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Executive summary 
 
Background 

The quality of parenting has consequences. It can influence adolescent health behaviours, 

the uptake of health services and the susceptibility to illness in later life.  There is good 

evidence on the beneficial impact of those interventions which involve parents and their 

teenage children. Among adolescents the use of alcohol, drug-substances and tobacco, as 

well as sexual-risk behaviour, can all be reduced.  These interventions are more likely to be 

effective if they meet the following conditions: if they are informed by theory; if they are 

delivered in a community or home setting, if they are provided by a trained deliverer; if they 

contain activities to promote connection and behaviour control; and are of at least four 

weeks' duration. Although biomedical interventions may be readily transferred among 

countries, those interventions which are to do with changing behaviour are far more specific 

to particular cultural contexts. This project, funded by the Robertson Trust, and informed by 

a multi-stakeholder advisory group, sought to develop and pilot a behavioural-change 

intervention with a group parents of teenagers in Scotland who were identified as having 

unmet needs.  

The project was informed by a framework comprising six essential Steps for Quality 

Intervention Development.  The figure overleaf shows how the six steps (in the left-hand 

column) correlate with this project's research objectives (in the right-hand column). So, for 

example, the research objective which associates with Step 1 and Step 2 is: Use local data, 

and work with key stakeholders to identify and decide on the scale and nature of the 

problem. 

 

Steps 1 & 2: Understanding the problem and identifying which factors can be 

modified  

The project drew upon three sources of information: a systematic literature review; 

stakeholder consultations; and interviews with kinship carers. Of the kinship carers, there 

were ten, aged between 50 and 70, all of whom were grandparents; and all but one of whom 

were women. Our empirical research revealed five emergent themes. First, there was a 

tendency for the participants to become a kinship carer as a result of one or more of the 

following difficult circumstances: bereavement, addiction, negative peer influence, addiction, 

disability, and medical complications. Second, the teenagers were often beset by unforeseen 

and complicated circumstances, such as sudden and serious illness in the family, a situation 

which they found difficult to cope with. Their resulting emotional and behavioural difficulties 

in turn affected their relationship with their kinship carer. Third, these kinship carers 

themselves often had to deal with problematic relationships with the teenager's birth-parents 

and in-laws. Fourth, kinship carers felt somewhat stigmatised, and lacked both the social 

approval and financial assistance given to foster-parents. Fifth, as a result of having to cope 

with all the foregoing, kinship carers reported high levels of stress. These five elements 

comprised the 'problem'. We then sought to define the key factors which the intervention 

could seek to modify: (i) connection (the bond between the parent and child), (ii) the ability of 

the carer to control the teenagers’ behaviour - behaviour control, including conflict 

management; and (iii) the kinship carer's capacity for resilience and coping. 
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The Six Steps for Quality 

Intervention Development 

(6SQuID): 

The Research Objectives and how they relate to the six steps: 

 

Step 1. Define and understand 

the problem and its causes. 

Step 2. Identify which factors 

can be modified. 

(i) Use local data, and work with key stakeholders to identify and 

decide on the scale and nature of the problem. 

Step 3. Decide on the 

mechanisms of change. 

Step 4. Clarify how the 

mechanisms of change will be 

delivered 

(ii) Use a theoretical framework to develop a parenting intervention for 

delivery in Scotland; 

(iii) Identify effective methods (ie best practice) for engaging parents 

with the topic of risk-taking behaviours, including alcohol abuse; 

(iv) Explore the acceptability of the intervention among study 

participants 

Step 5. Test and adapt the 

intervention. 

 

Step 6. Collect sufficient 

evidence of effectiveness to 

proceed to a rigorous evaluation. 

(v) Pilot the intervention with third-sector organisations in two different 

geographical locations; 

(vi) Examine to what extent the intervention is delivered as 'prescribed', 

and meets identified outcomes; 

(vii) Explore the acceptability of the intervention among study 

participants; 

(viii) Refine the intervention, based on the findings of the pilot; 

(ix) Define the main outcome measures to be used in a future 

evaluation of the intervention. 

 

Table: A framework for the development of an intervention for parents with teenage 

children in Scotland. 

Steps 3 & 4: Deciding on the mechanisms of change, and clarifying how the 
mechanisms of change will be delivered 
The change-mechanisms which we selected for the intervention were logically informed by 
our theoretical understanding. In essence, our theory of change specifies that in order for our 
core intervention activities (that is, those related to 'connection' and 'behaviour control') to be 
applied effectively, it is essential that carers are better able to cope with the immediate 
stressors they faced. We proposed, therefore, that increased resilience and better coping 
create a space whereby kinship carers can both absorb intervention content and apply it 
more effectively, thereby producing beneficial effects for both the kinship carers and 
teenagers.  
Our theory of action, informed by our literature analysis, generated an organising concept for 

the intervention – CARE - whose characteristics are shown in the Table below. 
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Table 2. Characteristics of the CARE intervention 
 

Intervention 
characteristic 

Description 

Content Learning 
― Connection/communication 
― Behaviour control & conflict management 
― Stress/resilience and stress management techniques 

 
Self-monitoring to raise self-awareness, reflection and facilitate 
planning  

Provider  Trained provider 

Format Group work, diaries, homework 

Setting Community 

Recipient Kinship carers (in the first instance) 

Intensity Five sessions, lasting 2 hours each, in addition to weekly diary 
homework task 

Duration Weekly sessions for five weeks 

   
Table: Characteristics of the CARE intervention  

An away-day event for all the kinship carers which would embody these CARE 

characteristics was arranged. The first part of the day addressed key factors (i) connection, 

(ii) behaviour control including conflict management; the second part of the day addressed 

key factor (iii): modifying the kinship carer's capacity for resilience and conflict management, 

and it provided tailored stress- and conflict-management techniques, a part of the 

intervention termed Please Look After Yourself (PLAY). Thereafter, we clarified, with the 

assistance of the advisory group, how the CARE intervention would be delivered, and we 

produced a manual for this purpose (see Appendix 3). 

Steps 5 & 6: Testing and adapting the intervention, and collecting sufficient evidence 
of effectiveness to proceed to a rigorous evaluation 
In order to test and refine the intervention, a pilot study was undertaken in two community 
venues based in central Edinburgh (Leith) and in East Lothian in Musselburgh.  Over a five-
week period, for two hours per week, each session addressed the modifiable factors stated 
in (i) and (ii) above. The intervention was undertaken - after appropriate training, feedback 
and refinement - by a family-support worker from Midlothian Council. Each of the two groups 
comprised six carers, all grandmothers aged 50-70 years old. We conducted two rounds of 
focus groups. The first round was at the end of November 2015. After refinements, the 
second round occurred in February 2016. 
 

