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Abstracts:  

 

Critical Review of the Literature: Change Processes in Systemic Family Therapy 

Change process research in the systemic family therapy field has consistently 

lagged behind effectiveness research. Bridging the gap is crucial in advancing the field 

and understanding what works, why and for whom. This review uses a narrow 

definition of systemic family therapy based in system theory, to focus more closely on 

the systemic branch of family therapy. A systematic review of the systemic family 

therapy literature was conducted in APA PsychNET, PubMED and EMBASE. References 

of included studies were scanned for additional papers, as was the unpublished 

literature. Both qualitative and quantitative studies were included in the review with a 

total of 31 papers. A narrative synthesis was conducted with the quantitative 

literature, whilst a meta-ethnography approach was taken with the qualitative 

literature. The results of the qualitative and quantitative literature highlighted five 

domains relating to change processes in systemic family therapy. These included what 

the family brings to therapy, the therapeutic relationship, therapy context, in session 

processes and the nature of change. These results are discussed in the context of the 

wider literature. Recommendations are made for future research and clinical practice.  

 

Key words: “Family Therapy”; “Change Process”  

 

Service Improvement Project: Parental Perspectives on the STOP Parenting 

Programme.  

 This research study examined parental experiences of the STOP Parenting 

Programme as it was rolled out by one NHS Trust. Semi-structured interviews were 

conducted with seven parents who attended the group to explore their experiences. 

Five main themes were established from the research data: what influences initial 

engagement; the nature and value of the STOP Programme; the importance of the 

facilitators; group dynamics and factors that influence change. These results are 

discussed in the context of the theoretical literature and with reference to the 

implications for implementation within this trust.   



 8 

 

Main Research Project: Exploring Social Identity Processes in People Mental Health 

Difficulties. 

The impact of social identity on wellbeing has been explored extensively 

however, less attention has been given to the impact of a “mental health social 

identity”. Whilst research has suggested that social identification with groups can 

positively impact self-esteem and wellbeing, there are thought to be limitations to this 

when a group is negatively valued or has detrimental group norms. Furthermore, there 

has been limited examination of the development of a mental health social identity 

over time. Here, the social identification of two groups, those who had recently 

identified as having a mental health difficulty and those with more established mental 

health difficulties, were compared to examine social identity processes across different 

time points. This comparison was undertaken as where deductive processes might be 

expected at the outset of mental health social identity; inductive processes might be 

expected later on. These processes would be expected to have different impacts on 

individuals. The impact of social identification processes in this population in terms of 

self-esteem and wellbeing was also explored. Results indicated that there was no 

difference in the extent of social identification between the two groups. The 

development of social identification in this sample was found to be dependent on the 

amount of contact others had with people with mental health difficulties and 

mediated by the perceived quality of this contact, highlighting the importance of 

intragroup contact in social identification in non-entitative groups. Furthermore, social 

identification differentially predicted individuals’ self-esteem. Identity satisfaction 

positively predicted individuals’ self-esteem, whilst identity centrality negatively 

predicted self-esteem. Implications for clinical practice and future research are 

discussed.  
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Change Processes in Systemic Family Therapy  

Mechanisms of Change in Therapeutic Interventions  

Understanding the mechanisms through which therapeutic interventions work 

is a crucial step in enhancing the effectiveness of psychotherapeutic interventions and 

ensuring that clients are matched to the most appropriate intervention (Kazdin, 2009). 

Furthermore, this elucidates why therapeutic interventions work for some clients and 

not others (Johansson & Hoglend, 2007). Kazdin (2011) suggests that to enhance 

interventions’ effectiveness we must identify the processes leading to change so as to 

eventually determine how the critical components of treatment can be activated. 

Research exploring these processes is typically termed “change process research” 

(Elliott, 2012). Crucially, change process research bridges the gap between researcher 

and clinician by availing clinicians of the fundamental aspects of their practice and 

facilitating the development of core competency guidelines (Dattilio, Piercy, & Davis, 

2014; Stratton, Reibstein, Lask, Singh, & Asen, 2011).  

 Change process research endeavours to link theories of change to specific 

processes occurring in therapy (Heatherington, Friedlander, & Greenberg, 2005). 

Studies typically fall into four categories including research examining the therapeutic 

relationship; process-outcome studies; research looking at therapeutic microprocesses 

and research examining specific change events (Elliott, 2012). Kazdin (2009) suggests 

that the first step in a deeper understanding of therapeutic mechanisms of change is 

research examining mediators of relationships, although these studies do not explicitly 

define how change happens. Greater specificity can then be established through 

research looking at therapeutic microprocesses (Heatherington et al., 2005). Despite 

the many criticisms of change process research (Shapiro et al., 1994), the differing 

methodological approaches to understanding how change happens can be drawn 

together to better understand the questions at hand.  

 

Systemic Family Therapy – Historical Context and Theories of Change: 

Originating in the 1950s (Dallos & Draper, 2015), systemic practice and family 

therapy has developed into a group of evidence based clinical interventions (Carr, 

2018, 2019; Stratton, 2016) widely employed across the world (Orlinsky & Rønnestad, 

2005). The basis upon which these interventions have been built is systems theory 
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(Bateson, 1972, 1979). Whilst there has been a substantial evolution in the 

epistemological approach underpinning family therapy practice (Onnis, 2016), the 

basic principles of systems theory as they were first expounded still influence the 

theories of change within the field today. The evolution of the field is described by 

Dallos and Draper (2015) who detail three phases of family therapy and systemic 

practice, charting the movement from first order through second order cybernetics, to 

the influence of social constructionism and finally modern-day clinical practice. Whilst 

historically, each school of family therapy had individual theories of change (Table 1.1), 

modern clinical practice has seen an increasing integration of different models and 

theories (Dallos & Draper, 2015). Despite the move towards the integration of skills 

and techniques, there are limitations to this practice, particularly without the clarity of 

what exactly is instigating change (Sexton & Datchi, 2014).   

 

Systemic Family Therapy and Research:   

Systemic therapies are one of the most widely employed therapeutic 

orientations by psychotherapists worldwide (Orlinsky & Rønnestad, 2005). Frequently 

incorporated into reviews examining the general efficacy of couple and family therapy 

(CFT), there is increasing evidence of the effectiveness of systemic therapies as applied 

to a diverse range of mental health difficulties (Carr, 2018, 2019). Whilst knowing 

these interventions can be effective is important, this is of limited use unless there is 

also an awareness of what processes are related to clinically relevant outcomes 

(Stratton, 2016). Historically, there has been a significant disparity between 

effectiveness research and research examining how that change is achieved 

(Heatherington et al., 2005). However, this research is crucial in advancing the practice 

of systemic therapies for both therapist and client, establishing when systemic therapy 

is appropriate, in what format and how we know. 
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Over a decade ago, Heatherington and colleagues examined change process 

research across CFT, highlighting five areas that needed to be addressed in order to 

meet the need for this type of research in the field. These recommendations included 

a “midrange” theory of change in systemic therapies, more attention to client 

processes (both inter- and intra-personal processes) as well as more research of better 

quality (Heatherington et al., 2005). Despite this, change process research still lags 

behind effectiveness and efficacy research (Stratton, 2016). Furthermore, the research 

that does exist revolves predominantly around manualised interventions (Sexton & 

Datchi, 2014), which contrasts to the application of systemic therapies by many 

practitioners (Dattilio et al., 2014).  

One of the limitations of the current efficacy and effectiveness literature in the 

field is the conflation of the modality of CFT with systemic therapy (Compernolle, 

2016; von Sydow, Beher, Schweitzer, & Retzlaff, 2010). Despite the overlap between 

CFT and systemic therapies, they are not synonymous. Many reviews utilise a broad 

definition of the term “systemic” with no reference to the theoretical orientation of 

the intervention, instead focusing on the how the intervention was delivered (Carr, 

2018, 2019). For example, when Carr (2019) looks at “systemic” interventions for 

conduct disorder he includes parent training, based predominantly on social learning, 

cognitive and behavioural theories (Medlow, Klineberg, Jarrett, & Steinbeck, 2016). 

This broad-brush approach is akin to amalgamating effectiveness research of 

therapeutic interventions conducted with individuals regardless of their theoretical 

orientation. Von Sydow et al., (2010) argue that this inhibits the advancement of 

systemic therapy as an evidence-based treatment in its own right.  

Similarly, the examination of change processes in systemic therapies has been 

incorporated into a broader “systemic intervention” framework (Carr, 2016; Sexton & 

Datchi, 2014). Research often looks at either common factors, factors that transcend 

CFT interventions (D'Aniello, Alvarado, Hulbert, Izaguirre, & Miller, 2016; D'Aniello & 

Fife, 2017) or factors that are specifically related to a model of intervention such as 

solution focused brief therapy (Franklin, Zhang, Froerer, & Johnson, 2017). Common 

factors thought to influence change include therapist & client factors, the therapeutic 

alliance, client expectations of how therapy may create change, common therapeutic 

interventions, the therapists’ commitment to the model and feedback (Karam, Blow, 
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Sprenkle, & Davis, 2015).  A moderate common factors approach, advocated by many 

researchers and clinicians in the systemic and family therapy field, suggests there are 

many similarities between clinical interventions and research and practice is 

potentially limited by singularly looking at model specific change processes (Dattilio et 

al., 2014; Sexton & Datchi, 2014). However, despite the existence of common factors, 

it is a mistake to amalgamate research stemming from different theoretical 

approaches, as it has been with outcome research (von Sydow et al., 2010). Outside of 

common factors, how change happens is influenced by the theoretical approach of the 

intervention. For example, cognitive and behavioural approaches to family therapy, 

despite incorporating multiple members of the same family, theorise the units of 

change to be individuals’ cognitions about their relationships (Doss, Thum, Sevier, 

Atkins, & Christensen, 2005). Similarly, their interventive techniques draw on cognitive 

and behavioural approaches, for example a therapeutic intervention may focus on 

challenging individuals’ attributions about their partner or child’s negative behaviour 

through cognitive restructuring (Baucom, Shoham, Mueser, Daiuto, & Stickle, 1998). A 

systemic family therapy approach would differ drastically.  

 

Rationale and Aims  

This review set out to examine the available literature on change processes in 

systemic family therapy and evaluate the current state of the research. Additionally, it 

aimed to bridge the gap between researchers and clinicians through highlighting 

important results in relation to clinical practice and making additional suggestions for 

future research. In order to focus on systemic family therapy, this review uses a 

definition that references the intervention’s theoretical underpinnings. In line with von 

Sydow et al., (2010) and other researchers in the area (e.g. Orlinsky & Rønnestad, 

2005) the definition used here was drawn from systems theory (Bateson, 1972, 1979) 

and situated both behaviour and symptoms of mental health difficulties within the 

individuals’ interpersonal and social context. This definition is inclusive in the sense 

that it does not singularly define systemic family therapy as deriving from a Milan 

approach, yet retains a clear distinction between modality and the intervention’s 

theoretical orientation (von Sydow et al, 2010). The following research questions were 

addressed: 
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1. What change processes have been identified in Systemic Family Therapy? 

2. How are the identified change processes linked to FT theories of change?  

3. What areas require focus from research in the future to ensure research into 

change processes are in line with everyday FT therapeutic practice? 

 

Methodology:  

The review had three stages: 

1. Systematic literature search 

2. Critical appraisal of the literature 

3. A narrative review of the quantitative papers, followed by a meta-ethnographic 

synthesis of the qualitative literature (Noblit & Hare, 1988).  

 

Systematic literature search 

 Relevant research was identified through an electronic search of published 

literature in August 2018. Initial search terms were developed through examination of 

key systemic family therapy texts (Stratton et al., 2011, Rivett & Street, 2009). The 

search strategy (Table 1.2) was piloted and refined based on the SPICE eligibility 

criteria (Table 1.3) and the results of the pilot search. The terms “marital therapy” and 

“couples’ therapy” were retained, despite the focus on family therapy as key papers 

were not returned in pilot search results without these phrases. Additionally, as a 

result of the pilot search, the term “systemic” was removed as this returned tens of 

thousands of results relating to physical health research. This increased the likelihood 

of relevant papers being missed in the screening phase of the review and consequently 

the term was removed.  The final search terms were used to search the following 

databases: APA PsychNET, PubMED, Embase.  
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Table 1.2  

Search Terms.  

FTSP search terms Change search terms 

“Family therapy” Change 

“Couples therapy” Change Process* 

“Marital therapy” Process*  

 Therapist AND curiosity OR 

neutrality OR factor* 

 “Reflecting team*” 

 Reframing 

 Technique* 

 Engagement 

 “Circular question*” 

 Client AND perception* 

 

Other resources. References of included papers were searched by the 

researcher to identify any relevant papers not captured by the search. To best 

ameliorate publication bias, the available grey literature was also examined against the 

eligibility criteria.  

 

Study selection 

Guided by the research question and the SPICE (Setting, Perspective, 

Intervention, Comparison, Evaluation) tool (Booth, 2003) the following eligibility 

criteria were developed (Table 1.3) 
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Table 1.3  

SPICE structure for inclusion and exclusion criteria 

  

Papers were included in the review if they met the following criteria: a) 

intervention was delivered to a family system(s) b) research was conducted in clinical 

or simulated clinical setting c) the intervention was systemic family therapy and d) they 

employed scientific research methodology to examine change processes. Studies also 

needed to be available in English, although intervention and primary write up did not 

need to be in English. Papers were excluded if a) the intervention was carried out in a 

non-clinical setting e.g. the workplace, b) the intervention was clearly integrative, or 

the intervention was not systemic, c) they did not examine change processes and d) no 

scientific methodology was employed e.g. where a case was simply described by the 

clinician. Systemic family therapy interventions were defined as interventions with 

SPICE domain Description 

Setting Clinical or research settings where systemic family 

therapy interventions were delivered or simulated. 

“Family” systems received therapeutic intervention; 

these systems were not restricted to specific familial 

constructions.  

Perspective Family perspectives were prioritised, researcher and 

clinician perspectives were also incorporated. 

Intervention Systemic family therapy interventions  

Comparison No comparator was predetermined 

Evaluation The evaluation of the intervention was “change” for 

the family. This incorporated change as perceived by 

the family (e.g. in qualitative studies), but also 

included change as measured by standardised 

assessment tools e.g. SOFTA or outcome measures 

such as symptom inventories.  

Social science methodology Qualitative and quantitative research methodologies 

for examining change processes (see Elliot, 2012)   
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their underpinnings in systems theory (Bateson, 1972, 1979, situating behaviour and 

symptoms of mental health difficulties within individuals’ interpersonal and social 

context. Roth, Pilling and Stratton (2009) in the UCL competency frameworks highlight 

different family therapy models and how they are delivered competently. These model 

specific frameworks were referenced in relation to the systemic family therapy 

definition utilised here and were used to determine whether interventions met 

inclusion criteria (Appendix A.1 – included/excluded interventions). 

This review aimed to incorporate a wide range of “change process research”. 

Elliot (2012) highlights several types of change process research, answering distinct, 

but overlapping questions relating to therapeutic change. These types of research 

include “helpful-factors” research; “sequential process” research and “significant 

event” research; each of which can be conducted from different perspectives e.g. 

client or therapist; or examining different phases of the change process e.g. whether 

the outcome was immediate or delayed. They can also be conducted using qualitative 

or quantitative methodological approaches. This framework was used as a reference 

point when considering what constituted change process research and should 

therefore be included in the review. Research examining mediators of relationships 

was also considered preliminary change process research (Kazdin, 2009) and was 

therefore included in the review.   
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Figure 1.1 Systematic search of the literature. 

The lead researcher identified 13 quantitative and 18 qualitative articles that 

met inclusion criteria (Tables 1.4 and 1.5). Ten percent of the articles for title and 

abstract screening (n = 730) and full text screening (n = 21) were reviewed by an 

independent researcher. There was 100% agreement between researchers on the 

articles that needed further screening and those that should be included in the review.  
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Quality appraisal  

The purpose of quality appraising the included studies was to further our 

understanding of the shortcomings of the available evidence and allow the researcher 

to draw conclusions based on an awareness of the literatures’ risk of bias (Siddaway, 

Wood & Hedges, 2019). The Critical Appraisal Skills Programme, (2017) (CASP) was 

used to facilitate a description of the quality of the studies included in the review, as 

this tool has several comparable tools for different research methodologies and is 

recommended by multiple research institutes as a comprehensive tool (Duggleby et 

al., 2010). Three CASP tools were used; the CASP qualitative checklist, the CASP RCT 

checklist and the CASP cohort-study checklist. A simple scoring system was used, 

weighting each of the items equally and scoring them on a scale of 0-2 (see Table 1.6, 

1.7 & 1.8) depending on the description for each category provided by the research 

paper (Feder, Hutson, Ramsay, & Taket, 2006). Additional questions were used to 

operationalise the CASP and increase the consistency of how the tool was applied 

(Appendix A.2). The tool was not used to exclude any of the articles as the inherent 

shortcomings of this type of quality appraisal indicates this approach is flawed 

(Siddaway et al., 2019). Ten percent of the papers (n = 4) were randomly selected for 

scoring by an independent researcher. There was a 92.5% concordance rate between 

researchers. A third researcher was consulted to resolve the disparity between ratings.    

 

Analysis and synthesis of the included articles  

 A data extraction form with the same structure as Table 1.4 and 1.5, with the 

addition of a “results” column, was used to extract information from the included 

papers. Subsequently, two approaches were taken to data analysis. As the quantitative 

studies examined different concepts and employed different methodologies, a 

narrative review was used to synthesise the results (Baumeister & Leary, 1997). The 

included studies were reviewed, examining links between the results in the context of 

how they help us to understand the process of change in systemic family therapy. 

Additionally, the results were considered in the context of the themes identified in the 

meta-ethnography of the qualitative literature.  

The analysis of the qualitative papers was guided by a meta-ethnographic 

approach (Noblit & Hare, 1988); treating the themes identified by the researchers 
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(second order constructs) as data points rather than participants’ quotes (first order 

constructs). The purpose of this approach is to develop new understanding of the data 

by integrating the results of each paper (Siddaway et al., 2019; Malpass et al., 2009). 

There are several steps involved. First, becoming familiar with the studies through 

reading and re-reading the papers and extracting the relevant details. Then, links 

between the studies were determined by examining the results for recurring themes 

or concepts. Finally, in order to create new understanding, the themes and concepts 

were collated into a table using summary definitions; which facilitated the 

identification of commonalities in the data (Table 1.9).  

 

Results 

Research Quality 

The theoretical conceptualisation of the studies and the rigor of the data 

analysis were strengths in the literature. However, there were multiple shortcomings. 

The recruitment procedures of the studies were often retrospective i.e. the 

researchers pick cases based on their characteristics, introducing bias. This was 

particularly prominent in qualitative studies. In the quantitative literature a number of 

studies drew conclusions about change without thorough consideration of the 

potential confounding variables both in the study design and the data analysis. There 

were a large number of single case and small n studies included in this review, which 

limits the applicability of the findings. Additionally, whilst they consistently reference 

the theoretical underpinnings of the intervention, the studies included in the meta-

ethnography frequently lack detail in describing the intervention, again limiting 

applicability of the findings.   
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Table 1.7  

Quality appraisal of included quantitative articles according to the CASP RCT checklist.  

Study Number 11 12 13 

1. Statement of aims.  2 2 2 

2. Randomisation 1 1 1 

3. Participants accounted for at conclusion? 2 2 2 

4. Study personnel and participants “blind”?  2 0 2 

5. Groups similar at beginning? 1 1 1 

6. Groups treated equally? 2 2 2 

7. Can the results be applied to the local population?  0 0 0 

8. Were all clinically important outcomes considered?  2 2 2 

9. Are the benefits worth the harms and costs? 2 2 2 

Total 14 12 14 
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Quantitative Results  

Description of quantitative studies. Thirteen quantitative papers were 

included. They drew samples from the USA or Western Europe. Data came from 296 

heterosexual families of predominantly Caucasian heritage. Over half of the included 

papers looked at the therapeutic relationship; four looked at the microprocesses, one 

at rupture and repair and two at the influence of questioning style on perception of 

the therapeutic alliance. Of the other studies, one looked at the relationship between 

circular questioning and perceived neutrality, two at the impact of feedback on 

therapeutic process and three at the microprocesses of communication in the therapy 

context.  

 

Narrative Synthesis 

Therapeutic alliance. Escudero, Friedlander, Varela, and Abascal, (2008), in 

their assessment of 37 families found that a “shared sense of purpose” or the within 

family alliance, was the only alliance dimension that consistently improved over the 

course of intervention and was the indicator most reliably associated with change in 

“presenting difficulties”. Two studies (Friedlander, Lambert, Escudero, & Cragun, 2008; 

Robbins et al., 2008) found that in therapy with positive outcomes, within-family 

alliance was important, where split alliances might lead to premature termination of 

therapy or poor therapeutic progress. Furthermore, Escudero, Boogmans, Loots, and 

Friedlander, (2012) found that one of the markers preceding therapeutic rupture was 

an increasingly poor within-family alliance. The therapist’s role in repairing therapeutic 

ruptures in this case involved re-establishing therapeutic safety, connecting with both 

clients individually and facilitating the increase in shared understanding between 

mother and daughter. This reiterates the need for therapist attention to the within-

family alliance, the centrality of this in reducing the chance of rupture and facilitating 

change.  

