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Thesis Overview 

Volume One 

The first volume comprises of two research chapters and a press release. The first 

chapter presents a meta-analysis of attachment-focused and psychosocial outcomes of 

attachment-based parenting interventions when delivered to parents at high risk of child 

maltreatment or neglect. The second chapter presents a research study focused on the 

relationships between staff and ‘looked after’ children in residential children’s homes. 

Residential childcare staff were interviewed using diary-interview method and enhanced 

critical incident technique to identify factors that help and/or hinder them from strengthening 

their relationships with children who display behaviours they experience as challenging to 

manage or respond to. 

Volume two 

Volume two contains five forensic clinical practice reports (FCPR) of clinical work I 

completed across forensic and/or clinical placements. FCPR1 presents two formulations, 

cognitive-behavioural and psychodynamic, of verbally aggressive behaviour displayed by a 

man detained on a medium-secure unit. FCPR2 describes an evaluation of the implementation 

of a value-based healthcare model within a secure hospital from the perspective of the ward 

managers. FCPR3 presents a case study of an intervention integrating acceptance and 

commitment therapy with narrative therapy, delivered to a young girl experiencing low mood 

related to her physical health. FCPR4 uses a single-case experimental design to evaluate the 

impact of cognitive-behavioural therapy for an older woman experiencing panic and 

agoraphobia. FCPR5 describes my leadership role in developing a community psychology 

informed ‘barber shop’ project within a young offenders’ institution to facilitate conversations 

about men’s mental health and wellbeing. 

 
 



 
 

Acknowledgements 

First and foremost, I am incredibly grateful for the support offered by my research supervisor, 

Dr Gary Law, who has consistently been helpful and encouraging in guiding me through this 

process despite the additional challenges posed by an ‘unprecedented’ global pandemic! Thank 

you, Gary, for your positive words, humour, advice, and feedback – it has been a much calmer 

and more emotionally contained journey thanks to your support.  

 

My thanks also go to Carly, Sam, Kiran and Lucy from St Andrew’s Community Partnerships 

for supporting the research at various points, and also Emily Dunn for stepping in to provide 

much needed assistance with recruitment over the past year.  

 

I am also grateful to all the psychologists who have generously given me their time and 

supervised me somewhere along this journey, and particularly Dr Michelle Ginty, Dr Judy 

Sutton, Dr Jon Williamson, Dr Abdullah Mia, Dr Gareth Hickman, and Dr Lorraine Higham 

for supervising my six training placements. I have taken away something different from each 

of you, and the psychologist I hope to be going forward is a reflection of this.  I am also grateful 

to St Andrew’s Healthcare more generally for choosing to invest both financially and 

professionally in me, my career, and my goal of becoming a psychologist. 

 

Finally, to my friends, family (particularly my twin sister, Fran, for being my ‘support 

bubble’!), and my five amazing ForenClinPsyD peers – thank you for your encouragement and 

for helping me to manage the emotional demands of this course by always being available for 

a rant when needed... even if ‘socially distanced’ for the latter parts! 

 

 



 
 

TABLE OF CONTENTS 

Volume One: Research Component 

CHAPTER ONE: META-ANALYSIS  
A meta-analytic review of the effectiveness of attachment-based parenting 
interventions delivered to parents at high risk of child maltreatment or neglect.......... 1 

 Abstract....................................................................................................................................... 2 

 Introduction................................................................................................................................. 

Child maltreatment and the “toxic trio” ............................................................................... 

Maltreatment, attachment theory, and attachment-based parenting interventions............... 

Existing reviews of attachment-based parenting interventions.............................................. 

Aim of the current review....................................................................................................... 

3 

3 

4 

5 

7 

 Method........................................................................................................................................ 

Identification of primary studies............................................................................................ 

Data extraction....................................................................................................................... 

Risk of bias evaluation........................................................................................................... 

Data analysis strategy............................................................................................................ 

7 

7 

19 

19 

25 

 Results......................................................................................................................................... 

Sensitive parenting................................................................................................................. 

Secure attachment to parent................................................................................................... 

Parent reflective functioning.................................................................................................. 

Parent depression................................................................................................................... 

Parenting stress...................................................................................................................... 

Child emotional and behavioural difficulties......................................................................... 

28 

28 

32 

36 

37 

38 

42 

 Discussion................................................................................................................................... 

Summary of findings............................................................................................................... 

Potential moderating variables.............................................................................................. 

Strengths and limitations........................................................................................................ 

Implications for parents and service providers...................................................................... 

Directions for future research................................................................................................ 

Conclusions............................................................................................................................ 

43 

43 

46 

48 

49 

51 

51 

 References................................................................................................................................... 53 

   

CHAPTER TWO: EMPIRICAL PAPER 
Managing closeness and conflict: What helps and hinders staff in residential 
children’s homes to develop and/or maintain relationships with children displaying 
behaviour they experience as challenging?........................................................................ 70 

 Abstract....................................................................................................................................... 71 



 
 

 Introduction................................................................................................................................. 

Staff-child relationships in residential children’s homes....................................................... 

Impact of challenging behaviour on staff burnout and staff-child relationships................... 

Factors impacting upon how care staff respond to challenging behaviour........................... 

Aim of the current study......................................................................................................... 

72 

72 

73 

75 

77 

 Method........................................................................................................................................ 

Ethical approval..................................................................................................................... 

Participants and sample......................................................................................................... 

Qualitative approach.............................................................................................................. 

Procedure............................................................................................................................... 

Data analysis.......................................................................................................................... 

78 

78 

78 

80 

82 

85 

 Results......................................................................................................................................... 

Behaviour meaning-making factors........................................................................................ 

Individual staff characteristics............................................................................................... 

Relational factors................................................................................................................... 

Strategies and techniques....................................................................................................... 

Systemic and organisational factors....................................................................................... 

89 

91 

95 

96 

100 

105 

 Discussion................................................................................................................................... 

Strengths and limitations........................................................................................................ 

Implications for practice........................................................................................................ 

Future directions for research............................................................................................... 

Conclusions............................................................................................................................ 

109 

113 

115 

116 

117 

 References................................................................................................................................... 118 

   

CHAPTER THREE: PRESS RELEASE........................................................................... 131 

 Chapter One: Meta-analysis....................................................................................................... 132 

 Chapter Two: Empirical paper.................................................................................................... 133 

   

APPENDICES...................................................................................................................... 136 

 Appendices for Meta-analysis.................................................................................................... 136 

 Appendices for Empirical Paper................................................................................................. 149 

 
 
  



 
 

Volume Two: Forensic Clinical Component 
 
FCPR 1: PSYCHOLOGICAL MODELS 
Formulation of verbally aggressive behaviour demonstrated by a male forensic inpatient 
from cognitive-behavioural and psychodynamic perspectives...................................................... 1 

 Abstract....................................................................................................................................... 2 

 Presenting difficulties................................................................................................................. 3 

 Assessment methods................................................................................................................... 4 

 Assessment of presenting difficulties......................................................................................... 

Personality assessment........................................................................................................... 

Personal history and circumstances....................................................................................... 

Therapeutic relationship........................................................................................................ 

6 

6 

9 

12 

 Cognitive-behavioural formulation............................................................................................. 

Beck’s longitudinal formulation............................................................................................. 

Maintenance cycle.................................................................................................................. 

12 

14 

17 

 Psychodynamic Formulation...................................................................................................... 

Malan’s triangles.................................................................................................................... 

Triangle of conflict................................................................................................................. 

Triangle of person.................................................................................................................. 

Focal dynamic........................................................................................................................ 

18 

19 

20 

22 

26 

 Critical Appraisal and reflections............................................................................................... 26 

 References................................................................................................................................... 

 

28 

FCPR 2: SERVICE EVALUATION 
An evaluation of ward managers’ perspectives of how ward-based multi-disciplinary teams 
can facilitate value-based healthcare within a forensic psychiatric hospital............................... 32 

 Abstract....................................................................................................................................... 33 

 Introduction................................................................................................................................. 

Value-based healthcare and ‘Integrated Practice Units’...................................................... 

Service context........................................................................................................................ 

Aims and scope of the evaluation........................................................................................... 

34 

35 

37 

38 

 Method........................................................................................................................................ 

Ethical considerations and approval...................................................................................... 

Sample.................................................................................................................................... 

Interview schedule development............................................................................................. 

Procedure............................................................................................................................... 

Analysis.................................................................................................................................. 

39 

39 

39 

40 

40 

40 

 Results......................................................................................................................................... 41 



 
 

The importance of having an MDT that is available and accessible........................................ 

The need to effectively allocate and retain staff resources...................................................... 

There is potential for ward teams to harm, rather than improve, outcomes............................ 

Lack of commitment and investment to the IPU model............................................................ 

43 

46 

49 

52 

 Discussion................................................................................................................................... 

Strengths and limitations........................................................................................................ 

Conclusions and recommendations........................................................................................ 

55 

59 

60 

 References................................................................................................................................... 62 

 

FCPR 3: INTEGRATIVE CASE STUDY 
A case study of a psychological intervention integrating acceptance and commitment 
therapy with narrative therapy techniques for a young girl experiencing low mood related 
to her physical health........................................................................................................................ 67 

 Abstract...................................................................................................................................... 68 

 Presenting difficulties and background information................................................................... 69 

 Assessment of presenting difficulties......................................................................................... 

Clinical interview................................................................................................................... 

Values assessment.................................................................................................................. 

Standardised measures........................................................................................................... 

69 

69 

73 

73 

 Formulation................................................................................................................................. 

Social-construction of the presenting difficulty...................................................................... 

Formulation of psychological inflexibility and experiential avoidance................................. 

75 

75 

76 

 Intervention................................................................................................................................. 

Narrative component: “The tree of life” ............................................................................... 

ACT Component: “Growing our tree” .................................................................................. 

80 

81 

84 

 Evaluation................................................................................................................................... 

Hayley’s value-based goals.................................................................................................... 

Mum’s observations................................................................................................................ 

Standardised measures........................................................................................................... 

91 

91 

91 

92 

 Reflections.................................................................................................................................. 92 

 References................................................................................................................................... 95 

   

FCPR 4: SINGLE CASE EXPERIMENTAL DESIGN 
Evaluating the impact of a cognitive-behavioural intervention with an older woman 
experiencing panic attacks using an A-B single-case experimental design.................................. 101 

 Abstract....................................................................................................................................... 102 

 Case summary............................................................................................................................. 

Referral................................................................................................................................... 

103 

103 



 
 

Assessment.............................................................................................................................. 

Formulation............................................................................................................................ 

Intervention............................................................................................................................. 

103 

107 

111 

 Method........................................................................................................................................ 

Design..................................................................................................................................... 

Measures................................................................................................................................. 

116 

116 

116 

 Results......................................................................................................................................... 

Visual analysis........................................................................................................................ 

Statistical analysis.................................................................................................................. 

Client self-report.................................................................................................................... 

118 

118 

120 

123 

 Discussion................................................................................................................................... 124 

 References................................................................................................................................... 127 

 

FCPR 5: LEADERSHIP AND CONSULTATION [ORAL PRESENTATION] 
Developing a community psychology ‘barber shop’ to support mental health in a prison for 
young adult men................................................................................................................................ 132 

 Abstract....................................................................................................................................... 133 

 References................................................................................................................................... 134 

 

Appendices......................................................................................................................................... 135 

 Appendices for FCPR 1: Models essay...................................................................................... 135 

 Appendices for FCPR 2: Service evaluation.............................................................................. 137 

 Appendices for PCPR 3: Integrative case study......................................................................... 154 

 Appendices for FCPR 4: Single-case experimental design........................................................ 156 

 
 
  



 
 

List of Figures for Volume One 

CHAPTER ONE: A meta-analytic review of the effectiveness of attachment-based 
parenting interventions delivered to parents at high risk of future child maltreatment 
and neglect. 

 Figure 1. PRISMA flowchart of the paper retrieval process used to identify relevant studies  
for inclusion in the meta-analysis................................................................................................ 12 

 Figure 2. Forest plot of standardised mean difference for sensitive parenting treatment 
outcomes from attachment-based parenting interventions compared to comparison groups (k 
= 26)............................................................................................................................................ 29 

 Figure 3. Baujat scatter plot showing the contribution to overall heterogeneity and the 
influence on the summary effect for each included study for sensitive parenting outcomes .... 30 

 Figure 4. Funnel plot of primary study effects for sensitive parenting indicating presence of 
publication bias. Black markers (k = 25) indicate included primary studies, white markers (k 
= 5) indicate additional mirrored effects added to control for publication bias......................... 31 

 Figure 5. Forest plot for the relative risk of a secure attachment to parent following an 
attachment-based parenting intervention (k = 9) ....................................................................... 33 

 Figure 6. Forest plot demonstrating the impact of study exclusion on the meta-analytic effect 
for secure attachment to parent, using the RE model................................................................. 34 

 Figure 7. Forest plot of the standardised mean difference for parent reflective functioning 
outcomes from attachment-based parenting interventions compared to comparison groups (k 
= 5).............................................................................................................................................. 37 

 Figure 8. Forest plot of standardised mean difference for parent depression treatment 
outcomes from attachment-based parenting interventions compared to comparison groups  
(k = 17)........................................................................................................................................ 38 

 Figure 9. Forest plot of standardised mean difference for parenting stress treatment outcomes 
from attachment-based parenting interventions compared to comparison groups (k = 13)........ 39 

 Figure 10. Forest plot of the results of a ‘leave one out’, showing the omnibus effect for 
parenting stress when each study is excluded from analysis....................................................... 39 

 Figure 11. Funnel plot of primary study effects for parenting stress indicating presence of 
publication bias. Black markers (k = 13) indicate included primary studies, white markers (k 
= 3) indicate additional mirrored effects added to control for publication bias......................... 40 

 Figure 12. Forest plot of standardised mean difference for child emotional and behavioural 
difficulties treatment outcomes from attachment-based parenting interventions compared to 
comparison groups (k = 11) ....................................................................................................... 42 

CHAPTER TWO: Managing closeness and conflict: What helps and hinders staff in 
residential children’s homes to develop and/or maintain relationships with children 
displaying behaviour they experience as challenging? 

 Figure 1. Questions included within the participant diary............................................................. 83 



 
 

CHAPTER THREE: Press Release 

 Figure 1. Definitions of helping, hindering and wish list factors, which the interview attempted 
to identify.................................................................................................................................... 134 

 Figure 2. Categories of factors that helped, hindered, or could have helped (wish list) 
residential care staff to respond to child challenging behaviours in a way that strengthened, 
protected or maintained their relationship with the child............................................................ 135 

 
List of Tables for Volume One 

 
CHAPTER ONE: A meta-analytic review of the effectiveness of attachment-based 
parenting interventions delivered to parents at high risk of child maltreatment and 
neglect. 

 Table 1. Inclusion and exclusion criteria used to screen retrieved papers..................................... 8 

 Table 2. Summary characteristics of studies meeting the criteria for inclusion in the meta-
analysis........................................................................................................................................ 13 

 Table 3. Risk of bias evaluation framework used to assess the risk of bias of included studies... 
 

21 

 Table 4. Risk of bias evaluation of included studies..................................................................... 22 

 Table 5. Sensitive and responsive parenting summary effect sizes using a random effects 
model for planned subgroup contrasts........................................................................................ 32 

 Table 6. Secure attachment to parent summary effect sizes using a random effects model for 
planned subgroup contrasts......................................................................................................... 36 

 Table 7. Parenting stress summary effect sizes using a random effects model for planned 
subgroup contrasts....................................................................................................................... 41 

CHAPTER TWO: Managing closeness and conflict: What helps and hinders staff in 
residential children’s homes to develop and/or maintain relationships with children 
displaying behaviour they experience as challenging? 

 Table 1. Participant inclusion and exclusion criteria..................................................................... 79 

 Table 2. Participant demographic information.............................................................................. 80 

 Table 3. Behaviours documented within participant diary entries. Behaviours are listed in 
descending order according to incidence (n)............................................................................... 84 

 Table 4. The nine credibility checks described by Butterfield et al. (2009) for ECIT analysis, 
including descriptions of their application in the current study.................................................. 88 

 Table 5. Summary descriptions for the five super-ordinate categories......................................... 89 

 Table 6. Retained categories of critical incidents with respective incidence rates (n) and 
participation rates (PR%) ........................................................................................................... 90 

  



 
 

1 

 

 

 

 

CHAPTER ONE 

 

META-ANALYSIS  

 

A META-ANALYTIC REVIEW OF THE EFFECTIVENESS OF ATTACHMENT-BASED 

PARENTING INTERVENTIONS DELIVERED TO PARENTS AT HIGH RISK OF CHILD 

MALTREATMENT OR NEGLECT 

 

 

 

 

 

 

 

Academic Integrity Statement 

This chapter has been submitted to, and is currently under review for, the Infant Mental Health 

Journal. Megan Wright is listed as first author for this submission, with Dr Gary Law and Dr 

Chris Jones are listed as co-authors. Megan Wright designed the meta-analysis, extracted and 

analysed the data, and completed the write-up of the manuscript. Dr Chris Jones advised on the 

analysis process, and Dr Gary Law contributed to the design and provided feedback and critical 

edits throughout the process. 



 
 

2 

Abstract 

Background. Attachment security is argued to be an important mediator between child 

maltreatment and adverse long-term outcomes. This meta-analysis evaluates whether 

attachment-based parenting interventions, which seek to improve the parent-child relationship, 

are effective when delivered to parents at high risk of maltreatment. 

Method. Web of Science, PsycINFO and PubMed were systematically searched up to 

March 2020. Forty papers, including 37 unique studies evaluating 24 different interventions, 

were included in the meta-analysis, representing 2,718 parent-child dyads with previous 

maltreatment or a “toxic trio” risk factor (i.e., substance use, mental health or domestic 

violence). Methodological quality was appraised, and a meta-analysis of each of the six 

outcomes carried out using post-intervention data using the random effects model. 

Results. A small-to-medium effect was identified for sensitive parenting (d=0.36, 

95%CI 0.20-0.51), while a small effect was identified for child secure attachment (RR=1.29, 

95%CI 1.11-1.51). Although a small-to-medium effect was identified for parent reflective 

functioning, this should be interpreted cautiously given the small number of effects (k=5) 

analysed. While a very small effect was identified for parenting stress (d=0.14, 95%CI 0.00-

0.28), no significant effects were identified for parent depression or child emotional and 

behavioural difficulties.  

Conclusions. Attachment-based parenting interventions are effective for improving 

parental sensitivity and increasing the likelihood of a secure parent-child attachment when 

delivered to high-risk parents. However, they have not demonstrated effectiveness for 

improving parent or child psychosocial outcomes. Evaluation of child emotional and 

behavioural functioning outcomes was, however, limited by the lack of follow-up in the designs 

of included studies. 
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Introduction 

Child Maltreatment and the “Toxic Trio” 

Child maltreatment is a complex and persistent social problem that exists across 

countries and cultures (Moody et al., 2018; Radford et al., 2013). Maltreatment, abuse and 

neglect take many forms, physical, emotional and sexual, and many maltreated children are 

exposed to multiple forms of maltreatment (Moody et al., 2018). Current estimates suggest as 

many as 1 in 4 UK children will experience parental neglect or abuse at some point during their 

childhood, with the majority going undetected (Radford et al., 2013). Child maltreatment has 

been shown to have long-term consequences for both the children and wider society (Conti et 

al., 2017), with children exposed to maltreatment consistently shown to be at increased risk of 

long-term psychosocial problems, including poor educational attainment, mental health 

difficulties, substance misuse, and offending (Carr et al., 2018; Gilbert et al., 2009; Mersky & 

Topitzes, 2010; Norman et al., 2012). 

Identification of parents at increased risk of child maltreatment is challenging, and 

hence the majority of cases go undetected or unreported (Moody et al., 2018). However, there 

has been a recent increased focus in the literature on the “toxic trio”, which refers to the 

presence of either domestic violence, parental mental health, or parent substance use issues in 

the home (Brandon, 2008; Cleaver et al., 2011), with these parental characteristics representing 

the most common reasons for family involvement with child protective services (CPS) (Simon 

& Brooks, 2017). The focus on these factors emerged following an analysis of serious case 

reviews in UK child protection which found at least one of the “toxic trio” risk factor was 

present in 79% of cases, with the presence of multiple factors having a cumulative impact on 

risk (Brandon, 2008; Brandon, 2012; Sidebotham et al., 2016), with research establishing these 

as influential risk factors (Fuller-Thomson et al., 2019; Fuller-Thomson & Agbeyaka, 2020). 

The pathways from the “toxic trio” to maltreatment are unclear, and it is acknowledged that 



 
 

4 

their presence may, in fact, be indicative of other key difficulties, such as a parent’s own history 

of maltreatment (Gilbert et al., 2009; Sidebotham et al., 2016). However, where a parent’s life 

is dominated or preoccupied by one or more of these issues, it is reasonable to assume they may 

be less able or available to prioritise and respond to a child’s emotional and physical needs 

(Cleaver et al., 2011; Simon & Brooks, 2017).  

Maltreatment, Attachment Theory, and Attachment-Based Parenting Interventions 

Although many children that experience early maltreatment demonstrate adverse long-

term outcomes, these outcomes are not inevitable, and many children go on to demonstrate no 

difficulties with psychological or behavioural functioning (Carr et al., 2018; Mersky & 

Topitzes, 2010). One factor that may be influential in accounting for the variation in long-term 

outcomes is the parent-child attachment and subsequent adult attachment style (Widom et al., 

2018). The experience of early maltreatment has not only shown to predict the development of 

an insecure/disorganised parent-child attachment (Baer & Martinez, 2006), but research has 

shown attachment security represents a key mediator in the relationship between early 

experiences of maltreatment and later adverse outcomes (Cohen et al., 2016; Gander et al., 

2020; Widom et al., 2018).  

Bowlby’s (1969) attachment theory proposes that all infants are innately driven to 

develop an ‘attachment’ to their primary caregiver, and the nature of this attachment 

relationship affects the development of a child’s ‘internal working model’ of themselves, 

others, and relationships. Where a parent responds predictably to the child with warmth and 

sensitivity, the theory argues a child will learn their caregiver will provide safety and protection 

and will develop a ‘secure’ attachment relationship to their caregiver (Ainsworth et al., 1978; 

Bowlby, 1969; van der Voort et al., 2014). In maltreating parent-child dyads, however, the 

parents are either unavailable, fail to respond consistently to a child’s needs, or respond with 

insensitive, rejecting, or frightening reactions (Bowlby, 1969; Sherman et al., 2015). Under 
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these circumstances, the child’s attempts to seek comfort are met with responses that cause 

further distress, leading the child to develop an insecure or disorganised attachment (Ainsworth 

et al., 1978; Bowlby, 1969). In these instances, the child develops an internal working model 

of themselves as unworthy of care, others as frightening or causing emotional pain, and 

relationships as unsafe (Bowlby, 1969). It is these internalised attachment-related experiences 

that are thought to increase the risk of long-term difficulties (Groh et al., 2017; Lowell et al., 

2014; Sroufe et al.,1999).  

Given a secure parent-child attachment has shown to protect against long-term adverse 

outcomes of maltreatment (Lowell et al., 2014), interventions have focused on supporting high-

risk parents to develop a secure attachment with their child (Tarabulsy et al., 2008). 

Attachment-based parenting interventions offer a strengths-based approach to intervention with 

maltreating parents, aiming to improve parenting behaviours such that the parent is better able 

to attune to their child’s attachment needs and signals, and demonstrate appropriately sensitive 

and responsive caregiving (Cassidy et al., 2013; Tarabulsy et al., 2008). Through improving 

these parenting behaviours and parenting attitude, it is hoped the child’s experience of 

consistently sensitive and attuned caregiving will, over time, increase child-parent attachment 

security, decreasing the risk of an insecure or disorganised attachment, and minimising the 

associated adverse psychosocial outcomes (Tarabulsy et al., 2008). 

Existing Reviews of Attachment-Based Interventions with Parents 

           Although there have been several previous reviews into the effectiveness of parenting 

programs at improving parental sensitivity and attachment security, these have not so far 

focused on high-risk parent populations. The findings of these reviews have been encouraging, 

however, with two large-scale meta-analyses by Bakermans-Kranenburg et al. (2003; 2005) 

suggesting sensitivity-focused (i.e., aiming to enhance parental sensitivity) interventions have 

a small-to-medium positive effect on parental sensitivity and child attachment security at post-
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intervention, with the positive effect on attachment security finding further evidenced (d = 0.35) 

within an updated meta-analysis by Facompré et al. (2018). A further recent review by Rayce 

et al. (2017) of 16 studies focused on interventions delivered to parents with infants under 12-

months-old and demonstrating demographic risk factors for an insecure attachment (e.g., single 

mothers, low education, or socioeconomic deprivation). Their findings were similarly positive 

for parental sensitivity, finding small-to-medium effects, although they were unable to meta-

analyse attachment security outcomes due to a lack of published studies (Rayce et al., 2017).  

           While the positive outcomes are encouraging, these reviews did not differentiate between 

high risk and much lower risk samples in their analyses. Where reviews have claimed to include 

high-risk parents (e.g., Rayce et al., 2017), they have defined “high risk” as the presence of 

demographic risk factors. Although research has suggested the risk of an insecure or 

disorganised attachment is greater among those demonstrating certain demographic risks (Cyr 

et al., 2010; De Falco et al., 2014), a meta-analysis of 69 studies by Cyr et al. (2010) showed 

that even where multiple demographic risks were present, attachment disorganisation was 

significantly greater in maltreating families than demographic risk families (d =2.10 vs. d =0.48 

respectively). Demographic risk factors are by no means causative on their own, and it is 

important to consider that the majority of parents demonstrating these risk factors, and hence 

those included within samples, will represent low-risk parents capable of “good enough” 

parenting (Kaiser et al., 2017; Winnicott, 1965; Woodhouse et al., 2019).   

In contrast to low-risk parents, maltreating parents or parents demonstrating “toxic trio” 

risk factors may face additional challenges that could affect the effectiveness of attachment-

based parenting interventions. For example, the children of high-risk parents are more likely to 

be insecurely attached before the intervention (Cyr et al., 2010), while the parents are more 

likely to have themselves experienced childhood maltreatment (Bailey et al., 2012; Savage et 

al., 2019), also demonstrate their own insecure attachment representations (Reijman et al., 
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2017), poor reflective functioning (i.e., parent’s ability to hold a child’s mental state in mind; 

Berthelot et al., 2015), mental health needs (Ayers et al., 2019; Murphy et al., 2018), and deficits 

in emotional regulation (Skowron et al., 2013), among others. These factors represent relatively 

stable characteristics that will potentially persist both during and following an intervention, 

which may adversely impact their capacity to implement long-term changes to their parenting 

behaviour, and hence limiting their capacity to benefit from an attachment-based intervention 

(Tarabulsy et al., 2008).  

Aim of the Current Review 

The current review provides a quantitative synthesis of both attachment-focused and 

psychosocial outcomes of attachment-based parenting interventions when delivered to parents 

presenting a high risk of current or future child maltreatment. In contrast to previous reviews 

that have included lower risk parents, this review seeks to focus on parents presenting the 

highest risk level. This meta-analysis also includes a series of subgroup analyses to determine 

the impact of intervention components (e.g., video-feedback on interactions) on effectiveness, 

as well as differences in effectiveness between specific parent or child populations (e.g., risk 

factor, child age). For this review, “high risk” of child maltreatment was defined as current 

involvement in child protective services (CPS), substantiated parent maltreatment, or presence 

of a “toxic trio” risk factor. 

