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Abstract 

Background

Young people in low-resource settings are disproportionately affected by mental 

health problems, yet access to formal mental healthcare remains limited. However, 

schools in these regions have increasingly become the primary settings for mental 

health interventions, offering an accessible and supportive environment for mental 

health services. Recognising the critical role schools play in providing mental health 

services for young people, there has been a growing emphasis on involving parents 

in school-based mental health (SBMH) interventions in low-resource settings. This 

study explored the mechanisms for effectively involving parents in SBMH interven-

tions for young people in Zimbabwe and Ghana.

Methods

Cross-sectional qualitative research was conducted in Harare, Zimbabwe and 

Navrongo, Ghana. This study is a sub-analysis of a larger formative qualitative 

study which aimed to identify evidence for adapting interventions for depression and 

anxiety for young people aged 15–24 in Zimbabwe, and 15–18 in Ghana, and test the 

feasibility of the adapted intervention. We utilised semi-structured in-depth interviews, 

key informant interviews and focus group discussions with various stakeholders until 

data saturation was achieved. All interviews were audiotaped and later transcribed 

verbatim and translated to English for analysis. Data for this study were inductively 

coded and analysed using thematic analysis.
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Results

Effective mechanisms for engaging parents in SBMH include routine parent-teacher 

meetings, interface meetings between parents and school-based mental healthcare 

providers, and direct parental participation in sessions. However, while parental 

involvement is key for SBMH interventions, it can be problematic. In some cases, 

parents may unintentionally breach their children’s privacy and confidentiality or may 

be the source of their children’s mental health problems.

Conclusion

The study’s findings underscore the importance of parents as vital partners in SBMH 

interventions. Given the positive impact of parental involvement, it is essential to 

incorporate parents into the design and implementation of these interventions. By 

leveraging the insights from this study, interventionists can develop and implement 

more effective and low-cost SBMH interventions, which can significantly improve 

mental health outcomes for young people in low-resource settings.

Introduction

Common Mental Disorders (CMDs) like depression and anxiety are among the 
leading causes of impaired health and diminished daily functioning globally [1,2]. 
Prevalence of common mental disorders in young people under the age of 24 is high, 
with 20% suffering from common mental illnesses globally [3]. In sub-Saharan Africa 
(SSA), young people between ages of 15–24 constitute approximately 13.3% of the 
total population [4] and are particularly at higher risk of CMDs [5]. A recent systematic 
review estimates the prevalence of mental health issues among this demographic to 
be 27% for depression, 30% for anxiety disorders, and 12% for suicidal ideation [6].

While significant progress has been made in the provision of treatment for CMDs 
in SSA-including task-sharing like the Friendship Bench intervention [7], introduction 
of transdiagnostic approaches [8], and the decentralization of mental health care, 
challenges persist [9]. In this region, mental healthcare is still inadequate, ineffi-
cient, and inequitable [10], leaving a 90% treatment gap for CMDs [11,12]. This is 
mainly attributed to lack of funding and unavailability of trained specialists to provide 
mental health services [8]. Consequently, most young people in SSA are left with 
no option, but to live with their undiagnosed and untreated mental disorders or seek 
help from alternative sources such as religious or traditional healers. In Zimbabwe, 
research conducted by the United Nations Children’s Fund (UNICEF) indicates that 
at least 27% of young people aged 15–24 suffer from depression [13]. However, the 
true burden of mental health issues is likely higher among young people in Zimba-
bwe due to compounding factors like the COVID-19 pandemic, rising poverty, high 
unemployment rates and the economic crisis [14]. In Ghana, a 2023 study on mental 
health in primary care settings found the prevalence of depression among young 
people to be 59.2% [15].
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In response to the growing mental health needs of young people, especially in low-resource settings like Zimbabwe 
and Ghana, schools have increasingly become critical providers of mental health services [16–18]. Evidence shows that 
schools offer a structured and supportive environment where large numbers of children can be reached, as they help 
reduce barriers to access such as transportation and financial constraints, especially in low-income settings [19,20]. 
Recognising the key role schools play, Zimbabwe’s Ministry of Health and Childcare introduced the “Catch Them Young” 
program. As part of the 2020 WHO-Special Initiative for Mental Health, this program is a pilot of mental health screen-
ing and psychological first aid support in schools [21]. It aimed to empower teachers to support pupils during and after 
the COVID-19 pandemic. In addition, the Zimbabwe School Health Policy (ZSHP) provides a framework for addressing 
various health-related issues concerning the welfare of learners in the school system, including mental health, as well as 
provisions for care, support, guidance, and counselling needs of all learners [22]. In contrast, Ghana, with its provision of 
free senior high school education, implements a pioneering national adolescent health policy. School nurses visit approxi-
mately three days a week to provide clinical care to pupils and refer to nearby health facilities where necessary. However, 
while mental health is listed as one of the Ghana school health packages [23], it remains least developed.

In addition to School Based Mental Health (SBMH) interventions for young people in low-resource settings, there 
has been a growing emphasis to involve parents in these programs [24–26]. Parental involvement, which entails active 
engagement of parents with their child [8], significantly influences their physical, mental, and social development [27]. 
Research indicates the positive impact of parental involvement in SBMH interventions for young people, including 
improved mental health outcomes [20,24,25,28,29]. However, most of this research comes from high-income countries, 
creating a gap in low-and-middle-income-countries (LMICS) like Zimbabwe and Ghana, where such interventions are 
urgently needed. Notably, parental involvement is currently not a formal component of SBMH interventions in either Zim-
babwe or Ghana, highlighting a crucial gap in existing programs. To bridge this gap, the present study explored the views 
of various key stakeholders to understand how parents could be involved in SBMH interventions in these two countries. 
The insights gained from our study will contribute to developing appropriate and effective strategies of engaging parents in 
interventions aimed at improving youth mental health outcomes in low-resource settings.

Materials and methods

Study context and design

A cross-sectional qualitative research design was adopted for this study. The study was conducted as part of formative 
work for the ‘African Youth in Mind’ consortium, which aims to identify evidence to adapt interventions for depression and 
anxiety for youth aged 15–24 in Zimbabwe and 15–18 in Ghana, and to test the feasibility of the adapted intervention. 
The difference in age groups between the two countries reflects the distinct focus of each setting. In Ghana, schools were 
specifically chosen as study sites, aligning with the school-going age range and the project’s efforts to strengthen existing 
school-based mental health systems. In contrast, in Zimbabwe, the study was centred on clinics to explore how to adapt 
the Friendship Bench model for youth mental health support. In reporting this study, we adhered to the COREQ (COnsoli-
dated criteria for REporting Qualitative research) guidelines [30].

Study setting

In Zimbabwe and Ghana, the study was conducted in Harare and Navrongo, respectively. Harare, Zimbabwe’s capital has 
a population of about 1.6 million. Like elsewhere across the country, poverty and unemployment are the main contributors 
to mental health issues in Harare, particularly among young people [31]. Data collection in Harare took place between 20 
December 2022 and 30 September 2023. Navrongo is a town in the Upper East Region of northern Ghana with a pop-
ulation of about 100, 000, and has a high prevalence of CMDs among young people. This is largely due to widespread 
poverty, limited access to mental health services, seasonal food insecurity, high youth unemployment, and restricted 
educational and economic opportunities, all of which can negatively impact young people’s mental well-being [32]. Data 
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collection in Navrongo took place between 1 January 2023 and 31 May 2023 in the Navrongo Health and Demographic 
Surveillance Site (NHDSS) area.

