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Highlights

What are the main findings?

• Thirty-two publications identified 11 parental competency domains relevant to adoles-
cent substance use prevention.

• Relational bonding, prevention communication, monitoring, and rule-setting were the
most frequently represented competencies.

• Parental competencies were more often targeted in interventions than directly mea-
sured or examined in relation to adolescent substance-use outcomes.

What are the implications of the main findings?

• Prevention programs should explicitly define and strengthen modifiable parental
competencies rather than broadly targeting parenting or family functioning.

• Standardized measures are needed to assess distinct parental competencies and their
changes following prevention interventions.

• Future research should examine whether specific parental competencies contribute to
adolescent substance-use outcomes and function as protective mechanisms.

Abstract

Parents play an important role in adolescent substance use prevention, yet the competencies
underlying their protective role remain inconsistently conceptualized and measured. This
scoping review aimed to map parental competencies as modifiable family-level protec-
tive factors for adolescent substance use prevention. Following Joanna Briggs Institute
methodology and PRISMA-ScR guidance, nine electronic databases were searched from
inception to 20 July 2026. Peer-reviewed original studies addressing parental competencies
relevant to substance use prevention among adolescents aged 9–19 years were included.
Competencies were mapped according to their conceptual domains and evidence roles.
Thirty-two publications were included, identifying 11 parental competency domains. Re-
lational bonding and family involvement (90.6%), prevention communication (87.5%),
monitoring and supervision (62.5%), and rules, boundaries, and expectations (53.1%) were
most frequently represented. Competencies were more often targeted in interventions
than directly measured or examined in relation to adolescent substance-use outcomes,
and measurement approaches varied considerably across studies. Parental competencies
relevant to adolescent substance use prevention encompass multiple relational, commu-
nicative, supervisory, and behavioral capacities. The findings highlight important gaps
between intervention content, competency measurement, and outcome-related evidence
and provide a foundation for developing competency-based prevention interventions and
measurement tools.
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1. Introduction
Adolescence is a critical developmental period during which increasing autonomy,

peer influence, and opportunities for experimentation may contribute to the initiation and
escalation of substance use. Early substance use is associated with an increased likelihood
of later substance-related problems and may occur alongside academic, behavioral, psycho-
logical, and social difficulties [1]. Prevention during this period therefore requires attention
not only to adolescents’ individual knowledge and refusal skills but also to the family and
social environments in which substance-related attitudes and behaviors develop.

Adolescent substance use is influenced by interacting individual, familial, social,
cultural, and environmental conditions. Recent family-based research demonstrates that
parents’ characteristics may contribute to adolescents’ vulnerability; for example, parental
psychopathology has been associated with an increased likelihood of substance use disorder
among children and adolescents [1]. At the same time, structural disadvantage, neighbor-
hood violence, and low collective efficacy may shape the environments in which parents
attempt to protect their children. Differences between parent and adolescent perceptions
of neighborhood risks also suggest that effective prevention may require communication
about risks extending beyond the immediate household [2].

Parents and primary caregivers can nevertheless serve as important protective re-
sources. Through warmth, involvement, communication, monitoring, behavioral expecta-
tions, and role modeling, parents may reduce adolescents’ exposure to risk and support the
development of adaptive coping and decision-making. Longitudinal evidence suggests
that early parental involvement and expectations may influence later substance-related
outcomes through developmental pathways involving adolescents’ competencies and be-
havioral adjustment [3]. Accordingly, parents may contribute to prevention both through
their immediate actions and through longer-term effects on adolescent development.

Parent- and family-focused prevention programs have attempted to strengthen these
protective processes. A systematic review of parenting programs found that interventions
emphasizing active parental involvement and the development of parenting and self-
regulation skills showed promise for preventing or reducing tobacco, alcohol, and drug
use among young people [4]. More recent interventions have incorporated culturally
tailored parent education, family communication, and family functioning into substance
use prevention for Latinx adolescents [5]. These developments indicate a continuing shift
from providing parents with information alone toward strengthening the skills and family
processes required to support adolescent health.

Parent-focused prevention may be particularly important for adolescents experiencing
adversity. Justice-involved youth frequently encounter trauma, disrupted relationships, and
elevated opioid or other substance-use risks. Contemporary caregiver-based approaches
therefore emphasize trust, emotional and instrumental support, role modeling, commu-
nication, behavioral boundaries, and trauma-informed responses [6]. These approaches
illustrate that preventive parenting may require context-specific judgment and relational
skills in addition to general supervision.

Cultural context may also determine how parental protection is understood and
practiced. A culturally grounded program for Navajo girls and their female caregivers
incorporated intergenerational participation, cultural connectedness, parent–child commu-
nication, and family engagement [7]. Although the participating children were younger
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than the population of the present review, the study demonstrates that culture and collective
family practices may constitute active protective resources rather than merely contextual
characteristics. Similar principles have informed Indigenous family-based substance use
prevention programs involving kinship systems, Elders, cultural identity, and community
participation [8,9].

Despite the recognized importance of parents, the literature does not consistently
define the capacities parents require to prevent adolescent substance use. Existing studies
have examined related constructs such as parenting competence, parenting self-efficacy,
family functioning, parental monitoring, communication, discipline, support, and rela-
tionship quality. However, these constructs differ in scope and frequently represent either
general parenting abilities or isolated parenting behaviors. They do not necessarily capture
the integrated knowledge, skills, judgment, self-efficacy, and actions required to recognize
substance-related risks, communicate preventive expectations, respond to warning signs,
and obtain appropriate support.

The measurement of these parental capacities has also remained fragmented. Some
studies have separately assessed communication, monitoring, discipline, role modeling,
and anti-drug messages [10]. Others have measured prevention self-efficacy or parents’
perceived influence over their child’s substance use [11,12]. Broader measures of family
relationships or positive parenting have combined multiple parental behaviors into compos-
ite constructs [13,14]. Although these approaches provide important evidence, the resulting
conceptual and measurement heterogeneity makes it difficult to determine which parental
competencies have been identified, how they have been operationalized, and which have
been examined as protective factors for adolescent substance use.

The distinction between a parenting characteristic and a parental competency is
important. Parental psychopathology, parental substance use, socioeconomic adversity,
and neighborhood disadvantage may affect adolescent substance-use risk, but they are
not necessarily competencies that parents can acquire or develop. Conversely, knowledge
of substance-related risks, effective communication, monitoring, rule setting, prevention
planning, and resource seeking may represent modifiable capacities. Relational warmth
and culturally responsive parenting may also be considered competencies when they are
operationalized as developable and observable parental practices rather than as fixed
family characteristics.

Existing reviews have primarily evaluated whether parenting or family programs
reduce adolescent substance use [4]. Such evaluations are essential, but program effective-
ness alone does not clarify which parental competencies were targeted, whether parents
acquired them, or whether changes in those competencies were associated with adolescent
outcomes. Multicomponent interventions may simultaneously address communication,
monitoring, discipline, family bonding, adolescent refusal skills, and broader contextual
factors. Consequently, a favorable intervention outcome cannot be attributed to a particular
parental competency without direct measurement or mechanism analysis.

A scoping review is appropriate for this field because the relevant evidence includes in-
tervention trials, observational studies, program-development research, cultural-adaptation
studies, feasibility evaluations, and implementation analyses. These heterogeneous sources
can be used to map how parental competencies have been conceptualized and operational-
ized without restricting the synthesis to a single study design or outcome. A scoping
approach also permits examination of the gap between competencies included as inter-
vention content, competencies directly measured in parents, and competencies statistically
examined in relation to adolescent substance-use outcomes.
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Therefore, this scoping review aimed to map parental competencies identified, measured,
or targeted as modifiable family-level protective factors for preventing substance use among
adolescents aged 9–19 years. Specifically, the review addressed the following questions:

1. What parental competency domains have been identified, measured, or targeted in
the literature on adolescent substance use prevention?

2. How have these competencies been operationalized and measured across different
study designs, populations, and intervention contexts?

3. To what extent have the identified competencies been included as intervention tar-
gets, directly measured as parental capacities, or statistically examined in relation to
adolescent substance-use outcomes?

4. What conceptual, measurement, and empirical gaps should be addressed in future
parent- and family-focused prevention research?

