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Foreword

Central to how family therapists and other professionals practice when
working with families, is the art of conversation. However, typically the
problems experienced by families and practitioners’ responses to them are
accounted for in practitioners” terms associated with their preferred theo-
ries and models of practice. Conversations within families, like those
between family members and therapists, in other words, tend to exem-
plify the beliefs and modes of intervention adopted by therapist-authors.
When research evidence is used to support these beliefs and modes of
interventions, it focuses on outcomes (e.g., client satisfaction, symptom
checklists) but not on what actually occurs in the conversational work
with families in their everyday institutional settings.

Michelle O’Reilly and Nikki Kiyimba draw on their considerable
research of mental health communications, to focus on the conversa-
tional work in mental health practice with families. Family life and men-
tal health interactions, like family therapy, mental health assessments,
and family social work are sites where different social realities are con-
structed through talking. Using detailed analyses of actual therapy and
other mental health setting interactions, O’Reilly and Kiyimba zoom in
to provide valuable ways of making sense of how family members and
practitioners talk across wide-ranging aspects of family mental health
practice and therapy. They do this by bringing readers inside relevant
junctures in the conversations of therapy, to show how the challenging
practice of work with families is accomplished, turn by conversational
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Vi Foreword

turn. After reviewing how conversational interactions construct family
life in normal and problematic ways, they turn to topics such as practitio-
ners forming and maintaining good relations with families and family
members, engaging children’s participation and competence in institu-
tional interactions, managing sensitive topics with children present,
avoiding shame and blame, talking about risks within families, and using
video recordings of practice as learning and supervision resources for
family practitioners. Transcripts used in elaborating these topics show not
only what was said in these interactions but bring out important dimen-
sions of how talk was performed and received in the immediacies of ther-
apy’s conversational turn-taking. Literally, readers are shown how
therapeutic developments are co-constructed through how family mem-
bers and practitioners use their words and ways of talking together.

O’Reilly and Kiyimba have crystallised years of painstaking micro-
analysis of how mental health professionals and service users talk with
each other to zero in on daunting but key aspects of successful practices
like family therapy and mental health assessments. They draw from strik-
ing examples of actual talk to show how the conversational work with
families gets done in ways that can newly sensitise as well as enhance
skilled professional interactions. This is a clearly written and highly prac-
tical book that will be welcomed by students of therapy and other related
mental health disciplines, as well as skilled practitioners.

University of Calgary Tom Strong
Calgary, AB, Canada

Tom Strong is a professor and counsellor-educator who recently retired from
the University of Calgary. He writes on the collaborative, critical, and practical
potentials of discursive approaches to psychotherapy—most recently on concept
critique and development (particularly with respect to therapy and research),
and critical mental health. Among Tom’s books are Medicalizing Counselling:
Issues and Tensions; Patterns in Interpersonal Interactions (co-edited with Karl
Tomm, Sally St. George, and Dan Wulfl); and Social Constructionism: Sources
and Stirrings in Theory and Practice (co-authored with Andy Lock), and he is co-
editing (with Olga Smoliak, Eleftheria Tseliou, Saliha Bava, and Peter Muntigl)
the Routledge International Handbook of Postmodern Therapies. For Tom’s website
and contact details, please see: https://wpsites.ucalgary.ca/tom-strong/.
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2
1

Systems Within Systems: Families
in Society

Learning Objectives

* Recognise the importance of language in understanding mental health

* Appraise the value of social constructionism

¢ Identify the characteristics of family systems theory and ecological
systems theory

e Appreciate the usefulness of discursive approaches to analysis of family
communication

Introduction

This chapter provides the foundation for the rest of the book by introduc-
ing the key theoretical and conceptual frameworks within which specific
notions are presented and positioned. We also introduce the datasets that
are drawn upon for the analysis in later chapters and give a brief explana-
tion about the discursive analytic approaches that have been used to
examine family communication within these settings. For transparency
and reflexivity, we detail our own personal and professional positionality
in relation to our interests and experiences of working in the field of fam-
ily communication and mental health.

© The Author(s), under exclusive license to Springer Nature Switzerland AG 2023 3
M. O’Reilly, N. Kiyimba, Communicating With Families, Palgrave Texts in Counselling
and Psychotherapy, https://doi.org/10.1007/978-3-031-30418-7_1
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Language and Communication

There are different theories and ideas about language, and our intention
here is to simply provide a basic introduction to the role of language as is
important for working with families. Likewise, the literature and area of
communication is a complex one and is multidisciplinary in contribu-
tions to knowledge, and we do not have space for that level of complexity.
Our discussion here is intended only as an introduction to these broad
concepts to lay a foundation for our book and the more practical focus it
retains throughout the chapters.

We acknowledge that the arena of communication is a vast one, and
communication is by no means restricted only to the words that pass
between people. Within families, and within health services, the range of
symbols, artefacts, and images that are part of how people communicate
is sophisticated and nuanced. These symbolic representations are embed-
ded in the ways that people communicate and the meanings that they
apply and attribute, the shared understandings of symbols, rituals, and
images, and the subtle ways in which representations are utilised with
successive generations and across different cultures is a fascinating topic
in its own right.

One area that many trainee practitioners will have been introduced to
are the ways in which body language can affect the way that a message is
received. For example, a practitioner may communicate with words that
they are interested and attentive to a client’s narrative, but contradict that
message by inattentive body language, such as folded arms, reading notes,
looking at the clock, gazing out of the window, looking at a computer
screen or even texting whilst a client is speaking. All these actions are
sending messages to the client; they are forms of communication. Clients
themselves, in turn, may also communicate a clear message, not necessar-
ily with words, but again, by their actions; they may come late, or miss
sessions, or disengage completely. Less dramatically, teens and younger
family members, in particular, may position themselves on the periphery
of the conversation, may play with their phone, or fiddle with something
in the room, they may have closed body language, and/or wear clothing
that ‘hides’” them such as hats or hoodies covering their eyeline.
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Clothing itself is a vast area of symbolic communication. Less often
talked about in training programmes, the clothing that we choose as
practitioners is another powerful form of communication. Most people
will be conscious that in a workplace setting, wearing formal or semi-
formal clothing is appropriate, or a uniform for those uniformed profes-
sions. However, the general public are well trained through our media
saturated global economy to be attentive to the cues or meanings that
certain clothing and jewellery may communicate. A large watch or dia-
mond ring, for example, definitely communicates wealth and status, as
do certain recognisable brands and styles of designer clothing. For practi-
tioners working with families who may be part of a different socio-
economic group, it is worth asking ourselves the question, what are our
clothes and accessories communicating? For the most part, building rap-
port with clients is aided by a sense of similarity, and points of connec-
tion may be deliberately sought as part of that therapeutic
relationship-building stage. One way to potentially minimise a power
differential between practitioners and family members is to be mindful of
the kinds of messages that our clothing may communicate to those that
we are working with.

We can marvel at the vastness of the ways our clothing, our behaviour,
and the spaces in which we work can communicate messages to our cli-
ents before we even open our mouths. This is all important contextual
information when working with families and practitioners need to be
mindful of this aspect of communication. In this book, however, we
restrict ourselves primarily to the area of language and semiotics, with
which we are most familiar, and with which we have chosen to specialise,
but nonetheless recognise the importance of all forms of communication
and allude to that where appropriate. Within the world of discourse,
there is a richness that becomes more and more fascinating and inspiring
the more closely it is examined. It may not be as fascinating to others as
it is to us, but we hope that to some extent at least you catch our passion
for how the use of language in communication can do so many interac-
tional activities. To that end, we use many extracts of transcripts taken
from real-life interactions between mental health professionals and fami-
lies to illustrate the discussion topics throughout this book.
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One perspective on language is that it describes and mirrors reality and
experiences. For example, in family situations, language may be used to
describe thoughts, feelings, relations, activities, and behaviours. This per-
spective on language is that it is treated as a tool to communicate with
others the reality of the world. Another perspective on language is that
people use their words carefully and the way they describe and explain
things are motivated by a desire to achieve a particular outcome.
Whichever perspective we take, it is clear that language is performative,
in that people engage in social actions such as complaining, complement-
ing, disagreeing, inviting, assessing, and so forth. In family situations,
language is used in all these ways between family members. As such, dif-
ferent perspectives on the same topic emerge as different people present
their own versions. Therefore, instead of a singular reality, multiple per-
spectives can exist within the same space.

The position that we take in this book echoes this appreciation of the
multiple facets and multiple perspectives that people engage with their
reality from, and therefore hold what is referred to as a social construc-
tionist epistemology.

Social Constructionism

Social constructionism is a perspective that advocates that human experi-
ence is not predetermined but is co-created between people as they use
language, and meaning is historically, culturally, and socially mediated and
agreed/or disagreed (O'Reilly & Kiyimba, 2015).

Epistemology

Epistemology refers to the theory of knowledge (Harding, 1987,) as well as
the means of knowledge production (Soini & Kronqvist, 2011).

Epistemology relates to the ways in which knowledge becomes accepted
as factual and publicly credible (Soini & Krongvist, 2011). A social con-
structionist perspective on how knowledge is generated and perpetuated
hinges on the way that people use language in their everyday interactions.
For example, if a discourse of disharmony is dominant within a family,
that form of language labels the types of interactions that family
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members have as typically fractured and in conflict. From a narrative
therapy point of view, one of the tasks of the therapist would be to con-
sider alternative narratives that would use different language to label and
describe family dynamics. In this way, language can be used to create or
recreate the kinds of reality that people experience.

Within society, social constructionism operates at different levels, and
it is helpful for us to acknowledge both macro and micro social construc-
tionism as they inform and influence each other. From a macro perspec-
tive, social constructionism relates to the power of language (Burr, 2003),
to shape social structures (Gubrium & Holstein, 2008) and institutional
practices (Burr, 2003). These social and institutional practices are embed-
ded in cultural and historical narratives (Chen et al., 2011). From a micro
perspective, social constructionism relates to the detail of everyday local-
ised situated interactions (Gubrium & Holstein, 2008). In other words,
how people in their daily conversations can reproduce macro societal dis-
courses and iteratively perpetuate those dominant views. One of those
discursive practices is the enactment of perspectives that stigmatise cer-
tain groups of people.

Stigma

Erving Goffman (1963) defined stigma as stereotyping the characteristics
of certain groups of people in such a way that positions them as inferior.
The consequences of being devalued through stigmatisation, according to
Goffman, may result in rejection and isolation. Stigmatising attitudes and
behaviours are influenced by the political, historical, and economic con-
text (Corrigan & Miller, 2004). For those with mental health conditions
who experience stigma and discrimination, this can significantly impact
their quality of life and recovery pathway (Sartorius, 1998). Research has
shown that stigma can increase symptoms associated with their condition
(Hill & Startup, 2013) and can impact education or employment oppor-
tunities (Thornicroft et al., 2009) and may in some cases increase the risk
of suicide (Thornicroft, 2011). There is growing evidence that sustained
social discrimination is a factor in the shortening of telomeres which
decrease life expectancy (Chae et al., 2014; Coimbra et al., 2020).
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Telomere

Telomeres are protective caps at the end of DNA sequences. Chronic stress
has been shown to speed up telomere shortening, which has been linked to
acceleration of aging and aging-related diseases.

(Source: Chae et al., 2020)

Labelling

With the advent of the diagnostic manuals DSM and ICD came a struc-
tured way for medical professionals to categorise symptom clusters and
assign a label to consistently identify appropriate treatment pathways to
support families and individuals. Despite the honourable intentions and
the utility of having standardised ways of diagnosing and treating mental
health conditions, societal influences have reframed some diagnoses in a
pejorative way. Thus, for those individuals who have been allocated a
certain diagnostic label, they may experience social rejection due to the
stigmatisation of mental ill health.

As a result, the sociologist Thomas Scheft (1966) developed his label-
ling theory, which provided an account for the ways in which social atti-
tudes and reactions can influence accepted social norms. Scheff
emphasised that stigma is a social construct with powerful social responses
when people are labelled with certain conditions (Wallace, 2010). From
this perspective, people within certain social contexts adopt the norma-
tive stereotyped ideas about mental health which are perpetuated through
negative and discriminatory language (Weinstein, 1983). Notably, people
are so influenced by social norms, they may also internalise the negative
language themselves (e.g., O’Reilly et al., 2009; Rose et al., 2007). One
of the things that practitioners working with families who experience
stigma may be able to do is to challenge some of those internalised nega-
tive beliefs about mental health labels. By supporting family members to
reject the pejorative social discourses and to embrace the benefits of hav-
ing been assigned a diagnostic label, there is hope for those individuals to
regain some control over how they present and experience themselves in
social contexts.
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One way to help families take control of how they are represented is to
challenge the dominant individualistic notions of stigma and labelling.
Instead of assigning potentially stigmatising labels to passive recipients,
we are now better at recognising the social framework and political cul-
tural context in which normality and deviance are positioned (Farrugia,
2009). Thus, although the early work of Goffman (1963) on stigma and
of Scheft (1966) on labelling were particularly influential and, in some
ways, advanced our thinking, we now have a wider understanding of the
wider social and political influences on the social construction of

pathology.