Method 

Identifying Primary Studies 

Inclusion and exclusion criteria. Full inclusion and exclusion criteria used to identify 

relevant studies are detailed in Table 1. Aside from where the included parent population 

already demonstrated concerns related to their parenting behaviours, studies were deemed to 

include a “high risk” parent population for maltreatment or neglect if the parent sample 
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demonstrated previous or current substance use, mental health difficulties, or domestic 

violence (Brandon et al., 2012; Cleaver et al., 2011).  

 
Table 1. 
Inclusion and exclusion criteria used to screen retrieved papers. 

Inclusion Criteria Exclusion Criteria 

Population 
Biological parents in a primary caregiving role to at 

least one child <18 years of age, or pregnant mothers 

or their partners that are expecting to take a primary 

caregiving role after birth. 

Foster carers, kinship carers, or adoptive parents. 

Day care or residential care staff 

Biological parents not in a primary caregiver role. 

Sample at risk of child maltreatment 
Parents demonstrate documented or substantiated 

history of maltreatment or neglect, previous or 

current involvement in child protective services or a 

risk factor from the “toxic trio” (i.e., mental illness, 

substance use, or domestic violence). 

Parent risk factors limited to demographic 

characteristics (e.g., parent age, ethnicity, education 

level, or socioeconomic status) or parent attachment 

representation. 

Intervention 
Attachment theory-based intervention, involving the 

parent. 

Group or individual. 

Psychoeducational, therapeutic, home-visitation, or 

online. 

Pre-birth only, with no post-birth intervention 

component. 

Parent-focused intervention with no focus on parent-

child dyad/attachment. 

Comparison group 
Control, standard care, treatment as usual, waitlist 

control.  

Contrasting populations (e.g., non-maltreating or 

low-risk parents) 

No comparison group. 

Within-subjects wait-list control design. 

Outcome data 
Pre- and post-intervention data available for at least 

one of the included outcomes (i.e., sensitive 

parenting, secure attachment, reflective functioning, 

parent depression, parenting stress, or child emotional 

and behavioural difficulties).  

Self-report, observational, interview or experimental 

task methods. 

Anecdotal outcomes. 

Outcome data for at-risk parents not presented 

separately to sample data that includes low-risk 

parents. 

Study design 
Quantitative between-subjects intervention evaluation 

design including randomised and non-randomised 

controlled trials. 

Within-subjects pre-post designs, case study or 

single-case evaluation. 

Publication type 
Published and unpublished studies. Descriptive or theoretical papers. 

Review or meta-analysis of previously published 

studies. 

Not published in English language. 
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To determine whether the study evaluated an attachment-based intervention, the 

descriptions of the evaluated interventions were reviewed. An intervention was considered to 

be “attachment theory-based” where the authors described either:  

a) The use of Bowlby’s (1969) attachment theory as underpinning the 

interventions’ development and/or implementation, 

b) The aim of improving parents’ understanding of attachment theory, or  

c) The aim of improving the security of the parent-child attachment and/or 

relationship. 

Consequently, a broad range of interventions were eligible for inclusion, including 

those explicitly focused on increasing the security of the child-parent attachment relationship 

(e.g., child-parent psychotherapy), as well as interventions referencing the use of attachment 

theory principles to improve the child-parent relationship and/or interactions within a child 

behaviour-focused intervention (e.g., incredible years or parent-child interaction therapy). 

Parental sensitivity, child secure attachment, and parent reflective functioning were 

identified as attachment-focused outcomes for the meta-analysis prior to the systematic search 

due to the theoretical relevance of these constructs. On the basis of a preliminary screen of the 

literature, prior to the systematic search, three parent and child psychosocial outcomes (parent 

depression, parenting stress, and child emotional behavioural difficulties) were identified as 

also being frequently and consistently measured among relevant studies, and hence were 

included alongside the attachment-focused outcomes. Although relevant studies measured 

other outcomes (e.g., cortisol production, sleep difficulties, cognitive development, parenting 

self-efficacy), these constructs were either infrequently reported and/or were not reported 

using a consistent data format across studies to allow for meta-analysis. Consequently, to be 

included in the meta-analysis, a study had to report pre- and post-intervention data for at least 

one of the following six outcomes: sensitive and responsive parenting, child secure attachment 
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to parent, parent reflective functioning, parent depression, parenting stress, or child emotional 

and behavioural difficulties. Operationalisation of these outcome constructs, alongside 

inclusion criteria for measures, are included in Appendix 1F. 

Search strategy. Web of Science, PsycINFO and PubMed were searched using a pre-

defined search strategy up to 2nd March 2020. Search terms included five searches related to 

the following key terms/constructs: (1) parent group [e.g., parent* OR mother* or father*], (2) 

at risk population [e.g., maltreat* OR abus* OR “child welfare” OR neglect* OR “mental 

illness” OR “substance abus*” OR domestic violen* etc.], (3) intervention [e.g., intervention* 

OR *therap* OR group* OR training* OR *education* etc.], (4) intervention focus [e.g., 

attachment OR “parent-child relation*” OR “parental sensitivity” etc.], and (5) study type [e.g., 

“randomi* control* trial” OR “evaluat*” OR “outcome*” OR “pilot study” etc.]. These five 

searches were then systematically combined. Full search terms are documented in Appendix 

1A. 

The paper retrieval process is shown in the PRISMA flowchart in Figure 1. The search 

yielded a total of 4,222 records, resulting in 3,031 records following the removal of duplicates. 

The titles of these records were screened for suitability, resulting in the exclusion of 2,093 

records, with the abstracts of the remaining 938 then screened, resulting in a further 622 records 

being excluded. The full text could not be accessed for 10 records, leaving 306 full texts which 

were screened. Of these, 266 did not meet the inclusion criteria and were excluded, with reasons 

for exclusion documented in Figure 1. One further study (Pereira et al., 2014) met the inclusion 

criteria for sample and intervention, but did not present sufficient post-intervention data to 

estimate an effect size, and hence was excluded, leaving 39 records that met the inclusion and 

exclusion criteria for the review.   

Two of these retrieved papers reported outcomes from the same study (Rosenblum et 

al., 2017; Rosenblum et al., 2018), and while outcomes from both papers were included within 
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the meta-analysis, the study has been identified using the citation of the first published paper 

(i.e., Rosenblum et al., 2017) within the review. Two of the papers (Kersten-Alvarez et al., 

2010; Suchman et al., 2011) presented longer-term follow-up data on the same sample of other 

included studies (Suchman et al., 2010; van Doesum et al., 2008), and so were considered as 

one study using the first published study as the identifier. One further record was then identified 

through reviewing the reference lists of retrieved papers, resulting in a final total of 40 papers, 

reporting on 37 unique studies, being included in the meta-analysis. Characteristics of included 

primary studies are described in Table 2. 
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Data Extraction 

Data extraction was completed by the author. Where there was ambiguity in the data 

extraction process, this was discussed as part of the supervision process until a consensus 

decision was reached. For all outcomes except ‘secure attachment to parent’, post-intervention 

means, standard deviations, and group n-size were extracted for both the intervention and 

comparison group to calculate a summary effect using Cohen’s d. Where means and standard 

deviations were not reported, but the paper reported other effect sizes, such a student t or F 

statistics, these were used to calculate an estimate of Cohen’s d. For all outcomes, post-

intervention was defined as the post-intervention outcome data collected closest to the 

end/completion of the intervention. For outcomes where a reduction in scores on measures (e.g., 

depression, stress, behavioural difficulties) represented a positive treatment effect, these were 

reversed such that d > 0 could be interpreted as a positive treatment effect favouring the 

intervention group for all outcomes.   

For the outcome of ‘secure attachment to parent’, it was expected the authors would 

present nominal data, presenting the n-size for each attachment category. For this outcome, the 

post-intervention n-sizes of children assessed to have a secure attachment to their parent were 

extracted for both the intervention and comparison group to calculate the relative risk of a 

secure attachment post-intervention.  

Where a paper only reported outcomes in terms of a measure’s separate subscales, or 

where papers reported multiple measures for the same outcome, the procedures described by 

Borenstein et al. (2009) were followed to produce a single outcome and estimate of Cohen’s d.  

Risk of Bias Evaluation 

 Quality evaluation of included studies was completed by the author using a risk of bias 

evaluation framework (Table 3) specifically developed for the requirements of the meta-

analysis and the designs of the research studies included. The quality criteria were adapted from 
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existing widely used risk of bias evaluation frameworks for quantitative intervention research 

including Higgins and Green’s (2011) ‘Cochrane Risk of Bias Tool’, and Kim et al.’s (2013) 

‘Risk of Bias Assessment Tool for Non-randomised studies’. The framework evaluated 

research risk of bias across seven areas: selection bias, performance bias, treatment fidelity, 

detection bias, statistical bias, reporting bias, and generalisability. Each study was allocated 0, 

1 or 2 points for each type of bias depending on whether the domain was evaluated to be high, 

unclear or low risk respectively.  

 Overall risk of bias ratings for each included paper are shown in Table 4, with 

percentages representing each paper’s total score out of a maximum of 14 points. Scores ranged 

from 29% to 86%, with lower percentage scores indicating a greater risk of bias within the 

study. Overall, included studies were most likely to demonstrate a risk of selection bias, 

performance bias, a risk of low treatment fidelity, or limited generalisability. Generally, risk of 

detection bias, statistical bias and reporting bias was low among included studies.  
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Table 3. 
Risk of bias evaluation framework used to assess the risk of bias of included studies. 
 

 Low risk of Bias  
(2 points) 

Unclear risk of bias 
(1 Point) 

High risk of bias 
(0 Points) 

Selection  
Bias 

Randomised design, with 
randomisation clearly 
described and concealed from 
investigators. 

Demographic characteristics 
are clearly described, for each 
group and there are no a priori 
differences between groups. 

Non-randomised design or 
pseudo-randomised design, 
where allocation method is 
unclear.  

The characteristics of the 
study population are not 
clearly reported. No statistical 
evaluation of group 
differences.  

Non-randomised design 
where allocation method is 
likely to have introduced bias.  

A priori difference between 
the groups on primary 
outcomes existed prior to 
experimental manipulation.  

 

Performance 
Bias 

Participants are blind to 
treatment allocation.  

No confounding variables 
present between groups. 

Participant use and/or access 
other services and/or 
interventions is clearly 
described and/or monitored. 

Blinding of participants to 
treatment allocation is 
unclear.  

Presence of confounding 
variables between groups is 
unclear.  

Access and/or use of other 
services and/or interventions 
is unclear. 

Participants are not blind to 
treatment allocation. 

Confounding are present 
between treatment groups.  

Participants have access 
and/or use of other services 
and/or interventions during 
the intervention that is likely 
to bias performance. 

Treatment 
Fidelity 

Treatment fidelity described 
and adequate adherence to the 
model demonstrated. 

Valid treatment conducted by 
someone with suitable 
experience.  

Treatment fidelity undertook 
but not described/evaluated. 
unclear if following protocol, 
training of those delivering 
the intervention not reported.  

No mention of treatment 
fidelity tests or processes used 
to ensure fidelity. 

Combined with another 
treatment, no protocol.  

Detection Bias Measures are clearly 
described, and the study uses 
well validated measures. 

For subjective measures, 
standardised and validated 
observational methods or 
measures were used.  

Assessors were blind to 
treatment group and time. 

Unclear reliability or validity 
due to use of non-reviewed or 
bespoke measures, but clear 
process to standardisation 
and/or reference to 
assessment of inter-rater 
reliability.  

Blinding of assessors unclear. 

Use of measures that have not 
been validated, and 
standardisation or assessment 
of inter-rater reliability is not 
described.  

Assessors were not blind to 
intervention group or time. 

Statistical Bias Intention to treat analysis or 
completer analysis with >80% 
of sample 

No report of attrition or 
between 20-30% attrition 

Completer only analysis or 
greater than 30% attrition) 

Reporting Bias Reported all results of 
measures as outlined in the 
method.  

Not all descriptive and/or 
summary statistics are 
presented.  

Not reported full outcome 
measures that are stated in the 
method section/ reported only 
a subsample of results/only 
significant results. 

Generalisability Sufficient sample for 
generalisation and 
representative of target 
population (>20 per group) 

Sufficient sample for 
generalisation (> 20 per 
group), but with some 
idiosyncratic features (e.g., all 
mothers). 

Small sample with or without 
idiosyncratic feature (<20 per 
group). 

 

 





 
 

23 

baseline between intervention and control groups (Foley et al., 2016), which are both likely to 

have introduced bias into the samples. Fourteen studies were rated as unclear risk of bias either 

due to using a non-randomised design (Clark et al., 2008: Letarte et al., 2005; Pillhofer et al., 

2015), because there were group differences at baseline (Berlin et al., 2014; Goodman et al., 

2015), where the likely impact on bias was unclear, or because demographic information for 

each group was unclear (Jacobsen et al., 2014; Thomas & Zimmer-Gembeck, 2011; Thomas & 

Zimmer-Gembeck, 2012).  

 Performance bias. All included studies were rated as high risk or unclear risk for 

possible performance bias. None of the included studies explicitly stated they blinded 

participants to group allocation. For the 18 studies rated as unclear bias, their design feasibly 

would have facilitated blinding due to the nature of the comparison group (e.g., another 

intervention or psychoeducation), but blinding of participants was either unclear or not reported. 

For the 19 studies rated as high risk of bias, they either stated explicitly in their method that 

they did not blind participants to group allocation, or their design would not have facilitated 

participant blinding (e.g., treatment as usual or waitlist control). One study was rated as high 

risk as the intervention group received additional services beyond the attachment-based 

intervention (Espinet et al., 2016).  

 Treatment fidelity. Eleven of the included studies were rated as low risk as they 

undertook measures to monitor and measure treatment fidelity, such as recording sessions and 

rating for model or protocol adherence, with results clearly reported. 11 studies were rated as 

high risk as they did not undertake or report any measures to ensure treatment fidelity. The 

remaining 15 studies were rated as unclear risk because their treatment fidelity checks were 

limited to supervision (Barlow et al., 2019; Fonagy et al., 2016; Horowitz et al, 2013; Ramsauer 

et al., 2019; Suess et al., 2016; Thomas & Zimmer-Gembeck, 2011; Thomas & Zimmer-
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Gembeck, 2012), or did undertake formal measures, but did not report the outcome of these 

(Bernard et al., 2012; Clark et al., 2008; Yarger et al., 2016) 

Detection bias. The majority of studies were rated as low risk for detection bias. The 

majority of studies used well validated measures, and where observational or subjective 

measures were used, researchers ensured assessors were blind to group allocation and measured 

and reported inter-rater reliability. Eight studies were rated as unclear risk of bias because of 

use of bespoke measures (Hughes & Gottlieb, 2004; Jacobsen et al., 2014; Puckering et al., 

2010), because the blinding of assessors was unclear (Cicchetti et al., 1999; Lieberman et al., 

2005; Salo et al., 2019; Steele et al., 2019), or because the researchers identified low inter-rater 

reliability (Yarger et al., 2016).  

Statistical bias. The majority of included studies either did not encounter attrition above 

20% or completed an intent-to-treat analysis to compensate for a high attrition rate within their 

analysis. Four studies were rated as high risk due to experiencing attrition >30% (Cicchetti et 

al., 1999; Puckering et al., 2010; Steele et al., 2019; Suess et al., 2016), while a further study 

was rated as high risk due to completing a longer-term follow-up study with a small percentage 

of the original sample (Bernard et al., 2015).   

Reporting bias. Risk of reporting bias was generally low across included studies. Only 

two studies were assessed as having a high risk of bias, which was due to not reporting post-

intervention outcomes or effects for all measures (Chaffin et al., 2004; Cicchetti et al., 2006). 

Seven studies were rated as unclear risk of bias due to not clearly reporting means and standard 

deviations of pre- and post-intervention outcomes (Chaffin et al., 2011; Espinet et al., 2016; 

Foley et al., 2016; van Doesum et al., 2008; Yarger et al., 2016). Barlow et al. (2019) was rated 

as unclear due to placing non-significant outcomes in supplementary material, rather than 

within the main report.  
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Generalisability. Thirty studies were rated as either high or unclear risk of bias in 

relation to the generalisability of their results. Ten papers were rated as high risk as they had 

small post-intervention samples with data available for fewer than 20 participants in each group. 

Nineteen studies were rated as unclear risk of bias. Seventeen of these studies were rated as an 

unclear risk due to either only including mothers in their sample, or due to mothers being 

overrepresented in the sample compared to fathers, without a clear justification for doing so 

(e.g., focus on mothers or female-only population stated in their aim). Three studies were rated 

as unclear risk of bias due to unclear reporting of the parent or child sample characteristics 

(Chaffin et al., 2004; Chaffin et al., 2011; Espinet et al., 2016).   

Data Analysis Strategy  

The data analysis strategy follows established guidelines by the Centre of Applied 

Psychology at the University of Birmingham and is paraphrased below. 

 The omnibus test. A separate meta-analysis, using the generic inverse variance method, 

was completed for each of the six outcomes. The DerSimonian and Laird method of calculating 

the random effects (RE) model was used to calculate the omnibus effect and 95% confidence 

intervals (CI) as the reported effects for each outcome were all observed to be normally 

distributed as determined by QQ plots (Appendix 1B).  

The RE model was used rather than Fixed Effects (FE) model due to the high level of 

methodological variation among the primary studies included in the review both in terms of 

methodological quality and study characteristics (e.g., participant group, measures, 

intervention, comparison group), which may have an impact on the observed effect. 

Consequently, the RE model was likely to provide a more suitable estimate as the FE model 

assumes the only source of variation in effect size is sampling error, which is unlikely to be the 

case given the studies included in this review.  
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Handling problematic variance. Heterogeneity refers to variation in a study’s effect 

from the overall meta-analytic synthesis that cannot be attributed to variation in an individual’s 

response to treatment. Heterogeneity can occur for a number of reasons including individual 

participant differences, measurement error, uncontrolled variables between studies, or 

variations in investigative method. In this sense, heterogeneity can be interpreted as the result 

of nuisance variables and/or noise within measurement.  

Heterogeneity was calculated as a percentage of total variation using Higgins I2, with 

greater values indicating higher levels of between study variation that is the result of nuisance 

variables and/or noise within measurement. Due to the considerable variation in the methods 

used by the primary studies included within the meta-analysis (e.g., quality, design, 

intervention, participant characteristics), heterogeneity is anticipated to be high. Consequently, 

the threshold for heterogeneity to be considered as problematic was set to a Higgins I2 greater 

than 75% (Higgins et al., 2003).  

The quality effects model. The RE model, which estimates the weighting of an effect 

primarily from the sample size and heterogeneity, has been extended by Doi and Thalib (2008) 

to include methodological quality when estimating the weighting of the study level effects. This 

approach generates a meta-analytic synthesis based on what would have been obtained were all 

the included studies the same quality as the highest quality study included within the review. 

Within this meta-analysis, the total score from the risk of bias analysis reported in Table 4 was 

used to calculate the quality effects (QE) model. The summary effect generated by the QE 

model was then compared to the original RE model summary effect. The discrepancy between 

the summary effects from the QE and the RE models can provide a measure of the attrition 

attributed to variation in methodological quality.   

Attenuation of omnibus estimate due to publication bias. Where there was a 

sufficient number of primary studies (>10 studies), a funnel plot of the effects was visually and 
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statistically inspected to identify whether publication bias was likely to be present. Effects that 

are symmetrically distributed across the funnel plot suggest publication bias is unlikely to be 

present. However, where the effects were not spread symmetrically across both sides of the 

funnel plot, and there was an absence of studies with small sample sizes reporting non-

significant effects, it was assumed publication bias is present. Where publication bias has been 

identified, the ‘trim and fill’ procedure described by Duval and Tweedie (2000a; 2000b) will 

be used. The ‘trim and fill’ procedure uses an iterative algorithm to remove small studies with 

positive effects, re-calculating the effect size until the funnel plot is symmetrically distributed 

across the corrected effect size (Duval & Tweedie, 2000a; 2000b). These studies are then added 

back into the original analysis with an additional effect mirrored onto the side of the funnel plot 

associated with negative effects to correct the impact on variance. This adjusted effect size was 

then compared with the original omnibus effect to estimate the extent the effect had been 

attenuated by publication bias.  

To determine whether observed significant omnibus effects were robust to possible 

publication bias, Rosenthal’s (1979) method was used to calculate a fail-safe N. The fail-safe 

N is an estimate of the number of additional studies identifying a non-significant effect that 

would be required for the observed summary effect to no longer be significant. If this number 

is large compared with the number of primary studies used to calculate the meta-analytic effect, 

then the omnibus test can be considered robust to effects of publication bias.  

Planned subgroup contrasts. Sub-group analyses were conducted for each outcome 

using categorical moderators based upon parent risk status (i.e., CPS involved, mental health, 

substance use, or domestic violence), child age (i.e., infant [aged <3yrs], or child [aged >3yrs]), 

intervention components (i.e., interaction guidance, verbal feedback, or video feedback), 

intervention delivery (i.e., individual, or group), and intervention length (i.e., short [<8 

sessions], medium [8-15 sessions], long [>15 sessions] term). The significance of the difference 
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between the sub-groups’ meta-analysis effects were evaluated by comparing the 95% 

confidence intervals.  

Results 

 A total of 37 studies, representing 2,718 participating parent-child dyads, were included 

within the meta-analysis. Separate RE model omnibus effects were calculated for each of the 

six outcomes, using the generic inverse variance method, which are presented below. 

Sensitive and Responsive Parenting 

 Omnibus test.  Overall, 26 studies, reporting on 1,486 participants, reported a treatment 

effect for sensitive and responsive parenting. A RE model suggested a significant omnibus 

effect of d = 0.38 (z = 4.68, p <.001) and a 95% confidence interval of 0.22 to 0.55. A treatment 

effect of this magnitude would be considered small-to-medium in size. A forest plot of the RE 

omnibus effect is shown in Figure 2. The level of heterogeneity observed among the reported 

treatment effects for sensitive and responsive parenting was moderate, but acceptable (tau2 = 

0.10, I2 = 61.4%, Q = 64.77, p <.001). This suggests the effects reported in the primary studies 

are not significantly biased by uncontrolled or confounding variables. The RE model was then 

subject to further analysis to determine whether the effect was robust to disproportionately 

influential studies, methodological quality, and publication bias, which are described below. 



 
 

29 

 

 
Figure 2. Forest plot of standardised mean difference for sensitive and responsive parenting 
treatment outcomes from attachment-based parenting interventions compared to comparison 
groups (k = 26). 
 

Influential studies. A ‘leave-one-out’ analysis was conducted to assess whether the 

omnibus effect was being disproportionately influenced by one or more influential studies. This 

analysis calculates a RE model with each of the primary studies removed. Visual analysis of 

the Baujat scatter plot (Figure 3; Baujat et al., 2001) and a ‘leave-one-out’ analysis, suggested 

three studies (Bernard et al., 2015; Puckering et al., 2010; Salo et al., 2019) were having a large 

contribution to both heterogeneity and the overall summary effect. When these studies were 

removed, and the RE model recalculated, there was a reduction on the overall meta-analytic 

effect from d = 0.38 to d = 0.29 (95%CI 0.15-0.43). Each of these three studies were then 

examined for risk of biases, with a view to possible removal from the meta-analysis. It was 

noted that Puckering et al. (2010) presented with a high or unclear risk of bias in 6 of the 7 

areas assessed. Given Puckering et al. was influential, heterogeneous, and presented a marked 

risk of bias, it was removed from subsequent analysis, and the omnibus effect recalculated.  
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Following the removal of Puckering et al., the corrected omnibus summary effect for sensitive 

parenting, based on the remaining 25 studies, was d = 0.36 (95%CI 0.20-0.51, z = 4.57, p <.001) 

using a RE model. Observed heterogeneity continued to be moderate, but acceptable (tau2= 

0.08, I2= 57.3%, Q = 64.77, p <.001). 

 
 Figure 3. Baujat scatter plot showing the contribution to overall heterogeneity and the 
influence on the summary effect for each included study for sensitive and responsive parenting 
outcomes.  
 

Quality effects model. The total risk of bias ratings reported in Table 4 were used to 

calculate the QE model. The QE model reported an omnibus effect of d = 0.35 (95%CI 0.19-

0.51). The QE model represents a negligible change from the RE estimate, suggesting the 

omnibus effect is robust to the impact of methodological quality. 

Publication bias. From visual inspection of the funnel plot (Figure 4), an absence of 

small studies reporting non-significant effects among the primary studies was observed, 

indicating the presence of publication bias. Using the ‘trim and fill’ procedure (Duval & 

Tweedie, 2000a; 2000b), five additional ‘studies’ were added. After correcting for publication 
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bias, a corrected estimate of the treatment effect indicated a small effect of d = 0.24 (95%CI 

0.08-0.41), suggesting the actual treatment effect may be lower than the original RE estimate.   

 

  
 
Figure 4. Funnel plot of primary study effects for sensitive and responsive parenting indicating 
presence of publication bias. Black markers (k = 25) indicate included primary studies, white 
markers (k = 5) indicate additional mirrored effects added to control for publication bias. 

 

A fail-safe N, calculated using Rosenthal’s (1979) method, suggested an additional 428 

studies reporting a null effect would be required to reduce the observed meta-analytic synthesis 

to non-significance. This suggests that while the omnibus effect is attenuated by publication 

bias, the overall significance of the effect is robust to potential publication bias. 

Planned contrasts. The estimated effects according to subgroup categorical moderators 

are shown in Table 5 with tests of between-group subgroup differences. A trend towards a 

significant difference was observed between studies depending on the risk factors present in 

the parent sample (Q = 7.51, df = 3, p =.057). Lower treatment effects were observed among 

studies of parents with substance use issues (d = 0.09, 95%CI -0.14-0.33) compared to those of 

maltreating or CPS involved parents (d = 0.44, 95%CI 0.25-0.62), parents with mental health 

difficulties (d = 0.29, 95%CI -0.13-0.71) or parents with non-specific or multiple risk factors 

present (d = 0.60, 95%CI 0.25-0.94).  
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There were no significant differences observed between the effect sizes of studies 

evaluating group or individually delivered interventions, between studies depending on the 

inclusion of interaction feedback components (i.e., verbal or video-feedback), or child age. 

Small-to-medium effects were most consistently observed for medium-term (8-15 sessions) 

interventions, with no additional benefit observed for longer-term interventions. 

 
 
Table 5. 
Sensitive and responsive parenting summary effect sizes using a random effects model for 
planned subgroup contrasts.  

