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Abstract

Parenting programs are a promising approach to improving family well-being. For families to benefit, programs need to be able to

engage families actively in the interventions. Studies in high-income countries show varying results regarding whether more

disadvantaged families are equally engaged in parenting interventions. In low- and middle-income countries (LMICs), almost

nothing is known about the patterns of participation in parent training. This paper examines group session attendance and

engagement data from 270 high-risk families enrolled in the intervention arm of a cluster-randomized controlled trial in South

Africa. The trial evaluated a 14-week parenting intervention aiming to improve parenting and reduce maltreatment by caregivers.

The interventionwas delivered in 20 groups, one per study cluster, with 8 to 16 families each. Overall, caregivers attended 50% of

group sessions and children, 64%. Using linear multilevel models with Kenward-Roger correction, we examined child and

caregiver baseline characteristics as predictors of their attendance and engagement in the group sessions. Variables examined

as predictors included measures of economic, educational, and social and health barriers and resources, as well as family

problems and sociodemographic characteristics. Overall, the study yielded no evidence that the level of stressors, such as poverty,

was related to attendance and engagement. Notably, children from overcrowded households attended on average 1.2 more

sessions than their peers. Our findings suggest it is possible to engage highly disadvantaged families that face multiple challenges

in parenting interventions in LMICs. However, some barriers such as scheduling, and alcohol and substance use, remain relevant.

Keywords Parenting . Child maltreatment . Adolescents . SouthAfrica

Child maltreatment is common and costly, and it dispropor-

tionately affects low- and middle-income countries (LMICs)

(Ward et al. 2016). Recently, prevention and reduction of

physical and emotional child maltreatment has become more
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prominent in the global agenda (WHO 2016). The new

Sustainable Development Goals include ending all forms of

violence against children. Responsive and consistent parent-

ing has been identified as a protective factor that promotes

children’s health and development in low-income and high-

stress contexts (Murphy et al. 2017). Therefore, there is a need

to build knowledge on promoting effective parenting in

LMICs. Parenting interventions are a promising approach to

improve parenting, and to reduce and prevent child maltreat-

ment (e.g., Mikton and Butchart 2009; Barlow et al. 2013).

They can also target other outcomes, such as parent mental

health, child externalizing behavior, and substance use (e.g.,

Chen and Chan 2016). These interventions include a range of

designs, and are usually delivered individually or in groups

over several weeks, based on a treatment manual.

Group parenting interventions rely on participants attend-

ing sessions and engaging with the content. Several studies

demonstrated that the extent of participation is important in

determining benefits gained from a parenting intervention.

The levels of participant attendance and engagement in ses-

sions were linked to intervention outcomes in several studies

in the United States (US) (Baydar et al. 2003; Gross et al.

2009). Other US studies have found that engagement in ses-

sions—but not attendance—predicted outcomes (Garvey et al.

2006; Nix et al. 2009). A recent Dutch study found that more

sessions attended by parents predicted better parenting behav-

ior but not child behavior (Weeland et al. 2017).

A key motivation for the current study, informed by frame-

works such as the family stress theory, is that families with

multiple stressors are at a higher risk for strained family rela-

tionships (Smith et al. 2016). Yet the families who experience

multiple stressors and competing demands on their time may

be the least likely to attend parenting sessions. For instance,

families with limited social support may have access to fewer

alternative caregivers who can look after other children in the

household or care for ill family members during sessions

(Farrelly and McLennan 2009). We consider the predictors

relevant for child maltreatment and harsh parenting (e.g., see

Meinck et al. 2017), the key outcomes of the current interven-

tion. Drawing on categories in previous research, we look at

four groups of predictors: economic and educational barriers

and resources, social and health barriers and resources, par-

enting and child behavior, and sociodemographic factors.

Among the economic and educational factors, socio-

economic status is perhaps the most commonly examined pre-

dictor of participation in parenting interventions. A few studies

have demonstrated lower attendance in families with lower

socio-economic standing (e.g., Peters et al. 2005), while others

did not find such an effect (e.g., Nix et al. 2009). The discrepancy

is perhaps in part due to amix of universal and high-risk samples,

different interventions, study contexts, and methods of capturing

the socio-economic situations of families. Studies have examined

indicators such as family income (Haggerty et al. 2002),

caregiver education (Nix et al. 2009), and family occupational

prestige (Kazdin 2000). In LMICs such as South Africa, over-

crowded household is another relevant indicator of family disad-

vantage (Meinck et al. 2017). Alternative measures may have

different effects on participation. Many programs provide

childcare, refreshments, and transport to ensure that the families

with an economic disadvantage can participate. However, the

effects of limited educational experience may be harder to ad-

dress (Eisner and Meidert 2011).

Social and health barriers studied in parenting interventions

include parental depression, substance use, and social support

(Morawska et al. 2014). Research has found significant relation-

ships between caregiver depression, parenting stress, and dropout

(Calam et al. 2002). However, results are mixed in terms of

whether mental health affects participation, with some research

identifying equal or higher engagement in the families with more

mental health problems (e.g., Baydar et al. 2003; Smith et al.

2016).We also examine additionalmeasures ofmental and phys-

ical well-being shown in South Africa to predict child maltreat-

ment, such as caregiver exposure to intimate partner violence,

childhood maltreatment, and HIV status (Meinck et al. 2017).

Examining the effect of pre-intervention parenting and

child behavior, we may expect that families with greater dif-

ficulties find it more difficult to engage. On the other hand,

according to the Health Belief Model, parents and children are

more likely to participate if they perceive their family prob-

lems to be more serious. Indeed, some studies identified per-

ceived family challenges as empirically significant predictors

of higher parental participation (Baydar et al., 2016; Gorman-

Smith et al. 2002). However, other studies found no relation

(Eisner and Meidert 2011; Salari and Filus 2017). Finally,

findings are also mixed on the impact of sociodemographic

characteristics, such as child age and gender.

Most interventions described in the literature targeted parents

of young children and delivered training to caregivers only. As a

result, predictors of child participation have been rarely examined

in parenting research. However, increasingly, many programs for

older children also include sessions for the young people, and

studies have shown that child involvement can boost parental

engagement (Fleming et al. 2015) and lead to more sustainable

changes in the family. Therefore, we also examine predictors of

child attendance using analogous predictors as for the caregivers.

Lastly, there is little information on what may affect participation

in LMICs. The findings on predictors of participation thus far

primarily originate from interventions focusing on disruptive

child behavior in HICs. One study examined a multicomponent

program for caregivers of malnourished children in the

Dominican Republic (Farrelly and McLennan 2009). The pro-

gram focused on nutrition, but also included sessions on child

behavior management. The researchers found that none of the

eight hypothesized variables predicted attendance.