Pathology

Social constructionism is a way of understanding the social and psycho-
logical as established through social interpersonal processes (Georgaca,
2014). In relation to mental health, this has significant implications for
how normality and pathology are positioned and understood (O’Reilly
& Lester, 2017). From this viewpoint, therefore, there is a clear distinc-
tion between the biology of the disease and the social meaning of the
condition or ‘illness” (Eisenberg, 1977). This taps into arguments about
universality where researchers and practitioners seek to understand
whether mental health difhiculties are experienced in the same way across
cultures or different groups of people. The distinction in social construc-
tion between disease symptoms and their meaning is a useful differentia-
tion, in the sense that it allows for certain elements of the experience to
be acknowledged while also appreciating that the meaning of those expe-
riences can be interpreted differently by different people. In family sys-
tems, taking this social constructionist position allows room for
exploration of the experience and meaning making of the same situation
by different family members.

In relation to mental health, one way to make sense of a family mem-
ber’s behaviour may be that their actions are ‘symptoms’ of a biological
mental health condition. This has sometimes been referred to as the influ-
ence of ‘nature’ rather than ‘nurture’. Another way of making sense of
that behaviour, particularly in the case of children, is to understand it as
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the product of their environment, such as the behaviour of a child who
has not been appropriately disciplined. These differences in meaning
making from the same precipitating event illustrate how normality and
pathology are socially constructed entities. There are various social and
political forces that are influential from a macro perspective in determin-
ing which of these interpretations are preferred (Brown, 1995). A conten-
tious area where this construction of normality and pathology occurs is in
medical environments. For services engaging with families within the
medical paradigm, language based on pathology and illness and deviance
is common. However, services engaging with families from a sociological
paradigm are more likely to mobilise language that draws on concepts of
experience, meaning, perspective, and acceptable idiosyncratic differ-
ences. Thus, different professional training can mean that practitioners
working with the same family are approaching the situation from differ-
ent viewpoints and sometimes families do not fully understand the differ-
ent roles and purpose of them. We propose that the social constructionist
perspective that we offer is beneficial in reconciling these tensions.

The social constructionism perspective helps us to
understand that there is no single “ruth’ and there may

be contested versions of the same event by different
family members.

As we move through the book, we acknowledge medical frameworks
such as diagnostic criteria as being standard descriptive ways of commu-
nicating with other professionals who operate within the same paradigm
and problematise this dominant discourse as being not the only way to
conceptualise family difficulties. Even within the medical field, it is
acknowledged that the existing constructs of mental health and illness are
not fixed but are “heterogenous, changeable in shape that we can never
establish fixed boundaries between them” (Frances, 2013, p. 16). In other
words, establishing diagnostic categories of mental health conditions
relies on communication between practitioners and agreement about the
notion of mental health or illness. One of the aspects of medical language
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that we question is the negative and deficit-laden vocabulary (Walker,
2000) used to talk about people as broken or pathological, and thus med-
icine is invoked to ‘fix’ the person (O’Reilly & Lester, 2016). The social
constructionism perspective that we provide throughout this book offers
an alternative narrative to this pathologising discourse which allows for
greater scope of framing the identity, experience, and meaning of the
family interactions that we utilise in our exemplars. This is important as
the pathologising language often associated with mental health condi-
tions can configure roles for practitioners and their clients that may not
be useful in most professions.

Social Meta-Narratives

Communication with families inevitably occurs within the situated con-
text of a cultural, historical, economic, and political system. As such,
even the smallest or most mundane conversations are influenced by these
social meta-narratives. In making sense of mental health, there is there-
fore a need to account for the ways in which the interrelated educational,
cultural, familial, social, and political systems intersect (Weare, 2000).
While there are several theoretical perspectives, we introduce two influ-
ential theories to provide a helpful framework for making sense of com-
municating with families that are also foundational for the direction of
the arguments presented through the book. First, we discuss
Bronfenbrenner’s (1979) ecological systems theory and second, we dis-
cuss Bowen’s (1966) family systems theory.

Ecological Systems Theory

According to Bronfenbrenner’s child development theory, there are five
intersecting ‘layers’ of influence. These are (1) the immediate micro-system
around the child which includes, family, school, peers, health service, and
religious organisations; (2) the meso-system refers to the interactions
between those elements of the micro-system, such as families communi-
cating with schools; (3) the exo-system, consists of the wider influences
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such as the family’s socio-economic status, the role of the media, and
government policies; (4) the macro-system consists of ideologies and atti-
tudes of the culture, including the wider social contexts, for example,
living within a war environment; and (5) the chrono-system consists of the
processes of change over time influencing the child, including changes on
a micro or macro level, such as parental divorce, or wider social change.
Importantly, when evaluating the cause and effect of one constitute com-
ponent on another, the influence of these systems is not unidirectional,
rather these systems dynamically influence one another.

In continuing the development of the theory, Bronfenbrenner (2005)
advocated that children are to some extent active in their development
and interact with the systems around them. In contemporary society,
their development plays out in various ways and through different plat-
forms. In a digital society, and one where children’s rights are promoted
in most countries (see United Nations, 1989), there are a multitude of
modalities for children to develop and construct their identities and
within the context of the five systems described. Thus, children are influ-
enced by and simultaneously influence those systems and do not only sit
as passive objects at the centre but play a partial active role.

Returning to our previous argument about the social construction and
discourses of pathology, within that biomedical narrative, medical profes-
sionals often seek for the acetiology of a ‘condition/disease’, to ascertain
appropriate ‘interventions’. However, our argument is not only that
pathology is a social construct perpetuated by dominant discourses but
also that aetiology is non-linear because constructs of deviance and nor-
mality and their explanations are part of the wider multidirectional sym-
biotic ecosystem. Thus, communication with families in the context of
mental health involves being mindful of this complex ecological system
when considering issues of cause and effect or of blame and accountability.

Family Systems Theory

Bearing in mind all the wider influences on the family micro-system, it is
incumbent to also recognise the unique interactions that occur within
specific family groups. Each family has its own idiosyncratic ways in
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which the functioning of the family relies on reciprocal interdependence.
Families often also develop dominant narratives about their family iden-
tity and about the constructed identities of various family members
(Dallos, 1991). These narratives are perpetuated through patterns of con-
versational interactions that maintain relational circularity. For narrative
therapists more specifically, these patterns can become a focus for positive
deconstruction to allow the emergence of healthier or more adaptive
ways of storying family dynamics.

As an emotional unit, the family profoundly impacts its members’
actions and feelings as they seek to garner one another’s approval, atten-
tion, and support and react to one another’s needs, emotions, and expec-
tations (Bowen, 1966; Dallos & Draper, 2010). Family systems theory
focuses on the interactions between family members, as well as the ways
in which those members relate to wider community, educational and
healthcare systems (Watson, 2012). Watson noted that according to this
perspective, the way an individual behaves is more to do with inter-
psychic rather than intrapsychic factors, such as hierarchies, boundaries,
coalitions, loyalty conflicts, beliefs, projections, and systemic anxiety.

In recognising the value and influence of Bowen’s family systems the-
ory, we also acknowledge its genesis as intrinsically embedded within an
individualistic Westernised perspective. As such, some of the values and
ways of conceptualising family dynamics may not be as appropriate for
different family constellations within collectivist cultures. With this
caveat in mind, we introduce the core components of Bowen’s theory as

outlined by Winek (2010):

1. Differentiation of self: refers to the optimum level of individuation
where there is an emotional connection with other family members
without an unhealthy emotional fusion, enmeshment, or overidentifi-
cation with others.

2. An emotional triangle: this represents the smallest stable network,
whereby more than two people are required to alleviate anxiety within
a family system.

3. The family projection process: this relates to the possibility of parents
transmitting their anxiety or emotional concerns to the child and con-
sequently seeking professional help for the child rather than address-
ing their own relationship difficulties.
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4. The multigenerational transmission process: for Bowen, people seek out
partners with a similar level of differentiation which over subsequent
generations may lead to lower levels of differentiation and create the
need for this pattern to be broken.

5. An emotional cut-off emotional cut-off is an unhealthy way of manag-
ing family conflict which in the short term may manage anxiety and
stress but ultimately lead to more problems.

6. Sibling position: the likelihood of youngest, middle, and elder children
assuming certain roles within the family system due to differences in
systemic factors, such as parental discipline, expectations, and so on.

7. The societal emotional process: the relationship between social and
familial emotional processes whereby larger social issues like over-
population and availability of natural resources bidirectionally influ-
ence the emotional stability of the family system.

8. The nuclear family emotional process: families can experience difficulties
in four main areas which are emotional distance, problem behaviours
in one of the members, impaired function of children, and intimate
partner conflict.

When communicating with families within a Western framework,
these eight components can be a helpful starting point in considering the
complexity of the family system as a group of individuals who mutually
influence and are influenced by one another. A system perspective con-
siders that the family is more than the sum of its parts, noting that sys-
tems are self-organising, and members of a system produce their own
pattern of behaviour over time for the purpose of nurturing and protect-
ing its members (Watson, 2012). An important thing to bear in mind is
that practitioners have evolved the conversation around systems think-
ing, and this is influential in modern practice with families (Dallos,
2006). For example, narrative approaches have located the way in which
people pathologise within the family as not simply internal to that family
system but drawn from a pool of culturally shared discourses
(Dallos, 2004).

Throughout this book, in our analysis of conversations with families,
we note that discourses are situated and contextual and that accounts are
produced for certain purposes at certain times and therefore there is never
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one simple way of looking at a problem. Rather, individual members of
families narrate problem discourses from their own perspectives which
are influenced by these wider systemic factors. Family members may
implicitly or explicitly draw upon wider socio-cultural narratives or exter-
nal systems in their account-making practices.

The Construction of Reality Within Family Systems

The theoretical foundations of both systems theory and social construc-
tionism are compatible, in the sense that they share several premises.
Specifically, in both models, there is a focus on the way that meanings are
mutually constructed within the dynamics of social interaction, and ideas
are exchanged through joint actions (Dallos & Urry, 1999). Dallos and
Urry argued that these two theories emphasise how individual experi-
ences and characteristics are not static and ubiquitous across different
contexts and settings but are fundamentally interpersonal and social.
Family members use language to perform many ‘speech acts’, such as
persuading, justifying, accusing, inviting, admiring, seducing, and so
forth (Austin, 1962). As such, when talking about themselves or other
family members, individuals construct their own and other people’s iden-
tities through these rhetorical devices for certain purposes (Billig, 1987).
In the process of constructing the identities of another family member
through language, people may engage in maintaining problem talk by
reproducing dominant negative discourses about that person. The con-
text of the family home is often the arena where certain kinds of dis-
courses are perpetuated. Notably, both social constructionism and
systemic theory make relevant the significance of contexts in relation to
family interactions and dynamics (Dallos & Urry, 1999; Dallos & Draper,
2010). For example, family members may use different discursive reper-
toires in a home environment than in leisure, work, or school contexts.
Although none of the data in this book are based on practitioners using
Narrative Therapy (NT) as an intervention, it is helpful to at least consider
some of the foundational tenets of this approach, as it is also based on a
social constructionist worldview. The core position of NT is that the prob-
lem is the problem. In other words, it is not the person that is the problem,
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but the person and the problem should be separated (White & Epston,
1990). From this philosophical position, the ways that people talk in fami-
lies, and the words they choose, are understood as ways to “express self-
reinforcing memories, thoughts, images, and feelings that form their
perception of themselves and their world as narratives of life” (Ghavibazou
etal.,, 2022, p. 2). Indeed, early experiences are viewed as being important,
and Dallos (20006) contributed significantly to the field of narrative therapy
through his explication of the relationship between early attachments and
emotional experiences and how they influence the development and for-
mation of family narratives. The stories or narratives that family members
speak to one another become internalised, and form parts of mental rumi-
nation, or are re-used in conversations with others. The goal of narrative
approaches to therapy is to support family members to explore alternative
‘versions’ of events or identities that have been constructed through these
shared stories. This is usually done by considering additional aspects that
may not have been mentioned, or may have been overlooked, and by mod-
ifying dominant discourses that may be skewed or biased, so that they
become closer to reality (Payne, 2010).

