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Commentary on the impact of the pandemic on my research 

The pandemic has had an impact on several aspects of my research. My initial main 

research project plan was to carry out a participatory action research (PAR) project. I had already 

begun engaging in preliminary discussions with a member of the community I was intending on 

doing the research with. Not long after the beginning of the first UK lockdown, it became 

apparent that being able to safely carry out the foundational engagement work that was needed 

in PAR was going to be unfeasible. This was due to national restrictions on social contact and the 

barrier of digital exclusion meaning that convening with a group would be difficult.  

This meant I had to quickly develop a new idea before the project proposal deadline 

which I submitted and discussed at the mini-viva. This research aim was to explore post traumatic 

growth in marginalised communities, but it soon became evident that the pandemic was likely to 

endure and I was unlikely to capture “post pandemic” perspectives with the timescales. The next 

idea required engaging with people from communities in Bristol. But foundational participatory 

consultation was also made difficult by national restrictions and it felt important to specifically 

engage people from these communities rather than just those from Bath PPE team.  

This third idea for a project was therefore abandoned and I decided to explore 

community led organisations, a project that was inspired by my work in the BPS community 

resilience working group. In the first few months of the pandemic, my interest in community 

psychology led me to become involved in a BPS working group set up think about community 

resilience in the face of the pandemic. I was involved in a number of mini projects that included 

elevating the benefits of community strength and writing articles around community resilience 

and community led organisation. My involvement in this inspired me to explore the benefits of 

these to add to this amplification of these set ups.  

My service related project was also impacted in that the number of participants that 

attended the training that was being evaluated was much less than anticipated. The consequence 

of this was having a small amount of data which made the findings less easily generalisable and 

therefore potentially less useful to the service.   
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Abstracts 

Participatory Action Research in UK Mental Health Services: A Systematic Review of Methods, 

Collaboration and Barriers and Facilitators 

Background: Participatory Action Research (PAR) is an approach to enquiry that aligns well with 

service development in NHS mental health services. It also has the potential to respond to 

criticism of tokenism in participatory practice. This paper aimed to review PAR in UK mental 

health services, exploring power distribution and providing an understanding of what facilitates or 

obstructs its successful implementation in this context.  

Method:  Web of Science, PubMed, Embase and grey literature databases were searched using 

key words related to PAR and mental health. 3696 articles were found and after exclusion and 

inclusion criteria were applied 14 PAR projects were reviewed. Data on methods and contexts was 

extracted and a thematic synthesis was performed on data relating to barriers and facilitators. A 

quality assessment tool was developed to assess the level of participation in the studies.  

Results: Results showed a range of methods and service contexts. The level of collaboration in 

studies varied. Themes developed around barriers and facilitators to PAR related to stakeholder 

influence, positive working environment and structural enablement. 

Conclusions: PAR is a relevant and useful approach in UK mental health settings and enabled by a 

number of factors. True collaboration is not always demonstrated in published projects and 

though this is the gold standard and needs to be aimed for, this may not always be possible.  

Keywords: Participatory action research, systematic review, NHS service improvement, patient 

and public involvement, co-production  

 

Developing the Therapeutic Skills in the System of Adults Around Children Living Away from 

Birthparents: A Service Improvement Project 

Background: Children who live away from birthparents often have traumatic relationship 

experiences that can lead to placement breakdowns. Developing the therapeutic capacity of the 

whole system around these children is seen as important and this project set out to evaluate a 

project that attempted to do this.  

Method: A mixed method approach was used to elicit data related to the training. Idiosyncratic 

measures were used to collect data on perceived therapeutic skill before and after professionals 

had attended the two day training. Qualitative comments pre and post training were also 

collected and analysed using thematic analysis.  
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Findings: Quantitative data showed perceived therapeutic skills and knowledge had increased 

after the training. Qualitative analysis led to the development of several themes that indicated 

that professionals felt they had increased their empathy, therapeutic skill and knowledge of 

therapeutic approaches.  

Implications: This service related project highlights the potential for a training course on 

attachment based therapy to develop the therapeutic skills of professionals working with children 

who have experienced developmental trauma.  

 

‘I am Because We Are’: Why Community Led Organisations are Key in the Transformation of UK 

Mental Health Services 

Purpose: Community led organisations (CLOs) have the dual benefit of fulfilling current NHS 

transformation aims and promoting wellbeing for the individuals who are part of them. This 

motivated the aim of this research which was to understand the implications of CLOs and ways of 

working with them from the perspectives of those who are part of them. 

Methodology: Semi-structured interviews were conducted online with 14 people involved in 

CLOs. Reflexive Thematic Analysis was used to analyse data, with theme development included 

participant collaboration.  

Findings: Four central themes were developed: 1) Deep sense of wellbeing and fulfilment through 

ecosystem participation; 2) Emotional upset; 3) Community leadership as socially transformative; 

and 4) Embracing authentic partnership working. It was found that CLOs have the potential to 

transform the mental health of marginalised communities as part of wider system change and as 

an intervention in themselves.  

Originality: This research offers a valuable insight for commissioners and leaders working on the 

transformation agenda. It offers justification for the elevation of community led services and 

organisations.   
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Keywords: Community Led Organisations, Prevention, Public Health, Mental Health, NHS 

transformation, Clinical Psychology, Community Psychology, Participation 
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Commentary text: 

Participatory action research (PAR) is a method of co-production that places participants at the 

centre of research decisions. It can require engagement work and more time than clinician led co-

production, a factors that can make it less easy to carry out in the current resource deprived 

service landscape. My experience of mental health services is that co-production is not inherent in 

many services within the NHS and when it is done has felt like a tick box exercise. Typically I have 

seen small service user groups consulted on leaflets or asked to comment on referral form 

content. This does not communicate a true valuing of service user input or voice and risks 

highlighting power imbalances. By nature, true PAR needs to be guided entirely by the desires of 

the engaged community. This is an unfamiliar approach to services where norms are for 

hierarchical “consumer” based models that position service users as passive recipients of 

“treatment”.  

However, the move towards more co-production and collaboration stipulated in the current NHS 

transformation offers the opportunity for a culture shift in these power imbalances. PAR 

approaches have the potential to be an asset to this. There is a duality of benefit of PAR on 

mental health; empowerment of the individuals involved (which is associated with better mental 

health) and improving the suitability of mental health services for users (which is likely to lead to 

better mental health outcomes). This gives a strong justification for it to be developed as a 

familiar approach in NHS mental health service development.  

However, by nature of the flexibility of the approach, application can feel ambiguous. For some 

professionals and services using a research method that does not have a clear direction can be 

understandably anxiety provoking. Attempts to manualise would be in contradiction to the 

freedom needed to give space to patient empowerment in the process. Therefore research into 

PAR and an amplification of the times it has been used in mental health services is important.  

What this project therefore set out to do was to provide information that has the potential to 

make the utilisation of PAR approaches less anxiety provoking for professionals. Resource issues 

continue to pervade, but it was hoped that this project could offer examples of PAR in NHS 

settings. This could mean professionals have a base line to follow. Looking at barriers and 

facilitators of Par, it was hoped that this would contribute to the development of quality 

facilitation. The exploration power distribution in the projects reviewed was important to 

highlight the importance of considering power in the context of a culture of tokenistic 

participation approaches.  
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Participatory Action Research in UK Mental Health Services: A Systematic Review of Methods, 

Collaboration and Barriers and Facilitators 

 

Background: Participatory Action Research (PAR) is an approach to service development that 

places participants at the centre of enquiry. This paper aimed to review PAR in UK mental health 

services, exploring power and providing an understanding of what facilitates or obstructs its 

successful implementation in this context. 

Method:  Web of Science, PubMed, Embase and grey literature databases were searched using 

key words related to PAR and mental health. 3696 articles were found and after exclusion and 

inclusion criteria were applied 14 PAR projects were reviewed. Data on methods and contexts was 

extracted and a thematic synthesis was performed on data relating to barriers and facilitators. A 

quality assessment tool was developed to assess participatory quality.  

Results: Results showed a range of methods and service contexts and the level of collaboration in 

studies varied. Themes developed around barriers and facilitators to PAR related to stakeholder 

influence, positive working environment and structural enablement. 

Conclusions: PAR is a relevant and useful approach in UK mental health settings and enabled by a 

number of factors. True collaboration is not always demonstrated in published projects and 

though this is the gold standard and needs to be aimed for, this may not always be possible.  

Keywords: Participatory action research, systematic review, NHS service improvement, patient 

and public involvement, co-production  

Patient and public involvement (PPI) has become an integral part of public health service 

development (Mockford et al., 2012) and co-production of mental health services is now required 

in NHS mental health service planning (NHS, 2019). Participation of those who use services is not 

only seen as beneficial to service development, it redresses power imbalances (Ocloo et al., 2021). 

However, a lack of clear guidance on approaches can result in tokenism and a drive for the 

adoption of frameworks that promote more equal power sharing (Ocloo & Matthews, 2016).  

One method of participatory research that promotes more balanced power is 

Participatory Action Research (PAR). Developed by key figures including Kurt Lewin (1946) and 

Paulo Friere (1970), PAR is seen as a socially transformative research approach carried out with 

rather than on people.  Traditional research typically reflects researcher interests (Watkins & 

Shulman, 2008a) and tends to maintain inequitable societal power imbalances by elevating the 

status of the researcher. Conversely, PAR places those who are the focus of research at the centre 



12 
 

of it, with participants leading on research decisions and social change for issues relevant to their 

lives (Kemmis, 2008). The primary researcher’s role is as facilitator, using their power and position 

to enable genuine participation and control, with an emphasis on collaboration.  

PAR in health services can be understood as a form of co-production because it is about 

stakeholders joining together to develop mental health services. However, co-production has 

been critiqued as having the potential to have an inherently imbalanced power dynamic between 

service user and service (Rose & Kalathil, 2019). PAR differs from this because it seeks to elevate 

participant control at every stage of the research, from the development of the research focus to 

the reporting. PAR is also interested in empowering and transforming oppressive social contexts, 

whereas co-production is primarily about improving the service to make it more fit for purpose. 

PAR is an approach that is underpinned by social justice values. The three components of 

action, reflection and participation are seen as fundamental (Schubotz, 2019) and key principles 

include people becoming co-researchers, non-hierarchical power relations and being praxis1 

orientated (Schubotz, 2019). McIntyre (2008) emphasises collaborative and trusting alliance 

between researchers and participants. PAR can encompass a spectrum of theoretical orientations 

and methods (Chevalier & Buckles, 2019) and its democratic underpinnings mean that it is likely 

to differ from context to context. Despite this flexibility, some specific models have been 

developed such as Photovoice (Wang & Burris, 1997). Further, many case examples of PAR exist in 

the literature (e.g. Bostock & Freeman, 2003) and these offer templates to guide others in their 

practice.  

The field of mental health and emancipatory PAR approaches align well due to the 

relative powerlessness associated with mental health issues. Social context and determinants are 

understood to have a significant impact on mental health issues (McGrath et al., 2016; Munro, 

2005), making the socially transformative aspect of PAR important. Those with mental health 

problems are also more likely to be marginalised (Benbow, 2009) and Public Health England (PHE) 

recognise the potential of participatory approaches to “directly address marginalisation and 

powerlessness” (PHE, 2015). The most recent NHS Mental Health guidance specifies that service 

planning should include “Engagement and co-production with local communities” (NHS, 2019, p. 

8). This cyclical nature of PAR also aligns well with the National Health service’s (NHS) plan, do, 

study, act (PDSA) quality improvement model (NHS-Improvement, 2018). These factors create an 

opening for PAR as a useful approach to PPI in mental health service improvement. 

 
1 *“Praxis” is a term coined by Friere (1970) to describe the need for action and reflection in order for social 

transformation to occur. 
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Figure 1 

ARNSTEIN’S LADDER OF PARTICIPATION 

 

Despite participation being seen as integral for service development (Mockford et al., 

2012) critiques suggest attempts can sometimes result in symbolic effort (Ocloo & Matthews, 

2016). This does nothing to redress power imbalances, instead facilitating inequity to be 

obscured, minimising any possibility of public accountability. Brown (2021) stresses the need to 

distinguish involvement from participation and warns against these issues of tokenism. Arnstein’s 

(1969) ladder of participation (Figure 1) offers a continuum of stakeholder involvement and is one 

framework that can be considered to reflect on these issues. Using this as a guide, PAR can be 

understood as an approach underpinned by delegated power. This position high up on the ladder 

is therefore an approach that has the potential to address these critiques of tokenism.  

Previous PAR reviews have focussed on PAR methods (Branquinho et al., 2019; Gibbs et 

al., 2020), sustainable development (Keahey, 2021) and substance misuse (Valdez et al., 2020). 
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Useful insight on how stakeholder dynamics and pedagogical strategies influence PAR has been 

gained (Anderson, 2019). A recent systematic meta review on PPI (Ocloo et al., 2021), concluded 

that PPI is dependent on a whole system approach. However, this did not look specifically at PAR 

within mental health services and currently no other reviews exist with this focus in a UK setting. 

Rationale for Review and Research Aims 

Given the relevance to mental health services in the UK, policy guidance and the gap in 

the research, reviewing PAR is pertinent. Commissioners and practitioners in mental health 

settings would benefit from understanding the possibilities and essentials for PAR and so the first 

aim of this research is to summarise the methods and contexts of PAR studies in UK mental health 

settings. Given the integrity issues that have been raised here around tokenism, a second aim will 

be to look at the methodological integrity of the studies in relation to shared power. Finally, 

understanding what enables and inhibits the successful implementation of a PAR would be a 

useful outcome for professionals considering undertaking PAR specifically in this context, 

becoming the third aim of the review.  

Research questions. The following research questions will guide this review: 

1. What methods have been used in PAR studies within mental health services? 

2. Which services and target populations have been researched? 

3. What are the power dynamics at different stages of the PAR process?  

4. What are the barriers and facilitators of implementing PAR with those identified as having 

mental health difficulties in UK services and settings? 

 

Methods 

Initial Search strategy 

Guided by the Preferred Reporting Items for Systematic Reviews and Meta-Analyses 

(PRISMA), the primary researcher conducted searches in November 2021 on Web of Science, 

PubMed and Embase databases using the terms “Participatory Action Research” and “Community 

Based Participatory Research”. The justification for this second term is that it is a commonly used 

term to describe the same principles and elements of PAR. These terms were separated with the 

Boolean operator “OR” and combined using the operator “AND” with 52 terms representative of 

mental health conditions, each separated by “OR”. These terms were searched for in keywords, 

title and abstract, or title and abstract.  

Study Selection 
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Searches found 3474 studies and references for these were uploaded via Endnote to 

Covidence where 1493 duplicates were removed. Using the following inclusion criteria, 1981 

abstracts were screened:  

• Available in English language  

• PAR or CBPR studies 

• Conducted in or with a UK mental health service or setting 

A number of exclusion criteria were also applied: 

• Service focus was traumatic brain injury, dementia or neurodevelopmental disorders 

• Primary service users were not involved in the research e.g. studies with carers.  

• Studies that included mental health service users but were not conducted in collaboration 

with mental health services  

• No English full text available 

• Not an empirical study 

The justification for only including studies in the UK was to increase the relevance of this 

review for the those working in UK settings given the variation of cultural and service contexts 

between countries across the world. It was also decided that services that focussed on brain 

injury, dementia or neurodevelopmental disorders would not be included. The justification for 

this is that though these disorders can be associated with emotional distress, they are not 

typically defined as mental health issues in and of themselves.  

All abstracts and full text articles were screened, with decisions made about inclusion or 

exclusion, by two reviewers, with the lead researcher reviewing and making final decisions on 

discrepancies. The final sample at this stage included 49 studies. 

Refinement of Exclusion Criteria and final studies included 

Full text screening highlighted significant variation in service context and so an additional 

exclusion criteria was added: that studies needed to have been conducted in NHS mental health 

services. The justification for this was that the differences between the service structures and 

governance of the NHS settings and non-NHS settings varied so much that conclusions from a 

review that looked at both may be more ambiguous and less relevant to and useful for either 

setting. Therefore it was decided that focussing on NHS settings would offer clinical psychologists 
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employed in these settings a more relevant review to draw upon and that a separate review 

looking at PAR in non-NHS settings could be conducted at a later date.  

During full text screening articles reporting on the same study were combined and 

reviewed as one project. Also, an excluded article (Bryant et al., 2019) reported on two studies 

that had not been found in searches (Bryant et al., 2011; Bryant et al., 2015) and so these were 

both included in the final sample.  

Figure 2 

Flow Diagram of Study Selection Process 

 

Grey literature 

 Grey literature was searched for on Psychextra, HMIC and Open Grey using the terms 

“participatory action research” OR “community based participatory research”. None of the 

articles found met inclusion criteria. Ethos, the database for thesis’ in the UK was searched using 

the term “participatory action research” OR “community based participatory research”. After 

abstract and full text screening, three theses were included in the final review.  

At the end of the search and screening stage, 14 PAR projects from 19 papers were 

included in the review (Figure 1).  
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Developing a Tool for Quality Assessment 

Quality appraisal is seen as a necessary step in understanding the results of systematic 

reviews because it gives a context for the reader to understand the findings. An aim of this review 

was to examine alignment with PAR values of collaboration in the studies. So, based on an 

evaluation tool used in a previous review (Gibbs et al., 2019), a quality assessment tool was 

developed to assess the level of collaboration in the included studies. This required the primary 

reviewer to rate each study on level of collaboration at each stage of the research according to 

the definitions in table 1.  

Table 1 

Quality Assessment Score Definitions 

Where 

the 

power 

sits 

Not 

stated 

Power and decisions 

sit entirely with the 

primary researcher 

Consultation -

Participants are 

consulted on this 

stage, but power and 

decisions sit with the 

primary researcher 

Collaboration – 

Participants and 

primary researcher/s 

share decision making 

equally 

Pro-activism – 

Participants lead the 

decisions and research 

Score 

given 

0 1 2 3 4 

 

Data extraction 

A data extraction template was created by the primary researcher to extract data from 

the studies on service contexts, methods, actions, reflection structure, and analysis method. The 

primary researcher extracted data on all of the studies, with a second reviewer extracting data 

from two of the studies and comparisons discussed. There were minimal discrepancies between 

reviewers decisions.  

Thematic Synthesis 

Thematic synthesis was chosen to identify barriers and facilitators because it is a method 

that can establish links and draw conclusions across studies that vary in design. A critical realist 

position (Bhaskar, 1975) underpinned the analysis which assumed an objective reality of barriers, 

but that reporting of these will have been influenced by the lens of authors. For transparency in 

this review, it is important to state that the primary reviewer was a trainee clinical psychologist 

who has historic experiences of powerlessness and disadvantage. She holds several privileged 

identities according to the social GRACES framework (Burnham, 2018) and has an interest in 

attachment and early trauma, and community psychology. 
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In a review of reviews on barriers and facilitators, Bach-Mortensen and Verboom (2020) 

recommend transparency in how barriers and facilitators are defined. The definitions that guided 

data extraction for this part of the review are included in table 2.  

Table 2 

Definitions Used to Guide Data Extraction of Barriers and Facilitators 

Barriers Factors that impede shared power at any stage of the research process 

Factors that stop progression at any stage of the research  

Factors that lead to disempowerment 

Facilitators Factors that enable collaboration 

Factors that help the research progress 

Factors that underpin success in fulfilling PAR values  

Factors that underpin practical aspects e.g. an inpatient unit enables people to all be in the same 

place 

Factors that empower 

 

Studies were read through and data relevant to the definitions were extracted by the 

primary reviewer and coded line by line, as recommended by Thomas and Harden (2008). An 

inductive approach to coding was adopted with a mix of semantic and latent codes being created, 

the latter being used where surface meaning was less obvious. Theme development was done 

manually with codes printed and initially grouped based on similarities. In an iterative process, 

they were then sorted into initial themes, reflected upon and re-sorted into subthemes and 

overarching themes. The primary reviewers supervisor reviewed and made suggestions to refine 

the themes. This process involved combining some of the subthemes and generating broader 

themes.  

 

 

Results 

Description of Study Characteristics and Methods 

The first aim of this review was to offer an overview of PAR projects in NHS mental health 

services. It was found that four included studies were carried out in inpatient settings, nine in the 

community and one in a mental health pathway within a prison (see table 3 for more details). 

Twelve of the studies used a mix of traditional methods such as interviews or focus groups. The 

less known methods included  appreciative enquiry and free fall writing methods (Fieldhouse 
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2012a; 2012b; Fieldhouse & Onyett, 2012), and innovative approaches such as  group game 

design (Slater & Painter, 2016) and a standalone photovoice project (Bryant et al., 2015). 

