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[bookmark: _Toc112065770]Appendix 1: Inclusion criteria for studies selected for review 

Types of studies
Study designs that were eligible for inclusion in this review including randomised controlled trials and observational (non-randomised) studies that aimed to measure the effect of the intervention.

Types of participants
We accepted studies of children aged 0-17 years who:
1) Have experienced physical abuse or neglect that has been substantiated by child protection services (also referred to as living in ‘high-risk families’).
2) Live with their family of origin or in kinship care, or live in foster care while participating in therapy/programs with their family of origin.

Types of interventions
Family-based therapies are one of various types of interventions that can be employed as a treatment strategy to reduce child physical abuse and neglect. Family-based therapies for child physical abuse and neglect are defined as follows:
1. The intervention is specifically referred to as a type of “therapy”
2. A clear and structured methodology underlying their treatment protocol
3. If they are defined as a “therapy” in any published papers documenting the intervention
4. Delivered within a psychological framework by a qualified health professional or qualified team comprising the following: a psychologist, psychiatrist, social worker, counsellor or individual with an equivalent educational qualification.

Family-based therapies may be included as a component of intervention services, such as: family preservation programs, parenting programs, community-based programs, home support services, home therapy services, case management services, and may be conducted in family homes, clinics, or community/outreach centres.

Key inclusion criteria for families to participate in family-based therapies are as follows:
1. Children are part of a parent-child dyad, and if the intervention has at least one conjoint parent-child session as part of therapy. Interventions may also include other members of the family nucleus or extended family
2. The target child is between 0-17 years old
3. Parents/carers have one or more substantiated incidents of physical abuse or neglect against their child or children
4. Maltreatment history is supported by either (a) a police report, child protection referral, or other official agency report, (b) the self-report of an abusive parent or abused child, or (c) an above-threshold score in standardised instruments used for detection of child physical abuse/neglect, such as the Parent-Child Conflict Tactics Scale (CTS) or ISPCAN Child Abuse Screening Tool (I-CAST).
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	Study  
	Family-based therapy program  
	Key components of the program include: 
	Comparator 
	Key components of the program include: 

	Foley et al. (2016) 
	Parent-Child Interaction Therapy (PCIT)  

  

	Improving quality of child-parent relations via two key phases: 
1. Child-Directed Interaction: individual real-time sessions where parents are coached how to appropriately discipline their children. 
2. Parent-Directed Interaction: parents coached on how to administer discipline strategies to increase child compliance.

	Usual care 
	Therapists educating families on real-world parenting skills as part of their treatment plans (e.g., including discipline and relationship-building exercises). 


	Thomas and Zimmer-Gembeck 
(2011) 

	
	As above.
	Attention (Waitlist Control)
	Families on the waitlist for PCIT for approximately 12 weeks. 


	Villodas et al. (2021)

	
	As above.
	Usual care
	A combination of resources typically provided by the service (e.g., behavioural therapy, mindfulness-based strategies).

	Chaffin et al. (2004)

	PCIT/ Enhanced PCIT
	As above, but with additional tailored services to families to address substance abuse, depression and domestic violence.
	Usual Care
	Group-parenting program with a focus on education, child discipline, parenting behaviours and mental health.

	Chaffin et al. (2011)
	Self-motivation and PCIT combined

	Same protocol as Chaffin et al. (2004), but with an additional specific module focusing on motivational interviewing (i.e., motivating parents to learn about, and engage in, positive parenting practices).  
	Usual Care
	As above.

	Turner et al. (2017) 
	Functional Family Therapy – Child Welfare (FFT-CW)  
  
	· Focus on building rapport with families; understanding the interaction of family members; and maintaining changes over time to reduce potential for child maltreatment.
· FFT-CW high track has a therapeutic focus, incorporating psychological and behavioural interventions.
· FFT-CW low track has a case management focus. 

	Usual care 
	Limited available information about the programs and services provided for clients as usual care.  
  
