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Abstract
Aim: To explore the effectiveness of an adapted parenting intervention, Parenting

with Anxiety: Helping Anxious Parents Raise Confident Children (PWA), delivered by
a Trainee Educational Psychologist (TEP), in reducing parental perceptions of child
anxiety. Subsidiary to this, the research aimed to explore parental perceptions of

the intervention.

Design: Following a pragmatic ontology, an embedded, mixed-methods design was
employed. Quantitative data was gathered to answer the overarching research
guestion. A one group pre-test post-test design was used, with child anxiety
measured before and after the intervention. Qualitative data was gathered using a
focus group, to explore the subsidiary research question. Reflexive Thematic

Analysis (RTA) was used to analyse the data.

Research Purpose: To address a gap in the research, offering Educational
Psychologists (EPs) evidence regarding the effectiveness of a parenting intervention
for parents with anxiety, in reducing Intergenerational Transmission of anxiety
when delivered by a TEP, in schools. In line with the aims of evaluation research, it
hopes to offer insight into how the intervention may have worked (or not), and how

it may be improved to reduce child anxiety.

Findings: Quantitative findings showed a reduction in overall child anxiety scores
pre- versus post-intervention. Meta-inferences were given, using qualitative
findings to support a more complete understanding of quantitative results.
Generated themes suggested parents experienced a decrease in anxiogenic
parenting behaviours, and in increase in ‘good and brave’ child behaviours,
following the intervention. Parents suggested intervention improvements. The
findings from this mixed-methods study are critically reviewed and considered
alongside existing research. Implications for government policy, future research
and the work of EPs is discussed considering the novel findings. Importantly, it is
suggested that EPs may deliver the adapted PWA intervention to reduce child

anxiety.
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Chapter 1: Introduction

1.1 Personal Interest in the Research

Through my roles prior to, and whilst becoming, a TEP, | have worked with
children who experience anxiety. | have enjoyed learning about and implementing
direct interventions to support such young people. Still, considering EPs aim to work
not only with the child but those around them, a systemic approach to supporting
children with anxiety was seemingly lacking. Despite statistics indicating that 15% of
parents experience anxiety (Joint Commissioning Panel for Mental Health, 2012),
there was scarce research outlining the ways in which parents with anxiety may be
supported using parenting interventions to reduce Intergenerational Transmission
(IGT) of anxiety. Through further research, | realised that this gap in research was
not only lacking within the field of educational psychology but beyond.

This gap in systemic approaches to reducing child anxiety seemed to exist despite
growing levels of child anxiety and waiting lists for direct intervention.

My initial research into systemic interventions for IGT of anxiety led me to
Sam Cartwright-Hatton. Sam had designed the first parenting intervention for
parents with anxiety in the UK, which she trialled in 2018. In 2023, Sam shared that
she had designed an online version of this intervention that was yet to be trialled in
a school setting, delivered by a TEP. Sam kindly allowed me to do this.

My interest in anxiety also relates to my own experience of anxiety. | relate
to the children and parents who experience anxious thinking as part of their daily
routine. | also relate to wanting to ensure | do not transmit such thinking. My hope
is that EPs can begin to offer an avenue for parents to learn about how their anxiety
may be managed in a way that reduces the likelihood of their children developing
anxiety.

Together, this research offers an investigation into the effectiveness of a
parenting intervention for parents with anxiety in reducing parental perceptions of

child anxiety. In addition, it will explore parental views of the intervention.
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1.2 Thesis Structure

This thesis is comprised of three chapters outlined below:

Chapter 1

Chapter 2

Chapter 3

Chapter 4

Chapter 5

Introduction

This chapter outlined the researcher’s personal journey towards
the research topic, along with the purpose of the study. It
summarised the structure of the thesis.

Literature Review

This chapter introduces the context of child anxiety. It details
theories of and risk factors for child anxiety. IGT of anxiety is
explored, alongside interventions which aim to reduce this. A
systematic literature review is conducted, exploring the
effectiveness of parenting interventions in reducing child
internalising behaviours.

Methodology

Philosophical paradigms underpinning research are explored.
Attention is then directed towards quantitative, qualitataive and
mixed-methods research designs. The current mixed-methods
research design is outlined. The overarching quantitiatve, and
subsidary qualitiative research questions, designs, procedures
and analayses are detailed. The quality and ethics of the study
are considered.

Results

This chapter outlines the findings from the quantitiatve data
analysis, including descriptive statistics and inferential statistics.
The themes generated from the qualitative data are defined and
illustrated.

Discussion

Side-by-side inferences are made for both the quantitative and
qualitative data, as well as meta-inferences. A review is given of
the methodology. Implications for policy, EPs and future research

are given. A conclusion to the research study is provided.
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Chapter 2: Literature Review
2.1 Aim and Structure

The current study aims to explore the effectiveness of an adapted parenting
intervention, Parenting with Anxiety: Helping Anxious Parents Raise Confident
Children (PWA) (Cartwright-Hatton, 2021), delivered by a Trainee Educational
Psychologist (TEP), in reducing parental perceptions of child anxiety. Subsidiary to
this, the research will explore parental perceptions of the intervention.

This literature review will first define mental health needs and anxiety. It will
then explore the cognitive model of anxiety (Beck, 1985) and risk factors for the
development of childhood anxiety. This review will summarise research regarding
the Intergenerational Transmission (IGT) of anxiety. It will explore how parental
anxiety may lead to the development of their child’s anxiety through a cycle of
anxious cognitions and anxiogenic parenting behaviours (Alloy, 2001). Interventions
to reduce the risk of IGT will be considered. Thought will be given to the role of
Educational Psychologists (EPs) for reducing this risk.

A Systematic Literature Review (SLR) is conducted, investigating, and
summarising current research into the effectiveness of parenting interventions in
reducing child internalising behaviours and its implications for EP practice.

Finally, this chapter will present the rationale and original contribution of
the current research project along with the research questions that this research

aims to answer.

2.2 Parenting with Anxiety: Helping Anxious Parents Raise Confident Children

The PWA intervention (Cartwright-Hatton, 2021) is a parenting intervention
for parents with anxiety. It is underpinned by the cognitive theory of anxiety
detailed in section 2.4.6. The intervention aims to challenge anxious parental
cognitions and support parents to identify and adapt anxiogenic parenting
behaviours. In addition, it aims to guide parents to challenge their child’s anxious
cognitions, and increase the presence of protective factors including, as high self-
concept (Mammarella et al., 2021). The PWA intervention frames the aims of the
intervention using the ‘Seven Confident Thoughts’ framework, shown in Figure 2.1,
which is introduced to parents in session 1, and revisited throughout the

intervention.
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Figure 2.1
Seven Confident Thoughts (Cartwright-Hatton, 2021)

THE SEVEN CONFIDENT THOUGHTS

We know that confident children and anxious children think differently about the world. In fact, there are
seven key differences. This course is all about getting your children to think like confident children. We
call this the Seven Confident Thoughts, and this is what they look like:

* The world is a fairly safe place.

* | can cope with most things.

* Bad things don’t usually happen to me.

* Bad things don't usually pop up out of the blue.
* | have some control over my life.

* Other people are okay.

* Other people respect me.

This course is all about different ways to get your child thinking about The Seven Confident Thoughts.

Note: Figure demonstrating the Seven Confident Thoughts Framework.

Figure taken from the PWA session 1 handout (Cartwright-Hatton, 2021)

To support the parents to instil the ‘Seven Confident Thoughts’ within their
children, the intervention uses draws on psychological theory. For instance, parents
are taught relational approaches such as, Emotion Coaching (Gottman et al., 1997)
to reduce anxiogenic parenting behaviours such as, reduced warmth, and increase

child self-concept.
2.3 Mental Health

2.3.1 Defining Mental Health Needs
“Problems of living” - Borsboom (2017, p.1)

Mental health may be conceptualised as a position of well-being whereby
the individual realises their abilities, copes with daily stressors, works productively,
and contributes to the community (World Health Organization, 2004b). Mental
health needs may be defined as the opposite of such a position (Dawson et al.,
2010) and are commonly further grouped into internalising or externalising
behaviours, outlined in Table 2.1 (Achenbach, 1978; National Health Service, 20183;
Schleider et al., 2015).
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Table 2.1

Table Defining Externalising versus Internalising Behaviours

Category Definition

Externalising behaviours Disinhibited, externally-projected behaviours such as,
aggression and hyperactivity (Willner et al., 2016)
Internalising behaviours Depressive symptoms, social withdrawal, anxiety and

somatic complaints (Pinquart, 2017)

Still, the definition of mental health remains a topic of debate, with some
theorists suggesting it should simply be deemed the absence of “mental iliness”
(Carter, 1959) and others suggesting it should be expanded (World Health
Organization, 2004b). Alternatively, Borsboom (2017) suggests mental health needs
are inappropriately conceptualised as “diseases” with discrete “symptoms” and
they should instead be considered the result of interacting risk factors and
presentations.

2.3.2 Current Context of Child Mental Health Needs
2.3.2.1 Prevalence

Mental health needs that occur within childhood have been associated with
enduring impairments in social, educational and relational development, as well as
adulthood mental health needs (Morales-Mufioz et al., 2023; Pollard et al., 2023;
Sellers et al., 2019). In 2023, 1 in 5 young people aged 8 — 25 years old had a
“probable mental health disorder” (NHS Digital, 2023).

The number of children with a “probable mental health disorder” has been
on the rise from 2017- 2022 (NHS England, 2023). From 2019-2022, the likelihood of
children experiencing mental health needs is reported to have risen by 50% (The
Children’s Society, 2023). The number of children in contact with mental health
services increased by 335, 000 from 2018-2022 (NHS Digital, 2023). A specific rise in
internalising behaviours has been observed. Currently, internalising behaviours are
suggested to pose the greatest risk to the health of children and young people
(Stockings et al., 2016). Of such internalising behaviours, anxiety is considered the

most prevalent (Pahl et al., 2012).
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2.3.2.2 Explaining the Rise in Child Mental Health Needs

The State of the Nation annual report concluded an “inconsistent recovery
of children’s wellbeing” in England from September 2021 to July 2022, following the
coronavirus pandemic (gov.uk, 2023). School pressures, social media use, social
inequalities, climate change and the Ukrainian war are also cited as possible reasons
for the rise in child internalising behaviours (Daly et al., 2022; gov.uk, 2023; Lessof
et al., 2016; YoungMinds, 2020).

Recent research suggests that increased mental health awareness in the UK
media and schools, may have contributed to the rise in recorded mental health
needs (Foulkes & Andrews, 2023). Foulkes and Andrews (2023) present a
“prevalence inflation hypothesis”, suggesting that awareness strategies may
enhance accurate recognition of mental health needs but may also lead to
overinterpretation of mild or transient distress, as mental health needs resulting in
a self-fulfilling prophecy (Creswell & O’Connor, 2006). Whilst research on this topic
is in its early stages, it highlights the need for sensitivity regarding the language

used when discussing mental health needs.

2.3.2.3 Government Response

National mental health services are reportedly struggling to meet the need
of the rising number of young people who require mental health support; 34% of
children referred to NHS services for mental health support are reportedly not
provided with treatment (The Health Foundation, 2022). YoungMinds report that
76% of parents suggest that the waiting time for Child and Adolescent Mental
Health Services (CAMHS) support lead to a decline in their children’s wellbeing
(YoungMinds, 2018). Schools and professionals working with children in education
have a statutory role to ensure best outcomes for child wellbeing (Department for
Education, 2023b). Within the State of the Nation report, the Government reports
that supporting children’s wellbeing is central to the Department for Education’s
plans for post-pandemic recovery (gov.uk, 2023). The Department for Education
(2023a) outline aims to support the mental health of young people through offering
funding to schools and increasing access to early, specialist mental health support

within education. Public Health England (2021b) suggest support, such as parenting
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interventions, should be given to families to reduce risk factors associated with
child mental health needs.
2.4 Childhood Anxiety
2.4.1 Defining Anxiety

Anxiety has been defined as a state of unease, worry or fear ranging from
mild to severe (National Health Service, 2018b). An anxiety disorder may be defined
as an excessive and consistent state of anxiety or fear which is linked to
maladaptive behaviours (American Psychiatric Association, 2022). The term anxiety
disorder is commonly used within the literature. However, this research aligns with
the view that categorising children as having an anxiety disorder may be harmful to
their well-being, suggesting that the challenges the child is facing is situated within-
child, which may reduce the efforts of those around the child to support them
(Billington, 2012; Mills, 2016). Parents of children experiencing anxiety express
mixed views on the use of this label, with some suggesting that it may lead to the
child feeling that they will be “stuck with it for life” (Davey et al., 2022). To minimise
the possible harm that the label may cause, this study will describe such

experiences as: anxious behaviours, cognitions, or anxiety.

2.4.2 Current Context of Childhood Anxiety
“Generation anxiety”- Zurich (2022, p.1)

In Britain, it is reported that almost 300,000 young people have a
pathological anxiety disorder (NHS Inform, 2023). In the UK, up to 19% of children
and young people are estimated to have anxiety disorder (NHS Inform, 2023). The
State of the Nation report found that anxiousness in primary and secondary aged
children has worsened from 2021-22 (gov.uk, 2023). Recent research found that, of
1,130 school staff surveyed, 95% observed a rise in child anxiety levels in schooal,
following the pandemic (NAHT & Place2Be, 2022). The rise in child anxiety has been
associated with the coronavirus pandemic (Zurich, 2022) and the rise in the cost of
living (Hingley et al., 2022), alongside the risk factors outlined in section 2.2.2.

Statistics may still underestimate the number of young people experiencing
anxiety; they are often based on children who have been diagnosed with an

“anxiety disorder” which may mean that the figures are biased towards those able
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to afford mental health services or been in a position to be referred to them
(Albano et al., 2003). It is suggested that cultural biases may influence whether
children from minority background are referred to such services, suggesting that

they may be underrepresented within the statistics (Albano et al., 2003).

2.4.3 Impact of Childhood Anxiety

Children who experience anxiety may be at risk of not meeting the
developmental milestones needed for positive adult functioning such as,
completing school and securing employment (Albano et al., 2003; Pollard et al.,
2023). Childhood anxiety has also been associated with increased likelihood of peer
victimisation and social withdrawal, and reduced prosocial behaviours (Erath et al.,
2007; Van Ameringen et al., 2003). Anxiety has been named a “gateway disorder”
for several adult mental health needs (Ginsburg et al., 2014). Albano et al. (2003)
highlight “disturbing” findings that childhood anxiety has been associated with the
development of secondary disorders including, emotional disorders, substance

abuse and possible suicide.

2.4.4 Challenges of Identifying Childhood Anxiety

Determining “typical” versus “pathological” anxiety in children can be
challenging. Serving an adaptive function to alert a child to threats in order for them
to flee or confront such danger, anxiety is an important part of normal development
towards independence (Albano et al., 2003; Beesdo-Baum & Knappe, 2012).
Through experience of novel situations, children learn to habituate to scenarios
which may have initially caused anxiety (Albano et al., 2003). For instance, it is
typical for children to experience anxiety on their first day at nursery but with
further attendance, this anxiety soon subsides.

Contrastingly, pathological child anxiety may be identified when fear and
avoidance is pervasive; the child experiences distress and anxiety that is intractable
and interferes with their day-to-day functioning (Albano et al., 2003). An additional
challenge to recognising childhood anxiety is its high comorbidity with externalising
behaviours or depression (Albano et al., 2003) which may lead to anxiety becoming

overshadowed (Albano et al., 2003).
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2.4.5 Forms of Childhood Anxiety

The most common form of anxiety is suggested to be Generalised Anxiety
Disorder (GAD) (Mammarella et al., 2021). Other forms of childhood anxiety include
Separation Anxiety Disorder (SAD), social phobia, Obsessive Compulsive Disorder
(OCD) and Panic Disorder (PD) (Albano et al., 2003). Anxiety is the predominant
aspect of each disorder, however, this anxiety may be expressed via different
physiological, behavioural and cognitive reactions (Albano et al., 2003). For
instance, children with OCD may experience intrusive thoughts (obsessions) which
may generate compulsions (NHS, 2013). Children with SAD may experience
excessive fear in response to imagined or real caregiver separations (Pincus et al.,
2008).

2.4.6 Cognitive Theory of Anxiety

Anxiety is most commonly understood using cognitive paradigms (Stallard,
2009). Integral to most cognitive theories of anxiety in adults and children are
interpretation biases (Creswell & O’Connor, 2006) — tendencies to interpret
ambiguous stimuli as threatening (Ollendick & Benoit, 2012). One of the best-
known theories of anxiety comes from Beck (Beck et al., 1985). The central
principles of Beck’s cognitive model of anxiety (Beck et al., 1985) are shown in Table
2.2 (Clark & Beck, 2011). In summary, Beck et al. (1985) suggests that those with
anxiety experience cognitive distortions at three levels: cognitive processing
distortions, cognitive content, and a negative self-schema.

Together, such cognitions lead to behaviours such as, maladaptive coping
strategies which may maintain and reinforce feelings of anxiety (Creswell et al.,
2006). These maladaptive coping strategies include avoidance and Excessive
Reassurance Seeking (ERS) (Rector et al., 2019). ERS may be defined as repetitive
seeking of safety-associated information from others despite having already
received such information (Parrish & Radomsky, 2010). ERS provides a short-term
decrease in anxiety but an increased urge to seek reassurance over time,
maintaining anxiety through reaffirming the individual’s inability to cope (Parrish &
Radomsky, 2010; Rector et al., 2011). Low levels of reassurance seeking may be
seen in the general population whilst higher levels may be seen in those with
anxiety (Rector et al., 2019).
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Table 2.2

Summary of the Central Principles of the Cognitive Model of Anxiety (Clark & Beck, 2011)

Central principle

Explanation

1. Overactive threat perception

2. Underestimated ability to cope

3. Restricted processing of safety
information

4. Impaired reflective thinking

5. Automatic cognitive processing

6. Self-perpetuating cycle

7. Cognitive primacy

8. Cognitive vulnerability to anxiety

A person with anxiety may...
Have an attentional bias towards threatening or dangerous stimuli
Experience increased feelings of helplessness and a reduced sense of their ability to cope
Experience inhibited or restricted processing of safety information or cues that may reduce their sense
of danger

Find it challenging to appraise experiences, logically and therefore do so less

Experience automatic cognitive processes leading to feelings of anxiety

Have a heightened self-awareness of the symptoms and signs of anxiety which may increase distress

Misperceive stimuli as dangerous due to the initial cognitive processing of threat and secondary sense
of personal vulnerability, leading to behavioural and physiological responses to threat being
inappropriately activated

Experience increased anxiety due to core beliefs (schemas) about the person’s perceived helplessness
and overestimation of threat. Schemas are cognitive structures which process and add meaning to
experiences and activate connected psychobiological systems (Beck & Haigh, 2014). An anxious
person’s schemas are suggested to be a negative view of themselves, a negative view of the future and

the world — together, these schemas may be termed the negative cognitive triad, depicted in Figure 2.2.
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Figure 2.2
Negative Cognitive Triad (Beck, 1976)

Negative views of the
world

“The world is unsafe”

“People are unkind”

Negative views about the
future
“l won’t cope”
“1 will always be like this”

Negative views
about oneself
“I am useless”

“l am vulnerable”

2.5 Risk Factors for Childhood Anxiety

According to Bronfenbrenner and Morris' (2007) bioecological model of
human development, child development is influenced by five nested systems: the
microsystem (e.g., parents and teachers), mesosystem (relationship between those
in the microsystem), the exosystem (e.g., the school board), the macrosystem (e.g.,
societal views) and the chronosystem (system changes over time). Bronfenbrenner
and Morris (2007) propose a bidirectional relationship between the child’s
characteristics and those in their immediate environment (proximal processes) as
well as bi-directional influences between the child and systems beyond the
microsystem (distal processes).

Such ecological models of development have been used to understand the
development of childhood anxiety beyond the cognitive model, alone (Mian et al.,
2011). Current theorists present integrative models of childhood anxiety,
highlighting the role of factors which encompass both psychological and biological
vulnerabilities of the child, along with environmental and conditioning factors (e.g.,

Barlow, 2002; Chorpita & Barlow, 1998; Kerns & Brumariu, 2014).
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One integrative model of child anxiety comes from Barlow (2002). The Triple
Vulnerability Model (Barlow, 2002) suggests that three risk factors may interact to
lead one to experience anxiety. Barlow (2002) suggests children may experience
biological vulnerabilities to developing anxiety such as, variations in temperamental
characteristics. Another vulnerability may be disorder-specific; children may learn
to experience particular internal states in particular contexts which results in the
expression of subtypes of anxiety. For instance, Thought-action fusion (TAF) is
suggested to be a specific risk factor for the development of OCD; children may
believe that just thinking about a distressing event is morally comparable to having
experienced it, and it increases the chances of it occurring (Shafran et al., 1996).
The Triple Vulnerability Model (Barlow, 2002) suggests psychosocial factors such as,
poverty, may also pose a risk to the development of anxiety. In line with the
cognitive model of anxiety, Barlow (2002) emphasise that psychological
vulnerabilities, namely a reduced perceived sense of control (Gallagher et al., 2014)
may contribute to the maintenance of anxiety.

Although detailed examination of integrative models of anxiety, including
the Triple Vulnerability Model (Barlow, 2002), is beyond the scope of this review,
the following section will briefly outline elements within the child’s system which
may act as risk factors to the development of anxiety. Subsequently, the review will
examine, more closely, the unique influence of parental anxiety on the
development of child anxiety.

2.5.1 Child Factors

Genetics may play a key role in the development of anxiety (Barlow, 2002).
Research emphasises two temperamental characteristics that serve as risk factors
for anxiety (Mian et al., 2011). First, it is suggested that Behavioural Inhibition (BI)
may pose a risk for the development of anxiety across developmental stages
(Ollendick & Benoit, 2012; Pahl et al., 2012). Bl may be defined as a biologically
routed tendency to show fear, distress, avoidance, reticence, or quiet restraint
when exposed to novel situations, objects and persons (Kagan et al., 2017). A
second temperamental characteristic implicated in the development of anxiety is
Negative Affect (NA) (Mian et al., 2011). NA is a temperamental construct typified
by negative mood, intensive negative emotional reactions, irritability and difficulty
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being soothed (Sanson et al., 2004). However, it should be noted that the
measurement of temperamental constructs remains controversial within the
literature (Mian et al., 2011). For instance, it has been suggested that as NA may be
associated with a range of child mental health needs, measures of anxiety
symptomology such as, fearful responses, are better predictors of child anxiety
(Shaw et al., 1997). Nevertheless, research suggests temperamental characteristics
and anxiety symptomology are both strong predictors of child anxiety (Mian et al.,

2011).

2.5.2 Psychosocial Factors

In line with the Triple Vulnerability Model (Barlow, 2002), psychosocial
factors may also pose a risk to the development of anxiety. It is suggested that
stressful life events such as, experience of family conflict or poverty can increase
the risk of anxiety development (Mian et al., 2011). Chorpita and Barlow (1998)
propose that the influence of such events may be mediated by a complex interplay
of child factors such as, the child’s perceived control and the temperamental
characteristics outlined above. Still, research linking life events and the

development of child internalising behaviours remains limited (Mian et al., 2011)

2.5.3 Attachment

The attachment between the child and their caregiver has also been found
to be a risk factor for the development of anxiety (Kerns & Brumariu, 2014).
Attachment may be understood as a person’s method of connecting in caregiving
and receiving relationships with one’s caregiver or parent (Bowlby, 1969). It is
suggested that children who develop insecure attachments with their caregiver may
develop a maladaptive approach to developing relationships with others and
regulating their emotions due to possible early experiences of their caregiver being
untrustworthy, unreliable, and uncommunicative (Ollendick & Benoit, 2012).
Reflecting on the negative cognitive triad (Beck, 1976), it makes sense that such
experiences may lead to negative thoughts about the world, self, and others. Itis
suggested that, as predicted by the cognitive theory of anxiety (Beck, 1985), such
maladaptive thoughts may lead to behaviours that reinforce such beliefs (Ollendick

& Benoit, 2012).
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Yarbro et al. (2013) found that attachment anxiety partly mediated the
interaction between neglectful and cold parenting and the development of child
perfectionism and threat estimation— obsessive beliefs associated with OCD. It was
proposed that through an anxious attachment, the child develops maladaptive
cognitions about themselves and others in ways that may serve as “cognitive
vulnerabilities” for the development of OCD (Yarbro et al., 2013). Yarbro et al.
(2013) suggest that a child of a parent who demonstrates reduced warmth may
become hypervigilant of threats due to an uncertainty as to the caregiver support
available to them. They may also develop perfectionism which may manifest as
striving for perfect interpersonal behaviours or performances to feel accepted by
others (Yarbro et al., 2013). Perfectionism relates to individuals setting
unrealistically high expectations for themselves and others (Lewis & Cardwell, 2020)

In line with the theory of proximal processes (Bronfenbrenner & Morris,
2007), it is suggested that the attachment relationship itself may be influenced not
only by the parent but the characteristics of the child. Ollendick and Benoit (2012)
propose a model highlighting how child anxiety may be developed through a
complex interplay of child temperament, attachment security, parenting factors and
life stress.

However, it should be considered that the concept of attachment has been
criticised. It is suggested that categorising children in this way is reductionist
(Mercer & Main St, 2011). The profile of a child with an “insecure attachment” may

be similar to a child with alternative needs (Moran, 2010).

2.5.4 Parenting Factors

It is proposed that parenting factors are a significant risk factor for the
development and maintenance of child anxiety (Casline et al., 2021), with parenting
being one of the primary systems within which the child is nested (Ollendick &
Benoit, 2012). Research suggests parenting behaviours (Ollendick & Benoit, 2012),
parenting stress (Pahl et al., 2012), parenting psychopathology (Pahl et al., 2012)
and parental anxiety are associated with child anxiety (Chapman et al., 2022). It is
reported that parental anxiety increases the chances of a child developing anxiety
two-fold (Lawrence et al., 2019). Given the purpose of this literature review, the
next section will consider, in further detail, the ways in which parental anxiety may
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lead to the development of child anxiety. Within this, parenting behaviours will be

referenced.

2.5.5 Summary of Risk Factors

Several risk factors are implicated in the development and maintenance of
childhood anxiety. Child factors such as, temperament may play a role in the
development of anxiety (Barlow, 2002). Considering proximal processes, child
factors may interact with aspects of their environment or experiences such as,
stressful life events, leading to the development of anxiety (Albano et al., 2003;
Ollendick & Benoit, 2012). Parenting factors, particularly parental anxiety, are
presented as a significant risk factors for the development and maintenance of child

anxiety (Casline et al., 2021).
2.6 Intergenerational Transmission of Anxiety

2.6.1 Current Context of Parental Anxiety

“A large number of adults access treatment for anxiety, and a substantial proportion

of these adults will have children” - Chapman et al. (2022, p.5)

It is suggested that 57% of men and 68% of women who experience mental
health needs are parents (The Royal College of Psychiatrists, 2016). Approximately
15% of parents experience anxiety or depression (Joint Commissioning Panel for
Mental Health, 2012). Anxiety is one of the most common mental health needs
affecting mothers (Joint Commissioning Panel for Mental Health, 2012). Given that
parental anxiety has been associated with child anxiety (e.g., Casline et al., 2021),
research emphasises that the support of parents experiencing anxiety should be a
priority when considering childhood anxiety prevention (Chapman et al., 2022).
2.6.2 Genetic versus Environmental Contribution

The association between parental and child anxiety is widely accepted
within the literature (Ahmadzadeh et al., 2019). However, knowledge of the
mechanisms driving this IGT is still developing (Ahmadzadeh et al., 2019). As
previously mentioned, research indicates the role of genetics in this transmission
(Barlow, 2002). However, it is suggested that genes account for up to just half of

individual risk factors for childhood anxiety (Ahmadzadeh et al., 2019). Much of the
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IGT is believed to be attributable to the environmental influence of parenting

processes (Cartwright-Hatton et al., 2018).

2.6.3 From Parental Cognitions to Parenting Behaviours

According to the cognitive model of anxiety, adults with anxiety experience
cognitive distortions which can generate and maintain feelings of anxiety (Beck,
1985). It is suggested that these cognitive patterns in parents may be transferred to
their children thus increasing the chances of the child experiencing anxiety (Alloy,
2001). Creswell et al. (2006) found that when mothers with anxiety expected their
children to experience high levels of distress, their child’s threat perception, over
time, also increased. Likewise, Mammarella et al. (2021) found that in parents with
anxiety, their threat perception and distress expectations significantly predicted
their children’s threat perceptions. This interpretation bias has frequently been
cited in research connecting parental and child anxious cognitions (Ollendick &
Benoit, 2012).

The transmission of anxious cognitive patterns may occur via parental
behaviours which teach their children about their self-competency and
“appropriate” cognitive processing of situations — information transfer (Alloy, 2001;
Murray et al., 2009). Creswell et al. (2008) showed that parents with negative
beliefs about their child completing an activity (overprotection) were less likely to
allow their child to complete the activity independently versus those with positive
beliefs. This overprotection may reduce the child’s beliefs that they can cope in the
face of challenges (Chorpita & Barlow, 1998). These behaviours have been labelled
anxiogenic (anxiety enhancing) parenting behaviours (Flessner et al., 2016; Murray
et al., 2009).

Table 2.3 outlines several anxiogenic parenting behaviours (Flessner et al.,
2016; Murray et al., 2009). In line with the social learning theory (Bandura, 1986),
anxiogenic parenting may teach anxious behaviours via modelling (e.g., parent
screaming when they see a dog). Direct communication from parents (e.g., parent
telling the child the dog is scary) may also teach anxious responses. Figure 2.3

shows how anxiogenic parenting may lead to child anxiety.
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Table 2.3

Table Detailing Anxiogenic Parenting Behaviours (Flessner et al., 2016; Murray et al.,

2009)

Behaviour

Definition

Impact on Child

Overcontrolling

parenting

Overprotective

parenting

Accommodation of
anxiety and
modelling of
avoidant coping

behaviours

Reduced warmth

Unnecessary restrictions and
instructions on the child’s
behaviour

Superfluously warm and
supportive parenting (Chorpita

& Barlow, 1998)

Parental behaviours which
assist the child in avoiding
potentially distressing
situations (Lebowitz et al.,
2014) and demonstrate their
own anxiety

Reduced praise, support and

affection (Kirkham et al., 2018)

Indicates the world is unsafe
Encourages avoidant
behaviours

Reduces chances to
independently cope with
developmentally suitable
challenges which would
enhance their skills and
confidence (Chorpita & Barlow,
1998)

Suggests fearful situations
should be avoided (Adelman &
Lebowitz, 2012)

Child believes the world is
unsafe, reducing their sense of
competence and worth (Bogels

& Tarrier, 2004)
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Figure 2.3

Figure Demonstrating Transmission of Parental to Child Anxiety

Avoidant behaviours-
child declines

Overprotective

h.zﬂ;;?g: his parenting —parent “It is not safe to stay subsequent invitations
frione’s h suggests that they will at my friend's house to sleepovers at his
overnight. The world is pick their child up overnight. The world is Jfriends" houses and
nota s:.:lfe place.” from their friend'’s not a safe place.” ‘misses the opportunity
: house before bedtime to develop
independence skills
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Anxiogenic parenting practices may be reinforced by the parent avoiding
observing their child experience anxiety in the short term, creating an anxiety
feedback cycle which may lead to greater child anxiety in the long term (Emerson et
al., 2019). Drawing on coghnitive risk factors at the heart of emotional regulation
theories of anxiety, Casline et al. (2021) found that parental Distress Intolerance
(D1), the perceived difficulty in coping with negative emotions (McHugh & Otto,
2012), was associated with child anxiety. Parents with anxiety may struggle to
observe their child experiencing anxiety (DI) and thus engage in avoidant coping
behaviours (Casline et al., 2021). Parental Emotion-Related Impulsivity (ERI), the
tendency to behave impulsively when responding to emotions (Johnson et al.,
2013), was also indirectly associated with child anxiety (Casline et al., 2021). Parents
with anxiety may struggle to inhibit compensatory behaviours in response to their
child’s anxiety (Casline et al., 2021).

Research has explored the association between anxiogenic parenting
behaviours and forms of childhood anxiety. Thompson-Hollands et al. (2014) found
that although parental accommodation is frequently associated with OCD,
accommodation was most strongly associated with child SAD, phobias, and GAD. It
was also shown that such parental accommodation was higher when maternal
distress was increased (Thompson-Hollands et al., 2014). This may suggest, in line
with Casline et al. (2021)’s findings, that anxiogenic parenting behaviours may vary
depending on the parents’ emotional capacity given their personal levels of distress.

Schneider et al., (2009) found that mothers with panic disorder
demonstrated reduced sensitivity and increased criticism and verbal control
towards their children versus mothers without mental health needs. Children of
mothers who exhibited increased levels of parental control experienced reduced
self-efficacy (Schneider et al., 2009) and increased anxiety. Schneider et al., (2009)
suggest child self-efficacy as a mediating factor between anxiogenic parenting
behaviour, over control, and child anxiety.

2.6.4 Considerations

In line with the bioecological model of development (Bronfenbrenner &
Morris, 2007) and the integrative models outlining risk factors for the development
of childhood anxiety (Barlow, 2002), IGT is thought to be a complex interplay
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between parental and child factors (Drew, 2015). Parental cognitions may be
responsive to their children’s anxious cognitions (Creswell et al., 2006). Protective
factors such as high parental emotional regulation skills are also suggested to
reduce the chances of the parent using anxiogenic parenting styles (Chapman et al.,
2022). It should also be considered that a large majority of research into the
influence of parental anxiety is conducted with single mothers (Ahmadzadeh et al.,
2019; Pahl et al., 2012). Research indicates that paternal anxiety may influence child
anxiety differently (Pahl et al., 2012). For example, paternal DI and child anxiety did
not predict anxiogenic parenting, whereas maternal DI and child anxiety did
(Casline et al., 2021). Casline et al. (2021) suggest that this may relate to gender
differences in coping mechanisms in response to distress; women may be more

likely to avoid the negative emotion whilst men may problem-solve.

2.6.5 Summary of the Intergenerational Transmission of Anxiety

A suggested mechanism of IGT of anxiety is through anxious cognitions
(Alloy, 2001). It is suggested that parental anxious cognitions may lead to anxiogenic
parenting behaviours which may encourage their children’s development of anxious
cognitions (Murray et al., 2009). This cycle may be maintained by the parents
reducing the distress that they may experience should they witness their children
experience short-term anxiety (Casline et al., 2021; Emerson et al., 2019). However,
this cycle may foster greater anxiety in their children, long-term (Emerson et al.,
2019). Together it is suggested that breaking this cycle could be critical to the
prevention of childhood anxiety (Chapman et al., 2022) — the way in which this may

be achieved is explored further in the next section of this review.

2.7 Anxiety Interventions

There are multiple interventions that aim to reduce childhood anxiety.
Interventions may be given at three levels: universal (delivered to the entire
populations), selective (for those at risk of anxiety) and indicated (for those who
demonstrate anxiety) (Lawrence et al., 2022). Selective and universal interventions
may be thought of as preventative. It is suggested that preventative measures, for
instance those which may reduce IGT, are preferable and should be used to mitigate

the need for direct child interventions (World Health Organization, 2004a).

32



Despite increasing demands for direct child interventions, such interventions
are often unavailable to those who need them (Jewell et al., 2023). Many children
experiencing anxiety do not meet the threshold for services such as, CAMHS which

may mean that their anxiety goes unsupported (Jewell et al., 2023).

2.7.1 Role of Indicated Interventions for Parents with Anxiety

Indicated interventions such as, Cognitive Behavioural Therapy (CBT) are
frequently recommended to adults and children experiencing anxiety (Creswell &
Cartwright-Hatton, 2007). Associated with the cognitive model of anxiety (Beck,
1985), CBT aims to highlight and challenge the maladaptive cognitions that may
lead to feelings of anxiety and anxious behaviours, whilst providing coping
strategies (Stallard, 2009).

It makes sense that treating parental anxious cognitions may serve to break
the cycle in which parental anxious cognitions generate anxiogenic parenting
behaviours which in turn, encourage child anxious cognitions (Chapman et al.,
2022). However, research suggests that this may not be the case; merely treating
parental anxiety alone may not be effective in reducing the risk of IGT (Chapman et
al., 2022). Schneider et al. (2002) found that children of parents who underwent
CBT for panic disorder showed no reduction in anxiety following parental CBT
compared to the control group.

This lack of reduction in IGT of anxiety following treatment of parental
anxiety may be due to the emotional regulation strategies required for parenting
being different to those utilised when one targets their own needs (Rutherford et
al., 2015). It is also suggested that CBT does not support parents in altering
anxiogenic parenting behaviours which may encourage the development of
childhood anxiety (Challacombe et al., 2017).

2.7.2 Parenting Interventions for Parents with Anxiety
“Anxiety disorders run in families but we currently do little to help anxious parents
to raise confident children” - Cartwright-Hatton et al., (2018, p.1)

2.7.2.1 Content
Emerging research supports the use of parenting interventions for parents

with anxiety to prevent IGT of anxiety through positive shaping of parenting

cognitions and behaviours (Brendel & Maynard, 2013; Cartwright-Hatton et al.,
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2018). Following a Cognitive Behavioural Approach (CBA), it is suggested that the
content of such interventions may focus on challenging anxious parental cognitions
and reducing anxiogenic parenting behaviours whilst guiding parents to challenge
the anxious cognitions that their child may develop (Cartwright-Hatton, 2021).

Hirshfeld-Becker et al. (2007) suggests that interventions which are attended
by parents with anxiety may focus on reducing child avoidant behaviours and
supporting a graduated exposure to fear-inducing stimuli. Silk et al. (2013) found
that children of parents who encouraged approach-orientated behaviours showed a
greater reduction in anxiety, in conjunction with CBT, versus children who
completed CBT alone. Sperling et al. (2021) suggest this may be due to children of
encouraging parents developing feelings of mastery and capability.

Parents may also be supported to recognise areas in which their own
anxieties (e.g., social anxiety) may cause gaps in the developmental experiences of
their children (e.g., social activities) (Dadds & Barrett, 2001). Wood et al. (2006)
suggests that parenting interventions aimed at prevention of childhood anxiety
should also support parents to reduce overprotection, granting their children age-
appropriate levels of autonomy. Possibly countering the reduced warmth
associated with anxiogenic parenting, research indicates the benefits of parents
using relational approaches, encouraging positive change via trusting relationships
and collaborative problem solving (Rose et al., 2019) to reduce child anxiety
(Brumariu & Kerns, 2015). Parenting interventions for parents with anxiety may
include teaching of relational strategies such as, Emotion Coaching (Hurrell et al.,
2017). Emotion Coaching (Gottman et al., 1997) consists of parents using their
children’s experiences of adverse emotions as opportunities for connection and
teaching so that the child may problem-solve similar feelings in the future (Gottman
et al., 1997). Interventions for parents with anxiety may also offer parents ways to
encourage factors that protect against the development of childhood anxiety, such
as high resilience and self-concept (Mammarella et al., 2021).

Research suggests that parental interventions may need to be tailored to the
family’s needs to reduce and/or prevent child anxiety (Pincus et al., 2008). Pincus et
al. (2008) adapted the Parent-Child Interaction Therapy (PCIT) (Brinkmeyer &

Eyberg, 2003) intervention for children with SAD. The PCIT supports parents with
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behaviour management and enhancing the parent-child relationship (Pincus et al.,
2008). Adapting the PCIT, Pincus et al. (2008) included a Bravery Directed
Interaction (BDI) phase. This phase taught parents to create a Bravery Ladder with
the child, identifying gradual steps for the child to take in exposing themselves to
their fear of separation — a graduated exposure approach. Children whose parents
took part in the SAD-adapted PCIT, versus PCIT alone, showed further reductions in
separation anxiety (Pincus et al., 2008).

Reflecting on the intervention, Pincus et al. (2008) suggested parents
needed coaching to ensure they were not “overdoing it” with the use of taught
strategies such as, praise. Pincus et al. (2008) also suggested that some parents may
not have been motivated to use some of the taught techniques, either due to
feeling that they already use them, or due to secondary gains such as, feeling
needed by the child (Pincus et al., 2008).

Inclusion of a peer support element to interventions for parents with anxiety
may also be important for reducing IGT of anxiety. Facilitation of peer support has
been associated with a reduction in parental anxiety (Preyde & Ardal, 2003; Sharma
et al., 2022) which may work to reduce IGT of anxiety through a reduction in
anxiogenic parenting (e.g., Alloy, 2001). The Self Determination Theory (SDT) (Ryan
& Deci, 2000) may explain the relationship between enhanced peer support and the
reduction of anxiety (Kearns, 2017; Wu & Lee, 2022). The SDT indicates that humans
need three dimensions for positive wellbeing: autonomy, competence, and
relatedness (Ryan & Deci, 2000). Relatedness may be defined as the need to
interact and build connections with others and having reciprocal and caring
relationships (Ryan & Deci, 2000). An important element of relatedness is a sense of
belonging — being valued, encouraged, and included by others (Calp, 2020). It may
be proposed that feelings of relatedness may challenge the thoughts outlined in the
Negative Cognitive Triad, suggesting — “people are kind, | can cope and | am

valued”, reducing anxiety (Beck, 1976).

2.7.2.2 Possible Barriers and Facilitators to Attendance
Using semi-structured interviews, Lawrence et al. (2022) explored what

young people, 14-17 years old, and their mothers with previous or existing anxiety
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disorders perceived as facilitators and barriers to attending anxiety prevention
programmes.

Barriers to mothers attending an anxiety prevention programme included: a
lack of knowledge as to what anxious behaviours looked like and therefore whether
the intervention would be beneficial to them, fear of stigmatisation and being
unaware of the evidence underpinning the intervention (Lawrence et al., 2022).

Facilitators to parents accessing such interventions included schools
signposting support and promoting the importance of anxiety prevention
(Lawrence et al., 2022). Mothers felt that in-person interventions would facilitate
their attendance, and the young people indicated that online sessions would be
preferable (Lawrence et al., 2022)- Of note, all mothers in this study are from the
same cohort, suggesting their views may differ from those in other cohorts. Indeed,
recent research suggests parents prefer parental interventions which use a blended
approach of remote and in-person aspects (Hall & Bierman, 2015; Kenworthy et al.,
2022). Such blended interventions have been associated with increased participant
engagement and positive child outcomes due to facilitation of peer support (Hall &
Bierman, 2015; Kenworthy et al., 2022).

Additional barriers to parents with anxiety attending interventions have
been cited to be anxiety itself, lack of childcare and work commitments (Cartwright-

Hatton et al., 2018).