In summary, research suggests a range of potential predic-

tors affecting participation in parenting programs. In this

978 Prev Sci (2018) 19:977–986



exploratory study, we assess the effects of relative disadvan-

tage on program participation in a LMIC setting. Given the

inconsistent findings in previous studies and paucity of re-

search with adolescents, we did not hypothesize specific pre-

dictor effects. This paper aims to contribute to the emerging

evidence base by describing attendance and engagement in a

parenting intervention among a high-risk sample in South

Africa, and by examining the factors associated with the var-

iation in attendance and engagement.

Methods

Study Setting

This study was nested within a cluster-randomized trial in the

Eastern Cape Province, South Africa, that took place between

April 2015 and August 2016. The trial enrolled 552 families in

32 rural and 8 peri-urban clusters, all in communities with

high rates of poverty and unemployment. Half of the clusters

(16 rural and 4 peri-urban) were randomized to each trial arm.

A detailed description is available in the protocol (Cluver et al.

2016b). In short, the treatment arm received the Sinovuyo

Teen parenting program, which aims to reduce physical and

emotional maltreatment of children and improve parenting.

The control arm received a 1-day hygiene information

intervention.

Study Sample

In this study, each participating family enrolled one child and

their primary caregiver, defined as the person mainly respon-

sible for the child and residing in the same household at least

four nights a week. The caregivers enrolled in the study were

primarily mothers and grandmothers, and 3% of the caregivers

were male. In the intervention arm, the children were 56%

boys, aged 10 to 18 (M = 13.7, SD = 2.3). Although the re-

cruitment focused on disadvantaged families, there was sub-

stantial variation in the predictors (descriptive information

available online). The participants were recruited into the

study through door-to-door recruitment and referrals from lo-

cal community members, schools, and social workers.

Recruitment focused on families that already experience con-

flicts and stress. To be enrolled in the study, families had to

reply affirmatively to one of the screening questions on

whether there are conflicts between the caregiver and adoles-

cent in the household, and complete the two rounds of base-

line assessments. All responses were kept confidential, except

in cases of participants requesting assistance, or at risk of

significant harm, such as children with recent suicide at-

tempts. Families did not receive monetary incentives for par-

ticipation, but were given small packs with snacks, stationery,

and toiletries to thank them for participating.

Intervention Characteristics

Sinovuyo Teen is a 14-week manualized program based on

social learning theory. The program was developed based on

principles from existing research, such as modeling positive

behavior and collaborative problem solving. During the de-

velopment and piloting stages, the intervention was modified

for the South African context (Cluver et al. 2016a, c). The

intervention consisted of weekly group sessions (four separate

and ten joint sessions for caregivers and children) and weekly

home practice. Group sessions took place in a community

location, such as a community hall or a school. Intervention

groups included between 8 and 16 families, with 14 on aver-

age. The sessions lasted, on average, 1.8 h and were usually

led by two facilitators. In addition, participants who were un-

able to attend a session received a brief home visit from the

facilitators with a summary of the week’s content. Sessions

were facilitated by community members and social workers,

trained by ClownsWithout Borders South Africa, a local non-

governmental organization. Facilitators received an initial 5-

day training and ongoing weekly supervision and further

training.

Instruments and Measures

Attendance and Engagement OutcomesThe number of group

sessions attended by children and caregivers in the interven-

tion arm and their average engagement in the sessions were

the primary outcomes of interest in this exploratory analysis.

Both measures were collected through observations by the

research team. Additionally, attendance was cross-checked

with facilitator-recorded data. The research team observed

277 sessions, out of the total 279, and 32% of the sessions

were double-coded by two observers. Fifteen local Research

Assistants were involved in observations after a training in

sensitive data collection, as well as in observational research.

To measure the level of engagement in sessions, we used a

behaviorally anchored 3-point scale (child or caregiver: 1, is

quiet or distracted most of the time; 2, participated in parts of

the session; 3, participated through most of the session).

Baseline Predictors Baseline interviews were conducted by

local Research Assistants and took place at participant homes

or other venues, such as schools. All questionnaires were lo-

cally piloted in Xhosa. Tablets were used to administer ques-

tionnaires to participants. Below, we provide a summary of the

baseline measures used as prospective predictors of atten-

dance and engagement.We use similar, but not identical, base-

line variables to predict child and caregiver outcomes. For

instance, we use child report of parenting to predict children’s

participation, and caregiver report to predict caregiver partic-

ipation. Similar to previous studies (e.g., De Los Reyes and

Kazdin 2005), we find low correlations between the child and

Prev Sci (2018) 19:977–986 979



caregiver reports of the same constructs (between 0 and.24).

Where possible, we use predictor and outcome information

from the same informant as their perception is more likely to

affect their own behavior.

Economic and Education Barriers and Resources Family

poverty was measured by the Basic Necessities Scale, asking

how many household necessities for children families could

afford (Pillay et al. 2006). Cronbach’sα for this scale was 0.72

(8 items). Overcrowding was defined as having more than

three people residing per room, per United Nations Humans

Settlements Program definition. Caregiver education was a

dichotomous indicator of whether the caregiver completed

primary school.

Social and Health Resources and Barriers As a measure of

caregiver depression , we included the Centre for

Epidemiological Studies Depression Scale, used previously

with South African populations (Pretorius 1991). Cronbach’s

α for this scale was 0.86 (19 items). Child depression was

measured by the Child Depression Inventory short form

(Kovacs 1992), with Cronbach’s α 0.64 (10 items). Child and

caregiver HIVwas assessed with the Verbal Autopsy Symptom

Checklist (Lopman et al. 2006; Hosegood et al. 2004) and 6

specific items on HIV testing, ARV treatment and CD4 count.

HIV status was determined with a conservative threshold of ≥ 3

AIDS-defining illnesses, or self-identification of HIV-positive

status, or caregiver report of child status, as children may be

unaware of their status. Alcohol and drug use among children

was measured using two adapted items from the Alcohol and

Other Drug Use Module developed by the World Health

Organization for the Global School-Based Health Survey.

Alcohol and drug use among caregivers was measured by four

items developed by the research team to assess alcohol and

drug use in the past month. Caregiver social support was mea-

sured with the Medical Outcome Study Social Support Survey

(Sherbourne and Stewart 1991), Cronbach’s α 0.95 (19 items).

Caregiver experience of intimate partner violence was mea-

sured using a simplified version of the Revised Conflict

Tactics Scale Short Form, Cronbach’s α 0.85 (6 items).

