comp = 12.79  

Child demographics: 
• Mean age (years): Exp = 4.76; Comp = 4.43 

• Gender (%Female): 0% 

• Ethnicity: Not reported 

Recruitment: Court personnel identified drunk driving or alcohol-

related cases and if meeting eligibility criteria, consent sought for 

researchers to contact regarding participation  

Eligibility criteria: (1) drink driving related conviction with blood 

alcohol level of ≥12mg/100ml; (2) cohabiting in an intact couple 

relationship; (3) Biological father to male aged 3-6 years residing 

with them; (4) met Fieghner diagnostic criteria for alcoholism. 
Group equivalence: No statistically significant differences on 

demographics or outcome measures at baseline 

Attrition: Exp = 50.0%; Comp = 14.8% 

(Exp = mother and couple condition combined, as this represents 

how data were analysed. Attrition across three groups unclear 

between consent and assignment) 
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relational issues among child(ren) 

and parents; (2) Focus on parent, 

couple, and family-level issues. 

Problem-solving framework, 

supplemented with communication 

skills training and role-playing. 
• Referrals to other services as 

required. 
 

Pirnia et al. (2017) 

Location: Iran 

Funding: 

Bijan Drug Abuse 

Treatment Centre 

RCT 

Outcome measurement: 

Baseline, post-

intervention, 6-month 

follow-up 

Comparison:  

Waitlist control, or 

Cognitive Behavioural 

Therapy 

Parent-Child Interaction Therapy 
Setting: Unclear 

Duration: Unclear 

Intensity: Unclear 

Format: Face-to-face, Group 

Implementers: Not reported 

Content: Not reported 

 

Participants: Methadone-maintained mothers + their child(ren) 

Sample size
±
: N = 75 (n PCIT = 25; n CBT = 25; n Comp = 25) 

Parent demographics:  
• Mean age: Exp =18-25: 48%, 25+: 52%; Comp = 18-25: 32%, 

25+: 68% 

• Gender (%Female): Exp = 100%; Comp = 100% 

• Ethnicity: Not reported 

• Education (level): Exp = < Diploma = 40%; Comp = < Diploma 

= 40% 

• Unemployed: Exp = 44%; Comp = 56% 

• Substance: Exp = assumed opioids; Comp = assumed opioids 

Child demographics: Reported by overall sample: 5-7 year-old 

children. Unclear how many children in each group.  
Recruitment: From 2 x methadone treatment clinics in Tehran 

Eligibility criteria: Not reported 
Group equivalence: statistically significant lower income in the 

PCIT group versus CBT group; PCT group significantly younger 

than CBT or control group. Statistically significant differences in 

anxiety dx: child separation anxiety; mother's 'pervasive anxiety'; 

and mother's 'special phobia'. 

Attrition: Exp = Not reported; Comp = Not reported 
Porges et al. (2018) 

Location: United States 

Funding:  

RCT 

Outcome measurement: 

Baseline, Post-intervention 

Comparison:  

Music therapy + TAU 

Setting: Early intervention preschool 

Duration: 16-weeks 

Participants: Children only 

Sample size
±
: N = 44 (n Exp = 20; n Comp = 24) 
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No funding received. TAU (early intervention 

preschool program) 

Intensity: 5 x 50-min daily sessions 

week 1, 75 x 10-min daily sessions 

weeks 2 – 16.  

Format: Individual via headphones. 

Implementers: Researchers and early 

childhood teachers 

Content: Children progressed through 

a recording of Disney songs lasting 

250 minutes (1 full listen across week 

1, 3 x rotations through weeks 2 – 16). 

Week 1 sessions implemented 

individually, along with play-based 

activities used to maintain child 

compliance and calmness and prevent 

removal of headphones. Booster 

sessions (weeks 2 – 16) were 

conducted while children ate breakfast 

with their classmates.  

Parent demographics: None reported, aside from prenatal cocaine 

use at birth (self-report or meconium) 

Child demographics: 
• Mean age (months): 20.9 (3.7), overall sample only 

• Gender (%Female): Exp = 40%; Comp = 45.8% 

• Ethnicity:  

Exp = African American > Hispanic > Other 

Comp = African American > Hispanic > Other 

• All participants diagnosed with mild to moderate developmental 

delays  

• All children reported to be “living in high-risk environment in 

which drug use was common” (p. 123) 

Recruitment: Enrolled in Linda Ray Intervention Program at 

University of Miami, with parental consent 

Eligibility criteria: Not reported 
Group equivalence: Not formally assessed, no clear differences 

apparent 

Attrition: Exp = 0%; Comp = 0% (n recruited and assigned not 

reported) 
Scheer (1996) 

Location: United States 

Funding: None reported 

RCT 

Outcome measurement: 

Baselined; post-

intervention, 8-week 

follow-up 

Comparison:  

Waitlist control 

Setting: Unclear 

Duration: 8-weeks 

Intensity: 8 x 1-hour sessions 

Format: Group 

Implementers: Clinicians with 

postgraduate training in psychology or 

mental health 

Content: Topic theme each week 

focused on (1) understanding parental 

substance misuse model from the 

disease model; and (2) skill-building in 

a. range of psychosocial domains (e.g., 

identifying and expressing feelings, 

problem-solving, substance refusal). 

Participants: Children only 

Sample size
±
: N = 31 (n Exp = 14; n Comp = 17) 

Parent demographics: Not reported 

Child demographics (overall study only): 
• Mean age (years): 9.06 

• Gender (%Female): 48.39% 

• Ethnicity: Not reported 

• DSM-III Diagnosis: 38.71% 

• Single parent family: 77.42% 

Recruitment: Advertisements (newspaper, community mental 

health agency) 

Eligibility criteria: Children aged 6 – 12 years with a caretaking 

parent experiencing active alcoholism in last 18-months; no 

psychosis, intellectual impairment, or other severe psychopathology 
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Experiential activities (e.g., puppets, 

games, art, dramatic play).  
Group equivalence: Not reported 

Attrition: Exp = 0%; Comp = 5.9% 
Stanger et al. (2011) 

Location: United States 

Funding: None reported 

RCT 

Outcome measurement: 

Baseline, post-intervention 

Comparison:  

Equivalent parenting 

program without 

incentives  

Incredible Years + Contingency 
Management 
Setting: Residential treatment facility 

Duration: 12-weeks 

Intensity: Weekly, sessions 2-hrs 

Format: Group 

Implementers: Postgraduate trained 

counsellors  

Content: Manualised Incredible Years 

BASIC parenting program, with 

Contingency Management (CM) to 

promote attendance, completion of 

between session work, and daily 

reports of parenting and child 

behaviour. Virtual bowl of prizes with 

‘slips’ that varied in value (n = 169 

small = $1 value; n = 17 medium $20 

vouchers; n = 1 large $100 voucher). 

Number of draws dependent on 

engagement. Incredible Years program 

draws on cognitive social learning 

theory and integrates a range of 

strategies including: group discussions, 

skills training and practice, role-

playing, homework assignments, and 

cognitive thought training. 

Participants: Mothers only 

Sample size
±
: N = 48 (n Exp = 29; n Comp = 19) 

Parent demographics:  
• Mean age (years): Exp = 29.9; Comp = 30.1 

• Ethnicity: Not reported 

• Socioeconomic status (9-step scale): Exp = 3.4; Comp = 3.5 

• Substance abuse/dependence:  

Exp = Alcohol > Cocaine > Marijuana > Methamphetamine > 

Opiates > Sedatives 

Comp = Methamphetamine > Opiates > Cocaine >Alcohol = 

Marijuana = Sedatives 

• Used substances in last 30 days: Exp = 44.4%; Comp = 31.6% 

• Previous substance misuse treatment: Exp = 97%; Comp = 84% 

• Antisocial Personality Disorder: Exp = 29%; Comp = 26% 

• ADHD: Exp = 25%; Comp = 32% 

• Major Depression: Exp = 25%; Comp = 21% 

• Generalised Anxiety Disorder: Exp = 21%; Comp = 5% 

• Mean N children in family: Exp = 2; Comp = 1.8 

• Single/Separated/Divorced/Widowed: Exp = 82%; Comp = 74% 

Child demographics: 
• Mean age (years): Exp = 3.6; Comp = 3.8 

• Gender (%Female): Exp = 46%; Comp = 42% 

• Ethnicity (both groups): Caucasian > African American > Mix 

Recruitment: Referral by substance misuse treatment providers, 

courts, or self-referral 

Eligibility criteria: Residing with child aged 2 – 7 years, mother 

meets DSM-IV criteria for substance abuse or dependence in 

child’s lifetime; not actively psychotic; no medical or psychiatric 

conditions that would limit participation; no severe child 

intellectual impairment or severe developmental problems 
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Group equivalence: More mothers in treatment group had 

internalising difficulties in the clinical range, no other differences  

Attrition: Exp = 10.3%; Comp = 10.5% 
Stevens & Patton (1998) 

Location: United States 

Funding: 

National Institute on Drug 

Abuse 

RCT 

Outcome measurement: 

6-months post-discharge 

Comparison:  

Alternative treatment 

(Same therapeutic 

community intervention as 

treatment group, but 

children not assigned to 

reside with mothers 

(placed in foster care or 

with family, formal care 

proceedings put on hold 

while mothers received 

treatment, children visited 

weekly)) 

Addicted Mothers and Offspring in 
Recovery (AMOR) 
Setting: Therapeutic Community 

Duration: ~15-months 

Intensity: Weekly family therapy 

sessions. Activities forming part of the 

therapeutic community were not 

clearly specified 

Format: Face-to-face, Group + 

Individual 

Implementers: Staff at TC, not further 

specified 

Content: The AMOR program 

included 3 phases of treatment which 

were modified to serve women with 

children. 1. Introduction and 

Orientation (approximately three 

months): participants assimilated into 

community and into full participation 

in activities (social, educational, 

vocational and therapeutic). Women 

challenged to gain an understanding of 

their underlying problems, and learn to 

use the encounter groups, peer 

structure, and other TC basics. They 

parented their child(ren) and were 

assigned work and social duties in the 

community including helping the other 

women with their children. 2. Primary 

Treatment (approximately nine to 12 

months): Main objectives included 

personal growth, socialization and 

Participants: Mothers + children (6-months to 10 years) 

Sample size
±
: N = 95 (n Exp = 49; n Comp = 46) 

Parent demographics:  
• Mean age (years): Exp = 28.7; Comp = 28.7 

• Gender (%Female): 100% 

• Ethnicity: Exp = African American 28.6%; Hispanic 30.6%; 

Native American 2.0%; Caucasian 38.8%. Comp = African 

American 17.4%; Hispanic 28.3%; Native American 13.0%; 

Caucasian 41.3% 

• Education (years): Exp = 11.4; Comp = 11.0 

• Marital status: Exp = Married 18.4%; Separated/Divorced 

28.5%; Widowed 6.1%; Never married 46.9%.  Comp = 

Married 17.8%; Separated/Divorced 33.3%; Widowed 4.4%; 

Never married 44.4% 

• Employment: Exp = Employed 24.5%; Student/Home/Disability 

8.1%; Unemployed 59.2%; Controlled Environment 8.2%; 

Unemployed Not reported.  Comp = Employed 32.6%; 

Student/Home/Disability 6.5%; Unemployed 47.8%; Controlled 

Environment 13.0% 

• Substance: Exp = Lifetime drug use (years) 12.5; Alcohol 

18.4%; Heroin 14.3%; Cocaine 42.9%; Amphetamines 14.3%; 

Other 10.2%.  Comp = Lifetime drug use (years) 9.0; Alcohol 

34.8%; Heroin 15.2%; Cocaine 34.8%; Amphetamines 8.7%; 

Other 6.5% 

Child demographics: 
• Mean age: Not reported 

• Gender (%Female): Not reported 

• Ethnicity: Not reported 

Recruitment: Eligibility based on interview and then invitation if 

parent decided to enrol in treatment at a residential treatment 
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psychological awareness. Women 

challenged to use self-disclosure in 

therapeutic groups to facilitate deeper 

understanding of themselves. Women 

encouraged to build positive and 

supportive relationships with other 

women in the program. Women 

learned appropriate parenting skills in 

classes on parenting and through 

participation in an ongoing weekly 

family session with a family 

interventionist. 3. Re-entry 

(approximately 3-6 months): Women 

were encouraged to strengthen skills 

for autonomous decision making and 

management for themselves and their 

children. All women participated in  

relapse prevention curriculum and 

preparation for moving back into the 

wider community began. Re-entry 

plans included tasks for the mother 

(i.e., employment, housing, 

transportation, support groups) and 

making plans for their children (i.e., 

school, day-care, therapy/special 

services). 

 

facility. A consent form which outlined the basic components of the 

project was completed. No further specification provided. 

Eligibility criteria: 1. drug use, regardless of frequency or type of 

drug used, for at least one year prior to entry; and 2. at least one 

child 6 months to 10 years of age who could join his/her mother for 

a minimum of a 15 month treatment period at AMOR. 
Group equivalence: No formal assessment, but appear to be 

equivalent based on data reported at baseline. 

Attrition: Exp = 0%; Comp = 0% 

Sullivan (1984) 

Location: United States 

Funding: 

State funding, not 

otherwise specified 

Matched control group 

design 

Outcome measurement: 

Baseline, post-

intervention, follow-up 

(~8-months after treatment 

completion) 

Comparison:  

No treatment 

Intervention integrating alcohol 

education, psychoeducation, and 

therapeutic interventions for parents, 

children, and family unit  

Setting: Child Guidance Centre 

Duration: 6-weeks 

Intensity: 2 x weekly sessions 

(parent/child groups ran 

Participants: Families 

Sample size
±
: N = 23 (n Exp = 23; n Comp = 13) 

Parent demographics:  
• Mean age (mothers): Exp = 36; Comp = 35 

• Mean age (fathers): Exp = 38; Comp = 36 

• Ethnicity (mothers): Exp non-Caucasian = 20%; Comp = 8% 

• Ethnicity (fathers): Exp non-Caucasian = 28%; Comp = 9% 

• Mean income (USD, mothers): Exp = 6.1K; Comp = 16.6K 
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simultaneously + 1 x family therapy), 

session duration not reported 

Format: Group (child, parents), 

individual families 

Implementers: Staff at Child Guidance 

Centre, not otherwise specified 

Content: Didactic instruction, talking 

therapy, and art therapy techniques 

used. Dual prevention and treatment 

goals. Prevention goals focused on 

increasing knowledge about alcohol 

use/dependence and refusal 

behaviours. Treatment goals focused 

on child emotional regulation and 

expression, enhancing child self-

esteem, enhancing coping skills, 

enhance supportive parenting. 

Aftercare was offered to children and 

families (no further specification 

provided). 