2.7.2.3 Evidence Base

There is scarce research into the effectiveness of parental interventions for
parents with anxiety, in reducing their child anxiety. Recently, Chapman et al. (2022)
reported an “empty systematic literature review” on the topic, finding no research
exploring the impact of parenting interventions for parents with anxiety on child
anxiety. However, as this review included Randomised Control Trials (RCTs) only,
research conducted using alternative research designs may have been overlooked
(Chapman et al., 2022). Nevertheless, this generated a request for action and
research (Chapman et al., 2022).

At a broader level, there are similarly few SLRs and indeed studies (Mendez
et al., 2013), exploring the effectiveness of parenting interventions informed by
psychological theory in reducing child internalising behaviours (Burke et al., 2021).
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Of the available reviews, Petrenko (2013) highlighted two studies that found
parenting interventions to be effective in reducing child internalising symptoms.
Similarly, Brendel and Maynard (2013) found parent-child interventions to be
successful in reducing anxiety symptoms beyond child-only interventions.
Differently, Gardner et al. (2017) found the Incredible Years parenting programme
did not reduce child internalising behaviours more in parents who attended the
intervention versus those who did not. Although, this intervention allowed parents
to create their own parenting strategies, which may not be supported by

psychological theory, reducing validity of findings.

2.8 Role of Educational Psychologists

Considering the rising levels of child internalising behaviours, including
anxiety (NHS Digital, 2018), the UK Government are calling on professionals such as,
EPs to support children with mental health needs and highlight the importance of
doing so through work with parents (Public Health England, 2021).

EPs have a valuable role to play in supporting the Social, Emotional and
Mental Health (SEMH) of children and young people (Dunsmuir & Cobbald, 2016).
This may be achieved through working at the various systemic levels outlined by
Bronfenbrenner and Morris (2007) (Scottish Executive Education Department,
2002). However, to the researcher’s knowledge, despite indications that
interventions for parents with anxiety may reduce the IGT of anxiety (Chapman et
al., 2022), such interventions are not currently delivered by EPs. This may owe to a
lack of existing evidence for their effect (Cartwright-Hatton et al., 2018); as
scientist-practitioners, EPs must be able to justify their delivery of interventions,
with research evidence (Evidence Based Practice, EBP) (Robson & McCartan, 2015).
Barriers to parents accessing preventative programmes may also be a reason for the
lack of delivery (Lawrence et al., 2022).

Nonetheless, EPs may be well positioned to help overcome such barriers
(Department for Education & Department of Health, 2015). Using their skills in
systemic working, EPs may work with both schools and parents, giving psychology
away to support their understanding of what anxiety may look like, the importance
of anxiety prevention and how interventions may work to support this (Lawrence et
al., 2022; Lee & Woods, 2017).
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Although, another barrier to EPs delivering parenting interventions may be
working within a traded context. Traded models refer to EP services which generate
income from education settings to meet some or the entirety of their costs (Woods,
2014). Working within a traded model, EP involvement may be restricted to the
desires of the schools (Lee & Woods, 2017). Nevertheless, interventions have been
found to be one of the EP contributions deemed valuable to schools (Lee & Woods,
2017). In a survey of five schools in the researcher’s Local Authority (LA), two shared
that they would like EP involvement regarding the impact of parental mental health
on their children’s wellbeing, indicating a possible interest in parenting

interventions to support children with their mental health.

2.9 Summary and Rationale

A rising number of children in the UK are experiencing anxiety which has
been linked to negative child outcomes (Van Ameringen et al., 2003). Research
indicates parental anxiety as a key risk factor for the development of childhood
anxiety (Cartwright-Hatton et al., 2018). Anxiety is thought to transmit through
generations via parental anxious cognitions, leading to anxiogenic parenting
behaviours which may foster anxious child cognitions (Alloy, 2001). Interventions
for parents with anxiety, focussed on challenging maladaptive anxious cognitions,
reducing anxiogenic parenting, and enhancing child protective factors may be used
to prevent the development of child anxiety (Cartwright-Hatton, 2021; Chapman et
al., 2022). EPs may be well placed to deliver such interventions (Dunsmuir &
Cobbald, 2016).

A recent SLR which aimed to explore the effectiveness of interventions for
parents with anxiety on child anxiety outcomes reported an “empty review”
(Chapman et al., 2022). Even at a broader level, there remain few SLRs which
explore the effectiveness of parenting interventions, underpinned by psychological
theory, in reducing child internalising symptoms. The existing SLRs on this topic
explore specific interventions (Gardner et al., 2017), present inconsistent findings,
and are up to 10 years old, indicating the need for an updated review.

With national calls for EPs to deliver evidence-based interventions to reduce
child internalising behaviours, including anxiety (Dawson et al., 2010), yet a lack of
reviews summarising such evidence, EPs may benefit from the synthesis of evidence
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exploring the effectiveness of parenting interventions in reducing child internalising
symptoms. This may support EPs in deciding whether to recommend or deliver such
interventions to reduce child internalising behaviours (Dawson et al., 2010).
2.10 Systematic Literature Review
2.10.1 Introduction to the Systematic Literature Review
2.10.2 Objectives

The objective of this SLR is to answer the question: “Are parenting
interventions effective in reducing child internalising behaviours?”. In reference to
the Preferred Reporting Items for Systematic Reviews and Meta-analyses (PRISMA)
guidelines (Page et al., 2021), this SLR will search, synthesise and evaluate articles in
line with defined eligibility criteria.
2.10.3 Method

A SLR was conducted due to its suitability for exploring emerging research
topics (Mertens, 2005) through summarising existing findings and highlighting
avenues for future research (Mertens, 2005). SLRs are also proposed to be useful
for exploring the effectiveness of interventions through summarising and appraising
findings from more than one study (Petticrew & Roberts, 2008). A critique of SLRs is
their potential to present studies without critically appraising their methodology,
leading to misleading findings (Petticrew & Roberts, 2008). All studies included in
this review will be quality appraised.
2.10.3.1 Eligibility Criteria

Table 2.4 outlines the inclusion and exclusion criteria used to identify articles
for review. This criteria was created in reference to the Population Intervention

Comparison Outcomes (PICO) strategy (Petticrew & Roberts, 2008).
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Table 2.4

Inclusion and Exclusion Criteria used for this SLR

Criteria

Inclusion Criteria

Exclusion Criteria

Rationale

1. Population

2. Intervention

3. Context

4. Outcomes

a. Parents and caregivers (biological, kinship,
foster or adoptive) of children aged 0-25
years

b. Children aged 0-25 years

a. Afocus of the intervention is parenting
practices and/or the parent-child relationship
b. The intervention is based on a psychological

paradigm or theory

The research was conducted in the UK

The research explores the effectiveness of
parenting interventions in reducing their children’s

internalising behaviours

a. School staff or parents and caregivers of
children over the age of 25 years old

b. Young people over the age of 25 years old

a. Thereis no intervention focus on parenting
practices and/or the parent-child
relationship

b. Theintervention is not based on a

psychological approach, paradigm or theory

The research was not conducted in the UK

The research does not explore the effectiveness
of parenting interventions in reducing their

children’s internalising behaviours

a. Thisreview is exploring the effectiveness
of parenting interventions in reducing
their children’s internalising behaviours.

b. The findings of this review are to be
relevant to EPs who work with children 0-
25 years old

a. Thisreview is exploring the effectiveness
of parenting interventions in reducing
their children’s internalising behaviours.
Therefore, the aim of the parenting
intervention must be related to this
outcome

b. The findings of this review are to be

relevant to the profession of EP

The findings of this review are to be

generalisable to UK schools

This review is exploring the effectiveness of
parenting interventions in reducing their

children’s internalising behaviours
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Criteria

Inclusion Criteria

Exclusion Criteria

Rationale

5. Design

6. Language

7. Date of
publication

8. Type of
publication

9. Review topic

The research uses RCTs whereby participants have
been randomly allocated to the intervention or
control group* or Quasi-experimental designs or
Pre-experimental designs (e.g., pre- and post-

measures)

*The intervention condition relates to participants
taking part in the parenting intervention. The
control group will receive no intervention, an
alternative intervention or be on an intervention

waiting list.

The research is presented in English

The study was published up to 2023

a. The publication has been peer-reviewed

b. Journal research articles

The research is investigating the effectiveness of
parenting interventions in reducing their children’s

internalising behaviours

The research does not use RCTs whereby
participants have been randomly allocated to the
intervention or control group nor does it use a

quasi- or pre-experimental design

The research is presented in a language other

than English

The study was published after 2023

a. The publication has not been peer-reviewed

b. Books, book reviews or opinion pieces

The research is not exploring this topic

This review is exploring the effectiveness of an
intervention; according to the hierarchy of

evidence, RCTs are the most internally valid

measure of this (Petticrew & Roberts, 2008). To

allow for the review of a sufficient number of
studies, quasi- and pre-experimental designs
will also be used (Petticrew & Roberts, 2008),
however the weight of such evidence will be

reduced in comparison to RCTs (Gough, 2007).

The review must be understood by the

reviewer

To allow for the review of a sufficient number

of studies

a. To ensure that the research methodology
has been assessed, ensuring its validity
and high quality.

b. For feasibility of the small-scale review

This review is investigating the effectiveness of

parenting interventions in reducing their

children’s internalising behaviours
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2.10.3.2 Search Strategy

Electronic databases, EBSCO, Web of Science and PsychINFO were searched
for this review in November 2023. The search terms applied to the abstract, title
and key words are outlined in Table 2.5. The following limits were applied: Peer
Reviewed, United Kingdom, Journal Articles, and available in the English language.
See Appendix A for further details.
Table 2.5

Review Search Terms Used

Main Search Term Variations Truncations
Parenting parent-child parent*
Intervention training, programme program¥*, session*
Child adolescent, teenager, child*, adolescen*, teen*, inf*,

infant, young person
Internalising internalizing, anxiety, despressi*, anx*
depression, somatic, social

withdrawl

2.10.3.3 Selection Process

The selection of articles for synthesis and review was completed
independently by the reviewer. Articles resulting from the database searches were
first exported to the bibliographic database software, Mendeley. Mendeley
automatically removed duplicate articles. The title and abstracts of the remaining
articles were then manually screened by the reviewer, according to the topic of the
article. Finally, the remaining full articles were screened using the eligibility criteria
(see Appendix B). Two articles were manually exported into Mendeley; this article
was found during a previous SLR search and was deemed relevant to be title and

abstract screened.

2.10.3.4 Data Collection Process
The reviewer will independently extract and summarise the following key
characteristics from each article for the review: aim, participants, design, outcome

measure, follow-up and findings (Petticrew & Roberts, 2008). Additionally, the
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intervention name, provider, content, and frequency will be extracted and

tabulated (Hoffmann et al., 2014).

2.10.3.5 Synthesis Methods

A narrative synthesis will be performed using the articles found from the
systematic search. This method of synthesis is found to be appropriate for
guantitative data (Moher et al., 2015). Due to the expected variety of interventions
synthesised, a meta-analysis is deemed inappropriate (Petticrew & Roberts, 2008).
Given the few studies predicted to be available for review (Burke et al., 2021), an
overall versus grouped, narrative synthesis will be performed (Moher et al., 2015).
Study heterogeneity will be explored through a narrative comparison of study
characteristics (Petticrew & Roberts, 2008).
2.10.3.6 Quality Appraisal

Prior to synthesis, the reviewer will independently appraise the quality of
research to ensure the evidence used for synthesis is relevant and of sufficient
quality (Gough, 2007). This will be completed using the Weight of Evidence (WoE)
framework (Gough, 2007). This framework allows the reviewer to assess both the
methodological quality of the research as well as its suitability for answering the
review question (Gough, 2007).

The WoE framework consists of three criteria (A, B and C) which are used by
the reviewer to appraise the studies included in the review (Gough, 2007). WoE
criteria A requires the reviewer to judge the integrity and coherence of the research
evidence (Gough, 2007). This judgement is non-review-specific and may be made
through use of a criteria for appraising the quality of the type of evidence used in
the research by those who commonly generate or use it (Gough, 2007). Gersten et
al. (2005)’s quality indicators for experimental and quasi-experimental designs
informed the WoE A criteria.

WOoE B is review-specific; it asks the reviewer to judge the appropriateness
of the research methodology in answering the specific review question (Gough,
2007). Gough (2007) indicates that RCTs are appropriate for answering questions
relating to the effectiveness of interventions. The criteria for WoE B was informed
by both the quality indicators outlined by Gersten et al. (2005) and the hierarchy of
evidence outlined by Petticrew and Roberts (2008).
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WoE C consists of a review-specific appraisal of the relevance of the
evidence in relation to the research question such as, the sample used (Gough,
2007).

The specific criteria used within WoE A, B and C is defined by the reviewer
(see Appendix C) as the WoE tool is intended for flexible use, in line with the review
aims and methods and overall research question (Gough, 2007). Each study will be
rated per criteria as high, low or medium quality (A, B and C) (Gough, 2007). Ratings
will be combined to generate an overall quality judgement (D) for each study
(Gough, 2007). See Appendix C for further information.

2.10.4 Results
2.10.4.1 Study Selection

A flow chart showing the results of the selection process is shown in Figure
2.4. Nine articles (Cartwright-Hatton et al., 2005, 2018; Davis & Spurr, 1998;
Evangelou & Sylva, 2007; Gobrial & Raghavan, 2018; Jewell et al., 2023; McConachie
et al., 2014; Palmer et al., 2023; Pillay et al., 2011) were included in the synthesis

following screening.
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Figure 2.4

PRISMA Flow Chart (Page et al., 2021) Demonstrating the Selection Process Used for

the Review

[ Identification of studies via databases and registers ]

Articles identified from:

Articles removed before
screening:
Duplicate records removed*
(n=2)

Articles excluded
(n=81)

Articles excluded due to:

Exclusion Criteria 3, 4,5&9 (n=1)
Exclusion Criteria 3 (n = 1)
Exclusion Criteria 4 (n = 2)
Exclusion Criteria 8 (n = 2)
Exclusion Criteria 2, 4 & 9 (n = 3)
Exclusion Criteria 2, 4,5 &9 (n = 2)
Exclusion Criteria 1, 2,4 &9 (n = 2)
Exclusion Criteria 4 & 9 (n = 2)

See Appendix B for further details
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2.10.4.2 Study Characteristics and Synthesis
For review transparency (Petticrew & Roberts, 2008), key study
characteristics are tabulated in Appendix D. The WoE scores for included studies are

outlined in Appendix C.

2.10.4.2.1 Participants

The number of parents and children who participated in the interventions
was outlined in each study (WoE A). Altogether, the numbers of parents and
children who participated in the interventions included in this review were 438 and
417, respectively. Each study included parents of children and children, aged 0-25
years, as per WoE C. Children ranged from 15 months — 18 years old. Of the 9
studies included in the review, only four (Cartwright-Hatton et al., 2018; Davis &
Spurr, 1998; Gobrial & Raghavan, 2018; Jewell et al., 2023) reported the ages and
genders of the parents who participated in the interventions, aiding them a higher
WOoE A score. Together, the ages of the parents included in these studies
(Cartwright-Hatton et al., 2018; Davis & Spurr, 1998; Gobrial & Raghavan, 2018;
Jewell et al., 2023) ranged from 24-66 years old; 146 parents were mothers, 1 was a
grandmother and 15 were fathers. Of note, Davis and Spurr (1998) included
mothers and partners in the interventions however it is understood that the
parents who completed the outcome measures, “main caregivers”, were all
mothers apart from one grandmother; they do not specify the gender of “partners”.
Just three studies (Cartwright-Hatton et al., 2018; Jewell et al., 2023; Palmer et al.,
2023) outlined the sociodemographic characteristics of the parents (WoE A); each
reported the majority ethnicity as White British or Irish (85-94.7%), reducing
reliability of findings.

All parents included in the study by Cartwright-Hatton et al., (2018) and
Palmer et al. (2023), experienced anxiety. This may reduce the generalisability of
the findings, as children of parents with anxiety are at heightened risk of generating
anxiety (Cartwright-Hatton et al., 2018) suggesting the findings may not apply to
children of parents without anxiety. Likewise, all children in Gobrial and Raghavan
(2018), McConachie et al. (2014) and Pillay et al. (2011)’s studies were diagnosed

with autism, reducing generalisability of findings.
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All studies outlined their sampling methods and offered sufficient
information to confirm that participants showed the difficulties presented (WoE A).
However, four studies (Davis & Spurr, 1998; Evangelou & Sylva, 2007; Gobrial &
Raghavan, 2018; Pillay et al., 2011) did not declare their inclusion and exclusion

criteria for participant recruitment, reducing their WoE A score.

2.10.4.2.2 Design

Cartwright-Hatton et al. (2018), Harrington et al. (2000) and McConachie et
al. (2014) used an RCT design. This aided a high WoE B score, as per the hierarchy of
evidence (Petticrew & Roberts, 2008). Two studies used a quasi-experimental
design (Davis & Spurr, 1998; Evangelou & Sylva, 2007) and five employed pre-
experimental designs (Cartwright-Hatton et al., 2005; Gobrial & Raghavan, 2018;
Jewell et al., 2023; Palmer et al., 2023; Pillay et al., 2011). Follow-up measures were
used in five studies (Cartwright-Hatton et al., 2005, 2018; Davis & Spurr, 1998;
McConachie et al., 2014; Palmer et al., 2023), increasing the reliability of the results
and thus their WoE B score. Follow up points ranged from 8 weeks after baseline
measures were taken (Palmer et al., 2023) to 12 months post-intervention

(Cartwright-Hatton et al., 2018).

2.10.4.2.3 Intervention

Intervention details are tabulated in Table 2.6. Six interventions were run by
trainee and/or clinical psychologists (Cartwright-Hatton et al., 2005, 2018; Jewell et
al., 2023; McConachie et al., 2014; Palmer et al., 2023; Pillay et al., 2011). The
Parent Survival Course was additionally run by mental health professionals
(Cartwright-Hatton et al., 2005). ASCEND was also run by child and adolescent
psychiatrists (Pillay et al., 2011). One intervention was run by Paediatric Clinical
Medical Officers and Health Visitors, supervised by a Clinical Psychologist (Davis &
Spurr, 1998). The length of intervention across studies ranged from two, two-hour
sessions across two weeks (Palmer et al., 2023) to 11 weekly sessions (Pillay et al.,
2011). Davis and Spurr (1998) report that parents attended from 2 -25 sessions.

Although interventions differed per study, all interventions included an aim
to reduce child internalising behaviours, meeting criteria 3 of WoE C. Second, each
intervention was underpinned by psychological theory, in line with criteria 4 of WoE
C. All interventions incorporated elements of behaviourist principles such as,
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positive reinforcement (praise and rewards). Many of the interventions
(Cartwright-Hatton et al., 2018; Evangelou & Sylva, 2007; Palmer et al., 2023) draw
upon the social learning theory (Bandura, 1986), exploring behavioural modelling.
Behaviour management strategies are covered across several of the interventions
(Cartwright-Hatton et al., 2005, 2018; Davis & Spurr, 1998; Palmer et al., 2023;
Pillay et al., 2011).

CBA are utilised within several of the interventions (Cartwright-Hatton et al.,
2018; Jewell et al., 2023; McConachie et al., 2014; Palmer et al., 2023). For example
the Parent Workshop (Cartwright-Hatton et al., 2018) encourages parents to
support children to challenge maladaptive anxious cognitions (Beck, 1985) and
negative cognitive triad (Beck, 1976), encouraging the use of “seven confident
thoughts”. This may also act as a protective factor against child anxiety, enhancing
self-concept (Mammarella et al., 2021).

Relational approaches such as Emotion Coaching (Gus et al., 2015), are
incorporated into most interventions (Cartwright-Hatton et al., 2005, 2018; Gobrial
& Raghavan, 2018; Jewell et al., 2023; McConachie et al., 2014; Palmer et al., 2023;
Pillay et al., 2011).

Five interventions included information about anxiety and offered specific
strategies to counter anxiogenic parenting (Cartwright-Hatton et al., 2018; Gobrial
& Raghavan, 2018; Jewell et al., 2023; McConachie et al., 2014; Palmer et al., 2023).
For example, the Parent Workshop (Cartwright-Hatton et al., 2018) includes
sessions on how to reduce overprotection and modelling of avoidant behaviours
(Murray et al., 2009).

Davis and Spurr (1998) offer limited information as to what the intervention
content included, referring readers to a manual which is not widely accessible. This

reduced their WoE A score.
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Table 2.6

Characteristics of Interventions Included in Review

Reference

Intervention Name

Content Summary

Delivered by

Frequency

Cartwright-Hatton et al. (2005)

Cartwright-Hatton et al. (2018)

Davis and Spurr (1998)

Evangelou & Sylva (2007)

Parent Survival Course

Parent Workshop

Parent Adviser Service

Peers Early Education

Partnership (PEEP)

Derived from the Webster Stratton programme
(Webster-Stratton, 1990)
1.  Giving rewards
2.  Appropriate times and ways to give
attention
3. Managing destructive and dangerous
behaviours
Introduction
Understanding anxiety
Child anxiety statistics

1

2

3

4.  Behavioural management skills

5 Parenting for parents with anxiety
6

Managing early indications of child anxiety

Parents are supported to explore perceived
"problems" and to develop behaviour

management strategies

Opportunities, Recognition, Interaction and

Modelling framework (Hannon, 1995)

Each session contained: circle and story time,
talking between parents, book sharing,
borrowing time and home activities. PEEP
leaders model how to develop children's skills in

areas such as reading.

Mental health professionals (clinical psychology

or nursing backgrounds)

Clinical child psychologist

Paediatric Clinical Medical Officers and Health

Visitors, supervised by a clinical psychologist

PEEP leaders (qualifications not stated)

8 weekly, 90-minute sessions

One day (09:30-15:00)

Average of 7.8 sessions,

ranging from 2 -25 sessions

Not stated
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Reference

Intervention Name

Content Summary

Delivered by

Frequency

Gobrial & Raghavan (2018)

Jewell et al. (2023)

McConachie et al. (2014)

Palmer et al. (2023)

Calm Child Programme (CCP)

Brief Cognitive Behavioural

Online Intervention

Exploring Feelings (Attwood,
2004)*
*Ran as parallel children and

parent groups

Adapted* online version of the
Parent Workshop (Cartwright-
Hatton et al., 2018)

*Delivered online and for
parents of children 1-3 years

old

Parents are supported to recognise child anxiety
levels. Three categories of strategies to support
child anxiety are taught: reactive,

communicative, and proactive

1.  Whatis anxiety

2. Building on formulation and developing
strategies

3. Review

1.  Introductory session

2. Exploring Feelings activities (adapted for
UK use) - how to identify relaxed, anxious,
and happy emotions, and generating
individualised strategies to manage child
anxiety

1.  Welcome and introductions

2.  Risk factors for anxiety

3. "Seven confident thoughts" about the self,

world, and others

Emotion coaching

Child play

Praise and boundary setting

Avoidance

Parenting hotspots

w L N o U A

Over-protection
10. Modelling anxiety/confidence
11. Compensation

12. Perfectionism

Not stated

Trainee Clinical Psychologist (TCP) and author
trained and supervised by psychologist and

author

TCPs supervised by clinical psychologists

TCP

Three-month implementation
period. Parents to record

strategies used daily.

Three online sessions (total 5.5
hours) delivered fortnightly

across six weeks

7 two-hour weekly sessions

Two, two-hour sessions across

two weeks
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Reference

Intervention Name

Content Summary

Delivered by Frequency

Pillay et al., (2011)

Autism Spectrum Conditions
Enhancing Nurture and

Development (ASCEND)

Autism information and its parenting
implications

How to maximise child development
Behaviour management skills

Sharing experiences and expertise

Chief therapists - consultant child 11 weekly sessions
psychologist and child and adolescent

psychiatrist

Co-therapists - clinical psychologists, child

psychiatrists, a speech and language

therapist and community mental health

nurses
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2.10.4.2.4 Outcome Measures

All studies used scales as outcome measures of internalising behaviours.
Cartwright-Hatton et al. (2005) and Davis and Spurr (1998) used the CBC
(Achenbach, 1992b, 1992a) which measures internalising behaviours as per the
definition offered in Table 2.1. The DBC (Einfeld & Tonge, 1995) used by Pillay et al.
(2011) explores anxiety, social and emotional needs. The ASBI (Hogan et al., 1992)
explores social withdrawal only. Cartwright-Hatton et al. (2018), Gobrial and
Raghavan (2018), Jewell et al. (2023) and McConachie et al. (2014) used anxiety-
specific outcome scales. All measures other than the ASBI (Hogan et al., 1992) and
GAS-ID (Mindham & Espie, 2003) were reported to have good validity and reliability.
The reliability and validity of the ASBI (Hogan et al., 1992) and GAS-ID (Mindham &
Espie, 2003) was not mentioned, lowering the WoE A score for the studies of
Evangelou and Sylva (2007) and Gobrial and Raghavan (2018).

The DBC (Einfeld & Tonge, 1995) , CBC (Achenbach, 1992b, 1992a) and
SCAS(P) (Spence, 1998; Spence et al., 2001), BITSEA (Briggs-Gowan & Carter, 2002),
GAS-ID (Mindham & Espie, 2003) and ADIS (Silverman & Albano, 1996) were
completed by parents. This may reduce validity of findings as parental perceptions
of change may differ from real change (Cartwright-Hatton et al., 2005). Indeed,
Sperling et al. (2021) found that higher levels of parental distress at the end of a
parental intervention was associated with higher levels of parent-reported child
anxiety. Sperling et al. (2021) suggest this may be due to parental struggles in
managing their own and child’s emotions or due to parental distress that their child
may still be experiencing anxiety. Nevertheless, it is suggested that parent
perceived reductions of internalising behaviours are beneficial in themselves; they
are associated with more appropriate parenting and thus familial mental health
benefits (Cartwright-Hatton et al., 2005). In the studies by Cartwright-Hatton et al.
(2018) and McConachie et al. (2014), children over 5 years old completed the SCAS
(Spence, 1998), increasing validity of results.

Several studies (Gobrial & Raghavan, 2018; Jewell et al., 2023; McConachie
et al., 2014; Palmer et al., 2023; Pillay et al., 2011) also included qualitative
outcome measures, supporting the understanding of usefulness, impact, and
acceptability of the interventions, offering useful implications for practice and
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research (Petticrew & Roberts, 2008). This enhanced their WoE A score. The
gualitative measures included a focus group (Gobrial & Raghavan, 2018), interviews
(Jewell et al., 2023; McConachie et al., 2014) and questionnaires (Palmer et al.,

2023; Pillay et al., 2011).

2.10.4.2.5 Results

Seven of nine studies reported a reduction in scores of internalising
behaviours from pre- to post-intervention (Cartwright-Hatton et al., 2005, 2018;
Davis & Spurr, 1998; Gobrial & Raghavan, 2018; Jewell et al., 2023; McConachie et
al., 2014; Palmer et al., 2023; Pillay et al., 2011), suggesting a decrease in
internalising behaviours following intervention.

The reduction in CBC (Achenbach, 1992b, 1992a) scores in the intervention
group was found to be significant (p <.001) in the studies by Cartwright-Hatton et
al. (2005) and Davis and Spurr (1998). Cartwright-Hatton et al. (2005) also report
the number of children that scored over the clinical cut-off for internalising
behaviours as per the CBC (Achenbach, 1992b, 1992a) reduced substantially from
pre- (n=17) to post-intervention (n=2), suggesting a reduction in internalising
behaviours associated with the parental intervention. Cartwright-Hatton et al.
(2005) reported no significant change in reduction of internalising behaviours at the
6-month follow up, suggesting stability of this reduction over time.

Gobrial and Raghavan (2018) found a significant reduction in child anxiety
scores pre-post intervention as measured by the GAS-ID (Mindham & Espie, 2003).
Similarly, Jewell et al. (2023) found that parent and child-rated anxiety reduced
from session one to three of the parenting intervention. Jewell et al. (2023) report
moderate to large effect sizes in terms of parent-reported child anxiety outcomes
and a small effect size for child-reported anxiety and behavioural outcomes as
measured using CAPES (Morawska et al., 2020). A reduction in child “emotional
problems” (Morawska et al., 2020) showed a moderate-large effect size. Parental
confidence and efficacy were also reported to increase (Morawska et al., 2020). In
Pillay et al. (2011)’s study, the reduction in anxiety scores as measured by the DBC
(Einfeld & Tonge, 1995) were reported to almost meet significance.

Cartwright-Hatton et al. (2018) indicate that their study did not have
sufficient power to detect statistically significant differences thus this is not
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reported. However, they do state that children from the parent intervention group
showed a greater reduction in anxiety and fear measures versus the control group,
immediately after and 12 months post-intervention, suggesting a decrease in
internalising behaviours (Cartwright-Hatton et al., 2018).

McConachie et al. (2014) found that parents in the intervention group were
significantly more likely to report a reduction in child anxiety scores versus those in
the control group (p=.045). Anxiety severity was found to reduce in 76% of children
in the intervention group following intervention versus 33% of those in the control
(McConachie et al., 2014). The rate of change in child-reported SCAS (Spence, 1998)
scores from baseline to 9 month follow-up showed a rate of change of -1.4 for the
intervention and -1.16 for the control group — these were not significantly different
(McConachie et al., 2014).

Evangelou and Sylva (2007) report no significant differences between the
intervention and control group regarding their ASBI (Hogan et al., 1992) scores,
suggesting the parent intervention did not reduce internalising behaviours.
Likewise, Palmer et al. (2023) found no significant changes in BITSEA (Briggs-Gowan
& Carter, 2002) scores pre to post intervention. However, they report that 40%
(pre-intervention), 46.7% (immediately post-intervention) and 63.3% (8 week follow
up) of parents stated that they felt “not at all worried” about their child.

2.10.5 Discussion
2.10.5.1 Findings
2.10.5.1.1 All Interventions

This SLR aimed to answer the research question: “Are parenting
interventions effective in reducing child internalising behaviours?”. As previously
found (e.g., Burke et al., 2021), there was limited research on the effectiveness of
parenting interventions in reducing child internalising behaviours; just nine articles
were synthesised in this review. Just two of which explored the effectiveness of
interventions for parents with anxiety in reducing IGT of anxiety (Cartwright-Hatton

et al., 2018; Palmer et al., 2023).
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These studies may not have been incorporated into the “empty” SLR completed by
Chapman et al. (2022) as Cartwright-Hatton et al. (2018) used a feasibility RCT and
Palmer et al. (2023)’s research was published a year later.

In line with previous findings (Brendel & Maynard, 2013; Petrenko, 2013),
seven of the nine studies synthesised found parental interventions to be effective in
reducing child internalising behaviours (Cartwright-Hatton et al., 2005, 2018; Davis
& Spurr, 1998; Gobrial & Raghavan, 2018; Jewell et al., 2023; McConachie et al.,
2014; Palmer et al., 2023; Pillay et al., 2011). Four studies found this reduction to be
significant, one found results approached significance and two did not report
significance, suggesting emerging support for the use of parenting interventions for
reducing child internalising behaviours. Strengthening reliability, such results were
found for children across ages 2-18 years. Moreover, the reduction in internalising
behaviours was shown to be maintained over time (Cartwright-Hatton et al., 2005,
2018).

Contrastingly, Evangelou and Sylva (2007) did not find significant differences
between the intervention and control group in regard to measures of social
behaviours. The outcome measure used by Evangelou and Sylva (2007) explored
social-withdrawal only. This differs from Cartwright-Hatton et al. (2018) and Pillay et
al. (2011) who measured anxiety symptoms only, suggesting parenting
interventions may be effective in reducing specific internalising behaviours only (i.e.
anxiety but not social withdrawal). That said, Cartwright-Hatton et al. (2005) found
a significant reduction in internalising behaviours using a measure that explored
anxiety, somatic symptoms, social withdrawal and depression, indicating that
parenting interventions may be effective in reducing a range of internalising
behaviours.

Considering this, the differing findings presented by Evangelou and Sylva
(2007) may instead be explained by the absence of teaching of relational strategies
within the PEEP intervention (Evangelou & Sylva, 2007). Notably, five of the seven
interventions associated with a reduction in child internalising behaviours stated
that they included supporting parents to use relational approaches with their
children. As previously mentioned, reduced warmth is suggested to be an

anxiogenic parenting behaviour associated with the development of child anxiety
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(Murray et al., 2009), thus it is intuitive that relational approaches that enhance

affection and support may result in a reduction of child internalising behaviours.

2.10.5.1.2 Interventions for Parents with Anxiety

Two studies explored the effectiveness of a parenting intervention for
parents with anxiety in reducing their children’s anxiety (Cartwright-Hatton et al.,
2018; Palmer et al., 2023). Cartwright-Hatton et al. (2018) found that children from
the parental intervention group showed more of a reduction in anxiety versus the
control group, immediately after and 12 months following the intervention.
Contrastingly, Palmer et al., (2023) found no significant changes in emotional and
behavioural concerns pre- to post-intervention.

Interestingly, both studies implemented the Parenting Workshop
intervention devised by Cartwright-Hatton et al. (2018). However, several
differences between the studies are noted. Palmer et al., (2023) adapted the
intervention for online delivery across two, two hour sessions whilst Cartwright-
Hatton et al. (2018) delivered the intervention as designed, in-person as a one-day
workshop. Moreover, Palmer et al., (2023) had adapted the intervention for
younger children (Cartwright-Hatton et al., 2018).

Comparing designs, Cartwright-Hatton et al. (2018) used a feasibility RCT
whilst Palmer et al. (2023) used a pre-experimental design, suggesting enhanced
validity of the results presented by Cartwright-Hatton et al. (2018) as per the
hierarchy of evidence (Petticrew & Roberts, 2008).

Palmer et al. (2023)’s lack of significant change in child emotional and
behavioural concern scores could be explained by a short-follow up period. Palmer
et al. (2023) highlight the primary outcome measure of their study was parental
mental health outcomes. They found that parental anxiety reduced significantly
from pre- to post-intervention (Palmer et al., 2023). Palmer et al. (2023) also found
that anxiogenic parenting behaviours reduced. They indicate an expectation that, in
line with theories of IGT of anxiety (e.g., Emerson et al., 2019), over time, this
decrease in parental anxiety and anxiogenic parenting will reduce the risk of IGT of
anxiety but that they did not expect to see this change so soon after the

intervention.
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2.10.5.2 Limitations

Due to the limited research on this topic, a small number of studies were
reviewed, reducing reliability of findings. Moreover, as this study used only
published journal articles, there is a risk of reporting bias, threatening the validity of
this review (Petticrew & Roberts, 2008).

Of the studies reviewed which outlined the sociodemographic
characteristics of parents, three (Cartwright-Hatton et al., 2018; Jewell et al., 2023;
Palmer et al., 2023) reported the majority ethnicity as White British or Irish (85-
94.7%). This may weaken the generalisability of findings, with research suggesting
that it is unclear whether parental interventions to support child mental health are
similarly effective with families from minority backgrounds (Mendez et al., 2013).
As EPs work with families of various ethnicities, these findings should therefore be
applied with caution. Future research may investigate whether parenting
interventions are effective in reducing internalising behaviours in children from
majority and minority ethnic backgrounds, and if not, what adjustments must be
made to ensure equal opportunities for families of all ethnic backgrounds.

As the objective of this review was to explore the effectiveness of parenting
interventions on child internalising behaviours, only quantitative synthesis was
conducted (Petticrew & Roberts, 2008); qualitative synthesis was deemed beyond
the scope of this review. However, this may mean that useful information regarding
parenting interventions for children with internalising behaviours was missed. The
gualitative findings outlined by the included studies shed light on the impact and
acceptability of the interventions (Petticrew & Roberts, 2008). Benefits associated
with the interventions such as, improved connection with other parents and
positive change regarding their child’s anxiety were highlighted by parents (Gobrial
& Raghavan, 2018; Jewell et al., 2023; Palmer et al., 2023; Pillay et al., 2011).
Parents indicated barriers such as, difficulties of online versus face-to-face delivery
of interventions (Jewell et al., 2023; Palmer et al., 2023).

2.10.6 Summary of the Systematic Literature Review and Implications for

Educational Psychologists

This SLR aimed to answer the research question: “Are parenting
interventions effective in reducing child internalising behaviours?”. Nine studies
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were included in the final synthesis. Of the nine studies, seven found parental
interventions effective in reducing child internalising behaviours (Cartwright-Hatton
et al., 2005, 2018; Davis & Spurr, 1998; Gobrial & Raghavan, 2018; Jewell et al.,
2023; McConachie et al., 2014; Palmer et al., 2023; Pillay et al., 2011). This indicates
that EPs may deliver such interventions to reduce child internalising behaviours, as
part of their evidence-based practice.

It was interpreted that the incorporation of relational approaches and
access to peer support may be important for intervention effectiveness. This
suggests that EPs should consider offering opportunities for parental peer support
and supporting parents in using relational strategies to support children in reducing
internalising behaviours.

Just two studies explored the influence of parental interventions for parents
with anxiety in reducing IGT of anxiety. Despite use of the same intervention,
Cartwright-Hatton et al. (2018) found the intervention to be effective in reducing
child anxiety whilst Palmer et al. (2023) did not. This contrast may be explained by
Palmer et al., (2023)’s measuring child anxiety levels shortly after the intervention,
possibly leaving limited time for children to respond to the parents’ reported
reduced anxiogenic parenting behaviours. This finding indicates the importance of
using a follow-up measure to measure the effectiveness of parenting interventions
for parents with anxiety in reducing IGT of anxiety. Together, these findings offer
emerging support for EP delivery of parental interventions for parents with anxiety
to reduce parental perceptions of child anxiety.

2.11 Current Study
2.11.1 Summary and Rationale

Anxiety is presented as one of the most common internalising behaviours in
children (Pahl et al., 2012). Following a rise in the prevalence of childhood anxiety
(Zurich, 2022), the UK Government is calling for EPs to support child mental health
through systemic working (Public Health England, 2021). It is suggested that
delivery of parenting interventions that prevent the development of and reduce
childhood anxiety are critical, especially in the face of increasing waiting times for

direct child interventions (Jewell et al., 2023).
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Emerging yet scarce research indicates that parenting interventions may be
effective in reducing child internalising behaviours (e.g.,Jewell et al., 2023). Two
studies in the UK, known to the researcher, have investigated the effectiveness of
parenting interventions for parents with anxiety in reducing the IGT of anxiety
(Cartwright-Hatton et al., 2018; Palmer et al., 2023). In line with the literature (e.g.,
Alloy, 2001), these studies suggest that the Parenting Workshop intervention may
reduce child anxiety, possibly through a reduction in parenting anxiety and
anxiogenic parenting behaviours (Cartwright-Hatton et al., 2018; Palmer et al.,
2023).

However, further research is needed. There is no current research, to the
researcher’s knowledge, exploring the impact of a parenting intervention, based on
the Parenting Workshop, for parents with anxiety, on child anxiety when delivered
by a TEP, in schools. Nor is there a mixed-methods study that not only explores the
effectiveness of an in-person parental intervention for parents with anxiety, in
reducing parental perceptions of child anxiety, but also that explores parent’s views
of the intervention. Parental views of the intervention may be compared to the
guantitative findings to offer a fuller understanding of the effectiveness of the
intervention. Parental views will be important for understanding whether the
intervention met the needs of the parents and if not, why not. Their views may
offer valuable insight as to how the intervention may be improved by EPs, to
enhance the likelihood of reducing parental perceptions of child anxiety.

With EPs being called upon to support the mental health of children (Public
Health England, 2021), this research is crucial for EPs to implement evidence-based

parenting interventions to prevent IGT of anxiety.

2.11.2 Research Question

The current research aims to answer the overarching question: “Is an
adapted version of the parenting intervention Parenting with Anxiety: Helping
Anxious Parents Raise Confident Children (PWA) (Cartwright-Hatton, 2021),
delivered by a Trainee Educational Psychologist (TEP), effective in reducing
parental perceptions of children’s anxiety?”. Subsidiary to this, this research will

explore “How do parents perceive the intervention?”.

59



Chapter 3: Methodology
3.1 Aim and Structure

This chapter outlines and evaluates the methodology used within the
current study. It first considers the philosophical paradigms that underpin research
and outlines the paradigm that guided this study. It will explore several research
designs and methodologies relevant to the research. The chosen research design
and methodology for the current study will then be described including, participant
characteristics, measures used and the procedure. Ethical considerations, along

with possible threats to validity and reliability of the study will be considered.

3.2 Philosophical Paradigms
‘The ‘ologies: the big scary theory’ - Braun and Clarke (2022, p.166)

Research may be defined as a systematic investigation consisting of data
collection and interpretation (Mertens, 2005). It may predict, describe or control
phenomenon, depending on the researcher’s adopted paradigm (Mertens, 2005).
Several paradigms have emerged over time, each pertaining to their own ontology,
epistemology and methodology (Mertens, 2005). Understanding the philosophical
underpinnings of the various paradigms has been presented as part of EP’s
professional duty, allowing them to align with a worldview and evaluate its impact
on their research (Burnham, 2013; Moore, 2005). The following sections will outline
and consider three key paradigms (Mertens, 2005) - positivism, postmodernism,

and mixed-methods.

3.2.1 Terminology
‘Research has its own language’ - Creswell and Creswell (2023, p.3)

Paradigms may be defined as a set of philosophical assumptions regarding
the nature of reality, termed ontology (Gelo et al., 2008). The nature of knowledge
about said reality may be defined as epistemology (Gelo et al., 2008), which directs
action and thinking (Mertens, 2005). These assumptions influence methodology,
guiding how the researcher obtains said knowledge (Mertens, 2005). Researchers
may use a deductive or inductive reasoning approach as outlined in Figure 3.1
(Cohen et al., 2017) , guiding the research methods used to answer the research

qguestion — the research design (Gelo et al., 2008).
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Figure 3.1

Comparison of Deductive versus Inductive Reasoning

Deductive Reasoning Inductive Reasoning

A priori theory

Data
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Hypothesis
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verification

Conclusion
v \
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Note. Flow chart demonstrating deductive versus inductive reasoning approaches.
Figure created by the author, showing the author’s interpretation of deductive compared to inductive

reasoning content taken from Cohen et al. (2018)

3.2.2 Positivism

3.2.2.1 Positivist Ontology and Epistemology

Positivists believe that one, external reality exists and can be explored to
find a truth (Cohen et al., 2017) . In positivist thinking, objective knowledge is
possible to obtain via direct experience (Robson & McCartan, 2015). The researcher
is deemed an observer of social reality, independent of the researched (Mertens,
2005).
3.2.2.2 Positivist Methodology

Positivists follow a deductive reasoning approach (Cohen et al., 2017).
Positivist research uses nomothetic methodology, aiming to identify causal,
generalisable laws through testing theoretical predictions against observations
(Gelo et al., 2008). Positivists use fixed research designs, such as, Randomised
Control Trials (RCTs), in which the experimenter manipulates independent variables,
measuring their impact on dependent variables (Gelo et al., 2008). Positivism is

associated with the use of quantitative variables in which phenomena are
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converted to numbers (Gelo et al., 2008). Validity of findings, ensuring the correct
truth of reality has been identified, is key within the positivist approach (Gelo et al.,

2008).

