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Overview

This thesis is submitted in partial fulfilment of the requirements for
registration for the degree of Doctorate in Clinical Psychology (D.Clin.Psy.) at the
school of Psychology, University of Birmingham, UK. This thesis is presented in two
volumes. VVolume | consists of the research component of the thesis and Volume 11
contains the written clinical component or work undertaken during training. .

Volume I is comprised of two papers; the literature review and a research paper.
The literature review presents a narrative account, exploring the literature related to
understanding the experience of ethnic minority therapists. The research paper
follows on from this review and is therefore a qualitative exploration of the
experience of identity in Black British psychologists.

Volume II contains five Clinical Practice Reports (CPR’s) that were completed
during the course of training. They are a representation of the clinical work carried
out whilst on placement within Child and Adolescent Mental Health, Older Adult,
Learning Disability and Adult Mental Health specialities. CPR1 presents both
psychodynamic and systemic formulations of a young boy and his family referred to
the service for help to cope with the behavioural and associated learning difficulties
associated with his diagnosis of Autistic Spectrum Disorder. CPR2 reports a small-
scale, service related, research report. It was designed to explore attitudes, beliefs and
experiences of the practitioners tasked with delivering a parenting programme, in
order to examine the implementation and dissemination of the group. CPR 3 details
the use of the Model of Consequences of Need-Driven, Dementia-Compromised
Behaviour, which guided the assessment of an older adult and her care environment.

A single-case experimental design was used in to evaluate a psycho-social



intervention. CPR4 is a case study which outlines an adapted approach to cognitive-
behavioural treatment for a 12-year old Autistic boy experiencing generalised anxiety.
CPR5 presents a narrative cognitive-behavioural approach to working with the impact
of psychosis. It details the assessment, formulation and intervention conducted with a
63-year old man with a diagnosis of Schizophrenia. As CPR5 was presented orally,

the abstract and slides are presented here for reference.



VOLUME II

Contents

Clinical Practice Report 1: Psychological Models
Systemic and Psychodynamic formulations of 8-year old Sukwinder
and his family.
Abstract
Case History
Referral
Assessment
Presenting problem and background information
Family Background
Birth and Development
A Systemic Formulation
A Psychodynamic Formulation
Reflections

References

List of Figures

Figure 1: Genogram lllustrating the S. Family

Figure 2: Ecomap of S. Family

Figure 3: Multiple levels of context: A systemic formulation

Figure 4: A psychodynamic formulation of Mrs S’s experience

Page

14

15
16
16
16
20
21
22
25
31
36

38

24
27
28

32



Clinical Practice Report 2: Service Evaluation
Keeping the Faith: A qualitative exploration of the experience of practitioners in
the delivery of the Triple P programme in the North and East of Birmingham.
Abstract
Introduction
Method
Participants
Procedure
Analysis
Results
Theme 1: Engaging Families
Theme 2: Engaging Practitioners
Theme 3: Hope — Aspirations for Triple P.
Discussion
Recommendations

References

List of Tables
Table 1: An extract from the data with applied initial codes
List of Figures

Figure 1: Model of conceptual factors

40

42

43

46

46

46

48

50

50

53

56

59

63

66

47

49



Clinical Practice Report 3: Single-Case Experimental Design
Growing Old with Grace: A psychosocial approach to challenging behaviour.
Abstract
Introduction
Referral
Assessment
Formulation
Design and Intervention
Outcomes
Visual analysis
Statistical analysis
Discussion and Reflections
Methodological reflections and limitations
Ethical reflections
Clinical practice and organisational change.
References
List of Tables
Table 1: Pre & Post intervention raw scores on the Challenging Behaviour Scale
List of Figures
Figure 1: An adapted model of the consequences of need-driven dementia
-compromised behaviour theory.
Figure 2: Chart showing scores on Challenging Behaviour scale.
Figure 3: Frequency of shouting behaviour across baseline
Figure 4: Frequency of shouting behaviour across intervention

Figure 5: Frequency of shouting behaviour across baseline and intervention

69

70

71

71

71

77

81

84

82

85

89

89

90

90

92

80

84

86

86

87



Clinical Practice Report 4: Case Study 97
Worried William: A case report of a cognitive-behavioural treatment intervention

for a 12-year old autistic boy and his family.