Study team

In Zimbabwe, the interviews were conducted by three research assistants (RAs) (two males and one female) who had 
a minimum bachelor’s degree in social sciences. The RAs, bilingual in Shona and English, had vast prior experience in 
collecting qualitative data. In Ghana, the interviews were conducted by four research assistants. The RAs (one female and 
three males all multilingual in Kasem, Nankani and English) had a minimum of a bachelor’s degree with two to five years’ 
experience in conducting qualitative research. Prior to data collection, all the RA’s received initial training on study aims 
and objectives, study protocol, data management, participant recruitment, qualitative research skills and research ethics.

Sampling and recruitment

In both countries, purposive and snow-ball sampling techniques were used to recruit study participants. Invitations were 
extended using information sheet and informed consent procedures, with assent obtained for those under 18. In Zimba-
bwe, key policymakers, including the Director of Mental Health Services at the Ministry of Health and Director of School 
Psychological Services at the Ministry of Education were initially approached and asked to recommend other key infor-
mants. This resulted in the recruitment of 5 policymakers. In Ghana, the Municipal and District Directors of Health and 
Education Services at the Ghana Education and Health Ministries were similarly approached, leading to the recruitment of 
5 key informants each (3 in the Kasena-Nankana Municipality and 2 in the Kassena-Nankana West District) respectively. 
All schools in Zimbabwe were public institutions located in high-density suburbs of Harare, while in Ghana, recruitment 
was conducted in rural schools. Thus, both settings are characterised by limited resources and financial constraints. 
School staff in both countries were recruited through recommendations from school heads, totalling 39 staff members. 
School-going young people were recruited with permission from school heads, resulting in the recruitment of 43 students 
from both countries. Healthcare workers were recruited by approaching nurses in charge at district hospitals, who recom-
mended other informants resulting in 22 recruited. Lay health workers in Zimbabwe were identified through their super-
visor who recommended other delivery agents involved in the Friendship Bench intervention, resulting in 20 recruited. 
In Ghana, similar methods were used, resulting in 6 recruited through health care centres. Caregivers of young people 
receiving mental health services were invited to participate, leading to 14 recruited. Young people with lived experience of 
poor mental health were identified through their involvement with mental health services, with 15 recruited in Zimbabwe 
through the Friendship Bench, and 12 in Ghana through health care centres.. Finally, faith-based and traditional healers 
were also recruited through mental health coordinators who were well acquainted with them, resulting in 6 recruited. The 
information is summarised in Table 1 below.

Inclusion and exclusion criteria

Inclusion criteria for young people were 15–24 years in Zimbabwe and 15–18 years in Ghana, and able to provide 
informed consent or assent for those under 18. Those with lived experience had received formal care for symptoms of 
depression and have not responded to problem-solving therapy (PST) as defined by less than a 2-point reduction on the 
SSQ14 from their baseline score. Professionals or volunteers (health care workers, faith-based and traditional healers, 
policy makers, school staff) aged 18 and above working in various capacities to deliver or implement mental health ser-
vices, and those willing and able to take part in the study were included. Exclusion criteria included individuals working to 
deliver or implement mental health services for young people but had not been working or living in the community for at 
least 12 months. Moreover, in both countries, young people with lived experience of depression were excluded if they had 
an active major mental health condition, determined by a previous clinical diagnosis of a severe mental health condition 
that could impair their ability to engage in the study. Additionally, individuals who were actively suicidal (assessed through 
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P4 screener) or had an advanced physical illness or impairment (assessed at informed consent procedures) that would 
interfere with their ability to participate were excluded.

Procedure

Key informant interviews (KII) were conducted to collect data from policy makers, school staff, healthcare workers, 
caregivers, faith-based and traditional healers and lay health care workers. For young people, in-depth semi-structured 
interviews were conducted. Additionally, in Ghana, separate focused group discussions (FGD) with students who had 
no mental health history were conducted. The interview guides included a core list of open-ended questions and antici-
pated follow-up questions. This ensured that the RAs asked all participants a minimum set of identical questions to collect 
credible and comparable data. In Zimbabwe, interviews were conducted in English and Shona, and in Ghana interviews 
were conducted in English, Kasem and Nankani. Data collection continued until data saturation, where no new information 
was emerging [33]. All interviews, lasting an average of 45–60 minutes were conducted face-to-face, and were audiotaped 
and later transcribed verbatim. Transcriptions were translated from Shona (Zimbabwe) and Nankani/Kasem (Ghana) to 
English for analysis. Transcripts underwent quality checks and were pseudo-anonymised to ensure the confidentiality of 
participants’ identities.

Data analysis

Data for this study were inductively coded using thematic analysis, a method designed for identifying, analysing, and 
reporting patterns (themes) within the data [34]. Consortium team members, other than the transcribers conducted 
checks on the transcripts to ensure quality and accuracy. An initial codebook was generated from the topic guides and 
first interview transcripts. Nvivo software (Version 14) was employed to code and organize the data. Each transcript was 
assigned to at least two coders, who read the respective transcript to familiarise themselves with the data. Coders added 
new codes where necessary. These new codes were merged and regular intervals using the Nvivo 14 collaboration cloud 
function, to ensure all coders were able to use the same codebook. Regular study team meetings (bi-weekly) were held to 
discuss progress in coding as well as the evolving codes and themes. Codes were reviewed and discussed with an addi-
tional round of coding conducted to ensure codes were specific and consistent before patterns in codes were explored 
to develop themes. A group of at least 3 researchers, including one senior researcher (MK and FG) worked together to 
review codes and finalize the themes.

Table 1.  Socio-demographic profile of participants.

Category Zimbabwe Ghana Total

N Sex N Sex

F M F M

Care Givers 10 9 1 4 3 1 14

Health Care Workers 4 4 0 18 10 8 22

Lay Health Workers 20 20 0 0 0 0 20

Policy Makers 5 3 2 10 3 7 15

Young People who received mental health services 15 7 8 12 8 4 27

Young People who did not receive mental health services 10 5 5 33 17 16 43

Faith-based healers 0 0 0 2 2 0 2

Traditional healers 0 0 0 4 1 3 4

School Staff 13 9 4 26 6 20 39

Total 77 57 20 109 50 59 186

https://doi.org/10.1371/journal.pone.0322954.t001

https://doi.org/10.1371/journal.pone.0322954.t001
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Ethical considerations

The study was approved by the respective institutional ethics committees in Ghana, Zimbabwe and the UK (at the setting 
of the lead organisation) and all participants provided written informed consent prior to their participation. For those under 
18, written informed consent was obtained from their parents or guardians, with assent also obtained from minors. The 
study was approved by the Medical Research Council of Zimbabwe (Ref: MRCZ/A/2965), Navrongo Health Research 
Centre Institutional Review Board (Ethics Approval ID: NHRCIRB480), Ghana Health Service Ethics Review Committee 
(GHS-ERC:026/07/22) and the Kings College London Research Ethics (Ref: HR/DP-21/22–32917). To gain access to 
selected schools, approval was also sought from the Ministry of Primary and Secondary Education in Zimbabwe, and the 
Ghana Education Service in Ghana.

Inclusivity in global research

Additional information regarding the ethical, cultural, and scientific considerations specific to inclusivity in global research 
is included in the Supporting Information (S1 Checklist). 

Results

Four distinct themes emerged from qualitative analysis of involving parents in SBMH interventions for young people. 
These themes included 1) routine meetings between teachers and parents, 2) interface meetings between parents and 
school-based mental healthcare providers, 3) direct participation of parents in sessions, and 4) negative aspects of paren-
tal involvement.