Caregiver history of maltreatment was assessed using an

adapted version of the ISPCAN Child Abuse Screening Tool-

Retrospective, measuring occurrence of abusive physical, sex-

ual, and emotional events before the age of 18 (Dunne et al.

2009), Cronbach’s α 0.71 (7 items).

Perceived Parenting and Child Behavior Child maltreatment

(physical abuse, emotional abuse, and neglect) in the past

month was assessed using a culturally adapted version of the

ISPCAN Child Abuse Screening Tool (Meinck et al. 2018;

Zolotor et al. 2009). For the child report, Cronbach’s α was

0.90, and for caregiver report, 0.79. Parenting approaches

were measured by the Alabama Parenting Questionnaire

(parent and child versions) (Frick 1991), an instrument widely

used internationally, as well as in South Africa. As suggested

by previous research with children of this age, and supported

by exploratory factor analyses in this sample, we combined

positive and involved parenting subscales. For the child re-

port, Cronbach’s α were 0.92 for positive and involved par-

enting (16 items), 0.76 for poor monitoring (10 items), and

0.68 for inconsistent discipline (6 items). For the caregiver

report, Cronbach’s α were 0.85 for positive and involved par-

enting (16 items), 0.72 for poor monitoring (10 items), and

0.55 for inconsistent discipline (6 items). Child externalizing

behavior was measured using the rule-breaking and aggres-

sive behavior scales of the Child Behavior Checklist 4–18

(Achenbach 1991). Cronbach’s α were 0.85 (child report)

and 0.90 (caregiver report), 35 items each.

Sociodemographic Factors Other participant characteristics

used in the analyses were age, gender, caregiver employment,

and child’s orphan status.

Data Analysis

For the sessions attended by two observers, we examined

inter-rater reliability of participant engagement measure. The

intra-class correlation coefficients were 0.79 (95% CI 0.75;

0.81) for child engagement and 0.85 (95% CI 0.83; 0.87) for

caregiver engagement. Given the high reliability, we used av-

erages of two observations for analyses. To evaluate whether

there were any systematic differences between caregiver and

child attendance and engagement, we conducted t tests, ad-

justed for clustering. To examine changes in individual en-

gagement over time, we used session number as a predictor

of engagement in a multilevel model. To examine the level of

overall attendance, we calculated percentages of participants

attending each week out of the total number enrolled.

In the analyses of predictors, we used multilevel models to

ensure that non-independence of data within clusters was ap-

propriately taken into account (Hox et al. 2010). The analyses

presented here include bivariate and multiple random-intercept

models. We used restricted maximum likelihood estimation

with Kenward-Roger correction, as recommended for samples

with 10–20 clusters (McNeish 2017). As demonstrated else-

where (Enders and Tofighi 2007), when the question primarily

bears on variable relationships at the lowest level of the model

(participants), group-mean centering of predictors provides an

appropriate estimate of the relationship. Therefore, we used

predictors centered around the cluster means. Thus, the regres-

sion coefficients represent pooled within-cluster relationships.

The only group-level predictor (peri-urban or rural location)

was grand-mean centered. To facilitate interpretation of contin-

uous predictors other than age, they were standardized using

pooled within-cluster standard deviations (available online).

Participant engagement was standardized using the overall
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mean and standard deviation in the outcome. Because of the

focus on participant-level variables, we used fixed slopes of

predictors across clusters. A linear link function was used for

all regression analyses presented here. As a sensitivity check,

given the count nature of attendance outcomes, we also ana-

lyzed them using a negative-binomial link function with a ro-

bust sandwich estimator of variance and found the same pattern

of results with one minor difference, discussed subsequently.

All analyses were implemented in Stata/SE 14.2, except the

inter-rater reliability calculations in R 3.3.0.

Results

Describing Participation in Sinovuyo Teen

Caregivers attended 7.1 group sessions on average (50% of all

sessions) and children, 9 (64%). Thus, children attended more

sessions than caregivers, although the difference did not reach

statistical significance: t(540) = − 1.59, p = 0.12. Alternative

caregivers could attend sessions, but it was not common, with

43 cases recorded across 270 families in 279 sessions.

Twenty-five (9%) caregivers and 14 (5%) children did not

attend any group sessions. As part of the program design,

families were approached for home visits throughout the

14 weeks if they did not attend a session, unless they chose

to drop out of the study. None of the families dropped out of

the study during the intervention. Only four families received

no visits or sessions. Given the small number, they were in-

cluded in the main analyses.

Children’s mean engagement in sessions was 2.03 (SD =

0.49), 68% of maximum on the measure, and caregivers’, 2.40

(SD = 0.46), 80% of maximum. This difference between chil-

dren and caregivers was significant: t(498) = 3.01, p < 0.01.

Therefore, as a group, caregivers were rated as more actively

engaged in the sessions they attended than children. For 25

(9.3%) caregivers and 17 (6.3%) children, engagement data

were missing either because they did not attend any group

sessions or were not rated by error. Consequently, the analyses

of predictors for engagement have a smaller number of partic-

ipants than the analyses for attendance. Attendance and en-

gagement varied significantly across the clusters, with uncon-

ditional intra-class correlations of .24 for caregiver attendance,

.06 for caregiver engagement, .12 for child attendance, and .15

for child engagement. Cluster’s rural or peri-urban status ex-

plained .30 of between-cluster variance for caregiver atten-

dance, .31 for child attendance, .14 for caregiver engagement,

and .22 for child engagement.

Relation Between the Outcome Variables

Within families, there was a large correlation (.60) between the

attendance of caregiver and child, and a medium correlation

(.27) between the average engagement of caregiver and child.

Given the size of the correlations, it was informative to analyze

each of the outcomes separately to test their unique predictors.

Participation over Time

Figure 1 plots overall attendance across the 14 intervention

weeks. While attendance did not consistently increase or de-

crease over time, there was an ongoing fluctuation. We ob-

served that the dips in attendance approximately corresponded

to the beginning of a new month when social grants were dis-

bursed, and families traveled to receive them. Examining indi-

vidual growth plots and longitudinal multilevel models, we

found no linear trend for child engagement and a slight increase

in caregiver engagement over time (B = 0.02, p < 0.001).

Predictors of Attendance

Several predictors were significantly related to caregiver at-

tendance in the multiple regression analysis (see Table 1).

Peri-urban or rural residence, alcohol and substance use, pos-

itive and involved parenting, caregiver age, gender, and care-

giver employment showed unique relationships to attendance

in a model that included all predictors simultaneously.