• Mean income (USD, fathers): Exp = 10.3K; Comp = 12.9K 

• Education (years, mothers): Exp = 12.8; Comp = 15.1 

• Education (years, fathers): Not reported  

• Mean N children: Exp = 2.9; Comp = 2.9 

Child demographics: 
• Mean age (years): Exp = 9.5; Comp = 9.4 

• Gender (%Female): Not reported 

• Ethnicity: Not reported 

• Received mental health services: Exp = 30%; Comp = 8% 

• Involved with law enforcement: Exp = 10%; Comp = 15% 

Recruitment: Request for volunteers at Child Guidance Centre, 

alcoholic treatment site, and Alcoholics Anonymous 

Eligibility criteria: Not reported, parents “identified themselves as 

alcoholic and having alcohol-related problems” (p. 19) 
Group equivalence: Between group results for conditions eligible 

for the review not provided. Inspection of presented data suggests 

groups were mostly equivalent, aside from possibly lower maternal 

income and higher single-parent households in treatment condition. 

Attrition: Exp = 0%; Comp = 0% 
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Warren et al. (2006) 

Location: United States 

Funding: 

Office of Special 

Education & Rehabilitative 

Services, Department of 

Education; SAMHSA;  

Infants In Need, Inc.; 

Florida Department of 

Education; Miami Dade 

County Public Schools; 

Dade Community 

Foundation; other 

members of Miami 

philanthropic community. 

RCT 

Outcome measurement: 

Post-intervention; follow-

up (≥3-months <6-months) 

Comparison:  

Centre-based intervention 

for children with 

equivalent curriculum, 1:3 

adult/child ratio, 5hrs x 5 

days per week; case-

management and 

tangible/practical supports. 

Linda Ray Intervention Project 
Setting: Home 

Duration: 3 years 

Intensity: 2 x 1.5 hr sessions / week 

Format: Individual 

Implementers: Teachers, social 

workers 

Content: Curriculum-based early 

intervention model with childhood 

development focus; implemented 

directly with child, parent invited to 

participate (not required); case-

management. 

 

Participants: Mothers and children 

Sample size
±
: N = 150 (n Exp = 75; n Comp = 75) 

Parent demographics: None reported 

Child demographics: 
• Mean age (years): Not reported (assessed at 36-months) 

• Gender (%Female): Exp = 52.52%; Comp = 54% 

• Ethnicity:  

Exp = African American > Hispanic = White > Other 

Comp = African American > Other > Hispanic > White 

• M (SD) residential moves: Exp = 2.5 (2.1); Comp = 3.6 (2.7) 

• M (SD) custody changes: Exp = 1.1 (1.2); Comp = 1.8 (1.9) 

• Family receives public aid: Exp = 73.91%; Comp = 70% 

Recruitment: Referral (multidisciplinary) 

Eligibility criteria: Prenatal cocaine exposure (drug testing/self-

report); reside in catchment area. Excluded: significant physical, 

neurological or medical issues. 
Group equivalence: No statistically significant differences, aside 

from number of moves (higher in comparison group). 

Attrition: Exp = 38.7%; Comp = 33.3% 
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Study Design Intervention Sample 

Abrahams et al. (2007) 

Location: Canada 

Funding: 

Department of Family 

Practice at the University 

of British Columbia in 

Vancouver 

Unmatched control group 

design 

Outcome measurement: 

Post-intervention 

Comparison:  

TAU (multidisciplinary 

prenatal clinic, ‘Sheway’) 

Sheway Multidisciplinary Prenatal 
Care + Rooming-in at birth 
Setting: Outpatient clinic + hospital 

Duration: pregnancy + 1-3 weeks after 

birth 

Intensity: Unclear 

Format: Individual 

Implementers: Nursing and medical 

practitioners 

Content:  

Multidisciplinary prenatal and health 

care, including case-management (e.g., 

advocacy for stable housing) and 

pharmacological treatment of 

substance misuse (e.g., Methadone). 

Rooming-in entailed nurses teaching 

mothers how to care for an infant with 

NAS, and monitoring/observing 

parenting and child symptomology to 

inform advice given to mother (also 

record in medical files). 

Participants: Mothers and newborns 

Sample size
±
: N = 70 (n Exp = 32; n Comp = 28) 

Parent demographics:  
• Mean age: Exp = 29.2; Comp = 29.8 

• Ethnicity:  

Exp = White > First Nations  

Comp = White > First Nations > Indo-Canadian > Other 

• Substance use: 

Exp = Alcohol (19%); Methadone (19%); Heroin (98%); Cannabis (13%); 

Cocaine (47%); Crack (39%); Benzo (13%); Other (6%); Nicotine (75%) 

Comp = Alcohol (45%); Methadone (21%); Heroin (92%); Cannabis 

(16%); Cocaine (79%); Crack (49%); Benzo (5%); Other (0%); Nicotine 

(53%) 

• Source of income: 

Exp = Social assistance (69%); None (3%); Employed (6%); Supported by 

partner (12%); Unknown (9%) 

Comp = Social assistance (42%); None (11%); Employed (11%); 

Supported by partner (3%); Unknown (34%) 

• Temp. housing or homeless: Exp = 21.9%; Comp = 47.4% 

Child demographics: None reported 
Recruitment: Self-referral or referral by community services or health 

practitioners if illicit substance use identified/reported 

Eligibility criteria: Mothers disclosing heroin or Methadone use during 

pregnancy or whose newborns showed NAS symptoms, between Oct 2001 

and Dec 2002 
Group equivalence: No formal statistical tests, treatment group appears to 

have higher rate of stable housing and social assistance; alcohol consumption 

appears higher in comparison condition; methadone dose more likely to be 

zero for comparison participants; women in treatment group more likely to 

have ≥5 children 

Attrition: Exp = 0%; Comp = 0% 



±Wherever possible, assigned participants are reported. Attrition figures focused loss of cases from assignment to post-intervention outcome measurement. 

Study Design Intervention Sample 

Abrahams et al. (2010) 

Location: Canada 

Funding: 

Children’s Hospital 

Foundation (Telethon 

granting competition) 

Quasi-experiment 

(retrospective, unmatched 

groups) 

Outcome measurement: 

Post-intervention 

Comparison:  

TAU (usual prenatal care 

and treatment for NAS in 

NICU and/or with 

pharmacology) 

Families in Recovery Square 
Setting: Hospital 

Duration: Mean LOS = 21 days 

(19.45) 

Intensity: Unclear 

Format: Face-to-face + audio, 

individual 

Implementers: Health practitioners 

Content: "Fir Square...provides care, 

detoxification, and stabilization for 

pregnant and postpartum women with 

problematic substance use. Mothers 

and their babies are cared for together 

in the same room, and routine care 

includes comprehensive education and 

hands-on instruction for mothers on 

how to care for their babies and how to 

identify signs of withdrawal" 

 

Participants: Parents + infants 

Sample size
±
: N = 952 (n Exp = 355; n Comp = 597) 

Parent demographics:  
• Mean age (years): Exp = 27.49 (6.23); Comp = 26.13 (6.13) 

• Gender (%Female): 100% 

• Ethnicity: Not reported 

• Education (level): Not reported 

• Unemployed: Not reported 

• Substance: Levels not reported (extracted from health records) 

Child demographics: 
• Mean gestational age (weeks): Exp = 37.39 (4.32); Comp = 37.64 (2.61)  

• Gender: Not reported 

• Ethnicity: Not reported 

Recruitment: Case extraction, no formal recruitment and consent process. 

Substance-using mothers were identified by examining two data sources: (1) 

the British Columbia Perinatal Health Program ‘substance use’ flag, which is 

separate from the ‘drugs (over the counter)’, ‘alcohol’, or ‘smoking’ social 

history risk flags; and (2) the Canadian Institute for Health Information 

Discharge Abstract Database ICD 10CA, “maternal use of drugs affecting 

pregnancy” and “identification of specific drug.” If either of these fields 

indicated substance use during pregnancy, the case was included in study. 

Eligibility criteria: Substance use flag in perinatal health records + discharge 

abstract database. Singleton births, hospitals with NICUs 
Group equivalence: Women in treatment group were significantly older than 

those in the TAU; Mean gravity higher in the TAU group. 

Attrition: Exp = 0%; Comp = 0% 

Brown et al. (2021) 

Location: United States 

Funding: 

New York Community 

Trust Fahs-Beck Fund for 

Research and 

Experimentation; 

RCT 

Outcome measurement: 

Baseline, post-intervention 

Comparison:  

Waitlist control 

Mindfulness-informed intervention for 
child welfare-involved families with 
substance misuse 
Setting: Home 

Duration: 6-weeks 

Intensity: 6 x weekly 1hour sessions 

Participants: Families at-risk for or involved with child welfare and substance 

misuse feature of the case 

Sample size
±
: N = 30 (n Exp = 15; n Comp = 15) 

Parent demographics:  
• Mean age: Exp = 33.2; Comp = 30.5 

• Gender (%Female): Exp = 73.3%; Comp = 92.3% 



±Wherever possible, assigned participants are reported. Attrition figures focused loss of cases from assignment to post-intervention outcome measurement. 

Study Design Intervention Sample 

American Psychological 

Association Section on 

Child Maltreatment; 

Society for Social Work 

and Research 

Format: Individual 

Implementers: Graduate trained 

clinicians 

Content: Topics included: mindfulness 

training (adapted from Mindfulness-

Oriented Recovery Enhancement 

model), parenting stress, and mindful 

parenting. Formal and informal 

practice of techniques + reappraisal 

and savouring strategies emphasised. 

Sessions began with an initial check-

in, followed by psychoeducation and 

opportunities for practice.  

• Ethnicity:  

Exp = White > African American > Other 

Comp = White > African American > Latino 

• Income (USD):  

Exp = <15K (33.3%); 25-44K (60%); 45K+ (6.7%) 

Comp = <15K (38.5%); 25-44K (52.8%); 45K+ (7.7%) 

• Education  

Exp = <Highschool (20%); Highschool (27%); Tertiary (53%) 

Comp = <Highschool (23%); Highschool (15%); Tertiary (62%) 

• Met criteria for substance disorder: Exp = 33%; Comp= 38% 

• In treatment for substance misuse: Exp = 46.2%; 38.5% 

• Prior mental health diagnosis: Exp = 46.7%; Comp = 46.2%; 

• Unemployed: Exp = 60%; Comp = 54% 

• Involuntary family law court: Exp = 60%; Comp = 58% 

• Mean N children: Exp = 2.9; Comp = 2.5 

Child demographics: 
• Mean age (years): Exp = 2.9; Comp = 2.5 

• Gender (%Female): Not reported 

• Ethnicity: Not reported 

Recruitment: Referral by child welfare case workers or health department 

home-visiting nurses 

Eligibility criteria: Low to moderate risk child welfare case that involve 

parental substance misuse of any kind; child residing with parents; parents 

English speaking. 
Group equivalence: No statistically significant differences on 

sociodemographic or outcome measures at baseline 

Attrition: Exp = 33.33%; Comp = 23.08% 
Brook et al. (2007) 

Location: United States 

Funding: 

US Department of Health 

and Human Services, 

Administration for 

Children and Families 

Matched control group 

design 

Outcome measurement: 

Unclear (length of follow-

up varies) 

Comparison:  

Comprehensive Substance Abuse 
Intervention 
Setting: Unclear (likely mixed) 

Duration: Unclear 

Intensity: Unclear, typical duration 

reported for different services that 

families may or may not have 

Participants: Families with multiple complex problems, including parental 

substance misuse and child protection concerns 

Sample size
±
: N = 139 (n Exp = XX; n Comp = XX) 

Parent demographics:  
• Mean age: not reported 

• Gender (%Female): Not reported 

• Ethnicity: not reported 



±Wherever possible, assigned participants are reported. Attrition figures focused loss of cases from assignment to post-intervention outcome measurement. 

Study Design Intervention Sample 

TAU (child welfare and 

community services) 

received: Substance misuse services: 9 

hours per week for minimum of 6-

months; Employment counselling or 

services: 5 hours per week for 

minimum of 6 months; Case 

management: 5 hours per week; 

Parenting classes or training: 5 hours 

per week; Other therapeutic services 

(e.g., family therapy, domestic 

violence counselling, trauma 

counselling): 1 - 4 hours per week 

Format: Unclear (likely mixture) 

Implementers: Multidisciplinary 

practitioners 

Content: Intensive multidisciplinary 

program designed to target multiple 

areas of family functioning (e.g., 

substance misuse, domestic violence, 

child welfare, poverty, mental illness, 

housing instability). Lead agency 

designated to be point of contact and 

intervention components tailored to 

family’s needs. Monthly case meetings 

including family, treatment providers 

and other relevant stakeholders.  

 

• Single, female headed household: Exp = 42%; Comp = 42% 

Child demographics: 
• Mean age: not reported 

• Gender (%Female): Exp = 48%; Comp = 53% 

• Ethnicity: Exp = 80% White; Comp = 63% White 

• Mean age at removal (years): Exp = 3.91; Comp = 4.51   

Recruitment: Referral from treatment providers and child welfare, 

retrospective case review 

Eligibility criteria: Removal of child due to parental substance misuse 
Group equivalence: No statistically significant differences on 

sociodemographics at baseline 

Attrition: Exp = 0%; Comp = 0% 

Barlow et al. (2019) 

Location: United Kingdom 

Funding: 

National Society for the 

Prevention of Cruelty to 

Children 

RCT 

Outcome measurement: 

Baseline, post-treatment, 

6-month follow-up 

Comparison:  

TAU (usual family and 

community support 

services) 

Parents under Pressure (PuP) 
Setting: Home 

Duration: 10 – 20 weeks 

Intensity: Mean number of sessions = 

11.1 (SD = 8.19), frequency or 

duration not reported 

Format: Individual family 

Participants: Parents engaged in community-based substance misuse 

treatment and their young children (<2.5 years) 

Sample size
±
: N = 100 (n Exp = 52; n Comp = 48) 

Parent demographics:  
• Mean age: Exp = 30.6; Comp = 31.0 

• Gender (%Female): Exp = 94.2%; Comp = 97.9%  

• Ethnicity (both groups): White > Other > Missing 

• Paid employment: Exp = 3.8%; Comp = 4.2% 

• Government support: Exp = 96.2%; Comp = 95.8% 



±Wherever possible, assigned participants are reported. Attrition figures focused loss of cases from assignment to post-intervention outcome measurement. 

Study Design Intervention Sample 

Implementers: Trained social workers 

and family support workers 

Content: Home-based intervention for 

complex families with multiple risks, 

informed by the Integrated Theoretical 

Framework (ITF), which “is a dynamic 

model of assessment and treatment 

planning drawing from attachment 

theory, behavioural parenting skills, 

and adult psychopathology (see 

Barlow et al., 2016). The ITF provides 

a structure to assess the quality of 

caregiving relationship, parenting 

practices, values and expectations and 

the parent’s capacity for emotional 

regulation with consideration given to 

the impact of the wider ecological 

context of the family. Specific targets 

for change are identified during the 

assessment, which then becomes the 

focus of treatment". Twelve modules, 

parent workbook, therapist manual. 