Routine meetings between teachers and parents

Participants emphasised the importance of routine meetings between teachers and parents as an essential platform for 
the dissemination of information about mental health and the interventions available. These parent-teacher association 
(PTA) meetings, as participants noted, provide an opportunity for a broad spectrum of parents and teachers to collaborate 
on addressing mental health concerns, raise awareness about the intervention as well as building trust and open commu-
nication. One participant noted:

The only way you can get most of the parents is usually when there is a PTA meeting. So that is a way that you can get 
them and give them that education concerning mental health issues. In some of the PTA meetings, sometimes school 
heads invite professionals from the mental health unit to draw the attention of the parents to know such issues and how 
to help them: Senior High School Teacher, Ghana.

In addition, another participant noted

I think you can invite them to school to talk about some of the life issues that the children are going through. Because 
sometimes they [young people] would understand it better when they are told by their own parents and that could be 
effective: High School Teacher, Zimbabwe.

Young people also shared the same sentiments, highlighting integrating mental health awareness in routine 
meetings between teachers and parents as key for raising awareness about mental health challenges they may be 
facing.

Our school has PTA meetings, so if they could bring parents to raise awareness about mental health issues we might 
be facing: Senior High School Student, Ghana.
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From these perspectives, routine PTA meetings serve as a vital bridge between parents and teachers, facilitating the 
dissemination of information and fostering collaboration necessary to address young people’s mental health issues. By 
involving both parents and professionals in these discussions, schools can enhance awareness, support, and intervention 
strategies, ensuring that young people receive the comprehensive mental health care they need both in and out of the 
classroom. While PTA meetings were a well-established and widely utilised structure for parental engagement in Ghana, 
Zimbabwe had less formalised PTA structures. This difference may influence the feasibility of using PTA meetings as a 
primary channel for engaging parents in SBMH initiatives. As a result, alternative strategies may be required in contexts 
where PTA participation is limited.

Interface meetings between parents and school-based mental health providers

Study participants also mentioned that involving parents in school based mental health intervention can be effectively 
achieved through interface meetings between parents and school-based mental healthcare providers. Unlike PTA meet-
ings which involve general discussions between parents and teachers, interface meetings between parents and school-
based mental health providers focus on direct collaboration between mental health professionals and parents. These 
meetings are more specialised, aimed at addressing specific individual mental health concerns and creating tailored 
solutions. One policy maker stated:

I think they [parents] should be invited to a meeting because they need to understand the whole concept [the interven-
tion] then they know where they are going and what is the likely impact on their children. They need information about 
the whole package for them to be very useful in the intervention: Policy maker, Ministry of Education, Ghana.

This shows that such meetings are essential for parents to grasp the scope and purpose of the intervention, thus enabling 
them to support their children more effectively. Also, young people felt that interface meetings are key for parents to under-
stand their children’s mental health issues, which can prevent unnecessary blame and conflict, as one participant remarked:

You can call them for a meeting and talk to them about some of these things. Like explaining to them that, for example, 
if you see your daughter sitting down lonely and sad, you can approach her and know how to handle them. They should 
not always be blaming their children unnecessarily, sometimes their children are also right: Senior High School Student, 
Ghana.

In addition, another participant with a mental health history expressed that parental involvement can help to sensitise 
the parents on the mental health issues that they might be facing:

Parents wouldn’t know what their children are going through. They are not even aware. They will just say its stress. 
They just take it for granted. So they should attend those meetings: Young person with a mental health history, 
Zimbabwe.

From these excerpts, interface meetings serve as vital platforms for direct collaboration, personalized support and guidance 
tailored to specific needs of young people with mental health issues. Yet, these meetings not only empower parents to be more 
understanding and supportive, but also help to alleviate potential sources of mental health concerns within the home setting.

Direct participation of parents in the sessions

Finally, direct participation of parents in therapy sessions was emphasised by participants for several reasons. Firstly, 
it ensures that parents are aware of their child’s progress and can contribute valuable insights or concerns about their 
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child’s mental well-being. This collaborative approach ensures that underlying causes are addressed effectively. One care-
giver expressed:

As a parent you would like to hear what your child is saying during the discussion between the child and the caregiver, 
so that you can tell if they are really understanding each other and if s/he is really speaking from the heart: Caregiver, 
Zimbabwe

Moreover, their presence in sessions is key to gauge the effectiveness of the intervention and ensure that their child’s 
mental health needs are being adequately addressed. This was echoed by a school-based mental health provider:

When I am dealing one on one with a child, I want their parents to be present. So, that if there are issues the parents 
will want to bring, the parents will be able to help: Senior High School Nurse, Ghana.

In addition, parents can also reveal information that their child may be reluctant to share or be unaware of, thus ‘filling 
in the gaps’. This was revealed by one participant with a mental health history:

Maybe the student might be hiding something that the parents know she/he doesn’t want to voice out and that particu-
lar thing might also be part of the solution. So, I think if you call the parent, the parent can also tell what the student is 
hiding: High school student with a mental health history, Ghana.

Another participant echoed the same sentiments

The parents must be involved, and the parents too must explain to the counsellor or the person in charge details about 
the depressed person for the counsellor to know exactly what caused the depression: Nurse, Zimbabwe.

However, there are different levels of parental involvement suggested by participants, i.e., the necessity of involving 
parents in sessions varies with the severity and nature of the student’s condition. For minor issues, parental involvement 
might not be necessary, but for more serious cases, informing and engaging parents becomes important. This could be 
just informing the parents if there is an issue with their child and informing them the school’s observations and planned 
intervention. Two participants expressed:

There are some mental health conditions that you don’t need to really involve the parents because of the distance to 
the school: Senior High School Teacher, Ghana.

It depends on the level of the case or the acuteness of the case. If it is just a minor condition, you don’t need to involve 
the parents but if it is a serious one and it is damaging to the person, you can involve them: Mental Health Nurse, 
Ghana.

These suggestions ensure that the level of parental involvement is appropriately tailored to the severity  
of the mental health issues, while practical factors such the distance from parents’ homes to school are  
considered.

Negative aspects of parental involvement

The involvement of parents in the SBMH interventions for young people, while beneficial as highlighted above, can also 
be problematic. In some cases, their involvement may compromise young people’s privacy and confidentiality, or they may 
be the source of mental health problems, thus making it hard for young people to open up.
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Privacy and confidentiality concerns.  Some participants in the study expressed concerns about involving parents in 
SBMH interventions, fearing that it would compromise their privacy and confidentiality. One caregiver of a young person 
with mental health history expressed:

Children may want privacy, and when they realize that their parents are getting to know what they are into, some may 
choose to be alone: Caregiver of a young person with mental health history, Ghana.

This quote suggests that parental involvement could deter young people from seeking help, especially when they real-
ise that their privacy is at stake. Additionally, another caregiver emphasised the importance of considering young people’s 
autonomy.

They [parents] mustn’t be given all the information. Teenagers are now able to stand on their own. However, a parent is 
needed sometimes for those who are disabled and those on ART, those must continue dealing with parents: Caregiver, 
Zimbabwe.

This sentiment underscores the view that young people should have autonomy, and exercise their agency in deciding 
which information should be shared with their parents. However, those with chronic conditions such as those disabled or 
on antiretroviral therapy (ART) may require continued parental involvement. This shows that autonomy is not absolute, but 
rather contextual, where young people exercise autonomy in certain areas but still rely on parents or caregivers for more 
complex situations.

Others participants mentioned that parental involvement can lead to discomfort particularly when parents begin to be 
too intrusive.

I don’t think that will work out; they should not be involved. Because it will be difficult, they start asking questions, like 
why are you doing this, and you yourself might not be comfortable saying what you really want to say: Senior High 
School Student, Ghana.