 

	Swenson et al. (2010) 
	Multisystemic Therapy for Child Abuse and Neglect (MST-CAN)  
  
	· High intensity, 24-hour program combining therapy with case management to reduce recurrence of child maltreatment.
· Uses a social ecology approach (i.e., works in the family home and in other contexts, such as school and employment, to sustain change within, and between, these contexts). 
· Combination of evidence-based treatments tailored to family needs (e.g., cognitive-behavioural therapy for trauma, parenting and life-skills training for parent wellbeing and child discipline, and reinforcement-based therapy for substance misuse).

	Enhanced Outpatient Therapy (EOT) 
	1. Standard services: any combination of individual therapy, family-based therapy and parent and child-specific interventions. 
2. Enhanced engagement: therapists engaging families (e.g., home visits).
3. Parent training: Systematic Training for Effective Parenting of Teens (STEP-TEEN) – a parent group-based treatment strategy involving role-play, communication skills and problem-solving strategies. 

	Schaeffer et al. (2013; 2021) 
	Multisystemic Therapy – Building Stronger Families (MST-BSF)  
  
	· Specific focus on reducing child maltreatment and sustaining parental sobriety.
· Uses combination of techniques (e.g., urine and breathalyser tests, positive reinforcement strategies).
· Drivers of maltreatment/substance abuse are prioritised by leveraging family strengths within family social ecology.
	Usual care 
	A combination of services, including Project Safe and child services: 
Project Safe: various outpatient and residential treatment strategies depending on parent substance use and mental health needs. Child services: caseworker-provided care across many services (e.g., temporary housing, intensive in-home treatment programs).

	Kolko et al. (2018) 
	Alternative for Families – Cognitive Behavioural Therapy (AF-CBT)  
  
	Three phased program aimed at reducing physical violence:
1. Phase 1: Engagement/motivation: focus on rapport and educating parents and children on effects of abuse (i.e., psychoeducation).
2. Phase 2: Individual skills-building specific to parent and child: regulating and training parent emotions and improving children social and communication skills.
3. Phase 3: Family applications: joint family-therapy sessions to solve family problems and engage in clarification process.

	Usual care  
	Routine agency training (e.g., in-home services) that differed between service provider and the training they received. 

	Runyon et al. (2010) 
	Combined Parent Child – Cognitive Behavioural Therapy (CPC-CBT)  
  
	Specifically aimed at reducing the recurrence of child physical abuse. 
· A staged approach that leads to the child sharing their trauma narrative to therapist and parent. 
· Parents first commence motivational interviewing, whereas children learn about regulating emotions and psychoeducation.
· Parents and children then engage in a series of individual and joint training sessions (e.g., coping skills, parent-child training). 

	Parent-Only CBT 
	CBT program for the parents only, not the child. Contains some of the activities within the phases of the CPC-CBT program, with a focus on parenting skills, discipline, communication and reinforcement strategies 

	Donohue et al. (2014) 
	Family Behavioural Therapy (FBT) 
	Five staged program aiming to reduce parental substance abuse and child neglect by: improving home safety; creating a stimulating environment for children; enhancing positive family interactions; teaching parents about strategies to manage their drug cravings, and skills to enhance their employment prospects. 

	Usual care 
	An array of routinely delivered services administered by caseworkers with no standardised referral system. Services were tailored to family needs (e.g., family-based therapy, individual counselling, substance abuse treatment). 

	Kolko (1996) 
	Family Therapy 
	Three staged approach consistent with the ecological approach to primarily reduce child physical abuse: 
1. Engagement: therapist assessment and reframing of family interaction patterns. 
2. Skills-building: problem-solving and interaction strategies.
3. Application/termination: establishing and sustaining positive family behaviours. 
	Individual child & parent cognitive behavioural treatment (CBT) /
Usual care 
	CBT: Separately administered to parents (focused on discipline, mental health and expectations) and children (social skills and self-control training). 
Usual care: Routinely delivered services involving home visits and support groups, recommended by family caseworkers with tailored treatment plans.