Reported actions included setting up and facilitating events, designing data collection 

methods such as interview structures, and creating resources. Reflection structures varied with 

eight of the studies reporting meetings at regular intervals and six not reporting frequency or 

time. Length of projects varied significantly with the shortest timeframe being ten weeks (Bryant 

et al., 2015) and the longest spanning four years (Allen, 2018). In terms of analysis methods, 

thematic analysis and other traditional and less traditional analysis methods were used (See table 

3).
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Table 3 

Summary of PAR Studies Included in this Review 

Author 
and 
year 

Type of 
publica
tion 

Locatio
n 

Type of 
Service  

Study objective/s Methods Actions Reflection 
structure 

Analysis 
method 

Abram 
et al. 
(2019) 

 

Peer 
review

ed 
journal 

Not 
stated 

 

Low 
secure 

hospital 

Support experts by 
experience to conduct 
research and explore 
feasibility of PAR as 

intervention 

Weekly group 
meetings and 

qualitative 
interviews 

Development 
of a measure 

of distress 
and interview 

schedule 

One hour per 
week for 

seven months 

Thematic 
analysis 

Adamc
zyk 
(2020) 

 

Thesis London 

 

Older 
Adult 
crisis 

resolutio
n and 
home 

treatmen
t team 

Gain service user 
perspective 

Group 
meeting and 
interviews 

Statement 
read to staff. 

Service 
booklet. 

Disseminating 
personal 

narratives to 
staff 

Seven 
meetings 

Collective 
narrative 
analysis 
(storying 
stories) 

Allen 
(2018) 

 

Thesis Lancas
hire 

 

Adult 
Mental 
Health 
Service 

To explore whether 
PAR can be a vehicle 

for knowledge 
democracy and 

explore experiences of 
shared decision 

making 

Focus groups, 
1:1 interviews 

Multi-media 
library of 

service user 
experiences 

At least once 
a month for 
four years. 

Additional 
research 

workshops 

Thematic 
analysis 

Bryant 
et al. 
(2015) 

Online 
report 

Hillingd
on, 

London 

 

Acute 
mental 
health 

unit 

Understand service 
user experiences of 

the occupational 
therapy department 

Photo voice Taking photos 
and 

developing 
report 

Ten weekly 
meetings 

Collaborati
ve refining 
of images 

and 
qualitative 

quotes 

Bryant 
et al. 
(2010) 
; 
Bryant 
et al. 
(2011) 

Peer 
review

ed 
journal

s (2) 

London 

 

Mental 
health 

day 
service 

To bring stakeholders 
together to modernise 

day services 

 

Photovoice, 
focus groups, 

semi-
structured 
interviews. 

Critical 
ethnography. 

Social 
network 

action days. 
Developing a 

data 
collection 
checklist  

Taking photos 
of resource 

centre 

Two hours 
every six 

weeks. Open 
ongoing 
dialogue 
between 
primary 

researcher 
and 

stakeholders. 

Collaborati
ve thematic 
analysis of 

photos. 

Sampling, 
coding and 
distilling of 

themes. 
Narrative 
analysis 

Fieldho
use 
(2012a
); 
(2012b
); 
Fieldho
use & 
Onyett, 
(2012b
) 

Peer 
review

ed 
journal

s (3) 

Bristol 

 

Assertive 
Outreach 

team 

To explore and tackle 
barriers to social 

inclusion for people 
using mental health 

services 

1:1 
qualitative 
interviews. 

Appreciative 
Inquiry, Co-
operative 
inquiry, 
freefall 

writing and 
story circling 

Collecting 
data from 
individual 

service users 
Community 
Involvement 

Subgroup  
exploration. 

Practice 
development 

ideas. 

Unspecified 
number of 
meetings 

over an 18 
month 
period. 

Thematic 
analysis. 

Appreciativ
e enquiry. 

Co-
operative 
enquiry. 

Collective 
exploration 

of story 
circling. 

Haarm
ans et 
al.(202
1) 

Peer 
review

ed 
journal 

Englan
d 

 

personali
ty 

assessme
nt and 

treatmen
t service 

in a 
medium 
security 

prison for 
male 

offenders 

Co-producing new 
knowledge and 

improving the prison  
community. The 

purpose of the article 
report on the initial 

stages of the research 
project. 

Problem 
posing 

approach to 
raise critical 

consciousnes
s. Research 

methods 
training. 

Action and 
reflection 

cycles. 

Interview 
schedule, 

project 
protocol and 
questionnaire 

developed.  
Leaflet for 
open day. 

Newsletter 
article 

Presentation 
for the lead 

researcher to 

1.5 hours 
weekly for 18 
months. The 
group was 
part of a 
service 

activity offer 
residents 

could chose 
to attend if it 
didn’t conflict 

with 
therapeutic 
priorities. 

Not 
reported 
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deliver at a 
conference. 

Hitche
n et 
al.(201
1); 
Hitche
n & 
Willia
mson 
(2015);  
Hitche
n et al. 
(2015) 

 

Peer 
review

ed 
journal

s (3) 

Devon 

 

Mental 
health 
trust 
with 

multiple 
inpatient 

and 
communi

ty 
services 

To develop self-
directed support in a 
mental health Trust 

and understand 
service users’, carers’ 

and Recovery Care 
Coordinators’ 
involvement 

 

Focus groups 
and semi-
structured 
interviews 
within an 

action 
research 

framework 

Resource 
Allocation 

System and a 
Personal 
Budget 

Allocation 
tool 

developed 
and trialled. 

Co-researcher 
led service 
user focus 

groups. 
Workshops 
and training 
for mental 

health 
professionals. 

Bi-monthly 
meetings for 

two hours 
over the 

course of four 
years. Debrief 

meetings 

Sequential 
analysis 
method. 
Thematic 
analysis. 

Hutchi
nson & 
Lovell 
(2013) 

 

Peer 
review

ed 
journal 

Wales 

 

 

Communi
ty Mental 

Health 
Service 

Sharing lived 
experience of mental 

illness for learning and 
peer support, 

developing skills and 
new identities as 

researchers 

Service user 
forums. 

Launch day 
for project. 

Training 
events. Face 

to face 
interviews led 

by service 
users. 

Collecting 
and sharing 
of life story 

narratives of 
those who 

had accessed 
mental health 

services 

Reflection 
sessions over 
three years 

which varied. 
Disseminatio

n at eight 
conferences 

Collective 
mapping of 
narratives 
leading to 

theme 
developme

nt. 

King & 
Gillard 
(2019) 

Peer 
review

ed 
journal 

London Primary 
Mental 
Health 
Service 

Explore and 
evaluation of a mental 

health service and 
explore coproduction. 

Service user 
postal survey. 
Focus groups. 
Face to face 

and 
telephone 
interviews 

Development 
of a survey 

and 
evaluation of 

a primary 
mental health 

trust. 

Monthly 
planning 
meetings 
over an 

unspecified 
time 

Improvised 
analytic 
process: 

members 
write down 

key 
messages 

from 
interviews, 

share 
verbally 

and refined 
as a team 

Lucock 
et al. 
(2007) 

 

Peer 
review

ed 
journal 

North 
East, 

Yorkshi
re and 
Humbe

rside 

 

Mental 
Health 

and 
Learning 
Disabiliti
es NHS 
Trust 

To engage service 
users in a research 

process exploring self-
help 

Initial 
consultation 

event 
collaborativel

y planned 
and led. 

Focus groups 
during the 

event. 

Planning a 
service user 
event and 
collecting 

data on views 
of self-help 
strategies 

Not stated Iterative 
thematic 
analysis 

O'Shau
ghness
y 
(2012) 

 

Peer 
review

ed 
journal 

Mersey
side 

Post-
natal 

attachme
nt service 

for 
asylum 
seeking 
mothers 

Evaluate a pilot 
mental health service 

for asylum seeking 
mothers and their 

babies 

Focus groups. 
Qualitative 

questionnaire
s at the end 
of session 
capturing 

voice of the 
babies. The 
infant Care 

index. 

Evaluation of 
an 

attachment 
based group. 

21 group 
sessions. 

Three 
reflective 

sessions over 
1 year 

Quantitativ
e summary 

of 
questionnai

re data. 
Thematic 
analysis of 

focus 
groups. 

CARE-index 
analysis. 

Robert
son 
(2015) 

 

Thesis Not 
stated 

Forensic 
Mental 
Health 
setting 

To explore health 
benefits of singing in a 

choir in a forensic 
mental health setting. 

Focus Groups Choir 
rehearsals 

and a 
performance 

23 rehearsals 
over a six 

month period  

Grounded 
theory 

Slater 
& 

Peer 
review

Notting
hamshi

re 

High 
Security 
Mental 

To evaluate a CBT for 
psychosis intervention 

and evaluate group 

Collaborative 
10 stage 

group game 

Collaborative 
development 
of an game 

Eight sessions Constant-
comparativ

e, data-
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Painter 
(2016) 

ed 
journal 

Health 
Setting 

game design as a 
method of evaluation 

design as a 
way of 

evaluating 
CBT 

driven 
mode of 

emergent 
analysis. 
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Quality assessment of the included studies showed high variation in the level of 

collaboration between the studies. King and Gillard (2019) scored highest, owing to one of the 

authors being a named as a survivor researcher, meaning he had used mental health services 

previously. In comparison, O'Shaughnessy et al. (2012) and Robertson (2015) reported 

consultation as the only collaboration. The quality scores (see figure 2 for detail) did not, 

however, always accurately reflect power distribution. For example, in Allen’s (2019) study, the 

researcher collected data (score of 2), but the decision for this  was made  by co-researchers. This 

indicates a more collaborative power distribution than can be captured by this tool.  

Figure 3 

Colour Coded Graphic of Collaboration at Different Stages of the Studies Reviewed 

Thematic Synthesis of Barriers and Facilitators 

The fourth aim of the study was to explore the barriers and facilitators to PAR in UK 

mental health services, using a thematic synthesis. During the analysis,  three overarching themes 

were developed: (1) Stakeholder Influence; (2) Positive working environment; and (3) Structural 

enablement 

Each of these themes relate to different levels of an ecosystem and comprise of 

subthemes that offer more detail on the central connecting theme. 

Theme 1: Stakeholder Influence 
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This theme related to the influence of individuals involved in PAR. It captures the 

individual differences that come with working with diversity of humanity, but also skills and 

resource that are needed for success in PAR aligning with its values. 

Trusted leadership. Several studies reflected on the importance of a good PAR facilitator 

who could act as a bridge between the project and wider enabling systems: “it is crucial to obtain 

buy-in from managers by communicating clearly how PAR can benefit prisoners […]” (Haarmans et 

al., 2021, p. 13). It was also important for this person to possess good leadership skills and be 

trusted, as stated by  Allen (2018): “According to team members, trust in me was also key” (p. 289). 

Staff support utilised to empower. Many of the projects drew on staff support to enable 

the project to run with Bryant at al. (2010) commenting “their involvement was critical to 

ensuring the continued relevance, feasibility and accessibility of the research and its outcomes” 

(p. 19). It was seen as important to manage space for collaboration carefully: “staff debriefs and 

supervision were utilised to ensure that the facilitator ‘footprint’ was minimised” (Abram et al., 

2019, p. 11). 

Embracing the strengths, contexts and needs of service users. Diversity “was highly 

valued” (Allen, 2018, p. 288), and it was seen as important for the primary researcher to be 

flexible to and celebrate the differences and needs of stakeholders. Diversity also brought 

challenges in data collection as O’Shaughnessy (2021) commented that  “cultural differences in 

the perception of time” (p. 224) affected how participants responded when asked to offer 

feedback on an intervention. Many of the authors advocated for the necessity of preparing for 

barriers to PAR brought about by mental health issues: “I discussed with co-researchers at the 

start of the project what action they would like me to take if they were affected by mental health 

issues” (Adamczyk, 2020, p. 79). 

Theme 2: Positive Working Environment 

This theme suggested that the environment in which PAR is conducted in needs to be 

considered on multiple levels and could be  facilitated by the lead researcher. 

Strong team ethos and creativity. Belonging to a team and having an identity was seen as 

a strong facilitator of PAR. This community cohesion was an important motivator in the projects; 

“the camaraderie and allegiance, a sense of duty to your team…that seemed to be a bigger 

motivator to me” (Allen, 2018, p. 286). Creative methods were seen beneficial for inclusion of 

different voices within a team: “the varied approaches to engaging service users enabled different 

voices to be heard” (Bryant, 2010, p. 18). 
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Considering physical and psychologically safe spaces that empowers. PAR was reported 

as having an emotional cost in a number of the studies. In part, this was due to the vulnerability 

that comes from enquiring into issues so relevant to participants lives. It was clear that authors 

felt that psychological safety was an important facilitator to offset this, but also to empower 

people in their involvement: “welcome the community co‐researchers and then empowering 

them through demonstrating his faith in their ability to deliver the project” (King & Gillard, 2019, 

p. 707). Many of the authors also talked about the negative association of mental health buildings 

for participants. Holding PAR meetings in these buildings could be disempowering, whilst holding 

meetings in a university building was authenticating for participants. The physical location is 

important on an associative level, but was also considered important practically: “resulting in 

noise disturbance from one group to another and subsequent problems with concentration” 

(Lucock et al., 2007, p. 803).  

Creating space for collaborative decision making. Many of the study authors emphasised 

the importance of making space for collaboration, particularly in respect of shared decision 

making. Haarmans et al. (2021, p. 6) reported “all these shared decisions had a big impact on their 

sense of agency, trust, and relationship-building, fundamental features of PAR”. As an 

underpinning principle, not allowing space for this was seen as a barrier. 

Theme 3: Structural Enablement 

This theme was developed from data that referenced the barriers created by the systems 

and processes around the project. Many of the participants spoke about these had a significant 

impact on the ability to adhere to PAR principles.  

The right amount of time for planning and reflection. Time was seen as an important 

consideration, with some people voicing the lack of time as a barrier and others reflecting on 

getting the length of meetings right for the participants. Time invested in building trust was seen 

as fundamental “[…] the time taken to do pieces of work sometimes exceeded the time allowed 

[…] [This did] not show high appreciation or value for co‐researchers […]” (King & Gillard, 2019, p. 

706). The importance of building in time for reflection was also highlighted, making timings a key 

factor in success of PAR. 

Renumeration is important. A number of studies emphasised that being paid was crucial 

for retention and a fair exchange for the time people were being asked to contribute: “payment 

contributed towards them feeling appreciated and valued” (Abram et al., 2019, p. 11).  

Wider structures influence PAR. Wider structures were seen as a barrier to PAR because 

of the rigorous ethical approval processes. This often meant the research question had to be pre-
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determined, something that is not seen as conducive to true PAR principles. However, the 

influence was not always seen as a barrier: “service user involvement was embedded in practice 

[…] which allowed for[…] the research idea to develop […]” (Hutchinson & Lovell, 2012, p. 643).  

Discussion 

Recognising a gap in the literature, and in the context of increasing culture shifts towards 

more collaboration in service development, the aim of this review was to synthesise PAR research 

in UK mental health settings. We have reported on the contexts and methods used in 14 PAR 

studies, quantifying the level of participation in the studies as a way of assessing their alignment 

with PAR values. Analysing reported barriers and facilitators to PAR, three central themes were 

developed; Stakeholder Influence; Positive working environment; Structural enablement. These 

findings will now be discussed and recommendations made throughout.  

The first aim of this study was to summarise the methods and contexts of PAR studies in 

UK mental health settings. PAR aligns well with contemporary policy objectives to increase patient 

involvement (NHS, 2019) and the range of methods and contexts reviewed here demonstrates the 

possibilities of this approach in mental health services. The more traditional research methods 

used might offer familiarity to those new to PAR. More creative methods demonstrate the 

possibility for innovation despite the restrictive governance of the NHS. What the differing 

timescales show is that though PAR is doable in a short space of time, it also might need much 

longer. Ultimately what has been highlighted here is that PAR is an approach that is flexible and 

possible in a range of contexts.  

The second aim of this study was to assess how well the projects fulfilled PAR values of 

collaboration. The variation between studies, with some showing low levels of collaboration, sits 

in contrast to high levels found in other reviews (Gibbs et al., 2019). This raises questions about 

the integrity of shared power values of PAR studies being carried out and reported on in the UK 

mental health services. It also brings into question the validity of the barriers and facilitators 

identified in this study given that many of the studies were not truly participative. They fail to 

disprove criticisms of tokenism (Ocloo & Matthews, 2016) and highlight the need for those 

carrying out PAR to critically reflect on power dynamics. Adoption of quality assessment tools or 

frameworks, is therefore recommended to those considering PAR.  

Despite the importance of equal power in PAR, navigating collaboration with stakeholders 

within the bureaucratic structures of large systems such as the NHS, is likely to be challenging. 

Brown (2021) argues that participatory research should be seen as a continuum, and is not solely 

about overcoming power dynamics. What might work well in service development is to remain 

flexible and not purist (Kesby et al., 2007). Given the NHS expectations for service user led service 
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development (NHS, 2019), a narrative of accepting imperfection could be helpful in engaging 

professionals in authentic dedication to system change. 

The theme ‘Stakeholder Influence’ encompassed the different people who may be 

involved in PAR with good leadership being seen as key. The subtheme “Embracing the strengths, 

contexts and needs of service users” was similar to Anderson’s (2019) review theme of “Meeting 

Youth Researchers’ Diverse Needs”. Utilising staff to empower the projects was also seen as 

important and highlights the need for the leaders skills to include navigating multiple 

relationships. This is where psychologists are in a good position to carry out PAR because they are 

trained in leadership, interpersonal and research skills (British Psychological Society, 2021). 

Commissioners and those deciding who may lead on PAR would benefit from advocating for 

psychologists for this role.  

The theme ‘Positive working environment’ emphasised how the context of a project can 

impact its ability to adhere to PAR principles and fulfil its purpose. The subtheme “Considering 

physical and psychologically safe spaces that empowers ” backs up what is known to enable 

project effectiveness (Duhigg, 2016), but is particularly pertinent because mental health 

difficulties can develop in psychologically unsafe contexts (McGrath at al., 2016). As well as being 

outcome driven, PAR is interventive in its liberatory aims (Friere, 1970) and fostering a 

psychologically safe environment has the potential to liberate by offsetting experiences of 

oppression. Further, those accessing mental health services may have negative associations of 

NHS buildings so physical space is an important consideration for those carrying out PAR. Holding 

PAR meetings outside of NHS buildings may be a useful and ensuring refreshment facilities is also 

important.  

This theme also included team ethos, and creative approaches. Creativity allows space for 

meeting the different needs of stakeholders and flexibility aligns well with the need to be 

participant led (Kemmis, 2008). Team ethos brings with it connection and a sense of belonging, 

key aspects of wellbeing (McGrath et al., 2016) and those setting up PAR may want to consider 

how a positive ethos can be cultivated. The subtheme “Creating space for collaborative decision 

making” also supports the safety and empowerment and aligns well with PARs underpinnings.  

The final theme of ‘Structures that enable’ described the barriers and facilitators related 

to the running of PAR, both in terms of the wider structures and practical processes. Given that 

Freire (1970) emphasised the importance of reflection and action in social transformation, 

commissioners and those planning PAR need to ensure enough time is allocated for the practical 

and reflective aspects. Giving enough space for reflection will be important in allowing PAR to 
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remain true to its values by allowing time to critically reflect on adherence to participatory 

principles.  

In line with findings from other reviews, consideration of the influence of wider context 

was seen as important (Anderson, 2019; Ocloo et al., 2021). Carrying out PAR within the NHS 

brings about governance of research processes such as ethics procedures as well as individual 

service constraints. Many of the authors reflected on the challenges in allowing project direction 

to be decided by service users. Commissioners and those who hold more structural power should, 

however, recognise the importance of creating space for more innovative methods such as PAR in 

line with recommendations meaningful service user involvement (NHS, 2019; PHE, 2015).   

Limitations 

Findings discussed in this review should be understood in the context of limitations 

related to the studies and the methodology of this review. The quality assessment tool 

highlighted that many of the studies were not fully participative at all stages, a value that 

underpins PAR. Any recommendations offered here should be considered critically and in the 

context of potential tokenistic practice. All PAR that is implemented should always be done in the 

context of the service and led by participant choice.  

Quality assessment in this review explored collaboration because this was judged as key 

in PAR. Reviewing the quality of other aspects of the papers was seen as less important. This was 

because PAR is underpinned by values and methods that don’t consistently align with the 

positivist paradigm that traditional science subscribes strongly too and quality assessment 

attempts to measure e.g. worthy topic (Tracey, 2010). Therefore judging the studies included in 

this review based on certain characteristics may present a review that discredits PAR projects 

which in fact were well aligned with PAR values. However, this decision is potentially a limitation 

because it does not give the review the robustness that is important for traditional science to 

adopt less traditional methods such as PAR and therefore the credibility of this review in the 

context of the dominant paradigm. 