As a result, some young people prefer confiding in non-parental figures, such as peers and counsellors, due to lack of a 
comfortable relationship with their parents.

When someone is not my peer, I can confide in them and then get comfortable because they don’t know me. You can’t 
say something in front of my parents. Yeah, not all of us have that kind of relationship with our parents: High school 
Student, Zimbabwe.

These sentiments highlights the importance of maintaining young people’s privacy and confidentiality in mental health-
care, ensuring that they feel safe and supported.

Parents as a source of young people’s mental health problems.  Another significant negative aspect of parental 
involvement is that parents can sometimes be the source of young people’s mental health problems. For instance, when a young 
person is being abused at home, involving the same parents can inhibit openness. One high school student noted this concern:

Let’s say I am being abused by a parent, when they come at school, I can’t tell you anything because they will be look-
ing at me. But when we are alone, I can talk to you: High school Student, Zimbabwe.

This sentiment highlights how the presence of an abusive parent can potentially silence young people, preventing them 
from disclosing key information that could help in alleviating their mental health concerns.



PLOS One | https://doi.org/10.1371/journal.pone.0322954  May 9, 2025 10 / 15

Another student shared the same sentiments, however adding another concern-fear of retaliation if parents discover 
that they are getting help elsewhere.

Because some of them are the ones who illtreat us. If they knew that we are getting help somewhere, they might even 
hate us. That would become a disadvantage to us: Senior High School Student, Ghana.

This comment highlights that unfortunately, some parents, who may be the source of the problem, might react nega-
tively when they discover that their child is seeking help. This may expose young people to further rejection, criticism, or 
even abuse, exacerbating their mental health issues.

Overall, these excerpts suggest that, while parental involvement is key in SBMH interventions, it can also be detrimen-
tal when parents are the source of young people’s mental health challenges. This dichotomy in perspectives highlights the 
need for a balanced approach that acknowledges both the importance of parental involvement and the potential chal-
lenges they may pose to their children.

Discussion

Our study explored parental involvement in SBMH interventions for young people in Zimbabwe and Ghana. We identified 
several processes, including routine parent-teacher meetings, interface meetings between parents and school-based mental 
healthcare providers, and direct parental participation in the intervention sessions. Specifically, our study highlights the role of 
routine parent-teacher meetings as a key mechanism of parental involvement in SBMH interventions. This is consistent with 
previous research which highlight that PTA meetings serve as a vital bridge between home and school, through enhancing 
mutual trust, communication and collaboration between parents and teachers [20,28,35,36]. Other researchers argue that 
mutual trust is vital, as it helps teachers and parents connect, understand each other and work together to bring about posi-
tive changes in a child’s mental health [20,37]. However, research indicates a striking disparity in parent meeting attendance 
by income [19,20,26,29,38]. In low-income settings, meeting attendance is often below expected due to logistical barriers 
such as time, distance to school, and lack of transportation [29,38–40]. This highlights the need to promote alternative ways 
of parental involvement. In line with this, some of our study participants suggested that, for minor mental health issues, 
parents could simply be informed about their child’s mental health concerns and the school’s planned intervention. This 
approach ensures that both the severity of the mental health concerns and the logistical challenges, such as the distance 
from parents’ homes to school are considered. Importantly, our findings suggest a contextual difference between Ghana and 
Zimbabwe regarding the structure and utilisation of PTA meetings. While Ghanaian schools had well-established and widely 
attended PTA meetings, Zimbabwean schools had less formalised PTA structures, which could limit the effectiveness of this 
platform for parental engagement in SBMH initiatives. This highlights the need for alternative or supplementary strategies to 
involve parents effectively, particularly in settings where PTA participation is less pronounced.

Additionally, participants highlighted the critical role of interface meetings between parents and SBMH providers as a 
key mechanism for effective parental involvement. Previous studies have shown how interface meetings play a significant 
role in improving parents’ mental health literacy. This includes recognising mental disorders, understanding available treat-
ments, and developing skills to support their children with mental health issues among others [41–46]. Additionally, inter-
face meetings demonstrate a commitment to individualised care and support, acknowledging the unique needs of young 
people experiencing mental health challenges [41,42]. However, in low-resource settings, parents generally have limited 
knowledge about the causes, symptoms and treatment of mental health issues, which can hinder their ability to recognise 
mental health problems in their children [47–49]. Therefore, the interface meetings suggested by study participants are 
particularly valuable, as they help bridge this knowledge gap.

Furthermore, direct parental participation in therapy sessions emerged as another key mechanism for parental involve-
ment in the current study. This “therapeutic alliance”, as described in the clinical literature [50,51], empowers parents 
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to reinforce therapy skills at home-an element that participants in the current study found essential for ongoing support, 
recovery and well-being. As previously indicated that young people cannot make decisions independently [52–54], there-
fore parents become important sources of information for early prognosis and diagnosis of mental disorders [55–58]. 
Moreover, involving parents in the sessions has been shown to improve young people’s adherence to treatment and 
recovery. For instance, interventions where parents directly participated, like the ‘Stress-Busters’ [59], and the Posi-
tive Thoughts and Action [60,61] reported high rates of recovery and positive parent-child interactions. Similar studies 
that integrated parents, such as cognitive behavioural therapy (CBT) [62] and attachment-based family therapy (ABFT) 
[63,64], reported significant reductions in depression, hopelessness and suicidal ideation among young people.

However, while parental involvement is key for SBMH interventions, it can present some significant challenges. As our 
findings indicate, parents may unintentionally breach their children’s privacy and confidentiality or may be the source of 
their children’s mental health problems. Specifically, some young people in our study expressed hesitance to open-up in 
the presence of their parents due to intrusive nature of parents, fear of judgement, discovery of sensitive personal issues, 
or worry about being blamed for their mental health challenges. This often stems from lack of a comfortable relationship 
between the parent and the child, which can potentially lead to discomfort and distrust. Previous research emphasises 
the need for confidential care, underscoring how parental involvement in mental healthcare can breach young people’s 
privacy and confidentiality [65,66]. Other studies have highlighted that young people may need to exercise their agency in 
mental healthcare decisions [67,68], and excessive parental involvement can be counterproductive [69]. This is reflected 
in certain therapy guidelines, which suggest that young people should be consulted on whether they want their parent(s) 
or caregiver(s) involved in their mental healthcare journey [70,71]. However, in African contexts, where the current study 
pulled from, parental involvement in all aspects of children’s life is culturally emphasised [72], and implementing such 
guidelines may be problematic. The strong emphasis on parental authority and family unity may conflict with the idea of 
young people exercising their agency and autonomy in mental healthcare. This creates a delicate situation for service 
providers. Therefore, there is need to balance between respecting cultural values and promoting young people’s agency 
and autonomy in mental healthcare settings.

Additionally, some young people viewed their parents as the source of their mental health concerns, making their 
involvement problematic. This finding is consistent with previous studies linking adverse family experiences such as 
abuse, violence in the family or divorce to poor mental health among young people [58,73]. This finding has significant 
implications for SBMH interventions, which may be ineffective if family issues remain unresolved [58]. Thus, not only 
young people (as clients of SBMH interventions), but also their parents, guardians or caregivers need support for these 
interventions to be effective.

Our study has some important limitations to note. Firstly, participants who were more engaged or have vested interest 
in mental health may be overrepresented in our sample. Secondly, the qualitative nature of our study does not allow for 
the identification of temporal or causal relationships between parental involvement and success of SBMH interventions. 
Thirdly, our study is context-specific, focusing only on Zimbabwe and Ghana, which may limit the generalizability of our 
findings to other settings. For instance, factors such as societal attitudes and norms toward mental health may vary across 
regions and may influence parental involvement differently. However, one of the major strengths of our study is conduct-
ing this study in two low-income settings which are predominantly underrepresented in theory and practice, thus offering 
insight for SBMH in these regions.