Order and implementation of modules 

individually tailored to each family's 

needs. 

• Education: 

Exp = < Highschool (44%); Highschool (12%); Tertiary (10%) 

Comp = < Highschool (51%); Highschool (6%); Tertiary (4%) 

• At least 1 day use in past 30 days:  

Exp = Alcohol (37%); Nonprescribed opioids (17%); Cannabis (14%); 

Cocaine (8%) 

Comp = Alcohol (21%); Nonprescribed opioids (10%); Cannabis (13%); 

Cocaine (10%) 

• Marital status (both groups): Single > Cohabiting > Separated/Other 

• Criminal record: Exp = 50%; Comp = 52% 

• Domestic violence risk: Exp = 12%; Comp = 18%  

Child demographics: 
• Mean age (months): Exp = 9.8; Comp = 8.6 

• Gender (%Female): Exp = 40.4%; Comp = 37.5% 

• Ethnicity: Not reported 

• Residing with mother: Exp = 96.2%; Comp = 87.5% 

• Current child protection involvement: Exp = 80%; Comp = 88% 

• Past child protection involvement: Exp = 27%; Comp = 25% 

Recruitment: Community services referral 

Eligibility criteria: One or both parents receiving treatment for substance 

misuse and primary carer of child <2.5 years. Exclusions: child not residing 

with parent and no plans for reunification, pregnant women not due within 4-

weeks of enrolment, ongoing domestic violence, active psychosis, or suicidal 

ideation. 
Group equivalence: No statistically significant differences between parents at 

baseline 

Attrition: Exp = 19.23%; Comp = 10.42% 
Catania (1985) 

Location: United States 

Funding: None reported 

RCT 

Outcome measurement: 

Baseline, post-

intervention, 3-months 

follow-up 

Comparison:  

TAU (usual clinic services, 

including 1 hour 

Systematic Training for Effective 
Parenting + TAU 
Setting: Clinic 

Duration: 10-weeks 

Intensity: Weekly 2-hour sessions 

Format: Individual + Group 

Participants: Families with at least one substance misusing parent 

Sample size
±
: N = 40 families (n Exp = 20; n Comp = 20) 

Parent demographics (overall sample): 
• Age range: 23 – 40 years  

• Gender (%Female): 50% 

• Ethnicity: Caucasian = 50%; African American = 50%; Hispanic = 10% 

• Education: >12 years = 5%; <12 years = 25% 



±Wherever possible, assigned participants are reported. Attrition figures focused loss of cases from assignment to post-intervention outcome measurement. 

Study Design Intervention Sample 

counselling per week + 

ongoing monitoring data 

provided to probation 

services) 

Implementers: Psychologist 

Content:  

Each weekly focuses on a specific 

topic, informed by lesson guides (e.g., 

developmentally appropriate child 

behaviour, behavioural and democratic 

parenting strategies, encouragement 

versus praise, communication 

strategies, enhancing parental 

confidence). Didactic and experiential 

techniques (e.g., role-playing), 

supplemented by a Parent's Handbook 

that included reading for each topic 

(e.g., summary of concepts, 

techniques, methods for self-

evaluation).  

• Unemployed = 25% 

• Most frequently preferred substance: opiates 

Child demographics (overall sample): 
• Mean age: 9.5 years 

• Gender (%Female): 55% 

• Ethnicity: Not reported 

Recruitment: Self-referral and referral by courts, probation and parole, 

Division of Youth and Family Services, social service agencies 

Eligibility criteria: Diagnosis of drug dependence, but currently engaged in 

drug-free outpatient treatment; consenting spouse and child 
Group equivalence: No statistically significant differences at baseline on 

outcome measures, but no testing of demographics or presentation of 

demographics by group 

Attrition: Exp = 5%; Comp = 5% 

Catalano et al. (1999) 

Location: United States 

Funding: National Institute 

on Drug Abuse 

RCT 

Outcome measurement: 

6-months post 

randomisation; 12-months 

post randomisation 

Comparison:  

TAU (usual substance 

misuse services including 

pharmacology, group, and 

individual counselling) 

Focus on Families 
Setting: Mixed 

Duration: 9-months 

Intensity: 32 x twice weekly 90-minute 

sessions; 5-hour family retreat (53 

hours in total); at least weekly home-

visit sessions + 2 x phone-calls (54 

hours in total)  

Format: Group + Individual families 

Implementers: Postgraduate trained 

therapist 

Content: Parenting training integrated 

with home-based case-management. 

Informed by the Social Development 

model and aims to increase protective 

factors and reduce risk factors 

associated with poor outcomes. Skills 

training was conducted in small groups 

of families, and children attended 

Participants: Methadone maintained parents and their children 

Sample size
±
: N = 130 (n Exp = 75; n Comp = 55) [families] 

Parent demographics (overall sample):  
• Mean age: 35.3 

• Gender (%Female): 75% 

• Ethnicity: White > African American 

• Unemployed: 66% 

• Education: Highschool (78%); Tertiary (4%) 

• Previous incarceration: 68% 

• Marital status: Cohabiting (60%); Married (20%) 

• Drug-use pre-enrolment: any illicit (54%); Marijuana (24%); Cocaine 

(23%); Other illegal drugs (14%) 

• Age at first use of opiates: 19.1 

• Months on methadone pre-enrolment: 15 

Child demographics (overall sample, n = 105): 
• Mean age (years): 10.5 

• Gender (%Female): Not reported 

• Ethnicity: Not reported 



±Wherever possible, assigned participants are reported. Attrition figures focused loss of cases from assignment to post-intervention outcome measurement. 
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sessions simultaneously (12 in total). 

Sessions were structured and framed 

around cognitive affective behavioural 

skills. Techniques included discussion, 

practice, and modelling. Skills training 

included content on the following 

areas: relapse retention, emotion 

regulation, communication skills and 

parenting skills (including substance 

refusal and strategies for educational 

success). Home-based components 

focused on skill generalisation and 

monitoring family goals. Incentives 

used for engagement and attendance. 

• Any drug use at baseline: Cigarettes (28%); Alcohol (27%); Marijuana 

(7%) 

Recruitment: Referral from one of two methadone clinics 

Eligibility criteria: Minimum 90-days in methadone treatment at one of two 

clinics, at least one child aged 3-14 years residing with parent at 50% of the 

time; within 25 miles of methadone clinic 
Group equivalence: No statistically significant differences on 

sociodemographics at baseline 

Attrition: Unclear due to clustering parents and children in families 

Chuang et al. (2012) 

Location: United States 

Funding: 

US Substance Abuse and 

Mental Health Services 

Administration 

Matched control group 

design 

Outcome measurement: 

Unclear (length of follow-

up varies) 

Comparison:  

TAU (usual child welfare 

and community services) 

Family Treatment Drug Court 
Setting: Courts and likely other 

treatment settings in community 

Duration: 9 to 12-months 

Intensity: Therapeutic components = 

weekly (8 hours group per week; 1 

hour individual per week); Court 

components = bi-weekly; Other 

services "as needed" (e.g., counselling, 

vocational support, educational 

courses) 

Format: Unclear (likely a mixture) 

Implementers: Multidisciplinary drug 

court team 

Content: See description for Lloyd et 

al., 2021). Counselling noted to 

included “evidence-based trauma-

informed psychoeducational 

counselling” and treatment included an 

intervention focused on nurturing 

caregiving. Usual drug testing 

Participants: Families with dual substance use and child welfare issues 

Sample size
±
: N = 519 (n Exp = 95; n Comp = 424) 

Parent demographics:  
• Mean age: Exp = 29.6; Comp = 29.6 

• Gender (%Female): Exp = 78%; Comp = 78% 

• Ethnicity:  

Exp = White > African American > Hispanic 

Comp = White > African American > Hispanic 

• Criminal history: Exp = 67%; Comp = 67% 

Child demographics: None reported 
Recruitment: Retrospective case review 

Eligibility criteria: Verified substance misuse, referral by either judge in child 

welfare system or drug court case managers. Dual child welfare issues, 

whereby child had been removed from the home and reunification plan in 

place. Exclusions: serious mental illnesses (e.g., psychosis), prior violent or 

sexual offences leading to incarceration.  
Group equivalence: No statistically significant differences 

Attrition: Exp = 0%; Comp = 0% 
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+requirement to attend weekly support 

groups (Alcohol or Narcotics 

Anonymous). Possible other services: 

transport passes, vocational and 

educational support. 

Dawe et al. (2007) 

Location: Australia 

Funding: None reported 

RCT 

Outcome measurement: 

Baseline, post-

intervention, 6-month 

follow-up  

Comparison:  

TAU (substance misuse 

services, including 

pharmacology) 

Parents under Pressure (PuP) 
Setting: Home 

Duration: 10 to 12-weeks 

Intensity: Weekly, 1-2 hour sessions 

(M = 10.5 sessions) 

Format: Individual families 

Implementers: Clinicians with 

professional qualifications, trained in 

PuP model 

Content: Modularised program 

supported parent workbook and case-

management as determined by parent 

needs. Begins with comprehensive 

assessments of family to inform 

conceptualisation and treatment 

approach. Each module has a theme 

that may be discrete or continue 

throughout treatment. Example 

modules: Challenging notion of ideal 

parent; mindfulness in context of 

parenting; behavioural and mindful 

parenting; relapse prevention; 

extending formal and informal social 

support networks; generic life skills 

(e.g., budgeting, nutrition etc); 

effective communication in 

relationships. 

 

Participants: Methadone maintained parents with young children 

Sample size
±
: N = 41 (n Exp = 22; n Comp = 19) 

Parent demographics (overall sample):  
• Mean age: 30.33 

• Gender (%Female): 84.4% 

• Ethnicity: Not reported 

• At least one prior treatment with methadone: 76.6% 

• Employed: 23% 

• Government benefits: 71% 

Child demographics (overall sample): 
• Mean age (months): 45.9 

• Gender (%Female): 39.1% 

• Ethnicity: Not reported 

• Target child subject to court order: 10.9% 

Recruitment: Advertising at methadone treatment clinics 

Eligibility criteria: Receiving methadone and at least one child 2 – 8 year 

residing with parent; able to understand and read English 
Group equivalence: No statistically significant differences on 

sociodemographics or outcome measures at baseline 

Attrition: Exp = 9%; Comp = 0% 

Dakof et al. (2010) RCT Engaging Moms Program + FTDC Participants: Mothers and their families engaged with FTDCs 
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Location: United States 

Funding: 

National Institute on Drug 

Abuse 

Outcome measurement: 

Baseline; Post-intervention 

(within ~3-months of 

treatment completion) 

Comparison:  

TAU (FTDC with usual 

case-management services) 

Setting: Courts + Home 

Duration: 12 to 15-months 

Intensity: Weekly court appearances 

initially that dropped to fortnightly; 

frequency of EMP unclear 

Format: Individual + Family + Couple 

Implementers: Judges, trained 

counsellors 

Content: Usual FTDC integrated with 

Engaging Moms Program (EMP). 

Three phase intervention: (1) building 

alliance and motivation; (2) 

behavioural change; and (3) transition 

to independence. Topics included: 

attachment with children, family and 

romantic relationships, parenting 

skills, interpersonal and emotional 

regulation skills. 

 

Sample size
±
: N = 62 (n Exp = 31; n Comp = 31) 

Parent demographics:  
• Mean age: Exp = 29.1; Comp = 31.2 

• Gender (%Female): Exp = 100%; Comp = 100% 

• Ethnicity (both groups): African American > White > Hispanic 

• Weekly income (USD): Exp = $674; Comp = $1016 

• Unemployed: Exp = 68%; Comp = 74% 

• Marital status (both groups): Never married > Divorced > Married 

• Education:  

Exp = <Highschool (52%); Highschool (48%); Tertiary (0%) 

Comp = <Highschool (61%); Highschool 26%); Tertiary (13%) 

• Mean N children: Exp = 2.5; Comp = 2.5 

• Physical abuse history: Exp = 48%; Comp = 61% 

• Sexual abuse history: Exp = 39%; Comp = 32% 

• Depression history: Exp = 68%; Comp = 68% 

• Anxiety history: Exp = 55%; Comp = 55% 

• Hallucination history: Exp = 13%; Comp =13% 

• Suicidal ideation history: Exp = 26%; Comp =13% 

• Mean lifetime arrests: Exp = 2.3; Comp = 3.9 

• Mean age first substance use: Exp = 17.3; Comp = 16.1 

• Drug of choice: 

Exp = Alcohol+polydrug (55%); Polydrug only (19%); Cocaine (13%); 

Cannabis (10%); Alcohol (3%) 

Comp = Alcohol+polydrug (42%); Polydrug only (19%); Cocaine (19%); 

Cannabis (10%); Alcohol (7%) 

Child demographics: None reported 
Recruitment: Referral by judge upon enrolment in FTDC 

Eligibility criteria: 18-years+; at least one child adjudicated, substance misuse 

diagnosis, reunification potential. Exclusions: severe mental, physical, or 

cognitive disorders; previous termination of parental rights. 
Group equivalence: No statistically significant differences on 

sociodemographics 

Attrition: Exp = 92%; Comp = 92% 
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Dakof et al. (2009) 

Location: United States 

Funding: 

Florida Department of 

Children and Families and 

State of Florida Eleventh 

Judicial Circuit Court 

Unmatched control group 

design 

Outcome measurement: 

Post-intervention 

Comparison:  

TAU 

Engaging Moms Program + FTDC 
See Dakof et al. (2010) for 

intervention details 
 

Participants: Mothers and their families engaged with FTDCs 

Sample size
±
: N = 80 (n Exp = 43; n Comp = 37) 

Parent demographics:  
• Mean age: Exp = 29.1; Comp = 31.2 

• Gender (%Female): Exp = 100%; Comp = 100% 

• Ethnicity (both groups): African American > Hispanic > Caucasian > 

Other 

• Marital status (both groups): Never married > Divorced/Widowed > 

Partnered/Married 

• Receiving public assistance: Exp = 79%; Comp = 89% 

• Mean N children: Exp = 3.5 

• Marital status (both groups): Never married > Divorced ≥ Married 

• Education:  

Exp = <Highschool (63%); Highschool (30%); Tertiary (7%) 

Comp = <Highschool (61%); Highschool 26%); Tertiary (13%) 

• Mean N children: Exp = 3.5; Comp = 3.1 

• Lifetime sexual abuse: Exp = 36%; Comp = 28%  

• Lifetime physical abuse: Exp = 53%; Comp = 44% 

• Mean lifetime arrests: Exp = 2.6; Comp = 2.5 

• Drug of choice: 

Exp = Polydrug (33%); Cocaine/Crack (53%); Marijuana (14%) 

Comp = Polydrug (32%); Cocaine/Crack (65%); Marijuana (3%) 

Child demographics: None reported 
Recruitment: Retrospective case review (all women enrolled in FTDC during 

2-year period) 

Eligibility criteria: None reported 
Group equivalence: No statistically significant differences on 

sociodemographics 

Attrition: Exp = 0%; Comp = 0% 
Dyba et al. (2019) 

Location: Germany 

Funding: 

Unmatched control group 

design 

Outcome measurement: 

Baseline; Post-intervention 

SHIFT Parent Training +TAU 
Setting: Substance misuse treatment 

centres 

Duration: 8-weeks 

Participants: Substance misusing parents with children ≤ 8-years  

Sample size
±
: N = 87 (n Exp = 53; n Comp = 34) 

Parent demographics:  
• Mean age: Exp = 30.7; Comp = 31.9 
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German Federal Ministry 

of Health 

Comparison:  

Waitlist control 

Intensity: Weekly, 60-75 mins weeks 

1-2; 90-mins week 3 onwards 

Format: Group 

Implementers: Substance use and child 

welfare practitioners 

Content: Treatment-as-usual substance 

misuse services + parenting program 

aiming to target parenting and family 

issues specific to methamphetamine 

use. CBT-informed, content included: 

psychoeducation, skills training 

(interpersonal, sensitive caregiving), 

role-plays, between session practice 

tasks. 