Research Data

Throughout this book, we will refer to various research projects and the
data generated from them to support the claims made, to demonstrate
points, and as examples to illustrate meaning. Mostly these projects
report on naturally occurring datasets. Naturally occurring activities hap-
pen in everyday life formally and informally. Similarly, naturally occur-
ring texts are written materials that occur in everyday or institutional
settings. When those activities are recorded or those texts are utilised for
research purposes, they become referred to as naturally occurring data
(Kiyimba et al., 2019). In other words, the naturally occurring activity
happens regardless of whether a researcher harnesses it for analysis (Potter,
2002). The findings from these research projects have been identified
through the inductive process of approaching data from the position of
‘unmotivated looking (Sacks, 1992).
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Unmotivated Looking

Unmotivated looking refers to the general exploration of the data, engage-
ment with those data without being encumbered with preconceived ideas
or plans of what to look for, but instead to just see what is interesting or
feels important.

(Source: Sacks, 1992)

In addition, due to the applied focus of this book, we also include
concepts and skills that would be familiar to practitioners in counselling,
therapy, and helping professions, such as active listening, Socratic ques-
tions, and circular questions. In doing so, we at times take a deductive
approach to illustrate examples of these skills using data from a range of
sources.

About Our Projects

To help provide examples of our points, we draw on empirical data.
Throughout our careers, we have been involved in many different research
projects within the field of mental health. To help our readers to better
engage with the materials in this book, we draw upon four of our research
projects.

Family therapy projects: We undertook research into family therapy by
recording naturally occurring therapeutic sessions. Our first family ther-
apy project consisted of 22 h of family therapy video data with two prac-
tising family therapists (pseudonyms, Kim and Joe) and four families
(pseudonyms, Clamp family, Niles family, Webber family, and Bremner
family). Thus, the first family therapy project examples are represented in
this book with these pseudonyms to anchor them as examples from that
specific family therapy project.

Our second family therapy project consisted of recordings of therapy
sessions with two families, where different members of the family were at
times seen separately by the practitioner, and at times seen together. Thus,
the second family therapy project examples are represented by the pseud-
onyms of the clinic that they were attending. These were named Oak
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Clinic and Beech Clinic, and where we use data examples from this data
corpus, we identify the project using those pseudonyms.

Mental health assessment project: We undertook research into the prac-
tice of mental health assessments in a UK Child and Adolescent Mental
Health Service (CAMHS). This involved video recording 28 different
families. The practising professionals consisted of psychiatrists, psycholo-
gists, occupational therapists, psychotherapists, and community psychiat-
ric nurses. Each assessment was approximately 90 min long. Where we use
examples from this specific project, we refer to the family identifier num-
ber that they were given for the project (i.e., family one, family two, etc.).

Suicide prevention project (LOSST LIFFE): We interviewed a range of
practitioners from various occupational groups, including charity helpline
call takers, mental health professionals, police officers, and police staff,
teachers, educational psychologists, academics, faith leaders, from the UK,
New Zealand, and Guyana. The focus of the interviews was on their work
with self-harm and suicide, their challenges in the work, and their views and
perspectives. This project is only pertinent to our chapter on risk and data
examples are labelled appropriately to indicate this.

All the projects had appropriate ethical approval and governance. All
parties, families, children, professionals, and other parties provided
informed consent (or assent). We use pseudonyms throughout to protect
the identities of those participating.

Analytic Approaches

The research projects we utilise in this book are all qualitative and are in
keeping with our social constructionist position and predominantly use
the language-based approaches to analysis. These include:

* Conversation analysis, an analysis of the sequential unfolding of talk
in particular settings to examine the ways in which certain utterances
are influenced by prior turns of talk and shape subsequent responses
(Sacks, 1992).

* Discourse analysis is the study of talk and text as mechanisms for the
implementation of social actions such as blaming, complaining, justi-

fying, inviting, and so forth (Potter, 1996).
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* Discursive psychology, the application of discourse analysis to psychologi-
cal concepts to explore the constructed nature of psychological processes,
such as memory, attitudes, and perception (Edwards & Potter, 1992).

The common feature of each of these discursive approaches to analysing
data is an awareness of the performative function of language. In other
words, when people say things, they simultaneously engage in a social
action, such as complementing, blaming, or complaining. When we anal-
yse extracts of conversation between practitioners and family members, one
of the key areas of interest is to explore how people treat other people’s talk
as performing an interactional function. The data extracts are presented in
a transcription format called the ‘Jefferson’ approach which allows the ana-
lyst to consider how things are said as well as whar has been said (Jefferson,
2004). Due to the focus on language, the standard transcription conven-
tion used throughout this book is quite detailed and includes representa-
tion of how things are said, such as speed, increased volume, and emphasis
(Jefferson, 2004). An outline of these representational symbols and their
meanings can be found in appendix A at the end of the book and are taken
from seminal texts on the approach. Throughout the book, then we will be
using many examples of data from our research projects. This transcription
convention is typical for researchers using conversation and discourse anal-
ysis. We introduce you to this style in the following section, to give an idea
about the nature of the analysis throughout the book and to illustrate how
the theories we introduced map against real world data.

Introductory Examples of Discursive Analysis
of Family Systems

The following data extract is presented as an example of how a family in
family therapy use discursive repertoires that are appropriate to a formal
institutional context. Simultaneously, in serving the purposes of justifying,
accounting, and explaining, family members narrate incidences of conver-
sations that have occurred previously in other contexts, including at home
with other professionals and in their child’s school. Therefore, their discur-
sive practices reflect both attention to the ‘in here’ current family therapy
interaction and draw on ‘out there’ examples of other interactions to
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support and verify their claims. In relation to family systems theory, this is
a common practice as family members typically discuss matters related to
their internal interactional dynamics as well as interactional dynamics with
external agencies such as educational and healthcare providers and the
wider community (Watson, 2012). We provide a good example of how
dispositional attributions are constructed within the ‘in here interaction of
family therapy (taken from Parker & O’Reilly, 2012, p. 464).

Niles family
Father: <we’ve got t’ sort> (.) o:r get some medication or
somet t’ calm ‘is temper |down (.) cuz ‘e’s fschizo

In this extract, the father refers to his son as ‘schizo’ (characterising
him as schizophrenic) and in doing so locates the child’s behaviour as
being internal and dispositional. This is further consolidated by his
request to ‘get some medication or somet to calm his temper down’, which
additionally positions the child as ‘mentally ill’ and in need of psychiatric
medication. In social constructionist terms, this is an example of how
another person’s behaviour is constructed in a particular way using dis-
cursive rhetorical devices for a specific purpose. Although the father is
ostensibly projecting a dispositional account onto his son, his doing so
occurs in a family therapy session where his son is present in the room,
and it could therefore potentially be considered inappropriate to be talk-
ing about his son in those terms in front of him. The following extract
exemplifies drawing on ‘out there’ systems and contexts to perform a

social action (taken from O’Reilly & Parker, 2014, p. 304).
Clamp family

Father: I think it might [‘ave been ‘cause the police =

Mother: [and last night

Father: = arrested me ‘at the house and everythin’ they do
it <at the wrong time> when the kids are there and
that |lot

Therapist: I think >for all of you< it’s been a very difficult

time and e::r

In this extract, the parents’ complaint in the current interaction is about
the behaviour of the police in a prior interaction that occurred outside the
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therapy room: in the family’s social world. The trajectory of the current
therapy conversation has in part focused on what is or is not appropriate
to talk about in front of the children. At this point, the father moves the
focus of conversation away from what is happening ‘in here’ to report an
incident of inappropriateness of what had happened ‘out there’. There are
four elements to the complaint: first is informational, that is a description
of what is inappropriate, that is, being arrested, second is locational, iden-
tifying the place where the incident took place, that is, at the house, third
is temporal, that is the time the incident occurred, that is, at the wrong
time, and fourth is the personal, the person who performed the act, that
is, the police (see O’Reilly & Parker, 2014). By describing an external
event, the father constructs the presence of the children during the event
as objectionable rather than the arrest itself. Strangely in projecting blame
onto an external third party, the social action the father performs is to
protect his own identity as a good parent. Throughout this book, we use
the discourse analysis term ‘social action’. What we mean by this is that
when people say things, they perform actions at the same time, such as
blaming, excusing, and complimenting. Each of these actions that are
accomplished through the words people speak are called social actions.

Throughout this book, we encourage you to engage with a series of
reflective activities to help you understand, process, and translate some of
the content in relation to your own practice. We recommend that you
keep a reflective diary as you read through the book and use this as a
space to address the reflective activities and make notes. We invite you to
undertake the activity in Box 1.1.

Box 1.1 Activity on Language

Reflective activity

Language and families

An important thing to think about in discourse analysis is that people do
not just say things because they are ‘facts’ or because what they are saying
is ‘true’. People tend to say things to create an impression in someone
else’s mind.

Think about how individuals use language to construct their own and
other people’s character and how they attach meaning to different events or
incidents. What kinds of things do people say about other family members
that create an impression of that family member having a particular charac-
ter trait? What impression might they be trying to create by doing that?
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Author Positionality

Any text is imbued with the positionality of its author, the theoretical
frameworks that underpin their work, and a reflexive appreciation of how
personal and professional experiences shape the writing. Here, we pro-
vide the reader with some information about our history and how we
came to write this book.

Michelle: 1 first became interested in the field of mental health during my
childhood mostly because of my autistic brother. It was a difficult time dur-
ing those early years where my parents recognised that he required support
but had a ‘battle’ to acquire the diagnosis. Diagnosis led to family engage-
ment with various mental health professionals and charities. There were
certainly frustrating times during this period where my family had difficult
conversations, especially with social services and education providers trying
to meet his complex needs, as well as emotional periods where his behav-
iour would be challenging. Thus, as a teenager I volunteered with various
mental health charities as I wanted to better understand autism, but also
some of the co-occurring mental health conditions he experienced. It was
this personal association living with someone diagnosed with autism, as
well as being engaged with professionals with expertise that encouraged
and motivated me to learn more and pursue my own career in that direc-
tion. During those volunteer placements, I learned a great deal from differ-
ent professionals I encountered and came to appreciate the importance of
family and family-based interventions. I started to recognise how my own
family dynamic functioned and the importance of working together to
support my brother’s needs. It was these experiences that motivated my
career in psychology, beginning with a BSc with honours psychology
degree, followed by a master’s degree, and then a PhD. During those study
years, I continued the voluntary work and took on placements with clinical
psychologists, educational psychologists, art therapists, and special educa-
tional needs schools. These practical opportunities for dialogue with expe-
rienced professionals provided me with foundational understanding of the
application of psychology in practice. It was also during this study time
that I began my research career, and I was exposed to a range of method-
ological approaches. During my master’s degree, I came to learn discourse
analysis and conversation analysis, which was consolidated during my
PhD. The training in discursive methods provided a way of understanding
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family interactions and mental health conversations that laid the founda-
tion and motivation for my career in applied research and qualitative meth-
ods. This led to my status as a chartered psychologist in health and associate
professor of communication in mental health, working for both the
University of Leicester and Leicestershire Partnership NHS Trust.