Conclusions

Our study explored parental involvement in SBMH interventions for young people in Zimbabwe and Ghana. The findings 
suggest that routine parent-teacher meetings, interface meetings between parents and school-based mental healthcare 
providers, and direct parental participation in sessions may be a way to involve parents in SBMH interventions. How-
ever, the study also revealed some challenges of parental involvement, including the potential of parents to exacerbate 



PLOS One | https://doi.org/10.1371/journal.pone.0322954  May 9, 2025 12 / 15

young people’s mental health issues, particularly when privacy and confidentiality concerns arise, or when parents are the 
source of the mental health problems. Our findings have several implications for both practice and policy. First, school-
based mental healthcare providers could prioritise regular and meaningful engagement with parents, treating them as 
partners in SBMH intervention development and implementation. This might involve increasing the frequency and quality 
of interface meetings, exploring alternative forms of parental involvement for those who face logistical barriers, and ensur-
ing that interventions are flexible enough to accommodate situations where parental involvement may not be appropriate. 
Additionally, there is need for tailored approaches that consider different individual circumstances of young individuals, 
particularly those who may not benefit due to privacy concerns or adverse family dynamics. For future research, it is key 
to explore innovative mechanisms to parental involvement that are both effective and sensitive to the unique challenges 
faced by young people. This could involve exploring community-based or digital alternatives that do not require physical 
presence, as well as developing guidelines for parental involvement in ways that protects young people’s privacy. It is also 
critically important for future studies to explore the impact of family dynamics that may contribute to mental health chal-
lenges. This could provide valuable insights into how to better support both young people and their families, thus enhanc-
ing the overall effectiveness of SBMH interventions.

Supporting information

S1 Checklist.  PLOSOne_Human_Subjects_Research_Checklist 2511. 
(DOCX)

S1 Questionnaire.  Inclusivity-in-global-research-questionnaire. 
(DOCX)

Acknowledgments

In Ghana, we acknowledge the support of the National School Health Education Programme Division, the Directors of 
health Services Navrongo, and the Mental Health Authority of Ghana. In Zimbabwe, we acknowledge the support of Min-
istry of Primary and Secondary Education, the Harare City Health Department, the Ministry of Health and Child Care, and 
the Friendship Bench.

Author contributions

Conceptualization: Rufaro Hamish Mushonga, Rebecca Jopling, Benedict Weobong, Moses Kumwenda.

Data curation: Rufaro Hamish Mushonga, Rebecca Jopling, Franklin Glozah, Tiny Tinashe Kamvura, Suzanne Dodd, 
Denford Gudyanga, Arnold Maramba, Edith Dambayi, Christopher Abio Ayuure, Tarisai Bere, Fabian Sebastian 
Achana, Lucy Owusu, Moses Kumwenda.

Formal analysis: Rufaro Hamish Mushonga, Rebecca Jopling, Franklin Glozah, Tiny Tinashe Kamvura, Suzanne 
Dodd, Denford Gudyanga, Arnold Maramba, Edith Dambayi, Christopher Abio Ayuure, Tarisai Bere, Fabian Sebastian 
Achana, Lucy Owusu, Moses Kumwenda.

Funding acquisition: Dixon Chibanda, Melanie Abas.

Methodology: Rufaro Hamish Mushonga, Rebecca Jopling, Franklin Glozah, Tiny Tinashe Kamvura, Suzanne Dodd, 
Denford Gudyanga, Arnold Maramba, Edith Dambayi, Christopher Abio Ayuure, Tarisai Bere, Fabian Sebastian 
Achana, Lucy Owusu, Dixon Chibanda, Melanie Abas, Benedict Weobong, Moses Kumwenda.

Project administration: Suzanne Dodd, Melanie Abas.

Resources: Dixon Chibanda, Melanie Abas.

http://journals.plos.org/plosone/article/asset?unique&id=info:doi/10.1371/journal.pone.0322954.s001
http://journals.plos.org/plosone/article/asset?unique&id=info:doi/10.1371/journal.pone.0322954.s002


PLOS One | https://doi.org/10.1371/journal.pone.0322954  May 9, 2025 13 / 15

Software: Denford Gudyanga.

Supervision: Dixon Chibanda, Melanie Abas, Benedict Weobong, Moses Kumwenda.

Writing – original draft: Rufaro Hamish Mushonga, Rebecca Jopling, Franklin Glozah, Tiny Tinashe Kamvura, Suzanne 
Dodd, Denford Gudyanga, Arnold Maramba, Edith Dambayi, Christopher Abio Ayuure, Tarisai Bere, Fabian Sebastian 
Achana, Lucy Owusu, Benedict Weobong, Moses Kumwenda.

Writing – review & editing: Rufaro Hamish Mushonga, Rebecca Jopling, Franklin Glozah, Tiny Tinashe Kamvura, 
Suzanne Dodd, Denford Gudyanga, Arnold Maramba, Edith Dambayi, Christopher Abio Ayuure, Tarisai Bere, Fabian 
Sebastian Achana, Lucy Owusu, Benedict Weobong, Moses Kumwenda.

References
	 1.	 Mokdad AH, Forouzanfar MH, Daoud F, Mokdad AA, El Bcheraoui C, Moradi-Lakeh M, et al. Global burden of diseases injuries and risk factors for 

young people’s health during 1990-2013 A systematic analysis for the Global Burden of Disease Study 2013. Lancet. 2016; 387(10036):2383–401.

	 2.	 Ferrari AJ, Charlson FJ, Norman RE, Patten SB, Freedman G, Murray CJL, et al. Burden of depressive disorders by country, sex, age, and year: 
findings from the global burden of disease study 2010. PLoS Med. 2013;10(11):e1001547. https://doi.org/10.1371/journal.pmed.1001547 PMID: 
24223526

	 3.	 Mubeen Z, Fatmi Z, Hameed W, Asim M. Barriers and facilitators to accessing adolescents’ mental health services in Karachi: users and providers 
perspectives. BMC Health Services Research. 2024;24(1).

	 4.	 Alliance for a Green Revolution in Africa AGRA. Africa Agriculture Status Report: Youth in Agriculture in Sub-Saharan Africa. Nairobi; 2015.

	 5.	 World Health Organisation. Guidelines on mental health promotive and preventive interventions for adolescents. Geneva; 2020.

	 6.	 Jorns-Presentati A, Napp AK, Dessauvagie AS, Stein DJ, Jonker D, Breet E, et al. The prevalence of mental health problems in sub-Saharan ado-
lescents: A systematic review. PLoS One. 2021; 16(5).

	 7.	 Chibanda D, Bowers T, Verhey R, Rusakaniko S, Abas M, Weiss HA, et al. The Friendship Bench programme: a cluster randomised controlled trial 
of a brief psychological intervention for common mental disorders delivered by lay health workers in Zimbabwe. Int J Ment Health Syst. 2015;9:21. 
https://doi.org/10.1186/s13033-015-0013-y PMID: 27408619

	 8.	 Pedersen GA, Smallegange E, Coetzee A, Hartog K, Turner J, Jordans MJD, et al. Correction to: A Systematic Review of the Evidence for Family 
and Parenting Interventions in Low- and Middle-Income Countries: Child and Youth Mental Health Outcomes. J Child Fam Stud. 2019;28(8):2326–
7. https://doi.org/10.1007/s10826-019-01498-2

	 9.	 Saade S, Lamarche AP, Khalaf T, Makke S, Legg A. What barriers could impede access to mental health services for children and adolescents in 
Africa? A scoping review. BMC Health Services Research. 2023; 23(1).