In this review, substance use encompassed alcohol, tobacco and nicotine products,
cannabis, prescription drug misuse, inhalants, and other illicit substances. Parental com-
petency was understood as an integrated and potentially developable capacity involving
knowledge, skills, judgment, self-efficacy, and behavior used by parents or primary care-
givers to prevent adolescent substance use within family and parent-involved contexts.

2. Methods
2.1. Protocol and Reporting Guideline

The protocol for this scoping review was prospectively registered with the Open
Science Framework (OSF; https://osf.io/njxwu/ accessed on 31 August 2026). The review
was conducted in accordance with the Joanna Briggs Institute (JBI) methodology for scoping
reviews and is reported following the Preferred Reporting Items for Systematic Reviews and
Meta-Analyses extension for Scoping Reviews (PRISMA-ScR). The completed PRISMA-ScR
checklist is provided in Supplementary Table S1.

2.2. Eligibility Criteria

Eligibility criteria were developed using the Population–Concept–Context (PCC)
framework recommended by the Joanna Briggs Institute (Table 1). Studies were eligi-
ble if they examined parental competencies relevant to the prevention of substance use
among adolescents aged 9–19 years. Although adolescence is commonly defined as ages
10–19 years, the lower age limit was extended to 9 years to accommodate preventive studies
with mixed-age samples that included children transitioning into early adolescence. Such
studies were retained when the sample predominantly or substantively represented the
target adolescent period or provided age-relevant evidence on parental competencies for
substance use prevention. This broader inclusion also reflects the preventive focus of the
review, as parent- and family-focused interventions may begin before substance-use be-
haviors become established. Parents and primary caregivers were the primary population
of interest; however, studies in which adolescents reported or evaluated relevant parental
competencies or parenting practices were also eligible.

The concept of interest was parental competency, defined for this review as parental
knowledge, skills, judgment, self-efficacy, and behaviors that were identifiable, measurable,
or modifiable as family-level protective factors for adolescent substance use prevention.
Studies were eligible when such competencies were directly measured, examined in re-
lation to adolescent substance-use outcomes, or explicitly targeted within a preventive
intervention. Constructs representing relatively nonmodifiable parental or contextual
characteristics, such as socioeconomic status, family structure, parental psychopathology,
or neighborhood disadvantage, were not classified as parental competencies. Parental
substance use was also not considered a competency in itself; however, modifiable parent-
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ing practices related to substance use, such as parental role modeling, communication of
substance-related expectations, or establishment of family rules, were eligible.

Table 1. PCC framework of the scoping review.

PCC Element Definition

Population Parents or primary caregivers of adolescents aged 9–19 years, including studies in which
parental competencies or parenting practices were reported by adolescents

Concept
Parental knowledge, skills, judgment, self-efficacy, and behaviors that are identifiable,
measurable, or modifiable as family-level protective factors for preventing adolescent
substance use

Context Family and home settings, as well as parent-involved school, community, clinical, and
digital prevention contexts, without geographical restrictions

Note. Substance use included alcohol, tobacco and nicotine products, cannabis, prescription drug
misuse, inhalants, and other illicit or unspecified substances. Studies focused exclusively on the
treatment or rehabilitation of established substance use disorders were outside the review scope.
PCC = Population, Concept, and Context.

Eligible contexts included family and home settings and parent-involved school,
community, clinical, and digital prevention settings, with no geographical restrictions.
Substance use encompassed alcohol, tobacco and nicotine products, cannabis, prescription
drug misuse, inhalants, and other illicit substances. Studies addressing universal, selective,
or indicated prevention were considered, whereas studies focused exclusively on the
treatment of established substance use disorders without a relevant preventive parental
component were excluded.

A broad range of empirical evidence was eligible, including observational and inter-
vention studies using quantitative, qualitative, or mixed-methods designs. Peer-reviewed
original research articles published in English were included. Reviews, meta-analyses,
study protocols without empirical findings, editorials, commentaries, conference abstracts,
dissertations, and other non-peer-reviewed publications were excluded.

2.3. Search Strategy

A comprehensive literature search was conducted across nine electronic databases:
PubMed/MEDLINE, Embase, CINAHL, PsycINFO, Web of Science, KMbase, DBpia, KISS,
and RISS. The databases were searched from inception to 20 July 2026, with no restrictions
on publication year. The search strategy was designed to identify literature addressing
parental competencies and modifiable parenting practices relevant to adolescent substance
use prevention.

Search terms were developed around five core concepts: (1) adolescents; (2) parents,
caregivers, and parenting; (3) parental competencies and modifiable parenting practices,
such as communication, monitoring, supervision, rule-setting, support, and self-efficacy;
(4) substance use, including alcohol, tobacco and nicotine products, cannabis, prescription
drug misuse, and other substances; and (5) prevention. Controlled vocabulary, including
Medical Subject Headings (MeSH) where applicable, was combined with free-text terms.
Search terms and syntax were adapted to the indexing systems and requirements of each
database, and Boolean operators (AND and OR) were used to combine concepts and
related terms.

No geographical restrictions were applied. Only peer-reviewed original research
articles published in English were considered eligible for inclusion. The complete search
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strategies are provided in Supplementary Table S2. The study identification and selection
process is presented in Figure 1.

 
Figure 1. PRISMA flow of study selection process.

2.4. Study Selection

All records identified through the database searches were imported into a reference
management program, and duplicate records were removed before screening. Study
selection was conducted in two stages according to the predefined eligibility criteria.
Two reviewers independently screened the titles and abstracts of the retrieved records to
identify potentially relevant publications. The full texts of potentially eligible reports were
subsequently retrieved and independently assessed by the same two reviewers against
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the Population–Concept–Context (PCC) criteria described above. Disagreements at either
stage were resolved through discussion and consensus.

At the full-text stage, reasons for exclusion were recorded and categorized according
to the predefined eligibility criteria, including population outside the eligibility criteria,
concept outside the eligibility criteria, context outside the eligibility criteria, ineligible
publication type, non-English publication, and duplicate publication.

The study selection process is presented in the PRISMA flow diagram (Figure 1). Of
the 1599 records identified through database searching, 200 reports underwent full-text
eligibility assessment, and 32 reports were ultimately included in the scoping review.

2.5. Data Charting and Extraction

A standardized data-charting form was developed based on the review questions and
was used to systematically extract relevant information from the included reports. The
charted data included publication characteristics (author, year, and country), study design
and setting, participant characteristics, adolescent age range, sample size, substance-use
focus, and characteristics of parent- or family-involved interventions where applicable.
Information regarding the parental competencies identified, measured, or targeted in each
report was also extracted, together with the measures or indicators used to operational-
ize these competencies and their reported relationships with adolescent substance-use
outcomes, when available.

Two reviewers independently charted the data from the included reports. The ex-
tracted information was compared, and discrepancies were resolved through discussion
and consensus. The data-charting form was refined iteratively during the review process
when additional relevant categories emerged from the included literature, while main-
taining consistency with the predefined review questions and operational definition of
parental competency.

For competency mapping, parental constructs and practices reported in the included
studies were extracted using the terminology of the original publications and subsequently
grouped into conceptually related competency domains. Constructs were classified as
parental competencies when they represented potentially developable parental knowledge,
skills, judgment, self-efficacy, or behaviors relevant to adolescent substance use preven-
tion. Nonmodifiable parental or contextual characteristics were not coded as competency
domains. When a report addressed more than one parental competency, each relevant
competency was charted separately.

2.6. Data Synthesis and Competency Mapping

Given the heterogeneity of the included evidence sources in study design, intervention
characteristics, parental constructs, measurement approaches, and substance-use outcomes,
the extracted data were synthesized descriptively rather than quantitatively. Publication
characteristics were summarized using frequencies and percentages, together with a narra-
tive description of study designs, populations, intervention characteristics, and follow-up
periods. The publication was used as the primary unit of descriptive mapping. When mul-
tiple publications originated from the same underlying trial or prevention program, they
were retained as separate evidence sources because they contributed distinct information
regarding intervention content, measurement, mechanisms, or follow-up; however, their
shared study origin was considered when interpreting the evidence.

