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PARENTAL COOPERATION AND

INVOLVEMENT IN CHILDREN'S
MENTAL HEALTH TREATMENT

Linda Taylor and Howard S. Adelman

Counselors and therapists working with chil-
dren and adolescents are faced with impor-
tant decisions about the extent to which the
family should be involved. Some therapists
prefer to work with the family unit; some sel-
dom include family members. The reasons
vary. For most, however, the decision about
family involvement is based on the needs in
each case. Thus, as they first encounter a
minor referred for treatment, these therapists
focus on assessing not only the individual
and contextual considerations related to
neighborhood, school, and culture, they also
assess the need for and the likelihood of
parental involvement.

Why involve parents? Therapists who
work regularly with children and adoles-
cents quickly encounter the realities of a lack
of parental commitment to seeking out,
maintaining, and being involved in the treat-
ment for their youngster. For instance, par-
ent follow-through on child referrals for
counseling is estimated at less than 50%, and
premature termination occurs in 40% to 60%
of child cases (Kazdin, 1997). Clearly, par-
ents must feel a sense of commitment or they
will not facilitate their child’s enrollment
and ongoing participation in treatment.
Moreover, parental involvement seems es-
sential when they are the cause of or ongoing
contributors to a youngster’s problems. Even
if this is not the case, family members almost
always suffer when their child is not doing
well and may need some guidance and sup-
port. In addition, in more cases than not, the

therapist wants the family to facilitate, nur-
ture, and support desired changes in the
youngster. Equally important, what parents
learn in the process may generalize to other
venues, such as enhancing home involvement
in school and parent advocacy.

Many factors shape parental involvement.
One set involves the degree to which treatment
is seen as positive and accessible. Obviously,
negative perceptions and practical barriers can
be counterproductive not only to parental con-
nection, but to the youngster’s progress. Some
families referred for therapy feel uncomfort-
able with the concept of mental health/mental
iliness. They may worry that mental health
treatment will stigmatize the child either now
or by curbing opportunities in the future
(Jensen, McNamara, & Gustafson, 1991). Other
salient barriers perceived by parents include
practicalities of access, feeling that treatment
is demanding or not highly relevant to the
child’s problem, or feeling negatively about the
therapist. Dropping out is a likely response
when the family’s perceptions are that the pro-
cess is burdensome, unpleasant, or not worth-
while. Conversely, children seem to do better
in therapy when parents perceive few nega-
tives related to the process and potential out-
comes (Kazdin & Wassell, 1999).

The above concerns are only a small part of
the many socioeconomic, language, and racial
or ethnic factors that may affect a family’s mo-
tivational readiness to enroll and maintain a
youngster in treatment and to be active partic-
ipants in the process. The examples cited
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underscore the importance of directly attend-
ing to parental motivation for involvement in
child mental health treatment. Two aspects of
such motivational considerations are outlined
here: using initial processes of therapy to assess
and address parental motivational readiness for
involvement and maintaining their motivation
and involvement throughout treatment.

ACCOUNTING FOR AND ENHANCING
MOTIVATIONAL READINESS

It is helpful to think in terms of a range of mo-
tivational differences in family involvement.
With respect to their youngster’s participa-
tion in treatment and their own role in the in-
tervention process, parents range from being
highly involved (e.g., motivated and active
participants who advocate for their children
and seek out resources), to marginally in-
volved (e.g., minimally motivated and coop-
erative), to reluctant to highly resistant (e.g.,
not at all motivated, uncooperative, avoidant,
reactive). Those in this last group often have
been pushed to pursue therapy for their
youngsters by the school or the justice system.

At all points along the continuum, working
with families to establish appropriate cooper-
ation and involvement in their child’s treat-
ment often is a critical process objective. To
account for motivational differences, a thera-
pist, starting with the first contact, must as-
sess parents’ motivation for having their
youngster treated and for their own possible
involvement. In doing so, the assessment pro-
cess itself should be designed to enhance the
motivation of family members, or at least to
minimize conditions that can reduce their
motivation. Based on contemporary theories
of intrinsic motivation (Ryan & Deci, 2000),
this means using practices that can enhance
(or at least reduce threats) to feelings of com-
petence, feelings of self-determination, and
feelings of relatedness to others.

Using Consent Agreements to
Enhance Motivation

When a therapist first encounters family
members, there are multiple opportunities to

assess their motivation for therapy and to ac-
tively engage them. For instance, there are
many steps that can be taken during the in-
formed consent process to engender parent
involvement. By using the procedure as an in-
tervention step, the therapist provides a natu-
ral opportunity for parents to express their
questions, concerns, doubts, and fears. A
premise of informed consent is that participa-
tion is voluntary and that the family can ter-
minate with no penalty or prejudice. If they
agree to proceed, the family has taken a first
and important step in making a commitment
to cooperate with treatment.