	Meezan and O’Keefe (1998) 
	Multifamily Group Therapy (MFGT) 
	A six-staged treatment program incorporating both manualised therapy and case management to reduce child abuse and neglect in a series of jointly run family group sessions. 
MFGT focuses on the physical, emotional and cognitive development of children, and the discipline practices, responsibilities, feelings and self-respect of parents. The goal is to foster a quality relationship and positive communication between parent and child. 
	Usual care 
	Routinely delivered family-based therapy (including cognitive-behavioural and structural family therapy frameworks) administered at the agency, along with case management. 


*All family-based therapy programs described in Appendix 1 were developed in the United States.
[bookmark: _Toc112065769]Appendix 3: Search strategy utilised in review. 
The following articles for analysis were selected from a wider range of articles obtained via searches conducted on three databases: CINAHL, Scopus, and PsycINFO. 
For CINAHL, search terms were broadly classified under three categories: therapeutic approaches & interventions, high-risk families and child abuse. Within these categories were a number of keywords and subject headings that were simultaneously searched in this database including: “family therapy OR therapy OR intervention OR child-parent relations” OR (MM “Parent-Child relations+/EV/FG/PC”) OR (MM “Family Therapy/MT/EV”) AND “High risk famil* OR risk factors OR vulnerable populations” OR (MM “Infant, High Risk/PF/EV”) OR (MM “Risk Factors+/PF/RF/PC/EV”) AND “child abuse OR child neglect OR child maltreatment OR physical abuse” OR (MM “Child Abuse+/FG/PC/PF/RF/SS/TH/EV”). (Note subject heading values: FG = familial and genetics; PC = prevention and control; EV = evaluative; PF = psychosocial factors; RF = risk factors; TH = therapy). 
For databases searches using Scopus and PsycINFO search terms consisted of the keywords/search syntax: “family therapy” OR “family therap*” AND “child abuse” OR “child neglect” OR “child maltreatment” OR “child maltreat*” 
Manual searches of forward and backward citations of selected studies for review were conducted. Forward citation searches comprised a Google scholar search of all articles which have cited the selected studies, whereas backward searches included a search of the reference lists of the selected studies.
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Appendix 4: Standardised mean differences as measures of effect for parent- and child- reported psychometric measures.
In the original studies included in this systematic review, standardised mean differences in participant scores were used by some authors to compare the post-treatment outcomes measured by the Alabama Parenting Questionnaire (1991), Alabama Parenting Questionnaire-Preschool Revision (2007) and the Child Abuse Potential Inventory-IV (1986). Below is a description of the measure of effect extracted for these parent- and child-reported maltreatment risk measures. 
	Measure of effect 
	Description 
	Relevant included studies

	Cohen’s d 
	d = (M1 – M2) / spooled
M1 = mean of group 1; M2 = mean of group 2; spooled = pooled standard deviation.

· Difference in means relative to the pooled within-group variability.
· Given the standardisation of values, it is possible to compare between-group differences in outcomes measured using different scales. Cohen’s d can be interpreted as the difference in means in units of the standard deviation (Maxwell & Delaney, 2004). 
· The Cohen’s d estimate does not have a real-world interpretation of the actual size of the effect. 

	Foley et al. (2014) – Table 2, p. 291  

	
	
	Runyon et al. (2010) – Table 3, p. 210  

	
	
	Schaeffer et al. (2013) – Table 2, p. 603  

	
	
	Thomas & Zimmer-Gembeck (2011) – Table 1, p. 185 

	
	
	Villodas et al. (2021) – Table 3, p. 8
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	Author/ year 
	Child’s age (years) 
Mean; Range
	Ethnicity of the study participants 
	Substantiation of abuse/neglect prior to intervention
	Family members involved in the intervention 
	Setting of intervention 
	Therapist qualifications 

	Randomised controlled trials

	Schaeffer et al. (2021)
	10.4; 6-17
	Parents: White (64%), Black (9%), American Indian (2%), Other (23%), Hispanic/Latino (28%)
Children: White (64%), Black (15%), American Indian (1%), Asian (1%), Other (20%), Hispanic/Latino (37%)
	Substantiated child physical abuse and/or neglect
	Mother-youth pairs
	Family home/community locations
	Masters-level therapists

	Villodas et al. (2021) 
	4.78; 1.5-7 
	Families: Non-Hispanic White (7.3%), Black/African American (34.5%), Hispanic/Latino (58.2%)
	Suspicion of physical 
or emotional abuse
	Caregiver-child pairs
	Family home
	Master’s level in social work or mental health counselling.