Two studies (Dozier, Hicks, Cornille, & Peterson, 1998; Ryan & Carr, 2001) 

explicitly looked at how questioning style influenced clients’ perceptions of the 

therapeutic alliance. Both studies presented family triads with videos of different 

questioning styles and asked them to rate their perception of the alliance with the 
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therapist. Circular and reflexive questioning styles were associated with higher ratings 

of alliance and participants feeling less judged, indicating these questioning styles may 

be an effective way of strengthening the therapeutic alliance in systemic family 

therapy. However, there is some evidence in the qualitative literature that establishing 

circular causality can be perceived as blaming (Table 1.9) and can lead to therapeutic 

rupture. For example, Escudero et al., (2012) found that exploring a Mother’s position 

within her family’s difficulties led to therapeutic rupture.  

The final study examining the therapeutic relationship (Muniz de la Pena, 

Friedlander, Escudero, & Heatherington, 2012) looked at relational control between 

therapists and adolescents within the context of strong, problematic and deteriorating 

alliances. They found that the differences between alliance patterns tended to be in 

the therapists’ responses to the adolescent, for example in deteriorating alliance cases, 

therapists tended to engage in more competitive symmetry. These patterns were not 

explicitly linked to therapeutic change.  

 

 In session communication. Several studies examined in session communication 

patterns. As evidenced in research by Muniz de la Pena et al. (2012) and studies by 

Dozier et al (1998), Ryan and Carr (2001), these micro-processes interact with other 

aspects of the therapeutic change process, for example the therapeutic alliance. Scheel 

and Conoley, (1998) looked at the impact of specific communications from the 

therapist, namely the questions they used, on clients’ perception of the therapist’s 

neutrality. They found that when circular questions were used, participants were more 

likely to perceive their therapist as neutral, i.e. they were not taking sides and 

participants’ discomfort was reduced. However, they also found that clients did not 

automatically perceive non-neutrality as negative, indicating neutrality may be multi-

dimensional. This led them to suggest that both the question and context was 

important in the questions’ impact.  

 Research suggests that pre-existing communication patterns are likely to be 

part of the context that influences the impact of within session communication 

patterns. Rynes, Rohrbaugh, Lebensohn-Chialvo, and Shoham, (2014) examined 

parallel demand-withdraw processes in families in family therapy for adolescent drug 

use. They found that the influence of in session demand-withdraw processes on 
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outcome was moderated by the pre-existing patterns of communication within 

families. In families with high levels of demand-withdrawal behaviour, the extent to 

which this process was replicated in therapy influenced adolescent’s drug use after 

therapy, but this was not the case in those with low levels of pre-existing demand 

withdraw behaviour. This suggests the impact therapeutic processes have on outcome 

are influenced by families’ pre-existing communication styles.  

 Fluctuations in communication patterns across therapy have also been 

investigated. Raymond, Friedlander, Heatherington, Ellis, and Sargent, (1993) found 

that over the course of therapy there was an observable change in interaction 

between parents and their child both in their dyadic relationships and on a group level. 

Namely, there were increases in complementarity overall, alongside periods of 

increased competitive symmetry corresponding to phases in therapy where patterns of 

interactions and behaviour were challenged. The researchers interpreted these 

findings as in line with structural theories of change across family therapy intervention.  

 

 Feedback. Two studies looked at the impact of feedback; one through a 

reflecting team, the other through video feedback. Piercy, Sprenkle, and Constantine, 

(1986) found that whilst the reflecting team process was acceptable to participants, it 

was not directly related to therapeutic outcome, although the qualitative feedback 

suggested that having the team there was beneficial in terms of the external 

perspectives they provide. Kemenoff, Worchel, Prevatt, and Wilson, (1995) looked at 

the use of video-feedback compared to verbal feedback in family’s perception of the 

presenting problem. They found that video-feedback had a greater impact on changing 

parental attributions from a linear to circular causality perspective than verbal 

feedback.  

 

Attributions. Munton and Antaki, (1988) compared families in family therapy 

who made positive shifts with those who did not. They found there were differences in 

the attributions families made about the problem. Families who did not experience 

change through therapy had attributions about the problem that were more stable 

and resistant to change. The difference between these groups was evident prior to 

beginning therapy, indicating that families pre-existing conceptualisation of the 
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problem influences change processes. They also found that, contrary to their 

predictions, attributions became more internal over the course of therapy. They 

theorised that the reason this did not inhibit change in one of the groups was that 

internal attributions are only problematic when the problem is perceived as 

intractable. These results are markedly different to the themes identified in the 

qualitative literature which suggests that a predominating change process is the 

change in attributions about the problem from intra- to interpersonal.  

 

In summary, the quantitative research into change processes covers a broad 

range of topics from the therapeutic relationship, to in session micro-processes leading 

to systemic change. When compared to the qualitative literature, there were many 

similar themes providing a coherent argument about change processes in systemic 

family therapy. This will be explored further below.  

  

Qualitative Results  

Description of qualitative studies. Eighteen qualitative studies were included in 

the meta-ethnography. Data came from 112 heterosexual families of predominantly 

Caucasian heritage, although with more variation than the quantitative sample, with 

several studies explicitly exploring the influence of culture in family therapy. The 

studies were mainly conducted in the USA or Western Europe but also included studies 

conducted in China.  

 

Meta-ethnography 

Five recurring themes were identified; ‘what the family brings to therapy’, ‘the 

therapeutic context’, ‘therapeutic relationships’, ‘therapy processes’ and ‘the nature of 

change’ (see Table 1.9). There were several sub-themes in these categories which are 

described below.  
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What the family bring to therapy. Across the papers it was evident that what 

families bring with them to therapy, as a result of their social contexts and 

experiences, impacts on the change processes that occur. The quantitative literature 

demonstrates that the communication patterns families bring to the therapy can 

interact with the therapy experience to influence outcome. In most of the qualitative 

studies there was explicit reference to problematic communication between family 

members alongside difficult family relationships and in addition to the clients’ 

“presenting difficulty”, aligning with a system’s theory perspective on mental health 

symptoms.   

In all but four of the included papers, families attended therapy with 

entrenched beliefs about the problem, typically locating it within one individual. 

Indeed, even those who had experienced therapy before did not embark on family 

therapy with a systemic conceptualisation of the problem. Linked to the strong beliefs 

families hold about the problem was the notion of a “pathological identity”. In studies 

that highlighted this concept, the “pathological identity” was endorsed by both the 

“identified patient” and their family. These papers suggested that this positioning of 

the patient engendered a “passive powerlessness” over their problems and an 

“othering” of them by their families that changed through intervention.  

Families’ motivation and prior therapy experiences were also important. 

Several studies noted how families’ comfort in entering therapy was influenced by 

factors including their past experiences of therapy and fear of being blamed for the 

family’s problems. This fear of blame may influence families’ experience of 

interventions aimed at resituating the problem in inter- rather than intrapersonal 

processes. Motivation appeared to be relevant to both attending therapy in the first 

place and engaging with the processes within the therapy room. Research suggests it is 

important to believe that both therapy as a whole may be helpful, as well as believing 

that as an individual it is worth engaging with the processes that occur within the room 

for change to occur.  

Clearly, what families bring with them to therapy has implications for how they 

experience the therapeutic context, the way the therapeutic relationship develops and 

the microprocesses occurring within sessions.  
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Therapeutic relationships. The importance of the therapeutic relationship is 

well established in both the qualitative and quantitative literature. Many of the 

constructs identified in the qualitative studies were similar to the multidimensional 

model informing the SOFTA tool for observing the therapeutic alliance (Friedlander, 

Escudero, & Heatherington, 2006). For example, the concept of safety was evident 

across four of the studies, as was the importance of emotional connection with the 

therapist. Similarly, the notion of “shared purpose” in therapy was reported across the 

included literature.  

One sub-theme that arose in the qualitative studies was the influence of 

cultural factors on the development of the relationship. In the studies that explored 

the topic, it was widely accepted that the therapist’s exploration and sensitive 

handling of cultural diversity was important in strengthening cross cultural therapeutic 

relationships. Within the context of a strong therapeutic relationship, cultural beliefs 

and values could be explored without therapeutic rupture. Additionally, one paper 

highlighted the importance of the socio-political context on the development of the 

therapeutic relationship. If racial tensions are high in society at the time of therapy, 

this may elevate families’ expectations of being judged by therapists from other races 

and families’ relationship to their cultural values. Whilst some families reported 

preferring to be matched in their ethnicity to their therapist, others from small ethnic 

minority communities reported that they would prefer not to be matched on the basis 

of ethnicity because the community “talked”.  

 

Therapeutic context. Interestingly, three of the studies suggested that by virtue 

of being in a neutral therapeutic space, families’ patterns of interaction were 

interrupted. For example, where parents would have interrupted their children at 

home they did not in therapy, particularly at the beginning. This somewhat contradicts 

the structural perspective that representative family interactions can be viewed 

consistently from the outset of therapy (Minuchin & Fishman, 1981).  

The majority of papers referenced the importance of the presence of multiple 

family members in allowing open communication within a neutral context. This 

appeared to be linked to the notion of the therapist as a mediator within the family 

system. Interestingly two papers reported that parents frequently resisted the 
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presence of children in the therapy room through rationalising that they were too 

young for the therapeutic tasks that were required in therapy.  

 The presence of a reflecting team added another dimension to the therapeutic 

context. In the four studies that considered the presence of the reflecting team, 

participants found this could increase their anxiety levels and their feelings that they 

were “on show”, but their perspectives were frequently considered helpful. Some 

families reported feeling uncomfortable with the reflecting team because they lacked a 

connection with them.  

 

Therapeutic processes. The processes occurring within therapy are inextricably 

linked to the nature of change, however, they are considered here separately as 

microprocesses that cumulatively contribute to change. One of the most consistently 

reported processes was the promotion of multi-positionality by the therapist. This 

process was perceived as important by many families as allowing them to feel heard 

and see things from the perspectives of others in their family. It also provided the 

opportunity for validation to occur. This was enhanced with the presence of reflecting 

teams which allowed family members a chance to pause and reflect. Multi-

positionality was frequently promoted through the use of systemic techniques such as 

circular questioning. These techniques were referred to across most studies. 

Interestingly, whilst techniques that reconstructed the family’s problems as circular in 

causality were typically well received, in several studies, there appeared to be a link 

between circular questioning and family’s experience of blame. There was evidence 

across some studies that this led to therapeutic rupture and resistance from families.  

The process of validating families’ experience both by the therapist and by 

other family members was considered crucial and was highlighted by eight of the 

papers. The validation occurring by family members of each other was a frequent 

sticking point for families in the therapy process and somewhere within-family 

alliances could rupture.  

Furthermore, being gently challenged by the therapist was found to be 

important in facilitating change, however, there were a few caveats to this. The first 

being that the therapeutic relationship was strong enough that family members felt 
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safe and trusted the therapist. The second being that the challenge was not so far 

outside of the family’s current knowledge that it was jarring to them.  

 

 The nature of change. Changes that occurred for families appeared to 

incorporate both personal and relational changes. Some studies reported changes in 

individuals’ causal attributions. These attributions were implicated both as an 

overarching change in relation to the presenting problem but at a microprocess level in 

relation to individual interactions between family members. The personal changes in 

attribution allowed family members to re-engage with each other in a different way. 

These small changes in interaction led to larger changes in the way families behave 

with each other. Furthermore, five studies highlighted changes in personal beliefs 

about appropriate behaviour, some that were culturally constructed, that changed 

over the course of therapy.  

 Changes in the roles parents undertook was considered important across five 

studies. These changes were predominantly relational, for example parents instilled 

more boundaries with their children which their children responded to by reducing 

their exertion of control; or parents relinquished some of their control and their 

children’s concurrently increased. These changes are concordant with the theory of 

change underpinning structural family therapy (Minuchin, Rosman, & Baker, 1978).  

Similarly, changes in the shared construction of the problem was repeatedly 

cited as a significant shift by families and therapists. These changes were linked to a 

simultaneous change in the “identified patients” positioning within the family. Families 

felt that in session processes such as the promotion of multi-positionality and 

privileging alternative explanation of the family’s difficulties facilitated this process.  

 

Results summary 

In summary, both qualitative and quantitative research suggests that there are 

a variety of interlinked factors implicated in the process of change in family therapy. 

Figure 1.2 provides a pictorial summary of the identified factors and how they may 

interact with one another.  
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Figure 1.2 Change processes in the systemic family therapy literature.  

 
Identified patient “symptoms” 

e.g. Anxiety, behavioural difficulties, low 
mood etc.  

How change happens in family therapy: 

Change in symptom presentation 
resulting in family therapy being 

considered effective. 

What the family bring:  
Pathological identity, beliefs 
about problem, 
communication, relationships, 
expectations, motivation 

The nature of change in 
family therapy: 
intrapersonal and 
interpersonal changes  

In session processes: power dynamics, 
privileging alternative problem 
explanations, promoting multi-
positionality, circular causality, 
validation, specific systemic techniques, 
self-disclosure, gentle challenging 

Therapy context:  
Therapist mediator, 
neutral space, 
reflecting team 
format, general tasks 
of therapy, having the 
family in the room.  

Therapeutic 
relationships: 
selective joining, 
rupture and repair, 
safety and trust, 
emotional 
connection, cultural 
factors, within family 
alliance 
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Discussion 

This review brings together the quantitative and qualitative literature on 

change processes in family therapy. One of the strengths of this review is the 

incorporation of multiple methodological approaches identifying similar change 

processes across the systemic family therapy literature (Baumeister & Leary, 1997). 

Given the diversity of the different processes it is difficult to provide a singular 

narrative of how change happens. The meta-ethnographic approach taken to the 

literature resulted in grouping the different processes into five dimensions to provide a 

descriptive model of how change occurs (Figure 1.2). Each of these dimensions is 

considered further below.  

 What the family brings to therapy comprised a number of factors that 

influenced therapeutic change. The presence of problematic communication patterns 

and difficult family relationships evident in families, in addition to the symptoms of the 

identified patient, fits well within systems’ theory (Bateson, 1972, 1979) and the 

interpersonal conceptualisation of “symptoms”. These results also fit well with specific 

theories of change for different schools of family therapy (see Table 1.1) and mirrors 

families’ descriptions of the nature of the change that occurs, in that they identified 

shifts in both their communication patterns and the roles parents undertook within 

the family system. As well as pre-existing communication patterns, families also came 

to therapy with pre-defined roles. One that was prominent across the literature was 

the pathologized identity of the “patient” who was referred to services. Research 

identified this as a way of reducing blame of the “patient” and responsibility for their 

behaviours, whilst simultaneously dehumanising and “othering” them. Change in these 

roles in both the “patient” and their family facilitated increased responsibility for 

behaviour on all parts and a change in the presenting “symptoms”.  

The therapeutic relationship was identified as highly important in change. Here 

it is conceptualised as an overarching context within which therapeutic processes 

occur whilst simultaneously influencing and being influenced by the therapeutic 

processes. A much-researched predictor of change in individual therapy (Cameron, 

Rodgers, & Dagnan, 2018), the therapeutic alliance is inherently more complex within 

the context of CFT. Consequently, Pinsof and Catherall, (1986) proposed an 

interpersonal dimension within the therapeutic alliance that allowed for disparate 
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alliances within the room. A recent review of the literature examining the therapeutic 

alliance across CFT (Friedlander, Escudero, Welmers-van de Poll, & Heatherington, 

2018) found that despite being consistently related to outcome, there were some 

differences in the strength of the association between the alliance and outcome 

depending on the type of the treatment. Friedlander and colleagues’ review included 

the five quantitative studies included here on the therapeutic alliance. The results of 

these studies were consistent with the broad findings of the review. The importance of 

the within-system alliance in family therapy was highlighted, indicating that split 

alliance frequently resulted in premature termination of therapy or poor therapeutic 

progress. Taken together one might tentatively suggest that change in the within-

system alliance in family therapy may be one process through which the alliance as a 

whole is related to therapeutic progress. This is consistent with family therapy theories 

of change which privilege interpersonal interactions between family members. None 

of the concepts that arose in the included literature were specific to systemic family 

therapy, which seems to concur with the established perspective that the therapeutic 

relationship in CFT is transtheoretical. 

In the individual therapy literature, motivation has also been linked to the 

therapeutic relationship, particularly in the early stages of therapy (Fjermestad et al., 

2018; Richardson, Adamson, & Deering, 2018). Motivation was recognised within this 

review as a relevant factor in how change happens in family therapy but is a more 

complex concept within the context of family therapy due to multiple motivational 

states that may need to be managed within the room. The relationship between 

motivation and the therapeutic alliance in family therapy requires more extensive 

investigation but may go some way to explaining how a split therapeutic alliance 

develops in systemic family therapy and why it might be related to poorer outcomes.  

Many of the dimensions identified fit within a moderate CFT common factors 

model (Karam, Blow, Sprenkle, & Davis, 2015) including the therapeutic relationship 

and the factors clients bring to therapy, although previous therapy experience may be 

differentially relevant depending on the disparity between their previous and current 

experience. Additionally, with the exception of the inclusion of reflecting teams, the 

therapeutic context may also be considered shared with other forms of family therapy 

which also include multiple family members. For example, therapists at times are 
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perceived by families as mediators in their relationship with other family members. 

Whilst this is in line with systems theory and second order cybernetics which situates 

the therapist within family communications rather than positioning them as an expert 

outside of them (Dallos & Draper, 2015), this may occur in all CFT contexts with 

multiple family members in the room.  

However, not all change processes can be considered “common” across CFT. 

Many of the therapeutic processes identified as contributing to change such as the 

promotion of multi-positionality stem directly from specific schools of family therapy 

(Cecchin, 1987; Selvinipalzzoli, Boscolo, Cecchin, & Prata, 1980). Likewise, the specific 

systemic techniques contributing to change, such as hypothesising, circular 

questioning and paradoxical interventions were closely linked to systemic theories of 

change (Cecchin, 1987; Minuchin & Fishman, 1981).  

The nature of some changes experienced by families through systemic family 

therapy interventions also appeared to be directly linked to systemic theories of 

change. However, even when the nature of the change is similar to those achieved in 

other family therapies, the mechanism through which this is achieved appears to be 

different. For example, one might expect changes in attributions in cognitive 

behavioural family therapy (Doss et al., 2005), but this might have been achieved 

through directly challenging individuals’ attributions. In systemic family therapy this 

may have been achieved through promoting multi-positionality. Given the similar 

outcomes, it is clearly important to resist the urge to amalgamate all CFT together, in 

order to gain a greater understanding of the mechanisms through which change 

occurs. Additionally, it is unclear whether an integration of these approaches would 

enhance or reduce the effectiveness of the intervention.  

 

Limitations and Future Research  

 Based on the appraisal of the included studies, there are a number of 

recommendations about how to improve the quality of future studies on change in 

systemic family therapy. Firstly, larger studies including more people are necessary to 

ratify the results from across the field. Where single-case study designs are used, these 

should be planned, with a-priori hypotheses rather than chosen based on the 

interesting characteristics of the case. Secondly, research should take steps to 
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incorporate potential variables such as gender and race of both families and therapists 

that may influence constructs such as the development of the therapeutic alliance and 

microprocesses during therapy. Finally, research should more consistently reference 

the theoretical frameworks and models they are drawing from, even when they are 

integrating practices as this will enhance the field’s understanding of the mechanisms 

through which change occurs.  

The conclusions that can be drawn from the literature is limited by a number of 

factors. There was no diversity in terms of the sexual orientation of participants 

included in this review, as all families included were headed by heterosexual parents. 

This problem is replicated across the literature (Hartwell, Serovich, Reed, Boisvert, & 

Falbo, 2017) and significantly limits the applicability of the findings. Given the 

implications of the socio-cultural context on the development of things such as the 

therapeutic relationship, it is important that these results are not blindly applied to 

populations that have not been included in the empirical research. Similarly, there is 

limited attention the issues of race and class in this literature which again are relevant 

to many of the identified change processes.  

Furthermore, there were gaps in the literature that would benefit from further 

research. The therapeutic relationships with the reflecting teams are likely to be key in 

how participants take on reflecting team’s perspectives and how these teams influence 

change, yet no research specifically investigating this was identified. Additionally, 

further research into the microprocesses of the therapeutic alliance would be 

beneficial in elucidating how the alliance is related to therapeutic change.  