After analysis, the data from the first focus groups revealed that all participants deemed the 

intervention to have been useful in their understanding of behaviour control and conflict 

management, though they had yet to apply it in practice. All participants reported 

communication improvements with their teenager ('connectedness'). They felt more self-

aware regarding their caring role. The benefits of the PLAY techniques made them 

reportedly more calm and open with their teenager; they now realised that taking time to 

care for themselves helped them to care better for others. Of the specific PLAY techniques 

taught, balancing and breathing were reported to be the most useful. That said, some 

refinements for improvement were made by the carers about the intervention: for example, 

having the intervention deliverer read any written material out loud; outlining the content for 

the whole five-week course at the outset; scheduling the PLAY techniques after the other 

content, so as to prioritise the needs of the teenager. Two months later, after the carers had 
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been able to apply their new learning with their teenager, the second focus group reiterated 

some of the benefits of the intervention, especially those derived from the calming effects of 

the breathing techniques. Similarly, the carers repeated a greater sense of self-awareness in 

their carer-teenager relationship, learning how to explain rather than forcibly to impose 

behavioural rules; in other words, how better to 'steer' a difficult conversation without open 

conflict ensuing ['behaviour control']. 

Summary 
We have used a systematic method to develop what we would argue is a robust programme 
for parents with teenage children.  The intervention has not yet been evaluated, however, 
plans are currently underway to do so.  The intervention will not be evaluated by the authors 
of this report, to ensure that any findings are free of bias. The authors will, however, remain 
involved in an advisory capacity.  We expect that the CARE intervention will be helpful for 
kinship carers and think that it has clear applicability for interventions with other parent-
groups. Many kinship carers are from deprived, resource-poor areas; and indeed this 
deprivation is likely itself to be a considerable stressor.  Programmes such as CARE should 
not be delivered in isolation other sources of support, e.g. government funded childcare, and 
more financial support from the government generally. We must be careful not to 
decontextualise or depoliticise the carer's concerns, thereby giving the carers the impression 
that because we have taught them these skills then they should not need or expect further 
support. From a purely financial standpoint, kinship carers save the government a 
substantial amount of money by preventing young people from going into the care system 
and possibly following that institutional trajectory through to prison.  
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1. Background 
Parenting influences adolescent health behaviours, uptake of health services and 
susceptibility to illness in later life (Stewart-Brown, 2012).  A review conducted to inform 
development of the Scottish Government’s National Parenting Strategy concluded that there 
is good evidence relating to the impact of interventions involving parents aimed at reducing 
alcohol, substance and tobacco use, and sexual risk behaviour in adolescents (McAteer, 
Jepson, Wight, 2014; Ford, Scott, McAteer, 2014).  Interventions are more likely to be 
effective if they are delivered in a community or home setting, provided by a trained 
deliverer, contain activities to promote connection1 and behaviour control2, consist of at least 
4 weeks contact time, and are informed by theory.  It is important to note, however, that the 
majority of effective interventions were developed in the United States.  It is therefore 
unclear to what extent findings might translate into the Scottish context.   

Transferring interventions from one country or population group to another depends on 
context as much as the intervention itself. For example, some biomedical interventions may 
be fairly easy to transfer between countries because the intervention operates by a universal 
biological process. The use of vaccine against poliomyelitis might be considered globally 
relevant regardless of the population although the infrastructure workforce capacity required 
to deliver the vaccine effectively across a population may vary across different countries. 
Most public health interventions to change behaviours – such as parenting behaviours – are 
however context specific and their transferability between countries, localities or settings 
requires careful consideration. What has worked for one group may not work for another, 
particularly considering that people’s values, behaviours and priorities differ, in addition to 
differences in policy context and delivery infrastructure (Burchett et al., 2011; Burchett et al., 
2012). 

1.1 Aims and objectives 

This project aimed to draw together what is known about what works in regards to parenting 
teenage children, in order to develop and pilot an intervention specifically for use within the 
Scottish context.  A recent framework has proposed six essential Steps for Quality 
Intervention Development (6SQuID) (Wight, Doi, Jepson, 2015), outlined in Figure 1.  We 
have presented the findings of our report using this framework.   

Six steps in quality intervention development 
1. Define and understand the problem and its causes 
2. Identify which factors can be modified 
3. Decide on the mechanisms of change 
4. Clarify how the mechanisms of change will be delivered 
5. Test and adapt the intervention 
6. Collect sufficient evidence of effectiveness to proceed to a rigorous evaluation 

   

                                                      
1 Activities that promote bonding and positive communication 
2 Activities that promote the shaping and/or restricting or adolescent behaviours  
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Figure 1. Six steps in quality intervention development, adapted from Wight et al 
(2015) 
 
The main objectives for this project are to: 
1. Use local data and work with key stakeholders to identify and decide on the scale and 

nature of the problem  
2. Use a theoretical framework to develop a parenting intervention for delivery in Scotland 
3. Identify effective methods (i.e. best practice) for engaging parents with the topic of risk 

taking behaviours, including alcohol misuse 
4. Pilot the intervention with third sector organisations in two different geographical 

locations  
5. Examine to what extent the intervention is delivered as “prescribed” and meets identified 

outcomes 
6. Explore acceptability of the intervention among study participants 
7. Refine the intervention based on the findings of the pilot 
8. Define the main outcome measures to be used in a future evaluation of the intervention 

2. Define and understand the problem and its causes, and identify which factors can 
be modified (6SQuID steps 1 & 2) 

Objectives: 1. Use local data and work with key stakeholders to identify and decide on the 
scale and nature of the problem 

In order to define the problem and its causes, and identify which factors can be modified as 

part of the intervention, we drew upon three sources of information.    

2.1 Literature review of effective interventions for all parents  

We referred to a previous literature review of interventions involving parents aimed at 

reducing alcohol, substance and tobacco use, and sexual risk behaviour in adolescents 

(McAteer et al, 2014). This review identified a total of 21 interventions, of which 10 were 

effective.  Effective interventions targeted activities to promote connection and behaviour 

control, indicating that these are key modifiable factors influencing parenting outcomes.   

2.2 Stakeholder consultations to identify a specific population group 

In order for our intervention to be most useful at the policy and practice level, we conducted 

stakeholder consultations to identify a specific target group.   

Children 1st/ParentLine  

The main researcher (JH) consulted with contacts at Children 1st, who run ParentLine, a free 

helpline, email and web-chat service for anyone caring for or concerned about a child.  JH 

met with the manager for ParentLine and sat in on telephone calls, in order to identify 

specific groups who may benefit from intervention.  Kinship care – when a child is looked 

after by extended family or close friends, if they cannot remain with their birth parents – was 

identified as a priority area.  This is also consistent with the National Parenting Strategy, 

which identifies kinship carers as a group who have unmet needs.     

Advisory group consultation 

An advisory group for the project was set up, consisting of key stakeholders from policy, 

research and practice, as shown in Table 1.   

Table 1. Advisory group members 

Name  Affiliation 
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Dr Larry Doi SCPHRP, University of Edinburgh 

Dr Ruth Jepson SCPHRP, University of Edinburgh 

Pam Dawson/Christine Scullion The Robertson Trust 

Belen Moreno Midlothian Council 

Emma Hogg/John Brown NHS Health Scotland 

Maria Gray/Leona Solley Scottish Government 

Claire Simpson Parenting Across Scotland 

Dr Jane Hartley SCPHRP 

Dr John McAteer SCPHRP 

Jackie Tolland  Parenting Network Scotland 

Heather McVeigh/Ben Thurman Mentor Scotland 

 

We sought consensus from the advisory group regarding developing the intervention for 

kinship carers in the first instance, based on consultations with Children 1st/ParentLine.  The 

advisory group agreed, specifically since kinship care support is currently on Scotland’s 

political agenda; the Children and Young People Act (CYPA) sets out a duty for local 

authorities to provide support and assistance to kinship carer families who have a kinship 

care order.  