Specifically, caregivers in peri-urban areas attended on aver-

age 3.08 fewer sessions than caregivers in villages. Caregivers

with one deviation higher alcohol and substance use reported

0.50 fewer sessions attended (p = 0.048). Attendance was 0.67

sessions higher among caregivers who reported one standard

deviation higher levels of positive and involved parenting.

Older caregivers had a slightly higher attendance, with one

additional year of age predicting 0.05 more sessions attended.

Male caregivers (n = 8) attended 3.37 sessions fewer.

Caregivers who had a job at baseline attended an average of

3.08 fewer sessions, compared to caregivers who did not re-

port being employed at baseline, controlling for other

predictors.
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Several unique predictors were significantly related to child

attendance: peri-urban or rural residence, overcrowded house-

hold, alcohol and substance use, inconsistent parenting, and

child age (see Table 2). Similarly to caregivers, young people

in peri-urban areas attended on average 2.29 fewer sessions

than in the villages. On the other hand, children in overcrowd-

ed households attended 1.21 more sessions. Children with one

deviation higher reported alcohol and substance use attended

0.58 fewer sessions. Older children attended fewer sessions,

with one additional year of age predicting 0.39 fewer sessions

attended. Finally, children who reported higher inconsistent

parenting also attended more sessions—this finding, however,

was impacted by interactions with other variables as there was

no bivariate relation between the two variables.

In the sensitivity analyses (available online), one result dif-

fered in terms of statistical significance. Using negative-

binomial models, child alcohol and substance use was not a

statistically significant predictor (p = 0.127) of attendance.

Predictors of Engagement

None of the predictors were significantly related to caregiver

engagement inmultiple regression (see Table 1). Examining the

predictors of child engagement, two predictors showed unique

relations to engagement: inconsistent parenting and child age

(see Table 2). Children reporting one standard deviation more

inconsistent parenting had 0.17 standard deviations higher en-

gagement. Older children also had slightly higher engagement,

with an additional year of age predicting 0.07 standard devia-

tions higher engagement. VIF values ranged between 1.04 and

2.10, suggesting multicollinearity was not a concern.

Discussion

Delivering evidence-informed services can only be beneficial

if families participate in them. In this study, we explored

Table 1 Predictors of caregiver attendance and engagement

Predictor Caregiver session attendance (n = 270, j = 20) Caregiver average engagement (n = 245, j = 20)

Bivariate regression Multiple regression1 Bivariate regression Multiple regression

Coef. 95% CI Coef. 95% CI Coef. 95% CI Coef. 95% CI

Economic and educational barriers and resources

SES (0–8 household items) − 0.18 − 0.40; 0.04 − 0.11 − 0.35; 0.13 0.03 0.00; 0.05 0.02 − 0.01; 0.05

Overcrowded housing 0.20 − 0.91; 1.29 0.36 − 0.72; 1.44 − 0.01 − 0.15; 0.12 0.00 − 0.14; 0.14

Peri-urban residence − 3.08* − 5.68; − 0.47 − 3.08* − 5.67; − 0.48 0.13 − 0.09; 0.34 0.14 − 0.08; 0.35

Caregiver completed primary school − 0.89 − 1.97; 0.19 − 0.22 − 1.40; 0.96 0.14* 0.01; 0.27 0.14 − 0.01; 0.29

Social and health barriers and resources

Caregiver depression 0.01 − 0.04; 0.05 − 0.01 − 0.05; 0.04 − 0.01* − 0.01; 0.00 0.00 − 0.01; 0.00

Caregiver HIV-positive 0.14 − 0.94; 1.22 0.31 − 0.76; 1.37 − 0.11 − 0.24; 0.03 − 0.11 − 0.24; 0.03

Alcohol and substance use − 0.85** − 1.41; − 0.29 − 0.60* − 1.19; − 0.01 − 0.08* − 0.15; − 0.01 − 0.07 − 0.15; 0.01

Caregiver social support − 0.01 − 0.06; 0.04 − 0.01 − 0.06; 0.04 0.00 − 0.01; 0.01 0.00 − 0.01; 0.00

Caregiver intimate partner violence exposure − 0.16 − 0.56; 0.25 − 0.07 − 0.47; 0.34 − 0.05 − 0.10; 0.00 − 0.04 − 0.09; 0.01

Caregiver childhood maltreatment 0.00 − 0.35; 0.34 0.03 − 0.33; 0.40 0.00 − 0.05; 0.04 0.01 − 0.04; 0.05

Perceived parenting and child behavior

Positive and involved parenting 0.06** 0.02; 0.10 0.06* 0.01; 0.11 0.00 0.00; 0.01 0.00 0.00; 0.01

Poor monitoring − 0.03 − 0.09; 0.04 − 0.02 − 0.10; 0.06 0.00 − 0.01; 0.01 0.00 − 0.01; 0.01

Inconsistent discipline 0.05 − 0.06; 0.16 0.04 − 0.09; 0.16 0.00 − 0.01; 0.01 0.00 − 0.02; 0.01

Maltreatment 0.02 − 0.02; 0.07 0.02 − 0.03; 0.07 0.00 − 0.01; 0.00 0.00 − 0.01; 0.00

Child externalizing − 0.02 − 0.06; 0.02 0.00 − 0.05; 0.05 0.00 0.00; 0.01 0.00 0.04; 0.01

Sociodemographic characteristics

Caregiver age 0.05** 0.02; 0.08 0.05** 0.01; 0.09 0.00 0.00; 0.00 0.00 0.00; 0.01

Female caregiver 3.32* 0.58; 6.06 3.37* 0.67; 6.07 0.31 − 0.03; 0.65 0.32 − 0.02; 0.67

Child is an orphan 0.06 − 1.01; 1.12 − 0.16 − 1.22; 0.89 0.10 − 0.03; 0.23 0.09 − 0.04; 0.22

Caregiver is biological parent − 0.07 − 1.07; 0.92 0.50 − 0.52; 1.52 − 0.06 − 0.19; 0.06 0.02 − 0.11; 0.15

Caregiver has a job − 3.41** − 5.55; − 1.26 − 3.08** − 5.22; − 0.94 − 0.12 − 0.41; 0.16 − 0.10 − 0.39; 0.18

Random intercept 7.06*** 6.03; 8.09 2.40*** 2.32; 2.49

1Adjusted for all covariates shown; *p < 0.05, **p < 0.01, ***p < 0.001. All predictors besides residence were group-mean centered
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factors that influenced attendance and engagement for care-

givers and children enrolled in a parenting program in a dis-

advantaged area of South Africa. The study did not yield ev-

idence that family disadvantage was related to levels of atten-

dance and engagement. This may be due to the program de-

sign including efforts to reduce known barriers to engage-

ment, for instance, by providing transport.