 

• Gender (%Female): Exp = 72.5%; Comp = 82.29% 

• Ethnicity (both groups): German > Other 

• Currently in relationship: Exp = 62.5%; Comp = 50% 

• Substance use in last 4-weeks: Exp = 2.5%; Com = 7.1% 

• Substance use in last 6-months: Exp = 20%; Comp = 25% 

• Received addition treatment: Exp = 95%; Comp = 100% 

• Mean N children: Exp = 2.01; Comp = 1.67 

• Child welfare involvement: Exp = 80%; Comp = 82% 

Child demographics: 
• Mean age (years): Exp = 6.24; Comp = 6.29 

• Gender (%Female): Exp = 47.6%; Comp = 46.8% 

• Ethnicity: Not reported 

Recruitment: Referral from substance misuse services or child welfare 

Eligibility criteria: parent to child aged up to 8-years (residing or frequent 

contact), methamphetamine main substance of misuse 
Group equivalence: No statistically significant differences on 

sociodemographics at baseline 

Attrition: Exp = 16.98%; Comp = 11.76% 
Donohue et al. (2014) 

Location: United States 

Funding: 

National Institutes of 

Health 

RCT 

Outcome measurement: 

Post-intervention; Follow-

up (~4-months post 

treatment completion) 

Comparison:  

TAU (standard community 

services) 

Family Behaviour Therapy 
Setting: Home 

Duration: 6-months 

Intensity: ~Weekly, 75-mins (M = 

14.9; SD = 7.2) 

Format: Individual family 

Implementers: Tertiary training and 

specially trained therapists with varied 

backgrounds 

Content: Cognitive and behavioural 

skills focus. Sequential 

implementation of components, 

including: contingency management, 

communication skills training, 

stimulus and self-control, stress-

Participants: Substance misusing mothers and at least one other consenting 

adult family member 

Sample size
±
: N = 72 (n Exp = 35; n Comp = 37) 

Parent demographics:  
• Mean age: Exp = 29.63; Comp = 28.49 

• Ethnicity:  

Exp = White > African American > Hispanic > American Indian > Asian 

> Pacific Islander 

Comp = White > African American > Hispanic > Other > American 

Indian > Pacific Islander 

• Education: 

Exp = < Highschool (54%); Highschool (43%); Tertiary (3%) 

Comp = < Highschool (46%); Highschool (46%); Tertiary (8%) 

• Marital status (both groups): Cohabiting > Single > Married 

• Unemployed: Exp = 80%; Comp = 95% 
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reduction strategies, vocational 

support, parent skill training. Use of 

psychoeducation, role-plays and 

between session exercises. 

 

Child demographics: 
• Mean age (years): Exp = 4.2; Comp = 3.65 

• Gender (%Female): Not reported 

• Ethnicity: Not reported 

Recruitment: Referrals from child welfare services 

Eligibility criteria: Mother reported to child welfare for neglect, reside with 

child who is subject of case (or intention to reunify), verified substance use in 

last 4-months and showing signs of misuse at time of referral (using SCID). 

Exclusions: primary reason for child welfare referral not sexual abuse or 

domestic violence. 
Group equivalence: No statistically significant differences on 

sociodemographics at baseline 

Attrition: Exp = 31.43%; Comp = 16.22% 
Harwin et al. (2018) 

Location: United Kingdom 

Funding: 

Department of Education’s 

Children’s Social Care 

Innovation Programme 

Unmatched control group 

design 

Outcome measurement: 

Baseline; post-intervention 

Comparison:  

TAU (usual child welfare 

services or proceedings) 

Family Drug and Alcohol Court 
Setting: Court + treatment settings (not 

otherwise specified) 

Duration: 6-months 

Intensity: Fortnightly court hearings, 

intensity of therapeutic components 

not specified  

Format: Individual for court 

component, unclear for therapeutic 

components 

Implementers: Judge and 

multidisciplinary team 

Content: Intensive supervision and 

coordination of services for cases 

involving child protection and parental 

substance misuse issues (voluntary). 

Integrated FTDC model where judge 

presides over child protection and 

substance misuse treatment plan. MDT 

advises on intensive treatment and 

monitors progress, along with referrals 

Participants: Parents (child participation unclear) 

Sample size
±
: N = 350 (n Exp = 201; n Comp = 149) 

Parent demographics: 
• Age categories:  

Exp = < 30 (28%); 30-39 (56%); 40+ (16%) 

Comp = < 30 (32%); 30-39 (48%); 40+ (19%) 

• Ethnicity:  

Exp = White > Black > Mixed > Other 

Comp = White > Black > Mixed > Other 

• Mental health issues: Exp = 37%; Comp = 40% 

• Substance misuse 

Exp = Alcohol and drugs > Illicit drugs only > Alcohol only 

Comp = Alcohol and drugs > Illicit drugs only > Alcohol only 

• Experienced domestic violence: Exp = 71%; Comp = 64% 

• Perpetrated domestic violence: Exp = 29%; Comp = 33% 

• Children previously removed: Exp = 36%; Comp = 40% 

• >5 years with social services: Exp = 49%; Comp = 52% 

Child demographics: 
• Age categories:  

Exp = < 1 (38%); 1-4 (18%); 5-10 (31%); 10+ (12%) 

Comp = < 1 (38%); 1-4 (21%); 5-10 (28%); 10+ (13%) 
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to services for substance misuse and 

family support. Case reverts to usual 

child protection public law 

proceedings if parents do not comply. 

 

• Gender (%Female): Not reported 

• Ethnicity:  

Exp = White > Mixed > Black > Other 

Comp = White > Mixed > Black > Other 

• Residing with:  

Exp = Mother only > Hospital > Foster care > Family/friends > 2 parents 

> Father only 

Comp = Mother only > Hospital > Foster care > Family/friends > 2 

parents > Father only > Other 

 

• Emotional/behavioural difficulties: Exp = 25%; Comp = 29% 

• Physical health issues: Exp = 41%; Comp = 45% 

• Born drug affected: Exp = 26%; Comp = 13% 

• Born premature: Exp = 9%; Comp = 9% 

• Developmental delay: Exp = 9%; Comp = 9% 

• Type of harm experienced:  

Exp = Neglect (89%); Emotional (66%); Physical (47%) 

Comp = Neglect (87%); Emotional (68%); Physical (65%) 

Recruitment: Referred by local authorities for intervention, research 

component = retrospective case review 

Eligibility criteria: Parental substance misuse key reason for initiating child 

protection proceedings. Exclusions: active parental psychosis, serious 

domestic violence, severe physical or sexual abuse 
Group equivalence: Statistically significant baseline differences: (1) Higher 

percentage of white participants in FDAC group; (2) Higher percentage of 

black participants in comparison group; (3) Higher percentage of children 

born affected to drugs in FDAC group 

Attrition: Exp = 0%; Comp = 0% 

Hünseler et al. (2013) 

Location: Germany 

Funding: None reported 

Unmatched control group 

design 

Outcome measurement: 

Post-intervention 

Comparison:  

TAU (usual supportive and 

pharmacological care of 

Setting: Hospital 

Duration: Unclear (until infant 

stabilised) 

Intensity: Unclear 

Format: Individual mother-infant 

dyads 

Participants: Mothers and newborns 

Sample size
±
: N = 77 (n Exp = 24; n Comp = 53) 

Parent demographics:  
• Mean age: Exp = 28.8; Comp = 29.9 

• Ethnicity: Not reported 

• Substance use: 
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opioid affected newborns 

+ social worker/youth 

welfare support to support 

mother and parenting if 

required) 

Implementers: Health practitioners 

(e.g., nurses) 

Content: Rooming-in for NAS, with 

pharmacology if required (morphine), 

mothers chose rooming-in option 
 

Exp = Methadone (88%); Methadone + other (29%); Buprenorphine (0%); 

Heroin (4%); Other opioids (13%); Nicotine (54%) 

Comp = Methadone (91%); Methadone + other (36%); Buprenorphine 

(8%); Heroin (15%); Other opioids (13%); Nicotine (43%) 

• HIV positive: Exp = 8.3%; Comp = 9.4% 

• Hepatitis B: Exp = 8.3%; Comp = 15.1% 

• Hepatitis C: Exp = 54.2%; Comp = 62.3% 

• Mean N children: Exp = 2; Comp = 2 

Child demographics: 
• Gestational age (weeks): Exp = 38.1; Comp = 37.9 

• Gender (%Female): Exp = 25%; Comp = 53% 

• Ethnicity: Not reported 

• Birthweight (grams): Exp = 2720; Comp = 2620 

• Premature: Exp = 25%; Comp = 28% 

Recruitment: Retrospective case review 

Eligibility criteria: All newborns Jan 2004 – May 2011 admitted to neonatal 

ward at a hospital with intrauterine opioid exposure 
Group equivalence: Significantly more males in treatment condition, no other 

statistically significant differences 

Attrition: Exp = 0%; Comp = 0% 

Kelley & Fals-Stewart 

(2002) 

Location: United States 

Funding: 

National Institute on Drug 

Abuse 

RCT 

Outcome measurement: 

Post-intervention, 6-month 

follow-up, 12-month 

follow-up 

Comparison:  

Equivalent to treatment 

condition, but Behavioural 

Couples Therapy 

component was replaced 

with couples-based 

Psychoeducational 

Attentional Control 

(PACT), comprised of 

Behavioural Couples Therapy (BCT) 
Setting: Clinic 

Duration: 20-weeks 

Intensity: 32 sessions in total; first 12-

weeks = 2 x 1 hour sessions per week 

(1 individual CBT + 1 couple session); 

last 8-weeks = single individual 

session weekly (1-hour) 

Format: Individual and couple dyad 

Implementers: Clinicians not otherwise 

specified 

Content:  

Participants: Alcohol misusing fathers and their female spouses 

Sample size
±
: Alcohol Study N = 49 (n Exp = 25; n Comp = 24)  

Parent demographics:  
• Mean age: Exp = 38.0; Comp = 37.6 

• Ethnicity (both groups): White > African American > Hispanic 

• Weekly income (USD): Exp = $270; Comp = $270 

• Education (years): Exp = 12.0; Comp = 12.3 

• Years married/cohabiting: Exp = 10.6; Comp = 10.9 

• Mean years alcohol misuse: Exp = 12.6; Com = 12.5 

• Mean N children: Exp = 2.8; Comp = 2.9 

Child demographics: 
• Mean age (years): Exp = 10.1; Comp = 10.7 
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didactic style lectures 

about substance misuse. 

20 x individual CBT sessions for 

fathers, drawing on a therapy manual 

for therapists working with adults 

affected by substance misuse.  

12 x BCT sessions aiming to promote 

abstinence via support of spouse, 

enhance communication and positive 

behaviours (e.g., acknowledging and 

shared activities), and reduce 

aggressive interactions. 

• Gender (%Female): Exp = 40.91%; Comp = 52.38% 

Recruitment: Screened for eligibility and incited to participate upon entering 

treatment for alcohol or drug misuse at one of four outpatient treatment sites 

Eligibility criteria: Aged 20-60 years; ≥1 year married or ≥2 years cohabiting; 

meet diagnostic criteria for alcohol disorder (DSM-III); medical clearance; 

commit to sobriety during treatment; no engagement with other treatments 

aside from self-help meetings; ≥1 child aged 6-16 years residing with couple. 

Exclusions: female spouse met DSM-III criteria for psychoactive substance or 

alcohol disorder in last 6-months; either partner presented with an active 

psychotic or organic disorder.  

Group equivalence: No statistically significant differences on baseline 

demographic variables 

Attrition: Exp = 0%; Comp = 0% 

Kelley & Fals-Stewart 

(2002) 

Location: United States 

Funding: 

National Institute on Drug 

Abuse 

RCT 

Outcome measurement: 

Post-intervention, 6-month 

follow-up, 12-month 

follow-up 

Comparison:  

Equivalent to treatment 

condition, but Behavioural 

Couples Therapy 

component was replaced 

with couples-based 

Psychoeducational 

Attentional Control 

(PACT), comprised of 

didactic style lectures 

about substance misuse. 

Behavioural Couples Therapy (BCT) 
Setting: Clinic 

Duration: 20-weeks 

Intensity: 32 sessions in total; first 12-

weeks = 2 x 1 hour sessions per week 

(1 individual CBT + 1 couple session); 

last 8-weeks = single individual 

session weekly (1-hour) 

Format: Individual and couple dyad 

Implementers: Clinicians not otherwise 

specified 

Content:  

20 x individual CBT sessions for 

fathers, drawing on a therapy manual 

for therapists working with adults 

affected by substance misuse.  

12 x BCT sessions aiming to promote 

abstinence via support of spouse, 

enhance communication and positive 

behaviours (e.g., acknowledging and 

Participants: Drug misusing fathers and their female spouses 

Sample size
±
: Drug study N = 43 (n Exp = 22; n Comp = 21) 

Parent demographics:  
• Mean age: Exp = 35.4; Comp = 36.8 

• Ethnicity (both groups): White > African American > Hispanic 

• Weekly income (USD): Exp = $214; Comp = $230 

• Education (years): Exp = 11.9; Comp = 12.0 

• Years married/cohabiting: Exp = 11.4; Comp = 11.9  

• Mean years substance misuse: Exp = 10.6; Comp = 11.1 

• Substance misuse: 

Exp = Cocaine (36%); Opiates (45%); Cannabis (5%); Other (14%) 

Comp = Cocaine (38%); Opiates (52%); Cannabis (5%); Other (5%) 

• Mean N children: Exp = 2.2; Comp = 2.7 

Child demographics: 
• Mean age (years): Exp = 8.9; Comp = 9.6 

• Gender (%Female): Exp = 50%; Comp = 47.36% 

Recruitment: Screened for eligibility and incited to participate upon entering 

treatment for alcohol or drug misuse at one of four outpatient treatment sites 

Eligibility criteria: Aged 20-60 years; ≥1 year married or ≥2 years cohabiting; 

meet diagnostic criteria for psychoactive substance disorder (DSM-III); 
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shared activities), and reduce 

aggressive interactions. 
medical clearance; commit to sobriety during treatment; no engagement with 

other treatments aside from self-help meetings; ≥1 child aged 6-16 years 

residing with couple. Exclusions: female spouse met DSM-III criteria for 

psychoactive substance disorder in last 6-months; either partner presented 

with an active psychotic or organic disorder; either partner engaged with 

methadone program.  