Parental constructs identified in the included publications were mapped into conceptu-
ally related competency domains through an iterative process of comparison and grouping.
Constructs were classified according to their underlying preventive function rather than
solely according to the terminology used in the original publications. A construct was
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mapped as a parental competency when it represented potentially developable parental
knowledge, skills, judgment, self-efficacy, or behavior relevant to adolescent substance
use prevention. General family characteristics, parental risk factors, contextual or imple-
mentation factors, intervention outcomes, and adolescent competencies were not classified
as parental competency domains. Each publication could contribute to more than one
domain, and each competency domain was counted once per publication. Accordingly,
competency domains were not mutually exclusive, and percentages were calculated using
the 32 included publications as the denominator.

To distinguish the role of each competency within the evidence base, competency
domains were further classified into three non-mutually exclusive evidence categories: tar-
geted, when the competency was explicitly incorporated as intervention content; measured,
when it was directly assessed as a parent or caregiver construct; and associated, when it was
statistically examined in relation to an adolescent substance-use outcome. Classification as
associated indicated that a statistical relationship was examined and did not necessarily
indicate statistical significance, causality, or an intervention effect.

Measurement approaches were additionally synthesized according to the constructs
assessed, informants, degree of substance specificity, and use of individual versus composite
parenting measures. Associations between parental competencies and adolescent substance-
use outcomes were synthesized narratively because of substantial variation in study design,
developmental timing, competency operationalization, and substance-use outcomes. No
meta-analysis or other inferential pooling was undertaken.

3. Results
3.1. Characteristics of the Included Publications

Following the screening and eligibility assessment, 32 publications met the predefined
eligibility criteria and were included in the scoping review (Figure 1). The included publi-
cations represented diverse study designs, populations, and parent- or family-involved
approaches to adolescent substance use prevention (Supplementary Table S3).

The 32 publications represented at least 28 distinguishable study or program clusters.
Several publications originated from the same underlying trials but addressed different
intervention components, follow-up periods, mediating mechanisms, or implementation
processes. Specifically, publications [13,15,16] originated from the same web-based mother–
daughter prevention trial; publications [17,18] were derived from the same Parents Who
Care/Staying Connected with Your Teen trial; and publications [19,20] originated from
the original Strong African American Families (SAAF) efficacy trial. Publications [8,9]
addressed related stages in the cultural adaptation of the Strengthening Families Program
for Indigenous families but were not treated as duplicate reports of a single outcome study.
SAAF–T [21] was considered distinct from the original SAAF trial [19,20]. Accordingly,
publications were retained as separate evidence sources for descriptive mapping, while
shared study origins were considered when interpreting the findings. This approach was
consistent with the publication-level unit of analysis used for competency mapping.

The evidence base included randomized controlled trials and other intervention stud-
ies, longitudinal and cross-sectional observational studies, and program-development,
cultural-adaptation, feasibility, and implementation research. Intervention studies ranged
from relatively brief parent-focused educational or communication interventions to multi-
component family-based prevention programs involving adolescents and their parents or
caregivers. Delivery formats included face-to-face family sessions, parent groups, home-
based activities, web-based programs, and other technology-supported approaches.

The included publications addressed adolescents across different developmental stages
and involved diverse family, racial, ethnic, and cultural populations. Most studies were
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conducted in the United States, although evidence from other countries and culturally
specific or Indigenous family contexts was also represented. Several studies focused
on populations experiencing elevated substance-use or contextual risks, whereas others
evaluated universal family-based prevention approaches.

The substance-use outcomes and prevention targets were similarly heterogeneous.
Publications addressed alcohol, tobacco and cigarette use, electronic cigarettes or vaping,
cannabis or marijuana, prescription drug misuse, and other illicit or unspecified substances,
with several studies addressing multiple substances. Follow-up periods varied consider-
ably across intervention studies, ranging from immediate post-intervention assessment
to longitudinal follow-up extending over several years. Detailed characteristics of the
included publications are presented in Supplementary Table S3.

3.2. Parental Competency Domains

Eleven parental competency domains were identified across the 32 included publi-
cations (Table 2). Because individual publications frequently addressed multiple aspects
of parenting, each publication could be assigned to more than one competency domain.
Accordingly, the domains were not mutually exclusive, and the percentages do not sum
to 100%.

Relational bonding and family involvement (PC9) was the most frequently identified
domain, appearing in 29 publications (90.6%), followed by prevention communication
(PC2) in 28 (87.5%), monitoring and supervision (PC3) in 20 (62.5%), and rules, bound-
aries, and expectations (PC4) in 17 (53.1%). Together, these findings indicate that the
literature predominantly addressed relational and behavioral parenting competencies in-
volving supportive parent–adolescent relationships, communication, supervision, and the
establishment of clear behavioral expectations.

Consistent discipline and behavior management (PC5) was identified in 13 publica-
tions (40.6%), while parental role modeling and family norms (PC7) appeared in eight
(25.0%). Culturally responsive protective parenting (PC11) was identified in seven publica-
tions (21.9%) and encompassed developable parenting practices such as racial or cultural
socialization, reinforcement of cultural identity, culturally grounded communication, and
the mobilization of kinship or family resources. Cultural adaptation of an intervention alone
was not sufficient for classification within this domain unless an observable or developable
parental practice was identified.

Competencies more specifically related to parents’ prevention knowledge, confidence,
planning, and navigation of resources were less frequently represented. Substance-related
knowledge and risk awareness (PC1) was identified in six publications (18.8%), parental
prevention self-efficacy (PC6) in four (12.5%), information and resource seeking (PC10) in
four (12.5%), and prevention planning and commitment (PC8) in three (9.4%).

Overall, the mapping showed that relational bonding, communication, monitoring,
and rule setting were the most commonly represented parental competencies, whereas
prevention-specific self-efficacy, resource seeking, and explicit prevention planning were
comparatively uncommon. These frequencies reflect the extent to which each competency
was represented in the included literature and should not be interpreted as evidence of
its relative importance or effectiveness. Detailed operational definitions, representative
indicators, and publication-level frequencies for all 11 domains are presented in Table 2.
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Table 2. Parental competency domains identified across the included publications (N = 32).

Code Parental Competency Domain Operational Definition Representative Indicators Publications, n (%) Reference Numbers

PC1 Substance-related knowledge and risk
awareness

Parents’ understanding of substances,
developmental risks, warning signs, and
prevention information.

Substance-related knowledge; recognition of
risks or warning signs; prevention-related risk
awareness

6 (18.8) [10–12,22–24]

PC2 Prevention communication

Parents’ ability to initiate and maintain
clear, developmentally appropriate, and
bidirectional communication specifically
concerning substance use, related risks,
preventive expectations, and response
strategies.

Substance-specific preventive conversations;
discussion of substance-related risks and
consequences; communication of non-use
expectations; discussion of peer-pressure,
refusal, and help-seeking strategies

28 (87.5) [8–35]

PC3 Monitoring and supervision

Parents’ active awareness and supervision
of adolescents’ whereabouts, peers,
activities, and opportunities for substance
exposure.

Monitoring whereabouts and peers;
supervision; checking activities; parental
knowledge derived from active monitoring

20 (62.5) [8–10,12,13,15–19,21,22,25,26,29,31,33–36]

PC4 Rules, boundaries, and expectations

Parents’ establishment and communication
of clear family rules, limits, and
expectations related to substance use and
associated behaviors.

Family rules; limit-setting; explicit expectations
of non-use; stated consequences 17 (53.1) [9,12,13,15–19,21,22,24,25,28,31,33–35]

PC5 Consistent discipline and
behavior management

Parents’ consistent and constructive
responses to adolescent behavior and
violations of family expectations.

Consistent discipline; reinforcement; non-harsh
consequences; behavior management and
problem-solving

13 (40.6) [9,10,12,14,17–21,25,27,29,34]

PC6 Parental prevention self-efficacy
Parents’ confidence in their ability to
perform prevention-related parenting
actions despite difficulties or barriers.

Confidence in discussing substance use,
monitoring, setting limits, preventing use, or
responding to risk

4 (12.5) [11,12,22,29]

PC7 Parental role modeling and family norms
Parents’ modeling of non-use or healthy
behavior and communication of protective
family norms regarding substance use.

Non-use modeling; responsible behavior;
parental disapproval of substance use;
protective family norms

8 (25.0) [10,12,17,18,33,35–37]

PC8 Prevention planning and commitment

Parents’ development of concrete plans,
commitments, and response strategies for
preventing or addressing adolescent
substance use.