	Kolko et al. (2018)
	11.7; 5-15
	Children: minority background (55%)

	At risk/histories of 
child physical abuse
	Children, parents or guardians 

	Community/clinic
	Degree in psychology or social work, education master’s degrees or higher, or professionally licensed.  

	Foley et al. (2016) 
	6.5; 1-12
	Parents: Caucasian (93%), African American (5%), and one caregiver did not report their ethnicity (2%). Children: Caucasian (82%), multiple-ethnicities (18%) 
	Substantiated child physical abuse and neglect
	Caregiver-child pairs 
	Community outreach organisations
	Graduate students with 40-hours Parent Child Interaction Therapy (PCIT) training and 1-year of supervision with a certified PCIT trainer. 

	Donohue et al. (2014) 
	4; Range not reported. 
	Mothers: Caucasian (47.2%), Black African American (25%), Hispanic /Latino (11.1%), American Indian (4.2%), Asian American (2.8%), Pacific Islander (2.8%) 
	Substantiated substance abuse and neglect
	Mothers and their families 
	Family home 
	Bachelor-level qualified community treatment providers, Master's and Doctoral graduate students, and a post-doctoral fellow.  

	Chaffin et al. (2011) 
	Mean not reported; 2.5-12 
	Parents: non-Hispanic Caucasian (60%), African American (19%), Native American (9%), ethnically Hispanic (7%), and another race/ethnicity (6%). 
	Substantiated physical abuse and neglect
	Carer-child pairs (including biological parents, stepparents, or other primary caregivers) 
	Community-based agency
	Master’s level therapists.

	Thomas & Zimmer-Gembeck (2011) 
	5; 2-8
	Not reported
	Substantiated child maltreatment
	Female caregivers and their children
	Clinic 
	Psychologists. Tertiary qualifications not specified. 

	Runyon et al. (2010) 
	9.9; 7-13
	Parents: African American (41%); Children: African American (42%) 
	Substantiated physical abuse 
 
	Children, siblings and caregivers
 
	Community/clinic 
	Doctoral-level psychologists and master-level social workers. 

	Swenson et al. (2010) 
	13.9; 10-17 
	Children: Black (68.6%), White (22.1%), and Other (9.3%)
	Substantiated physical abuse
	Youth and custodial parent 
	Family home/community locations (e.g., schools)
	Master's degrees in clinical counselling, social work, or psychology and at least one year prior clinical experience.  

	Chaffin et al. (2004) 
	Mean not reported; 4-12 
	Parents: White, non-Hispanic (52%), African American (40%), Hispanic/Latino (4%), Native American (1%), Asian (1%), and other (2%) 
	Substantiated physical abuse
	Parent-child pairs, including abusive parent and abused child
	Clinic 
	Trainee clinicians including graduate practicum students, interns, and beginning postdoctoral fellows. 

	Meezan & O’Keefe (1998) 
	Mean not reported; 2-11
	More than half of the sample were White, whereas one fifth were Latino and one fifth were African American 
	Substantiated physical abuse and neglect
 
	Not explicitly defined, but involves parents and at least one child  
	Clinic 
	Therapists referred to as "clinicians". Qualifications not specified. 

	Kolko (1996) 
	8.6; 6-13 
	Children: African American (47%), Caucasian (47%), and biracial (3%) 
	Report of physical abuse to child protection in last 6 months
	Children and their parents or guardians 
	Clinic 
	Master's degrees in social work or clinical psychology or bachelor's degree.   