Subgroup k SMD 95% CI I2 Q df p 
Parent risk status     7.51 3 .057† 
 CPS Involved/Maltreating 11  0.437 [0.253; 0.621] 42%    
 At risk only 14  0.285 [0.050; 0.520] 64%    
 Parent mental health 7 0.290 [-0.131; 0.711] 77%    
 Parent substance use 5 0.092 [-0.142; 0.326] 0%    
 Non-specific/multiple risk factors 2 0.596  [ 0.249; 0.944] 0%    
Child age     1.24 1 .265 
 Infant (<3yrs) 18 0.317 [0.117; 0.517] 62%    
 Child (>3ys) 7 0.466  [0.298; 0.634] 5%    
Intervention components     0.58 2 .750 
 Interaction guidance only 8 0.255 [-0.092; 0.601] 66%    
 Interaction guidance + verbal 

feedback 
7 0.414 [ 0.170; 0.658] 59%    

 Interaction guidance + verbal 
feedback + video feedback 

10 0.389 [ 0.150; 0.629] 51%    

Intervention delivery     0.21 1 .647 
 Group 6 0.450 [-0.017; 0.917] 78%    
 Individual 19 0.335 [0.183; 0.488] 46%    
Intervention length     1.21 2 .546 
 Short (<8 sessions) 4 0.402 [-0.168; 0.972] 83%    
 Medium (8-15 sessions) 18 0.393 [ 0.230; 0.555] 46%    
 Long (>15 sessions) 3 0.127 [-0.322; 0.576] 57%    
Note. † p < .10, * p < .05, ** p < .01, *** p < .001. 
Effect size: Small = 0.2; Medium = 0.5; Large = 0.8 (Cohen, 1988). 

 

Child Secure Attachment to Parent 

Omnibus test. Nine studies, reporting on 701 participants, reported a treatment effect 

for child secure attachment to parent. A RE model suggested a significant omnibus effect of 

RR = 1.45 (z = 3.19, p =.001) and a 95% confidence interval of 1.15 to 1.82. Using Olivier’s 

(2017) interpretation of relative risk effect sizes, a treatment effect of this magnitude would be 



 
 

33 

considered small-to-medium in size. A forest plot of the RE omnibus effect is shown in Figure 

5. 

  
Figure 5. Forest plot for the relative risk of a secure attachment to parent following an 
attachment-based parenting intervention compared to comparison groups (k = 9).  

 

 The level of heterogeneity observed among the reported treatment effects for secure 

attachment to parent was moderate, but acceptable (tau2= 0.07, I2= 60%, Q = 19.85, p =.011). 

This suggests the effects reported in the primary studies are not significantly biased by 

uncontrolled or confounding variables. The RE model was then subject to further analysis to 

determine whether the effect was robust to the impact of bias from disproportionately influential 

studies, methodological quality, and publication bias, which are described below.  

Influential studies. A ‘leave-one-out’ analysis was conducted to identify whether the 

observed effect was disproportionately affected by one or more influential studies. A forest plot 

showing the change in effect following exclusion of each study is shown in Figure 6. The ‘leave 

out analysis’ suggested the overall effect was being disproportionately influenced by Toth et 

al. (2006), which when excluded led to a 31% reduction in the observed effect using an RE 

model and a reduction in observed heterogeneity from I2= 60% to I2= 10%. Although Toth et 

al. (2006) was not observed to be a low-quality study, the degree to which their reported effect 

was inconsistent with the other effects observed by primary studies, and its large contribution 
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to heterogeneity, meant it was excluded from subsequent analysis and the omnibus effect was 

re-calculated using the RE model.  

 

 
Figure 6. Forest plot demonstrating the impact of study exclusion on the meta-analytic effect 
using the RE model. 
 

The corrected estimate based on the remaining eight studies continued to demonstrate a 

significant, but reduced, treatment effect for a child’s secure attachment to the parent, with a 

RR = 1.29 (z = 3.28, p =.001) and a 95% confidence interval of 1.11-1.51. Heterogeneity for 

this corrected effect was low (tau2=0.005, I2= 10%, Q = 7.77, p =.35). Using Olivier et al.’s 

(2017) interpretation of relative risk effect sizes, a treatment effect of this size would suggest a 

small effect of attachment-based parenting interventions on a child’s secure attachment to the 

participating parent at post-intervention. A treatment effect of this size suggests children are 

more likely to be securely attached to the participating parent following an attachment-based 

parenting intervention compared to those in a comparison group at post-intervention. 

Quality effects model. The total risk of bias ratings reported in Table 4 were used to 

calculate the QE model. The QE model reported an omnibus effect of RR = 1.36 (95%CI 1.15-

1.60). The QE model represents an increase from the RE estimate, suggesting the small 

observed omnibus effect is robust to the impact of methodological quality. 
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Publication bias. Given only eight studies were included within the meta-analytic 

synthesis, it was not possible to use a funnel plot to identify the presence of publication bias as 

it is likely the power is too low to identity asymmetry in the reported effects. A fail-safe N, 

calculated using Rosenthal’s (1979) method, suggested an additional 34 studies reporting a null 

effect would however be required to reduce the observed meta-analytic synthesis to non-

significance. Given only eight studies measuring secure attachment were identified as meeting 

the inclusion criteria of this review, it is likely the omnibus effect is robust to potential 

publication bias. 

Planned contrasts. The estimated effects according to subgroup categorical moderators 

are shown in Table 6 with tests of between-group subgroup differences. No statistically 

significant differences were observed between subgroups for any of the variables, including 

intervention feedback components, delivery format or length. Although a significant difference 

was observed between interventions conducted with parents of children versus parents of 

infants (children > infants), this was comparing against a subgroup of just one child study effect, 

and hence is highly vulnerable to error. 
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Table 6. 
Secure attachment to parent summary effect sizes using a random effects model for planned 
subgroup contrasts.  

Subgroup k RR 95% CI I2 Q df p 
Parent risk status     2.88 2 .237 
 CPS Involved/Maltreating 4 1.538 [1.199; 1.956] 16%    
 Risk factor only  4 1.172 [0.978; 1.401] 0%    
 Parent mental health 3 1.199 [0.970; 1.482] 0%    
 Parent substance use 1 1.107 [0.792; 1.548] --    
Child age     3.99 1 .046* 
 Infant (<3yrs) 7 1.241 [1.069; 1.440] 0%    
 Child (>3yrs) 1 2.337 [1.278; 4.272]  --    
Intervention components     1.65 1 .200 
 Interaction guidance only 4 1.188 [0.987; 1.429] 0%    
 Interaction guidance + verbal 

feedback + video feedback 
4 1.496 [1.108; 2.021] 39%    

Intervention delivery     1.04 1 .307 
 Group 1 1.064 [0.714; 1.586] --    
 Individual 7 1.332 [1.129; 1.573] 11%    
Intervention length     4.52 2 .104 
 Short (<8 sessions) 1 2.337 [1.278; 4.272] --    
 Medium (8-15 sessions) 3 1.330 [1.046; 1.691] 5.9%    
 Long (>15 sessions) 4 1.185 [0.976; 1.439] 0%    
Note. † p < .10, * p < .05, ** p < .01, *** p < .001. 
Effect size: Small = 1.22; Medium = 1.86; Large = 3.00 (Olivier et al., 2017). 

 

Parent Reflective Functioning 

 Omnibus test. Only five studies, including a total of 307 participants, reported a 

treatment effect for parent reflective functioning. As such, the omnibus effect should be 

considered preliminary and interpreted with caution given the early stage of the literature. A 

preliminary RE model does, however, suggest the presence of a significant small-to-medium 

omnibus effect of d = 0.33 (z = 2.89, p =.004, 95%CI 0.11-0.56), shown in the forest plot in 

Figure 7.  

There was no observed heterogeneity observed among the reported treatment effects for 

parent reflective functioning (tau2= 0.00, I2= 0%, Q = 3.71, p =.446), suggesting the effects 

reported in the primary studies are not significantly biased by uncontrolled or confounding 

variables. However, due to the small number of studies included in the calculation of the 

summary effect, the effect cannot be explored further regarding its robustness to influential 

studies, publication bias, methodological quality, or influence of moderator variables.  
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Figure 7. Forest plot of standardised mean difference for parent reflective functioning treatment 
outcomes from attachment-based parenting interventions compared to comparison groups (k 
= 5). 
 
 

Parent Depression 

Seventeen comparisons across sixteen studies, reporting on a total of 1,056 participants, 

reported a treatment effect for parent depression. A RE model was calculated using the generic 

inverse variance method, which is presented in the forest plot in Figure 8. The RE model 

indicated a non-significant omnibus effect of d = 0.03 (z = 0.33, p =.742) and a 95% CI of 

between -0.14 and 0.20. Heterogeneity was low, and within the acceptable range (tau2= 0.054, 

I2= 46%, p =.021). A treatment effect of this size would suggest attachment-based parenting 

interventions have no effect, beneficial or detrimental, on parent symptoms of depression. Tests 

of attrition to risk of bias, attenuation of the treatment effect, and subgroup analysis using 

categorical moderators are presented in Appendix 1C.  
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Figure 8. Forest plot of standardised mean difference for parent depression treatment outcomes 
from attachment-based parenting interventions compared to comparison groups (k = 17). 
 
 
Parenting Stress 

Thirteen studies, reporting on a total of 1,064 participants, reported a treatment effect 

for reduction in parenting stress. A RE model indicated a marginally significant omnibus effect 

of d = 0.14 (z = 1.96, p =.0499) and a 95% CI of between 0.00 and 0.28. A treatment effect of 

this magnitude would suggest a very small effect of attachment-based parenting interventions 

on parenting stress. A forest plot is presented in Figure 9. 

Heterogeneity was low and within the acceptable range (tau2= 0.018, I2= 31%, p =.14). 

This suggests the effects reported in the primary studies are not significantly biased by 

uncontrolled or confounding variables. The RE model was then subject to further analysis to 

determine whether the effect was robust to the impact of bias from disproportionately influential 

studies, methodological quality, and publication bias, which are described below. 
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Quality effects model. The total risk of bias ratings reported in Table 4 were used to 

calculate the QE model. The QE model reported an omnibus effect of d = 0.17 (z = 2.07, p 

=.038, 95%CI 0.01-0.33), which represents a 21% increase from the original RE estimate 

suggesting the very small observed omnibus effect is robust to the impact of methodological 

quality, and that an increased effect size would be observed if the methodological quality of 

studies were improved. 

Publication bias. From visual inspection of the funnel plot (Figure 11), an absence of 

small studies reporting non-significant effects among the primary studies was observed, 

indicating the presence of possible publication bias. Using the ‘trim and fill’ procedure (Duval 

& Tweedie, 2000a; 2000b), three additional ‘studies’ were added. After correcting for 

publication bias, a corrected estimate of the treatment effect indicated a reduced effect of d = 

0.09 (95%CI -0.05-0.24), suggesting the actual treatment effect may be lower than the original 

RE estimate.   

 

 
Figure 11. Funnel plot of primary study effects for parenting stress indicating presence of 
publication bias. Black markers (k = 13) indicate included primary studies, white markers (k 
= 3) indicate additional mirrored effects added to control for publication bias. 

 



 
 

41 

A fail-safe N, calculated using Rosenthal’s (1979) method, suggested an additional 20 

studies reporting a null effect would be required to reduce the observed meta-analytic synthesis 

to non-significance. This suggests the omnibus effect is not only attenuated by publication bias, 

but that it is possible the overall significance may not be robust to publication bias. 

Planned contrasts. The estimated effects according to subgroup categorical moderators 

are shown in Table 7 with tests of between-group subgroup differences. A statistically 

significant difference (Q = 3.95, df = 1, p =.047) was observed between the summary effect 

sizes of studies evaluating group-based interventions (d = 0.39, 95%CI 0.12-0.67, k = 4) to 

those evaluating individually delivered interventions (d = 0.07, 95%CI -0.08-0.23, k = 9), with 

group interventions reporting larger effect sizes. No other statistically significant differences 

were observed for demographic or intervention characteristics subgroups. 

 
Table 7. 
Parenting stress summary effect sizes using a random effects model for planned subgroup 
contrasts.  

Subgroup k SMD 95% CI I2 Q df p 
Parent risk status     1.36 2 .508 
 CPS Involved/Maltreating 7  0.095  [-0.057; 0.248] 37%    
 At risk only 6  0.219 [-0.062; 0.500] 39%    
 Parent mental health 4 0.142  [-0.304; 0.587] 59%    
 Parent substance use 2 0.348 [0.004; 0.691] 0%    
Child age     0.68 1 .409 
 Infant (<3yrs) 4 0.095 [-0.095; 0.285] 38%    
 Child (>3yrs) 9 0.212 [0.010; 0.414] 13%    
Intervention components     3.63 2 .168 
 Interaction guidance only 6 0.208 [-0.079; 0.495]  38%    
 Interaction guidance + verbal 

feedback 
4 0.227 [-0.021; 0.434]  18%    

 Interaction guidance + verbal 
feedback + video feedback 

3 -0.007  [-0.172; 0.157] 0%    

Intervention delivery     3.95 1 .047* 
 Group 4 0.391   [0.118; 0.665] 0%    
 Individual 9 0.072  [-0.083; 0.227]  33%    
Intervention length     0.99 2 .611 
 Short (<8 sessions) 1 0.397 [-0.126; 0.919] --    
 Medium (8-15 sessions) 10 0.136 [-0.034; 0.306] 43%    
 Long (>15 sessions) 2 0.089  [-0.282; 0.460] 0%    
Note. † p < .10, * p < .05, ** p < .01, *** p < .001. 
Effect size: Small = 0.2; Medium = 0.5; Large = 0.8 (Cohen, 1988). 
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Child Emotional and Behavioural Difficulties 

Omnibus test. Overall 11 studies, reporting on a total of 966 participants, reported a 

treatment effect for child emotional and behavioural difficulties. A RE model was calculated 

using the generic inverse variance method, which is presented in the forest plot in Figure 12. 

The RE model indicated a non-significant omnibus effect of d = 0.11 (z = 1.53, p =.127) and a 

95% CI of between -0.03 and 0.25. Heterogeneity among primary study effects was low (tau2= 

0.005, I2= 10%, p =.35). A treatment effect of this size would suggest attachment-based 

parenting interventions have no effect, or a trivial effect at most, on child emotional and 

behavioural difficulties at post-intervention compared with comparison groups. Tests of 

attrition to risk of bias, attenuation of the treatment effect, and subgroup analysis using 

categorical moderators are presented in Appendix 1D.  

 

 
Figure 12. Forest plot of standardised mean difference for child emotional and behavioural 
difficulties treatment outcomes from attachment-based parenting interventions compared to 
comparison groups (k = 11). 
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Discussion 

Summary of Findings 

This review aimed to evaluate attachment-focused and psychosocial outcomes of 

attachment-based parenting interventions when delivered to parents demonstrating a high risk 

of child maltreatment or neglect. The current review identified 37 studies, stemming from 1999 

to 2019, and involved a large number (n = 2,718) of child-parent dyads, with the findings 

indicating that attachment-based parenting interventions are effective at improving attachment-

focused outcomes for parents at high risk of child maltreatment or neglect, relative to 

comparison groups. The overall findings show these interventions increased parents’ capacity 

for sensitive parenting and also increased the likelihood of a child secure attachment post-

intervention, finding small-to-medium effects. While attachment-focused outcomes were 

encouraging, attachment-based parenting interventions showed little to no effect on parent or 

child psychosocial outcomes. Only a very small effect was identified for parenting stress, which 

was observed to be highly vulnerable to publication bias, and no significant effects were 

observed for parent depression or child emotional and behavioural difficulties.  

For sensitive parenting outcomes, the observed small-to-medium effect size is 

comparable with the findings of previous reviews of attachment-based parenting interventions 

with general parent populations, including low-risk parents (Bakermans-Kranenburg et al., 

2003; Rayce et al., 2017). For example, the current review’s observed effect of d = 0.36 (95%CI 

0.20-0.51, k = 25) on sensitive parenting is comparable to Bakermans-Kranenburg et al.’s 

(2003) observed effect of d = 0.33 (95%CI 0.25-0.41, k = 51) across all parent populations (i.e., 

including low-risk), and marginally lower than Rayce et al.’s (2017) observed effect of d = 0.46 

(95%CI 0.26-0.65, k = 5) for parents demonstrating demographic (e.g., socioeconomic status) 

risk factors with 0-12 month-old infants. Thus, the findings of this review would suggest 

attachment-based parenting interventions demonstrate comparable sensitive parenting 
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outcomes for parents at high risk of child maltreatment or neglect as have been demonstrated 

for lower-risk parents. 

This review also identified a small effect of attachment-based parenting interventions 

on child secure attachment, with a RR = 1.29 (95%CI 1.11-1.51, k = 8). This can be interpreted 

as attachment-based parenting interventions resulting in approximately 29% more children 

being categorised as securely attached to their parent at post-intervention compared to children 

of parents in comparison groups. Previous reviews have not generally used relative risk as 

means to estimate the effect of parenting interventions on attachment classification 

(Bakermans-Kranenburg et al., 2005; Facompré et al., 2018; Wright & Edginton, 2016), with a 

previous meta-analysis by Bakermans-Kranenburg et al. (2005) reporting a d = 0.26 (95%CI 

0.07-0.46, k = 5) for sensitivity-focused (i.e., aiming to increase parental sensitive 

responsiveness) interventions among parents of all risk levels (i.e., low, medium and high-risk). 

Bakermans-Kranenburg et al.’s effect would also correspond to a small effect size, however, 

given attachment is generally measured as a categorical variable, Bakermans-Kranenburg et 

al.’s report of a cohen’s d is difficult to accurately interpret in real terms or directly compare to 

the effect observed in this review. Nevertheless, similar to sensitive parenting outcomes, the 

findings of this review would suggest attachment-based parenting interventions have a 

comparable impact on the attachment of children of high-risk parents at post-intervention as 

the children of lower-risk parents. 

Due to the small number (k = 5) of studies measuring parent reflective functioning, the 

small-to-medium meta-analytic effect observed for this outcome should be interpreted 

cautiously, particularly as three of the five studies reporting an effect explicitly described their 

interventions as ‘mentalisation-based’ (Salo et al., 2019; Suchman et al., 2010; Suchman et al., 

2017). Reflective functioning as a construct is derived from the psychodynamic concept of 

mentalisation (Fonagy et al., 2002; Katznelson, 2014), and refers to a parent’s capacity to 
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understand and hold a child’s mental state in mind (Fonagy et al., 2002; Luyten et al., 2020; 

Slade, 2005). The limited reporting of parent reflective functioning outcomes among primary 

studies may be, in part, due to reflective functioning representing a comparatively new construct 

in the attachment literature relative to the history of attachment theory (Katznelson, 2014; 

Luyten et al., 2020; Slade, 2005). However, research has increasingly suggested reflective 

functioning is an important antecedent to the formation of a secure child-caregiver attachment 

(Zeegers et al., 2017), with poor parent reflective functioning potentially representing a key 

factor explaining the intergenerational transmission of insecure attachments (Berthelot et al., 

2015; Ensink et al. 2016; Ensink et al., 2019; Fonagy & Target, 2005). Consequently, future 

research evaluating attachment-based interventions, particularly among high-risk parents who 

may have insecure attachments themselves, would benefit from measuring changes in reflective 

functioning to better estimate the effect attachment-based interventions have on this outcome.  

Similar to Rayce et al.’s (2017) finding, this review also identified no effect of 

attachment-based parenting interventions on child emotional and behavioural difficulties, 

which potentially represents the outcome of most interest when determining the overall value 

of attachment-based interventions. Although this meta-analysis’ finding of a positive small-to-

medium effect on attachment-focused outcomes is encouraging, it is important to note that these 

attachment-focused outcomes reflect process-related outcomes. The overall aim of delivering 

an attachment-based intervention to high-risk populations is preventative for the child (Berlin 

et al., 2008), aiming to promote a secure child-parent attachment (Bakermans-Kranenburg et 

al., 2005) to prevent the potentially detrimental long-term psychological and behavioural 

consequences associated with insecure or disorganised attachments (Sutton, 2019; van 

Ijzendoorn et al., 1999). Until research can demonstrate that attachment-based parenting 

interventions not only increase the likelihood of a secure child-parent attachment, but that this 

secure attachment then translates to improved long-term psychosocial outcomes for the child, 
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it cannot yet be determined whether attachment-based interventions are having the intended 

preventative effect among high-risk populations. 

The lack of a positive outcome for child emotional and behavioural difficulties, and 

indeed the small effect identified for an increased likelihood of a secure child-parent 

attachment, may be a consequence of the limited follow-ups conducted by the majority of 

included studies. Although a small number of studies (n = 10; 27%) did conduct a longer-term 

follow-up beyond initial post-intervention outcomes, the inconsistent follow-up duration (e.g., 

6 weeks to 24 months) across studies and outcomes, and the insufficient number of studies at 

each follow-up point, meant a meaningful meta-analysis of longer-term outcomes was not 

possible for any outcome. According to attachment theory principles, consistent sensitive 

responding from the parent over time is required to develop a secure child-parent attachment 

(Sutton, 2019; van der Voort et al., 2014). Consequently, while interventions may increase 

capacity for sensitive parenting within the intervention period, changes to attachment 

classification and improvements in child psychosocial functioning may take longer to emerge 

(Sherman et al., 2015; Sutton, 2019). Furthermore, these changes would likely be dependent on 

sensitive parenting improvements being maintained and supported over the long term (Sherman 

et al., 2015). The limitations in the designs of existing research, however, mean it is not yet 

possible to conclude whether observed changes to parenting sensitivity are sustained long-term, 

nor accurately determine the longer-term impact this has on child attachment and psychosocial 

functioning.  

Potential Moderating Variables 

All outcome effects were investigated for the impact of potential moderator variables, 

including the impact of parent risk factors, child age, interaction feedback components, 

intervention delivery format, and intervention length. Only one significant subgroup difference 

was identified across all outcomes, with group interventions leading to greater reductions in 
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parenting stress compared to individually delivered interventions. All other subgroup 

comparisons were non-significant, suggesting they do not significantly influence the outcomes 

of attachment-based parenting interventions for high-risk parents. However, as the number of 

studies contributing to each subgroup was generally small, the power to detect subgroup 

differences may be limited, and further influential moderator variables may emerge as quantity 

of research increases.   

The absence of group differences in interaction feedback components or intervention 

length is contrary to the findings of reviews by Bakermans-Kranenburg et al. (2003; 2005). 

Their reviews, which included parents of all risk levels, suggested that for attachment-focused 

outcomes, shorter interventions were more effective than longer interventions (d = 0.42 vs. d = 

0.21) and that interventions incorporating video-feedback on parent-child interactions were 

more effective than those that did not (d = 0.44 vs. d = 0.30; Bakermans-Kranenburg et al., 

2003; Bakermans-Kranenburg et al., 2005). However, the findings of this review suggest that, 

for parents at high risk of maltreatment or neglect, intervention length and feedback 

components do not significantly affect these outcomes.  

Regarding parenting stress, group-based attachment-based parenting interventions were 

observed to be superior to individual interventions.  While group interventions demonstrated a 

small-to-medium effect on parenting stress (d = 0.39, 95%CI 0.12-0.67), individual 

interventions showed no significant effect on this outcome (d = 0.07, 95%CI -0.08-0.23). 

Although the effect is derived from only four moderate quality studies evaluating group-based 

interventions (Clark et al., 2008; Foley et al., 2016; Porter et al., 2015; Rosenblum et al., 2017), 

the effect sizes of these four studies were consistent, with no observed heterogeneity. Reasons 

for this finding are unclear, and to date, there has not been any research explicitly comparing 

group and individual interventions to reduce parent stress. Although speculative, it is possible 

this finding could be explained by the common therapeutic factors of group interventions 



 
 

48 

(Laska et al., 2014; Wampold, 2015), such as the increased opportunities for peer support and 

problem normalisation potentially offered within a group context (Butler et al., 2020; Vella et 

al., 2015; Wilkerson et al., 2019).  Future research into the therapeutic factors contributing to 

this finding would be useful, allowing for increased understanding of the interventions or 

support that would benefit parents where parenting stress is a presenting issue.  

Strengths and Limitations  

This review is strengthened by its focused inclusion criteria, focusing on the 

effectiveness of attachment-focused interventions with parents already involved in child 

protective services, demonstrating maltreatment, or demonstrating risk factors shown to 

increase the risk of child maltreatment. Although other reviews have been conducted in this 

area (Bakermans-Kranenburg et al., 2003; Bakermans-Kranenburg et al., 2005; Chen & Chan, 

2016; Facompré et al., 2018; Rayce et al., 2017), aside from Facompré et al. (2018), these have 

either not specifically evaluated high-risk parent groups, or not focused on attachment-based 

interventions. It is acknowledged, however, that although the “toxic trio” definition is 

frequently used within UK child protection, defining “high risk” in this way does exclude parent 

populations presenting with other risk factors (e.g., poverty) for child maltreatment or neglect 

(Simon & Brooks, 2017; Skinner et al., 2020), which are not explicitly evaluated in this meta-

analysis.  

This review has further strength through only including studies comparing intervention 

groups against a comparison group. Although inclusion was not restricted to RCTs, 32 of the 

37 included studies (87%) used an RCT design, reducing the potential impact of selection bias 

on the findings. Heterogeneity was also within the acceptable range for all outcomes, suggesting 

the observed effects were not significantly biased by uncontrolled or confounding variables. 

Furthermore, this is the first review in the area to include an estimate of attrition due to 
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methodological quality within the meta-analytic synthesis through the use of the quality effects 

model, alongside a systematic evaluation of methodological bias.   

While the review can draw some conclusions regarding the outcomes at post-

intervention, this review cannot make conclusions relating to the long-term efficacy of these 

interventions. This is due to methodological limitations of the included studies, which often (n 

= 27; 73%) did not include longer-term outcome follow-up within their design. Similarly, this 

meta-analysis only evaluated child outcomes in terms of emotional and behavioural difficulties, 

and hence is limited in its ability to make conclusions regarding the wider impacts of 

attachment-based interventions on children. Recent studies have measured other domains of 

child functioning, including child cortisol production and cognitive development alongside 

social-emotional functioning (e.g., Attachment and Biobehavioural Catch-up; Bernard et al., 

2015). Currently, however, the measurement of these outcomes across studies of high-risk 

parents is limited, and hence does not allow for a meaningful meta-analysis.  As the literature 

develops in future, it will be important to establish the impact on these outcomes to better 

understand the preventative impact of these interventions for children.  

Although the inclusion criteria allowed for the inclusion of unpublished “grey 

literature”, such as doctoral dissertations, databases of these sources were not systematically 

searched. Hence, it is likely there are relevant unpublished studies which were not identified 

and not included within the meta-analytic synthesis. The potential impact of publication bias 

was, however, estimated through funnel plots, the “trim and fill” procedure (Duval & Tweedie, 

2000a; 2000b), and calculation of a fail-safe N (Rosenthal, 1979) for each outcome.  

Implications for Parents and Service Providers 

Although this review cannot make conclusions regarding the long-term efficacy and 

outcomes of attachment-based parenting interventions for high-risk parents, it does support 

their use with high-risk parents where there is a need to improve parental sensitivity or child 
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attachment security. However, they should not be used, as a primary focus, to improve parent 

psychosocial functioning, and other interventions should be offered to address these needs if 

present. Indeed, the parents and children included within this review are likely to represent 

families with multiple complex needs requiring holistic support, of which an attachment-based 

intervention may form part (Simon & Brooks, 2017). Where additional needs are not addressed, 

and a parent continues to demonstrate difficulties (e.g., depression, stress, substance use) that 

increase the risk of insensitive or problematic parenting, this will likely impact upon the 

parent’s ability to sustain any positive changes gained through intervention (Wamser-Nanney 

& Campbell, 2020). 

