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Abstract

Parents make up almost one third of mental health service users (Maybery et al.,
2009) and due to the parenting responsibilities have their own support needs (Reupert &
Maybery, 2016). While some parents with mental health challenges manage well (Aram et
al., 2017), others find it difficult to balance the demands of parenting and looking after their
own mental health needs (Carpenter-Song et al., 2014; Montgomery et al., 2006). Children of
parents with mental health challenges have an increased risk of developing psychological
difficulties themselves (Reupert et al., 2022), especially if their parents do not receive
adequate support (Leverton et al., 2003; Park et al., 2003). Initial research suggests that
standard manualised treatments such as cognitive therapy and psychopharmacological
remedies, may not be adequate for addressing the specific needs of parents with mental
illness and their children (Coiro et al., 2012; Weissman et al., 2016). In relation to therapeutic
modalities, it remains unclear and under-researched in the literature which individual

therapeutic approaches best support parents.

Just as certain therapeutic modalities are better suited to treat particular psychological
conditions and presenting problems (Carry & McCulley, 2016), it may be that certain
modalities are better suited to support parents who experience mental health challenges.
There appears to be a dearth of research into the effectiveness of different therapeutic
modalities for working therapeutically with parents who have a mental illness what specific
aspects of the modalities might be helpful and the experiences of therapists. This project will
investigate the utility of three commonly used therapeutic modalities, schema therapy,
acceptance and commitment therapy (ACT) and narrative therapy, for those who care for
dependent children, and simultaneously experience mental health challenges. As there are
few studies examining the perspectives of therapists working outside public and inpatient
psychiatric services, the aim of this PhD is to examine the use of different therapies with
parents who have mental health challenges, from the experiences and perspectives of
therapists working in private and/or community settings with parents. More specifically, this

PhD will examine the following questions:

o What are the experiences of therapists using different modalities when working with
parents with mental health challenges? Do therapists using different modalities, have

different experiences working with parents?



o From the perspective of therapists, what elements of the various therapeutic strategies
and approaches appear to respond to the needs of parents who experience mental
health challenges? Are there common strategies or tools across the three modalities
that therapists find work best for parents with mental health challenges? If so, what
are these?

e What enablers and barriers have therapists found when working with these therapeutic

modalities with parents? How do these compare between the different modalities?

This PhD will be completed as a thesis with published work, including three
publishable studies. All studies involved interviews with therapists about their
experiences with, and views of, working therapeutically with parents; the first study with
schema therapists, the second study with acceptance and commitment therapists and the
third study with narrative therapists. The final chapter of this thesis is a general discussion
that integrates all of the research findings and explores the implications of these for
parents, children, therapists and the mental health system. Further, it will include a
discussion on how therapist can better support parents with mental illness, the thesis

limitations and possible future research directions.
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Authors’ Note
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reviewed journals during the candidate’s enrolments. The Faculty of Education at Monash
University specifies that articles included in a thesis with publications need to have been
submitted for consideration of publication at a minimum. Papers do not have to have been

accepted and can be under review by peer-reviewed journals at the time of thesis submission.

A thesis including published works contains chapters that introduce the research and
explain how the research fits within the thesis’s overall aims. The first three chapters of this
thesis (Chapter 1 - Introduction, Chapter 2 — Literature Review and Chapter 3 —
Methodology) frame the subsequent research studies presented in chapters 4, 5 and 6.
Additionally, a thesis including published papers should provide a cohesive and sustained
discussion of the central themes. The final chapter (Chapter 7 — Discussion) brings together
the findings from each of the three studies discusses the central themes that arose across the

papers.

Whilst I have tried to minimise repetition throughout, some overlap of information is
required in order to clearly introduce the research and discuss key themes that arose from the
research findings, and to simultaneously have three manuscripts that function as stand-alone
papers. For instance, there is some repetition of previous research pertaining to this field that

1s discussed in the literature review as well as each of the three studies.

All three studies included in this thesis have been submitted for publication; however,
at the time of thesis submission, only one has been accepted to publication (Study 1 —
accepted for publication in the Australian Counselling Journal, in press in 2024). Study 2 has
been submitted for publication with Clinical Psychologists. I have received a
recommendation for revisions from peer-reviewers, and these have been addressed in the
revised submission to the journal. Study 3 has been submitted to the International Journal of

Narrative Therapy and Community Work and is currently under review.

Monash University Graduate Research guidelines indicated that research papers
included in theses should be presented as they are published. Whilst the three studies are

awaiting publication, I have included the three studies in the format they were submitted for
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publication. Each journal I submitted my papers to has different styles and requirements

which explains the varied formatting of each paper.
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Chapter 1 Introduction
1.1 Parents with Mental Health Challenges

Many parents experience mental health challenges (Maybery et al., 2015) and many
adults who use mental health services are parents (Maybery & Reupert, 2018). However,
across the literature, definitions of ‘parents with mental health challenges’ vary, as do
prevalence estimates of mental health challenges among parents. The introduction to this
thesis will explore the various definitions and prevalence estimates, followed by a summary
of the literature outlining the experiences of parents with mental health challenges. The
experiences and outcomes of children who have parents with mental health challenges will
also be discussed. The epistemological and ontological frameworks that underpin the research
approach will then be outlined. Chapter 1 will conclude with a description of how reflexivity

was demonstrated throughout the research process of the thesis.

1.1.1 Who are Parents with Mental Health Challenges?

In the field of parental mental health, definitions of ‘parents with mental health
challenges’ vary. Some authors recognise parents who do not live with their children (Diaz-
Caneja & Johnson, 2004; van der Ende et al., 2016) and/or have adult children (Awram et al.,
2017). Other studies focus exclusively on parents who have full-time custody of dependent
children (Afzelius, Plantin & Ostman, 2018; Stallard, Norman, Huline-Dickens, Salter &
Cribb, 2004). Additionally, much of the research to date conducted with parents who have
mental health challenges has focused on mothers (Dolman et al., 2013; Halsa, 2018; Perera,
Short & Fernbacher, 2014). Within this thesis, a parent is considered to be any person who
identifies with this role, regardless of gender, custodial status, biological relationships, or the
age of the child.

When recruiting parents with mental health challenges, some studies encompass
mental health challenges broadly, relying on participants’ self-reporting (Gladstone et al.,
2011; Jones et al., 2016), while others focus specifically on diagnosed disorders such as
schizophrenia, bipolar disorder, and personality disorders (Diaz-Caneja & Johnson, 2004;
Dolman, Jones & Howard, 2013; Howard & Hunt, 2008), and/or depression (Solantaus,
Paavonen, Toikka, & Punamaiki, 2010). Substance use disorders have been included as
mental health challenges in some investigations with parents (Edwards, Eiden & Leonard,
2006; van der Ende, van Busschbach, Nicholson, Korevaar & van Weelghel, 2016), while
other studies excluded participants with such diagnoses (Drost, van der Krieke, Sytema &

Schippers, 2016; Goodman et al., 2011). Throughout this thesis, parental mental health
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challenges are defined broadly, to encompass any parent who self identifies experiencing
challenges with their mental health, regardless of whether they have been diagnosed with a
mental health disorder or not.

This thesis focuses on parents with mental health challenges who present for one-on-
one psychotherapeutic counselling to address their mental health challenges in a private
practice setting. Psychotherapy refers to the treatment provided for mental health challenges
and/or emotional and behavioural disturbances (Freedman et al., 1985). This thesis explores
the experiences and perceptions of therapists who undertake psychotherapeutic counselling
with parents with mental health challenges. The term ‘therapists’ will be used throughout this
thesis to refer to mental health professionals who practice the delivery of psychotherapeutic
counselling interventions with clients. Therapists may obtain professional training from a
number of fields, including psychology, social work and counselling (Clarkson, 1991; Osagu
et al., 2013). Regardless of their discipline, the three studies in this thesis involved
interviewing therapists who work with parents with mental health challenges.

As therapy can be accessed by parents with any type of mental health challenge, there
was no exclusion criteria for therapists regarding whether their clients who are parents have a
diagnosable mental illness or not. Further, there was no assessment of, or exclusion based on
the severity of the mental health challenges therapists worked with. The author of this thesis
acknowledges that not all parents who have mental health challenges have a diagnosable
mental illness, that some people chose not to identify with any diagnostic label and that the
severity and duration of mental health challenges vary enormously. Within this thesis, mental
health challenges are broadly considered to be any psychological difficulties which may lead

to engagement with therapy.

1.1.2 Prevalence of Mental Health Challenges Amongst Parents

The prevalence of mental health challenges among parents is not definitively
estimated due to variations in sampling and assessment techniques. Maybery et al., (2015)
outlined two main methods for estimating the prevalence of parental mental illness: a top-
down and a bottom-up approach. The top-down approach involved analysing existing data on
both mental illness and parental status from general populations, such as national surveys
(e.g., Luciano, Nicholson & Meara, 2014) or census data (e.g., Maybery et al., 2009).
However, this method is limited because the measures used are not always specifically
designed to accurately identify parents who experience mental health difficulties (Maybery et

al., 2015). The ‘bottom-up’ approach, involves using data collected within public mental
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health services, such as intake assessments, surveys completed by service users (Handley,
Farrell, Josephs, Hanke & Hazelton, 2011) or audits of case files (Gatsu et al., 2016) to
estimate the proportion of adults accessing mental health services who identify as parents.
While this method provides tailored information, data integrity can be problematic as not all
mental health services rigorously collect these data. Furthermore, the samples obtained are
not necessarily representative of larger populations including parents with mental health
challenges who are not engaged with a mental health service, thus limiting the applicability
of the findings (Maybery et al., 2015).

Given the strengths and limitations of both the top-down, and bottom-up approaches,
Maybery et al., (2015) combined the two approaches to report and estimate the prevalence of
parental mental illness in Australia. Top-down data, drawn from Australian Bureau of
Statistics (1998; 2003), showed that 23.3% of Australian families have at least one parent
with a mental illness. Another estimate, derived from a substantial community survey,
suggested a slightly lower prevalence of 14.4% of families have a parent who has a mental
illness. Discrepancies between these figures were attributed to methodological differences in
the data collection methods (Maybery et al., 2015). The bottom-up estimate used by Maybery
et al., (2015) was drawn from adult mental health service records across the state of Victoria.
The data was then extrapolated to the broader population, suggesting that around 1.3% of
Australian families have a parent receiving support from adult mental health services at any
one time. Maybery et al., (2015) noted that this figure is inherently conservative, as it
specifically pertains to parents with mental illness who are engaged in clinical mental health
services.

A systematic literature review found that between 12 and 45% of all clients attending
adult mental services were parents (Maybery & Reupert, 2018), with four of the studies
included in the review found to have prevalence rates from 36 to 38% (Hearle et al., 1999;
Gatsou et al., 2016; Benders-Hadi et al., 2013; Ostman & Eidevall, 2005). However, these
audit-style studies are limited in that they often concentrate on a single regional adult mental
health service, typically with small sample sizes (Howe et al., 2012; Benders-Hadi et al.,
2013). In contrast, a recent study by Rudd et al., (2019) was conducted with a larger sample
size, of 23,167 outpatients, to estimate the prevalence of parents in Norwegian adult mental
health outpatient clinics. It was found that 36% of outpatients had children under 18 years
(Ruud et al., 2019).

Although there is a significant variation between the prevalence estimates of parents

with mental health challenges receiving support from clinical and adult mental health
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services, the research conducted to date suggests that parental mental health challenges are
commonplace around the globe, including in Australia. The higher, top-down estimate
suggests that one in five families have a parent with a mental illness (Maybery et al., 2015).
However, the bottom-up estimates suggest that many of these parents are not receiving
clinical support for their mental illnesses. Given the high prevalence of families where a
parent has mental health challenges, it is important that adequate support and resources are
available for these parents and their families. The private mental health sector plays an

important and potentially preventative role in this endeavour.

1.1.3 Experiences of Parents with Mental Health Challenges

Experiences of parental mental health challenges are unique to each individual and
family. However, throughout the last 30 years of research in this field, common experiences
amongst parents with mental health challenges have been identified, including some positive
(Abrams & Curran, 2011; van der Ende et al., 2016; Maybery & Reupert, 2018a, 2018b) as
well as negative experiences (Awram et al., 2017; Dolman et al., 2013; Montgomery et al.,
2011). The literature investigating these experiences is summarised below.

Parenting plays a central role in people’s lives and has the potential to bring joy
(Abrams & Curran, 2011; Diaz-Caneja & Johnson, 2004) and meaning (Dolman et al., 2013;
Evenson et al., 2008) for those living with mental health challenges. Thus, for some, a
parenting identity brings positive elements that help them to manage their mental health
challenges. For example, some parents report that caring for their children has facilitated
social engagement with other adults, including the parents of other children, building social
connectedness which in turn acts as a protective factor (van der Ende et al., 2016). Further,
parenting responsibilities may contribute to providing structure to one's daily routine (van der
Ende et al., 2016), another factor that may promote recovery (Maybery & Reupert, 2018a,
2018b). Finally, motivation for parents to commit to mental health recovery goals (Evenson
et al., 2008; Reupert & Maybery, 2009) and engage in mental health services (Diaz-Caneja &
Johnson, 2004) can be driven by wanting to maintain positive wellbeing to appropriately care
for children.

Notwithstanding the various positive experiences reported by parents who experience
mental health challenges, a range of negative experiences have also been described.
Numerous studies have highlighted difficulties associated with individuals attempting to
balance the demands of parenting with addressing their mental health needs (Awram et al.,

2017; Montgomery et al., 2011). Whilst parenting responsibilities can promote a structured
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daily routine, some parents who have mental health challenges may find it difficult to plan
activities and maintain a routine (van der Ende et al., 2016). Similarly, some parents have
described how their mental health challenges prevent them from providing adequate structure
and care for their children (Diaz-Caneja & Johnson, 2004; Dolman et al., 2013)
compromising their ability to respond appropriately to their children’s needs (Diaz-Caneja &
Johnson, 2004). This could lead to a sense of inadequacy and/or an awareness of being
judged. For instance, some mothers felt stigmatised, guilty or labelled as “non-compliant”
when their children missed day care or appointments (Diaz-Caneja & Johnson, 2004). Diaz-
Caneja and Johnson (2004) found societal expectations and judgments could impact mothers'
mental health when they perceived themselves as failing to meet these expectations. Other
parents with mental health challenges found it difficult to be empathetic and form a nurturing
bond with their children (Abrams & Curran, 2011; Hine, Maybery & Goodyear, 2017).
Possibly because of these attachment difficulties, another study, which investigated the
parenting experiences of fathers with psychosis, described stressful parent-child interactions,
which in turn, can aggravate mental health difficulties (Evenson et al., 2008).

Other research has highlighted the concerns some parents have about their children’s
welfare. Many parents share concerns regarding their children experiencing bullying or
associative stigma, due to their parent’s mental health challenges (Halsa, 2018; Jones et al.,
2016). This in turn can lead families to conceal parental mental health challenges which
inhibits help seeking (Reupert et al., 2015; Reupert et al., 2021). Other studies have described
parents’ concerns about losing custody of their children (Dolman et al., 2013; Jones et al.,
2016; Montgomery et al., 2011). These fears appear to be substantiated as research shows
that between 30-70% of mothers with schizophrenia experience at least temporary custody
loss of children (Nicholson & Miller, 2011). Thus, for many, intermittent parenting is the
norm, bringing extra challenges (Nicholson & Miller, 2011). Likewise, parents have
described how their mental illness has been used against them in custody and/or access
disputes over their children (Jeffery et al., 2013; Holford et al., 2023). Given these
difficulties, it is crucial that mental health support is available, to alleviate the challenges
facing parents and their families and to enhance the overall well-being of both parents and

children.
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1.1.4 Children of Parents with Mental Health Challenges

Just as parents with mental health challenges have diverse experiences, so do their
children. The following section exploreses some of the experiences children may have and
discuss potential outcomes children may face.

An experience common to children of parents with mental health challenges is the
caring responsibilities they assume when or if parents are unable to support the family, care
for themselves and/or participate in everyday routines and responsibilities (Maybery et al.,
2005; Polkki et al., 2005). Children have described valuing the bond created through
engaging in caring activities with their parents and family, reporting an increased sense of
maturity, empathy and pride in their caring role (Ahlstrom et al., 2009). Maybery and Reupert
(2019) found that some children who have a parent with mental health challenges, develop
resilience and empathy at a young age, learning to navigate complex emotions and situations.
These children may demonstrate a deepened capacity for compassion and a heightened
sensitivity to the needs of others, stemming from their experiences with their parent.
Likewise, some children may have strong problem-solving, adaptability and coping
mechanisms developed in response to their family life experiences (Maybery & Reupert,
2019).

Children can experience various emotional and psychosocial challenges associated
with their parents’ mental health challenges (Bee et al., 2014; Dam & Hall, 2016; Grove et
al., 2015). These challenges may include family conflict stemming from the stress and
instability associated with a parent's mental health struggles (Bee et al., 2014). This conflict
can manifest in various ways, such as heightened tension, frequent arguments or breakdowns
in family communication (Aldridge, 2006). Moreover, for some parents, erratic parenting,
inconsistent boundary setting and high emotional expression (such as anger towards their
children) have been described (Bee et al., 2014). Some children of parents with a severe
mental illness have described feeling targetted by their parents’ hostile behaviour (Bee et al.,
2014). Issues with family communication, family disruptions, transient lifestyles, and
children assuming onerous caregiving roles, have likewise been raised in several studies
(Aldridge, 2006; Ballal, 2018; Brockington, 2011; Gopfert, 1996; Maybery et al., 2015;
Nicholson, 2001).

Parents and children may want to keep the parent’s mental health challenges a secret
and avoid talking about it to others outside of the family (Dam & Hall, 2016; Grove et al.,
2015) in order to avoid stigma (Reupert et al., 2020). Likewise, children have reported hiding
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their parents’ mental health challenges from friends, to avoid social ostracization and being
stigmatised (Fjone et al., 2009; Gladstone et al., 2011). This in turn inhibits help seeking from
services. In addition, children who keep parents’ mental health challenges a secret, may
experience internalising symptoms such as self-blame, self-stigma, and negative self-identity
(Dam & Hall, 2016; Murphy et al., 2016). When services are aware of a family’s
circumstnaces, children and young people describe a general lack of understanding and
support from those services (Backer et al., 2017). These aforementioned experiences may
negatively impact children’s behaviour and mental health outcomes across their lifespan.

Just as the experiences of children who have parents with mental health challenges are
varied, so too are their outcomes. Children’s outcomes can vary based on the severity and
chronicity of their parents’ mental health challenges, the support available to the family and
other environmental and socioeconomic and cultural factors (Hjen et al., 2013); Goodman et
al., 2011; Webb et al., 2016). Nonetheless, compared to their same aged peers, children of
parents with mental health challenges may have more school problems including lower
grades, more absenteeism and expulsions, and have been reported to fall asleep in class due
to exhaustion (Hjen et al., 2013; Mordoch & Hall, 2008; Straussner, 2011). Children of
parents with mental health challenges tend to have relatively poor cognitive development and
a high incidence of learning disabilities, which can exacerbate school difficulties (Gladstone
etal., 2011). A large, nationwide cohort study in the UK found children of parents with
mental health challenges had lower educational attainment, including lower rates of achieving
expected educational milestones and qualifications, compared to their peers (Webb et al.,
2016). The study found variations in child education outcomes were based on the type and
severity of their parent's mental health challenges, with children of parents with severe
mental disorders (e.g., schizophrenia, bipolar disorder) tending to fare worse academically
compared to children of parents with less severe mental health challenges (Webb et al.,
2016).

Children of parents with mental health challenges may encounter difficulties with
self-regulation, emotional and behavioural problems and show an increased risk of
developing mental health challenges themselves (Lam & O’Farrell, 2011; Nicholson et al.,
2009; Weitzman et al., 2011). A meta-analysis examining the strength of the association
between mothers’ depression and children’s emotional functioning and behavioural problems,
found maternal depression was significantly related to higher levels of negative affect and
behaviour, general psychopathology and internalising and externalising in children

(Goodman et al., 2011). Maternal depression was also found be significantly related to lower
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levels of positive affect in children (Goodman et al., 2011). Children of parents with mental
health challenges are two-to-three times more likely to develop a mental health problem
themselves compared to the general population (Maybery et al., 2009; Rasic et al., 2014).
This increased risk is likely transmitted through an interplay of genetics and social
determinants (Maybery et al., 2009).

Genetic risks, such as temperamental features, increase the likelihood of mental
illnesses, and can be transmitted from parents to child (Hosman et al., 2009; van Santvoort et
al., 2015). For example, research has identified genetic evidence for the heritability of
generalised anxiety disorder based on family and twin studies (Gottschalk & Domschke,
2017). The transmission of genetic risks is influenced by interactions between genetic factors
and environmental conditions (Mullins et al., 2016).

Mental health outcomes in children are often linked with social determinants, such as
socioeconomic status, poverty, isolation, access to healthcare, stigma and discrimination,
education, and support networks (Reupert et al., 2022). These social determinants are
adversely impacted by parents’ mental health challenges (Reupert et al., 2022) as these
factors significantly influence the resources available to assist individuals to navigate and
manage mental health challenges (Beardslee et al., 2011; Powell et al., 2020). Moreover,
social disadvantages contribute to the transgenerational nature of mental health challenges
(Powell et al., 2020; Power et al., 2016). Social disadvantages including insecure housing,
poverty, stigma, isolation, family violence, racism, substance use and addiction, have all been
found to exacerbate the likelihood of transgenerational mental illness (Beardslee et al., 2011;
Hosman et al., 2009; Powell et al., 2020; Power et al., 2016). When social disadvantage is
faced by families, problems are often cumulative, for example parental mental health
challenges leading to unemployment, which in turn might lead to financial and housing
insecurity (Reupert et al., 2022). There is a strong need to create policies, social structures
and mental health support systems that mitigate and prevent the impacts of these problems

and improve mental health outcomes for parents and their children (Hine & Jewell, 2024).

1.2 Epistemological and Ontological Framework

This thesis has been informed by various epistemological and ontological
frameworks. Epistemology is the philosophical study of knowledge that aims to define what
knowledge is, differentiate its main types, identify its sources, and determine its boundaries
(Bullock and Trombley, 2000). Ontology refers to the theory of reality (Bullock and

Trombley, 2000) and what it means to be a person, either as researcher or participant in the
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research (Guba, 1990). For this thesis I have chosen to apply a constructivist epistemological
framework, a phenomenological ontological framework and to undertake person-centred
research, all of which align with my worldview.

A person-centred approach implies recognition of the broad social, biological,
psychological, cultural and spiritual dimensions of each person, their families and
communities (Titchen et al., 2017). Key assumptions underpinning person-centeredness
include respect, self-determination, reciprocity and mutuality (McCormack & McCance,
2010). Epistemological and ontological assumptions also underpin person-centred research
including how ‘reality’ is embedded in shared meanings, behaviours and practices (Titchen
and Ajjawi, 2010). Collectively, these assumptions form the foundation of person-centred
research, and shape the research outcomes (Titchen et al., 2017). Titchen et al. (2017)
described how epistemology and ontology permeate every aspect of the research process,
from research design; the skills researchers must acquire, the roles and relationships they
establish, and the methodologies they employ during the research.

A constructivist epistemological framework focuses on how individuals construct
understandings of their world through experiences and social interactions (Packer et al.,
2000). This perspective acknowledges that knowledge is not merely ‘discovered but actively
created by individuals through social interactions and experiences (Packer et al., 2000).
Constructionism rejects the notion of a single ultimate truth, instead proposing there are
multiple realities equating to multiple truths (Braun & Clarke, 2013). In the context of
psychotherapy, which this thesis investigates, clients and therapists collaboratively build new
understandings and insights during their interactions during psychotherapy, which is aligned
with my constructivist epistemological worldview. In a constructivist approach to
psychotherapy, clients construct their realities and therapeutic interactions to help them
reconstruct their perceptions and beliefs. Therapists actively collaborate with clients to
explore and reconstruct their personal meanings and beliefs, tailoring their methods to fit
each client's unique perspective (Neimeyer, 2009). This constructivist framework emphasises
flexibility, ongoing adaptation, client empowerment, and positions therapists as facilitators of
personal insight and growth (Neimeyer, 2009).

A phenomenological ontology framework focuses on the lived experiences and
subjective realities of individuals (Hammarberg et al., 2016; Peat et al., 2019; Smith, 2009).
A phenomenological approach allows deep exploration of participants’ experiences,
emotions, and perceptions to understand their unique perspectives and meanings. The

epistemological and ontological frameworks used throughout, emphasise the richness of
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personal narratives which is well suited for psychotherapy research (Guba, 1990; Packer et

al., 2000; Smith et al., 2009).

1.3 Reflexivity

Throughout the research process it was crucial I demonstrated reflexivity. Reflexivity
involves acknowledging and critically examining my own values, experiences, beliefs, and
social identities, and understanding how these factors influence the research undertaken
(Eatough & Smith, 2008). Reflecting on my position as a young, early-career psychologist
and researcher, who grew up in a family where a parent had a mental illness, was important
in the current project which focuses on therapists working with parents with mental health
challenges.

My interest in exploring psychotherapy to support parents with mental illness is
personal and rooted in my own experiences. Growing up with a parent who struggled with
mental health challenges, I witnessed firsthand the impact parental mental illness has on
family dynamics and children, including my own emotional well-being. The experience of
having a parent navigate mental health support whilst simultaneously being the primary
caregiver in my family, fuelled my desire to understand and improve the ways in which
therapeutic interventions can support families in similar situations. This personal connection
drove my commitment to the thesis topic, with the goal of enhancing the quality of care and
support available to parents and their children. I believe my background and experience
provides a unique perspective to the research as I can empathise with and appreciate the
nuanced needs of those affected by parental mental illness.

Throughout the research process, I was acutely aware of how my personal history
living with a parent with mental illness would influence my perspective. Consequently, I
implemented measures to manage this influence effectively. I engaged in regular self-
reflection and supervision to explore and account for the the ways that my personal
experiences might influence the research findings or introduce bias into the interpretation of
data. I also kept a research journal to document my thoughts and emotions after each
interview with therapists. An excerpt from the research journal can be found in Appendix A. I
referred back to the journal entries prior to and during analysis of the data to remind myself
of how I felt when conducting the interview, ensuring I had a critical awareness of my own
emotional responses to and perceptions of the interview data.

Reflecting on my position as a young, early-career psychologist, with limited training

and practical experience using the three psychotherapeutic modalities selected for
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investigation (schema therapy, acceptance and commitment therapy [ACT] and narrative
therapy) was also important throughout the research process. My training in psychotherapy,
through my psychology master’s coursework, placement experience, professional
development and work as a provisional psychologist, equipped me with theoretical
knowledge about a variety of therapeutic approaches. Over approximately two years, I have
gained practical experience working with children and adults, which has allowed me to apply
different therapeutic modalities with clients in contexts including private practice and school
settings. While I have training in a range of psychotherapies, I feel most confident and well-
versed in Cognitive Behavioral Therapy (CBT). However, | wanted to investigate therapies
besides CBT due to there already being initial research investigating the effectiveness of CBT
for parents with mental health challenges (Coiro et al., 2012; Cuijpers et al., 2015) as well as
satisfying a personal interest to explore other therapies.

I have had exposure to training in schema therapy, ACT, and narrative therapy,
although my training in these modalities was not extensive. Additionally, I have limited
personal experience using techniques from these modalities with clients. As I have not
specialised in any of the three modalities investigated in this thesis, I have few
preconceptions of, or preferences for, the modalities. I believe this facilitates an objective
viewpoint in researching them and comparing similarities and differences between the
experiences described by schema therapists, ACT therapists and narrative therapists. I do not
consider myself to have any professional biases in my approaches to or preferences for any of
the three modalities.

Although I have had limited experience conducting schema therapy, ACT and
narrative therapy with clients prior to undertaking this thesis, the exposure to these modalities
that I gained through university training and professional development opportunities, sparked
my interest in these modalities. Additional factors that contributed the selection of these three
modalities, included their theoretical underpinnings, which will be further discussed in
subsequent chapters.

Throughout the development of this thesis, it was critical that I continuously reflected
on my limited professional background using these three modalities, alongside my growing
interest in the modalities. Being an early-career psychologist brought both benefits and
challenges when interviewing experienced therapists who have undertaken specialised
training in the modalities and for most participants, have many years’ experiences practicing
them in therapy with clients who are parents. In contrast to my inexperience with the

therapies, the therapists interviewed had significant experience practicing either schema
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therapy, ACT or narrative therapy. Accordingly, I entrusted the therapists interviewed to
provide rich, insights about working with parents across the modalities. My youth and
professional inexperience were at times an advantage, as they allowed me to approach the
research with genuine curiosity, an open mind and a fresh, ‘naive’ perspective. This helped
build open dialogue between myself and the participants I interviewed, as I may have been
seen as eager to gain insights into their experiences and understand their views without
having preconceived notions. However, my limited experience practicing therapy could have
also make it harder to establish credibility and rapport with experienced therapists. They
might have seen me as lacking the depth of knowledge needed to fully understand their
insights and experiences regarding their work with parents. Further, I may have missed
opportunities to explore certain aspects of the participants’ responses more deeply due to a
lack of nauced understanding of the modalities and providing therapy to parents with mental
health challenges. In my attempts to address this, I familiarised myself with relevant literature
and theoretical frameworks prior to conducting any interviews with participants, showing my
commitment to the research topic and respect for their expertise. I sought regular supervision
to improve my understanding of the therapies I investigated and to enhance my data
collection and analytical skills. Moreover, I collaborated with my supervisors and a peer PhD

candidate to ensure my interpretations and analysis reflected participants’ experiences.

Chapter 2 Literature Review

The previous chapter introduced the definition and prevalence of mental health
challenges among parents, the experiences of these parents, and the impact on their children.
It also outlined the epistemological and ontological framework guiding the research and
discussed my reflexivity process throughout the thesis. In this chapter, I will begin by
providing an overview of the Australian mental health system. Following this, I will explore
the relationship between parenting and recovery, considering how mental health challenges
can impact both the parent and the child, and how recovery processes may intersect with
parenting responsibilities. The chapter will then describe various support options available for
families where a parent experiences mental health challenges include an analysis of
organisational approaches, community-based support strategies, family intervention
approaches, and child-only interventions designed specifically to support the children of

parents with mental health challenges. Additionally, I will review individual approaches
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tailored to supporting these parents. Finally, the chapter will conclude with a discussion of

the rationale and aims of this thesis.

2.1 The Australian Mental Health System

As the data for the set of studies within this thesis were collected from therapists
practicing in Australia, the literature review commences with a description of the Australian
mental health system. For many Australians with mental health challenges, the first point of
engagment in professional mental health support is primary care settings, where people are
typically seen by their general medical practitioner (GP) (Baulderstone et al., 2012; Spooner
et al., 2024; Welfare, 2013). Depending on the presenting mental health issues, GPs may
prescribe medication and/or refer the client to a mental health service to access a
psychotherapeutic intervention (Baulderstone et al., 2012; Spooner et al., 2024). In an
Australian context, one-on-one psychotherapeutic counselling services occur in the public
and private mental health systems.

The public mental health system is primarily funded by the government and provides
services through hospitals, community health centres, and specialised mental health facilities
(Australian Institute of Health and Welfare (AIHW), 2023). These services are accessible to
the public, often at low or no cost, and are designed to offer comprehensive care, including
crisis intervention, inpatient treatment, and outpatient support. Examples of mental health
supports provided in the public sector include publicly funded programs such as Keeping the
Body in Mind (Curtis et al., 2016); public hospital inpatient and outpatient services, and
services funding through the National Disability Insurance Scheme (NDIS; an Australian
government initiative designed to support people with disabilities by providing funding for
necessary services and support). The private mental health sector includes private practices
and private hospitals, where services are funded through out-of-pocket payments, or covered
fully or partially under Medicare (AIHW, 2023). Private mental health services often cater to
individuals seeking more immediate or specialised care that may not be readily available in
the public sector (Williams & Doessel, 2008). Additionally, the insurance mechanisms and
out-of-pocket costs within the private sector can influence accessibility to this mental health

support (Finlay & Looi, 2020).

Professionals providing mental health services in Australia come from diverse
disciplines, including psychiatry, psychology, social work, occupational therapy and mental

health nursing (AIHW, 2023). In 2022, there were approximately 4,300 psychiatrists; 33,000
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psychologists; 2,900 accredited mental health social workers; 2,800 mental health
occupational therapists and 25,000 mental health nurses working in Australia (ATHW, 2023).
According to AIHW (2023) approximately half (49%) of psychologists work in private
practice settings. In a study investigating accredited mental health social workers in 2024,
85% of participants surveyed reported they worked in private practice (AIHW, 2024). Indeed,
a significant amount of the Australian mental health workforce works within private practice

settings, therefore this is an important environment to conduct research.

In Australia, potential clients can either directly approach a private practice setting for
mental health support, such as one-on-one counselling, or be referred by their GP. Commonly
in Australia, when specialised mental health care is required, a GP will refer a client to a
therapist for individual psychotherapeutic treatment, typically cognitive behavioural therapy
(CBT), as this is covered under Medicare (Baulderstone et al., 2012). Australia’s Medicare
system (the national universal health insurance scheme, which gives people access to a range
of health and hospital services, including mental health services, at a low or no cost;
Department of Health and Human Services, 2024). Currently, clients in Australia who are
referred by their GP for mental health treatment such as one-on-one counselling can be
eligible for ten psychotherapeutic sessions each year covered under Medicare each year

however this varies depending on government policy.

It is important to note that there has been criticism highlighting the limitations of the
Australian mental health system. Firstly, Australia’s Medicare system (Department of Health
and Human Services, 2024) is very much focused on the individual, rather than the family.
As such, GPs will typically refer only individual clients for further treatment, such as
counselling, and not additional family members, such as carers of the family for family
therapy, as this is not covered under Medicare. Within the Australian context, it has been
argued that more could be done by GPs to recognise and support the role of client’s partner,
children or other family members or their family role, when clients present with mental
health challenges (Reupert et al., 2015). In one study, Reupert et al., (2015) interviewed
Australian GPs to ascertain whether and how they work with clients who are parents
experiencing mental health challenges. The authors found that GPs do not commonly engage
with parents about family issues, some questioned whether being family-focused was part of
their role and some identified a need for training in providing family-focused support for

parents. Thus, whilst GPs are often the first line of support to parents with mental health
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challenges, they commonly miss opportunities to offer preventative support that takes into
consideration the parenting role of their clients and the needs of the whole family (Reupert et

al., 2015).

2.2 Parenting and Recovery

Since the emergence of consumer and carer advocacy movements in the 1980’s, there
has been a shift in how mental health settings have conceptualised recovery, transitioning
from clinical to personal constructions of recovery from mental health challenges (Anthony,
1993). A systematic review and narrative synthesis by Leamy et al., (2011) produced a
conceptual framework for personal recovery in mental health. The review developed the
CHIME framework which outlined five key elements essential for personal recovery;
Connectedness, Hope and optimism about the future; developing a positive Identity; finding
Meaning in life; and Empowerment. The framework highlights the importance of holistic
mental health support that goes beyond symptom reduction and focuses on enhancing well-
being and quality of life (Leamy et al., 2011). It provides a comprehensive approach to
mental health recovery, emphasising the need for interventions that support individuals in
these five areas to promote sustainable recovery.

However, parenting remains a less prominent topic in the personal recovery and
CHIME framework discourse (Maybery et al., 2015; Reupert et al., 2017). The CHIME
framework is relevant for personal recovery for parents with mental health challenges, as it
addresses not only mental health challenges but also one’s role as a parent (Maybery et al.,
2015). The following section will explore the literature on parenting with mental health
challenges as it pertains to each of the five CHIME elements.

The element of Connectedness refers to the importance of relationships and social
support in recovery (Leamy et al., 2011). It involves building and maintaining supportive
relationships with family, friends, peers, and mental health professionals, fostering a sense of
belonging and community. The role of Connectedness in the recovery process for parents has
been reviewed in the literature. Maybery et al, (2015) described how families provide a
support network that helps people maintain social connections, which is key for emotional
health, offers a sense of belonging and reduces feelings of isolation. Other literature has
found that experiencing connectedness with one’s children positively influenced personal
recovery for mothers (Ackerson, 2003; Carpenter-Song et al., 2014). Further, mothers have

described that feeling safe to disclose their mental health problems to others, including family
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members, friends and support groups, positively influences their personal recovery (Cremers
et al., 2014).

Hope and optimism about the future refers to providing the motivation and belief that
a positive future is possible and is a fundamental aspect of recovery (Leamy et al., 2011).
Optimism about the future encourages individuals to set and pursue personal goals,
envisioning a life beyond mental illness. In regard to parental mental health challenges,
families can be a source of hope and engagement, especially during challenging times
(Maybery et al., 2015).

In the CHIME framework, Identity refers to developing a positive identity and
overcoming the negative self-perceptions often associated with mental illness (Leamy et al.,
2011). It includes forming a new, positive sense of self that is not defined by the illness,
allowing individuals to reclaim their lives and roles. Family relationships contribute
significantly to a person’s sense of identity, offering shared experiences, traditions and values
(Maybery et al., 2015). Maternal identity has an important role to play in personal recovery,
with research suggesting that when a mother sees her role as central to her identity, it can
provide a strong motivation for recovery (Hine et al., 2018). The responsibilities and meaning
derived from motherhood as one component of a multifaceted identify, can become a driving
force in a mother's desire to improve her mental health and well-being (Hine et al., 2018).

The element of Meaning refers to finding purpose and meaning in life, often through
engaging in activities that are personally meaningful, such as work, hobbies, or volunteering
(Leamy et al., 2011). It helps individuals understand their experiences and find a sense of
direction and fulfillment. For many parents with mental health challenges, their role as a
parent can provide a profound sense of purpose and meaning in life (Reupert et al., 2015).

The fifth element in the CHIME framework, is Empowerment which refers to gaining
control over one's life and making independent choices (Leamy et al., 2011). It involves
building confidence, self-efficacy, and the ability to advocate for oneself, leading to greater
autonomy and participation in decision-making regarding one’s treatment and life. According
to Hine et al., (2018) there remains scope for mental health professionals to find ways to
empower parents with mental health challenges through acknowledging and validating the
strengths in their parenting capacity.

Integrating parenting roles into personal recovery for individuals with mental illness,
can improve the wellbeing of parents, children, and families (Reupert et al., 2017). Reupert et
al., (2017) emphasised the need for mental health professionals to consider parenting

responsibilities as a central aspect of recovery, advocating for more tailored support for
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parents with mental health challenges. However, this research focused on the experiences of
parents with mental health challenges within psychiatric settings (Reupert et al, 2017). There
remains limited research into the experiences of parents receiving mental health support from
other settings, such as private therapy settings (Cooper et al., 2023). The following section
will provide an overview of the different support options available in Australia for families

(parents and children) where a parent has mental health challenges.

2.3 Support Options for Families where a Parent has Mental Health Challenges

Families with a parent with mental health challenges need timely and appropriate
support (Reupert & Maybery, 2009). For families where a parent experiences mental health
challenges, the most effective support is provided through Family-Focused Practice (FFP), a
holistic approach within mental health services that emphasises the interconnected nature of
individual and family well-being (Foster et al., 2016). FFP aims to support not only the
individual with mental health challenges but also their family members, acknowledging the
critical role families play in the recovery and care process. FFP should be inclusive, ensuring
that the needs of both the parent and other family members, including children, are addressed
through coordinated care (Goodyear et al., 2015).