Group equivalence: No statistically significant differences on baseline 

demographic variables 

Attrition: Exp = 0%; Comp = 0% 

Leakey (2005) 

Location: United States 

Funding: None reported 

Matched control group 

design 

Outcome measurement: 

Baseline, post-intervention 

Comparison:  

Alternative treatment 

(equivalent residential 

treatment program for 

mothers and their children, 

including, but without 

experiential component) 

The Nurturing Program 
Setting: Residential treatment facility 

Duration: 15-weeks 

Intensity: Weekly, 2.25 hour sessions 

Format: Group (parent group and child 

group run simultaneously) 

Implementers: Unclear 

Content:  

Set in a residential treatment facility 

where substance misusing mothers 

reside with their children. The 

Nurturing Program is a relational 

intervention with a parent component, 

a child component, and an experiential 

parent-child component. The parent 

component focuses on parenting and 

uses didactic and audio-visual teaching 

methods (e.g., developmentally 

appropriate behaviour management), 

and participant reflection on past and 

present experiences. The child 

component focuses on empowerment 

and development of positive values 

and behaviours (e.g., kindness, 

nurturing). The experiential 

Participants: Mothers and children residing in residential substance misuse 

treatment 

Sample size
±
: N = 18 (n Exp = 9; n Comp = 9) 

Parent demographics (overall sample): 
• Mean age: 31.1  

• Ethnicity: Caucasian = 33.3%; African American = 33.3%; Hispanic = 

33.3% 

Child demographics (overall sample): 
• Mean age (years): 1.1 

• Gender (%Female): 50% 

• Ethnicity: as above for parents 

• Previous placement in foster care: 21.05% 

Recruitment: Referral by child welfare agencies or court system 

Eligibility criteria: None reported 
Group equivalence: Not formally assessed, but all cases matched 

Attrition: Exp = 44.44%; Comp = 44.44% 
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component (A Family Nurturing Time) 

combines the parent and child groups 

for ~20-minutes to practice nurturing 

activities together (e.g., sharing food, 

art, games, practicing nurturing skills 

learnt in separate parent/child group 

sessions). Feedback provided to 

families on between session practice. 

Lloyd et al. (2021) 

Location: United States 

Funding: 

US Substance Abuse and 

Mental Health Services 

Administration 

Matched control group 

design 

Outcome measurement: 

Post-intervention (variable 

length of time) 

Comparison:  

TAU (usual child welfare 

services, actions, 

procedures) 

Family Treatment Drug Court (FTDC) 
and Family Skills Training  
Setting: Court + treatment settings 

Duration: ~12-months 

Intensity: Weekly for court hearings, 

unclear for other treatment 

components 

Format: Individual for court 

component, unclear for other treatment 

components 

Implementers: Judge and Drug Court 

Team (usually multidisciplinary) 

Content: FTDC supplemented with 

two unspecified evidence-based family 

skill training interventions. The FTDC 

adhered to federally recommended 

‘key elements’, including: non-

adversarial approach and judicial 

interaction with families; steering 

committee for operations; integration 

of and access to a range of substance 

misuse treatments; multidisciplinary 

training, including trauma-informed 

practices; partnerships with service 

providers; sanctions and incentives in 

response to non-compliance / 

compliance; random and frequent drug 

Participants: Families with dual child welfare and parental substance misuse 

concerns 

Sample size
±
: N = 269 (n Exp = 91; n Comp = 178) 

Parent demographics:  
• Mean age: Not reported 

• Gender (%Female): Not reported 

• Ethnicity:  

Exp = American Indian (63%); Latino(a) (7%) 

Comp = American Indian (58%); Latino(a) (8%) 

Child demographics: 
• Mean age: Not reported 

• Gender (%Female): Not reported 

• Ethnicity: Not reported 

• Age at last removal (years): Exp = 3.97; Comp = 3.68 

• Mean N prior removals: Exp = 0.03; Comp = 0.03 

• Removal due to drug use: Exp = 78%; Comp = 84%  

• Removal due to neglect: Exp = 74%; Comp = 47% 

• Removal due to housing: Exp = 4%; Comp = 3% 

• Removal due to sexual abuse: Exp = 0%; Comp = 0% 

• Removal due to physical abuse: Exp = 3%; Comp = 1% 

Recruitment: Retrospective case review 

Eligibility criteria: Any FTDC child who experienced ≥1 foster care 

placement during study period, with an open child abuse/neglect case and 

involved parental substance misuse. Exclusions: parents in methadone 

treatment, who had a conviction for violent felony,  sexual abuse, or drug 

trafficking.  
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testing; frequent meetings to review 

progress. Integrated FTDC model 

where substance misuse and child 

welfare issues managed by one judge. 

Frequency of hearings and level of 

supervision/support titrated over time 

with participation progression. 

Group equivalence: No statistically significant differences between groups on 

matching variables  

Attrition: Exp = 0%; Comp = 0% 

Penny & Pratt (2011) 

Location: Australia 

Funding: None reported 

Unmatched control group 

design 

Outcome measurement: 

Post-intervention 

Comparison:  

TAU (usual health or 

community services) 

Clinical Pathway Plan of Care (SUPa) 
Setting: Mix 

Duration: 12-months 

Intensity: Unclear 

Format: Unclear (likely individual 

families) 

Implementers: Unclear (likely health 

practitioners) 

Content:  

Focus on enhancing efficient 

coordination and quality of evidence-

based care, integrating client 

participation. ‘Care items’ (not 

otherwise specified) were arranged 

into four phases from pregnancy to 

when child was aged 12-months. 

Example intervention focuses: parent-

child relationship, harm minimisation, 

substance misuse treatment, mental 

health treatment, safety planning in 

relation to parenting.  

Participants: Pregnant mothers and their infants when born 

Sample size
±
: N = 31 (n Exp = 14; n Comp = 17) 

Parent demographics:  
• Mean age: not reported 

• Ethnicity: not reported 

• Medical illness: Exp = 27.3%; Comp = 25% 

• History of mental illness: Exp = 63.6% 62.5% 

Child demographics: 
• Mean age: not reported for outcome measurement 

• Gender (%Female): Exp = 45.5%; Comp = 25.0% 

• Ethnicity: not reported 

Recruitment: Convenience sample via health referrals 

Eligibility criteria: Pregnant women who had disclosed substance misuse in a 

harmful range 
Group equivalence: Significantly higher family history of postnatal 

depression in treatment group, no other differences 

Attrition: Exp = 21.42%; Comp = 5.88% 

Lam et al. (2008) 

Location: United States 

Funding: 

National Institute on 

Alcohol Abuse and 

Alcoholism 

RCT 

Outcome measurement: 

Post-intervention, 6-

months after completion, 

12-months after 

completion 

Parent Skills with Behavioural 
Couples Therapy (PSBCT) 
Setting: Clinic 

Duration: 12-weeks 

Participants: Alcoholic fathers and their female participants 

Sample size
±
: N = 20 (n Exp = 10; n Comp = 10) 

Parent demographics:  
• Mean age: Exp = 33.4; Comp = 34.6 

• Ethnicity:  
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Comparison:  

TAU (individual therapy, 

CBT) 

Intensity: 2 x 60 minute weekly 

sessions 

Format: Individual + couple 

Implementers: Postgraduate trained 

therapists 

Content:  

Fathers attended 12 x individual CBT-

focused therapy sessions focused on 

substance misuse; Couples attended 12 

x sessions that integrated 6 x 

behavioural couples therapy sessions 

and 6 x behaviourally informed 

parenting sessions (adapted from 

Helping the Non-Compliant Child 

program)  

 

Exp = White > African American > Hispanic  

Comp = White > African American > Other >  

• Annual income (USD): Exp = 35.2K; Comp = 34.0K 

• Education (years): Exp = 12.8; Comp = 13.0 

• Years married/cohabiting: Exp = 7.4; Comp = 7.2 

• M (SD) residential moves: Exp = 2.5 (2.1); Comp = 3.6 (2.7) 

• Mean N children: Exp = 2.3; Comp = 2.2 

Child demographics: 
• Mean age (years): Exp = 8.9; Comp = 9.0 

• Gender (%Female): Not reported 

• Ethnicity: Not reported 

Recruitment: Assessment of eligibility and invitation to participate upon 

entering outpatient treatment for substance misuse 

Eligibility criteria: Aged 19 years; ≥1 year married or ≥2 years cohabiting; 

meet diagnostic criteria for alcohol disorder (DSM-IV); medical clearance; 

commit to sobriety during treatment;; ≥1 child aged 8-12 years residing with 

couple. Exclusions: female spouse met DSM-IV criteria for substance misuse 

disorder. 
Group equivalence: No statistically significant differences on demographics 

for fathers, partners, or children 

Attrition: 16.67% across entire sample, distribution across groups not reported 
Moore et al. (2020) 

Location: United States 

Funding: 

US Substance Abuse and 

Mental Health Services 

Administration 

Matched control group 

design 

Outcome measurement: 

Unclear (length of follow-

up varies) 

Comparison:  

TAU (usual child welfare 

and community services) 

Family Treatment Drug Court 
Setting: Courts and likely other 

treatment settings in community 

Duration: 9 to 12-months 

Intensity: Therapeutic components = 

weekly; Court components = bi-

weekly; Other services "as needed" 

(e.g., counselling, vocational support, 

educational courses) 

Format: Unclear (likely a mixture) 

Implementers: Multidisciplinary drug 

court team 

Participants: Families with dual substance use and child welfare issues 

Sample size
±
: N = 68 (n Exp = 34; n Comp = 34) 

Parent demographics:  
• Mean age: Exp = 30.6; Comp = 37.4 

• Gender (%Female): Exp = 79%; Comp = 82% 

• Ethnicity:  

Exp = White > African American > Asian 

Comp = White > African American > Asian 

Child demographics: None reported 
Recruitment: Retrospective case review 
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Content: See description for Lloyd et 

al., 2021. Parents required to complete 

treatment before reunification can 

occur. 

 

Eligibility criteria: Substance misuse issue key factor in child welfare case, 

resulting child being removed from the home, plan for reunification. 

Exclusions: unstable serious mental illness, prior violent or sexual offences. 

Group equivalence: Not reported, matching appears to have created 

equivalence 

Attrition: Exp = 0%; Comp = 0% 
Mitrani et al. (2010) 

Location: United States 

Funding:  

National Institute on Drug 

Abuse 

RCT 

Outcome measurement: 

Baseline, post-

intervention, short follow-

up (4-months), longer 

follow-up (8-months) 

Comparison:  

Attentional control (health-

focused psychoeducation) 

Structural Ecosystems Therapy (SET) 
Setting: Home or setting of family’s 

choosing 

Duration: 4-months 

Intensity: 12 x 1 hour sessions, 

frequency unclear 

Format: Individual family 

Implementers: Postgraduate trained 

social workers 

Content:  

Manualised process-oriented therapy 

focused on enhancing adaptive 

interactions among family members 

and wider support network (including 

treatment providers), with overall aim 

of improving mothers’ psychological 

and physical wellbeing. Integration of 

relapse prevention strategies. Specific 

SET techniques include: (1) joining 

(e.g., establishing therapeutic 

alliances); (2) diagnosing (identifying 

interactional patterns contributing to 

current issues); and (3) restructuring 

(developing and implementing new 

interactional processes with others).   

Participants: HIV-infected substance misusing mothers and their families 

Sample size
±
: N = 25 (n Exp = 9; n Comp = 16) 

Parent demographics:  
• Mean age: Exp = 38.88; Comp = 40.24 

• Ethnicity:  

Exp = African American > Hispanic  

Comp = African American > Hispanic 

• Years of substance misuse: Exp = 21.13; Comp = 18.12 

• Cocaine dependence: Exp = 78%; Comp = 100% 

• Polysubstance dependence: Exp = 56%; Comp = 88% 

• Household income (USD): Exp = 13.56K; Comp = 9.77K 

• Employed: Exp = 22%; Comp = 19% 

• Never married/not cohabiting: Exp = 44%; Comp = 63% 

Child demographics: 
• Mean age: Exp = 11.20; Comp = 13.85 

• Gender (%Female): Exp = 47%; Comp = 44% 

• Ethnicity: Not reported 

Recruitment: Unclear 

Eligibility criteria: HIV seropositive mother aged ≥18 years with prescribed 

antiretroviral medication and specific viral loads; DSM-IV diagnosis for 

substance use disorder within last year (cocaine primary or secondary drug of 

abuse); mother willing to disclose HIV diagnosis to health professionals; at 

least one family member willing to enrol in study 

Group equivalence: Children in treatment group significantly younger than 

children in comparison condition, no other differences 

Attrition: Exp = 44.44%; Comp = 31.25% 
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Quittan (2004) 

Location: United States 

Funding: 

None Reported 

Unmatched control group 

design 

Outcome measurement: 

Post-intervention (1-6 

months after completion); 

Follow-up (4-12 months 

after completion) 

Comparison:  

Usual FTDC; Child 

welfare case plan 

FTDC + Celebrating Families! 
Setting: Mixed (court + treatment 

services) 

Duration: 12-months 

Intensity: CF! = 15 x 90-min weekly 

sessions (child-focused, followed by 

"brief structured family activity") 

Format: Face-to-face, mixed (CF = 

group) 

Implementers: CF! = Facilitator + co-

facilitator (NOS); FTDC = judicial 

staff, tx staff (NOS), assigned social 

worker 

Content: Celebrating Families! 

Program is an interactive program 

aiming to cultivate “resiliency”, 

developed specifically for children of 

substance misusers and the parents. 

Santa Clara FTDC: 4 Phases, each ~3-

months, mandated treatment. Phase 1 = 

Admission and Enrolment (intake and 

treatment planning with social worker, 

weekly/bi-weekly meeting with court 

team, obtain sponsor, practice 

parenting skills during supervised 

visits. Mandated to participate and 

attend as ordered). Phase 2 = 

Continued compliance. Phase 3 = 

corresponds with 6-month dependency 

hearing and move towards 

reunification plan. Stage 4 = Complete 

case plan goals and objectives, 

aftercare and maintenance. Includes 

unsupervised visits with children + 

graduation.  