	10.	 World Health Organisation. Barriers to mental health care in Africa. https://www.afro.who.int/news/barriers-mental-health-care-africa. 2022. .

	11.	 Agyepong IA, Sewankambo N, Binagwaho A, Coll-Seck AM, Corrah T, Ezeh A, et al. The path to longer and healthier lives for all Africans by 
2030: the Lancet Commission on the future of health in sub-Saharan Africa. Lancet. 2017;390(10114):2803–59. https://doi.org/10.1016/S0140-
6736(17)31509-X PMID: 28917958

	12.	 Sequeira M, Singh S, Fernandes L, Gaikwad L, Gupta D, Chibanda D, et al. Adolescent Health Series: The status of adolescent mental health 
research, practice and policy in sub-Saharan Africa: A narrative review. Trop Med Int Health. 2022;27(9):758–66. https://doi.org/10.1111/tmi.13802 
PMID: 35906997

	13.	 United Nations Children’s Fund. The State of the World’s Children 2021: On My Mind-Promoting, protecting and caring for children’s mental health. 
New York; 2021.

	14.	 Ministry of Health and Child Care, United Nations Children’s Funds, & World Health Organisation. A case for mental health of children and adoles-
cents in Zimbabwe. Harare; 2023.

	15.	 Kumbet SJ, Oseni TIA, Mensah-Bonsu M, Damagum FM, Opare-Lokko EBA, Namisango E, et al. Common adolescent mental health disorders 
seen in Family Medicine Clinics in Ghana and Nigeria. PLoS One. 2023;18(11):e0285911. https://doi.org/10.1371/journal.pone.0285911 PMID: 
37971998

	16.	 Mabrouk A, Mbithi G, Chongwo E, Too E, Sarki A, Namuguzi M, et al. Mental health interventions for adolescents in sub-Saharan Africa: A scoping 
review. Front Psychiatry. 2022;13:937723. https://doi.org/10.3389/fpsyt.2022.937723 PMID: 36061286

	17.	 Fazel M, Patel V, Thomas S, Tol W. Mental health interventions in schools in low-income and middle-income countries. Lancet Psychiatry. 
2014;1(5):388–98. https://doi.org/10.1016/S2215-0366(14)70357-8 PMID: 26361001

	18.	 Gimba SM, Harris P, Saito A, Udah H, Martin A, Wheeler AJ. The modules of mental health programs implemented in schools in low- and middle- 
income countries: findings from a systematic literature review. BMC Public Health. 2020;20(1):1581. https://doi.org/10.1186/s12889-020-09713-2 
PMID: 33081737

https://doi.org/10.1371/journal.pmed.1001547
http://www.ncbi.nlm.nih.gov/pubmed/24223526
https://doi.org/10.1186/s13033-015-0013-y
http://www.ncbi.nlm.nih.gov/pubmed/27408619
https://doi.org/10.1007/s10826-019-01498-2
https://www.afro.who.int/news/barriers-mental-health-care-africa
https://doi.org/10.1016/S0140-6736(17)31509-X
https://doi.org/10.1016/S0140-6736(17)31509-X
http://www.ncbi.nlm.nih.gov/pubmed/28917958
https://doi.org/10.1111/tmi.13802
http://www.ncbi.nlm.nih.gov/pubmed/35906997
https://doi.org/10.1371/journal.pone.0285911
http://www.ncbi.nlm.nih.gov/pubmed/37971998
https://doi.org/10.3389/fpsyt.2022.937723
http://www.ncbi.nlm.nih.gov/pubmed/36061286
https://doi.org/10.1016/S2215-0366(14)70357-8
http://www.ncbi.nlm.nih.gov/pubmed/26361001
https://doi.org/10.1186/s12889-020-09713-2
http://www.ncbi.nlm.nih.gov/pubmed/33081737


PLOS One | https://doi.org/10.1371/journal.pone.0322954  May 9, 2025 14 / 15

	19.	 Lochman JE, Boxmeyer C, Powell N, Roth DL, Windle M. Masked intervention effects: Analytic methods for addressing low dosage of intervention. 
New Drctns Evaluation. 2006;2006(110):19–32. https://doi.org/10.1002/ev.184

	20.	 Kurian J, Murray DW, Kuhn L, LaForett DR. Examining frequency and modality of parent engagement in an elementary school mental health inter-
vention. J Appl School Psychol. 2022;38(1):74–93.

	21.	 World Health Organisation. WHO-Zimbabwe Special Initiative for Mental Health Situational Assessment. 2020.

	22.	 Ministry of Primary and Secondary Education. Zimbabwe School Health Policy. Harare; 2018.

	23.	 World Health Organisation. WHO Africa. Adolescent Health Service Policy and Strategy, 2016-2020. 2015.

	24.	 Bode AA, George MW, Weist MD, Stephan SH, Lever N, Youngstrom EA. The Impact of Parent Empowerment in Children’s Mental Health Services 
on Parenting Stress. Journal of Child & Family Studies. 2016; 25(10):3044–55.

	25.	 Clarke AT, Marshall SA, Mautone JA, Soffer SL, Jones HA, Costigan TE, et al. Parent Attendance and Homework Adherence Predict Response to 
a Family–School Intervention for Children With ADHD. J Clinical Child Adolescent Psychol. 2015;44(1):58–67.

	26.	 Villodas MT, McBurnett K, Kaiser N, Rooney M, Pfiffner LJ. Additive effects of parent adherence on social and behavioral outcomes of a collabo-
rative school-home behavioral intervention for ADHD. Child Psychiatry Hum Dev. 2014;45(3):348–60. https://doi.org/10.1007/s10578-013-0405-7 
PMID: 24043560

	27.	 Baig T, Ganesan GS, Ibrahim H, Yousuf W, Mahfoud ZR. The association of parental involvement with adolescents’ well-being in Oman: evidence 
from the 2015 Global School Health Survey. BMC Psychol. 2021;9(1):175. https://doi.org/10.1186/s40359-021-00677-5 PMID: 34749828

	28.	 Dowell KA, Ogles BM. The effects of parent participation on child psychotherapy outcome: a meta-analytic review. J Clin Child Adolesc Psychol. 
2010;39(2):151–62. https://doi.org/10.1080/15374410903532585 PMID: 20390807

	29.	 Santiago CD, Fuller AK, Lennon JM, Kataoka SH. Parent perspectives from participating in a family component for CBITS: Acceptability of a cultur-
ally informed school-based program. Psychol Trauma. 2016;8(3):325–33. https://doi.org/10.1037/tra0000076 PMID: 26390104

	30.	 Tong A, Sainsbury P, Craig J. Consolidated criteria for reporting qualitative research (COREQ): a 32-item checklist for interviews and focus groups. 
Int J Qual Health Care. 2007;19(6):349–57. https://doi.org/10.1093/intqhc/mzm042 PMID: 17872937

	31.	 World Health Organisation. Prevention and management of mental health conditions in Zimbabwe: The case for investment. 2022.