3.2.2.3 Criticisms of Positivism

Positivism has been described as reductionist, ignoring human ability to
express inner experiences, reducing them to measurable items (Cohen et al., 2017)
. It is suggested that for subject-subject versus subject-object research, human
observer’s perspectives and characteristics impact upon the observation of the
human subject, making the observation a subjective construction versus an

objective reality (Cohen et al., 2017; Robson & McCartan, 2015).

3.2.2.4 A Note on Post-Positivism

The post-positivism paradigm emerged following positivism. This position
may be considered a reconstructed version of positivism (Braun & Clarke, 2022).
Post-positivism challenges the notion of an absolute truth (Phillips & Burbles, 2000)
and accepts that when studying human behaviours, no claims of knowledge can be
made with certainty (Creswell & Creswell, 2023). Still, much like positivists, post-
positivists still seek an objective truth and reduce phenomenon to discrete
categories or variables (Creswell & Creswell, 2023).
3.2.3 Postmodernism
3.2.3.1 Postmodernist Ontology and Epistemology

Postmodernism aligns to a relativist ontology, suggesting that there are
multiple realities created through subjective, individual experience (Robson &
McCartan, 2015). Reality is seen as socially constructed (Robson & McCartan, 2015).
Subjectivity of the researcher is presented as an important element of research
(Robson & McCartan, 2015). Sitting within postmodernism, social constructionism
explores how societal groups construct knowledge together, looking to challenge
dominant discourse in practice (Moore, 2005). Critical and emancipatory theories
highlight the role of demographics in shaping multiple realities; they examine the
impact of the researcher’s social position and values on the researched, aiming to
empower and benefit oppressed groups (Mertens, 2005). Such theories may be

considered as forming their own, transformative paradigm (Mertens, 2005).
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3.2.3.2 Postmodernist Methodology

Postmodernists use an inductive reasoning approach (Gelo et al., 2008).
Flexible research designs are often used, adapting throughout the research process
(Robson & McCartan, 2015). Postmodernists typically obtain qualitative, non-
numerical, and idiographic data, aiming to capture detailed descriptions of

participants’ experiences versus causal explanations (Gelo et al., 2008).

3.2.3.3 Criticisms of Postmodernism

Generalisability (transferability) of findings is considered limited due to the
typical use of small samples, reducing applicability of findings (Cohen et al., 2017) .
The internal validity (credibility) of the data is suggested to be vulnerable to

researcher biases (Fox, 2011).
3.2.4 Mixed-Methods

3.2.4.1 Mixed-Methods Ontology and Epistemology

The mixed-methods paradigm subscribes to a pragmatic ontology (Gelo et
al., 2008). Pragmatists suggest that truth is whatever establishes that findings
‘work’ with regards to the research question, avoiding the historic deliberation over
philosophy (Robson & McCartan, 2015). They suggest it is possible to employ the
methods of one paradigm whilst aligning to the philosophical assumptions of
another (Gelo et al., 2008). They suggest researchers should research what is of
value and interest, in the way that is most appropriate and has positive systemic
implications (Tashakkori & Teddlie, 1998). Researchers do not have to position
themselves in relation to the researched (Tashakkori & Teddlie, 1998).

Perhaps contradictorily, a variation of this paradigm has emerged — critical
realism. Critical realism is argued to be a paradigm within a paradigm that states
philosophical assumptions (Robson & McCartan, 2015). Critical realists combine
realist and relativist ontologies, suggesting there is an external reality to be agreed
upon but that we must recognise the psychological and social mechanisms that
guide our knowledge and understanding of this (Houston, 2001). Critical realists

emphasise the importance of social justice (Robson & McCartan, 2015).
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3.2.4.2 Mixed-Methods Methodology

Mixed methodologists use inductive-deductive reasoning (Gelo et al., 2008)
and both quantitative and qualitative data (McCrudden & Marchand, 2020). Mixed-
method researchers aim for valid inferences from legitimate research and it is
suggested that in using both quantitative and qualitative methods, they are able to
overcome the validity issues associated with each (Gelo et al., 2008).
3.2.4.3 Criticisms of Mixed-Methods

It is suggested by some that quantitative and qualitative approaches are
incompatible, studying different phenomena (Cohen et al., 2017) thus destroying
the philosophical grounding of both (Gelo et al., 2008). However, it is suggested that
such differences are exaggerated, with both approaches sitting on a continuum with
several commonalities (Robson & McCartan, 2015). Another criticism of this
approach is its complexity, requiring additional time and a range of researcher
skills (Cohen et al., 2017) . Still, it is presented that the richer understanding of the
research phenomena offered outweighs such costs (McCrudden & Marchand,
2020). Mixed-methods research fits in the real world of the EP, with researchers
who are eager to answer important problems without spending time debating
philosophy (Robson & McCartan, 2015).
3.3 Chosen Paradigm of the Current Study: Mixed Methods

The current research study aligns to the mixed-methods paradigm, following
a pragmatic ontology. In addition to the strengths outlined above, this paradigm
and ontology was chosen for the current study as it:

e Explores how theory may be translated into effective practice (Robson &
McCartan, 2015). This corresponds with the position of EPs as scientist
practitioners (British Psychological Society, 2002; Fallon et al., 2010).

e Allows for flexibility to study what is of interest and value (Mertens, 2005).
The research may be conducted in ways that ‘make sense’, and results may
be used to generate positive outcomes relating to our value system
(Mertens, 2005). In this respect, mixed-methods research, following a

pragmatic ontology may become transformative.
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A risk of conducting a study which follows a pragmatic ontology is that
without clarity regarding research purpose, it may become incoherent and lead to
guestionable validity (Robson & McCartan, 2015). Clear research questions and

methodologies will therefore be outlined in the following sections.

3.4 Research Designs
‘If you don’t give serious attention to the design of a research project, you are likely
to end up with a mess’ - Robson and McCartan (2015, p.3)

The research design may be understood as the research methods used to
answer the research question (Gelo et al., 2008). Research designs may be
organised under three research approaches: quantitative, qualitative, and mixed-
methods. Such approaches may not be conceptualised as distinct categories but
instead placed among a continuum as depicted in Figure 3.2 (Creswell & Creswell,
2023).

Figure 3.2

The Continuum of Research Approaches and their Common Characteristics

Emphasis on the

situation’s
complexity
Inductive

Understanding and
exploring the meanings

Emphasis on
replicability
Deductive
Exploring the relationship
between variables or

given to human and social
concepts

)’ comparing groups to test an
objective theory

Flexible design Fixed design

Quantitative

3.4.1 Evaluation Research
“Their hope and intention is that the research and its findings will be used in some
way to make a difference to the lives and situations of those involved in the study
and/ or others.” - Robson and McCartan (2015, p. 187)

The current study primarily aims to explore the effectiveness of an
intervention. In addition, it will explore participants’ perceptions of the
intervention. This study may be conceptualised as evaluation research (Robson &
McCartan, 2015). Evaluation research is not a distinct research approach but
indicates the purpose of the study —to examine the effectiveness of a practice,
service, policy or intervention (Robson & McCartan, 2015). Evaluation research may

seek to understand the way in which an intervention may be improved, how it
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operates, whether it meets the needs of the people experiencing it and what makes
it effective, or not (Robson & McCartan, 2015). It may be formative, concentrating
on developing the focus of the evaluation (e.g., intervention), or summative,
exploring the effectiveness of the focus of the evaluation (Robson & McCartan,
2015). It may concentrate on the process or outcome of the evaluation focus
(Robson & McCartan, 2015).

There is thought to be a rising expectation for real-world researchers to
conduct evaluation research (Robson & McCartan, 2015). Still, within educational
research, it is presented that evaluation and politics are often intertwined and
perhaps in conflict (Mertens, 2019). Lindsay (2007) suggests government bodies
may favour the use of fixed designs which focus on intervention outcomes, over the
use of flexible designs which may best evaluate intervention process.

The following sections will outline and evaluate research designs which may
be used across quantitative, qualitative, and mixed methods approaches, before

outlining the research design chosen for the current study.

3.4.2 Quantitative Designs

As will be illustrated, definitions of the different research approaches may
differ throughout the literature. Typically, quantitative research uses fixed designs;
they deductively examine objective theories through comparing groups or variable
relationships (Creswell & Creswell, 2023; Robson & McCartan, 2015).

Creswell and Creswell (2023) identify two popular quantitative research
designs- survey and experimental designs. In an experimental design, one or more
independent variables are systemically manipulated and this influence of this
manipulation on the outcomes is measured (Creswell & Creswell, 2023). Essentially,
in an experimental design, all other variables are held constant to isolate the effect
of the variable that has been manipulated (Creswell & Creswell, 2023). Given that
this study will explore the influence of introducing an intervention on anxiety
outcomes, experimental designs will be explored in further detail. Table 3.1 outlines
key characteristics of pre-experimental, quasi-experimental and true-experimental

designs (Creswell & Creswell, 2023; Robson & McCartan, 2015).
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Table 3.1

Experimental Designs

Experimental Design

Summary

Example Designs

Strengths

Weaknesses

True experimental

Quasi-experimental

Pre-experimental

Control and experimental groups are

used. The experimental group receives

treatment or an intervention whilst

the control does not. Participants are

randomly assigned to conditions.

Control and experimental groups are
used. There is partial or no random
assignment of participants to
conditions.

A single group is studied, and an
intervention is implemented during
the experiment. No control group is

used.

RCTs

Pre-test and Post-
test Control-Group

Design

One-Group Pre-test

Post-test

RCTs are presented as the ‘gold
standard’ of research into intervention
effectiveness (Fox, 2011). The use of a
control group enhances the
researcher’s ability to make claims of
causation.

Quasi-experimental designs are
viewed as the next best choice

following true experiments

Treatment is not withheld from

participants, reducing risk of harm.

It may be deemed unethical to
withhold treatment from the
control group. It can be
impractical to randomly assign
participants in real world
research.

Selection bias may occur

Without a control group, the
researcher is less able to make

claims of causation
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3.4.3 Qualitative Designs

Typically using inductive reasoning and flexible designs, qualitative research
may be defined as an approach for understanding and exploring the meaning, given
by groups or individuals, to human and social issues (Creswell & Creswell, 2023).
Numerous types of qualitative research designs are used within psychological and
educational research (Mertens, 2005). Indeed Tesch (1990) identifies 26 types.
Narrowing this down, Mertens (2005) highlights seven key qualitative strategies:

1. Case study

Grounded theory

Ethnographic research

2

3

4. Clinical research
5. Participatory research

6. Phenomenological research

7. Focus groups

Focus groups are interviews which rely on the interaction between group
members (Krueger & Casey, 2000). A moderator introduces topics, and a small
group discusses them under moderator guidance (Morgan, 1997b). Mertens (2005)
include focus groups as one of the seven qualitative design types as it is considered
an increasingly important strategy using within evaluation research. Focus groups
are suggested to be useful when the researcher is interested in learning from
individuals’ perspectives (Mertens, 2005). They are particularly useful when
exploring topics that are scantily understood, offering the individuals the
opportunity to raise what is of importance to them (Morgan, 1997b).

Alternatively, individual interviews may be used as data collection method
within qualitative and evaluative research; the researcher asks participants
guestions and, hopefully, gains answers (Robson & McCartan, 2015). Interviews
range from unstructured to structured depending on the depth of questions
(Robson & McCartan, 2015). In comparison to individual interviews, focus groups
reduce the pressure or discomfort that certain individuals may feel when being
interviewed alone and may encourage individuals to open up about sensitive topics

(Kitzinger, 1995; Morgan, 1997b).
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3.4.4 Mixed Methods

Not dissimilar to the research designs discussed so far, a range of
terminologies, typologies, procedures and processes are described within the
mixed-methods literature (Teddlie & Tashakkori, 2010). Greene (2008) suggests that
mixed-methods designs are distinguishable by: the priority given to one
methodology over another, the degree to which methodologies are implemented
interactively or independently and whether methodologies are implemented
sequentially or concurrently. Designs also differ in terms of how data types are
integrated (Creswell & Creswell, 2023). Table 3.2 summarises three key mixed-

methods designs (Creswell & Creswell, 2023; Niederberger et al., 2018).
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Table 3.2
Core Mixed Methods Designs

Design Purpose Integration Priority Implementation Notation
Convergent Enhance Merged Equal Data is collected in parallel QUAN + QUAL
Embedded One method is given One set of data is embedded within the other. QUAN (qual) or QUAL (quan)
priority The embedded data may be collected before,
during or following collection of the main data.

Explanatory Explain Connected One method Quantitate data is first collected. Qualitative data QUAN - qual
Sequential Design (quantitative) is given is next collected to build upon and explain

priority quantitative results.
Exploratory Build upon  Connected One method Qualitative data is first collected followed by QUAL - quan

Sequential Design

(qualitative) is given

priority

guantitative. This design may be used to support

the development of quantitative measures.
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It is suggested that mixed-methods designs are compatible with evaluation
research particularly in complex real world research (Teddlie & Tashakkori, 2010).
They can provide qualitative data to explain and “back up the numbers” (Creswell &
Creswell, 2023). Robson and McCartan (2015) suggest the strongest evaluation
studies incorporate both an experimental strategy as well as a method of exploring

whether the intervention met participants’ needs.

3.5 Chosen Research Design of the Current Study: Mixed Methods

This research study used a convergent, embedded mixed-methods design to
answer the research questions outlined in section 2.10.2. An embedded mixed-
methods design was chosen to enhance and develop the findings gathered from the
guantitative data and to expand the data, exploring parental perspectives of the
intervention including how it may be improved. This is in line with the purposes of
evaluation research (Robson & McCartan, 2015). To answer the overarching
research question, quantitative data was gathered using child anxiety measures pre-
and post-intervention. A one group pre-test post-test design was used. A focus
group was conducted following the intervention to answer the embedded
gualitative research question. Figure 3.3 demonstrates the stages of the research.

The following section of this chapter will explore each stage in further detail.
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Figure 3.3
Stages of the Embedded Mixed-Methods Design Used
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3.6 Characteristics of the Current Study

3.6.1 Stakeholders

As per legislation from The British Psychological Society (2018), the interests

of stakeholders, outlined below, will be respected.

3.6.2

The University of Nottingham; the completion of this research is in line with

the requirements of the Doctorate in Applied Educational Psychology
course. It will be supervised by a university tutor who will support the
researcher to adhere to University research guidelines (University of
Nottingham, 2021)

The researcher’s funding LA and EPS; consideration will be given to the

benefit of this research to EP work, and how findings may inform
subsequent practice.

The creator of the PWA intervention (Cartwright-Hatton, 2021) supported

the researcher by sharing their intervention. Cartwright-Hatton (2021) will
be referenced as the original PWA intervention creator. The researcher will
send Cartwright-Hatton (2021) the research proposal and findings.

Participating schools, parents, and children; schools will be involved in the

recruitment of parents, and hosting of the intervention. Parents and their
children are key stakeholders, as the intervention aims to benefit their
mental health. Parents and the host school will be given copies of the
research findings.

EPs and Mental Health Professionals; this research aims to contribute to the

practice of EPs and professionals supporting child and parent mental health,

offering an intervention to reduce IGT of anxiety.

Sample

3.6.2.1 Sample Selection

This study used a purposive homogenous sampling strategy. The researcher

selected participants with similar characteristics specific to the purpose of the

project, allowing the researcher to answer the research question. Inclusion and

exclusion criteria were employed to ensure that the participants partaking in the

study possessed characteristics relevant to the research question. The inclusion and
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exclusion criteria are demonstrated in Table 3.3. Parents self-selected their
participation in the study.
Table 3.3

Study Exclusion and Inclusion Criteria

Inclusion Criteria Exclusion Criteria Justification
Parents and caregivers Adults who are not parents This study is exploring the effectiveness of
(biological, kinship, foster or and caregivers of at least an intervention aimed at reducing

adoptive) of at least one child  one child aged 2-11 years anxiogenic parenting in parents with
aged 2-11 years old anxiety in reducing their children’s
anxiety
Parents who identify Parents who do not
themselves as anxious person identify as an anxious
person
Children aged 2-11 years Children aged below 2 Treatment fidelity - the intervention used
years or over 11 years old has been designed for children aged 2-11

years old

3.6.2.2 Sample Size

Quantitative designs and statistical tests require a minimum sample size
(Robson & McCartan, 2015). For experimental designs and use of parametric
statistical tests, it is suggested that 15 observations per group is required (Mertens,
2005; Minitab, 2023). Considering the embedded qualitative design of the study,
the minimum group size suggested for a focus group ranges across the literature,
from 4 to 14 participants (Then et al., 2014). The group needs to be large enough to
offer diversity of views but small enough to encourage participation of all group
members (Then et al., 2014). This highlights a possible challenge of conducting
mixed-methods research — recruiting a sample small enough for qualitative data
collection and analysis but large enough for quantitate data collection and analysis.
In line with a pragmatic ontology, it is suggested that when conducting research in
the real world, sample size is decided by the situation (Robson & McCartan, 2015).

Sample size is discussed further throughout the remainder of this chapter.
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3.6.2.3 Recruitment
The recruitment process is outlined in Figure 3.4. The recruitment poster can

be found in Appendix E.
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Figure 3.4

Flow Chart Demonstrating Recruitment Process and Retention
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16 parents expressed interest
in participating in the study via
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participating in the study
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the study were asked to indicate a
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to be ran in their setting.

5 parents indicated a preference for a morning session
6 parents indicated a preference for an afternoon session
1 parent indicated a preference for an evening session

Schools that were sent the recruitment poster were

sent the times and location of the intervention

A morning intervention group was run every Tuesday at 09:15 -10:45 for 5

sessions. Schools were asked to send parents this weeks. An afternoon intervention group was run in parallel, every Wednesday at
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8 parents consented to taking part in
the study. All parents signed the
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from the research at from the research at
week 3. week 5
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3.6.2.4 Parents

Eight parents consented to taking part in the study. Three withdrew from
the study. In sum, five parents took part in this research project. Two parents were
aged between 25-34 years old; three parents were aged between 35-44 years old.
All parents identified as women. All participants identified their ethnicity as
‘White’. All parents spoke English fluently. One parent also spoke Latvian and
Russian fluently — this parent shared that she was Latvian. One parent also spoke
Spanish, Italian, French and Romanian — this parent shared that she was Romanian.
For three parents, their highest level of education was a foundation degree,
diploma, or apprenticeship (levels 1-5). One parent held a bachelor’s degree. One
parent attended secondary school as their highest level of education. Two parents
were employed part-time. Two parents were seeking opportunities or unemployed.
One parent was employed full-time but was currently on maternity leave. Three
parents described their relationship status as ‘married’, one was ‘single’ and one
was ‘cohabiting’. Two parents had three children, one parent had one child and one
parent had two children. The final parent had five children including a foster child.
All parents lived in the same area of the county.

Three parents attended the morning session, 09:15 — 10:45 and two parents
attended 15:30 — 17:00. Three of the five parents took part in a follow-up data
collection session which was offered to all five parents in the final intervention
session.
3.6.2.5 Children

Altogether, the parents who participated in the study had 14 children. Of
those 14 children, 9 met the inclusion criteria for the study. Children were aged
between 3 - 11 years old with a mean age of 6.5 years old. 7 children were male and
2 were female. At follow up, measures of anxiety were completed for 5 children

aged between 3-11 years old. 4 were male and 1 was female.
3.7 Quantitative Research Design of the Current Study

3.7.1 Overarching Quantitative Research Question
The quantitative design element of this mixed-methods research aimed to

answer the overarching research question: “Is an adapted version of the parenting
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intervention PWA (Cartwright-Hatton, 2021), delivered by a TEP, effective in

reducing parental perceptions of children’s anxiety?”

3.7.2 Quantitative Research Design

To answer the overarching quantitative research question, a pre-
experimental research design was used. Using a pre-experimental design, the
intervention was not withheld from eligible parents, offering equal opportunities
for all children to receive wellbeing support. Suited to real-world research, pre-
experimental designs can be used with smaller groups of participants (Creswell &
Creswell, 2023) - this matched the research topic as it was unclear how many
participants would take part in the intervention given that it was the first time it
had been delivered in schools by a TEP.

A one-group pre-test post-test design was used. A single group of parents
completed pre-test measures (01), took part in the PWA intervention (Cartwright-
Hatton, 2021) (X) and completed post-test measures immediately after the
intervention (02). This is depicted in the Figure 3.5. Three parents also completed
the post-test measures six months post-intervention.

The independent variable was the intervention and the dependent variable
was child anxiety scores as measured by the Spence Children’s Anxiety Scale-Parent
Report (SCAS-P) (Spence, 1998) or the Spence Pre-school Anxiety Scale-Parent
Report (SCAS) (Spence et al., 2001).

Figure 3.5

One-group Pre-test Post-test Design Used in this Study

Pre-Intervention Measures .
. Post-Intervention Measures
SCAS —P (Spence, 1998) Intervention

or PWA (Cartwright-Hatton, 2021)
SCAS (Spence et al., 2001)

SCAS -P (Spence, 1998)
or
SCAS (Spence et al,, 2001)

3.7.3 Quantitative Measures
As measures of child anxiety, parents completed either the SCAS-P (Spence,

1998) or the SCAS (Spence et al., 2001) questionnaires. As per the manuals for the
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measures, the SCAS-P was completed for children aged 7-13 years old (Spence,
1998) and the SCAS was completed for children aged 3-6 years old (Spence et al.,
2001).

The SCAS-P (Spence, 1998) consists of 38 statements about their child which
parents rate as “never”, “sometimes”, “often” and “always”. For the SCAS (Spence
et al., 2001), parents rate 28 statements about their child as “not true at all”,

n u n u

“seldom true”, “sometimes true”, “quite often true” and “very often true”. An
overall score of anxiety as well as subscale scores relating to specific aspects of child
anxiety are generated from the ratings.

The SCAS-P (Spence, 1998) was used as it shows good internal reliability and
validity and has been designed for use with non-clinical samples of children, such as
those in the current study (Nauta et al., 2004; Orgilés et al., 2019; Spence, 1998).
Unlike measures such as the CBC (Achenbach, 1992b), subscales within the SCAS-P
(Spence, 1998) explore symptoms associated with specific anxiety disorders
outlined in the DSM-IV (Bell, 1994) namely: panic, separation anxiety, social phobia,
physical injury fears, obsessive-compulsive and generalised anxiety. As the PWA
intervention (Cartwright-Hatton, 2021) used in this study incorporated strategies to
reduce symptoms such as, specific fears, the use of this measure allowed for a
detailed evaluation of the impact of the intervention on child anxiety. The SCAS
(Spence et al., 2001) was used as it shows good internal consistency (Edwards et al.,
2010). Like the SCAS-P (Spence, 1998), subscale scores can be generated for
symptoms related to: separation anxiety, social anxiety, physical injury fears,
obsessive-compulsive and generalised anxiety (Spence et al., 2001).

Teacher-report measures of child anxiety were not used as the research was
interested in parent views of their child’s anxiety. Child-report measures were not
used as it can be challenging to gather meaningful data from these (Cartwright-
Hatton et al., 2018). It was also considered unethical to seek child views due to the
selective nature of the intervention. Moreover, this research was interested in
exploring parental perceptions of child anxiety, hence a parental report measure
was used.

Parents also completed a demographics questionnaire - see Appendix F.
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3.7.4 Quantitative Research Procedure
A summary of the procedure is given in Figure 3.6. The research was
conducted across six weeks. Six months post-intervention, three parents completed

follow-up measures of child anxiety.
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3.7.4.1 Session Setting

The research was conducted in a primary school local to participants. The morning
sessions were conducted in the empty school hall. Participants sat around a table and the
intervention was played via the researcher’s laptop. The afternoon sessions were conducted
in a meeting room; the intervention was played through a screen. For session 6, all five
parents attended at 09:15 — 10:45 to participate in the focus group, held in a meeting room.
As only two parents attended the afternoon session, if one was unable to attended, the
other was offered to complete the session with the researcher, virtually, via Microsoft
Teams. This was to reduce possible anxiety that they parent may experience from an in-
person 1:1 session. Sessions 4 and 5 were delivered to one parent virtually. In session 3, one
parent attended the intervention in-person whilst the other attended virtually as they were
unable to attend in person due to work constraints. The follow-up data collection session
was conducted in a local café at the request of the parents.
3.7.4.2 Session Content and Materials

Figure 3.6 demonstrates the content of each session. The modules referenced are
those from the PWA intervention (Cartwright et al., 2021). Further detail including a script

that was approximately followed, by the researcher, can be found in Appendix G.
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Figure 3.6

Research and Intervention Summary
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Session 2

Session 3
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Session 5

Session 6

Icebreaker activities

Module 2: The
Comfort Zone

Homework check-in

Homework check-in

Homework check-in

Creation of ground
rules

Module 3: The
Playful Parent

Module 4: Be Your
Child's Emotion

Coach

Module 6: Mind and

Body

Module 8: Where Are
Your Hotspots?

Completion of the SCAS-P (Spence, 1998) or SCAS
(Spence et al., 2001}

Completion of the SCAS-P (Spence, 1998) or SCAS
(Spence et al., 2001}

Module 5: Get More
Good and Brave
Behaviour

Module 7: Good
Stress, Bad Stress
and Overprotection

Module 9: Boundary-
Setting Clear Limits

Focus group

Module 1: Starter

Interactive Adaptation of

Modules Include:
Icebreaker activities

Creation of ground rules
Homework check-in
Discussion of quiz
answers

Reflections on the
content throughout the
session

Peer and/or researcher
support with generation
of action plan(s)
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In session 1, the information sheet (see Appendix H) was presented again to
participants and consent forms (see Appendix |) were given to parents to sign if they
had not already done so. Parents also completed the demographics questionnaire.
One parent was unable to attend the initial session and therefore completed the
SCAS (Spence et al., 2001) and SCAS-P (Spence, 1998) over the phone with the
researcher.

As the researcher-adapted version of the intervention included
opportunities for group interaction, effective group work was desirable to support
intervention engagement. The icebreaker activity consisted of asking parents to
share their name and who was at home with them. This aimed to highlight the
common identity of group members, as parents, to enhance group harmony and
effective working (Allport, 1954; Dovidio et al., 2017). Parents were also asked to
rate how they were feeling, using scaled photos of sheep (Wan, 2020) or squirrels
(Class Critters, 2020). This drew upon psychodynamic assumptions which suggest
that when the emotions of the group are brought to the conscious, group
functioning is improved (McLeod & Kettner-Polley, 2004). At the end of each
session, parents were offered to take a “token” representing what they needed
such as, “fun” or “connection” (Treisman, 2020) to enhance their wellbeing.

Participants in the morning and afternoon sessions were provided with the
same materials in sessions 1-5 including the PWA intervention handouts (see
Appendix J), an Emotion Coaching ‘cheat sheet’ (see Appendix K) and Emotion
Coaching scripts (see Appendix L). The Emotion Coaching handouts were created by
the researcher to support the participants with embedding the content delivered in

the Be Your Child’s Emotion Coach module.

3.7.4.3 Intervention and Treatment Fidelity

Treatment fidelity relates to whether the independent variable was
implemented as per the treatment procedures outlined by the researcher (Gall et
al., 2003). The PWA intervention was created by Cartwright et al. (2021), covering
content similar to that used in the Parent Workshop (Cartwright-Hatton et al.,
2018; Palmer et al., 2023). Differently to the prior versions of the Parent Workshop,
the PWA intervention (Cartwright et al., 2021) was designed to be completed
online, independently by parents. However, for this research study, parents were
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played the online modules, in-person, in a school setting. This decision was made in
light of Lawrence et al. (2022)’s findings that mothers felt that school support, and
in-person parenting interventions would facilitate their attendance. Additional
interactive elements incorporated into the intervention sessions are shown in
Figure 3.6. If parents were unable to attend a session, they were emailed the
module handouts.
3.7.5 Quality of Quantitative Design

The quality of quantitative research designs may be considered in terms of
internal and external validity. Weak treatment fidelity is one possible threat to
validity. Table 3.4 offers additional examples of how possible threats to external

and internal validity were addressed within the current study.
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Table 3.4

Management of Possible Threats to Validity within this Research

Validity = Possible Threat Explanation Measures Taken to Reduce Threat
History Events that may occur throughout the Events that the participants experienced and shared with the
study, other than the intervention, which researcher will be considered within data analysis.

may influence findings

Internal  |nstrumentation Different results at pre- versus post-test The same standardised measured were used at pre- and post-test.
Validity may relate to changes in the measurement  The qualitive strand of the research design offered parents a second
instrument used way to express the influence of the intervention which could be

compared with the quantitative findings

Hawthorne Effect  The mere participation in an intervention Through use of mixed methods, the qualitative strand of the research
may influence the participants’ behaviour design allows this to be explored further as parents were asked how

the intervention may have influenced their behaviours.

External

Validity Time of The timing of the post-test may influence A follow-up data collection point at 6 months post-intervention was
Measurement and findings incorporated into the design so that results immediately after, and 6
Treatment months post-intervention could be compared
Interaction
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3.7.6 Quantitative Data Analysis
“Nonparametric tests are designed for real data: skewed, lumpy, having a
few warts, outliers, and gaps scattered about”- Smalheiser (2017, p.157)

The demographic data was inputted into Microsoft Excel (Microsoft, 2024);
Microsoft Excel was used to generate descriptive statistics from this data.

The quantitative data from the SCAS (Spence, 1998) and SCAS-P (Spence et
al., 2001) pre-, post- and six-months post-intervention was inputted into Microsoft
Excel. Total scores and subscale scores were derived from the SCAS (Spence, 1998)
and SCAS-P (Spence et al., 2001). As per the SCAS (Spence, 1998) manual, responses
were scored O for “never”, 1 for “sometimes”, 2 for “often” and 3 for “always”. As
per the SCAS-P (Spence et al., 2001) manual, responses were scored 0 for “not true

|II

at all”, 1 for “seldom true”, 2 for “sometimes true”, 3 for “quite often true” and 4
for “very often true”. Missing data values due to participants writing “not sure” or
not responding to an item, were left blank. The data from one child was removed
from the analysis as the parent completed 25% (>75%) of the measure for the child;
as the child was pre-verbal, the parent felt unable to answer most questions on the
SCAS (Spence, 1998). Such decisions were in line with previous research using the
SCAS (Spence, 1998) (e.g., Reardon et al., 2018).

A Wilcoxon Signed-Rank Test was performed in Jeffrey’s Amazing Statistics
Program (JASP) version 0.16 (JASP, 2018) to compare total and subtest SCAS
(Spence, 1998) and SCAS-P (Spence et al., 2001) scores, pre-and post-intervention.
A Wilcoxon Signed-Rank Test compares dependent variable means across two
related groups, when data is non parametric (Goss-Sampson, 2022). Non-
parametric data does not meet parametric assumptions of normal distribution
(Goss-Sampson, 2022). A non-parametric test was used as the sample was classed
as extremely small, N= <16 meaning tests of normality may be inappropriate and
thus normality cannot be assumed (Dwivedi et al., 2017).

A Friedman’s Repeated Measures ANOVA (RMANOVA) was also performed
in JASP. Freidman’s RMANOVAs investigate whether there is a difference in mean
scores across more than two time points using the same participants each time,

when data is non-parametric (Goss-Sampson, 2022). A Freidman’s RMANOVA was
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conducted to compare pre-, post- and six-moths post-intervention total and subtest

cores on the SCAS (Spence, 1998) and SCAS-P (Spence et al., 2001).
3.8 Embedded Qualitative Research Design of the Current Study

3.8.1 Embedded Qualitative Research Question
The embedded qualitative design element of this mixed-methods research
aimed to answer the subsidiary research question: “How do parents perceive the

adapted version of the parenting intervention PWA (Cartwright-Hatton, 2021)?”.

3.8.2 Embedded Qualitative Research Design

A focus group qualitative design was implemented in the sixth intervention
session to explore parental perspectives of the PWA intervention (Cartwright et al.,
2021) and how it may be improved. A focus group was chosen due to its aligned
with evaluation research (Mertens, 2005). It offered the opportunity to learn from
parental perspectives of the intervention which has been scantily investigated as
yet (Morgan, 1997b).
3.8.3 Embedded Qualitative Research Procedure

3.8.3.1 Group Size
“Size matters” - Morgan (1997a, p.70)

A delicate balance should be achieved when deciding focus group size;
enough people are needed to generate discussion but the group should not be so
big that individuals voices are overpowered (Morgan, 1997a). Then et al. (2014)
report research that use focus group sizes of 4-14 people (Then et al., 2014).
Typically six-ten participants is recommended although smaller groups may be used
if deemed most appropriate (Morgan, 1997a). For this research, five parents
attended a singular homogenous focus group. This group size decision was
pragmatic; only five participants took part in the study and thus were suitable to
attend. Moreover, smaller groups are recommended for emotive interview topics,
like child anxiety, allowing the moderator to attend to the needs of the participants
and offer a safe space for expression (Morgan, 1997a; Then et al., 2014).
3.8.3.2 Setting

Considering the negative cognitive triad (Beck, 1976), it was deemed

important that the focus group location was pleasant and felt safe to parents
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(Morgan, 1997a). It was decided that the school meeting room met these
requirements, offering predictability, for instance. Figure 3.7 demonstrates the
seating arrangements used.

Figure 3.7

Focus Group Seating Arrangement

c
©
7

Recording
equipment

Table

—O—

Moderator

3.8.3.3 Moderator Role

The moderator introduces topics for the focus group to discuss and is
typically the researcher, as in this study (Morgan, 1997c). Moderator involvement
consists of managing group dynamics; whether conversation within the group is
relatively free flowing (low moderator involvement) or controlled (high moderator
involvement) (Morgan, 1997c). This research used low moderator involvement as
recommended for exploratory research, allowing the researcher to learn from
participants views (Morgan, 1997c). Topics were loosely presented to the group and
the moderator probed where necessary, following new topics that arose and
skipping pre-covered topics (Morgan, 1997c). Topics introduced to the group for
discussion were informed by existing literature and the researcher’s intervention
experience (Krueger & Casey, 2000). The focus group was recorded using the
researcher’s laptop via the Voice Recorder Application. The moderator also made

brief notes.
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3.8.3.4 Phases
Figure 3.8 demonstrated the phases followed within the focus group and
topics introduced. The focus group took place for a recommended duration of 1.5

hours (Robson & McCartan, 2015).
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Figure 3.8

Flow Chart Showing the Structure and Content of the Focus Group
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3.8.4 Quality of Embedded Qualitative Design
“Qualitative research apologising for lack of statistical generalisability is
problematic” - Braun and Clarke (2022, p.143)

Traditional quantitative ambitions for generalisability, reliability and validity
are mismatched with qualitative research (Creswell & Creswell, 2023). Researchers
may idealise quality aspects such as, empirical and statistical generalisability
(Maxwell & Chmiel, 2014). This ideology can seep into the world of qualitative
research which, as Braun and Clarke (2022) suggest, may be problematic, devaluing
contextualised voices as well as the value of researcher interpretations for
generating meaning. Indeed, some qualitative researchers suggest that
generalisability, in any form, is irrelevant for qualitative research (Braun & Clarke,
2022).

Nevertheless, reference should be made to characteristics of “good”
qualitative research to ensure rigour and trustworthiness of findings so that they
may be used to benefit society (Yardley, 2000). Lincoln and Guba (1985) offer
criteria for measuring qualitative research, namely- credibility, dependability,
confirmability, transferability, reflexivity, and audit trails. Table 3.5 outlines the
ways in which such criteria were addressed within the current study (Braun &

Clarke, 2022; Creswell & Creswell, 2023; Nowell et al., 2017).
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Table 3.5

Trustworthiness Criteria for Qualitative Research (Lincoln & Guba, 1985; Nowell et al., 2017)

Criteria

Explanation

Example of Measures Taken

Credibility

Transferability

Dependability

Confirmability

Audit Trails and

Reflexivity

Ensuring a “fit” between the researcher’s
representation of participant views and the views

themselves (Tobin & Begley, 2004)

A thick description of the research process is given
so that readers can determine whether the findings
may transfer to a different context

The research is clearly reported and logical (Tobin &

Begley, 2004)

The researcher’s interpretations are clearly

generated from the data

The researcher evidences decisions and the

rationale behind them. Reflexivity is central to this.

A summary section was incorporated into the focus group, offering
participants an opportunity to check the researcher’s interpretation of
their views

‘Prolonged engagement’ with the data was conducted through phases
of Reflexive Thematic Analysis such as, familiarisation, as

The research procedure and data analysis has been described within
this chapter including details regarding participant characteristics and
research settings.

The qualitative research design element of this chapter has been
written in accordance with best practice outlined by those such as
Braun and Clarke (2022) and Creswell and Creswell (2023).

The data analysis process is outlined, and reflexive boxes are included
to enhance transparency of the way in which meaning was generated
by the researcher

Systematic coding was implemented following the RTA process,
exploring the meaning of the full data set, reducing the opportunity to
“cherry picking” themes (Braun & Clarke, 2022).

A reflexive journal was kept by the researcher




3.8.5 Qualitative Research Analysis: Reflexive Thematic Analysis

The qualitative data gathered through the focus groups was analysed using
Reflexive Thematic Analysis (RTA). This section will outline what RTA is and how it
was used for data analysis.
3.8.5.1 Key Terms

Several key terms used within RTA are defined in Table 3.6 to support
readability.
Table 3.6
Definitions of Key Terms within RTA (Braun & Clarke, 2022)

Term Definition

Code Analytic output and tool, representing the researcher’s
analytic insight generated through engagement with the
data.

Code label A phase which summarises the data meanings and analytic
ideas depicted by a code

Theme A collection of analytic insights, connected by a shared
pattern of meaning or central organising concept. Themes
are made up of a cluster of codes.

Central organising concept Meaning or idea that brings a theme together

Thematic map Visual representation of possible themes and the
relationships between them

Subtheme A collection of shared concepts within a theme

3.8.5.2 What is Reflexive Thematic Analysis

Thematic Analysis (TA) is a data analysis method which uses coding to
explore patterns of meaning, guided by certain “best practice principles”
underpinned by varying qualitative research values (Braun & Clarke, 2022; Clarke &
Braun, 2017). One version of TA is RTA (Braun & Clarke, 2006). RTA emphasises the
researcher’s active and subjective role in developing codes and themes, along with
researcher reflexivity (Braun & Clarke, 2022). Reflexivity may be defined as the

considered practice of critically interrogating our actions, why and how we do what
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we do and the influence this has on the research (Braun & Clarke, 2022). RTA is
comprised of six phases shown in Table 3.7 (Braun & Clarke, 2022).

Table 3.7

Six Phases of RTA (Braun & Clarke, 2022)

Phase Description
1 Familiarisation
2 Coding
3 Theme generation
4 Theme development and review
5 Theme naming, defining, and refining
6 Write up

Figure 3.9 shows that an approach to RTA may exist along each continuum,
including both semantic and latent analysis.
Figure 3.9
Variations of RTA (Braun & Clarke, 2022)

Experiential —exploring and capturing peoples 4 =
understandings and perspectives \

Critical- exploring the meaning relating to the
topic

Relativist-seeks to interrogate the realities

Realist — seeks to capture truth as is e
expressed within the data

expressed within the data

More inductive — coding and themes are data
driven

More deductive - coding and themes are
shaped by existing theory

Latent — underlying, implicit meaning is
— analysed

Semantic -more explicit, surface level
meaning is analysed

3.8.5.2.1 Alternative TA Versions

Alternative TA versions include Coding Reliability TA (CRTA) (Boyatzis, 1998)
and Codebook TA (CTA) (King, 2012). Distinctively from RTA, within CRTA, themes
are identified (not generated) and a code is not an analytic unit (Braun & Clarke,
2022). In CRTA, a codebook outlining themes and codes offers instructions on how

such themes and codes may be applied to the data (Braun & Clarke, 2022). Non-
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surprisingly, akin with more quantitative paradigms, within CRTA, there is a focus on
using a codebook and coder ‘agreement’ to increase code reliability (Braun &
Clarke, 2022). CTA may be seen as a midpoint between RTA and CRTA; it uses some
prior theory to generate codes and centres around the use of a coding frame or
book (Braun & Clarke, 2022). In comparison to CRTA, the codebook is not used to
measure coding accuracy but instead to map analysis development (Braun & Clarke,

2022).

3.8.5.3 Why TA and Why RTA

TA is recommended for beginners at analysing qualitative data (Braun &
Clarke, 2021). This acknowledges a key criticism of a mixed methods approach being
demanding of both the researcher’s quantitative and qualitative analytical skills
(McCrudden & Marchand, 2020). Pragmatically, RTA was chosen as unlike versions
such as CRTA, it can be performed by a single researcher. It also is compatible with a
range of participant group sizes. Importantly, its flexibility meant that an inductive
and/or deductive approach could be taken to data analysis which may generate
new theory whilst offering evidence for pre-existing theories. This was particularly
useful within this research study given that there is limited research on this area.
Experiential analysis could also be used to explore parental perspectives on the
anxiety intervention, in line with the embedded qualitative research question.
Finally, incorporation of reflexivity corresponded with criteria for generating good

quality data which may be used inform EP practice.

3.8.5.4 Researcher Reflexivity

Subjectivity (who we are and how that influences research) is viewed as
integral to RTA (Braun & Clarke, 2022; Nowell et al., 2017). Still, it is suggested that
that subjectivity should be interrogated (Braun & Clarke, 2022). Reflexivity requires
the researcher to continuously reflect upon their choices, expectations,
assumptions and actions throughout the research, and the impact this may have
(Finlay & Gough, 2003). Part of such reflection includes an awareness of the
researcher’s epistemological standpoint, as mentioned previously (Braun & Clarke,
2022). It also includes an awareness of the researcher’s personal standpoints and

characteristics such as, life experiences (Braun & Clarke, 2022).
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Reflexive journaling is encouraged to support the researcher’s journey of
reflexivity (Braun & Clarke, 2022). Reflexive journaling involves documenting
thoughts for later interrogation, reflection and meaning making (Braun & Clarke,
2022). Reflexivity boxes can be found in Appendix M to demonstrate researcher

reflexivity.