From a service provider perspective, there is currently no evidence to support the view 

that long-term interventions are required to achieve post-intervention changes in parental 

sensitivity or child attachment, and medium length interventions (8-15 sessions) are likely to 

be sufficient. This conclusion is, however, derived from post-intervention outcomes only, and 

it cannot yet be evaluated which interventions are most effective at producing sustained changes 

in parenting behaviours, and hence long-term improvements in child outcomes. Furthermore, 

for the high-risk parents included within this review, the evidence does not suggest 

interventions incorporating video-feedback are significantly more effective than those that do 

not. This finding is contrary to current UK NICE guidelines for intervening with children on 

the edge of care or at risk of attachment difficulties, which recommend video-feedback 

interventions (NICE, 2015), and hence may have implications for the range of effective 

interventions that can be offered by services unable to widely offer resource-intensive video-

feedback interventions. Finally, although a trend towards smaller effects for attachment-

focused outcomes was identified for parents with substance use problems, at present, the 

available evidence does not currently suggest attachment-based parenting interventions are 

significantly more or less effective for certain high-risk parent or child groups than others. 
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Directions for Future Research 

 Despite the reasonably large number of studies evaluating attachment-based parenting 

interventions, conclusions regarding effectiveness, usefulness as a preventative approach, and 

understanding of mechanisms of action were limited by an inconsistent approach to outcome 

measurement and long-term follow-up. For example, despite all 37 studies evaluating an 

attachment-based intervention, only nine studies measured the impact on or association with 

child attachment classification.  

Future research evaluating attachment-based parenting interventions would benefit from 

greater consistency in the constructs measured as outcomes, and follow-up. Specifically, it is 

recommended future research includes pre, post, and long-term follow-up data for measures of 

parental sensitivity, reflective functioning, child attachment classification, and child 

psychosocial functioning as a minimum. These methodological improvements may allow for 

firmer conclusions regarding the mechanism of action, maintenance of outcomes, and also the 

preventative impact of attachment-based parenting interventions for the children of high-risk 

parents.  

There is also a need for research into the effectiveness of attachment-based parenting 

interventions with fathers (Barker et al., 2017). The studies meeting this review’s inclusion 

criteria almost exclusively recruited mothers, with 27 of the 37 studies only including mothers 

in their sample, while a further 4 studies had samples with >90% mothers. This focus on 

intervening with mothers is despite evidence showing fathers often take a primary caregiver 

role and that their sensitivity also influences a child’s attachment security and functioning 

(Barker et al., 2017; Brown et al., 2012). At present, given the focus on mothers and use of 

gendered interventions (e.g., “mom power”; Rosenblum et al., 2017), it may be inappropriate 

to generalise the findings of this review to fathers. 

Conclusions 
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 From the studies included within this meta-analysis, the evidence suggests attachment-

based parenting interventions are likely to benefit parents at high risk of child maltreatment or 

neglect through improving their parental sensitivity and increasing the likelihood of a secure 

child-parent attachment, thereby reducing child vulnerability. Existing evidence suggests 

attachment-based interventions are not effective at improving parent psychosocial functioning. 

However, methodological limitations of the existing literature mean conclusions cannot yet be 

drawn as to the long-term efficacy of these interventions, and their potential preventative effect 

of improving child psychosocial outcomes.  
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CHAPTER TWO 

 

EMPIRICAL PAPER 

 

MANAGING CLOSENESS AND CONFLICT:  

WHAT HELPS AND HINDERS STAFF IN RESIDENTIAL CHILDREN’S HOMES TO 

DEVELOP AND/OR MAINTAIN RELATIONSHIPS WITH CHILDREN DISPLAYING 

BEHAVIOUR THEY EXPERIENCE AS CHALLENGING? 
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Abstract 

Background. Good quality staff-child relationships are suggested to improve outcomes 

for ‘looked after’ children in residential children’s homes, however developing these 

relationships can be challenging for staff due to the children’s emotional and behavioural 

difficulties. This study sought to identify factors that help and/or hinder care staff to develop or 

maintain good quality relationships with children in residential homes displaying behaviours 

they experience as challenging. 

Method. Five residential support workers each completed five structured diary entries 

of their responses to a child’s challenging behaviours, informed by Diary-Interview Method. 

Participants were subsequently interviewed to identify factors that helped or hindered them 

from developing or maintaining their relationship with the child when responding to the 

behaviour. Interviews were analysed using Enhanced Critical Incident Technique (ECIT), 

following the nine ECIT credibility checks. 

Results. From the five interviews, 275 critical incidents (CIs) were extracted, of which 

62% were helping, 32% were hindering, and 7% were ‘wish list’ factors. Seventeen viable 

categories of CIs were formed, which were grouped into five super-ordinate categories: 

‘behaviour meaning-making factors’, ‘individual staff characteristics’, ‘relational factors’, 

‘strategies and techniques’, and ‘systemic and organisational factors’. 

Discussion.  The findings highlight that responding to children’s behaviours is a 

complex relational process, influenced by a broad range of interacting individual, relational, 

and systemic factors. The findings indicate a potentially important role for attachment and 

trauma informed practice at an organisational level for supporting residential childcare staff to 

develop good quality staff-child relationships in the context of children’s challenging 

externalising, internalising, and relational behaviours. 
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Introduction 

 As of 2020, approximately 6,500 ‘looked after’ children in England were being cared 

for within residential children’s homes (Ofsted, 2020).  Within the local authority care system, 

residential children’s homes are often considered to be an option of last resort (Narey, 2016), 

with children placed within these services often displaying significant emotional and 

behavioural difficulties and having had multiple failed previous foster placements (González-

Garcia et al., 2017; Jozefiak et al., 2016; Leloux-Opmeer et al., 2017; Narey, 2016). Relative 

to their non-looked after or foster/kinship care peers, children placed in residential care are 

more likely to demonstrate severe emotional and behavioural difficulties during care, alongside 

demonstrating particularly poor long-term outcomes upon leaving care (Dregan & Guildford, 

2012; Gutterswijk et al., 2020; Teyan et al., 2018). Indeed, children in residential care have 

consistently been shown to be an at-risk population in relation to demonstrating poor 

educational attainment, life-long mental health difficulties, as well as being at greater risk of 

later transitioning into the criminal justice system (Dregan & Guildford, 2012; Schofield et al., 

2015; Teyhan et al., 2018; Viner & Taylor, 2005). Despite the poor long-term outcomes 

observed for children placed in residential care, research attempting to identify potential 

resilience-promoting factors or evaluating interventions to improve these children's outcomes 

remains relatively limited (Mezey et al., 2015). 

Staff-Child Relationships in Residential Children’s Homes 

 Of the few resilience-promoting factors identified for ‘looked after’ children, the role 

of a trusting and supportive relationship with at least one significant adult has emerged as a 

potentially influential factor that can be targeted through support and intervention (Lou et al., 

2018). Where research has been conducted with children residing in residential care and care 

leavers, positive staff-child relationships have consistently been found to be highly valued 

(Gallagher & Green, 2012; Welch et al., 2018), with young people emphasising the importance 
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of having an available and trusted adult to seek support from (Moore et al., 2018; Rice et al., 

2020; Swan et al., 2018). A recent systematic review of 15 studies by Lou et al. (2018) 

reinforced these findings, finding that support for children in residential care focusing on 

promoting interpersonal relationships between children and carers had the greatest resilience 

promoting effect. Consequently, there is a developing consensus that facilitating good quality 

staff-child relationships should be the central focus of residential childcare settings (Steckley, 

2020; Welch et al., 2018). 

 Derived from Bowlby’s (1988) attachment theory, researchers argue a child’s 

experience of a positive and supportive staff-child relationship can improve their resilience 

through providing the child with an opportunity for a reparative attachment experience (Harder 

et al., 2013; Lou et al., 2018). Many children placed in residential care have experienced early 

maltreatment from caregivers, where caregivers either did not respond to emotional or physical 

needs or responded with frightening behaviours that led to further distress (Sherman et al., 

2015). These adverse early caregiving experiences result in the child developing an insecure or 

disorganised attachment style and an internal working model of relationships as unsafe 

(Morison et al., 2020; Quiroga & Hamilton-Giachritsis et al., 2016). It is these maladaptive 

attachment-related internal working models that are thought to contribute towards the adverse 

emotional and behavioural outcomes observed among children exposed to maltreatment (Groh 

et al., 2017; Lowell et al., 2014). Given their close contact with the children, it has been 

suggested that residential care staff can act as a ‘secure attachment figure’ for children in 

residential care, providing a secure base that can facilitate longer-term resilience through re-

organising the child’s attachment behaviours and internal working models of themselves, 

others, and relationships (Cahill et al., 2016; Harder et al., 2013; Swan et al., 2018).  

The Impact of Challenging Behaviour on Staff Burnout and Staff-Child Relationships 
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 Although high levels of commitment to developing secure relationships with children 

are observed among care staff (Audin et al., 2018; Morison et al., 2020; Seti, 2008), the process 

of developing and maintaining relationships with children placed in residential care is generally 

considered to be a challenging process (McLean, 2015; Moses, 2000; Steckley, 2020). The 

children placed in residential care often demonstrate characteristics and histories (e.g., insecure 

or disorganised attachment, maltreatment history) that impact their ability to develop trusting 

relationships with others (Costa et al., 2020; Leloux-Opmeer et al., 2017; Quiroga & Hamilton-

Giachritsis, 2016), with further challenges arising due to the nature of the behaviours displayed 

by the children (e.g., aggression, self-harm, sexual disinhibition), and the two-way interactions 

between children and multiple others (e.g., staff and peers) (Brend, 2020; McLean, 2015). As 

a consequence of these challenges, research has highlighted that staff can find negotiating the 

process of responding to children to be challenging, sometimes experiencing relationships to 

be unrewarding, and often facing a dilemma between managing a behaviour safely versus 

responding sensitively to a child so as to maintain their relationship with them (Brend, 2020; 

McLean, 2015; Moses, 2000; Steckley, 2020).  

 The challenges residential care staff encounter when balancing responding to and 

managing a child’s behaviour with the need to develop and maintain positive relationships is 

suggested to contribute towards the experience of occupational burnout (Brend, 2020; McLean, 

2015; Brouwers & Tomic, 2016; Colton & Roberts, 2007). Occupational burnout among those 

working in caring professions, such as residential care, refers to a multidimensional syndrome 

that includes feelings of emotional exhaustion (i.e., lethargy, wanting to ‘give up’), 

depersonalisation of those whom they care for, and a reduced sense of personal accomplishment 

(i.e., feelings of reduced competence or achievement) (Audin et al., 2018; Maslach & Jackson, 

1981; Seti et al., 2008). Rates of occupational burnout among residential childcare staff are 

observed to be high, with some studies suggesting up to a third of staff may be experiencing 
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high burnout at any given time (Audin et al., 2018), with these high rates of burnout shown to 

be a key predictor of staff resignations, and hence high rates of staff turnover (Colton & Roberts, 

2007). 

 While the inherent challenges of developing relationships with children in residential 

children's homes are known to contribute to staff burnout and turnover (Audin et al., 2018; 

Colton & Roberts, 2007; Kind et al., 2018), the relationship between these two factors is likely 

bi-directional (Kind et al., 2018; Winstanley & Hales, 2015). Specifically, while child 

behaviours and unrewarding relationships increase the likelihood of burnout, staff burnout and 

turnover are also likely to have a detrimental impact on the quality of staff-child relationships 

(Seti et al., 2008; Warner et al., 2017; Winstanley & Hales, 2015). Increased burnout has been 

found to negatively impact on staffs’ ability to respond to children sensitively (McLean, 2015), 

increasing staffs’ emotional detachment from those they care for (Kind et al., 2018), and 

increasing the likelihood of responding to behaviours using negative, controlling or 

depersonalised strategies (Taris et al., 2005; Winstanley & Hales, 2015). Regarding staff 

turnover, high rates are likely to have a further detrimental impact through causing further 

relationship rupture and inconsistency for the children (Seti, 2008; Warner et al., 2017), who 

are likely to already have experienced relationship trauma, and demonstrating insecure 

attachments and difficulties building and maintaining relationships. Consequently, supporting 

staff and services to minimise burnout and turnover is imperative when considering how to 

facilitate good quality staff-child relationships in residential settings. 

Factors Impacting upon how Care Staff Respond to Challenging Behaviour 

 Despite their potentially key role in developing children’s resilience, staff groups in 

residential children’s homes remain a very under-researched population. Research investigating 

how residential care staff respond to challenging behaviours is heavily dominated by research 

using staff working in intellectual disability (ID) services (Williams, 2016), meaning the limited 
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existing research investigating staff responses to children's challenging behaviour in residential 

children's homes has focused on applying the attribution models of helping behaviour (e.g., 

Weiner, 1980; 1986) often applied within these ID settings (McGuinness & Dagnan, 2001). 

However, it has been noted that these models may not apply to the complex relational processes 

that exist between staff and children within residential children’s homes (Johoda & Wanless 

2005; Williams, 2016).  

Attribution models propose an individual's emotional response and motivation to help 

and provide support is influenced by their cognitive appraisals of the cause (i.e., internal or 

external to the individual) and controllability of the behaviour displayed by the person (Weiner, 

1980; 1986). While some support has been found for the application of these models among 

carers of looked after children (Lamothe et al., 2018; McGuinness & Dagnan, 2001; 

McGuinness, 2007), the validity of these studies’ conclusions is limited by their reliance upon 

measuring self-reported responses to fictional vignettes of challenging behaviours, which 

research has demonstrated often does not correspond to carer responses to ‘actual’ behaviours 

when they occur (Bailey et al., 2006; Lucas et al., 2009; Wanless & Jahoda, 2002). 

Consequently, there is a need for current and more naturalistic research into staff responses to 

challenging behaviour in residential children’s homes that focuses on live interactions. 

Specifically, there is a need for research that considers the influence of a broader range of 

internal and external factors in order to understand the complex relational and interpersonal 

processes involved when staff respond to children’s challenging behaviours (Harder et al., 

2013; Morgan & Baron, 2011). A better understanding of internal and external factors, as well 

as the facilitators or barriers to staff-child relationship maintenance and development, can then 

inform how staff can be supported to manage the impact of these behaviours on their 

relationships with the children they care for (Cahill et al., 2016; Quiroga & Hamilton-

Giachritsis, 2017; West, 2015).    
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Where research has been conducted into factors and processes involved in staff 

responses to challenging behaviours, it has supported the perspective that a broad and complex 

range of interpersonal and organisational factors are likely to be relevant, and need to be 

considered. Thus far, research has considered the role of interpersonal perceptions on how staff 

may interpret child behaviours (i.e., the bidirectional relationship between how staff acts and 

reacts to others, and how these interact with their beliefs about themselves and others) (Back et 

al., 2011; Johoda & Wanless, 2005; Williams, 2016), alongside the influence of caregiver self-

care practices (Kind et al., 2020) and attachment style on vulnerability to burnout (Sochos & 

Aljasas, 2020; West, 2015), which may impact on how staff relate to and respond to children 

(Winstanley & Hales, 2015). While these studies have considered the role of these factors, 

however, research is yet to establish how they might positively or negatively impact staff-child 

relationships and staff's ability to respond effectively and sensitively to child behaviours.  

Aims of the Current Study 

 The current study sought to build upon previous research into the importance of 

facilitating positive staff-child relationships in residential children’s homes through increasing 

understanding into the impact of responding to challenging behaviours on promoting or 

preventing the development of positive and trusting staff-child relationships, and the factors 

that might influence this process. Using two exploratory qualitative methods, diary-interview 

method and Enhanced Critical Incident Technique (Butterfield et al., 2009), this study aimed 

to identify potential internal (e.g., attributions, personality) and external (e.g., organisational 

characteristics) factors that either help or hinder residential care staff to develop and maintain 

their relationships with children when responding to behaviours they personally experience as 

challenging to manage or respond to. It was hoped this increased understanding could be used 

to inform the support provided to residential children’s homes to enable staff to better manage 

the challenges of their role, allowing for increased staff resilience to burnout and facilitating 
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better quality staff-child relationships, which ultimately may improve the resilience of the 

children they care for.  

Method 

Ethical Approval 

 Ethical approval was granted by the University of Birmingham Science, Technology, 

Engineering and Mathematics Ethical Review Committee (Appendix 2A). 

Participants and Sample 

 Residential support workers were recruited using purposive sampling across 22 

residential children’s homes for children under local authority care presenting with emotional 

and behavioural difficulties, provided by two UK private-sector organisations (18 homes in 

organisation A, and 4 homes in organisation B). Residential homes providing specialist single-

placement care or caring for children with specialist needs (e.g., autism spectrum disorder, 

forensic etc.) were excluded from recruitment due to the potential influence the specialist focus 

may have on staff training and/or the range of child behaviours displayed, and hence increasing 

the generalisability of the findings to broader residential childcare contexts. Participant 

inclusion and exclusion criteria are shown in Table 1.  

Due to the ethical requirements, participant characteristics are presented at a sample 

level to protect participant and child anonymity. The final sample consisted of five (four 

females, one male) residential support workers aged between 23 and 40 years (Mage= 27, SD = 

7.38). Participants had been working in their current home for between 7 and 24 months (M = 

14, SD = 7.90) and had between 8 months and 15 years (Mdn = 13 months) total experience 

working in residential childcare. None of the participants had attended specialist training 

courses (e.g., Dyadic Developmental Psychotherapy) relevant to working with ‘looked after’ 

children. Further demographic information is presented in Table 2. The five participants worked 
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across four different residential homes providing care to between 2 and 5 children (100% male) 

at the time of their participation.  

 
Table 1.  
Participant inclusion and exclusion criteria.  

Inclusion Criteria Exclusion Criteria 

1. Currently employed as a residential support worker 

or senior residential support worker within a 

generic residential children’s home for children 

<18 years-old with emotional and behavioural 

difficulties. 

1. Staff with management or supervision 

responsibilities. 

2. Worked in their current home for > 3 months to 

ensure time to understand the service and role. 

2. Staff working within specialist single-

placement homes or homes focused 

on caring for children with specific 

needs (e.g., ASD or forensic). 

3. Could identify a child, displaying challenging 

behaviour, who had been living in the home for >3 

months to ensure time to develop a relationship 

with the child. 

3. Staff with <3 months experience in 

current home. 

 

Of the children chosen by the participants, all chose boys. The boys were aged between 

14 and 17 years (Mage= 15, SD = 1.22), had between 1 and 4 (M = 2.4, SD = 1.14) placements 

prior to their current placement, had lived in their current home for a mean of 22.4 months (SD 

= 8.62, range = 13–36), and had been known to the participant for a mean of 12.4 months (SD 

= 6.88, range = 7–24). As the children’s identities were not disclosed to the researcher (for 

ethical reasons), it was possible for multiple participants to choose the same child. However, 

given the participants’ workplaces and the child demographic information provided, this did 

not occur within this study.  
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Table 2.  
Participant demographic information 

Participant Characteristic n % 

Gender   

 Male 1 20 

 Female 4 80 

Ethnicity   

 White British 2 40 

 White Other 1 20 

 British Pakistani 1 20 

 Black British 1 20 

Highest Educational Qualification   

 GCSE or Equivalent  1 20 

 A Level/NVQ Level 3 2 40 

 Degree (Bachelors or Masters) 2 40 

Attended Specialist Training   

 Yes 0 0 

 No 5 100 

 

Qualitative Approach 

 The qualitative approach used within this study integrated the diary-interview method 

(Zimmerman & Weider, 1977) within an Enhanced Critical Incident Technique methodology 

(Butterfield et al., 2009). 

Diary-Interview Method. The diary-interview method, described by Zimmerman and 

Wieder (1977), is an ethnographic approach to studying behaviours that aims to gather 

information both on the observable aspects of the behaviour alongside the participant’s 

subjective experience and perceptions of the behaviour that would otherwise be inaccessible to 

the researcher. The method involves the participant keeping a chronological diary of events of 

interest (i.e., responding to behaviours experienced as challenging), with a subsequent 1:1 semi-

structured interview focused on the diary’s contents. Within this method, the participant takes 

the role of ‘reflective informant’, providing the researcher with greater insight into subjective 

aspects (e.g., beliefs, attitudes, personal meaning etc.) of the described behaviour or incident 

(Zimmerman & Wieder, 1977). Rather than being considered data itself, the diary is considered 
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a ‘data-generating device’, assisting with generating questions and topics to be discussed within 

the subsequent interview (Zimmerman & Wieder, 1977). 

 Participants were required to reflect during the interview on events occurring over an 

extended period, up to a few months after the event, hence the inclusion of a diary added a 

methodological benefit through improving the accuracy of recalled events (i.e., responses to 

challenging behaviour), increasing the depth and quality of the data collected, and hence the 

robustness and reliability of any potential findings (Filep et al., 2018; Mackrill, 2008). The use 

of diaries has also been noted to encourage participants to reveal information that might 

otherwise be concealed or withheld, such as exposure to violence (Mackrill, 2008). Given the 

current study focused on behaviours that participants personally experienced as challenging, 

encouraging disclosure of such information was particularly important. Hence, the inclusion of 

a diary was designed to encourage participants to disclose socially or professionally undesirable 

information, such as feeling challenged by relatively mild behaviours (e.g., being ignored by 

the child), or where their response was felt to be ineffective or perceived as damaging to their 

relationship with the child. 

Enhanced Critical Incident Technique (ECIT). ECIT, developed from Flanagan’s 

(1954) ‘Critical Incident Technique’ (CIT), describes a qualitative research methodology that 

explores “little-understood events, incidents, factors or psychological constructs that help 

promote or detract from the effective performance of some activity or the experience of a 

specific situation or event” (Butterfield, 2005; Butterfield et al., 2009, pp. 268). The CIT 

method was initially developed by Flanagan (1954) for organisational psychological research 

that sought to identify categories of critical factors, known as critical incidents (CI), that 

contributed to the success or failure of systems or individuals in particular contexts.  

Since its initial development, the CIT method has been applied beyond job behaviour 

research (Butterfield et al., 2005; Viergever et al., 2019; Woolsey, 1986), with Woolsey (1986) 
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highlighting the potential for the method to contribute to the development of psychological 

theories and models through its capacity to explore psychological phenomena alongside 

discrete events (Butterfield et al., 2009). To facilitate exploration of psychological phenomena 

and enable research into psychological processes, ECIT ‘enhances’ Flanagan’s original CIT 

method through the addition of ‘checks’ to increase the credibility and trustworthiness of the 

findings (Butterfield et al., 2009). Specifically, these ‘enhancements’ relate to the inclusion of 

a contextual component, identification of ‘wish list’ (WL) factors (i.e., factors that would have 

been helpful were they available to the participant at the time) alongside helping/hindering CIs, 

and nine credibility checks within the analysis process (Butterfield et al., 2009).  

Butterfield et al. (2009) described the ECIT methodology as appropriate for any 

research question seeking to investigate factors that “help or hinder a particular experience or 

activity” (Butterfield, 2005; Butterfield et al., 2009, pp. 268), making it an appropriate 

qualitative methodology to investigate the current research question (Viergever et al., 2019). 

For the current study, the participants' process of responding to a child's behaviours in a way 

that developed or maintained their relationship with the child represented the ‘activity of 

interest’. The potential internal (e.g., personality traits, attributions etc.) and external (e.g., 

access to formulation and supervision) factors represented the possible CIs that may promote 

or detract from the participants’ ability to complete this activity successfully. 

Procedure 

 Participant recruitment. Participants were recruited from the 22 residential children’s 

homes through flyers and posters (Appendices 2B & 2C) distributed by home managers and 

qualified psychologists providing consultation to the homes. The flyers provided brief 

information about the study and inclusion criteria for participation. Staff were then able to 

contact the researcher directly or give consent for their home manager or psychologist to contact 

the researcher on their behalf. Staff expressing an interest were then given the participant 
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information sheet (Appendix 2D), with the participant returning a consent form if they 

consented to participate. 

Pre-Interview diary. Before the interview, participants completed a structured diary 

(Appendix 2F) of five instances where they had responded to behaviours displayed by one 

specific child, chosen by the participant, that they experienced as challenging. A 'challenging 

behaviour' was defined broadly to the participant as “any behaviour you find challenging to 

manage or respond to in your day-to-day work”. The broad definition of a challenging 

behaviour was actively chosen to facilitate the potential inclusion of a range of behaviours, 

including externalised behaviours (e.g., verbal/physical aggression), internalised behaviours 

(e.g., self-harm), sexualised behaviours, alongside more subtle relational behaviours (e.g., 

clinginess, ignoring). 

The diary entries were structured to gather information on the behaviour and encourage 

initial reflections on their response to the behaviour regarding contributing factors and 

consequences. Diary questions are shown in Figure 1. 

 

Figure 1. Questions included within the participant diary. 

 

Although there was no specified time period within which all five entries had to be 

completed, the participant was advised to complete each entry within 24-hours of the behaviour 

occurring to increase the likelihood of accurate recall. The mean delay between the behaviour 

occurring and the entry being completed was 14.25 hours (SD = 8.80, range = 2.25–38.5), with 

23 entries (92%) completed within 24hrs of the behaviour occurring. Behaviours documented 

a) What was the behaviour you experienced as challenging? 
b) How did you respond to the behaviour? 
c) What made you respond to the behaviour in the way that you did? 
d) What happened after you responded to the behaviour?  
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within the diaries, and experienced as ‘challenging to manage or respond to’ by participants, 

are shown in Table 3.  

 

Table 3.  
Behaviours documented within participant diary entries. Behaviours are listed in descending 
order according to incidence (n). 
 

Behaviour n % of total 
a
 

Going missing from/not returning to the home 10 40 

Not following staff instructions 8 32 

Verbally abusive comments (e.g., personal insults) 7 28 

Ignoring staff 7 28 

Damaging property 4 16 

Pushing boundaries 2 8 

Self-harm/suicidal behaviour 2 8 

Verbal aggression (e.g., threats to harm others) 1 4 

Clinginess towards staff 1 4 

Physical aggression towards others 1 4 

Fire setting 1 4 

Note. One diary entry could include more than one behaviour. 
a
 25 total diary entries (5 entries per participant) 

 

 Individual interview. Following completion of the diary, participants engaged in a 1:1 

semi-structured interview with the researcher for 60-90 minutes (M = 93.2, SD = 9.93, range = 

75-105), conducted in-person at the participant’s workplace (n = 1) or remotely using 

videoconference (n = 4) due to COVID-19 social-distancing regulations. In the 15-20 minutes 

before the interview, the researcher reviewed the diaries and made notes on the behaviours 

documented, CIs mentioned, and possible follow-up questions.  

The interview involved an initial contextual component focused on discussing the 

residential home, their role within the home, aspects of their role they liked or disliked, and 

their relationship with the child. The contextual component was then followed by the CI 

component, which involved discussing each diary entry with the participant. Both the 

participant and researcher were able to review and return to the diary throughout the interview. 

The interview followed a topic guide (Appendix 2I) adapted from Butterfield et al. (2009), 

which included prompts and follow-up questions designed to elicit CIs that 'helped' or 'hindered' 
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the participant from responding to the behaviour in a way that would have maintained or further 

developed their relationship with the child. Consistent with the ECIT credibility checks 

(Butterfield et al., 2009), interviews were audio-recorded to facilitate verbatim transcription.  