Prevention action plans; commitment to
preventive action; preparedness; agreed
response strategies

3 (9.4) [11,22,24]

PC9 Relational bonding and family
involvement

Parents’ maintenance of warmth,
attachment, emotional availability, trust,
and active involvement that provides a
general relational foundation within which
preventive parenting can occur.

Warmth and nurturance; emotional availability;
parent–adolescent trust and closeness;
attentive listening and supportive engagement;
shared family activities; adolescent comfort in
seeking parental support

29 (90.6) [8,9,13–39]
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Table 2. Cont.

Code Parental Competency Domain Operational Definition Representative Indicators Publications, n (%) Reference Numbers

PC10 Information and resource seeking

Parents’ ability to identify, seek, evaluate,
and use credible prevention information,
professional help, and community
resources.

Active searching for credible substance-use
prevention information; identifying
appropriate professional or community
services; knowing where and how to obtain
help; navigating available prevention or
treatment resources; initiating help-seeking or
referrals when concerns arise; using obtained
information or resources to inform preventive
parenting decisions.

4 (12.5) [8,10,22,24]

PC11 Culturally responsive protective parenting
Parents’ use of cultural identity, traditions,
racial or ethnic socialization, and kinship
resources as protective parenting practices.

Engaging in racial or cultural socialization;
communicating cultural values, traditions, and
identity; preparing adolescents to cope with
discrimination or culturally specific risks;
reinforcing cultural pride and belonging;
incorporating culturally grounded family or
kinship roles into preventive parenting;
mobilizing culturally relevant family or
community supports.

7 (21.9) [8,9,19–21,30,37]

Note. Parental competency domains were not mutually exclusive, and each publication could be assigned to more than one domain. Frequencies represent the
number of publications in which each competency domain was identified or represented in the included literature and should not be interpreted as evidence of its
relative importance or effectiveness. Percentages were calculated using the 32 included publications as the denominator.
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3.3. Evidence Roles and Measurement Gaps

The included publications differed in how parental competencies were represented
within the evidence base (Table 3). Detailed publication-level evidence mapping across the
11 parental competency domains is provided in Supplementary Table S4. Competencies
were classified as targeted when explicitly incorporated as intervention content, measured
when directly assessed as a parent or caregiver construct, and associated when statistically
examined in relation to an adolescent substance-use outcome. These evidence roles were
not mutually exclusive. The associated classification indicates that a statistical relation-
ship was examined and does not necessarily indicate statistical significance, causality, or
intervention effectiveness.

Table 3. Summary of Parental Competency Domains and Evidence Roles across the Included
Publications (N = 32).

Code Parental Competency Domain Publications, n (%) Targeted, n (%) Measured, n (%) Associated, n (%)

PC1 Substance-related knowledge and
risk awareness 6 (18.8) 6 (18.8) 1 (3.1) 0 (0.0)

PC2 Prevention communication 28 (87.5) 26 (81.3) 14 (43.8) 4 (12.5)
PC3 Monitoring and supervision 20 (62.5) 18 (56.3) 12 (37.5) 3 (9.4)

PC4 Rules, boundaries, and
expectations 17 (53.1) 16 (50.0) 6 (18.8) 1 (3.1)

PC5 Consistent discipline and
behavior management 13 (40.6) 13 (40.6) 6 (18.8) 1 (3.1)

PC6 Parental prevention self-efficacy 4 (12.5) 3 (9.4) 3 (9.4) 0 (0.0)

PC7 Parental role modeling and family
norms 8 (25.0) 7 (21.9) 2 (6.3) 1 (3.1)

PC8 Prevention planning and
commitment 3 (9.4) 3 (9.4) 1 (3.1) 0 (0.0)

PC9 Relational bonding and family
involvement 29 (90.6) 24 (75.0) 18 (56.3) 7 (21.9)

PC10 Information and resource seeking 4 (12.5) 4 (12.5) 0 (0.0) 0 (0.0)

PC11 Culturally responsive protective
parenting 7 (21.9) 7 (21.9) 3 (9.4) 1 (3.1)

Note. Competency domains were not mutually exclusive, and each publication could contribute
to more than one domain and evidence role. Targeted indicates that the competency was explicitly
incorporated as intervention content; measured indicates that it was directly assessed as a parent
or caregiver construct; and associated indicates that it was statistically examined in relation to
an adolescent substance-use outcome. Classification as associated does not necessarily indicate
statistical significance, causality, or intervention effectiveness. Percentages were calculated using the
32 included publications as the denominator.

The most extensively represented domains showed a consistent gap between inter-
vention targeting and empirical assessment. Prevention communication (PC2) was the
most frequently targeted competency, appearing as intervention content in 26 publications
(81.3%), but was directly measured in 14 (43.8%) and examined in relation to adolescent
substance-use outcomes in four (12.5%). Relational bonding and family involvement (PC9)
was targeted in 24 publications (75.0%), measured in 18 (56.3%), and examined in rela-
tion to substance-use outcomes in seven (21.9%). Monitoring and supervision (PC3) was
targeted in 18 publications (56.3%), measured in 12 (37.5%), and examined in relation to
substance-use outcomes in three (9.4%).

A similar target-to-measurement gap was observed for behavioral management com-
petencies. Rules, boundaries, and expectations (PC4) was targeted in 16 publications
(50.0%) but measured in six (18.8%) and examined in relation to adolescent substance
use in one (3.1%). Consistent discipline and behavior management (PC5) was targeted in
13 publications (40.6%), measured in six (18.8%), and examined in relation to substance-use
outcomes in one (3.1%). Parental role modeling and family norms (PC7) was targeted in
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seven publications (21.9%), measured in two (6.3%), and examined in relation to adolescent
substance use in one (3.1%).

Evidence was more limited for prevention-specific cognitive, planning, and resource-
navigation competencies. Substance-related knowledge and risk awareness (PC1) was
targeted in six publications (18.8%) but directly measured in only one (3.1%), with no
publication examining its relationship with an adolescent substance-use outcome. Parental
prevention self-efficacy (PC6) was targeted and measured in three publications (9.4%)
but was not examined in relation to adolescent substance use. Prevention planning and
commitment (PC8) was targeted in three publications (9.4%) and measured in one (3.1%),
while information and resource seeking (PC10) was targeted in four publications (12.5%)
but was not directly measured. Neither PC8 nor PC10 was statistically examined in relation
to adolescent substance-use outcomes.

Culturally responsive protective parenting (PC11) was targeted in seven publications
(21.9%) and directly measured in three (9.4%). Only one publication examined this com-
petency within a pathway involving adolescent substance-use problems [19]. Cultural
adaptation at the program level alone was not classified as evidence of parental competency;
PC11 was assigned when an observable or potentially developable parenting practice, such
as racial or cultural socialization, reinforcement of cultural identity, culturally grounded
kinship roles, or family responses to discrimination, was identified.

Overall, parental competencies were more frequently incorporated as intervention
targets than directly measured, and substantially fewer publications examined their re-
lationships with adolescent substance-use outcomes. This pattern was evident even for
the most frequently represented domains. In addition, some publications assessed mul-
tiple competencies using broader composite constructs, such as family relationships or
positive parenting, which limited the ability to distinguish the contribution of individual
competency domains.

3.4. Measurement Approaches and Informants

Considerable heterogeneity was observed in the measurement of parental competen-
cies. No publication used a single comprehensive instrument designed to assess parental
competency for adolescent substance use prevention across all 11 identified domains.
Instead, most studies used domain-specific measures of communication, monitoring, disci-
pline, family rules, relationship quality, parental support, or self-efficacy. Some publications
combined several parenting constructs into broader measures of family relationships, posi-
tive parenting, family functioning, or family management [13,14,17,25]. Although these
composite measures captured multiple dimensions of parenting, they limited the ability to
distinguish individual competency domains.

Parent or caregiver self-report was the predominant measurement approach, par-
ticularly in intervention studies. Parents reported communication practices, monitoring
behaviors, disciplinary consistency, family rules, relationship quality, parenting self-efficacy,
and perceived influence over adolescent substance use [9–12,15–17,20,22–24,26–29]. The
substance specificity of these measures varied. Some assessed general parent–adolescent
communication or family functioning [23,26–30], whereas others specifically assessed com-
munication about alcohol, tobacco, or other drugs, non-use expectations, and substance-
related family rules [10,15,16,22,24,31,32].