Participants: Substance misusing parents and their child(ren) 

Sample size
±
: N = 51 (n Exp = 26; n Comp = 25) 

Parent demographics: Reported by overall sample only:  

• Female = 100% 

• Age range (years) = 22-44  

• Ethnicity: Caucasian = 40%; Hispanic = 45%; African American = 8%; 

Native American = 1%; Asian/Pacific Islander = 6%.  

• N children: single = 41%; 2 children = 29.5%; 3 children = 15.4%; 4+ 

children = 11.6%. 

Child demographics: Not reported 
Recruitment: Retrospective case review, recruited from dependency court due 

to substance misuse in case + official data. 

Eligibility criteria: Not reported 
Group equivalence: Unclear 

Attrition: Exp = 0%; Comp = 0% 
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Ryan et al. (2016) 

Location: United States 

Funding: 

Children and Family 

Research Centre, 

University of Illinois at 

Urbana—Champaign, the 

Illinois Department of 

Children and Family 

Services and the John D. 

and Catherine T. 

MacArthur Foundation's 

Models for Change 

Research Initiative 

RCT 

Outcome measurement: 

~36-months post treatment 

completion 

Comparison:  

TAU (usual child welfare 

services) 

TAU + Recovery coach 

Setting: Home 

Duration: Not reported 

Intensity: Not reported 

Format: Face-to-face, individual 

Implementers: Trained recovery 

coaches (NOS) 

Content: Part of the Title IV-E Waiver 

Demonstration Project, which allow 

for flexible use of finances for child 

welfare. Parents assigned to treatment 

agencies received usual services in 

addition to intensive case management 

via a Recovery Coach. Recovery 

coaches worked with families, a child 

welfare caseworker, and substance 

misuse treatment providers to 

encourage engagement in treatment, 

reduce barriers to treatment, provide 

general support, and provide other 

types of advocacy if required.  

 

Participants: Parent(s) 

Sample size
±
: N = 3440 (n Exp = 2362; n Comp = 1078) 

Parent demographics:  
• Female: Exp = 48%; Comp = 49% 

• Age: Not reported  

• Ethnicity: Exp = African American 71%; Caucasian 14%; Hispanic 15%. 

Comp = African American 72%; Caucasian 14%; Hispanic 15%  

• Substance: Primary opioid misuse, Exp = 24%; Comp = 24% 

Child demographics: Not reported 
Recruitment: Structured assessment provided by JCAP. "Based on 

information collected throughout the maltreatment investigation, family court 

judges refer parents for substance abuse screening at the time of the 

temporary custody hearing" 

Eligibility criteria: (1) reside in Cook County Illinois, (2) temporary custody 

of child(ren) granted to IDCFS, and (3) parents were assessed by JCAP 

within 180 days of the temporary custody hearing + parents in substance-

involved families (defined as either substance abusing or dependent under 

DSM-IV guidelines) were referred to the Juvenile Court Assessment Program 

(JCAP) at the time of their temporary custody hearing or at any time within 

180 days subsequent to the hearing 
Group equivalence: No differences between agencies or participants assigned 

to control and intervention groups. 

Attrition: Exp 0%; Comp = 0% 

Saldana (2015) 

Location: United States 

Funding: 

National Institute on Drug 

Abuse 

RCT 

Outcome measurement: 

Baseline, mid-treatment, 

post-intervention (~4-

months after treatment 

completion) 

Comparison:  

TAU (usual substance 

misuse or family services 

Families Actively Improving 
Relationships (FAIR) Program 
Setting: Home and community 

Duration: 8-months 

Intensity: Titrated over time (ranging 

from daily contact at treatment 

initiation to weekly towards end of 

treatment), duration of contacts not 

reported 

Participants: Families with dual parental substance misuse and child welfare 

concerns 

Sample size
±
: N = 31 (n Exp = 18; n Comp = 13) 

Parent demographics:  
• Mean age: Exp = 31.5; Comp = 29.56 

• Gender (%Female): Exp = 100%; Comp = 100% 

• Ethnicity: Not reported 

• Household income (USD): Exp = 27.5K; Comp = 18.3K 

• Unemployed: Exp = 61%; Comp = 62% 

• Age at first use of substances: Exp = 17.11; Comp = 16.92 



±Wherever possible, assigned participants are reported. Attrition figures focused loss of cases from assignment to post-intervention outcome measurement. 

Study Design Intervention Sample 

available in the 

community) 

Format: Individual family 

Implementers: Team of professionals 

(e.g., counsellors, clinical supervisors, 

skills coaches) 

Content:  

Intensive outpatient treatment 

integrating adaptations of the 

manualised and behaviourally-

informed Parent Management Training 

(PMTO) and Reinforcement Based 

Treatment for substance misuse. Five 

main components: (1) Parent skills 

training; (2) Addressing substance 

misuse in context of parenting; (3) 

Resource building; (4) Incentives 

(token system); and (5) Ongoing 

engagement (e.g., ad hoc home-visits 

or phone contact). Techniques used: 

role-play, skills training and practice, 

between session homework. Frequent 

updates and contact with other services 

(e.g., child welfare). Counsellors 

available to families 24/7. 

• Longest duration abstinent (months): Exp = 8.47; Comp = 14.31 

• Education (years): Exp = 12.67; Comp = 12.67 

• Mean N children: Exp = 2.11; Comp = 1.31 

Child demographics: 
• Mean age: Not reported 

• Gender (%Female): Not reported 

• Ethnicity: Not reported 

• Target child currently removed: Exp = 54%; Comp = 46% 

Recruitment: Referral by child welfare (following program overview 

presentations to child welfare services) 

Eligibility criteria: Family referred to child welfare due to parental substance 

misuse and child neglect; alcohol/marijuana + ≥1 other substance; child 

resides with parent or reunification plan in place; not currently enrolled in 

another parenting to substance misuse treatment program; English speaking; 

residing in local area  
Group equivalence: No statistically significant differences on baseline 

demographic variables 

Attrition: Exp = 22.78%; Comp = 0% 

Schaeffer et al. (2011)  

Location: United States 

Funding: 

Connecticut Department of 

Children and Families; 

Annie E. Casey 

Foundation; Wheeler 

Clinic; National Institute 

on Drug Abuse 

Matched control group 

design 

Outcome measurement: 

24-month period after 

referral  

Comparison:  

Alternative treatment 

(“comprehensive 

community treatment”, 

consisting of multiple 

services aligned with usual 

child welfare practice, 

including referrals to 

Building Stronger Families - 
Multisystemic Therapy 
Setting: Home 

Duration: 6 - 9 months (MST-CAN); 

NOS for RBT 

Intensity: Not reported 

Format: Face-to-face, family (MST); 

Face-to-face individual and group 

(RBT) 

Implementers: Trained child welfare 

practitioners/therapists + Supervisor + 

Participants: Families 

Sample size
±
: N = 43 (n Exp = 25; n Comp = 18) 

Parent demographics:  
• Female: Exp = 100%; Comp = 100% 

• Age (years): Exp = 39.8; Comp = 37.9 

• Ethnicity: Exp = White, Non-Hispanic = 84%; Comp = White, Non-

Hispanic = 72.2% 

• Substance use: Exp = Cocaine; Marijuana; Heroin; Alcohol (NOS); Comp 

= Cocaine; Marijuana; Heroin; Alcohol (NOS) 

• Child maltreatment: Exp = Prior maltreatment report 96%; N substantiated 

maltreatment reports 2.68; Previous out-of-home placement 16% (n = 

0.48); Comp = Prior maltreatment report 83.3%; N substantiated 



±Wherever possible, assigned participants are reported. Attrition figures focused loss of cases from assignment to post-intervention outcome measurement. 

Study Design Intervention Sample 

substance misuse and other 

psychosocial interventions 

for parents and children) 

Crisis Case Manager + Psychiatrist 

(20% FT) 

Content: Integration of Multisystemic 

Therapy for child abuse and neglect 

(MST-CAN) and Reinforcement Based 

Therapy (RBT). MST-CAN is 

ecologically focused by integrating 

interventions that aim to address the 

risks underpinning child welfare cases. 

Possible interventions include parent 

training and therapy (individual, 

couple, family). RBT integrates 

motivational interviewing and 

adjustments to the environment to 

build structured plans that aim to 

reduce substance misuse. RBT may 

begin with detoxification. Once 

parent(s) is stabilised, thorough 

assessment of family’s needs is 

conducted, which guides treatment. 

Parents participate in urinalysis and 

breathalyser testing throughout 

treatment (intensified if parent lapses) 

and receive monetary vouchers for 

negative results. Progress towards 

treatment goals is visually monitored, 

with continuous reinforcement for 

progress. Families can attend weekly 

2-hour social club with other families. 

Preference for child to be placed 

within family ecology if parents are 

unable to maintain child safety. 

maltreatment reports 2.50; Previous out-of-home placement 16.7% (n = 

0.39) 

Child demographics: 
• Mean age (years): Exp = 12.8; Comp = 10.8 

• Gender (%Female): Exp = 56%; Comp = 27.8% 

• Ethnicity: Exp = White, Non-Hispanic 76%;  Comp = White, Non-

Hispanic 50%; 

Recruitment: Child welfare referrals between 2005 – 2008. 

Eligibility criteria: Open child welfare case due to physical abuse and/or 

neglect incident that occurred in precious 180 days; parental substance misuse 

as conformed by child welfare; and child in case aged 6 – 17 years. 

Exclusions: active domestic violence, child impairment (e.g., cognitive) that 

would impair participation. 

Group equivalence: No statistically significant differences on demographics 

Attrition: Exp = 0%; Comp = 0% 

    

Singh et al. (2020) 

Location: United States 

Funding: None reported 

Unmatched control group 

design 

Outcome measurement: 

Engaging Mothers for Positive 
Outcomes with Early Referral 
(EMPOWER) + Rooming-In 

Participants: Mothers and infants 

Sample size
±
: N = 431 (n Exp = 237; n Comp = 194) 



±Wherever possible, assigned participants are reported. Attrition figures focused loss of cases from assignment to post-intervention outcome measurement. 

Study Design Intervention Sample 

 Post-intervention 

Comparison:  

TAU (admission to NICU 

for monitoring and/or 

pharmacological treatment 

if NAS diagnosed using 

pre-established criteria) 

Setting: Outpatient clinic + hospital 

Duration: Pregnancy and up to 1-

month postpartum 

Intensity: Unclear 

Format: Individual 

Implementers: Multidisciplinary team 

(e.g., doctors, social workers, nurses) 

Content: Multidisciplinary prenatal 

and health care, aiming to engage and 

educate mothers pre-birth. 

Personalised pregnancy care plans 

aiming to: (1) promote adherence with 

pharmacology for substance misuse; 

(2) prepare parents for rooming-in 

after birth; (3) increase likelihood of 

retaining custody; (4) promote 

breastfeeding; and (5) reduce 

pharmacological treatment for NAS 

symptomology. Prenatal component 

included medical care, referral to 

services as required, educational 

classes (e.g., breastfeeding), and 

counselling with allied health 

practitioners (e.g., dieticians, social 

workers). Rooming-in consisted of 

single-occupancy rooms with low 

stimulation (e.g., low light and noise) 

to promote non-pharmacological 

approaches for NAS symptoms (e.g., 

breastfeeding, skin-to-skin contact). 

Newborns medically monitored and 

pharmacological treatment provided 

according to standardised protocols 

using the Finnegan Scoring system. 

Parent demographics:  
• Mean age: Not reported 

• Ethnicity: Not reported 

• Substance use: 

Exp = Prescribed Methadone (40%); Prescribed Buprenorphine (43%); 

Illicit Buprenorphine (11%); Heroin (24%) 

Comp = Prescribed Methadone (43%); Prescribed Buprenorphine (34%); 

Illicit Buprenorphine (4%); Heroin (17%) 

Child demographics: 

(two cohorts per condition) 
• Gestational age (wks): Exp = 37.6-38.0; Comp = 38.4-38.1  

• Birthweight (kg): Exp = 2.8 to 2.9; Comp = 3.0 to 2.9 

• Need for pharmacotherapy: Exp = 47.26%; Comp = 78.87% 

• Gender (%Female): Not reported 

• Ethnicity: Not reported 

Recruitment: All women fitting eligibility criteria were invited to participate 

Eligibility criteria: Pregnant women with an opioid use disorder diagnosis 

engaged with prenatal outpatient care affiliated with the study hospital. 

Participation in rooming-in component required mothers to sign an agreement 

outlining requirements of the program. Eligibility criteria for rooming-in: 

infant medically stable at birth, mother maintained on pharmacotherapy for 

≥1 month prior to birth, no drug use at birth, child not in care of child welfare 

agency and mother/parentings willing and able to reside with infant. 
Group equivalence: Not formally assessment, inspection of raw data suggests 

groups are equivalent 

Attrition: Not reported 



±Wherever possible, assigned participants are reported. Attrition figures focused loss of cases from assignment to post-intervention outcome measurement. 

Study Design Intervention Sample 

Worcel et al. (2008) 

Location: United States 

Funding: 

US Substance Abuse and 

Mental Health Services 

Administration 

Matched control group 

design 

Outcome measurement: 

Post-intervention (~5-years 

after case closure) 

Comparison:  

TAU (usual child welfare 

services, actions, 

procedures) 

Family Treatment Drug Courts 
(FTDCs) 
Setting: Court + treatment settings 

Duration: Not reported, but usually 

~12-months 

Intensity: Weekly for court hearings, 

unclear for other treatment 

components 

Format: Individual for court 

component, unclear for other treatment 

components 

Implementers: Judge and Drug Court 

Team (usually multidisciplinary) 

Content: FTDCs across 4 sites, noted 

to slightly vary in specific structures 

and process, but all adhered to the 

basic model (see description for Lloyd 

et al., 2021). 

 

Participants: Families with dual child welfare and parental substance misuse 

concerns 

Sample size
±
: N = 451 (n Exp = 250; n Comp = 201) 

Parent demographics:  
• Mean age: Exp = 30; Comp = 30 

• Gender (%Female): Exp = 89%; Comp = 88% 

• Ethnicity (both): White > Hispanic > African American > Other 

• Employed: Exp = 23%; Comp = 34% 

• ≥ High-school education: Exp = 55%; Comp = 50% 

• Married: Exp = 27%; Comp = 38% 

• Prior substance misuse treatment: Exp = 67%; Comp = 43% 

• Mean N prior child welfare investigations: Exp = 3.6; Comp = 3.2 

• Mean N children listed on case: Exp = 2.1; Comp = 2.2 

• Mean parental risk factors: Exp = 2.2; Comp = 2.0 

• Mean child risk factors: Exp = 1.3; Comp = 1.6 

Child demographics: 
• At least one child an infant: Exp = 59%; Comp = 42% 

• At least one child aged 2 – 5 years: Exp = 45%; Comp = 52% 

• At least one child aged 6 years: Exp = 41%; Comp = 54% 

• Gender (%Female): Not reported 

• Ethnicity: Not reported 

Recruitment: Retrospective case review 

Eligibility criteria: Samples from each FTDC drawn and matched to non-

FTDC child welfare cases. Exclusions: cases involving child fatalities, child 

sexual abuse, severe mental illness, parental incarceration, or immediate 

termination of parental rights.  
Group equivalence: Treatment parents significantly more likely to have infant 

listed in their case, more risk factors for children listed, more likely to be 

unemployed, prior history of substance misuse treatment, and be unmarried. 