 Follow-up interview. Following transcription, and extraction and categorisation of CIs, 

participants were sent a summary of the categories emerging from their individual interview 

consistent with step seven of the ECIT credibility checks. Three of the five (60%) participants 

responded and agreed to engage in a 30-minute follow-up telephone interview with the 

researcher. The participant was asked to review the categories and comment on whether the 

categories made sense, whether anything was missing or surprising, and whether anything 

needed revising. The interview was not recorded, although the researcher kept notes of the 

discussion.  

Data Analysis 

 Epistemology. Unlike phenomenological approaches, where the researcher is part of 

the interpretive process, within CIT/ECIT, the researcher aims to remain objective in order to 

accurately reflect the participants’ perspectives (Viergever et al., 2019). Thus, the analysis 

process of extracting CI/WL items should represent a descriptive, rather than interpretive, 

process (Flanagan, 1954; Butterfield et al., 2009; Viergever et al., 2019). 

 ECIT is suggested to sit between post-positivist and constructivist epistemological 

positions in that it acknowledges the researcher’s values and biases may influence the 

objectivity of the analysis process, and will need to be controlled, although the aim of this 

control is to ensure the participants’ subjective and valid constructed reality is accurately 

reflected and preserved (McDaniel et al., 2020). Indeed, instead of aiming to control and 

eradicate researcher influence to achieve an objective truth, McDaniel et al. (2020) suggests the 

ECIT credibility checks (Table 4) provide an “audit trail [...] to evaluate the trustworthiness 

of the analysis and get a sense of how the researcher’s values and bias have shaped the 
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findings” (pp. 750). Following McDaniel et al.’s recommendations, Appendix 2J includes a 

reflexive statement. 

ECIT analysis. The ECIT analysis process involved reviewing each interview 

transcript and extracting distinct factors that helped, hindered or would have helped the 

participant, and where the participant described the importance or impact of the CI on their 

relationship with the child. The type and level of specificity of the CIs extracted was informed 

by the ‘frame of reference’ for the study (i.e., the use that is intended to be made of the data), 

which referred to factors that influence the quality of staff-child relationships, informing the 

support offered to staff and homes to create environments that facilitate good quality staff-child 

relationships. Following extraction, each CI/WL item was given a descriptive summary related 

to what was directly expressed by the participant. 

An iterative process of inductive reasoning was used to develop categories from the 

extracted CI/WL items. Initial categories were formed by clustering CIs according to 

observable patterns, similarities and differences. Following the development of initial 

categories, an iterative process of re-examining the CIs within each category was undertaken 

to determine whether categories made sense or demonstrated overlap, resulting in the re-

naming, merging and creation of new categories. As with CI extraction, category formation was 

informed by the use that was intended to be made of the data, with re-organisation of categories 

informed by the level of specificity needed to “create a richer understanding of the research 

area” (Butterfield et al., 2009, pp. 273) given the study’s frame of reference. Following the 

development of the final categories, each category was given an operational definition. 

Credibility and trustworthiness. Following category formation and description, the 

nine credibility checks described by Butterfield et al. (2009) were followed. These credibility 

checks were intended to increase the objectivity within the analysis, reduce the influence of 

researcher subjectivity and biases, and increase the “trustworthiness” of the findings through 
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ensuring fidelity to the ECIT approach, establishing the reliability of the CI/WL extraction, and 

confirming the descriptive validity of the final categories (Butterfield et al., 2009;Viergever et 

al, 2019). The nine credibility checks are described in Table 4. 

Although the standards described by Butterfield et al. (2009) were followed for eight of 

the nine credibility checks, the participation rate threshold was adapted due to the small sample 

size. Butterfield et al. suggested a category should be retained when the participation rate 

reaches 25%, however, this threshold meant contribution from only two participants was 

required for a category to be considered viable. Given the specificity sought within the 

categories, this low threshold would have resulted in a large number of categories where 

comparisons of the relative strength and importance of each one would have been difficult. 

Hence, the participation rate threshold was increased to 50% for the current study, such that the 

final categories were those that demonstrated both depth and breadth within the interview data.   
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Table 4. 
The nine credibility checks described by Butterfield et al. (2009) for ECIT analysis, including 
descriptions of their application in the current study. 
 

Credibility Check Description and Implementation 

1. Descriptive 
validity 
 

Interviews were transcribed verbatim, removing identifiable information. 
 

2. Interview 
fidelity 

40% (n = 2) were randomly selected and were reviewed by the researcher and the 
supervisor for adherence to the interview topic guide, ensuring prompts for 
CI/WL items were followed and that the interviewer did not ask leading 
questions.  
 

3. Independent 
extraction of 
CI/WL items 

At least 25% (n = 2; 40%) of the transcripts were randomly chosen, with CIs 
independently extracted by the research supervisor. Extracted CIs were compared 
against those extracted by the researcher, with a discussion to resolve 
discrepancies that occurred. Where the discrepancy could not be resolved, the CI 
was not included. Overall, very consistent extraction and good agreement 
between the researcher and the supervisor was identified. 
 

4. Exhaustiveness The point at which no new categories are created from interviews. No new 
categories emerged from the fifth interview, although claims of exhaustiveness 
are not made due to a lack of further follow up interviews. 
 

5. Participation rate To evaluate the relative importance of a category, a category was only considered 
viable when at least 50% (n = 3; 60%) participants contributed towards the 
category.  
 

6. Independent 
categorisation of 
CI/WL items 

Following extraction and categorisation of CIs, 25% (n = 69) of CIs were 
selected randomly and given to an individual independent to the research to 
categorise according to the category descriptions. While 80% agreement is 
deemed satisfactory, an agreement rate of 86% was achieved. Where there was 
discrepancy, final categorisation was based upon consensus. If consensus could 
not be achieved, categorisation would have been based upon the participants 
decision at follow-up, however this was not required. Due to two categories 
consistently being mistaken for each other, the label for one category was altered 
following this check to further emphasise its meaning.  
 

7. Cross-checking 
by participants 

Participants (n = 3; 60%) engaged in a follow-up telephone call to review 
extracted CIs from their interview, discuss categories, and clarify potential CIs 
where importance/impact was not established at interview. Overall, participants 
agreed with extracted CIs and categories. One participant requested for an 
additional hindering CI to be added to ‘back up from other staff’, which they felt 
was missing, although this didn’t alter the category description or participation 
rate. 
 

8. Expert opinion Categories were reviewed by two experts (clinical and/or forensic psychologists) 
working with looked after children and residential childcare settings. The experts 
commented on whether categories were useful, whether any categories were 
surprising, and whether anything was missing.  
 

9. Theoretical 
agreement 

Categories were compared against the relevant literature (see discussion), both 
directly in terms of residential childcare and looked after children, but also in 
related fields (e.g., development of staff-client relationships, attachment, 
managing challenging behaviour, staff burnout etc.). 

Note. CI = Critical Incident; WL = Wish List Item 



 
 

89 

Results 
 

A total of 275 CIs were extracted across the five interviews. Of these, 170 (62%) CIs 

were described as ‘helping’, 87 (32%) as ‘hindering’ CIs, and 18 (7%) as ‘wish list’ factors. 

From these CIs, 26 categories were formed, with 17 of these categories meeting the 

participation criteria to be considered viable (see Appendix 2L for non-retained categories). 

These 17 categories were grouped into five super-ordinate categories: ‘behaviour meaning-

making factors’, ‘individual staff characteristics’, ‘relational factors’, ‘strategies and 

techniques’ and ‘systemic and organisational factors’ (Table 5).  

 

Table 5. 
Summary descriptions for the five super-ordinate categories 
 

Super-ordinate Category Description 

Behaviour meaning-making 

factors 

Factors that affect how the staff member interprets, makes sense 

of, or understands the child's behaviour. 

Individual staff characteristics Factors specific to the qualities of the individual staff member. 

Relational factors Factors that exist within the staff-child relationship or the 

interpersonal dynamics during the interaction. 

Strategies and techniques Specific behavioural strategies or techniques used by the staff 

member when responding to behaviour. 

Systemic and organisational 

factors 

Factors involving the wider context, beyond the staff member 

and child as individuals, involving the other staff, or qualities 

of the home and/or organisation. 

 

Overall, 244 (89%) of the 275 extracted CIs (159 helping, 67 hindering, 18 wish list) 

were included within the final 17 categories, with incidence rates and participation rates 

presented in Table 6. The majority of categories included a combination of helping, hindering 

or wish list CIs depending on the presence or absence of the factor described by the category. 

Each category is presented in the text below with supporting quotes to demonstrate helping, 

hindering, and wish list CIs in each category (additional quotes presented in Appendix 2M). 

Categories have been grouped by super-ordinate category and presented in descending order 

according to the total number of CIs in each category. 
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Table 6. 
Retained categories of critical incidents with respective incidence rates (n) and participation 
rates (PR%). Categories have been grouped according to super-ordinate categories and then 
listed in descending order according to total number of CIs (incidence rate).  
 

 Total CIs 
(n = 244) 

Helping CIs 
(n = 159) 

Hindering CIs 
(n = 67) 

Wish List 
(n = 18) 

Category n PR% n PR% n PR% n PR% 
Behaviour Meaning-Making Factors  

Personalising the behaviour 20 100 12 60 8 100 - - 
Understanding contextual factors behind the 

behaviour 
17 100 12 80 5 60 - - 

Considering the impact of developmental 
trauma 

11 80 10 80 1 20 - - 

Taking the child’s perspective 10 60 8 60 2 20 - - 

Individual Staff Characteristics 
Capacity for emotional awareness and 

regulation 
13 80 10 60 2 40 1 20 

Staff temperament and personality 8 100 7 80 1 20 - - 

Relational Factors  
Quality of the existing relationship 19 100 14 100 4 20 1 20 
Feeling that care efforts are rejected or 

ineffective 
17 80 1 20 16 80 - - 

Responsiveness and engagement from the 
child 

11 100 3 40 8 80 - - 

Strategies and Techniques  
Emotional connection and trust before 

upholding boundaries 
18 100 18 100 - - - - 

Taking responsibility for creating an 
opportunity to re-establish the relationship 

17 80 17 80 - - - - 

Active learning from observing and 
reflecting on the child’s reactions to staff 

14 80 14 80 - - - - 

Flexibility in the implementation of 
boundaries 

14 80 10 60 4 40 - - 

Upholding boundaries and consequences 7 100 6 80 1 20 - - 

Systemic and Organisational Factors  
Consistency within teams and systems 21 100 10 100 9 60 2 40 

Back up from other staff 16 80 2 40 6 60 8 60 
Supervision and training 11 60 5 60 - - 6 20 

Abbreviations. CI = Critical Incident; PR = Participation Rate 
Note. A category was considered viable when more than half  (n = 3; PR = 60%) of participants contributed 
to the category as determined by the total CIs in the category (first column) as per ECIT viability criteria. 
Bold numbers indicate where more than half (n = 3; PR = 60%) of participants contributed a helping, 
hindering or wish list CI for that category, indicating where a category predominantly represented a helping, 
hindering or wish list category.  
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Behaviour Meaning-Making Factors 

 Personalising the behaviour (20 CIs, 100% Participation). This category was the 

largest of the behaviour-meaning factors and included helping (n = 12) and hindering (n = 8) 

CIs.  This category involved hindering CIs where a child's behaviour was perceived by the staff 

to be an intentional personal attack on them, to be specifically targeted towards them, or the 

extent to which the staff member perceived the child genuinely meant any personal comments 

or insults. Where the staff member perceived the behaviour to be personally directed, they may 

experience negative feelings towards the child and feel less able or willing to respond 

sensitively. Below, Participant 4 describes a hindering CI, where feeling targeted by the child 

hindered them by affecting their mood, and their judgement on how they should respond. 

 

Because I felt targeted, I think it affected my mood and my feelings in that moment 

because I was like, “oh why me today, I’m in pain and I just don’t need this today”. It 

kind of affected me and then, because I was, it brought me down, I was kind of 

wondering how I was supposed to deal with it. It kind of affected my judgement on 

things, I wasn’t really able to find a solution, I was just like “oh please just leave me 

alone today”. (P4; Hindering CI) 

 

Conversely, helping CIs related to the staff member feeling able to create distance 

between themselves and the behaviour. The importance of not taking a child's behaviour 

personally was described as a helping CI by all participants, with Participant 1 describing below 

the importance of "brushing off" personally offensive comments not to let it affect how they 

respond to the child and their behaviour. 
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Some of the kids, especially [child], will pick personal, very personal things about you 

and be horrible. Like, urm, he’s called me all sorts of names under the sun. He’s called 

me like “a skinny bitch” and stuff like that. Urm, and he will be quite horrible. [...] But 

I think it depends on how you respond to that in general. [...] If you take it personal then 

it’s going to affect you and the way you respond to it. I think if you just sort of, instead 

of, not just brushing it off, but you do sort of have to brush it off. (P1; Helping CI) 

 

Understanding contextual factors behind the behaviour (17 CIs, 100% 

Participation). This category (12 helping, 5 hindering) describes where a staff member used 

their understanding of the different ongoing contextual factors (e.g., school, family, life 

stressors) to help them understand changes in the child's behaviour, which influenced their own 

emotional response and how they then adapted their response. Participant 4 describes below 

how knowledge of ongoing factors can increase the predictability of challenging behaviour, and 

helps them to understand why challenging behaviour is occurring at that time. 

 

So there have been times where he’s acted on a certain way because he’s spoken to 

others, like he’s spoken to his parents, like he’s had a bad conversation with them, or 

he’s had a bad day at school and he’s acted a certain way because of that. It’s kind of 

predictable that he would do something. (P4; Helping CI) 

 

This category also refers to staff’s proactive attempts to find out what contextual factors 

may be influencing behaviour where they weren’t clear, and also the difficulties with 

responding they experienced when they were unable to understand what contextual factors 

might be influencing behaviour, which affected their capacity to empathise with the child. In 

the following example, Participant 3 explains how not knowing what was going on for the child 
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caused them to struggle to understand the behaviour, acknowledging that knowing would have 

affected their empathy and may have allowed them to avoid the incident.  

 

That was a bit of a weird one because it just kind of came out of the blue. [...]. It did 

turn out that it was other things, it was other things, and things to do with him family 

and other stuff. It was yeah, a few other things that were unrelated. [...] Yeah, it was 

something we found out a few hours later. [...] I think, he might have been less angry 

because he might have had that out of him and if he was communicating about things. I 

don’t think it probably would have happened at all if he had been. I guess it was because 

it was inside him all bubbling up.  [...] I would have been more empathetic I suppose. 

[...] Yeah, we would have had more of an understanding. At the time we were all like, 

“what on earth is going on?" (P3; Hindering CI) 

 

Considering the impact of developmental trauma (11 CIs, 80% Participation). This 

category included predominantly helping CIs (10 Helping, 1 Hindering), and describes the 

awareness a staff member has of the child's previous experiences of maltreatment, and how this 

has impacted upon the child, their behaviour, and their expectations of relationships. Where the 

staff member has an awareness, they can use this to make meaning of current behaviour, which 

allows them to feel more empathetic towards the child and/or is considered when choosing how 

to respond to the behaviour. Below, Participants 3 and 4 describe how they keep in mind the 

child's past experiences to make sense of why a child may be behaving a particular way, 

understand situational triggers and adapt how they respond. 

 

I think I’ve kind of, urm, sessions where he’s told me about what he’s been through. 

Like, his relationships with other people, like his family or whatever, i’ve found out 
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about that and I can see how he acts a certain way. Like, knowing that information it 

kind of helps me with my relationship with him, because I don’t want to be like that and 

I don’t want to bring up any, you know, any triggers for him. (P4; Helping CI) 

 

There were, urm, I’ve just seen how he can react if they are very loud and because his 

mother was, urm. Sometimes people remind him of his mother if they are too loud and 

“in your face”, he will just go off basically. (P3; Helping CI) 

 

Taking the child’s perspective (10 CIs, 60% Participation). Often described in a 

helping capacity (8 helping, 2 hindering), this category involved the staff member making a 

conscious effort to take the child's perspective. Taking the child's perspective included 

attempting to consider how that child may be thinking and feeling, alongside how they may be 

perceiving a situation or staff member at that moment, with the staff member potentially 

reflecting on their own childhood experiences to facilitate this. Based on the staff member's 

reflections, this category also describes how the staff member then consciously adapts how they 

respond or changes their response, if necessary. In the quote below, Participant 4 described how 

they consciously tried to take the child's position during interactions and situations to support 

them to empathise with the child, reflecting on themselves as a child. 

 

I think with previous occasions I have like thought about how I would feel if that 

happened to me, if certain things happened to me how I would feel. I’ve kind of just 

reflected on my own behaviour as a child, when I was at his age and thought how if 

someone had done something a certain way, how would that affect me. That’s helped 

me before. [...] I think when working with kids I do tend to do that quite a lot, just 
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reflecting on how I was when I was their age and how I would have wanted an adult to 

respond in that situation. (P4; Helping CI) 

 

Individual Staff Characteristics 

 Capacity for emotional awareness and regulation (13 CIs, 80% Participation). 

Participants often referred to their 'capacity for emotional awareness and regulation' as a helpful 

factor (10 helping, 2 hindering, 1 wish list). CIs in this category referred to the extent to which 

staff were able to stay aware of their own emotional response(s) to a situation in the moment, 

were able to recognise that any negative emotional responses could cause them to respond less 

sensitively to the child's needs, and engaging in emotion regulation strategies to help facilitate 

a more sensitive response to the behaviour. An example of a helping CI where a staff member 

paid attention to their emotional response in the moment, and then regulated themselves before 

reacting, is reflected in a quote from Participant 3: 

 

I think it can just make me a bit angry sometimes. Usually I can deal with that, but 

sometimes I will need like five minutes to take time out for myself if I feel like I can’t 

deal with it appropriately or something like that. Not in a bad way, but if I feel like I’m 

not going to say the right thing or something, I’ll just take a minute away. [...] I think 

just recognising when my emotions get to a certain point, that’s when I need to step 

outside and take some fresh air. If I didn’t have that then I probably wouldn’t be able to 

regulate that as well. (P3; Helping CI) 

 

 Staff temperament and personality (8 CIs, 100% Participation). This generally 

helping category (7 helping, 1 hindering) emphasised the influence and importance of the staff 

member’s personality and calm temperament as an essential personal characteristic. All the 
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participants described how their temperament and personality influenced how hard or easy they 

find it to stay calm in response to challenging behaviour. For example, Participant 2 describes 

how being an “angry person” creates more difficult feelings to regulate when responding to 

behaviour: 

 

I mean I do find it hard, because I am quite an angry, I can be quite an angry person. I 

can get quite (inaudible). I do really struggle myself with anger and stuff, so to know 

that I can’t sort of react like I would do if I was at home. (P2; Hindering CI) 

 

In contrast, most participants described being generally "calm", which supported them 

to not become "heightened" during an interaction and react to the behaviour emotionally, as 

reflected by Participant 5: 

 

I would say my personality, because he knows my personality, he knows what I’m like. 

I’m very calm, I’m not a shouty person. You know what I mean? Again, I didn’t 

approach him like “arrrghh”. [...] So, if you like, if I’m this person who’s just talking 

and the other person is just shouting, then this person eventually will stop shouting and 

will start to be on my level. [...] You know what I mean? That’s how I always approach 

everything, I’m very calm, you know. For me to be like, up there (indicates with hand 

up high), it has to be something like major. (P5; Helping CI) 

 

Relational Factors 

 Quality of the existing relationship (19 CIs, 100% Participation). All participants 

referred to the importance  (14 helping, 4 hindering, 1 wish list) of a good quality and/or trusting 

relationship between the child and a staff member, which facilitated being able to respond to a 
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challenging behaviour in a way that protects the relationship from harm during a response. CIs 

described a good quality/trusting relationship as helpful in allowing for difficult conversations 

about inappropriate behaviour, supporting the child feeling able to open up to the staff, 

alongside increasing the child's acceptance of the implementation of boundaries. This helping 

effect is highlighted by Participant 1: 

 

I think it’s mainly because obviously, urm, I had a good relationship with him anyway. 

[...] So I think, it’s all about what kind of relationship you have. If you have a positive 

relationship with him, there’s certain things you can do that people would say wouldn’t 

have the opportunity to do. (P1; Helping CI) 

 

Conversely, where the relationship is not as strong, or poor, staff perceived more risk 

that an overly firm or boundary-focused approach to responding to a behaviour could harm the 

relationship. These fears are described by Participant 4, who suggested a stronger relationship 

would have helped reduce this risk.  

 

I know that I’m not as experienced, and if I was to do that then it might have a different 

effect on his behaviour, so I try not to get that stuck in. [...] I think that if I was to do 

that, then because they would know that I’m new, the child knows that I’m new as well. 

[...] I think it’s the length, like the total duration of working with him. I think if I were 

to spend more time with him, then our bond would increase I haven’t spent as much 

time, it’s not there yet. (P4; Wish List) 

 

Feeling that care efforts are rejected or ineffective (17 CIs, 80% Participation). 

Described almost exclusively as a hindering factor (16 hindering, 1 helping), this category 
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refers to the emotional response staff experience in relation to how their care efforts are received 

and appreciated by the child. In situations where they perceive their care is accepted and 

appreciated, or make a positive difference, the staff members describe experiencing positive 

emotions and job satisfaction. However, many of the CIs in this category reflected hindering 

CIs. Staff described experiencing hurt or anger when they thought their efforts had been rejected 

or were unwanted by the child. Examples of hindering CIs in this category are shown below for 

Participants 1 and 5, where the child's behaviour (physical assault and declining help with 

schoolwork, respectively) led the participant to feel hurt and to want to withdraw from their 

relationship with the child.  

 

So yeah, it was quite negative, because obviously he’d assaulted me, we’d had quite a 

good relationship before that. [...] It was quite negative actually, because obviously I 

thought that we had like a really good relationship. So as soon as he did that, I actually 

stepped back a bit and was like, actually I’ve done a lot for you and you’ve clearly not 

recognised how much I’ve actually done for you. (P1; Hindering CI) 

 

For him to say that to me, it felt very disrespectful, and not only that, he said to me I 

was only in it for the money, which is another thing that really, you know what I mean, 

upsets me. I find it very disrespectful, because he knows I’m not in it for the money, 

[...]  Yeah? So that’s why I took it personally like that. If it was anything else I’d be like 

“cool”, you know what I mean, cool. [...] I was upset that day. I was upset, so I kind of 

went “okay then, if that’s how you feel, yeah, I’m going to sit here and I’m going to 

watch you do that work. When you want that interaction with me, with regards to the 

work yeah, then you talk to me. But otherwise, I’m just going to stay silent for a bit 

because I want you to reflect on what you’ve just said to me.” (P5; Hindering CI) 
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While the above CIs involved feeling their care had been rejected, this category also 

included CIs where staff felt their efforts were failing to have an effect on the child's behaviour, 

and how these feelings led them to feel negatively towards the child, want to withdraw from 

the interaction/relationship or ‘give up’ trying. An example of feeling efforts are ineffective is 

reflected in Participant 2’s CI below, where the child’s behaviour was failing to improve over 

time. 

 

I mean, it’s frustrating for me, to know that. He’s been in the home for long enough, he 

knows the rules, he knows what he has to do. It’s frustrating that he does push it 

sometimes, and that he does stay out later than he needs to. Like, when he’s like “oh I’ll 

be home in a minute”, I know it’s not going to be a minute. [...] It can be frustrating at 

times. It does get me a bit, not angry, just a bit a like. (P2; Hindering CI) 

 

 Responsiveness and engagement from the child (11 CIs, 100% Participation). In 

this category (3 helping, 8 hindering), staff referred to the extent the child withdrew or engaged 

in a reciprocal two-way interaction that provided some relational feedback to the staff member. 

This category also related to how the level of responsiveness/engagement from the child then 

impacted upon the staff’s ability to engage in the interaction, as well as their broader feelings 

towards the child. Participant 1 describes below how getting some engagement from the child, 

even though verbally abusive, helped the interaction: 

 

So I think, urm, as soon as you are out there, and you are looking for him and you are 

trying to speak to him. If you, like again, if you can get on his level and sort of, try sort 

of engaging him a little bit, even if it’s him being verbally abusive, it’s better than him 
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sort of just walking off and ignoring you. So I think as soon as you engage him a little 

bit, it’s sort of good. (P1; Helping CI) 

 

Responsiveness and engagement was often described as a hindering CI (80% 

participants), where participants described a lack of responsiveness or engagement as making 

it difficult to know how to respond and continue the interaction. Participant 3 describes a CI 

where the child ignored their attempts to engage, and how this led to them to feel negatively 

towards the child, and she disengaged from the interaction. 

 

At the time it wasn’t really reciprocated. I’m not going to be too lovey dovey to someone 

if they’re not being respectful in their response. If he had been respectful, then I 

probably would have been more positive in my response. But he just wasn’t engaging 

with me at all, so for me I was like, I’m just going to go and give him space. (P3; 

Hindering CI) 

 

Strategies and Techniques 

 Emotional connection and trust before boundaries (18 CIs, 100% Participation). 

Described in an exclusively helping context, this category refers to the extent the staff member 

prioritised establishing an emotional connection with the child. Establishing an emotional 

connection involved communicating trust in the relationship through demonstrating they were 

emotionally available to the child if needed, alongside communicating to the child their 

understanding of the child’s thoughts and feelings. The importance of focusing on security 

within the relationship is emphasised by Participant 4 in the following quote: 
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I think it’s something I think about daily. I don’t want it to be, I just want them to just 

come, to be able to rely on me. I don’t want them to think I’m just a support worker and 

I don’t care about them. I think that’s it; I just want them to be in a good, have a good 

relationship with me so they can open up to me and speak to me about anything. (P4; 

Helping CI) 

 

Additionally, where the staff member prioritised establishing the connection with the 

child prior to subsequently upholding a boundary, this has the impact of increasing the quality 

and trust within the relationship, and improving the likelihood that boundaries will be received 

well by the child. An example of increasing acceptance of boundaries is demonstrated by 

Participant 2 below, who was attempting to enforce a boundary relating to leaving the house at 

night. 

 

But then I also think it didn’t affect our relationship much as it showed him again that I 

did care and that I was there for him, and that I was being persistent with him. I wanted 

him home. [...] I mean that’s how I see it, so I don’t know how he sees it. But for me, I 

feel like it shows that I’m consistent with him and shows that I do care. [...] So I was 

trying to sort of, “I understand that you want to be out with your friends, and I know it’s 

hard that they can be out until whatever time, but you can’t”. So, I was trying to make 

him know that I understand. (P2; Helping CI) 

 

Taking responsibility for creating an opportunity to re-establish the relationship 

(17 CIs, 80% Participation). This unanimously helping category referred to where there had 

been a deterioration in the quality of the relationship, and the staff member's role in taking 

responsibility for creating an opportunity to rebuild the relationship and work through the staff-
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child relationship difficulties. CIs in this category included reflecting on the incident, 

explaining and sharing perspectives for actions from both sides, or apologising for where 

mistakes were made. The following quote from Participant 1 describes the importance of 

proactively making oneself available to the child to enable a reflective conversation after the 

child had gone missing.  