Adolescent reports were also frequently used to assess parental behaviors, in-
cluding monitoring, parental acceptance or disapproval of substance use, communica-
tion, emotional support, family involvement, relationship quality, and substance-related
rules [9,13,15–17,22,24,25,31–33,36,38,39]. Several studies collected data from both par-
ents and adolescents, allowing parental competencies to be examined from multiple per-
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spectives [9,13,15–17,22,24,25,27,28,31]. However, parent and adolescent reports were not
consistently analyzed separately, and some were incorporated into broader composite
measures. Differences in parental competencies between mothers and fathers could not
be systematically evaluated. Although some interventions specifically involved moth-
ers [13,15,16], the broader literature generally reported parents or caregivers collectively
and did not consistently provide competency findings stratified by parent gender. Con-
sequently, the available evidence did not permit a reliable comparison of mother- and
father-specific competency patterns.

Observational approaches were less common than questionnaire-based assessments.
These included direct assessment of parental warmth and sensitivity during parent–child
interactions [36] and videotaped family communication and monitoring tasks [17,22].
Recorded program sessions were also used to assess facilitator delivery and caregiver
participation [20], although these primarily provided implementation evidence rather than
direct assessment of parents’ everyday preventive competencies. Overall, direct behavioral
observation of parental prevention competencies was limited.

Measurement approaches also varied within individual competency domains. Com-
munication was operationalized through open communication, problem communica-
tion, communication frequency, listening, and substance-specific discussions [10,13,15,
16,22,24,26,31,32]. Monitoring measures included parental knowledge of adolescents’
whereabouts, parental solicitation, behavioral control, adolescent disclosure, and supervi-
sion [9,15,16,22,25,29,31,33,36]. Relational bonding and family involvement were assessed
through constructs such as warmth, closeness, emotional support, shared activities, cohe-
sion, and instrumental support [9,13–16,23,27–29,31,32,36,38,39].

Prevention-specific measures were comparatively uncommon. Substance-related
parental knowledge was directly measured through a drug-knowledge questionnaire in
Reference [23], while prevention self-efficacy was assessed through parenting self-efficacy,
Health Promotion Model self-efficacy, or perceived parental influence over adolescent
substance use [11,12,29]. Prevention planning was directly assessed through commit-
ment to a plan of action in Reference [11]. No direct measure of parents’ information-
and resource-seeking competency was identified. Culturally responsive parenting was
measured primarily through racial or cultural socialization constructs [9,19,20], whereas
culturally grounded kinship and family practices were more often represented as interven-
tion content than assessed using standardized measures [8,30]. The more abstract domains
identified in this review may require particularly behavior-specific operationalization in
future measurement. PC10 (Information and Resource Seeking) could be assessed through
parents’ reported or demonstrated ability to actively seek credible prevention information,
identify appropriate professional or community resources, navigate available services, initi-
ate help-seeking or referrals when concerns arise, and use obtained information to inform
preventive parenting decisions. This distinguishes PC10 from PC1 (Substance-Related
Knowledge and Risk Awareness), which concerns what parents know or understand about
substance-related risks rather than their ability to locate and mobilize information and
resources. PC11 (Culturally Responsive Protective Parenting) could be assessed through cul-
turally relevant indicators such as racial or cultural socialization practices, communication
of cultural values and identity, preparation for discrimination or culturally specific risks,
reinforcement of cultural pride and belonging, and mobilization of culturally grounded
family, kinship, or community supports. These indicators distinguish PC11 from more
general prevention communication (PC2) and relational bonding and family involvement
(PC9) by focusing specifically on the intentional use of cultural and contextual resources as
protective parenting practices.
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The timing of parental competency measurement also varied. Some intervention studies
assessed competencies only at immediate post-intervention [10,11,15,23,25,26,28–30], whereas
others included follow-up assessments ranging from several months to two years [9,12,
13,16–20,22,24,27,33,37]. A smaller group of publications examined parental competencies
as mediators or developmental predictors of later substance-use outcomes [13,14,19,31,32,
36,38,39]. Overall, measurement was characterized by substantial variation in construct
definitions, substance specificity, informants, assessment timing, and the use of individual
versus composite parenting measures.

3.5. Associations with Adolescent Substance-Use Outcomes

Only eight of the 32 included publications (25.0%) statistically examined one or
more parental competency domains in relation to an adolescent substance-use out-
come [13,14,19,31,32,36,38,39]. Five were observational studies [31,32,36,38,39], whereas
three involved secondary or mediation analyses of randomized family-based interven-
tions [13,14,19]. Outcomes included alcohol use and drunkenness, cigarette use, marijuana
use, prescription drug misuse, other drug use, substance-use intentions, and composite
measures of substance use or substance-related problems. Owing to heterogeneity in study
design, developmental timing, competency measurement, and substance-use outcomes,
these findings were synthesized descriptively.

Relational bonding and family involvement (PC9) had the largest body of association
evidence and was examined in seven publications [13,14,31,32,36,38,39]. Longitudinal
evidence indicated that parental warmth, support, and involvement were incorporated
into developmental pathways involving later monitoring, adolescent psychosocial com-
petencies, and substance-use outcomes [36,38,39]. Cross-sectional studies also examined
relationship quality and family involvement in relation to adolescent substance use [31,32],
although the temporal direction of these relationships could not be established.

Prevention communication (PC2) was examined in four publications [13,14,31,32], and
monitoring and supervision (PC3) in three [13,31,36]. However, these competencies were
frequently incorporated into broader constructs rather than analyzed independently. In
the web-based mother–daughter prevention trial, communication, closeness, and parental
monitoring were combined into a family-relationship mediator associated with adolescent
self-efficacy and subsequent alcohol and marijuana use and substance-use intentions [13].
Similarly, the New Beginnings Program examined a positive-parenting construct encom-
passing relationship quality, communication, and effective discipline within developmental
pathways involving later alcohol and marijuana use [14]. Consequently, the independent
contributions of individual competency domains could not be determined in these analyses.

Evidence for the remaining behavioral competency domains was limited. Rules,
boundaries, and expectations (PC4) were examined in relation to adolescent substance use
in one publication [31], while consistent discipline and behavior management (PC5) was
included within the broader positive-parenting construct in one publication [14]. Parental
role modeling and family norms (PC7) were examined in one developmental study [36], in
which parental acceptance of underage drinking was incorporated into pathways involving
later adolescent substance use.

Culturally responsive protective parenting (PC11) was examined in one intervention-
related pathway analysis [19]. In the Strong African American Families trial, intervention-
related increases in parental racial socialization were associated with greater Black pride
among adolescents, which was subsequently related to better psychological functioning
and fewer substance-use problems and other adverse outcomes. Because this pathway
involved multiple sequential mediators, it should not be interpreted as evidence of a direct
effect of racial socialization on adolescent substance use.
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No publication statistically examined substance-related knowledge and risk awareness
(PC1), parental prevention self-efficacy (PC6), prevention planning and commitment (PC8),
or information and resource seeking (PC10) in relation to an adolescent substance-use
outcome. Overall, association evidence was concentrated on relational bonding, communi-
cation, and monitoring, with substantially less evidence for the other competency domains.
The frequent use of composite parenting constructs further limited identification of the
specific parental competencies associated with adolescent substance-use outcomes.

4. Discussion
4.1. Principal Findings

This scoping review showed that parental competency for adolescent substance use
prevention is a multidimensional construct extending beyond general parenting ability.
The identified literature primarily conceptualized preventive parenting through relational
bonding, communication, monitoring, rule setting, and behavior management. These
competencies were rarely presented as isolated capacities; instead, they functioned as inter-
connected family processes within broader developmental and relational contexts [13,14,36].
To facilitate conceptual interpretation of the 11 identified parental competency domains,
we organized them into four broader, potentially interrelated categories: knowledge and
resource competencies (PC1 and PC10), communication and relational competencies (PC2,
PC9, and PC11), supervisory and behavioral management competencies (PC3-PC5), and
preventive agency and modeling competencies (PC6-PC8) (Figure 2). This organization
represents a conceptual synthesis of the mapped domains rather than an empirically vali-
dated factor structure. The categories are presented as potentially interrelated and relevant
to adolescent substance-use prevention; however, the proposed relationships should not be
interpreted as causal.