Another limitation of quality assessment was that the tool potentially obscured 

collaboration in projects with more creative approaches by imposing measurement according to 

traditional research structures. The narrowing of inclusion after initial screening also excluded 

potential useful insight. Future research would benefit from looking at PAR in non-NHS mental 

health services and comparing. Finally, the themes were developed by the researchers, and even 

though supervision was used in this reflective process, there were no consultations with anyone 

involved with PAR. Future research may benefit from more dialogue and working together with 

those who have first-hand experience. 
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Conclusion 

PAR is a useful approach to patient led service development that has diverse possibilities 

in NHS mental health services. Equal power at all stages of a PAR is not always demonstrated, and 

working towards this may take time, consideration and careful planning.  
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Commentary: 

Findings of this review has offered professionals some useful information and potentially 

elevated participatory action research (PAR) as an approach. Data extracted from the studies 

included information on outcomes of PAR because this was seen as valuable information about 

the methods. But when it came to writing the study up, there was too much information to be 

fitted into the methods table and the article was restricted by the journal word count.  

However the dual outcomes of PAR; empowerment and social transformation, were not 

always both reported upon. While many did recognise the empowerment benefits of PAR in their 

introductions, most of the studies only reported on the service level outcomes. This raised the 

question of whether the empowerment and other benefits to the individual are less valued, It 

could be argued that amplifying the benefits of empowerment approaches in mental health sit in 

contradiction to the individualised treatment approaches that mental health professionals 

continue to capitalise from. While there is no disagreement that individual therapy can be 

transformative for individuals, their continuous elevation perpetuates dominant power 

imbalances that come with helped and helper. And, as discussed in more depth in other parts of 

this thesis, inequitable social contexts prelude mental health problems. Future PAR reporting 

would benefit from shifting the focus of PAR outcomes to give more space for the process. The 

benefits of empowerment as an intervention is also a focus for the main research of this portfolio.  
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Service Context and Background 

Children in foster care are five times more likely than their peers to have a mental 

disorder (McAuley & Young, 2006) and specialist CAMHS services are set up in many regions of 

the UK to respond to this. These children are likely to have experienced significant trauma, abuse 

and loss and this often leads to complex mental health and behavioural needs (Ford, Vostanis, 

Meltzer & Goodman, 2007). The government has recommended that local authorities (LAs), 

clinical commissioning groups (CCGs) and NHS (National Health Services) England ensure that 

specialist child and adolescent mental health support is available to meet these needs in a 

targeted way (Department for Education & Department for Health, 2015). The NICE guidance for 

looked after children also suggests access to a consultancy service for frontline staff and carers 

(NICE, 2015).  

Local areas in the UK have responded to this guidance differently, with specialist CAMHS 

services existing in over half of areas in the country (Crenna-Jennings & Hutchinson, 2020). South 

Gloucestershire is one of these areas, with their service known as Thinking Aloud. It is 

commissioned jointly through the CCG and LA. The service provides consultation to social workers 

and other local authority staff. They also provide support to carers and parents, deliver training 

on attachment and trauma and offer direct therapeutic intervention.  

The mental health of the children looked by these services can significantly affect and be 

affected by placement stability. Because the trauma that children experience is typically in the 

context of primary carers, they develop survival strategies that can prove challenging to adoptive 

parents and foster carers (Swick, 2007). Subsequently, placement breakdown is common (Munro 

& Hardy, 2006), which can compound behavioural and emotional problems and increase mental 

distress and disorders (House of Commons, 2015). These placement breakdowns can also result in 

costly residential placements for local authorities (Department for Education, 2013) and mental 

health issues for the individual (Holland, Faulkner & Perez‐del‐Aguila, 2005). Increasing placement 

stability therefore needs to be a priority for LAs and child and adolescent mental health services 

(CAMHS). 

A multi-agency approach is seen as important for placement stability (Held, 2005), which 

is in line with government policy (Department for Education, 2006) and NICE guidance (NICE, 

2015). However, this joined up approach can be tested when the system is faced with children 

who project their distress into the adults around them. Conway (2009) suggests that for multi-

agency approaches to be successful, professionals need a deeper understanding of how these 

children communicate their disturbance. This is likely to improve empathy in the system, which 

will enable these children to be understood and responded to appropriately.  
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Several direct and indirect interventions have been developed to address the mental 

health needs of looked after children (see Luke, Sinclair, Woolgar & Sebba (2018), for a review). 

These draw on a range of theories, with attachment and social learning theories being found to be 

the basis for many successful direct interventions (Leve et al., 2012). Many indirect interventions 

focus on developing therapeutic skills in carers (Luke et al., 2018). While this is vital, a more 

comprehensive approach to developing a therapeutic ethos in the whole system may be even 

more robust. Therapeutic skill laced throughout the system around a child mean that not only will 

professionals be able to support therapeutic parenting, children will get a consistent and 

therapeutic response from a range of significant adults.  

One approach that looks to take a therapeutic whole system approach is as Multi-

dimensional Treatment Foster Care (MTFC) (Sinclair et al., 2016). MTFC is a community-based 

approach intervention that aims to generate placement stability to children with complex 

difficulties (NICE, 2014). Foster carers are given significant training and a therapy team is often 

available to support the intervention. This approach can seem costly in the short term, but in the 

long term is likely to be a cost efficient earlier intervention than expensive out of county 

residential placements.  

Aims 

Informed by MTFC, South Gloucestershire and Thinking Aloud have recently developed a 

Therapeutic Parenting Pathway Project. This emphasises a therapeutic ‘team around the child’ 

approach with the aim of increasing placement stability for looked after children. As part of this, 

Thinking Aloud was asked to develop a suitable training for staff supporting these children and 

their foster. To do this they adapted a training programme typically run with foster carers and 

adoptive parents. The aim of this service-related research was to evaluate whether the training 

was successful in increasing therapeutic skill and knowledge in the professionals in the team 

around the child. The hope was that the service could understand if the training was an efficient 

use of resource and report back to the Local Authority.  

Research Questions 

Was the MTFC informed training successful in developing therapeutic skill and knowledge 

in professionals attending? 

Training Being Evaluated  

The training being reviewed was initially developed by Thinking Allowed Bristol, TA South 

Gloucestershire’s sister service (see Cowdrey, Lister, Weir-Jeffery, Nugent, Fussell & Saltmarsh, 

2015 for an evaluation). Known as ‘Butterflies and Bees’, the aim of the training is to increase 
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therapeutic capacity of foster carers and adoptive parents. It draws on Dyadic Developmental 

Psychotherapy (DDP) (see Hughes et al., 2015, for a review), a relationship focussed therapy for 

children who have experienced early relational trauma. Much of the work of the service is 

grounded in this approach. It is used in direct intervention work with children and carers as well 

as an underpinning framework for consultation and carer training. DDP has met criticism 

regarding its evidence base, with some suggesting a need for important distinction between 

evidence-based treatment and evidence based practice (Mercer, Pennington, Pignotti & Rosa, 

2010). However, DDP has a good theoretical grounding and emerging research base (Casswell, 

Golding, Grant, Hudson & Tower, 2014). 

Known as ‘Staff Butterflies and Bees’, the training being evaluated in this project aims to 

develop therapeutic knowledge and skills in participants. It frames itself on DDP’s PACE principles 

(playfulness, acceptance, curiosity and acceptance) and other theories including attachment 

theory (Bowlby, 1969), trauma and neuroscience literature (Perry, Griffin, Davis, Perry & Perry, 

2018) and cognitive behavioural therapy (Beck, 1964). The training typically runs for 10 two-hour 

sessions.  

A pre-requisite to Butterflies and Bees for carers is a course known as “Why and How” 

and a parallel professional’s course to this exists. Up until this point, no parallel butterflies and 

Bees course for professionals had been run so as well as developing therapeutic capacity in the 

wider system, professionals will have a better idea of what the carers they are working with are 

being trained on. This will enable them to support and ultimately increase the therapeutic 

capacity of the system. Recognising the time constraints on LA staff, the staff version of the 

course has been adapted to fit into 2 days. 

Service Development in the NHS 

When considering service improvement, the NHS suggests using the improvement model 

for small scale improvement projects (NHS Improvement, 2020). The model involves considering 

the aims, reflecting on what improvement looks like and how to do this before engaging in a four-

step action cycle. This includes planning, doing, studying the impact and deciding on the next 

stage of action (figure 1). The trust that Thinking Aloud is managed by, Avon and Wiltshire Mental 

Health Partnership (AWP), advocates for the use of this model. This project will be part of the 

“studying stage”, the service having already planned the service improvement. The trust has a 

stepped process for running a service improvement project and require approval to be sought 

from the Quality Improvement (QI) team.  

Figure 1 
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Plan, Do, Study Act Model Recommended in NHS Services Development 

 

Consultancy and Development of the Project 

Consultancy for this project began when a trainee psychologist contacted one of the 

psychologists following an advertisement of the project at their first-year research fair. The 

trainee had previously worked at the sister service in Bristol where the training had initially been 

developed. This meant that they understood the service context, the theories behind the training 

and had existing positive working relationships with the service.  

After an initial telephone discussion about how the training might be evaluated, the 

trainee met with two psychologists from the team. During this meeting it was decided that the 

goal of the project would be to evaluate the training against its aims, collecting a combination of 

qualitative and quantitative data. Later email and phone contact allowed for collaborative 

creation of the data collection methods and discussion about dissemination methods.  Following 

this, approval for the project was sought by the trainee from the AWP QI team and the content of 

the request was checked with the service before sending for approval. A copy of this approval 

document can be found in appendix C 

Method 

Data Collection  

To evaluate the training, a self-report questionnaire was developed in collaboration with 

the trainee and service. The first part of this included 11 questions relating to the aims of the 

training and required participants to scale their knowledge and skills in each of the areas. The 
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questionnaire also included two open questions to gather qualitative feedback. The 

questionnaires aim was to gather data on the aims of the training. Questionnaires were given out 

at the start and end of the training and participants were asked to fill out anonymously. 

Participants 

Participants were 13 social care staff who had attended the two-day training. These social 

care staff included social workers, support workers and other professionals that working within 

the ‘team around the child’. Two of these participants responded for the request for follow up 

data.  

Ethical approval 

As required by any service development within Avon and Wiltshire Mental Health 

Partnership (the trust that TA sits within), permission was granted from the quality improvement 

department. This process involved submitting information on the aims of the project, methods of 

data collection and justification in relation to service development.  

Reliability, validity and trustworthiness 

The measures used were idiosyncratic to the research question and so not standardised. 

Therefore reliability and validity cannot be commented on. In terms of qualitative data collected; 

researchers are less concerned with reliability due to the uniqueness of phenomenon being 

measured (Willig, 2008). Despite this, trustworthiness is still seen as important and the researcher 

used a reflexive diary during analysis and attempted too stay close to the original data in the 

reporting.   

Analysis 

Following data collection by the service at the start and end of the training, the 

questionnaires were scanned, and electronic copies were sent to the trainee for analysis. Data 

from the scaled questions were averaged by question and comparisons were drawn between 

average scores at the start and at the end for each question.  

There were four sets of qualitative data and these were each analysed separately 

according to the questions they responded to. Thematic analysis was used and followed the steps 

laid out by Braun and Clarke (2012): (1) Data familiarisation; (2) Generating initial codes; (3) 

Searching for themes (4) Reviewing potential themes; (5) Defining and naming themes; (6) 

Producing the report. This analysis took on an inductive approach which means coding and theme 

development was not informed by any pre-determined theory. Instead,  the researcher was led by 

the data. Theme development was conducted manually with printed codes. A critical realist 
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position was adopted which assumed that data contained a level of reality, but this was expressed 

through the subjective lens of participants of the training course.  

Results 

Quantitative self-report scaling data  

Data showed that the average score for each of the items had increased from the start to 

the end of training. The questions relating to PACE principles more than doubled. Other questions 

including understanding of attachment and understanding of how a child’s past impacts their 

ability to form relationships, showed only marginal improvements.  

Table 1 

Participant Scaling of Therapeutic Skills and Knowledge Before and After the Training 

 

 

Qualitative Data 

Questionnaire data and data collected in follow up emails were analysed in four separate 

analyses using thematic analysis. There was only a small amount of data to draw on for each of 

these, but a discussion with service psychologists resulted in the conclusion that it was still a 

worthwhile analysis to conduct. Themes for each question are presented in table 2 below. In data 

recorded for the first question in the questionnaires ‘How will this training impact your practice?’, 

How would you rate your understanding of 
attachment?

How would you rate your understanding of shame?

How would you rate your understanding of trauma?

How able do you feel to recognise and reflect upon 
your own reactions to the challenges of working with …

How able do you feel to recognise and reflect upon 
these reactions in carers?

How well do you understanding the impact of a child’s 
past on their ability to form relationships?

How well do you understand the impact of a carer’s 
past on their ability to provide therapeutic care?

How much do you know about Dan Hughes’ PACE 
principles?

How comfortable do you feel in applying PACE 
principles to your work with carers?

How comfortable do you feel with the concept of self 
care?

How confident do you feel in describing the Butterflies 
and Bees course to carers? 

0.0 1.0 2.0 3.0 4.0 5.0 6.0 7.0 8.0 9.0 10.0

After Before 
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two themes were developed; (1) ‘This training will be valuable to me as an individual’; and (2) The 

training will be valuable to the system I work in.  

Data from the same question asked at the end of training led to the development of three 

main themes: (1)It has informed my work; (2) It has improved my knowledge of working in a 

relationship-based way; and (3) It has improved my understanding of trauma responses in 

children. The main themes represented comments relating to the impact on how participants 

with work with children and the system around them. They expressed knowledge of working in a 

relationship-based way and improved understanding of trauma presentation in children.  

Data from the follow up feedback request led to the development of three themes: (1) I 

have spread therapeutic skills into the wider system; (2) My personal therapeutic skills have 

improved; and (3) The training was good as it is and does not need to improved. For the first 

theme came from participants talking about their ability to pass on their therapeutic skills. The 

second theme came from data referring to how PACE and other skills had improved. The final 

theme was closely linked to one of the questions that was asked on what else could have been 

include.   

Data collected at the end of training on the question ‘what else would you want included 

in this course’ contained such varying responses that meaning was lost when codes were 

collapsed into broader themes. For this reason and in discussion with the service, the codes that 

were developed from this data were left as the themes.  

Table 2 

Themes for Qualitative Data Collected at the Start, End and Follow up 

Analysis 1. How will this training impact your practice?  (start of training) 

Theme 1: This training will be valuable to me as an individual 

Sub theme 1a: I will be able to develop useful knowledge 

Sub theme 1b: Training is important 

Sub theme 1c: Training is enjoyable 

 

Theme 2: The training will be valuable to the system I work in 

Sub theme 2a: I will be able to cascade the knowledge I gain on to others 

Sub theme 2b: I will be able to better support the children and families 

 

Analysis 2. How will this training impact your practice (end of training)? 
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Theme 1: It has informed my work 

Subtheme 1a: Informs the way I work with carers 

Subtheme 1b: Informs the way I work with the wider system 

 

Theme 2: It has improved my knowledge of working in a relationship-based way 

 

Theme 3: It has improved my understanding of trauma responses in children 

Subtheme 3a: Better understanding of children  

Subtheme 3b: Better understanding of how trauma impacts children 

Analysis 3. What else did you need or want to learn about? - to support you in embedding 

therapeutic care for young people in South Glos? 

• Understanding of the child’s narrative 

• Knowledge of therapeutic interventions 

• More courses like this one 

• More on how to apply PACE in general parenting 

• Others in the team to have this knowledge 

• Teaching on implementing therapeutic boundaries 

• Evidence based skills to develop independence in children 

• Knowledge on how to strengthen family relationships 

Analysis 4. Follow up feedback requested 2 months post training 

 

Theme 1: I have spread therapeutic skills into the wider system 

Subtheme 1a: I am in a position to confidently recommend the course to carers 

Subtheme 1b: I have passed on therapeutic skills to carers 

Subtheme 1c: I passed on therapeutic skills to schools 

 

Theme 2: My personal therapeutic skills have improved 

 

Theme 3: The training was good as it is and does not need to improve 

Subtheme 3a: The training was good 

Subtheme 3b: The training doesn’t need to improve 

 

Presentation to the Service and Their Response 
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On request of the service lead, the findings were shared in a report (see Appendix D) 

which outlined a basic overview of the literature, the training, data collection methods and 

findings. Quantitative data was presented graphically and the themes of the qualitative data with 

quotes were presented in the table above. The document included an infographic based on an 

ecological systems theory (Bronfenbrenner, 1979) to highlight the systemic approach that training 

was aiming to adopt. The report was presented on four sides of A4 and emailed to the service 

lead along with some questions about the implications for the service. The following was reported 

back: 

“I think the findings are really encouraging and fit the aims of both Thinking Aloud 

and the therapeutic Parenting Pathway project. I accept the findings and think it is 

interesting to see the knowledge base on attachment was considered quite strong to 

begin with but there was a vast increase in confidence regarding PACE.  It's useful to 

the service for a number of reasons: It suggests that the initial training offered (Why 

and How) is robust in its delivery of attachment theory but there is a need for follow 

up. We will encourage this new training to continue to run and new staff to attend. I 

think it will also mean we can adapt our consultations with professionals to ensure 

they do know what we mean when we talk about PACE and therapeutic parenting 

and when we know they are confident in it, perhaps develop this further in how they 

are working with carers and young people. We will share this with our commissioners 

and the managers of the social care teams to ensure we have continued commitment, 

as well as the Therapeutic Parenting Pathway team.”(Service Lead) 

It was suggested in response to this feedback that further service evaluation may be useful to 

explore further and that the service may want to consider requesting trainee assistant in this 

again. The service were grateful for the work of the project and intended to build on the findings 

in their commissioning processes.  

 

Discussion 

Summary 

The results of this evaluation indicate that the aim of increasing therapeutic skill and 

knowledge within the professionals working with looked after children in the LA has been met. 

The service accepted the findings of the evaluation and gave feedback on the usefulness of it for 

the service. The project highlighted additional information which the service says will be used to 

inform practice.   

Therapeutic Knowledge and Skill Held in the System Around the Child 
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The service felt the findings of this evaluation fitted with the aims of Thinking Aloud and 

the therapeutic parenting project. The evaluation indicated that participants felt their therapeutic 

knowledge and skill increased, suggesting that training staff may be a useful indirect intervention 

for children who need therapeutic support. This supposition of usefulness is supported further by 

the theme “I have spread therapeutic skills into the wider system”, showing that skills and 

knowledge taught on the course have been cascaded beyond those who attended. This whole 

system therapeutic ethos is likely to be beneficial for the children, offering consistency and 

potentially greater impact of individual or carer interventions. Given the funding challenges 

present in children’s services (Longfield, 2019), therapeutic training for key professionals could be 

an efficient use of resources.  

The idiosyncratic measure findings of the evaluation showed that participants felt their 

knowledge of PACE was limited before the training and that it had improved significantly 

subsequentially. Much of the services’ work is underpinned by DDP, an approach which has an 

emerging evidence base in the UK. Given that DDP is not part of the foundational training, it is 

understandable that professionals would not know these well. Being highlighted in the evaluation 

has enabled Thinking Aloud to reflect on the need to adapt their consultations to account for this 

and potentially add PACE into the initial training. This ability to tailor support more effectively is 

likely to enhance the therapeutic skills being embedded in the system in addition to the training.   

Attachment Knowledge 

The service also commented that it was useful to know that the professionals felt that 

they had a good baseline knowledge of attachment. A report commissioned by the government 

into child protection (Munro, 2011) suggests that all social workers should have knowledge of 

attachment. Given the disruption to secure attachment experiences these children have had and 

the consequence on their mental health (McAuley & Davis, 2009), this is crucial. This evaluation 

indicates that Munro’s recommendation may be being fulfilled within the South Gloucestershire 

local authority staff.  

Implications 

It is difficult to draw any strong conclusions about the therapeutic value of a whole 

system approach for health care practice on a broader level. But this evaluation can provide a 

contribution to the literature as a practice example and a starting point for further evaluation. 

This was a small-scale service evaluation that assessed one component of a larger initiative. There 

is limited research available on service development projects of this nature and this makes it 

difficult to discuss the findings in context of service development nationally. However, the 
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evaluation does offer an example of how services can work to develop therapeutic capacity in the 

wider system and the usefulness of this to professionals.  

Figure 2 

Illustration of the Ecological System Around every Child (Bronfenbrenner, 1979) 

 

Though not all young people who attend CAMHS are in foster care, one study found that 

69% had experienced trauma and it is important that we consider wider influences when 

responding to this. Future in mind, a recent government publication (NHS England, 2015) warns 

against the risk of inappropriately medicalising children’s mental health and ignoring context. If 

we consider the usefulness of an ecological approach (Figure 2)  in improving the wellbeing of 

children, as has been adopted by Thinking Aloud, working to improve therapeutic capacity across 

the whole system may be beneficial. This evaluation project offers a model of how this could be 

done.   