There are many settings, both private and public, where parents, and other family
members, can receive support, including primary care (Hooper et al., 2012; Rishel, 2012),
and public mental health facilities (Reupert et al., 2012; Reupert et al., 2015). Across these
different sectors, various approaches have, or could be, employed to support families where a
parent has a mental health challenge. FFP approaches to supporting families may include
community and organisational supports, family systems approaches, child focused
approaches and parent-focused approaches. Opportunities to ensure parents’ unique needs are
met in services include focusing on strengths (Hine & Jewell, 2024), integrating parenting
skills training into psychiatric rehabilitation programs and implementing supported
employment programs specifically tailored for parents (Cook & Mueser, 2014). Figure 1
depicts the different support models for families where a parent has a mental health

challenge, with further detail provided in the paragraphs below.
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Figure 1

Model of support and approaches available for families where a parent has a mental health challenge
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2.3.1 Community Approaches

Community approaches to parental mental health challenges can offer support to
families (Bee et al., 2014; Sherman et al., 2018). Examples include community mental health
services, targeted parenting programs and policy advocacy and awareness campaigns for
reducing stigma (Corrigan et al., 2012). Targeted community interventions, including
parenting programs and policy advocacy for reducing stigma are designed to educate,
promote understanding, and reduce negative attitudes towards mental health challenges
(Corrigan et al., 2012). Corrigan et al., (2012) highlight the importance of community
approaches for fostering a more supportive and inclusive society and improving the quality of
life of individuals with mental health challenges.

Beyond community interventions, ‘natural’ or informal community supports may be
available to parents and families (Sherman et al., 2018). For instance, extended family and
friends, neighbours, churches, and community groups with inclusive, non-judgemental
cultures can provide support for parents with mental health challenges and their families
(Sherman et al., 2018). Nicholson et al., (2009) explored the complex role of family support
for parents with mental health challenges finding that that while family support can offer
crucial assistance, it can also present challenges depending on family dynamics and delivery
of the support. For instance, the involvement of grandparents in childcare can be highly
beneficial, providing essential respite and stability for parents managing mental health
challenges (Nicholson et al., 2009). However, the study also highlights instances where such
support can become intrusive rather than helpful for example if grandparents take over
caregiving responsibilities in ways that undermine the parents’ authority or preferences,
thereby creating conflicts and additional stress. This dichotomy underscores the importance
of a balanced approach to family support that respects the autonomy of the parents while
providing meaningful assistance (Nicholson et al., 2009). Beyond the role of families, there is
limited research into the role of other community supports such as neighbours and church

groups specifically for supporting parents with mental health challenges (Bee et al., 2015).
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2.3.2 Organisational Approaches

There are various ways that organisations can provide an environment that supports
parents. For example, mental health intake forms might include items around parenting status
which can signal to parent service users that parenting and their child’s wellbeing is relevant
to adult mental health services (Tchernegovski et al., 2017). In addition to forms, intake
procedures may include interviews, standardized assessments, behavioural observations, and
risk evaluations to gain a comprehensive understanding of clients’ parenting competencies
and family dynamics (Goodyear et al., 2015). This holistic approach ensures that
interventions are tailored to the unique needs of each family.

Organisations can also support parents with mental health challenges through
investing in training and professional development for their staff. By equipping mental health
professionals with specialised knowledge and skills tailored to the unique needs of parents,
organisations can enhance their team’s confidence and competence in working with this
population. Within Australia, there are organisations, such as Emerging Minds, that
specialise in developing mental health training, programs and resources in response to the
needs of families and mental health professionals working with parents, children and families
(Emerging Minds, 2024). Organisations can foster an environment that supports the unique
needs of parents with mental health challenges through investing in such training and

ensuring ongoing professional development for staff.

2.3.3 Family Intervention Approaches

Family interventions may include family therapy or interventions directed to the
family unit (Rivett, 2017). Family therapy entails working with families to address
psychological issues and improve family mental health and relational dynamics (Minuchin,
2018; Rivett, 2017). There are numerous types of family therapy such as structural family
therapy (Minuchin, 1974), strategic family therapy (Haley, 1976; Madanes, 1981), Bowenian
Family Therapy (Bowen, 1978), systemic family therapy (Selvini-Palazzoli et al., 1980), and
narrative family therapy (White & Epston, 1990) among others. Despite the different
theoretical frameworks and techniques that underpin the different types of family therapy,
they all view the family as an interconnected system where members influence each other
(Carr, 2012). Family therapy has a focus on improving interpersonal dynamics often through
targeting communication patterns (Carr, 2012).

A meta-analysis by Cluxton-Keller and Bruce (2018) analysed multiple studies across

different types of family therapy approaches and found that family therapy significantly
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reduced depressive symptoms in mothers with perinatal depression. Further, they found that
family therapy improved family functioning and parent-infant relationships (Cluxton-Keller
& Bruce, 2018). Another meta-analysis by Doss et al., (2019) found couple and family
therapy for adults with depression led to improvements in individual symptoms, relationship
satisfaction, and overall family functioning. Indeed, the effectiveness of different family
therapy approaches for parents with mental health problems has been well established in the
literature (Carr, 2009; Cluxton-Keller & Bruce, 2018; Doss et al., 2019).

There are also several family interventions designed for parents with mental health
challenges (Moltrecht et al., 2024; Mulligan et al., 2021; Orte et al., 2016; Solantaus et al.,
2010). Examples of these family interventions include the Family Competence Program (Orte
et al., 2016), Family Talk Intervention (Beardslee et al., 2013; Mulligan et al., 2021) and
Let’s Talk about Children (Solantaus et al., 2010).

Within Australia, the Let’s Talk about Children (LTC) program (Solantaus et al.,
2010) has been delivered and evaluated (Allchin et al., 2022; Maybery et al., 2019).
Originally developed in Finland, the intervention consists of three structured sessions which
explore the parenting role of service users where one or more parents experience a mental
illness and have dependent children aged under 18 years (Maybery et al., 2019; Foster et al.,
2016). Although, parents with a mental illness are the primary participants of LTC, it can be
considered a family intervention as the focus of the program is on their parenting role and
how they can strengthen the family unit. The children of parents with a mental illness can be
considered as indirect participants, as LTC aims to support these children by enhancing their
understanding of the parent’s mental health condition and helping them cope with associated
challenges (Solantaus et al., 2010). Moreover, in some cases, other family members will be
involved in the program, such as partners, or extended family members who play a significant
role in the child’s life or the parent’s support system (Solantaus et al., 2010). In the first
session, the parent completes a developmental log for each child to identify their child’s
strengths and areas requiring further support. In the second and third sessions, the mental
health professional and parent work collaboratively to increase the family’s understanding of
the parent’s mental health challenges, its impact, and appropriate supports to strengthen their
parenting skills and address their children’s needs (Maybery et al., 2019; Solantaus et al.,
2010). An evaluation of LTC found the program can provide parents with a sense of hope and
self-determination (Solantaus et al., 2010). Additionally, LTC was found to decrease
psychosocial distress in both parents and children (Solantaus et al., 2010), which helps

protect children from negative health and social outcomes (Cooper & Reupert, 2016).
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Alongside the growing body of research investigating the benefits of family
interventions (Goodyear et al. 2015a; Hosman et al. 2009; Maybery et al., 2019; Reupert &
Maybery 2007; Solantaus et al., 2010), there is other research highlighting the difficulties
implementing them and sustaining family interventions as part of standard service delivery.
Difficulties can arise from various sources, including barriers related to mental health
professionals’ practices, supervision oversights, organisational constraints, policy limitations
and challenges within the client or family dynamics themselves (Allchin et al., 2022; Dixon
et al. 2001; Goodyear et al. 2015b; Kavanagh et al. 1993; Lauritzen et al. 2014, 2015;
Maybery & Reupert, 2009; Tchernegovski et al., 2017).

2.3.4 Supporting the Children of Parents with Mental Health Challenges: Child-Only
Approaches

There are several support options purposefully designed for children of parents with
mental health challenges, including online programs and peer-support programs (Reupert et
al., 2013). Online interventions generally target older children and young adults, aged
between 12 and 25 years, whose parent or siblings have a mental illness (Pitman & Matthey,
2004; Reupert et al., 2022). These online interventions are typically focused on providing
psychoeducation, informing children about the mental health challenges their parent may
have, and are available for children to complete in their own time and at their own pace
(asynchronous) (Pitman & Matthey, 2004; Riebschleger et al., 2009). Peer-support programs
can also be delivered as online interventions, such as the mi.spot (mental illness; supportive,
preventive, online, and targeted) which is a professionally moderated online intervention for
young adults aged 18 to 25 years who have a parent with a mental health challenges (Reupert
et al., 2020). The mi.spot intervention was found to improve the mental health and wellbeing
of young adults with parents with mental health challenges (Reupert et al., 2020).

In addition to online peer-support programs there are also in-person peer-support
groups which are child focused, and may be offered as camps, school holiday programs, or
after-school programs (Goodyear et al., 2009; Hargreaves et al., 2008; Pitman & Matthey,
2004). These peer-support programs aim to increase children’s understanding of mental
health challenges, foster peer connections, and improve children’s adaptive coping abilities,
by employing a group-based, strengths-focused, preventative approach (Hargreaves et al.,
2008; Reupert et al., 2013). Previous research has shown positive impacts from participation
in peer support programs for children of parents with mental health challenges. For example,

the PATS (Paying Attention to Self) peer support program (Hargreaves et al., 2008) provided
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children of parents with mental health challenges opportunities to realise that they were not
alone; to make friends with shared experiences and to better understand how mental
challenges can impact families. Children who undertook the SMILES (Simplifying Mental
Illness plus Life Enhancement Skills) program had improved knowledge of mental health
challenges and improved self-rated life skills (Pitman & Matthey, 2004). Additionally,
Goodyear et al., (2009) found that peer support programs for children in families where there
are parental mental health challenges can make a positive difference to the health and well-
being of children (Goodyear et al., 2009). However, some parents reported that their children
had more problematic behaviours after completing the peer support program, including
asking ‘difficult’ questions (Goodyear et al., 2009). Such research suggests that child-only
programs may need to be supplemented with simultaneous support for parents to ensure that

they are prepared for the changes in their child’s improved mental health literacy.

2.3.5 Parent-Focused Approaches

There are a range of different parent-focused approaches available to parents with
mental health challenges. Examples include parenting programs, online or web-based
psychological interventions and psychotherapeutic counselling.

Peer-Support Groups

Peer-support groups are another approach for parents with mental health challenges.
These groups involve parents as peer specialists who have lived experience of mental health
challenges, experience with service supports, and a positive, realistic orientation to recovery
and family life (Nicholson & Valentine, 2018). Parent peer-support groups often have a
unique ability to empathise with the specific concerns of parents with mental health
challenges. These concerns may include difficulties balancing parenting responsibilities with
mental health needs, the impacts of parental mental health challenges on children, combating
stigma, and managing treatment challenges such as medication side effects (Lacey et al.,
2015; Nicholson & Valentine, 2019). Evaluations of peer-support groups show a sense of
belonging, empowerment and engagement for the parents involved (Farkas & Boevink,
2018). Other research has found that peer-support for adults with mental health challenges
can increase health-promoting behaviours, and reduce the utilisation of emergency services
(Bellamy et al., 2017). Further, research has highlighted how peer-support services have a
positive impact on levels of hope, empowerment and quality of life (Bellamy et al., 2017), all
recovery promoting factors. However, the benefits of peer-delivered services on clinical

outcomes are not as strongly supported (Lloyd-Evans et al., 2014; Pitt et al., 2013) suggesting
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that parents with mental health challenges may need additional support to treat their mental
health concerns, beyond peer-support groups.
Parenting Programs

There are numerous parenting programs which may be offered to parents who have
mental health challenges, that aim to enhance their parenting skills (Cooper et al., 2018;
Phelan et al., 2012; Pickering et al., 2015). Parenting interventions are usually manualised
programs including but not limited to Circle of Security (Hoffman et al., 2006), Triple P
Parenting Program (Pickering et al., 2015) and Mental Health Positive Parenting Program
(Phelan et al., 2006).

Circle of Security is a manualised program delivered to either groups of parents or
individuals. It is designed for parents of children aged between 4 months to 6 years (Hoffman
et al., 2006). The Circle of Security program introduces parents to their child’s relational
needs through a combination of guided reflections, video content and handouts (Bowlby,
1988) whilst also supporting parents in setting boundaries as appropriate (Hoffman et al.,
2006). While the standard Circle of Security program is relevant for all parents, it has been
shown to improve parents’ emotional functioning and has utility for parents with mental
health challenges (Huber et al., 2016).

Triple P Parenting Program aims to promote warm, responsive, and consistent
parenting that offers boundaries (Pickering et al., 2015; Sanders & Turner, 2018). The
Stepping Stones Triple P Parenting Program is an adapted version of the original program
that is tailored to address the unique needs and challenges faced by parents with mental
health concerns, providing additional support and strategies for managing both parenting and
mental health (Pickering et al., 2015). The program aims to offer practical parenting
strategies while considering the additional stresses and barriers that mental health issues may
create. The Triple P Parenting Program and adapted Stepping’s Stones version caters for five
different developmental stages in children: infants, toddlers, pre-schoolers, primary
schoolers, and teenagers (Pickering et al., 2015).

Another adapted version of the Triple P Parenting Program is the Mental Health
Positive Parenting Program (MHPPP; Phelan et al., 2006). The MHPPP introduced additional
sessions including ‘The impact of mental health on parenting’ and ‘Children’s fears,
friendships and schooling’. The program aims to enhance parental insights and encourage
participants to plan parenting strategies to manage future periods of mental health challenges
(Phelan et al., 2012). An evaluation of pre and post program measures found that MHPP can

lead to parents having a greater understanding of children’s behaviour, increased parental
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self-control and motivation, and improved communication skills, all of which create a
responsive and nurturing environment for children (Phenlan et al., 2012; Suarez et al., 2016).

Parenting programs can build parents’ capacity by improving knowledge and skills
related to meeting the needs of their children. These programs can assist parents in taking
actions such as setting boundaries, improving communication and planning parenting
strategies which support their mental health.
Online or Web-Based Psychological Interventions

Online or web-based psychological interventions are another type of individual
approach for parents with mental health challenges. Online or web-based psychological
interventions are typically self-guided interactive programs. Examples of these manualised
mental health interventions for parents include online self-guided programs, such as CBT-
based living-life-to-the-full (LLTF; Palmer et al., 2012); Parenting Internet Education (PIE;
Kaplan et al., 2014) and the Parenting with Success and Satisfaction program (PARSS; van
der Ende et al., 2010). Evaluation findings have shown improvements in anxiety and
depression levels in participants of LLTP (Elison et al., 2017), suggesting this online
psychological intervention may be useful in supporting parents with mental health challenges.
The PIE program has been found to significantly reduce parental stress and have lasting
effects at 18-months follow-up for mothers with mental health challenges who participated in
the online program (O’Shea et al., 2019). Additionally, research into the effectiveness of
PARSS for parents receiving ongoing mental health support, found one-year after the
intervention, parenting satisfaction and quality of life increased, indicating that PARSS has
the potential to function as a useful tool (van der Ende et al., 2010). Online programs are
relatively low-cost interventions and have the advantage of accessibility, which is important
for busy parents experiencing mental health challenges (van der Ende et al., 2014).

Although there is a growing evidence base for online psychological interventions, a
meta-analysis by Beatty and Binnon (2016) highlighted issues with low adherence and
participation of online self-guided psychological interventions. Although this meta-analysis
was not specific to parents with mental health challenges, the findings suggest that parents,
who are typically time poor and have to balance their own mental health needs whilst
upholding caring responsibilities may have difficulty with program adherence. Therefore,
whilst self-guided online programs may overcome some of the previously outlined access
issues, additional supports or interventions may also be required to boost engagement and
address retention issues.

Psychotherapeutic Counselling
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In Australia and elsewhere, parents with mental health issues may also obtain support
from counselling. The term ‘counselling’ covers a broad field of helping services, including
having a skilled professional work with a client to support them to develop new ways of
thinking, feeling, behaving and decision-making (Osagu et al., 2013). Counselling aims to
facilitate self-knowledge, emotional acceptance, and personal growth (Osagu et al., 2013).
People may seek out counselling for a variety of reasons, such as when experiencing grief
and loss, difficulty in relationships, managing a lifestyle change, or when experiencing a
mental health challenge (Carr & McNulty, 2016). Some subspecialties of counselling are
psychotherapeutic counselling, career counselling, couples counselling, school counselling
and family counselling (Osagu et al., 2013). Psychotherapeutic counselling, involving
treatment by a therapist for mental health challenges and/or emotional and behavioural
disturbances (Freedman et al., 1985) is the focus of this PhD.

From the 1950s to the 1980s debates over the effectiveness and benefits of
psychotherapy engrossed the psychotherapy community (Smith et al., 1980). However, after
the first meta-analysis of psychotherapy outcomes (Smith & Glass, 1977), was published, the
nature of the debate changed as psychotherapy was demonstrated to be beneficial to clients.
Since the 1980’s, the efficacy of psychotherapy and its long-terms positive outcomes for a
variety of disorders has been further established (Cosci et al., 2020; Lambert, 2013;
Leichsenring et al., 2022; Wampold & Imel, 2015). As of May 2024, a search of PubMed (an
international database of biomedical literature) shows that around 233,000 academic articles
have been published on psychotherapy research between 1980 and 2024. Further, around
11,000 meta-analyses and systematic reviews on psychotherapy have been published over
this timeframe, with approximately 1300 papers in 2023 alone (PubMed, 2024),
demonstrating a significant evidence base supporting the utility of psychotherapy for a range

of conditions.

2.3.6 What Makes Psychotherapeutic Counselling Effective

There are numerous factors associated with effective psychotherapeutic counselling,
including the therapeutic alliance, client related factors, therapists related factors and the
therapeutic approach employed (Duncan et al., 2015; Hill & Norcross, 2023; Miller &
Rollnick, 2019).

The relationship between the therapist and the client, characterised by trust, empathy
and agreement on goals and methods, is generally regarded as one of the most important

determinants of therapy outcome (Duncan et al., 2015; Wampold & Imel, 2015). For
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example, a strong alliance is predicative of client engagement, treatment adherence and
treatment success (Horvath & Symonds, 1991; Martin et al., 2000). This positive impact is
seen across different psychotherapeutic modalities and client populations (Fliickiger et al.,
2018). Further, the quality of this alliance has been shown to be a more reliable predictor of
treatment success than the specific type of therapy employed (Norcross & Lambert, 2018).
Thus, establishing and sustaining a strong therapeutic alliance is essential for effective
counselling and achieving positive therapeutic outcomes.

The therapeutic relationship can be impacted by the culture of client and therapist in
several ways, including different cultural communication styles, nonverbal behaviour and
cultural sensitivies (Sue & Sue, 2016). For example, some cultures may value direct eye
contact as a sign of respect and engagement, while others may view it as confrontational or
disrespectful (Sue & Sue, 2016). Misunderstandings in these areas can create barriers to
establishing a strong therapeutic relationship. Cultural misunderstandings between client and
therapist can undermine the therapeutic alliance and reduce positive counselling outcomes
(Zhang and Burkard 2008). Therapists' own cultural competence, and their awareness and
understanding of cultural differences, is essential for building a strong therapeutic
relationship (Choi et al., 2015; Pedersen et al., 2008). Some research suggest that clients may
feel more understood and comfortable with therapists who share their ethnic or racial
background (Cabral et al., 2011). Clients who feel culturally misunderstood, are more likely
to terminate counselling early (Zhang & Burkard, 2008). However, cultural competence can
compensate for a lack of ethnic matching, allowing for a strong therapeutic alliance even in
cross-cultural settings (Cabral et al., 2011; Chang & Berk, 2009).

There are numerous client factors that impact the effectiveness of therapy, including
motivation, readiness for change (Miller & Rollnick, 2019), their current level of distress
(Robinson & Rickard, 2018) and supports available to them (Holt-Lunstad et al., 2010).
Clients who are motivated to change are more likely to actively engage in therapy, complete
therapeutic tasks, and adhere to treatment plans, resulting in better outcomes (Miller &
Rollnick, 2019). Additionally, clients’ expectations and beliefs that counselling will help,
play a significant role in therapy outcomes (Constantino et al., 2018; Wampold & Imel,
2015). Similarly, clients’ positive expectations about counselling are associated with better
therapeutic outcomes (Constantino et al., 2018). Clients’ level of distress also has been shown
to impact therapy outcomes (Robinson & Rickard, 2018; Borkovec & Castonguay, 2018).
Across different therapeutic modalities, clients with higher distress levels tend to have greater

improvements, although higher initial severity can also pose challenges in therapy
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engagement (Robinson & Rickard, 2018). Additionally, availability of supports for clients
has been shown to influence their outcomes (Holt-Lunstad et al., 2010). For example, having
social supports can assist with the adaptive coping skills clients learn in counselling, and
improve the overall effectiveness of therapeutic intervention (Holt-Lunstad et al., 2010).

The confidence, attitude, skills and knowledge of the therapist all contribute to the
effectiveness of therapy (Borders & Brown, 2022; Elliott et al., 2018; Hill & Norcross, 2023).
Therapists who demonstrate self-assuredness and competence can positively influence
therapeutic outcomes (Baldwin & Imel, 2013). Confidence in delivering interventions helps
therapists build trust and credibility, enhancing the therapeutic alliance and fostering client
engagement (Baldwin & Imel, 2013). Additionally, therapists’ attitudes can influence the
effectiveness of therapy (Elliott et al., 2018). Therapists who display warmth and empathy,
including being non-judgmental and open-minded, create strong therapeutic bonds, which are
associated with better client outcomes (Elliott et al., 2018). Others have found that clients feel
respected and understood by therapists who maintain a non-judgmental curiosity in their
approach with clients from diverse backgrounds (Elliott et al., 2018). Accordingly, therapists
who demonstrate a genuine interest in their clients' wellbeing are typically more
therapeutically effective (Elliott et al., 2018). The skill and knowledge of the therapist also
determines how well interventions are delivered and how effectively questions are asked (Hill
& Norcross, 2023). For example, psychotherapeutic outcomes are enhanced through
therapists’ tailoring interventions to each individual client’s needs, such as by showing
cultural competency and considering cultural factors in the lived experiences of clients (Day-
Vines et al., 2018). Each therapist will have different areas of competencies, shaped by their
educational backgrounds, professional development, supervision and past experiences
(Borders & Brown, 2022; Corey et al., 2020).

Finally, outcomes are impacted by the therapeutic modality provided. Therapists
practice psychotherapy from different ‘umbrella’ theoretical approaches, including Cognitive
Behavioural Therapy, Humanistic Psychotherapy, Systems or Family Therapy and
Psychodynamic Psychotherapy (Carr, 2009). Within these ‘umbrellas’ there are numerous
different types of modalities of psychotherapy which therapists may specialise in (Sharf,
2019) and the number of types of effective psychotherapy modalities has risen over time
(Cuijpers, van Straten, van Oppen, & Andersson, 2008; Wampold & Imel, 2015). For
example, Cognitive Behavioural Therapy encompasses cognitive therapies such as Dialectical
Behavioural Therapy (DBT), Acceptance and Commitment Therapy (ACT), and Schema

Therapy. A Humanistic Psychotherapeutic approach encompasses person-centred therapy,
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Gestalt Therapy, Existential Therapy and Solution-Focused Therapy (Sharf, 2019). This
preceding list of psychotherapies is not exhaustive and there are many variations and
subtypes within each modality (Smith & Jones, 2018). Additionally, new psychotherapy
modalities may emerge as research and clinical practice continues to evolve (Sharf, 2019).
Nonetheless, the specific techniques of various therapeutic approaches are estimated to
contribute to approximately 15% of the variance in therapy outcomes (Wampold, 2013). This
suggests that while techniques are important, they are not the primary drivers of successful
therapy.

Despite the therapeutic approach not being the most critical factor in therapy
outcomes (Wampold, 2013), the current study, which investigates how different therapies
work with parents who have mental health challenges, is still valuable. Understanding which
modalities are engaging and accessible for parents and how they might accommodate parents’
needs can improve treatment adherence and reduce dropout rates (Fliickiger et al., 2018).
Additionally, having an understanding about which modalities and techniques are effective
and engaging for parents can enable therapists to tailor treatments to meet their clients’
specific needs. Tailoring treatment modalities and techniques is likely to enhance the
therapeutic alliance and improve therapeutic outcomes (Day-Vines et al., 2018). Further,
investigation of how different therapies work with parents who have mental health
challenges, may help to simultaneously address mental health needs in the context of
complex family dynamics (Tchernegovski et al., 2018).

Private practice counsellors comprise a significant part of the mental health workforce in
Australia (Australian Government Department of Health, 2019). As of 2023, there were
30,700 people employed as counsellors in Australia (Australian Government,2023). These
counsellors mostly have a background in psychology, social work or occupational therapy,
and as highlighted by AIHMW (2023) a vast majority of them (approximately 49%-85%)
work in private practice settings. Thus, in terms of availability to mental health support,
counsellors in private practice can be considered to be one of the most widely available
options for parents with mental health challenges. Nonetheless, within the Australian context,
clients may experience financial barriers in accessing counselling, (Kingston & Morgan,
2018). Further, there may be other barriers to seeing a counsellor, including lengthy waitlists
and geographical distance (Naccarella & Loh, 2021).

Although counsellors may be one of the most widely available options for parents
with mental health challenges, very few studies to date have investigated the outcomes of

one-on-one-counselling for parents with mental health challenges. Instead, most research
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related to parents’ experiences of mental healthcare has focused on the practices of
multidisciplinary teams within public rehabilitation and psychiatric settings (e.g., Dolman et
al., 2013). To date, there are limited studies investigating the cohort of parents with mental
health challenges who undertake private therapeutic counselling (Cooper et al., 2023).

There are some studies that have explored different counselling modalities for parents
with mental health issues for example, Interpersonal Therapy (IPT) which has been shown to
reduce psychological distress in perinatal women (Bright et al., 2020). IPT is a short-term,
time limited psychotherapy intervention that conceptualises depression from a
biopsychosocial perspective and specifically addresses problems that are interpersonal in
nature, such as interpersonal conflicts and social role transitions, including the transition to
motherhood (Klerman et al., 1984; Bright et al., 2020). A meta-analysis by Bright et al.,
(2020) found IPT was effective in reducing symptoms of depression and anxiety as well as
improving social support, relationship satisfaction, and adjustment, in women during their
pregnancy and postpartum period. Previous research had highlighted how IPA is well-suited
to the needs of perinatal women due to the modalities focus on role transitions, interpersonal
disputes and interpersonal deficits (Stuart & O’Hara, 1995).

A meta-analysis conducted by Cuijpers et al., (2015) demonstrated the effectiveness
of various psychotherapies, including Cognitive Behavioral Therapy (CBT), psychodynamic
therapy, and interpersonal therapy, in significantly reducing depression levels among mothers
facing mental health challenges. The psychotherapies reviewed in this meta-analysis were
conducted in various settings, including outpatient mental health clinics, hospitals, and
community-based facilities. Cuijpers et al., (2015) found that various therapeutic
interventions were effective in alleviating maternal depression alongside showing potential
benefits for the mental health of their children and in reducing overall parental distress.
Despite these promising findings, the authors emphasized the need for further research into
the field of psychotherapy for supporting parents, to investigate the specific mechanisms
through which these therapies impact both parent and child mental health outcomes.
Additionally, Cuijpers et al., (2015) highlighted the importance of assessing the long-term
effectiveness of these interventions, particularly in diverse populations, and called for more
rigorous study designs to strengthen the evidence base.

By contrast, other research has found less promising evidence on the effectiveness of
psychotherapeutic interventions for meeting the needs of parents and their children (Coiro et
al., 2012). Coiro et al., (2012) explored the use of Cognitive Behaviour Therapy (CBT) with

60 mothers with major depression (Coiro et al., 2012). They offered mothers experiencing
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depression either CBT, medication, or a referral to existing community services. Corio et al.,
(2012) aimed to examine whether treating mothers’ depression though CBT could reduce or
eliminate the negative effects of maternal depression on children’s behaviour problems and
adaptive skills. Results found no significant differences in children’s behavioural or adaptive
functioning as rated by the mother participants, between the community services, CBT or
medication groups at six or twelve-months post treatment. The researchers posited that CBT
treatment alone for mothers with depression was not associated with improvements in
children’s outcomes. Further, Coiro et al., (2012) compared the children of mothers who
remained depressed and the children of mothers in remission from depression, regardless of
treatment option. They found that the children of mothers in remission showed fewer
behavioural problems, compared to the children of mothers who remained depressed. No
significant difference in children’s adaptive functioning were found between children of
mothers in remission and with depression (Coiro et al., 2012). The conclusions drawn by the
authors was that CBT was effective for some but had limited benefits for mothers with
depression who were in remission. The researchers noted that further research is needed on
the long-term effects of treating parental depression on families to determine whether the
benefits of remission persist (Coiro et al., 2012).

Rather than examining specific therapeutic modalities, such as what was done by
Bright et al., (2020) and Coiro et al., (2012), a recent study by Cooper et al., (2023) focused
on the experiences and perceptions of parents receiving mental health support from
psychologists in private practice. The research focused on how parents experience private
practice psychology services in relation to their parenting role. It also explored what support
parents believe they need from private practice psychologists in their parenting, which
included the needs to feel understood and heard as a parent. Parents also expected their
psychologist to provide targeted support for parenting difficulties including practical parental
supports (Cooper et al., 2023).
2.3.6 Barriers

Across the different approaches to supporting parents with mental health challenges,
there are common barriers to implementing family-focused practice (FFP). Some barriers
relate to mental health professionals’ practices or organisational barriers, whilst other barriers
stem from parents themselves.
Barriers Related to Mental Health Professionals’ Practices

Deficits in confidence, skills and knowledge are reported as the major barriers for

adult mental health professionals delivering family interventions (Biebel et al. 2014; Cook &
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Mueser 2014; Tchernegovski et al., 2018; Tuck et al., 2023). For instance, some adult mental
health professionals described their lack of education in child focused or family orientated
work (Foster & Isobel, 2018; Hjérthag et al., 2017; Lauritzen & Reedtz, 2013; Leenman &
Arblaster, 2020), viewing this as a specialised skill set. Similarly, skill and knowledge
deficits in working with clients on parenting issues has also been raised, with some
professionals feeling unsure how to respond to parenting needs and child welfare concerns
(Tchernegovski et al., 2017). Mental health professionals have described finding it difficult to
talk with clients about the potential impacts of their mental health challenges for their
children, noting that clients were often anxious to discuss parenting problems, fearing
judgement and potential custody loss (Leenman & Arblaster, 2020; Radley et al., 2021;
Skundberg-Kletthagen et al., 2020; Strand & Rudolfsson, 2018).

Ambiguity in the scope of mental health professionals’ roles may also hinder the
implementation of FFP (Maybery & Reupert 2009). Some mental health professionals have
expressed that they do not believe that working with clients on parenting and family issues is
their responsibility, with some suggesting that working with children was outside the scope of
their role as an adult mental health professional (Foster & Isobel, 2018; Hjarthag et al., 2017;
Maddocks et al., 2010; Radley et al., 2021; Slack & Webber, 2008). Likewise, some mental
health professionals who work with parents with a mental illness, see working with children
beyond their expertise, and instead refer to specialist children’s services (Foster & Isobel,
2018; Hjarthag et al., 2017; Krumm et al., 2019; Maddocks et al., 2010; O’Brien et al., 2011;
Radley et al., 2021; Slack & Webber, 2008; Tchernegovski et al., 2018a). Across numerous
studies, a common feeling of uncertainty prevails, regarding the boundaries of mental health
professionals’ roles when discussing parenting issues and meeting the needs of children of
parent clients (Foster & Isobel, 2018; Lauritzen & Reedtz, 2013; O’Brien et al., 2011;
Pfeiffenberger et al., 2016; Radley et al., 2021; Strand & Rudolfsson, 2018; Sunde et al.,
2021; Tchernegovski et al., 2018a).

Despite the benefits of identifying the parenting status of clients, mental health
professionals do not routinely do so, or even when collected, they may not use this
information in their care planning and practice (Maybery et al., 2016; Pfeiffenberger et al.,
2014). Barriers that hinder mental health professionals asking about the parenting status and
working with parents in a family orientated manner include problems related to
organisational policy, resourcing, and management (Maybery et al., 2016). For example,
inadequate resource allocation, including having large client workloads (Byne et al., 2000)

and lacking dedicated time for family-focused practice (Maybery & Reupert, 2006, Korhonen
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et al. 2008a; Maybery & Reupert 2009) may hinder mental health professionals’ ability to
support families. Other organisational barriers to working in a family orientated manner with
parents includes a lack of funding and financial barriers (Conway et al., 2006), such as the
extra costs associated with the time required for collaborative practice with other services,
something that families often require (Darlington et al., 2005; Maybery et al., 2016). Many
organisations have not invested in family-focused training to ensure all mental health
professionals feel confident and competent practicing in a family orientated manner (Allchin
et al., 2022).

Not being a parent can also be perceived as a barrier for professionals when working
with clients on family issues (Gran et al., 2019; Tuck et al., 2023). As it is outside their
experience, mental health professionals who are not parents have described working with
parents on parenting issues as difficult (Grant et al., 2019). Conversely, mental health
professionals who are parents are able to draw on their own experiences of caring for their
children to effectively and authentically identify and address the worries and needs of clients
who are parents as well as the needs of their children (Foster & Isobel, 2018; Grant et al.,
2019; Krumm et al., 2019; Leenman & Arblaster, 2020; Tchernegovski et al., 2018a, 2018b).
Mental health professionals who were able to draw on their own parenting experiences,
including self-disclosing their own parenting challenges, found this helped to combat parents’
anxiousness to discuss parenting conversations (Tchernegovski et al., 2017).

Mental health professionals’ training and discipline can also impact their attitudes
towards supporting clients in a family sensitive manner. Seminal research conducted by
Bernheim and Switalski (1988) found differences between professionals in terms of how
often they worked with families. Their research showed that from a sample of 350 inpatient
and outpatient staff, psychiatrists and social workers spent more time with families, compared
to psychologists surveyed (Bernheim & Switalski, 1988). However, the psychiatrists and
social workers surveyed had less favourable attitudes towards FFP compared to the
psychologists (Bernheim & Switalski, 1988). Additionally, they found that psychologists,
administrators and team leaders were supportive of the concept of family-focused practice,
although they spent little time with the families in their practice (Bernheim & Switalski,
1988).

Previous research has highlighted the need for, and the importance of, training and
resources for mental health professionals supporting families where a parent has mental
health challenges (Golden et al., 2020; Whitman et al., 2009). Training of mental health

professionals who work in various healthcare settings, including paediatricians, nurses, social
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workers and psychologists should include working and communicating with families using a
strengths-based approach, identifying family needs and priorities, and planning for
collaboration in service delivery (Whitman et al., 2009). A study in Ireland found that mental
health professionals, from a range of professional backgrounds and who work with children,
adolescents and families, experienced heightened knowledge and awareness of mental illness
and its effects on children and families following specialised training (Golden et al., 2020).
Mental health professionals noted barriers to the implementation of FFP stemming from
legislation and national mental health policies.

Another barrier to working with parents on family issues is the challenge of holding the
respective needs and perspectives of both parents and children in mind (Tchernegovski et al.,
2018; Tuck et al., 2023). Tchernegovski et al., (2018), investigated the experiences of
Australian mental health professionals, including social workers, psychologists, psychiatrists,
mental health nurses and occupational therapists, who worked with parents with mental
health challenges across various mental health, and/ or welfare settings. The study found that
some professionals experienced difficulty maintaining a ‘dual focus,’ the act of concurrently
holding both the parents and their child in mind and focusing on the child’s wellbeing and
outcomes at the same time as adults. In contrast to a dual focus, a singular focus targets either
the parent or the child exclusively, but not both concurrently (Tchernegovski et al., 2018).
Previous literature investigating the experiences of mental health professionals has found that
being able to balance attention on the needs of both parents and children can be challenging
(Leen- man & Arblaster, 2020; Maddocks et al., 2010; Sjoblom et al., 2005; Strand &
Rudolfsson, 2018; Sunde et al., 2021; Tchernegovski et al., 2018a, 2018b). Strategies to
overcome this difficulty include using a strengths-based approach, debriefing with colleagues
and seeking supervision with other professionals who specialise in working with families
where a parent has a mental illness (Tchernegovski et al., 2018).

Related to having a dual focus, is the need for mental health professionals to navigate
heightened emotions when supporting clients in their parenting role (Tuck et al., 2023).
Australian mental health professionals indicated that it can be difficult to raise the sensitive
topic of parenting as some clients experience shame and guilt about their parenting or feel
judged (Tchernegovski et al., 2017). Parental reluctance makes mental health professionals
resistant to raise the topic of parenting, in case the rapport between themselves and their
client may be ruptured (Tchernegovski et al., 2017). Mental health professionals can
overcome this by using a supportive, strength based and non-judgemental approach and by

disclosing their own parenting experiences (including aspects they struggle with) to
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normalise the difficulty of the role (Tchernegovski et al., 2017). Other studies have shown
that mental health professionals have found that talking to clients about their children could
strengthen rapport if managed appropriately (Lauritzen & Reedtz, 2013; Maddocks et al.,
2010; Strand & Rudolfsson, 2018; Tchernegovski et al., 2018a, 2018b).

Barriers for Parents in Engaging in Support and Intervention

There are numerous barriers parents with mental health challenges face when engaging
in support and intervention. Financial barriers can pose significant challenges for parents and
families seeking mental health support (Coombs et al., 2021; Moroz et al., 2020; Knapp &
Wong, 2020). In Australia, many people are left with out-of-pocket costs for mental health
services, as the Australian medical insurance program, Medicare, typically often only covers
mental health support for individuals and no other family members (Australian Institute of
Health and Welfare, 2022). Further, Medicare only covers a portion of the total cost of a
support service for an individual, if any at all (Australian Institute of Health and Welfare,
2022). Families who struggle to afford these costs, may forgo treatment or have a limited
range of service options (Coombs et al., 2021; Moroz et al., 2020; Knapp & Wong, 2020).
Geographical barriers, including a lack of public transport can impact access to support
services, particularly in rural and remote areas (Kavanagh et al., 2023; Newman et al., 2022;
Vayro et al., 2020). Overall, compared to urban areas, people from rural areas in Australia
are less likely to engage in mental health care (Kavanagh et al., 2023; Reupert et al., 2021;
Vayro et al., 2020). They also face long waiting lists for the limited services available
(Kavanagh et al., 2023; Reupert et al., 2021; Harding et al., 2023). The Australian culture of
stoicism and confidentiality concerns can also prevent those living in rural and remote areas
from seeking help (Cremers et al., 2014; Newman et al., 2022; Reupert et al., 2021).

Some family members may not be able to attend treatment or support services. For
example, some families may have children in out-of-home care who are unable to participate
in family-focused supports and interventions (Maybery & Reupert, 2009). The child’s age
can be a barrier as young children may not have the capacity to understand what is happening
in treatment (Bibou-Nakou, 2003). Further, coordinating numerous family members to be
involved in a parent’s mental health treatment, and coordinating with numerous mental health
professionals can be difficult and timely to organise, and not a feasible treatment option for
families.

Fear around the consequences of disclosing mental health challenges and /or parenting
may also prevent parents and children from engaging in support. For some parents, reluctance

to engage in mental health support for themselves or their children may be driven by fears of
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the involvement with child protection (Cooper et al., 2023; Jones et al., 2016). Conversely, in
some families, children themselves may not be willing be involved in their parents’
treatment. Stigma may contribute to this, as may uncertainty about what the intervention
entails (Maybery & Reupert, 2009; Moltrecht et al., 2024).

Indeed, there any many reasons why it can be challenging to engage multiple family
members in the treatment of parents with mental health challenges. As such, rather than
engage in a whole-family approach, parents may often seek support for just their child (child-

only approach) or just themselves (parent-focused approach).

2.4 PhD Rationale and Aims of the Thesis

There are numerous approaches to supporting parents with mental health challenges,
across community, organisational systems, family systems, child-only and parent-focused
approaches. Barriers to implementing FFP have been identified (Tchernegovski et al., 2018;
Tuck et al., 2023). However, practice standards for family-focused care in the adult mental
health sector have also been developed by Goodyear et al., (2015) to aid mental health
professionals working with parents with mental health challenges. Despite these
developments, there remain gaps in understanding the effectiveness of the different
approaches, including parent-focused approaches, for supporting FFP and meeting the unique
needs of parents with mental health challenges and their children.