These factors were used as covariates in statistical analyses.  

Attrition: Exp = 0%; Comp = 0% 

  



±Wherever possible, assigned participants are reported. Attrition figures focused loss of cases from assignment to post-intervention outcome measurement. 

Table E3: Characteristics of Eligible Studies Not Included in Quantitative Syntheses 

Study & Country Design & 
Comparison 

Intervention Name & 
Category Setting Format 

& Intensity Duration Implementers 
Participants 

Akin et al. (2017) 

Unites States 

• Matched 

• TAU (child 

welfare) 

• Strengthening Families 
• Parenting + Child + 

Family 

Mixed 

community 

settings 

• Group 

• 14 weekly 

sessions 

(duration 

unclear) 

≥3 months < 6-

months 

Trained tertiary 

qualified child 

welfare 

practitioners  

N = 493 

Families affected by 

parental substance misuse 

and child welfare 

concerns, with a plan to 

reunify 
Bartle-Haring et al. 

(2018) 

Unites States 

• RCT 

• Psychoeducation

al health 

attentional 

control 

• Ecologically Based 

Family Therapy 

• Parent Substance 

Misuse + Parenting + 

Family 

Home • Individual 

Family 

• Mean = 6.44 

sessions 

≥3 months < 6-

months 

Trained 

counsellors or 

graduate 

trained 

therapists 

N = 128 

Treatment seeking 

mothers with substance 

misuse issues and a child 

residing with them at last 

50% of the time 

Boles et al. (2010) 

Unites States 

• Unmatched 

• TAU (child 

welfare, 

community 

services) 

• FTDC 

• Parent Substance Use 

(+ case-management 

with child welfare/legal 

involvement) 

Drug Courts + • Unclear 

• Twice 

weekly – 

Fortnightly 

contact 

(duration 

unclear) 

≥12 months < 

18-months 

Judge, 

specialised 

treatment 

recovery teams 

N = 2984 

Families with dual 

parental substance misuse 

and child welfare concerns 

Broning et al. 

(2019) 

Germany 

• RCT 

• Play-based 

attentional 

control 

• TRAMPOLINE 

• Child-Focused 

Outpatient 

Counselling 

Centres 

• Group 

• 9 x weekly 

90-min 

sessions 

≥1 month < 3-

months 

Social workers N = 218 

Children 8-12 years with a 

substance misusing 

parents 
Brook et al. (2012) 

Unites States 

• Matched 

• TAU (child 

welfare) 

• Strengthening Families 
• Parenting + Child + 

Family 

Private Foster 

Care Agencies 

• Group 

• 14 x weekly 

sessions 

(duration 

unclear) 

≥3 months < 6-

months 

Trained child 

welfare 

practitioners 

N = 493 

Families with dual 

parental substance misuse 

and child welfare concerns 

Brook et al. (2015) 

Unites States 

• Matched 

• TAU (child 

welfare) 

• Family Drug Court + 

Strengthening Families 

+ Celebrating Families! 
• Parent Substance 

Misuse + Parenting + 

Child + Family 

Drug Courts + • Mixture 

• 28 x weekly 

sessions for 

parenting 

component 

(duration 

≥6 months < 

12-months 

NR N = 632 

Families with dual 

parental substance misuse 

and child welfare concerns 
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Study & Country Design & 
Comparison 

Intervention Name & 
Category Setting Format 

& Intensity Duration Implementers 
Participants 

unclear) 

Burrus et al. (2011) 

Unites States 

• Matched 

• TAU (child 

welfare) 

• Baltimore City Family 

Recovery Program 

 

• Parent Substance Use 

(+ case-management 

with child welfare/legal 

involvement) 

Drug Courts + Unclear  NR Judge and Drug 

Court Team 

(not further 

specified) 

N = 400 

Families with dual 

parental substance misuse 

and child welfare concerns 

Dore et al. (1999) 

Unites States 

• RCT 

• No treatment 

• "Friends in Need" 
• Child-Focused 

School • Group 

• 8 x weekly 

90-min 

sessions 

≥1 month < 3-

months 

NR N = 206 

Children with substance 

misusing parents 

Field et al. (1998) 

Unites States 

• Unmatched 

• No treatment 

• Day-care for infants 

and education and 

psychosocial 

components for young 

mothers 

• Parent Substance 

Misuse + Parent + 

Parenting + Child 

Vocational 

High School 

• Group + 

Individual 

Dyad 

• Daily to 

weekly 

contacts 

ranging from 

entire day to 

1 – 2 hours 

≥3 months < 6-

months 

Teachers  N = 126 

Young mothers identified 

as substance misusers and 

their infants 

Forrester et al. 

(2008) 

United Kingdom 

• Unmatched 

• Comparison 

group not 

otherwise 

specified 

• Option 2 intensive 

family preservation 

model, solutions-

focused with 

motivational 

interviewing 

components 

• Parent Substance Use 

(with case-

management) 

Home Individual 

Family 

≥1 month < 3-

months 

Human services 

practitioners 

with social 

work or 

psychology 

backgrounds 

N = 368 

Families with dual 

parental substance misuse 

and child welfare concerns 

Hall et al. (2015) 

Unites States 

• Matched 

• TAU (child 

welfare) 

• Sobriety Treatment and 

Recovery Teams 

(START) 

• Parent Substance Use 

(+ case-management 

Unclear Unclear  ≥18-months Trained child 

welfare 

practitioners 

N = 498 

Families with dual 

parental substance misuse 

and child welfare concerns 

(child 3 years or less) 



±Wherever possible, assigned participants are reported. Attrition figures focused loss of cases from assignment to post-intervention outcome measurement. 

Study & Country Design & 
Comparison 

Intervention Name & 
Category Setting Format 

& Intensity Duration Implementers 
Participants 

with child welfare/legal 

involvement) 

Hall et al. (2021) 

Unites States 

• RCT 

• TAU (child 

welfare) 

• Sobriety Treatment and 

Recovery Teams 

(START) 

• Parent Substance Use 

(+ case-management 

with child welfare/legal 

involvement) 

Unclear Unclear  ≥12 months < 

18-months 

Trained child 

welfare 

practitioners 

N = 418 

Families with dual 

parental substance misuse 

and child welfare concerns 

(child 6 years or less) 

Jimenez (2018) 

Unites States 

• Unmatched 

• Alternative 

Treatment 

(Buprenorphine 

in utero + 

morphine for 

infant NAS + 

voluntary early 

intervention 

services) 

• Methadone in-utero + 

Infant morphine for 

NAS 

• Parent Substance Use 

(with case-

management) 

Continued Care 

Nursery 

Individual 12-36 months NR N = 29 

Mothers and substance 

exposed infants 

Luthar & Suchman 

(2000) 

Unites States 

• RCT 

• TAU (substance 

misuse treatment 

include 

pharmacology, 

group therapy 

and/or case 

management) 

• Relational 
Psychotherapy 
Mothers' Group + 

Methadone 

• Parent Substance 

Misuse + Parent + 

Parenting 

Clinic • Group 

• 24 x weekly 

sessions 

(duration 

unclear) 

≥3 months < 6-

months 

Clinical 

psychologist 

and drug 

counsellor 

N = 61 

Mothers with substance 

misuse issues and self-

reported parenting 

difficulties 

Luthar et al. (2007) 

Unites States 

• RCT 

• Alternative 

Treatment 

(Group 

Recovery 

Training) 

• Relational 
Psychotherapy 
Mothers' Group + 

Methadone 

• Parent Substance 

Misuse + 

• Parent + Parenting 

Clinic • Group 

• Weekly 

(duration 

unclear) 

≥6 months < 

12-months 

Master's and 

doctoral trained 

therapists (1 per 

group) 

N = 127 

Mothers with substance 

misuse issues and self-

reported parenting 

difficulties 

Pollock & Green 

(2015) 

• Matched 

• TAU 

• Bridges 

• Parent Substance 

Unclear Unclear  NR NR N = 377 
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Study & Country Design & 
Comparison 

Intervention Name & 
Category Setting Format 

& Intensity Duration Implementers 
Participants 

Unites States (community 

services) 

Misuse + Parent + 

Parenting + Child + 

Family 

Families affected by 

parental substance misuse 

with associated child 

removal or risk of removal 

and child welfare 

concerns, with a plan to 

reunify 

Roosa et al. (1989) 

Unites States 

• RCT 

• No treatment 

• Stress Management and 

Alcohol Awareness 

Program 

• Child-Focused 

School and 

community 

settings 

Individual + 

Group 

≥1 month < 3-

months 

Researchers 

and teachers 

N = 81 

Child with substance 

misusing parents 

Stover et al. (2019) 

Unites States 

• RCT 

• Alternative 

Treatment (Dads 

N' Kids, 

psychoeducation

al, equivalent 

contact to 

treatment group) 

• Fathers for Change + 

Residential Treatment 

• Parent Substance 

Misuse + Parent + 

Parenting 

Residential 

treatment 

facility 

• Individual 

• Weekly 

60min 

sessions 

≥3 months < 6-

months 

Master's level 

clinicans (4 x 

F4C; 4 x DNK) 

N = 62 

Substance misusing 

fathers in residential 

treatment 

Suchman et al. 

(2018) 

Unites States 

• RCT 

• Psychoeducation

al parent 

education 

attentional 

control + usual 

outpatient 

substance use 

treatment 

• Mothering from the 
Inside Out 

• Parent Substance 

Misuse + Parent + 

Parenting 

Clinic Individual ≥3 months < 6-

months 

Clinical 

Psychologists 

N = 87 

Substance misusing 

mothers and their infants 

(11 - 60 months) 

Twomey et al. 

(2010) 

United States 

• Unmatched 

 

• TAU (child 

welfare) 

• Vulnerable Infants 

Program + FTDC 

• Parent Substance 

Misuse + Child-

Focused 

Hospital Unclear ≥6 months < 

12-months 

Multidisciplinar

y team 

(medical, legal, 

child welfare 

etc) 

N = 137 

Families with open child 

welfare cases due to 

prenatal substance misuse 

Van Wormer & Li 

(2016) 

Unites States 

• Matched 

• TAU (child 

welfare) 

• FTDC 

• Parent Substance 

Misuse + Parenting 

Drug Courts + Unclear Usual~12-

months 

Judge and Drug 

Court Team 

N = 159 
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Study & Country Design & 
Comparison 

Intervention Name & 
Category Setting Format 

& Intensity Duration Implementers 
Participants 

(not further 

specified) 

Families with open child 

welfare cases due to 

prenatal substance misuse 

 



Appendix F: Study Outcomes by Included Study 

Table F1: Child Welfare Outcomes By Included Study 

Child Welfare Domain (k = 51) 

Subcategory Measurement Studies 

Abuse, maltreatment, 
neglect 
Official data 

Active investigation (self-report) Lam et al. (2008) 
Child safety report or case (not otherwise specified) Penny & Pratt (2011) 
Recurrence of maltreatment, neglect, or abuse Boles et al. (2010)*; Carey et al. (2010)*; Hall et al. (2015)*; 

Pollock & Green (2015)*;  
Substantiated maltreatment, neglect, or abuse Hall et al. (2021)*; Kissick et al. (2015)*; Worcel et al. (2008) 

Child abuse potential Adult-Adolescent Parenting Inventory (AAPI-2; Parent-report) Kim et al. (2019); Leakey (2005); Stover et al. (2019)* 
 Brief Child Abuse Potential Inventory (BCAP; Parent-report) Barlow et al. (2019); Dakof et al. (2010); Saldana et al. (2015) 
 Child Abuse Potential Inventory (CAPI; Parent-report) Black et al. (1994); Dawe et al. (2007); Donhue et al. (2014); 

Brown et al. (2021) 
 Parental Acceptance/Rejection Questionnaire (PARQ; Parent- and child-report) Luthar et al. (2007)*; Luthar & Suchman (2000)* 
Out-of-home care 
Official data 
  

Days to care entry Forrester et al. (2008)* 

Number of placement changes Carey et al. (2010)*; Kissick et al. (2015)* 
Number of removals Schaeffer et al. (2013)  
Placed in kinship care  Butz et al. (2001); Hall et al. (2014, 2015, 2016) 
Placed in out-of-home care (Yes/No) Abrahams et al. (2010); Butz et al. (2001); Flannery et al. 

(2020); Forrester et al. (2008)*; Hall et al. (2015)*; Hall et al. 
(2021)*; Harwin et al. (2018); Hünseler et al. (2013); Kissick 
et al. (2015); *Schaeffer et al. (2013) 

Re-entry after reunification (Yes/No) Akin et al. (2017)*; Boles et al. (2010)*; Brook & McDonald 
(2007)*; Chuang et al. (2012)*; Hall et al. (2015)*  

Time in care Burrus et al. (2011)*; Carey et al. (2010)*; Donohue et al. 
(2014); Forrester et al. (2008)*; Schaeffer et al. (2013); Van 
Wormer & Li (2016)*; Worcel et al. (2008)* 

Parental custody 
Official data 

Residing with parent or parental custody (not in context of reunification) 
Discharged with mother postpartum (not in context of reunification) 

Abrahams et al. (2007, 2010); Butz et al. (2001); Dakof et al. 
(2010); Ernst et al. (1999); Forrester et al. (2008)*; Hall et al. 
(2014, 2015, 2016); Hünseler et al. (2013); Singh et al. 
(2020); Stevens & Patton (1998) 

Permanency 
Official data 

Time to permanency Burrus et al. (2011)*; Chuang et al. (2012); Moore et al. 
(2020)*; Pollock & Green (2015)*; Worcel et al. (2008)* 

Permanency plan in place (Yes/No) Van Wormer & Li (2016)* 

Permanency has occurred (Yes/No) Boles et al. (2010)*; Harwin et al. (2018); Llyod et al. (2021);  



Permanency with parents (Yes/No) Carey et al. (2010)*; Harwin et al. (2018); Sagatun-Edwards 
(2000) 

Permanency with relatives (Yes/No) Dakof et al. (2010) ; Harwin et al. (2018)  
Permanency with foster carers or other (e.g., prospective adopters) (Yes/No) Carey et al. (2010)*; Harwin et al. (2018); Sagatun-Edwards 

(2000) 
Reunification 
Official data 

Time to reunification Boles et al. (2010)*; Brook & McDonald (2007); Carey et al. 
(2010)*; Llyod et al. (2021); Moore et al. (2020)*; Pollock & 
Green (2015)* 

Reunification has occurred (Yes/No) Boles et al. (2010)*; Brook et al. (2012)*; Brook et al. (2015)*; 
Burrus et al. (2011)*; Chuang et al. (2012)*; Dakof et al. 
(2010)*; Hall et al. (2015)*; Hall et al. (2021)*; Harwin et al. 
(2018)*; Quittan (2004)*; Ryan et al. (2016); Sanmartin et al. 
(2020); Schaeffer et al. (2013)*; Twomey et al. (2010)*; Van 
Wormer & Li (2016)*; Worcel et al. (2008)* 

 Family Preservation services in place (Yes/No) Boles et al. (2010)* 
 Stability of reunification Ryan et al. (2016)* 
Termination of 
parental rights 
Official data 

Permanent removal or guardianship with a carer other than a parent Carey et al. (2010)*; Dakof et al. (2010); Forrester et al. 
(2008)*; Van Wormer & Li (2016)* 

Application for termination filed Dakof et al. (2010) 
Voluntary permanent surrender of parental rights Dakof et al. (2010) 

Note: * Indicates study was not included in effect size calculation or meta-analyses due to missing data.   
 