Strengths and Limitation Recommendations 

This evaluation highlights the potential therapeutic benefit of training professionals 

working in the system around children in foster care. Findings indicated an improvement in skills 

and knowledge over the course of the training being evaluated, and the dissemination into he 
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wider system. However, some limitations exist. The measurement method used to evaluate 

whether the aims of the training were successful were self-reported and idiosyncratic to the 

service. While this type of measurement is useful as it can be quickly developed and suits the 

needs of individual projects, it is difficult to know if it is successfully measuring the construct it 

attempts too. Participants may have a good grasp of their own knowledge, but it is more difficult 

to know if they are applying this in practice. A less objective measure or feedback gained from 

others in the system, including the voice of the child, may be a useful additional evaluation 

project. Another limitation was on the small number of respondents and further evaluation and a 

larger data set may provide more generalisable findings.  

Recommendations  

Further service evaluation will be useful in establishing the effectiveness of this training. 

This could include gathering data from service users on any differences they have noticed in the 

approach of their social workers and carers. Reported measures could be taken before and after 

the professionals undertake this training. There could be a literature review to explore whether a 

standardised measure of therapeutic skills exists. One significant indication of success of this 

training would be whether the overarching aim of the Therapeutic Parenting pathway of 

increasing placement stability had been met. This may require a more longitudinal approach 

involving an audit of placement breakdown data before and after the training was started. This is 

something that the service could do or utilise another clinical psychology trainee’s need to 

complete a service development project.  

One final important consideration to be made in future service development would be to 

involve service users. There was no attempt to do this in the development of the training and an 

important opportunity may have been missed. Service user involvement can be highly beneficial 

and is stipulated in the NHS guidance for service improvement (NHS England, 2017). As a service 

that works systemically service user consultation could happen on several levels including with 

the service user (children looked after by the local authority), foster carers and the staff for whom 

the training is aimed at.  

Conclusion 

The current service improvement project found that staff training improved subjective 

scores of therapeutic knowledge and skill of professionals attending and reported therapeutic 

capacity in the system. The findings suggest that training professionals on therapeutic approaches 

for children who have experienced developmental trauma may be a cost-effective way of 

directing service resource. This evaluation highlights the benefits of the team around the child 

model, though limitations exist. The findings also need to be understood in the context of the 
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data collection methods and it cannot be assumed that this report evidenced the intervention as 

being effective in developing therapeutic capacity in professionals. However, it does provide a 

contribution to the literature of a practice example that could be adopted by other CAMHS and an 

opportunity for further service development.  
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Background 

Community led organisations (CLOs) are set ups that have the potential to improve public 

mental health on multiple levels. CLOs are defined in this paper as organisations that serve a 

particular community and who have members of that community taking on some element of 

leadership responsibility. Community has been described by MacQueen at al. (2001) as “a group 

of people with diverse characteristics who are linked by social ties, share common perspectives, 

and engage in joint action in geographical locations or settings” (p. 1929). Because CLOs will be 

focussed around a specific social tie, they have the potential to understand the needs of their 

community better than general mental health organisations. This makes them better suited to 

build trust with those who have experienced discrimination in mental health services historically 

or who are impacted by marginalisation.  

As well as being a more easily trusted source of support, CLOs can increase a person’s 

social network which can consequentially improve mental health (Webber & Newlin, 2017). Due 

to a naturally more linear leadership structure, CLOs provide an opportunity for members of a 

community to obtain increased agency and control. This may be in the absence of other 

opportunities for those from marginalised communities, but are also factors important for mental 

health (Mcgrath et al., 2016; World Health Organisation (WHO), 2014). It is also well documented 

that participation is beneficial for mental health (Bowe et al., 2021; Brown et al., 2020). Those 

engaged in community activities often perceive improvements in physical and psychological 

health, self-confidence, self-esteem, sense of personal empowerment and social relationships 

(Attree at al., 2011). This means that membership to a CLO can be an intervention for mental 

health, potentially on a preventative community level and in a responsive level. CLOs are 

therefore an important area of consideration for those attempting to improve public health.  

The existing empirical research in this area is sparce, perhaps owing the lack of a shared 

definition of organisational structures that are led by those who use them. One randomised 

controlled trial in the United States (Segal at al., 2010) compared recovery focussed outcomes of 

people utilising the combination of mental health focussed CLOs and community mental health 

teams (CMHT) with outcomes of those using just CMHTs. Results indicated that the combination 

of CLOs and CMHT were significantly better at promoting recovery for mental health. One review 

indicated that democratic processes can lead to greater happiness (Wise & Sainsbury, 2007) and 

another (McGrath et al., 2016) highlighted the importance of empowerment for wellbeing. 

However, there is a lack of exploration in the literature of how structures such as CLOs impact 

wellbeing and a lack of qualitative research in this area. One recent study (Budge at al., 2019) that 

did look to address this gap sought to find out perspectives from members of a peer led 
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organisation on how democratic processes influenced their wellbeing and that of their 

community. The study identified the value in democratic processes in enabling social support and 

empowerment, but also the challenges that come with this way of working. However this study 

focussed on participant voices from one organisation and more research exploring themes seen 

across different CLOs would be a useful addition to the literature.  

Preventing the demand for care is a key component of the National Health Service (NHS) 

Long term plan (Department of Health, 2019) and this requires a focus on the social conditions a 

person lives in. This ‘upstream thinking’ (figure 1) is common within educational and community 

psychology professions, but traditional clinical psychology research and practices tend to privilege 

interpersonal or microsystem level approaches (Nelson & Prilleltensky, 2010). While this is a 

necessary, clinical psychologists are also trained to consider prevention and the influence of wider 

systems on distress (British Psychological Society (BPS), 2019; 2021). There is also an increasing 

drive for clinical psychologists to engage in preventative work within communities and the BPS 

advocates the need for working with community organisations to improve health outcomes 

(Thomson et al., 2018). Several publications have been developed in recent years to guide clinical 

psychologists in this wider system work (e.g. BPS, 2021).  

The social context in which we live has a significant influence on our mental health 

(Marmot, 2005) and the WHO (2014) has outlined several social determinants of mental illness. 

Marginalisation is closely linked to poor mental health outcomes (Marmot, 2005; MacGrath et al., 

2016) and the WHO (2014) emphasises the need to improve conditions in which people are born, 

live, work and age in the prevention of poor mental health. The BPS Division of Clinical Psychology 

(DCP) has acknowledged the role for clinical psychologists here and established a Prevention and 

Public Health (PHP) subcommittee. This is in line with WHO and public health objectives to 

prevent mental illness (WHO, 1996; Department of Health, 2010).   

As part of the long term plan (Department of Health, 2019), the NHS is currently working 

to transform mental health services. The Mental Health Implementation Plan (NHS England, 2019) 

will address issues brought about by siloed working and diagnosis driven practice, attempting to 

move towards a more holistic and community based approach. The strategy outlines a culture 

shift to more collaborative working and a focus on the social context of individuals. It aims for 

more equitable access and recognises the importance of the third sector when working with 

communities that mainstream services struggle to be reachable to. This later move is in line with a 

need to shift discourse around who in the system should take responsibility for service access 

(Figure 2). There is specific guidance for service planning to engage with local communities and 

form genuine partnerships with voluntary, community and social enterprise organisations, 
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something which is known to be effective for improving mental health and social outcomes 

(Castillo et al., 2019). The benefits of CLOs outlined above make them well suited to be part of this 

partnership plan.  

Figure 1 

Illustration of the Need to Consider Prevention as Well as Treatment 

 

While the agenda promotes the utilisation of community organisations because they can 

benefit communities, it does not specify that some of these may be able to act as a mental health 

intervention in themselves.  The evidence that agency, security, connection, meaning and trust 

(Mcgrath et al., 2016), social networks  (Webber & Newlin, 2017), and service user participation 

can have a positive impact on mental health means that opportunities that provide these should 

be explored. In this context participation in a CLOs has the potential to be an intervention. The 

need for these conditions are amplified for those from marginalised communities, because 

disempowerment infiltrates their lives (O’Driscoll, 2018). 

 

Figure 2 

Illustration to contest the popularised term ‘Hard to Reach Groups’ 
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In summary, Clinical psychologists are increasingly needing to consider preventive 

approaches to mental health. Often holding key leadership roles in mental health services, they 

are likely to become involved in the implementation of the latest transformation agenda (NHS, 

2009). Underpinned by a recognition of the importance of social context, an aim of this policy is 

for mental health services to work with community organisations, including CLOs. As well as 

knowing their community well, CLOs also have the potential to offer a social environment to 

members that can act a mental health intervention in themselves. This provides an impetus for 

investigating the impact of participating in CLOs on individuals and marginalised communities. 

Gaining perspectives of how wider systems can work with CLOs from those who are part of them 

is also a useful endeavour in the context of current policy.  

Therefore this study aimed to gain perspectives on how being part of a CLOs can impact 

individuals. It also aimed to gain perspectives on how mainstream mental health services can 

work effectively with them. This will look at “why” CLOs are important for the mental health of 

those who are part of them and also “how” to work with them. The hope is this will provide new 

insight that will be useful for commissioners, clinical psychologists and others working on 

implementing the NHS transformation agenda. The study sought to answer the research question: 

What are member perspectives on the mental health and wider system implications of CLOs for 

marginalised communities? 
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Method 

Design 

The current study employed a qualitative approach using semi-structured interviews to 

collect data. Qualitative methods were chosen to answer the research question because they are 

synonymous with capturing peoples experience and perspectives. Gaining perspectives on CLOs 

from those who are part of them was seen as important because they have first-hand experience 

of the implications and so can offer a rich view. Semi-structured interviews were chosen because 

they allow depth and breadth of insight to be elicited around a specific focus and the opportunity 

for new information to be found. A critical realist ontology (Bhaskar, 1975) underpinned the 

research. This is an approach that assumes that while there is a reality expressed in the words of 

participants, these perspectives will be influenced by social contexts, beliefs and views. Ethical 

approval from the University of Bath Ethics committee (Ref: 20-225) was granted in January 2021.   

Participants 

Participants included 14 people who were members of a total of eight CLOs. These were 

located geographically in Bristol (n= 2), London (n= 3), Cornwall (n=1), and other areas in the UK 

(n=2). The “shared social tie” (MacQueen at al., 2001) of the CLOs included: mental health issues 

(n=5); Black mental health (n=1); mental health in Punjabi communities (n=3); having refugee or 

asylum seeker status (n=2); experience of homelessness (n=1); food poverty (n=1); and women 

from marginalised communities (n=1). Eight of the participants were women, two were men, two 

people stated ‘other’ and two didn’t state their gender. All participants were between 25 and 54. 

Stated ethnicities included Black African, White Galatian, White British, Vietnamese, Greek, 

Indian, and mixed Black/White Caribbean. All participants identified as being from a marginalised 

group as this was an inclusion criteria for participation with all identifying with at least two 

marginalised characteristics and some people identifying four.   

Recruitment 

Participants were recruited via twitter and Instagram and through purposeful sampling by 

the lead researcher contacting community led organisations and sharing the recruitment poster 

electronically (Appendix E). Inclusion in the study required: (a) participants to be part of an 

organisation that involved the community it served within its leadership or operating; and (b) the 

community which the CLO served needed to be considered marginalised (O’Driscoll, 2018). People 

interested in taking part in the study contacted the primary researcher via an email address on 

the advertising.  After answering any questions participants had via email, the researcher sent a 

link to an online information sheet hosted by the specialised service platform Qualtrics. The 
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participant information sheet and electronic consent page on Qualtrics detailed anonymisation; 

confidentiality; data protection; risks and benefits; and consent procedures. To take part in the 

study, the participants were required to provide an electronic consent by ticking a box and 

submitting the form denoted consent.  

Data collection 

Semi-structured interviews were held over Microsoft Teams between January and April 

2021. Interview questions (Appendix F) were developed solely by the primary researcher in line 

with the research aims and drawing on guidance on qualitative interview questions (Agee, 2009). 

To establish a context for the interviews, participants were first asked about their CLO and their 

role within it before questions related to personal implications on wellbeing and other aspects of 

their lives were asked. These consisted primarily of open questions with some closed questions as 

prompts if the participant asked for clarification. The penultimate question asked about 

perspectives on how mental health services can learn from CLOs and then the interview questions 

was concluded with an invitation to offer perspective on anything that hadn’t been asked and was 

relevant to understanding CLOs. 

The first interview was considered a pilot and feedback was elicited on the questions, two 

of which were subsequently adjusted in accordance with this. Data from this interview was used 

in the analysis. Interviews began with a brief overview of the interview structure and an 

opportunity to ask questions. Audio recording started at this point and continued until the end of 

the interview. Warm responses and paraphrasing were given to create a more natural dialogical 

atmosphere. 

At the end of the interview, audio recording was terminated and debrief provided 

verbally and in a follow up email. At this stage participants were asked if they were happy to be 

contacted for a follow up online meeting during theme development stage to review themes. This 

has been demonstrated in previous research as a way of checking interpretation and adjusting 

themes if necessary (Riley & Hagger, 2015). Audio recordings were stored securely on an 

encrypted device. They were transcribed verbatim before being deleted three months after 

transcription. Contact email addresses were stored on a password protected document with only 

participant number appended. In accordance with university regulations, this file will be held until 

2022 and an opportunity for collaboration on a lay summary of the research has been offered. 

During transcription any identifiable data, such as names or geographical locators, were removed.  

In line with empowerment values of the project, it was judged as important to 

compensate participants for their time. They were offered the choice of a £15 voucher or PayPal 
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transfer and this was sent immediately after the interview. Funding for this came from the 

University of Bath.  

 Data analysis 

The qualitative interview data were analysed using the Reflexive Thematic Analysis (TA) 

and including the stages of 1) reflective diary; 2) familiarisation and coding; 3) theme 

development; 4) reviewing themes; 5) reviewing themes with participants; and 6) final theme 

development (Braun & Clarke, 2022). See Appendix I for photographs of the process. Reflexive TA 

is widely used method of qualitative data analysis (Braun & Clarke, 2019) and it was chosen over 

other methods because of its flexibility and alignment with a critical realist ontology (Braun & 

Clarke, 2022). Interpretive phenomenological analysis (IPA) was considered, but because it often 

seeks to explore homogeneous groups of participants (Noon, 2019), and it was anticipated 

recruitment would bring forward lots of diversity, this was disregarded. IPA is also theory driven 

and also does not allow for the flexibility of TA. TA can be applied inductively which was 

important in this study because the study focus was relatively novel and the researcher did not 

want to be restricted by pre-determined theory. Inductive application of TA means researchers 

can develop codes and themes from the data, which here was important to ensure participant 

perspectives had space to be captured.   

TA is also a useful approach because it allows for the development of themes of shared 

meaning identified across qualitative data sets that may differ in their content. The flexibility in TA 

allows data to be coded semantically (explicit meaning) and latently (meaning needs to be 

interpreted). In this study data was coded primarily semantically, but more latent coding was 

applied where explicit meaning was less clear. This flexibility fits well with the critical realist 

ontology and allows for the nuances and metaphors in expressed language to be relevant to the 

analysis.  

TA requires ongoing reflexivity and it is recommended that researchers record reflections 

and initial noticing of themes from the offset (Braun & Clarke, 2022). Therefore analysis can be 

understood to have started during interviewing when the primary researcher started to use the 

reflexive journal. It was used throughout the analysis to enable reflexive engagement with the 

data and analysis.  

Given that qualitative research is an active process where the researcher brings their 

views, context and self, it is important to offer an overview of the primary researcher in this 

study. The researcher was a trainee clinical psychologist who held several privileged identities 

according the social GRACES framework (Burnham, 2018) including being a white cisgendered, 

heterosexual, educated women with a good income. Some of her developmental experiences 
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were located in a context of deprivation, social disadvantage and rural poverty, where the 

dominant culture highly valued collectivism and community. This provided a backdrop for an 

interest in social justice and community psychology approaches that underpinned the study. 

There were some shared identities with participants e.g. being a woman, but many participants 

did not experience the level of privilege of the main researcher and several had multiple 

marginalised identities that she did not. 

The familiarisation phase involved printing out transcripts and the researcher reading 

them three times. Throughout this process, the researcher recorded thoughts in the reflexive 

journal and following this emersion in the data set, coding commenced. This involved the 

researcher manually highlighting units of texts and labelling each unit with a code name. Codes 

were simultaneously typed into a word document and paired with data quotes. Data was 

interpreted both semantically and latently depending on how explicit the meaning in the data was 

judged to be.  

The theme development involved the researcher printing out the codes and sorting them 

into two initial themes: (a) interpersonal impacts and (b) how systems can work with CLOs. Codes 

were grouped based on shared meaning before groups were collapsed into central themes and 

subthemes. The original research question was kept nearby and used as an anchor point for 

analysis alongside revisiting the reflexive diary. A thematic map was drawn out by hand and left 

for a week for the primary researcher’s thoughts on the themes to percolate.  

The reviewing of themes involved the researcher looking at the codes and data items 

alongside the themes and seeing if the themes successfully captured the meaning of the original 

data. Themes were readjusted and tweaked. It was also recognised that some of the initial 

themes were topic summaries, something Braun and Clarke (2022) advise against, and these were 

revised so they could communicate deeper theme meaning.  

At the end of this stage, an initial thematic map was typed up electronically and 

participants were invited via email to review them in an online focus group. Eliciting feedback 

from participants after initial theme development was an attempt to ensure meaning was not 

lost. Only three of the participants were able to meet and none at the same time so the 

researcher met to discuss the themes with each of the three participants individually. All 

participants endorsed the themes and asked questions that led to dialogue and a slight 

adjustment of working to shift emphasis of meaning. There was also discussion about how the 

themes would be described and what was important to convey. Notes from these conversations 

were taken and referenced during the study write up stage and the final theme development. 

Involving participants in the analysis phase is an important ethical consideration as interpretation 
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of data is always a political act because the researcher is attempting to capture the voice of others 

(Braun & Clarke, 2022). Also, the BPS (Oates et al., 2021) emphasises the importance of protecting 

people from harm by misrepresentation of research. This collaboration therefore felt like an 

important way of balancing power and adopting more ethical principles.  

Braun and Clarke (2022) suggest that the fifth stage of refining, defining and naming 

themes can overlap with the final stage of reporting on a TA. During the beginning of the 

reporting process, the researcher reviewed the themes again against the original data and 

revisited the reflexive diary. The themes and reflections were also discussed in the supervision, 

which guided the revision of the final thematic map. 

Trustworthiness 

Although qualitative research is understood to never be impartial and always influenced 

by the researcher, trustworthiness is still seen as an important scientific consideration (Tracey, 

2010). More positivist paradigms may question the validity or reliability of qualitative research 

because they are coming from a different position on how knowledge is acquired (Shenton, 2004). 

Several frameworks have been developed for use by qualitative researchers to guide 

trustworthiness (Elliot et al., 1999; Shenton, 2004) and for this study Tracy’s (2010) framework 

was adopted. This proposes eight quality criteria for excellent qualitative research: (a) worthy 

topic; (b) rich rigor; (c) sincerity; (d) credibility; (e) resonance; (f) significant contribution; (g) 

ethics; and (h) meaningful coherence. These were used throughout the research process to help 

the researcher maintain quality in the study and details of this can be found in appendix F.  

Findings 

Overview 

Analysis of the data led to the development of four main themes around the research 

question “What are CLO member perspectives on the mental health and wider social context 

implications of CLOs?” The main themes were: 1) Deep sense of wellbeing and fulfilment through 

ecosystem participation; 2) Emotional upset ; 3) Community leadership as socially transformative; 

and 4) Embracing authentic partnership working. The themes and sub-themes can be seen in 

table I. 

Table 1 

Themes and sub-themes 

Theme Sub-theme Summary 
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Deep sense of 

wellbeing and 

fulfilment through 

ecosystem 

participation   

Personal growth 

Social connection 

Fulfilment through collectivism 

Deep fulfilment and individual 

reward can come through 

contribution and membership of 

a CLOs 

Emotional upset The issues you face reflected 

back at you through others 

experiences 

Absence of being held by the 

wider system 

Emotional upset was seen as an 

inevitable part of CLO 

membership because members 

were faced with the issues 

experienced by their community 

which was upsetting. Upset also 

came from the stresses added by 

not being held within the 

security of wider more powerful 

systems.   

Community leadership 

as socially 

transformative 

Capacity for social 

transformation 

Having better attuned and less 

hierarchical leadership 

structures has the potential to 

create lasting social change for 

communities 

Structured devolved power 

Responding to Community 

Needs 

Embracing authentic 

partnership working 

Supporting in empowering ways Working as part of an integrated 

system with more powerful 

organisations investing in 

elevating CLOs  

Integrating different ways of 

working and measuring success 

 

Theme 1: Deep sense of wellbeing and fulfilment through ecosystem participation   

Participants spoke passionately about how valuable being part of an ecosystem was to 

their wellbeing, offering positive feelings, personal growth and fulfilment through collectivism. 