Parents present for therapy for a range of different reasons, sometimes related to
parenting issues, but more often for their own mental health concerns (Cooper et al., 2023).
Regardless of the primary presenting issue, there is evidence that acknowledgeing a client’s
parenting identity and strengths and addressing parenting challenges in the therapeutic
interaction, is beneficial to both the parent client and their children. Research has only very
recently begun to investigate the experiences and perceptions of parents receiving mental
health support from psychologists in private practice (Cooper et al., 2023). Additionally, the
effectiveness of using different psychotherapies with parents remains unclear. Some previous
research has demonstrated reduced mental health problems for parents (Bright et al., 2020)
alongside potential benefits for the mental health of their children and in reducing overall
parental distress (Cuijpers et al., 2015), whilst other studies have found psychotherapeutic
treatment alone (CBT) was not associated with improvements in children’s outcomes (Coiro
et al., 2012). Therefore, it is unclear whether various psychotherapeutic modalities meet the
needs of parents with mental health challenges, including offering support for parenting

1SSues.
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The thesis compares three different therapeutical approaches for working with parents
with mental health challenges, from the perspectives of therapists. The three
psychotherapeutic modalities selected for investigation were schema therapy, acceptance and
commitment therapy (ACT), and narrative therapy. These three therapeutic modalities come
from different philosophical approaches and offer distinct perspectives and techniques for
addressing psychological concerns compared to modalities from the same approach (Martin,
2015). By selecting three different philosophical backgrounds to investigate, a broad range of
perspectives and techniques are investigated and compared for their utility in meeting the
needs of parents with mental health challenges and their families. The distinct perspectives
and techniques of each modality are outlined in the Literature Review of Therapeutic
Modalities (Chapter 3) and in the three papers (Chapters 5, 6 and 7).

The aim of this PhD is to examine the use of three different psychotherapeutic
modalities with parents who have a mental health challenge from the perspectives of
therapists who undertake one-on-one counselling with those parents. More specifically, the
following research questions will be investigated with schema therapists, acceptance and

commitment therapists and narrative therapists’:

o What are the experiences of therapists using different modalities when working with
parents with mental health challenges? Do therapists using different modalities, have
different experiences working with parents?

o From the perspective of therapists, what elements of the various therapeutic strategies
and approaches appear to respond to the needs of parents who experience mental
health challenges? Are there common strategies or tools across the three modalities
that therapists find work best for parents with mental health challenges? If so, what
are these?

e What enablers and barriers have therapists found when working with these therapeutic

modalities with parents? How do these compare between the different modalities?

Gaining insight into schema therapists’, ACT therapists’ and narrative therapists’
experiences and perspectives of working with parents, can refine and enhance the protocols
within each therapeutic approach. Understanding which techniques and interventions
therapists find most effective in their chosen modality can be used to inform further iterations
of the therapeutic models for working with parents with mental health challenges. Likewise,

insights into the barriers that therapists face when working with these therapeutic approaches
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with parents may be used to inform further iterations of schema therapy, ACT and narrative
therapy models. Additionally, considering the support and resources therapists require can

inform the development of supervision and professional development opportunities.

Chapter 3 Overview of Therapeutic Modalities

The Introduction to this thesis (Chapter 1) has provided an overview of parents with
mental health challenges, including prevalence, experiences, and the impact of mental health
challenges on their children, as well as the epistemological and ontological frameworks
guiding this thesis. The Literature Review (Chapter 2) has examined the Australian mental
health system and various support options available for families, such as community,
organizational, family intervention, child-only, and parent-focused approaches. Together,
these chapters established the rationale and aims of the thesis, setting the foundation for the
subsequent exploration of therapeutic modalities.

This current Chapter will provide an overview of the three therapeutic modalities
investigated in this thesis: schema therapy, acceptance and commitment therapy (ACT), and
narrative therapy. Each therapeutic modality will be described, including an overview of key
techniques of the modality. A review of the literature into the effectiveness of these
therapeutic modalities for treating different psychological conditions will also be provided,
followed by research into the modalities use with different population groups, including

parents.

3.1 Schema Therapy

Schema therapy integrates elements from cognitive-behavioral therapy (CBT),
psychoanalysis, attachment theory, and emotion-focused therapy to address chronic and
complex psychological disorders (Young, 1994). This approach has demonstrated efficacy in
treating a range of conditions, including personality disorders, chronic depression, and
complex trauma (Jacob et al., 2018). In schema therapy, there is a collaborative and
empathetic therapeutic relationship between therapist and clients, a significant emphasis is
placed on the quality of therapeutic relationship as a catalyst for change (Young, 1999).
Central to schema therapy is identifying and adapting early maladaptive schemas (EMS) and
modes (Young, 1999).
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3.1.1 Schemas

EMS can be defined as the beliefs we hold about ourselves, others and the world,
which result from interactions between unmet core childhood needs, early environmental
conditions and innate temperament (Young et al., 2003; Farrell et al., 2014). Five schema
domains have been identified relating to the five areas of core emotional need. These five
domains are: Disconnection and Rejection; Impaired Autonomy and Performance; Other-
Directedness; Impaired Limits; Over-vigilance and Inhibition. Eighteen EMS have been
identified, each of which falls under one of the schema domains as can be seen in Table 2.1
(Young et al., 2003). Schemas help children to make sense of their early life experiences,
however when EMS are carried into adulthood, they can become problematic, inaccurate, and
limiting as they may distort perceptions and interactions and lead to rigid thinking patterns
(Farrell et al., 2014). EMS in adults can lead to difficulty adapting to changing circumstances
or affect personal growth and wellbeing (Farrell et al., 2014).

Table 3.1

Schema Domains and Schemas

Disconnection  Impaired Other- Impaired Over-vigilance

and Rejection = Autonomy and Directedness Limits and Inhibition
Performance;

Emotional Dependency/ Subjugation Entitlement Negativity

Deprivation Incompetence

Abandonment Vulnerability to  Self-Sacrifice Insufficient Emotional
Illness/ Harm self-control Inhibition

Mistrust/ Abuse Enmeshment Attention- Unrelenting

Seeking Standards
Defectiveness Failure Punitiveness

Social Isolation
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3.1.2 Modes

When EMS are activated, intense emotional, cognitive and behavioural states can be
triggered, which are referred to as modes (Young et al., 2003; Farrell et al., 2014). There is
no complete consensus about the range of modes and these may be individualised to the
client, however four main categories of modes have been theorised (Bach et al., 2018). The
four basic categories of schema modes are: innate child modes, dysfunctional critic modes,

maladaptive coping modes and healthy modes (Farrell et al., 2014).

Innate Child Modes

Innate child modes are characterised by intense negative emotions and urges that were
felt in childhood or early adolescence and are activated by schemas (Young et al., 2003;
Young et al., 2010). Forms of innate child modes are the Lonely Child, Abandoned Child,
Angry Child and Impulsive Child.
Dysfunctional Critic Modes

Dysfunctional critic modes encompass a negative internalised parental ‘voice’” and
reflect aspects of inattentive or critical attachment figures (e.g., parents, teachers, etc) during
childhood and adolescence (Young et al., 2010). The Dysfunctional critic modes are broken
down into the Punitive Parent, whose ‘voice’ denigrates, and the Demanding Parent, whose
‘voice’ places almost impossible demands on the person (Young et al., 2010). Activation of
dysfunctional critic modes often amplifies the distress of innate child modes. Initially the
dysfunctional critic modes were referred to as dysfunctional parent modes, but terminology
has changed and now referred to as critic modes.
Maladaptive Coping Modes

Maladaptive coping modes refer to parts of the self that overuse unhealthy coping
styles to dampen the felt distress of innate child modes (Young et al., 2003). There are three
broad coping styles that people use to cope with schema activation: schema
overcompensation (fight), schema avoidance (flight) and schema surrender (freeze) (Young
et al., 2010). Coping through schema overcompensation looks like doing the opposite of
one’s schema (Young et al., 2003). An example of overcompensation to the abandonment
schema is someone pushing their partner away and telling themselves that they do not need
the closeness that their innate child mode desires. Coping through schema avoidance may
include avoiding situations or people that trigger one’s schema (Young et al., 2003). An
example of avoidance to abandonment is avoiding intimate relationships, to prevent any

possible break-ups or future abandonment. Coping through schema surrender looks like
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giving into one’s schemas (Young et al., 2003). An example of a surrender to abandonment
might be selecting partners who cannot make a commitment to remain in the relationship and
vigilantly fixating on signs that their partner is likely to leave. Coping styles are individual,
and different people have different coping styles. It is theorised that the purpose of
maladaptive coping styles is to protect oneself from experiencing pain and fear although they
do not ultimately meet core unmet needs and instead tend to perpetuate difficult feelings
(Young et al., 2003). One may not be consciously aware of their maladaptive coping modes
operating. Therefore, a goal of schema therapy is to help the client become aware of their
maladaptive coping modes, and learn more adaptive, healthier coping styles.
Healthy and Functional Modes

Healthy and functional modes can help regulate and counter the effects of other
modes (Young et al., 2010). They represent an aspect of one’s healthy and functional self.
Healthy and functional modes are broken down into the Healthy Adult Mode and Happy
Child Mode. The Healthy Adult Mode is characterised by functional thoughts and behaviours
and is the part of the self that is capable, strong, and well-functioning in adult life (Young et
al., 2010). In schema therapy, the therapist forms an alliance with the Healthy Adult of clients
and a goal of therapy is to enhance the Healthy Adult mode to promote capacity for self-
parenting (Young et al., 2010). It is thought that strengthening the Healthy Adult mode will
have a positive impact on parenting competence. The Happy Child Mode is considered to be
a helpful resource that promotes playful and enjoyable activities, especially in social
networks (Arntz et al., 2012). People with personality disorders tend to have underdeveloped

healthy modes (Arntz et al., 2012).

3.1.3 Goals of Schema Therapy

Schema therapy aims to help clients get their core emotional needs met in an adaptive
manner by counteracting dysfunctional critic modes and caring for innate child modes so that
adaptive coping strategies can replace the default maladaptive coping modes that people tend
to rely on (Farrell et al., 2014). Underlying schemas are also addressed, with EMS being
identified, challenged and modified into more functional representations of the world and self

(Farrell et al., 2014).

3.1.4 Schema Therapy Techniques

Schema therapy involves the use of cognitive, behavioural, and experimental

techniques (Young, 2003; Young et al., 2010). Cognitive techniques are used to evaluate the
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validity of schemas and advantages and disadvantages of maladaptive coping styles (Farrell
et al., 2014). Behavioural techniques may be used to discourage maladaptive coping styles
and encourage adaptive behaviour (Farrell et al., 2014). Experimental techniques play a key
role in schema therapy, and many of the techniques are unique to the therapy (Young et al.,
2003). Experimental techniques can provide clients with corrective emotional experiences, by
encouraging clients to express emotions related to EMS and by meeting clients unmet core
emotional needs in session (Young et al., 2003; van Vreeswijk et al., 2012). Key
experimental techniques are outlined below.
Imagery Rescripting

Imagery rescripting involves the therapist asking the client to imagine a past scenario
that is associated with negative emotion (Farrell et al., 2014). Often, an attachment figure will
have played a negative role in the scenario. The schema therapists seek permission to enter
the scenario, before the client describes the negative experience that occurred. The therapist
then provides a corrective experience by standing up for the client, advocating for their needs
and calling out any unfair or upsetting behaviour enacted by others. Often this involves the
therapist talking to the attachment figure in the scenario about their unacceptable treatment
towards to the client. The therapist then turns their attention to the child version of the client
in the scenario to offer reassurance and comfort or whatever is necessary to meet their
previously unmet emotional need, thereby taking on the role of a nurturing carer.
Chair Work

‘Chair work’ involves using chairs to represent different aspects of the client, such as
a mode (Farrell et al., 2014). The client moves between chairs to speak from the perspectives
of different modes and also speaks to other modes. This dialog leads to insights about
conflicts between the modes and facilitates resolution towards meeting the needs of innate
child modes.
Limited Reparenting

Limited reparenting involves the therapist taking on a ‘parental role’ with the client,
to help address unmet core needs (Farrell et al., 2014). Limited reparenting draws on the
intimate therapeutic relationship established in schema therapy between therapist and client.
In providing limited reparenting, the therapist starts by providing co-regulation support to the
client, whilst demonstrating the Healthy Adult mode, until the client has developed their own
Healthy Adult enough to take on this role for themselves (Young et al., 2010). Where a client
lacks reasonable limits, the therapist may help to set these limits through a process called

empathic confrontation (Farrell et al., 2014). This is when the therapist recognises the client
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is behaving in a particular way but points to the negative consequences and suggests an

alternative adaptive behaviour.

3.1.5 Effectiveness of Schema Therapy for Different Psychological Conditions

There is growing research into the effectiveness of schema therapy for different
psychological conditions (Spinhoven et al., 2007; Hawke & Provencher, 2011; Klerk et al.,
2017; Koruk & Ozabaci, 2018; Peeters et al., 2021). Klerk et al., (2017) facilitated through
in-depth semi-structured interviews with therapists and clients presenting with a range of
personality disorders. They found the highly collaborative therapeutic relationship and the
focus on modes in the schema therapy model was helpful for understanding and improving
clients’ symptoms of their personality disorders (Klerk et al., 2017). Conversely, unhelpful
aspects of the schema therapy model were also described, including how clients desired more
clear, practical targets to work towards; therapists noted that they had difficulty performing
schema therapy when clients were not ready to focus on specific problems (Klerk et al.,
2017). This study built upon a previous investigation of the schema therapy for clients
diagnosed with Borderline Personality Disorder (BPD) which found schema therapy led to
significant improvements in symptoms and functioning for clients (Spinhoven et al., 2007).
The study also highlighted that schema therapy was effective in reducing overall
psychopathology, improving interpersonal and emotional regulation skills and was rated
positively by both clients and therapists (Spinhoven et al., 2007). Furthermore, schema
therapy has been found to have a high level of efficacy in the treatment of depression for
adults (Hawke & Provencher, 2011; Kéruk & Ozabaci, 2018). A recent systematic review
described how schema therapy is effective for treating anxiety, obsessive-compulsive
disorder (OCD) and Post-Traumatic Stress Disorder (PTSD) in adults (Peeters et al., 2021).
Therefore, the literature into the effectiveness of schema therapy has established the model to

be a useful mental health treatment for a range of psychological conditions.

3.1.6 Effectiveness of Schema Therapy for Different Population Groups

Research has begun to investigate the use of schema therapy for different population
groups, beyond populations of clients with certain psychological conditions (Legra &
Verhey, 2017; Khasho et al., 2019; Videler et al., 2018). For example, research has
investigated the effectiveness of schema therapy for older adults (Legra & Verhey, 2017,
Khasho et al., 2019; Videler et al., 2018). Further, recent research has explored the

effectiveness of schema therapy in offenders with intellectual disabilities and found
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significant improvements in emotional states (Klerk et al., 2021). Beyond the forementioned
studies, there remains limited research into the experiences of other population groups who
undergo schema therapy such as cross-cultural groups, populations with diverse genders and

sexualities.

3.1.7 Effectiveness of Schema Therapy with Parents

There is limited research investigating the use of schema therapy with parents who
have a mental illness. Research by Solan et al., (2021) into the utility of schema therapy, did
not focus on parents with mental health challenges, but the parents of children with attention
deficit hyperactivity disorder (ADHD). They found that ‘schema parenting behaviour
training’ (SPBT) for parents of children with ADHD led to greater ADHD symptom
reduction in children compared to standard ‘parenting behaviour training’ (a first-line
treatment for children with ADHD). This finding suggests potential utility of schema therapy
strategies to support parents of children with ADHD (Solan et al., 2021). However, this study
involved parents undertaking schema therapy to support their child’s condition and did not
collect data on whether the participating parents had mental health challenges themselves or
not. The impact schema therapy has on supporting parenting roles, and parents mental health
remains under-researched. It is important to address this gap in the literature to examine
whether schema therapy addresses needs specific to parents, and how the practice of schema

therapy could be better adapted when working with parents with mental health challenges.

3.1.8 Schema Therapy Selection for Investigation

Schema therapy was selected as a modality to be investigated in this thesis for several
reasons. Firstly, schema therapy targets deep-seated patterns (schemas) that develop early in
life and influence behaviour, emotions, and relationships (Young et al., 2003). I hypothesised
that for parents, addressing these core issues could lead to lasting changes that benefit both
parents’ mental health and parenting abilities and subsequently have a positive impact on
their children. Additionally, I thought that other theoretical foci of schema therapy would be
related to parentings capability and assist parents to meet the wellbeing needs of their
children. For example, schema therapy has a focus on developing self-parenting skills,
through building clients Healthy Adult Mode (Young et al., 2003) and addressing core
childhood emotional needs. Given these theoretical foci, I was interested to investigate how
therapists perceived schema therapy for parents with a mental illness and whether it could

build parenting capacity and capability.

63



Moreover, schema therapy integrates elements from cognitive-behavioural,
psychoanalysis, attachment theory and emotion-focused therapies. This comprehensive
approach suggests that it is a versatile model. Further, schema therapy not only targets
maladaptive schemas but also promotes emotional healing and resilience (Young et al., 2011)
which are crucial for effective parenting (Louis et al., 2021). Due to its versatility, I reasoned
that it may be effective in supporting clients who are balancing their own mental health needs
alongside their parenting responsibilities. Additionally, schema therapy has been shown to be
effective in treating a range of complex psychological conditions (Jacob et al., 2018). As
such, schema therapy could potentially help parents manage the dual challenges of addressing
parents’ mental health needs while simultaneously fulfilling their parenting roles. Therefore,
investigating the application of schema therapy for parents could offer valuable insights into

its efficacy in supporting both parental mental health and child well-being.

3.2 Acceptance and Commitment Therapy (ACT)

Acceptance and commitment therapy (ACT) is commonly referred to as a ‘third
wave’ behavioural therapy that aims to enhance psychological flexibility, encourage
acceptance of uncomfortable thoughts, and foster behavioural changes that align more closely
with one's personal values (Hayes et al., 2006; Hayes et al., 2011). Considering the title of
this approach, ‘acceptance and commitment therapy’, acceptance refers to the therapeutic
focus of inviting clients to accept unwanted private experiences, including emotions, thoughts
and memories, as well as external events that are not directly controllable (Hayes et al.,
2004). Commitment refers to the process of the client choosing a set of meaningful values to
guide their life direction and bring purpose; followed by committing to and implementing
actions that are consistent with these values. In sum, ACT does not attempt to change or
eliminate symptoms or unwanted private experiences, but rather focuses on building
acceptance and orienting them towards undertaking actions (behaviours) that are consistent
with their personal values (Hayes et al., 2012).

The ACT model centres around six core processes: acceptance, cognitive defusion,
self as context, contact with the present moment, values, and committed action (Hayes et al.,
2006). Combined, these six core processes all promote psychological flexibility and reduce
experiential avoidance (Hayes et al., 2006). The theory that underpins ACT prescribes
psychological flexibility; the ability to act in accordance with one's values, regardless of inner
experiences, as the central construct of good psychological functioning (Hayes et al., 2012).

Throughout ACT, therapists work to improve psychological flexibility in clients by
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leveraging the influence of mindfulness practice and behaviour change strategies (Hayes et
al., 1999).

Relational Frame Theory (RFT) is a central construct in ACT. RFT is a contextual
theory of human language and cognition (Hayes et al., 2011). RFT aims to provide a
psychological account of language and cognition, by considering human evolutionary
success. Further, RFT seeks to understand the cognitive roots of both human achievement
and suffering (Hayes et al., 2011). According to the theory that underpins ACT, human
language plays a central role in psychopathology, and ACT deals with the language produced
by the mind that exacerbates psychopathology.

3.2.1 Goals of ACT

According to ACT, the core of human psychopathology and unhappiness is
inflexibility (Luoma et al., 2017). ACT does not aim to remove negative thoughts and
feelings but rather to help clients learn to experience negative thoughts and feelings in a way
that is less distressing and more flexible. By managing negative thoughts and feelings more
effectively, individuals are afforded more time to focus on what truly matters to them. Thus,
ACT also aims to move clients from a ‘stuck’ and unsatisfying life to a more fulfilled one

(Hayes et al., 2011).

3.2.2 Techniques and Processes of ACT

As outlined by acceptance and commitment therapy theory, there are six sets of
inflexible processes that get in the way of living a fulfilled life (Hayes et al., 2004). The six
core processes are: Present-moment awareness; Dimension of self; Defusion; Acceptance;
Connecting with values and Committed action. Collectively, these six processes define the
acceptance and commitment therapy intervention model (Hayes et al., 2004). The techniques
used in acceptance and commitment therapy centre around these six different inflexible
processes and work to make them more flexible through the use of experiential exercises,
metaphors, behavioural tasks and home-based exercises (Strosahl et al., 2004).

Contact with the Present Moment

ACT recognises that much distress derives from negative thoughts about events or
relationships from the past and/or anticipatory thoughts about events yet to take place. A role
of the therapist is to discourage the client from dwelling in either the past or future, and

instead to encourage them to live more in the present moment (Hayes et al., 2004). There is a
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large focus on staying present, becoming aware of sensory perceptions and noticing what’s
happening in the moment as it occurs.
Acceptance

ACT seeks to move from experiential avoidance; basing actions on avoiding ‘bad’ or
difficult emotions, and from constantly striving for emotional control, and instead towards
acceptance and willingness to experience whatever shows up emotionally, no matter how
uncomfortable, and to be present and curious about bodily sensations, thoughts and
emotions.
Cognitive Defusion

As clients progress through ACT, the treatment works to undermine the language-
based processes that promote ‘fusion’. In this context, fusion refers to having an unclear
distinction between thoughts and reality — such as whereby one believes every thought to be
‘true’ and thereby sees the world through those difficult thoughts. Rather, ACT promotes
defusion from thoughts, whereby one can notice their thoughts, be curious and reflective
about where they come from and what they might mean, and through this process the power
of the thoughts to influence behaviour is diminished and the person can then make a choice
about how they respond.
Self-as-context

Another process in ACT involves distinguishing between one’s conceptualised self
and self-as-context and provides a position from which acceptance of events is less
threatening (Hayes et al., 2004). Self-as-context (SAC) is typically taught as an extension of
mindfulness, which encourages people to focus on an enduring sense of self that has a

flexible perspective, in which thoughts, emotions and sensations arise and pass.

Connecting with Values

Throughout the ACT process, clients identify values, valued outcomes and gain
awareness of what matters to them most in life. In doing so, ACT moves clients towards
conscious awareness of how they want to behave and what sort of person they want to be,
aligning their values and behaviours in tangible and satisfying ways.
Committed Action

Another key process is committed action, which describes going from being on
‘autopilot,” reacting, feeling trapped or taking the line of least resistance (and least emotional
discomfort), towards building patterns of committed actions that are consistent with their

values; doing what it takes to live the life they want to have, even when that is difficult.
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There is no stipulated order for addressing the six core processes. The processes are
highly interdependent and focusing on one process in ACT can activate another process. For
example, focusing on developing contact with the present moment, and increasing
mindfulness can naturally lead to greater cognitive defusion, as individuals become more

adept at observing their thoughts without automatically reacting to them.

3.2.3 Effectiveness of ACT for Different Psychological Conditions
A growing number of systematic reviews and meta-analyses have attested to the

efficacy of ACT for a range of psychiatric disorders and chronic health conditions including
mood and anxiety disorders, psychosis, chronic pain, cancer, diabetes, epilepsy, obesity, and
substance use disorders (A-Tjak et al., 2015; Hayes et al., 2011; Oest, 2014; Powers et al.,
2009; Ruiz, 2012; Zhenggang et al., 2020; Gloster et al., 2020; Munawar et al., 2021). For
example, results of a recent review of meta-analyses investigating the efficacy of ACT for a
range of conditions, - including anxiety, depression, substance use, pain, and transdiagnostic
groups, found that ACT was generally superior to inactive controls (e.g. waitlist, placebo),
treatment-as-usual, and other active intervention conditions (including psychodynamic
therapy, behavioural therapy and mindfulness-based interventions) (Gloster et al.,

2020). Additionally, a review of the benefits of ACT for individuals with ADHD highlighted
how the flexibility of acceptance and commitment therapy enabled it to be adapted to the
treatment of general psychosocial issues as well as targeted ADHD treatment (Munawar et
al., 2021). A meta-analysis found that ACT significantly reduced depressive symptoms
compared with the control group, especially at three months of follow-up, for adults with
mild depression (Zhenggang et al., 2020). However, it was noted that more research is needed
to investigate the different effects for minor, moderate and severe depression and the long-
term outcomes (Zhenggang et al., 2020). In sum, there is a growing body of research into the

effectiveness of ACT for treating a variety of psychological conditions.

3.2.4 Effectiveness of ACT for Different Population Groups

Studies have recently investigated the effectiveness of ACT for different population
groups, including for adults, adolescents, children, family caregivers and parents (Fang et al.,
2020; Gloster et al., 2020; Prudenzi et al., 2021; Zhenggang et al., 2020). For instance,
research investigating the effectiveness of ACT for children and adolescents with a range of
different psychological disorders has found ACT is effective for symptom improvement in
adolescents with OCD (Armstrong, 2011), autism and learning disorders (Cook, 2008),
depression (Hayes et al., 2011), anorexia (Heffner et al., 2002) and chronic pain (Wicksell et
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al., 2009). Other papers reported that adolescents undertaking ACT experienced
improvements on various measures of functioning, for example school attendance and
performance (Hayes et al., 2011; Sabaini, 2013; Wicksell et al., 2005, 2009). A recent meta-
analysis involving 14 randomized controlled trials on the efficacy of ACT for children found
that compared to waitlist and treatment-as-usual (e.g., psychoeducation, treatment-as-usual
and pastoral care), ACT significantly improved symptoms of depression and anxiety (Fang &
Ding, 2020).

There has also been research investigating the effectiveness of ACT for family
caregivers. Han et al., (2021) found that using ACT with people who provide unpaid
assistance for a relative with a chronic disease or a disability, had moderate effects on
improving depressive symptoms, small to moderate effects on stress reduction and small
effects on anxiety reduction). Previous research found that accepting the losses of relatives’
abilities and care demands helps family caregivers to better adapt to their changing roles and
relationships (Brodaty & Donkin, 2009).

There has been research into the effectiveness of ACT for primary caregivers who are
parents of children with severe disabilities or health conditions. As early as 1989, there was
literature suggesting the utility of treatment consistent with an ACT approach for parents of
children with severe disabilities (Biglan, 1989; Singer & Irvin, 1989). Although this literature
pre-dates the use of the term ‘acceptance and commitment therapy’ the treatments proposed
by the authors for parents are highly consistent with the theory and processes in ACT. Biglan
(1989) focused on behavioural family therapy for parents of children with severe disabilities
and discussed the application of behavioural principles to help parents manage the challenges
associated with raising children who have significant disabilities. The paper emphasized the
importance of teaching parents strategies for coping with stress, improve their parenting
practices, and enhance the overall family environment (Biglan, 1989). Particularly, Biglan's
(1989) work helped parents develop psychological flexibility, manage distressing thoughts
and emotions, and engage in values-driven behaviours. This early literature suggested the
utility of interventions that would later be recognised as consistent with the ACT approach
((Biglan, 1989; Singer & Irvin, 1989). A recent systematic review and meta-analysis of ten
studies found that ACT may help improve psychological flexibility in parents of children
with special health care needs (Parmer et al., 2021).

Studies have also investigated ACT with parents of children with autism. Blackledge
and Hayes (2006) invited parents of children with autism to participate in a two-day, group-

based, experiential ACT workshop and found statistically significant (although not large)
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improvements in measures of depression, psychological distress and psychiatric
symptomatology at three months follow-up. A recent systematic review found that ACT was
effective in managing distress when working with parents of children with autism (Juvin et
al., 2022). Whilst ACT appears promising for working with parents of children with autism,
Juvin et al., (2022) noted that the field of research into ACT with parents is still relatively

new.

3.2.5 Adaptations of the ACT Model for Parents

Whittingham and Coyne (2019) adapted the ACT model specifically for parents of
children with a disability. The goal of the adapted therapy was to help parents better manage
difficult thoughts and emotions and to take meaningful, values-based action which supports
their parenting role (Whittingham & Coyne, 2019). Adaptations by Whittingham and Coyne
(2019) include altering the core processes to include parenting values clarification,
mindfulness for parents, acceptance of parenting challenges, defusion for unhelpful thoughts
about parenting and commitment action that support their role as a parent. There is however
no evaluation published on this adapted model and it is unclear whether Australian ACT
therapists are familiar with Whittingham and Coyne’s (2019) adapted model and whether
they practice it when working with parents of children with a disability.

Although the traditional ACT model has been specifically adapted for parents of
children with a disability (Whittingham & Coyne, 2019) and research has begun to
investigate the experiences of specific groups of parents who undergo ACT, as far as the
researchers are aware, no study to date has qualitatively examined counsellors’ experiences

of using ACT with parents who have mental health challenges.

3.2.6 ACT Selection for Investigation

ACT was selected as a modality to be investigated in this thesis for several reasons. It
was hypothesised that the six core processes of the ACT model could be applicable to
parenting needs. For instance, the process of contact with the present moment, which
incorporates mindfulness techniques, could help parents stay present and engaged in the
moment (Whittingham & Coyne, 2019). This could increase their ability to respond
thoughtfully rather than reacting impulsively (Guendelman et al., 2017), which is an
important strategy for parenting (Siegal & Hartzell, 2014). Mindfulness can enhance the
quality of parent-child interactions, helping parents to be more attentive, patient, and

responsive to their children's needs (Cohen, 2010) and aware of their own internal reactions

69



and responses (Kabat-Zinn & Kabat-Zinn, 2014). Additionally, it is hypothesised that the
acceptance process of ACT, may help parents reduce avoidance behaviours, and encourage
them to accept difficult thoughts and feelings rather than trying to suppress or escape them.
This would be especially helpful for parents who experience stress, anxiety, or depression.
Another core process of ACT, cognitive defusion, could be useful for parents by helping
them change their relationship with their thoughts, leading to more adaptive responses in
challenges situations (Hayes et al., 2006). Previous research has highlighted the importance
of parents demonstrating emotional and cognitive flexibility (Flujas-Contreras, 2022) and
thus there is utility in investigating whether ACT for parents with mental health challenges
enhances cognitive flexibility in clients’ parenting roles. The self-as-context process in ACT
could help parents view their thoughts and feelings from a broad perspective (Hayes et al.,
2004), which could reduce self-judgment and support more self-compassionate parenting.
Other processes of ACT involve clients connecting with their core values and committing to
actions that align with these values (Hayes et al., 2004). For parents, this could mean
identifying what kind of parent they want to be and making decisions that reflect those
values.

As such, the ACT model could potentially address both parenting needs and mental
health challenges. Hence, investigating the application of ACT for parents could offer
valuable insights into the efficacy of ACT techniques and process that work well with

parents, and what needs to be adapted, if anything, to better suit practice with parents.

3.3 Narrative therapy

Narrative therapy is a non-pathologizing and collaborative type of psychotherapy that
focuses on individual's stories and experiences to help them identify and challenge limiting
beliefs and behaviours (Payne, 2006). Developed by White and Epston (1990) narrative
therapy theory asserts that as our experiences are complex ambiguous, we construct
narratives to make sense of them. Narrative therapy stems from Systemic Family Therapy
and shares many of its methods, including the extensive use of questioning, reflecting teams
and attention to social and familial influences on persons’ perceptions (Payne, 2006). A key
feature of narrative therapy is that it views problems as separate from the person and instead
sees them as a result of their interactions with the environment and society. A narrative
therapy approach recognises that each person is an expert in their own lives and is capable of

change, consistent with a strengths-based approach (Morgan, 2000).
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The therapeutic relationship between client and therapist in narrative therapy is
cooperative with the client experiencing their own discoveries and then deciding how these
discoveries can be used (Payne, 2006). The therapist’s role in narrative therapy is to create a
context for clients to recognise and accept self-knowledge, skills and capacities (Payne,
2006). Throughout narrative therapy, the therapist maintains a position of curiosity, and stays
‘decentred’ in sessions, asking questions which influence what becomes visible in the session
whilst also emphasizing the person's strengths and abilities (White, 2000). The therapist's role
is to facilitate this process of recognition, rather than to impose assumed expert professional

knowledge about the person’s motives or needs (Payne, 2006).

3.3.1 Goals of Narrative Therapy

The goal of narrative therapy is to help clients reshape their identities and experiences
by exploring and re-authoring the stories they tell themselves (White & Epston, 1990). The
aim is to make client’s life stories more satisfying, and less problem saturated (White &
Epston, 1990). Therapists work to help clients understand and reframe their experiences in
alternative ways, and develop more empowering and liberating narratives, leading to a greater
sense of agency and personal growth (White, 2000). This is done through externalising

problems, re-authoring narratives and deconstructing dominant narratives.

3.3.2 Key techniques

Externalising Problems

A key technique in narrative therapy is to externalise problems. This refers to
regarding problems as distinct from the person (Payne, 2006). In other words, people are not
viewed as the problem, rather problems are viewed as products of interpersonal relationships
or broader social and cultural contexts (White, 2000). Externalising the problem helps the
person see it as something they can change rather than something that defines them.
Externalising the problem involves naming, objectifying, and personifying the problem
(Payne, 2006). Through externalising the problem, clients are encouraged to adopt a critical
stance towards problems, questioning how these issues have come to exert influence in their
lives without attributing personal fault or inherent deficiencies (Payne, 2006). Externalising
problems can also involve externalising conflicts and viewing them as separate from personal
identities which allows individuals to explore how these problems have influenced their
relationships without attributing blame or fault to each other (Nicholas, 2013; White &
Epston, 1990).
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Re-authoring Narratives

Re-authoring narratives is another technique which involves reframing clients’
beliefs, experiences and behaviours, to assist them in finding alternative perspectives and
creating new meanings about beliefs, experiences and behaviours (Payne, 2006; White,
2007). This could involve the therapist and client constructing alternative narratives about
relationships and conflicts by exploring and amplifying instances of positive interactions, to
promote a more balanced understanding of the relationship.
Deconstructing Dominant Narratives

The deconstruction of dominant narratives involves critically examining prevailing
stories that individuals or families hold about themselves and their experiences (White &
Epston, 1990). These narratives often contribute to misunderstandings or conflicts within
relationships. Deconstructing these narratives also entails exploring moments in a person's
life that diverge from the dominant, problem-focused narratives that the client may overlook
in their life narrative, but which hold significant meaning (Payne, 2006). Through this
process of deconstruction, clients gain a holistic understanding and develop a more
comprehensive and enriched life story (Payne, 2006; Brown & Augusta-Scott, 2006).
Cultural and Contextual Sensitivity

Narrative therapy interventions are sensitive to cultural backgrounds and contexts,
acknowledging how cultural beliefs, traditions, and social norms influence relationship
dynamics (Wendt & Gone, 2017; Vromans et al., 2016). This awareness enables therapists to
customise interventions that honour and integrate cultural responsiveness into the therapeutic
process.

The aforementioned techniques represent only a subset of the methods employed in
narrative therapy. Therapists adapt their techniques based on the individual needs and

objectives of each client (White, 2007).

3.3.3 Effectiveness of Narrative Therapy for Different Psychological Conditions

The research into the effectiveness of narrative therapy has covered a range of
different psychological conditions, substance use disorders, and other presenting problems.
For example, narrative therapy has been found to improve depressive symptoms (Lopez et al.,
2014a) and contribute to long-term benefits (Lopez et al., 2014b). Enhanced interpersonal
outcomes have also been found in adults from diverse cultural and socioeconomic
backgrounds who undertake narrative therapy (Vromans & Schweitzer, 2011). Research has

also shown efficacy of narrative therapy on treating anorexia and bulimia (Lock et al., 2005;
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Heywood et al., 2022); specific phobias (Tadros et al., 2022); and in supporting positive
health outcomes for people with intellectual disabilities (Wark, 2012). Further, research has
found that group-based narrative therapy interventions may reduce depression and anxiety
symptoms in adults with amphetamine addiction (Shakeri et al., 2020). However, no
significant difference in quality of life was found after ten group narrative therapy sessions

(Shakeri et al., 2020).

3.3.4 Effectiveness of Narrative Therapy for Different Populations

Narrative therapy has been found to have utility for a range of different population
groups, including children and adolescents (White, 2006), adults, couples and families (White
& Epston, 1990), and people with chronic illnesses (Smith & Sparkes, 2008). Narrative
therapy has been applied with children and adolescents to help them reframe their
experiences and develop a sense of agency (White, 2006). Additionally, narrative therapy has
also been found to reduce behaviour problems in children and improve their self-perceptions
after undertaking 12 sessions of narrative therapy (Fatahi et al., 2021). There have also been
applications of narrative therapy for adults who, as children, experienced childhood abuse
and interpersonal trauma (Cloitre et al., 2020). An adapted version of narrative therapy,
specifically for individuals who experienced childhood trauma and abuse, was found to
reduce post-traumatic stress disorder (PTSD) symptoms and improve overall functioning in
trauma survivors (Cloitre et al., 2020).

Narrative therapy has shown utility in supporting individuals with chronic illnesses by
helping them reframe their experiences and construct more empowering personal narratives
(Frank, 2023; Langdridge, 2007; Smith & Sparkes, 2008). Research indicates that this
narrative therapy can enhance psychological well-being, improve coping strategies, and
reduce the emotional burden associated with chronic conditions (Smith & Sparkes, 2008). By
externalising the illness and separating it from the individual's identity, narrative therapy
fosters a sense of agency and resilience, encouraging clients to envision a life not entirely

defined by their illness (Langdridge, 2007).

3.3.5 Effectiveness of Narrative Therapy with Parents

The seminal literature by White and Epston (1990) highlighted how narrative therapy
principles and techniques could be applied in family therapy settings. More recent literature
has demonstrated that narrative therapy can be used to support a range of issues for parents

and families.
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Narrative family therapy for women has been found to help them deconstruct
unhelpful narratives they may have created during the pregnancy and postpartum period
(Banker & Goldenson, 2023). Using a case study, Banker and Goldenson (2023) highlighted
how narrative therapy could be used to help clients emotionally re-author their ‘mothers
stories,” referring to the narratives they have formed about themselves as a mother. Narrative
therapy could be used to and create new meanings through separating their identity as a
mother from their postpartum mood anxiety disorder (PMAD) symptoms (Banker &
Goldenson, 2023).

Additionally, narrative therapy has been used to assist blended families (Gold, 2016;
Shalay & Brownlee, 2007), to address adoption issues within families (Stokes & Poulsen,
2014), to support homeless families (Fraenkel et al., 2009), and to improve the family
functioning of couples (Suddeath et al., 2017). Besa (1994) found that narrative therapy was
effective in reducing parent-child conflicts. More recent literature by Suddeath et al., (2017)
described how narrative therapy techniques can be applied in family therapy including
externalising the problem from the family, re-authoring narratives and recognising cultural
discourse and its impact on family narratives.

McQueen and Hobbs (2014) described how using a narrative approach with parents
can address the power differentials between mental health professionals and parents, and lead
to a sense of collaboration. They found that this technique can provide parents with an
opportunity to examine, reflect and recognise their resources and skills (McQueen & Hobbs,
2014).

There is a growing body of research demonstrating the utility of practicing narrative
therapy with parents to address a range of issues (Besa, 1994; Gold, 2016; McQueen &
Hobbs, 2014; Shalay & Brownlee, 2007; Suddeath et al., 2017. However, literature into
therapists’ experiences and perspectives of using narrative therapy with parents who

experience mental health challenges remains under-researched.

3.3.6 Narrative Therapy Selection for Investigation

Narrative therapy was selected as a modality to be investigated for its use with parents
for numerous reasons. Firstly, narrative theory stems from Systemic Family Therapy, (Payne,
2006) and has a focus on understanding how social and familial influences shape individuals'
perceptions and experiences. It was hypothesised that this focus on social and familial
influences would be particularly relevant for parents with mental health challenges, as it

emphasizes the importance of examining the broader context in which their struggles occur.
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By acknowledging the impact of social and familial narratives on their mental health, parents
could have a better understanding of how these social and familial influences across
generations may have shaped their current challenges, thereby opening the door to
alternative, more empowering narratives.