Overall, whilst there are many strengths to this review, there are also a number 

of limitations. A meta-ethnographic approach to data analysis shares similar limitations 

to those in empirical qualitative literature. It is inherently influenced by the 

researchers’ own biases. In this case the main researcher was familiar with systemic 

theories of change prior to conducted will the analysis, which may have primed her to 

interpret the data in a particular way. Similarly, as a white, middle class female, the 

researcher’s biases may have limited her in her interpretations of data related to race 

and class.  

Furthermore, despite the benefits of incorporating change process research 

from both qualitative and quantitative perspectives, there are also limitations to this 
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approach. For example, it was not within the scope of this project to extensively 

explore any subtle differences in the outcomes of the qualitative and quantitative 

literature which may have arisen from the different focuses of the approaches. 

Similarly, the analysis of each body of literature was likely influenced by the other. For 

example, knowledge of the information from the quantitative literature may have 

influenced the interpretation of the qualitative literature and vice versa. Further to 

these issues, the different epistemological and ontological stances most commonly 

taken by qualitative and quantitative research could call into question whether they 

can be usefully combined in a results section of a review. Whilst realism underpins the 

majority of quantitative research, it is rarely the foundation for qualitative research 

and conversely, relativism commonly underpins aspects of qualitative research but is 

seldom the basis for quantitative enquiry (Braun & Clarke, 2013). This divergence was 

one of the reasons the quantitative and qualitative results were presented separately 

here, however, it is worth considering how the different frameworks underpinning 

these methodologies might influence the conclusions drawn and implications of the 

research.  

 

Clinical Implications 

There are numerous common change processes that should be considered by 

practitioners of systemic family therapy in clinical practice, alongside those related to 

their specific theoretical orientations. 

 This review demonstrates that families frequently enter therapy with 

dominant descriptions around the identified patient being problematic. It is the 

clinician’s role to hold space for the subjugated problem explanations offering the 

opportunity for validation of family members’ perspectives from the therapist and 

more crucially from other family members. This can help to shift problem accounts 

from intra- to interpersonal and lead to symptomatic change. These processes may be 

more likely to occur when there are multiple family members present. This should be 

considered by practitioners when they are establishing the therapeutic context, even 

when there is resistance from family members (Moore & Seu, 2010).  

For practitioners of systemic family therapy, attention needs to be given to the 

techniques that they are using in the broader context of what families bring to 
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therapy. For example, when employing circular questioning techniques, it is important 

to understand other family members fear of being blamed for the identified patients’ 

difficulties as this may influence their experience of the questions/statements, which 

may consequently influence the therapeutic relationship and overall engagement. 

Additionally, families’ pre-existing communication patterns may be crucial in what they 

take from therapy.  

As expected, the therapeutic alliance was found to be a critical factor in 

systemic family therapy that needs attention, most specifically the importance of the 

within system alliance in therapeutic change. Therapists allying with individual family 

members, in order to enhance the within-system alliance occurred frequently. This 

aligns with the concept of selective joining, where therapist may focus on their alliance 

with one family member in order to transform the within-system alliance (Sutherland 

& Couture, 2007). This should be considered by practitioners when they are aiming to 

improve the within-system alliance, there is risk of or has been a therapeutic rupture. 

Additionally, where reflecting teams are used, further consideration around the 

therapeutic relationship is required as how family members experience their 

contributions may depend on their relationship with the team (Pandya & Herlihy, 

2009).  

Within therapeutic relationships, the self of the therapist is also important. 

Self-disclosure from the therapist was considered key by many of the studies, as were 

the therapists personal characteristics such as race and gender. Furthermore, how 

therapists were drawn into family communication patterns was important in 

therapeutic alliance and outcome (Rynes et al., 2014). Whilst research is lacking in this 

area, particularly in relation to the selves of reflecting teams, these results indicate the 

importance of developing self-reflexivity in clinical practice and monitoring the role of 

the self within the clinical system.   

 Finally, despite evidence for many common factors across CFT and systemic 

family therapy, practitioners integrating clinical practices from different theoretical 

approaches and models should be clear about the change processes they are aiming to 

instigate in their choice of technique, as they may not consistently work well together. 

For example, promoting multi-positionality from a systemic perspective could feasibly 

jar with the direct challenging of family member’s attributions that might be occur 
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within a cognitive behavioural family therapy approach leading to family members 

feeling invalidated by therapists or to therapeutic rupture.  

 

Conclusions 

In conclusion, several dimensions were identified as part of the change process 

in systemic family therapy. Some of these factors fit within a moderate common factors 

model of CFT, whilst others are more specifically related to systemic family therapy. 

Future research would benefit from expanding on the already established literature with 

greater scientific rigor and clarity around therapeutic intervention. Furthermore, given 

the variation in how change is achieved the field should resist amalgamating the CFT 

literature, examining closely the mechanisms that are not transtheoretical. Only through 

this examination can we understand what works in systemic family therapy, why and for 

whom.  
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Background 

Emotional and Behavioural Difficulties in Childhood and Adolescence 

The most recent UK data (Green, McGinnity, Meltzer, Ford, & Goodman, 2004) 

indicates 10% of children and young people (CYP) will experience mental health 

difficulties. Half of them present with mixed emotional and behavioural difficulties, 

including diagnoses like ‘conduct disorders’ (Meltzer, Gatward, Goodman, & Ford, 

2003). Referrals for emotional and behavioural difficulties account for around 30% of 

referrals to specialist Child and Adolescent Mental Health Services (CAMHS) (Smith, 

Kyle, Daniel, & Hubbard, 2018) and are the most likely to be rejected. The implications 

of these difficulties are manifold and chronic (Burke, Rowe, & Boylan, 2014; Munkvold, 

Lundervold, & Manger, 2011), with long-term repercussions for individuals, families 

and wider society. Addressing these difficulties represents a pressing challenge for 

public health services supporting CYP.   

 

Parenting Interventions and Problem Behaviour 

Research indicates a bidirectional relationship between parental and child 

behaviour in children’s emotional and behavioural difficulties (Burke, Pardini, & 

Loeber, 2008; Rolon-Arroyo, Arnold, Breaux, & Harvey, 2018). This may partly explain 

why parenting interventions are consistently efficacious and effective (Gardner & 

Leijten, 2017) both preventatively and once problems are evident (Pickering & 

Sanders, 2015). Accordingly, these interventions have become a mainstay of tackling 

emotional and behavioural difficulties in 3- to 11-year olds, enshrined in government 

policy (NICE, 2013) and implemented across the UK.  

Parenting interventions aim to change parenting practices and consequently 

improve children’s behaviour and emotional wellbeing. They are traditionally 

underpinned by social learning theory (Bandura, 1977) and cognitive behavioural 

theory (Medlow, Klineberg, Jarrett, & Steinbeck, 2016). The Triple P Positive Parenting 

Programme (Sanders, 1999) and the Incredible Years Parenting Programme (Webster-

Stratton, 1992) are two examples of the comprehensive, manualised programmes that 

have been developed from these theories to be delivered by professionals to groups of 

parents. Research demonstrates parenting interventions change parenting behaviour 

and consequently CYP’s behaviour in both the short- and long-term (Medlow et al., 
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2016; Menting, de Castro, & Matthys, 2013). Whilst programme content is important, 

additional factors contribute to parental behavioural change. Interpersonal processes 

like group cohesion, universality of experience, and supporting other group members 

are thought to be key mechanisms in facilitating behavioural change in both 

adolescent and adult psychoeducational groups (Burlingame, McClendon, & Yang, 

2018; Lipman et al., 2010; Lipman et al., 2007; Shechtman & Leichtentritt, 2010; 

Yalom, 2005). Additionally, long-term maintenance of parental behaviour change is 

likely mediated by factors implicated in long-term behaviour change such as 

individuals’ motivation, ability to self-regulate, psychological and physical resources, 

habit, environment and social influences (Kwasnicka, Dombrowski, White, & Sniehotta, 

2016)  

Where parents of 3-11-year-olds have widespread access to parenting 

interventions, parents of adolescents have comparatively few options. One reason may 

include difficulties designing interventions tackling the additional complexities of 

parenting adolescents: the exploration of adult identities, greater peer influence and 

identification, and increasing desire for autonomy (Moffitt, Caspi, Harrington, & Milne, 

2002). Although interventions such as Teen Triple P (Ralph, Stallman, & Sanders, 2004) 

and the STOP Programme (Ministry of Parenting, 2017) exist, there is little research, 

further perpetuating the lack of availability. A recent systematic review (Medlow et al., 

2016) found only nine studies in this area. They highlighted the positive effects of 

intervention on adolescent behaviour both at group close and short-term follow-up; 

however, longer-term follow up (over 6 months) is routinely missing. At present, no 

NICE guidance exists around interventions for parents of adolescents.  

 

Service Context 

In 2016, “Wiltshire’s transformation plan for children and young people’s 

mental health and wellbeing” identified a gap in service provision for parents and 

carers of adolescents requiring social, emotional, and mental health support. In 

response, the Ministry of Parenting, in conjunction with local CAMHS services, was 

commissioned to enhance access to evidence-based parenting interventions for carers 

of adolescents. Following the training of local CAMHS professionals, STOP was 

deployed across Wiltshire.  
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Initial evaluation of the programme’s implementation relied on administration 

of the Strengths and Difficulties Questionnaire (SDQ) and Parental Stress Scale (PSS) 

during the first and final sessions (McCann & Folwer, 2017) to assess key outcomes of 

group participation. The SDQ measures parental reports of the CYP’s behaviour, giving 

a rating indicative of their risk for emotional, behavioural or concentration difficulties. 

The PSS measures parents’ stress related to their role as parents (Appendix B.1 & B.2). 

Session-by-session ratings and an open questionnaire at the end of the programme 

were also administered to establish the programme’s acceptability. Data collected 

from the preliminary group demonstrates a trend of improving scores across the SDQ 

and PSS: 5/9 of the identified teens reduced from very high risk to medium risk on the 

SDQ and 8/12 parents showed stress reduction. The end of programme feedback also 

demonstrated the programme is feasible and acceptable to parents. However, there 

has not yet been post-group follow-up, which is necessary to better understand the 

group’s impact for parents and teenagers.  

 

Project Aims  

 By enhancing the understanding of parents’ experience of the STOP 

Programme, this project aims to support Oxford Health NHS Foundation Trust in 

addressing identified gaps in service provision. Additionally, this research explores how 

changes are made and maintained in response to the programme, adding to the wider 

literature base. These aims stemmed from an examination of the current literature, 

the information already gathered by Oxford Health NHS Foundation Trust about the 

programme’s delivery and an initial consultation with the STOP Programme co-

ordinator about what further information they needed in order to guide their roll out 

of the programme.  

 These aims were achieved using semi-structured interviews administered at 

least 3 months after the completion of STOP to retrospectively explore group 

members’ experiences, their perception of any resulting changes, whether they 

maintained these changes, and whether they need further support to maintain these 

changes. This approach will enhance the aforementioned quantitative findings.  
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Research Questions 

Main research question. How can Oxford Health NHS Foundation Trust deliver 

the STOP Parenting Programme in a way that supports parents to maintain and 

improve on outcomes long-term? 

 

Subsidiary questions: 

1. What were parents’ experiences of STOP? 

2. Do parents perceive themselves to have made and maintained changes to their 

parenting at follow-up as a result of STOP? 

3. What are parents’ perceptions of the best way to support long term changes 

after the group? 

4. What were the most important features of the group and are there things that 

could be adapted? 

5. How best might long-term outcomes be routinely monitored? 

 

Methodology 

Study Design 

 A qualitative approach was deemed the most suitable methodology to answer 

the aforementioned questions and is often used in research to examine participants’ 

experiences and change processes (Smith, unpublished thesis; Braun & Clarke, 2013). 

The main researcher took an epistemological approach of critical realism, which 

assumes there is an objective reality but our perception of this reality is influenced by 

personal experiences and context, which fits well with this methodology and proposed 

analysis (Clarke & Braun, 2017).   

 

Ethical Approval  

 Ethical approval was granted by the University of Bath ethics committee 

(reference number: 18-196) and Oxford Health R&D (Appendix B.5). 

 

Recruitment 

 Sampling. Voluntary sampling, from two STOP groups run across Wiltshire from 

January-July, 2018, was used to gather enough data to answer the research questions 
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(Braun & Clarke, 2013). One group received a facilitated three-month follow-up 

session, the other group did not. There were 14 group participants across the two 

groups, 13 of whom agreed to be contacted by the primary investigator (PI).  

 

Participants. All participants were contacted three months post-group 

completion. Seven parents (four mothers and three fathers) consented to be 

interviewed. One couple were amongst those interviewed. Four participants were 

from one STOP group and three from the other. Those who did not participate either 

did not respond to researcher contact (4/6), declined because they were too busy, or 

their teenager was in crisis.   

 

Procedure 

 Method. Participants were invited to participate in the research by email, 

telephone or post three months after group completion. Information sheets were 

posted or emailed at first contact with the researcher. Interviews were arranged once 

participants had expressed an interest in participating. Participants gave consent via 

online or paper forms and were interviewed by telephone, videocall, or in person. 

Consent was revisited at the beginning of each interview and participants could ask 

questions before the interview commenced. The interviews lasted 30-60 minutes. 

Once complete, participants were debriefed and given a £10 online shopping voucher.   

  

Interviewers. Five of the seven participants were interviewed by a trainee 

psychologist (the main researcher) and two by an assistant psychologist. Both 

researchers have CAMHS and research experience and some experience with 

parenting interventions.  

 

Materials. The semi-structured interview (Appendix B.3) was co-constructed 

with STOP facilitators for two reasons. First, the collaboration was intended to increase 

engagement and implementation of research outcomes (Colquhoun, Squires, 

Kolehmainen, Fraser, & Grimshaw, 2017). Second, it enabled integration of the 

knowledge accumulated by the facilitators. The co-constructive aspect of the research 

had a number of phases. Following the initial consultation with the co-ordinator of the 
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STOP Parenting Programme that guided the aims of the project, the principal 

investigator collated a list of possible questions that may have facilitated these aims. 

This was then shared with the STOP co-ordinator and in turn with STOP facilitators for 

feedback. Once feedback was received, this was incorporated into the interview 

schedule, before the final draft was shared with facilitators and the co-ordinator for 

approval.  

The final interview consisted of five open-ended questions with a number of 

additional prompts where necessary.  

 

Data Analysis 

 Braun & Clarke’s (2006) six recommended phases of thematic analysis were 

followed during data analysis. A semantic approach was utilised to examine what 

parents overtly stated. These statements were subsequently interpreted through the 

lens of current literature. The PI transcribed all interviews to familiarise herself with 

the data, re-reading transcripts several times, and keeping notes about possible codes 

throughout. Transcripts were systematically coded, generating possible themes.  

A second researcher, also a Trainee Clinical Psychologist, read and coded 

transcripts independently of the PI to increase analytic rigor. Additionally, themes 

were discussed with the research supervisor and group facilitators to ensure veracity. 

They were then reviewed and refined, resulting in various main and sub-themes (see 

Appendix B.6 for thematic maps through the analysis process).  

 

Findings 

Analysis resulted in five main themes and 12 sub-themes (see Table 2.1). These 

will be explored in turn and illustrated using direct quotations from parents and carers 

(see Appendix B.7 for example thematic table and quotes)   
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Table 2.1  

Summary of themes and sub-themes.  

Themes Sub-themes (with descriptive details) 

What influences 

initial engagement?  

Barriers to engagement 

• Stigma and concern about other attendees 

• Negative prior experience of parenting interventions 

• Lack of clarity about the group and group 

expectations 

Factors that aid engagement 

• Contact with facilitators before the group started 

• Positive relationship with the referrer 

• Positive expectations about the course 

• Embracing the unknown.  

The nature and value 

of the STOP 

Programme.  

Why this course is important  

• The universal challenges of parenting teenagers 

• Parental relief at being offered support  

• It’s more useful than other courses 

Course content and its delivery 

• The teenage brain, disengaging from arguments and 

the power of language  

• Active participation was helpful 

Room for improvement 

• The course isn’t for everyone 

• Participants wanted additional topics to be included.  

The importance of 

the facilitators.  

Facilitator roles  

• Keeping the group on task  

• Safe challenging of parental patterns 

Facilitator qualities  



 75 

Group dynamics. I am not alone… 

• Shared experiences reduced parental shame and 

stigma around group attendance 

• Peer support was essential to the experience 

Learning from each other  

Factors that influence 

change.  

Barriers to change  

• External factors e.g. teenagers’ perceptions of their 

treatment, peer groups and life getting in the way 

• Parental system factors e.g. parental disagreement, 

only one parent attending the group and parental 

preconceptions. 

How change happens and what helps  

• Focus on the parenting task facilitated change 

• Additional strategies for difficult situations 

• Homework tasks and embracing the programme 

suggestions.  

 
What influences initial engagement?  

One of the first challenges of organising a parenting group is engaging parents 

and carers.  

 

Barriers to engagement. Whilst the group participants overcame barriers to 

their engagement, these factors may discourage attendance for others and are thus 

important to note. One consistently reported barrier was concern about other group 

attendees: 

 

It was a preconception that we all had, that we would be there with the rough 

of Wiltshire erm, having a problem with their kids. (Parent 1; Female)  

 

Previous negative experiences of parenting interventions were also important in 

parents’ decisions about attendance:   
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I suppose because I’d done one maybe I was just apprehensive doing another 

one thinking it’s just going to be another parenting group; it’s going to be… 

weeks long and you’re just going to be falling asleep. (Parent 5; Female) 

 

Furthermore, some felt they lacked clarity about the group, group expectations and 

how it would be different from other parenting groups:  

 

I didn’t really know whether there was a difference [between this and other 

courses] erm because all the courses that I’ve done are about meeting up with 

parents who have similar issues. (Parent 4; Female)  

 

 Factors that aid engagement. Parents valued contact with facilitators and 

opportunities to ask questions before the group: 

 

We had a home visit, one of the ladies came out and she did go through quite a 

lot of what was involved which then made us decide to go. (Parent 6; Male)  

 

Additionally, some reported attending the group because of their relationship with the 

referrer: 

 

I think I just agreed to go to start with because, just to keep people happy. 

(Parent 5; Female) 

 

When parents expected the course to positively impact their current difficulties, they 

were more likely to attend: 

 

I felt it was perhaps going to maybe re-introduce ways of dealing with problem 

behaviour or introduce new ways of dealing with problem behaviour. (Parent 7; 

Female)  

 

Ultimately, some reflected they needed to embrace the unknown to attend the first 

session:  
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I don’t think there’s anything else I could have been told in advance; you don’t 

know until you get there. (Parent 1; Female)  

 

The nature and value of the STOP programme 

This theme encompasses the nature of STOP in terms of its content and 

delivery, the context that makes the course necessary, and consequently the course’s 

value. It also includes parental recommendations of improvement. 

  

Why this course is important. Parents reflected the course was valuable in 

managing the universal challenges of parenting teenagers in addition to the specific 

challenges they faced with their own teens. They reflected: 

 
The reason this programme exists is because this is a problem area, kids of this 

age are tough to deal with. (Parent 2, Male)  

 

Parents described relief at being offered support following the challenges they were 

facing at home: 

 

To actually be given the opportunity to explore some different erm, ways of 

perhaps trying to manage it is a very welcome opportunity. (Parent 3, Male) 

 

This relief was paramount given parents’ struggle to get individual CAMHS support:  

 

Unfortunately, with cuts etc it’s very hard to get any help from CAMHS. (Parent 

1; Female)  

 

Several participants reflected the course was more valuable than others on offer and it 

should be more widely available:  

 

If you’ve been to other things, other groups, whatever you know just forget 

what they say… I’m not saying forget, but go to this group you know, go to the 
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STOP programme and see what they’re offering and how they do it because 

you’ll probably learn more there. (Parent 6; Male)  

 

Course content and its delivery. Participants recalled finding value in every 

session:  

 

There was a snippet of something to take away every week (Parent 2; Male)  
 

 
Key course content for parents included the teenage brain, disengaging from 

arguments with your teenager, and learning about the power of language:  

 

The ones that were about the brain and erm the children’s development, I 

think that was something that really stuck with me (Parent 7; Female)  

 

The emphasis on active participation also felt useful:  

 

I loved all those bits you know where we were writing on flip charts or getting 

hold of the tug of war rope or you know moving about. That really helped, you 

know, I can visualise that when I’m thinking about the situation (Parent 4; 

Female)  

 

Finally, participants found the supplementary information helpful:  

 

I really appreciated all the handouts that they gave us, because then I would 

come back, and I’d read them, and I’d look things up. (Parent 1; Female)  

 

 Room for improvement. In spite of the overwhelmingly positive response, 

parents highlighted some limitations and had some improvement recommendations. 