Overall, the session attendance rates in this study are some-

what lower than the average rates of around 72% reported in

parenting program studies in HICs (Chacko et al. 2016). Other

studies in LMICs report even higher attendance rates, such as

81.2% for caregivers and children 7–15 years old in a 12-

session program among Burmese migrant and displaced pop-

ulation in Thailand (Annan et al. 2017). One reason for this

difference may be the provision of home visits in Sinovuyo

Teen for all participants who missed a session, reducing the

incentive to attend group sessions. There may be a trade-off

between reaching participants with home visits and their ad-

ditional costs.

As in many previous studies, individual socio-economic

status did not predict participation. However, participants in

rural clusters attended more sessions than those in peri-urban

areas, possibly due to fewer alternative services or leisure

opportunities in the villages. South Africa’s rural areas contin-

ue to have lower levels of public services, income, and gov-

ernment grants than peri-urban or urban locations (Coovadia

et al. 2009). Moreover, we found higher attendance rates

among children from overcrowded households. One interpre-

tation is a higher perceived need for support by youth in over-

crowded homes. The sessions may have also provided a break

from a crowded home.

Overall, these are encouraging findings that suggest parent-

ing programs can successfully reach vulnerable families.

However, we found that both caregivers and children with

higher rates of alcohol and substance use have lower atten-

dance, although the difference for children did not reach statis-

tical significance in the sensitivity analyses. Thus, some social

and health barriers, such as alcohol and substance use, can still

hinder participation and need to be investigated further.

Similar to much of the previous research, mental health and

social resources, as well as parenting and child behavior, were

generally not related to participation. However, several par-

enting dimensions did appear as significant predictors. Higher

positive and involved parenting predicted higher caregiver

attendance, and more inconsistent parenting predicted more

child attendance and higher engagement.

Table 2 Predictors of child attendance and engagement

Predictor Child session attendance (n = 270, j = 20) Child average engagement (n = 253, j = 20)

Bivariate regression Multiple regression2 Bivariate regression Multiple regression

Coef. 95% CI Coef. 95% CI Coef. 95% CI Coef. 95% CI

Economic and educational barriers and resources

SES (0–8 household items) − 0.04 − 0.27; 0.19 − 0.03 − 0.24; 0.19 − 0.01 − 0.03; 0.02 0.00 − 0.03; 0.02

Overcrowded housing 1.64** 0.47; 2.81 1.21* 0.10; 2.31 0.03 − 0.11; 0.16 0.07 − 0.07; 0.20

Peri-urban residence − 2.27* − 4.39; − 0.16 − 2.29* − 4.39; − 0.18 0.23 − 0.03; 0.50 0.24 − 0.02; 0.51

Social and health barriers and resources

Child depression 0.05 − 0.13; 0.23 0.02 − 0.17; 0.21 0.01 − 0.01; 0.03 0.01 − 0.01; 0.04

Child HIV-positive 1.31* 0.12; 2.50 0.77 − 0.36; 1.89 0.02 − 0.11; 0.15 0.04 − 0.10; 0.18

Alcohol and substance use − 1.14*** − 1.62; − 0.66 − 0.57* − 1.10; − 0.03 0.02 − 0.04; 0.09 0.00 − 0.08; 0.08

Perceived parenting and child behavior

Positive and involved parenting 0.04* 0.01; 0.08 − 0.01 − 0.06; 0.03 0.00 0.00; 0.01 0.00 0.00; 0.01

Poor monitoring − 0.11** − 0.17; − 0.04 − 0.07 − 0.15; 0.01 0.01 0.00; 0.02 0.00 − 0.01; 0.01

Inconsistent discipline 0.06 − 0.05; 0.17 0.16* 0.03; 0.29 0.02* 0.01; 0.03 0.02* 0.00; 0.03

Maltreatment − 0.03 − 0.06; 0.00 − 0.01 − 0.04; 0.02 0.00 0.00; 0.00 0.00 0.00; 0.00

Child externalizing − 0.13*** − 0.19; − 0.07 − 0.06 − 0.13; 0.02 0.00 0.00; 0.01 0.00 − 0.01; 0.01

Sociodemographic characteristics

Child age − 0.63*** − 0.84; − 0.42 − 0.39** − 0.63; − 0.15 0.03* 0.01; 0.06 0.03* 0.00; 0.06

Female child 0.32 − 0.74; 1.38 − 0.03 − 1.04; 0.98 0.00 − 0.12; 0.12 0.00 − 0.13; 0.12

Child is an orphan 0.57 − 0.57; 1.71 0.86 − 0.22; 1.94 0.04 − 0.09; 0.17 0.07 − 0.06; 0.21

Caregiver is biological parent − 0.37 − 1.44; 0.70 0.09 − 0.92; 1.09 0.04 − 0.08; 0.16 0.01 − 0.11; 0.14

Random intercept 8.98*** 8.16; 9.81 2.04*** 1.94; 2.13

2Adjusted for all covariates shown; *p < 0.05, **p < 0.01, ***p < 0.001. All predictors besides residence were group-mean centered
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In line with other parenting studies, this sample included

mostly female caregivers, and the few male caregivers

attended much less frequently. This likely has to do with the

social norms of women bearing the responsibility for

childcare. Engaging men in parenting interventions requires

a conscious effort in program design and delivery, such as

drawing on specific motivations for fathers (Siu et al. 2017).

In addition, children attended more sessions than caregivers,

but had a lower average engagement in sessions, perhaps due

to the cultural norms mandating that children show respect to

elders. Children’s lower engagement may also be related to

the pedagogical style common in schools, with children as

passive listeners.

Consistent with previous research, time and logistics

emerged as a major barrier to attendance. Caregivers who

were employed had lower attendance—likely because the ses-

sions took place on workday afternoons. It was not feasible

due to safety issues to conduct sessions in the evening, which

could help working caregivers. In the follow-up questionnaire,

both children and caregivers cited other commitments as the

most common reason for not attending: community events,

such as church group meetings and funerals, family obliga-

tions, such as housework, and school commitments for chil-

dren. In addition, sickness was an oft-cited reason for not

attending. Monthly drops in attendance seemed to coincide

with the time when participants traveled to obtain their month-

ly government grants and then shop for food and other neces-

sities. While this has not been highlighted in previous litera-

ture, flexible scheduling to accommodate community events

may be beneficial in rural settings.

The study has several limitations. First, the limited statisti-

cal power requires replication of the results in other studies.

Future intervention studies may benefit from incorporating

pre-planned analyses of program enrolment, attendance, and

engagement into their trial protocols with power calculations.