2.3. Interviews with kinship carers to identify additional needs   

Whilst the literature review outlined in section 2.1 identified two general factors that our 

intervention should target in order to influence parenting (connection and behaviour control), 

we recognised that kinship carers may have additional needs.  In order to ensure that we 

captured these, we conducted semi-structured interviews with kinship carers.  We initially 

intended to use focus groups, however, due to logistical issues with getting all carers 

together at a convenient time for all, decided that interviews were more appropriate.  The 

methods and findings of these are outlined below.  Interviews were approved by the 

University of Edinburgh Centre for Population Health Sciences Ethics Committee.   

Method 

Recruitment 

We aimed to recruit carers from both a rural and urban setting in order to seek a range of 

views.  We used our contacts at Mentor Scotland and Children 1st to pass information sheets 

regarding the interviews to kinship carer support groups and obtain verbal consent.  

Participants were offered £15 as an incentive to take part.  Once carers provided verbal 

consent, JH contacted them via telephone to organise a suitable time for interview.   

Sample 

Of all the ten participants there was only one man. All participants were grandparents, ages 

ranging between 50 and 70 years, and all were based in either central Edinburgh (Leith) or 

Musselburgh and surrounding areas.   

Procedure 

All participants read a research-related information sheet and signed a consent form prior to 

the interview. We conducted six individual interviews and two paired interviews. All of the 

individual interviews were conducted in participants' homes, and the paired interviews were 

conducted at a community venue.  The interviews lasted a maximum of two hours, with the 

majority taking around 75 minutes. All interviews were recorded using a digital recorder. 

Participants had the opportunity to ask questions and were free to leave at any time. The 
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topic guide was semi-structured, and was designed based on discussions with stakeholders 

and advisory group members (see Appendix 1).   

Analysis 

Interviews were transcribed verbatim by 1st Class Secretarial Services, who were required 

to sign a confidentiality agreement prior to being allowed access to the audio recordings. 

Transcripts were entered into a qualitative analysis software package (NVIVO) to facilitate 

analysis. Thematic framework analysis was undertaken. Mapping and interpretation of 

themes took place whereby all relevant data items were matched to codes and a selection of 

quotes, which illuminates the themes, and were then extracted for this report. Both JH and 

JM reviewed the data and consensus was reached as to the most representative 

interpretation of the data. 

Findings 

1. Overview 

Analysis of the interviews produced five main identified themes of relevance to this project: 

1. How participants came to be carers 

2. Teenagers’ learning; behavioural and emotional difficulties and how these impact on the 

carer-teenager relationship, in particular: communication, conflict and behaviour control 

3. Wider family issues 

4. Experience of stigma as a kinship carer 

5. Carer’s experiences of stress 

We have described the themes below, and included illustrative examples when appropriate.   

2. How participants came to be carers 

Participants often came to be carers through a range of extremely difficult circumstances.  

The two illustrative examples below touch upon the range of issues facing the kinship carers 

that we spoke to, including: bereavement, addiction, negative peer influence, addiction, 

disability, and medical complications. 

Illustrative example 1.  

Jennifer and John are kinship carers, both in their sixties. They had two daughters – Kelly 
and Moira. When Moira was eight years old, she was run down and killed by her school 
bus. Shortly after her sister’s death, Kelly – who at that time was 12 years old – began 
drinking alcohol in the pub near her school. Since that age Kelly – now in her 40s – has 
struggled with an alcohol addiction. Kelly had three sons with her partner Mark, but over 
time they were removed by social services due to her drink problem. Those three boys - 
whose ages range from 16 to 26 years - now live with their grandparents Jennifer and 
John. The boys sleep all day and get up at night when Jennifer and John go to bed. The 
boys do not have any qualifications, jobs or social networks. Recently their father Mark 
was murdered. Their mother Kelly has moved on to another relationship and has had 
another baby.  Social services have deemed Kelly unfit to take care of the baby. As much 
as Jennifer and John would like to take care of the baby, they feel they would be unable to 
cope, and so the baby is being put up for adoption. Neither Jennifer nor John are in good 
health. John has a bad heart, having collapsed and fallen into a coma a few years ago, 
and Jennifer has bad arthritis and is struggling to recover from a hip operation earlier in 
2015. She needs a mobility scooter but cannot afford one. 
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Illustrative example 2.  

Rose is a kinship carer. She and her husband adopted two children, Jenny and Rob. 
Jenny has severe learning disabilities, and is now in her late 30s.  She lives with and is 
cared for by Rose. Rob –now in his 40s – married a woman called Anna. Together Rob 
and Anna had three sons and one daughter. Rob became an alcoholic and Anna a drug 
addict, and in time their four children were removed by social services. Around the same 
time as the children were removed, Rose’s husband passed away. Social services 
approached Rose and asked if she would become a carer for one or two of Rob and 
Anna’s children, assuming four would not be manageable. Rose said that she couldn’t 
possibly choose one or two of the children, and instead agreed to take all four 
grandchildren. Anna, their mother, was a child of incest, and due to chromosome 
incompatibilities all four of Anna and Rob’s children have learning disabilities. All four 
children also have emotional and behavioural issues. 

 

3. Teenager’s learning, behavioural and emotional difficulties and how these impact on the 

carer-teenager relationship, in particular: communication, conflict and behavioural issues 

with the teenager 

The teenagers being looked after were in need of additional emotional, behavioural and 

learning support, due to their complicated, challenging circumstances.   Often issues are 

interlinked, causing problems in terms of communication, conflict and behaviour control with 

the kinship carer.  This is illustrated below in the case of Margaret- a grandmother looking 

after Shelly, who has learning and behavioural issues.  Three years after Margaret’s 

daughter Jenny died of cancer, leaving behind Shelly, Margaret’s second daughter 

committed suicide, leaving behind three other children. Margaret did not take on the care of 

those children, and grieving for two daughters was extremely difficult whilst continuing to 

care for Shelley. 

Illustrative example 3.  

JH: So can you tell me what it was like for you when you first became a carer of Shelly? 
 
Margaret: Well at first, I was grieving for Jenny [Margaret’s daughter] and looking after 
Shelly. But I had a lot of help with my sisters and that, ken. And…what do you call it, and 
with her being a bairn, how could you explain to her, ken, that her ma wasn’t going to 
come back home to her. But, I mean, she’s doing well now. She’s 13. And she gets on 
well with everybody, ken…She’s got a wee bit of learning difficulties and that just now, 
ken, her writing and that but she’s getting a lot of help at the school. 
 
JH: What is your relationship like with Shelly?  
 
Margaret: Aye, she’s…ken, sometimes she goes in to moods and, ken, stomps away up 
the stair, banging doors, kicking them, tearing the wallpaper, ken. But then she comes out 
of them as quick as she goes in them, ken.  
 