Parents reflected the course would not suit everyone:  
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I mean a course of this nature has to cover a lot of bases. It’s got to be all things 

to all men and women basically and I think for that reason it’s going to be hit 

and miss a little bit on some details. (Parent 3; Male)  

 

There sometimes appeared a mismatch between developmental stages of individual 

children and the proposed exercises:  

 

Probably the sessions on sexual health and things like that [were less useful] 

because my son is emotionally very young… so at the moment we’re not having 

to deal with that. (Parent 7; Female)  

 

Parents felt they would have benefitted from having all the optional sessions:  

 

There was two extra sessions which you could pick two of four subjects and 

maybe it might have been worth I mean if they could put in four extra sessions 

or go over all 4 subjects…I think all of them are relevant. (Parent 6; Male)  

 

Participants also suggested some additions, including information about trauma and 

children with additional needs, and desiring access to information for future learning.  

 

The importance of the facilitators 

 Parents consistently reported that the group facilitators, their multiple roles, 

and personal qualities were integral to the group’s running and what they got out of it.  

 

Facilitator roles. The roles facilitators fulfilled were crucially important to the 

way the group ran and in what parents got out of it. For instance, facilitators were 

responsible both for keeping the group on task and ensuring everyone was engaged:  

 

They held the room and the space so that everybody could contribute… so 

there wasn’t anybody that was over-dominant which you know can really affect 

the dynamics of the group. (Parent 4, Female)   
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[Facilitator names] who were presenting it were very good at staying on 

message… And not being drawn off at tangents. (Parent 3, Male) 

 

It seemed important participants were challenged in a safe constructive way by 

facilitators: 

 

They were very positive and constructive [but] there was enough challenge 

there to make you think (Parent 4, Female) 

 

Parents valued the facilitators’ role in nurturing them during difficult times:  

 

Being made to feel a bit special and looked after was just great (Parent 1, 
Female) 

 

Additionally, parents appreciated that facilitators had considered pre-existing 

relationships between group members, group size and confidentiality: 

 

For me if I’m in a larger group I find it more difficult to be involved and erm, put 

so much into the group (Parent 7, Female) 

 

I didn’t feel reserved about sharing anything and I don’t think anybody else did 

because we didn’t feel like it was going to go back anywhere (Parent 4, Female)  

 

Facilitator qualities. Every parent reflected on the personal qualities of group 

facilitators, which were consistently reported as “friendly” “warm” “understanding” 

“approachable” “perceptive” “supportive” “empathetic” with “an element of 

compassion”  

 

They were really nice and helpful, and you know, they couldn’t do more if they 

tried to be helpful and friendly, they made it if you can use the word ‘exciting’… 

you know you wanted to go back. (Participant 6, Male)  
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Parents also felt that shared experiences with facilitators was important in aligning 

with them:  

 

Sometimes you can go to courses and you feel almost like the person there is … 

they’ve never experienced what you have… it felt like they were really part of 

the group rather than just running the group. (Participant 7, Female)  

 

Group dynamics  

 Parents unanimously reported their group membership as the most important 

part of their experience, fitting previous research about the group as mechanism of 

change. Parents reflected that this normalised their challenges and they learned from 

other parents’ experiences. 

 

 I am not alone. Shared experience with other parents was an important factor 

to most parents: 

 

The main benefit was listening to other people’s problems and thinking “ok, 

that’s not as bad as we’ve got it” “ok well ours does that and ok it’s not 

unusual”, so for me that was the most useful thing. (Parent 2, Male)  

 

Sharing these experiences reduced parents’ shame around their parenting: 

 

I think probably the overriding positivity thing was that we’re not alone in this, 

you feel like a crap parent because your child is doing this, but there’s so many 

others out there doing, having similar problems and once you start to realise 

that you relax and that’s the help. (Parent 1, Female)  

 

Simultaneously, the group challenged parents’ preconceptions about the type of 

parents who attend parenting groups: 

 

It was normal, hardworking, decent parents, who were just struggling through 

one issue or another (Parent 1, Female)  
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Overall, the peer support offered by the group was essential: 

 

We managed to form a very good self-support network, mutual support 

network and we’re all still in touch… there’s been a lot of mutual help going on 

after the course, erm which is something good that’s come out of it. (Parent 3, 

Male) 

 

Learning from each other. Parents’ shared experiences provided them with 

opportunities to learn from each other:   

 

You get one hell of a lot of insight from the other members of the course 

because some have had the same experience. (Parent 3, Male) 

 

They also provided parents with opportunities to share their own knowledge and skills:  

 
I think you could then give people different ways of how you deal with things 

like you could suggest something and they could say “ah I could try that idea” 

you know how you could change things around. (Parent 6, Male)  

 

Factors that influence change 

 The final theme focused on multiple factors influencing change, including 

interpersonal factors as vehicles for change. Parents reported developing new skills 

throughout the programme and adding to their “toolkit”, ultimately augmenting their 

parenting. Whilst some factors facilitated these changes, others impeded change.  

 

 Barriers to change. Barriers to change included external factors and those 

within the parental system, including parental disagreement on parenting techniques: 

 

There were only two sessions I hadn’t really implemented… and again that’s 

partly because of my ex’s behaviour (Parent 4, Female) 
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Changes at home appeared more difficult to make when only one parent was able to 

attend: 

 

We would have benefitted more from both of us having been on it without a 

doubt… It’s very difficult to try and share and impart the er you know, what’s 

been going on and trying to implement some of these strategies if the other 

person’s not totally conversant with them. (Parent 3, Male)  

 

Parent perceptions of techniques and acceptability to their teens were also obstacles:  

 

I’m sure that there is a way, but I don’t think that they, the psychological 

language and methods that we were being given, were going to work. (Parent 

2, Male)  

 

External factors that influenced change included teenagers’ perceptions of how they 

should be treated: 

 

[Child] was here last night, and he said, ‘I understand as a teenager you need 

boundaries Mum, because that’s how you feel safe, but I didn’t get that when I 

was 15’. (Parent 4, Female) 

 

Peer groups were also perceived to be a significant influence: 

 

He’s mixing with completely the wrong type of children and the risk, the risk 

that he’s putting himself in is nothing that he wants to listen to us about. 

(Parent 2, Male) 

 

Despite parents’ best efforts, sometimes life just got in the way:  

 

Actually, if I didn’t go out and earn the money, we’re not going to be able to 

afford to eat or you know won’t be able to pay my rent so I’m just going to 
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have to ignore the fact that you’re going out and doing drugs. (Parent 4, 

Female) 

 

How change happens and what helps. Various factors helped parents make 

changes during and after the group. Firstly, parents’ perspectives altered by virtue of 

focusing on the parenting task: 

 

The STOP course has helped in terms of focusing your mind on these issues and 

it’s good at informing your decision or analysis of these things. (Parent 3, Male) 

 

Additional strategies increased parents perceived control in difficult situations: 

 

It’s opened my eyes to a lot of possibilities, a lot of tactics, a lot of erm ways of 

dealing with situations, so it has been, it has been beneficial (Parent 3, Male) 

 

Parents also found changes easier when the programme connected with their other 

roles in life for example, by mirroring professional training they had completed: 

 

I hadn’t really made the link that all the stuff you do in professional training 

actually can relate to personal relationships as well. (Parent 1, Female) 

 

The emphasis on practicing tasks at home and being asked about them weekly was 

important in disrupting patterns of parent-adolescent behaviour: 

 

It was useful for us to come away each week and try to do something different 

the following week… that was always quite a useful thing to do because it was 

in your mind that you were going to be asked the following Tuesday whether 

you’d tried it and how it worked. (Parent 2, Male) 

 

Similarly, fully engaging in these tasks was perceived as key to change: 

 



 85 

This is not your run of the mill parenting course, this is about toolkit and 

strategies and you need to have a commitment to working with the homework 

every week (Parent 4, Female) 

 

Parents perceived long-term effort as crucial to change: 

 

I guess it’s just thinking, it’s trying to think and then every time you slip and 

think “ah I should have done it that way” … then you know it’s going to become 

habit at some point. (Parent 1, Female) 

 

Besides course content, parents also made suggestions about supporting long-term 

change. One participant described feeling they had been ‘cut-loose’ at the end of the 

group and follow-up might have been beneficial: 

 
It would have been nice if there would have been some way of checking in… 

Once the group finished … you did feel a bit out on your own (Parent 7, Female) 

 

Those who received a facilitated three-month follow-up found this enhanced group 

support and their attention on parenting:  

 

Our [social media] group over the summer was really supportive erm and I 

think the fact that we had that hook to come back together… was part of the 

momentum (Parent 4, Female)  

 

Opportunities to revisit information were also suggested as helpful:  

 

Maybe if I start struggling maybe if we could go on the group again… because 

after a while, things do slip (Parent 5, Female) 
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Discussion 
 

The present study aimed to explore how the STOP Parenting Programme can 

best be delivered to support parents to maintain and improve on outcomes long-term 

by facilitating understanding of parents’ lived experiences of the group and what 

helped them make and maintain change.  

The first challenge of any intervention is getting people to attend the first 

session. Recent research into parenting interventions indicates up to 25% of parents 

do not attend the first session, with a further 26% dropping out later (Chacko et al., 

2016). At best this means only half of all parents who could benefit actually complete 

the intervention. The challenges faced by facilitators in engaging parents are illustrated 

by the study results, not least the stigma associated with attending parenting 

interventions evident here and replicated elsewhere (Khan, Parsonage, & Brown, 2013; 

McGoron & Ondersma, 2015). Research suggests various strategies might be 

efficacious in increasing parental attendance and reducing attrition rates, including 

brief engagement with families prior to intervention to explore psychological and 

physical barriers to attendance as well as strategies like motivational interviewing 

(Finan, Swierzbiolek, Priest, Warren, & Yap, 2018; Ingoldsby, 2010). Provision of non-

stigmatising information prior to the programme may similarly encourage engagement 

(Khan et al., 2013). Our results parallel previous research indicating that a good 

relationship with the referrer makes attendance more likely (Hampton-Robb, Qualls, & 

Compton, 2003). Many strategies indicated by the literature are already employed by 

STOP Programme facilitators and were recognised as beneficial by this study’s 

participants (see Table 2.2 for recommendations).  

As with other parenting interventions, parents here reported positive 

outcomes regarding their parenting. They referred to specific course content as helpful 

in changing their understanding of their teenager and developing new skills. They also 

reflected that the group enhanced their focus on parenting, further facilitating change. 

The change led to a logical recommendation from parents that a follow-up session at a 

later date would further promote this change. The practice of running follow-up 

sessions as a way of embedding skills and learning is not new (Madigan, Paton, & 

Mackett, 2017), but further research is necessary to establish the efficacy of this 
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approach. Perceived barriers to change reflected those already established in the 

parenting literature, including competing demands (Rostad, Moreland, Valle, & 

Chaffin, 2018), parental discord, and differences between parental approaches to 

parenting (Krishnakumar & Buehler, 2000). Additionally, parents cited external factors 

like child characteristics and peer groups as barriers to change. This is problematic 

because parenting interventions do not consistently address parental attributions that 

have implications both for parental self-efficacy and changing parenting behaviour 

(Sawrikar, Hawes, Moul, & Dadds, 2018).  

Our results suggest parents perceived various benefits from attending the 

programme besides the strategies and skills they learnt. The role of interpersonal 

processes appeared particularly pertinent, which fits well with previous research in 

psychotherapeutic groups. Yalom (2005) indicates therapeutic factors in group 

psychotherapy include interpersonal learning, sharing information, and universality of 

experience amongst others; all of which were consistently evident in the current 

results. These results suggest parenting programmes may be therapeutic by virtue of 

their powerful group context, resulting in shame reduction and, although not 

specifically reported here, positively affecting parental self-esteem (Lipman et al., 

2010). Our findings augment results from quantitative analysis of outcome measures 

(McCann & Folwer, 2017) demonstrating that parenting stress reduced following group 

intervention and indicating that group dynamics may be responsible for this reduction.   

 
 
Clinical Recommendations 

Six recommendations were made regarding how the STOP Programme could be 

implemented to better meet parents’ and carers’ needs (see Table 2.2). These 

recommendations were fed back to the service and have been incorporated into 

practice (Appendix B.8).  
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Table 2.2 

Service recommendations.  

Recommendation Why and how to implement recommendations 

Protect time for personal 

contact between group 

facilitators and group 

members prior to the group 

starting.   

 

Personal contact with group facilitators was identified 

as a key way of engaging parents in the group.   

Parents should be able to 

access additional 

information about the STOP 

Programme via a website.  

Misconceptions about the group were identified as a 

barrier to engagement. Additional information should 

be provided including: 

• FAQs section  

• The differences between the STOP programme 

and other parenting interventions available in 

the area, for example highlighting the active 

participation elements.  

• Video testimony from parents about the group 

and its benefits.  

This information should be available to both referrers 

and parents thinking of attending the group.  

 

Where possible try to 

engage all caregivers in the 

group.  

Parents identified single caregiver attendance at the 

group a barrier to making changes. Inviting multiple 

caregivers to attend the group may enhance the 

groups effectiveness and improve long term 

outcomes.  

 

Make developmentally 

appropriate adaptations for 

all homework activities.  

Parents describe a mismatch between some of the 

exercises and their teen’s developmental stage. 

Awareness of teenagers’ ages across the group and 
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spending enough time on homework adaptations may 

be beneficial. If tasks might become relevant in the 

future, explore how parents might employ techniques 

at future time points.  

 

Incorporate parental 

feedback into facilitator 

training workshops e.g. 

through a video or parental 

attendance.    

Parents identified facilitators as key in their 

experience of the group. Feeding back their 

perceptions into facilitator training may help new 

facilitators to understand what’s important to 

parents. This feedback may include parental 

perspectives on what’s helpful from a facilitator, 

which may enhance the effectiveness of a group.  

 

A one-off “top-up” session 

held 3 months after the end 

to support parents in 

maintaining change.    

Parents identified a top-up session as helping 

maintain their focus on changing their parenting 

strategies. This may enhance the effectiveness of the 

group and reduce the need for individual follow-up.   

Groups should be set up in a 

way that enables 

sustainable evaluation of 

medium- and long-term 

outcomes. 

To ensure the long-term viability of the STOP 

Programme implementation, it is important to 

establish its effectiveness. To do this a number of 

steps should be taken: 

• Routinely send out follow-up questionnaires 

after a period of 3 months or incorporate 

them into a follow-up group session.  

• Collect consent from people at the beginning 

of the group that would allow them to be 

contacted should they drop out to find out 

why.  
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Limitations and Future Directions 

Despite allowing collection of rich and in-depth data, qualitative methodology 

can limit the generalisability of results. Additionally, qualitative research is vulnerable 

to the inherent biases of the researcher. The PI in this case had run several parenting 

interventions which, whilst it allowed her to interpret the research findings in the 

broader context of parenting literature, may have reduced sensitivity to other 

perspectives. As well as the steps we took to mitigate these biases, for example 

engaging an independent researcher as part of the data analysis, these findings would 

be augmented through routine qualitative and quantitative follow-up at all time 

points.  

Future research would benefit from interviewing group members across many 

of the other STOP Programme groups. This would give a sense of the generalisability of 

the results and allow us to understand the influence of different facilitators on group 

outcomes. Interviews conducted more than three months after the group was 

completed with provide additional understanding of the long-term implications of 

group membership.  

Finally, it should be noted that consent to contact participants for this research 

was only obtained during the final group session, meaning parents who did not attend 

that session could not participate. Future research engaging individuals who dropped 

out of the programme or those who decided not to attend would be beneficial in 

further elucidating the best way to support parents and carers of teens with 

emotional, social, and mental health difficulties in a local context.  

 
Conclusion 

This study qualitatively explores parents’ experiences of the STOP Programme 

with the aim of augmenting its rollout and the benefits of the programme for families. 

Parents’ overwhelming response to the programme was positive and they were keen 

to ensure that this is a service that continues to be offered by the Trust. The 

implications of this study for the ongoing provision of the programme locally and 

nationally are manifold, particularly in conjunction with recommendations around 

enhancing the programme’s effectiveness.  
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Exploring Social Identity Processes in People with Mental Health Difficulties.  

Literature Review 

 

The Social Identity Approach to Health and Wellbeing 

The social identity approach suggests when individuals internalise group 

membership, i.e. a social identity, this influences how they understand themselves, 

shaping their beliefs and behaviour (Tajfel, 1978; Tajfel & Turner, 1979). Increasingly 

research suggests that social identity is a mechanism through which wellbeing is 

impacted by social context (Haslam et al., 2009), however, the impact of these 

identities is contingent on a number of factors. For example joining a group can 

positively impact on risk of relapse from depression (Cruwys et al., 2013), although this 

gain is only observed to the extent that individuals identify with the group (Cruwys, 

Haslam, Dingle, Haslam, & Jetten, 2014). Furthermore, whilst social identification can 

positively impact on individuals’ wellbeing (Greenaway, Cruwys, Haslam, & Jetten, 

2016), there are boundaries to this influence for groups with “maladaptive” group 

norms (Wakefield, Bowe, Kellezi, McNamara, & Stevenson, 2019; Cruwys & 

Gunaseelan, 2016) and those that experience societal stigma, such as those who 

experience mental health difficulties (Corrigan, 2004; Whitley & Campbell, 2014). As 

such, in a health context, social identity is considered key to both good and ill-health 

(Haslam, Jetten, Cruwys, Dingle, & Haslam, 2018; Jetten et al., 2017).  

The social identity approach subsumes two linked theoretical frameworks; 

social identity theory (SIT) (Tajfel & Turner, 1979) and self-categorisation theory (SCT) 

(Turner, Hogg, Oakes, Reicher, & Wetherell, 1987), conceptualising the relationship 

between personal and social identity. SIT highlights three cognitive processes; self-

categorisation, social identification and social comparison that explain how group 

identities influence individuals’ behaviour and self-concept; leading to the 

differentiation between ingroup and outgroup (Jetten, Haslam, & Haslam, 2012; Tajfel 

& Turner, 1986). The powerful impact of social identity processes on perceptual, 

emotional and behavioural responses to ingroup and outgroup members and their 

impact on individuals’ self-concept is ratified by extensive research (Ellemers, Spears, 

& Doosje, 2002).  
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Building on these theoretical assumptions, SCT focuses on the process of 

categorisation, i.e. how individuals perceive themselves as part of a social group and 

how this influences behaviour. This conceptualises identity as operating at different 

levels (Turner et al., 1987; Turner, Oakes, Haslam, & McGarty, 1994); personal, social 

and human identity. At the social identity level, group social identity might be broken 

down into sub-group identities (Hornsey & Hogg, 2000). In relation to mental health 

difficulties, this suggests both the “mental health social identity” group category and 

subgroups relating to individual mental health conditions may be relevant to 

individuals’ wellbeing. Research has found this to be the case for social identity in 

individual mental health conditions (Cruwys & Gunaseelan, 2016; Fox, 2019), however, 

this is yet to be examined at a “mental health social identity” level. The current 

research seeks to address this gap in the literature.  

In addition to how social identities work once formed, it is important to 

understand how they develop. Postmes et al., (2005) proposed an interactive model of 

social identity formation highlighting the roles of inductive and deductive processes in 

social identification for small and large social groups. Top-down (deductive) processes 

impact group identity as a result of pre-existing identities as well as the larger societal 

context. These processes impact individuals’ perception of ingroup norms and may 

lead to higher levels of self-stereotyping in reference to them (Postmes et al., 2005), 

leading to seeking conformity or distinction from the group, depending on the nature 

of the group identity. Bottom-up (inductive) processes occur through intragroup 

communication and interaction. This contact influences individuals’ perceptions of 

group norms and their identification with others within the group (Jans, Leach, Garcia, 

& Postmes, 2015; Jans, Postmes, & Van der Zee, 2011). The differences between these 

processes may reflect a subtle distinction between social identity, i.e. the knowledge 

that an individual is part of a group with some emotional value to them (Tajfel, 1972) 

and social identification, i.e. a positive evaluation of the relationship between the 

individual and the group they’re a member of (Tajfel, 1978).  

This interactive model of social identity formation offers a useful framework for 

understanding changes in social identity and the process of identification with a 

‘mental health social identity’. Deductive processes may occur when people initially 

self-categorise as part of this social group and with more opportunity for intragroup 
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contact, inductive processes are employed. These processes might be expected to 

have a differential impact on individuals’ self-esteem and wellbeing as they represent a 

shift from identity to identification.  

 

Social Identity and Mental Health  

The psychosocial processes through which social determinants impact on the 

development of mental health difficulties (Beards et al., 2013; Bentall et al., 2014; 

McIntyre, Elahi, & Bentall, 2016), individuals’ wellbeing and self-esteem can be 

understood within the social identity approach. Whilst shared group membership with 

a positively valued social group is typically beneficial (Jetten et al., 2015), this is not 

necessarily the case for negatively valued social groups (DeMarco & Newheiser, 2019; 

McIntyre et al., 2016; S. A. Haslam et al., 2009), such as those with mental health 

difficulties.  