There was a strong sense that being part of the CLO was a reciprocal experience that offered 

people much more than the absence of mental ill health. See figure 1 for details.  

Figure 1 

Theme “Deep sense of wellbeing and fulfilment through ecosystem participation” and sub-themes 
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Personal Growth 

For several participants, the CLO was seen as a structure that offered opportunities for 

personal growth. Without the constraints of hierarchy, people felt safe to explore:  

They are an opportunity to have very short but nice little connections…like if someone 

mentions something in the shares like a tv show, you can talk about that, but it is within a 

structure that is safe and secure. I don’t know, it is a nice little sand pit in which to play 

with. (Participant 9) 

Others reflected on how being part of the CLO was an accessible way to gain skills that may be 

applicable elsewhere, elevating their professional value. The social capital gained in this 

environment was seen to increase access to opportunities beyond the CLO. Some of this growth 

came from becoming aware of personal flaws that needed to be addressed:. 

It is challenging, very challenging so in a sense is awful because I was much better off you 

know thinking that I have my life figured out and I'm a nice person and I am capable of 

achieving many things but reality is that I'm not and going to the meetings and being part 

of this organisation has showed me many many shortcomings and made many many 

things that I need to work on. (Participant 5) 

Although, introspection was at times emotionally uncomfortable, this was seen as beneficial and a 

path to greater wisdom and consequentially life fulfilment.  

Social Connection  

This subtheme represents the value of social connection with others who may have 

similar experiences of marginalisation. Participants spoke about the social opportunities being 

good for mental health and offering an opportunity to be heard:  

“It’s made it easier for me to meet people and being social is important for my mental 

health rather than just hiding away and things getting worse. It’s also a safe space where I 
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can share my thoughts and feelings and experiences as well and get things off my chest” 

(Participant 6). 

Several of the participants compared the social structure to being a family: “It gave me a place to 

belong, a place to seek refuge, to seek comprehension. So it feels like a family” (Participant 4), 

with the CLOs being a lifeline in the context of isolation and exclusion. The sense of being ‘seen’ 

went beyond a passive witnessing and was seen as reciprocal, with a strong sense of mutual 

support; “belonging and knowing that there are people within our community who are willing to 

help each other and it is nice to be a part of that as well” (Participant 11). These validating spaces 

enabled feelings of acceptance in the context of marginalisation and negative or traumatic social 

experiences outside of the CLO.  

People reflected on the social aspect bringing happiness “Because there is many friends 

and when you pass week on week and you miss them and so when you go there it makes you 

happy” (Participant 3). Participants talked about how the CLO guarded against poor mental 

health, this was often reported in regard to loneliness: “I have a friend who is start to feel very 

very very bad because they don’t have anybody and she start to feel lonely and she start to go 

and volunteer there and she start to feel very well” (Participant 3).  

Fulfilment Through Collectivism 

Many participants talked about the sense of meaning and fulfilment people got from 

putting back into their community which was worth more than any monetary renumeration. 

Some participants drew critique on individualistic societal approaches and drew parallels of CLOs 

with more collectivist ways of being:  

In my culture there is this phrase of ubuntu that umm…I am because we are…that is kind 

of the African philosophy of recognising that we are not individual people. We are who 

we are because of the people that have gone before us and also because the people that 

are around us and the people that make us who we are. I am constantly reminded of that 

when I do this community work.  (Participant 2) 

Being part of the CLO had allowed people to find purpose when previously they had felt 

their lives to be less meaningful. The work was seen as way to connect to values and was good for 

mental health: “a way of keeping me nourished and keeping me in line with what is important and 

just like I said, its self-care” (Participant 2). Some people found meaning in using their own 

experiences and the knowledge they gained in their journeys to help others:  

We don’t have to live in depression and darkness and those kinds of things and because I 

have been through that darkness, I know that it is difficult to see that light at the end of 
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the tunnel so for me it is a personal mission that you can go through this darkness and still 

be ok so when I see that process it is amazing. (Participant 12) 

Theme 2: Emotional upset 

The Issues You Face Reflected Back at You Through Others Experiences 

Involvement in the CLO meant that issues faced by participants’ communities were 

brought closer to awareness and this could be distressing at times. This was compared to other 

types of jobs where emotional detachment was easier: “Some situations can come up that feel 

very very similar to something I might have gone through and I can find that quite hard to detach” 

(Participant 10).  

 

Figure 3 

Theme: “Emotional upset” 

 

Negative Emotions Come with the Work 

Participants reflected on the negative emotions that come with the work. This was often 

because of the absence of being held by wider structures could be stressful. However, when the 

participants talked about the emotional stress, they usually did so in the context of how the other 

aspects of the work were rewarding. They communicated that both things can occur 

simultaneously: the work can bring negative emotions and be rewarding and these two aspects 

did not need to cancel each other out. However, despite this reward an emphasis was placed on 

this not making some of the causes of emotional upset as acceptable and the need for system 

change when it came to the lack of support and sustainability of CLOs.   
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Theme 3: Community Leadership as Socially Transformative 

Community leadership was seen as beneficial multiple levels and throughout all 

interviews. It was seen that this way of working was sensical and drawing on the strengths and 

knowledge of the community was important in this. There was a sense that though some 

leadership was important, having more balanced power structures was useful. The CLO set up 

were seen as offering greater opportunity to transform the social context by being accessible and 

able to flex to the needs of the community. 

 

 

Figure 4 

Theme “Community leadership as socially transformative” and sub-themes 

 

Capacity for Social Transformation 

Participants spoke about how drawing on community strengths and resources expanded 

capacity to create social change. Already heavily embedded in communities, it was seen as logical 

to utilise resources that were trustworthy to the community. CLOs were seen as being able to 

have a cascading reach in a way that other mental health interventions cannot:  

But also think about the ripples of change that come through that…they feel empowered 

and actually that person is part of another ecosystem or subsystem, and that information 

I guess can be re-laid to their spheres of influence. So, when we think about the benefits 

of our work, it’s not just about the individual level – that person is connected to many 

other layers or communities. (Participant 2) 

Drawing on the capacity within the community meant that knowledge that was useful to ways of 

working with the community was already there. Some compared mainstream mental health 
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structures with community led mental health organisations and how the latter brought 

understanding that could lead to social transformation. Others spoke about how the utilising the 

resources in the community would elevate the community in the context of marginalisation, 

leading to greater social change.   

Structured Devolved Power  

 The value that came from more linear power structures was evident throughout. Many 

participants expressed that this facilitated learning for everyone in the CLO: “None of us sit there 

as experts. You know even the clinical psychologists no one sits there and thinking they have all 

the answers and it’s just so lovely that we can learn from each other” (Participant 11). However, 

some participants emphasised that some form of structure was useful and people expressed how 

leadership brought an element of security in the context of emotionally challenging work:  “I had 

a point of contact, I had someone to go through it like minutes after it happened” (Participant 7)  

Responding to Community Needs 

 The ability for a CLO to respond to the needs of the community in a way mainstreams 

services couldn’t was a dominant theme across the interviews. This was seen as crucial for 

engagement and accessibility, but also so that people accessing help do not have to content with 

the unconscious biases of outsiders: “if you were to see me in a clinic and I was to speak about 

relationship difficulties, then the clinician might straight away think about things like arranged 

marriage and forced marriage” (Participant 11). Representation was also seen as an important: 

…representation matters. So when we are talking about a yoga teacher, we are not 

talking about a Shoreditch white female, who you probably would think would be on the 

yoga poster. No! we want someone who is black, who is Asian.  (Participant 14) 

A number of the participants spoke about understandable distrust in mental health 

services in the context of historic oppression. It was seen as important for trust to underpin 

engagement in services and the flexibility of CLOs made this easier:  

We have been able to really build at the speed of trust rather than building the speed of 

what our funding might dictate or what this organisation might dictate and so really 

we’ve had that space to breath, we have had that space to grow. (Participant 13). 

Theme 3: Embracing Authentic Partnership Working 

Participants expressed the importance of more powerful organisations to work with CLOs in ways 

that empower. It was important that this was not tokenistic or disempowering and that the 

dedication to partnership was authentic.  
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Figure 5 

Theme “Embracing Authentic Partnership Working” and Subthemes  

 

 

Support in Empowering Ways 

Many participants mentioned the need for those with power and resources, such as 

central government or local services, to support CLOs. Participants expressed the inequity 

between the level of support for CLOs and other statutory services, and many expressed financial 

support as a significant issue. The sustainability of the CLOs often depended on inconsistent 

sources of funding or the good will of those involved: “it is not necessarily about compensation, 

but it is about making it sustainable and stable…it lives and dies on its facilitators being available 

and able to do the job” (Participant 9). What was reflected on was the need for this support to be 

offered in such a way that would elevate and not undermine the CLO.  

Integrating Different Ways of Working and Measurements of Success 

Integrated working was seen as important with one participant commenting “So, what I 

would like to see more is more support from the British community. Because I felt like everything 

is very separated” (Participant 4). Despite an emphasis on devolved power structures being 

useful, there was benefit seen in mainstream mental health services and more individualised ways 

of working as part of an ecosystem of support. Participants felt that different ways of working 

needed to be embraced, even though in reality these were often disregarded.  This was 

recognised as another way to build on the strengths already in existence in communities “think 

about whether we are needed and actually be observant of what is working well and actually 

some of those ideas can help us transform services and think about culturally sensitive ways of 

working” (Participant 2). Others spoke about how dominant measures of success in mainstream 

mental health services may not be universal. Being able to integrate alternative ways of working 

was seen as the most effective approach to working in a diverse society.  
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Discussion 

Led by research into the social determinants of mental wellness and current agendas to 

transform mental health services, this study aimed to elicit understanding on why structures such 

as CLOs are beneficial for individuals and the wider system, and how to most effectively work with 

them. Theme development led to four central themes: 1) Deep sense of wellbeing and fulfilment 

through ecosystem participation; 2) Emotional upset; 3) Community leadership as socially 

transformative; and 4) Embracing authentic partnership working. 

 

 

Individual implications of involvement 

In line with theory related to the importance of empowerment for mental health 

(McGrath et al., 2016), it was found that the CLOs provided a number of benefits for individuals. 

Involvement brought about a deep sense of happiness and fulfilment by offering members the 

opportunity to contribute to an ecosystem that rewarded them with social connection, fulfilment 

and opportunities for personal growth. Though empowerment was not directly identified as a 

theme here, it comes as secondary to these factors and they share similarities with other social 

determinants of mental health (Marmot, 2005; WHO, 2014). Despite these positive benefits, the 

theme “Emotional Upset” highlights that the personal implication of being involved in a CLO has 

negative personal implications. Though, these aspects were largely related to the oppressive 

context that the CLOs sat within making emotional upset not inherent of the CLO structure. These 

findings share similarities to the study by Budge and colleagues (2019) in that they found that 

participants indicated experiencing meaningful social support and empowerment, but also 

emotional challenges through the work.  

Community Implications of CLOs 

The findings highlighted that CLOs have the potential to transform communities and be 

flexible to the needs of communities in ways mainstream mental health services cannot. This 

supports the wider policy aims held by the WHO (2014). We know that marginalised groups, such 

as Black men, tend to be under-represented in primary mental health services and 

overrepresented in tertiary ones (Keating, 2009). What our findings show is that CLOs can better 

respond to the needs of excluded groups, making support more accessible and appropriate. This 

may be important in prevention and intervening at an earlier stage of the development of 

psychological distress. The findings from the current study add weight to the transformation 
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implementation guidance because they emphasise the value of community organisations (NHS 

England, 2019).  

These individual and system implication findings highlight “why” CLOs are useful; they 

have the potential to change the immediate and wider social context of people’s lives. However, 

this does not justify an acceptance of the oppressive societal structures that underpin the need 

for a contextual ‘antidote’. What ultimately needs to happen is long term social change. The NHS 

transformation agenda demonstrates an important recognition of a need to move away from the 

dominant individualised model of approaching mental health. This direction has the potential to 

lead to the addressing of the social determinants of mental health (Marmot, 2005) and lead the 

way in necessary long term social transformation.  

How to Work with CLOs 

Despite the guidance available on the mental health agenda (NHS, 2019), literature on the 

implementation gap (Hudson et al., 2019) highlights the need for interrogation of “how” to move 

from guidance to practice. This paper offers insight into how mainstream mental health services 

can work effectively with CLOs. A need to show authenticity was seen as important as was 

empowering and integrative practice. These findings support the outcome of the transformation 

pilot which identified the need for genuine partnerships with communities (NHS, 2019). Criticism 

that collaboration in mental health services can sometimes be tokenistic (Ocloo & Matthews, 

2016) highlights the importance of this authenticity. Genuine collaboration with CLOs will involve 

considering power imbalances in working relationships and an equitable and balancing 

responsiveness to this.  

Considering power dynamics was also relevant to the subtheme ‘Supporting empowering 

ways’. Unsolicited or ill-fitting help given to those with less power can undermine a sense of 

agency and maintain oppressive narratives of who has and who has not. Those being asked to 

support CLOs need to be aware of advice giving because it can remove agency, but also because 

of the projection of culturally discriminatory dominant ideals. Professionals working in 

partnership with CLOs need to be attuned to empowerment in support, perhaps creating safe 

spaces for dialogue around these issues. Support also needs to include robust financial elements. 

Without realistic and sustainable financial backing to CLOs, support only pays lip service to a 

desire to transforming social conditions that cause mental illness. 

Space for dialogue in these partnerships will also enable integrated ways of working. UK 

mental health planning tends to privilege medicalised, westernised and individualised approaches 

(NHS, 2019). While there is value in the dominant approaches for some, integrating more choices 

to those seeking support will help the NHS meet aims of providing fair and equal access to all. This 
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integration also applies to how success is measured which may not be quantifiable for CLOs in the 

same way as prevailing public health interventions (Clarke, 2018). Success may be instead 

evidenced in much deeper social shifts or other ways that do not align with common metrics of 

success. Therefore, creativity and flexibility in evaluation of this transformation implementation is 

needed. 

Ethical issues 

Braun and Clarke (2022) suggest that interpretation of data in TA is always a political act 

and therefore raised ethical issues. The BPS (Oates et al., 2021) emphasises the importance of 

protecting people from harm by misrepresentation of research and this needs to be considered by 

any clinical psychology researcher. As an outsider research, the main author of this paper has 

potentially moved far away from the intended meaning communicated in the interviews. Eliciting 

feedback from participants after initial theme development was an attempt to ensure meaning 

was not lost and using the reflexive diary was important. However, there still a risk of 

misrepresentation and so continued dialogue in response to the publication of this research is 

welcomed. 

Another ethical issue here is that the elevation of the merits of CLOs obscures the need to 

change oppressive contexts that underpin the reason they may be needed in the first place. While 

CLOs have the potential to make shifts in the social tapestry that oppress certain groups, they are 

no substitution for actual social justice and primary prevention of mental illness caused by 

marginalisation.   

Practice Implications  

This research has highlighted a clear justification for investing in, advocating for and 

developing authentic partnerships with CLOs as part of the implementation of the current NHS 

mental health transformation agenda. The elevating of CLOs should be understood as a 

preventative intervention on an individual and community level.  Not only do CLOs align well with 

the policy objectives, they have the capacity to improve individual and community wellbeing. 

Commissioners, policy makers and service leaders should expedite financial support for CLOs to 

expand their work in line with the transformation. They should also be authentically welcomed 

into a menu of commissioned mental health service options for not just geographical, but other 

communities within localities.  Evaluation that is collaboratively planned and facilitated according 

to pertinent and fitting metrics of success is warranted.  

Strengths and Limitations 
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The study has provided analysis of perspectives into CLOs from those with first-hand 

experience and in the context of current policy, a highly relevant contribution to the literature. 

One of the limitations of the current study was the lack of collaboration with CLOs in the 

development of the project. A common ethical issue in health science, the study was largely 

conducted “on” participants where the value base of collaboration indicates research “with” 

people would have been preferred (Kemmis, 2008). This can mostly be explained by issues 

brought about by the COVID-19 pandemic during the development phase of the project. Despite 

this limitation, a strength here was in the offering a follow up meeting with participants to review 

themes. Another limitation was the language barriers in some of the interviews. Despite inclusion 

criteria stating a good level of English was required, some participants did not speak this as a first 

language and so some statements were difficult to decipher during transcription of audio. The 

researcher did check understanding and offered clarification of research questions if asked. Due 

to finance issues, interpreters were not offered and this also meant those who may have wanted 

to participate but could not speak English were excluded from the research. Potentially valuable 

voices were therefore excluded from the study.  

Conclusion 

Aiming to build on previous research into the benefits of peer led organisational 

structures (Budge at al., 2019; Segal at al, 2010) and address the gap identified in gaining 

perspectives of CLO members across different set ups, this research has captured important 

perspectives on the dual benefits of CLOs. It has offered insight into the personal implications as 

well as the community level implications of membership of CLOs on wellbeing, specifically for 

those from marginalised communities. Clinical psychologists and others involved in latest NHS 

transformation of mental health services will benefit from considering the involvement and 

elevation of CLOs. More in depth evaluation of the utilisation of these valuable community 

organisations as part of the transformation is warranted. Future research would also benefit from 

exploring at more depth the mechanisms of wellbeing enhancement and also barriers to 

implementation in certain contexts.  
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Executive Summaries 

Systematic Literature Review 

In NHS mental health services, it is recognised that people who use the service should be 

involved in how they are run. Developing a service often requires information to be gathered, 

discussed, and then changes made. One way to involve those who use services in this process is 

by doing something called participatory action research (PAR). This involves a facilitator working 

together with a particular group of people to decide on what needs to be found out. This group 

then goes about finding information, talking about it and sometimes changing something or 

communicating what they have found to people who can change something.  

There is not a lot written about how PAR can be done in NHS Mental health services so 

this study wanted to look at other research that has been done on this. The hope was to find what 

helps PAR work well and what doesn’t. Because PAR is about trying to make decision making 

more equal, the hope was also to work out how equal things have been in the previous PAR 

projects in NHS mental health services.   

A specialist search technique was used to find 14 different projects that had been written 

about PAR in NHS mental health services. These showed people has used lots of different ways to 

do PAR and that it had been done in community services, inpatient services and in prisons. Not all 

of the studies showed that things had been equal throughout the projects and some mainly had 

the professional making decisions. It was found that what helps PAR is to have a good leader who 

thinks about the staff that support the project and the needs of the people involved. It was also 

found that the working environment needs to be thought about and that the processes and 

services that support the project need to be good.  

This research project showed that PAR can be carried out in a range of NHS mental health 

services, but that it is not always done equally. What needs to be considered by future 

professionals doing PAR is the importance of this. The hope is that not only do services get better 

at what they do, but that people involved can feel they have more choice in their life. This can 

also improve mental health.  

Service Related Project 

Children who live away from their birth parents in foster or adoptive families are likely to 

have had frightening experiences in their childhood. They can develop ways to cope which can 

mean that their carers struggle and they eventually have to move out. The consequence of this 

can be social services struggling to find places for them to live close by. Carers already received 
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training on skills that can be therapeutic to the child, but it is thought that professionals receiving 

the same support might be helpful. The aim of this project was to see whether giving 

professionals the same training carers get might help them to be more therapeutic and support 

the carers.  

The service collected scores and comments on certain skills at the beginning and end of a 

two day training for professionals. Some extra comments were also collected after two months. A 

trainee psychologist looked at these scores and comments and worked out the impact. What was 

found was that professionals scores of therapeutic skill and knowledge increased. The comments 

showed that the professionals involved in the training had improved their therapeutic skills and 

felt they were able to support carers better.  

Main Research Project 

Psychologists often end up doing individual work, but are also expected to think about the 

context a person lives in. This is because context can have a huge impact on people’s mental 

health and lots of research shows that inequality and issues such as poverty can cause distress in 

communities. The project aimed to look a community led organisations because these may be 

involved in some changes that are happening in mental health services.  

People who are part of CLOs from across the UK were interviewed on their perspectives on the 

personal and community impact of this set up. Their interviews were recorded and written up and 

in a systematic process, themes were created from these interviews. These included: 1) The work 

leads to deeper happiness; 2) The work can cause Emotional upset; 3) Community leadership 

make long term change for communities; and 4) Wider systems need to work with CLOs. What 

was concluded is that these set up are a really useful way of working and that they should be 

invested in.  
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Appendix A 

Outcomes for PAR Studies Included Not Included in Literature Review 

Psychological outcomes of being involved in 
PAR 

Wider system outcomes 

Involvement led to positive wellbeing. 
Researchers felt valued, sense of purpose, 
self-esteem, good morale, coping and 
confidence 

Supporting people who experience mental 
health problems to conduct research could 
benefit both the participants themselves, and 
help to advance understanding and improve 
services. 
Supporting service users to gain insights and 
transferable skills, whilst focusing on and 
conducting research for the benefit of others, 
has the potential to provide an alternative 
intervention strategy that could aid recovery. 