JH: Yeah. Yeah. What do you do when she’s taking a mood like that? 
 
Margaret: I just sit down here and let her do it, ken. ..Because once I tried to stop her and 
she hurt me… ken, and… 
 
JH: What did she do? 
 
Margaret: She kicked me doon the stair, but I think she regretted it, ken. And she couldn’t 
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say enough, ken, oh granny, I’m sorry. 
 

 

4. Wider family issues 

Many of the carers we interviewed were also dealing with wider family issues, in particular 

difficult relationships with the birth-parents of the children they care for, and/ or with other in-

laws. For example, Laura was facing what she felt to be exhausting and serious concerns 

with the biological mother of the two boys she was caring for. The two boys still see their 

mother regularly and ‘dote on her’. Laura told me that she puts in great effort in order to 

manage the parenting of the two boys. However, when they go to spend the weekend with 

their mother, Laura says all the hard work she has put in during the week is wasted because 

the mother has no rules or boundaries whatsoever with the boys. In their eyes, Laura 

reported, their mother is the fun one whom they want to be with all the time, and Laura then 

has to be even more strict and serious with them as a result, thereby exacerbating the boys’ 

impression of their mum as the fun one that they want to be with all the time. Laura no longer 

feels able to be their ‘granny’. 

5. Experience of stigma as a kinship carer 

Stigma was mentioned as a source of anxiety for carers.  This was often perceived to lead to 

disadvantage, as illustrated below in the case financial disadvantages compared to foster 

families.   

Illustrative example 4.  

Fiona: I think there’s an attitude that these kids are there because it’s drink and drugs 
that’s the problem. But a lot of these kids are there for different reasons. There may be 
mental illness or may be physical illness or their parents aren’t there. You know, there’s 
one kid I know that the mum was murdered. And the baby was taken…she had to take 
that baby from the hospital. And because she took the baby from the hospital, didn’t get 
any financial help… If they’re not put through social work, there’s no help. No financial 
help. Whereas that doesn’t happen with foster kids. 
 

 

6. Carers' experience of stress and resilience 

As illustrated in previous themes, carers were dealing with particularly difficult situations.  

Stress and resilience was therefore an issue, as illustrated below.  

Illustrative example 5.    

Fiona: But it’s coping and…we’re getting older. You know, our age…Brian’s 75. I’m 68. 
But our…we’re not getting any younger to cope with teenage kids. Especially out in the 
country, where you’ve got to take them from A to B and B to… 
 
JH: So you’re doing a lot of driving as well, I suppose. Yeah, you are. Yeah… And what 
about emotionally? Are there any challenges you feel you face as a carer? 
 
Fiona: Well they’re teenage kids that are away from their parents. There are bound to be 
issues. But Tom [the grandson], you know, he’s not so bad now, but for a while…he was 
frustrated. But he would go out and he’d hit a tree. But he would take his temper out on a 
tree. Whereas Lisa [the granddaughter] goes, bounces on the trampoline. Or she goes out 
and sits on the box and talks to the hens. But you can see the kids can be frustrated, I 
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think. They’re not with mum and dad all the time. And it must hurt to see mum, the way 
she is. It’s not in mum’s nature to try. It’s in mum’s nature just to sit and expect everybody 
else to help her.  
 
JH: Uhm-hmm. And what about for you in terms of frustrations or anything like that? What 
do…is that anything that you experience? 
 
Fiona: Just get on with it.  
 
JH: There’s no, like, talking to the hens or thumping the tree for you? 
 
Fiona: No, not now. To start with when you first get the kids for the first year or so, there’s 
a lot of crying when driving the car, a lot of crying when you’re in the bath…sitting in the 
bath with tears to drown you. Then you just have to realise that you’ve got to get yourself 
together and get on with it. 
 
JH: And what’s it like if you can imagine the most stressed or frustrated way that you 
feel…what’s going on in your head at that time? Or what does it feel like in your body 
or…? I’m just trying to understand a little bit more specifically what it’s like.  
 
Fiona: You just feel frustrated. Ready to scream, but it’s not going to do any good, so 
what’s the point? You just…you know, how you have a bubble to yourself. You go to the 
toilet and have a bubble where they don’t see because the kids would get upset anyway… 
You have to put on a face for the kids because they would get upset if you didn’t.  
 
JH: Exactly. So you have to be the strong one and just, kind of… 
 
Fiona: Yes.  
 
JH: Is that okay then, having to be the strong one? 
 
Fiona: Nothing else for it, as I said. 
 

 

Synopsis of interview findings 

― Kinship carers who look after teenagers have often come to be in this role through 

having to deal with extremely difficult circumstances. 

― Without exception, the teenagers who were being cared for were in need of extra 

emotional, behavioural and learning support, impacting upon communication, conflict 

and behaviour control with the kinship carer.  

― Carers were dealing with wider family issues, in particular difficult relationships with the 

birth-parents of the children they care for, and/ or with other in-laws.  

― A source of anxiety for kinship carers was that they felt stigmatised, unlike foster parents, 

who attracted more social approval and financial assistance. 

― The finding that underpinned and was connected to all four of the above findings was 

that kinship carers experienced and reported high levels of stress. 

2.4 Summary 

Two key modifiable factors for our intervention to target were identified in our previous 

literature review (McAteer et al, 2014): connection and behaviour control.  Consultations with 

ParentLine Scotland and the project advisory group identified kinship carers as a group with 
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unmet needs, and thus consensus was reached that this group should be the focus of the 

intervention in the first instance.  Interviews with kinship carers identified stress and 

resilience as a further modifiable factor, and emphasised the need for a conflict management 

component in regards to behaviour control.     

3. Decide on the mechanisms of change and clarify how these will be delivered 

(6SQuID steps 3 & 4) 

Objectives:  
2. Use a theoretical framework to develop a parenting intervention for delivery in Scotland 
3. Identify effective methods (i.e. best practice) for engaging parents with the topic of risk 
taking behaviours, including alcohol misuse 
6. Explore acceptability of the intervention among study participants 
8. Define the main outcome measures to be used in a future evaluation of the intervention 
 
This section describes the development of the theory of change underpinning the 
intervention (how the intervention is intended to have its effect) and the theory of action (how 
that change will be delivered).   
 
3.1 Theory of change 
As stated previously (see section 2, p2-7), we identified connection, behaviour control (and 
conflict management), and stress management/coping as key modifiable factors for our 
intervention to target via a previous literature review and interviews with kinship carers.  How 
these are expected to impact upon parenting outcomes is shown in Figure 2.  In essence, 
our theory of change specifies that in order for our core intervention activities (related to 
connection and behaviour control) to be applied effectively, it is essential that carers are 
better able to cope with immediate stressors.  We propose that increased resilience and 
better coping creates a space whereby carers can absorb intervention content and apply it 
more effectively in order to impact upon both parental and adolescent outcomes.   
 

 

Figure 2. Theory of change 
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3.2 Theory of action  
The theory of action refers to how the change will be delivered in practice.  As stated 
previously, our review (McAteer et al, 2014) found that interventions are more likely to be 
effective if they are delivered in a community or home setting, provided by a trained 
deliverer, contain activities to promote connection and behaviour control, consist of at least 4 
weeks contact time, and are informed by established theories of human behaviour.  In 
developing our intervention components, we therefore aimed to ensure we met these 
criteria.  A name for the intervention was decided and agreed by the advisory group for the 
project: CARE.   
 