 
Figure 2. Conceptual Model of Parental Competencies Relevant to Adolescent Substance-Use Preven-
tion. Note. The 11 parental competency domains identified in this scoping review were conceptually
organized into four broader, potentially interrelated categories. The dashed arrows indicate po-
tential relationships among competency categories and their relevance to adolescent substance-use
prevention; they do not imply causal effects.
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Relational bonding appears to provide an important foundation for other preven-
tive parenting behaviors. Warmth, emotional support, and parent–adolescent closeness
may encourage adolescents to disclose their activities and concerns, thereby allowing
parents to monitor emerging risks and initiate preventive conversations. Longitudinal
findings on nurturant parenting and parental support are consistent with this relational in-
terpretation [38,39], suggesting that monitoring may function differently when it develops
through trust and voluntary disclosure rather than relying primarily on parental surveil-
lance or behavioral control. Communication was a central component of most parent-
and family-focused approaches, but its conceptualization varied considerably. General
parent–adolescent communication and substance-specific prevention communication repre-
sent related but distinct constructs and should not be treated as interchangeable [22,24,32].
A generally supportive relationship may facilitate prevention communication, but it does
not necessarily indicate that parents can discuss substances accurately, confidently, and in a
developmentally appropriate manner.

Similar conceptual ambiguity was evident for monitoring, rules, and discipline. Moni-
toring, rules, and discipline encompassed conceptually different practices, ranging from
parental knowledge, solicitation, adolescent disclosure, and supportive supervision to be-
havioral control and more controlling forms of parenting [22,31,36]. Future research should
distinguish protective structure from intrusive monitoring or punitive control because these
practices may have different implications for family relationships and adolescent behavior.

The gap between intervention targeting and direct empirical evaluation has an impor-
tant interpretive implication: changes in parenting outcomes do not necessarily establish
that a specific competency accounts for subsequent adolescent substance-use outcomes,
particularly when longer-term pathways are assessed using broad family-relationship or
positive-parenting composites [10–14]. Such composites reflect the interconnected nature
of family functioning but make it difficult to identify which specific parental competencies
should be prioritized in interventions or incorporated into measurement instruments.

The limited assessment of prevention-specific cognitive and preparatory competencies
suggests that general parenting competence alone may not adequately capture parents’
readiness to respond to emerging substance-related risks. This limitation is particularly
relevant given the changing landscape of adolescent substance use, including electronic
cigarettes, cannabis products, prescription drug misuse, and opioids. Substance-specific
knowledge, judgment, and response preparedness therefore warrant greater attention in
future measurement and intervention development.

Culturally responsive parenting emerged as a distinct but underexamined competency.
Importantly, cultural adaptation of intervention language or materials should be distin-
guished from culturally responsive parenting itself, which involves observable practices
such as racial socialization, cultural identity reinforcement, and culturally grounded kinship
engagement [8,9,19]. This distinction is important for avoiding the assumption that a cultur-
ally adapted program automatically develops culturally responsive protective parenting.

Overall, these findings support conceptualizing parental competency as an integrated
but differentiated set of capacities whose specific roles require more precise measurement
and evaluation. This conceptualization may provide a clearer basis for future instrument
development and competency-focused prevention interventions.

4.2. Parental Competencies as Modifiable Protective Factors

The findings of this review support interpreting parental competencies as potentially
modifiable family-level protective factors rather than as fixed parental characteristics. De-
velopmental evidence suggests that these competencies may operate through both preven-
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tive parenting behaviors and adolescent developmental processes, including monitoring,
self-regulation, emotional adjustment, and social competence [36].

The included studies indicate that parental competencies function within a broader
family system. Communication, monitoring, rules, discipline, and relational bonding are
likely to influence one another rather than act independently. For example, supportive
parent–adolescent relationships may facilitate voluntary disclosure and create a relational
context in which guidance and family rules are more readily accepted. Intervention-
mediated pathways involving family relationships and adolescent self-efficacy provide
support for this interconnected process [13].

Developmental pathway findings further suggest that parental competencies may be
linked to later substance-use outcomes through intermediate changes in adolescent compe-
tencies, emotional or behavioral adjustment, social anxiety, and refusal confidence [14,38].
Accordingly, evaluation of parental competencies should consider relevant intermediate devel-
opmental outcomes rather than focusing exclusively on immediate substance-use outcomes.

Among adolescents experiencing elevated individual or contextual risks, including
emotional or behavioral difficulties, foster-care placement, or legal-system involvement,
preventive parenting may require capacities beyond routine supervision and communica-
tion [22,27,28]. These may include recognizing vulnerability, responding without escalating
conflict, coordinating with professionals, and maintaining supportive relationships despite
instability or adversity.

The relevance and expression of parental competencies may also vary developmentally.
Existing developmental evidence suggests that direct supervision may be more salient
earlier in adolescence, whereas communication, negotiated expectations, and supportive
involvement may become increasingly important as autonomy increases; supportive family
processes may remain relevant into the transition to emerging adulthood [37]. However,
these developmental patterns could not be directly compared across competency domains
in the present review. Competency-based prevention should therefore be developmentally
responsive rather than assuming that the same parental behaviors operate uniformly across
ages 9–19 years.

Cultural and structural contexts further shape how parental competencies are ex-
pressed. Across culturally specific interventions, racial or cultural socialization, identity
reinforcement, kinship and intergenerational relationships, and culturally grounded com-
munication emerged as potentially relevant protective parenting processes [9,19,30]. These
findings suggest that culturally responsive competencies should be understood within the
relational and community contexts in which they are enacted rather than as supplementary
adaptations to a standard parenting model.

Nevertheless, inclusion of a parental competency in a prevention program should not
itself be interpreted as evidence of a protective effect. Moreover, the same parental behavior
may have different implications depending on its intensity and relational context. Monitor-
ing can provide protection when it reflects involvement and appropriate supervision but
may become intrusive when implemented as excessive control. Likewise, family rules may
provide structure when clearly communicated and consistently applied but may undermine
trust when enforced harshly or without developmentally appropriate autonomy.

Accordingly, parental competencies may be best conceptualized as context-sensitive
capacities involving not only what parents do but also how, when, and under what cir-
cumstances they act. Knowledge, skills, judgment, self-efficacy, and observable behavior
should therefore be considered together. In this sense, parental competency is conceptually
distinct from parenting style and family functioning. Parenting style generally refers to the
broader and relatively stable relational or emotional climate in which parenting behaviors
occur, whereas competency refers to specific, potentially developable capacities that parents
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can mobilize in response to prevention-related demands. Family functioning, in contrast,
reflects broader characteristics of the family system, such as cohesion, communication,
organization, and relational processes, and may involve multiple family members rather
than parental capacities alone. Thus, although these constructs may overlap empirically,
parental competency is distinguished by its focus on identifiable knowledge, skills, judg-
ment, self-efficacy, and behaviors that can potentially be assessed and strengthened. This
interpretation avoids reducing parental competency to either general parenting style or
isolated preventive behavior and provides a stronger conceptual foundation for future
measurement and intervention development.

4.3. Implications for Measurement and Instrument Development

The findings indicate a need for a multidimensional instrument specifically designed
to assess parental competency for adolescent substance use prevention. Existing studies
generally measured individual parenting constructs, such as communication, monitoring,
discipline, relationship quality, or parental influence, rather than an integrated set of
prevention competencies. For example, the Life Skills Training Parent Program assessed
multiple parenting domains separately [10], providing domain-specific information but
not capturing how these competencies may operate together in responding to substance-
related risks.

Conversely, some studies used broad measures of family functioning or positive
parenting. Broad measures used in studies such as Staying Connected with Your Teen
and family-based prevention counseling encompassed multiple related parenting and
family processes [17,25]. Composite measures may be useful for representing an overall
family process, but they make it difficult to identify which specific parental competency is
limited, responsive to intervention, or associated with adolescent substance use. A future
instrument could therefore retain distinct subdomains while also permitting calculation of
an overall competency score if supported psychometrically.