This approach empowers parents to reframe their experiences, allowing them to move
away from problem-saturated narratives and toward more positive, strengths-based
understandings of their lives. By encouraging parents to recognize that their problems are not
inherent to them but rather separate entities, narrative therapy fosters a sense of agency and
control, which can be critical for parents struggling with mental health issues.

Additionally, it was hypothesised that the narrative therapy techniques of
externalising problems, re-authoring narratives, and deconstructing dominant narratives
would be useful for parents with mental health challenges. Externalising problems could help
parents view their mental health issues as challenges they face rather than as defining aspects
of themselves. This could reduce self-blame and guilt, which are common feelings among
parents with mental health challenges (Dolman et al., 2013; Halsa, 2018). Re-authoring
narratives could enable parents to reconstruct their life stories, involving other family
members, by identifying and emphasizing moments of strength, resilience, and positive
change, promoting a more hopeful and empowered self-identity. Deconstructing dominant
narratives could help parents critically examine societal or familial expectations and allowing
them to challenge and rewrite these narratives in a way that better aligns with their values and
lived experiences. These techniques collectively could support parents in developing a more
constructive and empowering narrative of their lives, which is crucial for their mental health

and overall well-being and could potentially support parenting confidence.

3.4 Summary and Aims of the Thesis

The prevalence of parents caring for children with a mental illness is significant
(Reupert & Maybery, 2016). Parents with mental health challenges face unique and often
complex challenges when navigating parenthood and managing their illness (Dolman et al.,
2013). While negative experiences and poor health outcomes for their children are not
inevitable (Maybery & Reupert, 2019), children of parents with mental health challenges are
at an increased risk of adverse outcomes including emotional difficulties and developing a
mental illness themselves (Hjen et al., 2013; Goodman et al., 2011; Maybery et al., 2009;
Rasic et al., 2014; Webb et al., 2016). Therefore, it is crucial that adequate care be provided

for parents and their families.
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As previously described in the literature review, there are numerous support options
for families where a parent has a mental illness, including organisational, community, family
and individual (either to the parent or the child) approaches. The majority of research relating
to parents’ experiences of mental healthcare has focused on the practices of multidisciplinary
teams within public rehabilitation and psychiatric settings (Dolman et al., 2013). Few studies
have investigated individual approaches for parents with mental health challenges, including
the approach of one-on-one counselling; this represents a large proportion of the Australian
mental health sector (Australian Government Department of Health, 2019) and one of the
most common and accessible mental health supports for parents in Australia.

As per section 2.4 (PhD Rationale and aims of the thesis) within this literature review
chapter, the aim of this thesis is to examine the use of three different psychotherapeutic
modalities with parents who have mental health challenges, from the perspectives of
therapists who undertake one-on-one counselling with those parents. More specifically, the
following research questions will be investigated with schema therapists, acceptance and

commitment therapists and narrative therapist:

o What are the experiences of therapists using different modalities when working with
parents with mental health challenges? Do therapists using different modalities, have
different experiences working with parents?

o From the perspective of therapists, what elements of the various therapeutic strategies
and approaches appear to respond to the needs of parents who experience mental
health challenges? Are there common strategies or tools across the three modalities
that therapists find work best for parents with mental health challenges? If so, what
are these?

e What enablers and barriers have therapists found when working with these therapeutic

modalities with parents? How do these compare between the different modalities?

Chapters 5, 6 and 7 will detail and include the studies undertaken with schema therapists,
ACT therapists and narrative therapists including their insights and experiences of using each
specific therapeutic modality with parents with mental health challenges. The following

chapter (Chapter 4) will outline the methodology used across each study in this thesis.
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Chapter 4 Methodology of Phenomenological Studies

This chapter will provide an overview of the methodology used in each study of this
thesis. The use of qualitative methods in mental health research will firstly be discussed and
an overview of the analysis method used in the three studies in this thesis: Interpretative
Phenomenological Analysis (IPA), will be provided. Participant demographics will be
outlined, as will the research procedures for the studies followed by participant information

and finally a discussion of ethical considerations and research rigour.

4.1 Qualitative methods in mental health research

Both quantitative and qualitative research methodologies play a role in psychological
research yet address distinct questions. Quantitative research focuses on numerical data and
statistical analysis and is adept at answering questions related to the prevalence, correlations,
and causality of psychological traits and behaviours (McBeath et al., 2022). Quantitative
methods provide a broad, generalisable overview of patterns across large populations
(McBeath et al., 2022). Conversely, qualitative research delves into the nuanced, subjective
experiences of individuals, making it ideal for exploring the meanings, perspectives, and
contexts behind psychological phenomena (McBeath et al., 2022). The choice of quantitative
or qualitative methods for conducting the studies that comprise this thesis was driven by the
research aim. As this thesis aimed to investigate the lived experiences and perceptions of
therapists working with parents with mental health problems, qualitative methods were
selected for the research.

The use of qualitative methods in mental health research have increased in recent
years (Gough & Lyons, 2016). Within the field of psychological research, the 1970s and
1980s saw heated debates about the dominance of quantitative research (Harper &
Thompson, 2011). Over time, acceptance of qualitative research and its utility has grown
(Henwood et al., 1998). Qualitative methods are now routinely practiced and published in
international journals and are growing in popularity for mental health research (Harper &
Thompson, 2011). Qualitative methodologies can be used to investigate a range of issues
related to psychology and counselling, such as understanding the lived experiences of
individuals, uncovering the coping mechanisms of individuals with mental health challenges,
or interpreting interpersonal dynamics within therapeutic settings (McBeath et al., 2022).

Qualitative research encompasses many different methodological practices (Gough &

Lyons, 2016) such as Interpretative Phenomenological Analysis (IPA: Smith et al., 2009),
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narrative analysis (Crossley 2000), psychosocial approaches (Hollway & Jefferson, 2000) and
discourse analysis (Potter 2007). Across the different methodologies, there is a common
interest in generating rich qualitative data and increasing understanding of social and
psychological experiences and processes, rather than quantifying something (Harper &
Thompson, 2011). Qualitative methods are well suited for investigating complex phenomena
(Gough & Lyons, 2016) such as the views and lived experiences of mental health
professionals and clients regarding treatments of mental health challenges (Salle & Flood,
2012; Silverstein et al, 2006). Thus, qualitative methods are congruent with the aim of this
thesis to examine the views and experiences of mental health professionals, specifically

therapists, when working with parental mental illness.

4.2 Introduction to Phenomenological methodology

All three studies were conducted within a Phenomenological Analysis (IPA)
framework. IPA is a type of qualitative analysis that requires researchers to draw on their
own understanding of the participants' experience as part of the analysis (Smith &
Shinebourne, 2012). IPA was chosen as it allows for in-depth exploration of participants'
subjective and unique lived experiences and derives meaning from how these experiences are
expressed by participants which was ideal to explore therapists’ views and experiences of
conducting therapy with parents (Eatough & Smith, 2007; Hammarberg et al., 2016; Lincoln
& Denzin, 1998; Peat et al., 2019; Smith et al., 2009). IPA draws on the theoretical

underpinnings of phenomenology, hermeneutics, and idiography, which are outlined below.

Phenomenology

Phenomenology is a philosophical movement focused on lived experiences (Husserl,
1983). Phenomenological psychology is concerned with an individual's account of an event
or object, rather than an objective statement of the event or object itself (Smith, 1996). When
developing IPA, Smith (1996) drew on the works of phenomenologists to create [IPA
analysis, which is designed to examine participants’ experiences and how they view their

experiences (Peat et al., 2019; Smith et al., 2011).

Hermeneutics

Hermeneutics is a theory of interpretation that also underpins IPA methodology
(Smith, Flowers & Larkin, 2009). More specifically, it has been posited that IPA is founded
on hermeneutics of understanding referring to a form of hermeneutics which seeks to

interpret how participants understand phenomena through their own unique, subjective
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experiences (Davidsen, 2013). By contrast, other forms of hermeneutics seek to interpret
phenomena from a specific theoretical perspective such as feminism or psychodynamic
theory (Davidsen, 2013). Hermeneutics is used in many areas of psychological research as
most psychological processes cannot be directly observed, but rather can only be related
through participants' subjective accounts of their experiences and views, which requires a
process of interpretation by the researcher. Thus, IPA is strongly underpinned by
hermeneutics as it centres around participants describing their experiences which then

requires a process of engagement and interpretation of the data from the researcher (Smith,

2011).

Idiography

IPA is ideographic, meaning it focuses on an in-depth investigation of single cases,
rather than seeking to identify norms across populations (Smith, Jarman & Osborn, 1999).
Idiography can be seen utilised within an IPA framework as it is considered applicable for
corpus analysis of single case investigations (Smith, Jarman & Osborn, 1999). Additionally,
IPA has been recommended for studies of up to approximately ten participants (Smith, 2004;
Smith, Flowers & Larkin, 2009). IPA research involves an in-depth exploration and analysis
of each participant case, before attempting to identify commonalities across the sample
(Smith, 2004). In the later phase of the analysis, high-quality IPA studies include a search for
patterns across the cases, including areas of convergence or divergence between cases, which

may eventually form a theme (Smith, 2011).

4.3 Interpretative Phenomenological Analysis (IPA)

IPA is a relatively recently developed form of qualitative inquiry (Smith, 1996) which
has rapidly become one of the most commonly used and well-known qualitative
methodologies for psychological research (Hammarberg et al., 2016; Lincoln & Denzin,
1998; Peat et al., 2019; Smith et al., 2009; Smith, 2011). IPA aims to examine participants’
lived experience, and how they make sense of, and give meaning to, any given experience
(Smith et al., 2009). It involves an intensive qualitative analysis of participants' personal
accounts (Peat et al., 2019). Most commonly, semi-structured interviews are the data
collection method used for IPA analysis (Larkin et al., 2008). Participant interviews are
audio-recorded and transcribed verbatim before being analysed. Due to the intensity and in-
depth nature of each interview case, IPA studies usually involve relatively small sample sizes

(Smith, 2011).
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There is a substantial body of research in psychological settings using IPA methods
(Smith, 2011). IPA has been used in a range of subject areas including clients’ illness
experiences, carers’ experience, clients’ experience of therapy and health professionals’
experience of delivering therapy (Smith, 2011). IPA research has been growing exponentially
and has appeared in many academic outputs including peer-reviewed journal articles,
postgraduate theses, and books (Smith, 2011).

Guidelines to assess the quality of IPA studies have been developed (Smith,

2011). The guidelines aim to assist readers to judge the quality of a paper reporting in an IPA
study and include three quality levels - good, acceptable, and unacceptable, alongside criteria
for determining each level. These guidelines were written by the creator of IPA, who
designed the quality assessment system by reviewing IPA literature on illness experiences
(Smith, 2011). The guidelines further outline what makes a good IPA paper, and prior to and
throughout the IPA analysis conducted in this thesis, the guidelines (Smith, 2011) for
assessing IPA quality were consulted and influenced how the research was gathered and
analysed.

According to the guidelines, high-quality IPA studies utilise researcher skills
including interviewing, rigour, and critical interpretation of the data (Willing & Rogers,
2017; Smith, 2011). Each interview transcript in this thesis was coded by identifying and
highlighting key words or short phrases that captured salient information relevant to the
research questions (Saldafa, 2013). The codes were then grouped under key themes, through
a process of collaborative discussions amongst the researchers and numerous consultations of
the interview data, including re-reading interview transcripts, codes, and relistening to the
interview audio. In the write up of the results (see Chapters 4, 5 and 6), the key themes were
organised to represent the narrative of the data set, including extracts from participant
interviews. The extracts selected represent the essence of each theme.

The analysis and coding process of the interview data were undertaken by at least two
and often three researchers, for each study. Throughout the process, bracketing occurred,
which involved setting aside the researchers’ own experiences and preconceptions in order to
fully engage with and understand participants’ perspectives (Zahavi, 2019). Bracketing is
crucial for maintaining the integrity and authenticity of the participant's lived experiences as
interpreted by the researchers. It involved the researchers firstly acknowledging their own
biases, beliefs, and assumptions about the research topic. It further involved engaging in
reflexivity where the researchers continuously reflect on their own impact on the research

process (Zahavi, 2019). The primary researcher, the PhD candidate, demonstrated bracketing
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through keeping an interview journal to document experiences and views of conducting each
interview, to later consult during the analysis stage to prevent possible biases effecting the
analysis. An excerpt from the research journal can be found in Appendix A.

Further, the primary researcher engaged in collaborative discussions within regular
supervision sessions regarding the quality and interpretation of interview data throughout
writing the thesis. All researchers remained mindful of possible biases and influences
throughout the IPA process and accepted and acknowledged the limitations of their
knowledge. Further, collaborative discussion regarding the coding and grouping of codes into
themes occurred between the researchers for each study in the thesis. Despite these
bracketing efforts, it is also worth acknowledging that complete objectivity is unattainable,
and that the researchers’ subjectivity inevitably influences the research design and all
decision making throughout the research process (Tuffour, 2017). Whilst the researchers put
in measures to minimise biases, a level of subjectivity was also embraced as an integral part
of the research process, which could enrich the interpretation and understanding of the data
(Tuffour, 2017).

IPA guidelines outline that strongly rated papers have a clear focus, high-quality data,
and have sufficient detail when presenting and elaborating on each theme, rather than
discussing the themes superficially (Smith et al., 2009). IPA studies should be rigorous and
rather than simply describing the data obtained, researchers should be critical and analytical
when working with the data (Smith et al., 2009). The analysis should be both convergent and
divergent, meaning the analysis will not only point to shared themes expressed by
individuals, but also present the particular way in which these themes play out for
individuals, and how these may differ between individuals (Larkin et al., 2008). Therefore,
researchers need to demonstrate patterns of similarity among participants as well as identify
the unique experiences of participants, in studies with a sample greater than one. Throughout
the studies presented in this thesis, the analysis of data were both convergent and divergent
and differences among participants in relation to their experiences of using the different

therapeutic modalities is discussed in the papers as relevant.

4.4 Procedure

The section below provides an overview and justification of procedures. Further
information about the specific procedures employed in each study are provided in the

following chapters (Chapter 4, 5, and 6). Procedures were approved by the Monash

81



University Human Research Ethics Committee prior to beginning the research (See Appendix

B for ethics approval).
4.4.1 Recruitment and Sampling

Convenience and purposeful sampling approaches were used for all studies.
Participants were recruited on the basis of specific criteria relevant to the research question
(whether they were schema therapists, narrative therapists or acceptance and commitment
therapists) (Patton, 2015). Snowball sampling methods were used, which involves
participants promoting the study through their own networks (Biernacki & Waldorf, 1981).
IPA research is well suited to purposive and snowball sampling as these methods target
participants who can offer specific, relevant insight into a particular phenomenon (Smith et
al., 2009). Recruitment involved posting a notice in professional social media forums and
professional therapist groups (Schema Therapist, ACT and Narrative Therapist groups
respectively for each study) which included a link to an online survey hosted on Qualtrics.
The suitability for participation in each study was determined based on responses to the
online survey by screening out people who did not have years of experience practicing either
Schema therapy (ST), Acceptance and Commitment therapy (ACT) or Narrative therapy
(NT), with parents with mental health challenges. Eligible participants where then emailed to

organise a time for the interview.

4.4.2 Data Collection

The data collection procedure for studies 1, 2 and 3 were the same. All potential
participants were invited to complete a short online survey, hosted on Qualtrics, which
collected consent, demographic information including age and gender, and the contact details
of potential participants. Participants were sent via email the explanatory statement
(Appendix C) and the interview schedule (Appendix D) prior to the interview.

Data were collected for all studies through semi-structured interviews. The semi-
structured interviews involved asking a limited number of core questions from an interview
schedule; however, it is not followed prescriptively (See Appendix D for the interview
schedules developed for this thesis) (Olsen, 2016). The interview schedules used were shown
to at least two experts in the field who provided feedback on the core questions, which were
then adjusted in the final interview schedule used in interviews. During each interview, the
interviewer probed for further details where relevant, by asking additional questions beyond

those on the interview schedule. All additional probes and questions asked were relevant to
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the discussion and concerned key topics, providing participants with opportunities to
elaborate on areas that they deemed important (Englander, 2012). Not only are semi-
structured interviews helpful for flexibly obtaining information about key issues, but they are
also an ideal method for collecting data in IPA studies (Smith, Jarman & Osborn, 1999;
Smith, 2004) because they allow for in-depth exploration of participants' personal
experiences and meanings, providing rich, detailed insights that align with the interpretative
and phenomenological focus of IPA.

During the interviews with schema therapists, ACT therapists and narrative therapists,
participants provided information about their personal experiences and views about working
therapeutically with clients who are parents. For the most part, participants readily described
their experiences in sessions and voiced their opinions about the therapeutic modality they
practiced. In some instances, participants did not know how to respond to a question, which
they then voiced by saying, for example, “I haven't considered this before,” or “I wouldn’t be
able to answer that question right now.”

All interviews across study 1, 2 and 3 were conducted via the Zoom video
conferencing platform. This enabled participants from all around Australia to take part in the
research. Many of the participants joined the Zoom meeting for their interview from their
work office over a lunch break, or during an hour break between seeing clients. The use of
Zoom interviews was considered well-suited to the participants in this study who were
located across a large geographical area and were busy working professionals (Hiselberg &
Stepinska, 2023). Zoom has been posited as a feasible communication method for the
collection of qualitative health research due to its ease of use and cost-effectiveness
(Archibald et al., 2019). However, research has also highlighted challenges associated with
using Zoom to conduct qualitative research including participants experiencing technical
difficulties (Archibald et al., 2019), and difficulty building rapport and taking turns speaking
(Hiselberg & Stepinska, 2023). Nonetheless, no participants across the studies noted any
difficulty accessing Zoom for the interview. This may be attributed to the professional nature
of participants recruited many of whom would have had experience using Zoom or similar
software for tele-health appointments and supervision during the COVID-19 pandemic.
Further, measures were put in place to overcome challenges with using Zoom for qualitative
research including building rapport and taking turns speaking (Hiselberg & Stepinska, 2023).
For example, prior to each interview starting, the interviewer and participants engaged in
small talk over Zoom for approximately five minutes to build rapport (Hiselberg & Stegpinska,

2023). Additionally, the interviewer played an active role in taking turns speaking with the
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participants by waiting for silences and asking clarifying questions to ensure the participant
did not have anything else they wished to add, before moving onto the next question.

Notes were taken throughout each interview to record notable facial expressions, long
pauses and other non-verbal cues that were important for interpreting the data. The research
journal was written in at the conclusion of each interview to capture the interviewer’s feelings
and perceptions of conducting the interview with the particular participant. Prior to analysis
of the data, the research journal entry for the participant was read and reflected upon to
remind myself the feelings and reflections I had during the interview, to ensure I had a
critical awareness of my own emotional responses and perceptions of the interview data. A
sample journal entry completed after interviewing a participant can be found in Appendix A.

Interviews were audio-recorded using Zoom software with participant consent. The
audio recordings were then transcribed using an automatic intelligence service (Otter.ai). The
transcripts were then cross checked with the audio-recording by the researcher, to check they
were verbatim and to ensure personal and identifiable information was removed from the
transcripts. Member checking occurred, which involved returning the interview data in the
form of a transcript to the participant who gave the interview, to seek their feedback on
and/or confirmation of the data they provided (Lincoln & Guba, 1985). Further, participants
were given the opportunity to add or remove information, although across the three studies,
no participants made any amendments to their transcripts. The approved transcripts were used

as the data for the research which were analysed according to IPA guidelines.

4.5 Participants

Participants self-identified as either a schema therapist, ACT therapist or narrative
therapist when they completed the short online survey. In this survey, demographic
information was collected from participants including their age, gender, state and whether
they lived in an urban/suburban, regional, or rural location. Participants were also asked to
specify their profession, with options including psychologists, social workers and
occupational therapists. Data were collected on participants’ experience level practicing
either schema therapy, ACT, or narrative therapy, as measured by number of years practicing
the modality. Additionally, parenting status of the schema therapist participants was also
gathered to explore the potential influence of being both a therapist and a parent on their
therapeutic work with clients who are parents. The following sections further presents
participants demographic information from each study.

Study 1: Schema Therapist Study
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Mental health professionals with experience of practicing schema therapy (referred to

as schema therapists in this thesis) in Australia were targeted for Study 1. Thirteen Schema

therapists from across Australia were recruited for Study 1 (two males, eleven females). In

order to practice schema therapy, therapists much undertake schema therapy training

certification and data were collected on schema therapists’ certification status from the online

survey. Various levels of certification can be achieved by therapists through the International

Society of Schema Therapy (ISST), starting with the Standard Schema Therapy Practitioner

Certification (Standard) and advancing to the Advanced Schema Therapy Practitioner

Certification (Advanced), with each level requiring progressively more training, supervision,

and demonstrated competence in applying schema therapy techniques (ISST; 2024).

Participant self-reported demographic information is provided in Table 4.1 and in Chapter 4

in the paper on schema therapists.

Table 4.1

Schema Therapy Participants’ Self-Reported Demographic Information

Pseudo Gender  State and Profession Certification  Years Parenting
nym area Status practicing  status
schema
therapy

P1 Female  ACT - Psychologist ~ Advanced, 10 Yes
Urban/subu Couples
rban

P2 Female  ACT - Psychologist Undertaking 2 Yes
Urban/subu Standard
rban

P3 Female QLD - Psychologist Undertaking 7 Yes
Urban/subu Standard
rban

P4 Male ACT - Psychologist Undertaking 5 No
Urban/subu Standard
rban

P5 Female  ACT - Psychologist Undertaking 3 No
Urban/subu Standard
rban

P6 Female  VIC - Psychologist Undertaking 1 No
Urban/subu Standard
rban

P7 Female  VIC - Psychologist Undertaking 3 Yes
Urban/subu Standard
rban

P8 Female  ACT - Psychologist Undertaking 2 Yes
Urban/subu Standard
rban
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P9 -

P10

P11

P12

P13

Female

Male

Female

Female

Female

VIC -
Urban/subu
rban

ACT -
Urban/subu
rban

VIC -
Urban/subu
rban

VIC -
Urban/subu
rban

QLD -
Urban/subu
rban

Occupational Not
therapist undertaking
certification
Psychologist Not
undertaking
certification
Psychologist ~ Advanced
Psychologist ~ Advanced
Psychologist ~ Advanced

Yes

Yes

Yes

Yes

Study 2: Acceptance and Commitment Therapist Study

Mental health therapists who use an ACT framework (referred to as ACT therapists in

this thesis) in Australia were targeted for Study 2. Nine ACT therapists from across Australia

were recruited for Study 2 (three males, six females). Unlike schema therapists, ACT

therapists do not require formal ACT certification to practice, and most are trained through

undertaking workshops, courses, or supervision from experienced ACT practitioners in

addition to their professional training (such as in psychology). More detail about participants

is provided in Chapter 5 and participant demographics can be found in table below and in the

paper on ACT therapists.

Table 4.2

Acceptance and Commitment Therapy Participants’ Self-Reported Demographic Information

Pseudon Gender  State and area Profession Years Parenting
ym practicing status
ACT
P1 Female SA - Rural Mental Health 13 Yes
Social Worker

P2 Male VIC - Psychologist 8 Yes
Urban/suburban

P3 Female  VIC - Psychologist 5 Yes
Urban/suburban

P4 Male ACT - Psychologist 15 Yes
Urban/suburban
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P5

P6

P7

P8

P9 -

Male

Female

Female

Female

Female

VIC - Psychologist 3 No
Urban/suburban
VIC - Psychologist 16 Yes
Urban/suburban
VIC - Regional Psychologist 6 Yes
NSW- Psychologist 2 Yes
Urban/suburban
VIC - Psychologist 6 Yes
Urban/suburban

Study 3: Narrative Therapist Study

Mental health therapists who primarily practice within a Narrative Therapy

framework (referred to as narrative therapists in this thesis) in Australia were targeted for

Study 3. Six narrative therapists across Australia were recruited for Study 3, all of whom

were female. Narrative therapists do not need a specific narrative therapy certification to

practice, but have gained expertise through workshops, supervision and through professional

training programs. More detail about participants is provided in the table below and in

Chapter 6 in the paper on narrative therapists.

Table 4.3

Narrative Therapy Participants’ Self-Reported Demographic Information

Pseudon Gender  State and area Profession Years Parenting

ym practicing NT  status

P1 Female  NT - Regional Psychologist 9 Yes

P2 Female  VIC - Psychologist 28 Yes
Urban/suburban

P3 Female  VIC- Psychologist 1 Yes
Urban/suburban

P4 Female = QLD - Rural Counsellor 6 Yes

P5 Female QLD - Psychologist 16 No
Urban/suburban
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P6 Female VIC - Social Worker 3 No
Urban/suburban

4.6 Ethical Considerations

All participants were provided with an explanatory statement, which outlined the
nature of the research, and any risks involved (See Appendix C for the explanatory
statements for each study). The explanatory statement also informed participants of the limits
of confidentiality including how group findings will be reported as part of the student
researchers’ thesis and that findings may also be submitted for publication, but individual
participants will not be identifiable in any such publications. The statement also noted how
and where the collected data will be stored. Written consent was obtained from participants
of all studies via online surveys, which included the explanatory statements. Prior to starting
interviews, verbal consent to being audio recorded was obtained. All identifying information
from participants' transcripts were removed, and participants were de-identified by being
assigned a number to be referred to (i.e., Participant 1). Member checking also occurred with
participants given the opportunity to read through their transcripts and make amendments,
which ensured participants had control over their research contributions. All three studies
were categorised as “low risk” as the subject matter of therapists’ professional experiences

was considered a non-sensitive topic and very unlikely to cause of harm to participants.
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Chapter 5 - What are Schema Therapists’ experiences and perceptions of working with

parents with a mental illness

5.1 Background

This chapter presents the first of the three studies included in this thesis. The study
was submitted to Australian Counselling Journal on September 7, 2023, and has been
accepted for publication. The study addresses important gaps in the literature about the
experiences and perspectives of schema therapists working with parents with mental health
challenges. Previous literature supports the effectiveness of schema therapy with diagnostic
groups such as personality disorders, obsessive-compulsive disorder, chronic depression and
anxiety and post-traumatic stress disorder (Legra & Verhey, 2017; Khasho et al., 2019;
Videler et al., 2018). However, there is a paucity of research related to the use of schema
therapy across other demographic groups such as cross-cultural groups and parents with a
mental illness. Given the focus that schema therapy has on developing self-parenting skills
and addressing unmet childhood core emotional needs, it is valuable to examine its use with

parents who have mental health challenges.

5.2 Aim of the Study

The aim of this study was to examine the views and experiences of therapists who
practice schema therapy with parents. Specifically, the following research questions were
investigated:

e What are the experiences of schema therapists when working with parents?

e How do schema therapists perceive the effectiveness of schema therapy in meeting
the needs of parents?

e What are the enablers and barriers that therapists have found using schema therapy

when working with parents?
5.3 Relevance of the Study

Workforce development planning should take into consideration the challenges and
strengths of therapeutic modalities for working with different population groups. An
understanding of therapists’ experiences using schema therapy to work with parents who

have mental health issues, including aspects that they find challenging and how they manage
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these challenges, can be used to enhance future initiatives (such as training and supervision

efforts) and practice with parents.

5.4 Declaration of Contribution

The following tables outline the contributions of the candidate (Table 5.1) and the
other authors (Table 5.2) to the published study presented in Chapter 5.
Table 5.1

The Candidate’s Contribution to the Study in Chapter 5

Nature of Contribution Extent of Contribution (%)
Study conceptualisation and design 70%
Participant recruitment 50%
Data collection, recording and transcription 80%
Analysis and interpretation of results 70%
Preparation of manuscript 90%
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Table 5.2

The Contribution of the Other Authors to the Study in Chapter 5

Name Nature of contribution Extend of contribution (%) for

student co-authors only

Dr Phillip Tchernegovski Led the study conceptualisation and design, assisted with participant recruitment, data 20%
collection, recording and transcription. Further, was involved in the analysis and

interpretation of results and provided feedback on the manuscript.

Prof Andrea Reupert Provided feedback on the manuscript. 5%

Dr Rochelle Hine Provided feedback on the manuscript. 5%
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5.5 Declaration of Ethical Compliance

Ethics approval. Ethics approval was first obtained from Monash University

Human Ethics Committee (Project Number: 26573).

Informed consent. Informed consent of all participants was obtained prior to participating in
this study, including consent for publication.

Conflict of interest. The authors declare we have no conflicts of interest to disclose.
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Abstract
A core aim of schema therapy is to teach people how to identify their underlying emotional
needs and care for themselves like a parent would. Semi-structured interviews were
conducted with 13 schema therapists from Australia. Interviews focused on therapists’ views
and experiences when working with clients who are parents. Transcripts were analysed
within an interpretative phenomenological analysis framework to examine participants’
perspectives and personal reactions to their professional work with parents. The following 3
findings were identified:

e Schema therapy can be used to increase understanding of one’s behaviour related to

parenting and builds self-compassion.

e There are parallels between meeting parents’ needs and meeting their children’s

needs.
e There is a need for a systemic focus that encompasses family dynamics.

The findings suggest that schema therapy can be used as a tool to facilitate discussions

around parenting while simultaneously addressing the mental health needs of parents.
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Schema therapy and parenting with mental illness

1. Introduction
1.1 Background

In Australia, approximately one in five families have at least one parent who has (or
has had) a mental illness (Maybery et al., 2009). Although many of these parents adaptively
cope in their parenting role (Falkov et al., 2012), for others, mental illness may adversely
impact parenting, leading to negative outcomes for children, especially if there is limited
appropriate support for the family (Reupert et al., 2015). Parents may find it difficult to
balance the demands of parenting while simultaneously looking after their own mental health
and recovery needs (Carpenter-Song et al., 2014; Tabak et al., 2016). Fluctuations of severe
mental illness can periodically reduce parenting capability (Venkataraman & Ackerson,
2008), making it difficult to consistently attend to the physical and emotional needs of
children (Marston et al., 2016; Tabak et al., 2016). Parents report experiencing self-blame and
shame, and some may be fearful of the involvement of child protective services (Halsa,
2018). Accordingly, many parents are reluctant to seek help for parenting issues (Halsa,

2018) and may conceal challenges.

Without adequate support, children of parents with a mental illness have an increased
risk of developing their own psychological difficulties (Leijdesdorff et al., 2017). To
illustrate, children of parents with a severe mental illness (SMI, mostly defined as
schizophrenia, major depressive disorder, bipolar disorder or severe borderline personality
disorder) have a 50% chance of developing any mental illness (Rasic et al., 2014).
Additionally, children of parents with an SMI have a 32% chance of developing an SMI
themselves (Rasic et al., 2014). Both environmental and genetic factors play a role in this

heightened risk (Reupert & Maybery, 2016; Yung, 2007).

There are limited therapeutic treatments that target both parenting and mental illness
simultaneously (Phelan et al., 2012; Zimmer-Gembeck et al., 2021). Nonetheless, parents
with a mental illness want their parenting role recognised and supported (Jones et al., 2016).
Providing psychological treatment for parents that incorporates support for their parenting
roles and responsibilities plays a preventative role for children (Reiss, 2008; Solantaus et al.,
2010). Research into the Let’s Talk about Children program, a family-focused intervention
that promotes parent, family and child wellbeing (Solantaus & Toikka, 2006), highlights how

working with parents can decrease negative outcomes and increase protective factors in
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children (Allchin & Solantaus, 2022). Therefore, as transgenerational mental illness may be
prevented through supporting clients’ parenting roles (Allchin & Solantaus, 2022; Reiss,
2008; Solantaus et al., 2010), there is arguably a need for additional therapeutic interventions

that address clients’ parenting skills as well as provide them with mental health support.

Schema therapy is one therapeutic approach that may be beneficial for attending to
parental mental illness. It is a developmentally oriented therapy that emphasises the
importance of meeting core emotional needs during childhood (Young et al., 2003). Within
this therapy, psychological problems are conceptualised as maladaptive responses to not
having emotional needs met in childhood that continue into adulthood (Farrell et al., 2014).
The aim is to teach people how to identify their underlying emotional needs and care for
themselves when these needs are not being met, as an attuned or ‘good’ parent would. Thus,
schema therapy develops skills that are necessary for being an engaged and responsive parent
figure for oneself. These self-parenting skills are promoted in the context of self-growth and
not the context of direct parenting of children (Young et al., 2003). Research is needed to
examine whether this therapeutic approach may also assist parents with a mental illness to

meet the emotional needs of their children.

Early maladaptive schemas (EMS) can be defined as the beliefs we hold about
ourselves, others and the world that result from interactions of unmet core childhood needs,
early environment and innate temperament (Farrell et al., 2014; Young et al., 2003). EMS
help children make sense of their early life experiences; however, when EMS are carried into
adulthood, they can become problematic, inaccurate and limiting. When EMS are activated,
intense emotional, cognitive and behavioural states, which are referred to as modes, can be
triggered (Farrell et al., 2014; Young et al., 2003). Schema therapists may use drawings to
depict a client’s modes associated with a current problem or situation in session, in a

technique called mode mapping (Simeone-DiFrancesco, 2015).
The 4 basic categories of schema modes are:
e innate child modes
e dysfunctional critic modes
e maladaptive coping modes

e healthy modes (Farrell et al., 2014).

95



Innate child modes are characterised by intense negative emotions and urges that were
felt in childhood or early adolescence and are activated by schemas (Young et al., 2003).
Dysfunctional critic modes encompass a negative internalised parental ‘voice’ and reflect
aspects of inattentive or critical attachment figures (e.g. parents, teachers, etc.) during
childhood and adolescence (Young et al., 2003). Maladaptive coping modes refer to parts of
the self that overuse unhealthy coping styles to dampen the felt distress of innate child modes
(Young et al., 2003). Healthy modes can help regulate and counter the effects of other modes
(Young et al., 2003) and are broken down into the healthy adult mode and happy child mode.
The healthy adult mode is characterised by functional thoughts and behaviours and is the part
of the self that is capable, strong and well-functioning in adult life (Young et al., 2003). The
researchers of this study were curious about whether strengthening the healthy adult mode

would have a positive influence on parenting.

Schema therapy is driven by an overarching principle of limited reparenting (Young
et al., 2010). Limited reparenting involves the therapist taking on a ‘parental role’ with the
client, to help meet unmet core needs (Farrell et al., 2014). In providing limiting reparenting,
the therapist starts by providing co-regulation support to the client, while demonstrating the
healthy adult mode, until the client has developed their own healthy adult enough to take on
this role for themselves (Young et al., 2003).

Studies have investigated the benefits of schema therapy with diagnostic groups such
as personality disorders, obsessive-compulsive disorder, chronic depression and anxiety and
post-traumatic stress disorder (Khasho et al., 2019; Legra & Verhey, 2017; Videler et al.,
2018). However, there is a paucity of research related to the use of schema therapy across
other demographic groups such as cross-cultural groups, populations with diverse genders
and sexualities and parents with a mental illness. Given the focus that schema therapy has on
developing self-parenting skills and addressing unmet childhood core emotional needs, it is

valuable to examine its use with parents who have a mental illness.

1.2 Research objectives

Given the current lack of evidence in this area, this study was exploratory and sought
to examine the views and experiences of practitioners who practice schema therapy with
parents. Specifically, the study aimed to explore schema therapists’ views regarding how
schema therapy did and did not meet the needs of parents, as well as any adaptations they had

made to the therapy when working with parents (if at all).
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2. Methods

Ethics approval was first obtained from [redacted for peer review] Human Ethics
Committee (Project Number: 34615).
2.1 Participants

Participants (n = 13) were all schema therapists practicing in Australia (advanced
certification = 4, currently undergoing standard certification = 7, not certified = 2).
Participants were recruited via emails sent to Australian members of the International Society
of Schema Therapy and a post made on the Schema Therapy Institute Australia Facebook
page. To be included in the study, therapists had to be practicing schema therapy with clients
who were parents. One participant did not specify their age. The mean age of the other 12
participants was 43.75 (SD = 9.69, range = 32). The mean years of experience practicing
schema therapy was 4.69 years (SD = 3.01, range = 9 years). With the exception of one
occupational therapist, the participants were all psychologists. They were located in

urban/suburban areas of ACT, Victoria and Queensland.

Table 1

Participants’ Self-Reported Demographic Information

Pseudon Gender Stateand  Profession Certificatio  Years Parent
ym area n status practicing  or
schema guardian
therapy
Pl Female ACT - Psychologist ~ Advanced, 10 Yes
Urban/sub Couples
urban
P2 Female ACT - Psychologist ~ Undertaking 2 Yes
Urban/sub standard
urban
P3 Female Qld - Psychologist ~ Undertaking 7 Yes
Urban/sub standard
urban
P4 Male ACT - Psychologist ~ Undertaking 5 No
Urban/sub standard
urban
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P5

P6

P7

P8

P9 -

P10

P11

P12

P13

Female

Female

Female

Female

Female

Male

Female

Female

Female

ACT -
Urban/sub
urban

Vic —
Urban/sub
urban

Vic —
Urban/sub
urban

ACT -
Urban/sub
urban

Vic —
Urban/sub
urban

ACT -
Urban/sub
urban

Vic —
Urban/sub
urban

Vic —
Urban/sub
urban

Qld -
Urban/sub
urban

Psychologist

Psychologist

Psychologist

Psychologist

Occupational

therapist

Psychologist

Psychologist

Psychologist

Psychologist

Undertaking
standard

Undertaking
standard

Undertaking
standard

Undertaking
standard

Not
undertaking
certification

Not
undertaking
certification

Advanced

Advanced

Advanced

No

Yes

Yes

Yes

Yes

No

Yes

Yes

2.2 Procedure

The recruitment email and Facebook post directed potential participants to an online

survey where they were provided with information about the study, indicated their consent

and provided their demographic and contact details. Sixteen responses were received.

Respondents were then contacted by email to arrange an interview time; however, 3

respondents did not reply.
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Semi-structured interviews were conducted via the Zoom video conferencing platform.
Interview lengths ranged from 19 minutes to 53 minutes, averaging 32 minutes. With
permission from participants, all interviews were recorded and subsequently transcribed
using Otter.ai transcribing software. The accuracy of the transcriptions was checked, and
personal information was removed from participants’ transcripts. These were then emailed to
the participants, who were given the opportunity to add or remove incorrect or potentially

identifiable information. No participants requested changes to their transcripts.

2.3 Interview

The semi-structured interview schedule was created by the researchers specifically for
this study. It consisted of 5 open-ended questions designed to examine schema therapists’
experiences when working with parents. Open-ended questions were followed up with
additional probing questions, as needed, to obtain more detail. For example, participants were
asked: “What have your experiences been like of using schema therapy with parents with a
mental illness?” and ‘Do you think that the schema therapy model is relevant to the
experiences of clients who are parents? Why/Why not?’ The interview schedule, which can
be found in Appendix A, was reviewed by 2 practicing schema therapists, who approved it

without suggesting any changes.

2.4 Analysis

Interview data were analysed using interpretative phenomenological analysis (IPA).
This methodology, which examines participants’ experiences and perspectives of phenomena
(Smith et al., 2009), was aligned with the aim of the study, which was to explore schema
therapists’ experiences when working with parents with a mental illness. Following IPA
guidelines, each transcript was coded by identifying and highlighting key words or short
phrases that captured salient information relevant to the research questions (Saldafia, 2015).
The codes were revised multiple times and then used to identify key themes relating to the
research aim. Double coding of each transcript also occurred, with all transcripts analysed by
the first author, in addition to a separate analysis of 4 transcripts undertaken by the second
author. The remaining 9 transcripts were double coded by the third author. Differences in
coding were discussed and managed by further reviewing the transcripts. Throughout the
study, the first 3 authors also engaged in reflective conversations about possible
interpretations of the interview data and themes.