Abstract 98
Referral 99
Assessment 99
Formulation 104
Intervention 111
Outcomes and Evaluation 114
Reflections 117
Personal and Professional Development 117
Implications of case for theory and practice 117
Systemic Influences 118
References 119

List of Tables

Table 1: Reliable change index scores for pre and post results on SCAS 116
List of Figures:

Figure 1: Formulation of Williams difficulties 106
Figure 2: Developmental model of childhood anxiety 110

Figure 3: Pre and Post measures on the Spence Children’s Anxiety Scale 115



Clinical Practice Report 5: Oral Presentation of a Case Study 124
“I Know Why the Caged Bird Sings...”: A case study on the use of a narrative CBT
approach to working with the impact of psychosis.

Abstract 125

References 126

Appendices for Clinical Practice Reports

Appendices — CPR1 129

Appendix 1  Score Summary sheet 129

Appendices — CPR2

Appendix 2 Information Sheet 132
Appendix 3  Consent Form. 134
Appendix 4 Focus Group Questions/topic guides 136
Appendix 5 Focus Group Code Frequency Table 138
Appendix 6 Tables 1, 2 and 3 of Themes, subthemes and 140

example data extracts.

Appendices — CPR3

Appendix 7 Challenging Behaviour Scale 145

Appendices — CPR5

Appendix 8  Presentation Handouts 148



VOLUME I Content Page

Literature Review 12
Abstract 13
Introduction 14
Historical context — Black people in psychology 14
Recruitment of the Black Psychologist/therapist 17
Cultural Competence and the clinician 19
Method 20
Inclusion criteria 21
Search strategy 21
Quality considerations for critique 22
Results 24
Early writings 27

Theoretical frameworks of racial identity within therapeutic racial dyads 29

The minority therapist in training 33
Experiences and responsibilities of the therapist of colour 35
Empirical research 38
Discussion 44
Summary of findings and methodological considerations 44
Geographical considerations 46
Implications for future research 48
References 50

List of Tables

Table 1: Summary of content of papers 24



Empirical Paper
Abstract
Introduction
Cultural competence
Overview of research literature
Method
Categories and terms
Selection and Participants
Data collection
Data analysis
Validity
Reflexive considerations
Results
Theme 1: More than skin deep
Theme 2: On being “the Anomaly”
Theme 3: The need to feel recognised/valued/supported/accepted
Theme 4: The context for (un)acceptance
Theme 5: The harder they come
Discussion
Main Findings
Limitations
Implications

References

S7

58

59

60

60

63

63

64

65

66

68

68

70

71

76

81

87

91

95

95

100

102

106



List of Tables

Table 1: Participant demographic information

Table 2: Stages of IPA analytic process

Table 3: Themes from analysis

Public Domain Briefing Paper

Appendices

Appendices — Literature Review

Appendix 1 — Summary grid of papers and critique

Appendices Empirical Paper

Appendix 2
Appendix 3
Appendix 4
Appendix 5
Appendix 6
Appendix 7

Appendix 8

Local Research Ethic Committee Letter
Participant Information Sheet

Consent Form

Interview Guide

Examples of coding

Additional Verbatim Material

Instructions for Authors

66

67

71

115

117

118

125

126

131

133

135

137

142

152



14

CLINICAL PRACTICE REPORT (CPR1)

Psychological Models

Systemic and Psychodynamic formulations
of 8-year old Sukwinder and his family.

* All names and identifying features have been changed to maintain confidentiality
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ABSTRACT
The report considers the case of Sukwinder, age 8. Sukwinder has a diagnosis of
Autistic Spectrum Disorder and associated learning and behavioural difficulties and

attends a specialist educational placement.

Sukwinder’s family were referred to Child Psychology for help in managing his
behaviour. In addition to this, Mrs S’s added that she required help to manage his
“restricted” diet, his sensitivity to loud noises, demanding behaviour and the
competitive, conflictual relationship that exists between Satwinder and Sukwinder.
However the assessment presented Sukwinder’s difficulties from a different
perspective and reflected Mrs S’s difficulties in accepting her son’s diagnosis in the

context of her cultural and personal expectations.