However, research conducted with mental health support groups indicates that 

being part of a negatively valued social group is not necessarily detrimental. Crabtree, 

Haslam, Postmes, and Haslam (2010) found that whilst there was a direct negative link 

between group identification and self-esteem; there were several mitigating factors. 

These included the social support provided by the group, the stigma resistance this 

engendered and the extent to which their experience of the group allowed them to 

reject the stereotypes associated with people with mental health difficulties. Similar 

results were found when looking at social groups for people with depression where 

social identification equated to better wellbeing (Cruwys et al., 2014). Researchers 

concluded group attendance altered the perceived content of the group identity, 

consequently influencing behaviour.  

Extending this small group research, Cruwys and Gunaseelan, (2016) conducted 

a survey of 250 people who identified as depressed and found that higher levels of 

perceived discrimination positively predicted the extent to which someone identified 

as a “depressed person” and negatively predicted wellbeing. Additionally, their 

findings suggested that the stronger this identity, the poorer their wellbeing. However, 

this relationship was moderated by individuals’ perception of the identity norms, for 

example if people believed group norms involved engaging in self-harm behaviours 

then stronger identification predicted poorer wellbeing. These results can be 
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understood as a consequence of three factors (Haslam et al., 2018), firstly being part 

of a group of people who are depressed is a concealable group membership. 

Concealment of stigmatised group membership can have negative consequences for 

wellbeing and self-esteem (Ellemers & Barreto, 2006). Whilst hiding this identity can 

reduce discrimination, the individual cannot benefit from the resources that are 

available to the group (Branscombe, Schmitt, & Harvey, 1999; Molero, Fuster, Jetten, 

& Moriano, 2011), resulting in poorer wellbeing.  

Secondly, the stigma associated with individuals who are depressed can be 

perceived by both society and the individuals themselves as legitimate (Corrigan & 

Watson, 2002; Corrigan, Watson, & Barr, 2006; Hansen & Sassenberg, 2011) which 

may be linked to the apparent permeability of the group boundaries (Garstka, Schmitt, 

Branscombe, & Hummert, 2004). In line with the rejection identification model 

(Branscombe et al., 1999), this may lead people with mental health difficulties to try to 

“leave” the group through individual mobility strategies (Jetten et al., 2012); a task 

which may appear more feasible when the identity is newer, although this has not 

been empirically tested.  

Finally, the content of the depressed identity was found to be crucial. When 

individuals perceived the content of the group identity as containing aspects of poor 

wellbeing, they were negatively impacted by it, as individuals assimilated to the 

detrimental behavioural norms (C. Haslam et al., 2018). Overall, this research 

highlights the importance of the development of group norms in the impact social 

identity has on individuals’ wellbeing and self-esteem. Accordingly, one can 

hypothesise that the development of group norms and individuals’ perception of 

them, through the inductive and deductive processes suggested by Postmes et al., 

(2005), may play a significant role in the relationship between social identity and 

wellbeing as they directly impact on the content of group identity.  

 

Aims and Rationale  

People with mental health difficulties fall into a negatively valued social group, 

which has potentially detrimental consequences for individuals’ self-esteem and 

wellbeing and may perpetuate difficulties with their mental health. Conversely, if the 

identity is perceived positively, it may have a beneficial impact for individuals. 



 102 

Consequently, it is important to explore the impact of a “mental health social identity” 

further. Research to date has begun to explore the impact of social identities related to 

individual conditions, but this is yet to be explored at a “mental health social identity” 

level.   

Furthermore, research in this area has been conducted without reference to 

individuals’ length of time within this social category (Mustard, 2013), despite the 

possible impact of the theorised shift from “identity” to “identification” over time.   

The current study uses Postmes and colleagues’ model of social identity 

formation as a framework to explore the impact of a “mental health social identity” on 

self-esteem and wellbeing for two groups at distinct time points since self-

categorisation to this social category. Those who recently self-categorised as having 

mental health difficulties were compared to those who less recently self-categorised, 

examining the difference in social identity at each stage. Additionally, the aim was to 

examine the relationship between frequency and quality of contact with others with 

mental health difficulties on individuals’ social identification, as well as the impact of 

social identity on self-esteem and wellbeing, within each group. The following 

hypotheses guided the research: 

1. Social identification with a “mental health social identity” will be lower in those 

who recently self-categorised as a “person with mental health difficulties” than 

those who less recently self-categorised.   

2. Within each group, the amount of contact with other people with mental 

health difficulties will increase social identification. This relationship will be 

mediated by the quality of the contact between individuals.   

3. Within each group, greater identification with the group will predict individuals’ 

self-esteem and wellbeing.  

 

Methodology 

Ethical Approval 

 Ethical approval was granted by NHS Health Research Authority (project ID: 

229252, Appendix C.1), the University of Bath ethics committee (ref: code 18-211, 

Appendix C.2), and NHS trust R&D departments (Appendix C.3). Participants gave 

informed consent and were debriefed afterwards.  
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Involvement of Experts by Experience (PPE) 

 Feedback was sought from experts by experience in the initial stages of the 

project’s development around how the concept of a “mental health social identity” fit 

with individuals’ experiences. They were consulted in the development of the “Mental 

Health Experience and Demographics Questionnaire” (Appendix C.4) which aimed to 

gather demographic information and information about “intragroup contact” and gave 

feedback on the phrasing of the questions, additional information they felt would be 

helpful. They piloted the questionnaires to assess time burden and to gain insight into 

the potential impact of completing the questionnaires.  

 

Recruitment 

 Participants were recruited to either the “recent” or “less recent” group 

according to time since they self-categorised as part of the social category “people 

with mental health difficulties”. Individuals were invited to participate if: they 

identified as having a mental health difficulty and had contacted any professional 

about their mental health for the first time within the past 6 months (part of the 

“recent” group) or over 18 months ago (part of the “less recent” group). This 

parameter was used to provide a reference point for time since self-categorisation as 

having a mental health difficulty. No formal diagnosis was required. Two NHS trusts 

were involved in recruitment, through their Increasing Access to Psychological 

Therapies (IAPT) and secondary care recovery teams. Participants were also recruited 

through social media, research websites, two local charities and the University of Bath.  

 

Measures 

 Intragroup contact. The amount of time participants spend with others with 

mental health difficulties was measured using a single-item question; “How often do 

you spend time with others with mental health difficulties?” rated on a five-point 

scale. To assess the perceived quality of their contact, participants were asked to rate 

how positive their contact with others was from 0 “not at all positive” to 100 “as 

positive as I can imagine”.  
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 Social identification. Leach et al (2008) hierarchical measure of social identity 

was used (Table 3.1), with self-investment and self-definition as social identity domains 

and individual components loading onto them. Participants responded to 14 

statements on a seven-point scale from “strongly disagree” to “strongly agree”.    

 

Table 3.1  

Social identity construct definitions (Leach et al., 2008) 

Social Identity 

Domain 

Social Identity 

Concept 

Definition 

Self-investment Identity Centrality  The salience and importance of the identity to 

individuals.  

Self-investment Identity Satisfaction This references individuals’ positive feeling 

about the group and group membership 

Self-investment Identity Solidarity Individuals’ perceived bond with and 

commitment to other people in their social 

group.  

Self-definition Identity Self-

stereotyping 

This refers to individuals perceiving themselves 

as similar to others within the group.  

Self-definition Ingroup homogeneity This refers to individuals’ perception that they 

are similar to a prototypical group member.  

 

 Self-esteem.  Participants’ self-esteem was measured using the Robson Self-

Concept Questionnaire (SCQ) (Robson, 1989). This 30-item measure examines 

individuals’ attitudes towards themselves, asking participants to rate their response to 

each statement on a seven-point scale from “completely disagree” to “completely 

agree”.  

Wellbeing. Two measures were used to assess participants’ wellbeing. The 

Warwick-Edinburgh Mental Wellbeing Scale (WEMWBS) (Tennant et al., 2007) is a 14-

item scale examining emotional and relational aspects of wellbeing. Participants 

scored statements in reference to the past two weeks on a five-point scale from “none 

of the time” to “all of the time”. The Work and Social Adjustment Scale (WSAS) is a 

five-item measure focusing on functional impairment in day-to-day tasks (Mundt, 
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Marks, Shear, & Greist, 2002). Each item is scored on an eight-point scale rating 

impairment from “not at all impaired” to “very severely impaired”. For the purpose of 

analysis, a global wellbeing score was calculated using the mean z-scores of each 

measure so higher scores represented greater wellbeing. This necessitated reversing 

the scoring on the WSAS so that higher scores were associated with greater wellbeing.  

 

(Appendices C.4 to C.8. for measures) 

 

Data analysis 

The proposed analysis contained multiple steps (Appendix C.9). G*Power 

calculations for the proposed analysis were conducted a-priori. In relation to the first 

hypothesis a MANOVA testing the “recent” and “less recent” group differences on 

social identity domain scores was proposed, followed by a MANOVA testing the 

between group differences on individual components of social identity. To conduct this 

analysis and find a medium effect size, each group needed 67 participants (F2 = .1; α = 

.05; β = .08). For the second hypothesis, multi-categorical antecedent mediation 

models were proposed to examine how the relationship between the amount of 

contact and the domains of social identity were mediated by the quality of the contact 

between individuals. Finally, for the third hypothesis, multiple regression with the five 

components of social identity was proposed. Analyses for hypotheses two and three 

was to be conducted within each of the groups. To conduct this analysis with five 

predictor variables a total sample size of 92 was required (F2 = .15; α = .05; β = .08).  

 
Results:  

 
 Demographics. In the final sample there were 122 participants, 25 who 

recently self-categorised as having mental health difficulties (< six months since 

contacting a professional) and 97 who less recently self-categorised (over 18 months 

since contacting a professional) (see Table 3.2).  

 
 
 
 
 



 106 

Table 3.2  

Participant demographics.  

Characteristic 

Description  

Over 18 -

months (n=97)  

Less than 6 

months (n=25) 

Gender Female 80 17 

 Male  11 7 

 Trans-Male  1 0 

 "Other" 4 1 

 Not reported 1 0 

Age: 18-24 50 18 

 25-34 31 5 

 35-44 8 1 

 45-54 6 0 

 55-64 2 1 

Mental Health 

Condition Eating disorder 12 

 

1 

 Anxiety (including panic disorder, 

OCD, generalised anxiety and social 

anxiety)  58 

 

 

12 

 Depression  53 8 

 PTSD 12 5 

 "Personality Disorder" 13 0 

 Bipolar Disorder 10 2 

 Psychosis  3 0 

 Not reported  6 11 

Employment 

Status Employed full-time 28 

 

6 

 Employed part-time 11 0 

 Self-employed 5 0 

 Student 35 16 

 Not currently employed 18 3 
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Hypothesis One 

To test the first hypothesis, comparisons were made on the mean domain 

scores on Leach’s (2008) hierarchical model of social identity; self-definition and self-

investment, between those who recently self-categorised as having a mental health 

difficulty (<six months) and those who had done so less recently (> 18 months). As the 

assumptions of standard statistical testing were met, a one-way MANOVA was 

conducted (Table 3.3). Using Pillai’s trace, there was statistically no significant 

difference between the groups on their social identity domain scores of self-definition 

and self-investment, V = 0.025, F(2, 119) = 1.55, p = .215.  

 

Table 3.3  

Between-group means and SD for self-investment and self-definition. 

 
Less than 6 months: Mean (SD) Over 18 months: Mean (SD) 

Self-investment 44.04 (11.760) 48.21 (10.342) 

Self-definition 15.24 (5.182) 15.87 (5.047) 

 

A further MANOVA was conducted to determine whether the individual 

components of social identity, were different in the less than 6 months vs. the over 18-

month group (Table 3.4). Significance was set a p<.01 for this analysis to account for 

the multiple testing and inflated risk of Type 1 error. Additionally, this accounts for the 

reduced robustness of the statistical analysis due to the unequal group sizes. Using 

Pillai’s trace at the p<.01 significance level, there were no significant differences 

between the groups on the social identity components, V = 0.094, F(5, 116) = 2.417, 

p=.04. Examining the descriptive statistics, the group means show higher scores across 

all identity measures except identity homogeneity in the “over 18-month” group. 

However, as these results did not reach the pre-determined criteria for statistical 

significance, no reliable conclusions can be drawn and no further statistical analysis 

was conducted.  
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Table 3.4  

Between-group means and SD for individual components of social identity.  

 

Less than 6 months: Mean 

(SD) 

Over 18 months: Mean 

(SD) 

Identity solidarity 14.00 (4.072) 15.75 (4.031) 

Identity satisfaction 16.44 (5.583) 17.31 (5.320) 

Identity centrality  13.60 (5.041) 15.14 (4.206) 

Identity self-stereotyping 7.48 (2.903) 8.51 (2.693) 

Identity homogeneity 7.76 (2.619) 7.36 (2.994) 

 

Hypothesis Two  

 To examine mediation of the relationship between frequency of contact and 

components of social identity, by the quality of the contact people had with others 

with mental health difficulties, we developed simple mediation models with a multi-

categorical antecedent. This was done using the PROCESS tool (Hayes, 2018) in IBM 

SPSS Statistics. The limited sample size in the less than 6 months group meant analysis 

could not be reliably conducted using this sample, accordingly the analysis was only 

conducted in the over 18-month group. This inevitably precludes conclusions being 

drawn about comparative processes within the two groups. To conduct the analysis, 

data from participants who had no contact with others with mental health difficulties 

was removed (n = 10) and the analysis was run. Consequently, the analysis was slightly 

underpowered (n = 83).  

The model coefficients for the mediation model can be found in Table 3.5. 

These results indicate that the indirect effect of frequency of contact with others with 

mental health difficulties on the self-investment component of social identity, i.e. the 

effect mediated by the quality of contact with other people with mental health 

difficulties, is statistically significant. Inference testing via bootstrapping analyses with 

5000 samples confirmed that the mediation effect is robust across categories of X 

(monthly; IE = 4.45, SE = 2.24, bias corrected 95%, CI = .46 – 9.37; weekly; IE = 5.37, SE 

= 1.94, bias corrected 95%, CI = 1.84 - 9.48; daily; IE = 5.61, SE = 2.12, bias corrected 

95%, CI = 1.85 – 10.33). Once the indirect effect was accounted for, the direct effect of 

frequency of contact was not statistically significant. Whilst the total effects model did 
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not reach statistical significance, the relative total effects were significant for D2 and 

D3, i.e. those who were in contact with others with mental health difficulties weekly or 

daily. Taken together, these results indicate that frequency of contact impacts on 

social identification through the increased positive experiences of contact with others 

with mental health difficulties.  

 

Table 3.5  

Regression coefficients, standard errors and model summary information for self-

investment mediation model. (D1 = monthly contact; D2 = weekly contact; D3 = daily 

contact) 

  Consequent 

  Total Effects Model  Indirect effect model 

M (Quality of contact)  

 

 Direct effect model  

Y (Social identity: self-

investment) 

Antecedent   Coeff. SE p  Coeff. SE p  Coeff SE p 

D1 c1 5.7 3.68 =.127 a1 17.30 7.84 =.030* c’
1

 1.25 3.20 .6982 

D2 c2 5.69 2.74 =.040* a2 20.86 5.81 <.001* c’
2 .318 2.48 .8983 

D3 c3 7.68 2.84 =.008* a3 21.72 6.02 <.001* c’
3 2.08 2.57 .4223 

M  - - -  - - - b .257 .044 <.001* 

Constant iy 43.7 2.13 <.001 iM 48.40 4.53 <.001* iy 31.24 2.77 <.001* 

  R2= .086 

F(3,83) = 2.59  

p=.0583 

 R2 =.165 

F(3,83) = 5.48 

p<.001* 

 R2 = .359 

F(4,82) = 11.45 

p<.001* 

    

 

Further mediation analysis, with a multi-categorical antecedent, was conducted 

to assess the effect of frequency of contact on the self-definition component of social 

identity. Whilst the indirect effect model remains the same, only quality of contact 

with others with mental health difficulties predicted self-definition (see Table 3.6). 

Overall this suggests there is little evidence of a mediated relationship between 

frequency of contact with others with mental health difficulties and the self-definition 

component of social identity.  
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Table 3.6  

Regression coefficients, standard errors and model summary information for self-

definition mediation model. (D1 = monthly contact; D2 = weekly contact; D3 = daily 

contact) 

  Consequent 

  Total Effects Model  Indirect effect model 

M (Quality of 

contact)  

 

 Direct effect model  

Y (Social identity: 

self-definition) 

Antecedent   Coeff. SE p  Coeff. SE p  Coeff SE p 

D1 c1 1.65 1.86 .378 a1 17.30 7.84 =.030* c’
1

 .750 1.88 .6912 

D2 c2 1.41 1.38 .307 a2 20.86 5.81 <.001* c’
2 .332 1.45 .8199 

D3 c3 2.18 1.43 .131 a3 21.72 6.02 <.001* c’
3 1.05 1.51 .4903 

M  - - -  - - - b .052 .026 .0452 

Constant iy 14.55 1.07 <.001 iM 48.40 4.53 <.001* iy 12.03 1.63 <.001 

  R2= .028 

F(3,83) = .799 p= 

.497 

 R2 =.165 

F(3,83) = 5.48 

p<.001*  

 R2 = .0747 

F(4,82) = 1.6559 p = 

.1682 

    

 

Hypothesis Three 

To assess the final hypothesis about the value of the components of social 

identity, in predicting self-esteem and wellbeing we developed two multiple regression 

models using data from the “over 18-month” group. Again, due to the limited sample 

size, the planned analysis was not conducted in the less than six months group. The 

data met the required assumptions underlying multiple regression analysis.  

Using a forced-entry method of multiple regression, the predictive capacity of 

the five components of social identity on individuals’ self-esteem, as measured by the 

Robson Self-concept Questionnaire, was examined. The multiple regression model 

significantly predicted self-esteem F(5, 88) = 2.950, p = .016 adjusted R2 = .095. Of the 

five predictor variables, two statistically significantly added to the model, identity 

centrality and identity satisfaction (see Table 3.6). Results suggest that as identity 

centrality increases, self-esteem decreases. Conversely, as identity satisfaction 

increases, self-esteem increases. 
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Table 3.7  

Regression coefficients, social identity and  self-esteem.  

Variable B SEB β 

Intercept 125.947 16.242  

Identity centrality  -2.243 .795 -.297** 

Identity solidarity -1.673 1.047 -.212 

Identity satisfaction 1.819 .816 .306* 

Identity self-stereotyping  .098 1.348 .009 

Identity homogeneity -.197 1.435 -.017 

Note * p = 0.028; ** p = 0.006; B = unstandardized coefficients; SEB = standard error of 

the co-efficient; β = standardised coefficients.  

 

A similar procedure, using the forced-entry method of multiple regression, was 

conducted to examine the predictive capacity of the five components of social identity 

on wellbeing, as measured by the composite “wellbeing” score. The multiple 

regression did not significantly predict individuals’ wellbeing F(5, 91) = 1.873, p = .107, 

adjusted R2 = .044. One of the five predictors significantly contributed to the model; 

identity centrality. As identity centrality increased, global wellbeing decreased (Table 

3.8). 

 

Table 3.8  

Regression coefficients, social identity and wellbeing. 

Variable B SEB β 

Intercept .779 .470  

Identity centrality  -.06 .023 -.276* 

Identity solidarity  -.027 .030 -.120 

Identity satisfaction .027 .024 .158 

Identity self-stereotyping  .021 .042 .061 

Identity homogeneity -.015 .039 -.048 

Note * p = 0.011; B = unstandardized coefficients; SEB = standard error of the co-

efficient; β = standardised coefficients.  
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Discussion 

This study sought to examine the social identity processes at different stages of 

a “mental health social identity” and scrutinise the impact of social identification on 

individuals’ self-esteem and wellbeing. Whilst support for the primary hypothesis was 

not established, support for the second and third hypotheses regarding how a “mental 

health social identity” develops and the impact that components of social identity have 

on self-esteem and wellbeing were.  

The primary hypothesis was that those who had recently entered the social 

group “people with mental health difficulties” would display lower levels of social 

identification than those who had less recently self-categorised. No effect was 

established on the two domains of social identity; self-investment and self-definition. It 

is possible that these results are due to the study being underpowered, specifically in 

relation to the “less than six months” group, although, it cannot be discounted that 

there may be no difference between the groups. These results might also suggest that 

the critical aspect of Postmes’ theoretical model of social identity formation relates to 

the intragroup contact examined in hypothesis two, irrespective of time since self-

categorisation. Alternatively, the lack of difference may be related to the participants 

recruited. To participate in a study about mental health difficulties, it is possible that 

you already need to have engaged with your mental health social identity sufficiently 

to take part. Furthermore, as contact with a professional about mental health was 

used as a group parameter, this may also have influenced the sample. Regardless, a 

lack of difference does not preclude the existence of different relationships between 

social identity, self-esteem and wellbeing within the groups.  