	Non-randomised observational studies

	Turner et al. (2017) 
	8.9; 0-19
	Families: African American (36%), Asian (4%), Hispanic (49%), non-Hispanic White (6%) or Other (6%) 
 
	Substantiated child maltreatment
 
	All members of family, including caregivers (biological parent, 92%), grandparents (3%) or extended family members and children aged 0-17 years. 
	Family home 
	Minimum Bachelor of Arts and prior experience in child welfare and nearly all (98%) of therapists (n=55) had a Master of Arts or Master of Social Work. 

	Schaeffer et al. (2013) 
	 12; 6-17 
	Mothers: White, Non-Hispanic racial/ethnic origin (79.1%), Hispanic (16.3%) and Black, Non-Hispanic (4.7%) 
	Physical abuse and/or neglect incident resulting in child protection opening case
	Mother-youth pairs
	Family home
	Qualifications of therapists not specified. 





[bookmark: _Toc112065766]Appendix 6: Mean days in out-of-home care (OOHC) since baseline^ for children in intervention vs. comparator at the end of follow-up.
	Study author/year 
	Intervention Group 

n/N (%) of children placed in OOHC

Mean days in OOHC since baseline (SD)
	Comparison Group

n/N (%) of children placed in OOHC

Mean days in OOHC since baseline (SD)
	Comments 

	Randomised controlled trials

	Schaeffer et al. (2021)
	18/51

24.8
	17/47

16.2
	•Pre-treatment factors prognostic of the outcome were reportedly similar between groups, but some qualitative differences were evident in reported descriptive statistics.  
•We calculated the absolute difference in mean number of days in OOHC to be 
8.6 at 18-months post-baseline.

	Donohue et al. (2014)* 
 
	n/35 
 

	n/37 
 
	•Pre-treatment factors prognostic of the outcome were reportedly similar between groups, but some qualitative differences were evident in reported descriptive statistics.  
•The authors reported an eta squared (η2) of 0.101 for the 6-month between group difference. No eta squared reported for 10-month between group difference.
•We calculated the difference in mean days in OOHC post-baseline to be –11.7 at 6-months and 
–12.7 at 10-months post-baseline.


	
	6 months post-baseline: 
41.2 (55.0) 

	6 months post-baseline: 
52.9 (56.3) 

	

	
	10 months post-baseline: 
31.5 (47.4) 
	10 months post-baseline: 
44.2 (54.6) 

	

	Swenson et al. (2010) 
 
	6/44 (13.6%) 
	13/42 (31%) 
 
	•Pre-treatment factors prognostic of the outcome were reportedly similar between groups, but some qualitative differences were evident in reported descriptive statistics.  
•The authors reported an eta squared (η2) of 0.17 for 16-month between group difference.
•We calculated the absolute difference in mean number of days in OOHC to be 
–36.4 at 16-months post-baseline.

	
	21.3
	57.7

	

	Non-randomised observational studies

	Schaeffer et al. (2013) 
 
	3/25 (12%) 
 

	5/18 (27.8%) 
 
	•Pre-treatment factors prognostic of the outcome were reportedly similar between groups, and imbalances in some baseline characteristics were adjusted for in models to estimate the causal effect of the intervention.
•The authors reported a Cohen’s d of 0.27 for 24-month between group difference.
•We calculated the absolute difference in mean number of days in OOHC to be 
–44.4 at 24-months post-baseline.


	
	53.0 (151.4) 
	97.4 (174.6)
	


SD, standard deviation.
^ Baseline refers to date of randomisation for RCTs and recruitment for non-randomised observational studies
* Donohue et al. (2014) report the number with follow-up at 6 and 10 months post-baseline (Figure 1), but unclear if OOHC data was available for all children recruited (Table 3). Department of Family Services (DFS) synonymous with Child Protective Services (CPS). 