Construct definitions require particular attention. General parent–adolescent com-
munication should be distinguished from prevention-specific communication. A parent
may be emotionally available and communicate openly while lacking the knowledge or
confidence required to discuss substances. The differing communication measures used in
Familias and TALK further illustrate the need to distinguish general family communica-
tion from substance-specific prevention communication [24,26]. For assessment purposes,
PC2 (Prevention Communication) and PC9 (Relational Bonding and Family Involvement)
should therefore be distinguished according to the content and function of the parental
behavior being assessed. PC2 specifically concerns explicit prevention-oriented communi-
cation about substance-related risks and consequences, parental expectations regarding
non-use, and strategies for responding to peer pressure or seeking help. In contrast, PC9
concerns the broader relational foundation of warmth, trust, emotional availability, and
ongoing family involvement, regardless of whether substance use is explicitly discussed.
Accordingly, behavioral indicators for PC2 could include discussing substance-related risks
and consequences, clearly communicating expectations regarding non-use, and discussing
how an adolescent could respond to peer offers of substances or seek help when needed. Be-
havioral indicators for PC9 could include listening attentively when an adolescent expresses
concerns, being emotionally available, spending meaningful time together, and maintaining
a relationship in which the adolescent feels comfortable seeking parental support. These
examples are intended as behavioral anchors for future instrument development rather
than as validated questionnaire items.

Monitoring also requires greater conceptual precision. Existing measures variously
assessed parental knowledge, supervision, solicitation, control, and adolescent disclosure.
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Because these indicators may reflect different parental behaviors and family processes, an
integrated measure should distinguish parents’ active efforts to remain informed from
knowledge obtained through voluntary adolescent disclosure. It should also differentiate
developmentally appropriate supervision from intrusive control. Behaviorally anchored
items, such as knowing an adolescent’s companions or checking agreed-upon plans, may be
more interpretable than general items asking whether a parent “monitors” the adolescent.

Substance-specific knowledge and judgment should be included as separate mea-
surement domains. The direct assessment of parental drug knowledge in Reference [23]
illustrates one approach to operationalizing this domain, but future measurement should
extend beyond recognition of substance names or health effects. Parents may also need
to recognize behavioral warning signs, understand age-specific vulnerability, distinguish
experimentation from more concerning patterns, evaluate the credibility of prevention
information, and determine when professional assessment is required. Because patterns
of alcohol, tobacco, cannabis, prescription drug, and illicit-drug use differ, an instrument
should include both general prevention knowledge and substance-specific content.

Prevention self-efficacy, planning, and resource seeking require further development.
Existing measures illustrate variation in the operationalization of parenting efficacy, pre-
ventive action, and perceived parental influence [11,12], but these constructs should not
be treated as equivalent. Self-efficacy concerns whether parents believe they can perform
a preventive behavior, whereas planning concerns whether they have selected specific
actions, and resource seeking concerns whether they can obtain appropriate information
or assistance. These competencies should therefore be represented by separate subscales
rather than combined into a general confidence score.

Future items should emphasize observable or behaviorally interpretable capacities
rather than global perceptions of parenting competence. Findings from the web-based
mother–daughter intervention and its follow-up illustrate the value of assessing behav-
iorally interpretable competencies and their maintenance over time [15,16].

Reporter selection is another important consideration. Parent and adolescent reports
may provide complementary information: parent reports can capture internal capacities
such as knowledge, confidence, and planning, whereas adolescent reports can capture how
relational and behavioral competencies are experienced. When feasible, parallel parent and
adolescent versions could be developed for observable relational and behavioral domains,
while parent-only items could assess internal knowledge, judgment, self-efficacy, and
resource-navigation capacities.

Measurement should also account for developmental variation in the relevance and
interpretation of competency indicators across adolescence. An instrument covering ages
9–19 should therefore be tested for measurement invariance or differential item functioning
across developmental stages rather than assuming that identical behaviors have the same
meaning at every age.

Cultural relevance should be established without treating culture as a demographic
adjustment alone. Culturally responsive items should assess observable parental practices,
such as reinforcing cultural identity, using culturally grounded family or kinship resources,
and preparing adolescents to respond to discrimination or culturally specific risks. Because
culture-specific competencies should not be assumed to apply uniformly across populations,
a core instrument may combine broadly applicable domains with culturally adaptable
modules evaluated within relevant populations.

Finally, instrument development should preserve the distinction between competency
and outcome. Adolescent substance-use and broader family outcomes should not be
incorporated into the competency construct, while parental substance use, socioeconomic
adversity, and family instability should be treated as antecedent or contextual variables
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rather than competency indicators. Maintaining this distinction would allow future research
to test whether parental competencies mediate or moderate relationships between family
adversity, intervention exposure, and adolescent substance-use outcomes.

From a short-term instrument-development perspective, PC2 (Prevention Communi-
cation), PC4 (Rules, Boundaries, and Expectations), and PC5 (Consistent Discipline and
Behavior Management) may warrant particular attention. These domains were repeatedly
incorporated as intervention targets but were substantially less often assessed as distinct
parental competencies, indicating clear target-to-measurement gaps. PC2 showed the
largest absolute gap, being targeted in 26 publications but directly measured in 14, while
PC4 was targeted in 16 but measured in six, and PC5 was targeted in 13 but measured in
six. Their relatively behaviorally interpretable content may also facilitate the development
of specific, observable indicators suitable for short-term measurement development. This
prioritization reflects the combination of representation as intervention targets, measure-
ment gaps, and feasibility of behavioral operationalization and should not be interpreted as
evidence that these domains are more important or more effective than the other identified
competencies. Less frequently measured domains, including prevention-specific knowl-
edge, self-efficacy, planning, and resource seeking, remain important for the longer-term
development of a comprehensive multidimensional instrument.

Overall, a future standardized measure should balance domain specificity with the
multidimensional nature of parental competency. Such an instrument would permit re-
searchers and practitioners to identify specific parental strengths and needs, evaluate
change following intervention, and determine which competencies are prospectively asso-
ciated with reduced adolescent substance use.

4.4. Implications for Prevention Interventions and Practice

The competency domains identified in this review provide a practical framework
for designing and refining parent- and family-focused substance use prevention. Rather
than delivering the same general parenting curriculum to all families, interventions could
begin with an assessment of parents’ existing strengths and needs. Intervention content
could then be tailored to specific needs in areas such as substance-related knowledge,
communication, relational engagement, monitoring, or behavioral guidance. A modular
approach may therefore be more appropriate than assuming that every family requires
equal training across all competency domains.

Relational engagement should be treated as a foundation for other prevention compo-
nents. Communication, monitoring, and rule setting are unlikely to operate independently
of the quality of the parent–adolescent relationship. Family-focused interventions combin-
ing relational and behavioral components [21,33] suggest that prevention programs should
combine behavioral guidance with relational skills rather than presenting monitoring or
discipline as isolated control strategies.

Interventions should also distinguish between universal competencies and competen-
cies needed by families experiencing elevated risk or adversity. Evidence from foster-care
and justice-involved populations illustrates that families facing elevated adversity may
require additional capacities related to trust, continuity, emotional and behavioral chal-
lenges, and risk management [27,28]. Accordingly, selective prevention should retain core
competencies while adapting the intensity, delivery method, and supporting services to the
family’s circumstances.

Developmental timing is equally important. Intervention priorities may shift from
supervision, rules, and early prevention communication toward negotiated expectations,
autonomy-supportive communication, and continued supportive involvement as adoles-
cents mature, with supportive caregiving remaining relevant into emerging adulthood [37].
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Parent gender should also be considered in future competency-focused research and inter-
vention development. Because the current evidence did not permit systematic comparisons
between mothers and fathers, future studies should assess mother- and father-specific com-
petencies using comparable measures and report findings stratified by parent gender where
appropriate. Such research could clarify whether particular competency domains differ in
their relevance or expression between mothers and fathers and provide an empirical basis
for determining whether gender-sensitive adaptations of parent-focused prevention inter-
ventions are warranted. Programs should therefore specify not only which competencies
are addressed but also how they are adapted to adolescents’ developmental level.

Flexible delivery may improve parents’ access to preventive support. The alternative
delivery formats used in Parents Who Care [18] illustrate the potential value of flexible
approaches when work schedules, transportation, childcare responsibilities, stigma, and
geographic distance may limit participation in conventional group programs. Digital
and self-administered approaches may increase accessibility, although they should retain
opportunities for individualized feedback, clarification, and skills practice.