2.5 Reflexivity statement
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The first author has lived experience of growing up with a parent who suffered from
mental illness. She has also practiced as a provisional psychologist in a Master of Educational
and Developmental Psychology degree in Australia. The author drew on these experiences to
understand and interpret the interview data. However, in accordance with IPA practices of
intersubjective reflexivity (Eatough & Smith, 2008), this author regularly clarified her
understanding of participants’ meanings throughout the interviews and engaged in
interrogative self-reflection after each interview, taking notes of thoughts and emotions that

might have influenced the research process.

The second author is a qualified psychologist, an experienced schema therapist and
experienced researcher into mental health professionals’ experiences and families where
parents have mental illness. The third author, also a qualified psychologist, is an academic
professor with specialist research experience in families where parents experience mental
illness. The fourth author is a social worker and an experienced mental health professional

and academic with clinical and research experience in families with parental mental illness.

3. Results
The analysis resulted in 3 findings being identified: schema therapy can be used to
increase understanding of one’s parenting behaviour; there are parallels between meeting
parents’ needs and meeting their children’s needs; and there is a need for a systemic focus
that encompasses family dynamics. These findings are described below with exemplars from
interviews. Participants are tagged using codes from Table 1 (e.g. P1, P2).
3.1 Schema therapy can be used to increase understanding of one’s parenting behaviour
Participants indicated that schema therapy helped their clients develop understanding
in a range of areas relating to their parenting. These included ‘what mode their child [was] in
... why they’re clashing with their children’ (P1), how ‘coping styles shaped [their] parenting
practices’ (P5) and ‘the core needs’ of their children. P5 observed, ‘Building that historical

contextual perspective has really helped people understand how they relate to their own kids.’

Seven participants commented that schema therapy helped clients recognise
transgenerational parenting patterns and ‘to relate [these to] their own parenting style’. In
particular, schema therapy ‘[brought] to mind [clients’] own experiences of being parented’
and helped them realise that their ‘critical voices’ were often ‘echoes of their parents’, which
were then negatively impacting their own parenting (P10). According to P8, schema therapy

also ‘help[ed] them see the pattern’ of negative parenting styles and mental illness that
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extended across previous generations, rather than originating with them. Six participants
suggested that a recognition of this history offered ‘the opportunity for [parents] to actually
be able to correct intergenerational trauma’ (P13). It provided an opportunity to do ‘the
opposite’ (P8), ‘parent differently’ (P3) ‘so that they don’t “monkey see, monkey do” and
continue the cycle’ (P12).

While many of the participants did not give clear details about how schema therapy in
its standardised form achieved this increased understanding of intergenerational and
parenting issues, 3 participants described adaptations they used to emphasise family systems
and build intergenerational understanding within their schema therapy practice. P7 worked
with clients to identify schemas held by their parents and what it ‘would look like for their
children’ if the same schemas were passed on to them. P4 created mode maps with clients
that also included modes of their children. P9 regularly referred to the ‘healthy adult mode’ of
a client’s partner to emphasise that this mode was ‘her ally’ and that she was not parenting

alone, and even included the partner’s healthy adult mode on the client’s mode map.

Participants noted that an increased understanding of the transgenerational nature of
schemas and modes was painful for many parents. Three participants commented that many
parents felt ‘guilt ... or the shame’ (P2) when they ‘realise[d] that [they] [hadn’t] been
meeting [their] child’s needs’ (P13) and that their maladaptive modes and schemas were
being passed on to them. P2 reflected on sessions where parents had ‘that “aha” moment of
“I’'m doing this aspect of parenting that didn’t work, that hurt me. And now I’m putting it on
my kids”.” Similarly, P7 described parents ‘feeling a sense of guilt for the way that their
modes or schemas ... impact their kids’. Alternatively, P13 suggested that an understanding of

intergenerational patterns also ‘gives you clear targets for what to hope to address as a parent’

and can be used to prompt hope for change.

When awareness of these intergenerational and parenting issues was framed as an
opportunity for change, parents developed greater ‘empathy for themselves’ (P1) and ‘self-
compassion’ (P3). P2 reflected that self-compassionate understanding reduces parents’ stress
and high expectations of themselves, so that they are more able to attend to what their child
needs and are also more compassionate towards their child (P2). Additionally, schema
therapy was seen as an opportunity to ‘change ... what happens for [the clients’] own

children’ (P3) as parents recognised transgenerational schemas and modes.
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3.2 There are parallels between meeting parents’ needs and meeting their children’s
needs

Five participants highlighted how schema therapy can provide a dual focus for
parents, on meeting both the needs of their child and their own needs, by accessing their own
vulnerable child mode. P2 highlighted this when she said, ‘There is this beautiful parallel
process of meeting those unmet needs ... growing up your own healthy adult, which then
enables that parent to have an embodied experience about how to meet their own child’s

needs.’

Participants described techniques to achieve this. P3 prompted clients to reconsider
their relationship with their vulnerable child mode by making comparisons to how they
respond to their child if they are upset. She described using ‘an example of if this was a
biological child at age 7 ... how would we respond to them?’ This helped address issues
when a client ‘[could] see the vulnerability in the biological child, but they [couldn’t]
necessarily see it in themselves’. Similarly, P5 asked parents to identify criticisms that they
regularly made of themselves and then direct those criticisms to photographs of their
children. This helped clients recognise that these criticisms were inappropriate and harmful to

their vulnerable child mode.

We’re ... going to use those messages and say, what does it feel like to actually say to
your child when they make a mistake: ‘hey you’re pathetic’, ‘you’re stupid’ ... I

suspect he will be horrified by that. (P5)

An adaptation of limited reparenting was discussed by 2 participants, which was
referred to as ‘limited re-grandparenting’ (P1). This was when participants assisted parents to
develop their healthy adult mode in order to attend to the needs of their vulnerable child
mode so that they could be available to meet the emotional needs of their children.
Importantly, this method of working with parents had been informed by participants’
previous training and experience in systemic practices, rather than purely from the schema

therapy framework.

Six participants echoed the importance of strengthening clients’ healthy adult mode to
promote good parenting of themselves and their children. P4 noted that when working with
parents, schema therapists want to ‘build up ... the healthy adult’, who ‘can take a step back
and deal with’ challenging situations with children. Likewise, P10 described how growing

one’s healthy adult mode through schema therapy helps parents to ‘learn how to handle
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[confrontation] better’ with their children. P8 summarised the importance of the healthy adult
mode by stating ‘good parenting comes from healthy adult space’, while P9 stated ‘to be an

effective parent needs strong, healthy adult modes’.

3.3 There is a need for a systemic focus that encompasses family dynamics

Despite their varying descriptions of how schema therapy was used to meet the
specific needs of parents and their children, participants commonly explained how they
applied standard schema therapy techniques, without acknowledging parenting-specific
considerations. Four participants described that they were ‘not sure’ how to adapt aspects of
schema therapy to meet the needs of parents, in addition to P13, who said that they ‘[didn’t]
think schema therapy would need to be adapted’. These 4 participants did not distinguish
between their clients who were and were not parents. Conversely, the 9 other participants
noted that they adapted their practice when working with parents, such as emphasising the
role of family members in techniques and drawing on ‘other therapy modalities’ (P2) to add
to schema therapy, including cognitive behavioural therapy, emotion-focused coaching and

parenting programs.

Participants expressed a need for additional training and resources for using schema
therapy with parents. Five participants said that they wanted formalised schema therapy
models and protocols for working with parents and additional training, including ‘specific
information as to what schemas and modes make parenting difficult’ (P9). Three participants
expressed a desire for resources on schema therapy for parents with a mental illness,
including ‘books or literature around how schema therapy might interact with parenting’
(P3). P1 described how the lack of parent-specific schema therapy resources meant that they
drew on resources for couples, and children and adolescents, when working with parents.
Meanwhile, P2 noted that they had drawn on resources from non-schema therapy ‘parenting

programs’ to extend their schema therapy with parents.

4. Discussion
The purpose of this study was to explore schema therapists’ experiences in using
schema therapy with parents, their views on its impact on parenting, and how they adapted

schema therapy when working with parents, if at all. Three key findings were identified:

e Schema therapy can be used to increase an understanding of one’s behaviour relating

to parenting and builds self-compassion.
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e There are parallels between meeting parents ‘needs and meeting their children’s
needs.

e There is a need for a systemic focus that encompasses family dynamics.

All 3 findings speak to the utility for therapists of using schema therapy to raise and
explore the topic of parenting when proving mental health treatment to clients who are
parents. Recognising clients’ identity as a parent is important for mental health practice and

promotes client recovery (Hine et al., 2019).

Parenting demands can be difficult for all parents, let alone those who are balancing
these demands and their own mental health needs (Carpenter-Song et al., 2014; Marston et
al., 2016; Tabak et al., 2016). Some participants described how schema therapy can provide a
dual focus on educating clients about the needs of their internal vulnerable child mode as well
as the needs of their real-life child. This dual focus in schema therapy could potentially help
parents address their own mental health, while concurrently learning about the needs of their
children. Further, some viewed the schema therapy model as a framework to develop self-
parenting abilities by strengthening clients’ healthy adult mode which they described as

having a flow-on effect to the parenting of their children.

Participants also noted that they were able to use schema therapy to promote client
insight into their parenting. Some described using different aspects of the schema therapy
model, including modes and experiential techniques, to help clients recognise and discuss
behaviours related to parenting. Further, others commented on their use of the schema
therapy model to discuss transgenerational parenting patterns. Hence, schema therapy could
be used as a therapeutic tool to introduce and facilitate discussions about clients’ roles as

parents, parenting behaviours and any potential difficulties therein.

However, some participants did not distinguish between clients who were parents and
clients who were not parents. This finding is consistent with research in other adult mental
health services (psychiatric services) where the parenting status of clients is not routinely
identified (Dean & Macmillan, 2001; Maybery & Reupert, 2009). By failing to identify and
conceptualise the parenting role of clients, therapists may subsequently not respond to

clients’ parenting and family needs, missing an opportunity to support their clients’ recovery.

Further, there appeared to be a dichotomy between schema therapists who saw a need
to adapt the model when working with parents and those who did not do this or were unsure

how to. The differing ways schema therapists delivered the model to parents (through
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delivering it as standard or adapting it in consideration of the parenting role) suggests
different levels of comfort with the model, experience working with families or parents, and
understanding of parents’ needs. There is a need for further professional development among
some schema therapists on how they might apply the schema therapy model as a tool to
discuss parenting. Additional training and resources designed for practicing schema therapy
in relation to parenting, and to being a parent with mental health challenges, might be

beneficial.

4.1 Limitations and future directions

The voluntary sampling method used is a limitation of this study as it may have
attracted participants with a strong interest in working with clients who are parents. Survey-
based methods or additional qualitative studies achieving data meaning saturation could
enhance the generalisability of the research and further develop these findings within the
schema therapy workforce (Hennink et al., 2017). In this study, data collection ceased upon
reaching data code saturation, as no new codes emerged. However, the research could be
further strengthened by pursuing data meaning saturation. This occurs when additional
interviews provide no additional understandings of the codes, and only repeats existing
insights (Hennink et al., 2017). At this stage, the researcher has thoroughly explored the
nuances and variations within the themes or concepts being studied, and additional data is
unlikely to yiild new or deeper meanings (Hennink et al., 2017). Additionally, further
research might investigate parents’ perspectives and experiences of undergoing schema
therapy within the context of their parenting needs and role. The insights gained from parents
who undergo schema therapy could be used to inform and develop iterations of the schema
therapy model that incorporate family dynamics. Formalised adaptations of the model to
encompass a systemic focus and family dynamics could enhance therapists’ practice

framework when working with parents.

S. Conclusion

The findings of this study indicate that some schema therapists found the schema
therapy model to be a useful tool to introduce and speak to clients’ roles as parents. However,
not all schema therapists recognised or addressed clients’ unique parenting roles. Looking
forward, professional development that recognises the role of parenting might be developed
and provided to schema therapists. This study also highlighted scope for further iterations of

the schema therapy model that explicitly encompass parenting and family dynamics.
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Chapter 6 - Acceptance and Commitment Therapy for Parents who have Mental Health

Challenges: Therapists’ Perceptions

6.1 Background

This chapter presents the second of the three studies included in this thesis and was
submitted to Clinical Psychologist journal on 27" of February, 2024. In June 2024, the paper
was returned for revisions and re-submitted. This research adds to the literature concerning
the experiences and perspectives of acceptance and commitment (ACT) therapists when
working with parents with mental health challenges.

ACT is a transdiagnostic therapeutic approach which addresses a range of presenting
difficulties (Dindo et al., 2017). The central goals of ACT are to increase psychological
flexibility, develop acceptance of uncomfortable thoughts and emotions, and encourage
behaviour which is aligned with clients’ values (Hayes., 2004; Hayes et al., 2011). Research
investigating ACT and parenting is still in its infancy. However, the studies published to date
have shown promising effectiveness of ACT for parents, such as finding increased
psychological flexibility associated with higher-quality and more frequent parent—child
interactions, as well as more adaptive and effective parenting practices (Leeming & Hayes,
2016; Brassell et al., 2016). Given such findings, it is useful to examine its use with parents

who have mental health challenges.

6.2 Aim of the study

The aim of this study was to examine the views and experiences of therapists who
practice ACT with parents with mental health challenges. Specifically, the following research
questions were investigated:

e What are the experiences of ACT therapists when working with parents?

e How do ACT therapists perceive the effectiveness of ACT in meeting the needs of
parents?

e What are the enablers and barriers that therapists have found using ACT when

working with parents?

6.3 Relevance of the study

Workforce developments in the field of mental health should account for the
challenges and strengths of therapeutic modalities experienced and perceived by therapists

practicing the modality, with different population groups. Understanding how ACT therapists
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experience using ACT when working with parents who have mental health challenges,
including the barriers they encounter and how they address them, can help inform future
initiatives. For instance, future training and supervision could be enhanced through the

findings of this study, to improve therapeutic practice with parents.

6.4 Declaration of contribution

The following tables outline the contributions of the candidate (Table 6.1) and the
other authors (Table 6.2) to the published study presented in Chapter 6.
Table 6.1

The Candidate’s Contribution to the Study in Chapter 6

Nature of Contribution Extent of Contribution (%)
Study conceptualisation and design 70%
Participant recruitment 100%
Data collection, recording and transcription 100%
Analysis and interpretation of results 70%
Preparation of manuscript 90%
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Table 6.2

The Contribution of the Other Authors to the Study in Chapter 6

Name Nature of contribution Extend of contribution
(%) for student co-

authors only

Prof Andrea Assisted with the study conception and design, 10%
Reupert provided feedback on the manuscript

Dr Rochelle Assisted with the study conception and design, 10%
Hine involved in analysis and interpretation of results,

provided feedback on the manuscript

Irene Input into data analysis and manuscript 10%

Martin preparation

6.5 Declaration of ethical compliance

Ethics approval. Ethics approval was first obtained from Monash University

Human Ethics Committee (Project Number: 26573).

Informed consent. Informed consent of all participants was obtained prior to participating in
this study, including consent for publication.
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Abstract

The aim of Acceptance and Commitment Therapy (ACT) is to increase clients’ psychological
flexibility, help clients stay focused on the present moment and accept their thoughts and
feelings without judgment. Even though many clients who experience mental health issues
are parents with dependent children, there is limited research that has qualitatively examined
therapists’ experiences using ACT when working with this population group. This
exploratory study investigated therapists’ experiences using ACT when working with
parents. Semi-structured interviews were conducted with nine ACT therapists working in
Australia. Interview questions focused on therapists’ views and experiences when working
parents who experience mental health issues. Transcripts were analysed within an
Interpretative Phenomenological Analysis (IPA) framework. Three themes were identified,
(1) ACT helps tune into what is important for parents and their parenting values (ii) ACT can
promote self-compassion, and (iii) adaptations of ACT when working with parents. Findings
suggest that ACT may provide a useful framework for discussing parenting whilst

simultaneously addressing parents’ mental health needs.
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Acceptance and Commitment Therapy for parents who have mental health challenges:

Therapists’ Perceptions

1.Introduction

The definition of parent has varied across the literature relating to parents with mental
health challenges. (Diaz-Caneja & Johnson, 2004; van der Ende et al., 2016; Awram et al.,
2017, Afzelius, Plantin & Ostman, 2018). Some researchers have focused exclusively on only
parents who have full-time custody of dependent children (Afzelius, Plantin & Ostman, 2018;
Stallard, Norman, Huline-Dickens, Salter & Cribb, 2004) whilst others recognize that some
parents with mental health challenges do not live with their children (Diaz-Caneja & Johnson,
2004; van der Ende et al., 2016). The exact prevalence of mental health challenges among
parents is not a clearly defined in the literature, however, data from the Australian Bureau of
Statistics (1998; 2003), suggests that about 23.3% of Australian families have at least one
parent with a mental illness. Although the experience of parents with mental health
challenges is unique to each individual and family, across the last 30 years of research into
the area, both positive (Abrams & Curran, 2011; van der Ende et al., 2016; Maybery &
Reupert, 2018a, 2018b) and challenging experienced have been identified (Awram et al.,
2017; Dolman et al., 2013; Montgomery et al., 2011). Some of the challenges experienced by
parents with mental health challenges raised in literature include difficulty balancing
parenting with addressing their mental health needs (Awram et al., 2017; Montgomery et al.,
2011), leading to difficulties in maintaining routines and providing adequate care for children
(Diaz-Caneja & Johnson, 2004; Dolman et al., 2013; van der Ende et al., 2016).

Compared to their same aged peers, children of parents with mental health challenges
are at greater risk of developing mental health problems themselves (Leijdesdorff et al., 2017,
Rasic et al., 2014; Reupert & Maybery 2016). They may assume onerous caring
responsibilities and be socially excluded by peers (Dam et al., 2018; Gatsou et al. 2017,
Koschade & Lynd-Stevenson 2011; Oskouie et al. 2011). As a result, children may miss out
on educational and other social opportunities (Dam et al., 2018; Gray et al., 2008). Some
parents who experience mental health challenges may struggle with internalised and public
stigma around having a mental health issue and caring for children (Reupert et al., 2021), face
intersecting socioeconomic disadvantages (Macintyre et al., 2018) and find balancing
parenting responsibilities and managing their mental health overwhelming (Carpenter-Song

et al., 2014; Tabak et al., 2016; Marston et al., 2016). Nonetheless, the risk for these families
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might be alleviated with appropriate support, including timely and appropriate mental health
treatment for the parent (Allchin & Solantaus, 2022).

Mental health practitioners who offer therapy in private practice, such as
psychologists, counsellors, and social workers, represent one of the largest groups within the
Australian mental health workforce who support parents experiencing mental health
challenges (State of Victoria, 2019; Stokes et al., 2010). To date, the majority of research into
parents receiving mental health support has focused on the practice of multidisciplinary
teams, such as within rehabilitation or psychiatric settings (Dolman et al., 2013) and research
is only beginning to investigate the experiences of parents receiving mental health support in
private practice (Cooper et al., 2023). Research by Cooper et al., (2023) investigated the
experiences of Australian parents who had seen a psychologist in private practice for support
with their mental health, although the type of therapeutic modality practiced by the
psychologists was not reported on. They found that it is important for parents to have their
psychologist understand the significance of their parenting identity (Cooper et al., 2023).
Therefore, although counselling therapy is typically focused on alleviating mental health
distress there is a desire from parents to have their therapist consider and address their
parenting needs alongside providing mental health support (Cooper et al., 2023).

To date, only a few studies have investigated the impacts of specific psychotherapies
for meeting the needs of parents with mental health challenges (Bright et al., 2020; Coiro et
al., 2012). For example, research has shown that Interpersonal Therapy (IPT) reduces
symptoms of depression and anxiety as well as improves social support, relationship
satisfaction, and adjustment, in women during their pregnancy and postpartum period (Bright
et al., 2020). However, it remains unclear how other therapeutic modalities such as
acceptance and commitment therapy (ACT), narrative therapy, meet the needs of parents with
mental health challenges and their children. Shedding light on how counsellors experience
specific therapeutic modalities with working with parents with mental health challenges can
inform the adaptation and implementation of treatment modalities, to better support parents
and their families.

Acceptance and Commitment therapy (ACT) is a therapeutic approach that is
transdiagnostic in nature and aims to address a multitude of client presenting difficulties
(Dindo et al., 2017). The central goals of ACT are to increase psychological flexibility,
develop acceptance of uncomfortable thoughts and emotions, and encourage behaviour which
is aligned with clients’ values (Hayes., 2004; Hayes et al., 2011). ACT does not attempt to

change unwanted thoughts and emotions, but rather focuses on building acceptance and
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orienting clients to important personal values, to bring purpose and direction (Hayes et al.,
2012).

Although research around ACT and parenting is still in its infancy, there have been
studies that show that increasing psychological flexibility through ACT is associated with
higher-quality and more-frequent parent—child interactions, as well as more adaptive and
effective parenting practices (Leeming & Hayes, 2016; Brassell et al., 2016). Further,
increased psychological flexibility in parents can facilitate a “positive spiral” that in turn
leads to greater parenting satisfaction and improved welfare for the entire family (Leeming &
Hayes, 2016) including enhanced parenting and child psychosocial wellbeing (Brassell et al.,
2016).

Psychological flexibility is promoted through the development of six core ACT
processes (Hayes et al., 2006). The six core processes are acceptance, cognitive defusion,
self-as-context, contact with the present moment, values, and committed action (Hayes et al.,
2006). Additionally, ACT therapists may also use mindfulness practice and behaviour change
strategies to promote psychological flexibility in clients (Hayes et al., 2006). ACT
encourages clients to live in the present moment rather than dwelling on the past or
anticipating the future (Hayes et al., 2004). Previous research has highlighted that mindful
attention to parent-child interactions in the present improves the quality of parenting
(Gouveia et al., 2016; Potharst et al., 2018).

Acceptance

ACT seeks to move clients away from engaging in experiential avoidance; basing
actions on avoiding feeling bad, and emotional control, and instead towards acceptance and
willingness to experience whatever shows up, including unpleasant thoughts and feelings.

Cognitive defusion

As clients progress through ACT, therapists work to undermine the language-based
processes that promote fusion (unclear distinction between thoughts and reality — such as
seeing the world through difficult thoughts). ACT instead promotes defusion of thoughts,
whereby one can notice their thoughts as thoughts, and choose their response.

Self-as-context

Self-as-context (SAC) is usually taught as an extension of mindfulness, which
encourages clients to focus on a grounded and enduring sense of self that has a flexible
perspective. Clients come to distinguish between their conceptualised self and self-as-
context, which provides a position from which acceptance of events is less threatening

(Hayes et al., 2004).
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Contact with the present moment

ACT encourages clients to live in the present moment rather than dwelling on the past
or anticipating the future (Hayes et al., 2004). Previous research has highlighted that mindful
attention to parent-child interactions in the present improves the quality of parenting
(Gouveia et al., 2016; Potharst et al., 2018).

Connecting with values

Throughout ACT clients identify their valued outcomes and gain awareness of what
matters to them. In doing so, they go from not having a sense of purpose or direction, towards
striving for what sort of person they want to be and how they want to behave (Hayes et al.,
2004).

Committed action

Committed action is another core process and involves going from being on
‘autopilot,’ or taking line of least resistance, towards building patterns of purposeful actions
that are consistent with one’s values. This involves following through to convert their stated
goals and plans into action to live the life that is congruent with their values, even when that
is difficult.

Self-compassion

In addition to the six core processes, self-compassion, which involves having
recognition and sensitivity to suffering and motivation to alleviate suffering with kindness
and care (Moreira, 2023) plays a role in ACT. Previous literature describes how self-
compassionate parents may feel less stressed by daily parenting challenges and more
compassionate toward their children (Gilbert, 2009; Moreira, 2023). A meta-analysis has
found that parenting interventions that include self-compassion significantly decreased
parental depression, parental anxiety, and parental stress, and increased parental mindfulness
(Jefferson et al., 2020). Parents with depression who have greater self-compassion have been
found to have fewer distressed reactions to children’s emotions and express less criticism of
the child (Psychogiou et al., 2016).

A growing body of systematic reviews and meta-analyses attest to the efficacy of
ACT for a range of psychiatric disorders and chronic health conditions including mood and
anxiety disorders (Atjak et al., 2015; Powers et al., 2009; Ruiz, 2010), psychosis, chronic
pain, substance use (Gloster et al., 2020), cancer, diabetes, epilepsy, obesity (Ost, 2014), and
attention deficit hyperactivity disorder (Munawar et al., 2021). Research into the
effectiveness of ACT for treating a variety of psychological conditions continues to grow and

substantiate its effectiveness for treating a variety of mental health conditions.

116



Research has also begun to investigate the effectiveness of ACT for different population
groups, including for parents of children with a disability or mental health condition. Flujas-
Contreras et al., (2022) found that brief-ACT treatment, across four sessions, for mothers
with a child with a diagnosis of Oppositional Defiant Disorder significantly improved their
psychological flexibility, emotional regulation, and parenting stress after the intervention and
at the three-month follow-up period.

A systematic review found that ACT appears promising for assisting parents of
children with different disabilities to manage stress and distress (Byrne et al., 2020). High
levels of parental psychological flexibility, prompted by the ACT intervention, have been
linked with well-being and better family functioning in families with children who have
chronic conditions and autism (Lappalainen et al., 2021; Prevedini et al., 2020). Gould and
colleagues (2018) found that ACT-based therapy prompted parents of children with autism to
adopt more value-based behaviours. Another systematic review found that ACT was effective
in managing distress when working with parents of children with autism (Juvin et al., 2022).
Although results are positive, Juvin et al., (2022) noted that the field of research is still
relatively new. Nonetheless, the studies to date, which have investigated the impact of ACT
on parents who have a child with a disability, suggest that ACT can be useful for decreasing

stress in parents and improving family functioning.

Others have also started to investigate the effectiveness of the core processes of ACT
for parents with mental health challenges. Maternal dysphoria, parenting stress, child
behaviour problems, and maladaptive parenting have been found to be positively correlated
with experiential avoidance (as opposed to acceptance and action) (Shea & Coyne, 2011).
Emotional avoidance was found to mediate the relationship between dysphoria and parenting
stress (Shea & Coyne, 2011). Parental present-moment awareness, or mindfulness in mental
health care, has also been found to reduce parental stress, parental psychopathology, child
psychopathology (Bogels et al., 2014). Kirby (2016) highlighted the importance of
mindfulness, acceptance, and compassion in enhancing nurturing family environments. Thus,
findings to date suggest there is benefit to not only parents’ mental health, but also outcomes

for the broader family (Shea & Coyne, 2011; Bogels et al., 2014; Leeming & Hayes, 2016).

Despite the growing literature into the effectiveness of ACT, there remains a dearth of
qualitative research into the experiences of ACT for parents who experience mental health

challenges. Further, no study to date has qualitatively examined mental health practitioners’
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experiences of using ACT with parents. Hence, this exploratory study seeks to gain insight
into the views of practitioners who practice ACT with parents who experience mental health
challenges. The study aimed to explore ACT therapists’ experiences about how ACT meets
the needs of parents with mental health challenges, as well as any adaptations they had made
to the therapy when working with parents (if at all). Such data may be used to enhance or

adapt ACT for use with parents and applied in professional development programs.
2. Methods

Ethics approval was first obtained from Monash University Human Ethics Committee

(Project Number: 26573).
2.1 Participants

Participants (N= 9) were all ACT therapists practicing in Australia (see Table 1 for
participant demographics). Participants were recruited via social media posts placed on ACT
Facebook pages, LinkedIn group pages and the Australian Psychological Society professional
online forum. To be included in the study, therapists had to be practicing ACT with parents.
With the exception of one mental health social worker, the participants were all
psychologists. Three participants identified as male, and six as female. Seven participants
were parents themselves. Three participants did not specify their age. The mean age of the
other six participants was 48 years (SD = 10.49, range = 32-60). One participant did not list
the number of years they had been practicing ACT, however, the mean years of experience
practicing ACT amongst the other eight participants was 9.43 years (SD=5.19, range =13
years). Seven participants were located in urban/ suburban areas of Australia and two in rural

and regional Australia.

Table 1
Participants Self-Reported Demographic Information
Pseudonym Gender  State and Profession Years Parent or
area practicing Guardian
ACT
P1 Female  SA - Rural Mental Health 13 Yes
Social Worker

P2 Male VIC - Psychologist 8 Yes
Urban/subur
ban

P3 Female  VIC - Psychologist 5 Yes
Urban/subur
ban
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P4 Male ACT - Psychologist 15 Yes
Urban/subur
ban

P5 Male VIC - Psychologist 3 No
Urban/subur
ban

P6 Female  VIC - Psychologist 16 Yes
Urban/subur
ban

P7 Female  VIC - Psychologist 6 Yes
Regional

P8 Female @ NSW- Psychologist 2 Yes
Urban/subur
ban

P9 - Female  VIC - Psychologist 6 Yes
Urban/subur
ban

2.2 Procedure

The recruitment Facebook and LinkedIn posts directed potential participants to further
information about the study and an online survey to provide their consent and their
demographic and contact details. Ten responses were received, and they were then contacted
by email to arrange an interview time; however, one person did not reply.
Semi-structured interviews were conducted via the Zoom video conferencing platform.
Interview lengths ranged from 17 minutes to 42 minutes, (averaging 34 minutes). All
participants gave permission for their interview to be recorded and transcribed using Otter.ai
transcribing software. Any personal or identifiable information was removed from
participants’ transcripts and a copy was emailed to the participants for member checking, the
opportunity to add to or edit the transcripts, if they considered any of the transcript to be

identifiable or incorrect. No participants requested changes to their transcripts.

2.3 Interview

A semi-structured interview schedule consisting of five open-ended questions was
created specifically for this study by the researchers. The questions were designed to examine
ACT practitioners’ experiences when working with parents with mental health challenges,
including parents presenting with a range of challenges, such as a mental illness or parenting
issues. The open-ended questions were followed up with additional probing questions, to

obtain more detail. The interview schedule can be found in Table 2.
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Table 2

Interview schedule

Questions

1. What have your experiences been like of using ACT with parents with a mental
health challenges?
Example probes: If anything, what have you found positive about using ACT with
parents?
2. Do you think that the ACT model is relevant to the experiences of clients who
are parents? Why/Why not?
Example probes: Which aspects of the model, if any, do you think are relevant to
parenting experiences?
3. Do you think ACT techniques meet the needs of clients who are parents with
mental health challenges? Why/ why not?
Example probes: Which techniques of ACT, if any, do you think are suited to the
needs of your clients who are parents? Why are they suited?
4. If at all, how do you think the therapy could be adapted to better suit practice
with parents?
5. What resources, if any, do you think would be helpful for practicing ACT with

parents?

2.4 Analysis

Phenomenology is a philosophical movement concerned with lived experience
(Husserl, 1983). Interpretative Phenomenological Analysis (IPA) is an approach to analysis
that examines participants’ experiences and perspectives of phenomena (Smith et al., 2009)
and was used to analyse interview data. [PA analysis was aligned with the aims of the study,
which were to explore ACT therapists’ accounts and experiences working with parents with
mental health challenges. Following IPA guidelines, participants' transcripts were initially
coded by identifying and highlighting key phrases that captured salient information relevant
to the research questions (Saldana, 2015). Each transcript was independently coded by at
least two authors, with some coded by three. All transcripts analysed and coded by the first
author, in addition to separate analysis of the transcripts undertaken by the second and fourth
author. Any coding differences were resolved through discussion and managed by further

reviewing the transcripts. After the transcript codes were revised multiple times, guided by

120



collaborative discussion between authors, they were then used to identify key themes relating
to the research aim. These themes were then used to re-annotate the transcripts to ensure they
accurately represented the data. Reflective conversations about possible interpretations of the
interview data and themes were had by the researchers coding the transcripts throughout the

process.

2.5 Reflexivity Statement

The first author who undertook the data collection is a cisgender woman who is an
early career provisional psychologist and not a parent. This is an important position to
acknowledge given seven participants were parents themselves, and all nine participants had
a least three years practicing ACT as a therapist, with a group average of 9.42 years
practicing ACT. The first author does have lived experience growing up with a parent who
experienced mental illnesses and has practiced as a Provisional Psychologist for
approximately three years in Australia. The first author has undertaken training in ACT and
typically practices an integrated therapeutic modal, including ACT, when working with
children and parents with mental health challenges. Recognising the likelihood that the
researcher’s professional experiences, preconceptions and personal views and may have
influenced interpretation (Larkin et al., 2021), numerous strategies were employed, including
blind, double, or triple annotation, to moderate bias and member checks to promote
reflexivity. Aligned with IPA practices of intersubjective reflexivity (Eatough & Smith,
2008), the first author regularly clarified her understanding of participants' meanings
throughout the interviews and engaged in interrogative self-reflection after each interview,
taking notes of thoughts and emotions which might have influenced the research process. The
second author is a mother, a qualified psychologist, including experience training and
practicing ACT, and academic professor with extensive experience in mental health practice
and research with families where a parent has mental health challenges. The third author is a
mother, social worker, and an experienced mental health clinician and academic with clinical
and specialist research experience in families with parental mental health challenges. The
fourth author is a Provisional Psychologist who has experience working from an integrated

practice with families with mental health challenges and is not a parent.

3. Results

The analysis resulted in the identification of three themes; (i) the six core processes in

the ACT model is useful for parents in supporting both their parenting role and mental health
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(i1) ACT can promote much-needed self-compassion in parents, and (iii) adaptations of ACT
when working with parents. These themes are described below with excerpts from the
interviews. Participants are tagged using codes from Table I (i.c... P1, P2...).
3.1 ACT model is useful for parents in supporting their parenting role and mental
health

All participants agreed that the ACT model was useful for working with clients who are
parents because it supports their mental health and can assist with parenting issues. P5
commented that ACT “really resonates with parents” and they “respond really well to ACT.”
Further, three participants (P2, P3 and P6) highlighted the transdiagnostic nature of the ACT
model made it useful for working with parents presenting with a range of issues, with P3
describing “anyone could walk through the door, including a high functioning parent who’s
really struggling with the basics of parenting and the ACT processes are still relevant.” Three
participants (P3, P6, P9) explicitly described how all “six ACT processes are relevant to
parenting,” (P3) and when asked if they thought the ACT model was relevant to the
experiences of parents with mental health challenges. Without being directly asked about the
six core processes in ACT, all participants brought up and proceeded to described how at
least one of the ACT core processes meet the needs of parents.
Awareness of Personal Values

Creating an awareness of values was the ACT processes most commonly discussed by
participants in relation to the how the ACT model is relevant to parents’ needs. Seven
participants described the utility of ACT in that it facilitates “exploration and connection with
what really matters” to parents (P2). P3 highlighted that the values work in ACT offers
“parents a sense of choosing how they want to parent rather than necessarily being guided or
told what they should be doing," a sentiment also echoed by P2 who indicated, “giving you
[the therapist] an invitation to ask them about what's important to them”. P9. highlighted
parenting difficulty amongst clients who were “not clear about values, who they want to be as
a parent, and so they’ve kind of just given up on the whole thing.” Similarly, P2 noted how
parents often express “feeling not great” or “doesn’t fit with how they want to be,” when they
have not “given a great deal of thought into how they really want to live.” Similarly, P2
described consumers “not being happy with [their] parenting,” when their interactions with
children were unaligned with their values.

Four participants (P2, P4, P6, P8) gave examples of conversations with parents about
parenting values, including P2 asking “what do you want to model as a parent [to your

children]? ... what values do they want to instil?” (P2). P6 further outlined that parents are
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usually “shocked” because “they’ve never had that question (“what kind of a parent do you
want to be?”) asked them. P4. spoke to the importance of recognising differences in values
between parents and children; “have them notice that what is important to them may not be
what is important to their child, describing how ACT is helpful in recognising that “the way
that your child acts isn't always a reflection of you as a parent and being a bad parent.”
Similarly, P6 raised how incongruencies between values in parents and children can “be
challenging” when parents are “rigid around their own values.” P6 also described how
working on values as per the ACT model can be useful for parents in “exploring the

children’s needs as well,” and values that are important to their child.

Committed Action

Two participants described how the Committed Action process is relevant to meeting
the needs of clients who are parents. P2 described how they use Committed Action about
parenting, by encouraging clients to “identify actions with ... their children that they’re
wanting to take in line with their values” and then focusing on gathering data around what
helped implement those actions, or what “got caught in the way,” to make them difficult to
implement. P2 noted a barrier to implementing committed action was when parents reported
feeling like they’re “an imposter” and they “don’t know what [they’re] doing,” in their
parenting role, and subsequently highlighted the importance of working on “self-doubt” with
clients who were parents. P4 gave an example of parents valuing “connection with their
child,” and undertaking the Committed Action process with them, asking ‘“What are the
actions that you take in order to foster that connection with your child?”” and creating a plan
for undertaking those actions.

Flexible perspective taking

Four participants noted how Flexible Perspective Taking, another ACT processes, was
used to help parents (P3, P4, P8, P9). P9 described how parenting “requires you to be
extremely flexible, because your child's just not going to do what you expect or hope that it
will do all the time.” Similarly, P4 noted that perspective taking of children was “essential”
and “really helpful” when working with parents. P3 described flexible perspective taking
process work in the following way,

Perspective taking skills helps parents to really be able to put themselves in their kids’
shoes and understand why it is that they behave the way they do. What are their needs

in that moment. Perspective taking helps parents to understand their kids better (P3).
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Additionally, P8 described “becoming a parent, you do need to develop your psychological
flexibility,” and gave an example of needing to “be attuned to the needs of [an] infant, kids,
and checking in with what’s going on for you.” P9 continued,

There's just one challenge after another for parents so the more emotionally resilient

and psychologically flexible you are, the better you are, and I think that's what ACT

teaches (P9).
Defusion

The ACT process of Defusion which involved helping parents “unhook from unhelpful

thoughts,” (P4) and not be consumed by them, was noted by five participants (P2, P3, P4, P6,
P9). P2 described the usefulness of the Defusion process for parents who are “often caught
up in stories about themselves as people and as parents.” Through the Defusion process, P6
described how some “parents find [it] hard to accept,...[the] uncomfortable thoughts and
feelings that show up.” P3 noted that Defusion teaches parents to “tolerate their own
discomfort and remain in control of their behaviours... in the service of doing what’s best for
[their] child” (P3). P9 described how the parents who uphold strong believes and rules about
“what a good parent should be,” can let go of these rules and come to see that they “can be a
good parent in a different way,” through the Defusion process.

Acceptance/ Willingness to experience
The utility of the Acceptance process for working with parents was described by four

participants (P2, P3, P6, P4). P2 highlighted that the importance of “willingness to accept and
willingness to be with difficult experiences in order to behave how we want to be as a parent”
often comes up in therapy. For example, parents “often have to sit with frustration, patience,
anger with their kids and maybe sadness.” Similarly, P3 described how they focus on
“emotional acceptance... being able to tolerate and experience particularly, you know,
frustration, anger, resentment, sadness and fear,” with parents. P4 worked to support the
mental health of parents whose child has a disability and described the role of acceptance
work with such parents, who experience “a sense of loss” when they “see other parents and
families with children who appear on the surface not to have with disability” and compare
this with their own child. P4 noted the utility of “acceptance and making space for those
difficult emotions when they come up,” for parents with a child with a disability.
Present Moment Awareness

Present moment awareness, described as “being present with whatever is showing
up,” (P2), was another ACT process considered to be useful when working with parents. P8

described mindfulness parenting was “best practice parenting,” and described how “being
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present and mindful” were “essential for parenting.” P8 described how present-moment
awareness helps parents better meet the needs of their children, as it “creates space for a
moment of checking-in and a moment of relaxation or being present” which assists in “being
attuned to infants, children and checking-in with what’s going on for [themselves].”
Similarly, P1, P2 and P6 also explicitly noted the importance of mindfulness for parenting,
describing “regular mindfulness practice is really helpful for parents” (P2). P2 noted that at
the beginning of the first session in their practice with any client, not just parents, they are
introducing present-moment awareness by “asking [them] to notice whatever it is showing up
in [their] body right now”. Five participants (P2, P3, PS5, P8 and P9) described how they
recommended mindfulness resources, including apps, books, and podcasts, for parents to use
at home.
3.2 ACT can promote much-needed self-compassion in parents with mental health
challenges

Five participants highlighted how ACT can facilitate a level of self-compassion for
parents with mental health challenges. Participants described parents struggling with “the
idea of not being good enough” (P4) because of their mental health issue. For example, P2
noted working with parents who were “disappointed” with themselves and “beat themselves
up about” having a “difficult interaction with their kid and didn't respond in the way they
wanted to.” While self-compassion is important for everyone with mental health challenges,
according to P3, it’s “particularly important for parents. It's a tough gig.” Subsequently, P3
usually gave “more emphasis on self-compassion” when working with parent clients, as
feelings of not being “good enough” comes up in therapy for “most” of them as explained
here, “People tend to be pretty hard on themselves, because it's incredibly important for
people to be the best parents they can be” (P3).