Nikki: My family, like most people, was the formative environment that
had a huge influence on shaping who I am now, my interests, and the career
path I have chosen. From a very young age, I recall words, language, and
communication being central. Our living room was lined with books, and
my mother’s voracious appetite for reading was easily absorbed by my
inquisitive mind. She was a speech and language therapist, and on days
when I was off sick from school, I would occasionally go with her to the
clinics where she worked. I quickly learned that her job, that she loved so
much, was not just about helping children pronounce words clearly, but
about helping family members of all ages understand and communicate
with one another. A small thing to many, such as being able to communicate
a desire for a cup of tea, could be a great breakthrough for one client, and
the joy everyone experienced in making that possible was evident. My father
was a larger than life, good humoured, sociable man, and he had a knack of
being able to make himself understood to people from all ages and back-
grounds, whether they spoke English or not. With a series of nods, smiles,
and enthusiastic hand gestures, he would always quickly make friends and
be able to build a rapport with others everywhere he went. So, communica-
tion was everywhere, and even in our small family, I learned about how we
as humans are social creatures. When I came to study social psychology at
university, I first learned about speech as an action and was fascinated to
explore further how people use words to do all manner of things. My under-
graduate psychology dissertation was a reflection on the ethical dilemmas
inherent in utilising rhetorical discourse strategies in religious preaching.
Drawing on the then new discipline of discursive psychology for my PhD, I
was curious about the ways that adults, young people, and children com-
municate differently and how that played out in family interactions. My
longstanding appreciation of words, language, and communication dove-
tailed neatly with my newfound academic knowledge about discourse analy-
sis and psychology. Even now as a clinical psychologist, the ability to use
words to help people share their inner words, to show care and validation,
and to help them heal still fascinates and motivates me.
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The partnership: Our connection began at Loughborough University
where we were both PhD students within social sciences. At the time, there
was a vibrant community of academics who were working within the field
of discursive approaches to data analysis, and we were part of the Discourse
and Rhetoric Group (DARG). The characteristics of the Loughborough
School were a combination of discourse and rhetoric, discursive psychology,
feminist discourses, and conversation analysis. This foundation has informed
and influenced much of the development of our work since then. Following
graduation, there were several years where we followed different career tra-
jectories with Michelle focusing on an academic path and Nikki taking a
clinical route. An encounter by chance a few years later in a car park of a
CAMH service led to reconnecting and beginning working collaboratively.
Initially, we met regularly in person to write together until Nikki moved to
another part of the UK and we continued our partnership by virtual meet-
ings. More recently, Nikki emigrated to Aotearoa, New Zealand, but despite
time zone differences and distance, we have continued to work together.
Our research on family interactions and our pedagogical roles in training
clinical practitioners help us to ensure that our work is firmly grounded in
practice. The quality of our outputs thus benefits from not only our long-
standing friendship but also our complementary skill sets that enable us to
combine a strong academic foundation, with clinical application.

Final Thoughts

Working with families requires attention to the power of language and
meanings within social interactions. For some practitioners, it may be new
to consider how powerful specific ways of talking and asking questions can
be in terms of how families respond. We hope from reading this chapter the
value of using naturally occurring data and discursive approaches to analys-
ing those data are apparent. By being reflexive about our own positionality
and transparent about our theoretical allegiances, we seek to model a way
of approaching our practice and encourage the reader to consider their own
positionality as they work through the book. To support this process, we
include several suggestions for reflective practice in each chapter.
We summarise the key messages from the chapter in Box 1.2.
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Box 1.2 Key Points

¢ Language is a vehicle to perform social actions.

* Through language, normality and pathology are constructed.

¢ Social constructionism is an established theoretical framework to under-
stand how both different perspectives and positions are created and
maintained.

¢ Family systems theory recognises the influence of different systems on a
child, recognising the interactions within the family and wider social
systems.

* Ecological systems theory positions the nuclear family within wider social
cultural systems and the interactions between those.

¢ Throughout this book, we draw upon several research projects as exam-
ples to illustrate our points.

* Due to the complexity of social and cultural influences on families,
awareness of one’s own reflexive positionality is invited.

References

Austin, J. (1962). How to do things with words. Oxford University Press.

Billig, M. (1987). Arguing and thinking: A rhetorical approach to social psychology.
Cambridge University Press.

Bowen, M. (1966). The use of family theory in clinical practice. Comprehensive
Psychiatry, 7, 345-374.

Bronfenbrenner, U. (1979). The ecology of human development: Experiments in
nature and design. Harvard University Press.

Bronfenbrenner, U. (2005). The bioecological theory of human development.
In U. Bronfenbrenner (Ed.), Making human beings human: Bioecological per-
spectives on human development (pp. 3-15). Sage.

Brown, . (1995). Naming and framing: The social construction of diagnosis
and illness. Journal of Health and Social Behavior, extra issue, 34-52.

Burr, V. (2003). Social constructionism (2nd ed.). Routledge.

Chae, D., Nuru-Jeter, A., Adler, N., Brody, G., Lin, J., Blackburn, E., & Epel,
E. (2014). Discrimination, racial bias, and telomere length in African
American men. American Journal of Preventive Medicine, 46(2), 103—111.

Chae, D., Wang, Y., Martz, C., Slopen, N., Yip, T., Adler, N., et al. (2020).
Racial discrimination and telomere shortening among African Americans:
The coronary artery risk development in young adults (CARDIA) study.
Health Psychology, 39(3), 209.



26 M. O’Reilly and N. Kiyimba

Chen, Y., Shek, D., & Bu, E (2011). Applications of interpretive and construc-
tionist research methods in adolescent research: Philosophy, principles, and
examples. International Journal of Adolescent Medicine and Health,
23(3), 129-139.

Coimbra, B., Carvalho, C. M., Ota, V., Vieira-Fonseca, T., Bugiga, A., Mello,
A., et al. (2020). A systematic review on the effects of social discrimination
on telomere length. Psychoneuroendocrinology, 120, 104766.

Corrigan, P, & Miller, E (2004). Shame, blame, and contamination: A review
of the impact of mental illness stigma on family members. Journal of Mental
Health, 13(6), 537-548.

Dallos, R. (1991). Family belief systems, therapy and change: A constructional
approach. Open University Press.

Dallos, R. (2004). Attachment narrative therapy: Integrating ideas from narra-
tive and attachment theory in systemic family therapy with eating disorders.
Journal of Family Therapy, 26(1), 40-65.

Dallos, R. (2000). Attachment narrative therapy. McGraw-Hill Education.

Dallos, R., & Draper, R. (2010). An introduction to family therapy: Systemic the-
ory and practice (3rd ed.). Open University Press.

Dallos, R., & Urry, A. (1999). Abandoning our parents and grandparents: Does
social construction mean the end of systemic family therapy? journal of
Family Therapy, 21, 161-186.

Edwards, D., & Potter, J. (1992). Discursive psychology. Sage.

Eisenberg, L. (1977). Disease and illness: Distinctions between professional and
popular ideas of sickness. Culture, Medicine, and Psychiatry, 1, 9-23.

Farrugia, D. (2009). Exploring stigma: Medical knowledge and the stigmatisa-
tion of parents of children with autism and developmental delay. Auzism,
13, 375-387.

Frances, A. (2013). Saving normal: An insider’s revolt against out-of-control psychi-
atric diagnosis, DSM-5, big pharma, and the medicalisation of ordinary life.
Harper Collins.

Ghavibazou, E., Hosseinian, S., Abdollahi, A., & Ghamari Kivi, H. (2022).
Effectiveness of narrative therapy on adult actachment styles and expressivity
in women experiencing low marital satisfaction. Counselling and Psychotherapy
Research, 22(4), 853-860.

Georgaca, E. (2014). Discourse analytic research on mental distress: A critical
overview. Journal of Mental Health, 23(2), 55-61.

Goffman, E. (1963). Stigma: Notes on the management of a spoiled identity.
Prentice Hall.



1 Systems Within Systems: Families in Society 27

Gubrium, J., & Holstein, J. (2008). The constructionist mosaic. In J. Holstein
&J. Gubrium (Eds.), Handbook of constructionist research (pp. 3—12). Guilford.

Harding, S. (1987). Introduction: Is there a feminist method? In S. Harding
(Ed.), Feminism and methodology: Social science issues (pp. 1-14). Indiana
University Press.

Hill, K., & Startup, M. (2013). The relationship between internalized stigma,
negative symptoms and social functioning in schizophrenia: The mediating
role of self-efficacy. Psychiatry Research, 206(2-3), 151-157.

Jefferson, G. (2004). Glossary of transcript symbols with an introduction. In
G. Lerner (Ed.), Conversation analysis: Studies from the first generation
(pp. 13-31). John Benjamins.

Kiyimba, N., Lester, J., & O’Reilly, M. (2019). Using naturally occurring data in
health research: A practical guide. Springer.

O'Reilly, M., & Kiyimba, N. (2015). Advanced qualitative research: A guide to
contemporary theoretical debates. Sage.

O’Reilly, M., & Lester, J. N. (2017). Examining mental health through social
constructionism: The language of mental health. Palgrave.

O’Reilly, M., & Lester, J. N. (2016). Introduction: The social construction of
normality and pathology. In M. O’Reilly & J. N. Lester (Eds.), Handbook of
adult mental health disorders (pp. 1-19). Palgrave Macmillan.

O'Reilly, M., & Parker, N. (2014). ‘She needs a smack in the gob’: Negotiating
what is appropriate talk in front of children in family therapy. Journal of
Family Therapy, 36(3), 287-307.

O’Reilly, M., Taylor, H., & Vostanis, 2. (2009). “Nuts, schiz, psycho”: An explo-
ration of young homeless people’s perceptions and dilemmas of defining
mental health. Social Science and Medicine, 68, 1737-1744.

Parker, N., & O’Reilly, M. (2012). ‘Gossiping’ as a social action in family ther-
apy: The pseudo-absence and pseudo-presence of children. Discourse Studies,
14(4), 1-19.

Payne, M. (2010). Couple counselling: A practical guide. Sage Publications.

Potter, J. (2002). Two kinds of natural. Discourse Studies., 4(4), 539-542.

Potter, J. (1996). Representing reality: Discourse, rhetoric, and social construc-
tion. Sage.

Rose, D., Thornicroft, G., Pinfold, V., & Kassam, A. (2007). 250 labels used to
stigmatise people with mental illness. BMC Health Services Research,
7, 97-104.

Sacks, H. (1992). In G. Jefferson (Ed.), Lectures on conversation (Vol. I & 1I).
Basil Blackwell.



28 M. O’Reilly and N. Kiyimba

Sartorius, N. (1998). Stigma: What can psychiatrists do about it? Lancet, 352,
1058-1059.

Scheft, T. (1966). Being mentally ill: A sociological theory. Aldine de Gruyter.

Soini, H., & Krongvist, E. (2011). Epistemology—a tool or a stance? In
H. Soini, E. Kronqvist, & G. Hbber (Eds.), Epistemologies for qualitative
research (pp. 5-8). Centre for Qualitative Psychology.

Thornicroft, G. (2011). Physical health disparities and mental illness: The scan-
dal of premature mortality. British Journal of Psychiatry, 199(6), 441-442.
Thornicroft, G., Brohan, E., Rose, D., Satorius, N., & Leese, M. (2009). Global
pattern of experienced and anticipated discrimination against people with

schizophrenia: A cross-sectional survey. Lancet, 373, 408—415.

United Nations. (1989). Conventions on the rights of the child. UN.

Wallace, J. (2010). Mental health and stigma in the medical profession. Health,
16(1), 3-18.

Walker, M. (2006). The social construction of mental illness and its implication
for the recovery model. International Journal of Psychosocial Rehabilitation,
10(1), 71-87.

Watson, W. (2012). Family systems theory. In Encyclopedia of human behavior
(2nd ed., pp. 184-193). https://www.sciencedirect.com/topics/medicine-
and-dentistry/family-systems-theory

Weare, K. (2000). Promoting mental, emotional and social health: A whole school
approach. Routledge.

Weinstein, R. (1983). Labeling theory and the attitudes of mental patients: A
review. Journal of Health and Social Behaviour, 24(1), 70-84.

White, M., & Epston, D. (1990). Narrative means to therapeutic ends.
W.W. Norton.

Winek, J. (2010). Systemic family therapy: From theory to practice. Sage.


https://www.sciencedirect.com/topics/medicine-and-dentistry/family-systems-theory
https://www.sciencedirect.com/topics/medicine-and-dentistry/family-systems-theory

Check for
updates

2

Family Dynamics and Constructs

Learning Objectives

¢ Recognise the intricacies of family constitution

* Allow space for families to be self-determining about roles and identities

e Critically assess the concepts of resilience and vulnerability

* Demonstrate awareness of the different ways that practitioners can
work effectively with family systems

Introduction

The goal of this chapter is to introduce the broad socio-cultural frame-
work within which family constellations are positioned. We invite a criti-
cal inquiring stance of the reader that reflexively interrogates the world
view prevailing within the professional context in which they work. In
guiding the reader through this chapter, we encourage attention to the
ways in which families self-define their roles and relationships; thus, pro-
moting a family-centred stance. In developing this chapter, it is not our
intention to explore in detail any specific modalities of working with
families and neither is this a scholarly academic thesis on the socio-
political development of the family system throughout history. Rather, in
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this chapter, we have simply introduced some of the core arguments and
contributions from the evidence as a heuristic to provide a foundation for
the practical chapters that follow.

What Constitutes the Family?