  



Table F2: Child Development Outcomes By Included Study  

Child Development Domain (k = 17) 

Subcategory Measurement Studies 

Cognition Bayley III Developmental Screener (Cognitive scale) Jimenez (2018)* 
 Bayley Scales of Infant Development II (Mental Development Index) Bada et al. (2015); Black et al. (1994); Ernst et al. 

(1999); Field et al. (2013)*; Porges et al. (2018) 
 Differential Ability Scales (General Conceptual Ability Composite) Conerly (1999) 
 Stanford-Binet Intelligence Scales (Full-Scale IQ) Kilbride et al. (2000) 
Executive Function Behaviour Rating Inventory of Executive Function Kim et al. (2019) 
 Connor’s Parent Rating Scale Sullivan (1984)* 
 Revised Behaviour Problem Checklist: Attention Problems and Motor Excess subscales Davis-Susser (1990) 
 Strengths and Difficulties Questionnaire (Hyperactivity-Inattention subscale) Margolis et al. (2017)* 
Language Bayley III Developmental Screener (Receptive & Expressive) Jimenez (2018)* 

 Bayley Scales of Infant Development III (Receptive & Expressive) Flannery et al. (2020) 
 Preschool Language Scale IV Bada et al. (2015) 
 Reynell Developmental Language Scales (Verbal Comprehension & Expressive) Porges et al. (2018); Warren et al. (2006) 
 Sequenced Inventory of Communicative Development-Revised (SICD-R) Conerly (1999) 
Motor Skills Bayley III Developmental Screener (Fine & Gross Motor scales) Jimenez (2018)*; 
 Bayley Scales of Infant Development III (Fine & Gross Motor scales) Bada et al. (2015); Flannery et al. (2020) 
 Bayley Scales of Infant Development II (Psychomotor Developmental Index) Black et al. (1994); Ernst et al. (1999); Field et al. 

(2013)* 
 Infant Neurological International Battery Field et al. (2013)*; 
 Peabody Developmental Motor Scales (Fine & Gross Motor Scales) Warren et al. (2006) 
Social skills Adaptive Social Behaviour Inventory (Expressiveness subscale) Warren et al. (2006) 
 Child Behaviour Checklist (Social Problems subscale) Kim et al. (2019) 
 Early Communication Scales Field et al. (2013)* 

 Index of Peer-Relations Scheer (1996) 
 Personality Inventory for Children (Social Skills subscale) Sullivan (1984) 
 Strengths and Difficulties Questionnaire (Hyperactivity-Inattention subscale) Margolis et al. (2017)* 
 Social Skills Rating System Conerly (1999) 
Sleep Child Behaviour Checklist (Sleep subscale) Butz et al. (2001); Warren et al. (2006) 
General adaptive / 
Other developmental 
outcomes 

Personality Inventory for Children (Cerebral Dysfunction, Intellectual Screening, Development) Sullivan (1984) 
Development within normal limits (not otherwise specified) Penny & Pratt (2011) 
Engagement with early intervention services Flannery et al. (2020) 

Note: * Indicates study was not included in effect size calculation or meta-analyses due to missing data.   



 

Table F3: Child Emotional And Behavioural Outcomes By Included Study  

Emotional & Behavioural Domain (k = 41) 

Subcategory Measurement Studies 

Total problem 
behaviours 
Parent-report 

Adlerian Parental Assessment of Child Behaviour Scale Catania (1985) 
Behavioural Assessment System for Children (Behaviour Symptom Index) Luthar et al. (2007)*; Luthar & Suchman 

(2000)* 
Brief Infant and Toddler Socio-Emotional Adjustment Scale (Problem subscale) Barlow et al. (2019)* 
Child Behaviour Checklist (Total Problems composite) Brown et al. (2021); Butz et al. (2001); Flannery 

et al. (2020); Kim et al. (2019); Margolis  et  al. 
(2017); Saldana et al. (2015); Warren et al. 
(2006) 

Paediatric Symptom Checklist Kelley & Fals-Stewart (2002) 
Social Skills Rating Scale (Problem Behaviour subscale) Conerly (1999) 
Strengths and Difficulties Questionnaire (Total Problem Score) Dawe et al. (2007); Dyba et al. (2019); Forrester 

et al. (2008)*; Margolis et al. (2017) * 
Walker Problem Behaviour Checklist Sullivan (1984)* 

Teacher-report AML Behaviour Rating Scale Roosa et al. (1989)* 

Walker Problem Behaviour Checklist Sullivan (1984)* 

Child-report Behavioural Assessment System for Children (Clinical scale; Behaviour Symptoms composite) Luthar & Suchman (2000)*; Luthar et al. 
(2007)* 

Internalising 
problems 
Parent-report 

Child Behaviour Checklist (Internalising composite) 
 

Bartle-Haring et al. (2018)*; Butz et al. (2001); 
Flannery et al. (2020); Haight et al. (2010); 
Scheer (1996)*; Stanger et al. (2011); Kim et al. 
(2019);  

 Personality Inventory for Children (Internalisation subscale) Sullivan (1984) 
 Revised Behaviour Problems Checklist Mitrani et al. (2010) 
 Strengths and Difficulties Questionnaire (Emotional subscale) Margolis et al. (2017) * 
Child-report Behavioural Assessment System for Children (Emotional Symptoms Index) Luthar et al. (2007)* 
 Youth Self Report (Internalising composite) Mitrani et al. (2010) 
Externalising 
problems 
Parent-report 

Adaptive Social Behaviour Inventory (Disruption subscale) Warren et al. (2006) 
Aggression Questionnaire Pirnia et al. (2019)* 
Child Behaviour Checklist (Externalising composite; Aggression subscale) Bartle-Haring et al. (2018)*; Butz et al. (2001); 

Flannery et al. (2020); Haight et al. (2010); Kim 



et al. (2019); Scheer (1996); Stanger et al. 
(2011); Warren et al. (2006) 

 Negative behaviours (composite formed via factor analysis using items from several existing 
measures) 

Maguin (1991) 

 Personality Inventory for Children (Externalisation subscale) Sullivan (1984) 
 Revised Behaviour Problems Checklist Mitrani et al. (2010); Davis-Susser (1990) 
 Strengths and Difficulties Questionnaire (Conduct subsale) Margolis et al. (2017)* 
Child-report Youth Self Report (Externalising composite) Mitrani et al. (2010) 
Antisocial behaviour 
Parent-report 
Child-report 

Child Behaviour Checklist (Rule-Breaking subscale) Bartle-Haring et al. (2018)*; Kim et al. (2019) 
Personality Inventory for Children (Delinquency subscale) Sullivan (1984) 
California Test of Personality (antisocial Tendencies subscale) Peitler (1980)* 

Self-report measures developed by study authors for specific behaviours (e.g., stealing, property 
damage, setting fires) 

Catalano et al. (1999); Maguin (1991) 

Anxiety Child Behaviour Checklist (Anxiety subscale) Kim et al. (2019); Warren et al. (2006); Bartle-
Haring et al. (2018)* 

Parent-report Personality Inventory for Children (Anxiety subscale) Sullivan (1984) 
 Revised Behaviour Problem Checklist (Anxiety Withdrawal subscale) Davis Susser (1990) 
 Spence Anxiety Scale Pirnia et al. (2017) 
Child-report Revised Manifest Anxiety Scale (R-MAS) Davis Susser (1990); Scheer (1996) 
Assertiveness Gambrill-Richey Assertion Inventory Hojjat et al. (2015) 
Child substance use Form 90 Bartle-Haring et al. (2018)* 
Child-report Children's Questionnaire on Drinking and Survey of Attitudes & Behaviour Sullivan (1984) 
 Self-report measures developed by study authors for specific substances or knowledge of 

substance misuse 
Broning et al. (2019); Catalano et al. (1999); 
Gance-Cleveland et al. (2008)* 

Coping Coping Resources Inventory Gance-Cleveland et al. (2008)* 

 Coping Strategies Inventory Roosa et al. (1989)* 
 Questionnaire for the Measurement of Stress and Coping in Children and Adolescents Broning et al. (2019)* 
 Self-report measures developed by study authors to measure coping specific to parental misuse Dvais-Susser (1990); Broning et al. (2019)* 
Depression Personality Inventory for Children (Depression subscale)  Sullivan (1984) 
Parent-report Child Behaviour Checklist (Depressed/Withdrawn and Anxious/Depressed subscales) Kim et al. (2019) 
Child-report Beck Depression Inventory II Bartle-Haring et al. (2018)* 
 California Test of Personality (Withdrawal subscale) Peitler (1980)* 
 Child Depression Inventory Davis-Susser  (1990; Luthar et al. (2007)*; 

Roosa et al. (1989)*; Scheer (1996) 
 Health and Daily Living Form (Youth, HDLF-Y, Distressed Mood subscale) Gance-Cleveland et al. (2008)* 
 Reynold’s Adolescent Depression Scall II (Korean translation) Hyun et al. (2010) 
Distress Self-report measure developed by study authors to measure distress about parent misuse Broning et al. (2019) 
Happiness Oxford Happiness Questionnaire Hojjat et al. (2015) 



 Health and Daily Living Form (Youth, HDLF-Y, Positive Mood subscale) Gance-Cleveland et al. (2008)* 
Isolation  Self-report measure developed by study authors to measure isolation due to parental misuse Broning et al. (2019) 
Locus of control Nowicki-Strickland Locus of Control Scale Davis-Susser (1990); Dore et al. (1999)*; 

Sullivan (1984) 
Loneliness Children’s Loneliness Questionnaire Dore et al. (1999)* 
Prosocial behaviour Adaptive Social Behaviour Inventory (Compliance subscale) Warren et al. (2006) 
 Strengths and Difficulties Questionnaire (Prosocial subscale) Dawe et al. (2007); Margolis et al.  (2017) * 
 Prosocial behaviours (composite formed via factor analysis using items from several existing 

measures, e.g., compliance, politeness) 
Maguin (1991) 

Self-concept Personal Attribute Inventory for Children Scheer (1996) 
 Piers-Harris Self Concept Scale Sullivan (1984)* 
 Self Perception Profile for Children (Self Worth subscale) Broning et al. (2019)*; Dore et al. (1999)*; Hyun 

et al. (2010) 
Self-efficacy Generalised Self-Efficacy Scale Broning et al. (2019)* 
Socioemotional 
competencies 

Behavioural Assessment System for Children  Luthar & Suchman (2000)*; ; Orte et al. (2008)* 
Brief Infant and Toddler Socio-Emotional Adjustment Scale (Competence subscale) Barlow et al. (2019)* 
Behavioural and Emotional Rating Scale Finkelstein et al. (2005)* 
Self-Perception Profile for Children (Social Competence subscale) Broning et al. (2019)*; Roosa et al. (1989) 

Self-worth California Test of Personality (Self-Worth subscale) 
Self-Perception Profile for Children (Korean translation, Self-Worth subscale) 

Peitler (1980)* 

Hyun et al. (2010) 
Social support KIDSCREEN-27 (Peers and Social Support subscale) Broning et al. (2019)* 
Stress Self Perception Profile for Children (Physical Stress Symptoms subscale) 

Salivatory Cortisol 
Broning et al. (2019) 
Pirnia et al. (2019)* 

Trauma Child Behaviour Checklist (Trauma subscale) Haight et al. (2010) 
Wellbeing KIDSCREEN-27 (Psychological Wellbeing subscale) Broning et al. (2019)* 
Resilience Korean Adolescent Resilience Scale 

Functional resilience composite constructed by authors (employed/enrolled in school; no 
substance use/dependence; no engagement with criminal justice system in previous 5-years) 

Hyun et al. (2010)  
Catalano et al. (1999)* 

Sexual risk taking Self-report measures of sexual behaviour (e.g., unprotected sex) Catalano et al. (1999) 
Anger Spielberger’s State-Trait Anger Expression Inventory 2nd Edition (STAXI-2) Hojjat et al. (2017) 
Psychosis The Revised Behaviour Problem Checklist (Psychotic Behaviour subscale) Davis-Susser (1990) 

Note: * Indicates study was not included in effect size calculation or meta-analyses due to missing data.   
 
 
 
 



 

Table F4: Educational Outcomes By Included Study  

Educational Domain (k = 7) 

Subcategory Measurement Studies 

Academic 
Achievement 

Grades (A – F) 
Lafayette Clinic School Information Form (academic achievement subscale) 
Likert scale developed by study authors 
Personality Inventory for Children (Achievement subscale) 

Warren et al. (2006) 
Sullivan (1984) * 
Catalano et al. (1999) 
Sullivan (1984) 

Academic 
competence 

Self-Perception Profile for Children (Academic Competence subscale) Brong et al. (2019) * 

Adjustment to school Behavioural Assessment System for Children (School Maladjustment subscale) 
Health and Daily Living Form (Youth, Social Integration subscale) 

Luthar & Suchman (2000)* 
Gance-Cleveland et al. (2008)* 

Learning difficulties AML Behaviour Rating Scale (Learning Problems subscale) 
ESE Code (Yes/No; Category) 
Personality Inventory for Children (Learning Disabilities Prediction subscale) 
Lafayette Clinic School Information Form (problems not otherwise specified) 

Roosa et al. (1989) * 
Warren et al. (2006) 
Sullivan (1984) 
Sullivan (1984) * 

Remediation Lafayette Clinic School Information Form (recommendations for remediation) Sullivan (1984) * 
School attachment Likert scale developed by study authors Catalano et al. (1999) 
Truancy Truancy flag in school records (Yes/No Warren et al. (2006) 

Note: * Indicates study was not included in effect size calculation or meta-analyses due to missing data.   
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