We developed a first draft of intervention components based upon the theory of change 

specified in the previous section, and the findings of our previous review.  It is worth noting 

that content related to objective 2 (re. alcohol and substance misuse), is included in the 

behaviour control and connection component.  Stress management techniques used are 

based on mind body techniques effective for reducing stress and building resilience by 

shifting the nervous system from a sympathetic to a parasympathetic state; in other words, 

shifting the body from a state of fight-flight-freeze into a state of rest-digest. In order to 

encourage maximum learning, each session consists of a process of raising self-awareness 

of current parenting behaviours and coping strategies, facilitated learning, planning, and 

reflection. To facilitate this, carers are given a diary for use on a weekly basis. The key 

characteristics of the intervention are shown in Table 2.   

 
Table 2. Characteristics of the CARE intervention 
 

Intervention 
characteristic 

Description 

Content Learning 
― Connection/communication 
― Behaviour control & conflict management 
― Stress/resilience and stress management techniques 

 
Self-monitoring to raise self-awareness, reflection and facilitate 
planning  

Provider  Trained provider 

Format Group work, diaries, homework 

Setting Community 

Recipient Kinship carers (in the first instance) 

Intensity Five sessions, lasting 2 hours each, in addition to weekly diary 
homework task 

Duration Weekly sessions for five weeks 

   
Kinship Carer Away-Day  

An away-day was organised for a group of 10 kinship carers at central Edinburgh hotel.  The 

purpose of this was to present the first draft of intervention components, in order to assess 

acceptability, seek general feedback and refine any elements if necessary.  All 

characteristics of the intervention as outlined in Table 2 were presented to those attending, 

with positive feedback indicating the need for little change to the connectedness and 

behaviour control components.   

The latter part of the away-day was spent seeking specific feedback related to stress-

management and conflict management techniques.  A local holistic health consultant 

attended to work with the carers to design appropriate and tailored stress-management 
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techniques.  We refer to these within the intervention as Please Look After Yourself (PLAY) 

techniques. These are organised into three groups addressing body, mind and breathing, 

respectively.  In the first group the goal is to release tension in the body, so that the muscles 

can relax, the body can feel as comfortable as possible, and as a result the mind can settle 

down. Body tension release also focuses the mind on the present moment (sensations in the 

body), which is a valuable tool in settling a worried mind. In the second group of techniques 

a deeper state of relaxation is encouraged through mindfulness techniques which encourage 

the mind to focus on the present moment, and reduce the anxiety that comes from worrying 

about the past or the future. Finally, in the third group, the techniques continued to develop 

the deepening of relaxation-promotion by teaching breathing techniques which are effective 

in promoting relaxation by stimulating the parasympathetic nervous system (rest-and-digest 

state as opposed to fight-flight-freeze). Similarly, the holistic health consultant attending 

worked with the carers to develop appropriate conflict management techniques.  Carers had 

the opportunity to provide feedback on these, which was very positive.   

Following the away-day, a final version of the intervention was developed and agreed by the 

advisory group.  One change was made to the structure of the content.  It was decided to 

introduce PLAY techniques at the start of each weekly session, followed by the parenting 

components (connection and behaviour control/conflict management).  The rationale for this 

was that this would emphasise the need for carers to ensure that they do not forget about 

their own wellbeing, since this was identified as an issue during the interviews reported 

previously.   

An intervention manual was produced in addition to relevant materials (see separate 

documentation).  An outline of the intervention and what is covered each week is shown in 

Table 3.  See Appendix 2 for the logic model, which specifies anticipated outcomes.   

4. Test and adapt the intervention & collect sufficient evidence of effectiveness to 

proceed to a rigorous evaluation (6SQuID steps 5 & 6) 

Objectives:  
4. Pilot the intervention with third sector organisations in two different geographical locations 
5. Examine to what extent the intervention is delivered as “prescribed” and meets identified 
outcomes 
6. Explore acceptability of the intervention among study participants 
7. Refine the intervention based on the findings of the pilot 
 
Initially, we planned to work with a third sector agency to train staff to implement the 
intervention in a community setting.  Due to logistical difficulties occurring as a result of 
tension between the need to implement in order to remain within the project timelines, and 
the timescales of potential implementing organisations, we were unable to do this.  As a 
compromise, we worked with a family support worker and experienced intervention deliverer 
(BM) at Midlothian Council to implement the intervention for kinship carers in two community 
venues based in central Edinburgh (Leith) and Musselburgh and surrounding areas.  Both 
groups consisted of six carers, for a total of 12 participants, 10 of which were recruited from 
the sample of carers that took part in previous interviews (Section 2).  The intervention was 
implemented over a five-week period, for two hours per week.  
 
Prior to implementing the intervention, BM was trained to deliver the intervention.  This 

involved talking BM through each session, and answering any questions.  At the end of each 

session, JH and JM met with BM for a debriefing.  This was in order to gain feedback as to 

how each session had gone, what appeared to work well and not so well, and how we might 

refine the intervention.  These conversations were considered in light of findings from the 
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carers themselves, obtained via focus groups, the primary purpose of which was to identify 

aspects that may need to be refined.    

4.1 Focus groups 

Method 

We conducted two rounds of focus groups. The first was conducted at the end of November 

2015 at the end of the fifth and final session of the programme in order to gather initial and 

immediate responses. Refinements were then made to the intervention.   
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Table 3. Outline of the intervention by week 

Week & session  Learning Activity 

1. Introduction  ― Introductions 
― Full five-week outline of intervention 
― Making sense of ‘family’ (Family Systems Theory) 
― Understanding stress and how to cope 
― Introduction to tailored stress-reduction techniques: Please 

Look After Yourself (PLAY) (Group 1).  

― Organograms 
― Mask-making 
― Web of Awareness (WOA): 1. How do you feel when you are 

stressed? 2. Think of a time when you experienced a stressful 
situation with your teenager. How did you deal with it?  

― PLAY technique – body tension reduction 
― Diary/homework 

2. Connection  
 

― Revision: Understanding stress and how to cope / Group 1 
PLAY technique  

― Understanding connection between teenager and carer / 

authoritative parenting / general principles of good 

communication / communicating around difficult topics – risky 

behaviours, etc, spending time together 

― Web of awareness on communication 

― Group 2 PLAY technique 

― Diary reflection 
― WOA: Describe a time in the last month when you’ve had a 

communication ‘issue’ with your teenager 
― PLAY techniques – moving mindfulness  
― Diary/homework 
 

3. Conflict 
management 

― Revision: Connection / Group 2 PLAY technique 
― Understanding conflict/ Importance of conflict management for 

connection and behaviour control 
― Conflict management techniques tailored for kinship carers 
― Group 3 PLAY technique 

― Diary reflection 
― WOA:  Describe a time in the last month when you’ve been involved 

in managing conflict with your teenager 
― Range/ postures and gestures/ flinch 
― Diary/homework 
― PLAY technique: Relaxation through breath work 

4. Behaviour 
control 

― Revision: Conflict management / Group 3 PLAY technique  
― Understanding behaviour control through Roles Theory, 

including Inter-role Conflict, Role Strain and boundary setting 
― PLAY Learning through teaching 
 

― Diary reflection 
― Discussion lead by facilitator: what impact does inter-role conflict 

have in terms behaviour control for the kinship carers? 
― WOA1. Think of a time in the last month when you’ve had an “issue” 

with your teenager’s behaviour 
― Diary/homework 
― Peer-to-peer teaching of PLAY techniques & conflict management.  