Participants reflected that feeding back to 
staff had been an enjoyable process 

Findings of experiences shared with staff. 
Also a personalised booklet for each service 
user would be introduced which would 
contain information about the service and 
ongoing care plans etc.  

A more positive view of staff. Knowledge 
about the efficacy of research. Self-
confidence. Career development. 
Disillusionment and anger with mental health 
services. Affirm identity as an activist. Strong 
relationships with peers.  

Multi-media library of service user 
experiences.  

Surprised by knowledge about day services People who have or are experiencing acute 
and severe mental health problems can do 
research. Photovoice is a useful method in a 
mental health hospital setting 

Helped gain confidence to do voluntary work. 
Service users discovered they had a good 
knowledge of day services.  

Public exhibition of photos and text from a 
service user created project report on the 
usefulness of a shared communal space. A 
service user group formed to advise on the 
design of a social space for service users. A 
poster created by and for people who used 
the services on local recreational activities. 
Report proposing reconfiguration of the day 
service.  
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Reconnect with cherished roles, achieve 
long-standing goals and develop feelings of 
self-efficacy, belonging and wellbeing 

Establishment of a working group. Reflexively 
developed shared understanding within the 
group of wider local system context as a 
platform on which to create future change. 
Mental health workers who harness 
occupation as a basis for building 
relationships with mental health service users 
can promote community participation, social 
inclusion and recovery for individuals with 
major mental health problems, including 
those who are deemed to 
be ‘hard to engage’. 
■ The mainstream community offered a 
range of opportunities for participation which 
held a unique appeal for service users 
because these 
were not segregated and were experienced 
as non-stigmatising. Effective interagency 
working. 

Feelings of empowerment. Sense of identity. 
Sense of achievement. Feeling good. Feeling 
self-important. Higher aspirations for the 
future. Increase in confidence. Inspiration to 
run a self-help group.  

A paper was presented by MH to a major 
national conference on personality disorders. 
An article on the group which was published 
in an OPD newsletter. A plan to carry the 
research forward 

Legitimacy and confidence. Reported 
experience of being empowered and valued. 
Growth from feeling obscure to being more 
confident and control. Lead research 
reviewed her beliefs.   

Training sessions with recovery co-ordinators. 
Meetings with local authority to 
communicate findings. Presentation at trust 
conference. Workshops with providers.  
Recommendations were adopted by the trust 
about how to move to self-directed budget 
spending. Development of self-assessment 
systems. Personal budget allocation  tool 
trailed and developed.  

Validation. Self-belief. Connection with peers. 
Feeling safe being yourself. Feeling normal. 
Being able to watch team mates blossom. 
Being listened to, noticed and included as 
affirmation of their worth as a human being 
which was a key step in recovery. Feelings of 
reciprocity. Relinquish of blame and self-
recrimination. Redefining identity from 
service users to researchers. Feelings of 
pride. Being part of a team was affirming.  

Eight conferences to share the findings with a 
diverse range of audiences.  
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Confidence A space was created where community co‐
researchers, including those from 
traditionally marginalized communities, felt 
safe and empowered to move beyond 
essentialized “service user” identities and 
bring a range of skills and expertise to the 
evaluation. 

Not stated  A report on the day was sent to all 
participants and it has been disseminated to 
regional and 
national service user networks and 
organizations, including the Mental Health 
Foundation, 
presented to various NHS research groups 
and service providers, posted on the NIMHE 
knowledge community website and fed into 
the priorities of the Mental Health Research 
Network self-help group. It has also led to the 
development of a resource directory of self 
Service users’ views of self-help strategies 
and research. Self-help materials and has led 
to a number of collaborations between the 
service users and 
researchers. 

Not stated Information on the efficacy and usefulness of 
an attachment based intervention for this 
group that can inform other services 

Not stated Not reported in relation to PAR 

Empathy, confidence and openness, 
decreased isolation, self-compassion, insight, 
enjoyment, empowerment, consolidation of 
therapeutic gains, hope, optimism, positive 
feelings from helping others.  

Findings may be useful for other practitioners 
using CBTp in high security settings 
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Appendix B 

Search Terms for Literature Review 

Web of Science: 

((((((((((((((((((((((((((((((((((((((((((((((((((((((TS=(Addiction)) OR TS=(“Attention deficit disorder”)) OR 
TS=(ADHD)) OR TS=(“Affective disorder”)) OR TS=(“Alcohol dependence”)) OR TS=(Anorexia)) OR 
TS=(Anxiety)) OR TS=(“Attachment disorder”)) OR TS=(“Attention deficit hyperactivity disorder”)) 
OR TS=(Borderline)) OR TS=(Bulimia)) OR TS=(CAMHS)) OR TS=(“Conduct disorder”)) OR 
TS=(Depression)) OR TS=(Dissociation)) OR TS=(“Dissociative disorder”)) OR TS=(“Dissociative 
identity disorder”)) OR TS=(“Drug dependence”)) OR TS=(“Eating disorder”)) OR TS=(“Emotional 
disorder”)) OR TS=(“Mental instability”)) OR TS=(“Family therapy”)) OR TS=(Hallucination)) OR 
TS=(Inpatient)) OR TS=(Insomnia)) OR TS=(Mania)) OR TS=(Manic)) OR TS=(“Mental illness”)) OR 
TS=(“mental health”)) OR TS=(“Mood disorder”)) OR TS=(“Multiple personality”)) OR 
TS=(“Obsessive compulsive disorder”)) OR TS=(OCD)) OR TS=(Paranoia)) OR TS=(“Personality 
disorder”)) OR TS=(Phobia)) OR TS=(Phobic)) OR TS=(“Posttraumatic stress disorder”)) OR 
TS=(PTSD)) OR TS=(Psychiatric)) OR TS=(psychiatry)) OR TS=(Psychology)) OR TS=(Psychopathy)) 
OR TS=(Psychosis)) OR TS=(Psychotic)) OR TS=(Psychotherapy))  OR TS=(Schizophrenia)) OR 
TS=(Self-harm)) OR TS=(Suicide)) OR TS=(“Thought disorder”)) OR TS=(Trauma)) OR TS=(“Voice 
hearer”)) OR TS=(Wellbeing))) AND (TS=("Participatory action research" OR "Community action 
research" OR "Community Based Participatory Research")) = 1477 

Embase: 

addiction:ti,ab,kw OR 'attention deficit disorder':ti,ab,kw OR adhd:ti,ab,kw OR 'affective 
disorder':ti,ab,kw OR 'alcohol dependence':ti,ab,kw OR anorexia:ti,ab,kw OR anxiety:ti,ab,kw OR 
'attachment disorder':ti,ab,kw OR 'attention deficit hyperactivity disorder':ti,ab,kw OR 
bulimia:ti,ab,kw OR camhs:ti,ab,kw OR 'conduct disorder':ti,ab,kw OR depression:ti,ab,kw OR 
dissociation:ti,ab,kw OR 'dissociative disorder':ti,ab,kw OR 'dissociative identity disorder':ti,ab,kw 
OR 'drug dependence':ti,ab,kw OR 'eating disorder':ti,ab,kw OR 'emotional disorder':ti,ab,kw OR 
'mental instability':ti,ab,kw OR 'family therapy':ti,ab,kw OR hallucination:ti,ab,kw OR 
inpatient:ti,ab,kw OR insomnia:ti,ab,kw OR mania:ti,ab,kw OR 'mental illness':ti,ab,kw OR 'mental 
health':ti,ab,kw OR 'mood disorder':ti,ab,kw OR 'multiple personality':ti,ab,kw OR 'obsessive 
compulsive disorder':ti,ab,kw OR ocd:ti,ab,kw OR paranoia:ti,ab,kw OR 'personality 
disorder':ti,ab,kw OR phobia:ti,ab,kw OR phobic:ti,ab,kw OR 'posttraumatic stress 
disorder':ti,ab,kw OR ptsd:ti,ab,kw OR schizophrenia:ti,ab,kw OR 'self-harm':ti,ab,kw OR 
suicide:ti,ab,kw OR 'thought disorder':ti,ab,kw OR trauma:ti,ab,kw OR 'voice hearer':ti,ab,kw OR 
wellbeing:ti,ab,kw 

AND 

'participatory action research':ti,ab,kw OR 'community based participatory research':ti,ab,kw 

= 1047 

Pubmed  

((Addiction[text word]) OR (“Attention deficit disorder”[text word]) OR (ADHD[text word]) OR 
(“Affective disorder” [text word]) OR (“Alcohol dependence” [text word]) OR (Anorexia[text 
word]) OR (Anxiety[text word]) OR (“Attachment disorder”[text word]) OR (“Attention deficit 
hyperactivity disorder” [text word]) OR (Bulimia[text word]) OR (CAMHS[text word]) OR (“Conduct 
disorder” [text word]) OR (Depression[text word]) OR (Dissociation[text word]) OR (“Dissociative 
disorder” [text word]) OR (“Dissociative identity disorder” [text word]) OR (“Drug dependence” 
[text word]) OR (“Eating disorder” [text word]) OR (“Emotional disorder” [text word]) OR (“Mental 
instability” [text word]) OR (“Family therapy” [text word]) OR (Hallucination[text word]) OR 
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(Inpatient[text word]) OR (Insomnia[text word]) OR (Mania[text word]) OR (Manic[text word]) OR 
(“Mental illness” [text word]) OR (“mental health” [text word]) OR (“Mood disorder” [text word]) 
OR (“Multiple personality” [text word]) OR (“Obsessive compulsive disorder” [text word]) OR 
(OCD[text word]) OR (Paranoia[text word]) OR (“Personality disorder” [text word]) OR 
(Phobia[text word]) OR (Phobic[text word]) OR (“Posttraumatic stress disorder” [text word]) OR 
(PTSD[text word]) OR (Psychiatric[text word]) OR (psychiatry[text word]) OR (Psychopathy[text 
word]) OR (Psychosis[text word]) OR (Psychotic[text word]) OR (Psychotherapy[text word]) OR 
(Schizophrenia[text word]) OR (“Self-harm” [text word]) OR (Suicide[text word]) OR (“Thought 
disorder” [text word]) OR (Trauma[text word]) OR (“Voice hearer” [text word]) OR (Wellbeing[text 
word])) AND (("Participatory action research"[Title/Abstract]) OR OR ("community based 
participatory research"[Title/Abstract]) OR ("Community-Based Participatory 
Research"[Title/Abstract]))= 950 

 

Grey literature 

Ethos 

Search terms: Participatory action research (abstract) AND Mental (abstract) = 30 thesis 

Psychextra 

222 with just searching participatory action research and cbpr 

HMIC 

116 

Open grey 

77 
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Appendix C 

Service Related Project Approval Document for AWP Project Approval Team  
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Appendix D 

Service Related Project Summary Document Sent to Service 

Report for Thinking Aloud South Gloucestershire on the impact of the staff Butterflies and Bees 
course 

 

Overview of staff butterflies and bees 

Butterflies and Bees is a course that was originally developed for foster carers and adoptive 
parents (Cowdrey, Lister, Weir-Jeffery, Nugent, Fussell & Saltmarsh, 2015). Thinking Aloud South 
Gloucestershire has condensed and adapted the course so it can be delivered to professionals 
working with looked after and adopted children and their families. The aim of this is that it will 
support the new therapeutic parenting pathway project recently established by South 
Gloucestershire Local Authority. 

The course draws on Dyadic Developmental Psychotherapy (DDP) (see Hughes, Golding & Hudson, 
2015, for a review); a relationship focussed therapy for children who have experienced early 
relational trauma. It is framed on DDP’s PACE principles (playfulness, acceptance, curiosity and 
acceptance) and typically run for 10 two-hour sessions. Recognising the time constraints on LA 
staff, the staff version of the course has been adapted to fit into 2 days.  

Benefits of therapeutic skills held in the wider system 

Children who no longer live with their birth 
parents can present with complex mental health 
needs and challenging behaviour (Ford, Vostanis, 
Meltzer & Goodman, 2007). This often leads to 
placement breakdown and enduring mental 
health issues (Minnis, Everett, Pelosi, Dunn & 
Knapp, 2006), often at a significant financial cost 
to the local authority and health services. 
Research has shown therapeutic interventions at 
the level of the foster care placement to be 
effective in improving mental health and 
placement stability (Leve et al., 2012). However, 
children’s mental health is influenced by the 
multiple systems around them (see figure 1) and 
it is therefore important to develop therapeutic 
capacity across these multiple levels. Therapeutic 
training for professionals in the network around 
the child will allow therapeutic care throughout 
the system and parenting to be supported more 
robustly. 

Summary 

This document reports on the evaluation of a course that Thinking Aloud South Gloucestershire has 
recently run with staff in the local authority. The course was condensed and adapted from an 
existing course usually run for foster carers and adoptive parents to support a therapeutic 
parenting pathway project being introduced by the local authority. The results of the evaluation 
show that the course was successful in its aims to develop the therapeutic ethos in staff working 
with looked after children. 

Figure 1: Ecological system around a child (Source:King's College 
London, School of nursing and Midwifery) 
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This evaluation 

This evaluation was carried out in a collaboration between the Thinking Aloud and a trainee 
Clinical Psychologist from Bath university as part of a service improvement project. The aim was 
to understand if staff Butterflies and Bees had met its goal of improving therapeutic ethos in the 
wider system and if there was any other useful feedback that could inform continued service 
development. The hope was that an evaluation would inform decisions on continuing the training 
and if it is useful for it to be rolled out more widely. The data that was evaluated was collected via 
forms given out to at the beginning and end of the course as well as in a follow up 2 months later.  

 

Outcome of the evaluation 

Therapeutic capacity of participants 

Participants were asked to scale their therapeutic skills and knowledge at the start and at the end 
of the training. This was done by asking them to scale 11 areas which had been based on the aims 
of the training. The hope was that scores would show if the aims were met. 

 

What this data shows is that average scores improved in all areas and more than doubled for the 
questions relating to the PACE principles.  

 

 

Written responses 

How would you rate your understanding of attachment?

How would you rate your understanding of shame?

How would you rate your understanding of trauma?

How able do you feel to recognise and reflect upon your own 
reactions to the challenges of working with children?

How able do you feel to recognise and reflect upon these 
reactions in carers?

How well do you understanding the impact of a child’s past on 
their ability to form relationships?

How well do you understand the impact of a carer’s past on 
their ability to provide therapeutic care?

How much do you know about Dan Hughes’ PACE principles?

How comfortable do you feel in applying PACE principles to 
your work with carers?

How comfortable do you feel with the concept of self care?

How confident do you feel in describing the Butterflies and 
Bees course to carers? 

0.0 1.0 2.0 3.0 4.0 5.0 6.0 7.0 8.0 9.0 10.0

Participant scaling of theraputic skills and knowledge before and after 
the training

End of course Start of course
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Written comments were collected from the training participants on their perspective of the 
course benefits. These were collected at three time points; start of training, end of training and at 
a four week follow up. Comments were collated and a type of analysis called thematic analysis 
was carried to identify themes for each of the areas being evaluated. Below the themes and 
subthemes are documented. 

Q1. How will this training impact your practice?  (start of training) 

• This training will be valuable to me as an individual 

• The training will be valuable to the system I work in 

Q2. How will this training impact your practice (end of training)? 

• It has informed how I work with carers and people in the wider system around a child 

• It has improved my knowledge of working in a relationship-based way 

• It has improved my understanding of trauma responses in children 

Q3. What else did you need or want to learn about? - to support you in embedding 
therapeutic care for young people in South Glos? 

• Understanding of the child’s narrative 

• Knowledge of therapeutic interventions 

• More courses like this one 

• More on how to apply PACE in general parenting 

• Others in the team to have this knowledge 

• Teaching on implementing therapeutic boundaries 

• Evidence based skills to develop independence in children 

• Knowledge on how to strengthen family relationships 

Q4. Follow up feedback requested 2 months post training 

• I have spread therapeutic skills into the wider system 

• My personal therapeutic skills has improved 

• The training was good as it is and does not need to improve 

 

Conclusion  

The evaluation shows that the aim to improve therapeutic ethos in LA staff has been met. 
Professionals who attended the training reported to have significantly improved their DDP skills 
and therapeutic knowledge. They also showed improvements in understanding the relationship 
dynamics that can occur between foster carers and their children. This knowledge has already 
been cascaded to carers and other professionals which will support therapeutic interventions for 
foster carers and parents and ultimately increase the chances of placement stability. This makes 
butterflies and bees for staff a cost-effective intervention.  

Summary 

• Therapeutic training for professionals is likely to support therapeutic 

parenting interventions 

• This may contribute to the reduction of costly placement moves for children 

looked after by the local authority 

 

 

References 

Cowdrey, F. A., Lister, A., Weir-Jeffery, T., Nugent, P., Fussell, A., & Saltmarsh, C. (2015). Dance 
Like a Butterfly and Sting Like a Bee: A Preliminary Evaluation of a Six-Session Group for 



91 
 

Foster-Carers and Adopters of Children with Attachment Difficulties. Journal of 
Psychology & Psychotherapy, 5(5), 1. 

Ford, T., Vostanis, P., Meltzer, H., & Goodman, R. (2007). Psychiatric disorder among British 
children looked after by local authorities: comparison with children living in private 
households. The British Journal of Psychiatry, 190(4), 319-325. 

Hughes, D., Golding, K. S., & Hudson, J. (2015). Dyadic developmental psychotherapy (DDP): The 
development of the theory, practice and research base. Adoption & Fostering, 39(4), 356-365. 

Leve, L. D., Harold, G. T., Chamberlain, P., Landsverk, J. A., Fisher, P. A., & Vostanis, P. (2012). 
Practitioner review: children in foster care–vulnerabilities and evidence‐based interventions that 
promote resilience processes. Journal of Child Psychology and Psychiatry, 53(12), 1197-1211 

Minnis, H., Everett, K., Pelosi, A. J., Dunn, J., & Knapp, M. (2006). Children in foster care: Mental 
health, service use and costs. European child & adolescent psychiatry, 15(2), 63-70. 



92 
 

 

Appendix E 

Recruitment Poster for Main Research Project
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Appendix F 

Interview Questions 

1. Tell me about the organisation you have been part of? 

2. What has been your role?  

3. How does being part of the CLO impact your wellbeing? Prompts: what does the 

organisation do to help this? Is there anything that needs to be different? 

4. Tell me about any negative aspects of being part of the organisation? 

5. How does the service impact the wider community’s health and wellbeing? Prompts: 

Does it benefit. What, if anything needs to be different? 

6. What does being part of this organisation mean for you?  

7. What have you gained from being part of the CLO? 

8. How do you think services working with people with mental ill health could learn from 

this organisation?  

9. Do you have anything else to say that would help me to understand more about CLO? 
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Appendix G 

How Trustworthiness Criteria were Met for Main Research Project 

Criteria What was done 

Worthy topic The topic is relevant to clinical psychology and very timely. It’s findings will 
have a significance for a national agenda 

Rich rigor The research is backed by significant and note-worthy research (Munro, 
2005). It also had a good sample size which was backed by a 
recommendation by Braun, Clarke and Hayfield (2015) 10-20 participants 
for doctoral level research. The research participants all had first-hand 
experience of marginalisation and being part of a CLO. 

Sincerity There has been transparency about the methods and its limitations. The 
researcher also kept a reflexive journal throughout and has been 
transparent about characteristics, interests and in doing so potential bias’.  

Credibility The research findings have attempted to stay as close to the original data 
as possible by regular revisiting of data during theme development. 
Checking with participants as a way of triangulating the themes also 
increases credibility. 

Resonance  The research is reported clearly and uses visual imagery for theme 
reporting which makes it more accessible. Transferable findings are 
reported.  

Significant 
contribution 

Findings from this research have the potential to enhance the national 
transformation of mental health services in the UK. 

Ethical Ethics were considered at all stages including during recruitment and 
interviewing. The ethics of knowledge generation and how this maintains 
significant societal power imbalances has been considered and in response 
to this an accessible report will be written that is relevant to CLOs.  

Meaningful 
coherence 

The research has achieved what it set out to do. It used appropriate 
methods and meaningfully connects the literature, current policy, findings 
and interpretations.  
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Appendix H 

Amended Ethics Forms and Data Management Plan for Main Research 

PSYCHOLOGY RESEARCH ETHICS COMMITTEE 

 

Application form for submission for research ethics approval 

 

PLEASE ENSURE THAT YOU READ THE GUIDANCE DOCUMENTS ON THE PREC WIKI BEFORE 
COMPLETING THIS FORM:  

https://wiki.bath.ac.uk/display/PEC/Psychology+Research+Ethics+Committee+Home 

 

SECTION 1: GENERAL INFORMATION 

 

1.1 Staff ☐ PhD/DClin☒ Masters ☐ Other (e.g. MRes) ☐ UG     Y1 ☐ Y2 ☐ Y3 ☐ Y4 ☐  

1.2a Is this funded research? 
 