In line with Postmes et al (2005), this research found intragroup contact was a 

key mechanism in social identity development. These results indicate that for 

individuals with longstanding mental health difficulties, the theorised “bottom-up” 

process of social identification (Postmes et al., 2005) that occurs in small groups 

through intragroup contact also operates in this larger, social category. These results 

also suggest social identity processes occur for those with mental health difficulties not 

only at a subgroup level, Cruwys and Gunaseelan (2016), but at a broader “mental 

health social identity” level. Therefore, both the overarching social category and 
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subgroup identity may be relevant to the impact these identities have on individuals’ 

self-esteem and wellbeing.  

Interestingly whilst intragroup contact significantly predicted the self-

investment domain of social identity, it did not predict self-definition. This supports 

Leach et al (2008) theoretical distinction between domains of social identity and their 

differential impact on wellbeing and self-esteem in the context of a “mental health 

social identity”.  These results could suggest that whilst the self-investment domain is 

developed through intragroup contact (Leach et al., 2008), the self-definition domain 

develops through other factors. For example, aspects of self-definition might be more 

likely to be influenced by societal stigma (Whitley & Campbell, 2014). It is also possible 

that in a larger group category such as “people with mental health difficulties” sub-

group identity such as “depressed” is more pertinent to the self-definition domain of 

social identity. Further research could usefully examine the differential processes 

contributing to the development of the different domains of social identity and their 

relevance to the psychological benefits group members gain from group membership.  

This study suggests the critical part of intragroup contact for social 

identification is the perceived quality of interaction between group members. Whilst 

the lack of experimental manipulation in this research means conclusions about 

causality should be treated with caution, results are concordant with the broader 

theoretical literature outlining the development of group identification and wellbeing. 

Research suggests that group contact is insufficient to benefit from group membership 

and group identification is a better predictor of wellbeing than amount of contact 

(Sani, Herrera, Wakefield, Boroch, & Gulyas, 2012). This study further explains Sani et 

al., (2012) findings, in that it is not amount but the quality of contact that facilitates 

group identification, in turn allowing for the satisfaction of a range of psychological 

needs (Greenaway et al., 2016).  

One might further question the ways intragroup contact influences the 

individual components of social identity. Whilst Leach et al (2008) found social identity 

components could be organised into a hierarchical model of two domains, this did not 

preclude individual components unique relationships with different behaviours, beliefs 

and consequences. It is possible, therefore, that positive intragroup contact may 

influence different aspects of the self-investment domain of group identity differently. 
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This fine-grained analysis requires further research and is likely to be relevant in terms 

of broader clinical implications of this understanding.  

 The relationship between a “mental health social identity”, self-esteem and 

wellbeing is highly pertinent to clinical populations. Increasingly research suggests that 

the “content” of group identity is relevant to the potential benefits(Postmes, 

Wichmann, van Valkengoed, & van der Hoef, 2019) and detrimental effects (Cruwys & 

Gunaseelan, 2016) derived from identification with this identity. In line with Cruwys 

and Gunaseelan (2016), identity centrality of a “mental health social identity” 

negatively predicted individuals’ self-esteem and overall wellbeing. However, identity 

satisfaction with a mental health social identity was found to positively predict 

individuals’ self-esteem. Identity satisfaction is thought to be related to positive 

perceptions about the group and the individuals’ membership of said group and is the 

most closely related dimension to the concepts of “group esteem” (Leach et al., 2008) 

and “identification” (Tajfel, 1978). Group esteem has been found to mediate whether 

group members receive any psychological benefit from being part of a group (DeMarco 

& Newheiser, 2019; Jetten et al., 2012, Cooper, Smith & Russell, 2017).  

What is not clear from the current literature is how “satisfaction” with a mental 

health social identity is developed. However, one might hypothesise that positive 

contact with others with mental health difficulties facilitates change in individuals’ 

perception about the content of a mental health social identity, which may in turn 

positively impact on individuals’ self-concept in relation to this social identity. This is in 

line with research which suggests social identification with a mental health support 

group allows individuals to reject unhelpful stereotypes of people with mental health 

difficulties (Crabtree et al., 2010). Further research is needed to test these hypotheses. 

 A number of tentative conclusions about the theoretical implications of this 

research have been outlined above. This research has reiterated the existence and 

relevance of social identity processes in relation to a “mental health social identity” 

suggesting that in addition to condition specific social identities a broader “mental 

health social identity” impacts on wellbeing and self-esteem. Furthermore, intragroup 

contact, as hypothesised by Postmes at al., (2005) appears to be important in the 

“identification” process for people with mental health difficulties, although as with 

other groups this is about the perceived positivity of contact and not simply the 
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amount of contact with others within the group. It is this “identification” (i.e. the 

positive evaluation of group membership, Tajfel, 1978) with a “mental health social 

identity”; measured by the “identity satisfaction” construct on the Leach et al. (2008) 

measure, that positively predicted self-esteem in this study, suggesting that positive 

perception of group identity may be most relevant to individuals’ self-concept. This 

may also be the case for other social identities.  

Additionally, this research suggests that intragroup interaction is important at a 

social category level, as well as in smaller “interactive” groups where it has previously 

been highlighted as most relevant in developing group norms (Postmes et al., 2019). 

This furthers our understandings of how social identification occurs across social 

identities.  

 

Limitations 

One of the primary limitations of this research is the unequal sample size, 

which limited the analyses and comparisons that might have been made between 

groups. Despite multiple recruitment strategies, it was difficult to recruit to the group 

who had recently contacted mental health services for the first time. It is possible that 

the influence of the amount and quality of contact with people with mental health 

difficulties on social identity would be different in the early group than the late group.  

Similarly, the relationship between social identity, self-esteem and wellbeing may have 

been different by virtue of the same factors. Unfortunately, due to the sample size, the 

planned analysis could not have been reliably conducted.  

Whilst all research is in some way biased by those who choose to participate 

that may be particularly pertinent to these results. In a study about mental health 

difficulties, it is not unreasonable to assume that people who participate have already 

engaged with their mental health social identity to some extent. Consequently, there 

may be a group of people who are experiencing the “top-down” categorical process of 

having this negative social identity attached to them who are currently engaging in 

individual mobility strategies to escape this identity (Haslam, Reicher & Levine, 2012 in 

Jetten, Haslam & Haslam, 2012). This group may be unlikely to take part in research 

about mental health difficulties. 
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Additional bias was introduced to the sample by using time since an individual 

first contacted a professional about their mental health as a parameter for “time since 

self-categorisation”. This parameter was used to increase the reliability of individuals’ 

assessment of how long they had considered themselves part of this social category, 

however, this may have inadvertently influenced the sample. These conclusions align 

with research looking at help seeking in people with mental health difficulties (Klik, 

Williams, & Reynolds, 2019) which found social identification predicted help seeking. 

Research with increased access to these hard to reach populations who are resisting a 

“mental health social identity” or who have not discussed their mental health with a 

professional, is important in expanding the understanding of the impact this group 

membership.  

It was beyond the scope of this research to control for the multiple other social 

identities individuals may hold; as this would have required a way of reliably assessing 

both the number of identities individuals held and the extent of the social 

identification with each identity, drastically increasing the time burden for participants. 

However, the potential co-variance of additional social identities suggests that 

conclusions about the impact of a single social identity such as a “mental health social 

identity” on wellbeing and self-esteem should be drawn tentatively. It is important to 

recognise that individuals will hold multiple social identities simultaneously and these 

identities are likely to interact in their impact on wellbeing and self-esteem (Haslam et 

al., 2018). Future research may benefit from measuring selective additional social 

identities e.g. those relating to mental health subgroups or those relating to 

participant demographics such as race, being collected alongside other data. 

Additionally, although this research has advanced the literature in gathering data at 

different time points, it does not capture the development of  individuals’ “mental 

health social identity” over time. Longitudinal research in this area may further 

elucidate these findings.  

Finally, the measure of relationship quality was not standardised. It was beyond 

the scope of this research to develop a standardised measure. Nonetheless, the 

measure used was based on recommendations from the literature around measuring 

relationship quality (Reynolds, Houlston, & Coleman, 2014), was similar to those 

others have used to measure relationship quality (Ryan & Carr, 2001) and those used 
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in established psychometric testing (Campbell & Hemsley, 2009). However, due to the 

lack of validation the conclusions drawn about the mediation of the relationship 

between frequency of contact and social identification by quality of contact, should be 

treated as preliminary and requiring further research.  

 

Clinical Implications 

The primary aim of mental health services is to support the wellbeing of people 

with mental health difficulties. These results suggest that facilitating positive contact 

between people with mental health difficulties may promote these aims. In many 

services this might be achieved through clients accessing peer-support workers, 

psychoeducational groups and informal group support. One might tentatively conclude 

that early opportunities for this contact would be beneficial in developing positive 

perceptions of ingroup identity. By enabling change in these perceptions, through 

positive intragroup contact, this may positively impact on group member’s self-

esteem. Developing groups where members have more shared characteristics and 

consequently the opportunity for stronger social identity to develop, may enhance the 

effectiveness of this, for example, groups where there are shared symptom 

experiences or where members are at a similar stage of intervention (entry into 

services or discharge). 

Individuals access to peer-support may be another way of augmenting 

wellbeing. Peer-support has been found to be effective in improving the wellbeing of 

individuals with mental health difficulties (Repper & Carter, 2011) which may be 

partially explained by the impact of peer-support relationships on enhancing the 

content of social identity. Research exploring this further would allow us to better 

understand the mechanisms through which peer-support is effective.   

Furthermore, this research has possible implications for individual therapy. The 

centrality of “mental health social identity” and its negative impact on wellbeing, may 

be addressed through strategies that help people to identify with other aspects of 

their personal and social identities. It is possible that therapeutic interventions such as 

acceptance and commitment therapy (Hayes, Luoma, Bond, Masuda, & Lillis, 2006) 

which reflect on values and roles in life are beneficial partly because they highlight 

alternative identities.  
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Overall, further research is needed to more clearly establish the complexities of 

the relationships between social identity, wellbeing and self-esteem in individuals with 

mental health difficulties. Achieving this could augment the more social aspects of 

psychosocial interventions to support individuals with mental health difficulties.  
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 Executive Summary 
 
Background  

The impact of social identity on wellbeing has been explored extensively 

however, less attention has been given to the impact of a “mental health social 

identity”. Whilst research has suggested that social identification with groups can 

positively impact self-esteem and wellbeing, there are thought to be limitations to this 

when a group is negatively valued or has detrimental group norms. People with mental 

health difficulties might be considered to be part of one of those groups. Individuals 

with mental health difficulties are likely to have a social identity relating to a broader 

“mental health social identity” as well as subgroup categories relating to individual 

conditions. To date, research has found social identity in individual mental health 

conditions important in wellbeing, however, this is yet to be examined at a “mental 

health social identity” level. Furthermore, there has been limited examination of the 

development of a “mental health social identity”. It is important for us to understand 

how social identity develops for people with mental health difficulties, particularly if 

social identity impacts on self-esteem and wellbeing. Postmes and colleagues’ model 

of social identity formation provides a useful framework for understanding the 

processes that may occur. They suggest that top-down (deductive) processes influence 

group identity as a result of pre-existing identities as well as the larger societal context, 

whereas bottom up (inductive) processes lead to social identification through 

intragroup communication.  

Using the social identity approach and the Postmes and colleagues’ model of 

social identity formation as frameworks, this study set out to explore the development 

of a “mental health social identity” and scrutinise the impact of social identification 

with this social identity on individuals’ self-esteem and wellbeing. It was expected that 

there would be differences in social identity in those who “recently” self-categorised 

as having a mental health difficulty compared to those who “less recently” self-

categorised to this group. Intragroup communication was expected to predict the 

development of social identity and social identity was expected to predict individuals’ 

self-esteem and wellbeing.  
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Methodology  

 Participants were recruited to two groups, individuals who had “recently” self-

categorised as having a mental health difficulty (i.e. they had met with a professional 

about their mental health for the first time within the past six months) and those who 

had “less recently” self-categorised to this group (they had spoken to a professional 

about their mental health over 18 months ago). Participants were asked to complete 

questionnaires about the extent to which they socially identified with a “mental health 

social identity”, their self-esteem and their wellbeing. They also completed unvalidated 

measures of intragroup communication, namely about the frequency and quality of 

their contact with others with mental health difficulties.   

 

Results 

122 participants were recruited to take part in the research, 25 who “recently” 

self-categorised as having mental health difficulties and 97 who “less recently” self-

categorised to this group. No differences were found between the two groups in the 

extent to which they socially identified with a “mental health social identity”. Further 

analysis was only conducted in the “less recent” group due to the limited sample size. 

In this group, contact with other people with mental health difficulties was found to be 

a mechanism through which social identification increased. Social identification with a 

“mental health social identity” predicted individuals’ self-esteem, although it did not 

predict wellbeing. Individual components of social identity predicted self-esteem 

differently. Satisfaction with a “mental health social identity positively predicted self-

esteem, where identity centrality negatively predicted self-esteem. These results have 

implications for clinical practice and the wider social identity literature.  

 

Discussion and Clinical Implications 

The study results partially supported the predictions; contact with others with 

mental health difficulties increased social identification and social identification 

predicted individuals’ self-esteem.  

The verification of a relationship between intragroup contact and social identity 

fit with what was expected in the literature, however, as the results were dependent 

upon unvalidated measures, further research is needed to confirm these results. 
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Despite this, these results highlight how contact with other people with mental health 

difficulties increases social identity. Furthermore, this fits with the results highlighting 

the relationship between a “mental health social identity” and self-esteem. The way 

identity satisfaction positively predicted self-esteem suggests that when individuals 

identify more positive attributes in the ingroup, this positively impacts their self-

esteem.  

Overall, these results indicate that for individuals with mental health 

difficulties, their wellbeing may be augmented through focusing on the more social 

aspects of psychosocial interventions. This may be achieved by facilitating positive 

contact between people with mental health difficulties, for example, through 

individuals accessing peer support, psychoeducational groups and informal group 

support.  
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Connecting Narrative 

 Despite my previous post as a research assistant and the research I conducted 

for my MSc, I was daunted by the prospect of the research requirements of training. 

Whilst some aspects of the research went well, many turned out to be more 

challenging than I anticipated. The research projects were undoubtedly the most 

stressful part of the course, in part due to the lack of consistently dedicated time to 

pursue them over the three years and their position as the “competing” demand in 

contrast to the professional demands of placement and the academic demands of 

teaching. However, each of the pieces of research I conducted, including in the case 

study format, helped me to develop not only as a researcher but as a clinician.  

 

Case studies 

I found articulating the clinical work I completed on placement in the form of a 

case study incredibly rewarding. The opportunity to thoroughly consider every aspect 

of a case in the context of the wider literature was a privilege that I suspect is rarely 

repeated as a qualified clinician. It was particularly helpful completing two single-case 

experimental designs as this helped me to understand how case studies could 

contribute more effectively to the evidence base. Not only did completing these case 

studies exponentially improve my clinically applicable knowledge, they had an 

indisputable impact on how I conducted clinical work. Towards the latter half of 

training I got into the habit of using standardised outcome measures wherever 

possible and idiosyncratic measures where they did not seem to fit. For example, 

where at the outset of training it took planning to establish a single case study, by the 

time I wrote my final case study on health anxiety in an oncology setting, there were 

several cases I could have chosen from as I was consistently using measures across my 

practice.  

Some case studies were an opportunity to reflect on how far I had come as a 

clinician, for example, my Child and Adolescent Mental Health Service (CAMHS) case 

study made me reflect on a piece of work I did when I had just started my MSc clinical 

training with a young woman with social anxiety compared to the social anxiety work I 

completed with a young man during my doctoral CAMHS placement. In helping me to 
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reflect on my clinical practice, it also highlighted areas that I would still like to improve, 

for example, not rushing to fill silences when there is a pause in conversation.  

Overall, I think case studies provide an excellent opportunity to focus on clinical 

practice in research and direct areas of future research that are desperately needed 

within clinical practice.  

 

Research Projects 

Only in reflecting upon my research projects as a collective, did it become 

abundantly clear to me how the research I pursued was influenced by my beliefs as a 

clinician. Each of my research projects takes a step back from the “identified patient” 

in some way to examine the broader factors that are relevant to mental health 

difficulties, whether that be in how they are treated or how they are experienced. If I 

were to reference Bronfenbrenner’s ecological model, both my literature review and 

service improvement project engage with the micro- and mesosystems around the 

“identified patient”, whilst my main research project focuses on the macrosystem. I 

think this stems from my belief that it is problematic for us as clinicians to pathologize 

individuals experiencing mental health difficulties whilst ignoring the wider social 

context. Mental health difficulties do not happen in a vacuum and without considering 

the wider context, we risk laying the blame at the individuals’ door.   

 

Literature Review 

 My prior experience working in CAMHS made me particularly interested in the 

family therapy teaching offered on the University of Bath DClinPsy and was one of the 

main reasons I chose the course. In CAMHS, even when working with an individual, you 

hold the wider system in mind. The complexity of the theoretical papers on family 

therapy were difficult to get my head around and I felt there must be simpler ways of 

understanding the content of systemic interventions and how they create change. I 

found some of the change process research more easily comprehensible and relevant 

to the clinical practice of systemic family therapy.  

 The notion to look at mechanisms of change in systemic family therapy arose 

from a discussion with Dr Chloe Constable, my external supervisor and a family therapy 

team lead in CAMHS in Gloucester. Her perception of why this would be useful to 
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clinicians was really interesting and clarified for me why a review of this kind would be 

helpful. We developed the project with the aim of looking at systemic therapy across 

both couples and families. However, given the breadth of the literature across both 

couple and family interventions, we decided to narrow the focus to look at change 

processes in systemic family therapy. Once the course is over, I hope to be able to 

complete the review looking at the change processes in systemic couples’ therapy.    

 At times it was difficult to operationalise both “change processes” and 

“systemic family therapy”. In perusing the literature, it became clear that family 

therapy based in other theoretical orientations was frequently conflated with systemic 

family therapy, not just by researchers but also by practitioners. Whilst integrative 

approaches frequently happen in clinical practice in individual psychotherapy, it is 

rarely reported in the research literature, where interventions are typically more 

clearly defined. I wonder whether it is the clarity of these definitions that has 

facilitated the advancement of therapies such as CBT and the ratification of their 

effectiveness. Whilst it is important to investigate practice as it actually occurs, it is 

significantly harder to pin down change processes when integrative approaches are 

taken, as the same ends may have been achieved through different mechanisms. For 

these reasons, we were very clear that in the review we would focus solely on systemic 

family therapy excluding papers with integrative approaches.  

This topic was fascinating, and I found I was incredibly passionate about this 

project. I thoroughly enjoyed the opportunity to discuss it with Dr Catherine Butler and 

think about the broader implications it might have, as well as benefitting exponentially 

from her passionate expertise in the field. Having the opportunity to think about 

systemic family therapy in clinical practice made up, in part, for not being able to 

complete the intermediate family therapy qualification due to the problems that arose 

during my service improvement project. 

 
Service Improvement Project 

I had two service improvement projects. My first project aimed to look at the 

implementation of an adapted version of the Freedom Programme for women with 

Learning Disabilities. However, despite my best efforts and the efforts of the service, 

we were not able to recruit group participants to be interviewed for the project, 
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ultimately leading to it being abandoned. Abandoning this piece of work and trying to 

find another project a year after my first project started was, without doubt, the most 

stressful period of the course for me. The wider ramifications of this decision meant I 

was not able complete the intermediate family therapy qualification whilst on the 

course, due to the increased demands on my time.  

My second service improvement project was developed during my CAMHS 

placement in conjunction with the CAMHS team. What became clear was that the 

process of conducting service improvement is substantially improved when you are 

embedded within the team and able to develop relationships with people you need 

support from in conducting the project. The project aimed to enhance the 

effectiveness of the implementation of the STOP Parenting Programme within Oxford 

Health NHS Trust. I liaised closely with Linda McCann who co-ordinated the role out of 

the STOP Programme across Wiltshire to explore what questions and answers might 

best help them with rolling out the programme. I really enjoyed this project, partly 

because it connected so well with my experiences prior to training and I was 

consequently more familiar with the literature and partly because working with 

children, young people and their families is my passion and something I hope to pursue 

further in my career. Prior to training, my clinical experience was within CAMHS 

services and during my MSc I was trained in four parenting interventions. This made it 

easier to contextualise the STOP programme in the wider context of parenting 

interventions and CAMHS services. Dr Cara Davis helped me to shape my clinical 

knowledge into a comprehensive research project I was proud of.  

I found interviewing parents about the programme fascinating. What was 

particularly pertinent to me was the shame parents felt when being asked to attend a 

parenting intervention and the destigmatising power the group could have. It made 

me consider how I have approached offering parenting interventions in the past and 

the ways I might alter this discussion in future to take shame into account. It also made 

me think about how aspects of social identity, the topic of my main research project, 

might be relevant in groups like this.  