Several participants (P2, P3, P4) spoke to “reframing around being kind to yourself,”
(P4) was an important technique they drew on when working with parents who have mental
health challenges. P1 described reframing as “helping parents understand that they are on a
journey, they don't have to have all the answers,” and that everyone is “trying to figure out
what is the right thing to do.” P2 noted how it was “incredibly rewarding” to see parent
clients “reframe [their] critical self-talk,” and become “more compassionate about themselves
and the job they are doing.” A technique P2 described to be particularly helpful in eliciting
self-compassion in parents was by asking them to put themselves into a family or friend’s
shoes, and asking them to “notice the difference between how [they] talk to family and

friends, compared to [themselves].”
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3.3 Adaptations of ACT when working parents

Although many participants identified the benefits of using ACT with parents, some
therapists spoke to how they adapted ACT when working with parents. The need to simplify
some of ACTs terminology and metaphors when working with some parents was indicted. P5
noted that the “language used in ACT can be really complex,” and subsequently adapted the
traditional ACT model for some parents by simplifying the six core processes terms to plain
language concepts. P5 additionally highlighted how the complexity of terminology in ACT
“can take practitioners years to really understand.” Further, P8 described that the use of
metaphors in ACT “can feel a bit abstract,” and can be “not suitable” for some parents who
are “in survival mode,” and thus adapted them when working with parents.
Additionally, some participants found “it more challenging” conducting ACT with parents
who had previously undergone other forms of therapy, for example CBT, because it is
“counterintuitive to what a lot of people are used to,” (P5). P1 noted that “it can be difficult
when” teachings from other therapies which clients may have previously undertaken,
somewhat “contradict or go against” ideas taught in ACT. By contrast, P2 and P3 detailed
how they “draw on other therapeutic modalities in combination with ACT,” to “assist [their]
work with parents” (P2). The Circle of Security model was an example of “another
theoretical perspective used in addition to ACT,” that P3 drew on in addition to ACT to
facilitate conversations around parenting needs. P3 described how it is “really helpful to pull
out another theoretical perspective to aid talking about” parenting and providing
psychoeducation around the needs of children. Additionally, P2 drew on other therapeutic
models alongside ACT, including “gratitude work, attachment theory, inner child work and
ego state therapy” describing how they “felt parents who come to therapy with many different
concerns, benefited from” the combination of multiple modalities of therapy. However,
unlike P2 and P3, the majority of therapists interviewed in this study, did not practise from an
integrative approach rather preferred to solely use ACT when working with parents.
4. Discussion

The purpose of this study was to explore ACT therapists’ experiences when applying
ACT with parents who have mental health challenges, their views on its impact on parenting,
and how they adapted ACT when working with parents, if at all. Three key themes were
identified; (i) the six core processes in the ACT model is useful for parents in supporting both
their parenting role and mental health (ii) ACT can promote much-needed self-compassion in
parents, and (iii) adaptations of ACT when working with parents. The first two themes speak

to how the ACT therapists interviewed felt they were readily able to apply the ACT
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framework to meet the needs of parent clients, including addressing parenting issues and
improving mental health outcomes. The third theme, highlights the limitation ACT therapists
perceived when using the approach with parent clients, including how some therapists felt
that language in the ACT model should be adapted when working with parents and how other
modalities or parenting programs could be brought in to enhance psychoeducation around the
needs of children and conversations about parenting issues.

In line with previous research, participants viewed the ACT model as relevant to
meeting the needs of parents (Flujas-Contreras et al., 2022; Shea & Coyne, 2011; Leeming &
Hayes, 2016). The therapists interviewed reinforced the findings of Leeming and Hayes
(2016) and Brassell et al., (2016) that increasing psychological flexibility has positive
impacts on both mental health and their role as a parent, such as by reducing parenting stress.

Further, the experiences and perceptions of participants in the current study, around
the usefulness and importance of self-compassion for parents with mental health challenges,
aligned with previous literature (Blegen et al., 2012; Gilbert, 2009; Hine et al., 2019;
Moreira, 2023; Wilson & Crowe, 2009). Participants echoed the experiences that parents
often struggle with self-compassion and self-criticisms, particularly mothers who experience
mental health challenges (Hine et al., 2019; Wilson & Crowe, 2009; Blegen et al., 2012).
Further, this study supports previous research that greater levels of self-compassion in parents
leads to less self-criticism and stress concerning parenting challenges, and more caring and
compassion parenting behaviour towards children (Gilbert, 2009; Gilbert, 2015; Psychogiou
et al., 2016; Moreira, 2023). The current study contributes to the literature in this field, as
participants described numerous techniques, including reframing and helping parents
understand they do not need to have all the answers to parenting, which they perceived as
effective for eliciting self-compassion in parents with mental health challenges. As such, the
ACT model, which has a particular focus on building self-compassion, can be considered to
be well suited to meeting the needs of parents with mental health challenges as it appears to
not only improve the wellbeing of parents undertaking the therapy, but also positively impact
parent-child relationships.

Some ACT therapists interviewed spoke to limitations of the ACT model when
working with parents with mental health challenges. For example, some therapists spoke to
how ACT terminology and metaphors being complex and inappropriate for parents with
mental health challenges and drawing on other modalities or parenting programs to assist
with psychoeducation around children’s needs and parenting conversations. This finding

relates to literature by Whittingham and Coyne (2019) who recently coined an ACT model
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with adapted and simplified language for working with parents and families with a diverse
range of clinical presentations, including anxiety, neurodevelopmental disorders, conduct
problems, and postnatal depression and perinatal loss. Although this previous literature has
provided updated terminology for working with parents and families, no participants of the
current study directly referenced their work, indicating that they adapted the ACT
terminology in a different way to Whittingham and Coyne (2019). The results of the current
study, including inconsistences on whether and how ACT terminology was adapted, indicate
that there is scope for additional research, training and professional development for ACT
therapists on how ACT terminology can be adapted to suit clients who are parents with
mental health challenges.

The findings from this study highlight a dichotomy between therapists who adapted
the ACT model when working with parents and those that did not experience the need to do
so. Most of the participants interviewed felt comfortable Appling ACT as a stand-alone
therapy to work with parents, however two therapists drew on additional modalities or
parenting programs to work with parents with mental health challenges. There did not appear
to be a pattern based on years of experience of practicing ACT and whether additional
modalities were drawn upon when working with parents or not. The two therapists who did
draw on other modalities to facilitate conversations around parenting and provide
psychoeducation around the needs of children aligns with previous literature by Brown et al.,
(2015). Brown et al., (2015) described how ACT practised alongside established parenting
approaches, including the Stepping Stones Triple P program, can improve parents’
psychological distress, psychological flexibility and confidence in managing behaviours and
family adjustments. However, no participants interviewed spoke to adapting the ACT model
in a formalised way when working with parents, such as in line with Whittingham and
Coyne’s work (2019) who adapted the ACT model specifically for parents. Rather, the
participants in the current study appeared to adapt the ACT model in an ad-hoc basis by
introducing additional techniques and psychoeducation from other modalities besides ACT,
as they deemed relevant for the specific parent client they were working with. Indeed, there is
scope for further research into how ACT can be most effectively adapted or integrated with
other programs, when working with parents with mental health challenges.

4.1 Limitations and future directions
A limitation of this study is the voluntary sampling method used which may have
attracted participants with an interest in working with clients who are parents. Another

limitation is considering parents as a homogenous group, and further research might be
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conducted into therapists’ experiences about working with distinct populations of parents,
such as mothers, fathers, parents from different cultural backgrounds, single compared with
partnered parents and LGBTQI+ parents. Additionally, it is critical to investigate the
experiences and views of parents who undertake ACT within the context of their parenting
needs, to build on the findings of this study. Collectively, the insights from parents and
therapists could inform adaptations of the ACT model to encompass a systemic and family
dynamics focus which would enhance therapists’ practice when working with parents.
S. Conclusion

Overall, results of the current study suggest that when working with parents with
mental health challenges, the ACT model is suited for parenting needs and has an important
role in promoting self-compassion. Findings suggest the six core processes in ACT;
acceptance, cognitive defusion, self-as-context, contact with the present moment, values, and
committed action (Hayes et al., 2006), which can all lend themselves to working with

parenting issues.
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Chapter 7 - Narrative Therapy for parents who have mental health issues: Therapists’
Perceptions

7.1 Background

Included in this chapter is the third and final study of this thesis. This study was
submitted for publication with the International Journal of Narrative Therapy and
Community Work on the 28" of June 2024. The study outlines the experiences and
perspectives of narrative therapists working with parents with mental health challenges. In
seminal narrative therapy literature by White and Epston (1990), narrative therapy principles
and techniques were applied in family therapy settings to enhance communication and
address conflict within families by focusing on several key principles: externalising
problems, re-authoring narratives, deconstructing dominant narratives, exploring multiple
perspectives, restoring relationships and through cultural and contextual sensitivity (White &
Epston, 1990). Early research found that narrative therapy was effective in reducing parent-
child conflicts Besa (1994). Since then, research has demonstrated how narrative therapy can
be to support a range of issues within families (Banker & Goldenson, 2023; Gold, 2016;
Fraenkel et al., 2009; Shalay & Brownlee, 2007; Stokes & Poulsen, 2014; Suddeath et al.,
2017). However, to the best of our knowledge, no research to date has focused on
investigating therapists’ overall perspectives of using narrative with parents who experience

mental health challenges.

7.2 Aim of the Study

The aim of this study was to examine the views and experiences of practitioners who
practice narrative therapy with parents. Specifically, the study sought to explore the following
research questions:

e What are the experiences of narrative therapists when working with parents?

e How do narrative therapists perceive the effectiveness of narrative therapy in meeting
the needs of parents?

e What are the enablers and barriers that therapists have found using narrative therapy

when working with parents?

7.3 Relevance of the Study

There is a growing body of research demonstrating the utility of practicing narrative
therapy with parents with mental health challenges (McQueen & Hobbs, 2014; Suddeath et

al., 2017). However, it remains under-researched how therapists practicing narrative therapy
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experience narrative therapy when working with parents with mental health issues. Data
gained from therapists using narrative therapy with parents could be used to inform
adaptations of the model specifically for working with parents with mental health challenges

and inform future professional development opportunities.

7.4 Declaration of Contribution

The following tables outline the contributions of the candidate (Table 7.1) and the
other authors (Table 7.2) to the published study presented in Chapter 7.
Table 7.1

The Candidate’s Contribution to the Study in Chapter 7

Nature of Contribution Extent of Contribution (%)
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Data collection, recording and transcription 100%
Analysis and interpretation of results 70%
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Table 7.2

The Contribution of the Other Authors to the Study in Chapter 7

Name Nature of contribution Extend of contribution (%)

for student co-authors only

Prof Andrea  Assisted with the analysis and interpretation 10%
Reupert of results, provided feedback on the

manuscript
Dr Rochelle  Assisted with the analysis and interpretation 10%
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Abstract

Many people who undertake therapy are parents with mental health challenges who have
unique needs relating to their parenting role. Narrative therapy is a collaborative and non-
pathologizing approach to therapy which is growing in popularity and focuses on
understanding and reshaping individuals' stories and narratives about their lives (White &
Epston, 1990). A narrative approach emphasises the importance of externalizing problems,
exploring alternative narratives, and promoting agency and empowerment in clients (White &
Epston, 1990). Semi-structured interviews were conducted with six narrative therapists from
Australia. Interviews focused on therapists’ views and experiences when working with clients
who are parents. Transcripts were analysed within an interpretative phenomenological
analysis framework to examine participants’ perspectives and personal reactions to their

professional work with parents.
The following three findings were identified:

1) Deconstructing dominant narratives of family problems
2) Externalising the Problem to reduce parenting guilt and improve parent-child
relationships

3) Adapting narrative therapy for use with parents
The findings suggest that narrative therapy can be used to improve family problems,

parenting guilt and parent-child relationships, while simultaneously addressing mental health

challenges experienced by parents.
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Narrative Therapy for parents who have mental health challenges: Therapists’ Perceptions

Many mental health service users are parents (Maybery et al., 2015). Parents with
mental health challenges have unique needs relating to their parenting role (Reupert &
Maybery, 2011). Previous mental health literature has established that family-focused
practice, which aims to support both the person with mental health challenges, alongside their
family, improves wellbeing and resilience for the client alongside other family members
including children (Allchin et al., 2022; Dixon et al., 2001; Mottaghipour & Bickerton,
2005). Therapy is a common treatment option for mental health challenges, yet despite its
popularity it remains unclear whether and how parenting needs and responsibilities are
addressed in one-on-one therapy with a parent client. This paper will explore one therapeutic
option parents with mental health challenges may seek for treatment: narrative therapy (NT).

Parents who experience mental health challenges face the same parenting difficulties
that all parents face, but simultaneously need to manage their mental illness. Nonetheless,
some studies have found that the experience of being a parent can be uplifting and support
recovery. To illustrate, having caring responsibilities for children may provide a structure to
one’s daily routine (van der Ende et al., 2016), opportunities for social engagement (e.g. with
other parents) and a sense of purpose and hope, all of which may promote recovery (Maybery
& Reupert, 2018a, 2018b). Moreover, some parents are strongly motivated to engage in
mental health services in order to be the best parent they can be for their children (Diaz-
Caneja & Johnson, 2004). Nonetheless, some parents find balancing parenting
responsibilities while managing their mental health challenges to be overwhelming and
detrimental to their mental health (Carpenter-Song et al., 2014; Tabak et al., 2016; Marston et
al., 2016, van der Ende et al., 2016).

Some parents who experience mental health challenges report difficulties in being
psychologically present, communicating with children and maintaining emotional
connections (Marston et al., 2016). Other parents find enforcing boundaries with their
children challenging (Marston et al., 2016). Parents may also perceive themselves to be
deficient in their parenting role and struggle with feelings of shame and guilt, even when they
are providing adequate care (Dolman et al., 2013; Halsa, 2018). It is common for parents to
worry about the impact of their mental health challenges on their children (Marston et al.,
2016). They may also worry that they will be separated from their children due to family
breakdowns, hospitalisation, or child protection interventions (Dolman et al., 2013; Jones et

al., 2016). Another common concern of parents is the inheritability of their mental health
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condition (Dolman et al., 2013; Halsa, 2018). Parental mental illness, resulting in feelings of
worry, insecurity, or withdrawal, as well as negative family interactions, has been identified

as a mediating factor between parental and child mental health issues (Leinonen et al., 2003;
Weissman et al., 2016; Solantaus-Simula et al., 2002).

Moreover, the social disadvantages commonly associated with mental illness, such as
insecure housing, unemployment, poverty, substance use and addiction, have all been found
to exacerbate the likelihood of transgenerational mental illness (Beardslee et al., 2011;
Hosman et al., 2009; Powell et al., 2020; Power et al., 2016). When social disadvantage is
faced by families, problems are often cumulative, for example parental mental illness leading
to unemployment, which in turns might lead to insecure housing (Reupert et al., 2022). Thus,
due to both generic and environmental reasons, children of parents who have a mental illness
are two to three times more likely to develop a mental health problem compared to other
children (Maybery et al., 2009a).

Like others in the community, parents may receive support for their mental illness
from public mental health services (Dolman et al., 2013; Hine et al., 2018). Most parents
have reported receiving little support for their parenting needs and responsibilities from
mental health services and instead parents describe feeling misunderstood (Dolman et al.,
2013; Jeffery et al., 2013; Jones et al., 2016) and their relationship with their children
disregarded (Jeffery et al., 2013; van der Ende et al., 2016). Others fear that if they discuss
the concerns they have about their children, child protection services will become involved
(Hollingsworth, 2004; Seeman, 2012). Consequently, some parents may conceal or downplay
the extent of their parenting difficulties, despite desiring support in these areas (Dolman et
al., 2013; Jones et al., 2016).

Most research in this field has investigated mothers’ experiences within public adult
mental health settings, including the practices of multi-disciplinary teams within psychiatric
settings (Dolman et al., 2013). Recent research by Cooper et al., (2023) found that mothers
who accessed private mental health services, wanted to feel understood and recognised in
their parenting role by their treating psychologist. They also highlighted the importance of
having a non-judgemental therapeutic space and practical support to help reduce the impact
of their mental health on their children, with particular advice on parenting strategies and
techniques while managing their illness (Cooper et al., 2023). These findings contribute to an
otherwise limited research base of how private practice therapists support parents with mental

health challenges (Cooper et al., 2023).
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Therapists who work in private practice represent a large group of the professionals
within the mental health workforce (Schofield, 2008). Therapists in private practice, who
may have a background in psychology, counselling, or social work, typically work in
isolation from other mental health professionals, with individualised and self-directed
professional development and supervision (Hammond et al., 2017). Therapists typically work
one-on-one with clients who present with a range of different psychological concerns and
degrees of complexity (Hammond et al., 2017). Within private practice, there are numerous
therapeutical modalities or treatments that therapists may employ when working with clients.
At present, there has been very little research into the experiences of therapists practicing
across different modalities when working with parents with mental health challenges.
Narrative Therapy is one such therapeutic modality practiced by therapists, which is the focus
of this study.

Narrative Therapy Model

Narrative therapy (NT), developed by White and Epston (1990) is a systemic form of
therapy that is well suited for working with families. It is a collaborative and non-
pathologizing approach to therapy that focuses on understating individuals' narratives and
stories about their lives and explores alternative narratives, that are more empowering for
clients (White & Epston, 1990). In NT the therapist works with the person to develop an
empowering and liberating narrative, that heightens the client’s sense of agency and personal
growth. The approach is collaborative between therapist and client and narrative therapists
view clients as having the skills and abilities that will assist them to reduce the problems in
their lives and move towards their preferred future. One of the fundamental principles of NT
is recognising that each person is an expert in their own lives and is capable of change
(Morgan, 2000). In NT, the therapist maintains a position of curiosity, and stays ‘decentred’
in sessions, holding space for the experiences of the client, and aims to be ‘influential’
through asking questions which influence what becomes visible in the session (White, 2000).

In the seminal literature by White and Epston (1990) narrative therapy principles and
techniques were applied in family therapy settings to enhance communication and address
conflict within families by focusing on several key principles: externalising problems, re-
authoring narratives, deconstructing dominant narratives, exploring multiple perspectives,
restoring relationships and through cultural and contextual sensitivity (White and Epston,
1990).

Key Techniques

Externalising problems
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NT places significant emphasises on externalizing problems, regarding problems as
distinct from the person (Payne, 2006). For instance, problems are viewed as products of
interpersonal relationships or broader social and cultural contexts. Through externalising the
problem, clients are encouraged to adopt a critical stance towards problems, questioning how
these issues have come to exert influence in their lives without attributing personal fault or
inherent deficiencies (Payne, 2006). Externalising the problem helps the person see the
problem as something they can change rather than something that defines them. The first
steps of externalising the problem involves naming, objectifying, and personifying the
problem (Payne, 2006). Externalising problems can also involve externalising conflicts and
viewing them as separate from personal identities which allows individuals to explore how
these problems have influenced their relationships without attributing blame or fault to each
other (Nicholas, 2013; White and Epston, 1990).

Re-authoring Narratives

Individuals or families undertaking NT work collaboratively with the therapist to
construct alternative and preferred stories about their lives (White, 2007). This could involve
co-constructing alternative narratives about relationships and conflicts by exploring and
amplifying instances of positive interactions, and shared values, thereby promoting a more
balanced understanding of the relationship.

Deconstructing dominant narratives

NT involves critically challenging problem-saturated or dominant narratives that
individuals or families hold about themselves and their experiences (White & Epston, 1990).
These narratives may contribute to misunderstandings or conflicts within relationships.
Examining moments in a person's life that deviate from dominant problem-saturated
narratives, that the client might neglect in their life story, but are ultimately meaningful
(Payne, 2006) is an example of deconstruction. Through deconstruction, clients are able to
understand the whole picture and develop a rich, more balanced story (Payne, 2006; Brown &
Augusta-Scott, 2006).

Cultural and contextual sensitivity

NT interventions are sensitive to cultural backgrounds and contexts, recognizing the
impact of cultural beliefs, traditions, and social norms on relationship dynamics (Wendt &
Gone, 2017; Vromans et al., 2016). This sensitivity helps therapists tailor interventions that
respect and integrate cultural diversity within the therapeutic process.

Effectiveness of NT for families and parents
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In addition to the seminal literature by White and Epston (1990) which highlighted
how narrative therapy principles and techniques could be applied in family therapy settings,
more recent literature has demonstrated that NT can be used to support a range of issues
within families. For example, NT has been used to assist blended families (Shalay &
Brownlee, 2007; Gold, 2016), to address adoption issues within families (Stokes & Poulsen,
2014), to support homeless families (Fraenkel et al., 2009), and to improve the family
functioning of couples (Suddeath et al., 2017). NT has also been shown to assist women in
deconstructing unhelpful narratives they may have developed during pregnancy and the
postpartum period (Banker and Goldenson, 2023). Besa (1994) found that narrative therapy
was effective in reducing parent-child conflicts. Literature by Suddeath et al., (2017)
describes how NT techniques can be applied in family therapy including externalising the
problem from the family, re-authoring narratives and recognising cultural discourse and its

impact on family narratives.

McQueen and Hobbs (2014) described how using a narrative approach with parents
can address the power differentials between professionals and parents, and lead to a sense of
collaboration. They found that this technique can provide parents with an opportunity to

examine, reflect and recognise their resources and skills (McQueen & Hobbs, 2014).

No study to date has focused on investigating therapists’ overall perspectives of using
NT with parents who experience mental health challenges. Thus, this study aimed to explore
NT therapists’ experiences about whether and how NT might meet the needs of parents with
mental health challenges. Such data may be used to inform adaptations of NT for parents and

inform professional development opportunities.
Method

This study was reviewed and approved by Monash University Ethics Committee
(Project Number: 27250), and the procedures followed were in accordance with the Helsinki
Declaration as revised in 2013. The participants provided their written informed consent to

participate in this study.
Participants

To be included in the study, therapists had to be practicing NT with clients who were

parents living with mental health challenges. Participants were recruited via social media
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posts placed on closed NT Facebook pages, LinkedIn group pages and the Australian
Psychological Society research forum. Six narrative therapists practicing in Australia
participated, including two counsellors, one social worker, and three psychologists, all
working in private practice. One therapist worked in rural areas, and the other five worked in
urban areas of Australia. All six participants identified as female. Four participants were
parents themselves. One participant did not provide their exact age, but noted they were aged
in their 60s. The mean age of the others was 42.93 (SD = 9.32, range = 25). The mean years
of experience practicing NT amongst the six participants was 10.67 years (SD = 9.05, range =
27 years).
Procedure

Recruitment posts on Facebook and LinkedIn directed potential participants to the
explanatory statement which detailed additional information about the study. Following this,
participants were invited to complete an online consent form and provide their demographic
and contact information. Seven responses were received, and participants were contacted via
email to schedule interviews; one individual did not respond. A total of six semi-structured
interviews were conducted through the Zoom video conferencing platform, with interview
durations ranging from 24 minutes to 61 minutes, averaging at 40 minutes. Prior to the
interviews, all participants gave both written and verbal permission for their interview to be
recorded and transcribed using Otter.ai transcription software. To ensure confidentiality,
personal or identifiable information was removed from the transcripts. Each transcript was
shared with participants for member checking (Lincoln & Guba, 1985), a process whereby
participants were given the opportunity to make additions or revisions to their transcripts if
they considered any content to be identifiable or inaccurate. No participants requested
changes to their transcripts.
Interview

The researchers created a semi-structured interview schedule, consisting of five open-

ended questions specifically designed for this study. The open-ended questions were aimed at
examining NT practitioners’ experiences when working with parents and were followed up
with additional probing questions, to obtain more detail as needed. Sample questions
included, “Do you think that the NT model is relevant to the experiences of clients who are
parents? Why/Why not?” and “What have your experiences been of using NT with parents
who have a mental illness?”

Analysis
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The interview data (transcripts) were analysed with Interpretive Phenomenological
Analysis (IPA). IPA is a qualitative research method which seeks to understand and examine
participants’ lived experiences and personal perspectives of phenomena (Smith et al., 2009).
In this study, IPA facilitated the examination of the lived experiences of therapists who had
worked with NT with clients who were parents with mental health challenges, and how they
perceived this experience to be. Each transcript underwent initial coding by identifying and
highlighting key phrases capturing core conceptual content and language of the transcripts
relevant to the research questions (Saldafia, 2015). Each transcript underwent independent
coding by two authors; all transcripts were analysed and coded by the primary author, and
also analysed and coded by either the second or third authors. Any discrepancies in coding
between the authors was resolved through discussion and additional review of the transcripts.
Potential differences based on participant demographics were considered and noted when
found.

After revisions of the transcript codes, these codes were then used to identify key
overarching themes relevant to the research aims. These overarching themes were then
employed to re-annotate the transcripts to ensure accurate representation of the data.
Reflective discussions and considerations relating to potential interpretations of the interview
data and themes occurred among the researchers throughout the analysis process.
Reflexivity Statement

The first author is a cisgender woman with lived experience growing up with a parent
who experienced mental illnesses. She has practiced as a Provisional Psychologist for
approximately three years in Australia, working with children and parents with mental health
challenges. The first author is not trained in NT and is not a parent herself. Following IPA
practices of maintaining intersubjective reflexivity (Eatough & Smith, 2008), the first author
regularly sought clarification on participants’ intended meanings throughout the interviews
by making notes of her thoughts and emotions in a research diary (Eatough & Smith, 2008).
Other strategies employed included blind, double, or triple annotation, whereby the first,
second and third authors analysed and coded the transcripts without being aware of the
coding decisions made by one another (Eatough & Smith, 2008). The second author is a
qualified psychologist, mother and academic professor with extensive experience in mental
health practice and research involving families with parental mental health challenges.
Similarly, the third author, is also a mother, social worker and academic, specialising in
family mental health research.

Results
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The analysis resulted in the identification of three themes; (i) deconstructing dominant
narratives of family problems (ii) Externalising the Problem to reduce parenting guilt and
improve parent-child relationships and (iii) Adapting NT for use with parents. These themes
are described below with excerpts from the interviews. Participants are tagged using codes
(e.g.. P1 is Participant one, P2 is Participant two and so on.)

Deconstructing dominant narratives of family problems

Several participants highlighted how the NT process of ‘deconstructing dominant
narratives,” by critically examining problem-saturated narratives that parents hold about their
family, was a useful tool for parents to discuss and think about parenting issues. After clients
described their family problems, the NT deconstructing process allowed parents to see
beyond the problem story i.e., it helps them see that “family problems... are not all that’s
happening” (P1) and helps them see a bigger picture of family dynamics. P1 noted that
through ‘deconstructing dominant narrative’ parents are encouraged by their therapist to “not
just talk about what’s going wrong but also what’s going right" within their family. P1
described how ‘deconstructing dominant narratives’ could be “liberating" for parents with
mental health challenges, who “so often concern themselves with the issues going on in their
families,” and neglect “family strengths.” Similarly, P2 described how ‘deconstructing
dominant narratives’ helps parents with mental health challenges see that there are “so many
layers to” themselves as a parent (P2), helping them to see beyond the problem story.

Therapists described how ‘deconstructing dominant narratives’ about family “problem
stories” helped parents with mental health challenges to see the positive relationship
dynamics present in their families, such as “positive parent-child interactions” (P5). P2
described how through the deconstruction process, and inquiring about the whole picture,
“the complexities” of parenting, were often brought up, “both good and bad”. P5 reported

Y <6

how through ‘deconstructing dominant narratives’ “you are helping [parents] to realise times
when they have felt proud of their parenting and things have worked well. ... Parents really
appreciate and feel empowered by that.”

Three participants (P1, P2, P3) described how deconstructing parents’ problems
facilitated discussions around transgenerational parenting, which P3 described as discussing
“how clients were parented”. P2 noted how conversations about transgenerational parenting
were naturally brought up in NT as clients discussed their “life history” and where

participants asked questions related to the deconstruction process, including “How has their

past shaped them?” and “How has their family shaped them?”” (P2). Likewise, P3 described
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how NT encouraged parents to reflect on their “family stories,” and prompted them to
consider how similar behaviour “shows up in [their] parenting,” practices (P3).
Externalising the Problem to reduce parenting guilt and improve parent-child
relationships

Five participants noted the utility of the NT technique of externalising the problem for
reducing parenting guilt (P1, P4, P3, PS5, P6) and promoting parents’ positive relationships
with children (P1, P4, P5). Participants described how externalising the problem was a useful
tool to help them to challenge the “critical voices” parents experienced (P4) which tells them
they are ““a failure as a parent and a terrible parent,” (P6). P4 explained how when parents
with mental health challenges “internalised cultural values,” about parenting, this often led to
them “critiquing their own parenting." P4 noted how "externalising language really helps
shift parents” from feeling “blame and failure... to richer conversations where they're able to
see different options for action." Similarly, P3 described how through NT, clients externalise
parenting guilt, through an exercise involving “sitting guilt on the chair,” and “trying to get to
an understanding of the impact of guilt on parenting.”

P1 described how in their practice with parents with a mental illness, they introduced
external perspectives, such of those from other family members, especially the clients’
parents. P1 noted that critical voices in parents were often passed down from their parents.
By introducing external perspectives participants were able to ask parents, “is this [critical
voice] something you’ve learned from your parents,” and “is there anything you can say
that’s more encouraging?”

According to P4, P5 and P6, the NT focus of externalising problems promoted parents’
positive relationships with their child. P4 described how the “externalising practice is super
helpful to help parents and kids get on the same team,” so that they view problems as not
“inherently in their child [or themselves] but as something that has an influence or an effect
on everybody in the household... and that they can team up together to make problems
smaller.” Further P5 noted the utility of using this technique for parents, who were then able
to “see the child outside of the problem,” for the first time.

Adapting NT for use with parents

Despite some descriptions of how Narrative Therapy techniques readily lent
themselves to discussions around parenting problems and needs, some participants described
adapting NT for work with parents. P1, P2 and P6 who all had less than four years of
practicing NT, indicated how maintaining “a NT focus throughout the entire session” (P1)

was a challenge when working with parents with mental health challenges, who desired more
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direction and specific parenting strategies. Similarly, P2 described how some parents “really
struggled” with the “non-directive” nature of NT.

Some people having a little bit of a hard time with narrative as such a non-directive,

feeling approach, and sometimes feelings like “why can't you just tell me what to do?

such as parents who ask “how do I effectively parent, my child?” Or” how do I

navigate a different parenting style that [ have versus my partner has?” Or “how do I

connect with my child?” (P2).

According to P1, some parents struggle with NT as they want therapists to be less
explorative, and more skills based: “They're looking more for that expert where they're trying
to learn... to get more skills. Not as much to explore what's happening.”

To overcome this difficulty, P1 adapted NT, by “moving quite a bit between giving some
input, and then I'll go back to [asking] questions.” P1 noted that they “give some input on
parenting strategies” and introduce psychoeducation into therapy sessions with parents. P2
described:

Some parents ... need direction and have a harder time with some of the nonlinear

approaches. I think narrative therapy could still be modified in a way to support those

parents. I see this as a weakness [of NT] - how do we support those parents who just
want techniques and strategies? (P2).

P6 employed psychoeducation and attachment theory in order to meet the needs of
parents. Further P6 noted that the non-pathologizing nature of NT is not well suited for some
parents who desire “labels or diagnoses,” to help them “communicate with agencies, and their
children,” about their mental health challenges. When parents wanted a diagnostic based
therapy, P6 “refers them onto another therapist” working from a different modality than NT.

Conversely, participants with more than five years’ experience practicing NT, did not
indicate that they had any difficulty maintaining a narrative approach when working with
parents with mental health challenges. P5 described how they found it natural to be “in a
position of curiosity” when working with parentings, and further noted that “as the therapists,
I’m not coming with all the answers to their parenting issues”. Similarly, P4 described how
the flexible nature of NT, and that fact that it “is not prescriptive,” or “manualised” lends
itself to working with parents presenting with diverse challenges.

A parent whose struggling with parenting, versus a parent whose dealing with maybe

their own childhood history that they want to sort through - I think narrative allows for

the ability to support both of those parents in both situations, uniquely (P4).
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P3 and P6 also echoed the sentiment that the “adaptive and flexible nature of NT” (P3)
was useful for working with parents “and meeting their needs,” (P6). P3 further described
how they “adapted the questions,” they asked parents in therapy, taking into consideration the
parents “culture.., disability, age,” and education level, to “make things more
straightforward,” for them.

Discussion

The aim of this study was to investigate the experiences of narrative therapists who
work with parents with mental health challenges. The participating therapists highlighted the
utility of the ‘deconstructing dominant narrative’ of family problems with parents and how
externalising problems can alleviate parenting guilt and foster positive parent-child
relationships. Further, narrative therapists with more years’ experience of practicing NT with
parents with mental health challenges felt more comfortable maintaining the curious and non-
directive typical NT approach, compared to therapists with less experience who reported
adjusting NT to enable the provision of parenting strategies and skills when working with
parents.

While there have been no qualitative or quantitative studies into NT and parental
mental illness to date, the findings of the current study build on existing literature relating to
NT (Suddeath et al., 2017). For example, previous research has shown how helping families
to ‘deconstruct dominant narrative’ and remember elements of their family story not
characterised by conflict or challenges, contributes to fostering hope amongst family
members (Suddeath et al., 2017). This sentiment was echoed by participants of the current
study who noted how the ‘deconstructing dominant narrative’ allowed parents to see beyond
their problem and recognise positive aspects of themselves as parents, which was accordingly
described as an empowering process for parents.

In line with previous literature (Nichols, 2013; Suddeath et al., 2017; White, 2007),
participating therapists in this study highlighted how NT technique of ‘externalising the
problem’ enables parents to see that family problems do not reside within the family or a
single individual, including their children. As outlined by participants, ‘externalising the
problems’ can promote positive parent-child relationships, which has been found in previous
research (Besa, 1994). Moreover, participants suggested that ‘externalising the problem’
reduces feelings of blame and guilt in parents, who were described to often present to NT
with these feelings. The fact that ‘externalising the problems’ can reduce parenting guilt is
particularly notable, given the high prevalence of guilt and shame in parents with mental

health challenges, even when providing adequate care of their children (Halsa, 2018;
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Tchernegovski et al., 2017; Hine et al., 2019; Leenman & Arblaster, 2020; Maddocks et al.,
2010; Radley et al., 2021; Skundberg-Kletthagen et al., 2020; Strand & Rudolfsson, 2018).

In addition to ‘externalising the problem’ reducing guilt in parents over parenting-
issues, the narrative therapists interviewed in this study also spoke to how this technique
could also help to create a non-judgemental therapeutic space which allowed parents to open
up. This finding contrasts against many studies that highlight how parents with mental health
challenges often feel judged and stigmatised in their interactions with healthcare
professionals, despite desiring non-judgemental support (Dolman et al., 2013; Hine et al.,
2018; Jeffery et al., 2013; Savvidou et al., 2003). Therefore, it can be considered that the NT
approach is well suited for working with parents to meet their needs of having a non-
judgemental therapeutic space.

Another key finding of this study was a disparity between therapists with fewer years
practicing NT sometimes experiencing difficulty maintaining a narrative approach with
parents, compared to NT with more years’ experience. The sentiment shared by therapists
with fewer than 5 years’ experience practicing NT, included that some parents wanted them
to be more directive and strategies focused, which aligns with previous research that found
parents undertaking therapy want their therapists to provide them with strategies for their
parenting role (Cooper et al., 2023). By contrast, therapists with greater than five years’
experience practicing NT did not identify finding the narrative approach difficult to maintain
when working with parents, and instead emphasised the inherent flexibility and adaptability
of the NT approach compared to other therapeutic modalities. This finding suggests that over
time, as narrative therapists gain more experience practicing from a narrative approach, they
feel increasingly comfortable using it without adapting it by bringing in other therapeutic
modalities. Further, this finding highlights the importance of supervision and training for
early-career narrative therapists around feeling comfortable maintaining a narrative approach
when working with parents with mental health challenges. It also suggests that therapists and
clients who are parents with mental health challenges, may have differing expectations about
the support they can expect when undertaking NT.

Limitations and future directions

A limitation of this study is the use of a voluntary sampling method, which may have
attracted participants with a particular interest in working with clients who are parents. There
is scope to repeat this research with a larger sample of narrative therapists, who practice with
clients across the lifespan and gain insight into their experiencing working with parents.

Additionally, future research could also be conducted which compares the usefulness of NT
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for parents with mental health challenges, to other therapeutic modalities. This research may
indicate which psychotherapeutic modalities are best suited to practicing with parents with
mental health challenges or highlight what techniques from different modalities address the
needs for parents. For instance, the findings of this study highlighted that the NT processes of
‘externalising the problem’ and ‘deconstructing dominant narratives of family problems’
were particularly useful techniques for working with parents with mental health challenges.
Therefore, there is utility for therapists who work from an integrated practice and draw on
techniques from numerous modalities, to draw on NT techniques as appropriate.

Additionally, it would be useful to triangulate the data by investigating parents'
perspectives and experiences of undertaking NT, to support their mental health challenges
and parenting needs. Collectively, the insights from this study alongside parents experiences
of NT could be used to inform future NT training for working with parents and supervision
practices.

Conclusion

The findings of this study indicate that a narrative therapy approach, especially the
processes of externalisation and deconstruction of unique outcomes, are well suited to
meeting the needs of parents who have mental health challenges. Future research might
deliver further perspectives of narrative therapists, especially around their level of
comfortability with the NT model in their first few years post training, as well as research

into the experiences of parents themselves as end recipients of narrative therapy.
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Chapter 8 - General discussion

8.1 Introduction

The previous chapters presented the experiences and perceptions of therapists who
practiced one of three different therapeutic interventions when working with parents with
mental health challenges. In this chapter, the thesis rationale and aims are reviewed. The
main findings of these three studies, including therapists’ perceptions of using each modality
with parents who have mental health challenges, and the enablers (strengths) and barriers
(challenges) of the therapies for working with parents will be revisited. Further, the main
findings across the three studies will be compared, and similarities and differences in
experiences of working with parents with mental health challenges will be discussed. The
strengths and limitations of the thesis are noted, and recommendations are made in relation to
future research directions. Clinical and other implications when working with parents with

mental health challenges conclude this chapter.

8.2 Rationale and Summary of Aims

One third of mental health service users are parents with dependent children
(Maybery et al., 2009) who have support needs that may be different or additional to the
support needs of service users who are not parents (Reupert & Maybery, 2016). While there
are various approaches for working with parents with mental health challenges, including
family approaches, organisational approaches and community approaches, this thesis
investigated an individual approach, one-on-one counselling with parents. Counsellors in
private practice present a large proportion of the Australian mental health workforce
(Australian Government Department of Health, 2019) and are considered to be one of the
most common and accessible mental health supports for parents with mental health
challenges (AIHW, 2023). Despite this, the majority of research relating to parents’
experiences of mental healthcare has focused on the practices of multidisciplinary teams
within rehabilitation and psychiatric settings in the public mental health sector (Dolman et al.,
2013).