3.8.6 Reflexive Thematic Analysis Process

The following sections will outline the ways in which the six phases of RTA
were used to analyse the focus group data. My practice was informed by the
guidelines outlined by Braun and Clarke (2022), peer and tutor supervision and

good RTA practice examples.

3.8.6.1 Phase One: Familiarisation

Familiarisation involves the researcher immersing themselves in the data
content (Braun & Clarke, 2022). The researcher must then critically engage with the
data, making sense of, and challenging, the data (Braun & Clarke, 2022).

| first transcribed the audio data recorded during the focus group. The audio
data was imported into Microsoft Word which automatically transcribed the audio. |
then listened to the audio to ensure accurate transcription, making edits where
needed. Speakers were identified and colour coded. Names were anonymised. |
then read and re-read the transcription notes. To enable critical engagement with
the data, | made a familiarisation doodle (see Appendix N) and considered the
‘useful questions’ outlined by Braun and Clarke (2022).
3.8.6.2 Phase Two: Coding

“Codes as building blocks for analysis” - Braun and Clarke (2022, p.52)

In RTA, coding is seen as a process; codes and their labels are process
outputs (Braun & Clarke, 2022). Coding is systematic; each data item is closely read
and segments of possible meaning, relevant to the research question, is given a
code label (Braun & Clarke, 2022). Each code label relates to a different meaning
(Braun & Clarke, 2022).

In line with good practice RTA guidelines, one coder was used (Braun &
Clarke, 2022). During a peer supervision session, a second coder supported the

researcher to understand the coding process and offered insights into the data
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(Braun & Clarke, 2022). Codes were applied to phrases and paragraphs. These codes
would sometimes adapt throughout the coding process. | was interested in
understanding parents’ perspectives and experiences, lending itself to an inductive
orientation (Braun & Clarke, 2022). | also used theory as a lens through which to
understand the data when | noticed connections to theory, following a deductive
orientation (Braun & Clarke, 2022). Similarly, both semantic and latent codes were
generated.

For the first round of coding, | typed possible codes into an additional
column of the transcription document in Microsoft Word; | highlighted, and colour
coded the text relevant to the code. | added “comments” to parts of the
transcription that | was not sure whether needed a code so that | could revisit such
sections in round two of coding. | followed this same process for the second round
of coding, working my way through the data in a different order to ensure rigour

(Braun & Clarke, 2022).

3.8.6.3 Phase Three Theme Generation
“In reflexive TA, a theme captures shared meaning, united by a central
organising concept” - Braun and Clarke (2022, p.77)

Phase three journeys into the early stages of analysis; attention moves from
small units of meaning (codes) to larger patterns of meaning (themes) (Braun &
Clarke, 2022). | used Microsoft Excel to group together codes with similar meanings
into possible candidate themes. | discarded codes that were formed from one

individual and that | felt were unimportant to the data set.

3.8.6.4 Phase Four: Theme Development and Review

Phase four consists of refining and extending the initial themes generated in
phase three. This phase highlights the recursive nature of RTA. This phase consisted
of re-reading my initial themes and thematic map. | printed out the codes
generated in phase two. | grouped the codes into their initial candidate themes and
indicated their grouping using post-it notes (see Appendix O). | rearranged the
codes to form new tentative themes and subthemes. These themes were formed
through consideration of the ‘useful review and development questions’ outlined by

Braun and Clarke (2022). | produced a refined thematic map (see Appendix P).
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3.8.6.5 Phase Five: Theme Naming, Defining and Refining

Phase five consists of further theme and analytic refinement (Braun &
Clarke, 2022). Themes were first given concise, catchy and informative names
(Braun & Clarke, 2022). For each theme, | wrote an abstract. This abstract offered a
definition of the theme and subthemes as well as illustrations of what they consist
of - the central organising concept, specific manifestations, and implications relating
to the embedded research question.
3.8.6.6 Phase Six: Write Up

“Writing matters for analysis” - Braun and Clarke (2022, p.118)

Writing is embedded throughout the RTA process from data analysis to the
report, offering opportunities for refinement (Braun & Clarke, 2022). Chapter 5 will
outline the conclusions drawn from the RTA story.

3.9 Ethical Considerations
This research study adhered to legislations of which TEPs abide by including:

e University of Nottingham (UoN) Code of Conduct and Research Ethics
(University of Nottingham, 2021)

e British Psychological Society (BPS) Code of Human Research Ethics
Principles (Oates et al., 2021)

e BPS Code of Ethics and Conduct (British Psychological Society, 2018)

e Health and Care Professions Council Standard of Conduct,
Performance and Ethics (Health and Care Professions Council, 2018)

e Data Protection Act (gov.uk, 2018)

The UoN Ethical Approval Submission Form including an Ethical Risks
Checklist was completed to secure ethical approval which was given in May 2023 by
the UoN Ethics Committee (see Appendix Q).

3.10 Method Summary

This chapter began by exploring key research paradigms and why a mixed-
methods paradigm and pragmatic ontology was chosen for this study. It then
explored and evaluated quantitative, qualitative, and mixed-methods research
designs. The embedded mixed-methods design used for this study was outlined.

The quantitative and qualitative data analysis implemented was described.
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Consideration was given to the quality of the quantitative and qualitative data, as

well as ethics.
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Chapter 4: Results
4.1 Aim and Structure

This chapter will first address the overarching quantitative research
question. It will outline the factors considered for the completion of the inferential
statistical analyses. The results of the statistical analyses will then be reported.
Second, this chapter will address the embedded qualitative research question. It will

outline the themes generated from the Reflexive Thematic Analysis (RTA).

4.2 Overarching Research Question: Planning Quantitative Data Analysis
Cohen et al. (2017) outline three factors which should be considered prior to
choosing the statistical test to be used to analyse quantitative data:
1. The object of the data analysis
2. The scale of the data

3. Whether the data is parametric or non-parametric

4.2.1 Objective of the Data Analysis

The statistical test used to analyse the quantitative data should be “fit for
purpose” (Cohen et al., 2017) therefore, the purpose or object of the analysis
should first be ascertained. The object of this analysis was to answer the
overarching quantitative research question: “Is an adapted version of the
parenting intervention PWA (Cartwright-Hatton, 2021), delivered by a TEP,
effective in reducing parental perceptions of children’s anxiety?”.

The objective of this research question was to examine whether children’s
levels of anxiety, as measured by the SCAS-P (Spence, 1998) and SCAS (Spence et
al., 2001) were lowered post- compared to pre-intervention. Accordingly, an
inferential statistical test to compare differences in scores between the two
conditions, using the same group of participants, was needed. A statistical test was
also required to compare children’s levels of anxiety, as measured by the SCAS-P
(Spence, 1998) and the SCAS (Spence et al., 2001) across three time points — pre-,
post- and six-months post-intervention. The statistical test used in both cases relied

upon the scale of the data and whether it was parametric.
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4.2.2 Scale of the Data

The scale of data, or kind of numbers being dealt with, has implications for
the statistical analyses which may be performed. Cohen et al. (2017) highlight four
scales of data shown in Table 4.1.
Table 4.1
Scales of Data (Cohen et al., 2017)

Scale Variable Type Description

Nominal Categorical Numbers represent discrete categories and may be
thought of as labels, with no quantitative significance.
For instance, a ‘1’ may represent a gender category.

Ordinal Categorical Numbers represent orders. This scale of data typically
results from rating scales. For instance, a ‘1’ may
represent strongly disagree.

Interval Continuous Numbers have equal distances (intervals) between them.
There is no true zero. These scales are rarely used.

Ratio Continuous This scale incorporates the same features of interval data

but includes a true zero.

The data used in the present study was ordinal - derived from the ratings

given by parents using the SCAS-P (Spence, 1998) or the SCAS (Spence et al., 2001).

4.2.3 Non-Parametric versus Parametric Data

Different statistical tests may be used to analyse quantitative data
depending on whether the data is parametric or non-parametric. Table 4.2 offers a
comparison between parametric and non-parametric data.
Table 4.2

Parametric Versus Non-parametric Data (Cohen et al., 2017)

Data Typical Scales Description

Parametric Ratio or interval Assumes data is normally distributed,
following a ‘bell-shaped curve’, peaking at
the mean of the data

Non-parametric Ordinal or nominal Does not assume normal distribution of

data
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A non-parametric statistical test was used to analyse the data in the current
study. This was due to the use of ordinal data generated from the SCAS-P (Spence,
1998) and the SCAS (Spence et al., 2001). Also, as previously outlined, the sample
size was extremely small (Dwivedi et al., 2017) meaning that tests normality could

not be assumed (Dwivedi et al., 2017).

4.2.4 Statistical Tests of Difference

Several tests explore whether differences exist between two or more
groups, examples of which are shown in Table 4.3. The test chosen depends on
whether the data is parametric, the number of groups compared and whether the
groups are related or unrelated (Cohen et al., 2017) . Parametric tests require
continuous data whilst non-parametric tests require ordinal data.
Table 4.3

Parametric Versus Non-Parametric Statistical Tests of Difference (Goss-Sampson,

2022)
Group Type Number of Parametric Test Non-Parametric Equivalent
Groups Test
Independent 2 Independent T-test Mann-Whitney U
Related Paired Samples T-test Wilcoxon’s Signed Rank
Independent >3 ANOVA Kruksall-Wallis
Related Repeated Measures ANOVA  Freidman’s RMANOVA
(RMANOVA)

The data used in this study was ordinal, non-parametric and compared
differences between two related groups. Therefore, a Wilcoxon’s Signed Rank test
was performed. To compare anxiety scores across three timepoints, pre-, post-, and
six-months-post-intervention, a Freidman’s RMANOVA was performed.

4.2.5 Statistical Significance, Statistical Power and Effect Size
“Statistical significance, effect size and statistical power. These are essential

ingredients of statistics.” - Cohen et al. (2017, p.739)
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Once a statistical test of difference has been conducted, it is important to
explore whether possible differences between groups are likely due to chance
(significance), as well as the magnitude of this difference (effect size) (Cohen et al.,
2017) .
4.2.5.1 Statistical Significance and Power

“A Type | error is deemed the worst error to make in statistical analyses” - Goss-
Sampson (2022, p.173)

Statistical significance tests the null hypotheses — there is no relationship
between the independent and dependent variable, any difference in groups is due
to chance (Cohen et al., 2017) . The null hypotheses and alternative hypotheses for
this study are shown in Figure 4.1.

Figure 4.1
The Null Hypotheses and Hypotheses for The Current Study

Null hypothesis 1 (Ho) — There is no difference between child anxiety scores pre- versus post-
intervention.
Hypothesis 1 (H) — There is a difference between child anxiety scores pre- versus post-

intervention. Child anxiety scores are reduced post-intervention.

Caution should be taken when interpreting statistical significance as there is
a risk of either Type | or Type Il errors as outlined in Table 4.4, below.
Table 4.4

Type | versus Type Il Errors (Cohen et al., 2017)

Error Description

Type | The null hypothesis is not accepted when it is true (false positive), leading
the researcher to incorrectly report an effect.

Type Il The null hypothesis is accepted when it is not true (false negative) - there
is relationship between the independent and dependent variable, any
difference in groups is unlikely to be due to chance. This may error may

lead the researcher to incorrectly report no effect.

The likelihood of a Type | error is indicated by the alpha value, representing
the level of significance set (a). Alpha levels are typically set at a = 0.05 (Goss-
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Sampson, 2022) meaning that the chance of the null hypothesis being true is 5%
(Ellis, 2010). A p value, generated through statistical tests, indicates how the data
compares to the set alpha level; if it is below the alpha level, the null hypothesis can
be rejected, if not, the null hypothesis should be accepted (Goss-Sampson, 2022). In
practice, if an alpha level is set to 0.05, for the null hypothesis to be rejected, the p
value must be <0.05.

The higher the alpha level (e.g., a = 0.01) the less likely a Type 1 error (Ellis,
2010). Still, the higher the alpha level, the more likely a Type Il error, indicated by
the beta value (B) (Ellis, 2010). To reduce the chances of a Type Il error, the alpha
level would be set lower (e.g, a = 0.1) (Ellis, 2010). An alpha level of 0.05 is
recommended (Cohen et al., 2017) .

The alpha cut off should be considered a factor that may influence the
power of the statistical test. Statistical power, understood as 1 — 3, should be
thought of as the chance that the test will incorrectly reject the null hypothesis
(Type Il error) (Goss-Sampson, 2022). Sample size may also influence the power of a
test. Cohen et al. (2017) suggest that it is more likely to find statistical significance
with large samples, leading to an increased possibility of a Type | error. A small
sample is more likely to generate Type Il errors (Ellis, 2010).

Models from those such as Cohen (1988) are offered to support researchers
to calculate sample size needed for a given effect size and statistical power. Shieh et
al. (2007) suggest, when performing a Wilcoxon Signed Rank Test, for a power of
0.8, sufficient for reducing the chance of Type Il errors (Cohen, 1988), and an alpha
of 0.05, a minumum sample size of 4 to 8 may be used.

Parametric tests are considered more powerful than non-parametric tests
(Cohen et al., 2017) . Effect size also influences the power of a test, as explored in
the following section. In sum, it is suggested that to improve test power, the
following should be strived towards (Cohen et al., 2017; Ellis, 2010):

e large samples
e Llarge effect sizes
e Lower alpha levels

e Use of parametric tests
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4.2.5.2 Effect Size

An effect size suggests the magnitude of group differences. It is suggested
that the size of an effect is more important to researchers versus the statistical
significance (Cohen et al., 2017) . Therefore, it is suggested that researchers note
both statistical significance and effect size when interpretating findings (Cohen et
al., 2017) . The effect size when conducting a Wilcoxon Signed Rank test is
indicated by the rank-biserial (rs). The interpretations of rank-biserial values are
shown in Table 4.5, below.
Table 4.5
Wilcoxon Signed Rank Effect Sizes

Effect Size  Trivial Small Medium Large
Rank- <0.1 0.1 0.3 0.5
biserial

Small samples may generate moderate or large effect sizes but have no
significant differences (Goss-Sampson, 2022). This may indicate a lack of statistical
power and that with a larger sample, a significant difference may be found (Goss-
Sampson, 2022). Contrastingly, a large sample size may result in statistically
significant results whilst having small effect sizes (Goss-Sampson, 2022).

4.3 Overarching Research Question: Results of Quantitative Data Analysis
4.3.1 Families

To support transparency and accessibility of the quantitative results, Table

4.6 outlines the families, the parents and their children, which contribute to the

data presented.
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Table 4.6

Participant Data Analysed

Parent Child Measure Follow-up Data Gathered
Parent 1 1a SCAS-P No
1b SCAS-P
1c SCAS
Parent 2 2a SCAS-P Yes
Parent 3 3a SCAS-P Yes
3b SCAS-P
3c SCAS
Parent 4 4a SCAS-P No
Parent 5 5a SCAS Yes

4.3.2 Preparing the Raw Data

Raw scores from the SCAS-P (Spence, 1998) and the SCAS (Spence et al.,
2001) were inputted into Microsoft Excel (Microsoft, 2024) and copied into JASP
version 0.16.
4.3.3 Descriptive Statistics

The research question and null hypothesis are shown below.

Research Question: “Is an adapted version of the parenting intervention, PWA
(Cartwright-Hatton, 2021), delivered by a TEP, effective in reducing parental
perceptions of children’s anxiety?”

Null Hypothesis: There is no difference between child anxiety scores pre- versus

post- or six-months-post-intervention.

Descriptive statistics are outlined for the total and subtests of the SCAS-P
(Spence, 1998) and SCAS (Spence et al., 2001). The findings from the Wilcoxon
Signed Rank test are not reported for the SCAS-P data. This was due to a
combination of the extremely small sample, the data being derived from family

groups, and only one parent completing all the intervention sessions, reducing the
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likelihood of developing meaningful statistical inferences and increasing the
likelihood of a Type | or Il errors.

4.3.3.1 Total Child Anxiety

4.3.3.1.1 Total SCAS-P Scores

Descriptive data for the total SCAS-P (Spence, 1998) and SCAS (Spence et al.,
2001) scores at pre- and post-intervention were generated using JASP.

Table 4.7 outlines the descriptive statistics for the SCAS-P (Spence, 1998)
data. In line with guidelines for reporting non-parametric data, the median (Mdn) is
reported as it is less sensitive to skewed data compared to the mean (Goss-
Sampson, 2022). The Median Absolute Deviation (MAD), as opposed to the
Standard Deviation (SD) is given (Goss-Sampson, 2022) as it is less impacted by data
which may not be normally distributed (Goss-Sampson, 2022). A raincloud plot
shown in Figure 4.2 was generated using JASP to visualise the data, in line with
guidelines for reporting non-parametric data (Goss-Sampson, 2022).

Table 4.7

Descriptive Statistics for Total SCAS-P Scores (Spence, 1998) Pre- and Post-

Intervention
Total SCAS-P Scores
Intervention N Minimum Maximum Median MAD
Phase Score Score
Pre 6 15 35 24.5 4.5
Post 6 13 32 20 4.5
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Figure 4.2

Raincloud Plot Demonstrating Pre- and Post-Intervention SCAS-P (Spence, 1998)
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Note. Raincloud plot visualising the SCAS-P (Spence, 1998) pre- and post-intervention data.

The raincloud plot shows the individual data points, distribution plots and boxplots. The

boxplots demonstrate the upper and lower quartiles, median, minimum, and maximum

values.

Table 4.7 demonstrates that median child anxiety scores, as measured by

the SCAS-P (Spence, 1998), were lower post-intervention (Mdn = 20) versus pre-

intervention (Mdn = 24.5).

4.3.3.1.2 Total SCAS Scores

Descriptive data for the total SCAS (Spence et al., 2001) scores at pre- and

post-intervention are shown in Table 4.8 and visualised in Figure 4.3 . The findings

from the Wilcoxon Signed Rank Test are not reported as the sample size was too

small to offer meaningful statistical inferences, falling below N=6 (DataNovia, 2018).
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Table 4.8

Descriptive Statistics for Total SCAS (Spence et al., 2001) Scores Pre- and Post-

Intervention

Total SCAS Scores

Intervention N Minimum Maximum Median MAD
Phase Score Score
Pre 3 1 55 45 10
Post 3 5 67 40 27
Figure 4.3

Raincloud Plot Demonstrating Pre- and Post-Intervention SCAS (Spence et al., 2001)
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Table 4.7 demonstrates that the median child anxiety scores, as measured

by the SCAS (Spence et al., 2001), were lower post-intervention (Mdn = 40) versus

pre-intervention (Mdn = 45).

4.3.3.1.3 Total SCAS-P and SCAS Scores at Follow-up

Descriptive data for the total SCAS-P (Spence, 1998) and SCAS (Spence et al.,

2001) scores are shown in Tables 4.9 and 4.10, respectively. The data reported
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contains the data from the parents that filled out the anxiety measures pre-, post-,
and six-months-post-intervention, only. The findings from the Freidman’s
RMANOVA are not reported due to the sample size being was too small to offer
meaningful statistical inferences (DataNovia, 2018).

Table 4.9

Descriptive Statistics for Total SCAS-P Scores (Spence, 1998) Pre-,Post-, and Six-

Months-Post-Intervention

Total SCAS-P Scores

Intervention N Minimum Maximum Median MAD
Phase Score Score
Pre 3 22 31 25 3
Post 3 13 25 21 4
Six-months post 3 27 31 29 2

Table 4.9 demonstrates that on average, children’s levels of anxiety, as
measured by the SCAS-P (Spence, 1998) were lower post-intervention (Mdn = 21)
versus pre-intervention (Mdn = 25). However, SCAS-P (Spence, 1998) scores
increased at six-months- post-intervention (Mdn = 29) compared to immediately
post-intervention (Mdn = 21) and pre-intervention (Mdn = 25).

Table 4.10
Descriptive Statistics for Total SCAS Scores (Spence et al., 2001) Pre-,Post-, and Six-

Months-Post-Intervention

Total SCAS Scores

Intervention N Minimum Maximum Median MAD
Phase Score Score
Pre 2 45 55 50 5
Post 2 40 67 53.5 13.5
Six-months post 2 21 63 42 21
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Table 4.10 demonstrates that on average, children’s levels of anxiety, as
measured by the SCAS (Spence et al., 2001) increased post-intervention (Mdn =
53.5) versus pre-intervention (Mdn = 50). However, SCAS (Spence et al., 2001)
scores decreased at six-months- post-intervention (Mdn = 42) compared to
immediately post-intervention (Mdn = 53.5) and pre-intervention (Mdn = 50).
4.3.3.2 Subtests of Child Anxiety
4.3.3.2.1 SCAS-P Subtest Scores

Descriptive statistics for the subtest scores for the SCAS-P (Spence, 1998) at
pre- and post-intervention are shown in Table 4.11. Raincloud plots are given in

Figure 4.4. N=6 for all subtests
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Table 4.11

Descriptive Statistics for Subtest SCAS-P Scores (Spence, 1998) Pre- and Post-Intervention

SCAS-P Scores

Subtest Intervention Phase Minimum Score Maximum Score Median MAD
GAD/ Overanxious Disorder Pre 3 9 5.5 1.5
Post 2 5.5 1
Panic Attack and Pre 1 6 3 0.5
Agoraphobia Post 1 3 2 0.5
Physical Injury Pre 1 8 3 2
Post 1 5 3 2
Separation Anxiety Pre 2 14 3 1
Post 2 11 3.5 1
Social Phobia Pre 4 8 4.5 0.5
Post 3 9 4.5 0.5
OCD Pre 0 7 25 1
Post 0 6 1.5 1
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Figure 4.4

Raincloud Plots Demonstrating Pre- and Post-Intervention SCAS-P Subtest Scores
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Table 4.11 demonstrates that children’s scores on the GAD/ Overanxious
subtest remained the same pre- (Mdn=5.5) and post-intervention (Mdn= 5.5).
Children’s scores on the Panic Attack/ Agraphobia subtest reduced at post- (Mdn=
2) versus pre-intervention (Mdn= 3). Physical Injury subtest scores remained the
same pre- (Mdn= 3) and post-intervention (Mdn= 3). Children’s scores on the
Separation Anxiety subtest increased from pre- (Mdn= 3) to post-intervention
(Mdn= 3.5). Social Phobia subtest scores remained the same pre- (Mdn= 4.5) and
post-intervention (Mdn= 4.5). Children’s scores on the OCD subtest reduced at
post- (Mdn= 1.5) versus pre-intervention (Mdn= 2.5).
4.3.3.2.2 SCAS Subtest Scores

Descriptive statistics for the subtest scores for the SCAS (Spence et al., 2001)
at pre- and post-intervention are shown in Table 4.12. Rainbow cloud plots are

given in Figure 4.5. N=3 for all subtests.
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Table 4.12

Descriptive Statistics for Subtest SCAS (Spence et al., 2001) Scores Pre- and Post-Intervention

SCAS Scores
Subtest Intervention Phase Minimum Score Maximum Score Median MAD
Generalised Anxiety Pre 1 13 4 3
Post 0 14 6 6
OCD Pre 0 0 2 2
Post 5 10 0 0
Physical Injury Pre 0 10 8 2
Post 0 13 11 2
Separation Anxiety Pre 0 15 12 3
Post 3 15 12 3
Social Anxiety Pre 0 12 12 0
Post 2 15 8 6

115



Figure 4.5

Raincloud Plots Demonstrating Pre- and Post-Intervention SCAS (Spence et al., 2001) Subtest Scores
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Table 4.12 demonstrates that children’s median scores on the Generalised
Anxiety subtest increased from pre- (Mdn= 4) to post-intervention (Mdn= 6).
Children’s median scores on the OCD subtest reduced at post- (Mdn= 0) versus pre-
intervention (Mdn= 2). Children’s median scores on the Physical Injury subtest
increased from pre- (Mdn= 8) to post-intervention (Mdn= 11). Children’s median
scores on the Separation Anxiety subtest remained the same from pre- (Mdn= 12)
to post-intervention (Mdn= 12). Finally, children’s median scores on the Social
Anxiety subtest reduced at post- (Mdn= 8) versus pre-intervention (Mdn=12).
4.3.3.2.3 SCAS-P and SCAS Subtest Scores at Follow-up

Descriptive statistics for the subtest scores for the SCAS-P (Spence, 1998)
and the SCAS (Spence et al., 2001) at pre-, post-, and six-months-post-intervention
are shown in Table 4.13 and 4.13. N=3 for all subtests.
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Table 4.13

Descriptive Statistics for Subtest SCAS-P Scores (Spence, 1998) Pre-, Post and Six-Months-Post-Intervention

SCAS-P Scores

Subtest Intervention Phase Minimum Score Maximum Score Median MAD

GAD/ Overanxious Disorder Pre 4 7 5 1
Post 2 7 5 2

Six-months-post 4 6 6 0

Panic Attack and Agoraphobia Pre 3 6 3 0
Post 1 2 2 0

Six-months-post 0 4 2 2

Physical Injury Pre 3 8 6 2
Post 2 5 5 0

Six-months-post 2 9 8 1

Separation Anxiety Pre 2 7 3 1
Post 2 4 4 0

Six-months-post 4 8 4 0

Social Phobia Pre 4 5 4 0
Post 3 5 4 1

Six-months-post 2 9 8 1

0ocD Pre 0 7 1 1
Post 0 6 0 0

Six-months-post 0 11 0 0
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Table 4.13 shows that median GAD scores remained the same at pre- (Mdn =
5) and post-intervention (Mdn = 5) but increased at six-months-post intervention
(Mdn = 6). Panic Attack and Agoraphobia scores reduced from pre- (Mdn = 3) to
post- (Mdn = 2) and six-months-post-intervention (Mdn = 2). Physical Injury scores
reduced at post- (Mdn = 5) versus pre-intervention (Mdn = 6); they increased
compared to both the pre- and post-intervention scores, six-months-post-
intervention (Mdn = 8). Separation Anxiety scores increased from pre- (Mdn = 3) to
post- (Mdn = 4) and six-months-post-intervention (Mdn = 4). Social phobia scores
remained the same pre- (Mdn = 4) and post-intervention (Mdn = 4) and increased
six-months-post-intervention (Mdn = 8). Finally, OCD scores decreased at post-
(Mdn = 0) and six-months-post-intervention (Mdn = 0) versus pre-intervention (Mdn

=1). N=2 for all subtests.
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Table 4.14

Descriptive Statistics for Subtest SCAS (Spence et al., 2001) Scores Pre-, Post- and Six-Months Post-Intervention

SCAS Scores
Subtest Intervention Phase Minimum Score Maximum Score Median MAD
Generalised Anxiety Pre 4 13 8.5 4.5
Post 6 14 10 4
Six-months-post 2 12 7 5
ocDb Pre 2 5 35 1.5
Post 0 10 5 5
Six-months-post 0 7 3.5 3.5
Physical Injury Pre 8 10 9 1
Post 11 13 12 1
Six-months-post 7 11 9 2
Separation Anxiety Pre 12 15 135 1.5
Post 12 15 135 1.5
Six-months-post 7 13 10 3
Social Anxiety Pre 0 55 50 5
Post 0 67 53.5 13.5
Six-months-post 0 63 42 21
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Table 4.14 shows that Generalised Anxiety median scores increased from
pre- (Mdn=8.5) to post-intervention (Mdn=10) and then decreased six-months-post-
intervention (Mdn=7) compared to both pre- and post-intervention scores.
Similarly, OCD Scores increased from pre- (Mdn=3.5) to post-intervention (Mdn=5)
and then decreased six-months-post-intervention (Mdn=3.5) compared to both pre-
and post-intervention scores. The same pattern can be seen for Physical Injury
scores- scores increased from pre- (Mdn=9) to post-intervention (Mdn=12) and then
decreased six-months-post-intervention (Mdn=9) compared to both pre- and post-
intervention scores. Likewise, Social Anxiety scores increased from pre- (Mdn=50) to
post-intervention (Mdn=53.5) and then decreased six-months-post-intervention
(Mdn=42) compared to both pre- and post-intervention scores. Separation Anxiety
scores remained the same pre- (Mdn=13.5) and post-intervention (Mdn=13.5), they

then reduced six-months-post-intervention (Mdn=10).

4.3.4 Overarching Quantitative Results Summary

Statistical tests of difference were not run due to the small sample size.
Descriptive statistics found a reduction in overall SCAS-P (Spence, 1998) scores from
pre- to post-intervention. This suggests tentative support for the alternative
hypothesis, H: “There is a difference between child anxiety scores pre- versus post-
intervention. Child anxiety scores are reduced post-intervention”. Total SCAS
(Spence et al., 2001) scores were also found to reduce from pre- to post-
intervention. Descriptive data was also given for the follow-up data. SCAS-P
(Spence, 1998) scores were shown to reduce from pre- to post-interention but rise
again at six-months-post-intervention, higher than they were at pre-intervention.
Overall, SCAS (Spence et al., 2001) scores were found to rise at post-intervention
compared to pre-intervention, but decrease six-months-post-intervention, lower

than they were at pre-intervention.

4.4 Embedded Qualitative Results
The following section of this chapter will outline the themes generated from
the focus group. These themes were generated through RTA, following the phases
outlined in chapter 3. The data was analysed with an aim to answer the embedded
gualitative research question: “How do parents perceive the adapted version of
the parenting intervention PWA (Cartwright-Hatton, 2021)?”.
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4.4.1 Thematic Map

The thematic map shown in Figure 4.6 demonstrates the final six themes
generated. Subthemes are demonstrated by full lines. The dotted lines demonstrate
possible connections between the themes. The next sections will define and

illustrate each theme, and subthemes.

122



Figure 4.6
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4.4.2 Theme 1: “Oh, okay, I’'m not alone” — Valuing Peer Support

The theme Valuing Peer Support explores a recurring pattern of shared
meaning within the perspectives expressed by the parents. This shared meaning
was expressed in various ways as depicted by the subthemes. The core concept was
that they felt a positive impact of the intervention through peer support- be that
through concrete, practical support or abstract feelings of relatedness and
reassurance. Table 4.15 below offers illustrative quotes for each subtheme. Each
subtheme is then defined and explored further. Additional illustrative quotes can be

found in Appendix R.
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Table 4.15

Subthemes within the Valuing Peer Support Theme

Subtheme

lllustrative Quotes

Increased Sense

of Relatedness

Help Me Out

Seeking

Reassurance

“I just needed that socializing with other parents [...] because the last time I've heard other parents talking about kids was back in children's centre [...] which
was ages ago, so | don't think we've got like groups to socialize with parents with school aged children do we? [...] and | think it's such a shame because we still
need - I, | personally need that opinion from others and see what other experiences are.”

“It's good to hear from mothers. Parents that feel like similar and you get inspiration, and you get a bit of moral support”

“I like this format. Being able to meet up with other parents | think umm you if you were doing it online yourself, you wouldn't have other people to bounce off

[...] no, you haven't got that interaction and ideas and support from others.”

“If she'd been naughty, we were taking pompoms out of it because she knew that was like the consequence. But we stopped doing that now after one of the
sessions.”

“And then yeah, | told this to my husband as well. So, we kind of work as a team.”

“I think it's nice to get valuable insight from other parents as well.”

“It makes me feel I'm not alone. That's the main thing, like...seeing you all having similar issues made me feel like, “oh, OK, I'm not alone, my child is not crazy”
[...] It's like it is reassuring one way because like, it's not just mine. So it's the normal behaviour.”

“I joined because | felt like my parenting is a little bit in puzzle. | felt like maybe I'm doing something wrong or, you know, children are not behaving. They've got
their own views and they're not listening to me and | thought, have | actually, am | doing something wrong?”

“He has become quite pessimistic as | said and | wanted to know, is that something normal? Is there anything more | can do?”

“I think it's good being with other parents because you kind of like go through your life just dealing with stuff. But it's only when you speak to other people that

you realise that maybe that's not normal, umm and so it makes you think “Ohh OK.””
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4.4.2.1 Increased Sense of Relatedness

This subtheme is unified by the concept that parents found that taking part
in the parenting intervention enhanced their sense of relatedness, a dimension of
the SDT (Ryan & Deci, 2000) and that this is something that they benefitted from.
One parent highlighted that the group met their “need” to socialise with other
parents. A second parent agreed that it was “good to hear from mothers”. Likewise,
it was interpreted that a third parent valued interacting with other parents and
being able to “bounce off” of them. Feeling encouragement was interpreted to be
important to the parents. A parent summarised that the group intervention offered
them an opportunity to “get a bit of moral support” from other parents. They felt
that being in-person, as opposed to online, facilitated the interpreted sense of

interaction and encouragement.

4.4.2.2 Help Me Out

This subtheme captured the concept that the parents felt supported in
completing the intervention by fellow parents, and their partners. The parents
expressed that they would share concerns about their child with the other parents
and that the other parents may offer them “valuable insight” or a different
perspective regarding that concern. It was interpreted that the parents also
appreciated the ideas or strategies that they offered each other. Finally, parents
commented on how they shared their learning from the intervention with their
partners and worked “as a team” to implement strategies and make positive

changes.

4.4.2.3 Seeking Reassurance

This subtheme explores the concept that parents felt that the intervention
offered them opportunities to seek reassurance regarding whether they and/or
their child were “normal”. It was also interpreted that the parents found the
intervention useful for exploring whether they were “good enough” parents. For
instance, one parent suggested that they joined the intervention to explore
whether they were doing “something wrong” and shared feeling as though their
parenting was in a “puzzle”. It felt as though this parent did not trust that they were

doing the ‘right’ thing when it came to parenting and worried that this was having a
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negative impact on their children’s behaviour. Together, it was interpreted that this
parent was experiencing anxiety around their parenting and was seeking support to
soothe her worries. Similarly, a parent shares that it was “reassuring” to hear that
other parents experience difficulties with supporting their children. She highlighted
that her comparison of her child to other people’s children caused her to doubt her
ability to manage her child’s behaviours and feel as though he was “crazy”.
Likewise, a parent expressed concern that her child was “pessimistic” and wanted to
know if this was “normal” or, in my interpretation, something to worry about.
Another parent suggested that, through comparing her child to other parents’
children via group discussions, the intervention reassured her in her thinking that
her child was “not normal” — something that she was previously “dealing with” on

her own.

4.4.3 Theme 2: “I’'m doing this course for them” — For the Child

This theme captures the concept that parents felt that the intervention
aimed to support their child. lllustrative quotes are given in Table 4.16.
Table 4.16

lllustrative Quotes within the For the Child Theme

lllustrative Quotes

o “Isort of wanted to join the course really to try and help my son. [...] At best | could
really just to make sure for him to grow in confidence.”

e “I thought maybe [child’s name] is so anxious because he can't- he's like all force of
aggression because he can't manage his emotions like, oh, this is gonna be good, it’s
gonna teach me how to deal with him.”

e “That's my reason | came here. Because always keep asking them like, do you have
any support [...] because he went through a phase where he had a melt down every
single day. Like I just couldn't [...] | didn't know how to behave with him.”

o “ljoined because | felt like my parenting is a little bit in puzzle.”

Most parents shared that they joined the intervention with hopes that it
would support their child to develop positive emotions such as, “confidence” or to
manage challenging emotions. Parents suggested that they felt that their child was
struggling to regulate their emotions which was leading to perceived challenging
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behaviours; they hoped that the intervention would support them in knowing “how
to behave” in response. It was interpreted that these parents joined the
intervention to support their child through adaptations to their parenting.
4.4.4 Theme 3: Journeying Towards Reducing Anxiogenic Parenting

This theme explored the way in which the intervention may have led to
reducing anxiogenic parenting. lllustrative quotes are given in Table 4.17.
Table 4.17
lllustrative Quotes within the Journeying Towards Reducing Anxiogenic Parenting

Theme

lllustrative Quotes

e “It’s kind of opened my eyes up into those times where I've perhaps felt anxious at
home and that can actually reciprocate onto the children, so I've been a bit more
conscious about that as well.”

e “My expectations are not as high as they used to be. When | was listening to your
story about cleaning the house, | also now say to them “just do a little bit, a little tiny
bit every day” [...] and | think that's [...] why they're helping now because they know |
don't have to be perfect, | can just do my best and | have noticed that it's enough.”

o “To be perfect in everything [...] | know, it's just the way we've been brought up [...],
you have to be good at everything.”

o “I would definitely say the over protection one about like...because my anxiety can get
the better of me at times. [...] I'm thinking right, | need to sort of let him open his
wings up more and let him...[...] | need to stop mollycoddling him and wrapping him
up in bubble wrap”

o “When he tidied his up his bedroom, it's completely different to how I tidied his. |
can't go to his bedroom ‘cause | end up having a breakdown. And he came to me and
said I've done my bedroom. So, | went upstairs and had a look and it's still like,
everything, everywhere, and rather than just exploding, | was like, OK. Well, you've

tried your best. You've done really, really well.”

As demonstrated by the illustrative quotes, the parents discussed having an
increased awareness of their own emotions and anxieties following their
participation in the intervention. Parents shared that they had become more
“reflective”. Parents reflected that their anxieties may have originated from cultural
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expectations. They shared that they similarly began to reflect upon how their
emotions or anxieties may “reciprocate onto the children” and that this may be
done through parenting behaviours. For instance, a parent felt that her anxiety
could “get the best” of her and lead her to overprotective behaviours. The parents
shared that they had adjusted their parenting behaviours which had resulted in
positive changes. For instance, the parent who expressed that she may use
overprotective behaviours, shared that her foster child had successfully walked to
the shops alone. Similarly, a parent shared that through reducing her expectations,
her children began to help her with cleaning the house more. She felt that this was
due to them feeling that “/ don't have to be perfect, | can just do my best and | have
noticed that it's enough”. Parents also shared that they used the emotion coaching
handouts and strategies to support not only their child, but also themselves in times

of distress.

4.4.5 Theme 4: Getting More ‘Good and Brave’ Behaviour

This theme looks to explore parents’ perspectives that following the
intervention, they felt as though they were journeying towards their child
demonstrating, in the words of the module, more ‘good and brave’ behaviour.

Illustrative quotes are given in Table 4.18.
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Table 4.18

lllustrative Quotes within the Getting More ‘Good and Brave’ Behaviour Theme

Illustrative Quotes

o “Umm [child’s name] is scared of dog, so again we made a little ladder for him, and
we watched movies about dogs. [...] He was umm, he kept his distance from the
beginning, but then he even managed to umm throw the ball for the dog. [...] So |
think he's getting there.”

o “Yeah, we were like, if she'd been naughty, we were taking pompoms out of it
because she knew that was like the consequence. But we stopped doing that now,
after one of the sessions. So that was good.”

o “Just to touch on that, he is actually letting me get the shower head and just put it
over his like, cheeks and chin. [...] So rather than all over his- he doesn't like it going
in his eyes [...] so that goes back to the ladder thing for me”

o “Yeah, | like the course overall and | found few useful tips like star charts, worrying
jar. We made for [child’s name]. The very, very important lesson was not to mix

rewards and punishments.”

Parents shared that they had positive views of the content from the module
‘Get More Good and Brave Behaviour’. For example, parents suggested that they
found the reward chart input “very good”. They also shared that they had begun
following the recommendations from the strategies such as “not to mix rewards and
punishments” and no longer removing stars or “pom poms” as a punishment.

Parents shared that they had attempted to create a bravery ladder for their
children, following content from the ‘Comfort Zones’ module. All parents who had
implemented the bravery ladder strategy reported that the fear that the child had
had since reduced. For instance, one parent used the bravery ladder to increase the
amount of time their child spent sleeping in her own, versus her parents, room. The
theme is named Getting More ‘Good and Brave’ Behaviour, as it was interpreted
that the parents felt that they were journeying towards this, and that it was a “work
in progress”. This is captured by the following quote from one of the parents — “/'ve
been trying to do it at home, and sometimes we've failed, sometimes we've passed

but, but, we’ll get there”.
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4.4.6 Theme 5: Wanting Personalised Support

This theme captures parents’ shared desires for support to be tailored
towards their individual children’s needs as well as their own. lllustrative quotes are
given in Table 4.19.
Table 4.19

lllustrative Quotes within the Wanting Personalised Support Theme

lllustrative Quotes

e “I think it will be nicer if it will be more...like example and more things how to deal.
Like, say, oh he's smashing up the house... try this this or this.”

e “Because | can see you, but | can't see your child. [...] If I can see you both, I've got
better picture [...] then we can have a session without them and say | think your
boys...”

o “Iliked that session to be honest because | was at home. It was my environment. [...] |
could show you around my house [...] and also, as you see, they are interested. They
want to have a look what's going on and they were very excited.”

e “In terms of you bring something to in the initial session that you would like some
support with. [...] or like a Hotspots in the beginning [...] and then you can reflect on it
and say when they're doing this, this is obviously affecting you because of this
hotspot or whatever, do you know what mean?”

o “Why? Why are you getting anxiety and you behaving like this, like that?”

Parents shared their perspectives that they would have found the
intervention more supportive had it been tailored towards their child’s unique
needs. Parents suggested that the TEP may observe their child to generate
formulations as to their child’s needs and therefore recommendations to support
them. Similarly, a parent felt that it would be useful for their children to attend “at
least one or two sessions” of the intervention with the parent, so that the TEP may
observe the parent-child interactions and offer tailored formulations and
recommendations. In these sessions, the parent suggests that the parent and child
may create some of the resources or discuss content such as, ‘Seven Confident

Thoughts’ that are recommended in the intervention.
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Likewise, parents suggested that they would have benefitted from the TEP
supporting them to understand their unique anxieties or “hot spots” and how they
may influence how they interpret parenting experiences. It was suggested by one
parent that it would have been helpful to have completed the ‘Where are Your Hot
Spots’ module “in the initial sessions” so that parents had the opportunity to reflect
upon how their unique anxieties may influence their parenting, throughout the
intervention.

4.4.7 Theme 6: Facilitating Engagement

This theme captured parental perspectives on how parental engagement
with the intervention may be facilitated. This theme was nuanced, and two
subthemes emerged, capturing parental perspectives on the practical elements
which needed to be in place to support parental engagement, as well as emotional-
cognitive elements. Table 4.20 below offers illustrative quotes for each subtheme.

Each subtheme is then defined and explored further.

132



Table 4.20

Subthemes within the Facilitating Engagement Theme

Subtheme lllustrative Quotes

Making it Work for “And | was a little bit late, and it was OK because just because you are at home, it's more flexible. Well, here umm you need to be on time [...]

Everyone and then it didn't work with my work.”
e “I think mixture is always the best because [...] for me it was very stressful coming here because this one because |, | never know what he's
gonna behave like...sometimes he will behave [...] sometimes it's like making noises [...]”
e “I did probably prefer the group, but it really helped doing it because | couldn't be here if you know what | mean”
e “It might be a difficult experience because of the language barrier [...] when it's online or on the phone. For me, it's more difficult to
understand what people are saying [...] and also if camera is not on you can't see the emotions cause sometimes you can guess from the
gestures and from your posture. [...] But when it's all online, it's more formal, and then you need to listen carefully.”