 

It was more just about sitting with him, not directly talking to him. Just yeah, like, I’m 

here if you want to talk, and I literally just sat on the sofa and he was sat on the sofa, 

and it was after about half an hour I think before he actually spoke to me. I ended up 

finding out where he’d been and what he’d been doing, who he’d been with, you know. 

[...] I’d asked him that question and he told me he didn’t want to talk about it. So me 

sitting there, I’m not just going to walk away and leave him, so when he feel’s ready, 

he’ll talk to me. (P1; Helping CI) 

 

In contrast, Participant 5 emphasises the importance of initiating an apology following 

a difficult interaction: 

 
Because as I said, you’ll think about it and then you’re going to have to come back to 

me, yeah. Same way, if I do a wrong, I’m going to be different though because I’m 

going come straight back to you and say to you, you know what, I really apologise for 

how I carried on. I was out of order, so can you accept my apology, you know what I 

mean. But it won’t be that quick for him, it’s going to take longer. (P5; Helping CI) 

 

 Active learning from observing and reflecting on the child’s reactions to staff (14 

CIs, 80% Participation). An exclusively helping category, CIs described the importance of 

actively observing previous or current interactions between the child and themselves/other staff, 
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and observing how the child has responded to different responses to develop their knowledge 

of what works best with a particular child. CIs also emphasised then consciously using their 

observations and gained knowledge to adapt their response in order to be able to protect their 

relationship. The importance of learning from observations is reflected below by Participant 3, 

who used their observations of reactions to other staff to understand relational triggers and 

strategies to calm themselves, and helped their felt confidence in responding effectively. 

 

I think I’m quite observant with how children react with other people and just how they 

are and their personality. I think I’m quite observant of the triggers and I try to keep a 

note of that for myself so that I can manage their behaviours with that. [...] I think it 

makes me calmer and less anxious and helps with the kids as well in terms of their 

emotions. I think it helps to keep a stable relationship, because I’ve worked so hard with 

the kids to form a bond, I think it just kind of helps that to stay the same. (P4; Helping 

CI) 

  

 Similarly, Participant 4 described how, knowing that demanding and loud behaviour 

can distress the child and escalate their behaviour, they consciously choose not to act this way 

towards the child. 

 

Because I have seen people in the past who have been very demanding and loud, and 

not given him a bit of breathing space in between and then gone back to him later to 

say, “let’s try this again”. They haven’t done that, and he really has heightened to the 

point where a fire extinguisher went through the window. It was just in my end there’s 

no point of getting him to that stage. [...] It’s just not what I prefer to do because I know 

how it can affect him. (P3; Helping CI) 
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Flexibility in the implementation of boundaries (14 CIs, 80% Participation). 

Involving both helping and hindering CIs (10 helping, 4 hindering), this category emphasised 

the degree of flexibility a member of staff had to adapt agreed care plans, rules and boundaries 

to the needs of a specific situation. Helping CIs described how the option to implement 

boundaries flexibly allowed them to facilitate a positive outcome to an interaction through 

rewarding positive behaviour or meeting the child's emotional needs in the moment. In the 

following quote, Participant 1 described how being flexible on the rules around leaving the 

house, and not enforcing that he should return, facilitated increased trust within their 

relationship. 

 

I think as soon as we’d left him, he saw well, they have left me, they are giving me a 

little bit of trust. I think it meant quite a lot to him because he hadn’t really had that 

within the placement in general. When he came here, he came here as someone who 

was half missing, and then he’s also built that up since being here. (P1; Helping CI) 

 

Opting for a more flexible approach is compared to the hindering CIs, which 

emphasised the detrimental impact of implementing care plans and boundaries rigidly without 

reference or sensitivity to the situation in hand. An example from Participant 2 demonstrates 

how feeling required to implement a behaviour plan rigidly meant they could not reward 

progress in a child's behaviour. 

 

Yeah, the fact that he’d done it. Like he’s done it and he’s proud because he’s done his 

work, and then I’m like “no” because you haven’t done enough work. But then he has 

done his work. So, it’s frustrating for him and it’s frustrating for me. I’d love to be like, 
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mate you’ve done your work, you can go on it now. But then he didn’t get up until late. 

If he’s got up an hour earlier, then he could have had his time. [...] but the fact that he’s 

got up and he’s done education like we’ve asked. [...] But then I’m like saying “no” 

because you’ve not done enough. (P2; Hindering CI) 

 

 Upholding boundaries and consequences (7 CIs, 100% Participation). Although the 

smallest category, the importance of upholding boundaries (6 helping, 1 hindering) was 

reflected by all participants. This category emphasised the need to uphold boundaries with 

proportionate consequences as necessary in residential care to support the development of 

appropriate behaviour, for a child's future beyond the home, and to create structure and 

predictability for the child. In the following example, Participant 3 reflected on how upholding 

boundaries helped to establish expectations of behaviour within the relationship. 

 

I feel like less you do try to have those conversations with him and that the things he’s 

doing are not okay. [...] I think they do help. Because there was an incident where he 

wouldn’t get off his PlayStation, so I just turned the internet off. I did tell him I was 

going to do it, I was “nah you can come off now or I’m going to turn it off”. He just 

went very like, urh, he didn’t want to speak to me. I think the more he’s gotten used to 

me having those conversations, I think it has, urm, it’s definitely better than it was 

before. It has helped. (P3; Helping CI) 

 

Systemic and Organisational Factors 

 Consistency with teams and systems (21 CIs, 100% Participation). Representing the 

largest category, this category included both helping and hindering CIs (10 helping, 9 hindering, 

2 wish list). CIs within this category emphasised the importance of the level of consistency and 
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communication between different staff team members, and between the involved systems, in 

terms of their working styles, values, goals, and overall cohesiveness. Where consistency was 

greater in these areas, staff described how this contributed towards increased consistency in 

how members of the team approach difficulties, communicate with one another, and respond to 

the child and any other problems that arise. The following quote from Participant 3 reflects the 

importance staff placed on consistency between team members in their response to challenging 

behaviours.  

 

We do have quite a good team at the moment, so that definitely helps. [...] the way 

everyone deals with him as well. At the moment we are at a point where we are all pretty 

consistent in how we deal with him and we can all reflect on that and talk about it with 

each other, so that really helps because if you have one person in the team that you are 

not getting along with or that is causing drama it really does affect your practice and 

how you feel in that home. (P3; Helping CI) 

 

In comparison, Participant 5 describes how a lack of communication between the home 

and school, and inconsistency in their goals regarding social media use, led to more problems 

at home that needed to be managed. 

 

So clearly in my head, there’s a problem. Because I’m now trying to implement that 

you shouldn’t be on social media, and this laptop’s been given to him which is now 

open to social media. The reason he has a brick phone is because we’re stopping him 

from social media, so now, we’ve now defeated the object. Which is that we’re trying 

to stop him using social media, but then he’s got social media through the laptop. [...] 

They don’t really have a concern about him using it for social media. So then again, 
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there’s a problem for us, isn’t it? So, we haven’t really been helped by the school, in 

order to say. (P5; Hindering CI) 

 

 Back up from other staff (16 CIs, 80% Participation). Although including a range of 

helping, hindering and wish list CIs, 'back up from other staff' was the only category to emerge 

as a predominantly 'wish list' category (8 CIs; 60% participation). This category referred to the 

level of support available from other staff during a challenging interaction or behaviour. Staff 

perceived support as important for providing the back up if a behaviour escalated, or if the child 

becomes more distressed. As described by Participant 4, lack of support could lead to anxiety 

about how to respond due to the potential for escalation. 

 

Well, I kind of felt a bit weird as to why he did that when no one was around. I kind of, 

I was getting a bit anxious about it as well because I was thinking in my head that I was 

there by myself and that if he did escalate in his behaviour then I don’t know how I 

would handle it by myself. I’ve only been working there for a short amount of time, I’m 

not as experienced as other staff members. (P4; Hindering CI) 

 

 Alongside easing anxiety in case of an escalation in behaviour, having support from 

staff was often described as being desired as it was felt that intervention from other staff could 

take the pressure off the responding staff member. It was felt this could then disperse any 

perceived negative impact on the relationship across multiple staff, rather than just one staff 

member, as described in the wish list item from Participant 2: 

 

Probably staffing, just having someone else who knew him a bit better and could deal 

with the situation so that it didn’t again just fall on me and be the one that had to sort 
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everything out and be the one that was constantly there being like, do this, do this. 

Because I think that’s a common thing. Most of the time it’s me that’s having to deal 

with it all. (P2; Wish List) 

 

Supervision and training (11 CIs, 60% Participation). Involving helping (n = 5) and 

wish list (n = 6) CIs, this category referred to the provision of specific training or clinical 

supervision, such as with the home manager or linked psychologist, in enabling reflection on 

one's own practice, to gain a new perspective, improve knowledge and skills/techniques in 

relation to understanding and responding to challenging behaviours, and then using this to adapt 

practice to allow for more effective responding and improved relationships. The value of 

gaining a new perspective on how to respond is emphasised by Participant 1 concerning their 

understanding of when the child went missing from the home. 

 

Because it’s all about getting fresh eyes on something. Say I spoke to my manager about 

a situation that had happened, she can talk to me about how she would have done it 

differently. [...] So, there are two main kids, one was [child] and another was my other 

keywork. Yeah, so we are discussing [child] quite regularly. It was mainly because we 

didn’t understand what to do in regard to his missings (child going missing from the 

home) and stuff like that, and how we should respond to it, because we were doing 

absolutely everything. (P1; Helping CI) 

 

Wish list CIs related to the desire to have training on a broader range of internalised 

behaviours, rather than focusing on externalised behaviours, to understand how to respond to 

them. This is reflected by Participant 4: 
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Just knowing how to deal with that behaviour. I think that’s the main thing that would 

have helped me. [...] Maybe just more training? On just how to deal with behaviour like 

ignoring, or just like that sort of behaviour. The behaviour that’s not like aggression or 

anything like that, but it’s more like withdrawn behaviour. Having training on that 

would help me quite a lot. [...] But with like, more minor things, like distancing and 

ignoring, I think not having training on that impacts it because you don’t really know 

what to do. It’s different to them like lashing out. How do we, you know, connect with 

them? (P4; Wish List) 

Discussion 

The current study aimed to build upon previous research into staff-child relationships 

in residential children's homes through increasing theoretical understanding into the impact of 

responding to challenging behaviours on staff-child relationships. Using an enhanced critical 

incident technique approach to identify factors that helped or hindered staff from developing or 

maintaining the staff-child relationship during actual interactions and challenging behaviours, 

this study identified a range of influential factors that included those internal to the individual 

staff member, the use of specific behavioural approaches, dyadic factors within the staff-child 

relationship, and characteristics of the broader organisational context. Overall, 17 categories 

were identified, organised into five super-ordinate categories: behaviour meaning-making 

factors, individual staff characteristics, relational factors, strategies and techniques, and 

systemic and organisational factors. 

Of the 17 categories identified, four categories were considered to represent ‘behaviour-

meaning making factors’ related to staff's understanding and sense-making of a child's 

behaviour or changes in behaviour. These categories included considering the child's previous 

experience of trauma or abusive relationships, ongoing contextual stressors or triggers for the 

child, whether they interpreted a behaviour to be personally directed, and considering a situation 
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from the child's perspective. Broadly, all of these categories had the impact of affecting the staff 

member's ability to empathise with the child, the staff member’s emotional response and the 

extent they experienced negative feelings towards the child, and ultimately their ability or 

willingness to respond sensitively to the child. 

The importance of the staff member's meaning-making of the behaviour within this 

study, with staff understanding appearing to influence staff emotional and behavioural response 

to the behaviour, is consistent to an extent with the assumptions of attribution models of helping 

behaviour (Weiner, 1980; Weiner, 1986; Willner & Smith, 2008). While attribution models are 

frequently applied within ID settings for behaviours that challenge (McGuinness & Dagnan, 

2001; Williams, 2016), it is notable that systematic reviews of attribution theory have identified 

inconsistent findings, with support for attribution models much weaker among naturalistic 

studies (Willner & Smith, 2008). Indeed, the suggestion that it may be over-simplistic to focus 

on internal staff attributions to explain residential childcare staff responses to children's 

behaviours is reinforced by this study. While staff understanding of the child's behaviour 

appeared to be important, this represented just one area of key factors, with the characteristics 

of the individual staff member, their skills and knowledge of different behavioural responses, 

and the systemic context within which they are working also all being described as influencing 

this process. These findings are in line with previous research by Morison et al. (2020), who 

highlighted the role of system factors (e.g., staff-child fit, placement instability, staffing ratios) 

when investigating attachment-informed care in residential homes, also emphasising the need 

to acknowledge the complexity and challenges of the residential context when applying theory 

in these contexts (Kor et al., 2021). Although determining how the various factors interact with 

one another is beyond the scope of this research, the findings reinforce the view that responding 

to children’s behaviours represents a complex process involving multiple individual, relational, 

and system factors. 
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Notably, many of the identified categories of helping, hindering and wish list factors 

are consistent with the theoretical assumptions of attachment theory and formation of secure 

child-caregiver attachments, and are consistent with previous research that has suggested staff-

child relationships are stronger when staff are engaging in attachment-based practices, even if 

unknowingly (Morison et al., 2020; Quiroga & Hamilton-Giachritsis, 2017). For example, the 

behaviour-meaning making categories, and particularly “taking the child’s perspective”, 

parallel the attachment processes of attunement (i.e., ‘tuning in’ to the child’s perspective and 

needs) (Bowlby, 1988; Chu et al., 2021) and reflective functioning (i.e., understanding others’ 

actions in terms of mental states) (Rostad & Whitaker, 2016; Slade et al., 2005). Furthermore, 

many of the behavioural strategies described as helpful when encountering challenging 

behaviours, again, corresponded with the assumptions of attachment theory for facilitating a 

secure attachment. For example, the emphasis of staff taking creating space to re-establish the 

relationship reflects the need for a repair process following a relational rupture (Seigel & 

Hartzell, 2003), while the “emotional connection and trust before boundaries” category 

involved staff use of similar behavioural strategies to the “connection before/with correction” 

strategy taught within Dyadic Developmental Psychotherapy (Golding, 2015). Consequently, 

the findings indicate the importance of attachment-informed care within residential children’s 

homes, supporting arguments for system-wide attachment-focused practice in these settings to 

create a foundation for facilitating good quality staff-child relationships (Cahill et al., 2016; 

McLean et al., 2013; NICE, 2015) 

The hindering category of “feeling care efforts are rejected or ineffective” described a 

strong emotional response that staff experienced when they felt that their care was rejected or 

unwanted by the child, or where they were failing to make a positive difference, which led to 

negative feelings towards the child, and withdrawal from the relationship. Alongside the 

hindering impact of a lack of “responsiveness and engagement from the child”, these categories 
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align with the concept of ‘blocked care’ in the fostering and adoption literature, described by 

Hughes and Baylin (2012). Blocked care refers to a self-protective response within the 

caregiver that occurs in response to the stress of caring for a child that remains mistrustful of 

the caregiver and rejects their care, resulting in reactive care and suppression of empathy for 

the child (Baylin, 2017; Hughes & Baylin, 2012).  

While ‘blocked care’ has not been studied within residential childcare settings, nor 

tested empirically in any context (Harris-Waller et al., 2016; Staines et al., 2019), it has been 

compared with the construct of "empathic distress" in the adult literature. Empathic distress is 

defined as a strong negative and self-focused stress response to others' distress and/or suffering, 

accompanied by the desire to withdraw and disconnect from those who are suffering (Hofmeyer 

et al., 2017; Kilmecki & Singer, 2012). Empathic distress has been suggested to be a key 

predictor associated with occupational burnout in caring professions, and the adoption of 

depersonalised caregiving behaviours (Hofmeyer et al., 2017), and is particularly associated 

with caring for traumatised populations, such as children in the 'looked after' system (Ireland & 

Huxley, 2018). These findings support the notion of a bi-directional relationship between staff 

burnout and children’s behaviours in residential care, where the attachment behaviours of the 

children contribute towards staff burnout and use of unhelpful depersonalised staff responses 

to challenging behaviour, which in turn have a further detrimental impact on staff-child 

relationships (Kind et al., 2018; Winstanley & Hales, 2015). Hence, any organisation-wide 

support offered within these contexts needs to focus not only on the knowledge and skills of 

residential care staff, but also on emotional support available given relational challenges of 

working with those that have experienced relational trauma. 

Within the findings, there was an apparent contradiction concerning the use of 

boundaries. While staff all acknowledged boundaries were helpful via the category ‘upholding 

boundaries and consequences’, staff emphasised both a need for consistency between team 
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members to create predictability for the child (i.e., “consistency within teams and systems”), 

alongside the need to adapt behaviour plans and boundaries depending on the situation (i.e., 

“flexibility in the implementation of boundaries”). Within residential childcare contexts, this 

suggests a need for services to strive for consistency within the team in how and when they 

adapt agreed boundaries and behaviour plans, rather than achieving consistency via rigid 

implementation regardless of context, in order to promote positive staff-child relationships. 

While such a balance may be complex for organisations to achieve, the need for consistent 

flexibility within the system is comparable to the concept of “flexibility within fidelity” in the 

psychotherapy literature (Fonagy & Luyten, 2019), where interventions adhere sufficiently to 

a protocol, but where the therapist has the permission within the system to flexibly adapt the 

protocol to the specific individual’s needs (Kendall & Frank, 2019).  

Strengths and Limitations 

 The primary limitation is the small homogenous sample. With only five participants, 

mostly female, all reflecting on their relationships with adolescent boys, caution should be taken 

in generalising the findings of this study to all staff-child relationships. There may be notable 

gender differences, both in terms of the gender of staff and the children in residential care, that 

are influential in the formation and maintenance of staff-child relationships, which were not 

identified. While adolescent boys represent the majority of those placed in residential care, with 

women representing the majority of care staff (Berridge et al., 2010), research into predictors 

of staff-child relationships has suggested significant gender differences in emotional closeness 

and support seeking, versus relation avoidance and conflict, between adolescent girls and boys 

respectively (Costa et al., 2020; Sonderman et al., 2021). Given no participants reflected on 

their relationships with girls, it is not possible to determine whether gender differences would 

have been observed, or whether the focus on boys skewed the documented challenging 

behaviours towards those associated with relational avoidance and conflict (e.g., running away, 
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ignoring staff, abusive comments). Furthermore, a larger, more heterogenous sample may have 

meant the categories that did not meet the participation criteria may have achieved greater 

representation and hence met the required participation rate. Hence, the findings of this study 

should be interpreted and applied in the context of the small homogenous sample.  

 The small sample also meant exhaustiveness could not be confidently achieved, as per 

the fourth credibility check described by Butterfield et al. (2009). Although no new categories 

emerged after the fourth interview, with only one subsequent interview, it cannot be confidently 

known that more categories would not have emerged with subsequent interviews given the 

small sample. This is particularly pertinent given the range of influential factors identified may 

have been limited by the homogenous sample, with more categories potentially emerging with 

a more heterogeneous sample. Hence claims of exhaustion would be inappropriate for this 

study.  

Despite the small sample limiting generalisability, this study demonstrates strengths that 

increase the confidence in the findings obtained. ECIT has previously been criticised for its 

reliance upon participant recall, which may be vulnerable to inaccuracy due to recall errors and 

biases (Bott & Tourish, 2016; Gremler, 2004). The current study addressed this limitation by 

including a pre-interview diary, with 92% of entries written within 24-hours of the behaviour 

occurring, increasing confidence in the reliability of the information discussed at the interview 

(Bott & Tourish, 2016). Alongside aiding participant recall during the interview, the diary 

potentially acted to reduce the influence of social desirability bias, compared to an interview 

alone, through encouraging disclosure of professionally or socially undesirable information 

(Mackrill, 2008).  The use of diaries of actual behaviours also adds ecological validity, 

overcoming the limitations of previous literature into staff responses to challenging behaviours, 

which have generally relied upon use of fictional vignettes, which may not represent the 

complexity of live interactions (Bailey et al., 2006; Lucas et al., 2009; Willner & Smith, 2008).  
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 The trustworthiness of the findings is also increased by the ECIT credibility checks 

(Butterfield et al., 2009). These included establishing consistency of CI extraction and 

descriptive validity of the final categories through independent categorisation, alongside cross-

checking with participants. Although exhaustion could not be confidently achieved, all other 

checks achieved satisfactory results. As a descriptive and objective qualitative method, these 

credibility checks increase the confidence that individual researcher biases and interpretations 

have not overly influenced conclusions.  

Implications for Practice 

Consistent with ECIT, analysis was conducted within a ‘frame of reference’ defined by 

the use intended to be made of the findings (Butterfield et al., 2009). In this study, this referred 

to factors influencing the quality of staff-child relationships and could inform support offered 

to staff and homes to create environments that facilitate good quality staff-child relationships. 

Given the helpful role of behaviour meaning-making factors, and the categories of 

‘active learning from observing and reflecting on the child’s reactions to staff’ and ‘supervision 

and training’, the findings support the potential value of attachment-focused and trauma-

informed staff training and formulation focused on understanding the impact of developmental 

trauma on child development and relationships for staff in residential children's homes. As 

highlighted within the 'expert opinion' gained within the eighth credibility check, while staff 

may receive training to understand the impact of early developmental trauma, they often need 

ongoing support to hold this in mind and apply during their interactions with the children. 

Consequently, the findings of this study would support the value of ongoing psychological 

formulations and facilitated reflective practice for the staff to support them to make sense of a 

child's behaviour, increase their capacity to empathise, and respond more sensitively.  

To date, the impact of team formulation has not been researched in residential childcare 

settings, although qualitative research with staff working with other complex populations (e.g., 
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secure care, probation) suggests formulation meetings are valued for increasing patient 

understanding and increasing cohesion (Berry et al., 2016; Knauer et al., 2017), which was 

highlighted as important by staff within the helping category of “consistency within teams and 

systems”. While conclusive outcome evidence for the impact of formulation meetings among 

care staff is lacking (Geach et al., 2018), recent research has provided some early evidence that 

formulation meetings can effectively increase psychological understanding and empathy 

among staff working with other complex populations (Buckley et al., 2020; Whitton et al., 

2016).  

While psychological formulation may be helpful for care staff, when a staff member 

holds in mind a child's formulation, they are also required to hold in mind the child’s trauma, 

which can be distressing for staff and, in turn, increase vulnerability to vicarious trauma and 

empathic distress (Brend, 2020). Given the potential role of empathic distress, it may be 

beneficial for residential childcare providers to focus on known predictors for empathic distress 

(e.g., compulsive caregiving, insecure attachment style, poor self-care etc.) (Salloum et al., 

2015; Sochos & Aljasas, 2020) in their recruitment processes, alongside implementing 

emerging evidence-based staff support that focuses on development of self-care and emotion 

regulation capabilities (e.g., compassion-focused staff support) (Lucre & Taylor, 2020). 

Finally, residential childcare organisations and staff may benefit from support that focuses less 

on outcomes achieved, or effectiveness, and instead reinforces positive examples of attachment-

focused caregiving, regardless of the outcome.  

Directions for Future Research 

 The findings of this study emphasise both the role of systemic factors on the 

development and maintenance of staff-child relationships and the role of organisation-wide 

support to enable a system-wide approach to support staff to better manage the challenges of 

their role. While conducting research in residential childcare is challenging (Mezey et al., 
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2016), future quantitative research into the impact of organisation-wide attachment-informed 

and trauma-informed care models (e.g., ARC; Kinniburgh et al., 2005) on staff-child 

relationships in residential care would be beneficial (Bailey et al., 2019; Brend, 2020; Parry et 

al., 2021), particularly given the growing qualitative research support indicating the importance 

of these processes (Morison et al., 2020; Quiroga & Hamilton-Giachritsis, 2017).  

Conclusions 

 In conclusion, a complex range of factors both internal to the staff member, within the 

staff-child relationship, and within the organisational context, appear to influence the formation 

and maintenance of staff-child relationships given the challenges posed by the emotional, 

behavioural and relational difficulties of the children placed in residential homes. The findings 

support, to an extent, existing attribution theories for helping behaviour, as well as the role of 

attachment theory in facilitating good quality staff-child relationships. Given these findings, 

organisation-wide interventions that include staff training and ongoing formulation and 

reflective practice are likely to be necessary to support the development and maintenance of 

supportive staff-child relationships given the complexity and challenges posed by these 

settings. 
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Chapter 1 – Meta-Analysis 
 

Children who experience maltreatment from their parent are more likely to have mental 

health problems and be involved in crime. Some researchers have suggested the poor outcomes 

for maltreated children are due to the children not being able to form a secure and trusting 

relationship with their parent. 

Trying to identify the children at risk of maltreatment is difficult, and we know social 

services will not identify most cases of maltreatment. However, we know parents who have a 

history of mental health problems, substance use, or domestic violence are more likely to 

maltreat their children. Researchers have developed psychological interventions that aim to 

help these high-risk parents and children develop a secure and trusting relationship, known as 

“attachment-based parenting interventions”, to improve outcomes for children who may 

experience parental maltreatment. 

We examined 37 studies where researchers had investigated how effective their 

attachment-based parenting intervention was at improving the relationship between the parent 

and the child, how sensitive they were towards their child, and their ability to take their child’s 

perspective. We also compared the impact the interventions had on the parents’ stress and 

depression and children’s emotional well-being and behaviour. We examined how well each 

study had been conducted and compared how large the improvements were across studies to 

determine whether, overall, these types of interventions help parents at high risk of child 

maltreatment. We only included research studies where they compared those receiving a 

parenting intervention against those that did not receive an intervention. 

Across all the studies, we found attachment-based parenting interventions do help high-

risk parents. Among those who did receive an intervention, 29% more children had a secure 

and trusting relationship with their parents than those whose parents did not receive anything. 

Parents were also found to be more sensitive towards their children and more able to take their 
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child’s perspective after an intervention. However, our findings suggest attachment-based 

parenting interventions do not improve the parent’s symptoms of depression or stress. We also 

did not find any improvements in the child’s well-being or behaviour, but this could be because 

researchers did not follow up on the children long-term. 

These findings suggest attachment-based parenting interventions would benefit high-

risk parents as they improve parenting behaviours and promote a secure and trusting 

relationship, but we don’t yet know if this leads to longer-term benefits for the child due to 

current studies not following up on the children long-term. 

 

Chapter 2 – Empirical Paper 

 ‘Looked after’ children living in residential children’s homes demonstrate particularly 

poor long-term outcomes. They are more likely to leave school without any educational 

qualifications, experience mental health problems, and get a criminal record. However, 

researchers have found outcomes are better for these children if they can develop at least one 

strong and trusting relationship with an adult, such as a residential care worker. Relationships 

between staff and children can be hard to develop, however, as staff often find working with 

children’s behaviour challenging. 

 We interviewed five residential care workers about their relationships with children. 

Before the interview, the staff completed a diary of five times they responded to a particular 

child’s behaviour. In the interview, we asked them about things that ‘helped’, ‘hindered’, or 

would have helped them to respond in a way that could develop or maintain a good quality 

relationship with the child, shown in Figure 1. 
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Appendices: Chapter One 

APPENDIX 1A 

Search strategy for Web of Science, searched up to 2nd March 2020. 