Program duration and intensity should be matched to the complexity of the targeted
competencies. Brief education may be sufficient for increasing awareness, but developing
communication, monitoring, and family problem-solving skills may require repeated
practice and feedback. Findings linking greater session attendance with improvements in
parenting outcomes further suggest that intervention dose may be relevant to competency
development [29]. Nevertheless, increasing the number of sessions alone may not improve
outcomes if the content is burdensome, poorly tailored, or difficult to implement.

Schools can serve as important access points for parent-focused prevention, particu-
larly before adolescents develop established patterns of substance use. Combined family-
and school-based approaches may reinforce prevention across adolescents’ primary social
environments [34], although parent participation may present additional implementation
challenges. Programs should therefore minimize attendance barriers, provide remote or
asynchronous alternatives, and clearly communicate how parent involvement contributes
to adolescent health rather than presenting it as remediation for inadequate parenting.

Community engagement is particularly important when adapting interventions for
culturally or socially diverse families. Community-engaged approaches illustrate how
stakeholder participation, cultural acceptability, and scientific evidence can jointly inform
intervention content and delivery [9,35]. Cultural adaptation should extend beyond transla-
tion or surface-level modification to consider culturally grounded resources such as identity,
family and kinship relationships, community participation, and culturally relevant social
support [30]. Such components should be developed with the relevant communities and
evaluated within those populations rather than generalized across cultural contexts.

Implementation quality must also be considered when interpreting program outcomes.
A theoretically appropriate competency component may have little effect if families do not
attend, facilitators omit key material, or skills are not practiced outside intervention sessions.
Evidence from SAAF further highlights the relevance of fidelity, facilitator adaptation, and
participant engagement to the delivery and use of parenting content [20]. Future trials
should therefore assess not only whether a competency was included in the curriculum but
also whether parents received, practiced, and applied it.

In clinical, school-health, and community practice, the identified domains could
be used to guide brief parental assessment and individualized support. Nurses and
other health professionals could identify specific needs in substance-related knowledge,
communication, supervision, expectations, or resource navigation and link families to
appropriate education, counseling, family intervention, or community resources. Such
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assessment should be strengths-based and should avoid attributing adolescent substance
use solely to parental behavior.

Overall, effective parent-focused prevention should be developmentally responsive,
culturally grounded, accessible, and sufficiently flexible to address different family needs.
The competency framework may support this approach by clarifying the parental capacities
targeted by interventions and increasing precision in component selection, implementation
assessment, and evaluation of competency change.

4.5. Strengths and Limitations

This scoping review has several strengths. First, it provides a systematic mapping of
parental competencies relevant to adolescent substance use prevention across a heteroge-
neous body of literature that included intervention, observational, program-development,
cultural-adaptation, feasibility, and implementation studies. Rather than focusing solely
on whether parent- or family-based interventions reduced substance use, the review ex-
amined the specific parental capacities represented within these studies. This approach
enabled a more differentiated characterization of the parental capacities represented across
the literature.

Second, the review distinguished among competencies that were targeted as inter-
vention content, directly measured as parental capacities, and statistically examined in
relation to adolescent substance-use outcomes. This evidence-role distinction, together
with the separation of potentially modifiable parental competencies from parental risk
characteristics, contextual conditions, adolescent competencies, and intervention outcomes,
provides greater conceptual clarity for future competency-based measurement and inter-
vention development.

Several limitations should also be considered. First, the included literature was
heterogeneous in study design, population, intervention characteristics, measurement
approaches, follow-up periods, and substance-use outcomes. The review therefore aimed
to map the available evidence rather than quantitatively estimate the effects of individual
parental competencies. The frequency with which a competency appeared in the literature
should not be interpreted as evidence of its relative importance, effectiveness, or causal
influence on adolescent substance use.

Second, the publication was used as the primary unit of descriptive mapping. Some
publications originated from the same underlying trial or prevention program and were
retained separately because they contributed distinct information regarding intervention
content, measurement, mechanisms, implementation, or follow-up. Although shared study
origins were considered in interpretation, publication-level frequencies may give greater
representation to competencies examined in programs generating multiple reports and
should therefore be understood as representation across publications rather than as counts
of independent supporting studies.

Third, competency classification required conceptual interpretation because the termi-
nology and operationalization of parenting constructs varied substantially across studies.
Because similarly labeled parenting constructs sometimes encompassed overlapping be-
haviors, some degree of conceptual overlap among domains remained despite the use of
predefined operational criteria. In addition, broad composite parenting measures limited
the ability to determine which specific competency accounted for observed associations
with adolescent substance-use outcomes. An additional measurement limitation concerns
the predominant reliance on parent or caregiver self-report. Self-reported competencies
may be affected by social desirability, recall bias, and discrepancies between parents’ per-
ceptions of their own practices and how those practices are experienced by adolescents.
Reliance on a single informant may therefore provide an incomplete representation of
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parental competency, particularly for observable relational and behavioral domains. Future
research should use multimethod and multi-informant assessment strategies that combine
parent reports with adolescent reports and, where feasible, direct or structured observa-
tional measures of parent–adolescent interactions. Such triangulation may provide a more
valid and comprehensive assessment by capturing both parents’ internal capacities, such
as knowledge and self-efficacy, and the observable enactment and adolescent experience of
preventive parenting competencies.

Fourth, an additional limitation concerns developmental-stage comparisons. Although
adolescent age ranges were extracted from the included publications, a reliable subgroup
analysis across early, middle, and late adolescence was not feasible because many studies
included broad or overlapping age ranges and did not report parental competency findings
separately by developmental stage. Assigning such studies to a single developmental
category based only on their overall age range could therefore have introduced misclassifi-
cation. Future studies should report competency findings using developmentally stratified
age groups to clarify whether the relevance or expression of specific parental competencies
differs across adolescence. Similarly, mother–father comparisons were not undertaken in
the present review, and such comparisons could not be reliably conducted retrospectively
because most included publications did not report parental competency findings separately
by parent gender. Accordingly, the present review could not determine whether specific
competency domains differed systematically between mothers and fathers. This limitation
highlights the need for future studies to report parent-gender-stratified competency data
using comparable measures.

Fifth, the available evidence was insufficient to establish that individual parental
competency domains independently prevent adolescent substance use. Accordingly, the
identified domains should be interpreted as potentially modifiable protective factors repre-
sented in the literature rather than as competencies with established independent preven-
tive effects.

Finally, the review included only peer-reviewed original research articles published
in English. Relevant evidence reported in other languages, grey literature, dissertations,
reports, or other non-peer-reviewed sources may therefore have been missed. In addi-
tion, although the search covered multiple international and Korean databases without
geographical restrictions, the evidence base was concentrated in particular countries and
cultural contexts. The transferability of the identified competency framework across differ-
ent family structures, cultural groups, health systems, and socioeconomic contexts therefore
requires further investigation.

5. Conclusions
This scoping review mapped parental competencies as potentially modifiable family-

level protective factors for adolescent substance use prevention. Across 32 publications,
11 competency domains were identified, with relational bonding and family involvement,
prevention communication, monitoring and supervision, and rules, boundaries, and ex-
pectations most frequently represented. However, parental competencies were more often
incorporated as intervention targets than directly measured or statistically examined in
relation to adolescent substance-use outcomes, highlighting an important gap between
prevention content and empirical assessment.

The findings suggest that parental competency for substance use prevention is multi-
dimensional, encompassing relational, communicative, supervisory, behavioral, cognitive,
and culturally responsive capacities. Based on the gaps identified in this review, three
practical and research priorities warrant particular emphasis. First, a standardized, mul-
tidimensional instrument should be developed and validated to assess specific parental
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competencies while accounting for developmental and cultural contexts. Second, preven-
tion interventions should be designed and evaluated around clearly specified parental com-
petencies, rather than relying primarily on generic parenting or broad family-functioning
constructs, so that competency-specific changes can be assessed. Third, longitudinal studies
should examine whether and how specific parental competencies, and changes in these
competencies, mediate pathways to subsequent adolescent substance-use outcomes. Ad-
dressing these priorities would help strengthen the measurement, intervention specificity,
and longitudinal evidence needed to advance competency-based approaches to adolescent
substance-use prevention.
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