In seeking to define what constitutes a family, a dominant discourse has
been to consider ‘family’ in relation to its structural properties. From this
perspective, there are a wide range of different structural types that make
up different kinds of family groupings depending on culture, context,
history, and situation. There may be biological, economic, legal, or social
ways of identifying familial structures in terms of identifying who belongs
to a family group or household, and sometimes these are conflated. Even
within the structural way of thinking about families, it is important to
recognise that structures can change. Indeed, as more diverse forms of
families are emerging in our society, it becomes ever more necessary to
build an understanding of how family dynamics influence the ways in
which children and young people can engage with mental health services
to support them (Anakwe et al., 2020).

An alternative discourse is to consider family in terms of function. A
good example of this is to consider ‘parenting’ as a role or function within
the family system, rather than trying to define too categorically who the
parents are. The people who function in the parenting role may be differ-
ent over a period as the family structure trajectory evolves. Family mem-
ber identities may need to be reconfigured and renegotiated over time as
individuals form initial and subsequent intimate partner relationships
and children from those relationships navigate transitions into new
‘hybrid’ or ‘blended’ family groupings. It is not unusual in modern fam-
ily systems for children to co-habit with siblings who have different bio-
logical parents who are co-parented by several adults, some of whom will
co-habit in the same household, with others physically located elsewhere
(Sanner et al., 2020). These complex co-parenting systems are also sub-
ject to change over time as adults dissolve and form new relationships. In
other words, it is important to treat and understand families as dynamic
rather than static structures and therefore as capable of assuming shifting
and transitional trajectories over time (Johnston et al., 2020).
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Kinship care is an example of various extended family
members functioning as parents for those children (United
Nations, 2010), and is often the preferred option for
children who cannot reside with biological parents
(Australian Institute of Health and Welfare, 2021; McCartan
Bunting, Bywaters et al., 2018; Wu and Snyder, 2019).

\_/—\

The Social Construction of the Family

The very notion of the ‘family’ is not straightforward to define, and there
are arguably multiple meanings of the concept. Furthermore, family is
defined at different levels, by the individuals within the unit, the com-
munity, institutions, society, and political structures. Across these
domains, the way that families are defined has been shaped by history
and culture. In this way, the family is not a fixed or defined concept but
a dynamic one that is socially constructed. Thus, all the different levels
may define family in slightly different ways. For example, there may be an
institution or political structure that defines family in a specific way, but
the individuals within the ‘family’ may include certain people within
what they see as their unit but exclude others from it. The composition of
what they determine as family may be different from legal or official con-
structions of it. However, the legal frameworks will be an influence on
practice, and thus it is important to be mindful of any legal constraints
such as the requirement to have consent from both parents to work with
the child when parents are separated.

It is important (within legal constraints) to
listen to family members and respect their own

construction of what family means to them.

Terminology or language used, such as ‘aunt’, ‘uncle’, ‘cousin’, and
‘brother/sister’, is part of their family constellation of discourses that may
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be attributed to people who may or may not be biologically connected to
the individual. The use of family discourse to refer to non-biological
members is one way that people can demonstrate a familial type of rela-
tionship with that person. As a practitioner, it will be important to ascer-
tain some information about the construction of the family from the
members’ perspective in terms of:

* Who is who?

* What roles do they play?

* What do they mean to the child?

* What support does that person offer the child?

* Are there any possible risk factors associated with that person?

To illustrate some of the ways in which families narrate their own
familial identities and relationships, we provide some examples of data
where family members are describing some of these dynamics. A funda-
mental aspect of parenting is making decisions about the children’s well-
being and engaging in discipline to set boundaries. In the following
extract (from previously unpublished data), the stepfather (referred to as
‘Dad’) describes the difficulties of having an equal right with the children’s

mother to implement these aspects of parenting,.

Webber family

Dad: It’s more (0.6) I mean like when it comes down to like
(0.2) decisions with the kids (0.2) it it’s hard for
like for me and Mandy to agree because like like I'm
sayin’ Mandy’s the mother to all of them

FT: Hum

Dad: Where I'm not biologically th[e father =

FT: [Sure (.) sure

Dad: = to all of them so you know what I mean [I can’t =
Mum : [Just

biological to Stuart aren’t you

Dad: = I've got a split (0.6) thing so I could easily turn
round and say well look you know solve Daniel’s problem
give him a bloody good hiding =
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The ‘Dad’ in this family system is only biologically connected to one
of the children (Stuart) and the other three children, including Daniel
whose problematic behaviour is being discussed in this setting, are his
children by marriage 7m not biologically the father to all of them’. In this
professional setting of family therapy, the practitioner is working with the
parents to find a solution to Daniel’s behaviour. However, the stepfather
constructs his role in addressing the problem as peripheral, positioning
the mother as being the one who ought to—and more appropriately—
take more responsibility; ‘you know solve Daniel’s problem, give him a
bloody good hiding . There are several possible ways to understand the
stepfather’s identity management of his role:

¢ 'The possibility that he may feel that he does not have the right to dis-
cipline his stepson but would like to.

* He may be abdicating responsibility for discipline because it is so
challenging.

* He may be navigating a position where he is mitigating blame by dis-
tancing himself.

For the practitioner working with a family like this, an understanding
of the ways in which family groupings describe their own internal rela-
tionship dynamics is an important starting point. This provides a founda-
tion for exploration of some of these identity management possibilities
and the ways in which they might be challenged or worked with to facili-
tate more harmonious family relations.

From a child’s perspective in a situation where there is a biological par-
ent who is no longer co-habiting with the family group, there may be
different relational dynamics to work with. In the following example, the
child describes his frustration and hurt resulting from his efforts to con-
tact his non-resident biological father to no avail (taken from Kiyimba &
O’Reilly, 2018, p. 151).

Family 18 (Prac = Psychiatrist)
Prac So you said he was a prick

Child Yeah

Prac how did you (.) |come to that conclusion or how did you:
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Child because (.) I've (0.34) always |tried to like get in
touch with ‘im and (0.66) make a (.) relationship but
he’s always just like (0.31) never (0.30) tried or
bother t’ (1.71) meet me |or: (.) talk

In this example, the child described his biological father using the
derogatory term of ‘a prick’. In seeking to understand the child’s use of
this terminology, the psychiatrist asks, how did you come to that conclu-
sion”. The child describes taking the initiative to contact and build a rela-
tionship with his father, without success as the father did not reciprocate.
In this case, the core challenge for the practitioner appears to be one of
attachment and the management of the sense of abandonment that the
child seems to be experiencing. As a practitioner, it is clearly not possible
to change the circumstances or a non-present father, and thus the focus
can only be on the child and his feelings. Understanding the child’s per-
spective and his expectations of what family ‘should’ be is helpful regard-
ing supporting the child’s psychological adjustment to the situation.

Sociology of the Child

The concept of what a family has undergone changes across history and
culture and in a similar way so has the notion of the child and childhood.
Despite historical and cultural variation, there is generally universal
agreement that childhood is a developmental phase of maturation and
learning where there is a need for guidance and protection. The length of
time that ‘childhood’ is acknowledged may vary across cultures, as is the
transition from childhood to adulthood and the various ceremonies and
rites of passage that may mark that transition. Additionally, expectations
vary from culture to culture about what a child is expected to do. From a
historical point of view, the introduction of mandatory education was
only formalised in the late 1800s, at which point children were gathered
together in classroom settings (Karim, 2015). These environments where
children were gathered together provided a different environment from
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the family where children could engage with their peers. Additionally,
this provided a mechanism for observation that led ideas about norma-
tive development by having the opportunity for comparison of children
of a similar age with one another (Karim, 2015). From a Western per-
spective, children were historically viewed as lacking competency or
agency, however, more modern views of childhood acknowledge children
as capable of contributing to decisions that may affect them (James &
Prout, 2015).

The Victorian notion of the child being ‘seen but not heard” has now
been replaced by an emphasis on child-centred practice. A child-centred
approach requires practitioners to view the child’s needs as central to the
institutional task, recognising that regardless of chronological age, the
child has a right to a voice (O’Reilly et al., 2021). Children are recognised
as having rights, especially regarding their physical and mental health (see
United Nations, 1989) and children are now considered to be active
agents who can and should have influence over decisions about aspects of
their lives (Montreuil & Carnevale, 2016). We invite the reader to com-
plete the reflective activity in Box 2.1 which may highlight differences
between your own experiences of childhood and your current profes-
sional context.

Box 2.1 Reflective Activity on Childhood
Reflective activity

Reflecting on childhood and practice

Here, we invite you to address the following three activities and write
down your answers as part of your reflective journal and, where possible,
discuss your responses with colleagues.

1. Reflect on your own experience of childhood.

2. Reflect on the current dominant social narratives about childhood.

3. Consider your own professional context and how your own experiences
of childhood and current dominant narratives influence the way that
you practice.
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Vulnerability and Resilience Factors
in the Family

Resilience has often been argued to be a quantifiable measurement, either
intrinsic to an individual or behaviourally learned (Agaibi & Wilson,
2005). It can refer to a person’s ability to ‘bounce back or return to their
usual level of functioning after a stressful period (Richardson, 2002).
Vulnerability factors are those that might impede a person’s ability to
return to that usual level of functioning. Within the literature, the pri-
mary focus tends to be on defining factors that make an individual more
resilient or vulnerable. However, in the context of developing mental
health conditions, a good way of thinking about resilience and vulnera-
bility is that on a spectrum they are two elements that require balance.
Thus, in the context of working with family systems, it can be helpful to
think about the family group as somewhere on the spectrum of resilience
and vulnerability.

Definition

Resilience: Vulnerability:

The ability to ‘bounce back’ Personal, familial, social, and structural
and cope with challenging factors that impede the ability to cope
life circumstances with challenging life circumstances

Disruption and Resilience

Transitions occur in multiple forms throughout the lifespan. For chil-
dren, transitions, such as the birth of a sibling, move to a new school or
neighbourhood, illness or death of grandparents, or older siblings leaving
the home, occur in addition to structural and functional reconfigurations
as parents may separate and form new relationships. The immediate
micro-system around the child (Bronfenbrenner, 1979) is disrupted or
perturbed during these transitions. Any disruption to the family micro-
system creates a challenge for all involved and children especially may
need additional support to navigate and cope with the cognitive and
emotional disruptions these changes cause (Hovmand et al., 2022).
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While changes to family structures are not new, the complexity of family
life including multiple stepfamilies adds further layers of challenges that
need to be considered (Brown et al., 2015). It may be helpful not to think
of the family trajectory as purely linear but to consider these changes as
dynamic, reciprocal, and cyclical, whereby the family system is in a con-
stant state of flux and needing to find ways to achieve an equilibrium
(Hovmand et al., 2022; Richardson, 2011). In other words, a new equi-
librium needs some organisation, as families re-organise (their roles, ways
of relating, understandings) to achieve that equilibrium, and the old fam-
ily patterns and practices require new ones for the new organisation.

To find a state of equilibrium, it is typically the small everyday interac-
tions that can be the most powerful. Indeed “even relatively simple inter-
actions between an individual child, their family, and the school as their
social environment can generate complex dynamics” (Hovmand et al.,
2022, pp. 145-146). Hovmand et al. argue then, that the adults fulfilling
the function of parenting provide key modelling examples to the children
of how to manage adaptation and distress in a familial feedback loop.
Where adults are themselves caught in negative or dysfunctional patterns
or strategies for managing difficulties, children may need additional sup-
ports to develop more adaptive and positive responses.

As we noted in opening this section, one of the arguments that have
been proposed is that children need to develop resilience to cope with
adversity and need to be supported in this development. Resilience has
been constructed as the capacity to withstand and rebound from life chal-
lenges (Walsh, 2016a, 2016b) and “recover quickly from difficulties”
(Oxford English Dictionary, 2018, n.p.). Much of the literature has char-
acterised resilience as either intrinsic to the person or behaviourally
learned (Agaibi & Wilson, 2005). However, it may be better understood
as a combination of intrinsic qualities and cognitive and behavioural
strategies that can be learned (Kiyimba, 2020) and is arguably influenced
by early attachment (Phillips & Dallos, 2006). Thus, resilience can be
described as an adaptive consequence of positive human development
(Caffo & Belaise, 2003), involving a dynamic process of learned and
innate strategies to cope in the context of adversity (Masten & Cicchetti,
2016). Notably, most explorations of the concept of resilience have been
framed within an individualistic perspective, but more recent thinking
on the matter has highlighted the significance of family and wider
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systems (e.g., Theron, 2016; Ungar, 2011). That is, resilience processes
are viewed as occurring within mutual networks, and social and cultural
structures (Theron, 2016), and are considered more in terms of social
ecologies of resilience moving responsibility away from individuals to the
wider environment (Ungar, 2011).