Formulations from a systemic and psychodynamic perspective are outlined.
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CASE HISTORY

Referral

Sukwinder, age 8, was referred to Child Psychology by a Consultant
Community Paediatrician. Sukwinder has a diagnosis of Autistic Spectrum Disorder
and associated learning and behavioural difficulties and attends a specialist
educational placement. The family have previously been seen by another Child and
Family team who worked with them since his diagnosis at three years old. His mother
(Mrs S) has also previously completed the ‘NAS Early Bird Plus’ programme, a
psycho-educational group aimed at increasing awareness and confidence in parents
with autistic children. The referral was made requesting additional help for the family
in managing his behaviour. Mrs S added that her main reasons for seeking help were
to manage his “restricted” diet, sensitivity to loud noises, demanding behaviour and
the conflictual relationship between Sukwinder and his twin, Satwinder.

Assessment

A range of methods were used to assess the needs of the S family. The
assessment took place over three sessions and consisted of two interviews a home
observation and a battery of questionnaires from the Triple P — Positive Parenting
Programme.

Interviews. Clinical interviews were used in order to gather descriptive
information from differing perspectives. They also provided an opportunity to observe
patterns of communication between family members.

The initial assessment interview was attended by Sukwinder, Mrs S, his twin
sister Satwinder and his 16-year old sister, Jagvir. During this assessment, Sukwinder
busied himself drawing and playing with the building blocks in the room. He did not

engage with the psychologist and initiated contact with his family members only
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when he needed their help, for example to draw something specific. Satwinder
appeared acutely aware that the focus of the session was on Sukwinder’s difficulties
and she was keen to give her account of her experience of living with him., stating
that “got away with things”. She also appeared keen to engage the psychologist
attention and thus early on in the session she drew a picture of the psychologist and
presented it to her.

Throughout the assessment it was clear that in an attempt to avoid tantrums,
Sukwinder’s demands were met immediately. However this often had an adverse
effect on Satwinder, whose wishes were ignored or compromised in order to placate
Sukwinder. This resulted in both children becoming tearful. Mrs S was notably
anxious at this point and it was her 16-year old daughter, Jagvir who intervened. She
became the mother-like figure in the room, negotiating between the twins and
eventually resorting to taking both children outside of the room to console them.
Both Mrs S and Jagvir later reflected that Jagvir often took this role as a parental
figure. Mrs S added that she felt Jagvir often did so more effectively that she did.

The second was attended by Mrs S alone to follow up on issues raised in the
initial session that she may not have been comfortable raising in the company of her
children. It also allowed her the space to speak freely without having to keep a
watchful eye on her children. She was visibly less agitated in this session.

Questionnaires. Questionnaires were used alongside this method in order to
access further information on Sukwinder’s strengths and difficulties, the family’s
parenting style, and the impact of the problem on the family as a whole. As
Sukwinder’s autism was diagnosed at three years, no diagnostic assessment was
deemed necessary. The questionnaires were therefore used as a means of identifying

key difficulties and to follow up on the relational themes raised during the initial
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interviews. As mentioned above these questionnaires form part of the pre-group
assessment for the Triple-P programme. Questionnaires included the Strengths and
Difficulties Questionnaire (Goodman, 2000), the Relationship Quality Index (Norton,
1983), the Parent Problem Checklist (Sanders & Dadds, 1993), the Parenting Scale
(Arnold, O’Leary, Wolff & Acker, 1993), the Depression Anxiety Stress Scales (2"
Edition) (Lovibond & Lovibond, 1995) and the Being a Parent Scale (Johnston &
Mash, 1989). Mrs S was also required to complete a Parent Daily Report Checklist
(Chamberlain & Reid, 1987). The full breakdown of scores is included in the
appendix. Due to the sheer number of questionnaires and to aid therapeutic rapport,
Mrs S was not required to complete these during the session.