[bookmark: _Toc112065767]Appendix 7: Mean number of changes in out-of-home care (OOHC) placements since baseline* for children in intervention vs. comparator at the end of follow-up.
	Study author/year 
	Intervention Group

n/N (%) of children placed in OOHC 

Mean no. of placement changes (SD)
	Comparison Group

n/N (%) of children placed in OOHC

Mean no. of placement changes (SD)
	Comments 

	Randomised controlled trials

	Swenson et al. (2010) 
 
	6/44 (13.6%) 
 

	13/42 (31%) 
 

	•Pre-treatment factors prognostic of the outcome were reportedly similar between groups, but some qualitative differences were evident in reported descriptive statistics.
•The authors reported an eta squared (η2) of .21 for 16-month between group difference.
•We calculated the absolute difference in mean number of OOHC placement changes to be
 –0.51 at 16-months post-baseline.

	
	0.25 

	0.76

	

	Non-randomised observational studies

	Schaeffer et al. (2013) 
 
	3/25 (12%) 
 
	5/18 (27.8%) 
 
	•Pre-treatment factors prognostic of the outcome were reportedly similar between groups, and imbalances in some baseline characteristics were adjusted for in models to estimate the causal effect of the intervention.
•The authors reported a Cohen’s d of 0.29 for 24-month between group difference.
•We calculated the difference in mean number of OOHC placement changes to be –0.5 at 24-months post-baseline.  

	
	0.4 (1.5)

	0.9 (1.9) 

	


SD, standard deviation.
* Baseline refers to date of randomization for RCTs and recruitment for non-randomised observational studies


[bookmark: _Toc112065768]Appendix 8: Parent,- child- & therapist-reported measures of maltreatment for studies with missing post-treatment mean differences between groups 
	Study author/ year
	Intervention Group Events* 


Mean score (SD)
	Comparison  Group Events* 

Mean score (SD)
	Post-treatment mean differences between groups
	Comments on analysis, design and interpretation

	Brief Child Abuse Potential (B-CAP) Inventory (2005)a - Abuse Risk Scale

	Kolko et al. (2018)

	Not reported

	Not reported

	Unable to be calculated

	•Cluster randomised trial; service providers were randomised to the intervention.          
•Pre-treatment factors prognostic of the outcome were reportedly similar between groups, but some qualitative differences were evident in reported descriptive statistics. 
•Within-group comparisons of pre- and post-treatment outcomes were reported. Between-group comparisons of post-treatment outcomes were not reported, which are necessary for estimating causal effects of interventions.

	Parent-Child Conflict Tactics Scale (CTSPC-P) (1998) Parent-to-child neglect subscaleb

	Schaeffer et al. (2021) Child report^
	Not reported
	Not reported
	Unable to be calculated

	•Pre-treatment factors prognostic of the outcome were reportedly similar between groups, and imbalances in some baseline characteristics were adjusted for in models to estimate the causal effect of the intervention.
•Within-group comparisons of pre- and post-treatment outcomes were reported. Between-group comparisons of post-treatment outcomes were not reported, which are necessary for estimating causal effects of interventions.  

	Parent-Child Conflict Tactics Scale (CTSPC-P) (1998) Parent-to-child minor physical assault subscaleb

	Kolko et al. (2018) Parent report

	Not reported

	Not reported

	Unable to be calculated

	•Cluster randomised trial; service providers were randomised to the intervention.          
•Pre-treatment factors prognostic of the outcome were reportedly similar between groups, but some qualitative differences were evident in reported descriptive statistics. 
•Within-group comparisons of pre- and post-treatment outcomes were reported. Between-group comparisons of post-treatment outcomes were not reported, which are necessary for estimating causal effects of interventions.


	Parent-Child Conflict Tactics Scale (CTSPC-P) (1998) Parent-to-child minor physical assault subscale

	Schaeffer et al. (2021) Child report^
	Not reported
	Not reported
	Unable to be calculated

	•Pre-treatment factors prognostic of the outcome were reportedly similar between groups, and imbalances in some baseline characteristics were adjusted for in models to estimate the causal effect of the intervention.
•Within-group comparisons of pre- and post-treatment outcomes were reported. Between-group comparisons of post-treatment outcomes were not reported, which are necessary for estimating causal effects of interventions.  