As we have shown, then, often the notion of resilience refers to the
child’s ability to be resilient and cope with adversity in their life. However,
more contemporary understandings of resilience recognise that resilience
is not simply dispositional to the child but rather reflects the resilience of
the systems around the child and acknowledges how structural inequali-
ties, multiple disadvantages, and societal influences will contribute to
resilience. This is important in noting that individualistic ideas can over-
simply the complexity of adversity (Ungar, 2005). In other words, it is
valuable to consider contextual factors relating to how individuals engage
with their environments, as part of a young person’s developmental path-
way (Ungar & Liebenberg, 2011). This supports the argument that resil-
ience is better conceptualised as a process that is intrinsically tied to the
young person’s relationships, attachments (Chiang et al., 2018), and cul-
tural influences (Theron et al., 2015).

Of relevance for practitioners working with families is the notion of
family resilience, which is a systemic perspective on the family as a func-
tional unit (Walsh, 2003). Systems theory proposes that life challenges
impact the whole family and depending on the ways in which key mem-
bers of the family respond, cumulative stressors can negatively impact
family functioning (Walsh, 2016a). Family resilience has been defined as
the capacity of the family to rebound from stressful life challenges in ways
that draw upon the family’s resourcefulness (Walsh, 2016b). For chil-
dren, the wider family, including extended family and friends, can pro-
vide emotional and practical support (Rose et al., 2022), which are key
aspects of the family resilience model (Walsh, 2016b).

Vulnerability Factors

Similarly, the related concept of vulnerability has typically been positioned
in the literature as a static and intrinsic quality of an individual or a group.
Arguably, though, a more helpful way of understanding vulnerability is to



2 Family Dynamics and Constructs 39

think of it as dynamic and contextual rather than dispositional (Nordentoft
& Kappel, 2011). A key concern for practitioners working with families is
to be attentive to the possibility of risk or harm for family members. A way
of describing this might be to use the language of vulnerability to under-
stand a person’s current situation as posing a more imminent potential for
harm. Shivayogi (2013) uses the concepts of ‘capacity to protect oneself’
and to ‘make informed choices’ as characteristics typically lacking in vul-
nerable people. If we apply these concepts in a more dynamic fashion,
there may be times and contexts where a family member is less able to
protect themselves or make informed choices.

An assessment framework that is often used within the helping profes-
sions and particularly useful for collecting information about vulnerabil-
ity and risk factors is the 4 P’s model (Weerasekera, 1996). Often a fifth
‘P’ is added in professional practice, which is the ‘presenting problem’. In
the following table, therefore, we provide the original four P’s as outlined
by Weerasekera (1996), but we also add the fifth B, of presenting problem
for the sake of completion, and these are outlined in Table 2.1.

When considering the first P in this table, which is the presenting
problem, this can be an area that different family members have a differ-
ent perspective on. Alternatively, the family may have a dominant narra-
tive that is maintained and re-presented in informal family conversations.
This dominant narrative may become part of the ‘performance’ of the
problem in the contexts of professional help-seeking.

The second P in the table (predisposing factors) is often understood
with reference to biological and hereditary factors within the family, such
as a propensity towards heart disease or mental health difhculties. The
opposite of this is the perpetuating factors which are typically environ-
mental (although not always), such as living in poverty, unhelpful peer-
relationships, poor nutrition, i.e., factors that contribute to the
maintenance of the difficulties. Historically, biological, and environmen-
tal factors have been considered in a binary way however new evidence
demonstrates that biological markers are environmentally influenced. For
example, the field of epigenetics shows us that DNA is not as determin-
istic as previously thought but can be influenced by the environment,
including the mother’s diet during pregnancy and stress (Kiyimba, 2016;
Painter et al., 2008). Evidence also shows that the way in which DNA is
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Table 2.1 The five P's

Description and examples

The five P's  Biological Psychological Social

Presenting  Somatic Examples such as Behavioural factors
presentations anxiety or are often the most
such as depression are tangible and
headaches and typical noticeable aspects of
stomach aches presentations for the presenting
may be part of people seeking difficulty
the presenting help from mental
problem health services

Predisposing Genetic factors Dysfunctional Socio-economic
that might cognitive, context of the family
make someone behavioural, and that may
more vulnerable emotional disadvantage
to physical or responses learned members
mental health within the family
conditions environment

Precipitating Current or recent Current or recent Current or recent

Perpetuating

Protective

health problems
within the
family

factors causing
anxiety or stress

On-going chronic  On-going chronic

physical or ways of thinking
mental health and reacting to
challenges circumstances that

are maintaining
unhelpful cycles
Helpful coping
strategies for
maintaining
cognitive and

Constitutional
good health

social and/or
relational challenges
such as conflicts with
others

On-going chronic
social difficulties
such as conflicts or
poor relationships

Supportive family and/
or peer relationships

emotional balance

read can be altered with supportive social interactions, nutrition, physical
activity, and relaxation techniques (Behm, 2012).

Overall, the second, third, and fourth P’s in this assessment framework
speak to ascertaining potential vulnerability factors, whereas gathering
information about the fifth P is important in understanding what intrin-
sic and extrinsic factors may support individual and family resilience.
Arguably, the resilience factors of the fifth P have not attracted as much
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attention as the vulnerability factors captured in the second, third, and
fourth P. However, Richardson (2002) noted that a shift towards
strengths-based practice which highlights a greater focus on protective or
resilience factors in assessment.

Supporting the whole family, can in turn help

and support the individual members.

Following an assessment using the five P’s, a model that may be quite
useful for practitioners working in the field of mental health, is the stress
vulnerability model (see Zubin & Spring, 1977). According to this
model, the greater the number and intensity of challenging events, the
greater the likelihood is of someone being vulnerable to becoming unwell.
We represent this in Fig. 2.1 taken from Kiyimba (2020, p. 198).

According to Lazarus (1993), a person’s ability to cope is a balance
between the internal and external demands and the person’s perceived
resources to meet those demands. Together with Folkman, Lazarus cre-
ated the transactional model of stress, proposing that people become
unwell when the demands outweigh their resources (Lazarus & Folkman,
1987). This is represented in Fig. 2.2 (taken from Kiyimba, 2020, p. 174).

To maintain a balance between demands and resources, Duerden
(2018) proposes two potential types of intervention:

1. Problem-focused change: to reduce the problem. To alleviate or remove
the internal or external challenge.

2. Resource-focused change: to increase the coping resources. To support
or develop greater strategies to manage the challenges.

Maximum
Unwell

Threshold ——>

Well

Challenging Events

Minimum

Low > High
Vulnerability

Fig. 2.1 Stress vulnerability model
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Resources

Demands

Resources < Demands = STRESS

Demands Resources

A

Resources = Demands = BALANCE

Fig. 2.2 Transactional model of stress

You may be in a position in your practice where you can facilitate or
help the family with problem-focused change or it may be the case that
your role enables you to help the family with resource-focused change.
We encourage you to think about this further as you engage with the
reflective activity in Box 2.2.

Box 2.2 Reflective Activity on the Transactional Model of Stress

Reflective activity

Reflecting on the transactional model of stress in practice

Here, we invite you to think about whether you can facilitate problem
(demand) or resource-focused change in your professional role.

1. To what extent are you able to alleviate or lessen the demands on
the family?

2. To what extent are you able to strengthen or increase the resources of
the family?

3. What challenges might there be if family members do not know how to
access or use their resources?
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For children, adverse historical events are likely to increase vulnerabil-
ity to mental health difficulties. However, historical events cannot be
changed, and the challenge for family mental health practitioners is to
consider what resources can be put in place to enable children’s coping
and resilience in the wake of what has happened in the past. The term
‘adverse childhood events/experiences’ (ACEs) is commonly used to
describe several highly stressful or traumatic experiences that children
may encounter. These are described in Table 2.2.

There are numerous studies that demonstrate that the larger the num-
ber the ACEs that the child experiences before their 18th birthday, the
greater the risk of negative consequences in the child’s development
(Kiyimba, 2020). Indeed, research illustrates that childhood abuse,
neglect, and family dysfunction typically occur together (Rosenberg
etal., 2007). For practitioners, therefore, it is important to recognise how
different kinds of adversity in childhood are “deeply intertwined”

Table 2.2 Overview of ACEs

ACE

Description

Physical abuse

Sexual abuse

Emotional abuse
Physical neglect
Emotional neglect

Mental illness

Parental absence/loss
Substance abuse

Violence against the
mother/stepmother

Having a relative
incarcerated

Parent or known adult causing physical harm or
injury to the child

Another individual older than the child
inappropriately touching in a sexual way or
intercourse

Insulting, humiliating, or making derogatory
comments by an adult towards the child

Not providing sufficient food and nutrition, clean
clothes, or access to healthcare

Circumstances whereby the child feels unloved,
unsupported, and unimportant

Whereby a member of the family has severe
depression, mental illness, or engaged in a suicide
attempt

A parent is lost through divorce, abandonment,
death, or other reason

Parent or caregiver engages in problem uses of
alcohol or drugs

The frequent witnessing by the child of physical
violence against their mother from another person

Where the child has someone in the household sent
to prison
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(Merrick et al., 2017, p. 19). Unhelpful or maladaptive coping strategies,
such as drinking or smoking, or taking drugs, may be used by adolescents
and young adults as a strategy for stress reduction (Dembo et al., 1992).
A key role for practitioners working with families where children (and
potentially their parents) have experienced ACEs is to support them in
establishing emotional regulation strategies that are helpful and
resilience-building.

Given the more recent context of the global pandemic of COVID-19,
it is worth noting that the additional restrictions imposed during the
lockdown periods added additional pressures and strains to families
(Cluver et al., 2020). The parenting challenges of home schooling and
social distancing were also compounded by juggling work from home for
some, economic pressures for most, and for some there were also redun-
dancies (Gallagher & Wetherell, 2020). Some researchers argue that the
profound impact on everyday family life caused by the complex responses
to COVID-19 created considerably more stress within families, which in
turn may have actually exacerbated or added to children’s adverse experi-
ences such as abuse, neglect, and interpersonal violence (Fegert et al.,
2020; Mahase, 2020).

Working with Families in Mental Health

There are many ways in which families may be involved or included in
work with a person within the family who has mental health difficulties.
Broadly speaking, the ways in which families might be involved fall
roughly into four domains:

1. To communicate with the family to acquire more information about
how the individual family member with the mental health difficulty is
in other contexts and settings and/or what coping or management
strategies they are currently using.
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2. To engage with family members around decisions about interventions
for the family member with the mental health difficulties. This
includes discussions about medication, inpatient admission, behav-
ioural activities at home, nutrition, and exercise.

3. Sometimes families may need support practically or financially, such
as respite care or families may benefit from psychoeducation about a
particular mental health difficulty of their loved one.

4. The fourth aspect may be that members of the family are directly
involved in a psychological intervention or treatment process. This
kind of direct involvement is referred to as family-based psychological
interventions (FBPI) (Carr, 2020).

In the literature, sometimes family members supporting someone with
a mental health difficulty are referred to as carers. Importantly for the
best outcomes for family members with mental health difficulties, a col-
laborative process between healthcare professionals, family members and
the individual being treated is established. This dynamic interaction is
sometimes referred to as the ‘triangle of care’ (Worthington et al., 2013).
One corner of the triangle is the client, the second is the family, and the
third is the professional helper. Notably, the aspect of the triangle where
the professional helper sits may be constituted of several different practi-
tioners from different professional sectors who may have either overlap-
ping or competing agendas. These multiple influences may need to be
navigated. In addition, the family corner of the triangle is also likely to be
made up of various individuals, again with different perspectives.

However, family-based psychological interventions are based on the
principle that family members are a valuable therapeutic resource and can
include couple therapy, family therapy, and parent-assisted therapy focus-
ing on children (Wampler et al., 2020). Studies consistently indicate that
these FBPIs are more effective in addressing relationship problems than
individual therapy (Carr, 2019, 2020; Riedinger etal., 2017). Specifically,
FBPIs have been shown to be effective for working on attachment prob-
lems, child maltreatment, child and adolescent behaviour disorders, and
eating disorders (Carr, 2020).
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The way in which family-based psychological
interventions work is by helping family develop more

functional and supportive relationships and better
problem-solving strategies (Carr, 2022).