	32.	 Smalls-Mantey A. A reflection on Ghana’s mental health system. Current Psychiatry. 2019; 18(11): E3–5.

	33.	 Saunders B, Sim J, Kingstone T, Baker S, Waterfield J, Bartlam B, et al. Saturation in qualitative research: exploring its conceptualization and oper-
ationalization. Qual Quant. 2018;52(4):1893–907. https://doi.org/10.1007/s11135-017-0574-8 PMID: 29937585

	34.	 Braun V, Clarke V. Using thematic analysis in psychology. Qualitative Research in Psychology. 2006;3(2):77–101. https://doi.org/10.1191/14780887
06qp063oa

	35.	 National Association of School Psychologists. School psychologists: Qualified health professionals providing child and adolescent mental and 
behavioral health services [White paper]. Bethesda, MD; 2015.

	36.	 Jager M, De Winter AF, Metselaar J, Knorth EJ, Reijneveld SA. Priorities in the communication needs of adolescents with psychosocial problems 
and their parents. Health Expect. 2015;18(6):2811–24. https://doi.org/10.1111/hex.12259 PMID: 25196418

	37.	 Munthe E, Westergård E. Parents’, teachers’, and students’ roles in parent-teacher conferences; a systematic review and meta-synthesis. Teaching 
and Teacher Education. 2023;136:104355. https://doi.org/10.1016/j.tate.2023.104355

	38.	 Hoglund WLG, Jones SM, Brown JL, Aber JL. The evocative influence of child academic and social-emotional adjustment on parent involvement in 
inner-city schools. Journal of Educational Psychology. 2015;107(2):517–32. https://doi.org/10.1037/a0037266

	39.	 Waid J, Kelly M. Supporting family engagement with child and adolescent mental health services: A scoping review. Health Soc Care Community. 
2020;28(5):1333–42. https://doi.org/10.1111/hsc.12947 PMID: 31951087

	40.	 Reardon T, Harvey K, Baranowska M, O’Brien D, Smith L, Creswell C. What do parents perceive are the barriers and facilitators to accessing psy-
chological treatment for mental health problems in children and adolescents? A systematic review of qualitative and quantitative studies. Eur Child 
Adolesc Psychiatry. 2017;26(6):623–47. https://doi.org/10.1007/s00787-016-0930-6 PMID: 28054223

	41.	 Lakind D, Cua G, Mehta TG, Rusch D, Atkins MS. Trajectories of Parent Participation in Early Intervention/Prevention Services: The Case for Flexi-
ble Paraprofessional-led Services. Journal of Clinical Child & Adolescent Psychology. 2021; 50(2):243–57.

	42.	 Martinez JI, Haine-Schlagel R. Observational Assessment of Engagement Strategies to Promote Parent Homework Planning in Community-Based 
Child Mental Health Treatment: A Pilot Study. J Child Fam Stud. 2018;27(6):1968–80. https://doi.org/10.1007/s10826-018-1030-7 PMID: 30220834

	43.	 Bale J, Grové C, Costello S. A narrative literature review of child-focused mental health literacy attributes and scales. Mental Health & Prevention. 
2018;12:26–35. https://doi.org/10.1016/j.mhp.2018.09.003

	44.	 Bale J, Grové C, Costello S. Building a mental health literacy model and verbal scale for children: Results of a Delphi study. Children and Youth 
Services Review. 2020;109:104667. https://doi.org/10.1016/j.childyouth.2019.104667

	45.	 Kusaka S, Yamaguchi S, Foo JC, Togo F, Sasaki T. Mental Health Literacy Programs for Parents of Adolescents: A Systematic Review. Front Psy-
chiatry. 2022;13:816508. https://doi.org/10.3389/fpsyt.2022.816508 PMID: 35586407

	46.	 Jorm AF. Mental health literacy: empowering the community to take action for better mental health. Am Psychol. 2012;67(3):231–43. https://doi.
org/10.1037/a0025957 PMID: 22040221

https://doi.org/10.1002/ev.184
https://doi.org/10.1007/s10578-013-0405-7
http://www.ncbi.nlm.nih.gov/pubmed/24043560
https://doi.org/10.1186/s40359-021-00677-5
http://www.ncbi.nlm.nih.gov/pubmed/34749828
https://doi.org/10.1080/15374410903532585
http://www.ncbi.nlm.nih.gov/pubmed/20390807
https://doi.org/10.1037/tra0000076
http://www.ncbi.nlm.nih.gov/pubmed/26390104
https://doi.org/10.1093/intqhc/mzm042
http://www.ncbi.nlm.nih.gov/pubmed/17872937
https://doi.org/10.1007/s11135-017-0574-8
http://www.ncbi.nlm.nih.gov/pubmed/29937585
https://doi.org/10.1191/1478088706qp063oa
https://doi.org/10.1191/1478088706qp063oa
https://doi.org/10.1111/hex.12259
http://www.ncbi.nlm.nih.gov/pubmed/25196418
https://doi.org/10.1016/j.tate.2023.104355
https://doi.org/10.1037/a0037266
https://doi.org/10.1111/hsc.12947
http://www.ncbi.nlm.nih.gov/pubmed/31951087
https://doi.org/10.1007/s00787-016-0930-6
http://www.ncbi.nlm.nih.gov/pubmed/28054223
https://doi.org/10.1007/s10826-018-1030-7
http://www.ncbi.nlm.nih.gov/pubmed/30220834
https://doi.org/10.1016/j.mhp.2018.09.003
https://doi.org/10.1016/j.childyouth.2019.104667
https://doi.org/10.3389/fpsyt.2022.816508
http://www.ncbi.nlm.nih.gov/pubmed/35586407
https://doi.org/10.1037/a0025957
https://doi.org/10.1037/a0025957
http://www.ncbi.nlm.nih.gov/pubmed/22040221


PLOS One | https://doi.org/10.1371/journal.pone.0322954  May 9, 2025 15 / 15

	47.	 Hurley D, Swann C, Allen MS, Ferguson HL, Vella SA. A Systematic Review of Parent and Caregiver Mental Health Literacy. Community Ment 
Health J. 2020;56(1):2–21. https://doi.org/10.1007/s10597-019-00454-0 PMID: 31541315

	48.	 Jeong YM, McCreary LL, Hughes TL. Qualitative Study of Depression Literacy Among Korean American Parents of Adolescents. J Psychosoc Nurs 
Ment Health Serv. 2018;56(1):48–56. https://doi.org/10.3928/02793695-20170929-03 PMID: 28990637

	49.	 Abera M, Robbins JM, Tesfaye M. Parents’ perception of child and adolescent mental health problems and their choice of treatment option in 
southwest Ethiopia. Child Adolesc Psychiatry Ment Health. 2015;9:40. https://doi.org/10.1186/s13034-015-0072-5 PMID: 26300967

	50.	 Martinez JI, Haine-Schlagel R. Observational Assessment of Engagement Strategies to Promote Parent Homework Planning in Community-Based 
Child Mental Health Treatment: A Pilot Study. J Child Fam Stud. 2018;27(6):1968–80. https://doi.org/10.1007/s10826-018-1030-7 PMID: 30220834

	51.	 Fernandes H. Therapeutic Alliance in Cognitive Behavioural Therapy in Child and Adolescent Mental Health - Current Trends and Future Chal-
lenges. Frontiers in Psychology. 2022;12.

	52.	 Davids EL, Roman NV, Leach L. The link between parenting approaches and health behavior: A systematic review. Journal of Human Behavior in 
the Social Environment. 2017;27(6):589–608. https://doi.org/10.1080/10911359.2017.1311816

	53.	 Kelly M, Coughlan B. A theory of youth mental health recovery from a parental perspective. Child Adolesc Ment Health. 2019;24(2):161–9. https://
doi.org/10.1111/camh.12300 PMID: 32677184

	54.	 García-Carrión R, Villarejo-Carballido B, Villardón-Gallego L. Children and Adolescents Mental Health: A Systematic Review of Interaction-Based 
Interventions in Schools and Communities. Frontiers in Psychology. 2019; 10.