In this context, the therapist works from
the initial interactions to minimize any sense
of coercion and enhance feelings of control
and competence by involving parents in deci-
sions. One of the first decisions is whether to
have initial meeting(s) with or without the
youngster present. The parents’ decision pro-
vides important assessment data. For exam-
ple, many who choose to meet without the
youngster indicate it is because they don’t
want to embarrass their child; others feel they
can’t say things in front of the youngster; still
others know that what they have to say will
lead to an argument that they want to avoid.
At this stage, it is especially important to
counter feelings of coercion and intimidation
among those who have been pushed to enter
therapy. For such cases, when discussing the
events or behaviors that led to the referral, it
is well to structure the interaction as one of
exploring all their options for improving the
situation, including any changes at school and
home they think are worth pursuing. Explor-
ing goals and how to work together on these
reassures some families as to the worthwhile
nature of the endeavor. Suggesting a short
time frame (e.g., three sessions, with a chance
to review the progress and concerns after
that) provides some families with confidence
that the decision to come back is theirs. If
there are choices that can be made with re-
spect to a therapist (e.g., age, sex, ethnicity,
language), these also should be explored.
Families who clearly are not ready or willing
to engage in therapy may need the option of
holding off for a time so that they can view
the need for treatment in a less reactive
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manner. To this end, the parents must be as-
sured that they will be able to initiate ser-
vices when they decide help is necessary.

To elicit appropriate involvement, a thera-
pist needs to demonstrate respect for the par-
ents’ role and for the efforts they expend
related to the youngster’s day-to-day experi-
ences. This involves validating those aspects
of what they are doing right. Then, the pro-
cess of opening up discussion about what
they might want to change can be initiated as
one basis for clarifying why their inclusion in
the process is necessary.

Sharing assessment information with them
to arrive at an agreed upon definition of the
problem(s) and the plan for treatment can be
especially helpful. Many times, parents will
come in with school reports, testing reports,
report cards, and other documents that can,
when analyzed and collated, provide a help-
ful picture of the child’s development and a
context for the current problem. This estab-
lishes for parents a perspective from which to
see the need for intervention and for their in-
volvement in the process.

In many settings, the assent of the young-
ster also must be provided. This is especially
important in working with adolescent
clients. Modeling for parents how to explain
the nature of mental health treatment and
cliciting the youngster’s response not only
can help enhance the youngster’s participa-
tion, it helps parents further understand the
importance of their involvement. Thus,
besides protecting client rights, the con-
sent process can reduce feelings of
coercion and promote feelings of self-
determination, enhance feelings of competence,
and foster feelings of positive relatedness be-
tween the family and the therapist.

A special problem arises related to children
whose parents are divorced or are remarried.
Such situations require clarifying the dynam-
ics related to the extended family and the role
each member will play in supporting the
child’s treatment. Setting extended family
goals and clarifying respective involvements is
essential to increasing the family’s communi-
cation and problem-solving capabilities in
ways that serve the aims of the therapeutic in-
tervention (Lew & Bettner, 1999).

Contracting for Involvement

Many counselors and therapists are fortunate
enough to work in agencies or schools that
provide service without fees. Whether or not
fees are paid by the family, the process of ne-
gotiating a “contract” that clarifies treatment
arrangements (e.g., costs, expected benefits)
can also help clarify mutual expectations
about parent involvement. At the outset, the
focus with parents who are not highly moti-
vated may just be on agreements about sched-
uling (e.g., regular appointments, arriving on
time) and sharing relevant information. Over
time, such initial agreements may be renego-
tiated to encompass greater degrees of family
involvement.

Handling Privacy and Confidentiality Concerns

Families vary widely in how much they want
therapists to share information with others.
Parents may want their individual discussions
with the therapist kept confidential from the
youngster and even from each other. There are
variations in how much a family wants the
school to know. Some parents are uncomfort-
able with the notion of allowing the youngster
and therapist to hold conversations that will
not be shared with them. The family’s concerns
about privacy and confidentiality influence the
nature and scope of their involvement.

For many families, initial assurances of
privacy and confidentiality are sufficient in
enlisting cooperation and participation. For
others, discussion of these matters must be
done in a way that goes beyond describing the
importance and parameters of confidential-
ity. This is particularly critical in clarifying
when confidentiality must be broken. For ex-
ample, clarifying reporting requirements is
unlikely to enhance the involvement of abu-
sive parents.