Final Thoughts

This chapter has introduced key concepts pertinent to the book in
terms of what constitutes a family. Using extracts of data from family
interventions, we have discussed the complexity of the ways in which
families identify and dispute family roles and relationships. The
importance of keeping this in mind as a practitioner is to allow fami-
lies to be self-determining about what constitutes their family con-
stellation and who is part of that. This can be helpful when conducting
assessments to ascertain vulnerability and resilience factors within
the family system. We have briefly discussed the use of the four/five
P’s model as a helpful assessment framework and have highlighted
the impact of adverse childhood events (ACEs) on child mental
health outcomes. For practitioners working with children in families,
an awareness of the cumulative impact of ACEs can inform thought-
ful and well-informed interventions that account for such risk fac-
tors. The value of working with families in a collaborative way to
support individual members’ mental health outcomes is expanded
further in the practitioner box, Box 2.3. by Clement Chihota.
Reflecting on the key themes that have been discussed in this chapter,
we are reminded of the intricacies of family dynamics and how internal
and external factors symbiotically impinge on family wellbeing. For prac-
titioners working with families, there is a great need to be sensitive to the
intersectionality between the professional agenda of the institution, the
needs of the family system, and the individual family member who is
being supported. Often this family member is a child or young person,
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Box 2.3 Practitioner Voice, Clement Chihota

Practitioner voices
Clement Chihota
Lecturer

Communit

Clement Chihota (currently a lecturer in Social Work, Community, and
Human Services at Federation University Australia) shares his experiences of
working with children, young people and their families in the Child Youth
and Family Services (Now Oranga Tamariki).

In my previous role as a Child Protection Social Worker in the Child Youth
and Family Services (now Oranga Tamariki), | learnt that there was no set
template for defining the family unit. In fact, | had to set aside my own
preconceptions of what the family is—or should be like—and work with the
families available to my clients. Thus, for the twin babies who were born to
a single, teenage, immigrant mother, ‘family’ was that teenager plus a
30-something-old grandmom who was hardly available because she strug-
gled with mental health issues. This was their family—and the family that |
needed to work with! | also learnt that every family had its own ‘home-
grown’ map of reality—and a trajectory, strong like a current, that carried
the children along. | discovered ways of ‘flowing along’ with such currents,
while also actively creating alternative channels that might lead to more
positive outcomes. A clear ‘no-no’ in my work were attempts to flow against
these family currents. Such attempts were futile as they not only instigated
resistance but also often proved disorienting (if not alien) to the children/
young people one was trying to help. In summary, | learnt that (a) every
family is unigue—and there is no universal template that qualifies what can
(or cannot) be defined as a family unit; (b) every family unit has its own
unique construction of ‘reality’—and a trajectory that is shaped by this visu-
alisation of reality. The practitioner needs to understand and work within
this current, and only then can they find alternative channels that may lead
to better futures for their clients.

47

(continued)
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Box 2.3 (continued)

| left the Child Youth and Family Services just when the Tuituia assessment
framework was being rolled out. Presented as a triangle, the Tuituia frame-
work prioritised the voice and experiences of the child (or young person). It
also explored parenting capacity and investigated ways of increasing this
capacity to promote the safety and wellbeing of the child. Finally, the
framework also explored material, social, and emotional resources that
could be harnessed to advance the safety and wellbeing of the child and
their family.

My greatest ‘take away’, after working for almost three years in the Child
Youth and Family Services, was that my role was not just to work with fami-
lies. Rather, it was to work within the structures and dynamics of each indi-
vidual family unit.

Box 2.4 Key Points

* What constitutes a family is socially, historically, culturally, linguistically,
and dynamically constructed.

* An alternative perspective to the binary conceptualisation of resilience
and vulnerability was proposed as a spectrum.

e The biological and environmental predisposing and perpetuating fac-
tors for family wellbeing were discussed using the model of four P’s.

¢ The importance of assessing adverse childhood events was highlighted
in relation to increased vulnerability to mental health difficulties for
those with a greater number.

e The triangle of care and the value of collaborative relationships between
health practitioners, family members/carers, and the individuals being
supported were discussed within the context of different approaches to
family work.

and it is helpful to bear in mind that the child is not an island. In other
words, the child is raised within multi-systemic partnerships and influ-
ences, and the roles of different systems are important when working with
a family. We summarise the key messages from the chapter in Box 2.4.
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Forming and Maintaining Good
Relationships

Learning Objectives

¢ Recognise the value of strong therapeutic relationships

e Critically assess the benefits and challenges of alignment

¢ Identify circumstances in which rupture might occur

¢ Reflect on the ways in which social and contextual conventions impinge
on turn-taking practices and the conversational experience of
interruptions

¢ Consider how different members might be treated in the institutional
interaction

Introduction

When conversing with families, there are several variables to negotiate to
successfully maintain beneficial alignment in relationships with each
family member. The aim of this chapter is to explore some of the chal-
lenges to the endeavour of establishing therapeutic relationships. The evi-
dence base critically questions the extent to which the relationship
between the practitioner and family members is potentially more benefi-
cial, or at least significantly important, than the intervention type
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specifically. As such the importance of therapeutic rapport, whether face-
to-face or on a virtual platform, is necessary to take time to consider.
Different cultures have different perspectives on how much attention is
given to the relationship versus the task components of professional
engagement with families. However, we argue that the relationship is the
vehicle for the task to be achieved, and therefore there is great value in
giving attention to and prioritising the relationship factors in working
with families.

The Therapeutic Relationship

Although there is a huge amount of information about different com-
munication strategies and techniques that are beneficial in mental health
professional relationships, the overriding evidence suggests that the rela-
tionship itself has more influence of the successful outcome than the spe-
cific interventions (Kiyimba, 2020a). Early reviews of the literature
demonstrated that 30% of positive change is due to therapist attributes
such as warmth, congruence, and empathy, with the “main curative com-
ponent is the nature of the therapeutic relationship” (Lambert & Barley,
2001, p. 357). Notably, this parallels the three core conditions of person-
centred care which are empathy, congruence, and unconditional positive
regard (Rogers, 1957). A more recent review of 16 meta-analyses con-
ducted by the American Psychological Association (APA) Task Force on
Evidence-Based Relationships and Responsiveness (specifically related to
psychotherapy) concluded that the value of several relationship factors is
related to positive therapeutic outcomes, and we outline several of these

in Table 3.1 (DeAngelis, 2019).

Establishing and Maintaining Alignment

The conversational device that different parties use to position themselves
in relation to their interlocutor’s message is called alignment (Atkinson
et al., 2007; Nofsinger, 1991). The notion of alignment in relation to
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Table 3.1 DeAngelis (2019) findings from 16 meta-analyses on therapeutic
relationships

Relationship factor Description

Fostering mutuality It is argued that there needs to be mutuality in the
and collaboration  therapeutic relationship to promote equality in the
partnership
Agreeing It is important that there is partnership in developing the
therapeutic goals  therapeutic goals and agreement on what they might
be and how to achieve them
Being flexible and  Therapists require skills to tailor treatments to individuals
responsive and consider the cultural background, therapy
preferences, spiritual beliefs, gender identity, and so
forth and need to be responsive to that individual
Using feedback A technique for facilitating the therapeutic relationship is
to gather feedback from the client and incorporate that
into the treatment process
Repairing rupture  There are different factors that can disrupt therapy
alliance, but it is important to resolve these ruptures to
achieve better outcomes
Handling negative It can be challenging for therapists to repeatedly address
emotions negative states and not become frustrated
Promoting At the end of therapy, there are different techniques to
effective endings  close the therapeutic relationship, including mutual
discussions, facilitating future coping strategies,
reflecting on therapeutic gains, and expressing pride in
the progress made

family conversations is like the idea of establishing rapport (Spencer-
Oatey, 2004), where rapport is experienced as a sense of solidarity or
connection (Spencer-Oatey & Zegerac, 2017). The value of alignment
activity is that it is a way to display mutual understanding in situ (Tecedor,
2016). According to Ohta, there are two main ways of building relation-
ship alignment which are acknowledgements and assessments (Ohta,
2001). Ohta described acknowledgements as being the interlocutor indi-
cating receipt of the message and being ready to continue, whereas assess-
ments were described as requiring an expression of personal position.
Notably, in multi-party family interactions, it is necessary for the practi-
tioner to respect and value individual members and to build and main-
tain alignment with everyone, so that each person has a sense of belonging
and involvement (Anderson, 2001).
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To examine the interactional process of alignment in more detail, we
focus on three examples. The first is the role of active listening in main-
taining the therapeutic relationship.

Active Listening

The process of displaying clearly to the speaker that what has been said has
been heard and can include skills such as summarising and reflecting.

The second examines how the colloquial activity of gossiping might
function in a professional context as an alignment-building strategy
between a family member and practitioner.

Gossiping

Gossiping is defined as being triadic whereby a non-present third party is
talked about (Michelson et al., 2010), typically in a negative way (Noon &
Delbridge, 1993).

The third considers how extreme forms of assessment (extreme case
formulations: Pomerantz, 1986), can be used to build alignment in situ-
ations where there are apparent age or cultural differences that need to be
navigated.

Extreme Case Formulation

Extreme cases are when people utilise terms that emphasise an extreme
version, either the maximum or minimum of something (e.g., always, never,
definitely, everybody, and nobody). They strengthen a claim or propose the
validity of one (Pomerantz, 1986).

Language and Active Listening

To maintain the therapeutic relationship, the language used by the prac-
titioner has importance. Notably, different professions working with
families are trained in different ways, and yet being reflective about prac-
tice is a mainstay for many. Arguably, reflecting on language use can be a
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helpful mechanism for thinking about the therapeutic relationship and
managing difficult conversations with family members. A skill that many
counsellors and therapists learn as a core component of their training is
active listening.

Active listening is when an interlocutor demonstrates involvement in
the interaction by verbally indicating an understanding of the speaker’s
message (Tecedor, 2016). The key components of active listening involve
reflecting and summarising (Geldard & Geldard, 1998). Geldard and
Geldard defined reflecting as identifying core content details of what the
speaker has said and reporting those words back to them for confirma-
tion. They defined summarising as pulling together the thread of key
points in what the speaker has said to demonstrate understanding. At this
poing, it becomes relevant for the hearer to offer either agreement or dis-
agreement with the formulation offered, which is demonstrated in the
following data example.

Child (J) and Counsellor (C)—taken from Hutchby (2005, p. 18)

J: It’s really hard because my dad tells me t’do one thing
and my mum tells me tuh do the other=.hh=an’ it feels a
bit like I showed you last week, .hh with my da:d saying
do this and wi’ mum saying do this an’ I don’t know

what t’ do:.
(0.7)
So y- y- you get told t’do two different things [at ] the=

[Yeh]

QO 49 O

=same ti:me.

This example is typical, in that usually it is the family member that gives
a longer more detailed explanation of a family interaction, and the practi-
tioner offers a summarised or shorter reflective overview. In this case, the
counsellor summarises what the child has said, in a simple phrase ‘you get
told two different things’ to which the child agrees in overlap yely.

In making choices about which are the salient points to reflect or sum-
marise to the hearer, there are various options (Hutchby, 2005). Using
conversation analysis to look at transcripts of these kinds of conversa-
tions, it is possible to identify the results of making one choice of phrase-
ology over another (Perikyld, 1995). The practical accomplishment of
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active listening is a demonstration of how the practitioner has formulated
the client’s narrative in a way that is relevant to the professional interac-
tional context (Hutchby, 2005). When working with families, it is com-
mon for family members to describe numerous situations or instances to
the practitioner, and the skill of active listening is one by the practitioner
that can synthesise this material into a brief professionally relevant sum-
mary that is endorsed by the family members. When done well, provid-
ing a summary or reflection of what someone has said can build the
therapeutic relationship and rapport, because the speaker feels heard and
understood. This is also referred to as the development and maintenance
of therapeutic alignment.

Alignment Through Professional ‘Gossiping’

We have titled this section ‘professional gossiping’ in respect of a paper
we wrote published by the same name (Parker & O’Reilly, 2012). The
key features of everyday gossiping are that the action is triadic (Michelson
et al., 2010), evaluative (DiFonzo & Bordia, 2007), and usually negative
(Noon & Delbridge, 1993). Gossip is triadic in everyday conversation in
the sense that there is a speaker, a hearer, and a person being talked about
who is not present (Foster, 2004). By speaking evaluatively and nega-
tively about a non-present third party, gossiping serves the function of
building an alignment between the speaker and hearer. In a similar way,
in a professional context, a speaker and hearer may build alignment by
talking in a (usually) negative way (i.e., ‘gossiping’) about a third party. In
our family therapy data, the ‘talked about™ third party was present and
part of the social interaction. We note that while discussing a third party
builds alignment between two members of the interaction, it potentially
excludes the overhearing third party. Therefore, interactional effort needs
to be made to (re)include the overhearing third party to ensure alignment
with one member of the family does not exclude alignment with another
member of the family. The following data extract demonstrates one way
in which this occurs.
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Example Clamp family (taken from Parker & O’Reilly, 2012, p. 468)

FT: What’s it lilke hearin’ vyer mum an’ dad (.) and me
talkin’ about things that you do?
(5.5)

FT: Does that bother you?