	Schaeffer et al. (2013) Parent report#
	2.65 (5.77) post-treatment


	Not reported

	Unable to be calculated

	•Pre-treatment factors prognostic of the outcome were reportedly similar between groups, and imbalances in some baseline characteristics were adjusted for in models to estimate the causal effect of the intervention.
•Within-group comparisons of pre- and post-treatment outcomes were reported. Between-group comparisons of post-treatment outcomes were not reported, which are necessary for estimating causal effects of interventions.


	Schaeffer et al. (2013) Child report#
	1.30 (2.45) post-treatment


	Not reported

	Unable to be calculated

	•Pre-treatment factors prognostic of the outcome were reportedly similar between groups, and imbalances in some baseline characteristics were adjusted for in models to estimate the causal effect of the intervention.
•Within-group comparisons of pre- and post-treatment outcomes were reported. Between-group comparisons of post-treatment outcomes were not reported, which are necessary for estimating causal effects of interventions.  


	Swenson et al. (2010) Parent report$

	Not reported

	Not reported

	Unable to be calculated

	•Pre-treatment factors prognostic of the outcome were reportedly similar between groups, but some qualitative differences were evident in reported descriptive statistics. 


	Swenson et al. (2010) Child 
report $

	Not reported

	Not reported

	Unable to be calculated

	•Pre-treatment factors prognostic of the outcome were reportedly similar between groups, but some qualitative differences were evident in reported descriptive statistics. 

	Parent-Child Conflict Tactics Scale (CTSPC-P) (1998) Parent-to-child severe physical assault subscale

	Schaeffer et al. (2021) Child report^
	Not reported
	Not reported
	Unable to be calculated

	•Pre-treatment factors prognostic of the outcome were reportedly similar between groups, and imbalances in some baseline characteristics were adjusted for in models to estimate the causal effect of the intervention.
•Within-group comparisons of pre- and post-treatment outcomes were reported. Between-group comparisons of post-treatment outcomes were not reported, which are necessary for estimating causal effects of interventions.  

	Swenson et al. (2010) Parent 
report $

	Not reported

	Not reported

	Unable to be calculated

	•Pre-treatment factors prognostic of the outcome were reportedly similar between groups, but some qualitative differences were evident in reported descriptive statistics. 


	Swenson et al. (2010) Child 
report $

	Not reported

	Not reported

	Unable to be calculated

	•Pre-treatment factors prognostic of the outcome were reportedly similar between groups, but some qualitative differences were evident in reported descriptive statistics. 

	Weekly Report of Abuse Indicators (WRAI) (1996)c - Threat of Force subscale

	Kolko et al. (2018) Parent report

	Not reported

	Not reported

	Unable to be calculated

	•Cluster randomised trial; service providers were randomised to the intervention.          
•Pre-treatment factors prognostic of the outcome were reportedly similar between groups, but some qualitative differences were evident in reported descriptive statistics. 
•Within-group comparisons of pre- and post-treatment outcomes were reported. Between-group comparisons of post-treatment outcomes were not reported, which are necessary for estimating causal effects of interventions.


   SD, standard deviation.
* Number with outcome measure/number assigned to intervention or comparison group.  
a Parental overall risk score for physical abuse.
b Average no. of times per week that each tactic was used during the prior month.  
c Proportion of parents who use threats or physical force/discipline during the preceding two weeks.
^ Schaeffer et al. (2021) utilise the CTSPC-P (1998) to measure parent-child interpersonal conflict using three subscales: Neglect, Minor Physical Assault, Severe Assault and Psychological Aggression.  
# Schaeffer et al. (2013) utilise the CTSPC-P (1998) to measure parent-child interpersonal conflict using three subscales: Nonviolent Discipline, Minor Physical Assault, and Psychological Aggression.  
$ Swenson et al. (2010) report number of families who participated in follow-up assessment, but unclear if these numbers correspond to exactly number of families who completed the 
CTSPC-P (1998) at five time points