Being in the Right

“You are afraid to let other people down because they're waiting for you [...] | feel very guilty for it. Well, at home you're more relaxed.”
Space for it e  “I don't like being the centre of attention [...] so yeah, | did probably prefer the group, but it really helped doing it because | couldn't be here
[.]”

e “So, for me, like stress the first time but then help push me to get out of the house.”

e  “It's good to have also the link because [...] to like kind of go back and refresh because we're here, we talk about, but we go home and [...] |
have some things stuck in my head, but sometimes | kind of lose the track as you get home you like get on your own routine and then you
forgot you want to do that”

e “I think they just find it harder to open up”

e “I think with men they feel as if they're being told how to parent. [...] whereas us Mums are just like oh, that's really good advice, I'll try that

[...] But men are like what? No, I'm not going back there. They're just telling me what to do.”
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4.4.7.1 Making it Work for Everyone

This subtheme was generated by the interpretation that parents felt that
several practical elements to attending the intervention may have implications for
parental engagement. Parents shared that their partners had wished to attend the
course but due to work commitments were unable to do so in the daytime. A
parent shared that she would have liked to have completed some of the
intervention suggestions within the intervention “because at home, we don’t always
have that time”. Two parents expressed that the format of the intervention,
whether it was in-person or virtual, had implications for childcare and therefore
their engagement with the intervention. A parent shared that attending in-person
sessions was “stressful” as she did not know how her baby would behave in the
sessions. Another parent shared that virtual sessions would be “easier” as her
babies have “everything at home”. A parent felt that the virtual 1:1 session was
helpful when the alternative was a 1:1 session in-person. Two parents shared that
virtual sessions can be challenging to access when English is an additional language
for them as they are less able to use non-verbal cues to support understanding. The
group concurred that a “mixture” of in-person and virtual sessions would be the

best way to facilitate parental engagement with the intervention.

4.4.7.2 Being in the Right Space for it

In comparison to the prior subtheme, this subtheme explores the emotional-
cognitive factors that parents felt were important to facilitate parental engagement
with the intervention. It was interpreted that the format of the intervention had
implications for the parent’s anxiety. One parent discussed feeling “guilty” about
being late if the session was in-person, as this would cause her to worry that this
would mean she is letting someone down. This parent suggested that the
opportunity to join the session virtually would reduce this worry. Another parent
shared that she experienced “stress” in leaving the house for the first session and
that she feels more comfortable at home. One parent discussed that she prefers
being in a group versus 1:1 intervention as she doesn’t “like being the centre of
attention”.

The parents discussed their views as to why some of their partners may not
engage with the intervention. It was interpreted that one parent felt that her
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partner would feel dictated to and “told how to parent”. Parents thought that men
may not engage with the intervention as “they just find it harder to open up”. It was
suggested that a “Dad’s group” may facilitate fathers in discussing their parenting
experiences.

Cognitively, a parent highlighted that she would have liked the links to the
intervention videos to support her memory of the intervention content, highlighting
that once she goes home, her mind can become occupied with “routine” and she

can forget what has been learnt.

4.5 Embedded Qualitative Results Summary

RTA was used to analyse the focus group data, with a goal to answer the
research question: “How do parents perceive the adapted version of the parenting
intervention PWA (Cartwright-Hatton, 2021)?”. Through such analysis, six themes
were generated. The themes considered what motivated the parents to join the
intervention, aspects of the intervention that the parents felt to be supportive,
aspects of the intervention that they felt could be improved, and positive outcomes

of the intervention. This section has defined and illustrated each theme.

4.6 Results Summary

This chapter has outlined the results of this mixed-methods study. To
answer the overarching research question, this chapter explored the quantitative
results, generated through use of statistical tests of difference. One subtheme of
the SCAS-P (Spence, 1998), OCD, reached statistical significance (W=15, p=0.0018),
showing a reduction in OCD scores from pre- to post-intervention, with a large
effect size (rs = 1). Considering effect sizes for SCAS-P (Spence, 1998) scores, results
showed tentative support for the alternative hypothesis, H: “There is a difference
between child anxiety scores pre- versus post-intervention. Child anxiety scores are
reduced post-intervention”. Descriptive results were given for SCAS (Spence et al.,
2001) scores, pre- and post-intervention, as well as SCAS (Spence et al., 2001) and
SCAS-P (Spence, 1998) scores pre-, post- and six-months-post-intervention. Finally,
this chapter defined and illustrated six themes generated from the focus group. This
aimed to answer the embedded research question, “How do parents perceive the

adapted version of the parenting intervention PWA (Cartwright-Hatton, 2021)?”.
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Chapter 5: Discussion
‘Mixed methods researchers must cover quantitative design elements, qualitative
ones, how these elements interact [...] — and, finally, authors of these articles must

present findings.” - Hitchcock and Onwuegbuzie (2022, p.4)

5.1 Aim and Structure

The purpose of this embedded, mixed methods study was to explore the
effectiveness of an adapted parenting intervention, PWA (Cartwright-Hatton, 2021),
delivered by a TEP, in reducing parental perceptions of child anxiety. Subsidiary to
this, the research aimed to explore parental perceptions of the intervention. This
research aimed to add to the scarce research regarding the effectiveness of
parental interventions for parents with anxiety in reducing the IGT of anxiety.
Moreover, this research aimed to offer an avenue for EPs to support the growing
number of children in the UK experiencing anxiety (NHS England, 2023).

This final chapter will summarise and reflect upon the overarching
guantitative findings, as well as the subsidiary qualitative findings, considering their
relation to existing research. In line with convergent design integration methods,
the quantitative and qualitative results will be compared to offer possible
explanations of the data and to “back up the numbers” (Creswell & Creswell, 2023).
A side-by-side integration approach will be used to generate a complete
understanding of the data (Creswell & Creswell, 2023). The methodological design
and procedure will be reviewed in terms of the quantitative, qualitative, and mixed-
methods research strands. Implications of this research for policy, future research

and the work of EPs will be explored. A conclusion of the findings of will be given.

5.2 Overarching Research Question: Quantitative Findings and Interpretations
“You would have to work quite hard in a research project not to have at least some
data in the form of numbers.” - Robson and McCartan (2015, p.409)

The quantitative research aimed to answer the overarching research
question: “Is an adapted version of the parenting intervention, PWA (Cartwright-
Hatton, 2021), delivered by a TEP, effective in reducing parental perceptions of
children’s anxiety?”

Five parents took part in this study, aged 25-44 years old. All parents
identified their ethnicity as ‘White’. Two parents were British, one parent was
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Latvian, and another was Romanian. Together, 9 children’s anxiety scores were
measured before and after their parents attended the adapted PWA intervention
(Cartwright-Hatton, 2021). For 5 children, anxiety scores were also measured six-
months-post-intervention.

As previously raised and will be discussed further in this chapter, the SCAS
(Spence et al., 2001) pre- and post-intervention, as well as the SCAS (Spence et al.,
2001) and SCAS-P (Spence, 1998) follow-up sample sizes were extremely small
(N=<4). The SCAS-P (Spence, 1998) pre- and immediately post-intervention sample
size (N=6) was slightly larger; therefore focus will therefore be given to the
quantitative findings derived from the SCAS-P (Spence, 1998) pre- and immediately
post-intervention. However, caution should be applied when interpreting such
findings due to not only the small sample size but consideration that, as
demonstrated in Table 4.6, several parents provided more than one data point due
to having more than one child — this is explored further in section 5.5.1.1. Where
relevant, reference will be made to the SCAS (Spence et al., 2001) and follow-up
data but again, the sample size should be kept in consideration and findings should
be interpreted with caution.

5.2.1 Overall Anxiety
5.2.1.1 Findings and Interpretations

Descriptive statistics showed that for school aged children, as measured by
the SCAS-P (Spence, 1998), levels of parent-perceived anxiety decreased following
their parents’ attendance to the parental intervention. Similarly, descriptive
statistics found an overall decrease in pre-school aged child anxiety following the
parental intervention. Together, results suggest that the intervention may have
been effective in reducing parental perceptions of overall child anxiety. These
findings offer tentative, emerging support for the hypothesis “there is a difference
between child anxiety scores pre- versus post-intervention. Child anxiety scores are
reduced post-intervention”.
5.2.1.2 In Relation to Previous Research

The finding that parental perceptions of overall child anxiety reduced

following parental participation in the intervention supports the emerging research
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suggesting the effective use of parental interventions in reducing child internalising
behaviours, including anxiety (Cartwright-Hatton et al., 2005, 2018; Davis & Spurr,
1998; Gobrial & Raghavan, 2018; Jewell et al., 2023; McConachie et al., 2014;
Palmer et al., 2023; Pillay et al., 2011). This finding supports the RCT research by
Cartwright-Hatton et al. (2018) who found that children of parents who participated
in the parental intervention showed a greater reduction in anxiety versus those who
did not. Of note, the intervention content used in this study was based on that
delivered in the Parent Workshop delivered in the research by Cartwright-Hatton et
al. (2018). Given the content of the PWA intervention (Cartwright-Hatton, 2021),
this finding offers support for interventions including CBA which aim to challenge
parent anxious cognitions and anxiogenic parenting behaviours, as well as guiding
parents to challenge the anxious cognitions that their child engage with (Cartwright-
Hatton, 2021). In section 5.4, the qualitative data will be used to explore the
elements of the intervention which may be associated with the possible

effectiveness of the intervention in reducing parental perceptions of child anxiety.

5.2.1.3 Considering and Interpreting the Follow-up Data

According to the descriptive statistics, parental perceptions of overall child
anxiety, as measured by the SCAS-P (Spence, 1998), increased six-months-post-
intervention in comparison to both pre and post-intervention. This may suggest that
the reduction in parental perceptions of child anxiety were not sustained over time.
This contrasts with previous research which found that, following the parental
intervention, child anxiety stayed below pre-intervention levels, over time
(Cartwright-Hatton et al., 2005, 2018).

A possible explanation for this finding could be that the intervention content
was not effective in reducing childhood anxiety, long-term. Though this would
contrast with findings from Cartwright-Hatton et al. (2018). Alternatively, perhaps
the parents needed further sessions to ensure that they were continuing to
implement the learning from the intervention, suggesting a limitation of the
intervention design. This corresponds with Pincus et al. (2008)’s suggestions that
parent’s may need coaching sessions in which the individual leading the
intervention observes their use of the techniques taught and offers guidance to
ensure they are being followed as intended.
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Another explanation may be that the parents who returned to the follow-up
session may be those experiencing most distress which may reflect a rise in child
anxiety scores (Sperling et al., 2021). This highlights the challenge of interpreting
data from a small sample — it may not be representative of all parents who took
part in the intervention. As suggested by Sperling et al. (2021), this distress may be
explained by the anxiety parents may feel should their child be continuing to
experience anxiety (Sperling et al., 2021). Indeed, scores on the physical injury
SCAS-P subtest show that an increase in scores six-months-post-intervention was
found for the two children who showed high scores in that subtest at pre-
intervention. This may indicate that these parents may have felt increased distress
given their child’s high levels of anxiety in this area, and this distress may have
increased if their child continued to experience this anxiety post-intervention hence
the parent reporting higher scores on this subtest. Indeed, the same parents
reported an overall decrease in preschool-child anxiety six-months-post-
intervention, via the SCAS indicating targeted concern regarding their school-aged
children. This fits with the bioecological model of child development, highlighting
the interaction between child and parent characteristics for child outcomes

(Bronfenbrenner & Morris, 2007).

5.2.2 Subtests of Anxiety- Findings, Interpretations and Previous Research

This section will consider the effectiveness of the parenting intervention in
reducing parental perceptions of different forms of child anxiety as indicated by the
SCAS-P (Spence, 1998) subtest scores. The findings will also be interpreted in
relation to existing research.
5.2.2.1 Reductions in Subtest Anxiety Scores

Descriptive statistics showed that parental perceptions of children’s levels of
OCD, as measured by the SCAS-P (Spence, 1998) OCD subtest reduced following the
parental intervention. This suggests the adapted PWA (Cartwright-Hatton, 2021)
parental intervention for parents with anxiety may be effective in reducing child
OCD. Supporting this further, parental perceptions of the preschool-children’s levels
of OCD also reduced post-intervention, as measured by the SCAS (Spence et al.,

2001). The follow-up data suggests that the reduction in child OCD scores in both
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school-aged and preschool aged children were maintained over time, offering
tentative support for the maintenance of such positive effects of the intervention.

Parental perceptions of children’s levels of panic attack/agoraphobia, as
measured by the SCAS-P (Spence, 1998) panic attack/agoraphobia subtest, also
reduced following the parental intervention. These results offer tentative support
for the use of the adapted PWA parental intervention (Cartwright-Hatton, 2021) for
reducing child panic attack/agoraphobia. Again, this reduction was maintained six-
months-post-intervention.

To the researcher’s knowledge, no other research has yet explored the
influence of a parental intervention for parents with anxiety on subtest scores of
child anxiety such as, OCD and panic. Therefore, these exploratory results offer
novel evidence to the field. In section 5.4, the qualitative findings will be used to
offer possible explanations for the indicated decrease in such subtests of child
anxiety.
5.2.2.2 No Change in Subtest Anxiety Scores

Results from the SCAS-P (Spence, 1998) showed no change in GAD or social
phobia subtest scores pre- versus post-intervention. The lack of change in anxiety
scores across these subtests may be interpreted positively — there was a not a
median rise in scores (Palmer et al., 2023). No difference in median anxiety scores
were found in relation to the physical injury subtest. Considering individual scores,
two children’s physical injury scores remained the same following intervention,
three reduced and one child’s score increased by one. This may suggest that use of
the median, in this case, may be misleading. When mean differences are calculated,
a drop in physical injury scores is found post- (M=3) versus pre-intervention
(M=3.67). Due to the extremely small sample size, the median was reported due to
it less sensitive to skewed data compared to the mean (Goss-Sampson, 2022).
Though, the physical injury scores did show normal distribution of scores. Perhaps,
similarly to the panic subtest, with a larger sample, a decrease in physical injury
scores following the intervention could have been found (Goss-Sampson, 2022).
5.2.2.3 Increase in Separation Anxiety Scores

Children’s separation anxiety subtest scores increased following the parental

intervention. This may suggest that the intervention served to increase parental
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perceptions of their children’s levels of separation anxiety. This is an unexpected
finding considering previous research which found that parental interventions for
parents with anxiety reduces child anxiety (Cartwright-Hatton et al., 2018), along
with research showing the use of a parental interventions for reducing pre-existing
SAD in children (Pincus et al., 2008).

There may be several possible explanations for this unexpected finding.
First, this finding may represent a challenge in interpreting data from an extremely
small sample (Dwivedi et al., 2017; Sauro, 2013). When considering the median, an
increase of 0.5 scores is found post- versus pre-intervention. Considering individual
scores, three participants showed no change in SAD scores and two showed a
reduction in SAD scores. This suggests that for most participants, the intervention
reduced or did not worsen their perceptions of their child’s level of SAD. For one
child, their SAD subtest score increased by one. Therefore, the increase in median
SAD scores may be misleading (Sauro, 2013). This supports the caution that has
been taken within this discussion in deriving any inferences from both the SCAS
(Spence et al., 2001) and follow-up data which are generated from even smaller
samples.

A second explanation, at least for the one child whose parent indicated a
rise in their child’s SAD scores, may be due to a lack of tailoring of the intervention
to children who may experience separation anxiety (Pincus et al., 2008). In line with
the findings from Pincus et al. (2008), perhaps the intervention required tailoring to
the children’s specific anxieties for progress to be seen. This is discussed further in
section 5.4 with reference to the qualitative findings. Another possible
interpretation, using Pincus et al. (2008)’s observations, could be that parents may
have used the techniques but needed further guidance on doing so as taught
(Pincus et al., 2008). Finally, through trialling the techniques, such as the Bravery
Ladder, in relation to the SAD, parents’ distress may have increased which may
reflect a rise in scores (Sperling et al., 2021)

Still, it is emphasised that, according to individual scores, most parents did
not see a worsening of child separation anxiety. Moreover, levels of child separation
anxiety as measured by the SCAS (Spence et al., 2001) stayed the same following

the intervention and decreased six-months-post-intervention.

141



5.2.3 Summary of Quantitative Findings and Interpretations

The quantitative findings from the SCAS-P (Spence, 1998) and SCAS (Spence
et al., 2001) offer emerging support for the hypothesis that there is a difference
between child anxiety scores pre- versus post-intervention. Descriptive results from
the SCAS-P (Spence, 1998) showed a decrease in parental perceptions of overall
child anxiety following the parental intervention. This finding is in line with previous
research (Cartwright-Hatton et al., 2018). Offering new evidence to the literature
base, results showed a decrease in child OCD and panic SCAS-P (Spence, 1998)
subtest scores. The qualitative findings will be used to further explore these
findings, offering novel ideas to the field. Results showed no change in scores across
the GAD, social phobia and physical injury SCAS-P (Spence, 1998) subtests. Further
scrutiny of the results suggests that, with a larger sample, physical injury scores may
have shown a decrease. However, this is speculative. SAD SCAS-P (Spence, 1998)
subtest scores were found to rise following the intervention. This reported increase
may be a symptom of using an extremely small sample. Nevertheless, possible

explanations for this rise, in relation to existing research, were explored.

5.3 Embedded Qualitative Themes and Interpretations

“A good story doesn’t just fizzle out” - Braun and Clarke (2022, p.146)

The following section of the discussion will return to the themes generated
and defined in chapter 4. It will draw conclusions, highlighting why the voices of the
parents who took part in this intervention, and analysis of such, matter (Braun &
Clarke, 2022). The following section will provide an integrative discussion of the
findings from the RTA with a goal to offer a deeper understanding and possible
explanations of parental perspectives, giving reference to existing literature (Braun
& Clarke, 2022).

The qualitative strand of this study aimed to answer the subsidiary research
guestion: “How do parents perceive the adapted version of the parenting
intervention PWA (Cartwright-Hatton, 2021)?”. In line with evaluation research,
the aim of this research question was to explore whether it met the needs to the
families involved; what made it effective, or not, and how the intervention may be
improved (Robson & McCartan, 2015). This qualitative data aimed to support EP
practice, “backing up the numbers” (Creswell & Creswell, 2023) regarding evidence-
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based practice, whilst identifying avenues to make this intervention most accessible
to parents, should it be perceived as supportive.

The first section will offer an integrative discussion of the interpretation that
the intervention had a positive impact on the parents’ children - this corresponds
with the overarching quantitative research question exploring the effectiveness of

the intervention in reducing parental perceptions of child anxiety.

5.3.1 Positive Impact: The Child

It is interpreted that the parents who took part in the parental intervention
believed that it had a positive impact on their child’s wellbeing. This is captured by
the theme Getting More ‘Good and Brave’ Behaviour. Parents shared their positive
perspectives regarding the ‘Get More Good and Brave Behaviour’ module content.
This module covered praise, star charts and rewards. It encouraged parents to
praise effort, and not perfection, for instance. It taught parents not to remove
rewards as punishments, and that they may be used to support children with
tackling ‘stuck’ behaviours such as, certain fears. Parent’s shared that they followed
the guidance from the module and that it had been “useful” and “good”. Parents
noticed that children began helping them more, for instance, indicating an
enhanced sense of self-competency (Bogels & Tarrier, 2004). These findings are in
line with existing research and theory (Gobrial & Raghavan, 2018; Jewell et al.,
2023; Palmer et al., 2023; Pillay et al., 2011).

The interpretation that content supporting parents with anxiety with
praising their children may have enhanced their child’s wellbeing is supported by
theory. Supporting parents in using affection and support with their children
(relational approaches) was interpreted, in the SLR, to be an important aspect of
parenting interventions for reducing child internalising behaviours. Increased
parental praise is associated with enhanced parental warmth (Flessner et al., 2016;
Murray et al., 2009). Increased parental warmth has been associated with children
developing positive cognitions about the world, their self-worth and competence,
which challenge anxious cognitions (Flessner et al., 2016; Murray et al., 2009;
Schneider et al., 2009). Praising efforts versus perfection has been suggested to
challenge perfectionism (Yarbro et al., 2013). Yarbro et al. (2013) suggested children
may develop perfectionism as attempts for caregiver validation. As discussed in the
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theme Journeying Towards Reducing Anxiogenic Parenting, parents indicated
adapting their parenting to praise efforts versus perfection. For example, one
parent shared “/ went upstairs and had a look and it's still like, everything,
everywhere, and rather than just exploding, | was like, OK. Well, you've tried your
best. You've done really, really well.”. The role of perfectionism in relation the child
anxiety scores reported in this study is explored further in section 5.4.

Parents also shared the positive impact of the ‘Comfort Zones’ module on
their children. This module offered psychoeducation detailing how avoidance can
maintain anxiety. It guided parents to gradually expose their child to their fears
using Bravery Ladders. Parents reported that they had created Bravery Ladders to
support their children in making progress towards overcoming fears such as, water,
dogs, and separation. All parents reported steps of progress in their children
overcoming their fears through use of such graduated exposure techniques, in line
with previous research (Pincus et al., 2008; Silk et al., 2013)

This corresponds with the cognitive theory of anxiety which suggests that
negative cognitive distortions such as, an underestimated ability to cope, may lead
to avoidance of behaviours which reinforce feelings of anxiety (Clark & Beck, 2011;
Creswell et al., 2006). In line with CBA, when the individual does not avoid the
fearful event, they can challenge these cognitive distortions, evidencing an ability to
cope and reducing feelings of anxiety (Cartwright-Hatton, 2021). It also supports the
information transfer theory of IGT of anxiety (Alloy, 2001; Murray et al., 2009),
showing that when parents encouraged gradual approach-orientated behaviours, as
opposed to supporting their children to avoid the fear (accommodation), child
confidence grew and anxiety reduced (Sperling et al., 2021).

Getting More ‘Good and Brave’ Behaviour is considered alongside the theme
“I’m doing this course for them” — For the Child. Parents shared that their reason for
joining the parenting intervention was to support their child to regulate their
emotions and to develop “confidence”. Parents shared hopes that the course would
support them in knowing how to respond to their children’s perceived challenging
behaviours. Considering the theme Getting More ‘Good and Brave’ Behaviour, it
may be interpreted that this intervention supported the parents in reaching such

aims. The parents described the techniques such as, the rewards, that they have
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implemented to support their child in developing more ‘good and brave’

behaviours, overcoming anxieties, and thus enhancing their emotional wellbeing.

5.3.2 Positive Impact: The Parent

The theme Journeying Towards Reducing Anxiogenic Parenting explored
reductions in anxiogenic parenting following parents’ participation in the
intervention. Parents shared that they developed an enhanced understanding of
the origins of their anxieties. Cultural influences such as, a strive towards
perfectionism in relation to Latvian and Romanian cultures were considered. This is
an interesting reflection and one that fits with the bioecological model of
development, highlighting the influence of the macrosystem (society) on the
development of anxiety. It also reiterates the unique experiences of individuals
from minority ethnic and cultural backgrounds who attend parenting interventions
and the importance of considering the influence of this on intervention content and
outcomes (Mendez et al., 2013).

Parents shared that they reflected on how their own anxieties may
“reciprocate onto the children” and that this may be done through parenting
behaviours. This indicates that, in line with CBA, parents began to identify
maladaptive patterns of thinking and behaving which may be leading to anxiety in
themselves and their children. It is suggested that this realisation may support
parents in adapting their parenting behaviours to reduce the likelihood of such
reciprocation. Indeed, parents reflected upon how their anxieties may lead to
overprotection (Flessner et al., 2016; Murray et al., 2009). Through learning about
the connection between parental anxiety and overprotection, one parent shared
that she made progress towards reducing overprotection. Parents followed the
guidance from the ‘Protection and Overprotection’ module, testing out their fears
using “baby steps”, much like gradual exposure. Parents reported the positive
impact of this on their children, including increased independence. This corresponds
with cognitive theories that suggest that reduced overprotection may enhance
children’s confidence in tackling developmentally suitable challenges, enhancing
their feelings of self-competence (Chorpita & Barlow, 1998).

As mentioned in the prior section, parents also reported using increased
warmth in their interactions with their children including praise, support and
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affection (Kirkham et al., 2018). Parents shared that they effectively used Emotion
Coaching, as taught in the ‘Be your Child’s Emotion Coach’ module, to support their
children and themselves in times of heightened emotion. This supports the use of
relational approaches in parenting interventions for reducing child internalising
behaviours such as, anxiety, in line with the findings from the SLR (Cartwright-
Hatton et al., 2018; Gobrial & Raghavan, 2018; Jewell et al., 2023; McConachie et
al., 2014; Palmer et al., 2023).

The theme “Oh, okay, I’'m not alone” — Valuing Peer Support may highlight
an aspect of the intervention, beyond its content, which may have supported
parents in reducing anxiogenic parenting. The core concept of this theme was that
the parents who took part in the intervention felt a positive impact of the
intervention through peer support. Parents suggested that the intervention gave
them access to peer insights and strategies. It is interesting that although the
intervention content aimed to offer such insight, parents particularly appreciated
such when it came from fellow parents/ peers. This may be explained through
exploration of the subtheme Increased Sense of Relatedness. Parents described
benefitting from the opportunity to “socialise” with other parents and receive
“moral support” from their peers. It was suggested that physical proximity, aided by
the in-person sessions, facilitated this peer interaction and encouragement. It was
felt that the parents were describing an increased sense of relatedness, the
dimension of the SDT (Ryan & Deci, 2000) explained as a feeling of connection,
community and sense of belonging (Calp, 2020; Ryan & Deci, 2000). This
corresponds with findings from Palmer et al. (2023).

Peer support and a sense of relatedness has been associated with reductions
in anxiety (Preyde & Ardal, 2003; Sharma et al., 2022). It is suggested that this
reduction in anxiety could be explained by peer support challenging the thoughts
outlined in the Negative Cognitive Triad (Beck, 1976). Perhaps through sharing of
“ideas” and “moral support” from “similar” peers, parents could challenge negative
views about the future (e.g., “l won’t cope”), themselves (e.g., “l am useless”) and
the world (e.g., “people are unkind”).

It may be inferred that through an enhanced sense of relatedness, parents’

wellbeing/anxiety improved which may have caused a decrease in their anxiogenic
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parenting. For instance, parents cited use of the techniques shared with them by
the other parents which supported parents to enhance warmth within their
parenting. Still, this research did not include a measure of parent anxiety or
anxiogenic behaviours, so this interpretation is speculative.

Seeking peer support may have also met parental needs for reassurance as
captured by the Seeking Reassurance subtheme. As discussed in chapter 2, ERS can
serve to maintain anxiety (Rector et al., 2011). This may highlight a disadvantageous
side of peer support to be mindful of when delivering interventions for parents with
anxiety. Parents shared that seeing other parents “struggling” with similar
experiences was “reassuring” and helped them feel that they and their children
were “normal” (or “not”), that they had not done something “wrong” and that they
were “not alone”. To the researcher’s knowledge, research has not yet explored
how interventions may prevent ERS via peer support in interventions for parents

with anxiety (Rector et al., 2019). This is discussed further in section 5.4.

5.3.3 Improving the Intervention

The qualitative data offered insights into what facilitated, and posed barriers
to, engagement along with how the intervention could be improved. Within the
Facilitating Engagement theme, parents shared both practical and emotional-
cognitive elements to support parental engagement with the intervention. Within
the subtheme Making it Work for Everyone, partners shared that work
commitments and childcare may pose barriers to parents engaging with the
intervention, in line with Cartwright-Hatton et al. (2018)’s findings. During
recruitment, several parents expressed interest in the intervention but were unable
to attend due to their working hours or childcare needs. Similarly, all parents,
except one, cited childcare as their reason for dropping out of the intervention.

Parents shared that, considering the format of the intervention, a mix of
both online and in-person sessions would be preferable. It was suggested that
online sessions would remove childcare barriers whilst opportunities for in-person
sessions would facilitate peer support. This preference for a blended delivery
approach is in line with previous research (Hall & Bierman, 2015; Kenworthy et al.,
2022). still, considering equitable practice, one parent noted that as English was
their second language, online sessions may be difficult to access.
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Parents shared feelings of anxiety associated with attending in-person
sessions, these anxieties related to being on time and managing childcare. This
corresponds with Cartwright-Hatton et al. (2018)’s suggestion that parents’
experiences of anxiety may pose a barrier to intervention engagement.

Parents suggested that memory aids such as, home access to the
intervention videos, would support their memory of the techniques and thus use of
them. This fits with Pincus et al. (2008)’s findings that parents may need additional
intervention sessions to support the implementation of learnt strategies.

Another idea for how the intervention could be improved, from the parents’
perspectives, was to tailor the content of the intervention to the needs of the
parents and children taking part. This is captured by the Wanting Personalised
Support theme. Parents suggested that the (T)EP may observe parent-child
interactions and offer tailored recommendations. Parents also suggested that they
may attempt the techniques taught in the module, with their child, during a session.
Parents shared that they would like further insight into their anxiety and its
influence on their parenting. They would like this at the start of the intervention so
that they can reflect on this learning throughout.

These suggestions depict content similar to that seen in the module created
specifically for parents with children with SAD in Pincus et al. (2008)’s research. This
module included coaching on the live use of the techniques, psychoeducation
regarding anxiety, as well as tailoring to the child’s specific anxiety (separation).
Pincus et al. (2008) demonstrated that this tailored approach reduced child
separation anxiety beyond the non-tailored version of the parenting intervention,
alone. This may suggest that the tailored interventions suggested by the parents in
this study may be useful in further reducing parental perceptions of child anxiety.

No fathers took part in the intervention. As shown in chapter 2, the majority
of participants within research into parental interventions are women (Ahmadzadeh
et al., 2019; Pahl et al., 2012). Parents speculated as to the reasons for why some of
their partner’s may not engage with the intervention. Some suggested work
commitments were a barrier to their attendance. Some suggested that men may
feel as though they are being dictated to and that they “just find it harder to open

up”. An intervention for fathers only was suggested by one parent. At home,
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parents shared that some of their partners (fathers) were eager to learn from the
intervention and worked on the techniques together as a “team”. This suggests that
fathers may be interested in learning from the intervention but that facilitating
factors and barriers may need to be identified and addressed to support their

engagement.

5.3.4 Summary of Qualitative Findings and Interpretations

The embedded qualitative strand to this research offers insight into how
parents perceived the adapted version of the parenting intervention PWA
(Cartwright-Hatton, 2021), as per the aims of evaluation research. Parents shared
the positive impact of the intervention on their children, noting an increase in their
‘good and brave’ behaviours. Parents shared a decrease in anxiogenic parenting
behaviours such as, overprotection and reduced warmth, and perfectionism. Peer
support was suggested to be a benefit of the intervention. It was suggested that this
may be due to peer support providing an increased sense of relatedness for
parents, improving their wellbeing which may, in turn, reduce anxiogenic parenting.
It was cautioned that, within peer support, intervention leaders should be mindful
of ERS. Parents offered several practical, emotional, and cognitive factors for

consideration when promoting engagement with the intervention.

5.4 Mixed Methods Integration
‘There is something elusive about integration’ - Hitchcock and Onwuegbuzie (2022,
p.2)

The following section will offer meta-inferences from the quantitative and
qualitative data. This discussion has taken a side-by-side approach to data
integration. A popular way of integrating mixed-methods data is using a joint
display (Creswell & Creswell, 2023). Although joint displays may be used with
convergent mixed methods designs, this can be complex (Creswell, 2014;
Guetterman et al., 2015). As the qualitative data in this study was gathered using a
focus group versus individual interviews (e.g., Bradt et al., 2015), it was felt that
mapping individual quotes onto quantitative findings may be misleading. Moreover,
parental perspectives of the intervention expanded beyond aspects which may have

explained the quantitative findings meaning a joint display could be reductive.
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5.4.1 Meta-inferences

Meta-inferences may be conceptualised as insights that the researcher
draws through comparing the qualitative and quantitative databases (Creswell &
Creswell, 2023). These inferences are given in addition to those outlined for the

findings from the separate databases.

5.4.1.1 Overall Reduction in Child Anxiety

The descriptive, quantitative findings showed a reduction in parental
perceptions of both school-aged and preschool-aged child anxiety. In section 5.2, it
was outlined that this finding fits with existing research and theory. This section will
explore how the qualitative findings may explain or expand upon the quantitative
findings, extending and/or supporting existing research.

Considering the positive association between anxiogenic parenting and child
anxiety, the quantitative finding of a reduction parental perceptions of child anxiety
corresponds with the qualitative interpretation that the intervention supported
parents with Journeying Towards Reducing Anxiogenic Parenting. For instance,
parents reported a reduction in overprotection and increased warmth. It was
tentatively suggested that, alongside the intervention content, peer support may
have supported parents in challenging anxious cognitions which may foster
anxiogenic parenting (Alloy, 2001).

Parent perspectives offer support for the suggestion that a reduction in
anxiogenic parenting may explain the reduction in child anxiety scores. It was
discussed that the ‘Comfort Zones’ module supported parents in reducing
accommodation, an anxiogenic parenting behaviour, and supporting children to
challenge and thus reduce anxious cognitions about specific fears. Parents also
shared that the ‘Get More Good and Brave Behaviour’ supported parents in
reducing anxiogenic parenting through increasing warmth towards their children via
praising efforts versus perfection, for instance. Parents associated the
implementation of the techniques learnt from this module with enhanced child
wellbeing and sense of competence, challenging child anxious cognitions.

Together, qualitative findings suggested that the parental intervention was
associated with a reduction in anxiogenic parenting, which was associated with a
reduction in child anxious cognitions and thus anxiety scores, supporting previous
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research (Cartwright-Hatton et al., 2018; Flessner et al., 2016; Murray et al., 2009;
Palmer et al., 2023; Schneider et al., 2009).

5.4.1.2 Reduction in Subtests of Child Anxiety

5.4.1.2.1 OCD

This research presents a novel finding that child OCD scores reduced
following parental participation in the adapted version of the parenting
intervention, PWA (Cartwright-Hatton, 2021). The qualitative findings may be used
to support the understanding of this association. Several possible interpretations
are offered, below.

Parents discussed perfectionism, an anxious cognition often associated with
obsessive thinking and OCD (Yarbro et al., 2013). They shared their experiences of
having been “brought up” believing that they have to be “perfect in everything”.
Through the intervention, parents shared that they began recognising their
perfectionism within their parenting, particularly regarding tidiness of their homes.
Parents shared that the intervention supported them to not only recognise their
perfectionism but work to reduce it. This is captured well by the following quote:
“My expectations are not as high as they used to be. When | was listening to your
story about cleaning the house, | also now say to them “just do a little bit, a little
tiny bit every day” [...] and | think that's [...] why they're helping now because they
know | don't have to be perfect, | can just do my best and | have noticed that it's
enough.”. This quote captures that the reduction in the parent’s perfectionism lead
to increased self-competency in their child, associated with a reduction in negative
anxious cognitions (Bogels & Tarrier, 2004)

This qualitative finding may be used to support the quantitative findings of a
reduction in school-aged child OCD scores. Considering the social learning theory
(Bandura, 1986) that parents may teach anxious behaviours via modelling (Flessner
et al., 2016; Murray et al., 2009), it makes sense that a reduction in parental
perfectionism may lead to a reduction in child perfectionism which may contribute
to the manifestation of OCD, explaining why a reduction is parental perfectionism
may have led to reduced child OCD scores (Yarbro et al., 2013).

Additionally, parents reported using increased warmth within their
parenting. Yarbro et al. (2013)’s found that reduced parental warmth may be linked
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to child perfectionism, typically seen in OCD, suggesting to the child that perfect
performances are required to feel accepted by their caregiver. In this study, parents
shared that, following the intervention, they began to praise their child’s effort as
opposed to perfection. It may therefore be suggested that increased parental
warmth, including praising of efforts versus perfection, as per the intervention
guidance, may have led to a reduction in parental perceptions of child OCD levels.
Thompson-Hollands et al. (2014) also cites the link between parental
accommodation and OCD. As parents reported a reduction in accommodation, this

may also explain a reduction in child OCD scores.

5.4.1.2.2 Panic Attack/ Agoraphobia

The quantitative results also showed a reduction in child panic
attack/agoraphobia scores following the parental intervention. Again, the
gualitative findings may be used to shed light on this association. Parents shared
that through the intervention, they reduced overprotection, and this led to an
increase in child independence.

Schneider et al., (2009) suggested that parents with panic disorder exhibit
increased overcontrol and overprotection compared to parents without mental
health needs, and that this was associated with increased child anxiety with
children feeling unable to cope with novel situations. Although Schneider et al.,
(2009) did not measure the subtest of panic, using cognitive theories of anxiety
(Alloy, 2001; Murray et al., 2009), it may be suggested that feelings of panic may be
transferred to the child via overprotective parenting, suggesting to the child that in
the face of challenges, they will not cope, causing panic. As parents reported
reducing overprotection following the intervention, this may explain a reduction in
child panic. Still, as parental anxiety was not measured, it is not clear whether
parents in this sample experienced panic. Further research is needed to explore
anxiogenic parenting and the development of panic disorder in children.

Another explanation for the reduction in panic attack/agoraphobia scores
may be due to the use of the Bravery Ladder. Items on the panic attack/
agoraphobia subtest explore specific fears such as, “being in crowded places”

(Spence, 1998). According to the parents, the Bravery Ladder effectively supported
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children in reducing their fears, in line with previous research (Hirshfeld-Becker et

al., 2007; Pincus et al., 2008; Silk et al., 2013).

5.4.1.3 Generating and Maintaining Reductions in Child Anxiety
“This is, arguably, one of educational psychology’s unspoken problems” - Chidley
and Stringer (2020, p.444)

Comparison of the qualitative and quantitative data is used to support
interpretations of subtests of anxiety that did not show a reduction in scores
following the intervention, alongside the finding that overall school-aged anxiety
scores increased at follow up.

It may be interpreted that instances where parental perceptions of child
anxiety did not reduce may be due to a lack of tailoring of the intervention to meet
the needs of the parents and children. Parents shared that they would like the TEP
to have observed their interactions with the child and tailor the intervention to
support their specific needs/anxieties. This suggestion fits with Pincus et al. (2008)’s
finding that inclusion of intervention content designed for parents of children with
SAD decreased child SAD beyond that of the non-tailored version of the
intervention. This may suggest that parental perceptions of child anxiety in this
study may have decreased further had the intervention addressed the specific
challenges that the child or parent was experiencing. Indeed, as mentioned, the
parent’s concerns regarding the child’s anxiety has implications for their
perceptions of the child’s abilities to cope with distress which may increase
anxiogenic parenting and therefore the likelihood of child anxiety (Creswell &
O’Connor, 2006). Thus, addressing the parents’ concerns may hold promise for
further reducing IGT of anxiety. This interpretation fits with the previously made
suggestion that separation anxiety scores may have been reduced had content been
tailored towards techniques to do so.

Another possible interpretation for instances whereby parental perceptions
of child anxiety were not reduced may be due to the lack of implementation
support. Parents shared that they would like further support in remembering the
techniques taught in the session. As captured by the names of the themes, parents
shared that they were journeying towards a reduction in anxiogenic parenting and
getting ‘Good and Brave’ child behaviours, indicating a need for further support.
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Although, as part of the intervention, parents are asked to trial the techniques
taught and feedback their experiences in the following session, the intervention
does not include live coaching or implementation sessions. Such coaching and
implementation support was suggested by Pincus et al. (2008) to be important for
ensuring that parents are implementing techniques as intended, and therefore
most likely to reduce child anxiety. The idea that ongoing support following
teaching of intervention content is required to increase the likelihood of the
effective use of taught strategies is not new and continues to be explored within
implementation science. In line with participant views and Pincus et al. (2008)’s
findings, research indicates that EPs should offer continued support following
intervention delivery through practices such as, consultation, supervision and
coaching to embed learning and achieve best outcomes (Chidley & Stringer, 2020;

Fixsen et al., 2009; Hagermoser Sanetti & Collier-Meek, 2019).

5.4.2 Summary of Mixed Methods Integration

Meta-inferences were given to offer a more complete understanding of both
the quantitative and qualitative findings from this research. Through comparing the
datasets, it was suggested that the parental perceptions of an overall reduction in
child anxiety following the intervention could be associated with a reduction in
anxiogenic parenting behaviours — overprotection, reduced warmth, and
accommodation. A reduction in these behaviours was also associated with
reductions in child OCD and panic. Additionally, it was inferred that a reduction in
parental perfectionism may account for the novel finding that child OCD scores
reduced following the intervention. It was interpreted that child anxiety may be
further reduced through the parental intervention with the inclusion of tailoring,

coaching and implementation support.

5.5 Methodological Review: Strengths and Limitations
“Think of this as a gift to other researchers — what might they need to know before
they embark on a similar study”- Braun and Clarke (2022, p.149)

This study used a mixed-methods research design to explore the
effectiveness of a parenting intervention for parents with anxiety in reducing
parental perceptions of child anxiety, along with parental perspectives of the
intervention. A convergent, embedded mixed-methods approach was chosen due to
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its suitability to evaluation research, providing qualitative findings to expand upon
guantitative results (Robson & McCartan, 2015). The following section will offer a
methodological review for the quantitative and qualitative strands of the study. A

mixed-methods review will also be considered.

5.5.1 Quantitative Review

The quality of quantitative research is associated with internal and external
validity (Mertens, 2005). Tashakkori and Teddlie (2009) suggest that reliability of
measures should also be reviewed. The measures taken within the study to support
the internal and external validity, as shown in Table 3.4, should be acknowledged as
methodological strengths. Alongside the strengths of this study, several limitations

should also be considered.

5.5.1.1 Internal Validity

A strength of the research was the consistency of the instrumentation. The
same measures of anxiety were used at pre-, post-, and six-months-post
intervention, enhancing internal validity (instrumentation). As post-intervention
measures were taken between 1 to 6 months post-intervention, the ages of the
children may have changed during this time - this was considered when deciding
the measure of anxiety to be completed. As previously mentioned, the SCAS-P
(Spence, 1998) is designed for school-children aged 7-13 years old (Spence, 1998)
and the SCAS is designed for “preschool”-children aged 3-6 years old (Spence et al.,
2001). One child in this study was six years old at pre-intervention. It was decided
that their parent was to complete the SCAS-P (Spence, 1998) versus the SCAS
(Spence et al., 2001). This was to ensure that a consistent measure of anxiety could
be taken post-intervention when they child may have turned 7 years old. It was also
considered that the child was no longer in preschool or Early Years, suggesting the
school-aged measure of anxiety may have been more appropriate. The SCAS-P
(Spence, 1998) has been used as a measure of anxiety for children aged 6 years in
previous research (Forcadell et al., 2021; Orgilés et al., 2019; Zainal et al., 2014).
Still, as the child was younger than the suggested age for completion of the SCAS-P
(Spence, 1998) as per the manual, internal and subsequent external validity may be

reduced.
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Considering threats to internal validity through history, participant’s shared
events that occurred throughout the study which may have influenced findings,
including family bereavement. It is considered that such events may have
influenced the children’s level of anxiety (Barlow, 2002; Cooley-Strickland et al.,
2009; Dowdney, 2000), reducing internal validity.