There is no easy solution to the confiden-
tiality dilemma. One strategy that can pay
dividends with respect to parent participa-
tion is to reframe the topic in ways that clar-
ify that the intent isn’t to play a game of
“keeping secrets” from each other or to elicit
information to report to the authorities. To
the contrary, the intent is to encourage the
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flow of information that is essential to solv-
ing problems, and, when mutual sharing of
information is necessary to make things bet-
ter, the intent is to find ways to facilitate such
sharing (Taylor & Adelman, 1998).

Handling Parent Reactions to Initial Contacts
and Assessment

In public agencies, enrollment procedures
usually require that families complete exten-
sive paperwork, This may include question-
naires asking adolescents and parents to note
which of a long list of psychological problems
have been experienced. Completing such
forms requires literacy skills and candor in
self-reporting that may exceed a family’s
skills or motivational readiness and may rein-
force negative feelings about participation. If
this appears likely, the therapist must be pre-
pared to make these processes more con-
sumer-friendly, including taking steps to
ensure that the level of discourse is a good
match for the family’s level of literacy, com-
munication skills, and motivation.

Part of the initial assessment usually is a re-
view of the youngster’s developmental history.
This provides a major opportunity to demon-
strate and validate the importance of parent in-
volvement and provides an indication of their
willingness and skills for doing so. Because
causal attributions for problems often play a
major role in shaping behavior, data about such
attributions require special attention. If par-
ents blame themseives or each other for the
child’s problems, the therapist must be ready to
explore these perceptions quickly and nonjudg-
mentally. Extra effort may be required to con-
vince parents that such feelings are natural
and that the therapist is not interested in as-
signing blame but mainly wants to explore
causes to find the best way to correct problems.

Carried out effectively, the above practices
can help move parents to perceive the thera-
pist as a potential ally rather than an enforcer
or an agent of social control. Such a perception
allows for a reasonable appreciation of the po-
tential contributions of therapy.

Toward the other end of the continuum, oc-
casionally, families are overly or inappropri-
ately involved in their youngster’s therapy.

This may not be evident until after the firgt
few encounters. Such parents may be reluc-
tant to allow the youngster to meet alone with
the therapist; they may want more frequent
appointments than is common practice or
may call frequently between appointments;
they may self-generate lists or logs of problem
behaviors. Such behavior often calls for sepa-
rate sessions with the parents to clarify what
the underlying motivation is and to elicit
changes that will facilitate rather than hinder
the youngster’s progress.

As the above examples suggest, the thera-
pist’s concern about parent involvement be-
gins at first contact. Good practice calls for
using processes that both assess and enhance
motivational factors influencing involvement
not only initially, but throughout treatment.

MAINTAINING MOTIVATION AND
INVOLVEMENT DURING THE PROCESS

Extrapolating from available research and the-
ory on intrinsic motivation (e.g., Ryan & Deci,
2000), three considerations seem basic for
maintaining involvement:

1. Ensuring parents feel a growing sense of
relatedness to the therapist.

2. Enhancing parents’ valuing of involvement
by ensuring that there are a variety of ways
they can participate and then facilitating
their decision making among desirable op-
tions (including ongoing decision making
about changing how they are involved).

3. Providing continuing support for learning,
growth, and success (including feedback
about how their involvement is benefiting
the youngster).

These considerations are discussed below
with respect to the overlapping topics of ther-
apeutic alliances and assignments, therapy
formats, and engaging the family in the evalu-
ation process.

Therapeutic Alliances and Assignments

All therapists create some form of alliance
with their child and adolescent clients in
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order to facilitate change. On the basis of
their theoretical models and training experi-
ences, interveners differ in the nature and
scope of their alliances with the rest of the
family. As already noted, such alliances can
determine the course of treatment. Adoles-
cents raise special concerns in this respect.
Many teenagers are at a stage of developing
separate identities from their families. Thera-
pists are caught in a situation where the
youngster may view contacts between the
therapist and a parent as undesirable. How-
ever, avoiding parents can make them feel ex-
cluded and alienated from the process and
lead to their abruptly and prematurely with-
drawing the youngster from treatment.

Another common problem is that parents
may feel threatened by the growing bond be-
tween therapist and youngster and by the ther-
apist’s interest in eliciting the youngster’s
perspective on the causes of and potential so-
lutions for the referral problem. The bonding
can produce competitive feelings. Eliciting a
youngster’s perceptions of cause may be seen
as buying into ill-informed and self-serving
information, especially if the youngster is
likely to place blame on the parents. Similar
feelings can arise in working with parents who
are in conflict with each other. ‘

Interveners must consistently (1) help all
concerned parties appreciate the appropri-
ateness and value of various alliances, (2) lis-
ten to all perspectives, and (3) validate the
feelings that accompany such perceptions.
The danger in not doing so is to be seen by
parents as a biased, overly permissive, and
untrustworthy person. In contrast, when par-
ents understand the process and feel heard
and validated, the therapist is more likely to
be perceived as an ally. And, should the
youngster want to discontinue treatment, the
alliance with the parents can prevent prema-
ture termination.