5. Looking 
backwards, 
looking 
forwards 

― Revision: Behaviour control/ Peer-to-peer teaching  
― Revision of week 1 – 4 of CARE intervention 
― Long-term support planning 

― Diary reflection 
― Facilitator provides summaries of sessions 1-4 session to stimulate 

the discussion 
― Mask-making 
― Facilitator leads discussion on possibility of developing a long-term 

support plan 
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The second follow-up focus group was conducted two months later in February 2016 in 

order to explore two issues.  First, to reflect on whether or carers had been applying the 

learning in the months following the intervention.  Christmas is often a difficult time for 

families in challenging circumstances, therefore this was an opportunity to explore whether 

learning from the intervention had been useful during this period.  Second, carers were 

presented with the refined intervention based on comments from the first batch of focus 

groups, and feedback sought.   

Recruitment 

Verbal and written consent for the focus groups was obtained from carers taking part in the 

intervention by BM, the intervention deliverer.   Participants were offered £15 as an incentive 

to take part.  Once carers provided consent, JH organised an appropriate date and time for 

the focus groups.   

Sample 

All participants were grandmothers, aged between 50 and 70, based in either central 

Edinburgh (Leith) or Musselburgh and surrounding areas.   

Procedure 

All participants read a research-related information sheet and signed a consent form prior to 

the focus groups. The topic guide was semi-structured, and was designed based on the 

structure and content of the intervention, with the main goal being to explore the participants’ 

initial feedback of the intervention in as much detail as possible. (Please see Appendix 2 for 

a more detailed Topic Guide.).  The focus groups lasted a maximum of 90 minutes and were 

recorded using a digital recorder. Participants had the opportunity to ask questions and were 

free to leave the group at any time.  

Analysis 

Interviews were transcribed verbatim by 1st Class Secretarial Services, who were required 

to sign a confidentiality agreement prior to being allowed access to the audio recordings. 

Transcripts were entered into a qualitative analysis software package (NVIVO) to facilitate 

analysis. Thematic framework analysis was undertaken for the first batch of focus groups. 

Mapping and interpretation of themes took place whereby all relevant data items were 

matched to codes and a selection of quotes, which illuminate key themes, were then 

extracted for this report.  As only one focus group was conducted in February 2016, thematic 

analysis would not have been meaningful.  For this focus group, we present a number of 

salient points and illustrative examples.    

Results 

First batch of focus groups – November 2015 

1. Overview 

General feedback was positive.  All participants commented on the usefulness of the 

behaviour control and conflict management content.  However, they reported that they had 

not yet experienced any situations whereby they had the opportunity to apply the learning in 

practice.  Participants reported that participation in the intervention provided them with the 

time and skills to reflect on and become aware of the importance and influence of their own 

role in their relationship with their teenager.     
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2. Connectedness 

All participants reported communication improvements in regards to their teenager.  Below, 

Brenda outlines how this improvement in communication is having a positive impact upon 

her teenage grandson.    

Example 6.  

Brenda: I’m usually really quite highly strung. I’m a bit of a control freak as well, to be 
honest. I like things to be done the way I want them to be done, and of course teenagers 
don’t work like that, but I’ve noticed now that I’ve been calm and saying, look, I know it’s 
not fair, but this is what we have to do, blah, blah, he then came and said, ‘oh, by the way, 
did I tell you that I had my first game for that football team that I’ve been training with?’ I 
went, ‘no, you didn’t’. ‘Aye, well, we got rained off, it started raining, but at least I got a 
game.’ A month ago it would have just been, get out my room, get out my room, get out 
my room, and that’s how we were communicating…  Yeah, and even just throwing him a 
wee, ‘how did you get on today then’, rather than ‘shut your face, turn that music down!’ ... 
It becomes a way of life and it’s just the norm, and normally he’ll come into the kitchen 
with the phone or the iPad or something, and this music’s blaring and the first thing I 
would have said was - because my kitchen’s off my living room - is ‘turn that down, can’t 
hear the telly!!’, like that’s the most important thing in the world.  But he was singing and I 
started going, ‘wop doo wop’, and all that, and so we were laughing, and he was singing 
and I was going ‘ooooh’ and doing all the harmonies, and then wee Bryn joined in as well, 
so the three of us were singing, and sometimes it might just be a song that I might be 
singing already, along on the radio, and he might join in with that and then you get a wee 
bit louder. I used to dance with him but we’d lost. So it was nice and he was going, ‘check 
you joining in on my song’, and I was going, ‘well, I like that song, it was out when I was at 
school’.  
 

  

Other examples specifically relate to listening, and how application of learning was creating 

positive experiences with their teenager.  This is illustrated below in Rosie’s quote outlining 

her new approach to listening to her teenage grandson:  

Example 7.   

Rosie: Nana’s busy, go and you do that in your room, come back in five minutes and we’ll 
get a cup of coffee and we’ll go and sit down and I can listen and really focus on you’. 
‘Now, I want you to go away and think of what you want to tell me’, because sometimes I 
can get five stories out of him and not one of them was the same, but when I give him that 
bit of time to think of the story and come and sit down with me, I get one story and it’s 
dealt with, and that one’s working for me, so that one’s brilliant. And I would never have 
thought of that because, as the lady said here, the washing machine’s going, the cooker’s 
on, kettle’s on. You’ve got the dog out for a walk, you’re coming back, you’re mind’s 
always elsewhere eh? But you tell him to go and think about what he wants to say to you 
first so he’s got the story straight, he’s not…and then get a grip together, coffee, tea, hot 
chocolate, whatever…And then he knows you’re completely listening. And he’s happy with 
that, he knows you’ve listened to him. I’ve never heard him say to me all week, are you 
listening to me?  
 

 

Participants reported that the intervention had increased their self-awareness, and their 

awareness of the importance of their kinship carer-role.  This impacted positively upon their 

relationship with their teenager, as illustrated in the case of Melanie below.    
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Example 8.  

Melanie: I need to remember that I am the actual adult, and I know if I kick off, it just goes 
on, it’s like the…what  do they call it? Aye, the ripple effect, I kick off, he kicks off, the wee 
man kicks off, and we’re all…and it’s not been like that this week. I think my neighbours 
must think I’m away on holiday. 

 

3. PLAY techniques 

Participants reported that a key learning from the PLAY techniques taught in the intervention 

was the idea that if they approach each interaction more calmly and openly, listening more 

effectively, then it can transform the relationship with their teenager.   