A key limitation of the quantitative research is the use of an extremely small
sample size due to difficulties in recruiting and maintaining participants. Whilst 16
parents expressed interest in the study, half of such attended the first session.
Three participants withdrew from the research (experimental mortality). This
resulted in sample size of five parents and nine children. Parents completed the
SCAS-P (Spence, 1998) for six children pre- and immediately post-intervention.
Parents completed the SCAS (Spence et al., 2001) for three children. Accordingly,
inferential statistics were not conducted to explore the SCAS-P (Spence, 1998) or
SCAS (Spence et al., 2001) data. This meant that neither the statistical significance
of the relationship between the intervention and child anxiety scores, nor the
magnitude of difference in scores pre-versus-post intervention could be
determined, reducing implications of the research. Similar implications were seen
for the follow-up data.

Treatment fidelity may also have been reduced as, whilst parents received
all module handouts, only one parent attended all five intervention sessions,
meaning not all parents received the entire intervention content. This may have
limited the effectiveness of the intervention in reducing parental perceptions of
child anxiety; had inferential statistics been conducted, this may have resulted in a
Type Il error. The reduction in treatment fidelity may mean that the descriptive
statistics reported may not reflect the potential effectiveness of the intervention as
it was not received by all parents, as intended as per the intervention design.

Another limitation of this research is that due to parent’s submitting anxiety
measures for each of their children, more than one data point (child anxiety score)
may belong to the same one parent (i.e., a data family). This may mean that
parental factors such as one parent’s perceptions of child anxiety or intervention
engagement, may influence more than one data point, influencing the overall

results reported.
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A final limitation of this research is the lack of a control group. This meant
that causal inferences could not be made from the results. Still, this limitation also

represents an ethical strength of the study.

5.5.1.2 External Validity

This study did not use random population sampling thus the sample used
within the study may not be representative of all the parents that EPs work with.
The external validity of the research may also be negatively impacted by self-
selection bias. The parents that took part in the study may represent parents with
certain characteristics such as, an ability to find childcare or parents who are
particularly anxious about their child’s wellbeing. Likewise, all participants identified
as White. Together the findings may not be generalisable to families with different
characteristics or of different ethnicities with whom EPs work.
5.5.1.3 Reliability of Measures

The SCAS-P (Spence, 1998) and SCAS (Spence et al., 2001) were used due to
showing good internal reliability and validity (Edwards et al., 2010; Orgilés et al.,
2019; Spence, 1998). The use of such measures is therefore considered a strength
of this study. However, the self-report nature of the measures may mean that the
findings were vulnerable to factors such as, researcher bias whereby parents may
have rated their child’s levels of anxiety to meet the intended outcomes of the
research (Rosenthal, 1966).

5.5.2 Qualitative Review

The quality of qualitative research is not judged by the same parameters as
those for quantitative research. Instead, the criteria for the quality of qualitative
research includes: credibility, transferability, dependability, confirmability and
reflexivity (Lincoln & Guba, 1985; Nowell et al., 2017).

Considering credibility, a limitation of the qualitative research may be that
there was not a second researcher to make notes in the focus group whilst the first
researcher moderated. This may mean that the researcher missed non-verbal
interactions or opportunities to encourage parents to expand upon their views,

reducing the richness of the interpretation (Robson & McCartan, 2015). This may
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have reduced the “fit” between parents’ views and the researcher’s interpretations
of such (Tobin & Begley, 2004).

Credibility may also have been impacted by group dynamics. Krueger and
Casey (2000) suggest that participants who know each other may have established
dynamics which may have meant that the researcher did not hear all the parents’
contributions and thus their interpretations may be biased towards the views of
parents who were confident in expressing their views, for instance. Still, within the
focus group, the researcher checked their interpretation of the parents’ views and
asked if parents had additional views that they wished to add, which the researcher
may have missed.

Following guidelines for best practice (Braun & Clarke, 2022; Creswell &
Creswell, 2023), transferability and dependability was aided by a clear and logical
outline of the research and analytical process followed for the research. For
instance, the moderator style, alongside topics presented within the focus group
were outlined. The analytical process was outlined using the six steps of RTA. A
reflexive journal was kept, facilitating confirmability and reflexivity. The researcher
considers that her own experiences of anxiety may have influenced the
interpretations of the data. Though it is also considered that this may add a richness

to the interpretation.

5.5.3 Mixed Methods Review

Mixed-methods research has been criticised from a philosophical
standpoint. It has been suggested that use of both quantitative and qualitative data
presents a philosophical incompatibility (Cohen et al., 2017; Gelo et al., 2008). It is
also presented that gathering of both dataset is time consuming and complex
(McCrudden & Marchand, 2020). In chapter 3, it was suggested that the rich
understanding of the research phenomena that mixed-methods research provides
outweighs such costs (McCrudden & Marchand, 2020), and that following of a
pragmatic paradigm is fitting with real world research and indeed EP practice
(Robson & McCartan, 2015). It is suggested that this research supports such ideas.
The use of a pragmatic paradigm allowed for flexibility in researching the parental
intervention in a way that was most likely to generate positive outcomes (Mertens,

2005). Inclusion of an experimental strategy increased the strength of this
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evaluation study (Robson & McCartan, 2015). Alongside this, through gathering
parental perspectives, in line with the aims of evaluation research, this convergent,
embedded mixed methods study was able to expand upon the quantitative findings.
This research offered possible explanations for the change in parent-reported
anxiety scores, along with views on how the intervention could be improved so that
it further reduces parental perceptions of child anxiety. It is suggested that through
use of a mixed-methods design, inference transferability was enhanced; the findings
presented have real world applications, corresponding with the role of EPs as
scientist-practitioners (British Psychological Society, 2002; Fallon et al., 2010; Gelo
et al., 2008).

5.5.4 Review of the Research Focus

The overarching focus of this research was to explore the effectiveness of
the parenting intervention in reducing parental perceptions of child anxiety. The
focus on measuring child anxiety offered clear data for interpretation as to whether
this intervention could be implemented, by EPs, to support the reduction of
parental perceptions of child anxiety. Through the qualitative data, the
effectiveness of the intervention in reducing anxiogenic parenting, a proposed
mechanism for the IGT of parental anxiety, was explored. However, this research
may have also explored the effectiveness of the parenting intervention in reducing
anxiogenic parenting using a quantitative measure like that used in Palmer et al.
(2023)’s research. It was suggested that inclusion of a quantitative measure of
anxiogenic parenting pre- and post-intervention may have supported qualitative
inferences that parental anxiogenic parenting decreased, leading to a reduction in

parent-reported child anxiety.

5.6 Implications of Findings
“Imagine this like a coda to your adventure; you’re safely back, and now have the
space to reflect on what you did, the impacts that your choices and actions along
the way might have had”- Braun and Clarke (2022, p.149)

This final section will move from reflecting back to the data and instead look
forward, exploring the implications that this research will have for policy, EP
practice and future research (Braun & Clarke, 2022). Of note, generalisability of
gualitative findings can be considered problematic (Braun & Clarke, 2022). Braun
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and Clarke (2022) suggest that qualitative findings generated through RTA should

be “softly generalised” with possible implications for contexts beyond the study.

5.6.1 Implications for Policy

Chapter 1 detailed a rise in child mental health needs in the UK from 2017
(NHS England, 2023). Supporting children’s wellbeing was presented, in the State of
the Nation report, to be central to the Department for Education’s plans for post-
pandemic recovery (gov.uk, 2023). It was reported that The Department for
Education aims to support the mental health of young people through offering
school funding to increase access to early, specialist mental health support within
education settings (Department for Education, 2023a). It was also highlighted that
the government suggest the use of parental interventions to support families to
reduce risk factors associated with child mental health needs (Public Health
England, 2021).

The findings from this research indicate that implementation of a parenting
intervention for parents with anxiety may be effective in reducing parental
perceptions of child anxiety and therefore supporting child wellbeing. These
findings indicate the use of offering systemic support to families to reduce child
anxiety. Delivery of parenting interventions for parents with anxiety offers an
avenue to reduce the need for children to (or to wait to) access direct interventions
through services such as, CAMHS, which are struggling to meet demand and
therefore the mental health needs of children (Briant, 2023; Jewell et al., 2023).
Together, offering support to parents with anxiety through parenting interventions
which offer guidance on how they may reduce their child’s anxiety, should be
considered within educational policies to support the reduction of child anxiety.

Department for Education funding for the delivery of the parenting
intervention, and subsequent implementation/ coaching sessions, would reduce the
possible barriers that traded delivery models may pose to EPs in delivering this
support to schools (Lee & Woods, 2017). Access to this intervention should be
available to all families in schools. It is hoped that should the parent intervention be
free to schools and thus available to all parents, this would reduce suggested
cultural biases which may influence whether children from minority backgrounds
are referred for mental health support (Albano et al., 2003). The funded delivery of
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this intervention would also mean that children from areas of Low Socioeconomic

Status are more likely to receive mental health support.

5.6.2 Implications for Educational Psychologists

As scientist-practitioners (Fallon et al., 2010), the findings of this study offer
evidence-based practice implications for EPs. This research suggests that EPs may
offer the delivery of the adapted parenting intervention, PWA (Cartwright-Hatton,
2021) to settings they work with, to reduce child anxiety. This research also
suggests the possible use of the intervention for reducing anxious thought and
behaviours similar to those seen in OCD and panic.

Considering the meta-inferences outlined, it is suggested that the
intervention should continue to include opportunities for peer support. This may be
facilitated through blended delivery of interventions. The content of the
intervention should continue to include that delivered in the ‘Comfort Zones’,
‘Protection and Overprotection’, ‘Be your Child’s Emotion Coach’ and ‘Get More
Good and Brave Behaviour’ modules. It was suggested that such module content
was perceived as useful by parents and appeared to reduce anxiogenic parenting
behaviours associated with child anxiety.

EPs may adjust the intervention to further meet the needs of the parents
and children participating in it. Intervention content should be tailored to meet the
needs of the parents, and their children. To do this, in the initial session, the EP may
discuss parent goals for the intervention. These goals and the parents’ perceived
progression towards them may be reviewed throughout the intervention to ensure
that parent and child needs are met. A Solution-Focussed Brief Therapy approach
may be fitting for this (de Shazer et al., 2021). Opportunities for coaching and
implementation sessions to increase the chances of the taught strategies being
used to generate and maintain a reduction in parental perceptions of child anxiety,
should be used.

EPs should be cautious of ERS. As part of the intervention, EPs may
empower parents, challenging their underestimation of coping abilities. Again, a
SFBT approach ((de Shazer et al., 2021) may be used to do this.

This research has shown that parents are interested in engaging with EP
support regarding parenting for parents with anxiety. It is suggested that more
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parents may be reached should adaptations be made to reduce barriers to

attendance. For example, evening timeslots may be offered to working parents.

5.6.3 Implications for Future Research

Future research may replicate this mixed-methods study using a larger
sample size so that inferential statistics may be conducted, and statistical power
enhanced, leading to improved validity and breadth of findings. Further research is
also required to explore the associations between elements of the parenting
intervention and reductions in subtests of anxiety. This research provided novel
findings that the adapted version of the parenting intervention, PWA (Cartwright-
Hatton, 2021) led to reductions in child OCD, however the mechanism for this
remains tentative. In line with social justice aims of EPs (Health and Care
Professions Council, 2018), future research may investigate whether parenting
interventions are effective in reducing internalising behaviours in children from a
range of majority and minority ethnic backgrounds, and if not, what adjustments
must be made to ensure equal opportunities for families of all ethnic backgrounds.
This research added to this field, suggesting that in-person elements to intervention
delivery are important for supporting parents who speak EAL to access the content
and interpersonal benefits of the intervention. Future research may also explore
how to engage fathers in the intervention, investigating the facilitation of a “Dad’s
group”.
5.7 Conclusion and Reflections
“Conclusions are the ultimate so what of the story”- Braun and Clarke (2022, p.146)

This research aimed to answer the overarching research question “Is an
adapted version of the parenting intervention PWA (Cartwright-Hatton, 2021),
delivered by a TEP, effective in reducing parental perceptions of children’s
anxiety?”. Subsidiary to this, it aimed to answer “How do parents perceive the
adapted version of the parenting intervention PWA (Cartwright-Hatton, 2021)?”.
This research has provided an originial contribtuion to the literature, offering
insights into the effectiveness of this intervention along with parental views on how
and why the intervention was effective and how it may be improved.

The quantitative research found a decrease in overall child anxiety scores
pre-versus-post intervention, indicating tentative yet emerging support for its
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effectiveness in reducing parental perceptions of child anxiety. This finding fit with
the limited but existing research (Cartwright-Hatton et al., 2018). A novel finding
was that school-aged child OCD and panic attack/agoraphobia scores also reduced.

The qualitative findings suggested that the parents perceived the parenting
intervention to be beneficial to their child’s wellbeing; children developed their
confidence in the face of fears and showed enhanced self-competence. Parents
shared an increased understanding of the IGT of anxiety, along with a decrease in
anxiogenic parenting behaviours such as, accommodation, overprotection, and
reduced warmth. It was suggested that through peer support, parents experienced
an increased sense of relatedness. This may have been associated with a reduction
in anxious cognitions and, in turn, anxiogenic parenting. Parents offered ideas to
improve the intervention including, blended delivery, inclusion of tailored content,
coaching, and support with implementation of strategies.

Meta-inferences offered a more in-depth understanding of the findings
gathered through this research. It was suggested that reductions in child OCD scores
may relate to a decrease in parental perfectionism. It was suggested that the
reduction in child panic scores could be explained by a decrease in anxiogenic
parenting behaviours such as, accommodation. A lack of reduction in child anxiety
scores at follow up, and in further subtests of anxiety may be explained by the small
sample size but also by the lack of implementation support given to parents to
guide them with using the taught techniques.

The quality of the quantitative, qualitative and mixed-methods research was
explored. The key limitations of the study included the small sample size, reducing
statistical power and validity, reduced treatment fidelity and the families of data
used. Though several strengths such as, consistency of measures was cited.
Strengths of the qualitative data included credibility and transferability. The use of a
mixed-methods research design fit with the aims of evaluation research and
enhanced the richness and inference transferability of the findings.

As highlighted by the final quote of this chapter, it is important that this
research serves as a step towards reducing the child anxiety that continues to rise in
the UK (gov.uk, 2023). Several implications for policy, research and EP practice have

been outlined. It is the hope of this research that with further research, government
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and EP support, more of the 15% of parents in the UK, experiencing anxiety (Joint
Commissioning Panel for Mental Health, 2012) will have the opportunity to
experience an enhanced sense of relatedness; a reduction in anxiogenic parenting,
and importantly, a reduction in their child’s anxiety. The ultimate hope is that this

research and intervention can be used to reduce the IGT of anxiety.
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Appendices

Appendix A
Search Strategy Terms and Results per Database
Table A1

Demonstration of the number of articles found from the PsychINFO database using varying

search terms

Database 10.11.23 Search Terms Number of articles

PsychINFO APA PsycInfo <1806 to 63
October Week 5 2023>

1 (anxiety or anx* or
internalising or internalizing
or depressi* or depression or
"social withdrawl!" or
somatic).mp. [mp=title,
abstract, heading word, table
of contents, key concepts,
original title, tests &
measures, mesh word]
613956
2 ("parent*
intervention" or "parent
program*" or "parent
training" or "parent-
child").mp. [mp=title,
abstract, heading word, table
of contents, key concepts,
original title, tests &
measures, mesh word]
69344
3 (child or adolsecen*
or teen* or "young person"
or infant).mp. [mp-=title,
abstract, heading word, table
of contents, key concepts,
original title, tests &
measures, mesh word]

591580
4 land2and3 11372
5 limit 4 to (peer

reviewed journal and english
language and (childhood
<birth to 12 years> or
adolescence <13 to 17 years>
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or adulthood <18+ years>)
and (100 childhood <birth to
age 12 yrs> or 120 neonatal
<birth to age 1 mo> or 140
infancy <2 to 23 mo> or 160
preschool age <age 2to 5
yrs> or 180 school age <age 6
to 12 yrs> or 200
adolescence <age 13 to 17
yrs> or "300 adulthood <age
18 yrs and older>" or 320
young adulthood <age 18 to
29 yrs>) and "0110 peer-
reviewed journal" and
english) 7921
6 (united kingdom or
england).mp. [mp=title,
abstract, heading word, table
of contents, key concepts,
original title, tests &
measures, mesh word]
51242
7 5and 663

Total (prior to removing 63
duplicates in Mendeley)
Total (after removing 63

duplicates in Mendeley)
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Table A2

Demonstration of the number of articles found from the Web of Science database using

varying search terms

Database 10.11.23

Search Terms

Number of articles

Web of Science

internalising or internalizing or
somatic or "social withdrawl!"
or anxiety or anx* or
depression or depressi* (Title)
AND child or infant or "young
person" or adolescen* or teen*
(Title) AND parent intervention
or parent program® or parent
training or parent-child (Title)
AND internalising or
internalizing or somatic or
"social withdraw!" or anxiety or
anx* or depression or
depressi* (Abstract) AND
parent intervention or parent
program?*® or parent training or
parent-child (Abstract) AND
child or infant or "young
person" or adolescen* or teen*
(Abstract) and Article
(Document Types) and English
(Languages) and ENGLAND or
NORTH IRELAND or WALES or
SCOTLAND
(Countries/Regions) and Article
(Document Types)

Date Run: Fri
Nov 10 2023 12:13:14
GMT+0000 (Greenwich Mean

15

duplicates in Mendeley)

Time) Results: 15
Total (prior to removing 15
duplicates in Mendeley)
Total (after removing 15
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Table A3

Demonstration of the number of articles found from the EBSCO database using varying

search terms

Database 10.11.23

Search Terms

Number of articles

ERIC / EBSCO

IAB ( parents or caregivers or
mother or father or parent ) AND
IAB ( children or adolescents or
child or teenager or infant ) AND
AB (intervention or training or
program ) AND AB ( internalising
OR internalizing OR anxiety OR
depression OR somatic OR "social
withdrawl' ) Limiters - Publication
Scholarly (Peer Reviewed)
Journals

Expanders - Apply equivalent
subjects

Narrow by SubjectGeographic: -
united kingdom (northern ireland)
Narrow by SubjectGeographic: -
united kingdom (england) : -
english

Search modes - Boolean/Phrase
Narrow by SubjectGeographic: -
united kingdom

Narrow by Language

27

Total (prior to removing
duplicates in Mendeley)

27

Total (after removing
duplicates in Mendeley)

27
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Appendix B
Eligibility Criteria - Full Text Screen

Table A4

The application of the inclusion and exclusion criteria for assessing eligibility of full texts

Key:

Eligibility Criteria

Reference 1 ) ] 3 4 5 ) 6 7. Date of 8. Type of 9. Review | Overall eligibility?
Populatio | 2. Intervention | Contex | Outcom Comparis | Languag L. N .
n t es on R Publication Publication Topic
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may not have an
effectiveness
score

Gobrial & Reghavan
(2018)

a

b secondary
outcome

alternativ
e
interventi
ons

mixed methods
and LDs and
autism
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Appendix C
Application of Weight of Evidence Framework to Included Studies for
Review

Table A5

Demonstration of how ratings were calculated for each Weight of Evidence (Gough, 2007)

criteria
Criteria Ratings
A High (13-18), (7-12), Low (0-6)
B High (3), (2), Low (0-1)
C High (5-6), (3-4), Low (0-2)
D High (19-27), (10-18), Low (0-9)
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Table A6

Quality appraisal of the included studies using the Weight of Evidence Framework

Weight of Evidence Criteria Criteria for Current Review

Cartwright-Hatton et al. (2005)
Cartwright-Hatton et al. (2018)
Davis and Spurr (1998)
Evangelou & Sylva (2007)
Jewell et al. (2023)
McConachie et al. (2014)
Palmer et al. (2023)
Pillay et al., (2011)

.. | Gobrial et al. (2018) - Phase 2 Study

[EEN
[EEN
o
[EEN

1. Intervention methodology
details given

2. Intervention transparency 1
(e.g. number of sessions and
length of intervention)

[EE
o
o
[EEN
=
=
[y
[EEN

A, Research design quality Intervention 3. Treatment.glvento.the n/a 1 1 1|{n/a|n/a 1|n/a|n/a
control group (if used) is
outlined
4. Intervention fidelity 0| O 0 0 0 1 1 0 0

outlined (e.g., measurement
of adherence to intervention
given)
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1. Randomised group n/a n/a | n/a | n/a n/a | n/a
allocation
2. More than one outcome 0 1 0 1 1 1
Design measure is used
3. Definition of Dependent 1 1 1 1 1 1
Variables given
4. Reliability and/or validity 1 0 0 1 1 1
of measures discussed
1. Number of participants 1 1 1 1 1 1
specified
2. Socio-demographics (e.g., 0 0 0 1 1 0
ethnicity and income) of
parents is given
3. Sampling methods 1 1 1 1 1 1
specified
Participants 4, Age.-r.ange and gender of 0 0 1 1 0 0
all participants (parents and
children) reported
5. Inclusion and exclusion 1 0 0 1 1 0
criteria given
6. Sufficient information is 1 1 1 1 1 1
given to confirm if the
participants showed the
difficulties presented
1. Results shown clearly 1 1 1 1
2. Effect size given 1 1 0 0
Findings 3. Additional qualitative 0 0 1 1
aspect included
4. Conclusion justified by 1 1 1 1 1 1

data
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Overall 11 1357 9] 10] 10 (A6 A5 [44] 11|
B. Method appropriateness for | 1. RCT or feasibility RCT 0 0 0 0 0 1 0 0
answering research question 2. Control and intervention groups were n/a 1 1|n/a|n/a 1|{n/a|n/a
comparable
3. Follow up measure 1 0 0 0 0 1 1 0

Overall

C. Relevance of research focus
for answering review question

1. Sample consists of parents or caregivers 1 1 1 1 1 1 1 1
of children aged 0-25 years

2. Children aged 0-25 years 1 1 1 1 1 1 1

3. Research explores the effectiveness of 1 1 1 1 1 1

parenting intervention(s) in reducing child

internalising behaviours

4. The intervention is based on a 1 1 1 1 1 1 1 1
psychological approach, paradigm or theory

5. Conducted in the UK 1 1 1 1 1 1 1

6. Conducted in years up to 2023 1 1 1 1 1 1 1 1

Overall

D. Overall rating
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Table A7

Outline of the key study characteristics of the included studies

Appendix D

Key Study Characteristics of Included Studies

their children's
internalising
behaviours and
whether such
potential

changes are

intervention
(p <.001)
with a small
effect size of
0.4 (Cohen,
1988). No

Reference Aim Participants Design Internalising Follow up Findings WoE
Behaviours - rating
Outcome
Measures
Cartwright-Hatton et al. (2005) | To explore a. Parents (n=43) Pre- The Child 6 months Parent Medium
whether b. Children (n=43), experimental Behaviour reports of
manipulating aged 2 —4.5 years Checklist (CBC) internalising
parenting (Achenbach, behaviours
behaviours 1992b, 1992a) significantly
results in reduced
alterations in across the
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maintained over

time.

significant
change in
such
behaviours 6
months post-
intervention.
17 children
scored over
the clinical
cut-off for
internalising
behaviours
as per the
CBC
(Achenbach,
1992b,
1992a) prior
to
intervention.
This number
fell to 2
children,
post-

intervention

205



Cartwright-Hatton et al. (2018)

To investigate
the feasibility of
a group-based,
one-session
preventative
parenting
intervention for
parents with

anxiety

a.

b.

Parents (n=100)
Children (n=100),
aged 3-9 years

Feasibility
RCT*

*Control
group
received no
intervention
from
researchers
but continued
current
treatment
they were
receiving for
their own

anxiety

Child ADIS-PV
(Silverman &
Albano, 1996)
Children <5
years old:

1. Spence
Children’s
Anxiety Scale-
Parent Report
(SCAS-P)
(Spence, 1998)
or Spence Pre-
school Anxiety
Scale-Parent
Report (SCAS-
P) (Spence et
al., 2001)

2. Fear Survey
Schedule for
Children =1l
Parent Version
(FSSC-11-PV)
(Bouldin &
Pratt, 1998)

3 and 12 months

Children
whose
parents
attended the
parenting
intervention
showed
greater
reduction in
anxiety
symptoms
versus the

control

group.

16.5% more
children in
the control
group
received an
anxiety
diagnosis 12-

months

High
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Children >5
years old:

1. SCAS
(Spence, 1998)

following

intervention.

2. FSCC—
Revised
(Ollendick,
1983)
Davis and Spurr (1998) To evaluate the a. Parents (n=93) Quasi- The Child N/A Assignificant | Medium
effects of a b. Children (n=93), experimental* | Behaviour reduction in
family aged 1- 4 years Checklist (CBC) CBC scores
intervention and *Control (Achenbach, from pre to
to gather group 1992b, 1992a) post-
parental views received intervention
on the treatment as were found
intervention. usual or were (p <0.5)in
on the waiting the
list for the intervention
intervention group only.
Evangelou & Sylva (2007) To explore the a. Parents (n=73) Quasi- Adaptive Social | N/A No Medium
effects of a experimental®* | Behaviour significant

207



parenting

b.

Children (n=73),

Inventory

differences

intervention on aged 3-5 years *Control (ASBI) (Hogan were found
children's group etal., 1992) on measures
language, social- received no of child
emotional and intervention social-
cognitive emotional
development. development
between
children in
the
intervention
and control
group.
Gobrial et al. (2018) To design a a. Parents (n=7) Pre- Glasgow N/A Assignificant | Medium
parenting b. Children (n=7), experimental | Anxiety Scale reduction in
intervention for aged 5-14 years for children child anxiety
anxiety and with IDs (GAS- scores from
assess its ID) (Mindham pre- to post-

feasibility with
parents with
children with
autism and
anxiety

disorders.

& Espie, 2003)

intervention
was found (p

<0.5).
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Jewell et al. (2023)

To investigate
the feasibility of
engaging,
recruiting and
retaining parents
of children
experiencing
anxiety in a brief
group cognitive
behavioural

intervention.

To explore
parent
perspectives
regarding the
acceptability of
the intervention
and measures of

outcomes.

To explore
possible clinical

benefits related

a.

b.

Parents (n=19)
Children (n=19),
aged 4-9 years

Pre-

experimental

Spence
Children’s
Anxiety Scale-
Parent Report
(SCAS-Parent)
(Spence, 1998)
or Spence Pre-
school Anxiety
Scale-Parent
Report (SCAS-
P) (Spence et
al., 2001)
and/or Spence
Children's
Anxiety Scale
(SCAS-child,
Spence 1998)

The Child
Adjustment
and Parent
Efficacy Scale
(CAPES)

N/A

Parent and
child rated
outcomes
found a
reduction in
child anxiety
scores from
session one
to three.
Effect sizes
were
moderate -
large
regarding
parent-rated
outcomes
(PAS d=-
0.68; SCAS-
parent d=-
1.19). Child
self-reported
anxiety
scores (d=-

0.22) and

High
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to the
intervention
regarding child
anxiety

symptoms.

(Morawska et

al., 2020)

children's
behavioural
problems
(d=-0.32)
showed a
small effect
size.
Children's
emotional
problems
showed a
moderate-
large effect
size (d=-
0.73). The
magnitude
of change in
total
intensity was
small-
moderate
(d=-0.45).
Parental

confidence
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and efficacy

increased,
showing a
small-
moderate
effect size
(d=0.41)
McConachie et al. (2014) To explore the a. Parents (n=32) Pilot RCT* Spence 6 and 9 months | Parents in High
feasibility and b. Children (n=32), Children’s the
acceptability of aged 9-13 years *Control Anxiety Scale- intervention
adapted group group Parent Report group were
therapy for received (SCAS-Parent) significantly
children with delayed (Spence, 1998) more likely
anxiety and therapy and Spence to report a
autism. Children's reduction in
Anxiety Scale child anxiety

(SCAS-child,
Spence 1998)

ADIS child
version
(Silverman &

Albano, 1996)

scores versus
those in the
control
(p=.045). A
reduction in
anxiety
disorder

severity was
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CGI-I (Hedges shown for
et al., 2009) 76% of
children in
the
intervention
group versus
33% in the
control.
Palmer et al. (2023) To investigate a. Parents (n=30) Pre- Infant and 8 weeks after No High
the feasibility b. Children (n=30), experimental | Toddler Social baseline significant
and acceptability aged 15-47 months Emotional changes
of a brief online Assessment were found
intervention for (BITSEA) in BITSEA
parents with (Briggs-Gowan problem
anxiety, with & Carter, subscale
one- to three- 2002) scores pre
year-old and post
children. intervention

To explore the
effect of the
intervention on
parental mental

health,

(p=.176) nor
the

competence.

subscale

(p=.155). No
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confidence and

perceptions and

negative

outcomes on

child behavioural child social
and emotional and
symptoms . emotional
measures
were found.
Pillay et al. (2011) To evaluate a a. Parents (n=79) Pre- Developmental | N/A Parent- Medium
parent b. Children (n=58), experimental Behaviour reported
intervention for | aged 4-18 years Checklist (DBC) child anxiety
parents of (Einfeld & scores
children with Tonge, 1995) reduced
autism. from pre- to
post-

intervention.
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Appendix E

Recruitment Poster

ARE YOU A PARENT/ CARER WHO
EXPERIENCES ANXIETY?

Would you like to learn new JOIN OUR FREE s
ways to develop your child's PARENTING SESSION
=confidence = -
& help them cope with their
emotions ¢

% & &

Do parenting sessions for parents with

anxiety reduce their child's anxiety?

sessions, ran by a Traines Educational Peychologist, which
What will the will suppert you with:
research * Helping your children cope with their emations, mancggl https:/ fforms.office
stress and to develop "7 confident thoughts" -com/e/QD1EsImZyj
or

Scan or hold the

OR code for more
.. information:

involve? :
* Managing your "hot spots"

Who can take Parents or carers who identify as anxious, and
part? have a child aged 1 - 11 years old

T |

DEADLINE TO
University of REGISTER
Nottingham ' INTEREST: DATE
LK | CHINA, | MALAYSLA "'"l'l-l-...._‘. I

isabelwilliams@nottingham.ac.uk 7
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Appendix F
Demographics Questionnaire

Demographics Questionnaire

Please complete the questionnaire below to tell me a bit more about you. If you have any

1.

Woman

Man

Non-binary

questions, please ask or email Izzie. Thank you.

What gender do you identify as?

Prefer not to say

2.

Under 18

18-24

25-34

35-44

45-54

Over 54

3.

What is your age?

Please specify your ethnicity

Asian or Asian British

Black, Black British, Caribbean or African

Mixed or multiple ethnic groups

White

Other (please state)

Prefer not to say

4.

Which languages can you speak fluently?
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5. What is the highest degree or level of education you have completed?
Some Secondary School
Secondary School
Foundation degree, diploma or apprenticeship (Levels 1-5)
Bachelors degree
Masters degree
Doctorate
6. What is your marital status?
Married
Single
Cohabiting
In a relationship
Prefer not to say
7. How many children do you have?
One
Two
Three
Four
More than Four (please state)

8. Where is your home located?

9. What is your current employment status?
Employed Full-time

Employed Part-time
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Seeking opportunities or Unemployed
Retired

Prefer not to say

217



Appendix G
Session Plans

Session 1 PWA Intervention

Activity Script Resources Needed/ To do
Introduction o Intro (who | am)
o Thank you for coming along
o So these sessions will be all about working together to support each other in
raising confident children who have the tools to manage their emotions — that’s our
goal!
o So we will be following online parenting sessions that wer created by a clinical

psychologist, Sam Cartwright-Hatton, to support parents with anxiety. And as we go
through it we will have opportunities to discuss our thoughts and things like that.

o In the first video | will show you today, Sam will introduce the sessions a bit
more but if you have any questions as we go along, please do let me know
o To give you an idea, each week we will watch a couple of videos together and

have a chat about those, if you would like to do this. After each session together, you
are invited to go away and have a go at some of things we talk about in the sessions.
So at the start of each session there is an opportunity for us to discuss how you found
the things that you tried out from the last session ... again, it is completely up to you
how much you feel comfortable sharing in these sessions. They are for you!

o And in our final session together, | would really love to just come together and
hear how you found the sessions.
o Does that sound okay so far?

Ethics

So a few things | wanted to mention...

o We will always have a break each session but if at any point you want to take a
moment out or grab a cup of tea or a biscuit, please do go ahead and do that.
o Throughout the next few weeks, we will be chatting about feelings of anxiety,

our parenting but also our experiences of being parented. | do recognise that these
topics can be challenging to discuss. Again, please do take breaks as you need them.

Also, | have put on the table a list of places that can offer you additional support if you

. Print consent
form

. List of extra
support
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would like to explore those. | will also be around at the end of the session if you would
like to talk.

the sessions

o As | said before, please do get involved in a way that feels comfortable to you.
You are able to leave the sessions at any time.
o | want to say that | will not disclose personal information (e.g., names) from
our sessions
Housekeeping o Okay! Final bit from me!! You’re doing well so far.. o Print any school
o A few housekeeping bits procedures
e There are refreshments available here...
e There are toilets here...
e Inthe case of afire...
e (any H&S)
Icebreaker o Okay! Enough from me . Print sheep
activities o So, it would be lovely to get to know each other a bit more if you guys feel pictures
comfortable doing this . Print register
o | am not sure if anyone knows each other already?
o So | thought we could go round and say:
o Our name
. Who is at home with us
o And also, | have some photos of a sheep so maybe you can give us an
idea of what sheep you are feeling like today and why!
o But, you are more than welcome to opt out of this, just say pass and we can
move on
o | will start us off, so...!
o Complete register!!
Ground rules o Thank you, it was lovely to get to know everyone a bit more.... o Large paper/
o So the next thing | wanted to do is make some ground rules together so that flipchart
we feel safe getting involved in our sessions o Pens
. So there are a couple of bits | want to include, so:
o Do not discuss families or children, by name, that are not participating
in the intervention
o What is discussed is confidential and cannot be discussed outside of
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Is there anything else people would like me to put up here...?
And we will keep these up in every session to remind us

Completion of o So just before we have a break, | would like to ask you to please complete . Print SCAS-P
SCAS-P or SCAS these forms for each of your children (ask ages and give accordingly — SCAS for 6-18y, o Print SCAS
preschool for <6y) o Print
o These forms measure your childs current feelings of anxiety demographics
o We will then come back and re-do these in our final session together . Bring pens
o And then if you could please complete the demographics sheet too
o Once you’re finished we will have a X minute break
o And once you're back we will have a look at our first video together which is
just an intro really
o All okay?
Module 1: Starter ) Intro video o Starter module
o Info page notes
o So this bit just goes through the things | have spoken to you about

already really, so there are actually 9 modules, not 8 and we will do about 2 a
session

o As | said, there will be a chance for you to go away and try out some of
the actions we speak about but we will go through that together

Meet the Parents

o Okay so this section introduces you to 5 fictional parents who will
travel through the course with you

How do you view the world?

o Okay so this is a bit of a quiz... | completed it before so | will read the
statements out and just have a think or jot down if you agree or not (read
out)

7 Confident thoughts video

Quiz

o Read out and then answer

Video related to quiz

Anxiety story video
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o If anyone does want the link to this video, let me know and | will send

it to you
o Child personality factors
End of session o Okay, how are we feeling? It was just a bit of an introduction model but it gives . Print tokens
you a bit of a taste.... o Cut out tokens
o | wonder if we could go around with one word about how we feel after . Make token
watching this, or what sheep! board
o I will go first
o Also, | have a board up here with tokens, please have a look and take what
you need
Option to o So at the end of every session, you guys are more than welcome to head off
complete now or you can stay for 5/10 minutes for a relaxation exercise which will be some
Relaxation guided mindfulness if you feel like that would be useful for you (5-10mins)
Activity
Session 2 PWA Intervention
Activity Script Resources Needed/ To do
Introduction o Hi all, how are we doing? How did you feel after last week? o Sheep pics
o So lovely to see you all back here (complete register) . Ground rules
o So today we will be thinking about avoidance and how this can sometimes

encourage feelings of anxiety... so we will think about how we can support our
children to step out of their comfort zone and cope with situations that may worry
them

o Then we will have a break!

o Then we will come back and think about the importance of play

o Does that sound okay?

o But first | wonder if we could go round and maybe say what sheep we feel like

today or if you have any good news to share (as always you can say pass and we can
move on!)
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Just to say before we start, for each video | will give you notes that summarise

everything so you don’t have to make notes but you are more than welcome to make
your own notes or scribble on these if that helps

Module 2:
Comfort Zone

Story of Village and Volcano

o Again, let me know if you would like me to try and send you this
video!

o How do we feel about that??

Quiz

o Ask

Video

Parent experiences

o Okay so we will see how the fictional parents got on with encouraging
their children

o If you have any comments or thoughts as we go through please do let
me know

o Anyone got any thoughts?

Bravery ladder intro

o Would anyone feel comfortable sharing whether this resonates with
any of you or your children?

o Thank you... let’s have a look at this bravery ladder

Bravery ladder 2

o Read out and then answer

Bravery ladder activity

o Read it out and do together

Bravery ladder egs

o So there are a few premade bravery ladders that | have put on the

table to please feel free to have a look or take some home

How to get your child on board

o So this section has some tips for helping your child get on board with
the bravery ladder

o Open and discuss

Homework

o Think about ways to get your child out of their comfort zone

. Comfort zone
module notes

. Bravery ladder
egs

. Paper to make

bravery ladders

o Print action plan

template if sent (or
make one!)
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o Make a bravery ladder

o Awrite ideas in action plan — okay so | wonder if we could make an
action plan now
o Action: e.g. start bravery ladder
o When: after tea on wednesday (draw), do saturday
o What: draw bravery ladder and do step 1
o Extra notes e.g. dw
Break
Module 3: Playful |(Approx. 15 minutes) . Playful parent
Parent o Intro module notes
. Type of play
o Read out and discuss
o Child’s Game
o Any thoughts on that so far?
. Parent experiences
o Why play is good for 7 confident thoughts
o Quiz
o Read out and ask to think about
o Homework
o Write down actions from this session
o Anyone think they are going to try anything out from this? Maybe the

child’s game? Any ideas how you might squeeze that in?

End of session

Okay, how are we feeling?
| wonder if we could go around with one word about how we feel after

watching this, or what sheep!

| will go first
Also, | have a board up here with tokens, please have a look and take what

you need

tokens

tokens

board

Print missing
Cut out missing

Bring token

Option to
complete
Relaxation
Activity

minutes for a relaxation exercise which will be some guided mindfulness if you feel like

So you are more than welcome to head off now or you can stay for 5/10

that would be useful for you (5-10mins)
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Session 3 PWA Intervention

Activity Script Resources Needed/ To do
Introduction o Hi all, how are we doing? How did you feel after last week? . Sheep pics
o So lovely to see you all back here (complete register) o Ground rules
o So today | was thinking we can reflect on last week and see if anyone got a o Make a register
chance to try out any of the activities and then we will start our first video... & homework column
o Which will be about how we can support our children with managing/
regulating their emotions
. Then we will have a break! Tea and biscuits, as always!
o Then we will come back and think about how we can support our children to
develop what the intervention calls more ‘good and brave behaviours’
o Does that sound okay?
o Just like last week, | have the summary notes printed for you but if you would

like any paper or pens to make notes let me know

o But first | wonder if we could go round and maybe say what sheep we feel like
today or if you have any good news to share (as always you can say pass and we can
move on!)

Homework o So last week we spoke about how we can encourage our children to get out of o Ask if they
their comfort zone. | wonder if anyone tried making a bravery ladder or had a go at completed the
any of the activities? No pressure to share... homework!
. (discuss)
o The other activity you may have tried was playing with your child... maybe
trying out the child’s game... did anyone get a chance to do that?
o (discuss)
Module 4: (Approx 20 mins) o module notes
Emotion o Intro video o action plan?
Coaching o Again, let me know if you would like me to try and send you this . Print emotion
video! coaching script
o How do we feel about that?? template
o Parent panel experiences of their parents managing their emotions

224



o Ask after last parent... any thoughts or reflections on this?

o Everyone feeling okay?... as always, if you do need a moment please
take it, it can be hard to reflect on our past experiences here

Example of understanding child’s emotion

Emotions Quiz

emotion coaching cheat
sheet and laminate

Print A5

o Raise your hand for which you think are unacceptable... read out
o Video — all emotions okay
o Does that make sense so far?
o Emotion Coaching tips
o Read out
o Parent panel — emotion coaching
o Read it out and do together
o Using Emotion Coaching
o Planning Emotion Coaching
o So, | wonder if we could have a think about situations that you may
you have with your child that you could try emotion coaching with
o So we saw an example of homework
o And you could jot one down now and maybe an example of what you
might say using emotion coaching
o We could maybe try one together?
o | have also made you little cheat sheets you can have in the kitchen or
somewhere when you need a little reminder!
. Homework
o Try emotion coaching!
Break
Module 5: Good |(Approx. 15 minutes) . module notes
and Brave o Intro . star chart
Behaviour o Praise video template
o Tips for praise . buy star
o Read and discuss — these are all on your summary notes! stickers??
. Rewards video
o Tips for rewards
o Read and discuss
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Choosing good rewards

o Read and discuss

Quiz

o Read out and they could put their hand up

o Any other ideas??

Star charts

o Any thoughts on this? | learnt a lot from this when | first watched it
Star chart tips

o Read and discuss — | will whizz through these as they are on your
sheet

Star chart template

o | have printed some templates off for your to look at...

7 confident thoughts

o Quiz together

Parent panel

Spot the great praise and reward

o Quiz together

Homework

o Use the praise tips

o Anyone think they are going to try anything out from this? Star chart?