When feeding back to the service, I was pleased that they took on board many 

of the recommendations made. Upon reflection, I wonder whether the fact that during 

my CAMHS placement I had had the opportunity to build relationships with the people 
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in the service I was feeding back to meant they were more open to suggestions around 

time-intensive aspects of the intervention, such as going out to visit potential group 

members at home before the group began. Overall, I felt that the project was effective 

in achieving its aims and that it was a useful contribution to the service. As I move 

forward in my career, I can see how beneficial this type of research can be to services 

and intend to ensure that there is time set aside for this in my future roles.  

 
Main Research Project 

 My interest in social identity arose from my clinical work on my first placement. 

I worked with two young people who struggled to see their identity as anything other 

than a “person with mental health difficulties” which substantially influenced their 

self-concept and their perception of their abilities. Some of these beliefs were derived 

from what they believed “people with mental health difficulties” could do. This started 

me thinking about influence being part of this social group could have on a person’s 

wellbeing. I discussed this with Lorna Hogg, my internal supervisor at the projects’ 

outset. Her passion and depth of knowledge about social identity encouraged me that 

this was something that would be both interesting to pursue and valuable to those 

working in clinical fields. However, it took a long time for me to feel that I had a grip on 

the literature which made writing a proposal difficult. In hindsight I can see that being 

immersed in the literature for so long without writing my proposal was a form of 

avoidance, relating to my discomfort in being in the research “driving seat”, making 

decisions about research design that I felt uncomfortable making.  

Having spent so long looking at the literature I noticed a number of things. 

Firstly, whilst there was an extensive literature looking the impact of social identity on 

wellbeing, there was little relating to the impact of a “mental health social identity” 

and what this meant for group members. Additionally, less attention had been paid to 

the development of social identity across a “society level” category, rather than 

smaller groups. By comparing those who recently entered this social category with 

those who had this as a more entrenched identity, we hoped to understand how this 

identity develops and how these processes are linked with self-concept and wellbeing. 

The focus we had in designing the study to look at the development of social identity 

meant the study was designed to comparatively look at the processes within each 
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group. However, if there had been more “thinking time” I might have approached this 

slightly differently, giving equal focus and attention to each of the research questions.  

 Going through the PAS process allowed me to gain further clarity about the 

project and its design. Throughout the process PPE feedback was invaluable. Their 

reflections on how people might feel when completing the questionnaires, the barriers 

there might be in reading through the information sheet and completing the form led 

me to reduce the number of questionnaires we were using and adapt some of the 

questions in the questionnaire we were developing. They also helped me to reflect on 

the impact of meeting others in inpatient facilities and how this might alter “mental 

health social identity”. 

I received more helpful feedback from people who were considering taking part 

in the research. One of our recruitment strategies for the research was through 

twitter. I received a number of questions that challenged my thinking on twitter. The 

most crucial was around how I was going to disseminate the research once it was 

complete. We had already considered how to give feedback to individual participants 

who had completed the research, however, I had not thought about feeding back to 

the community as a whole, outside of publishing in academic journals. These 

comments made me think about open access journals and ensuring that feedback was 

posted through each of the channels that I used to recruit. I also fed this back to our 

PPE committee within the University and asked whether there were ways that we 

might be able to ensure that this was consistently being thought about by trainees.  

To move the project forward, I needed to traverse the IRAS process to recruit 

through NHS trusts. Whilst I knew that this process was notoriously slow, I did not 

think it would take more than 6 months from beginning to end; however, with the 

numerous additional documents, repetitive application form and anxiety provoking 

REC panel, this was the case. After making it through the IRAS process, my research 

supervisor left the University of Bath DClinPsy course for a new job at the University of 

Oxford. I felt anxious at the prospect of proceeding without Lorna’s expertise and 

passion for the subject area and taking on additional responsibility for the project. 

However, despite my many worries about completing the project, from recruitment to 

statistics, Cathy’s support and calming influence was invaluable.  
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Once recruitment for the project began, it quickly became clear that I was fairly 

unaware of the difficulties recruiting through NHS sites would pose. I went to multiple 

team meetings across different NHS sites to ask for help from teams in recruiting 

people at different stages of mental health difficulties. Teams were interested at the 

time, but quickly lost interest. Overall, the number of people recruited through NHS 

sites was minimal and I suspect had we used the six months it took to get through IRAS 

to focus on other recruitment strategies, we would have achieved power in both of the 

groups, rather than one. This experience has made me conscious of how difficult it 

would be to conduct a research project, recruiting from within the NHS, without the 

dedicated time to this work. Although recruitment outside of the NHS was easier, we 

still struggled to recruit to our recent onset group. This was despite multiple attempts 

to recruit through charities, social media and universities, however, within the context 

of the multiple demands of the course it was impossible to spend any more time than 

already given to recruitment.  

Whilst the results of this project need supplementary exploration and 

ratification from further research, I believe that mental health social identity is highly 

relevant to peoples’ experience of mental health difficulties. In future, I hope to be 

able to practice clinically with an awareness of social identity and how this might 

influence individual within mental health services.   

 

Concluding comments 

If I were able to go back and start again with the knowledge I have now about 

study design and implementation, I know I would do many things differently. The 

frustrations of not being able to give my full attention to any of the aspects have at 

times made me want to give up on the prospect of doing research in the future in 

protest. However, during the times where I have been able to give my research my full 

attention, I have found myself to be both passionate about the topic areas and keen to 

continue. This, perhaps, suggests that given a thoughtful approach to research and 

allowing enough time to give it my full attention, this is something that I would 

thoroughly enjoy in my future career.  

Although I would have liked to have published my research during training, I 

felt that my priority was completing the course requirements. However, that is not to 



 135 

say that I do not value publication. My intention for all of the research I completed was 

for it to have clearly applicable clinical implications for both the services that I will 

work in and the theoretical literature as a whole. Whilst I appreciate the challenges 

that are likely to come with trying to publish this research within the context of a new 

post, I feel that this is important to pursue. Regardless of the many trials and 

tribulations of the research I have conducted across the course of my DClinPsy, I feel 

that these experiences have set me in good stead to conduct research throughout my 

future career.  
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Appendices 

Appendix A.1. 

Details of included and excluded models. 

 
Model Included?  Reasoning 

Multi-dimensional 
family therapy 

No Although predominantly based in systems theory, 
it includes units of individual work with parents 
around “parenting skills” and “psychoeducation” 
for young people.  

Multi-systemic therapy No Lots of skills training for parents and children, 
additional behavioural components not based in 
systems theory. 

Functional Family 
Therapy 

No  Some behavioural theory incorporated, 
intervention strategies are around parent training 
and altering problematic behaviours.  

Maudsley Model of 
Family Therapy  

Yes Based in systems theory.  

Medical Family Therapy  No Setting is not mental health related and draws on 
“bio-psycho-social” model in addition to systems 
theory.  

Beliefs model  Based in systems theory.   

Integrative problem 
centred therapy  

No  Behavioural, communicational and 
psychodynamic  

Solution focused brief 
therapy 

No A recent review was conducted of this model. 
Additionally, this model stems from individual 
therapy and has subsequently been applied to 
family settings therefore may be considered not 
“truly” systemic.  

Attachment Based 
Family Therapy 

No Approach predominantly draws on attachment 
theory 

Narrative Therapy No A recent review was conducted of this model. 
Additionally, this model stems from individual 
therapy and has subsequently been applied to 
family settings therefore may be considered not 
“truly” systemic. 

Integrative Systemic 
Marital Therapy 

No  No real explanation of what it is; may be related 
to integrative behavioural couples’ therapy 
Couples therapy 

Integrative Behavioural 
Couples’ Therapy  
OR behavioural 
couples’ therapy 

No Based in behavioural theories not system theory 
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Cultural Context Model No Aspects of therapy include things like:  
Small psycho-education groups  
Larger cultural group work.  
Not predominantly based in systems theory.    

Ecologically Based 
Family Therapy 

No  Include CBT techniques. Based in systems and 
cognitive behavioural theory 

Systemic Constructivist 
Couples Therapy  

No Incorporates CBT theory and principles into the 
therapeutic intervention as well as other 
techniques  
 

Brief Strategic Family 
Therapy 

No Including CBT techniques and theory.  

Emotionally Focused 
Couples Therapy  

No Couples therapy 
Attachment based 

Brief family therapy  Yes  Based in systems theory, incorporates strategic 
and structural family therapy approaches. 
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Appendix A 2.  

Operationalisation of the CASP quality appraisal checklists 

CASP Qualitative checklist 

Question Prompts for applying this to the literature 
Statement of aims  Consider what was the goal of the research; why it was thought 

important; its relevance 
a-priori hypotheses = 2 points 
statement of aims without hypotheses = 1 point 
neither of the above = 0 points 

Appropriate 
methodology?  

Consider if the research seeks to interpret or illuminate the 
actions and/or subjective experiences of research participants; 
is qualitative research the tight methodology for addressing the 
research goal  
Justified the qualitative approach used or approach clearly 
justified from research questions = 2 points  
Qualitative approach  
Another approach more appropriate = 0 points 

Appropriate 
research design 

Have they justified research design? 
Design discussed and appropriate = 2 points 
Designed referenced briefly = 1 point 
Designed appears inappropriate = 0 points  

Recruitment  How were cases chosen?  
A-priori selection of cases from defined population = 2 points  
Unclear process = 1 point 
Cases picked after they were completed = 0 points 

Data collection How was data collected?  
Clear justification = 2 points 
Some justification for data collection approach = 1 point 
No explanation for how data was collected = 0 points 

Relationship with 
participants 

Researchers potential bias and influence during (a) formulation 
of the research questions (b) data collection, including sample 
recruitment.  
If they have done both of the above = 2 points 
One of the above = 1 point 
Neither of the above = 0 points 

Ethical issues Is there sufficient detail of consent process, how ethical 
standards were maintained, ethics committee approval. 
Thorough consideration of all of the above = 2 points 
Partial consideration of the above e.g. “ethical approval was 
sought” but no further explanation = 1 point 
No explanation = 0 points  

Rigor of data 
analysis  

In depth description of the analysis process? Examination of 
researcher’s bias in the analysis process? Steps to mitigate bias.  
All of the above = 2 points 
Some of the above = 1 point 
None of the above = 0 points 
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Statement of 
findings 

Clear discussion of triangulation e.g. respondent validation, 
more than one analyst, findings discussed in relation to 
research questions/hypotheses 
All of the above = 2 points 
Some of the above = 1 point 
None of the above = 0 points 

How valuable is 
the research?  

Consider if the researcher discussed the contribution the study 
makes to existing knowledge or understanding. Additionally, 
was the intervention and population clearly described enough 
for inferences to be made?  
Intervention and population clearly described, implications 
discussed = 2 points 
Some of the above considered e.g. population but not 
intervention described = 1 point 
None of the above = 0 points 

 

CASP RCT checklist  

Question Prompts for applying this to the literature 
Statement of aims.  Consider what was the goal of the research; why it was thought 

important; its relevance 
a-priori hypotheses = 2 points 
statement of aims without hypotheses = 1 point 
neither of the above = 0 points 

Randomisation Clear description of randomisation = 2 points 
Randomisation reported but not described = 1 point 
Potential bias in randomisation approach = 0 points 

Participants 
accounted for at 
conclusion? 

All participants accounted for = 2 points 
Between 0-20% drop out rate = 1 point 
Over 20% drop out rate = 0 points 

Study personnel 
and participants 
“blind”?  

Participants and researchers blind to research hypotheses = 2 
points 
Participants blind to hypotheses = 1  
Neither participants nor researchers blind = 0 

Groups similar at 
beginning? 

Analysis suggests that groups were very similar at the 
beginning = 2 points 
Unclear whether the groups were similar, or descriptions 
report similarities but not statistically tested = 1 point 
Groups were statistically different at the beginning of 
intervention = 0 points 

Groups treated 
equally? 

Other than the intervention, groups were treated equally = 2 
points 
There were minimal differences in how groups were treated, 
only one, less relevant factor varied = 1 point 
Groups were not treated equally = 0 points 
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Can the results be 
applied to the 
local population?  

Was the intervention and population clearly described enough 
for inferences to be made?  
Intervention and population clearly described, implications 
discussed = 2 points 
Some of the above considered e.g. population but not 
intervention described = 1 point 
None of the above = 0 points 

Were all clinically 
important 
outcomes 
considered?  

The clinically important outcomes were considered = 2 points 
Some outcomes were considered = 1 point 
Minimal relevant outcomes were considered = 0 points 

Are the benefits 
worth the harms 
and costs? 

Minimal harm and significant benefit = 2 points 
Some harm but outweighed by benefits = 1 point 
Harm outweighs the benefits of intervention = 0 points 

 

CASP Cohort Study Checklist  

Question Prompts for applying this to the literature 
Was there a clear 
statement of aims?  

Consider what was the goal of the research; why it was thought 
important; its relevance 
a-priori hypotheses = 2 points 
statement of aims without hypotheses = 1 point 
neither of the above = 0 points 

Was the cohort 
recruited in an 
acceptable way?  

Look for bias in recruitment procedures  
Attempts made to recruit all participants of the relevant population 
= 2 points  
Recruitment did not cover the whole population that might have 
been included, but was still a-priori = 1 point 
If there is no clear description of recruitment or there is evident bias 
such as retrospective picking based on specific characteristics = 0 
points 

Was the exposure 
accurately 
measured to 
minimise bias? 

Consider whether there was a clear intervention described.  
The intervention was clearly described = 2 points 
Some aspects of the intervention were described = 1 point 
None described = 0 points 

Was the outcome 
accurately 
measured to 
minimise bias?  

Was the measure validated self-report, objectively measured by an 
external researcher 
Objective measure of behavioural interaction = 2 points 
Validated self-report measure = 1 point 
Unvalidated self-report measure = 0 points 

Have the authors 
identified the 
confounding 
variables? 

All relevant variables identified = 2 points 
Some confounding variables identified = 1 point 
None identified = 0 points 

Accounted for 
confounding 

All confounding variables identified and accounted for in data 
analysis = 2 points 
Not all accounted for, but some incorporated into design = 1 point 
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factors in 
design/analysis? 

None taken into account in data analysis = 0 points 

Is follow-up 
complete enough?  

All participants accounted for = 2 points 
Between 0-20% drop out rate = 1 point 
Over 20% drop out rate = 0 points 

Is follow-up long 
enough?  

Data collected more than 3 months after end of intervention = 2 
points 
Data collected up to 3 months after end of intervention = 1 point 
Data collected only at the end of intervention = 0 points 

Do you believe the 
results?  

Is the study underpowered? How well are confounding variables 
accounted for? Is there a large dropout rate?   
All accounted for = 2 points 
If mostly accounted for and problems are minimal = 1 point 
If there are problems with several of the above = 0 points 

Can the results be 
applied to the local 
population?   

Was the intervention and population clearly described enough for 
inferences to be made?  
Intervention and population clearly described, implications 
discussed = 2 points 
Some of the above considered e.g. population but not intervention 
described = 1 point 
None of the above = 0 points 

Do the results of 
the study fit with 
the available 
evidence?  

If the study is good and results are consistent with the available 
literature or is a well conducted study that does not fit = 2 points 
If there are some flaws in the study but the results are consistent = 1 
point 
If the results are not consistent and the study is poor = 0 points. 
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Appendix A 3. 

Clinical Psychology Review: author guidelines 



 145 

 
 

 

 

 



 146 

 
 

 

 



 147 

 
 

 

 



 148 

 
 

 

 



 149 

 
 

 

 



 150 

 
 

 



 151 

 
 

 

 



 152 

 
 

 

 



 153 

 
 

 

 



 154 

 
 

 

 

 

 

 

 



 155 

Appendix B.1 

Parental Stress Scale  

The following statements describe feelings and perceptions about the experience of 
being a parent. Think of each of the items in terms of how your relationship with your 
child or children typically is. Please indicate the degree to which you agree or disagree 
with the following items by placing the appropriate number in the space provided. 

1 = Strongly disagree 2 = Disagree 3 = Undecided 4 = Agree 5 = Strongly agree  

1 I am happy in my role as a parent  
2 There is little or nothing I wouldn't do for my child(ren) if it was 

necessary. 
 

3 Caring for my child(ren) sometimes takes more time and energy 
than I have to give.  

 

4 I sometimes worry whether I am doing enough for my child(ren).  
5 I feel close to my child(ren).   
6 I enjoy spending time with my child(ren).   
7 My child(ren) is an important source of affection for me.  
8 Having child(ren) gives me a more certain and optimistic view for the 

future.  
 

9 The major source of stress in my life is my child(ren).   
10 Having child(ren) leaves little time and flexibility in my life.   
11 Having child(ren) has been a financial burden.   
12 It is difficult to balance different responsibilities because of my 

child(ren).  
 

13 The behaviour of my child(ren) is often embarrassing or stressful to 
me.  

 

14 If I had it to do over again, I might decide not to have child(ren).   
15 I feel overwhelmed by the responsibility of being a parent.  
16 Having child(ren) has meant having too few choices and too little 

control over my life. 
 

17 I am satisfied as a parent  
18 I find my child(ren) enjoyable  
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Appendix B.2  

Strengths and Difficulties Questionnaire. 
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Appendix B.3  

Semi-structured Interview: 

How did you feel about being invited to take part in the group? 
• How were you referred into the group? 
• How did you feel about taking part in the group beforehand?  
• What made you come to the group? 
• If you had mixed feelings about the group, what made the difference? 

 
What did you know about the group before it started? 

• Is there anything that could have been done differently before the group started 
that you wish you’d known?  

• Did you have any preconceptions about the group before it started? 
 
It would be good to hear about your experiences of the STOP programme. 

• What were the most important aspects of the group for you?  
• What were your thoughts on the content of the group?  
• What sessions did you find particularly helpful and why? 
• What did you think of the optional sessions that were offered? Was there 

enough choice? 
• What sessions did you find less helpful and why? 
• Is there anything that you would have changed about the programme? 

(content, venue, structure of the group) 
• What was your relationship like with the facilitators? Anything that could have 

helped make it more positive?  
 
Did you make any changes or do anything differently because of what you learnt 
during the STOP Programme? 

• If yes, what were those changes?  
• How did you make them? 
• Was there any support from the group that made the changes easier to make? 
• Have the changes lasted?  
• Is there any support that you think would make/have made it easier to keep 

those changes going? 
• If no, then what were the reasons for this?  
• Was there something that got in the way?  

 
Anything else you’d like to say about your experiences? 

• If a new facilitator was running the group, what would your top tips for them 
be? 

• For new people attending the group, what would your tips for them be?  
• Were there ways the programme could have been improved? 
• Things that we should definitely keep or get rid of? 

 



 158 

I am asking lots of people these questions and I am wondering whether there are any 
changes I should make that would make it better for the next person that I’m 
interviewing.   
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Appendix B.4 
 

Journal of Adolescence: author guidelines 
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Further instructions to authors may be found at: 

https://www.elsevier.com/journals/journal-of-adolescence/0140-1971?generatepdf=true  

 

https://www.elsevier.com/journals/journal-of-adolescence/0140-1971?generatepdf=true
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Appendix B.5 

Ethical Approval 
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Appendix B.6 

Thematic Maps (Initial and Revised).  

Initial Map: 

  

The nature of the course 

Course content that 
stuck 

Limitations of the 
course 

How learning was 
facilitated 

The power of the group  

Facilitator roles 

Normalisation 
and shared 

 

Facilitator qualities Interpersonal 
learning 
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Factors that are perceived to 
influence change 

Barriers to change - 
internal 

Facilitators of 
change 

Barriers to change - 
external 

Suggestions 

Before the course begins 

Preconceptions Family experiences 

Engagement  

Barriers  Facilitators 
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Revised Maps:  

 

 

 

What influences initial 
engagement? 

Factors that aid 
engagement 

Barriers to 
engagement  

The nature and value 
of the STOP 
programme 

Why this course is 
important Course content 

and its delivery 

Room for 
improvement 

The importance of the 
facilitators 

Facilitator roles Facilitator qualities 
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Group dynamics  

I am not alone Learning from each 
other 

Factors that influenced 
change 

How change 
happens and what 

helps. 

Barriers to change 



 169 

Appendix B.7 

Theme table with quotes 

Theme Subtheme Codes Data 

What 
influences 
initial 
engagement? 
 
Theme 1. 