Self-care  

The core message from the PLAY techniques was about taking time to care for yourself in 

order to care better for others. The example below illustrates the impact that the intervention 

had on Jackie.  For Jackie, we see that the intervention gave her the opportunity to take 

some much-needed time for herself. 

Example 9.  

Jackie: Before I did this, I had six jobs in my head at once, right, and another six planned 
for after it, and then the next six. Your brain was too busy all the time, and now I feel I am 
getting a bit of breathing space, and there’s times when I’m thinking, no, I’m not doing 
nothing, I am sitting having my coffee, I’m sitting having a sandwich, whereas I would 
never have done that before, and I just…and people will say, what are you cleaning your 
house for, it’s immaculate, I’ve never seen anything so…but when you’re a carer, you 
always feel everybody’s watching you, you feel like you’re being watched 100 per cent, 
you’re being judged on everything.  

Of the specific techniques taught, balancing and breathing were reported to be the most 

useful.  The following examples demonstrate the impact of these upon participants. 

Example 10. 

Sharon: Because while you’re concentrating on that, your mind sort of goes blank, if you 
like, so you’re not thinking about, oh god, steak pie for tea, right, I’ll do this or that, you’re 
just concentrating on your balancing, and then last week I realised, actually, I feel quite 
relaxed, because there wasn’t room for what’s going to happen when I leave this course, 
sort of kept you in the moment, if you like.  
 

 

Example 11.  

Margaret: I totally agree with it, that that relaxation bit and that breathing bit…I never used 
to eat during the day. Since I’ve been coming here, I’m eating during the day, I never ate, 
eight, nine o’clock at night, I went all day with nothing, I put that child first. Almost 
everybody used to say, you’re his maid, you’re his this, you’re his that, and since I’ve been 
coming here, I am not, I’m thinking of me. I’m breathing, I’m making time to eat, I’m 
making time to sit down and a have a coffee and take my tablets. I used to skip my tablets 
and not take them, so I feel that’s helped me. Just listening to all you as well, and this, 
take the time to do the breathing, because if I’m not well enough to do it, then how can I 
possibly be doing right by that child? I’m going to take care of myself, but it’s one of the 
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hardest things to do is pay attention to yourself because your focus is that child.  
 

4. Suggestions for further refinement of the content and structure   

In terms of feedback on the specifics of the intervention design, four key issues were raised:  

a) There was concern that the level of literacy expected was too high, and that any forms, 

or information, that needed to be read and/or signed by a participant should be read out 

clearly by the facilitator in order to make sure it is understood. The facilitator should also 

emphasise that use of correct grammar and spelling does not matter, so as to reduce 

any possible anxiety around this. 

b) It was suggested that, in the first session, the whole of the five-week intervention needs 

to be outlined clearly so that carers know what teenager-related content to expect.  

Participants felt that this was not clearly described at the outset.  

c) Participants felt it was very important to have a cake-and-coffee break half-way through 

each session.  

d) Participants reported that they would have preferred the order of content to first focus 

upon teenager related learning, followed by content related to their own wellbeing (i.e. 

the PLAY technique content).  The carers felt that the clear priority of the intervention 

should be the teenager, followed by any focus upon themselves.  This is perhaps 

explained by the finding that participants often spoke about putting everyone else first, 

especially when it came to the teenagers they are looking after.  That said, they very 

much valued a focus on their own well-being, and they found the PLAY techniques 

extremely useful.  However, they suggested that each session should be switched 

around so that the opening content was about the teenager; only thereafter should the 

content proceed to the well-being of the carer. 

Second batch of focus groups- February 2016 

1. Overview 

Feedback was generally positive two months after the intervention, with carers providing 

examples of application of learning to their personal circumstances.  There were four salient 

points:  PLAY techniques related to breathing and their perceived effect on relationship with 

the teenager; impact upon self-awareness and communication; impact upon behaviour 

control; and approval of intervention refinements.   

2. PLAY techniques related to breathing and impact upon carer-teenager relationships 

In response to what they felt were the most useful aspects of the intervention, an immediate 

and unified response was ‘breathing’. Various circumstances were cited in which the carers 

were utilising the tool of breathing: in meetings with teachers at school; before having a 

‘difficult’ conversation with their teenager; during conflict with their teenager; and also 

teaching breathing to their teenagers to help them manage their own tension.  This is 

illustrated in the examples below.   

Example 12.  

Fiona:  I’m a lot calmer dealing with them. I do my breathing exercises before I have to go 
to meetings about their behaviour at school, and during the meetings too! 
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Example 13.  

Margaret: When the kids are arguing all the time I do the breathing to calm myself doon 
and just ignore them – they dinny listen if I shout, so I just count to ten and breathe.’ 

 

3. Impact on self-awareness and communication  

Participants again discussed the benefits of greater self-awareness of their role in the carer-

teenager relationship.  For Sharon this meant allowing her teenager to approach her on his 

terms, and not relentlessly asking what the matter was when it was clear he wasn’t in a good 

mood. She found that when she allowed him to do this, both the quality of the 

communication and the outcome of the conversation was greatly improved. This awareness-

enhancement was also linked to managing conflict with the teenager. The carers discussed 

how they now attempt to manoeuvre any important and/or difficult conversation with the 

teenager so that it occurs in an environment that is more conducive to talking. For some, that 

was being in the same room and not shouting from one room to another; for others, it was 

sitting side by side, in the car or in the dark before bedtime in order that the conversation felt 

less confrontational and more relaxed.  This is illustrated in the examples below.   

Example 14.  

Elizabeth: If he comes through the door and I know there’s something wrong I’m leaving it 
til he’s ready to come to me , rather than me going to him going ‘what’s wrong wi’ you 
now?’, instead I just wait till he’s ready to come and see me. 
 
JH: Has that changed the quality of your relationship? 
 
Elizabeth: Yeh, cos he’ll come and tell you more when he’s ready, whereas before I’d be 
‘what’s wrong?’ and he’d be ‘nothing’, and you know something is wrong ken just wi’ the 
way he comes in, ken, in a mood, ken slammin’ the front door an’ that, you ken there’s 
definitely something wrong, but now I just let  him go to his room and when he’s ready he’ll 
come and talk about it. 

 

Example 15.  

Jan:  You know them pressure points where you ask them to do something like come off 
your tablet, and you could talk till you’re blue in the face but I think it’s just takin time out 
yourself to kind of calm yourself down and talk to him in a way that he’ll listen…so, I think 
it’s about managing myself so my stress levels dinny get up, cos you know for them, 
what’s the problem? So yeh, breathing and I notice I dinny shout so much cos I think, it’s 
no such a big deal, its maybe no a problem after all. 

 

Example 16.  

Elizabeth:  Wi’ Bryan, I’ve actually stopped shouting at him so much, I just try and calmly 
speak to him which I think helps 

 

4. Impact upon behaviour control 

In terms of behaviour control, participants again reported a greater awareness of their role in 

the relationship and the impact of that upon behaviour.  For example, they found that if they 
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spent more time calmly explaining the rationale for behavioural rules, then these were more 

likely to be adhered to.  In terms of conflict management, participants reported effectively 

using the techniques.  Additionally, it was implicit in discussions around communication and 

behaviour control in that if these two components were under control, then there was less 

elevation of any potential conflict, as shown in the examples below.  