Second, the findings may not be generalizable to other set-

tings. For example, three out of the four peri-urban clusters

included in the intervention were part of one township area.

However, this area was very populous, with over 18,000 res-

idents. Third, we were only able to examine variation among

study participants, and do not know if the most disadvantaged

families enrolled in the trial at similar rates. Future research in

LMICs also needs to examine programmatic factors, such as

recruitment strategies and relationship with the facilitators,

and their interaction with attendance. Examining participant

perceptions of barriers to treatment and caregiver causal attri-

butions of children’s behaviors in LMICs can inform interven-

tions to boost engagement, such as motivational interviewing.

This study contributes to the scarce literature on evaluating

the delivery of family interventions in LMIC settings by ex-

amining a range of relevant predictors of attendance and en-

gagement. This is also one of the few studies to examine child

or adolescent attendance. Based on this study and other recent

research, it appears that parenting support programs can reach

and engage very vulnerable families. Moreover, the most vul-

nerable families in LMICs may be especially receptive to

these programs. These findings have important implications

for programming and policy. The next vital question is wheth-

er these levels of participation can be maintained when the

programs are disseminated more widely in service settings.

Acknowledgements Several research assistants contributed to this study,

including Babalwa Mkati, Ntombizodwa Tsotso, Lungiswa Mzimeli,

Kholiswa Mabizela, Veliswa Tokwe, Vuyolwethu Banzi, Deneo

Sephulo, Phelisa Mphimphilashe, Busisiwe Tusani, Zikhona Fihlani,

Unathi Simandla, Ntombomzi Theodora, Noluvuyo Tsoko, Nonzukiso

Bokwe, Nolitha Tshathu, Zikhona Capa. We thank Rocio Herrero

Romero, Janina Steinert, Divane Nzima, Franziska Meinck, and all of

research and implementation teams for their dedicated work, as well as

Inge Wessels for helpful comments on an earlier draft. Special thanks to

all the participants and their families.

Authors’ Contributions Shenderovich, Eisner, Cluver, Doubt, and

Berezin contributed towards designing the study. Shenderovich, Cluver,

Doubt, Majokweni, and Berezin contributed significantly towards data

acquisition. Shenderovich conducted data cleaning and analysis, and

drafted the manuscript, and Murray provided statistical advice. All au-

thors participated in writing the manuscript.

Funding Research was funded by the European Research Council under

the European Union’s Seventh Framework Programme (FP7/2007–2013,

grant agreement 313421), UNICEF Innocenti Office of Research,

Leverhulme Trust (grant number PLP-2014-095), University of

Oxford’s ESRC Impact Acceleration Account (K1311-KEA-004; 1602-

KEA-189), and the John Fell Fund (103/757). Yulia Shenderovich is

supported by Cambridge Commonwealth, European & International

Trust and Additional Insights 2016–2017 Fellowship.

Compliance with Ethical Standards

Conflict of Interest As potential conflict of interests, we declare that two

of the authors of this manuscript (Cluver andDoubt) were part of the team

that designed the intervention.

Ethical Approval All procedures were in accordance with the ethical

standards of the institutional and/or national research committee and with

the 1964 Helsinki Declaration and its later amendments or comparable

ethical standards. The study was approved by the Research Ethics

Committees at the University of Oxford, the University of Cape Town,

and by the South African Departments of Social Development and

Department of Basic Education.

Informed Consent Informed consent was obtained from all participants

in the study. Community consent was sought from local governments and

traditional chiefs. Participants completed written informed consent forms.

Both child and caregiver had to agree for the dyad to participate.

Open Access This article is distributed under the terms of the Creative

Commons At t r ibut ion 4 .0 In te rna t ional License (h t tp : / /

creativecommons.org/licenses/by/4.0/), which permits unrestricted use,

distribution, and reproduction in any medium, provided you give

appropriate credit to the original author(s) and the source, provide a link

to the Creative Commons license, and indicate if changes were made.

984 Prev Sci (2018) 19:977–986



References

Achenbach, T. M. (1991). Manual for the child behavior checklist/4-18

and 1991 profile. Burlington: University of Vermont.

Annan, J., Sim, A., Puffer, E. S., Salhi, C., & Betancourt, T. S. (2017).

Improving mental health outcomes of Burmese migrant and

displaced children in Thailand: A community-based randomized

controlled trial of a parenting and family skills intervention.

Prevention Science, 18, 793–803. https://doi.org/10.1007/s11121-

016-0728-2.

Barlow, J.,MacMillan, H.,Macdonald, G., Bennett, C., Larkin, S. K., & Sk,

L. (2013). Psychological interventions to prevent recurrence of emo-

tional abuse of children by their parents. The Cochrane Library, 9.

Baydar, N., Reid, M. J., & Webster-Stratton, C. (2003). The role of mental

health factors and program engagement in the effectiveness of a preven-

tive parenting program for Head Start mothers. Child Development, 74,

1433–1453. https://doi.org/10.1111/1467-8624.00616.

Calam, R., Bolton, C., & Roberts, J. (2002). Maternal expressed emotion,

attributions and depression and entry into therapy for children with

behaviour problems. British Journal of Clinical Psychology, 41,

213–216. https://doi.org/10.1348/014466502163985.

Chacko, A., Jensen, S. A., Lowry, L. S., Cornwell, M., Chimklis, A.,

Chan, E., et al. (2016). Engagement in behavioral parent training:

Review of the literature and implications for practice. Clinical Child

and Family Psychology Review, 19, 204–215. https://doi.org/10.

1007/s10567-016-0205-2.

Chen, M., & Chan, K. L. (2016). Effects of parenting programs on child

maltreatment prevention a meta-analysis. Trauma, Violence, &

Abuse, 17, 88–104. https://doi.org/10.1177/1524838014566718.

Cluver, L. D., Lachman, J. M., Ward, C. L., Gardner, F., Peterson, T.,

Hutchings, J. M., et al. (2016a). Development of a parenting support

program to prevent abuse of adolescents in South Africa: Findings

from a pilot pre-post study. Research on Social Work Practice, 27,

758–766. https://doi.org/10.1177/1049731516628647.

Cluver, L. D., Meinck, F., Shenderovich, Y., Ward, C. L., Romero, R. H.,

Redfern, A., et al. (2016b). A parenting programme to prevent abuse

of adolescents in South Africa: Study protocol for a randomised

controlled trial. Trials, 17, 1–10. https://doi.org/10.1186/s13063-

016-1452-8.