YES   ☐   NO  ☒ 

1.2b If yes, please give name of funder 
 

 

1.3 Is this an umbrella application? 
 

YES   ☐   NO  ☒ 

1.4 Project Title  

 

A qualitative study into the impact of community led services on 
psychological wellbeing 

 

1.5 Name & email of applicant/s 

 

Juliet Young jy889@bath.ac.uk  

1.6 Name & contact email for 
supervisor (for UG / Masters / PhD 
students) 

Catherine Butler cb  

1.7 Proposed dates of study 

 

Start date:  February 2021          End date: May 2022  

1.8a Confirm that you have completed the mandatory information security awareness online training 

module (https://moodle.bath.ac.uk/course/view.php?id=56524)                    ☒ 

 

 

1.8b What category of data will you be collecting? 

 

Internal Use                               ☐ 
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Restricted                                  ☒ 

Highly Restricted                      ☐ 

 

1.9a Will you be carrying out secondary data analysis?             YES   ☐   NO  ☒ 

 

 

1.9b Is this a service evaluation?  YES   ☐   NO  ☒    If yes, please provide evidence.  

Do you have prior ethical approval? YES   ☐   NO  ☒    If yes, please attach. 

 

If yes, where from? 

 

NHS ☐ Other university ☐ Other ☐ (please state) 

If you have selected yes and you are a member of staff or PhD student you do not need to answer any 
further questions.  
 

If you are a UG or a Master’s student please continue to complete the form. 

 

SECTION 2: ETHICS REVIEW CHECKLIST 

 

Please tick ‘Yes’ for all those options that apply to your study, and ‘No’ for those that do not.  

 

  Yes No 

2.1 Does the study involve participants who are vulnerable or unable to give 
informed consent (e.g. children under the age of 16 years, people with 
learning difficulties, patients, people receiving counselling, people living in 
care or nursing homes, people recruited through self-help groups, people 
who you manage or supervise?  

 x 

2.2 Will the study require co-operation of a gatekeeper (e.g. head teacher) for 
initial access to the groups or individuals recruited?  

x  

2.3 Will participants take part in the study without their knowledge and consent 
at the time? (e.g. covert observation of people in non-public spaces) 

 x 

2.4 Will the study involve actively deceiving the participants?   x 

2.5 Will the study involve discussion or collection of information on sensitive 
topics (e.g. sexual activity, drug use, mental health)? 

x  

2.6 Will drugs, placebos, or other substances be administered to the study 
participants? 

 x 

2.7 Will blood or tissue samples be obtained from participants?  x 

2.8 Does the study involve intrusive, invasive or potentially harmful procedures 
of any kind?  

 x 

2.9 Does the study risk causing psychological stress or anxiety or other harm or 
negative consequences beyond that normally encountered by the 
participants in their life outside research?  

 x 

2.11 Will it be possible to identify the participant from the data when it is 
disseminated?  

 x 
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2.12  Will the study require transfer of non-anonymised human participant data 
outside of the EU?  

 x 

2.13 This is an umbrella application  x 

2.14 I am a masters or undergraduate student  x 

 Are there ethical implications concerned with the following general issues 
(if the answer to any is yes, please give full information at 3.18) 

  

2.15a Funding source  X 

2.15b Freedom to publish the results  X 

2.15c Future use of findings  X 

2.15d Conflict of interest  X 

 

If you have answered YES to any of the above questions, you need to complete the rest of this 
form and submit it, along with any other necessary paperwork, to psychology-ethics@bath.ac.uk. 
 

If you have answered NO to all questions 2.1–2.15 above you don’t have to complete any more 
questions. Please sign and return the form to psychology-ethics@bath.ac.uk. 
 

 

 

SECTION 3: DESCRIPTION OF RESEARCH 

 

3.1 Background and aims of 
the research (no more 
than 300 words) 

Traditional clinical psychology research tends to focus on 
understanding how to treat mental disorder on an 
interpersonal or microsystem level (Nelson & Prilleltensky, 
2010). While this focus is important in developing methods to 
help people manage distress, Clinical Psychology is 
increasingly recognising the value of drawing on community 
psychology approaches as a way of preventing pathology in 
the first place (e.g. Casale, Zlotowitz, & Moloney, 2015).  

 

Community psychology adopts an ecological perspective to 
wellbeing and aims to make shifts in the social conditions that 
contribute to mental disorders in marginalised communities. It 
emphasises a strength based approach to empower 
individuals to become agents of change in their own health 
and wellbeing.  

 

This focus is in line with recommendations to develop 
coproduction within mental health services laid out it the NHS 
England’s Five Year Forward View for Mental Health (Mental 
Health Task Force 2016) and Public Health England’s (PHE) 
guidance (2015) on improving health and wellbeing by 
building on community assets. This latter report suggests that 
participatory approaches “directly address marginalisation 
and powerlessness” (PHE, 2015).  

mailto:psychology-ethics@bath.ac.uk
mailto:psychology-ethics@bath.ac.uk
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Community led organisations embody this way of working, 
enabling empowerment as a way of offsetting the negative 
impacts of marginalisation on mental health. Understanding 
more about this way of working is therefore important for 
psychologists working with people from these groups. Elliot et 
al (2015) suggests that more empirical research is needed in 
this area and this project aims to contribute to this. 

 

The aim of this research project is therefore to understand the 
impact on individual’s mental health and wellbeing when they 
are participating in and/or working for community led 
services. Understanding of this can help inform the usefulness 
of clinical psychologists facilitating engagement in this set up.  
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3.2 Outline the study design 
and list the methods  
How much time (roughly) 
will each method take and 
how long in total will 
participants be expected 
to take part in the study 
(maximum 300 words) 

This is a qualitative study using a semi-structured face to face 
or online video call interview approach. Each interview will 
take no more than one hour including time for filling out 
consent forms and debrief.  

Face to face interviews 

1. During recruitment and 24 hours before the 
interview, an information sheet (appendix 1) 
would have been emailed or given in person to 
the participant by the researcher. If the interview 
has been set up via a secondary contact, then the 
information sheet will be emailed to them to give 
to the participant. The method of which this 
would have been done will be decided during 
recruitment and dependant on whether the 
participant has emailed following a recruitment 
(info sheet emailed) or via word of mouth, 
secondary contacts (e.g. community hubs) and 
telephone calls (dropped to the participant or 
emailed via someone else).  

2. On the day of the interview, recruitment will have 
brought together the researcher and participant 
at a pre-arranged meeting place. The researcher 
will meet in reception of the venue (A local 
community centre), greet, welcome and escort to 
a booked confidential room. 

3. The researcher will ensure that current Covid-19 
government guidance on social distancing is 
followed e.g. wearing masks and sitting 2 meters 
apart if in an indoor space. If meeting someone 
outside of your household is restricted then 
interview will not go ahead. 

4. The researcher will present a second copy of the 
information sheet and ask if the participant has 
any questions about it.  The participant will then 
be asked to sign a consent form (appendix 2) 

5. The researcher will then go through interview 
schedule (appendix 4) and ask if the participant if 
they have any questions. 

6. The researcher starts the audio recording device 
7. Interview participant using questions (appendix 

4) 
8. Debrief explained (appendix 3) 
9. Clarify if participant would want to be contacted 

for follow up meetings and record contact details.  
10. Participant will then be paid in cash 

Online interviews 
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1. Following the arrangement via email of the online 
interview, the participant will be directed to the 
Qualtrics site and asked to visit this 24 hours before 
the interview. Here they will be presented with the 
information sheet and asked to click “next. This will 
take them to the consent form page where there will 
be a button at the bottom of the page to confirm their 
consent to participate in the study. They will then be 
taken to a page to confirm their email address. Once 
this has been completed, the researcher will then 
send an email invite to a Microsoft teams meeting at 
least 24 hours later. Within this email invite, the 
participant will be prompted to email the researcher if 
they have any problems accessing the online meeting 
on the day. If they click “I do not consent” then they 
will be taken to a page thanking them for their time 
and a copy of the debrief sheet.  

2. The researcher will join the Teams meeting 5 minutes 
before the allotted time to ensure the participant is 
welcomed in. When the participant enters the online 
meeting, they will be welcomed and asked if they 
have any questions having read the information sheet. 

3. The researcher will then follow steps 4-6 of face to 
face interviews.  

4. The researcher will then debrief verbally, checking in 
on the participants welfare before shring a screen of 
the debrief sheet and going through it together. This 
will then also be sent to the participant 

5. Step 8 of face to face interviews 
6. Researcher will confirm with participant whether they 

would prefer a paypal transfer or amazon voucher. If 
an amazon voucher, this will be emailed if paypal, 
then this will be sent to their email address via the 
researchers paypal account while still in the online 
meeting for the participant to confirm receipt.  

Follow up consultation (1.5 hours) 

1. Contact participants who shared contact details 
via telephone call in order that interviews were 
conducted and ask if they would like to 
participate in a follow up.   

2. Meet at Barton Hill settlement in pre-booked 
room 

3. Explain how thematic analysis is conducted in lay 
terms. Share themes that were drawn out of data 
and then go through each theme one by one to 
discuss.  

4. Confirm themes that will be included in main 
report (ensure this is done within the first hour of 
the time allowed) 
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5. Spend up to 30 minutes discussing ideas on how 
the findings could be shared among communities 
of the people who participated.  

Reporting on findings 

3.3 Who will be recruited to 
participate in the 
research? 

 

People who are from marginalised communities and accessing 
or working for a group that is community led or where 
coproduction is an integral part to the service/organisation set 
up and identity.  

3.4 How many participants 
will be recruited? Why 
have you chosen this 
number? 

 

Reflexive Thematic Analysis is the planned method of analysis 
for the data and the method of data collection will be semi-
structured interviews. For this type of study, Braun, Clarke and 
Hayfield (2015) recommend a sample size of 10-20 
participants for professional doctoral projects. Sample size in 
qualitative research cannot be predicted by a formula, but 
instead can be informed by researchers reflecting on the 
information power carried in several key domains. Malterud, 
Siersma and Guassora, (2016) propose that researchers should 
reflect on the information power held in the broadness of the 
study aims, sample specificity, theories the study is based on, 
the dialogue between the researcher and participant and the 
type of analysis. Considering these factors, and including the 
recommendation by Braun, Clarke and Hayfield (2015), this 
study will aim to interview 15 participants.  

 

3.5 What methods will be 
used to recruit 
participants? 

 

1. The researcher will contact community led 
organisations via social media sites and numbers 
found on websites. They will discuss the nature of 
the study, sharing an initial information poster via 
email if needed (appendix 6). The hope will be 
that the organisation will advertise the study 
among those working for and/or accessing the 
organisation via word of mouth or a poster 
supplied to them by the research (see appendix 
6) 

2. Recruitment will require participants to contact 
the researcher themselves or through a 
community gatekeeper by email to show interest 
in the study, leaving a contact number.  

3. The researcher will contact the participant and 
arrange for a time and date for the interview. 

3.6 What are the inclusion 
and exclusion criteria? 

 

Inclusion 

People over the age of 16 

People who are accessing or working for community led 
services and organisations 
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People from marginalised groups (Marginalised groups include 
ethnic minorities, women and girls, people with physical and 
mental disabilities, and Lesbian Gay Bisexual Transgender 
Queer and Intersex (LGBTQI) people) 

 

Exclusion 

People who do not speak English as a first language 

People aged under 16 

People who do not come from a marginalised group 

3.7 Where will the research 
take place? 

 

The researcher will arrange this on a case by case basis. For 
face to face interviews, the hope is that the organisations 
have a confidential space that can be utilised at no cost. If this 
is not possible, a room will be booked at Barton Hill 
settlement for a cost of 4.45 per hour. The budget allows for 
this cost.  

Remote interviews will be conducted via Microsoft teams with 
the researcher conducting the interview from a confidential 
space in their home and the participant being encouraged to 
do the same.  

3.8 How will informed 
consent be obtained? 

 

An information sheet will be given (see appendix 1) to 
the participant to read or have read to them by the 
researcher at the start of the interview. They will then be 
given a consent form to sign (appendix 2). Clarification 
will also be sought verbally at the start of the interview. 

3.9 Does the study aim to 
actively deceive the 
participants? If yes, please 
justify and briefly outline 
how this will be carried 
out 

No 
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3.10 Up to what stage will 
participants be able to 
withdraw from the 
experiment if they choose 
to, and how can they do 
this (if relevant, e.g. in an 
online study by closing 
their browser)? 
Is this communicated to 
them in the information 
sheet and then the 
consent form in a clear 
way? 
 

Participants will be given a number on their information sheet 
which will correspond to their data (verbally recorded at the 
start of interviews). They can use this number to withdraw 
their data at any point up until 3 weeks following data 
collection, when transcription will start. The way to withdraw 
will be communicated verbally and on their information and 
debrief sheets and involves the participant emailing the 
researchers university email address supplying their 
participant number and wish to withdraw.  
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3.11 
 

Describe any potential 
risks to participants 
(physical, psychological, 
legal, social) arising from 
the study. Explain how 
you will seek to resolve 
these. 
 

There is a risk that the participant will divulge information in 
the interview that they will later regret. The option to 
withdraw will be made clear in the beginning and a debrief 
offered verbally through questions of welfare and debrief 
sheet.  

A potential risk of social harm exists within this research 
design. It is important to consider that when doing research 
with people from marginalised communities, the research 
process can contribute to further social inequality. This is 
because a researcher with relative power and privilege enters 
a community, acquires information, interprets and produces 
an academic report that often benefits their social status 
(maintaining a power imbalance). The research may also be 
shared among academics or policy writers, never reaching the 
communities it discusses in a useable and useful form that 
could benefit the community. The research model being used 
here risks this disconnect and a number of ways to reduce this 
harm need to be considered. 

One solution to the risks of research with marginalised 
communities is to adopt participatory approaches at all stages 
of the research process. Due to the time and resource 
constraints of the researcher carrying out this research as part 
of a clinical psychology doctorate, there are limitations to the 
level of participation that can be used.  

However, what will be offered will be an opportunity for 
participants to review the themes that have been drawn from 
the data analysis. This will be done by contacting participants 
following analysis and inviting them to take part in a 
discussion around the themes. This will also give opportunity 
to discuss with the researcher, how the research can be 
shared with people in the wider Bristol network. Following 
this consultation, an opportunity for collaboration and 
ownership of the studies publication will be offered. 
Participants will be paid £15 per hour in cash for their 
contribution at this stage. If someone would like to be 
contacted to be part of this, contact details will be stored 
securely as part of the data management plan (see appendix 
7). 

A risk to health that needs to be considered is that the current 
pandemic means that there is a risk of contracting the virus 
during face to face interviews. This risk is amplified with 
people from ethnic minority backgrounds due to the health 
inequalities they experience and those from other groups with 
pre-existing health conditions. Therefore, it will be important 
for the researcher to follow the current guidance at the time 
of data collection on social distancing and personal protective 
equipment. Remote interviews over Microsoft teams will be 
conducted with anyone who is considered in the at-risk 
category at the time of data collection.  
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3.12 How will participants be 
debriefed?  
What aftercare will you 
provide if needed? 

There will be a debrief following the interview once recording 
has stopped to check the welfare of the participant. The 
researcher will employ skills of compassion and allow 
additional time for this debrief between interviews. 
Signposting will be discussed and understanding of ways to 
access emotional support will be checked. In addition to this, a 
debrief sheet will be given which will contain signposting.  

3.13 Describe potential risks to 
researcher/s and how 
these will be managed.  
 

The primary researcher will be utilising a range of 
community spaces and coming into contact with a 
number of people. During the current pandemic, this 
places the researcher at a greater risk of contracting the 
virus. Therefore it is important to use hygiene measures 
and wear a mask if appropriate.  

3.14 How will confidentiality 
and security of personal 
data relating to your 
participants be 
maintained?  
 

Data management plan attached in appendix 7 

3.15 Will the participants be 
photographed, audio-
taped or video-taped? If 
so, please justify 
 

Participants will be audio taped using the university digital 
audio recorders, this is needed to record the interviews. 

3.16 Is any reimbursement of 
expenses or other 
payment to be made to 
participants? Please 
explain. 
 

Reimbursement of travel expenses will be made. 
Compensation of £15 per hour will be made for participation 
at data collection and consultation on results stages.  

3.17 How long will you 
store personal data 
(including informed 
consent)? If you are 
retaining personal data 
longer than the end of the 
study, please justify 

 

Please see data management plan 

 Are there ethical implications concerned with the following general issues?   

If yes, please provide details below 

3.18a Funding source 

 

No 

3.18b Freedom to publish the results  

 

No 
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3.18c Future use of findings 

 

No 

3.18d Conflicts of interest 

 

no 

 

Sub-discipline (please tick whichever apply) 

 

Clinical Psychology                                      ☒ Health Psychology                                        ☐ 

Cognitive Psychology                                   ☐ Neuroscience    ☐ 

Developmental/Educational Psychology      ☐ Social Psychology                                         ☐ 

 

Checklist: have you attached? 

 

 YES NO N/A 

Evidence of ethical approval from another body & approved application   x 

Information sheets X   

Consent forms X   

Debrief sheets X   

Interview schedules X   

Questionnaire measures X   

Recruitment/advertising flyers x   

 

 

By signing and submitting the form, you are agreeing to the following: 

• I am familiar with the BPS guidelines 

• I will comply with the university policies for storage and processing of human 
participant data 

• I have completed the information security awareness module 
(https://www.bath.ac.uk/campaigns/information-security/)                                                    

 

 

Signed by: Principal Investigator or Student Supervisor 

 

  __________ Date:__20/10/2020 

 

 

 

Signed by:  Student or other researchers 

https://www.bath.ac.uk/campaigns/information-security/
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  _____ ____ Date: ____20/10/2020__ 

 

By signing you are agreeing that you take joint responsibility for the application and conduct of 
the research. 

 

 

 

Please send your application to psychology-ethics@bath.ac.uk in one single pdf document. 
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Appendix 1: Information sheets 

 

A qualitative study into the impact of community led services on psychological wellbeing 

 

I am Juliet, a trainee clinical psychologist at the University of Bath. As a part of my training I need 
to complete a research project and am interested in understanding how community led 
organisations impact wellbeing. I would like to interview people who access or work for these 
organisations. The hope is that this will lead to a better understanding of what is useful for 
wellbeing.  

 

If you are interested in being part of my study, then please read the following information 
carefully… 

 

Why I think this research is important? 

 

Some people in the UK experience inequality which can lead to distress and mental health 
problems. This is often treated in therapy or with medication. An alternative way of dealing with 
things is to increase people’s experience of having meaning, belonging and control in their lives.  
Community led organisations provide these things, but more understanding is needed of how. 
This will help people making decisions on where to spend mental health budgets and what is most 
useful for people.  

 

Who can take part? 

• Anyone who is part of or is engaged with a community led organisation 

• Anyone 16 or over 

• Anyone from what is known as a “marginalised” group (ethnic minorities, women 
and girls, people with physical and mental disabilities, and Lesbian Gay Bisexual 
Transgender Queer and Intersex (LGBTQI) people) 

Who cannot take part? 

• Anyone aged under 16 

What is involved in the interview? 

If you agree to take part in this study, then this is what will happen: 

1. We will meet at a pre-arranged private meeting place or online and I would 
interview you about your experience of being part of the organisation and how it 
has helped your wellbeing. This will be recorded on a voice recorder so I can listen 
back to the interview and take around 30-40 minutes. There are no right or wrong 
answers, I just want to understand your opinion.  

2. At the end of the interview, I will check you are ok, especially if you have talked 
about anything upsetting.   
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3. I will also ask if you are happy to take part in the follow up group discussion. You 
do not need to do this if you don’t want to. If you agree then I will record your 
telephone number securely so I can contact you at a later date.  

What I do with the interview recordings 

 

• At least three weeks after the interview has finished, I will play back the 
recordings and type up the interview. This text will be saved on a password 
protected document on an encrypted computer. The audio recording will be 
deleted at this point.  

• I will combine the text from all interviews and conduct and analysis to look for 
themes. 

 

What does the second stage involve?  

 

• I will contact you up to a year later (if you have given permission for this) to invite 
you to meet up with a small group of others to check that everyone agrees on the 
themes. This is entirely optional and not everyone will be expected to take part in 
this.  

• I will discuss with this group how the themes should be shared within your 
community (maybe in a report, maybe you would want to present them yourself 
or get me to come in and talk about them) 

Who will be able to see the findings of the study? 

 

• I will write up the project into a report which will be published so that other 
psychologists and professionals can use the information.  

• If you would like, I will send a copy of the report written in a way that you can 
share with others. You will need to give me your contact number if your would like 
this to happen.  

 

What are the benefits of taking part? 

• You will be contributing to understanding of how community led organisations can 
be useful. This is likely to help others in the long run because services may use this 
research to make changes.  