Example 17.  

Margaret: I find if you sit and face them, you get a better reaction of her than I do if im in 
one room and she’s in another 
 
JH: That’s interesting, so do you ask her to come and sit with you? 
 
Margaret : Aye instead o’ us shouting, we sit doon, and then she tells me an’ that 
 

 

Example 18.   

Jan: I think it works as well if you get them to come and sit beside you so I’ll get them in 
the car.  I’ll say to them come and sit beside me and then we’ll talk, it’s a lot easier sitting 
beside each other than face to face.  Aye, Robbie prefers sitting beside me, ken 
communicating but not looking at him, maybe in the car or something like that… or at night 
I’ll go and gie him a cuddle and it’s at night and its dark, and then he wants to talk 

 

5. Approval of intervention refinements   

Participants were happy with the refinements made to the programme in response to the first 

batch of focus groups.  As an interesting side note, participants also spoke of potential future 

use of the intervention for groups other than kinship carers.   

Example 19.  

Elizabeth: This programme would be good for my daughter…  I’d recommend it for the 
mums now. Cos you see a lot of young mums ken, shouting at their wains, and if they just 
learnt to calm doon and speak their kids they would get mare oot o’ it. 

 

3. Key points and recommendations 

We have used a systematic method to develop what we would argue is a robust programme 

for parents with teenage children.  The intervention has not yet been evaluated, however, 

plans are currently underway to do so.  The intervention will not be evaluated by the authors 

of this report, to ensure that any findings are free of bias. The authors will, however, remain 

involved in an advisory capacity.    Development of the intervention has highlighted a 

number of key issues.   

Kinship carers are often tasked with caring responsibilities in various precarious 

circumstances.  Many stated that they were struggling to cope.  This highlights the need to 

support such carers (through programmes such as CARE and other methods, e.g. 

government provision of increased childcare).  Without such support, carers may not be able 

to sustain such a role, which will have family, social, financial and potentially institutional 

implications.     

The precarious circumstances that carers find themselves in can be inherently stress 

provoking.  This suggests that interventions should include some component that focuses 
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upon self-care if they are to be effective.  CARE is such an intervention, with self-care as a 

foundational component.     

CARE has utility for other parent groups, since the components that comprise the 

intervention are of relevance to parents in the wider population.  However, work would be 

needed to check whether additional components or refinements may be needed prior to 

such application.      

As far as we are aware, this is the first programme that solely targets kinship carers, and the 

first programme for carers/parents with teenage children that has been developed 

specifically for use in Scotland.  The development process drew on the evidence related to 

work works for parenting teenagers, and the resulting intervention was co-produced with the 

target population.  Programme materials can be used at no cost.   

It is important that CARE is delivered by a facilitator with appropriate experience or training 

in small group work.  The facilitator is the vehicle with which the programme is delivered, and 

therefore incredibly important.  Poor training may lead to unintended consequences.  The 

manual for the programme is attached in Appendix 3.   

 

References 

Beveridge, R.M ., & Berg, C.A. (2007). Parent-adolescent collaboration: An interpersonal 
model for understanding optimal interactions. Clinical Child and Family Psychology Review 
10, (1), 25-52. 

Braun, V., Clarke, V. (2006). Using thematic analysis in psychology, Qualitative Research in 
Psychology, 3, 77-101. 

Collins, W.A., Maccoby, E.E., Steinberg, L., Hetherington, E.M., Bornstein, M.H. (2000). 
Contemporary research on parenting. The case for nature and nurture. American 
Psychologist, 55, 218-232. 

Fergusson, D.M., Horwood, L.J., Ridder, E.M. (2005). Show me the child at seven: the 
consequences of conduct problems in childhood for psychosocial functioning in adulthood. 
Journal of Child Psychology and Psychiatry, 46, 8, 837-49. 

Hayes, N. (2000), Doing Psychological Research, Open University Press. 

McAteer, J., Jepson, R., Wight, D., Jackson, C. (in prep). Parenting interventions to influence 
adolescent health: A review of reviews. 

Pawson, R., Tilley, N. (1997). Realistic Evaluation. Sage Publications. 

Pickburn, C. (2003). ESCAPE: A problem solving approach. Brighton: Young People in 
Focus. 

Scottish Government (2012a). National Parenting Strategy. 
http://www.scotland.gov.uk/Topics/People/Young-People/Early-Years-and-
Family/Families/national-parenting-strategy Edinburgh, Scottish Executive. 

Scottish Government (2012b). Bringing up children: Your views. Edinburgh, Scottish 
Executive. 



   
 

24 
 

Shepherd, J. (2009). Evaluation of the ESCAPE Parenting Programme. Brighton: Young 
People in Focus Ltd. 

Stewart-Brown, S.L., Fletcher, L., Wadsworth, M.E.J. (2005). Parent-child relationships and 
health problems in adulthood in three UK national birth cohort studies, European Journal of 
Public Health, 15, 6, 640-646. 

Stewart-Brown, S. (2012). Peer led parenting support programmes. British Medical Journal, 
344, e1160. 

Temcheff, C.E., Serbin, L.A., Martin-Storey, A., Stack, D.M., Ledingham, J., Schwartzman, 
A.E. (2011). Predicting adult physical health outcomes from childhood aggression, social 
withdrawal and likeability: a 30 year prospective, longitudinal study, International Journal of 
Behavioural Medicine, 18, 1, 5-12. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



   
 

25 
 

 

Appendix 1 

 

Topic guide for kinship carer intervention 

1. Kinship carers’ current situation  

 

a. Can you describe what you think are some of the main issues you think 

kinship carers are dealing with at the moment? 

i. Positives 

ii. Challenges 

iii. Issues around the identity of being a kinship carer 

iv. Family / community / wider structural ie economic/governmental  

 

2. Support 

 

a. Are you currently accessing any support as a kinship carer? 

i. If yes, describe 

ii. If no, why not? If would like support but not accessing, what are 

barriers? 

iii. Would you like to see any change in your current support situation?  

 

3. Stress 

 

a. Are there any situations in your life that cause you to feel stress?  

i. If yes, describe 

ii. Related to role as kinship carer? 

b. Can you describe your experience of stress? 

c. How does stress affect your day to day life? 

d. Does feeling stressed affect your caring responsibilities? 

e. Are you currently doing anything to help you cope with the stress? 

i. Is that approach working for you? 

f. Are you currently doing anything to address to cause of your stress? 

i. Is that approach working for you? 

g. Are you accessing any services to help you deal with stress? 

 

4. Activities to support you in coping with stress/  moving forward to intervention ideas 

 

a. What do you feel would help you to cope better with stress you experience? 

b. Would you be open to learning some simple stress-reduction techniques? 

i. Discuss potential barriers to this ie physical / time  issues 

c. How would you like this training to be delivered? 

i. Issues re weekly vs weekend residential 

ii. Issues re childcare during that time 

iii. Issues re those who don’t like to be engaged in group activities 

iv. Single sex/ mixed sex / couples activities 
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v. Involve the teenagers in the training too? Pros and cons  

 

 

 

 

 

 

 

 