1. TS=(parent* OR mother* OR father* OR caregiver*) 

2. TS=maltreat* OR abus* OR neglect* OR "high risk" OR "at risk" OR "child welfare" 
OR "child protect*" OR depress* OR ((mental OR psychiatric) near2 (health OR 
illness OR inpatient)) OR trauma* OR ((substance OR drug OR alcohol*) near2 
(using OR use OR abus* OR dependen*)) OR addict* OR "parent stress" OR 
“domestic violen*” OR “partner violen*”) 

3. TS=("circle of security" OR group OR training OR program* OR psychotherap* OR 
therap* OR treat* OR education* OR "intervention" OR "video feedback") 

4. TS=(attachment OR "parent-child" OR "mother-child" OR "parent-infant" OR 
“mother-infant” OR "reflective function*" OR "mentali*" OR "mind minded*" OR 
"maternal sensitiv*" OR "parental sensitiv*") 

5. TS=(evaluat* OR outcome* OR effectiv* OR RCT OR ((randomi* OR control*) 
near2 (trial OR study)) OR pilot) 

6. #1 AND #2 AND #3 AND #4 AND #5 

7. #1 AND #2 AND #3 AND #4 AND #5 Refined by: DOCUMENT 
TYPES: (ARTICLE ) AND [excluding] DOCUMENT TYPES: ( PROCEEDINGS 
PAPER OR BOOK CHAPTER ) AND LANGUAGES: ( ENGLISH ) 

Indexes=SCI-EXPANDED, SSCI, A&HCI, CPCI-S, CPCI-SSH, BKCI-S, BKCI-SSH, ESCI, 
CCR-EXPANDED, IC Timespan=All years 

 
Search strategy for PubMed, searched up to 2nd March 2020. 
 
((((mother*[Title/Abstract]) OR father*[Title/Abstract]) OR parent*[Title/Abstract]) OR 
caregiver*[Title/Abstract]))  

AND 

((((((((((((((maltreat*[Title/Abstract]) OR neglect*[Title/Abstract]) OR abus*[Title/Abstract]) 
OR "high risk"[Title/Abstract]) OR "at risk"[Title/Abstract]) OR "child 
welfare"[Title/Abstract]) OR "child protection"[Title/Abstract]))) OR "child 
protective"[Title/Abstract]) OR (((((("mental health"[Title/Abstract]) OR "mental 
illness"[Title/Abstract]) OR psychiatric[Title/Abstract]) OR depress*[Title/Abstract]) OR 
trauma*[Title/Abstract]))) OR (((((((substance abus*[Title/Abstract]) OR drug 
abus*[Title/Abstract]) OR alcohol abus*[Title/Abstract]) OR substance 
depend*[Title/Abstract]) OR drug depend*[Title/Abstract]) OR alcohol 
depend*[Title/Abstract]) OR addict*[Title/Abstract]))) OR ((("domestic 
violence"[Title/Abstract]) OR "partner violence"[Title/Abstract])  

AND 

((((((((((((group[Title/Abstract]) OR training[Title/Abstract]) OR therap*[Title/Abstract]) OR 
psychotherap*[Title/Abstract]) OR program*[Title/Abstract]) OR 
intervention*[Title/Abstract]) OR treatment[Title/Abstract]) OR education[Title/Abstract])) 
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OR "video feedback"[Title/Abstract]) OR "parent child interaction therapy"[Title/Abstract]) 
OR "circle of security"[Title/Abstract]))  

AND 

 (((((((((((attachment[Title/Abstract]) OR dyadic[Title/Abstract]) OR "mother 
child"[Title/Abstract])) OR ((("parent child"[Title/Abstract]) OR "parent 
infant"[Title/Abstract]) OR "mother infant"[Title/Abstract])) OR (((("reflective 
function*"[Title/Abstract]) OR mentalisation[Title/Abstract]) OR 
mentalization[Title/Abstract]) OR "mind minded*"[Title/Abstract])) OR (("maternal 
sensitivity"[Title/Abstract]) OR "parental sensitivity"[Title/Abstract])))  

AND  

(((((((evaluat*[Title/Abstract]) OR RCT[Title/Abstract]) OR randomi*[Title/Abstract]) OR 
trial[Title/Abstract]) OR outcome*[Title/Abstract]) OR effectiv*[Title/Abstract]) OR 
pilot[Title/Abstract]) 

Filters: Humans; English 

 

Search strategy used for PsycINFO, searched up to 2nd March 2020. 
 

1. (parent* or mother* or father* or caregiver*).ab.  

2. (maltreat* or abus* or neglect* or "high risk" or "at risk" or "child protect*" or "child 
welfare" or "mental health" or "mental illness" or "psychiatric" or depress* or trauma* 
or "substance abus*" or "substance dependen*" or "drug abus*" or "drug dependen*" 
or "alcohol abus*" or "alcohol dependen*" or "alcoholic" or addict* or "domestic 
violen*" or "partner violen*").ab 

3. (group or training or program* or intervention or treatment or psychotherap* or 
therap* or "video feedback" or "circle of security" or "interaction therapy" or 
psychoeducation).ab. 

4. (mentali* or "mind minded*" or "maternal sensitivity" or "parental sensitivity" or 
attachment or dyadic or "mother child" or "parent child" or "parent infant" or "mother 
infant" or "reflective function*").ab. 

5. (outcome* or evaluat* or RCT or randomi* or trial or effectiv* or pilot).ab. 

6. 1 and 2 and 3 and 4 and 5 

7. Limit 6 to English language 

8. (journal or “peer reviewed journal”).pt 

9. 7 and  8 
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APPENDIX 1B 

QQ plots for each outcome, using the random effects model. QQ plots showed that the 

distribution of effects for all outcomes were normally distributed using a random effects 

model. 

  
Figure 1. QQ plots for sensitive and responsive parenting outcomes, using the random effects 
model. 

  
 
Figure 2. QQ plots for child secure attachment to parent outcomes, using the random effects 
model. 
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Figure 3. QQ plots parent reflective functioning outcomes,, using the random effects model. 
 
 

  
 
Figure 4. QQ plots parent depression outcomes, using the random effects model. 
 



 
 

140 

 
Figure 5. QQ plots parenting stress outcomes, using the random effects model. 
 

 
 
Figure 6. QQ plots for child emotional and behavioural outcomes, using the random effects 
model. 
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Figure 3. Funnel plot of depression effect sizes, showing no additional studies added 
following a ‘trim and fill’ procedure. 
 
 
Table 1. 
Parent depression summary effect sizes using a random effects model for planned subgroup 
contrasts.  

Subgroup k SMD 95% CI I2 Q df p 
Parent risk status     1.47 2 .479 
 CPS Involved/Maltreating 2  -0.141  [-0.417; 0.134] 0%    
 At risk only 15  0.067 [-0.127; 0.261] 50%    
 Parent mental health 10 0.076 [-0.161; 0.313] 41%    
 Parent substance use 5 0.048 [-0.322; 0.418] 69%    
Child age     5.41 2 .067† 
 Infant (<3yrs) 15 0.082 [-0.099;  0.263] 42%    
 Child (>3yrs) 1 -0.094 [-0.423;  0.234] --    
 Not Reported 1 -0.495 [-0.961; -0.029] --    
Intervention components     0.17 2 .918 
 Interaction guidance only 8 0.012 [-0.225; 0.248] 48%    
 Interaction guidance + verbal 

feedback 
4 0.113 [-0.308; 0.534] 66%    

 Interaction guidance + verbal 
feedback + video feedback 

5 0.025  [-0.344; 0.398] 43%    

Intervention delivery     0.88 1 .349 
 Group 6 0.190  [-0.230; 0.609] 70%    
 Individual 11 -0.025  [-0.187; 0.136] 18%    
Intervention length     1.93 2 .038 
 Short (<8 sessions) 5 -0.009 [-0.230; 0.211] 0%    
 Medium (8-15 sessions) 9 0.138 [-0.129; 0.405] 59%    
 Long (>15 sessions) 3 -0.196  [-0.595; 0.203] 48%    
Note. † p < .10, * p < .05, ** p < .01, *** p < .001. 
Effect size: Small = 0.2; Medium = 0.5; Large = 0.8 (Cohen, 1988). 
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Figure 3. Funnel plot of child emotional and behavioural difficulties effect sizes, showing two 
additional studies (white markers) added following a ‘trim and fill’ procedure to correct for 
publication bias. This corrected summary effect is d = 0.069 (95%CI -0.07-0.21). 
 
 
Table 1. 
Child emotional and behavioural difficulties summary effect sizes using a random effects model 
for planned subgroup contrasts.  

Subgroup k SMD 95% CI I2 Q df p 
Parent risk status     0.36 2 .837 
 CPS Involved/Maltreating 8  0.122  [-0.069; 0.314] 34%    
 At risk only 3  0.108 [-0.184; 0.401] 0%    
 Parent mental health 2 0.043 [-0.321; 0.407] 0%    
 Domestic Violence 1 0.227 [-0.263; 0.718] --    
Child age     1.13 1 .289 
 Infant (<3yrs) 4 0.012 [-0.188; 0.213] 0%    
 Child (>3yrs) 7 0.171 [-0.043; 0.384] 31%    
Intervention components     4.38 2 .112 
 Interaction guidance only 5 0.012 [-0.235; 0.259] 7%    
 Interaction guidance + verbal 

feedback 
3 0.311 [ 0.080; 0.541] 0%    

 Interaction guidance + verbal 
feedback + video feedback 

3 0.008  [-0.207; 0.223] 0%    

Intervention delivery     0.30 1 .586 
 Group 2 0.239  [-0.230; 0.708] 0%    
 Individual 9 0.101 [-0.060; 0.262] 23%    
Intervention length     0.01 1 .943 
 Medium (8-15 sessions) 9 0.114 [-0.055; 0.282] 25%    
 Long (>15 sessions) 2 0.129  [-0.247; 0.504] 0%    
Note. † p < .10, * p < .05, ** p < .01, *** p < .001. 
Effect size: Small = 0.2; Medium = 0.5; Large = 0.8 (Cohen, 1988). 
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APPENDIX 1F 

Table 1. 
Operationalisation of constructs measured as outcomes to be extracted for meta-analysis. 
 
Outcome Construct Operationalisation/Definition 

Sensitive Parenting A scale or subscale that measures the parent’s ability to attune to or 
correctly interpret the child’s needs or signals, and to respond with 
appropriate caregiving. 
 

Child Secure Attachment 
to Parent 

A categorical/nominal measure of attachment classification, using 
Bowlby’s attachment categories, that determined whether a child 
could be categorised as having a ‘secure attachment’. 
 

Reflective Functioning A scale or subscale that measures a parent’s ability to understand and 
hold in mind their child’s intentional metal states (e.g., thoughts, 
feelings, wishes, goals). 
 

Parenting Stress A scale or subscale that measures the experience of stress in relation 
to the parenting role. 
 

Parental Depression A scale or subscale that measures the emotional experience of 
depression according to a recognised diagnostic criteria, or in terms of 
feelings of low mood, hopelessness, sadness, and low self-esteem. 
 

Child Emotional and 
Behavioural Difficulties 

A scale or subscale that measures aspects of child’s emotional 
competences, difficulties in internalising or externalising emotions, 
and/or demonstration of behavioural problems.  
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APPENDIX 1G 

Table 1. 
Operationalisation of key terms used to categorise studies by moderator variables. 
 
Category Operationalisation/Definition 

Parent Population  

CPS Involved Current or previous involvement in child protective services. 

Maltreating Current or previous substantiated report of child maltreatment or 
neglect by the primary caregiver. 

Parent Mental Health Parent population presents with a diagnosis or clinically raised 
symptoms levels of a mental health and/or personality disorder.  

Parent Substance Use Parent presents with current or recent problematic, excessive or 
dependent use of alcohol or drugs.  

Domestic Violence Previous or current report of domestic violence between primary 
caregivers while the child was in the parents’ custody. 

Multiple/non-specific risk 
factors  

Parents were not recruited into the study on the basis of one 
specific risk factor, but the study’s participant inclusion criteria 
specified the same range of risk factors as those included within 
the current review. 

Intervention Components 

Interaction Guidance Only Therapist guidance was limited to psychoeducation and direction 
on effective, sensitive or attuned interactions and/or opportunities 
provided for supported parent-child interaction (e.g., structured 
parent-child play). No positive or negative feedback was 
provided by the therapist to the parent on the quality of observed 
parent-child interactions. 

Interaction Guidance + Verbal 
Feedback 

Intervention included verbal in vivo positive and/or negative 
feedback by the therapist on the quality of observed parent-child 
interactions. 

Interaction Guidance + Verbal 
Feedback + Video Feedback 

Intervention included the use of video to record and replay 
parent-child interactions, with verbal positive and/or negative 
feedback by the therapist during the interaction replay.  
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Appendix 1H 
 
Characteristics of outcome measures used among included studies. 
 
Table 1. 
Outcome measures across included studies. 

 
 

Outcome Measure 
 # of 

Studies Validated Scoring 

Sensitive Parenting     
 Assessment of Parenting Competencies APC 1 No/Bespoke Observation 
 CARE-Index CARE-Index 2 Yes Observation 
 Coding Interactive Behaviour CIB 4 Yes Observation 
 Dyadic Parent-Child Interaction Coding 

System–2nd Edition 
DPICS-II 4 Yes Observation 

 Emotional Availability Scale EAS 4 Yes Observation 
 Maternal-Behaviour Q-Sort MBQS 3 Yes Observation 
 Mellow Parenting Observation Coding 

System  
MPOCS 1 No/Bespoke Observation 

 Nursing Child Assessment Satellite 
Training 

NCAST 4 Yes Observation 

 Observation Checklist on Mother-Infant 
Interaction 

OMII 1 Yes Observation 

 Observational Record of Caregiving 
Environment 

ORCE 2 Yes Observation 

 Parent-Child Early Relational 
Assessment 

PCERA 1 Yes Observation 

 Parenting Skills Observation Scale PSO 1 No/Bespoke Observation 

Secure Attachment to Parent     

 Attachment Q-Set AQS 1 Yes Parent Report 
 Strange Situation Procedure SSP 8 Yes Observation 

Parent Reflective Functioning     

 Parent Development Interview PDI 4 Yes Clinician Rated 
 Working Model of the Child Interview-

Parent Reflectivity Scale 
WMCI-PRS 1 Partially Clinician Rated 

Parenting Stress     

 Parental Stress Index PSI 13 Yes Parent Self-Report 

Parent Depression     

 Beck Depression Inventory BDI 6 Yes Parent Self-Report 
 Centre for Epidemiological Studies–

Depression 
CES-D 2 Yes Parent Self-Report 

 Depression, Anxiety and Stress Scale DASS 1 Yes Parent Self-Report 
 Edinburgh Postnatal Depression Scale EPDS 6 Yes Parent Self-Report 
 Postpartum Depression Scale PPDS 1 Yes Parent Self-Report 
 Postpartum Depression Screening Scale PDSS 1 Yes Parent Self-Report 

Child Emotional and Behavioural Difficulties    

 Ages and Stages Questionnaire–Social-
Emotional Edition 

ASQ-SE 1 Yes Parent Report 

 Behaviour Assessment System for 
Children 

BASC 1 Yes Parent Report 

 Brief Infant Toddler Social Emotional 
Assessment 

BITSEA 2 Yes Parent Report 

 Bayley Rating Scale BRS 1 Yes Clinician Rated & Parent Report 
 Child Behaviour Checklist CBCL 6 Yes Parent Report 
 Eyberg Child Behaviour Inventory ECBI 4 Yes Parent Report 
 Infant Toddler Social Emotional 

Assessment 
ITSEA 1 Yes Parent Report 

 Sutter-Eyberg Student Behaviour 
Inventory–Revised  

SESBI-R 1 Yes Parent Report 
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Appendices: Chapter Two 

APPENDIX 2A 

Email confirming ethical approval from the University of Birmingham Science, Engineering 
and Mathematics Research Ethics Committee. 
 
Dear Dr Law 
  
Re:  “Managing Closeness and Conflict in Residential Children’s Homes” 
Application for Ethical Review ERN_18-0948 
  
Thank you for your application for ethical review for the above project, which was reviewed by the 
Science, Technology, Engineering and Mathematics Ethical Review Committee.   
  
On behalf of the Committee, I confirm that this study now has full ethical approval. 
  
I would like to remind you that any substantive changes to the nature of the study as described in the 
Application for Ethical Review, and/or any adverse events occurring during the study should be 
promptly brought to the Committee’s attention by the Principal Investigator and may necessitate 
further ethical review.   
  
Please also ensure that the relevant requirements within the University’s Code of Practice for 
Research and the information and guidance provided on the University’s ethics webpages (available 
at https://intranet.birmingham.ac.uk/finance/accounting/Research-Support-Group/Research-
Ethics/Links-and-Resources.aspx ) are adhered to and referred to in any future applications for 
ethical review.  It is now a requirement on the revised application form 
(https://intranet.birmingham.ac.uk/finance/accounting/Research-Support-Group/Research-
Ethics/Ethical-Review-Forms.aspx ) to confirm that this guidance has been consulted and is 
understood, and that it has been taken into account when completing your application for ethical 
review. 
  
Please be aware that whilst Health and Safety (H&S) issues may be considered during the ethical 
review process, you are still required to follow the University’s guidance on H&S and to ensure that 
H&S risk assessments have been carried out as appropriate.  For further information about this, 
please contact your School H&S representative or the University’s H&S Unit at 
healthandsafety@contacts.bham.ac.uk.    
  
Kind regards 
Susan Cottam   
Research Ethics Officer  
Research Support Group 
C Block Dome 
Aston Webb Building 
University of Birmingham 
Edgbaston B15 2TT 
Tel:     Email:   
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APPENDIX 2D 

 
Participant information sheet 
 

PARTICIPANT INFORMATION SHEET 
 

Research Project Title: Managing closeness and conflict in residential children’s 
homes. 
 

1)    Invitation and brief summary 

Previous research has shown high levels of burnout and staff turnover among staff working in 
residential children’s homes. Some research has suggested this may be related to the 
characteristics of the children placed in these settings, and the resulting challenges staff may 
encounter when building relationships with these children. It is important to increase our 
understanding of these challenges, not only so that support can be offered to staff, but also 
because positive staff-child relationships are argued to improve the resilience of the children 
placed within residential homes.  

In this study, we are investigating what factors may help or hinder staff from developing and/or 
strengthening relationships with children that display challenging behaviours. Within this study, 
a challenging behaviour is defined as any behaviour that you find challenging to manage 
and/or respond to in your day to day work. 

You are being invited to participate in this study because you are currently working as a 
residential care worker within a residential children’s home. You are eligible to participate if: 

• You have worked in your current residential home for at least 3 months. 

• You are able to identify a child that has lived within the residential home for at least 3 
months, and who displays any behaviours you find challenging to manage/respond to. 

To ensure the conclusions of the study are generalizable to other staff and homes, we need to 
ensure that a number of different homes and children are represented in the overall study. This 
means that if more than one person from a particular home wishes to participate in the study, 
we may need to delay your participation until we have recruited participants from a range of 
different homes. You will be informed by the chief investigator if this is the case and you can 
decide if you wish to be contacted at a later time when you are able to participate. You will be 
able to decide when contacted if you still want to participate in the study. 

2)    What would taking part involve? 

Participating in this study will involve completing a short and simple diary and two 1:1 
interviews with the chief investigator. In total, your participation in the study will require up to 3 
hours (5x10min diary entries, 1x60-90min interview and 1x30 min follow-up phone-call) of your 
time over a period of 1-4 months. However, it is likely that the majority of this time can be 
included within your normal working hours/shifts if desired. 

Diary: You will be asked to identify a child who has lived within the home for a minimum of 3 
months, and who demonstrates behaviours that you find difficult or challenging to respond to 
or manage in your day to day work. You will be asked to keep a structured diary of five times 
you responded to behaviours you experienced as challenging. These diary entries will take 
approximately 10 minutes each to complete and will be completed during your shift. You will 
need to ensure you keep the diary anonymous and is stored in a secure/locked location if you 
wish to take it away from your workplace (e.g., at home), otherwise you must store it in a 
secure/locked location within your workplace – only you and the researcher will see the diary. 
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First Interview: After completing the diary, the chief investigator will arrange to meet with you 
for a 1:1 interview. This interview can take place in a private room within the children’s home, 
the University of Birmingham, or a St Andrew’s Healthcare location (Northampton, Birmingham 
or Mansfield). The choice of location will be yours. This interview will be audio-recorded and 
will last between 60-90 mins (including time to take your consent and to discuss the study 
after). During the interview, the chief investigator will discuss your diary interviews with you, 
and the factors that helped or hindered you from responding in a way that developed or 
maintained your relationship with the child. 

Second Interview: Approximately 1-3 months after your first interview, the chief investigator 
will arrange a follow-up telephone interview with you. This interview will last approximately 30 
minutes and will involve the chief investigator sharing initial findings from your first interview. 
During this interview, you will have the opportunity to offer your opinion on the findings, clarify 
misunderstandings, and will give you the opportunity to contribute to the analysis process. This 
interview will not be audio-recorded, but the chief investigator will take notes of the discussion.  

3)    Expenses and travel 

If you choose to participate at a location away from your place of work you will receive a 
reimbursement for any reasonable (i.e., the most cost-effective) travel expenses incurred. 
Please note that while interviews at your workplace can take place during your shift, interviews 
at other locations will need to occur on a non-working day for you. 

4)    What are the possible benefits of taking part? 

You are not likely to immediately or directly benefit from participating in this study. It is hoped 
that this study may benefit residential childcare staff more generally in the future through 
increasing understanding of how support can be provided to assist with the challenges of the 
role. 

5)    What are the possible disadvantages of taking part? 

It is not anticipated that taking part in this research will be associated with any significant 
disadvantages, distress, or risks. However, as you will be asked during the interview about 
how you have responded to behaviours that you experienced as challenging, it is possible you 
may find this difficult if this is a sensitive topic for you. Should you find topics uncomfortable or 
upsetting you can terminate the interview at any time without giving a reason, and the chief 
investigator will ensure that support is available to you.  

6)    Do I have to take part? 

No, your participation in the study is voluntary. No one except the researchers will know 
whether or not you decide to participate. If you choose to participate and later decide you no 
longer want to, you are free to withdraw from the study at any time by notifying a member of 
the research team. You will not need to give a reason.  

7)    If I participate and then decide to withdraw, can I withdraw my data from the study? 

Due to the design of the study, there are limitations to your ability to withdraw your data. You 
must notify the chief investigator within 2 weeks of the first 1:1 interview if you wish to withdraw 
your data. Where you notify the chief investigator within 2 weeks, all personal information and 
data will be securely deleted and will not be used in the study. After these two weeks have 
passed, you will not be able to request that your data is withdrawn from the study. 

8)    Data Protection and Confidentiality 

Your personal information/data will be stored and processed in accordance with the Data 
Protection Act 2018. We will be using information from you in order to undertake this study and 
will act as the data controller for this study. This means that we are responsible for looking 
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after your information and using it properly. The University of Birmingham will keep identifiable 
information about you for 10 years after the study has finished. 

Your rights to access, change or move your information are limited, as we need to manage 
your information in specific ways in order for the research to be reliable and accurate. If you 
withdraw from the study, we will keep the information about you that we have already obtained 
unless you notify the chief investigator within two weeks of the first 1:1 interview. To safeguard 
your rights, we will use the minimum personally-identifiable information possible. 

You can find out more about how we use your information at 
https://www.birmingham.ac.uk/schools/psychology/centres/cap/index.aspx   

9)     Under what circumstances will confidentiality be breached? 

Confidentiality will only be breached when information is disclosed which raises safeguarding 
concerns regarding the safety or welfare of a young person (i.e., concerns that a child may be 
being maltreated, abused or neglected). Under these circumstances, the chief investigator will 
discuss the concerns with the research supervisor, and if necessary, the chief investigator will 
escalate the concerns in line with the [Organisation Name] safeguarding policies. This means 
your information may need to be shared or made available to relevant professionals, and 
consequently you will not be able to request for your data to be deleted. You will be informed 
by the chief investigator if there is a need to breach confidentiality for safeguarding purposes.  

10)     What will happen to the results of the study? 

This study will be written up as part of the chief investigator’s doctoral thesis and may be further 
disseminated through publication in a peer-reviewed journal article that will be available to the 
public. The written up report may include selected anonymised direct quotes from your 
interview. These quotes will be anonymous, meaning you will not be identified in any report or 
publication that results from this research. 

11)     Who can I contact if I have any questions about the study? 

If you have any questions or would like to discuss any aspect of this study further, please 
contact the chief investigator or the research supervisor using the contact details below: 

Chief Investigator: Megan Wright 
Address: School of Psychology, University of Birmingham, Edgbaston, B15 2TT  
Email: 
Telepho
 
Academic Supervisor:  Dr Gary Law 
Address: School of Psychology, University of Birmingham, Edgbaston, B15 2TT 
Email:
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APPENDIX 2F 
 

Participant diary instructions 
 

DIARY INSTRUCTIONS 
 

Prior to arranging your 1:1 interview, we would like you to document times where one child has 
demonstrated behaviours you have experienced as personally and /or professionally challenging, as 
well as your response to these behaviours. These diary entries will be used as discussion points with 
you at the interview, and subsequently retained by the researcher. The diaries are purely to aid 
remembering and to make the 1:1 interview more productive. 
 
What do I need to do? 
 

1. Identify a child currently living in the residential home that you have known for at least three 
months who displays behaviours that you find challenging to manage and/or respond to. All 
diary entries must relate to the same child. 

2. Use this diary to document five times where the child has demonstrated challenging 
behaviours. Although all entries must relate to same child, your entries can include a range 
of different behaviours, or all relate to the same/similar behaviours. Depending on the 
frequency of the challenging behaviours, these can be documented over the course of a 
single shift, or over the course of a week.  

3. To aid accurate recall, please complete the diary entry within 24 hours of the behaviour or 
interaction taking place. Each time you complete an entry, document the approximate time 
and date that the behaviour occurred, and the time and date that you completed the entry. 

4. Please refrain from using any identifiable information within the diary entry. This includes 
your name, the child’s name, the names of other staff or children, and references to 
locations that may identify the home. Instead, please use pseudonyms or other means of 
identifying people and/or places (e.g., child A, staff member B, “the home”).The diary should 
be completely anonymous.   

5. Please store the diary in a locked location within the residential home while you are 
completing the diary, and prior to the 1:1 interview. You can store the diary at another 
location (e.g., at your home) so long as you are confident the entries do not include any 
identifiable information relating to the children, staff, or the home. If taken off the 
premises, you must ensure that the diary is kept in a secure locked location. 

What do you mean by “challenging behaviour”? 
For the purposes of completing this diary, a “challenging behaviour” is any behaviour or behaviours 
that you find challenging to manage and/or respond to in your day to day work. 
 
A wide range of behaviours may be experienced as challenging by different people. These might 
include behaviours directed towards others (e.g., verbal/physical aggression), behaviours directed 
towards themselves (e.g., self-harm), sexualised behaviours, as well as more subtle relational 
behaviours such as being ignored by the child or “clingy” behaviour among others. You can record 
any behaviour (included or not included in this list) that you experienced as challenging to manage or 
respond to. 
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APPENDIX 2H 
 

Example diary entry completed by participant 5 
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APPENDIX 2I 
 

Interview topic guide for the ECIT semi-structured 1:1 interview, adapted from Butterfield et 
al. (2009) 
 
1) Introduction 

a) Participant Information Sheet 
 

b) Consent Form 
 

c) Demographic information questionnaire.  
 