	55.	 Glascoe FP, Dworkin PH. The Role of Parents in the Detection of Developmental and Behavioral Problems. Pediatrics. 1995;95(6):829–36.

	56.	 Wahlin T, Deane F. Discrepancies between parent- and adolescent-perceived problem severity and influences on help seeking from mental health 
services. Aust N Z J Psychiatry. 2012;46(6):553–60. https://doi.org/10.1177/0004867412441929 PMID: 22441205

	57.	 Radovic A, Reynolds K, McCauley HL, Sucato GS, Stein BD, Miller E. Parents’ Role in Adolescent Depression Care: Primary Care Provider Per-
spectives. J Pediatr. 2015;167(4):911–8. https://doi.org/10.1016/j.jpeds.2015.05.049 PMID: 26143382

	58.	 Mackova J, Veselska ZD, Geckova AM, Jansen DEMC, van Dijk JP, Reijneveld SA. The role of parents in the care for adolescents suffering from 
emotional and behavioral problems. Frontiers in Psychology. 2022; 13.

	59.	 Asarnow JR, Scott C V, Mintz J. A combined cognitive-behavioral family education intervention for depression in children: A treatment development 
study. Cognitive Therapy & Research. 2002; 26(2):221–9.

	60.	 McCarty CA, Violette HD, Duong MT, Cruz RA, McCauley E. A randomized trial of the Positive Thoughts and Action program for depression among 
early adolescents. J Clin Child Adolesc Psychol. 2013;42(4):554–63. https://doi.org/10.1080/15374416.2013.782817 PMID: 23560384

	61.	 Duong MT, Cruz RA, King KM, Violette HD, McCarty CA. Twelve-Month Outcomes of a Randomized Trial of the Positive Thoughts and Action 
Program for Depression Among Early Adolescents. Prev Sci. 2016;17(3):295–305. https://doi.org/10.1007/s11121-015-0615-2 PMID: 26486632

	62.	 Gillham JE, Reivich KJ, Freres DR, Lascher M, Litzinger S, Shatté A, et al. School-based prevention of depression and anxiety symptoms 
in early adolescence: A pilot of a parent intervention component. School Psychology Quarterly. 2006;21(3):323–48. https://doi.org/10.1521/
scpq.2006.21.3.323

	63.	 Diamond GS, Reis BF, Diamond GM, Siqueland L, Isaacs L. Attachment-based family therapy for depressed adolescents: a treatment develop-
ment study. J Am Acad Child Adolesc Psychiatry. 2002;41(10):1190–6. https://doi.org/10.1097/00004583-200210000-00008 PMID: 12364840

	64.	 Diamond GS, Wintersteen MB, Brown GK, Diamond GM, Gallop R, Shelef K, et al. Attachment-based family therapy for adolescents with suicidal 
ideation: a randomized controlled trial. J Am Acad Child Adolesc Psychiatry. 2010;49(2):122–31. https://doi.org/10.1097/00004583-201002000-
00006 PMID: 20215934

	65.	 Agostino H, Toulany A. Considerations for privacy and confidentiality in adolescent health care service delivery. Paediatr Child Health. 
2023;28(3):172–83. https://doi.org/10.1093/pch/pxac117 PMID: 37205141

	66.	 Hill NE, Taylor LC. Parental School Involvement and Children’s Academic Achievement. Curr Dir Psychol Sci. 2004;13(4):161–4. https://doi.
org/10.1111/j.0963-7214.2004.00298.x

	67.	 Block AM, Greeno CG. Examining Outpatient Treatment Dropout in Adolescents: A Literature Review. Child Adolesc Soc Work J. 2011;28(5):393–
420. https://doi.org/10.1007/s10560-011-0237-x

	68.	 Løvgren A, Røssberg JI, Nilsen L, Engebretsen E, Ulberg R. How do adolescents with depression experience improvement in psychodynamic 
psychotherapy? A qualitative study. BMC Psychiatry. 2019;19(1):95. https://doi.org/10.1186/s12888-019-2080-0 PMID: 30898111

	69.	 Gondek D, Edbrooke-Childs J, Fink E, Deighton J, Wolpert M. Feedback from Outcome Measures and Treatment Effectiveness, Treatment Effi-
ciency, and Collaborative Practice: A Systematic Review. Adm Policy Ment Health. 2016;43(3):325–43. https://doi.org/10.1007/s10488-015-0710-5 
PMID: 26744316

	70.	 Hassett A, Green C, Zundel T. Parental Involvement: A Grounded Theory of the Role of Parents in Adolescent Help Seeking for Mental Health 
Problems. Sage Open. 2018; 8(4):215824401880778.

	71.	 NICE. Attention deficit hyperactivity disorder: diagnosis and management. London; 2018.

	72.	 Ntarangwi M. Parents’ Involvement in Children’s Lives in Africa. Africa Development. 2012;37(3):1–18.

	73.	 Connolly EJ, Kavish N. The Causal Relationship between Childhood Adversity and Developmental Trajectories of Delinquency: A Consideration of 
Genetic and Environmental Confounds. J Youth Adolesc. 2019;48(2):199–211. https://doi.org/10.1007/s10964-018-0960-0 PMID: 30471056

https://doi.org/10.1007/s10597-019-00454-0
http://www.ncbi.nlm.nih.gov/pubmed/31541315
https://doi.org/10.3928/02793695-20170929-03
http://www.ncbi.nlm.nih.gov/pubmed/28990637
https://doi.org/10.1186/s13034-015-0072-5
http://www.ncbi.nlm.nih.gov/pubmed/26300967
https://doi.org/10.1007/s10826-018-1030-7
http://www.ncbi.nlm.nih.gov/pubmed/30220834
https://doi.org/10.1080/10911359.2017.1311816
https://doi.org/10.1111/camh.12300
https://doi.org/10.1111/camh.12300
http://www.ncbi.nlm.nih.gov/pubmed/32677184
https://doi.org/10.1177/0004867412441929
http://www.ncbi.nlm.nih.gov/pubmed/22441205
https://doi.org/10.1016/j.jpeds.2015.05.049
http://www.ncbi.nlm.nih.gov/pubmed/26143382
https://doi.org/10.1080/15374416.2013.782817
http://www.ncbi.nlm.nih.gov/pubmed/23560384
https://doi.org/10.1007/s11121-015-0615-2
http://www.ncbi.nlm.nih.gov/pubmed/26486632
https://doi.org/10.1521/scpq.2006.21.3.323
https://doi.org/10.1521/scpq.2006.21.3.323
https://doi.org/10.1097/00004583-200210000-00008
http://www.ncbi.nlm.nih.gov/pubmed/12364840
https://doi.org/10.1097/00004583-201002000-00006
https://doi.org/10.1097/00004583-201002000-00006
http://www.ncbi.nlm.nih.gov/pubmed/20215934
https://doi.org/10.1093/pch/pxac117
http://www.ncbi.nlm.nih.gov/pubmed/37205141
https://doi.org/10.1111/j.0963-7214.2004.00298.x
https://doi.org/10.1111/j.0963-7214.2004.00298.x
https://doi.org/10.1007/s10560-011-0237-x
https://doi.org/10.1186/s12888-019-2080-0
http://www.ncbi.nlm.nih.gov/pubmed/30898111
https://doi.org/10.1007/s10488-015-0710-5
http://www.ncbi.nlm.nih.gov/pubmed/26744316
https://doi.org/10.1007/s10964-018-0960-0
http://www.ncbi.nlm.nih.gov/pubmed/30471056
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/