As expected, the scores on the Strengths and Difficulties questionnaires were in
the abnormal range, with Sukwinder scoring particularly highly on the Hyperactivity
factor. Scores on the Parenting Scale were not within the clinic group mean, however
it is worth noting that her score on the ‘laxness’ factor was above the clinical group
mean. Also, a number of her answers were inconsistent with that reported during
interview and that which was observed. On this particular questionnaire Mrs S may
have felt her parenting was under scrutiny and may have felt unwilling to give an
impression she feared would be viewed unfavourably.

On the Being a Parent Scale, Mrs S’s total score was within the mean for
mothers in the community. However it is worth noting that her score on the
‘satisfaction’ scale was below the mean, highlighting her frustrations with her
inability to “do a good job™.

In addition scores on the Relationship Quality Index and the Parent Problem
Checklist were both within the clinical range, highlighting relational difficulties and

differences in managing Sukwinder’s behaviour.
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Her scores on the Depression Anxiety Stress scales were all within the normal
range. However the level of distress reported on the questionnaire is again
inconsistent with the level of distress reported during interview. She is currently on
medication to manage her high blood pressure and reports that she has approached her
doctor on several occasions stating that she feels she is depressed. The euro-centricity
of these measures is noted and the fact that psychological distress if often reported
and expressed differently in different cultures is acknowledged. This is a factor that
these questionnaires may be unable to account for.

Observation. As such questionnaires ask questions about parenting style, it is
acknowledged that parents, particularly early on in the therapeutic relationship, may
wish to give desirable answers in order to prove themselves to be “good parents”.
Direct observation of the child in the home environment was therefore used alongside
the questionnaires and clinical interviews. The observation took place during the
school holidays to allow for an observation of a ‘typical’ home routine and included
observation of a meal time routine which had been reported at interview to be
problem area.

The observation also allowed for relationships to be observed as they naturally
occurred, outside of the environmental influence of the clinic. However it is
acknowledged that having a stranger in the family home, observing another family
member, naturally creates a false environment. Nevertheless, the observation was
particularly useful in Sukwinder’s case as he was more communicative and engaged
than he had been during the initial interview. It was noted that he is capable of feeding
himself, showing and receiving affection, and carrying out tasks such as hanging the
clothes on the washing-line. Tantrums and sibling rivalry and the way in which Mrs S

managed these behaviours were also observed. As well as observing Sukwinder, this
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assessment allowed for observation of patterns of relating to family members who had

not attended the initial interview.

PRESENTING PROBLEM AND BACKGROUND INFORMATION

Mrs S initially described Sukwinder’s difficulties in the context of a family
holiday that was being planned to India. She was primarily concerned with
Sukwinder’s limited diet, which she felt would be a particular problem in India. She
was also reluctant for extended family members to notice these difficulties and
therefore wanted to avoid where ever possible having “special” food put aside for
him. However, given his diagnosis, Sukwinder eats a surprisingly large variety of
food of different textures and flavours.

Mrs S also further explained Sukwinder’s difficulties with loud noises in the
context of familial obligations to attend family gatherings and special occasions. She
explained that Sukwinder was unable to tolerate the loud music and fireworks that
were often present at these parties. Someone was therefore always required to miss
the gatherings altogether or sit in the car with him.

Mrs S also spoke of her difficulties in managing Sukwinder’s tantrums and
demanding behaviour. She noted that certain behaviours were exhibited with her
only, such as his refusal to feed himself or follow instructions. She added that she
was often too anxious to take him out for leisure activities as she has on numerous
occasions been forced to leave, embarrassed by his behaviour. However Mrs S admits
that his misbehaviour is behaviour is often met with an immediate response to his
demands in order to placate him.

It became clear that Mrs S had chosen not to share Sukwinder’s diagnosis or

difficulties with the extended family or community. As a consequence, she worked
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hard to conceal his difficulties, for example, taking him to a different temple. Mrs S
stated that she had done so to protect Sukwinder as she felt that very few people
would understand his diagnosis. She also felt the need to protect his future and spoke
of the impact his diagnosis might have on his ability to marry and continue the family
name.