Praise? Maybe jot down what you might want to do

End of session

Okay, how are we feeling?
| wonder if we could go around with one word about how we feel after

watching this, or what sheep!

need

| will go first

Also, | have a board up here with tokens, please have a look and take what you

tokens

tokens

board

Print missing
Cut out missing

Bring token

Option to
complete
Relaxation
Activity

minutes for a relaxation exercise which will be some guided mindfulness if you feel like

So you are more than welcome to head off now or you can stay for 5/10

that would be useful for you (5-10mins)

Session 4 PWA Intervention
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Activity Script Resources Needed/ To do
Introduction o Hi all, how are we doing? How did you feel after last week? . Sheep pics

o So lovely to see you all back here (complete register) o Ground rules
o So today | was thinking we can reflect on last week and see if anyone got a . Make a register
chance to try out any of the activities and then we will start our first video... & homework column
o Which will be about how our physical health can affect our mental health
o Then we will have a break! Tea and biscuits, as always!
o Then we will come back and think about good and stress and this module is a
bit more specific for parents who experience anxiety
o Does that sound okay?
o Just like last week, | have the summary notes printed for you but if you would

like any paper or pens to make notes let me know

o But first | wonder if we could go round and maybe say what sheep we feel like
today or if you have any good news to share (as always you can say pass and we can
move on!)

Homework o So last week we spoke about using emotion coaching, rewards and praise. | . Ask if they
wonder if anyone tried out any emotion coaching? No pressure to share... completed the
o (discuss) homework!
o What about praise and rewards... did anyone get a chance to try anything
differently, make a reward chart or anything?
. (discuss)
Module 6: Mind [(Approx 20 mins) . module notes
and Body o Intro video o flipchart
o Exercise video o take a pic of
o Parent panel videos flipchart to email
o Any thoughts?
o Exercise Action Plan
o Anyone feel like their children could do with more exercise and have
any ideas for this? (could write on a flipchart)
o Sleep
o Sleep quiz
o Read out — these are things you may think about
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Tips for sleep

o Read it out and discuss (on sheet too)

Sleep action plan

o Anyone feel like their children could do with more exercise and have
any ideas for this? (could write on a flipchart)

Caffeine

o Full disclosure... my nan used to make me a coffee or hot chocolate
every day after school so | am concerned...!

Caffeine Quiz

o Read out

Reducing caffeine intake

Food

Food Action plan

o Any ideas for how we could increase good bacteria in your child’s gut?
(write on flipchart)

Break

Module 7: Good
Stress Bad Stress

(Approx. 15 minutes)

Intro

o Is everyone okay so far? Please do look after yourself as we go
through this one, as Sam said, this one can feel a bit more challenging
Parent panel

o Any thoughts?

Video

Good vs bad stress

o Read and discuss — these are all on your summary notes!
Good bad stress quiz

Video on 7 confident thoughts

o Read and discuss

7 confident thoughts

o Quiz together

Parent panel x 2

Rubbing corners off

o Any thoughts on this?

module notes
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o Spotting overprotection

o Talk through
o Rubbing corners off
o Talk through
o When to be overprotective
o Talk through
o Outro
o Remind to look at sheet gave in session 1- can resend
) Homework
o Anyone think they are going to try anything out from this? Maybe jot
down what you might want to do
End of session o Okay, how are we feeling? . Print missing
o | wonder if we could go around with one word about how we feel after tokens
watching this, or what sheep! o Cut out missing
o | will go first tokens
o Also, | have a board up here with tokens, please have a look and take what . Bring token
you need board
Option to o So you are more than welcome to head off now or you can stay for 5/10
complete minutes for a relaxation exercise which will be some guided mindfulness if you feel like
Relaxation that would be useful for you (5-10mins)
Activity
Session 5 PWA Intervention
Activity Script Resources Needed/ To do
Introduction o Hi all, how are we doing? How did you feel after last week? . Sheep pics
o So lovely to see you all back here (complete register) . Ground rules
o So today | was thinking we can reflect on last week and see if anyone got a . Make a register
chance to try out any of the activities and then we will start our first video... & homework column
o Which will be about our own personal hot spots so those things that we know

can cause us particular anxiety and how we can try to reduce the impact that this may
have on our children. This one, a bit like last week, might feel a bit tricker for some
people so please do be kind to yourselves.
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. Then we will have a break! Tea and biscuits, as always!

o Then we will come back and think about boundaries and setting limits to
behaviours

o Does that sound okay?

o Just like last week, | have the summary notes printed for you but if you would

like any paper or pens to make notes let me know

o But first | wonder if we could go round and maybe say what sheep we feel like
today or if you have any good news to share (as always you can say pass and we can
move on!)

Homework o So last week we spoke about using nutrition and good stress, bad stress and o Ask if they
overprotection. | wonder if anyone tried anything new this week following the completed the
session? No pressure to share... homework!

o (discuss)
Module 8: Where [(Approx 30 mins) o module notes
are your hot o Intro video o make action
spots o What are hot spots plan templates to copy
o Parent panel videos and print
o Any thoughts?
o Kids copy their parents
O
o Role play videos
o Any thoughts on this? | reflected on how easy this is to do
o Watch out for ears flapping
o Pause on 7 confident thoughts — any thoughts on these???
o Compensating
. How to use compensation
o Anyone feel like their children could do with more exercise and have
any ideas for this? (could write on a flipchart)
o Summary
o Read out
) Action plan
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o Anyone got anything they can see themselves using this with? Mine
would be cats...l actually picked that up from my mum I think...

Mind the gap

Summary

0 Read out

Perfectionism

Perfectionism summary

o Read out

Perfectionism Action plan

Finally

o Is everyone feeling okay? It is time for tea but if anyone wants to chat
to me or needs some time out please do. You have the list of extra support,
from week 1 and as always | can offer the relaxation time at the end of the
day

Break

Module 9:
Boundaries and
setting limits

(Approx. 15 minutes)

So, this is our final module together!! Thank you so much for all of your time

so far and well done for completing these sessions

| will chat a little bit more about what will happen in our next session following

this video

Intro

Common traps

o Read out and discuss
Tips for giving commands

o Read out and discuss
Parent Panel - consequences

o Any thoughts?
Summary

Top tips for using consequences
o Read and discuss

Time out

o Does anyone use time out? (could skip — it is in their notes)
Time out top tips

o module notes
o action plan
template
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o Read and discuss

o Finally
o Talk through
o Action plan
o Go through
End of session o Okay, how are we feeling? o Print missing
o So next session will be a little bit different, so we will complete those same tokens
guestionnaires about your children’s level of anxiety again. And then we will do what is . Cut out missing
called a focus group. So | will basically be asking some questions about how you found tokens
the sessions and we can have a group discussion about it. This session is all about me . Bring token
finding out how helpful the sessions were for you and your families really. Does that board

sounds okay? We will also have some celebratory cake for completing all of the sessions
together!!

o It has been a heavier session today so | wont ask how everyone is feeling
unless you would like to share but as always...
. Also, | have a board up here with tokens, please have a look and take what
you need
Option to o So you are more than welcome to head off now or you can stay for 5/10
complete minutes for a relaxation exercise which will be some guided mindfulness if you feel like
Relaxation that would be useful for you (5-10mins)
Activity
Session 6/7 PWA Intervention
Activity Script Resources Needed/ To do
Introduction ) So congratulations of completing all of the sessions together! It has been a
pleasure... (// complete final video on hot spots, see session 5 plan)
o Thank you for coming in for our final session today!
o As | mentioned last week, today | am going to ask you to re-do the
guestionnaires you did in our first session together
o We will then have a group discussion for the remainder of the session to
support me to understand how you found the sessions

o That all okay so far?

232



Completion of o Complete . Print SCAS-P
SCAS-P or SCAS . Print SCAS
. Bring pens
Focus group o See plan . Video
equipment
o Trainee to make
notes??
Debrief o So that is everything... thank you so much for all of your time, honesty, o Print debrief
openness and hard work over the past few weeks statements
o Before you go, | will give you a debrief statement which just tells you a bit
more about the study. Please do read this and you have my email if you have any
questions.
End of session o For the final time! | have a board up here with tokens, please have a look and . Print tokens
take what you need . Cut out tokens
o Make token
board
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Appendix H

Participant Information Sheet

School of Psychology

The University of

Nottingham

UNITED KINGDOM - CHINA - MALAYSIA

Information Sheet m
A~

A Mixed Methods Study Exploring the Effectiveness of a Parenting Intervention for

Parents with Anxiety in Reducing Child Anxiety

Ethics Approval Number or Taught Project Archive Number: 51514
Researcher(s): Isabel Williams, isabel.williams@nottingham.ac.uk
Supervisor(s): Sarah Godwin, sarah.godwin@nottingham.ac.uk

This is an invitation to take part in a research study which investigates whether a
parenting programme for parents with anxiety can reduce their children’s anxiety. It
will also explore parents’ views of the parenting sessions.

Before you decide if you wish to take part, it is important for you to understand why
the research is being done and what it will involve. Please take time to read the

following information carefully.

If you participate...

e You will be asked to attend 7 weekly group parenting sessions which will be ran by
myself, a Trainee Educational Psychologist, and held at a local school.

e Each session will last between 1 hour — 1 hour 30 minutes. The time of the session
will be chosen based on the best time for most parents.

e The sessions will involve:

Completing a questionnaire about any anxiety your child may experience —
before and after completing the parenting programme
Helping you to help your child to:
Recognise and manage their emotions
Develop their confidence
Look after their mind and body
Support for you to:
Build boundaries for your child
Recognise good versus bad stress
Identify your hotspots and reduce the impact they may have on
your child
Opportunities for you to have a go at the skills you have been taught each
week
Time to share your parenting experiences if you are comfortable doing so
A group discussion about how you found the parenting programme, in our
final session together. This session will be audio and/or video recorded.


mailto:isabel.williams@nottingham.ac.uk
mailto:sarah.godwin@nottingham.ac.uk

Altogether, this parenting programme will last 7 weeks (1 session per week), not
including school holidays.

Participation in this study is totally voluntary and you are under no obligation to
take part. You are free to withdraw at any point before or during the study. All data
collected will be kept confidential and used for research purposes only. It will be
stored in compliance with the Data Protection Act.

Please be reassured that information that | may be aware of through my work as
a Trainee Educational Psychologist will be kept confidential and will not be shared
within parenting sessions.

If you have any questions or concerns please don’t hesitate to ask now. We can
also be contacted after your participation at the above address.

If you have any complaints about the study, please contact:
Stephen Jackson (Chair of Ethics Committee)
stephen.jackson@nottingham.ac.uk

Research participant privacy notice
Privacy information for Research Participants
For information about the University’s obligations with respect to your data, who you can get
in touch with and your rights as a data subject, please visit:
www.nottingham.ac.uk/utilities/privacy/privacy.aspx.
Why we collect your personal data
We collect personal data under the terms of the University’s Royal Charter in our capacity as
a teaching and research body to advance education and learning. Specific purposes for data
collection on this occasion are:
e To explore:
e The effectiveness of an adapted parenting intervention for parents with
anxious cognitions, Parenting with Anxiety: Helping Anxious Parents
Raise Confident Children (PWA) (Cartwright-Hatton, 2021, February 15
- 2023, April), in reducing child anxiety.
e How parents perceived the intervention
e Together, the findings from this research will be used to inform the practice of
Educational Psychologists. It aims to advance the profession’s knowledge of
how to support the mental health of children and young people of whom
Educational Psychologists work with.

Legal basis for processing your personal data under GDPR
The legal basis for processing your personal data on this occasion is Article 6(1e) processing
is necessary for the performance of a task carried out in the public interest

How long we keep your data
The University may store your data for up to 25 years and for a period of no less than 7
years after the research project finishes. The researchers who gathered or processed the
data may also store the data indefinitely and reuse it in future research. Measures to
safeguard your stored data include:

e Participant data will be anonymised

e Pseudonyms will be used to refer to participants

e Paper copies of raw data will be stored in a locked cabinet

¢ Digital copies of data will be password protected and kept on the researcher’s

personal laptop, password protected, for the time period outlined by the
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University of Nottingham's ethical and data guidance, as well as data protection

legislation, and then deleted
Only the researcher, their supervisor and research supervisor will have access

to the raw data, including the recording of the focus group.
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Appendix |

Participant Consent Form

School of Psychology

University of

Nottingham

UK T CHINA | MALAYSIA

Consent Form

A Mixed Methods Study Exploring the Effectiveness of a Parenting Intervention for
Parents with Anxiety in Reducing Child Anxiety
Ethics Approval Number or Taught Project Archive Number: S1514
Researcher(s): Isabel Williams, isabel.williams@nottingham.ac.uk
Supervisor(s): Sarah Godwin, sarah.qgodwin@nottingham.ac.uk

The participant should answer these questions independently:

¢ Have you read and understood the Information Sheet?
YES/NO

¢ Have you had the opportunity to ask questions about the study?
YES/NO

e Have all your questions been answered satisfactorily (if
applicable)? YES/NO
e Do you understand that you are free to withdraw from the study?
YES/NO
(at any time and without giving a reason)
¢ | give permission for my data from this study to be shared with other
researchers provided that my anonymity is completely

protected. YES/NO

¢ Do vyou agree to take part in the study?
YES/NO

“This study has been explained to me to my satisfaction, and | agree to take part. |
understand that | am free to withdraw at any time.”

Signature of the Participant: Date:
Name (in block capitals)

| have explained the study to the above participant and he/she has agreed to take
part.

Signature of researcher: Date:
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Appendix J
PWA (Cartwright, 2021) Intervention Handouts

Parenting
with Anxiety

Helping anxious parents
raise confident children

INTRODUCTION

MODULE SUMMARY

Welcome to the Raising Confident Children Course.

The course consists of this module and seven more. When you complete a module, you can start the next
one straight away. However, we’d urge you to take your time. You will learn a lot of new ideas on this
course, and they will need time to sink in, and time for you to practice them. You (and your children) will
get the most out of the course if you do practice the ideas that you learn. So, leave at least a day or two
between modules. However, this starter module is a bit different; it doesn’t give you much to go away and
try, so if you want to go straight on to the next module, that is fine.

We have made the course as fun and light-hearted as possible. However you may find that it touches on
sensitive areas for you. If so, and you find yourself getting upset, please do seek support from a person in
real life.

Above all, throughout this course, please try to be kind to yourself. We will keep reminding you of this -
you do not have to be the perfect parent. In fact, there is no such thing as a perfect parent. You just need
to be a good enough parent. And you are already a good parent - only good parents sign up for things
like this. You will be given a lot of information in this course. If this leaves you feeling overwhelmed,
please do not worry. You do not have to do all of it! Some parts of it will fit well with you and your
circumstances, and others won't. It is fine to take your time, and to focus on some parts more than others.

In this module we want to teach you about two things: The Fight-Flight Response, and The Seven
Confident Thoughts.

THE SEVEN CONFIDENT THOUGHTS

We know that confident children and anxious children think differently about the world. In fact, there are
seven key differences. This course is all about getting your children to think like confident children. We
call this the Seven Confident Thoughts, and this is what they look like:

® The world is a fairly safe place.

* | can cope with most things.

* Bad things don’t usually happen to me.

* Bad things don’t usually pop up out of the blue.
* | have some control over my life.

® Other people are okay.

® Other people respect me.

This course is all about different ways to get your child thinking about The Seven Confident Thoughts.

THE FIGHT FLIGHT RESPONSE

When we are very frightened by something, our body reacts very quickly, to help us to escape from the
thing that is scaring us. As you have seen in this module, our body releases adrenalin, to get us ready to
run away, or to fight off the enemy. This adrenalin makes a number of things happen:

238



Makes us breathe quickly to get lots of oxygen into our bodies. This can make us feel breathless
and tight-chested or light-headed. It can also make our mouth feel dry.

Makes our heart pump blood around to our muscles. This can make us feel as if our heart is racing
and make our muscles feel like jelly.

Takes the bloody away from our digestive system. This can give us butterflies or make us feel sick.
Turns certain bits of our brain on, and other bits off. This can make us feel odd and a bit out-of-
body.

All of this activity makes us feel hot and clammy and can make us look a bit pale.

These are not nice feelings. But, they are normal, and they are harmless. Sometimes when people have
this ‘fight-flight’ response, they feel as if they are going to faint, or have a heart attack, or go mad.

But in fact, it is very rare to faint during fight-flight. We faint when our blood pressure is too low, and
during the fight-flight response, our blood goes higher (just for a short while).

About 1 in 20 of us can go a bit faint when we are scared, particularly if we are in a situation where we
might get cut or see blood. For instance, when having a blood test or injection. This is because our blood
pressure temporarily goes a bit low. This is OK. If this happens to you, try using a technique called
“applied tension” - this is where you tense and relax your large muscles in your bottom and legs - do this
several times until your blood pressure is back up to normal and you feel better.

Some people feel as if they are going mad when they have the fight-flight response. Don’t worry - you are
not! The fight-flight response feels weird, but it is a completely normal human experience.

IMPORTANT THINGS TO REMEMBER

There are lots of things that go into deciding whether a child becomes anxious or confident - genes,
school, friends, personality, parents, other family, neighbourhood, past bad and good experiences, and
much more.

So, if your child shows signs of anxiety, please do not blame yourself.

However, as you have seen in this module, parents can make some difference. We don’t think parents
cause their children to be anxious, but we do think that they are in the best position to help their child
grow in confidence. We think that parents who take this course are fantastic parents who are prepared to

go out of their way to help their child grow up confident and happy.

After each module, we will give you something to go away and try. For this module, we’'d like you to think
about The Seven Confident Thoughts, and how you can start feeding them.

For example, how can you give your child a feeling that they have some control over their life?

DIG DEEPER

This short Ted Talk is a really fun one from an over-excitable Swedish doctor. It will challenge any belief
you still have that the world is a terrible place.

https://www.ted.com/talks/hans _and ola rosling how not to be ignorant about the world?referrer=playlist-
the best hans rosling talks yo#t-61768
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THE COMFORT ZONE

Action When? What? Extra notes

X X X

MODULE SUMMARY

This module is all about avoidance, and how this feeds anxiety. In this module, you will learn how to get
your child to step out of their comfort zone and cope with situations that scare them.

THE STORY OF THE DRAGON IN THE MO

TAIN

Once upon a time, a long, long, time ago, there was a little tribe of villagers. These villagers were poor,
but they were happy, for they lived at the bottom of a huge extinct volcano. And, as you may know,
volcanoes are very lush and fertile places. So, these villagers had the life of Riley. They would wake up in
the morning, and go up the mountain to collect a wonderful feast. All sorts of things grew on this volcano
- peach trees, chocolate Hobnob bushes... and the villagers would fill their baskets, eat their fill, and then
sleep it off in the afternoon sun. Lovely.

But one day, something terrifying happened. There was a storm. But the villagers hadn’t seen a storm like
this before - this was no ordinary storm. The thunder crashed and the rain lashed the village. The lightning
flashed and silhouetted the volcano against the dark night sky. The villagers were terrified! They huddled
together for warmth and said: ‘What is happening? ‘What is happening to our mountain? Just then, one of
the village elders spoke up “Ahhh, it is the dog in the mountain. He is angry with us for taking his food”.
There were gasps of horror from the villagers as they huddled together from fear and cold.

The next day, the sun rose, and it was time for the villagers to go up the mountain to collect their food...
But no one dared go up the mountain... And the next day came, and still no one would dare go up the
mountain, and the next week came, and the next month came, and the next year came, and still, no one
dared go up the mountain.

As the years went by, the villagers scraped a living on the thin soils around the volcano. Life was not easy,
but they survived, on a meagre diet of sprouts and goats cheese. And, as is the way with these things, as
the years went by, the rumours about the volcano grew and grew. Soon, it was not a dog in the mountain,
but a LION in the mountain. And then, it stopped being a lion in the mountain, and became a DRAGON in
the mountain. And, eventually, it stopped being a dragon in the mountain, and became a FIRE-
BREATHING, BABY-EATING, DRAGON IN THE MOUNTAIN, and there was NO WAY that anyone was going up
there to get food.

Then, one year, the unthinkable happened. The rains did not come, and the crops failed. The villagers had
nothing to eat, and soon they were on the verge of starvation. They called a village meeting, to decide
what they should do. So, what should they do....?

Thats right, they HAVE to go up the mountain to find out whether there really is a dragon there. And, that
is exactly what the villagers decided. They made one of the elders go up the mountain, to see if there
really was a dragon. So, the old man started walking up the mountain. His legs were shaky, but he kept
walking up the mountain. His chest was tight, he felt that he might faint, but still he walked, up, and up
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the mountain. And soon, he reached the top... of... the... mountain....
But just as he reached the top of the mountain, there was a GINORMOUS...

Oh, how old are you..? There's no such thing as dragons. He filled his baskets with food, and climbed back
down the mountain where they all had an enormous feast and lived happily ever after.

So, when we tell this story to children, what is our message? That's right. if you have a fear, you must go
‘up the mountain’. You must test it out. And what happens if you don’t test out a fear as soon as possible?
That’s right. It gets bigger and bigger and bigger until it is the size of a dragon.

So, the moral of our tale is that if you are scared of something, or your child is scared of something, you
have to TEST OUT THAT FEAR". And it's best to test it out while it’s still just a little fear.

WHY AVOIDING SCARY THINGS IS A PROBLEM

When we avoid scary things, it stops us learning that it will be OK. So, if a child is scared of cats
and so never goes near a cat, they will never be able to find out that cats are unlikely to harm
them.

When we avoid scary things, it stops us learning the skills that we need to cope with fear. This
means that we stay scared of this scary thing, and it also means that we don’t have the skills to
cope with new scary things in the future.

If we avoid something because it feels scary, the fear gets bigger and bigger. For instance, many
people who start out with fears of spiders end up with fears of cellars and sheds, and other dark
and dusty places that might have spiders living in them.

It feels so nice when we avoid scary things doesn’t it? But, that lovely feeling of relief is a bit of a
problem. It feels so nice that when we see the scary thing again, we are driven to avoid it again,
and we never get over the fear.

So, we have learned that avoiding things feels nice, but makes us more scared in the long run.
How can you use this information to raise a confident child? There are 2 main things you can do...

® The first is to encourage your child out of their comfort zone - get them to do things that are just a
little bit scary for them. For example, coax them into asking for their own sweets at the shop,
encourage them to stroke a friendly dog, persuade them to do something on their own.

® The second is to really tackle any of their serious fears or phobias using our braver ladder.

THE BRAVERY LADDER

Having something that really scares us - something that makes us feel so scared that we have to avoid it
altogether is a real shame. Kids with phobias like this can end up missing out on all sorts of things. It feels
pretty miserable too. If your child has a serious phobia like this, have a go at making your own bravery
ladder or look at our list of ready - made ladders for common fears and phobias.

DRAWING UP A BRAVERY LADDER

If you decide to design a bravery ladder of your own, this is how to do it:

* At the very bottom of the page, write down what your child can just about do now. For instance,
the child might be able to look at drawings of dogs, but no more.
* At the very top of the page, write the goal for the child. This should be fairly ambitious. For
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10.
11.
12.
13.

instance, in our example, it might be for the child to be able to stroke a friendly dog for a minute.
Then fill in some steps in between. Start at the bottom and work up. Most Bravery Ladders have
about 6 to 10 steps but it can be as many as needed.

The first step should be pretty easy - it should be something that the child can already just about
do. This ensures that the child has an early experience of success with the ladder.

For example:

. Stroke a dog for a minute.
. Briefly touch a larger dog.
. Briefly touch a small, friendly dog.

Look at a real dog from a distance.
Look at a video of a dog.

Look at a photograph of a dog.
Look at a drawing of a dog.

Explain to the child what you are doing.

Get them involved in planning the ladder.

Plan a nice reward for completing the ladder.

Give your child lots of praise for trying each step, even if it doesn’t go particularly well.

You can repeat each step several times if you need to, until your child is really comfortable with it,
before moving onto the next one.

When you move up a step, pay attention to how the first attempt goes. If it goes really badly,
consider making the step a bit easier. It's completely normal to end up tweaking the ladder as you
go along.

Should you try this when your child is tired, hungry, grumpy...? No! The best time is when they
have a bit of energy - so give them a snack first, and try to find a time when they are fairly relaxed
and happy.

Ideally, do this when you are feeling fairly relaxed too. And have a snack when you give your child
one - humans don’t work well on an empty stomach.
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THE PLAYFUL PARENT

ACTION PLAN

‘Action HWhen? HWhat? H Extra notes ‘

MODULE SUMMARY

Play is really important to children’s mental health. In an ideal world, your child would get lots of play,
with at least some time every day playing with parents and with other children.

In the real world, it's not so easy. Schools have cut down on break times and they give more homework.
Children don’t play out on the street like they used to. Families have got smaller. All of these things mean
that it’s hard for children to get the play that they need.

There are six types of play. Try to make sure that your child gets plenty of each.

THERE ARE SIX DIFFERENT TYPES OF PLAY

| ADVENTUROUS PLAY

It is very important that we learn how to judge risks before we become adults. Children who don't learn
this can end up feeling scared of things that aren't really dangerous or taking silly risks. So, how do we
learn to judge risk?

Sadly, it's not something you can learn from a book or in the classroom. To learn to judge risk, you have
got to get out there, and face some small risks when you are young. Having lots of time for adventurous
play is brilliant for this.

But what do we mean by adventurous play? We mean play where you feel a bit scared, and there is a risk
of getting a small injury - a graze or a bruise. Adventurous play is the sort of play you get in a playground
with climbing frames, slides, swings, trees to climb, and so on. Children also get adventurous play when
they are allowed to run around a field or a park without adults watching every step - getting into scrapes,
and sorting themselves out.

In short, adventurous play is great for building confidence. It can feel scary letting your child go up to the
top of that climbing frame, or out of sight for a few minutes, but if you can manage it, you are doing
something that is really good for them.

UNSUPERVISED PLAY AND MAKING YOUR OWN FUN

Think back to when you were a child. Try to remember when you were playing and having really good fun.
Have you got a picture in your mind? If so, were you being supervised by adults, or not...?
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We have asked hundreds of people this question, and about 9 out of 10 say that they were not being
supervised by adults! What does this tell us? It tells us that the most fun you can have as a child is away
from the prying eyes of grown-ups. Of course, very small children need a grown up nearby, keeping an
eye on things. But, for older children, try to give them a little freedom. Let them play where you can’t
always see them - in the garden, in their bedroom, or when they are a little older, away home altogether.

Also, many parents feel that they have to plan lots of interesting activities for their children - baking,
making things, organised games, trips out. This is really nice, and shows an engaged, caring parent. BUT,
make sure that your child has enough time for play where you have not organised anything - when they
are making their own fun!

Children who often play away from grown-ups, and who have the chance to sort out their own play learn
great skills - they learn to solve problems on their own, they learn how to assess risk, and they learn how
to fill their spare time with fun.

Do you enjoy watching rough and tumble play, or even joining in? If so, go for it - it's great for your kids.
However, lots of parents hate watching it. If that’s you - you are not alone! But, try to put up with it!
Research shows that kids who are allowed to do rough and tumble play tend to be less aggressive and
better behaved.

So, let your children do rough and tumble play - unless one of them is not enjoying it, or someone is at
risk of getting badly hurt. The odd bruise or scratch is OK! But don’t force it if your child doesn't like it -
some children do, and some don’t, and that’s fine.

When children play with other children, magic happens. They learn social skills they learn new words
(including some we’d rather they didn't...) they learn to use their imagination and they grow as human
beings.

Children need this. But in the past 20 years, time playing with other children has dropped and dropped -
school playtimes have been cut or are filled with clubs and organised activities. Families are smaller, so
there is less chance to play with brothers and sisters. Children don’t play out in the street, like they used
to. Some psychologists think this may be part of the reason that we are seeing an increase in mental
health problems.

So, how can you help to put this right for your child? Try to find as many opportunities as possible for your
child to play with other children. Sisters and brothers are fine, but if that isn’t possible - perhaps the age
gap is too large, or they don’t get on well, or you have an only child - try really hard to find alternatives.
Organise playdates after school and at weekends. If you use childcare, e.g. after school clubs, or holiday
clubs, ask whether they include lots of time for free play - not just one organised activity after another.

Playing alone is less important than playing with other children, but some children do still really need it. If
you have a quieter child who enjoys playing alone, try to make sure that they have some time to do their
own thing without being bothered by brothers and sisters.
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PLAY WITH PARENTS

We all lead such busy lives nowadays. It is easy for family life to end up as a constant round of work and
chores, and nagging children to get dressed, do their homework, tidy up their mess. Where do we fit in
the fun? But, when parents and children do spend regular time together, having fun, there are fewer
arguments, and children are more likely to do as they are told. What's not to like?

TRY THE CHILD’S GAME

There is a very special type of parent-child play called the Child’s Game. It is great for children. Try it out
yourself. This is how you do it:

During the Child’s Game, the object is to let your child have a lovely, relaxed time, with your full
attention.

Let your child choose what you play. (although try to nudge them towards something you can do
together - ideally not a computer game!)

Turn off the TV and put your phone on silent. This is all about your child - everything else can wait.
Let them take charge. Kids don’t get much chance to be in charge, so let them make up the rules
for the next ten minutes, if possible.

Make it a lovely, happy time. Try not to criticise if they do something wrong - let it go if you can.
And don’t try to turn it into teaching time - don’t ask too many questions.

Use lots of affection - strokes and cuddles and lots of compliments.

PLAY AND THE SEVEN CONFIDENT THOUGHTS

Play is great for the Seven Confident Thoughts:

| THE WORLD IS A PRETTY SAFE PLACE.

Play is really good for this one, as it is a great way of rehearsing life’s little problems in a safe space
before you have to deal with them in the real world. Play with parents is particularly good - it helps
children to feel very safe and reassured.

I CAN COPE WITH MOST THINGS.

During play, children are always learning new skills - physical skills, social skills, thinking skills, risk
assessment skills, and they will often use play to work through emotional issues. Therefore, all types of
play are good for helping children feel that they can cope with the world.

| BAD THINGS DON’'T USUALLY HAPPEN TO ME.

Play with parents is particularly good for this one, particularly if parents are being careful not to criticise.

| I HAVE SOME CONTROL OVER THE THINGS THAT HAPPEN TO ME.

Children actually have very little control over their lives, so this is a difficult thought to build. During play,
however, children are in control, so this is very good for them. When parents play with their child, and let
their child choose the activity, and let their children take charge of it, this really helps too.
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PEOPLE ARE PRETTY NICE REALLY.

Play with parents allows the child at least ten minutes guaranteed positive interaction with another
person. This unconditionally positive interaction starts to build this important confident thought. Play with
other children also feeds this - even if there are occasional arguments!

OTHER PEOPLE RESPECT ME.

This can also be a difficult thought to build, but playing with other people builds strong social skills, which
helps to forge this thought. Play time with parents also ensures that your child gets a dose of strong, clear
messages that they are liked and respected.

DIG DEEPER

This short Ted talk is by well-known play researcher Peter Grey. He expands on why play is so good for
children, and why the loss of play we see in our children today is so bad for their mental health.

https://www.youtube.com/watch?v=Bg-GEzM7iTk
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BE YOUR CHILD’S EMOTION COACH

‘Action HWhen? HWhat‘! H Extra notes

RO S N |

MODULE SUMMARY

Have you taught your children to ride a bike? What about brushing their teeth? What about teaching them
to manage their emotions? Most parents are stumped by this question - in Britain, we don't like to talk
about emotions! But, we know that parents who are not afraid of their children’s emotions, and who talk
about their children’s emotions, have children who manage their emotions well.

In this module we show you how to respond when your child has strong emotions. We help you to become
an ‘emotion coach’.

The key message is that any emotion is OK. There is no such thing as a bad emotion. All emotions are fine
- even negative emotions, such as jealousy, anger, fear, sadness, frustration - they are all completely
normal, and all completely fine for adults, and completely fine for children.

This is not the same as thinking that any behaviour is OK. So, it is OK to be scared, but not always OK to

avoid the thing you are scared of. It is OK to be angry, but not OK to hit out. It is OK to be frustrated but
might not be OK to give up. So the rule for this module is any emotion is OK, but any behaviour is not.

HOW TO BE AN EMOTION COACH

| 1. SPOT THE EMOTION

First look out for the emotion in your child e.g. sadness, frustration, anger, fear

| 2. SHOW YOU'VE NOTICED

Let your child know that you have noticed they are feeling an emotion, and you understand. So, if a child
has just shouted at his sister, calmly acknowledge this: “I can see that you are feeling very frustrated
right now”.

3. LABEL THE EMOTION

It is really good to label the emotion that the child is feeling. This helps in two ways:

* It tells your child that you really have understood

* It helps your child to describe their emotions in the future. Children who have lots of words for
describing emotions tend to manage their emotions better. In this example, you have helped the
child to label their emotion as ‘frustration’.
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4. LISTEN

Listen to see if your child has anything to say. They may surprise you. You do not need to agree with what
they say or argue with it or solve any problems that it throws up. Just listen. If they don’t want to talk,
that’s OK too.

5. TRY TO SOLVE THE PROBLEM TOGETHER

How do children learn to solve problems? Yes, by doing it! This is one of those things that you can’t learn
from a book - you've just got to learn by doing it. And, it's one of those skills that can take a while to
learn. Your child will need lots of practise, and to begin with, they will probably not be very good at it! It
will take patience.

You begin by simply saying “what can we do to put this right?”.
Then listen to see what they come up with. There are three possible outcomes here:

* They may come up with nothing. If so, that is OK and it’s often fine for you to just offer some
comfort. If the problem really does need solving, then you can offer some suggestions.

* They may come up with an idea that just won’t work. If so, gently help them to see why it won't
work, but don’t criticise - they’ve taken an important first step by even trying. Then offer some
suggestions of your own.

* They may come up with a great idea to solve the problem. In that case, tell them it's a great idea,
and help them to put their plan into action.

6. WHAT IF THE EMOTION LED TO SOME BAD BEHAVIOUR?

Any emotion is allowed, but any behaviour is not! So, if your child’s emotion has led to some bad
behaviour, what should you do?

* First, it's always good to explain to your child that the behaviour is not allowed and why.

* Then, say “what can we do to sort this out?” If you are in luck, they will come up with a great
solution.

* If they don’t, and in reality, mostly they won’t, then you should use a consequence (psychologist
word for a minor punishment) for the behaviour.

HOME PRACTICE

Before you start the next module, Have a go at some emotion coaching. You can just wait for your child to
display some difficult emotion. Or, if your child has a particular situation that often triggers emotion for
them, you can plan ahead using the action plan.

If you can use emotion coaching now and then, it will be really good for your children. You really don’t
have to use it all of the time. Sometimes you won’t have the time or the energy and that is fine.

248



\ ) Parenting
with Anxiety

Helping anxious parents
raise confident children

GET MORE GOOD AND BRAVE BEHAVIOUR

ACTION PLAN

‘Action HWhen? HWhat‘.’ H Extra notes
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MODULE SUMMARY

In this module, you learn some tips for getting more good behaviour from your children.
You can also use the tips you learn to get more brave behaviour from your children.

There are three main topics in this module: Praise, Rewards and Star Charts.

What happens to behaviour if you give it some praise...? You get more of it! So, praise is really great for
getting more good behaviours and more brave behaviours.

But, you really want your praise to work well. You want bang for your buck! So here are our top tips.

1. DON'T WAIT FOR PERFECTION

Do you have high standards? Perhaps a bit of a perfectionist? If so, you might be guilty of this one -
waiting until your child does something perfectly before you praise. The problem is that your child might
give up before they can do it perfectly. Try praising your child for trying hard to do something, rather than
waiting for them to do it perfectly.

2. GIVE PRAISE AS SOON AS POSSIBLE

If your child has done something you like, when should you praise them? Tomorrow, next Tuesday, a week
on Friday...? Praise should be given ASAP, after the child has done what you wanted. The younger the
child is, the more important this is. If the praise is given too late, the child will have forgotten what
behaviour it was for, and the praise will lose its power.

3. PRAISE WHAT YOU WANT MORE OF, NOT WHAT YOU WANT LESS OF

This is a very common mistake. Parents try to use praise for behaviours that they want less of e.g. "not
fighting with your brother". The problem is, it is impossible to spot and praise behaviours that don't
happen. So, this needs to be turned around, so that parents are praising, for example "playing nicely with
your brother".

4. SOUND POSITIVE
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Sometimes, if we are feeling a bit low, it can sound like we don't mean it when we praise. If you are
feeling flat, try extra hard to make your praise really sound positive.

Your boss comes in one day and says "Thanks, that was really brilliant" and then disappears. Lovely! But
are you going to do the behaviour again, to get more praise tomorrow? The problem is, you can't -
because you don't know what the behaviour was. Your boss didn't tell you!

It's exactly the same with children. Often we just give a bit of nice but general praise, like 'well done' or
‘good girl'. This might feel nice to the child, but it won't help them to do the good behaviour again in the
future. Instead, try using Specific Labelled Praise. This is where you tell the child what you are praising
them for. For example "Well done for getting on and doing your homework straight after school" or "Thank
you for hanging your coat up on the peg" or "It's great that you remembered to brush your teeth without
me even asking".

Specific Labelled Praise is great for two reasons. First, if the child doesn't know what behaviour they are
being praised for, then they won't know which behaviour they need to do to get praise next time. For
example, if you just say "Well Done", you think you are praising the child for playing quietly with his
sister, but he thinks that he is being praised for the lovely drawing that he has just done on the
wallpaper...

Second, giving general praise such as, 'well done' or 'good boy' can sound a bit empty. Do you really
mean it? Have you really noticed what your child was doing? On the other hand, if you say: "Well done for
tidying your toys away. You did it so fast, and the carpet looks really clear now" or "I really like the colours
that you have chosen for your drawing, and you've made such an effort to keep your colouring in the
lines" your child knows that you really have noticed them and their efforts.

OK, hands up, who has ever said this to their child?: "Well done for tidying up your room. It took you ten
minutes - | don't know why you can't do it every day."

We've all done it... But, which bit of that praise does the child remember...? It's the last bit - the Sting in
the Tail. So, although it feels like you are praising your child, actually, you are criticising them. It actually
makes it less likely that they will tidy their room next time. When you feel a Sting in the Tail coming out
of your mouth, zip it in (like Zippy from Rainbow!).

There is now lots of research showing that children get more resilient if they are usually praised for their
effort rather than their ability.

For example, if children get a lot of ability praise, such as: "Oh, wow, you are so clever!"; "You are so good
at maths"; "Wow, you are so musical" then when they come up against a hurdle (e.g. a really hard piece
of music, a low mark in a test) then they quickly become disheartened and can give up.
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However, children who are often praised for their efforts, "Wow, you really did think long and hard about
that story you just wrote"; "Those sums were difficult, but you really tried hard"; "That piece of music is
tricky, but | love the way you just kept trying" develop real resilience. When things go wrong for them,
they have learnt that they can succeed by trying harder.

Rewards can be really useful, and here we will show you how to make your rewards work like magic.

But before we do, a word about when to use rewards. In the past, psychologists were very keen on
rewards. We had parents using them for everything. Nowadays, we are a bit more careful...

| want you to imagine a situation...Your child, out of the blue, has decided to tidy up after dinner. They are
in a jolly, helpful mood, and in their mind, they tidied up because "I'm a nice helpful person, who likes to
do my bit for the family." You come in to find the table clear and the dishwasher running. You are
astonished and very pleased!

You decide to offer a reward to get more of this wonderful behaviour, so you tell your child they will get
£1 every time they clear up after dinner". So, tomorrow they clear up again. Marvellous! Or is it...? Why
did they clear up this time? Well, they may have cleared up because "I will get extra pocket-money!" not
because they wanted to be helpful and kind. When we reward a child for good behaviour, their thoughts
about why they did that behaviour changes. And it doesn't always change in a good way.

BUT, we are not saying you should give up on rewards completely. Far from it! There are two main
situations where rewards are actually really useful

One time it is good to use rewards is for Stuck Behaviours. By this, we mean areas that your child is
really struggling with. If a child needs to do something that is really difficult for them, sometimes the
promise of a reward will get them going - for example, if a child needs to get over a serious fear or phobia
- children are rarely motivated to do this without the promise of a lovely reward.

Another example is a child who has fallen behind at school and needs to put in some extra hard work to
catch up. This is no fun, and very few children will be motivated to do this without the dangling of a very
tasty carrot.

The second situation where rewards are useful, is Natural Rewards. The best rewards are the ones that
appear to arise naturally because of the child's marvellous behaviour. For instance "You've got dressed so
fast this morning, you've got time to play for ten minutes" or "Because you helped me to tidy up after
dinner, I've got time to play with you for ten minutes!"
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Give plenty of clear praise at the same time as the reward, so your child knows exactly what behaviour
earned the reward

If we gave you a biscuit right now, and said "OK, I've given you a biscuit because | want you to focus really
hard on this module" what would you do...? If you are anything like us, you would eat the biscuit instantly,
and it would then make no difference to how hard you focused on the module...Children are exactly the
same. If you want a reward to change their behaviour, you have to give the reward after you've seen the
good (or brave) behaviour.

Children have short memories, and the longer you leave the reward, the less they will link it with the good
or brave behaviour. Give the reward as soon as you can.

If you promise a reward, you must give it. If you don't, your child will not believe you when you promise a
reward in future, and they won't work for the reward. It is important that children learn that they can trust
what we say.

It is SO tempting to remove a reward as punishment for bad behaviour. But, what if your boss came in to
work one day and said, "you did some good work last week, but you made some mistakes yesterday, so
I've decided that you're not getting paid". You'd be livid! What are the odds of you staying in that job for
long? Very slim! If a child can't be completely sure that they will get the reward and keep the reward, they
will not make the effort. The golden rule is to keep rewards and punishments completely separate.

Some of the best rewards are free - extra time playing with Dad; a game of football in the garden with
Mum; staying up half an hour late to watch the match; choosing what to have for lunch.

Rewards that involve extra time with you are called Social Rewards and they work really well.

If rewards are expensive, your child might find it difficult to get motivated for smaller rewards in the
future. Pound shops are good sources of cheap but exciting rewards. But, if you are using a star chart to
collect up stars, you can have a bigger reward at the end of that.
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MODULE SUMMARY
MIND AND BODY

People tend to think that good mental health comes just from the brain. But it doesn’t. Looking after our
body can make a big difference to how we feel in our head.

We will show you how exercise, sleep, caffeine and food can change your child’s mental health - for
better or for worse.

We all know that we should be getting lots of exercise to keep our bodies healthy. But did you know that
exercise is really good for mental health too? Studies show that moderate exercise, a few times a week, is
as good for anxiety as a short course of talking therapy!

And, we think that exercise is even more important for children’s mental health. Children who get lots of
exercise are happier, more confident and better behaved.

But, there is a problem... It is really hard for today’s children to get enough exercise. When we were at
school, we had a break in the morning and the afternoon, and a long play at lunchtime. We would often be
sent out to run around a lovely, big playing field. Then, when we got home, we would run about with the
local kids until it was time to come in for tea.