2) Contextual component 

a) Intro: As you know, I am investigating factors that help and/or hinder care staff 
working in residential children’s homes from developing their relationships with 
children that display behaviours that can be challenging to manage or respond to. A 
wide range of behaviours may be experienced as challenging by different people. 
These might include behaviours directed towards others (e.g., verbal/physical 
aggression), behaviours directed towards themselves (e.g., self-harm), sexualised 
behaviours, as well as more subtle relational behaviours such as being ignored by the 
child or “clingy” behaviour among others. You can record any behaviour (included 
or not included in this list) that you experienced as challenging to manage or respond 
to. 
 

b) This is the first of two interviews, and its purpose is to collect information about the 
factors that help or hinder staff with developing or strengthening their relationship 
with these children, while also having to manage and respond to behaviours your 
experience as challenging. Before we review your diary, I have a couple of questions 
to get started.   
i) Can you tell me a bit about the home where you work, such as the number of 

children that live here and how the children came to be living here? 
ii) What is your role in the home? 
iii) What do you like about working in residential children’s homes? 
iv) What do find challenging about working in residential children’s homes? 
v) In your diary entries, you were asked to choose one child. How would you 

describe your relationship with this child or young person?  
 
3) Critical incident component 

a) Intro: Now we are going to review the diary entries you have made about times where 
you have responded to behaviours displayed by the child that you found challenging to 
respond to or manage. I will be asking you to go through each event/behaviour/entry. 
I will be asking you about the impact each of these had on the relationship between 
you and the child, the factors that were helpful for you in being in able to respond in a 
way that developed or strengthened your relationship with the child, as well as factors 
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that interfered, hindered or prevented you from being able to respond in a way that 
you think would have developed or strengthened your relationship. These factors may 
include things about yourself and things internal/personal you, or things about the 
organisation/home and the external support available to you. There are no right or 
wrong answers, I am interested in your personal opinion and perspective. 
 

b) Diary entry 1 (repeat for each diary entry) 
i) Can you take me through the behaviour that you documented in your first diary 

entry?  
ii) How do you think the way you responded to the incident/behaviour impacted upon 

or affected your relationship with the child?  
(1) You mentioned that this event had a positive/protective/detrimental impact on 

your relationship, can you think of any factors or things that you think helped 
you (or prevented, hindered, interfered with your ability) to respond in a way 
that protected, developed or strengthened your relationship with the child? 

iii) Follow up probes/prompts (repeat as necessary): 
(1) When you say X helped/hindered you to respond in this way, what was 

helpful/unhelpful about X?  
(2) Please can you give me a specific example of the way that X was 

helpful/unhelpful? Or, 
(3) What made that factor helpful/unhelpful? 
(4) In what way did this impact on your relationship with the child/young person? 

In what way did this impact on the child/young person’s relationship with you?  
(5) Was there anything else that you feel was helpful/unhelpful in helping you to 

respond in way that developed/strengthened your relationship with the child? 
(6) You have mentioned factors that were helpful. Were there any factors that 

hindered, interfered or prevented you from developing/strengthening your 
relationship with the child?  

(7) You have mentioned factors that were helpful, was there anything that would 
have even more helpful?  

(8) You have mentioned factors that hindered/interfered/prevented you from 
responding in a way that developed/strengthened your relationship with the 
child. Where there any factors that were helpful?  

(9) Can you think of anything that would have been helpful you to respond in a 
way that would have (further) strengthened and developed your relationship 
with the child that was not available to you or that you did not have access to?  

 
c) Repeat step 3b for diary entries 2, 3, 4, & 5.  

 
4) Debrief, establish whether participant is experiencing any emotional distress, and provide 

list of available resources/sources of support.   
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Interview Topic Guide: Follow-up telephone call (30 minutes) 
From Butterfield et al. (2009).  
 
1) Part 1: The participant is asked to review the list of critical incidents and to answer the 

following questions: 
a) Are the helping/hindering critical incident and wish list items correct? 
b) Is anything missing? 
c) Is there anything that needs revising? 
d) Do you have any other comments?  

 
2) Part 2: Participant is asked to review the categories into which the critical incidents and 

wish-list items have been placed into, and to answer the following questions:  
a) Do the category headings make sense to you? 
b) Do the category headings capture your experience and the meaning that the incident or 

factor had for you? 
c) Are there any incidents in the categories that do not appear to fit from your 

perspective? If so, where do you think they belong? 
 

3) Part 3: Follow-up and clarification questions from first interview.  
a) Follow up on items that appeared to be a critical incident or wish list item in the first 

interview, but information was missing.  
b) Where needed, discuss with participant whether an identified critical incident was a 

helping, hindering or wish list item.   
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APPENDIX 2J 
 
Researcher reflexive statement 

 

I do not have experience working with people in the care system, with my clinical experience 

both before and during training predominantly being within forensic mental health services, 

including secure hospitals and prisons. My particular area of clinical interest has been in 

understanding and helping people with the long-term mental health consequences of 

experiencing of complex trauma during childhood, including through relational therapeutic 

interventions and implementing trauma-informed care within organisations. While I have not 

worked directly with children in the ‘looked after’ system, many of those I have worked with 

in forensic settings as adults are ‘care experienced’. While entering the care system removed 

them from the abusive and neglectful care they received from parents, their experiences of the 

care system often resulted in further trauma. In my clinical work, clients have spoken with me 

about their (often negative) experiences of having had multiple placements, feeling rejected an 

unwanted by carers when staff left or placements broke down, and (occasionally) also of their 

abusive experiences from carers in residential care. Similarly, however, many of those I have 

worked with have often been able to speak of one particularly good relationship with an adult, 

whether that was residential care worker, foster carer, or teacher, and the important protective 

effect that this relationship had for them. Hearing stories about the care system indirectly, 

alongside being exposed to those demonstrating particularly negative long-term outcomes, has 

shaped my pre-conceptions and assumptions of the care system and residential care services. 

However, this indirect exposure has also generated my wish to understand why systems which 

to provide and opportunity for reparative care and early intervention for an already vulnerable 

population often do not provide this care, and instead may unintentionally cause further harm 

for those that enter the system.  
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own practice, to gain a new perspective, improve knowledge and 
skills/techniques in relation to understanding and responding to challenging 
behaviours, and then using this to adapt practice to allow for more effective 
responding and improved relationships. 

Support from other 
staff 

The level of support available from other staff during a challenging interaction 
or behaviour, which can provide the staff member with back up in case a 
behaviour escalates or the child becomes more distressed, as well as taking 
pressure of the staff member, and disperses any perceived negative impact on 
the relationship across multiple staff, rather than just one staff member. 
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APPENDIX 2M 
 
Additional supporting quotes for retained categories 
 

Category CI Description CI Type Supporting Quote1 

Behaviour meaning-making factors 

Personalising the 
behaviour 

Not taking anything personal from a child’s 
personally-directed abusive behaviour, and 
instead recognising they are going through 
other things. Impact: Helps to respond in 
helpful way through being able to distance 
self from the behaviour.  

Helping P5: That’s perfect because that’s what I mean. We have kick offs, we have 
blips where they’re abusive and all this kind of stuff. They’ll do all for 
that, but then I won’t take anything from that, because they’re having a 
bad time.  

 Particular comments that pick up on personal 
characteristics (such as gender) are more 
difficult to not take personally. Impact: 
Harder to feel empathetic towards child as 
feel they are trying to get power over you, 
making it harder to respond sensitively or 
compassionately. 

Hindering P3: Sometimes he gets quite rude or shuts the door in my face, when he 
gets angry he just gets quite rude . [...] It’s not really one particular 
comment, it’s more if he’s getting rude in a certain way that he wouldn't 
do with guys. [....] Urm, actually you know what, yes. It potentially is 
discriminatory, towards the female gender thing. Because he is about that 
power dynamic, and he will do things to try,  

Understanding 
contextual factors 
behind the behaviour 

Understanding the family difficulties that 
child was experiencing at that time. Impact: 
Helps through being able to empathise with 
why the child is stressed, and make sense of 
why their behaviour has deteriorated.  

Helping P1: But I think you have to sort of understand that we already knew about 
his sister being placed in adoption, you know (inaudible), brothers and 
sisters were in care and stuff like that. So obviously when he found out his 
mum was pregnant, obviously he was starting behaviours because he’s 
now stressed that he’s not going to be able to see his sister. He’s not going 
to be able to meet her or anything like that.  

 Not understanding what is going on in the 
child’s life, or what routine daily events may 
bring up for the child can lead to behaviour 
feeling unpredictable. Impact: Can make it 
difficult to understand what is going on for 
the child, and create uncertainty as to how to 
respond to rapid shifts in the child’s mood 
and behaviour.   

Hindering P2: Sometimes it’s like, it could escalate to a point where it’s like physical, 
like aggression or something like that, and then when you have to try and 
control that and bring them back down, it’s quite hard. Because you don’t 
like expect, like you’re having a good day and then something out of the 
blue happens and then you have to try and deal with that. [...] the 
unpredictableness. Because they could be just sat there, and then they have 
a conversation with their family member and it brings up like some sort of 
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memory or something, or unresolved feelings and stuff, and they kind of 
lash out on us because we’re the only people that are there.  

Considering the impact 
of developmental 
trauma 

Recognising that the child has experienced a 
lot of changes in hie relationships/carers in 
the past. Impact: Can use this to make sense 
of why the child might test you, increase 
empathy towards them, and be more 
accepting of the child and their behaviour 
towards you.  

Helping P2: I guess he’s had quite a lot of people leaving in his past do he does try 
and push and push and push until he either makes that person leave, or that 
person continues and they stay. So that’s the thing, he’s had so many 
people in his life leave, and suddenly, so I understand that he will push and 
push and until he sees that he gets the reaction that he wants from the 
person. 

 Staff member recognising that they share 
similar characteristics to (potentially) 
abusive family members. Impact: Can use 
this to make sense of child’s ability to trust 
you and feelings towards you, and instead 
took more time to invest in developing 
relationship.  

Hindering P4: But in the beginning he was quite closed off because he’s got like 
Asian family and I think that kind of might of triggered something, or he 
just didn’t like me because I’m Asian myself. So I had to work on that and 
build a relationship like that with him, with similar interests.  

Taking the child’s 
perspective 

Recognising that the child had 
misunderstood the situation and was 
catastrophising about the consequences. 
Impact: Able to change approach and 
explain the situation and consequences to 
them.  

Helping P1: I think because obviously I recognised that he didn’t understand what 
was actually happening. He just though “oh I’ve been arrested, I’ve gone 
to the police station, I’m going to prison”. Urm, so I think it was more just 
educating him of what’s going to happen, and also reassure his mum that 
we don’t want him locked up or anything like that. [...] So then obviously, 
after I’d explained to him, it was more positive, we did end up just sort of 
rebuilding on the relationship after that.  

 Not being able to read into what the child in 
thinking and feeling in that moment, and 
hence understand what they need from you. 
Impact: Not sure how to respond, which may 
be interpreted negatively by the child and 
affect their ability to trust you.  

Hindering P4: I think what was making it hard was that I just didn’t know how to get 
him to speak to me myself. Because I’d tried speaking to him, I’d tried 
joking around, I’d tried asking if he was hungry, and he was still not 
speaking to me. So I kind of felt that it was like hard because I didn’t 
know what to do. [...] I think it’s unhelpful because the child kind of picks 
up on it as well. Like, they kind of know, oh, they kind of realised “oh she 
doesn’t know what she’s doing” like “she doesn’t know what she’s doing 
and that’s a bit bad”. So I think they pick up on it, and then going forward 
I think they try and test you that way as well. [...] I think it would affect it 
negatively, just because it would affect their trust in me as a support 
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worker. And if they think that I don’t know what I’m doing then they 
would think that I’m not reliable.  

Individual staff characteristics 

Capacity for emotional 
awareness and 
regulation 

Knowledge and use of emotion regulation 
strategies during the day. Impact: Able to 
calm own reaction to child’s behaviour.  

Helping P3: Urm, in terms of, um what do I do. Oh, if I’m honest sometimes 
breathing techniques and stuff like that just to calm myself a little bit. 
Yeah. Might make myself a cup of tea, just talk to the other staff. 

 Responding in a heightened way to a child. 
Impact: Further heightens the interaction and 
can lead to child feeling negatively towards 
you.  

Hindering Sometimes he gets a little bit stressed with me because sometimes he tries 
to fire stuff at me and I fire it back and give him the facts, and then he gets 
upset because he’s like “arrghh”.  

 Being able to regulate own negative 
response to the child’s behaviour. Impact: 
Would have prevented you from 
withdrawing from the relationship, and may 
have allowed you to consider a more helpful 
way of responding.  

Wish List P4: [talking about what would have happened if they hadn’t had a negative 
emotional response] I think I would have been able to keep the 
relationship positive and find a positive way around it, rather than let it 
turn into, like, oh leave me alone. So, yeah, I think it would have changed 
the way that I dealt with the situation. 

Staff temperament and 
personality 

Being a naturally calm quiet person during 
heightened situations, which works for that 
particular child. Impact: Easier to remain 
calm during heightened situations, and not 
having to invest in regulating self during 
interactions, which works particularly well 
for that child.  

Helping P3: And generally this (being calm/quiet) is the way I deal with things 
anyway, so that works with me anyways. If I was someone who was a very 
loud character then maybe that would be a struggle to kind of like, to try 
and turn that down. It kind of works for me because that’s how I deal with 
heightened situations anyway. [...] . It’s not just me, there’s a few other 
people actually who are similar. There’s one guy in particular who he 
really likes because he is very mellow and chill. It’s not like, it’s not that 
he’s quiet because he’s scared or anything, it’s just he’s a very chilled guy. 
It just seems to be something he likes, urm, yeah. We could get another 
young person in, and our personalities might not be working for them. It’s 
just, in a way, lucky for us.  

Relational factors 

Quality of the existing 
relationship 

Having a good relationship. Impact: Less 
likely to direct behaviour towards you, and 

Helping P5: You know, I don’t get any outburst from him, I don’t get nothing from 
him, every time he’s fine with me, but then he’ll have outbursts with other 
staff members. But, every time I phone him or I see him when he’s here 
with me, he’s fine with me, we have a good relationship. [...] I think it 
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means that trust you to be supportive when 
needed.  

helps because obviously they can see that, you know what I mean, that 
you’re here. You’re here, you’re not just here to do a job. You’re here, 
you’re here to be supportive, you’re here to help them, you know, you’re 
here if they feel down or anything like that. You’re here to back them up 
kind of thing, you know what I mean? 

 Not having a strong or secure relationship at 
the time of the interaction. Impact: Had to be 
a more careful with response, as the lack of 
security created more risk of a rupture to the 
relationship by not responding appropriately.  

Hindering P2: So I did kind of feel a bit anxious, and with my relationship with him I 
felt that if he was to escalate to that point, then all of the progress that I 
would have made with him would have gone out the window. So I was 
trying to prevent that from happening.  

Feeling care efforts are 
rejected or ineffective 

Staying in contact with young people that 
have left care and have done well. Impact: 
Feel more effective in role, experience job 
satisfaction, and find relationships with 
children more rewarding.  

Helping P5: Everywhere I’ve gone I’ve had good relationships with staff and the 
young people. I’ve had young people when they’ve finished in care and 
tell me how they’re doing. All that stuff to me is job satisfaction. Like I 
was saying to you at the start, you know, young people remember certain 
things in their lives when they were in the system.  

 Feeling that the child doesn’t respect the 
staff, the work they do, and that the child is 
not grateful for the good care they receive. 
Impact: Feel less empathetic towards the 
child, including experiencing feelings of 
annoyance and frustration towards the child.  

Hindering P3: but we were also a bit annoyed because our manager has put so much 
into the home and he knows this. So it’s like, do you have that respect for 
her? You’re going around destroying the home. I probably would have 
been more empathetic but I still would have been annoyed if he’d gone 
around dealing with it the same way. [...] It is something that’s sometimes 
there, because its like, not in a rude way they don’t realise quite what they 
have. I do realise that they are going through things, but you do get kids 
who are refugees from other places who have gone through a lot worse 
potentially and they are very appreciative of what they can access. You 
hear about kids in Africa who literally have nothing and are so happy 
when you see them, and things like that. So, sometimes working in that 
environment and be a bit frustrating because it’s like, I get that you’re 
going through things, this is a home where it’s a good company who are 
putting in money and resources and work. Yeah, that can sometimes.  

Responsiveness and 
engagement from the 
child 

Trying to engage with the child and them not 
engaging with you, and only ‘grunting’ in 
response. Impact: Makes interactions with 

Hindering P2: One day he can wake up and he’ll be the happiest chattiest person, and 
others you can just tell it’s going to be one of those days. [...] on that day 
he was quite, in one of those moods. I tried speaking with him and I’d just 
get a grunt back. It’s just hard, it makes the whole day feel a bit, and then 
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the child feel hard work and unsure of how 
to respond.  

like, you’d say one little thing and then he’d be kicking off because I’d 
said it in the wrong way.  

 Passive behaviour from the child, where they 
don’t engage with you. Impact: Not sure 
how to engage with them, which puts strain 
on the relationship.  

Hindering P4: It’s more passive and stuff. And then you don’t really know how to 
deal with it because it’s not really outwardly, it’s just inwardly. It’s quite, 
it does have strain on the relationship when you don’t know how to deal 
with it because it will just carry on. The child will just do it more and more 
if they know that they can do it. So it does kind of, urm, affects it.  

Strategies and techniques 

Emotional connection 
and trust before 
boundaries 

Emphasising to the child that you understand 
their perspective before enforcing the 
boundaries around being out of the home, 
and telling the child they have to come 
home. Impact: Child accepted the boundary.  

Helping P1: I just sort of went out and had a bit of a walk around and I ended up 
seeing him and I was like, where you going? Urm, we sort of had the 
conversation while we were in the community, and he was like “I just 
want to go out with my friends”. And I was like, I get that, but you have to 
sort of come back, and you have to speak to us first. You can’t just do 
what you want when you want. That’s not how it works.  

 Trying to connect with the child when they 
are heightened and dysregulated to calm 
them down. Impact: Able to avoid extreme 
boundaries that may harm the relationship, 
and instead use proportionate consequences.  

Helping P5: For me personally I like to try to sit down with the young person and 
talk to them rather than roll around doing restraints and all that sort of 
stuff. [...] I start talking to the young people and they started putting their 
trust in me. Yeah, then it started to work how I wanted it to work where I 
could talk to them rather than all that, like restraints and putting them in 
rooms, and breaking them away from everyone else so they can calm 
down and all this kind of stuff. Because it’s not right, you know what I 
mean? We don’t want them to go through, we don’t want them to feel like 
that’s we’re about.  

Taking responsibility 
for creating an 
opportunity to re-
establish the 
relationship 

Recognising that an interaction had ended 
with a negative impact on the relationship, 
so choosing to return to the child and heck 
they are okay. Impact: Prevented lingering 
bad feelings towards each other.  

Helping P4: I don’t know, I felt like, because I just gave up. Even though it was 
negative and I was in pain and stuff, a part of me didn’t want him to feel 
negatively towards me. So I did then think of a way, urm, he just needs to 
be distracted and focus on something else independently. Any feelings he 
had to me in that situation would just go away. [...] I just wanted it to end 
positively. I didn’t want to leave it feeling like that, because I think if I 
were to leave it like that it would kind of escalate. [...] I went back to it and 
urm just made sure that he was okay, and he didn’t have any bad feelings 
or anything like that, so.  
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 Creating time to return to the child to have a 
conversation with them after a negative 
interaction where you had taken the child’s 
comments personally and sharing 
perspectives. Impact: Created an opportunity 
for an apology, and felt less negative 
towards the child. 

Helping P3: Yeah, it was fine because that was a day where I did need to just take 
five minutes because he was just being very rude when he was heightened. 
[...] We did, we did talk about it and he did say he did feel bad and things 
like that. Yeah we had a conversation about it and he was making and 
effort to show he was sorry.  [...] because it’s something I would have 
wanted to address with him anyways. I would have taken the time 
anyways to see if I could address that. It’s a conversation that I would have 
wanted to have.  

Active learning from 
observing and 
reflecting on the 
child’s reactions to 
staff 

Paying attention in the moment to how your 
actions are influencing the situation and 
recognising the need to adapt the particular 
situation. Impact: Able to recognise when to 
change approach to enable a positive 
outcome.  

Helping P1: But you just sort of have to take notes in the moment, and think this is 
working and think isn’t working. Obviously, off the kids risk assessments, 
they all have recognised de-escalation techniques that have proven to work 
time and time again, but it all depends on the situation and where you are. 
[...] To be fair, if your heightening a kid, it’s probably not working.  

 Observing how the child engages with the 
staff, and how other staff’s behaviours 
impact upon their relationships with the 
child. Impact: Able to adapt how you engage 
with the child so as not be someone he 
targets.  

Helping P2: Yeah, because I’ve seen how he can behave around people. I didn’t 
want, he’ll sort of find, urm, there’s always a member of staff that’s 
always a target for him. I didn’t want to be that target, I didn’t want to be 
that one that he doesn’t get on with and doesn’t want to be around.  

Flexibility in the 
implementation of 
boundaries 

Being flexible on the rules, within reason, 
around the child giving in his phone at night. 
Impact: Able to prevent an unnecessary 
incident.  

Helping P5: He might say, can I have 5 or 10 minutes extra. I’m supposed to be 
saying, no, no. But as a resolution, and I’m saying to him, okay I’m going 
to try and work with him, you work with me. Okay, I’ll give you the 10 
minutes, but then you give me the phone. He gives me the phone after the 
10 minutes. [...] Yeah, it can, it can. Like, I’ll put my hands up, I shouldn’t 
really be doing it. But sometimes you do it because it eases the situation. 
Because in his mind, yeah, a little thing can escalate very quickly, yeah. 
So, in order for that to stop, and if it’s five or ten minutes, give him the 
five or ten minutes. What’s the problem?  

 Having to follow a care plan that requires 15 
minute checks even though can see this is 
making him feel negatively towards you. 
Impact: Negative impact on relationship due 
to you acting in a way that he doesn’t want 

Hindering P2: I think he just probably saw me as some nagging thing, constantly. I 
think that did, it does affect it in that moment because he wants to sleep 
and he doesn’t want me bothering him, and I’m constantly bothering him. 
He probably just sees me as this annoying noise in his ear that’s just not, 
obviously that he doesn’t want, which does affect it. Then he’d get up and 



 175 

you to, and isn’t sensitive to his needs at the 
time.   

he’d just be in a bad mood. It would affect you for that day, how you are 
together.  

Upholding boundaries 
and consequences 

Being repetitive about the boundary, 
explaining the rationale, and not giving in 
despite the child’s persistence. Impact:  
Creates consistency and security for the 
child within the staff-child relationship. 

Helping P4: So I was just trying to explain to them that you can’t really do that, 
that it’s there for a reason, and that you have other money that you can 
spend. Like your pocket money or your incentive money, you can spend 
that on as many trainers as you like. But that activity money is only for 
activities, and I was trying to explain that to them. Just going back and 
forth and explaining why, the repeated discussion on that, I think after a 
while he just kind of gave up and was like “yeah okay, I’ll spend it on that, 
and save it and spend it on an activity”. I think just me repeating myself 
over and over kind of stopped that behaviour. 

 Pursuing criminal charges against a child 
due to them punching you. Impact: Due to 
the level of consequence, the child resented 
you, which negatively impacted upon the 
relationship.  

Hindering P1: [child] had assaulted me a couple of days prior, and had been arrested 
for it. (inaudible) that i’m pressing charges, you don’t get to assault me. 
His mum had asked about what had happened, and she was actually quite 
negative, urm, and [child] turned around and was like oh she’s the one that 
had me arrested, she wants me to go to prison. He was really really 
negative about the fact that I’d had him arrested [...] Short term it was 
quite negative.  

Systemic and organisational factors 

Consistency within 
teams and systems 

Being co-ordinated with the other staff 
member in how you both responded to a 
behaviour. Impact: Able to resolve an 
incident without an escalation, which could 
have harmed the relationship.  

Helping P1: Urm, but obviously, me and the other team member, we sort of work 
together as a team quite well. One was being good cop and one was being 
bad cop, and that sort of worked quite well because then he ended up 
talking to her and not me.  

 Lots of new staff at once created relational 
inconsistency for the child. Impact: 
Unsettled child and tested his relationships 
through his behaviour.  

Hindering P2: So then all of us new staff came in, and there was a lot of change in the 
staff team in the space of four months and that really unsettled him. So 
he’s gone round each new member of staff one by one just trying to push 
as much as he could, just to see who would be there for him and who 
wouldn’t.  

 School not working to the same goals, or 
communicating, with the home regarding 
home-schooling, which led to the child 
receiving inconsistent messages. Impact: 

Wish List P3: If he was then excluded, then they came in and said this is what you 
needed to be doing then that would have given him more consistency. 
Then I think we would have had less issues because then he would have 
known what was expected of him. [...] That kind of thing really. We’re 
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Created additional challenges and led to 
more challenging behaviours in the home 
that needed to be managed, affecting staff-
child relationships.  

only doing little bits each day, we’re trying to find little things, but we’re 
not teachers. The college weren’t sending any work.  

Back up from other 
staff 

Manager intervening when a staff-child 
relationship had deteriorated as consequence 
of their response to a behaviour. Impact: 
Able to resolve the relationship difficulties.  

Helping P1: Yeah, so if I’ve spoken to [child] and it’s been a negative interaction, 
like the time where he didn’t speak to me for three weeks. That ended up 
having a managers intervention, because they end up having to speak to 
[child] on my behalf, because he wouldn’t even speak to me unless I was 
addressing him. So it worked quite well, because they sort of repaired the 
relationship between me and [child] as well.  

 Wanting another staff member to take over 
or assist with managing a behaviour, rather 
than being left to it on their own. Impact: 
Would have helped spread the relational 
burden between them.  

Wish List P4: I think maybe just someone to intervene, urm, so I didn’t have to take 
all of the burden myself. So having someone there that would have 
intervened and would have just taken over for me I think that would have 
been helpful, both for the situation and my relationship with him.  

Supervision and 
training 

Training on why a child may direct anger 
towards you. Impact: Being aware of these 
factors helps in making sense of behaviour 
and choosing how to respond.  

Helping P3: We also did have some training that really helped as well about why 
they might direct anger on to you. Sometimes it can be wrong time, wrong 
place, and sometimes you might remind them of someone. That was 
helpful too, to just be aware of. 

 Would have liked training or opportunities to 
observe other staff to gain knowledge of 
more techniques for responding to 
challenging behaviour. Impact: Would have 
been able to respond in a more helpful way.  

Wish List P4: I think maybe different techniques on how to manage behaviour. I 
think when it’s challenging, if I’d known different techniques then I would 
have been able to respond in a different way. [...] Like more training or 
more education on it, or just observing other staff members using different 
techniques.  

1 Supporting quote is not exhaustive, and overall CI/impact descriptions are based upon discussion of CI in the full transcript and/or further discussion with 
participant at follow-up interview, which may not be fully reflected in quote provided.  

 