Cluver, L., Meinck, F., Yakubovich, A., Doubt, J., Redfern, A.,Ward, C., et

al. (2016c). Reducing child abuse amongst adolescents in low- and

middle-income countries: A pre-post trial in South Africa. BMC

Public Health, 16, 1–11. https://doi.org/10.1186/s12889-016-3262-z.

Coovadia, H., Jewkes, R., Barron, P., Sanders, D., &McIntyre, D. (2009).

The health and health system of South Africa: Historical roots of

current public health challenges. The Lancet, 374, 817–834. https://

doi.org/10.1016/S0140-6736(09)60951-X.

De Los Reyes, A., &Kazdin, A. E. (2005). Informant discrepancies in the

assessment of childhood psychopathology: A critical review, theo-

retical framework, and recommendations for further study.

Psychological Bulletin, 131, 483–509. https://doi.org/10.1037/

0033-2909.131.4.483.

Dunne, M. P., Zolotor, A. J., Runyan, D. K., Andreva-Miller, I., Choo,W.

Y., Dunne, S. K., et al. (2009). ISPCAN Child Abuse Screening

Tools Retrospective version (ICAST-R): Delphi study and field test-

ing in seven countries. Child Abuse & Neglect, 33, 815–825. https://

doi.org/10.1016/j.chiabu.2009.09.005.

Eisner, M., & Meidert, U. (2011). Stages of parental engagement in a

universal parent training program. Journal of Primary Prevention,

32, 83–93. https://doi.org/10.1007/s10935-011-0238-8.

Enders, C. K., & Tofighi, D. (2007). Centering predictor variables in

cross-sectional multilevel models: A new look at an old issue.

Psychological Methods, 12, 121–138. https://doi.org/10.1037/

1082-989X.12.2.121.

Farrelly, A. C., & McLennan, J. D. (2009). Participation in a parent

education programme in the Dominican Republic: Utilization and

barriers. Journal of Tropical Pediatrics, 56, 149–158. https://doi.

org/10.1093/tropej/fmp071.

Fleming, C. B., Mason, W. A., Haggerty, K. P., Thompson, R. W.,

Fernandez, K., Casey-Goldstein, M., et al. (2015). Predictors of

participation in parenting workshops for improving adolescent be-

havioral and mental health: Results from the Common Sense

Parenting trial. The Journal of Primary Prevention, 36, 105–118.

https://doi.org/10.1007/s10935-015-0386-3.

Frick, P. J. (1991). Alabama Parenting Questionnaire. Unpublished

Rating Scale, University of Alabama.

Garvey, C., Julion, W., Fogg, L., Kratovil, A., & Gross, D. (2006).

Measuring participation in a prevention trial with parents of young

children. Research in Nursing & Health, 29, 212–222. https://doi.

org/10.1002/nur.20127.

Gorman-Smith, D., Tolan, P. H., Henry, D. B., Leventhal, A., Schoeny,

M., Lutovsky, K., & Quintana, E. (2002). Predictors of participation

in a family-focused preventive intervention for substance use.

Psychology of Addictive Behaviors, 16, S55–S64. https://doi.org/

10.1037//0893-164X.16.4S.S55.

Gross, D., Garvey, C., Julion, W., Fogg, L., Tucker, S., & Mokros, H.

(2009). Efficacy of the Chicago Parent Program with low-income

African American and Latino parents of young children. Prevention

Science, 10, 54–65. https://doi.org/10.1007/s11121-008-0116-7.

Haggerty, K. P., Fleming, C. B., Lonczak, H. S., Oxford, M. L., Harachi,

T. W., & Catalano, R. F. (2002). Predictors of participation in par-

enting workshops. Journal of Primary Prevention, 22, 375–387.

https://doi.org/10.1023/A:1015227623145.

Hosegood, V., Vanneste, A., & Timaeus, I. (2004). Levels and causes of

adult mortality in rural South Africa: The impact of AIDS. AIDS, 5,

663–671.

Hox, J. J., Moerbeek, M., & van de Schoot, R. (2010). Multilevel anal-

ysis: Techniques and applications. Routledge.

Kazdin, A. E. (2000). Perceived barriers to treatment participation and

treatment acceptability among antisocial children and their families.

Journal of Child and Family Studies, 9, 157–174. https://doi.org/10.

1023/a:1009414904228.

Kovacs, M. (1992). Children’s depression inventory. Niagra Falls: Multi-

health Systems.

Lopman, B., Barnabas, R., Boerma, T., Chawira, J., Gaitskell, K., Harrop,

T., et al. (2006). Creating and validating an algorithm to measure

AIDS mortality in the adult population using verbal autopsy. Public

Library of Science Medicine, 3, e312.

McNeish, D. (2017). Small sample methods for multilevel modeling: A

colloquial elucidation of REML and the Kenward-Roger correction.

Multivariate Behavioral Research, 52, 661–670. https://doi.org/10.

1080/00273171.2017.1344538.

Meinck, F., Cluver, L. D., Orkin, F. M., Kuo, C., Sharma, A. D., Hensels,

I. S., & Sherr, L. (2017). Pathways from family disadvantage via

abusive parenting and caregiver mental health to adolescent health

risks in South Africa. Journal of Adolescent Health, 60, 57–64.

https://doi.org/10.1016/j.jadohealth.2016.08.016.

Meinck, F., Boyes, M., Cluver, L. D., Ward, C., Schmidt, P., DeStone, S.,

& Dunne, M. (2018). Adaptation and psychometric properties of the

ISPCANChild Abuse Screening Tool for use in trials (ICAST-Trial)

among South African adolescents and their primary caregivers.

Child Abuse and Neglect, 82, 45–58.

Mikton, C. R., & Butchart, A. (2009). Child maltreatment prevention: A

systematic review of reviews. Bulletin of the World Health

Organization, 87, 353–361. https://doi.org/10.2471/BLT.08.057075.

Morawska, A., Dyah Ramadewi, M., & Sanders, M. R. (2014). Using

epidemiological survey data to examine factors influencing participa-

tion in parent-training programmes. Journal of Early Childhood

Research, 12, 264–278. https://doi.org/10.1177/1476718X14536952.