There are, of course, instances when parents
want the therapist to take over and are satisfied
not to form a close alliance. In these instances,
the need is to move the youngster and parents
to a middle ground as soon as feasible. This
requires a constant focus on clarifying and
demonstrating to all parties that specific forms
of contact are beneficial (e.g., with respect to

making progress and for purposes of anticipat-
ing and preventing problems).

The growing use of manualized treatments
and use of homework or exercises that the fam-
ily is called on to facilitate provides many op-
portunities to involve parents and develop
strong, positive alliances. Other occasions arise
around the family’s role in facilitating, sup-
porting, and nurturing the youngster’s prog-
ress. In this respect, parents have a special role
to play as their child’s primary advocate. This
role offers many possibilities for the therapist
not only to enhance parent involvement, but to
increase their positive involvement in other as-
pects of the youngster’s life—especially those
venues where problems are being experienced.
One example is schooling. Child therapists
often find that changes at school are needed to
support the treatment process. Whereas direct
contacts between therapist and teachers often
are helpful, there are benefits to encouraging
and preparing the family to become positive
advocates. This, of course, is one of the most
natural forms of parent involvement. In partic-
ular, parents can be taught about the types of
special assistance a school might provide
(counseling groups, Section 504 accommoda-
tions, special education, etc.). Then, the thera-
pist can prepare them with respect to how to
approach the school effectively. This includes
teaching parents the difference between posi-
tive advocacy and the type of adversarial role
that often results in youngsters being caught in
the middle. Properly done, the results lead to
interactions among parents, school staff, and
students that are mutually beneficial, encour-
age special feelings of connectedness, and sup-
port treatment processes and results (Friesen
& Stephens, 1998).

Therapy Formats

There are a variety of ways in which parents
can participate, some of which have been
mentioned already. A few other examples will
suffice as illustrations.

Youngsters may be seen in groups or indi-
vidually or with family members included as
“collaborative” partners. In many instances,
family members will become primary clients
with a focus on making family changes (e.g.,
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parents changing their own behaviors to re-
spond differently to their children). This is
especially necessary in cases where the fam-
ily has experienced a shared trauma (e.g., a
child has been abused or has experienced a
natural disaster or the sudden and violent
death of a family member). Shifting from fo-
cusing primarily on the child to the whole
family can be difficult and calls for recon-
tracting so that the parents understand what
will be asked of them and become active par-
ticipants in the decision making.

Some therapists and agencies find that a
family/parent support group provides a use-
ful way to enlist appropriate involvement.
Such a format allows for exchanges about
common problems and solutions. Not only can
participants learn from others, they may ex-
perience a growing sense of personal valida-
tion, as well as enhance their commitment to
treatment processes. These groups may be
most helpful when the nature of the young-
sters’ problems are similar (e.g., crisis situa-
tions, specific problem focus, long-standing
problems) and when they are composed of
parents with the same background.

Homework assignments provide another
form of involvement. Such activity is imple-
mented between therapy sessions with reports
back to the therapist. For example, parents can
assist their child in pursuing problem-solving
strategies, can make changes in how they in-
teract with the youngster, and can monitor re-
duction of symptoms and problems.

Engaging the Family in the
Evaluation Process

Evaluation of progress is an additional op-
portunity to involve parents and provides an
essential ongoing perspective on therapeutic
processes and outcomes. Research supports
the positive impact of including a family-
initiated evaluation model on treatment out-
come (Stoep, Williams, Jones, Green, &
Trupin, 1999). One problem, of course, is that
parent and youngster perspectives fre-
quently differ. Moreover, parents often are
not inclined to account for the perspectives
of the child or adolescent.

Through interactions designed to translate

therapist, parent, and youngster perspectives
into a shared set of outcome indicators, strong
alliances can be created. Again, this involves
a focus on clarifying how to ensure that aj]
perspectives are given a serious hearing, It
also requires arriving at a working perspec-
tive that can be used to generate a feasible so-

lution to a referral problem (Adelman &
Taylor, 1994).

CONCLUDING COMMENTS

Therapists who want to enlist parent involve-
ment must be clear about the value of, forms of,
and barriers to such involvement. From initial
contact, they must include a focus on the fam-
ily’s motivation and incorporate processes that
can at least minimize a lowering of motiva-
tional readiness and, when necessary, can en-
hance such motivation. Clearly, this is an area
where the full implications for research, the-
ory, practice, and professional training are just
beginning to be appreciated.
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