There have been few studies that have investigated the experiences of parents with
mental health challenges who undertake therapeutic counselling in private settings (Cooper et
al., 2023). Previous research suggests that non-parenting focused mental health interventions,
including cognitive behaviour therapy (CBT) may not consistently meet the needs of parents

with mental health challenges and their children (Coiro et al., 2012). By contrast, other
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research has found that interpersonal therapy (IPT) may reduce psychological distress in
perinatal women and improve social support, relationship satisfaction, and parental
adjustment (Bright et al., 2020). Further, a meta-analysis conducted by Cuijper et al., (2015)
showed how psychotherapies, including CBT, psychodynamic therapy and interpersonal
psychotherapies, lead to decreased depression levels and reduced parental distress in mothers
with mental health challenges, and may have positive impacts on the mental health of their
children. The psychotherapies reviewed in this meta-analysis were conducted in various
settings, including outpatient mental health clinics, hospitals, and community-based facilities.
However, the authors noted that more research is needed in this field to better understand the
specific mechanisms by which these psychotherapies influence parent and child mental health
outcomes, to determine the long-term effects of such interventions, and to address gaps such
as diverse populations, and more rigorous study designs (Cuijper et al., 2015).

Although the utility of various psychotherapeutic interventions for meeting the unique
needs of parents with a mental illness remains unclear, the effectiveness of psychotherapy for
treating a range of different mental illnesses across different population groups has been well
documented (Wampold & Imel, 2015). Studies have shown how schema therapy can be
effective for clients with borderline personality disorder (BPD) (Spinhoven et al., 2007),
depression (Hawke & Provencher, 2011; Koruk & Ozabaci, 2018), anxiety, obsessive-
compulsive disorder and post-traumatic stress disorder (Peeters et al., 2021). Acceptance and
commitment therapy (ACT) has been shown to be effective in reducing symptoms in adults
experiencing a range of conditions including anxiety, depression, substance use, pain, and
transdiagnostic groups (Gloster et al., 2020). Narrative therapy has been found to be effective
in improving depressive symptoms (Lopez et al., 2014a; Vromans & Schweitzer, 2011) and
those with anorexia and bulimia (Lock et al., 2005; Heywood et al., 2022) and specific
phobias (Tadros et al., 2022). Schema therapy, ACT and narrative therapy have all been
found to help improve symptoms of a range of mental health challenges. The aim of this
thesis was to examine the use of schema therapy, ACT and narrative therapy with parents
who have mental health challenges, from the experiences and perspectives of therapists

working with parents. Specifically, this thesis sought to examine the following questions:

o What are the experiences of therapists using different modalities when working with
parents with mental health challenges? Do therapists using different modalities, have

different experiences working with parents?
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o From the perspective of therapists, what elements of the various therapeutic strategies
and approaches appear to respond to the needs of parents who experience mental
health challenges? Are there common strategies or tools across the three modalities
that therapists find work best for parents with mental health challenges? If so, what
are these?

e What enablers and barriers have therapists found when working with these therapeutic

modalities with parents? How do these compare between the different modalities?

The research in this thesis was explorative in nature and aimed to investigate the ways
in which therapists experience and perceive how schema therapy, acceptance and
commitment therapy and narrative therapy are practiced with parents with mental health
challenges, including their views on whether (and if so, how) these modalities meet the needs
of parents. In line with my phenomenological ontological views of the world, the thesis
sought to explore the experiences of therapists and their subjective realties of what it was like
therapeutically practicing with parents with mental health challenges (Smith et al., 2009).
Throughout the research, therapists described different therapeutic techniques that they
considered to be well suited to parents. Additionally, challenging aspects related to the use of
each therapeutic model with parents were raised, as well as techniques that therapists felt they

needed to adapt.

8.3 Summary of Research Findings

The three studies in this thesis examined participants’ experiences and views about
their therapeutic work with parents, by practicing schema therapy, ACT or narrative therapy.

The following sections summarise the main findings of each of the three studies.

8.3.1 Schema Therapists’ Experiences of Working with Parents with Mental Health
Challenges

The study in Chapter 5 presented the experiences of schema therapists working with
parents with mental health challenges. Using an IPA methodology, which is underpinned by
constructivist epistemological and phenomenological ontological frameworks, the study
explored how schema therapists use schema therapy with parent clients (Packer et al., 2000).
This included understanding their perspectives regarding how schema therapy did and did not
meet the needs of parents as well as any adaptations they may have made to the therapy when

working with parents with mental health challenges.
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After conducting semi structured interviews with thirteen schema therapists and
analysing the data using IPA, three key themes were identified: (1) schema therapy can be
used to increase understanding of a client’s parenting behaviour; (2) schema therapy allows
for a dual focus on the client’s child and Vulnerable Child Mode; and additionally (3) the
need for a systemic focus within schema therapy that encompass family dynamics.

Findings indicated that there is utility for therapists to use schema therapy to raise and
explore the topic of parenting within the context of their mental health treatment. Some
participants noted that schema therapy offered a dual focus by addressing the needs of the
internal Vulnerable Child Mode (Young et al., 2003) and the real-life children of parents.
This dual approach in schema therapy may aid parents in addressing their own mental health
concerns while gaining insight into the needs of their children because the approach entails
examining the core needs of children and how they are met (or not) by primary caregivers,
knowledge which could be applied to the client’s experiences of both parenting and being
parented.

Participants highlighted that the schema therapy model could be used as a means to
develop or enhance self-parenting skills by strengthening clients' Healthy Adult Mode
(Young et al., 2003). For example, P2 described how strengthening one’s Healthy Adult
helps parents experience how they can meet the needs of their own child which in turn can
positively influence their parenting practices. Participants noted that they were able to use
schema therapy to promote client insight into their parenting. Some reported using various
aspects of the schema therapy model, such as modes and experiential techniques, to assist
clients in identifying and addressing parenting-related behaviours. Others discussed using the
schema therapy model to explore transgenerational parenting patterns. Consequently, schema
therapy might serve as a valuable therapeutic tool for initiating discussions about clients'
parental roles and related challenges.

While some participants applied schema therapy flexibly to address parental needs,
another key finding was that many therapists used standard techniques without
acknowledgment of parenting-specific considerations. Some were unsure how to adapt
schema therapy for parents, while others stated that it did not require adaptation as it was
appropriate to use with parents in its traditional form. Conversely, a number of participants
noted that they adapted their practice for parents, integrating family-focused techniques,
parenting programs and drawing from other modalities such as CBT. Participants expressed a
need for more training and resources for using schema therapy with parents. A desire for a

schema therapy model that encompassed family dynamics and had a greater systemic focus
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was expressed. Further, participants expressed a need for parenting-specific resources in
general, as some reported drawing on resources from couples therapy and parenting programs
when working with parents, highlighting the current lack of parent-specific schema therapy

resources.

8.3.2 ACT Therapists’ Experiences of Working with Parents with Mental Health
Challenges

The study presented in Chapter 6 explored the experiences of ACT therapists when
working with parents with mental health challenges. This sought to explore therapists’
perspectives on how ACT therapy did and did not meet the needs of parents as well as any
adaptations they may have made to this therapeutic approach when working with these
parents. Using semi-structured interviews with nine ACT therapists, three key themes were
identified: (1) The ACT model is useful for parents in supporting their parenting role and
mental health; (2) ACT can promote much-needed self-compassion in parents with mental
health challenges; and (3) limitations of ACT when working with parents with mental health
challenges.

Across the interviews, therapists described how ACT was a useful model for
supporting parents with parenting issues and their mental health challenges. Numerous
participants described how all six ACT core processes could be applied to parenting issues.
Some participants highlighted how the transdiagnostic nature of the acceptance and
commitment therapy model was useful for working with parents presenting with a range of
mental health challenges. The finding that the ACT model meets the needs of parents through
improving their emotional regulation in interactions with their children, builds upon similar
findings from previous research (Flujas-Contreras et al., 2022; Leeming & Hayes 2016; Shea
& Coyne, 2011).

Further, the ability for ACT to promote much-needed self-compassion in parents was
highlighted. For example, P3 described placing more emphasis on building self-compassion
when working with clients who were parents, than clients who were not parents. The findings
from this thesis builds upon parenting and self-compassion research, which has previously
highlighted the importance of promoting self-compassion for parents with mental health
challenges, who often struggle with self-criticism and guilt (Hine et al., 2019; Wilson &
Crowe, 2009; Blegen et al., 2012).

Limitations of the ACT model for use with parents with mental health challenges

were also raised. For instance, some participants indicated that they adapted some of the
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terminology and metaphors used in the traditional ACT model when working with parents, to
be more appropriate to parents’ situations and needs. Some participants used only the ACT
model in their therapeutic work with parents, while other therapists felt the need to draw on
additional modalities or parenting programs to better meet the needs of parents with mental
health challenges. There did not appear to be a pattern based on years of experience of
practicing ACT or whether participants used ACT as a stand-alone therapy or not, suggesting
that the decision to draw on additional modalities was driven by individual preferences rather
than their level of familiarity with the ACT model. The finding that therapists drew on
additional modalities or parenting programs to better meet the needs of parents with mental
health challenges aligns with previous research which described how practicing ACT
alongside an established parenting approach, including the Stepping Stones Triple P program,
can improve parents’ psychological distress, psychological flexibility and confidence in
managing behaviours and family adjustments (Brown et al., 2015).

The ACT model has been adapted for working with parents formally in the literature
by Whittingham and Coyne (2019). Whittingham and Coyne’s (2019) work tailored the six
ACT processes to address the unique challenges of parents of children with a disability. For
example, their work highlights how acceptance can be adapted to encourage parents to accept
their own thoughts and feelings, rather than fighting them, including accepting the challenges
and imperfections of parenting (Whittingham and Coyne, 2019). Additionally, Whittingham
and Coyne’s (2019) describe how the values process should be adapted with parents to assist
parents in identifying what truly matters to them in their parenting lives, as well as their
personal lives. Throughout the research conducted for this thesis, no acceptance and
commitment therapist participants referenced adapting the model according to Whittingham
and Coyne’s work (2019). However, many of the therapists in Study 2 described adapting the
ACT model in line with Whittingham and Coyne’s model (2019), such as having discussions
around parenting values. It appears as though the therapists involved in this research adapted
aspects of ACT on an ad hoc basis, rather than according to a formalised model such as
Whittingham and Coyne’s (2019). Many of the participants interviewed indicated that the
ACT model is inherently flexible and adapts easily for use with parents, suggesting its

suitability and effectiveness for addressing the unique challenges parents face.
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8.3.3 Narrative Therapists’ Experiences of Working with Parents with Mental Health
Challenges

Chapter 7 presented the study on the experiences, of narrative therapists who work
with parents who have mental health challenges. This study sought to explore narrative
therapists’ perspectives on how narrative therapy did and did not meet the needs of parents as
well as any adaptations they might make to this style of therapy when working with parents
(if at all). Using semi-structured interviews with six narrative therapists, three key themes
were identified: (1) using narrative therapy for the deconstruction of family problems (2)
externalising the client’s problem to reduce parenting guilt and improve parent-child
relationships and (3) adapting narrative therapy for use with parents.

The NT process of ‘deconstruction of unique outcomes’ involves examining moments
in a person's life that deviate from dominant problem-saturated narratives to making the
whole picture easier to understand. Many participants saw this process as a useful tool for
parents to see beyond family problems and think more positively about their parenting. For
example, participants noted that deconstruction allowed parents with mental health
challenges to recognise moments where they have felt proud of their parenting, such as
positive parent-child interactions.

Additionally, it was noted by some narrative therapists that when working with
parents with mental health challenges, using the narrative therapy process of ‘deconstruction
of unique outcomes’ can help to facilitate discussions around transgenerational parenting,
with clients reflecting on how they were parented and how that has shaped them. Narrative
therapists indicated that this technique would prompt parents to consider how they may be
displaying similar behaviour in their own parenting, as that they received when they were a
child.

Another key finding was that the narrative therapy technique of ‘externalising the
problem’ helped to reduce parenting guilt and improve parent-child relationships.
Experiences of parental guilt and shame have been found to be commonplace for parents with
mental health challenges (Halsa, 2018; Tchernegovski et al., 2017; Hine et al., 2019;
Leenman & Arblaster, 2020; Maddocks et al., 2010; Radley et al., 2021; Skundberg-
Kletthagen et al., 2020; Strand & Rudolfsson, 2018). Importantly, the narrative therapy
technique of ‘externalising the problem’ was found to help create a non-judgemental
therapeutic space and reduce parents’ feelings of shame and guilt. ‘Externalising the

problem’ was found to help parents view problem-stories between themselves and their child
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as outside of themselves and their child, which in turn, allowed them to influence and address
the problem of concern. This finding builds upon previous research that similarly found how
‘externalising the problem’ helped people see that problems do not reside within the family or
a single individual (Nichols, 2013; Suddeath et al., 2017; White, 2007). Additionally, the
finding aligns with previous research that suggests ‘externalising the problem’ in narrative
therapy can be used to promote positive parent-child relationships (Besa, 1994).

This study also highlighted common barriers or difficulties narrative therapists
experience when practicing with parents with mental health challenges. Some participants
noted that the non-directive nature of narrative therapy was a barrier for parents who
expected their therapeutic treatment to be more direct and strategies based. This aligns with
previous research by Cooper et al., (2023) who highlighted that parents undertaking therapy
preferred therapists who were directive and gave advice about specific parenting strategies.
Narrative therapists with less experience described adapting the narrative therapy approach to
be more directive with parents, such as by introducing psychoeducation or additional

modalities.

8.4 General Findings Across Studies

Across the three studies, several common themes were identified. According to the
participants interviewed, schema therapy, ACT and narrative therapy approaches all have
utility for working with parents with mental health challenges. Across all three therapeutic
approaches, therapists described parents’ mental health as well as their parenting practices
changing as a result of therapy. The research across all three studies add to the limited body
of knowledge on supporting parents with mental health challenges in private practice settings,
an area of study still in its early stages (Cooper et al., 2023). Certain techniques from each of
the three modalities - schema therapy, ACT and narrative therapy - were considered to be
well suited for working with parent clients to meet both their parenting and mental health
needs. Therapists described all three modalities as effective in helping parents develop self-
compassion. Another common finding was that participants described adapting certain
therapeutic techniques or incorporating theories from other modalities or parenting programs
to better address the needs of parents.

In reflecting on the data, it was noted that participants did not raise the therapeutic
alliance or their own parenting status when describing their experiences of working with
parents with mental health challenges. Previous literature has highlighted the importance of

the therapists’ parenting status (Foster & Isobel, 2018; Grant et al., 2019; Tchernegovski et
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al., 2018a, 2018b; Tuck et al., 2023) and the therapeutic relationship (Castonguay et al.,
2010; Kraus et al., 2011; Horvath et al., 2011) for working with parents so it was expected
that these themes would be raised throughout interviews. Potential reasons for these gaps will

be discussed.

8.4.1 Parents’ Mental Health and Parenting Practices

Participants across all three studies described how they perceived changes in parent
clients’ mental health and parenting practices as a result of engaging in therapeutic work.
There are many different reasons why clients, including parents, might seek therapy, possibly
related to parenting but often not. The focus of this study was to understand therapists'
perspectives of using specific modalities with parents who have mental health challenges,
regardless of the clients' initial reasons for seeking therapy. According to therapists across all
three modalities, the main reason parents attended therapy was related to their mental health
challenges and concerns, not specifically related to parenting issues. This is not unusual given
parents’ reluctance to talk about their parenting and children in therapy, due to concerns
about stigma and the fear of child protection notifications (Hollingsworth, 2004; Seeman,
2012).

Nonetheless, interviews with schema therapists, ACT therapists and narrative
therapists found that techniques and theortical frameworks within each modality helped
therapists initiate conversations about parenting issues. For instance, numerous schema
therapists described experiences where they felt that discussions about modes with parents,
namely the Healthy Adult Mode and Vulnerable Child Mode, furthered parents’
understandings of how their own Healthy Adult Mode and Vulnerable Child Modes were
presenting. Parents’ new insights regarding their modes and how they presented, facilitated
their ability to strengthen their Healthy Adult, or reduce their Vulnerable Child Mode, as
modelled by their therapists. Further, as a result of this new understanding, therapists
described how parents’ mental health and parenting practices improved. Likewise, ACT
participants gave examples of how teaching the therapeutic processes of ‘flexible perspective
taking’ and ‘defusion’ of thoughts, aided parents to reconstruct perceptions and beliefs they
held about themselves as parents, which in their view led to changes in their parenting
practices. Additionally, participants described how they perceived the process of
‘acceptance/willingness to experience’ could help parents create new meanings for
experiences and emotions which had a positive impact of their mental health. Narrative

therapist participants reiterated how therapists and clients could work together to construct
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new meanings and insights about parenting practices, such as through reconstructing family
narratives.

Participants explained that one-on-one therapy focused on addressing the mental
health challenges of parent clients, also facilitated discussions about parenting practices. The
schema therapy, ACT, and narrative therapy models were described as supporting these broad
conversations beyond mental health concerns. Participants observed that parent clients gained
new understandings and insights about their parenting role through therapy, which fostered
hope and increased awareness of potential changes they could make. This finding aligns with
the constructivist epistemological perspective underpinning this thesis, which emphasises that
clients and therapists collaboratively create new meanings and insights by reconstructing
perceptions and beliefs, ultimately facilitating change (Braun & Clarke, 2013; Packer et al.,
2000). These new insights about parenting practices provided parents with a sense of hope
and subsequently positively impacted their mental health, an outcome that others too have
found (Maybery et al., 2015).

By exploring the data gathered from therapists who practice across schema therapy,
ACT or narrative therapy, a shared experience was perceiving an improvement in parents’
mental health and parenting practices as a result of one-on-one counselling. The research
from this thesis supports the idea that when parents’ mental health issues are effectively
treated, improvements in their emotion regulation, stress management, and overall well-being
can lead to more positive and consistent parenting behaviours (Bright et al., 2020; Cuijpers et
al., 2015).

8.4.2 Contributes to knowledge about private practice settings for supporting parents

Each study within this thesis contributes to the limited knowledge about the
experiences of Australian therapists’ working one-on-one with parents within a private
practice setting. Most existing research has focused on public or community mental health
sand adult mental health settings (Cuijpers et al., 2015; Dolman et al., 2013; Hine et al.,
2018) with few studies exploring mental health support for parents in private practice settings
(Cooper et al., 2023; Tchernegovski et al., 2018). Private practice settings might differ from
other contexts as they often provide talking therapy in the therapist’s preferred style in a
clinical environment, wheras in the public sector, clients usually undertake a goal orientated
intervention according to their most urgent needs (Hammond et al., 2018; Stokes et al.,
2010). Gaining an understanding of how parents are supported in private practice settings is
essential for developing tailored strategies to effectively assist parents with mental health

challenges in these environments.
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Across all three studies, therapists described tailoring modalities to meet the unique
needs of clients who are parents, a task they generally felt able to accomplish through one-on-
one practice. This finding builds on recent previous research conducted by Cooper et al.,
(2023) that described how parents receiving support in private practice want tailored practical
parenting assistance and techniques for their unique situations. Further, the research findings
from this thesis showed that many therapists in private practice wanted more resources,
professional development and supervision opportunities to enhance their capacity to
undertake work with clients who are parents.

This thesis also contributes to increasing understanding of how family-focused
practices (FFP) can be integrated into individual counselling sessions. Numerous therapists
interviewed described how they identified clients who were parents in the initial counselling
session, and conducted an assessment regarding family dynamics, even when the main
reasons for clients attending counselling related to mental health challenges, not parent-
specific issues. The practice standards for FFP in the adult mental health sector, as outlined
by Goodyear et al. (2015), include key steps such as identifying parenting status and
assessing family dynamics, parenting capacities, and the wellbeing of other family members.
The therapists who participated in the research, appeared to align with these standards.
Schema therapists, ACT therapists, and narrative therapists described identifying other family
members beyond the parent client during one-on-one counselling and asking about their role
in supporting the parent client. This aligns with FFP principles by recognising the critical role
families play in recovery, care, and overall family functioning and well-being (Foster et al.,
2016).

Several schema therapists, ACT therapists, and narrative therapists described how
they adapted traditional therapeutic approaches in their preferred modality, by incorporating
psychoeducation about parents’ mental illness and family dynamics, including its impact on
parenting and children. This adaptation, which involves introducing parenting-related
psychoeducation, aligns with FFP by addressing the needs of the parent client while also
considering the wellbeing of other family members (Goodyear et al., 2015). This research
offers new perspectives and foundational knowledge about the application of FFP in private
practice, complementing the existing body of research, which has predominately focused on
public and community mental health settings (Cuijpers et al., 2015; Dolman et al., 2013; Hine
et al., 2018).
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8.4.3 Techniques Across the Modalities Suited to Discussing Parenting Issues

A key finding across the three studies was that therapists described various useful
techniques for meeting the needs of parents with mental health challenges. Participants
practicing either schema therapy, ACT or narrative therapy described how their therapeutic
modality could benefit parents with mental health challenges, through facilitating
conversations about parenting issues as well as addressing their mental health needs. Previous
research has described how it can be difficult for mental health professionals to talk to clients
about parenting issues such as the potential impacts of their mental health challenges on
children (Radley et al., 2021; Skundberg-Kletthagen et al., 2020; Strand & Rudolfsson,
2018). Moreover, previous literature has highlighted how conversations between mental
health professionals and parents about children were not always well received by parents, and
at times damaged rapport (Tchernegovski et al., 2017). However, no participants involved in
any of the three studies in this thesis spoke to this concern. Thus, a common theme that
emerged across the three modalities was that therapists employed various techniques to assist
conversations about parenting challenges.

Schema therapists, ACT therapists and narrative therapists all described how talking
about parenting issues was important for working with parents with mental health challenges.
As parents often consider their parenting role to be “the most important role” (P3 Schema
Therapists, Study 1) they have, participants across the three studies described discussing
parenting issues as crucial for supporting parents with mental health challenges. Indeed,
participants across the three studies spoke to particular techniques unique to each modality
that they found well suited to engaging in conversations about parenting.

For example, schema therapists described how discussing the transgenerational nature
of schemas and modes could help clients realise the risks that their maladaptive modes and
schemas could be passed down to their children. Schema therapists noted that by prompting
parents to see the pattern of schemas, modes, and mental illness across generations, they were
able to frame the recognition of this history as an opportunity to correct intergenerational
trauma. Similarly, acceptance and commitment therapists described how discussing personal
values throughout therapy could help parents work towards behaviours that were aligned with
how they wanted to parent their children. Narrative therapists explained how the technique
‘externalising the problem’ facilitated conversations about parenting guilt and helped parents
see alternative parenting actions that could promote a positive parent-child relationship.

Participants across the three studies described how using these techniques, lent themselves to
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conversations around parenting issues, which supported therapists’ confidence and
competence in having conversations about parenting challenges.

There are other factors that could have contributed to the participants in this thesis
feeling confident in having conversations around parenting issues. Previous research found
that it is difficult for mental health professions to talk to clients about parenting issues,
especially those working in community, outpatient, crisis, rehabilitation, intake and across
hospital settings (Tchernegovski et al., 2017). However, many of the participants from
previous research were not employed as counsellors engaging in one-on-one therapy with
clients, but rather employed across various mental health support roles (Radley et al., 2021;
Strand & Rudolfsson, 2018; Tchernegovski et al., 2017). The experiences of mental health
professionals, who were not employed in a counselling role nor in a private practice, may be
different to the participants of this research. Therefore, the current thesis builds upon
previous literature, by adding the viewpoints and experiences of therapists undertaking one-
on-one counselling with parents, who find schema therapy, ACT and narrative therapy

conducive to having conversations about parenting issues.

8.4.4 Building Self-Compassion in Parents with Mental Health Challenges

Self-compassion refers to recognising and showing sensitivity to one’s own suffering
alongside motivation to alleviate one’s suffering with care (Moreira, 2023). It has been well-
documented that parents with mental health problems often struggle with self-compassion
(Gilbert, 2009; Jefferson et al., 2020; Psychogiou et al., 2016). Additionally, parents with
mental health challenges often have more self-blame and are more self-critical than other
parents (Kirby et al., 2019; Werner et al., 2019). Likewise, participants across the three
therapeutic modalities noted how parents with mental health challenges often presented with
high levels of self-criticism, guilt and shame.

For the population in general, high levels of self-compassion correlate with a high
sense of emotional well-being, enhanced quality of life, and low emotional turmoil when
resolving relationship conflict (Yarnell & Neff, 2013). By contrast, individuals with low
levels of self-compassion have been found to have high levels of self-criticism, guilt,
rumination, and worry (Raes, 2010). Additionally, self-compassion research in parents has
highlighted that parents with greater self-compassion have fewer criticisms over their
children’s emotions, and are more compassionate toward their children (Gilbert, 2009;

Moreira, 2023; Psychogiou et al., 2016).
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Participating therapists across the three modalities used different techniques to
promote self-compassion in parents. Schema therapist participants described how through
mode work, therapists helped clients cultivate self-compassion by addressing their critical
and punitive modes, and replacing them with caring, supportive dialogues. Additionally,
through identifying, confronting and healing early maladaptive schemas, some parents
realised their “critical voices” (P10) were echoes of things they had heard as a child. This
new awareness led parent clients to develop a more compassionate stance towards themselves
and become mindful of not wanting to transfer critical schemas to their children. ACT
therapists described how self-compassion was an “unofficial seventh process,” (P2) when
working with parents, and their belief that the ACT model inherently promotes self-
compassion. Narrative therapists outlined how the narrative therapy technique of
‘externalising the problem’ helped alleviate parenting guilt and how externalising language
helped to shift parents’ focus from blame and failure to more empathetic and self-
compassionate conversations. Additionally, in times of conflict with family members,
including between parents and children, ‘externalising the problem’ assisted parents in seeing
that the “problem was the problem” and not an issue inherently within their child, which
fostered a greater understanding in parents of their child (P5). Whilst therapists across all
three modalities perceived their therapeutic approach to be useful in building self-compassion
in parents with mental health challenges, they all approached building self-compassion in
parents in unique ways, drawing on techniques unique to each modality.

Participants across the three studies identified building self-compassion in parents
with mental health challenges as a therapeutic goal and described the importance of self-
compassion for meeting parent’s needs and improving parenting practices. For example, P2
in Study 1 with schema therapists, reflected that improved self-compassion reduced parents’
stress and high expectations of themselves, so that they were better able to attend to what
their child needed and in turn were more compassionate towards their children. ACT
therapists highlighted how they placed greater emphasis on self-compassion when working
with parent clients than with other population groups, due to parents commonly feeling
inadequate and being hard on themselves. Narrative therapists (e.g. P3) described the
important role self-compassion plays in reminding parents that they are doing their best,
especially when parents are reflecting on family narratives which they feel shameful about.
This in turn, led parents to recognise their positive parenting practices and bolstered parents’
confidence in their abilities, according to narrative therapist P3. Overall, these experiences

and insights from participants across the three studies aligns with previous research that self-
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compassion plays an influential role in parenting practices (Gilbert, 2009; Moreira, 2023;
Psychogiou et al., 2016). Altogether, participants reported that improvements in parents’
self-compassion, led to not only improved mental health but also enhanced parent-child

interactions.

8.4.5 Tailoring the Modalities to Better Align with the Needs of Parents

Across the three studies, participants described how they tailored structural elements
of the therapeutic models to better align with the needs of parents. This finding aligns with
previous literature that described how across different therapeutic approaches, therapists can
tailor approaches to fit the specific needs, preferences, and stages of change of their clients
(Prochaska & Norcross, 2018). The importance of therapists using the respective models
flexibility and adapting them in therapy to enhance therapeutic outcomes for each individual
client has been established in psychotherapeutic literature (Corey, 2017; Prochaska &
Norcross, 2018).

Numerous participants practicing either schema therapy, ACT and narrative therapy
described how they either emphasised or introduced family systems theory and introduced
discussions about intergenerational mental health when working with parents with mental
health challenges. Schema therapists described how they adapted the model by emphasising
family systems and building intergenerational understandings within the schema therapy
practice. This was done by emphasising the role of other family members, for example
identifying schemas or mapping the modes of children, spouses or their own parents, rather
than just the clients. The finding that schema therapists were able to consider and address
potential transgenerational impacts contrasts with prior research which highlights the
difficulties shown in the general mental health workforce in incorporating a transgenerational
perspective when working with parents (Gatsu et al., 2016; Pfeiffenberger et al., 2016).
Similarly, numerous ACT therapists and narrative therapists described how these modalities
facilitated conversations around transgenerational parenting. Participating ACT therapists
outlined how values work and undertaking functional analysis aided conversations about
transgenerational parenting patterns. Narrative therapists spoke to how discussing family
narratives and identity led to discussions of the transgenerational nature of mental health.

In addition to adapting each of the three modalities by introducing the
transgenerational nature of mental health, therapists from each study described how their
modality could be additionally adapted to suit the needs of parents. For example, ACT
therapists highlighted how they adapted language and metaphor-use for parent clients. This
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resonates with previous literature conducted by Whittingham and Coyne (2019) who
developed an adapted version of ACT specifically when working with parents of children
with a disability, which included adapting terminology when working with parents and
families. Other participants in Study 2 described how they made slight adaptations to the
ACT model “for each client” (P4) rather than adapting it because of a client’s status as a
parent. Furthermore, numerous narrative therapists described how narrative therapy could be
additionally adapted to suit the needs of parents. Two narrative therapists described how they
adapted the explorative approach that characterises narrative therapy to be more directive and
strategies based, when working with parents, perhaps responding to clients’ desire for more
practical strategies (Cooper et al., 2024). Participating narrative therapists additionally
explained how the narrative therapy model was inherently adaptable and lent itself well to
working with a range of presentations from parents with mental health challenges, including
parenting issues.

Indeed, schema therapists, ACT therapists and narrative therapists appear to modify
their approach to incorporate clients’ parenting role and address parenting needs. Therapists
described being able to embed parenting issues into schema, ACT and narrative therapy
techniques, e.g., identifying schema’s and modes relevant to their parenting practices in
Study 1, identifying parenting values in Study 2 and exploring family narratives relevant to
clients’ parenting roles in Study 3. In terms of efficiencies, participants across the three
studies described how embedding clients’ parenting roles into their therapeutic work enabled
them to meet the needs of parents and foster positive therapeutic outcomes. It has been
established in the literature that parents with mental health concerns want their parenting role
recognised and supported in their experiences with mental health care services (Jones et al.,
2016). This was reiterated across the three studies, with schema therapists, acceptance and
commitment therapists and narrative therapists describing how by tailoring the modalities to
address the unique challenges associated with parenting, they could more effectively support
parents in managing their roles and responsibilities. Therefore, a personalised approach
tailored for each parent can be considered to not only improve the efficacy of their mental
health treatment, but also empower parents to support and promote the wellbeing of their
children.

Although the majority of participants interviewed across the studies described feeling
comfortable and competent tailoring schema therapy, ACT or narrative therapy to enhance
the modalities efficiencies for working with parent clients, there were some participants who

did not. These participants fell into one of two categories: they either did not perceive the
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model to need adapting to better suit working with parents, or they were unsure how to tailor
their modalities when working with parents and desired further training, supervision or
support in order to tailor the traditional model for parent clients. Notably, only one
participant, a schema therapist, described feeling as though the model did not need to be
adapted for working with parent clients. From the interview, this participant did not appear to
recognise that parents with mental health challenges have unique difficulties and needs
specifically related to their parenting role. Furthermore, there were several participants across
all three studies who were uncertain about how best to tailor their therapeutic modality for
parent clients and who desired additional training and resources specific to their modality to
use with parents. Some participants from each study also expressed a desire for a formalised
models and protocols for working with parents.

Tailoring Modalities for Parents Through the Additional of Attachment Theory

Another common finding across the three groups of therapists was that other
therapeutic modalities were used to enhance the original modality. Some schema and ACT
therapists drew on the parenting program ‘Circle of Security,” (Hoffman et al., 2006) which is
rooted in attachment theory to build on their therapeutic work with parents. Attachment
theory posits that early relationships with caregivers shape a child’s emotional and social
development (Bowlby 1969). Schema therapists explained how the ‘Circle of Security’
program aided their understanding about the needs of children which in turn helped inform
their work with parents. Likewise, some ACT therapists described how ‘Circle of Security’
related well to the values-based work done in acceptance and commitment therapy.
Additionally, narrative therapist participants described using psychoeducation and
emphasising theory from other modalities, including attachment theory, in their practice with
parents. Thus, therapists across all three studies described how introducing elements of
attachment theory, either directly or indirectly such as through teachings from the ‘Circle of
Security’ model, enhanced their ability meet the needs of parents with mental health
challenges.

Integrating attachment theory into ACT and narrative therapy and strengthening its
underpinnings in schema therapy by introducing additional psychoeducation from the ‘Circle
of Security’ program, broadens the traditional therapeutic goals of each modality. For
instance, a key goal of attachment theory is to foster secure attachment relationships between
individuals (Bowlby, 1969). Secure attachment is characterised by a caregiver, in this case a
parent, who is consistently responsive and attuned to the child's needs, which helps the child

develop a sense of safety, trust, and confidence. The therapist participants interviewed as part
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of this thesis, who integrated attachment theory into their practice with parents, would be
broadening the traditional therapeutic goals of their modality, to also work towards fostering
secure attachments in parents, such as focusing on the bond between the parent and their
child. Participants across the three studies described how they achieved this goal by
introducing psychoeducation directly from attachment theory, or indirectly through the
‘Circle of Security’ program, and teaching parent clients the skills and theory related to
building secure attachments and being responsive to their child’s needs. Integrating
attachment theory into the traditional three modalities expands the scope of therapeutic goals
to promote a holistic, family orientated treatment. For instance, through drawing on
attachment theory, therapists may expand therapeutic goals to also emphasis how early
relationships with caregivers shape a child’s emotional and social development (Bowlby,
1969). Parents with mental health challenges may be more likely to reflect upon their own
experiences of being parented, and/or the relationships they have with their own children,
throughout the therapeutic counselling process.

Participants who were interviewed for the thesis, and practiced either schema therapy,
ACT and narrative therapy appeared to readily integrate and draw on attachment theory into
their work with parents. This is despite the three therapies having different theoretical
underpinnings. As attachment therapy readily integrated into the three modalities it can be
considered that attachment theory is compatible with the overall therapeutic goals of schema
therapy, ACT and narrative therapy. Notably, schema therapy is the only modality of the
three which overtly identifies that it has theoretical underpinnings drawn from attachment
theory (Young, 1994). The theoretical underpinnings of schema therapy include elements
from attachment theory, alongside cognitive-behavioural therapy (CBT), psychoanalysis, and
emotion-focused therapy to address psychological issues (Young, 1994). In Study 1, some
schema therapist participants described how they found bolstering attachment theory in their
practice, through incorporating psychoeducation from the attachment theory-informed Circle
of Security program, was beneficial for working with parents. Neither the traditional ACT
nor narrative therapy models draw on attachment theory (ACT is drawn from relational frame
theory and narrative therapy drawn from systemic family therapy). However, ACT therapists
and narrative therapist participants described how they readily drew on attachment theory
when working with parents, without issues. This suggests that attachment theory can also
integrate well into ACT and narrative therapy models, which may be due to the different

therapies sharing some of the same therapeutic goals.
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ACT and attachment theory share some goals of therapy, such as emphasising the
importance of relationships in facilitating change. Attachment theory posits that secure
attachments provide a foundation for emotional regulation and resilience (Bowlby, 1969)
whilst ACT promotes the importance of meaningful connections (Hayes et al., 2004). Indeed,
both ACT and attachment theory are concerned with the nature of relationships and in
particular, two people being attuned with one another’s emotional states and needs. Both
advocate for emotional processing and acceptance, seeing it as key to psychological
flexibility and well-being (Bowlby, 1969; Hayes et al., 2004).

Narrative therapy and attachment theory are also compatible in their focus on how
personal stories and relational experiences shape an individual's identity and emotional well-
being (Dallos & Denford, 2018). Narrative therapy focuses on how individuals construct and
reconstruct their personal stories and identities (White & Epston, 1990) which aligns with
attachment theory’s view that early relational experiences shape our internal narratives about
ourselves and others (Bowlby, 1969). Further, narrative therapy may provide a way for
clients to reflect on their own attachment style and build awareness about what they (and
their child) might need.

The finding that therapists practicing across either schema therapy, ACT or narrative
therapy, experienced enhanced therapeutic outcomes when additionally drawing on
attachment theory, builds upon previous literature. Promoting parent-infant or parent-child
attachment, has been well established to positively impact child development and parental-
attachment (Barlow et al., 2015). Additionally, parent-infant or parent-child attachment has
been found to be a protective factor for children’s wellbeing (Barlow et al., 2015). It has also
been suggested in previous research, that parental mental health challenges can affect the
quality of attachment relationships between themselves and their children (Fearon et al.,
2010). Attachment security in children can be impacted by experiencing inconsistent
caregiving, emotional unavailability, and disruptions in parental responsiveness, which may
result from parents’ mental health challenges and subsequent treatment (Fearon et al., 2010;
Maybery et al., 2015; Nicholson, 2001; Gopfert, 1996; Ballal, 2018; Brockington, 2011;
Aldridge, 2006). Therefore, it is a notable finding that some schema therapists, acceptance
and commitment therapists and narrative therapists are already drawing on attachment theory
to bolster their work with parents, as this would likely have positive flow on effects to their

parent-child attachment and subsequently their children’s wellbeing.
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8.4.6 The Therapeutic Alliance

Previous research has shown that many mental health professionals are concerned that
discussing clients’ children and parenting issues will negatively impact the therapeutic
alliance (Lauritzen & Reedtz, 2013; Maddocks et al., 2010; Strand & Rudolfsson, 2018;
Tchernegovski et al., 2018a, 2018b). This was not the case for any of the therapists in this
study who all openly discussed parenting and family life with their clients. There are several
possibilities for this finding. Therapists with more experience working with parents may feel
more comfortable and competent discussing parenting issues, reducing concerns about
negatively impacting the therapeutic alliance. The convenience sampling approach used in
these studies may have inadvertently attracted therapists with pre-existing interests and
competencies in this area. Furthermore, therapists who employ schema therapy, ACT, or
narrative therapy, often consider the client’s life context, including parenting, as integral to
treatment (Young et al., 2003; Hayes et al., 2006; White & Epston, 1990). This holistic view
may reduce apprehension about discussing parenting. Thus, the therapeutic models used in
the study may inherently support discussing life roles, including parenting, as part of the
therapeutic process. Further, the therapists who participated in the studies were not working
with parents experiencing a mental health crisis. Parenting capacity is likely to be most
compromised when parents are in crisis, and parents are most likely to fear custody loss at
this time (Dolman et al., 2013; Jones et al., 2016; Montgomery et al., 2011; Nicholson &
Miller, 2011). When parents are experiencing a mental health crisis their care is likely to be
transferred to a public mental health service such as psychiatric facilities, rather than be
serviced by individual one-on-one counselling in private practice. The ability of therapists in
this study to openly discuss parenting without concerns about negatively impacting the
therapeutic alliance likely results from their experience in the field, their client centred
approaches and their private practice work settings.

The therapeutic alliance was not explicitly discussed in the interviews, which was
surprising given the compelling evidence highlighting its importance in influencing outcomes
(Duncan et al., 2015; Fliickiger et al., 2018; Wampold & Imel, 2015). However, participants
did not express concerns about the discussing parenting issues and clients’ children, which
potentially demonstrates that this cohort did not feel that addressing these topics in one-to-
one counselling would risk harming the therapeutic alliance. It could be that the participants
felt confident that the therapeutic alliance between themselves and their parent clients was

already strong and sustained, and thereby able to withstand discussing potentially sensitive
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and challenging topics such as parenting. Others have shown that mental health professionals
are often concerned that discussing parenting issues will negatively impact the therapeutic
alliance (Lauritzen & Reedtz, 2013; Maddocks et al., 2010; Strand & Rudolfsson, 2018;
Tchernegovski et al., 2018a, 2018b). However, in the three studies outlined here, participants
found that discussing parenting during therapy helped meet the unique needs of clients who
are parents. These discussions enabled therapists to better support clients’ mental health by
addressing needs such as self-compassion, shame, parenting stress and intergenerational
impacts of mental health. It is in this way, that incorporating conversations about parenting as
part of therapy may lead to more comprehensive and effective treatment outcomes as per

Cooper et al., (2023) and Jones et al., (2016).