An additional presenting problem, inextricably linked to that above is managing
Satwinder’s behaviour and meeting her demands to be treated equally. Satwinder
made reference to the reward charts that had been set up by Mrs S and stated that
Sukwinder had more stars that she did despite his bad behaviour. She also expressed
that Sukwinder was rewarded for minor things and the good things she did appeared
to go unnoticed. Mrs S admitted that she often felt overwhelmed by Sukwinder’s

special needs to the point where Satwinder’s needs for attention could not be met.

Family Background Information

The family structure is summarised in the genogram in figure 1. The S family
are of Indian origin and are practicing Sikhs. Mr S is self-employed and Mrs S is a
house-wife, although she works voluntarily at Sukwinder’s school for a few hours a
week.

Mrs and Mrs S married in 1983. Mrs S was 17-years old at the time and living
in England with her family. The marriage was arranged by her parents to Mr S who
was, at that time, living in India with his family.

Sukwinder lives with his mother (Mrs S), Father (Mr S), his twin sister,
Satwinder, and three older sisters, Narinder (23), Harwinder (20) and Jagvir (16). The

paternal grandparents also live in the family home.
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His maternal grandparents also live in the Midlands. Mrs S takes the main
responsibility of caring for her parents. Mrs S has a distant relationship with all her
siblings. She has very little contact with her brothers and states that the values shared
by her sisters, which differ from her own, have distanced them. She speaks of being
the remaining “good Indian daughter” and of being the only one who has followed the
cultural and religious traditions. Notably her sisters have all changed their first
names, via deed poll, to Western names and have partners of White British origin.
Mrs S speaks of this with some contempt, adding that her sisters were always allowed
to “get away with things she could never do”. She added that one of her sisters ran
away from home with a Chinese boyfriend and spoke of her fury that her sister had
been accepted back home without question.

Mr S did not attend assessment sessions. However Mrs S describes him as
taking a very traditional male role in the household. He is described as a strong
disciplinarian but the childcare and responsibilities of the household remain that of

Mrs S.

Birth and Development.

Mrs G described the historical context surrounding Sukwinder’s birth. She
spoke of the disappointment of her mother-in-law when she gave birth to her first
daughter and that she had become determined to have a son to continue the family
name. Following the birth of her second daughter, Mrs S was instructed to travel to
India to seek spiritual advice and it was there she was informed, by a member of her
husbands’ family, that she had been cursed at her wedding to have only female
children. She stayed in India to pray for several months and returned pregnant with

her third child. She described the rage of her mother-in-law who tore up pictures of
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their Guru’s and Gods at the birth of her third daughter, Jagvir. Mrs S recalls feeling
that she was in some way to blame.

She had decided at this point that she would not have anymore children, but
states that increasing pressure from her mother-in-law led her to try once more for a
boy. She spoke of her sense of relief when told that one of the twins she was carrying
was a boy. However this was quickly tempered by a difficult pregnancy. She was
taken into hospital due to an increase on her blood pressure and induced early. Her
mother-in-laws recollection of a superstition of bad luck for a male child born after
three girls added to her woes. Sukwinder was indeed born just before Satwinder,
however Mrs S states that she has kept this secret, even from the children themselves.
Sukwinder’s subsequent diagnosis of ASD further compounded Mrs S’s feelings

around having a son and his diagnosis also remains a secret from the extended family.
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Figure 1: Genogram illustrating the S family.
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A SYSTEMIC FORMULATION

Introduction.

During the assessment process, Mrs S presented Sukwinder and his difficulties in the
context of his significant relationships, thereby offering an interpersonal perspective of his
difficulties. Relationships are said to be shaped by beliefs and rules defined by the wider
culture and modified through personal experience, such as exposure to White British culture
(Maitra & Miller, 1996). Dallos and Draper (2000) add that the ideologies and discourses
within society and culture have a massive impact on the way in which a family views itself
and judges how families “should be”. This was a prominent theme throughout the
assessment, where for example Mrs S spoke of impact of Sukwinder’s diagnosis on their
ability to perform cultural duties as well as the impact of her son’s birth order and his
subsequent diagnosis. The Eco-map (Figure 2) further illustrates the influences of the wider
context of the S family.