Prev Sci (2018) 19:977–986 985

https://doi.org/10.1007/s11121-016-0728-2
https://doi.org/10.1007/s11121-016-0728-2
https://doi.org/10.1111/1467-8624.00616
https://doi.org/10.1348/014466502163985
https://doi.org/10.1007/s10567-016-0205-2
https://doi.org/10.1007/s10567-016-0205-2
https://doi.org/10.1177/1524838014566718
https://doi.org/10.1177/1049731516628647
https://doi.org/10.1186/s13063-016-1452-8
https://doi.org/10.1186/s13063-016-1452-8
https://doi.org/10.1186/s12889-016-3262-z
https://doi.org/10.1016/S0140-6736(09)60951-X
https://doi.org/10.1016/S0140-6736(09)60951-X
https://doi.org/10.1037/0033-2909.131.4.483
https://doi.org/10.1037/0033-2909.131.4.483
https://doi.org/10.1016/j.chiabu.2009.09.005
https://doi.org/10.1016/j.chiabu.2009.09.005
https://doi.org/10.1007/s10935-011-0238-8
https://doi.org/10.1037/1082-989X.12.2.121
https://doi.org/10.1037/1082-989X.12.2.121
https://doi.org/10.1093/tropej/fmp071
https://doi.org/10.1093/tropej/fmp071
https://doi.org/10.1007/s10935-015-0386-3
https://doi.org/10.1002/nur.20127
https://doi.org/10.1002/nur.20127
https://doi.org/10.1037//0893-164X.16.4S.S55
https://doi.org/10.1037//0893-164X.16.4S.S55
https://doi.org/10.1007/s11121-008-0116-7
https://doi.org/10.1023/A:1015227623145
https://doi.org/10.1023/a:1009414904228
https://doi.org/10.1023/a:1009414904228
https://doi.org/10.1080/00273171.2017.1344538
https://doi.org/10.1080/00273171.2017.1344538
https://doi.org/10.1016/j.jadohealth.2016.08.016
https://doi.org/10.2471/BLT.08.057075
https://doi.org/10.1177/1476718X14536952


Murphy, K. M., Rodrigues, K., Costigan, J., & Annan, J. (2017). Raising

children in conflict: An integrative model of parenting in war. Peace

and Conflict: Journal of Peace Psychology, 23, 46–57. https://doi.

org/10.1037/pac0000195.

Nix, R. L., Bierman, K. L., & McMahon, R. J. (2009). How attendance

and quality of participation affect treatment response to parent man-

agement training. Journal of Consulting and Clinical Psychology,

77, 429–438. https://doi.org/10.1037/a0015028.

Peters, S., Calam, R., & Harrington, R. (2005). Maternal attributions and

expressed emotion as predictors of attendance at parent management

training. Journal of Child Psychology and Psychiatry and Allied

Disciplines, 46, 436–448. https://doi.org/10.1111/j.1469-7610.

2004.00365.x.

Pillay, U., Roberts, B., & Rule, S. (2006). South African social attitudes:

Changing times, diverse voices. Cape Town: HSRC Press.

Pretorius, T. B. (1991). Cross-cultural application of the center for epide-

miological studies depression scale: A study of black South African

students. Psychological Reports, , 69(3_suppl), 1179–1185. https://

doi.org/10.2466/pr0.1991.69.3f.1179.

Salari, R., & Filus, A. (2017). Using the health belief model to explain

mothers’ and fathers’ intention to participate in universal parenting

programs. Prevention Science, 18, 83–94. https://doi.org/10.1007/

s11121-016-0696-6.

Sherbourne, C., & Stewart, A. (1991). The medical outcomes survey (MOS)

social support survey. Social Science and Medicine, 32, 705–714.

Siu, G. E.,Wight, D., Seeley, J., Namutebi, C., Sekiwunga, R., Zalwango,

F., & Kasule, S. (2017). Men’s involvement in a parenting

programme to reduce child maltreatment and gender-based vio-

lence: Formative evaluation in Uganda. The European Journal of

Development Research, 29, 1017–1037. https://doi.org/10.1057/

s41287-017-0103-6.

Smith, J. D., Berkel, C., Hails, K. A., Dishion, T. J., Shaw, D. S., &

Wilson, M. N. (2016). Predictors of participation in the family

check-up program: A randomized trial of yearly services from age

2 to 10 years. Prevention Science, 1–11. https://doi.org/10.1007/

s11121-016-0679-7.

Ward, C., Sanders, M. R., Gardner, F., Mikton, C. R., & Dawes, A.

(2016). Preventing child maltreatment in low- and middle-income

countries. Parent support programs have the potential to buffer the

effects of poverty. Child Abuse and Neglect, 54, 97–107. https://doi.

org/10.1016/j.chiabu.2015.11.002.

Weeland, J., Chhangur, R. R., van der Giessen, D., Matthys, W., de

Castro, B. O., & Overbeek, G. (2017). Intervention effectiveness

of The Incredible Years: New insights into sociodemographic and

intervention-based moderators. Behavior Therapy, 48, 1–18. https://

doi.org/10.1016/j.beth.2016.08.002.

World Health Organization. (2016). INSPIRE: Seven strategies for end-

ing violence against children. Luxembourg.

Zolotor, A. J., Runyan, D. K., Dunne, M. P., Jain, D., Péturs, H. R.,

Ramirez, C., et al. (2009). ISPCAN Child Abuse Screening Tool

Children’s Version (ICAST-C): Instrument development and multi-

national pilot testing.Child Abuse and Neglect, 33, 833–841. https://

doi.org/10.1016/j.chiabu.2009.09.004.

986 Prev Sci (2018) 19:977–986

https://doi.org/10.1037/pac0000195
https://doi.org/10.1037/pac0000195
https://doi.org/10.1037/a0015028
https://doi.org/10.1111/j.1469-7610.2004.00365.x
https://doi.org/10.1111/j.1469-7610.2004.00365.x
https://doi.org/10.2466/pr0.1991.69.3f.1179
https://doi.org/10.2466/pr0.1991.69.3f.1179
https://doi.org/10.1007/s11121-016-0696-6
https://doi.org/10.1007/s11121-016-0696-6
https://doi.org/10.1057/s41287-017-0103-6
https://doi.org/10.1057/s41287-017-0103-6
https://doi.org/10.1007/s11121-016-0679-7
https://doi.org/10.1007/s11121-016-0679-7
https://doi.org/10.1016/j.chiabu.2015.11.002
https://doi.org/10.1016/j.chiabu.2015.11.002
https://doi.org/10.1016/j.beth.2016.08.002
https://doi.org/10.1016/j.beth.2016.08.002
https://doi.org/10.1016/j.chiabu.2009.09.004
https://doi.org/10.1016/j.chiabu.2009.09.004

	What Affects Attendance and Engagement in a Parenting Program in South Africa?
	Abstract
	Methods
	Study Setting
	Study Sample
	Intervention Characteristics
	Instruments and Measures
	Data Analysis

	Results
	Describing Participation in Sinovuyo Teen
	Relation Between the Outcome Variables
	Participation over Time
	Predictors of Attendance
	Predictors of Engagement

	Discussion
	References