• £15 amazon voucher or paypal transfer for online interviews or £15 cash for face 
to face interviews 

Interview should take no longer than an hour.  

• For some people, giving their opinion on something that my benefit them can feel 
fulfilling.  

What are the disadvantages of taking part? 

• You do not have to talk about anything you don’t want to in the interview and you 
can stop the interview at any time. For some people, interviews that ask about 
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wellbeing or distress can be upsetting. Thoughts and memories can be raised of 
things that have caused pain. It is important that you talk to the researcher or 
follow the guidance on getting support if you feel upset by the things you have 
talked about.  

• Another disadvantage is that it takes up some of your time. This is why we pay 
people to take part.   

What if I change my mind about taking part? 

• If you decide you no longer want to have your interview included in the research, 
then you have three weeks from the day of the interview to request for your 
interview data to be destroyed. After this time, the data analysis will have started.  

Do I have to take part in this? 

No, this is completely voluntary and you can ask to withdraw from the interview at any time and 
ask for your data to be destroyed up to three weeks after the interview has finished.  

 

Who will be able to see or hear my details and where will the information I gather be stored? 

• Data protection and confidentiality is important. For that reason, your name will 
not be recorded in writing anywhere.  

• The recordings and your telephone number will be stored safely on files that can 
only be accessed by me and my supervisor. Your telephone number will not be 
stored with your name. All data will be stored securely in line with the data 
protection act and university guidelines.  

• The information taken will be stored safely by the Univeristy of Bath. The 
exception to this will be telephone numbers that will be deleted after I have 
contacted you at the follow up stage. The typed interview data may be used in the 
future by other researchers, but this will not contain anything that identifies you.  

What is the follow up stage of the research? 

Once I have looked at all the interviews, I will carry out an analysis to find themes that come up 
across all the interviews. Once I have done this, it is important for me to check these out with the 
people I have interviewed. If you have agreed to be contacted, I will phone you up and ask if you 
would like to take part in a group discussion about the themes.  

If you say yes to this, then you will be invited to a 1.5 hour meeting with others to discuss themes 
at a location in East Bristol. At this meeting I will check if the themes make sense to everyone or 
need to be adjusted. I will also ask you and others if you would like to share the findings within 
your communities. If you would, we will discuss ways that this can be done and make a plan to do 
this. You will be paid for your time for this follow up group, but not for any further contact e.g. 
sharing findings of the study.  

 

University of Bath privacy notice 

 

The University of Bath privacy notice can be found here: https://www.bath.ac.uk/corporate-
information/university-of-bath-privacy-notice-for-research-participants/. 
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What to do if you have any more questions 

If you are reading this information in advance of the study, then please email Juliet at 
jy880@bath.ac.uk with any questions. If you are reading this just before the interview, then 
please ask Juliet now if you have any questions. 

 

If you have further questions, then please contact Juliet on the email above.  

If you would like to speak to the supervisor of the project, her name is Catherine Butler and she 
can be contacted at cab64@bath.ac.uk  

 

If you have any concerns related to your participation in this study please direct them to the Chair 
of the Department of Psychology Research Ethics Committee, email: psychology-
ethics@bath.ac.uk. 

mailto:jy880@bath.ac.uk
mailto:cab64@bath.ac.uk
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Appendix 2: Consent form 

CONSENT FORM 
 

Please answer the following questions to the best of your knowledge 

       Yes   

No  

DO YOU CONFIRM THAT YOU:   

 Are 16 or over        □       

 Are from a marginalised group (ethnic minorities, women and girls, people  
with physical and mental disabilities, and Lesbian Gay Bisexual Transgender 

Queer and Intersex (LGBTQI) people)        □
       

 Part of or is engaged with a community led organisation        □       

   

HAVE YOU:   

 been given information explaining about the study?       □       
 had an opportunity to ask questions and discuss this study?         □       
 received satisfactory answers to all questions you asked?         □       
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 received enough information about the study for you to make a decision  

about your participation?         □
       

 
DO YOU UNDERSTAND: 

that you are free to withdraw from the study and free to withdraw your data up to  

 three weeks after the interview without having to give a reason for withdrawing.
  
       

 

I hereby fully and freely consent to my participation in this study 
 

I understand the nature and purpose of the procedures involved in this study. These have 

been communicated to me on the information sheet accompanying this form. 

I understand and acknowledge that the investigation is designed to promote scientific 

knowledge and that the University of Bath will use the data I provide for no purpose 

other than research.  

I understand the data I provide will be kept confidential. My name or other identifying 

information will not be disclosed in any presentation or publication of the research.  

 I understand that the University of Bath may use the data collected for this project in a 

future research project but that the conditions on this form under which I have provided 

the data will still apply.   
 

Participant’s signature: _________________  Date:  ________________ 

Name in BLOCK Letters: _____________________________________  
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Final consent 
Having participated in this study 

 

I agree to the University of Bath keeping and processing the data I have provided during the course of this study. I 
understand that these data will be used only for the purpose(s) set out in the information sheet, and my consent is 
conditional upon the University complying with its duties and obligations under the Data Protection Regulation. 

 

Participant’s signature: _____________________________________  Date:  

________________ 

Name in BLOCK Letters: _____________________________________  

 
If you have any concerns related to your participation in this study please direct them to the Department of 

Psychology Research Ethics Committee, via email: psychology-ethics@bath.ac.uk. 
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Appendix 3: Debrief sheet 

 

Thank you very much for taking part in this study. I am very grateful for your time and hope that 
your contribution will benefit others in the future.  

 

Please remember to keep hold of your information sheet and participant number. If you decide 
that between now and 3 weeks’ time that you would like to withdraw from the study, then please 
email me at jy889@bath.ac.uk giving your participant number. You do not need to give your name 
at this point as your interview will be identifiable by the number.  

 

It may be that we have spoken about things that bring up upsetting or difficult memories, feelings 
or thoughts. If this is the case and you would like support with this then there are a number of 
organisations you can contact.  

 

I have listed some of these below. 

 

Bristol Sanctuary 

This is a service that are currently providing telephone support for people experiencing distress. 
They can be contacted on 0117 9542952 or awp.bmhsanctuary@nhs.net  

Vita Minds 

Vita minds is a free service that provides talking therapies. To get access you need to self refer by 
filling out an online form that can be found on the Vita minds website: 
https://www.vitahealthgroup.co.uk/nhs-services/nhs-mental-health/bristol-north-somerset-
south-gloucestershire/ 

Samaritans 

The Samaritans is a free and confidential telephone support service that you can call for free if 
you are feel distressed in anyway. Their free telephone number is 116 123. They can also be 
contacted via email or letter. Please visit https://www.samaritans.org/ for more details.  

GP 

You can speak to your general practitioner who may be able to refer you on to a service for 
further support 

 

 

 

I confirm I have received payment to the value of £15 for participating in the University of Bath 
project ‘Young people, alcohol marketing and social media’ 

 

 

mailto:jy889@bath.ac.uk
mailto:awp.bmhsanctuary@nhs.net
https://www.samaritans.org/
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Signed.............................................     Date............................................................ 

Researcher’s signature......................   Date............................................................ 

 

If you have any concerns related to your participation in this study please direct them to the Chair 
of the Department of Psychology Research Ethics Committee, email: psychology-ethics@bath.a.uk 

mailto:psychology-ethics@bath.a.uk
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Appendix 4: Interview schedule 

 

1. Participant is welcomed into the room and interview (virtually and face to face) 
2. Participant is given information sheet if face to face. If virtual, I will email in advance 
3. Opportunity for questions 
4. Researcher checks that participant understands the interview process 
5. Participant asked to sign (and send if remote) consent from 
6. Recording starts 
7. Questions asked in order, with prompts if participant is unsure of question meaning 
8. Interview ceases and recording stops 
9. Interviewer asks participant how it was to be interviewed and if they are ok 
10. Interviewer goes through debrief sheet and reminds participant of their right to withdraw 

and the second stage of follow up 
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Appendix 5: Questions to be asked at interview 

 

1. Tell me about the organisation you have been part of? 
2. What has been your role?  
3. Do you think being part of it is good for your wellbeing. If so, what does the organisation 

do to help this? If not, what would need to be different? 
4. Have there been any negative aspects of being part of the organisation? 
5. Do you think the service is good for the wider community’s health and wellbeing? If yes, 

how? If not, what would need to be different? 
6. What does being part of this organisation mean for you? Prompts – does it fulfil you in 

any way? Does it reduce stress? Does it give you a sense of identity? Does it help you 
meet others? 

7. What have you gained from being part of it? 
8. How do you think services working with people with mental ill health could learn from 

this organisation?  
9. Do you have anything else to say that would help me to understand what it is about 

organisations like this that are good for wellbeing? 
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Appendix 6: Recruitment poster

 

 
 

Data Management Plan Overview 

Project title 
A qualitative exploration of the impact of community led services on psychological wellbeing  
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Student name and department 
Juliet Young Department of Psychology 
 

Supervisor(s) 
Note: the main University of Bath supervisor is the Data Steward for the project.  

Catherine Butler* 

Project description  
The aim of this research is to better understand the impact of community led and coproduced 
organisations on the wellbeing for people from marginalised communities. Data collection will 
involve semi-structured interviews. Once transcribed, a thematic analysis will be carried out by 
the primary researcher. Themes will be reviewed by a group of original participants before being 
reported on.  

 

Compliance 
When you submit your DMP you are confirming that you have read and understood all of the 
legislative, policy and contractual requirements that apply to your project.  

Information on additional University of Bath policies and UK/EU legislation that may apply to 
research can be found in our Data Management Plan Compliance Wiki page (this will require you 
to sign in with your University of Bath user account).  

University policy requirements 
Data will be managed in line with the University policy requirements. The data I will be collecting 
will be restricted and therefore will need to be handled in a controlled way with limited access. 
This will include storing collected data anonymously and destroying identifiable data (recordings) 
when no longer needed. Once transcribed data will be held for 10 years.  
 

University policy or guidance 

University of Bath Research Data Policy 

University of Bath Code of Good Practice in Research Integrity  

University of Bath Electronic Information Systems Security Policy 

University of Bath Intellectual Property Policy 

University of Bath Code of Ethics 

University of Bath mobile computing policy 

Other (add other relevant policies here or delete) 

Other (add other relevant policies here or delete) 

Legal requirements  
 
This research project will be processing human participant data and is therefore relevant to the 
research project. This is relevant to the collection and storage of telephone numbers, email 
liaison, consent forms and recorded audio data of interviews. 

UK Legislation or framework  

Data Protection Act 2018 

General Data Protection Regulation 

https://www.bath.ac.uk/corporate-information/research-data-policy/
https://wiki.bath.ac.uk/x/sh8pBw
https://www.bath.ac.uk/corporate-information/research-data-policy/
https://www.bath.ac.uk/corporate-information/code-of-good-practice-in-research-integrity/
https://www.bath.ac.uk/corporate-information/university-of-bath-electronic-information-systems-security-policy/
http://www.bath.ac.uk/ordinances/22.pdf
https://www.bath.ac.uk/corporate-information/code-of-ethics/
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Contractual requirements 
Not applicable 

Name of funder Data policy URL 

  

 

Gathering data 
There is guidance and example wording for this section on the Data Management Plan Guidance 
Wiki page. 

Description of the data  

3.1.1 Types of data 

The study will be collecting: 

• Qualitative data via audio recording of interviews 

• Consent forms with hand-written signatures 

• Personal telephone numbers taken at interview 

3.1.2 Format and scale of the data 

• I expect to generate 15 1 hour interviews recorded on an audio recorder loaned 

from the university and then immediately uploaded onto the X drive and saved 

as a password protected audio file (Mp3) 

• Once audio files are transcribed these will be saved as word documents 

(.doc) and password protected.  
• Consent forms will be carried in a paper file and then scanned in and saved as password 

protected PDF documents 

• Telephone numbers will be saved on one central password protected word document (.doc) 
I do not expect this to exceed 100GB of data 

Data collection methods 
• Interviews will be collected on a digital audio recorder, uploaded immediately onto the X 

drive and then transcribed into text between 3 and 8 weeks later 

• Telephone numbers will be collected and saved immediately without any other data onto 
a word document on the X drive 

• Consent will be collected via paper forms 
 

https://wiki.bath.ac.uk/x/Sh8pBw
https://wiki.bath.ac.uk/x/Sh8pBw
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Development of original software  

Not applicable 

 

 

Working with data 
There is guidance and example wording for this section on the Data Management Plan Guidance 
Wiki page. 

Short- and medium-term data storage arrangements 
 
Once audio data has been collected it will be immediately uploaded onto the universities X: drive 
as a password protected audio file. The audio files will then be deleted from the audio recorded.  
 
Consent forms will be stored on the researcher’s person until the earliest opportunity to scan and 
save as a password protected PDFs on the X: drive. The original paper copies will be shredded and 
disposed of using a confidential waste facility at the earliest opportunity (e.g. Staples) 
Before the second stage of reviewing the themes, telephone numbers will be stored in an 
encrypted folder in a document which holds only the telephone numbers and no identifiable data, 
also on the X: drive.  
 
All data will be backed up by being sent in a password protected zip file to the supervisor at the 
earliest opportunity.  This data will then be stored by the supervisor on the X: drive. 
 
Passwords will be strong and different from the researcher’s university password.  
 
Wifi will be ensured throughout data storage to ensure that the X: drive can be accessed via the 
researchers laptop 

Control of access to data and sharing with collaborators 
Only the primary researcher (student) and data steward (supervisor) will be able to access the 
data and it will be protected via password known to only these two people.   

File organisation and version control 
• All audio files will be stored in the following file location on the researcher’s X drive

 
• They will be named in order of collection followed by <audio data> e.g. 01.audiodata 

 

• All consent forms will be stored here on the researchers X drive:

 files will be 
stored with <participant> <participant number> <consent form> e.g. 
participant1consentform 

• Telephone numbers will be stored on a single document here on the X drive: 

 under the file name <participant 
telephone numbers> 
File names  

https://wiki.bath.ac.uk/x/Sh8pBw
https://wiki.bath.ac.uk/x/Sh8pBw
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Documentation that will accompany the data  
A document providing a key to the data will be stored here on the X drive: 

 
 

 

Archiving data 
There is guidance and example wording for this section on the Data Management Plan Guidance 
Wiki page. 

Selection of data to be retained and deleted at the end of the project 
After contacting participants for follow up review of themes and any subsequent collaboration, 
automatically stored telephone numbers will be immediately deleted from the telephone. 
 
After any email contact e.g. if a participant contacts me to have their audio data deleted, emails 
will be deleted from both the inbox and deleted boxes on the email system 
 
I will keep anonymised transcripts of all interviews but will destroy the original audio recordings in 
order to remove the risk of accidental disclosure. 

Data preservation strategy and retention period 
I will submit data underpinning publications and any other data that would be of value to future 
research to the University of Bath Research Data Archive where it will be kept for at least 10 years 

Maintenance of original software  
Not applicable 
 

 

Sharing data 
There is guidance and example wording for this section on the Data Management Plan Guidance 
Wiki page. 

Justification for any restrictions on data sharing 
The anonymised summary data will be shared openly. Due to privacy concerns, only bona fide 
researchers will be granted access, upon request, to the transcripts 

Arrangements for data sharing  
I will write data access statements in publications from my project with instructions on where to 
access the datasets which will be held in the research facility at the University of Bath 

 

Implementation 
There is guidance and example wording for this section on the Data Management Plan Guidance 
Wiki page. 

Review of the Data Management Plan 
The data management plan will be reviewed regularly at the following time points 

- Before advertising and recruitment 
- Before interviews and data collection 
- Before transcription starts 
- Before contacting participants for follow up 

https://wiki.bath.ac.uk/x/Sh8pBw
https://wiki.bath.ac.uk/x/Sh8pBw
https://wiki.bath.ac.uk/x/Sh8pBw
https://wiki.bath.ac.uk/x/Sh8pBw
https://wiki.bath.ac.uk/x/Sh8pBw
https://wiki.bath.ac.uk/x/Sh8pBw
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Special resources required for the project 
None 

Further training needs 

Not applicable at present 
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Appendix I 

Photographs of Manual Thematic Analysis for Main Research 

Figure 1 

Reflections in Reflexive Log on After Conducting Interviews 

 

Figure 2 

Notes on Initial Theme Ideas during Reading and Re-Reading Transcriptions 

 

Figure 3 

Laying out Printed Codes and Starting to Group Based on Similarities  

 

Figure 4 

Sculpting Code Groupings into Initial Themes 
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Figure 5 

Revisiting Original Data, Reflexive Log and Codes to Checking Meaning is Carried by Themes 

 

Figure 6 

Theme Refinement Following Consultation with Participants 

 

Figure 7 

Revisiting Codes and Themes Against Data During the Reporting Stage and Further Revision of 
Themes 
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Appendix J 

Themes and Subthemes and Corresponding Codes and Data example 

Theme Subtheme Codes 

Deep sense 
of wellbeing 
and 
fulfilment 
through 
ecosystem 
participation   

Personal  
growth 
 

CLO help people to develop empathy for others 

Developed risk management skills 

CLO structures offers a pathway for vocational development 

CLO helped develop skills to support social network outside of CRO 

CLO help people learn about different intersections of society 

Being involved is useful as a stepping stone to other things 

Being involved in a CLO helps you to learn about yourself 

CLO creates an opportunity to test out future career aspirations 

The work allows people to redefine who they are as a person 

Being part of a CRO helps people to be a better person 

The CRO offers learning opportunities 

There are short term challenges, but from this grows long term personal 
benefits 

The CLO offers fantastic training opportunities 

The CLO allows for self-development 

The CLO creates an environment where people can develop important life 
skills 

The CLO is an environment where you can practice things and transfer them 
out into your life 

the social structures of the CLO can act as a stepping stone to overcoming 
more anxiety provoking social situations 

the CLO helps people to develop a better understanding of other people 

the CLO has enabled the experience relating to others experiences which is 
helpful 

being part of a CLO can help develop people skills 

CLO can give people direction which is good 

CLO allows for time management skills 

CLO provides a stepping stone to more specialist support 

The CLO gives me understanding that I can carry forward to future career 
aspirations 

 

 

Social  
connection 

The empathy you get builds you up 

The CLO can give people a sense of belonging 

Having a community network around you can help offset poor mental health 

CLO develop social capital/community networks 

there is a richness in connecting with others 

– the CLO can give people a place to seek refuge 

the peer support element of the CLO puts people at ease 

CLOs allow for the connection through shared food histories/cultures 

CLOs allows people to meet with others who have a different 
energy/positive which is good for wellbeing 

Mental health is improved in CLOs by being part of a group and the shared 
experiences that come with that 

The CLO creates positive social opportunities 

CLOs have facilitated the creation of enduring friendships 

helps people to meet others from other intersections of life which is 
enriching 

CLOs reduces loneliness 

CLOs lead to other life enhancing social opportunities 

peer support reduces the negative impact of hierarchical power imbalance 

the social aspect of the CLO is good for wellbeing 

a space to share positive aspects of your life with others 

allows social connection to people in similar situations 

the CLO can feel like a family 

the CLO makes it easier to meet people which is good for wellbeing 
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the CLO creates a safe space to share thoughts and feelings and experiences 

the CLO allows you to meet interesting people 

feel cared for by the CLO 

working for the CLO gives feelings of fulfilment 

feelings of amazement sometimes come from working in a CLO 

CLOs give feelings of connection to others 

CLOs improve mental health by reducing loneliness 

the CLO allows you to expand your social circle when there are barriers for 
other reasons 

the social networks created has led to personal growth and a sense of 
wellbeing 

Fulfilment  
through  
collectivism 

Being part of a CLO helps feelings of having done something good 

Allows people to fulfil a social obligation in the ecological system in which 
they exist 

There is greatness in working towards common goals with others 

the CLO can stop people feeling lost 

Seeing the CLO work is inspiring 

people feel respected by the CLO which feels good 

Being part of the CLO gives a sense of purpose 

It is really good to hear that your time is benefitting others 

CLOs allows for fulfilment for socialist principles and this gives meaning 

helping the community gives you a biological/felt reward 

Being part of a CLO gives you a sense of worth 

allows fulfilment of values of helping others 

passion for supporting people comes with the job 

giving back to society and the community is meaningful 

it is the act of volunteering rather than the organisation that helps you feel 
good 

having a responsibility to the community positively impacts wellbeing 

you feel a sense of honor and connection when people share their stories 
with you 

by giving back to the community, it helps me to feel more part of it 

CLOs brings opportunities for laughter 

working for a CLO is so enjoyable it doesn’t feel like work 

I feel good when I see the impact of my efforts on my community 

It feels good to put back into the community that has previously benefitted 
me 

CLOs facilitate me seeing the resilience in my community which makes me 
feel more connected with others 

working for a CLO enables you to contribute to society in positive way 

the collectivism that comes along with CLOs gives an ineffable feeling 

 

 