Barriers to 
engaging in 
the group 

Stigma about 
the type of 
parents who 
attend 
parenting 
groups  

“I think like quite a few of the 
others on my course, we 
thought it would be full 
of…chavs I suppose you could 
say” 
(Participant 1, P4, Line 99)  
“It was a preconception that we 
all had, that we would be there 
with the rough of Wiltshire erm, 
having a problem with their 
kids” 
(Participant 1, P4, Line 100)  
“I know that some of the people 
who were on our course felt 
very (.) errr (.) apprehensive 
about going on it in as much as 
they thought they might be 
confronted by a load of chav 
families on there basically” 
(Participant 3, P1, Line 25) 
“Go with an open mind don’t 
have any preconceptions about 
the people that are going on the 
course” 
(Participant 3, P16, Line 470) 
“I just think it’s perfect… you 
think of a parenting group as 
patronising and trying to teach 
you how to be a parent but then 
realise they’re not it’s basically 
giving you tips and things that 
you might not have thought of 
before” 
(Participant 5, P15, Line 451) – 
good quote for why this is a 
good course? Value of the 
course?  

Prior 
experience of 
parenting 
interventions 
influences 
negative 

“at first I was a bit unsure as to 
whether I wanted to or not 
because I’ve done parenting 
classes and I’ve found them 
really not helpful at all” 
(Participant 5, P1, Line 6) 
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perception of 
the group  

“I suppose because I’d done one 
maybe I was just apprehensive 
doing another one thinking it’s 
just going to be another 
parenting group, it’s going to be 
you know weeks long and 
you’re just going to be falling 
asleep” 
(Participant 5, P3, Line 64)  
“I mean, a bit dubious because 
we’d done the Triple P teenage 
course”  
(Participant 6, P1, Line 9)  
“yes but then I can say that’s 
probably down to doing the 
Triple P courses… you’re 
thinking it’s going to be similar 
to the Triple P course” 

Lack of 
knowledge 
about the 
group and 
expectations 
of group 
members 
before it 
started 

“Nothing at all I suppose really” 
(Participant 1, P3, Line 72)  
“Not very much at all other than 
it was a parenting course” 
(Participant 3, P2, Line 44) 
“I mean I may have been sent 
something but to be quite 
honest nothing really nothing 
really lodged in my mind 
about… what it might have been 
yeah” 
(Participant 3, P2, Line 49) 
“Nothing, we just thought it was 
another parenting group” 
(Participant 5, P2, Line 59)  
“I don’t know whether I’d read 
everything and understood 
everything correctly” 
(Participant 7, P2, Line 31)  
“I wish I’d had it because if 
somebody had said to me erm 
“if you don’t attend, if you fail 
to attend for” you know… 
“you’ll be bumped off the 
course” I think people should 
have been … put people in the 
picture that there are certain 
expectations of you as an 
attendee there” 
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(Participant 3, P2, Line 76) 
Lack of clarity 
between 
current and 
previous 
groups  

“I didn’t really know whether 
there was a difference erm 
because all the courses that I’ve 
done are about meeting up with 
parents who have similar 
issues” 
(Participant 4, P6, Line 156) 
“Every course that I’ve done is 
talking about strategies… and 
trying to be more informed” 
(Participant 4, P6, Line 161) 

Things that 
supported 
engagement  

Value of 
contact 
before the 
group started 

“I think one thing that I did 
appreciate was Linda’s contact 
(.) erm (.) beforehand (.) you 
know she seemed very open 
and friendly and welcoming and 
that was great (.) and we had 
quite a long conversation on the 
phone when she phoned to 
basically say “this is” you know 
erm “what we’re doing, this is 
the course, we really want you 
to come” and stuff so to have 
that contact on the phone for 
me was great” 
(Participant 4, P6, Line 186)  
“we spoke to one of the ladies 
who was running the course (.) 
obviously there’s be probably a 
few things similar but there’s 
obviously lots of different things 
and we thought well (.) 
obviously we’ll go and see what 
it’s all about and everything like 
that and it seemed pretty good” 
(Participant 6, P1, Line 10)  
“we had a home visit one of the 
ladies came out and she did go 
through it quite a lot of what 
was involved which then made 
us decide to go” 
(Participant 6, P2, Line 42)  
“we had seen Georgina who 
was obviously one of the group 
facilitators” 
(Participant 7, P1, Line 7)  
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“I spoke to her on the phone 
and then she actually came to 
visit at the house… we chatted a 
bit more about it” 
(Participant 7, P3, Line 78)  
“there was a chance to ask 
questions and yeah definitely 
there was the opportunity” 
(Participant 7, P3, Line 88)  
“it made it more personal and 
you know it felt like there was a 
connection rather than just 
having this email and it was all 
electronic” 
(Participant 4, P7, Line 195) 

Expectations 
of positive 
impact of the 
course 

“my only indication of what the 
group was was that this was 
going to teach you to try and 
take a step back and just look at 
the way you’re parenting and 
try and do it in a different way” 
(Participant 2, P2, Line 53)  
“I felt it was perhaps going to 
maybe re-introduce ways of 
dealing with problem behaviour 
or introduce new ways of 
dealing with problem 
behaviour” 
(Participant 7, P2, Line 32) 
“I think the first week you know 
we all feel like we’ve signed up 
to this course and the we’ve 
waited two months to start on 
this course because we feel like 
we want to fix something 
yesterday” 
(Participant 2, P12, Line 367) 
“we thought that it would be 
useful” 
(Participant 2, P1, Line 26)  
“I had no problems (.) I’d 
already been on one (.) there’s 
another one called the Triple P 
(.) erm so no I was I was more 
than happy to go along” 
(Participant 2, P2, Line 37)  
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“I have done every course I 
have been recommended to 
do… I did the ASD specific 
parenting course” 
(Participant 4, P3, Line 61)  

Having some 
information 
about the 
course before 
hand but not 
too much 

“we had had erm an 
information sheet briefly sort of 
saying what they were going to 
be covering” 
(Participant 7, P2, Line 30) 
“I think if you’d have been given 
a lot of information in the 
beginning it could have been 
quite overwhelming” 
(Participant 7, P2, Line 58)  
“I don’t know whether it would 
have been a good idea to have a 
lot more information in a way 
that could have been quite 
overwhelming and quite off 
putting in a way” 
(Participant 7, P3, Line 61) 
“perhaps a bit more erm 
perhaps an outline of what the 
course (.) of how it would 
unfold basically like a synopsis 
of it I suppose you could say” 
(Participant 3, P2, Line 57) 

Prior 
relationship 
with service 
enhances 
attendance 

“I think I just agreed to go to 
start with because ((pause)) just 
to keep people happy” 
(Participant 5, P1, Line 7)  
“I promised that I would go and 
give it a go and if we liked it 
we’d stay”  
(Participant 5, P1, Line 21) 

Embracing 
the unknown 

“I don’t think there’s anything 
else I could have been told in 
advance; you don’t know until 
you get there” 
(Participant 1, P4, Line 92)  
“I was quite curious more than 
anything because I didn’t really 
know what to expect in a way” 
(Participant 7, P2, Line 44)  
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Appendix B.8 

Service Feedback 

The results of this project were fed back to the service in two ways. A discussion with 

the Parenting Programme Co-ordinator who is responsible for rolling out parenting 

programmes across the NHS trust and to service management at the Ops and Gov 

team meeting. The feedback they gave on the recommendations were as follows:  

1. Protect time for personal contact between group facilitators and group 

members prior to the group starting.  The service has agreed that they will 

continue to protect the time that group facilitators have to go and meet with 

potential group members once they have been referred.  

2. Parents should be able to access additional information about the STOP 

Programme via a website. The service is currently exploring ways to update the 

information that they give parents. They are considering whether videos from 

parents that have participated in the group are feasible and they are updating 

their information leaflets to include some of the new quotes that they have 

from parents about participating in the groups.  

3. Where possible try to engage all caregivers in the group. The groups are already 

offered to young people’s main caregivers; however, the service is looking at 

whether it would be feasible to offer parents places on different groups if they 

are not able to attend at the same time due to childcare. When they are 

discussing the group with families prior to its commencement, they will 

highlight the potential benefits of more than one caregiver attending.  

4. Make developmentally appropriate adaptations for all homework activities. 

Facilitators already attempt to make the group homework developmentally 

appropriate and will continue to do so.  

5. Incorporate parental feedback into facilitator training workshops e.g. through a 

video or parental attendance. The parenting co-ordinator felt that this would 

be a very helpful approach to take. They are going to explore whether there are 

any parents that would be happy to attend the next facilitator training 

workshop.  

6. A one-off “top-up” session held 3 months after the end to support parents in 

maintaining change.  Groups will be run with a three-month follow up as 
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standard. The outcome measures will be administered at this time to evaluate 

the progress parents and families are making.  

7. Groups should be set up in a way that enables sustainable evaluation of 

medium- and long-term outcomes. Whilst outcome measures will continue to 

be collected from group members, management felt that it would be infeasible 

to engage people who did not intend on accessing the group in research about 

their choices.  

 

At a broader level there was a discussion about the different parenting 

programmes for adolescents that are being run across Wiltshire. Service management 

recognised that there is not currently an overarching strategy that runs across 

government agencies and private providers. Their aim is to set up a workstream that 

allows for the development of a more cohesive approach.  

They also hope that they will be able to train school staff to deliver the STOP 

Parenting Programme alongside NHS staff to enhance the programmes’ roll-out. 

Currently they are encountering barriers in schools releasing their staff to be trained. 

They are hoping to address this by liaising with school headteachers.  
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Appendix C.1 

HRA approval letter 

 



 177 

Appendix C.2 

University Ethical Approval  

 

From: psychology-ethics psychology-ethics@bath.ac.uk  

Subject: Ethics 18-211  

Date: 1 August 2018 at 11:35 
To: Naomi Mackett N.Mackett@bath.ac.uk  

Cc: Lorna Hogg L.I.Hogg@bath.ac.uk  

Dear Naomi Mackett, 
Ethics 18-211 Social Identification Processes in Mental Health Difficulties  

The ethics committee have considered your ethics proposal for the study above and 
have given it full ethical approval. Please be aware that it is your responsibility to let us 
know as soon as possible if any issues or complaints of an ethical nature arise over the 
course of your project.  

Please quote your unique code, 18-211, in the subject line of any future 
correspondence.  

Best wishes with your research. 
On behalf of Dr Nathalia Gjersoe 
Chair, Psychology Research Ethics Committee  

 

 

 

 

 

 

 

 

 

 

 

 



 178 

Appendix C.3 

Trust R&D confirmation 
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Appendix C.4 

Mental Health Experience and Demographic Questionnaire 

 
1 Please enter your initials. This will allow us to identify your data should you wish to 
withdraw it, prior to data being anonymised.  

________________________________________________________________ 
 
 

 
2 What age group do you fall into? 

o 18-24   

o 25-34   

o 35-44   

o 45-54   

o 55-64   

o 65+   
 

 
3 How do you define your gender? 

o Male   

o Female   

o Trans-Male   

o Trans-Female   

o Other    

o I'd rather not say   
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4 If you would like to be contacted with the results of this study, please enter a valid 
email address so a summary of the study may be passed on to you once the research is 
complete.  

________________________________________________________________ 
 
 

 
5 What is your marital status? 

o Single (Never Married)    

o Married/Civil Partnership    

o Separated/Divorced    

o Widowed   
 
 

 
6 What is your employment status? 

o Unemployed   

o Employed - Full Time   

o Employed - Part Time   

o Self-Employed   

o Student   
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7 What professional did you first meet with to discuss your mental health difficulties? 

▢ GP   

▢ Clinical Psychologist   

▢ Psychiatrist    

▢ Mental Health Nurse   

▢ School or University Counsellor   

▢ Other   
 
 

 
7b If you answered other, who did you speak to about your mental health difficulties? 

________________________________________________________________ 
 
 

 
8 When did you first meet (either in person or on the phone) with a professional to talk 
about your mental health difficulties?  

o Within the past 6 months   

o Between 6 and 18 months ago    

o Over 18 months ago   
 
 

 
9 Do you have a formal diagnosis of a mental health condition?  

o Yes    

o No   

o I'm unsure   
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9b If you answered yes or unsure to the above question, do you know what 
diagnosis/diagnoses you were given? Where possible, please write them in the box 
below... 

________________________________________________________________ 

________________________________________________________________ 

________________________________________________________________ 

________________________________________________________________ 

________________________________________________________________ 
 
 

 
11 Do you agree with the diagnosis/diagnoses you were given? 

o Yes, I completely agree with the diagnosis/diagnoses I was given   

o I agree with some aspects of the diagnosis/diagnoses I was given   

o No, I do not agree with the diagnosis/diagnoses I was given    
 
 

 
Section 3b  
This section asks you some questions about your experience of spending time with 
others with mental health difficulties.  
 
 

 
12 How much time do you spend with others with similar experiences of mental health 
difficulties to you? This can be in any format e.g. face-to-face; one-to-one; as part of a 
group; online.  

o None to my knowledge   

o Less than monthly   

o Monthly    

o Weekly   

o Daily   
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13 In general, how positive is your experience of spending time with others with 
similar mental health problems to your own? 

 0 10 20 30 40 50 60 70 80 90 100 
 

0 = not at all positive 100 = as positive 
as I can imagine (1)  

 
 
 

 
14 In what format do you spend time with others that had similar mental health 
problems to yourself? Tick as many as apply to you 

▢ Face-to-face   

▢ One-to-one   

▢ As part of a group   

▢ As a mental health inpatient   

▢ In the community   

▢ Online   

▢ Other   
 
 

 
14b If you ticked "other", please give more information on what ways you spend time 
with others with mental health difficulties. 

________________________________________________________________ 
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15 Have you ever received any psychological therapy around your mental health 
difficulties from a trained professional? (e.g. a Clinical Psychologist, a CBT therapist, a 
counsellor etc).  

o Yes   

o No   
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Appendix C.5 

Social Identity Questionnaire 

Please specify how much you agree or disagree with each statement concerning how 
you relate to others with mental health difficulties as a group.  
1 = I strongly disagree 
2 = I disagree 
3 = I slightly disagree 
4 = I neither agree nor disagree 
5 = I slightly agree 
6 = I agree 
7 = I strongly agree 
I feel a bond with others with mental health difficulties 1 2 3 4 5 6 7 
I feel solidarity with others with mental health difficulties 1 2 3 4 5 6 7 
I feel committed to others with mental health difficulties 1 2 3 4 5 6 7 
I am glad to be part of a group of people with mental 
health difficulties 

1 2 3 4 5 6 7 

I think that people with mental health difficulties have a 
lot to be proud of 

1 2 3 4 5 6 7 

It is pleasant to part of a group of people with mental 
health difficulties 

1 2 3 4 5 6 7 

Being part of a group of people with mental health 
difficulties gives me a good feeling 

1 2 3 4 5 6 7 

I often think about the fact that I am a person with mental 
health difficulties 

1 2 3 4 5 6 7 

The fact that I am a person with mental health difficulties 
is an important part of my identity 

1 2 3 4 5 6 7 

Being a person with mental health difficulties is an 
important part of how I see myself 

1 2 3 4 5 6 7 

I have a lot in common with the average person with 
mental health difficulties 

1 2 3 4 5 6 7 

I am similar to the average person with mental health 
difficulties 

1 2 3 4 5 6 7 

People with mental health difficulties have a lot in 
common with each other 

1 2 3 4 5 6 7 

People with mental health difficulties are very similar to 
each other 

1 2 3 4 5 6 7 
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Appendix C.6 

Robson Self-Concept Questionnaire 

This questionnaire deals with attitudes and beliefs which some people have about 
themselves. 
Please indicate how much you agree or disagree with each statement by ringing the 
single number in each section which represents how you typically feel most of the 
time. 
Since people vary so much in the opinions they hold, there are no right or wrong 
answers. 

  Completely 
Disagree 

Disagree Agree Completely 
Agree 

1. I have control over my own life. 0 1 2 3 4 5 6 7 

2. I’m easy to like. 0 1 2 3 4 5 6 7 

3. I never feel down in the dumps for very long. 0 1 2 3 4 5 6 7 

4: I can never seem to achieve anything worthwhile. 0 1 2 3 4 5 6 7 

5: There are lots of things I’d change about myself if I 
could. 

0 1 2 3 4 5 6 7 

6. I am not embarrassed to let people know my 
opinions. 

0 1 2 3 4 5 6 7 

7: I don’t care what happens to me. 0 1 2 3 4 5 6 7 

8: I seem to be very unlucky. 0 1 2 3 4 5 6 7 

9. Most people find me reasonably attractive. 0 1 2 3 4 5 6 7 

10. I’m glad I’m who I am. 0 1 2 3 4 5 6 7 

11: Most people would take advantage of me if they 
could. 

0 1 2 3 4 5 6 7 

12. I am a reliable person. 0 1 2 3 4 5 6 7 

13: It would be boring if I talked about myself. 0 1 2 3 4 5 6 7 

14: When I’m successful, there’s usually a lot of luck 
involved. 

0 1 2 3 4 5 6 7 

15. I have a pleasant personality. 0 1 2 3 4 5 6 7 

16. If a task is difficult, that just makes me all the more 
determined. 

0 1 2 3 4 5 6 7 

17: I often feel humiliated. 0 1 2 3 4 5 6 7 

18. I can usually make up my mind and stick to it. 0 1 2 3 4 5 6 7 

19: Everyone else seems much more confident and 
contented than me. 

0 1 2 3 4 5 6 7 
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20: Even when I quite enjoy myself, there doesn’t seem 
 much purpose to it all. 

0 1 2 3 4 5 6 7 

21: I often worry about what other people are thinking 
about me. 

0 1 2 3 4 5 6 7 

22: There’s a lot of truth in the saying “What will be, 
will be”. 

0 1 2 3 4 5 6 7 

23: I look awful these days. 0 1 2 3 4 5 6 7 

24. If I really try, I can overcome most of my problems. 0 1 2 3 4 5 6 7 

25: It’s pretty tough to be me. 0 1 2 3 4 5 6 7 

26. I feel emotionally mature. 0 1 2 3 4 5 6 7 

27: When people criticise me, I often feel helpless and 
second-rate. 

0 1 2 3 4 5 6 7 

28: When progress is difficult, I often find myself 
thinking 
it’s just not worth the effort. 

0 1 2 3 4 5 6 7 

29. I can like myself even when others don’t. 0 1 2 3 4 5 6 7 

30. Those who know me well are fond of me. 0 1 2 3 4 5 6 7 
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Appendix C.7 

Warwick Edinburgh Mental Wellbeing Scale  
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Appendix C.8 

Work and Social Adjustment Scale 
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Appendix C.9 

Data Analysis Plan 

Hypothesis One: (G*Power calculation = 134 participants in total; 67 in each group) 

Step 1: Outline descriptive statistics 

Step 2: Pre-analysis assumption testing. Including; testing for multivariate normality, 

testing for homogeneity of variance, testing for linear relationship between dependent 

variables, determining multicollinearity.  

Step 3: One-way MANOVA looking at the differences in mean domain scores on the 

social identity scale between <6 months group and >18-month group. (p<.05 for 

significance).  

Step 4: One-way MANOVA looking at the difference in mean subscale score on each of 

social identity subscales between <6 months groups and >18 months group. (p<.01 for 

significance to correct for multiple testing).   

Step 5: If results are significant post-hoc testing should be conducted, accounting for 

the uneven group sizes.  

 

Hypothesis Two: (G*Power calculation = 92 participants)  

These assumptions need to be met because it’s a linear regression model.  

1. Independence of errors 

2. There should be a linear relationship between the predictor variable (and 

composite) the dependent variable 

3. There should be homoscedasticity of residuals (equal error variances) 

4. There should be no multicollinearity  

5. There should be no significant outliers 

6. The errors (residuals) should be approximately normally distributed.  

Step 1: Isolate data from individual groups (n = ).  

Step 2: Remove cases of those who have had NO contact with others with MH 

difficulties. (No grounds for mediation to occur) 

Step 3: Make sure that all of the assumptions for linear regression and mediation 

analysis are met (see Hayes, 2018)  

Step 4: Run PROCESS mediation model for self-investment social identity domain 
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Step 5: Inference testing – bootstrapping analysis (sample = 5000) 

Step 6: Run PROCESS mediation model for self-definition social identity domain  

Step 7: Inference testing – bootstrapping analysis (sample = 5000) 

 

Hypothesis Three: (G*Power calculation = 92 participants) 

Assumptions for multiple regression:  

1. Independence of errors 

2. There should be a linear relationship between the predictor variable (and 

composite) the dependent variable 

3. There should be homoscedasticity of residuals (equal error variances) 

4. There should be no multicollinearity  

5. There should be no significant outliers 

6. The errors (residuals) should be approximately normally distributed.  

 

Model One:  

Step 1: Use data from individual groups  

Step 2: Forced entry of predictor variables (5 factors of social identity) in relation to 

outcome (self-esteem)   

 

Model Two:  

Step 1: Use z-scores to create global measure of wellbeing across two measures.  

Step 2: Use data from individual groups  

Step 3: Forced entry of predictor variables (5 factors of social identity) in relation to 

outcome (wellbeing)   
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Appendix C.10  

European Journal of Social Psychology: Author Guidelines 
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