8.4.7 Therapists’ Parenting Status

The parenting status of mental health professionals has been shown to impact their
knowledge, skills, and awareness of the needs of clients who are parents and the needs of
their children (Foster & Isobel, 2018; Grant et al., 2019; Krumm et al., 2019; Leenman &
Arblaster, 2020; Tchernegovski et al., 2018a, 2018b; Tuck et al., 2023). Of the 28
participants involved in the research in the thesis, across the three studies, 21 (75%) were
parents (9 schema therapists were parents, 4 were not; 7 acceptance and commitment
therapists were parents, 2 were not; 5 narrative therapists were parents, 1 was not). The 21
participants who were parents did not mention their parenting role as a factor that impacted
their experience of working with parents, possibly because their role as a parent is so
fundamental to their identity that they did not consider how it might impact work. Similarly,
the seven participants who were not parents, did not describe their non-parenting status as a
barrier for working with this population group. Leenman and Arblaster (2020) described how
mental health professionals could overcome not being a parent themselves, by drawing on
their many years of professional experience and training when working with parents with
mental health challenges. Thus, for the seven participants who were not parents, it is possible
that they felt that their professional experience and training compensated for the fact they
were not parents themselves, or that using the therapeutic modality with parents did not
require personal parenting experience.

8.5 Strengths

The interviews that form the data for this thesis were conducted online over Zoom,

allowed for participation regardless of geographical location. Further, all of the data collected

for Study 1 with schema therapists and some of the data for Study 2 with acceptance and
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commitment therapists was collected during COVID-19 restrictions. Conducting interviews
over Zoom enabled interviews to participate during times of lock-down when in-person
meetings were limited. Outside of pandemic restrictions, conducting interviews over Zoom
enabled participants to choose a location that best suited them, and participants who were
geographically remote from the researcher were still able to participate. Moreover,
participants were provided with range of time options to be interviewed, including before or
after work hours, in-between counselling clients and over lunch breaks. The flexible range of
times offered accommodated participants schedules.

The methodology of IPA was appropriate for the research aims of this thesis, to
examine the experiences of mental health professionals working with parents (Smith et al.,
2009). A particular strength of this methodology is its adherence to idiography (Smith et al.,
2009). IPA is used to capture the commonalities and differences in participants’ experiences,
rather than identify generalised themes (Smith et al., 2009). This methodology therefore
enabled rich insight into the diversity of experiences that therapists may have when working
with parents with mental health challenges. Additionally, all three studies included similar
interview questions, which allowed comparisons to be drawn between the different

therapeutic modalities for working with parents with mental health challenges.

8.6 Limitations

Interview Duration

A possible limitation of this research was that some of the interviews were relatively
short, e.g., Study 1 with schema therapists had an average interview length of 32 minutes
(range = 19 to 53 minutes); Study 2 with acceptance and commitment therapists had an
average interview length of 34 minutes (range = 17 to 42 minutes) and Study 3 with narrative
therapists had an average interview length of 40 minutes (range = 24 to 61 minutes). The
short interview lengths curtailed opportunities to explore participants’ experiences in-depth,
especially within an IPA framework (Smith et al., 2009). It is possible that with a shorter
interview length, the complexities and detailed accounts of participants experiences may not
have been fully explored and captured.

Across the three studies the average interview length increased with each subsequent
study. This could be due to feeling more confident using interviewing techniques, such as
asking probing questions, as I gained more experience conducting interviews.

Specific recommendation for interview length in an IPA approach is typically not

provided (Eatough & Smith, 2007; Smith et al., 2009; Smith et al., 2011; Smith &
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Shinebourne, 2012; Lincoln & Denzin, 1998; Shinebourne, 2011). Although some interviews
were short in length, participants were afforded sufficient time to express their experiences
fully, and probing questions were asked throughout all interviews to illicit more detailed
responses. However, for some of the briefer interviews asking additional prompts to draw out
more examples from working with parents could have benefited the studies. Brief interview
durations were typically an outcome of participants being succinct and clear in their
responses, a possible outcome of participants being sent the interview schedule prior to the
interview. This gave participants time to reflect and consider their answers prior to the
interviews taking place and hence some participants may have had well-thought-out pre-
prepared answers. Additionally, member checking occurred, whereby participants had the
chance to review, verify, delete or add to, their interview transcripts (Lincoln & Guba, 1985).

Interviews could have been extended in other ways. For example, participants in the
research did not reflect upon their own parenting status and the utility of professional
development or supervision to reflect on working with clients who were parents, as these
areas were not directly asked about in the interview schedules. Given the shorter interview
lengths from some participants, the studies could have been enhanced by asking additional
questions in the interview schedules.
Reasons for Attending Therapy

According to the participating schema therapists, ACT therapists and narrative
therapists, parent clients sought therapy for their mental health challenges. The specific
mental health challenges parents experienced reportedly varied. The interview schedule did
not directly ask what mental health challenges parents had nor the duration, chroncity or
severity of these challenges. Exploring the reasons clients sought therapy in more detail and
the severity, chroncity and duration of their mental health challenges could have provided
additional clarity and nuance to the findings. However, in real-world practice, therapy often
addresses interconnected issues, and clients’ reasons for seeking therapy might evolve over
time, particularly as underlying challenges—such as parenting stress—only come to light
during the therapeutic process. Therefore, the therapists' reflections on their work with
parents, regardless of the initial focus of therapy, can still provide valuable insights into the
practical application of therapeutic approaches in diverse contexts. This broad scope ensures
that the findings remain relevant to real-world therapeutic dynamics, where multiple issues
are frequently intertwined.

The Broad Range of Factors that Influence Therapy Outcomes
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This research is potentially limited by a lack of exploration into the broad range of
factors that influence therapy outcomes, instead focusing solely on specific therapeutic
modalities. The studies of the thesis investigated the utility and effectiveness of schema
therapy, ACT or narrative therapy for parents, from the perspectives of therapists. Other
factors that could have been explored to provide a deeper understanding of therapy processes
and outcomes including the quality of the therapeutic relationship, which is a significant
predictor of success (Duncan et al., 2015; Fliickiger et al., 2018; Wampold & Imel, 2015).
For example, participants were not asked questions about how forming and maintaining a
therapeutic alliance with clients who parents are, or initiating discussions around parenting,
might impact the therapeutic alliance. Therapists’ and clients’ cultural backgrounds were also
not explored. Parenting-specific challenges such as single parenting, co-parenting dynamics
and parenting a child with special needs, might also influence outcomes, as could external
factors such as social support, financial constraints, access to therapy, and logistical barriers.
Financial pressures and stigma may also play a role. Other influences might include the
clients’ parenting self-efficacy, identity, interpersonal relationships, and the broad context of
their lives, all of which interact to shape the therapy process and outcomes.

The primary aim of the study, however, was to examine therapists' perspectives on the
use of specific therapeutic modalities with parents experiencing mental health challenges,
rather than to explore the broad factors affecting therapy outcomes. By focusing on this
specific objective, the study provides targeted insights into how these modalities are applied
in practice. Additionally, while broad factors such as the therapeutic relationship and cultural
dynamics are undeniably important, their absence from the interview process does not negate
the validity of the findings. Therapists did not emphasise these factors in their responses,
suggesting that within the context of this study, they were not perceived as central to the
questions being investigated. Finally, the study provides a foundation for future research to
explore these broad factors in more depth.

Singular Interview

Some literature on phenomenological research emphasises ongoing contact with
research participants and encourages multiple interviews with participants (Moustakas, 1994;
van Manen, 1997). Given this perspective, the single interview approach used in the studies
within this thesis might be seen as insufficient. However, other literature argues that multiple
or ongoing contacts are not essential for phenomenological research. The IPA methodology
guiding this thesis was informed by several sources, none of which required multiple

interviews with participants, or suggested that this would lead to richer data from participants
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(Braun & Clarke, 2013; Hammarberg et al., 2016; Larkin et al., 2008; Peat et al., 2019;
Smith, 2004; Smith, 2011; Smith et al., 2009). There are numerous examples of
phenomenological studies based on single interviews (e.g., Beks & Cairns, 2018;
McCormack & Devine, 2016; McCormack & Sly, 2013; Yambo et al., 2016).
Personal Experience and Expertise of These Therapies

I have some training in schema therapy, ACT and narrative therapy, though limited
experiences in practicing the three psychotherapies. However, I do not believe it is necessary
to have expertise in practicing the three therapeutic modalities in order to empirically study
them. Direct experience practicing each psychotherapy with clients undoubtedly offers
insights into the nuances of psychotherapeutic techniques and lived experience of how clients
receive the therapy in practice. However, whilst interviewing the mental health practitioners
who were trained and had expertise in using either ACT, ST or NT with clients, I used my
lack of experience as a way to be open, curious and with a perspective that had not been
influenced by any particular approach. I was transparent with participants about both my lack
of expertise and my interest in this topic. For example, I began each interview with each
participant noting that I myself did not have training or experiencing practicing the therapy
and I would be asking clarifying questions about practicing the psychotherapy to ensure that I
was understanding them fully. Indeed, throughout the interviews, I asked questions to clarify
my understanding and asked participants to explain the nuances of the psychotherapy that I
did not initially grasp.

My position as an outsider, having no extensive experience or expertise in practicing
ACT, ST or NT, brought a fresh, potentially non-biased viewpoint to the data collection and
analysis. Indeed, I did not approach my analysis with any assumptions or impartiality from
my past therapeutic work, rather, I approached and viewed each interview without any
allegiances to any particular therapeutic approach. I had no personal vested interest in the
research findings, such as for one therapy to be more suitable for practice with parents
compared to the others, or other strengths and limitations of practicing the therapies with
parents with mental health challenges. Indeed, my position as an ‘outsider’ offered a balanced
viewpoint to compare the three modalities and empirically study them.

After conducting this research, I remain undecided about which therapeutic modality;
schema therapy, ACT or narrative, is best suited to working with parents with mental health
challenges. The findings from this thesis suggest that each modality has certain techniques
that facilitate working with parents, alongside some challenges. I believe the three modalities

I have investigated in this thesis are appropriate to use when working with parents on mental
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health concerns and parenting issues. As an early career psychologist, I can foresee gaining
more experience and undertaking further professional development in each of the modalities
investigated.

Sampling Method

All participants across the three studies were recruited through convenience sampling
and snowballing. Recruitment emails and social media advertisements were published with a
link to explanatory statements and participants self-selected into the studies. The exact
number of eligible mental health professionals reached by the recruitment methods is not able
to be determined. Thirteen, nine and seven therapists participated in the respective ST, ACT
and NT studies. The sampling approach may have meant that therapists who did not consider
themselves to have sufficient experience working in parents with mental health challenges
did not respond. Likewise, those not interested in the topic may not have responded. The self-
selected sample may be skewed towards participants who had a particular interest in the area
and competence in the area of parental mental health.

Another potential limitation of this study is practitioner bias towards their own
theoretical approach, such as participants exhibiting overly positive accounts of their
approach. Therapists who have trained and specialised in a therapeutic modality may be more
inclined to speak to the benefits of the modality and its applicability for use with parents with
mental health challenges to justify their own investment of time and money in learning the
approach.

Broad definition mental health challenges

This thesis is limited by the broad definition used to categorise mental health
challenges. It focused on parents experiencing any type of mental health issue who sought
one-on-one counselling in a private practice setting. This broad definition included parents
with enduring, chronic and significant mental health challenges as well as those experiencing
single-episode issues. However, parents with different mental health conditions and histories
may encounter distinct parenting challenges (Reupert et al., 2015b). The findings of this
thesis are based on the collective insights of therapists working with a diverse range of
parents facing various mental health challenges. The research could have been strengthened
by probing participants further about their experiences of working with parents across this
spectrum, comparing single-episode challenges to those with significant, long-term mental
health issues and for parents with different mental health conditions, and with varying levels

of severity and chronicity.
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At the same time, this broad definition allows the research to capture insights into the
diverse experiences of therapists working with a wide range of clients, reflecting real-world
therapeutic practice. By focusing on overarching themes rather than specific subgroups, the
findings remain relevant to the potential complexities therapists face in practice. While
delving into detailed distinctions between different mental health presentations could have
provided additional information, the approach taken ensures no significant client group was
excluded and offers a foundation for future research to explore these differences more

thoroughly.

8.7 Implications
The findings have implications for therapeutic work with parents including future

iterations or adaptations of schema therapy, ACT and narrative therapy. The findings can also
be used to guide further research as well as guide counselling professional development

programs, supervision, and policy around accreditation and registration.

8.7.1 Utility of Schema Therapy, ACT and Narrative Therapy for Parents with Mental
Health Challenges

One-on-one psychotherapy is a common treatment option for parents with mental
health challenges in Australia (Australian Government Department of Health, 2019).
According to the therapists interviewed, all three modalities appear to be suitable for working
with parents, as they include specific techniques that are well suited to addressing parenting
needs This finding might be used to guide counselling decisions, including choice of
modality, when working with parents with mental health challenges.

Specific techniques drawn from schema therapy, ACT and narrative therapy were
highlighted by participants to be well suited to working with parents. For example,
discussions around the Vulnerable Child Mode in schema therapy (Young et al., 2003) were
found to offer a dual focus to address the needs of clients internal ‘Vulnerable Child’ and the
needs of their actual child. Identifying values, including parenting values was a process
described by acceptance and commitment therapists to be useful for working with parents.
Several narrative therapists highlighted the utility of using ‘externalising language’ with
parents with mental health challenges to assist with parent-child relationship issues and
reduce parenting guilt. These findings, which describe the utility of particular techniques
across each modality, have implications for therapists who work with parents with mental

health challenges.
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Additionally, these findings have implications for therapists who have an integrated
practice. An integrated practice combines elements from various therapeutic models to
address client needs and is the most frequent orientation of mental health professions
(Norcross & Marvin, 2019). There are many benefits of an integrative practice including the
ability to meet the specific needs and preferences of individual clients (Ingram, 2011).
Moreover, an integrative practice can be beneficial in treating clients with co-occurring
disorders or complex presentations (Norcross & Marvin, 2019). An integrated approach may
improve client outcomes by combining techniques from various therapeutic models, to
comprehensively address the complex nature of mental health challenges (Ingram, 2011;
Norcross & Marvin, 2019). The findings from this thesis could have broad applicability for
integrated therapists who uses numerous therapeutic models, as they could draw on the
schema therapy, narrative therapy and ACT techniques highlighted in the studies to be well
suited to working with parents. Moreover, the findings from this study are important for
working with parents who may be experiencing co-occurring issues, such as having mental
health challenges alongside parenting issues. Parents could benefit from a comprehensive
integrated practice, which draws upon numerous modalities and techniques to treat different
concerns. For example, a therapist with an integrated practice may draw upon schema therapy
in addition to ACT when working with parents and focus on techniques and processes such as
modes (schema therapy) and values work (ACT) which were highlighted by participants to

have utility working with parents with mental health challenges.

8.7.2 Future Research Directions

There are numerous future research directions for further investigation to expand on
the research from this study. Exploring parents’ perspectives of therapy, including of schema
therapy, ACT and narrative therapy, is an obvious next step. This might entail semi-
structured interviews with parents with mental health challenges who are undertaking therapy
and investigating their experiences undertaking these therapies and their impact on their
mental health, parenting and family dynamics. There is scope to conduct quantitative studies
with parents with mental health challenges, and to quantitatively compare the effectiveness of
different types of psychotherapeutic approaches for improving mental health and parenting
related issues, including parenting stress and parenting practices as well as family functioning
using validated psychometric instruments. Future research could extend beyond investigating
the parent with mental health challenges, by investigating the experiences and outcomes of

other family members, where parents undertake a psychotherapeutic intervention, including
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schema therapy, ACT and narrative therapy. Outcomes such as child development and
wellbeing, could be measured. Examining the experiences of family members of parents with
mental health challenges is critical to further understanding how the family needs are being
met through a parent undertaking a psychotherapy intervention. Through further research into
the effectiveness of therapy with parents and additional family members, an understanding
can be established about the effectiveness of schema therapy, ACT and narrative therapy for
parents with mental health challenges, and whether more support is required.

In addition to the three different psychotherapies investigated in this thesis, there
remains a great deal of scope to investigate other modalities of psychotherapy for working
with parents with mental health challenges. The research methods of this thesis could be
repeated with other therapeutic modalities, such as cognitive behavioural therapy or
dialectical behavioural therapy. This additional research could investigate what other
modalities and therapeutic techniques assist in meeting the needs of parents and how other
therapies need to be adapted to better suit working with parents with mental health
challenges. This additional research could be used to inform therapists’ decisions about
modalities to use when working with parents.

Whilst this thesis investigated the experiences and perceptions of schema, ACT and
narrative therapists who work with parents with mental health challenges, it did not seek to
quantitatively measure the efficacy of each therapy with this population group. For instance,
participants throughout the interviews in this thesis gave anecdotal evidence for how they
perceived schema therapy, ACT or narrative therapy leading to improvements in parents self-
compassion and enhanced parent-child interactions. However, future research could
investigate levels of self-compassion and parent-child relationships through quantitative
measures to examine how the modalities affect measures relating to parenting. There remains
considerable scope to further explore the efficiency of schema therapy, ACT and narrative
therapy for parents with mental health challenges through using quantitative measures, such
as validated scales, to compare pre, post and follow-up therapy treatment.

Future studies may also seek to triangulate the data by exploring how schema, ACT
and narrative therapy was experienced and perceived by the parent clients who undertake the
therapy. Gaining insights from parents about what they find useful or difficult about therapy,
would add additional insights into how these modalities could be improved for practice with
parents.

Additionally, although therapists interviewed in this thesis emphasised the utility of

employing schema therapy, ACT or narrative therapy modalities with parents with mental
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health challenges, only the therapist perspective have been gathered, the long-term impact of
these interventions on parental mental health challenges and parenting behaviour remains
unclear. Whilst therapists across studies described how techniques within schema therapy,
narrative therapy or ACT could meet the needs of parents with mental health challenges, such
as reducing parent-child conflict, the enduring effects on the overall well-being and
behaviour of parents post therapy, remain unresearched. Further research into the sustained
benefits and long-term impacts of schema therapy, narrative therapy or ACT on parents with

mental health challenges is needed.

8.7.3 Additional Training and Resources

Across all three modalities, participants identified the need for additional training and
resources tailored for working with parents (including both resources for therapists to use in
session with parent clients, and resources such as handouts to provide to clients). At present,
participants who practice across schema therapy, ACT and narrative therapy, draw on
resources designed for families or couples, or made parent specific resources themselves.
Participants described there being very limited resources, including both resources for
therapists working with parents with mental health challenges and resources for parents to
take home. However, there are evidence-based online resources for mental health
professionals working with parents, children and families across Australia, such as those
provided by Emerging Minds. These resources are not specific to schema therapy, ACT or
narrative therapy, however, do cover issues relating to parental mental health challenges. It is
notable that no participating therapists across the three modalities, described accessing these
freely available resources, as it suggests that many therapists throughout Australia are
unaware of resources and training opportunities pertaining to working with parents with
mental health challenges.

Beyond generic resources relating to parental mental health challenges, participants
across all three therapeutic modalities expressed a desire for resources specifically connecting
the needs of parents with mental health challenges and theory from either schema therapy,
ACT or narrative therapy. Therapists who participated in the studies included in this thesis,
described wanting resources including books, worksheets and cards which are tailored for
parents and each therapeutic modality. The findings from this thesis regarding what
techniques and theoretical models work well with parents, could be used to create tailored

resources for parents and therapists. For example, the findings from Study 1 with schema
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therapy, suggest utility in worksheets for parents on how their Healthy Adult mode is
expressed in their parenting role.

Participants expressed a desire for training and professional development specifically
relating to working with parents with mental health challenges with either schema therapy,
ACT or narrative therapy. This training could incorporate findings from this thesis such as
the difficulties associated with working with parents with mental health challenges using
schema therapy, ACT or narrative therapy. For example, training could emphasise the utility
in developing parents’ Healthy Adult mode in schema therapy, emphasise the importance of
self-compassion in ACT and emphasise the use of the ‘deconstruction of unique outcomes’
process in narrative therapy as being helpful when working with parents.

Supervision

The findings from this thesis, particularly around what worked well within each
modality and what therapists struggled with when working with parents with mental health
challenges, could be used to inform supervision practices of schema therapists, ACT
therapists and narrative therapists and potentially other modalities also. For example, using
the challenges and strengths of the modalities highlighted in this thesis, supervisors might
tailor their supervision strategies to better support therapists, such as by equipping
supervisees with therapeutic techniques such as those found to work well with parents.
Moreover, based on the challenges participants described facing when working with parents,
supervisors could proactively support therapists who may encounter similar difficulties. For
example, some narrative therapists found the explorative nature of narrative therapy difficult
when working with parents with mental health challenges who require structure and
direction. This challenge is likely to be faced by many other therapists working with parents

and therefore supervisors can pre-empt this difficulty and proactively support therapists.

8.7.4 Policy Implications

The findings from this thesis have potential policy implications, particularly policy
around therapists’ counsellor registration requirements. Chu et al., (2022) argued that
therapists must be competent in working with different population groups and presentations.
Clear role descriptions and procedures for working with parents with mental health
challenges which can be communicated through registration and accreditation guidelines
might be informed by findings of this thesis. The therapists interviewed in the thesis received
training from different professional bodies including psychology, social work and

occupational therapy, and adhere to different professional registration standards. Therefore,
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national policy standards across these different professions could be updated to promote

therapists’ competence for working with parents with mental health challenges.
8.8 Conclusion

This thesis highlighted the experiences of schema therapists, ACT therapists and
narrative therapists when working with parents who have mental health challenges. Using an
IPA methodology, the results highlighted that from the perspective of therapists, all three
therapies can be beneficial for working with parents to meet their mental health and parenting
needs. For therapists using schema therapy, ACT and narrative therapy, much needed self-
compassion in parents can be promoted through the use of any of these therapies. Further,
participants described using elements of these three modalities as tools to facilitate
conversations about parenting issues, as well as address mental health concerns. Within each
study, participants described their experiences of using techniques unique to schema therapy,
ACT or narrative therapy which they found enabled them to work effectively with parents.
Difficulties and challenges regarding using the different modalities with parents were noted
which led to the adaptation of the traditional models. The utility of incorporating parenting
programs and additional theory, such as attachment theory into schema therapy, ACT or
narrative therapy to better meet the needs of parents, was expressed by participants. The
findings from this thesis can be used to help inform future iterations of these therapeutic
modalities specifically for parents with mental health challenges. Additionally, the findings
can be used to inform policy around therapist competencies and used to support therapists in

supervision and tailored professional development programs.
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Appendix A: Research Journal Excerpt

Research Journal Entry: Interview 1 - ACT

Date: [N
Participant: |
Reflections:

Il ioincd the waiting-room of the Zoom call a couple minutes prior to the scheduled
12:30p.m. interview which caught me off-guard, and I jumped onto Zoom without opening |
up the interview schedule or my notes.

She was very friendly, and rapport was readily established in the first few minutes of chatting
about our days. I felt relaxed upon telling her about my limited experience using ACT and by
the time I began asking interview questions I felt calm.

- appeared very knowledgably in the ACT process and readily drew from client
examples. Her examples of applying ACT processes in real-life client situations appeared
well-thought out and she had made notes about discussion points from the interview schedule
prior to jumping on the call with me. - had a great ability in explaining the ACT
terminology and metaphors to me in a simple, easily understandable way, such as when I
asked through a probing question if she could speak more about the ‘passenger on the bus’,
metaphor. [JJJij noted that she had been practicing ACT for 13 years across a number of
different settings and appeared extremely well-versed in the theory. I found myself feeling
somewhat in awe and very impressed by her career experience including her work at

I really enjoyed conducting this interview with - — I felt confident asking clarifying
questions and she clearly respond to my questions and offered detailed insight about her
personal experiences.
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Appendix B: Ethics Approval Documents
Study 1 (Schema Therapy)

Pd MONASH
@ University

Monash University Human Research Ethics Committee
Approval Certificate

This is to certify that the project below was considered by the Monash University Human Research Ethics Committee. The Committee was satisfied that the proposal
meets the requirements of the National Statement on Ethical Conduct in Human Research and has granted approval.

Project ID: 27250

Project Title: Schema therapists” perspectives and experiences of practice with parents who have a mental illness.
Chief Investigator: Dr Phillip Tchernegovski

Approval Date: 04/06/2021

Expiry Date: 04/06/2026

Terms of approval - failure to comply with the terms below is in breach of your approval and the Australian Code for the Responsible Conduct of
Research.

1. The Chief Investigator is responsible for ensuring that permission letters are obtained, if relevant, before any data collection can occur at the specified
organisation.
2. Approval is only valid whilst you hold a position at Monash University.
3. Ttis responsibility of the Chief Investigator to ensure that all investigators are aware of the terms of approval and to ensure the project is conducted as approved
by MUHREC.
4. You should notify MUHREC immediately of any serious or unexpected adverse effects on participants or unforeseen events affecting the ethical acceptability of
the project.
. The Explanatory Statement must be on Monash letterhead and the Monash University complaints clause must include your project number.
Amendments to approved projects including changes to personnel must not commence without written approval from MUHREC.
. Annual Report - continued approval of this project is dependent on the submission of an Annual Report.
. Final Report - should be provided at the conclusion of the project. MUHREC should be notified if the project is discontinued before the expected completion
date.
. Monitoring - project may be subject to an audit or any other form of monitoring by MUHREC at any time.
10. Retention and storage of data - The Chief Investigator is responsible for the storage and retention of the original data pertaining to the project for a minimum
period of five years.

0 NN W

hed

Kind Regards,

Professor Nip Thomson

Chair, MUHREC

CC: Miss Ciara Hart, Miss Irene Martin, Professor Andrea Reupert

List of approved documents:

Document Type File Name Date Version
Explanatory Statement ~ Explanatory Statement - Ethics 26/04/2021 1
Supporting Social media flyer 21/05/2021 2
Documentation

Supporting Email Template for Professional Schema Therapy Groups - Ethics 21/05/2021 2
Documentation Application

Questionnaires / Surveys Demographics and consent survey - Qualtrics 21/05/2021 2
Supporting Schema Therapists Interview Schedule - Ethics Application 21/05/2021 2
Documentation

Ethics approval for Study 2 (Acceptance and Commitment Therapy) and Study 3
(Narrative Therapy) was applied for as an amendment to Study 1 because the study design

remained the same.

222



Appendix C: Explanatory Statements
Study 1 (Schema Therapy)

% MONASH University

EXPLANATORY STATEMENT
Project title: Schema therapists’ perspectives and experiences of practice with parents who have a mental illness
Project ID: 27250

You are invited to take part in this study. Please read this Explanatory Statement in full before deciding whether or
not to participate in this research. If you would like further information regarding any aspect of this project, you are
encouraged to contact the researchers listed below.

What does the research involve?

This study aims to investigate schema therapists’ views and experiences of practicing schema therapy with parents |
who have a mental illness. Participation will involve an interview about your views and experiences of schema
therapy with parents. This interview will be conducted either over the phone or on Zoom and will take approximately
40-60 minutes. The interview will be recorded with your consent and you will receive a copy of the written transcript.
You will be able to make amendments to the transcript if you wish.

Why were you chosen for this research?
You are invited to participate in this study because you are a certified schema therapist or are undergoing certification.

Consenting to participate in the project and withdrawing from the research

If you agree to participate in this research, please follow the below link to provide your consent and demographic
information in an online survey:

monash.edu/education/schema-parent

You are free to withdraw from the research at any stage until you have approved your interview transcript. Your
approval will be assumed if you do not respond with any amendments within two weeks of being sent the transcript
(unless you ask for more time). Your decision to take part (or not to take part), or to withdraw, will not affect any
existing or future relationship what you may have with Monash University. If you chose to withdraw from the study,
any information that you have supplied will be deleted.

Possible benefits and risks to participants

We cannot guarantee that you will receive any benefits from this research, however, it may encourage professional
reflection on the research topic. An understanding of this topic may inform future training and professional
development opportunities as well as practice resources.

It is not expected that participation in the study will cause you any discomfort. If this does occur please inform the
researcher who will modify, pause or stop the survey or interview. In the rare event that distress continues or is
experienced after the interview, we recommend that you speak to your supervisor or call lifeline on 131 114.

Confidentiality

Any identifying details will be omitted from your interview transcription. You will also be provided with a
transcription of the interview to amend any information that you believe identifies yourself. Any data published or
reported will remain de-identified. Group findings will be reported as part of the student researchers’ theses for the
qualification of a Master / Doctor of Philosophy in Psychology (Educational and Developmental). Findings may also
be submitted for publication or used in conference presentations, but individual participants will not be identifiable in
any such publications.

Storage of data

Storage of data will adhere to the University regulations. Paper documents will be scanned to electronic format and
shredded. All electronic documents will be stored in a password protected Monash University server and will only be
available to the researchers on this form. It will be deleted after 5 years.

Results

If you would like to receive a summary of the results of this study, please let the student researcher (Ciara) know
(Ciara.hart@monash.edu).
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Complaints
Should you have any concerns or complaints about the conduct of the project, you are welcome to contact the
Executive Officer, Monash University Human Research Ethics Committee (MUHREC):

Executive Officer

Monash University Human Research Ethics Committee (MUHREC)

Room 111, Chancellery Building D,

26 Sports Walk, Clayton Campus

Research Office

Monash University VIC 3800

Tel: +61 3 9905 2052 Email: muhrec@monash.edu Fax: +61 3 9905 3831
Thank you,

For further information:
If you would like any further information concerning this project, you can contact any of the researchers listed below.

Prof Andrea Reupert Dr Rochelle Hine
Chief Investigator Co-Investigator
Faculty of Education Faculty of Medicine, Nursing and Health
Sciences
Clayton Campus Clayton Campus
Monash University Monash University
andrea.reupert@monash.edu Rochelle.hinel@monash.edu
Ciara Hart Irene Martin
Student researcher Student researcher
Faculty of Education Faculty of Education
Clayton Campus Clayton Campus
Monash University Monash University
ciara.hart@monash.edu Irene.martin@monash.ed
u
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Study 2 (Acceptance and Commitment Therapy)

& MONASH University

EXPLANATORY STATEMENT

Project title: Acceptance and commitment therapists’ perspectives and experiences of practice with parents who
have a mental illness
Project ID: 27250

You are invited to take part in this study. Please read this Explanatory Statement in full before deciding whether or
not to participate in this research. If you would like further information regarding any aspect of this project, you are
encouraged to contact the researchers listed below.

What does the research involve?

This study aims to investigate acceptance and commitment therapists’ views and experiences of practicing acceptance
and commitment therapy with parents who have a mental illness. Participation will involve an interview about your
views and experiences of acceptance and commitment therapy with parents. This interview will be conducted either
over the phone or on Zoom and will take approximately 40-60 minutes. The interview will be recorded with your
consent and you will receive a copy of the written transcript. You will be able to make amendments to the transcript if
you wish.

Why were you chosen for this research?
You are invited to participate in this study because you are a therapist practicing acceptance and commitment therapy.

Consenting to participate in the project and withdrawing from the research

If you agree to participate in this research, please follow the below link to provide your consent and demographic
information in an online survey:

https://monash.az1.qualtrics.com/jfe/form/SV_08sH81jIkqPQuuG

You are free to withdraw from the research at any stage until you have approved your interview transcript. Your
approval will be assumed if you do not respond with any amendments within two weeks of being sent the transcript
(unless you ask for more time). Your decision to take part (or not to take part), or to withdraw, will not affect any
existing or future relationship what you may have with Monash University. If you chose to withdraw from the study,
any information that you have supplied will be deleted.

Possible benefits and risks to participants

We cannot guarantee that you will receive any benefits from this research, however, it may encourage professional
reflection on the research topic. An understanding of this topic may inform future training and professional
development opportunities as well as practice resources.

It is not expected that participation in the study will cause you any discomfort. If this does occur please inform the
researcher who will modify, pause or stop the survey or interview. In the rare event that distress continues or is
experienced after the interview, we recommend that you speak to your supervisor or call lifeline on 131 114.

Confidentiality

Any identifying details will be omitted from your interview transcription. You will also be provided with a
transcription of the interview to amend any information that you believe identifies yourself. Any data published or
reported will remain de-identified. Group findings will be reported as part of the student researchers’ theses for the
qualification of a Master / Doctor of Philosophy in Psychology (Educational and Developmental). Findings may also
be submitted for publication or used in conference presentations, but individual participants will not be identifiable in
any such publications.

Storage of data

Storage of data will adhere to the University regulations. Paper documents will be scanned to electronic format and
shredded. All electronic documents will be stored in a password protected Monash University server and will only be
available to the researchers on this form. It will be deleted after 5 years.
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Results

If you would like to receive a summary of the results of this study, please let the student researcher (Ciara) know
(Ciara.hart@monash.edu).

Complaints
Should you have any concerns or complaints about the conduct of the project, you are welcome to contact the
Executive Officer, Monash University Human Research Ethics Committee (MUHREC):

Executive Officer

Monash University Human Research Ethics Committee (MUHREC)

Room 111, Chancellery Building D,

26 Sports Walk, Clayton Campus

Research Office

Monash University VIC 3800

Tel: +61 3 9905 2052 Email: muhrec@monash.edu Fax: +61 3 9905 3831
Thank you,

For further information:
If you would like any further information concerning this project, you can contact any of the researchers listed below.

Prof Andrea Reupert Dr Rochelle Hine

Chief Investigator Co-Investigator

Faculty of Education Faculty of Rural and Indigenous Health
Clayton Campus Clayton Campus

Monash University Monash University
andrea.reupert@monash.edu Rochelle.hinel@monash.edu

Ciara Hart

Student researcher
Faculty of Education
Clayton Campus
Monash University
0428 678 456
ciara.hart@monash.edu
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Study 3 (Narrative Therapy)

MONASH University

EXPLANATORY STATEMENT
Project title: Narrative therapists’ perspectives and experiences of practice with parents who have a mental
illness
Project ID: 27250

You are invited to take part in this study. Please read this Explanatory Statement in full before deciding
whether or not to participate in this research. If you would like further information regarding any aspect of
this project, you are encouraged to contact the researchers listed below.

What does the research involve?

This study aims to investigate narrative therapists’ views and experiences of practicing narrative therapy
with parents who have a mental illness. Participation will involve an interview about your views and
experiences of narrative therapy with parents. This interview will be conducted either over the phone or on
Zoom and will take approximately 40-60 minutes. The interview will be recorded with your consent and you
will receive a copy of the written transcript. You will be able to make amendments to the transcript if you
wish.

Why were you chosen for this research?

You are invited to participate in this study because you practice narrative therapy.

Consenting to participate in the project and withdrawing from the research

If you agree to participate in this research, please follow the below link to provide your consent and
demographic information in an online survey:

https://monash.az1.qualtrics.com/jfe/form/SV_8iSSMYIUaDw0xh4

You are free to withdraw from the research at any stage until you have approved your interview transcript.
Your approval will be assumed if you do not respond with any amendments within two weeks of being sent
the transcript (unless you ask for more time). Your decision to take part (or not to take part), or to withdraw,
will not affect any existing or future relationship what you may have with Monash University. If you chose
to withdraw from the study, any information that you have supplied will be deleted.

Possible benefits and risks to participants

We cannot guarantee that you will receive any benefits from this research, however, it may encourage
professional reflection on the research topic. An understanding of this topic may inform future training and
professional development opportunities as well as practice resources.

It is not expected that participation in the study will cause you any discomfort. If this does occur please
inform the researcher who will modify, pause or stop the survey or interview. In the rare event that distress
continues or is experienced after the interview, we recommend that you speak to your supervisor or call
lifeline on 131 114.

Confidentiality

Any identifying details will be omitted from your interview transcription. You will also be provided with a
transcription of the interview to amend any information that you believe identifies yourself. Any data published or
reported will remain de-identified. Group findings will be reported as part of the student researchers’ theses for the
qualification of a Master / Doctor of Philosophy in Psychology (Educational and Developmental). Findings may also
be submitted for publication or used in conference presentations, but individual participants will not be identifiable in
any such publications.
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Storage of data

Storage of data will adhere to the University regulations. Paper documents will be scanned to electronic format
and shredded. All electronic documents will be stored in a password protected Monash University server and
will only be available to the researchers on this form. It will be deleted after 5 years.

Results

If you would like to receive a summary of the results of this study, please let the student researcher know
(Ciara.hart@monash.edu.au).

Complaints
Should you have any concerns or complaints about the conduct of the project, you are welcome to contact the
Executive Officer, Monash University Human Research Ethics Committee (MUHREC):

Executive Officer

Monash University Human Research Ethics Committee (MUHREC)

Room 111, Chancellery Building D,

26 Sports Walk, Clayton Campus

Research Office

Monash University VIC 3800

Tel: +61 3 9905 2052 Email: muhrec@monash.edu Fax: +61 3 9905 3831
Thank you,

For further information:
If you would like any further information concerning this project, you can contact any of the researchers listed below.

Prof Andrea Beupert, Dr Rochelle Hine Ciara Hart

Chief Investigator Co-Investigator Student researcher
Faculty of Education Faculty of Education Faculty of Education
Clayton Campus Clayton Campus Clayton Campus
Monash University Monash University Monash University
andrea.reupert@monash.edu Rochelle.hine@monash.edu ciara.hart@monash.edu
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Appendix D: Interview Schedules

Study 1 (Schema Therapy)

6. What have your experiences been like of using schema therapy with parents with
a mental illness?

Example probes: If anything, what have you found positive about using schema
therapy with parents?

7. Do you think that the schema therapy model is relevant to the experiences of
clients who are parents? Why/Why not?

Example probes: Which aspects of the model, if any, do you think are relevant to
parenting experiences?

8. Do you think schema therapy techniques meet the needs of clients who are
parents? Why/Why not?

Example probes: Which techniques of schema therapy, if any, do you think are suited
to the needs of your clients who are parents? Why are they suited?

9. If at all, how do you think the therapy could be adapted to better suit practice
with parents?

10. What resources, if any, do you think would be helpful for practicing schema
therapy with parents?
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Study 2 (Acceptance and Commitment Therapy)

. What have your experiences been like of using acceptance and commitment
therapy with parents with a mental illness?

Example probes: If anything, what have you found positive about using acceptance
and commitment therapy with parents?

. Do you think that the acceptance and commitment therapy model is relevant to
the experiences of clients who are parents? Why/Why not?

Example probes: Which aspects of the model, if any, do you think are relevant to
parenting experiences?

. Do you think s acceptance and commitment therapy techniques meet the needs
of clients who are parents? Why/Why not?

Example probes: Which techniques of acceptance and commitment therapy, if any, do
you think are suited to the needs of your clients who are parents? Why are they
suited?

. If at all, how do you think the therapy could be adapted to better suit practice
with parents?

. What resources, if any, do you think would be helpful for practicing acceptance
and commitment therapy with parents?
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Study 3 (Narrative Therapy)

. What have your experiences been like of using narrative therapy with parents
with a mental illness?

Example probes: If anything, what have you found positive about using narrative
therapy with parents?

. Do you think that the narrative therapy model is relevant to the experiences of
clients who are parents? Why/Why not?

Example probes: Which aspects of the model, if any, do you think are relevant to
parenting experiences?

. Do you think narrative therapy techniques meet the needs of clients who are
parents? Why/Why not?

Example probes: Which techniques of narrative therapy, if any, do you think are suited
to the needs of your clients who are parents? Why are they suited?

. If at all, how do you think the therapy could be adapted to better suit practice
with parents?

. What resources, if any, do you think would be helpful for practicing narrative
therapy with parents?
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