Many schools no longer have playing fields. The afternoon break has gone in most schools. Lunchtime is
for clubs and catch-up lessons. In short, children are getting far less exercise than they used to.

Some people think this is why we are seeing such a rise in mental health problems in children.

| EXERCISE TIMETABLE

Mond ,HT' day Wed d ,HThursdayHFridayHSaturdayHSunday‘

| ACTION PLAN - EXERCISE

‘Action HWhen? HWhat? H Extra notes

CO C . |

SLEEP

How do you feel when you’ve not had enough sleep? Grumpy, jumpy, overwhelmed? Scientists now
realise that getting enough sleep is very important to good mental health. Sleep experts suggest that
adults need at least seven hours a night, even if they don’t think they do.

But how much sleep do children need? That is a tricky question, because it is different for every child. It
changes with age, but even children of the same age might need very different amounts. If you are not
sure, ask yourself these questions:
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* Does your child often fall asleep in the car?

* Is it often hard to wake your child up in the morning?

* Does your child often sleep in longer at the weekend?

* Does your child often fall asleep during the day (if they are over 4 years of age)?

If you answered yes to one question, your child might not be getting enough sleep. If you answered yes
to more than one question, it is very likely that they are not getting enough sleep - see if you can get
them to bed a bit earlier and have a look at our top tips for a good night'’s sleep.

Routine

Sleeping and waking run in cycles that are controlled by our bodies. So, if we try to go to sleep or wake up
when our body is not expecting it, it causes problems. It's a bit boring, but the best thing we can do is
have a really regular sleep-wake routine. This means going to bed at roughly the same time every day
and waking up at roughly the same time every day. Ideally, this also includes weekends.

Wind-Down Time

Our brain needs to get the message that it’s now time for bed, so make this good and clear! For the last
hour before bed, make sure your children are doing relaxing things - maybe having a bath, reading, or
listening to a story. Try to keep the lights low and the room quiet.

Screens

Screens (computers, tablets, phones, TVs) all give off a lot of blue light. Unfortunately, when our brain
sees blue light, it thinks that it’s sunshine and that it must be daytime. Time to wake up and be active!
Try to avoid any screens in the hour before bed. If you must use a screen, turn the display to night-mode.
This reduces the amount of blue light - the screen looks slightly pink.

Light

If we sleep in a room that is too light, our brain can detect this, and it doesn’t like it. Some scientists think
that if the room is too light, our brain doesn’t go into deep sleep - it stays a tiny bit alert. You may have
noticed this on summer mornings, when it is light at 5am and you wake up far too early. If possible, get
some blackout blinds, or line the curtains with black-out material. Of course, lots of children are scared of
the dark and don’t want to go to sleep in a pitch-black room. If your child is like this, use the dimmest
light you can find when they are falling asleep. Then, if possible, creep in later, when they are asleep, and
turn it off.

Food

When we eat food, our body has to work quite hard to digest it. We don’t want our bodies working that
hard just before bed, so avoid eating half an hour before bed.

Daytime Sleep

Young children (up to the age of about three or four) need to sleep in the day. But after four, try to keep
them awake all day. They will sleep much better at night.
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Exercise

Doing some exercise is great for getting a good night’s sleep. But exercising just before bed can stop us
falling asleep. Keep the last hour before bed quiet and calm if you can.

ACTION PLAN - SLEEP

Action When? What? Extra notes

X X X X

Long story short, caffeine is bad for children’s brains. The jury is out on whether it's bad for adults, but we
know that it's really not good for kids. It is best if children have no caffeine at all.

Caffeine can be found it all sorts of things, including:

* Cola and diet cola.

* Energy drinks (e.g. Red Bull, Monster).

* Coffee - even decaf coffee has some caffeine in.
® Tea, including green tea.

* Dark chocolate.

If you have decided to cut down caffeine for your child, just be careful to do it gradually - especially if they

are used to having a lot of caffeine. Stopping caffeine too suddenly can lead to headaches, grumpiness
and being unable to focus on schoolwork, although these will usually get better after a week or so.

MOOD FOOD

Scientists are starting to pay attention to the link between food and mental health. What we eat, can
really affect our mood.

You’ve probably heard all about the good and bad bacteria that live in our gut. Scientists have found out
that having good bacteria helps us to make extra brain chemicals! And, even better, they make lovely,
feel-good chemicals that we need to be happy and confident. So, how can you get more of this good
bacteria into your gut and your children’s guts? There are two main things to do:

* Eats lots of good bacteria
You can buy tablets with these in from health food shop, but you can also get them from live yoghurt
(check it says Live on the carton) and from fermented foods such as kimchi and sauerkraut (make sure
they have not been pasteurised as this kills the good bacteria).

* Feed the good bacteria

Once the good bacteria are in your gut, they need the right foods to keep them alive. They love
wholegrains (e.g. wholemeal bread, brown rice and wholegrain pasta) and they adore fruit and veg.

Look after your gut, and it will look after you!
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ACTION PLAN - FOOD

Action When? What? Extra notes

X X X X

DIG DEEPER

In this short Ted Talk, renowned sleep Doctor Matt Walker explains why getting enough sleep is your (and
your child’s) superpower.

https://www.ted.com/talks/matt walker sleep is your superpower?language=en

In this short and very enthusiastic Ted Talk, neuroscientist Wendy Suzuki will convince you that exercise is
the key to a happy life.

https://www.ted.com/talks/wendy suzuki the brain changing benefits of exercise?language=en#t-5540

In in this short Ted Talk, British diver Leon Taylor shows how exercise saved him from a diagnosis of
ADHD (and got him an Olympic medal).

https://www.youtube.com/watch?v=rkZI2gsLUp4

Want to know more about how your food affects your mood (and your children’s mood)? Download this
free booklet from the brilliant charity Anxiety UK.

https://www.anxietyuk.org.uk/products/anxiety-condition/anxiety/nutrition-and-anxiety-a-self-help-guide/
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PROTECTION AND OVERPROTECTION

‘Action HWhen? HWhat‘.’ H Extra notes

C C T |

MODULE SUMMARY
GOOD STRESS AND BAD STRESS

No one wants their children to be stressed and unhappy.

But, did you know that there are two types of stress that children experience, and only one of them is
bad...? The bad type of stress is when frightening, bad things happen again and again, that you feel you
have no control over. Children feel bad before they happen, bad while they’re happening and bad after
they’ve happened, and they have no way of stopping them. These are the sort of things you never get
used to with practice.

But there is also a good sort of stress that children actually need. This good stress is the sort where it
might feel bad before it happens or while it's happening, but afterwards it feels OK, or even good. An
example of good stress is being in a show at school. This good stress actually helps our children’s brains
to develop. It gets their brains ready to cope with the bigger stresses of adult life. Children who don’t have
any of these good stresses can struggle as adults.

GOOD STRESS

Climbing to the top of the climbing frame.

This is a good stress. It teaches children how to assess risk and how to cope with feeling a bit scared. It
also teaches physical skills for staying safe when you are high up and grows children’s confidence.

Fall outs with friends.

As long as it isn't happening all the time, this is a good stress. It teaches children important social skills. It
teaches that relationships can be put right and gives some skills for doing this. It teaches children skills
for coping with feeling sad and upset.

Sometimes doing homework without help and making mistakes in it.

This teaches children how to keep focussed without help. It teaches them that they can make mistakes,
and this is OK - this is good protection against perfectionism.

Going on a sleepover.

This teaches children that they can cope without you by their side. It teaches them to cope with a little bit
of homesickness. This will help lots when they are older and go away on school trips.
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Taking up an activity where they could get hurt, e.g. gymnastics or martial arts.

This teaches children how far they can push themselves without hurting themselves - what risks are safe
and not safe. It will teach them that they can cope with a little bit of pain. It teaches them how to deal
with the stress of competitions and grading exams. This is very useful for when they are older and have to
take much more important exams.

Doing something where they could skin their knees, like roller skating.

We always say, “a scraped knee is a happy knee”. It teaches children how to assess risk and know when
something is safe and not safe. It teaches children to cope with a little bit of fear. It teaches children to
cope with a little bit of pain.

Trying out for the school football team when they have got two left feet.

Although your child might be disappointed at not getting in, this is actually good! It teaches children to
cope with the nerves of trying out. It teaches them to cope with little failures, so they are ready to face
bigger ones as adults.

Playing in the mud and getting filthy.

This teaches children that they can cope with being a bit dirty - it is a good way of warding off OCD. Dirt is
also really good for building a strong immune system. Children who get dirty are less likely to suffer from
asthma and eczema and some allergies.

Having to help around the house.

This helps children to grow into responsible, capable adults. Children who are expected to help out are
also less likely to grow into entitled adults.

Not always getting everything you want.
We all like to spoil our children sometimes and that is fine. But it is good if they sometimes don’t get

everything they want. It teaches children to delay gratification. It teaches them about disappointment,
and how to deal with it. This is an important skill!

Hearing serious arguments between parents.

This is a bad stress, especially if it happens lots or if the arguments are really nasty. It produces chemicals
in children’s brains that makes them more likely to grow up anxious. However, we all argue sometimes.
Don’t beat yourself up if it happens occasionally. In fact, if you have calm disagreements, and then sort
these out in a calm, respectful way, this is teaching your child helpful conflict resolution skills.

Seeing adults being violent.

This is a really bad stress. It makes the world feel very unsafe and it can teach children to be violent. Try
as hard as you can to stop your child from seeing adults being violent.

Being called names such as ‘lazy’ or ‘stupid’.

When children are called cruel names, especially by parents, they store these names away. Later, they
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start to use these same cruel names when they are talking to themselves. This is very damaging to self-
esteem.

Being bullied.

Being bullied by anyone is really bad for mental health. Do try to protect your child from this sort of stress.

BENEFITS OF RUBBING THE CORNERS OFF OVERPROTECTION

‘ CHILDREN LEARN VALUABLE SKILLS

When parents cut down on overprotection, even a little bit, their children learn how to assess risks and
how to cope with life’s little problems. These are things that can’t be learned from books, or in a
classroom. They can only be learned by doing them.

| CHILDREN GROW IN CONFIDENCE

Letting go a little really helps to boost the Seven Confident Thoughts.

| PARENTS FEEL GOOD

Lots of parents have told us that when they do something really hard for the sake of their children, like
dropping overprotection, they feel absolutely great afterwards.

‘ BEING IMPRESSED BY YOUR CHILDREN

Parents often haven’t had the chance to see how sensible their child can be. Most typically developing
children have a very strong inbuilt survival mechanism and will not put themselves into very dangerous
situations.

This may be different for some children who have difficulties, such as learning disabilities, Autistic

Spectrum Conditions, or ADD/ADHD. But, if you have a typically developing child, let them show you how
sensible they can be.

HOW TO REDUCE OVERPROTECTION

| TALK TO OTHER PARENTS

There is a rule of thumb that we use here: If two thirds of the parents in your kid’s class think something
is OK, then it is worth considering for your child.

| TALK TO YOUR CHILD’S TEACHER

If your child has a helpful teacher, ask them what they think. For example, if a teacher thinks it’s OK for
your child to walk to school alone, it probably is.

| IF | WAS A CONFIDENT PARENT...

What would you do if you were a confident parent...? Sometimes, putting yourselves in the shoes of
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someone confident can give you the answer that you are looking for. So, ask yourself “what would I do if |
was really confident...?

It is hard to do the things we talk about in this module. When psychologists are helping people to get
over fears and phobias, we don’t do it all in one go. We do it gradually, helping our client to get over their
fear little by little, using baby steps. This situation is just the same - you are tackling your fear that your
child might come to harm. Be kind to yourself and do it little by little.

Can you remember the facts and figures that you learnt in the first module? If not, pop back and remind
yourself how safe life is for British children growing up in the 21 st Century. Kelly reminded herself of the
incredibly low risk of stranger kidnapping when she was learning to let her children out of sight. Rachel
reminds herself of the very low death rate in children when her daredevil daughter is climbing to the top
of the highest climbing frame.

When we are really anxious about something, our worries tell us all sorts of things that are not true! Try to
really check out these worries. For example, Sanj decided to let his anxious 8-year old go to a party
without him for the first time. It felt scary for both of them. Sanj used the experience to test out his fears.
He did really well and discovered that Sophie coped really well, and did not come to any harm. He also
found out that although he himself felt very nervous, he coped with this, and was not sick.

How often, in the course of one day, do you utter the following words: “ BE CAREFUL". Your challenge is
to halve the number of times you say it. Give it a go!

Cutting down on overprotection is hard. So, please remember to be kind to yourself. You do not have to
become the most laid-back parent on earth. Just making small changes will really benefit your children.
And, you do not have to do it all at once. Take it at your own pace and get some support from friends and
family if you can.

Road Safety

If there is one thing that is a risk to the safety of British children in the 21 st Century, it is roads. Parents
have our full permission to really go to town in training their children to be as safe as possible around
roads. If this means letting them know how very dangerous the roads are, then that’s OK.

The Media

The world would be a better, happier place if we were not constantly bombarded with stories that tell us
that the world is a dangerous place, that awful things happen, often carried out by truly evil people. In
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other words, much of the news media - newspapers and magazines, TV news, the internet - do their very
best to chip away at the Seven Confident Thoughts. We think that children should be protected from these
things for as long as possible. As a rule of thumb, the last year of primary school is a good time to start
letting children have a little bit of access to the news. Before that, children barely need to know that
‘news’ even exists.

A good place to start children on news is BBC's Newsround. They think very carefully about how they
present difficult stories and have a child psychologist who advises on tricky areas. When your children
start watching/reading the news, sit with them, to help them make sense of it. Parents should point out,
very clearly, that the media presents a biased view of the world and is trying to make things seem as
scary as possible.

Social Media and the Internet

Ideally, children under the age of about 13 wouldn't have any access to social media and only very
restricted access to the internet generally. Unfortunately, that's not the world that we live in. So, these
tips are aimed at primary school aged children. For advice on keeping older children safe, see the net-
aware link below and in the Dig Deeper section at the end of this module.

1. Hold off getting your child their own device for as long as you can. However, there comes a point
(and it seems to vary school by school) where almost all children will have one. When they get
their first device, get agreement from them that they will use it safely and sensibly, and have a
conversation about what that means.

2. Once your child has their own tablet, phone, or computer, tell them that they must ask you before
they download any new apps or join any new sites. Better still, set up their device so that they
cannot do this without you entering a password.

3. Most apps and social media sites have an age requirement, for example, users must be aged over
13. These rules are often flouted, but do try to enforce them.

4. When your child downloads a new app or joins a new site, dive straight into the app/site’s privacy
settings and lock these down as tightly as you can. If you don’t know the site, look on the net-
aware link below - it’s got info on all the most popular sites and apps. Annoyingly, companies can
change their privacy settings with warning. Do an occasional check that your children’s apps and
sites are still fully locked down.

5. Where possible, encourage your children to use their devices in communal areas, so that you can
keep an eye on what they are doing.

6. Consider getting an overall security programme with parental controls for your child’s device. This
will help to prevent your children from accidentally seeing inappropriate content. Some can also
help you to enforce time limits and monitor the websites your child visits.

7. Follow your primary aged child’s online accounts, but do tell them that you are doing this.

8. Talk about the importance of keeping online friendships in the online world.

9. Make sure location is turned off on apps.

10. If your child is spending a lot time online or gaming, consider imposing some time limits.

https://www.net-aware.org.uk/
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WHERE ARE YOUR HOTSPOTS?

ACTION PLAN

Action When? What? Extra notes

X X X X

MODULE SUMMARY

We've all got bits of ourselves that are not quite perfect, and, when you become a parent, those bits have
a habit of coming along and poking their fingers into your parenting.

These not-quite-perfect bits of our personality, that interfere with our parenting, are called ‘parenting
hotspots. Every parent on earth has hotspots. The best parents are not hotspot-free...they simply know
where their hotspots are, and they watch out for them.

In this module, we talk about some of the main hotspots that can happen if you have a lot of anxiety in
your life. When you find a hotspot, you do not need to obliterate it. The point is to be aware of the
hotspot, then put a few simple measures in place to reduce its impact. It's fine and normal to have a few
hotspots. Your job is not to remove them completely, but just to rub a few corners off them.

KIDS COPY THEIR PARENTS

Parents are their children’s first and best teachers! Your children will have learned all sorts of wonderful
things from you. Unfortunately, children learn our bad habits too! This goes for all of us - not just anxious
parents.

As you will have seen on our videos, when we feel really anxious, our fear can pour out of us. And if our
children are nearby, they can learn our fears and worries.

When we are scared and worried, it is always really good to talk to another adult. But try to talk when
no children are nearby and could overhear.

But there is some good news too! Luckily, just as children can learn to be scared by watching someone
else be scared, they can learn to be brave by watching someone be brave. So, whenever you are feeling
brave, and manage to do something that really scares you, let your child see you.

But what if there is something that scares you so much that you know you can never be brave about it?
Fear not! There is a little trick that you can use for this... It is called ‘Compensating’.

COMPENSATING

So, children can ‘catch’ fears from seeing other people be scared. But, they can also learn to be brave by
watching other people be brave. In particular, if children have a really good first experience of scary
things it is much harder for them to ‘catch’ that fear later!

But how can you give your child a great first experience when you are scared? You delegate! Get
someone who is not scared to do it for you.
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Follow these simple steps...

PICK A FEAR

Decide what fear you want to protect your children from. Perhaps you are afraid of dogs, and do not want
to pass this on to your children.

FIND YOUR HELPER

Find someone who is happy to play with the scary thing with your child. Ideally they should be:

* Someone who is very confident with the scary thing (e.g. totally happy with dogs - happy for dogs
to jump up at them, lick them, etc.).

* Someone who has a good relationship with your child. Ideally, this would be someone that your
child looks up to a bit, such as the other parent, a big sister, favourite uncle, etc.

TELL THEM TO JUST HAVE FUN!

The person doing the compensating doesn’t have to do anything special. They should just play with your
child and the scary thing for twenty minutes or so. If possible, this should happen on several occasions.

STAY OUT OF THE WAY!

It is probably best if you stay well out of the way while the compensating is happening. You won’t be
giving off good vibes!

MIND THE GAP

In this section, we think about whether your anxiety might cause some gaps in your child’s experience.
Please remember here, that nobody is the perfect parent!

For instance, we’ve worked with many anxious parents who find that their shyness means their child
misses out on going to busy, noisy places. We've worked with other parents whose OCD means that
having friends round for playdates is tricky.

If you can spot these gaps, that is great because it means you can think of ways of filling them - often by
getting other people to help.

You do not have to do it all by yourself, and, please remember, you do not have to destroy your hotspots -
you just need to know where they are and rub the corners off a little.

FIND YOUR CHILD’S GAP

Here is a list of common gaps that parents at our clinic have told us about. Have a look and see if any fit
for you. But, we are all different, so you may be able to find other gaps that are particular to your family.

* We rarely have people round to play so my children miss out on ‘playing host’.
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We don’t have many visitors to the house, so my children don’t learn how to deal with that.

| can’t go out in the dark, and so my child never does either. | don’t want them to be scared of the
dark.

| can’t trust people, even people | know fairly well. So, my child has never had a sleepover with
friends.

| can’t go on buses or trains, so my children have never done that. This means they don’t know
how to do it and are a bit scared of it.

| can’t bear being in crowded places, which means my children don’t ever go in them either.

| can’t go to supermarkets, so my children have never been in one either.

| can’t cope with lots of mess, so my children have never had a friend round to play.

| like my children to be very clean because of my fear of germs. So, my children have never had
the experience of getting really dirty or doing messy play.

| am scared of dogs and avoid them at all costs. So, my children have no experience at all with
dogs.

| am scared of flying, so my children have never been on an aeroplane.

I’'m terrified of snakes, so we have never been to a zoo.

Not all of the gaps that parents identify are problems. Is it a problem if a child has never been to a zoo?
No - it’s absolutely fine! Is it a problem that a child has never been on a plane? No, it’s not a big problem
at all - in fact, the environment will be thanking you!

But some gaps can cause problems. So, if your child has never (or hardly ever) been on a bus or train,
that is possibly a problem. Children can feel very scared of things they have never done, and no one
wants their child to be scared of using public transport. Similarly, they might be missing out on learning
important social skills or life skills - a child who has never hosted a playdate may have some catching up
on the social skills needed to be a good host. A child who has never been in a supermarket will not know
how to find and use a trolley, find the goods they need, and how to pay at the end. They can pick these
skills up as an adult, but it's much easier, and less scary, if you get a head start as a child.

There is an old African saying that ‘it takes a village to raise a child’. Children do best when there are lots
of good people who have an influence in their lives. So, delegate! If you can’t take them on trains, or out
in the dark, or to parties, or to the supermarket, get someone else to do it.

Remember that you do not have to destroy your hotspots completely! You are just trying to rub the
corners off. So, for example, if you decide to steel yourself and hold a playdate, do it as painlessly as you

can. So, do as Maria did - you don’t have to invite the whole class! Just pick one quiet, well-behaved child.

Every perfectionist that we have ever asked, has told us that they do not want their children to be
perfectionists. They know that their own perfectionism can really hold them back sometimes. So, how do
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you help your children to grow up with slightly more reasonable standards for themselves?

SHOW YOURSELF BEING NOT QUITE PERFECT

One of the best things you can do is show your child that you can accept imperfection in yourself. You
could:

* Deliberately make little mistakes and show that it's fine.
* Deliberately do things to a lower standard than usual.

When you do this, make sure your child has noticed. For example, upon leaving the kitchen a bit messy
after dinner say, “That’ll do for now, | don’t feel like doing any more tidying right now.”

ACCEPT YOUR CHILD’S LITTLE FAILURES AND IMPERFECTIONS

* Look out for times when your child does a ‘good enough’ job and praise them for this.
* Avoid praising them for doing things perfectly.
* Avoid criticising them for doing things not quite perfectly.

ENCOURAGE PROGRESS OVER PERFECTION

Schools are doing this nowadays and we think it's a really good idea. Instead of encouraging children to
make their work perfect, they encourage them to think about just making progress. So, this piece of work
does not have to be perfect, it just has to be a tiny bit better than the last one.

DIG DEEPER

This inspiring Ted talk isn’t directly about Mind the Gap. But, it is one of the best things we’ve ever seen
about being a quiet, introverted person, which a lot of our parents are, and a lot of our parents beat
themselves up for.

Yes, if you are very quiet, this might make one or two gaps for your child, (but you know how to deal with
that now, right?) Now watch this, and revel in the marvelousness of the quiet person.

https://www.ted.com/talks/susan _cain_the power of introverts

265



\ | Parenting
with Anxiety

Helping anxious parents
raise confident children

BOUNDARY BUILDING : SETTING CLEAR LIMITS FOR CHILDREN

‘Action HWhen? HWhat? H Extra notes

C C T |

MODULE SUMMARY

All children do things that are annoying sometimes or refuse to do what they are told. In this module, we
will show you how to deal with this without chipping away at the Seven Confident Thoughts.

In this module, we learn how to talk to children in a way that makes them most likely to comply. We call
this setting limits. We also look at what you do if they don't comply. We call this this Consequences. We
will also talk briefly about Time Out.

Do children need boundaries? Yes, they do. Happy, confident children tend to have parents who set a few
clear, fair rules. These children feel safe, feel they can cope, and feel in control. In other words, they
develop the Seven Confident Thoughts.

However, try not to have rules for absolutely everything - just for key areas that are important to you.

TIPS FOR SETTING LIMITS

‘ GIVE CLEAR COMMANDS

What is wrong with saying something like "Pull your socks up! Behave! How many times do | have to tell
you...?" The problem is, it's not telling children what we want them to do. If you want a child to do
something, tell them exactly what. So, say something like "please put your coat on now" or "I expect you
to play kindly with your brother. Hitting is not allowed".

GET YOUR CHILD'S ATTENTION

You go to the bottom of the stairs and yell: "Tidy up your toys please!" What is the problem with this? The
problem is that the child might not have heard. Plus, you've got no idea whether they have tidied up, and
you won't know whether you need to follow up the command or praise the child for tidying up.

ONE COMMAND AT A TIME

"l want you to go upstairs, wash your face, brush your teeth, don't drop your towel on the floor, get into
your pyjamas - the clean red ones in your bottom drawer, and don't forget to put your clothes in the
laundry basket!"

What was the third thing on the list? Most adults can't remember - so it's too many orders for a young
child. For young children, just one command at a time is best. As children get older, or a behaviour gets
really well learned, two or possibly three commands can be used.
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TONE OF VOICE

Sometimes, when we are at our wits' end, this can show in our tone of voice. So, we plead with our
children - "pleeeeeease tidy up your toys, pleeeeeease, for Daddy?". What is the problem with this? If we
plead with our children, who is in charge...? That's right - the child!

Sometimes, instead, we might shout or yell. What is the problem with that? Shouting has a number of
problems: it shows that we are losing control, and things can escalate into a full-scale argument. It's also
frightening for children and can chip away at the Seven Confident Thoughts. Perhaps most importantly, it
can teach children to shout to get what they want.

So, if possible, keep it calm but firm!

But, don't beat yourself up if you shout from time to time. Most parents do, and you do not have to be
perfect!"

QUESTIONS, QUESTIONS...

"Right can you put your toys away now please?" For many children, this will be fine. But for some children,
they will simply say 'NO!". If you've got one of these children, try saying "Put your toys away now!"
instead.

USE THE WORD 'NOW'

If you want something done now, let your child know.

Parents sometimes feel a bit rude saying "please set the table now". But, if you don't say "now", your
child is free to decide when they do it.

GOOD IDEAS FOR GIVING COMMANDS

Here are some of our favourite commands:

| WHEN-THEN COMMANDS

‘When-Then' commands are like magic bullets. An example is, " When you have done your homework,
then you will have time to watch TV". Your child is told what behaviour is expected, and what nice thing
will follow. 'When-Then' commands are easy to understand, even by quite young children, and those with
mild language difficulties. Think of some 'when-thens' that you could use with your child. It is important to
keep it positive and to ensure that the "then" is a nice thing, not a punishment.

CHOICES

No one likes being told what to do, and children are no exception. But, parents can soften the blow by
giving choices or alternatives. For instance "do you want to wear the red socks or the blue ones?" This
makes it clear that they need to put some socks on but gives them some control. Similarly, "you can't
watch TV, but you can play with this game" is much more likely to get compliance than just telling the
child to stop watching TV. Remember, feeling in control of your life is one of the Seven Confident
Thoughts.
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Children like a bit of notice when they've got to do something. That way, they can finish what they are
doing, and get their head in the right place. So, where possible, try to give them a five-minute warning:
"You've got five more minutes before it's time for pyjamas"; "Just letting you know that we will be leaving
the park in five minutes". Children are much more likely to comply, and much more likely to come without
a fuss, if you use the five-minute warning.

Using the five-minute-warning is also great for the Seven Confident Thoughts. It feeds strongly into "
I have some control over my life" and "Bad things don't pop up out of the blue".

Some children can need a bit of time to do as they are told. You see this lots, particularly in children who
are prone to stubborn or impulsive behaviour, or those who do not process information quickly. If you dive
in too fast, this does not allow the child to consider their response. So, if possible, give your child five
seconds to do as you ask. So, for example, Mum has asked Joey to put away his ipad. Joey has flat
refused. Mum gives a warning: "Joey, put away your ipad now, or | will put it away and you won't have it
again until tomorrow". Joey still refuses. "OK, I'm going to count to five, and then it is going away..." Mum
counts to five (fairly slowly). Joey has learnt that his Mum means what she says, and by the time she gets
to five, he starts putting his Ipad away.

Another version of this appeals to children's fierce sense of independence. Children who have mastered
skills like getting dressed and washing their hair usually hate having their parents do it for them. So, if a
child is dragging their feet about doing this sort of thing, threatening to do it for them can move things
along. For example: "Please get dressed by the time | count to five, or | will have to dress you."

Most of us can remember a time when we were unfairly punished for something as a child. It felt terrible!

There are lots of things to think about when you are giving your child a consequence. But don't worry,
there is one Golden Question to ask yourself, and if you always have this question in mind, it will help you
get it right. Am |1 giving this consequence to make myself feel better, or to help my child to
learn?

When we are angry with our children, it is easy to slip into harsh punishments that make us feel better,
but don't help the child to learn better behaviour. If you can always pause and ask yourself "Am | doing
this to make myself feel better, or to help my child learn?" you won't go far wrong.

If you threaten a consequence, you have to follow through with it! If you don't, your child will learn that
they can ignore you. Nightmare! If you give a daft consequence, in the heat of the moment, it is fine to
change it to something more sensible later. But try to not do this too much. If you can't think of a sensible
consequence straight away, it's OK to do it later when you have calmed down.
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The word 'discipline' actually means 'teaching' in Latin, and that is what it should do - teach the child how
to behave. Research shows that if parents are too harsh, they just make their child scared, and feeling
scared actually stops children from learning properly.

If the child has to wait too long for the consequence, they may forget what the consequence was for, and
won't learn from it. Also, children tend to feel quite angry with parents while consequences are hanging
over them.

Try to make sure that your consequences don't impact on other members of the family. For example,
cancelling a trip to the park for everyone, not just the child who has misbehaved. This is unfair on the
other children and will chip away at their Seven Confident Thoughts.

It can be tempting to call children names when they have done something very annoying. For example,
calling them 'lazy' or 'naughty' or 'stupid'. Try to avoid this. When people are called lots of names as a
child, they end up calling themselves the same names when they are older. This can affect self-esteem
and confidence.

Try not to use the bedroom for consequences. The bedroom should be a happy, relaxing place, so we
don't want children associating it with punishment and upset.

Sometimes we feel at our wits end with our children. It can be tempting to hand over discipline to other
people - out partner, teachers, Santa! Try not to, as it can tell the child that you can't cope.

Some anxious people say that their anxiety began when they were shamed or humiliated in public. So, try
to keep consequences private, and not humiliating.
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Consequences aren't meant to be frightening. Consequences are meant to help children learn better
behaviour, but fear actually stops children from learning properly.

AVOID HARSH AND HARMFUL CONSEQUENCES

In the past, people used to use quite harsh punishments - sending the child to bed without dinner, for
example. Nowadays, this is seen as unacceptable. Children should never be denied basic needs such as
food, shelter, healthcare or education as a punishment.

MAKE SURE YOUR CHILD CAN LEARN

Make sure that your consequence gives your child a chance to learn better behaviour. So, for instance, if
you child comes in late and you ground them for a week, it's a whole week before they get to practice
better timekeeping! Try grounding them for just one night, and then they can go out again, and practice
being on time as soon as possible.

TIME OUT

Time Out is one of those things that psychologists just can't seem to agree on! Some think it's great, used
occasionally by loving parents. Others think it doesn't work and might even cause harm. The truth is
probably somewhere in between - and it probably depends on the child. Some children will respond well to
it, but for others, it's no use at all. We've included it here because lots of parents do find it useful. If you
do find it useful, or you've tried all the other things we have suggested and are still struggling with
behaviour, then we've got some Time Out tips for you. If you follow these, it will increase the chance of it
working, and keep problems to a minimum. On the other hand, if you don't like Time Out, or it doesn't
work for your family, feel free to skip it.

WHEN SHOULD | USE TIME OUT?

Time Out can be used for behaviours that you can't ignore, such as dangerous behaviours or unkindness
to other children. However, Time Out should only be used now and then. Try using the other techniques
that we cover on this course first.

HOW DOES TIME OUT WORK?

The aim of Time Out is to take the child out of a fun, interesting place, into a boring place for a few
minutes. It works in two ways. First, it gives the child a chance to calm down. Second, it teaches them
that if they want to stay in the fun, interesting place, then they need to behave nicely.

WHERE DO I DO TIME OUT?

You need to choose the right place. This should ideally be:

* A boring place

* Not a scary place. Time Out isn't meant to be scary. It's just meant to be boring. When children are
scared, they don't learn properly. So, pick a place that isn't too dark.

* Not their bedroom. The bedroom is meant to be a calm and happy place. If it is used for Time Out,
it might become associated with sadness and stress.
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* Good places include the bottom of the stairs or the hallway.

If you've not used Time Out before, try to explain it to your child before the first time you use it.

Try telling them that there is a thing called 'Time Out' which will be used sometimes. They need to know

what behaviours will earn them a time out. So, for instance, you might say "We will do Time Out if you do
anything dangerous or if you hit anyone". They should know that you will take them to a quiet place, and
they will have to stay there until you say that they can come out.

Time Out usually works best between the ages of three and seven.

Time Out should last for 1 minute for each year of the child's life, up to a maximum of 5 minutes.
So, for a three-year old, it would be three minutes, for a four-year old it would be four minutes, for
a five-year-old, it would be five minutes, and for six and older, it would also be five minutes.

* Some people also think that the child also needs to stay in Time Out until they have been calm for
a while. However, this can mean that time out lasts a very long time, and the research suggests
that you don't need to do this.

If the child leaves Time Out, calmly return them until they stay put. You don't need to add on any
extra time if you do this.

During Time Out, you should be nearby, keeping an eye on things. But try not to give your child
any attention at all: no touching, no speaking, no eye contact, unless you absolutely have to.

Now is the time to make friends with your child again. Try to find something to praise ASAP, even if this is
just praising your child for calming down. Then, forget about the problem behaviour and the Time Out.
Sometimes children refuse to leave Time Out. This is just fine. Just leave them until they decide to come
out.
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Appendix K

Emotion Coaching Handout 1

Emotion Coaching Step

1) Spot the emotion ':-' '-"r

2) Show you've noticed Q

3) Label the emotion “‘

4) Listen ﬂ%

5) Try to solve the problem

together

? E;:]G -
B) If the emotion led to
challenging behaviour ﬁ

Ld
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Appendix L

Emotion Coaching Handout 2

Emotion Coaching Step

Script

1) Spotthe emotion i, .4,
.

e.g., sadness, frustration, fear...

2) Show you've noticed

N

3) Label the emotion

e.4., ¥l can see that you may be feeling frustrated because yvou want a turn on
the PlayStation, but yvour sister hasn't finished her gare yet.

I sometirmes feel frustrated too when | want to do something but | have to
wialt ray turm..’

&) Listen mﬁ

5} Try to solve the problem
together

£ &

s

&) If the emotion led to
challenging behaviour... _

L]

i

g.9., *but we can't throw toys around because it is not safe. What could we
do to make this better instead?”
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Appendix M

Reflexivity Boxes

Reflexivity box 1:

| reflect that | identify as someone who experiences anxiety and has done so from a
young age. | also would like to be a parent and worry about passing my anxiety on to my
children. | am therefore invested in finding ways to prevent IGT of anxiety. | am
conscious of what such experiences and aspirations may bring to this research. | wonder
if this may mean that | feel more passionately about supporting parents to reduce
anxiogenic parenting and whether it may also influence my interpretation of the data. |
have hopes that this intervention is successful in reducing parental perceptions of child
anxiety. | am also hopeful that if it is not, | am able to adapt interventions alongside

parents who experience anxiety so that it is. These hopes could influence my perceptions

Reflexivity box 2:

| find it uncomfortable to type in first person, not referring to myself as “the researcher”.
Up until writing the qualitative procedure section of this chapter | have distanced myself
from the research, using the term “researcher”. | wonder whether this may reflect a
more positivist approach to data collection prior to beginning the embedded qualitative
element of the research. | am enjoying leaning into the qualitative style of analysis and

writing.

Reflexivity box 3:

When transcribing the data, it highlighted to me the tension | felt between being a TEP
versus a researcher. | felt this tension throughout the process. | was conscious, as a
researcher, that for treatment fidelity, | needed to follow the intervention closely.
However, as a TEP, | often wanted to use my knowledge of psychology and helping skills
to explore parents’ unique challenges more. When transcribing the data, | noticed that |
wanted to support parents with scenarios that they presented (e.g., asking further
questions) but was also aware, as a researcher, that | needed to guide the focus group to

stay on topic.
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Reflexivity box 4:

| felt anxious about completing RTA. | have more experience with quantitative versus
qualitative data analysis and worried that | wouldn’t get it “right”, that | might
misunderstand what | am supposed to do or miss codes. | found the sections on
“managing anxiety within the TA process” in the Braun and Clarke (2022) book to be
supportive. | found that taking breaks and working out of the house was useful in
supporting me to avoid “analysis paralysis”. Peer supervision supported me to feel as
though the process was doable. | see the irony in how writing about reducing anxiety has

increased my own!

rReerxivity box 5:
| reflect that even my inductive codes could be influenced by theory that | have read. The
theory may bias my interpretations of parental perspectives. With this awareness, during

Lcoding round two, | asked myself whether the codes were purely inductive or deductive.

r Reflexivity box 6:

Before beginning this phase, | felt as though my initial codes were sufficient. However, as
| re-read the Braun and Clarke (2022) useful questions, | made several changes to ensure
my themes were highlighting patterns in the data. It helped to ask myself “what pattern

do these codes highlight?”.

Reflexivity box 7:

| changed the name of the Help Me Out subtheme from “practical support” to “help me
out” when writing it up. | was struggling to capture how | saw this subtheme as separate
to parents perceiving the intervention as increasing their sense relatedness. Differently,
this subtheme, to me, was about parents offering each other insight, and strategies —
things that parents could do. As well as parents receiving support from their partners —

parenting as a team.
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Reflexivity box 8:

The Seeking Reassurance subtheme felt powerful to me. When reading the parents’
perspectives, it felt that they frequently were asking whether they or their child was
normal. | felt as though this subtheme captures the reality of anxious thinking and how
that can translate into seeking reassurance from others, checking if everything and
everyone is okay. Certainly, this is a feeling and behaviour that | relate to as a person

who identifies as anxious.

Reflexivity box 9:

The codes which formed the Journeying Towards Reducing Anxiogenic Parenting
subtheme were largely semantic and inductive. However, as | developed and refined my
themes, | used more deductive, latent analysis, generated through the awareness of the
theories of anxiogenic parenting behaviour, exploring the implicit meanings which may

Lbe derived from the group of codes.

rReerxivity box 10:

The Facilitating Engagement subthemes were originally separate themes, however, at
write up, | felt as though they were both conveying how the parents perceived that
parental engagement with the intervention could be facilitated. Therefore, | created the
theme facilitating engagement with the two subthemes — making it work for everyone

and being in the right space for it.
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Appendix N

Familiarisation Doodle
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Appendix P

RTA Phase Four Thematic Map
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Appendix Q
Ethical Approval

The University of

Nottingham

UINITED KINCGDOR « CHIRA - ALAYS1A
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T Ui by il Motling s
Lirdsergity Park

Hottingham

HGT 2RD

wh +44 [T1 15 B35 TA03 or [0S 551 4384
51/tp
Ref: 51514
Monday 15 May 2023
Dear Isabel Williams & Sarah Godwin
Ethics Committee Review

Thank you for submitting an account of your proposed ressarch "A Mixed Methods Study
Exploring the Effectiveness of a Parenting Intervention for Parents with Anxiety in Reducing
Child Anxiety.”

That proposal has now been reviewed and we are pleasad to tell you it has met with the
Committee's approval.

Howewver:
Please note the following comments from our reviewers.

Reviewear One:
=  Several guestionnaires/parent reports etc. ask for names (e.g. parent and child). To
anonymize the data use ID numbers rather tham names throughout the study.
= The debriefing form: chedk your language - will the target readership really be able to
understand what you wrote there? The reviewer recommends that the form be written
from scratch to make sure it is as dear as possibla.

Independently of the Ethics Committee procedures, supervisors alse have responsibilities for
thie risk assessment of projects as detailed im the safety pages of the University web site.
Ethics Committes approval does not alter, replace, or remove those responsibilities, nor does it
certify that they have besn met.

Yours sincaraly

Professor Stephen Jackson
Chair, Ethics Committee
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Appendix R
Additional lllustrative Quotes for Themes
Table A8

Subthemes within the Valuing Peer Support Theme

Subtheme lllustrative Quotes

Increased Sense of e “I've actually just enjoyed meeting other parents.”

Relatedness

Help Me Out e “Ithink it's nice to get valuable insight from other parents as well.”

Seeking e “And also seeing other friends struggling with similar situations like oh, it's not just me... because | have impression everyone has this perfect family,
Reassurance their kids are so well behaved and only mine is the crazy one.”

Table A9

lllustrative Quotes within the Journeying Towards Reducing Anxiogenic Parenting Theme

lllustrative Quotes

e “I became more reflective during this course as well [...] I've been trying to be good and beautiful in front of other people, but now I'm thinking [...] let that beautiful part be to
me and the other part to other people. [...] because if you are always centred on what others say, what others say then you have nothing left for your inside”

e “Itdid make me feel a bit better to know that I could sort of let him open his wings up a little bit more. [...] Eventually | do want to sort of let him go out and play with his
friends for like an hour and then maybe up it to an hour and a half or and just take that step. And so I'd definitely say the overprotective one [...] that one was really helpful for

”

me.
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Table A10

Subthemes within the Facilitating Engagement Theme

Subtheme lllustrative Quotes
Making it Work for e  “And | was a little bit late, and it was OK because just because you are at home, it's more flexible. Well, here umm you need to be on time, and
Everyone you are afraid to let other people down because they're waiting for you and then it didn't work with my work. | had to again reschedule it and
change it.”

e “I'think mixture is always the best because [...] for me it was very stressful coming here because this one because I, | never know what he's
gonna behave like...sometimes he will behave [...] sometimes it's like making noises [...]”

e “Idid probably prefer the group, but it really helped doing it because | couldn't be here if you know what | mean”

e “lt might be a difficult experience because of the language barrier [...] when it's online or on the phone. For me, it's more difficult to
understand what people are saying [...] and also if camera is not on you can't see the emotions cause sometimes you can guess from the

gestures and from your posture. [...] But when it's all online, it's more formal, and then you need to listen carefully.”

Being in the Right . You are afraid to let other people down because they're waiting for you [...] | feel very guilty for it. Well, at home you're more relaxed.”
Space for it e  “Idon't like being the centre of attention [...] so yeah, | did probably prefer the group, but it really helped doing it because | couldn't be here
[.]”

e “So, for me, like stress the first time but then help push me to get out of the house.”

. “It's good to have also the link because [...] to like kind of go back and refresh because we're here, we talk about, but we go home and [...] |
have some things stuck in my head, but sometimes | kind of lose the track as you get home you like get on your own routine and then you
forgot you want to do that”

o “Ithink they just find it harder to open up”

e “He's not into all this kind of stuff [..] Whereas I'm like, I'm open to but he's like, no, I'll do it how | wanna do it. [...] So | know, | know he
wouldn't come.”

e “I'think with men they feel as if they're being told how to parent. [...] Whereas us Mums are just like oh, that's really good advice, I’ll try that at

home [...] But men are like what? No, I'm not going back there. They're just telling me what to do.”
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