The Multiple Levels of Context framework (Burnham, 1986), adapted from Cronen and
Pearce’s (1985) Co-ordinated Management of Meaning (CMM) approach, provides a
framework with which to explore the Sukwinder’s diagnosis and difficulties within the
context of culture and family script of the S family (Vetere & Dallos 2003).

CMM is a social constructionist theory of communication which is based on the notion
that society provides a context onto which we create stories influenced by our experience of
family, gender and culture. These stories are said to influence our actions (Oliver, 1992).
CMM and the Multiple Levels of Context further suggests that by using the idea of levels of
context we can explore the influence each story might have on the other, for example the
story of Sukwinder’s autism being seen in the context of the story of the meaning given to
gender and this has on Mrs S (Burnham, 1986). Every level of context therefore impacts on

the level below but it is also acknowledged that lower levels can also have implications for
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higher contextual levels (Burnham, 1986). The framework therefore allows for an exploration
of the family’s belief systems.

It is also acknowledged that “problems” often arise when demands are place on the
family to change and adjust, for example, births and deaths. Within systemic theory these are
referred to as transitions (Burham 1986). The implications of such a transition, namely the
wedding of the eldest daughter, are also hypothesised.

The formulation also addresses the issue of family homeostasis (Jackson, 1957 cited in
Dallos & Draper, 2000). It acknowledges that although the family presented to the service
requesting change, in some way Sukwinder’s difficulties have been incorporated into the
dynamics of the family, the way in which they relate to each other and the roles each of them
have within it. Thus the family may actually act in ways that maintain his difficulties rather

than help to change them.
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Men/boys are important members of the family
It is important for the whole family to attend community/family functions
Negotiation of bi-cultural identity

CULTURE/SOCIETY
Importance of cultural and religious heritage
Traditional parental roles

FAMILY SCRIPT
Girls leave home and marry into the family of their husbands.
As a woman the family’s needs come before your own.
Women are expected to have sons to continue the family name.
Superstitions and curses

PERSONAL SCRIPT
It is important to be a “good Indian” daughter — look after your in-

laws
Indian” children.

Good Indian children are children who do as they are instructed and expected
to do

It is important to be a good Indian wife and mother — provide a son
“Good Indian” mothers are judged on the basis of their “good

RELATIONSHIPS
Poor communication between Mr and Mrs S
No parental support or support from in-laws for Mrs S
No support from siblings for Mrs S
Mrs S jealous and resentful of sisters’ rebellion
Sukwinder’s older sister, Jagvir viewed as mother figure

Jealous conflict between Sukwinder and his twin Satwinder §

Mrs S’s poor social network.

EVENTS/EPISODES
Mrs S’s marriage at 17.
“Rebellion” and neglect of cultural traditions of Mrs S’s sisters
Birth of her first three daughters
Birth order of Sukwinder and Satwinder
Sukwinder’s diagnosis of ASD
Oldest daughters wedding later this year

BEHAVIOURS
Sukwinder’s diagnosis kept secret
Sukwinder is taken to a different temple
Mrs S expresses a wish to have a “normal” boy.
Seeks psychology services to “normalise him”
People respond quickly to Sukwinder’s demands to “keep him
quiet”.
Incidentally reward misbehaviour behaviour

Figure 3:_Multiple Levels of Context — A systemic formulation of Sukwinder’s difficulties in
the context of Mrs S’s experience.
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Formulation.

This formulation frames Sukwinder’s difficulties firmly within the context of S family
script which is largely influenced by Mrs S’s family and personal script. Mrs S grew up in a
family where she had consistently been viewed as the “good daughter” choosing to obey her
parents’ wishes for her to marry a man of their choice and not to rebel against cultural
traditions as did her sisters. When she married, it is hypothesised that she began to create a
new family script of the “good wife and daughter-in-law”, within the traditions and
superstitious culture of family she married into. Her new script meant that to fulfil these
roles she would have to produce a son in order to continue the family name. Although she
eventually did so, Sukwinder’s diagnosis is viewed with a degree of shame and
disappointment as it believed that it will prevent him from marrying and thus the family line
will not be continued. He