Phil: ((Shakes head))

FT: No?

Here, we can see the therapist orienting to the preceding minutes of con-
versation whereby the mother and father were providing him with informa-
tion about their son Philip’s behaviour with a negative overtone and negative
examples. In giving space to the parents to express their perspective, the
therapist builds a therapeutic alignment with them. However, the risk is that
this potentially causes a disalignment between the therapist and the child.
To correct and rebalance the alignment structure within the multi-party
discourse, the therapist works to bring Philip back into the conversation. In
effect, the therapist moves from a ‘content” discussion to a ‘process’ discus-
sion. In so doing, he highlights an awareness of the potential for the child to
feel excluded by this ‘gossiping’ format of the interaction between himself
and the parents. This re-inclusion is achieved by directly questioning Philip
about his emotional response to hearing these negative evaluations. Thus,
the therapist’s tentative discourse here potentially invites ‘corrections’ in
working towards an account that all family members can take up.

Because the maintenance and dynamic between different members of
the family can be tricky, practitioners may use different strategies. The
following section is an example of using hyperbole or extremity as another
technique.

Alignment Through Extreme Case Formulation

The term ‘extreme case formulation’ (ECF) was first introduced by
Pomerantz (1986) and is not a description of grammatical accuracy but
represents the social action performed by a speaker. ECFs characteristi-
cally refer to their object in an extremely minimising or extremely maxi-
mising format (Sidnell, 2004). Whenever a speaker makes an assessment,
in conversation analysis, a response to that assessment is made relevant
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such that the hearer is positioned as being required to agree or disagree
with the assessment (Pomerantz, 1984). Typically, an agreement with the
initial assessment to be heard as an agreement, it typically needs to be
formulated as an upgrade. For example, if someone says, ‘it’s a nice day’
as an evaluative first statement, to be heard as agreeing, the respondent
might say ‘yes, it’s beautiful’.

In this simple example, beautiful is heard as an ‘upgrade’ of nice and so
the overall social action of the response is understood as an agreement.
The use of ECFs is therefore an extension of this principle but in the use
of an extreme evaluation the response is heard as ironic rather than agree-
ing. For example, in response to ‘it’s a nice day’ if someone said, ‘yes, it’s
the most beautiful day I have ever experienced in my whole life’, their
statement is likely to be heard as ironic or sarcastic. When used in the
context of family therapy, we found that the judicious use of extremity
functioned to support or promote therapeutic alignment. In the follow-
ing extract, the middle-aged female therapist is navigating a way to align
or connect with her teenage male client.

Beech Clinic: Taken from Kiyimba (2020b, p. 7)

Therapist: 1T ca:n’t understand why anybody would want to
have their eyebrow pierced (.) OK?

(0.6)

Therapist: tbut then I belong to the days of the dinosaurs

Client: mm

Therapist: OK? Right,

The context of this data extract is that the client has been complaining
that his parents were prohibiting him from having his eyebrow pierced,
which he was claiming to be unreasonable. Initially, the therapist appears
to align with the non-present parents by expressing a similar perspective
‘1 cant understand why anybody would want to have their eyebrow
pieced’. Having made that statement, her potential disalignment with
her client is apparent, and she works to repair that disalignment by using
an ECE In making an extreme claim about her age, ‘I belong to the days
of the dinosaurs’ she makes relevant a potential reason for the difference
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of opinion with her client. When someone makes an extreme claim such
as this, the hearer will usually make a statement in response that mitigates
the extremity. The following data is a good example of this:

Example: Taken from Kiyimba (2020b, p. 10)

Therapist: supposing it’s all absolutely true fand you have
got the meanest dad in the country

Client: tOh no he’s not mean, he’s just, well he can be
he’s jus’ erm j’s tight.

The ECF in this example is made by the therapist that the client may
have the ‘meanest dad in the country’. By placing an evaluation at an
extreme end of the spectrum, this social action precipitates a more tem-
pered response from the client. In this case, he responds by saying ‘he’s
not mean’ ... ‘he’s jus’ tight', which softens the meaning as tight is a col-
loquial expression for being careful with money.

Rupture

Rupture

Rupture is a technical term for when disalignment or a breakdown in the
rapport occurs between the family member and the practitioner.

The term rupture is frequently used in counselling and therapy to
denote a juncture in the professional conversation whereby there has
been a breakdown or deterioration in the relationship between the client
and practitioner (Safran & Muran, 1996). Ideally, this is something that
practitioners try to avoid as much as possible, because the goals of the
professional relationship are jeopardised. Ultimately, there is a potential
that the family may completely disengage from services. However, in
these instances, the practitioner can utilise skills to repair the rupture.
There are multitudinous ways that rupture can happen in professional
relationships, just as in ordinary interactions. They fall broadly into two
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categories, that of confrontation and withdrawal (Safran et al., 2001),
and we argue that in the case of withdrawal, this can be passive or active.
We focus on four types of rupture with examples from our data. These are
inattention, disruption, resistance, and discontinuity.

Inattention

As noted in this chapter, the task for the practitioner of maintaining
engagement with all family members requires skill and flexibility. It is
very easy to engage in conversation with one family member and inadver-
tently exclude another family member. When inattention to a family
member occurs, there could be a rupture in that dynamic. The following
example is one where the therapist is in conversation with the father, and
in doing so has for a period been inattentive to the child who is also pres-

ent (taken from O’Reilly & Parker, 2013, p. 501).

Niles family

FT: but it might be helpful,

Steve: I'm |bored

FT: for us t’ at le:ast ‘ave some fguesses about what’s goin’
on with Steve hhh so my kind of ffirst question is >what
is it< [like (.)for you 1Steve (0.2) sittin’ ‘ere =

Steve: [I fwanna go ‘ome

FT: = hearin’ us all talkin’ about (0.2) the things that

<you do> that are fTnaughty

The interaction proceeds with the therapist and father discussing the
child Steve who is present. Steve’s interjection ‘T'm bored” and ‘I wanna
go ‘ome’ (as in, want to go home) is indicative of his disengagement from
the process due to neither the father nor therapist maintaining engage-
ment with him at that point. The therapist seeks to repair the rupture
that has occurred by turning his attention to Steve ‘what’s it like for you
Steve, sitting ‘ere’. Typically, when a repair to rupture is initiated, the
person being reincluded in the conversation will be addressed by their
first name, which is ‘Steve’ in this example. Another good example of this
can be found in the following extract (taken from O’Reilly & Parker,
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2013, p. 497) where the child is re-engaged in the conversation by using
his first name Bob'.

Bremner family

FT: S::0 Bob would you like [t’ tell me why mummy’s in a |mood
Bob: [No 1I'm not in the mood ta tell

(0.4) you

Disruption

When a practitioner has not attended to a particular family member
(usually children) during a multi-party interaction, this may result in
disengagement or boredom as described in the previous section.
Furthermore, inattention may escalate into disruption whereby the unat-
tended family member engages in behaviour to elicit attention or to lead
to a termination of the interaction. We provide an example of this
whereby two of the three children present begin to jump on the furniture
(taken from O’Reilly & Parker, 2013, p. 496).

Clamp family

Dad: I don’t think Jordan understands what you’re on about
either (.) to be honest

FT: Yeah

Dad: I think Phil[lip( )

Ron: [Heh h[eh heh heh ((Ron is jumping))

Jordan: [heh heh heh heh ((Jordan is
jumping) )

Dad: fWill you stop jumpin’

Because the therapist and the father have been talking without involv-
ing the children, there is a major rupture occurring in the session.
Potentially, there may have been opportunities for the rupture to thera-
peutic alignment with the children to have been repaired at an earlier
stage; however at this point, the disruptive behaviour of the children risks
rupture of the whole session not just of alignment between one or two
family members and the practitioner.



64 M. O’Reilly and N. Kiyimba

Notably, the two forms of rupture discussed, inattention and disrup-
tion, reflect the category of withdrawal proposed by Safran et al. (2001),
with our first extract being an example of passive withdrawal and our
second being active withdrawal. We now provide a form of rupture that
is consistent with the notion of confrontation.

Resistance

With the examples we have illustrated, it can be easy for the adults to
dominate the conversation. This may be unintentional and thus it is
helpful for practitioners to be mindful of their decision about deliberate
inclusion or exclusion of children in conversation with family members
(which we return to later in the book). We invite our readers to be delib-
erate in their decision making about the inclusion or exclusion of chil-
dren in conversations with families and to have a rationale for doing so.
Where the decision has been made to include children in the interaction,
it is important to ensure that therapeutic alignment is maintained with
the children as well as adults. In circumstances where there has been a
failure to attend to the importance of establishing and maintaining rap-
port with children, outright resistance may occur as is illustrated in the

following example (taken from Parker & O’Reilly, 2013, p. 499).
Bremner family

FT: 1So (.) will you >come back again< (.) and see me again
in fo:ur weeks?

Bob: No

FT: toh I think fso

Bob: I will not

If the decision has been taken to include children in the
session, it is important to consistently engage them in

the interaction to avoid rupture.
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Discontinuity

Discontinuity can happen in various forms when working with families,
and these can be broadly conceptualised into three types: expected, unex-
pected, and possible. Expected discontinuity refers to situations such as
in family therapy where the therapist will routinely be expected to leave
the room to consult with the reflecting team before returning to the fam-
ily. Unexpected discontinuity refers to unplanned interruptions such as a
knock on the door or telephone call or fire alarm sounding. Possible dis-
continuity refers to situations where there is a chance of unplanned dis-
ruption which can be anticipated and contingency measures put in place,
such as arranging alternative communication modalities when engaged
in online work. In the case of possible or unexpected discontinuity, there
is likely to be a disruption to the flow of the interaction which may result
in rupture. However, even in the case of planned discontinuity unless this
is handled carefully, there may also be risk of therapeutic rupture. Ideally,
the management of planned discontinuity would consist of three phases
(the three P’s of planned discontinuity):

1. Pre-empting—Signalling earlier in the session that a planned break in
the session will occur.

2. Performing—Choosing the moment of discontinuity carefully and
collaboratively agreeing the purpose and length.

3. Picking up—Re-entering the discontinued conversation by picking up
where you left off.

The following series of extracts are examples of each of these phases in

practice (taken from Parker & O’Reilly, 2013, p. 172).
Clamp family

FT: Okay at some stage I might nip o:ut (.) jus’ t’ see if
they’ve got any ideas, that might be helpful erm it gives
you a bit [of space as well to think about (1.0) =

Dad: [Yeah]

FT: = or what you think about me and what we’ve been doing
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Pre-empting

This extract is taken relatively from early on in a family therapy session.
The therapist (FT) pre-empts that he may need to exit the session at some
point to speak to the reflecting team. The key components of this pre-
emption are beneficial to mitigating rupture and can be conceptualised in
a four-part framework: stating that (a) it will occur (‘az some stage’), (b) it
will be brief (‘nip out’), (c) the benefit to the therapist for the break (‘see
if theyve got any ideas’), and (d) the potential benefit to the family for the
break (‘gives you a bit of space as well’). The following extract provides an
example of performing an expected discontinuity break (taken from

Parker & O’Reilly, 2013, p. 172).

Niles family

FT: In fact, (.) do yer want me t’ leave you finishin’ off that
list if if >the two of you< do your fown list (.) which
ones of those you think are like Steve (.) I’11 go an’
talk t’ Carla (.) and I’1ll be back in a minute

Whether the discontinuity is expected or possible, the
benefits of pre-empting the interruption are that manages

the expectations of the family members in a way that offers
some protection against rupture.

Performing

Having prepared the family earlier in the session for the planned exit, the
therapist now engages in performing that action. He does so by engaging
in the latter three of the four components of the framework (b, ¢, and d)
described previously: benefit to therapist (‘go an’ talk to Carla’), benefit to
family (‘do your own list’), and short timeframe (‘back in a minute’).
Engaging in each of these components does not take long but is an effec-
tive strategy in managing potential for rupture.
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Picking up

The next extract is an example of picking up (taken from Parker &
O'Reilly, 2013, p. 175).

Clamp family

FT: Er::m (.) did you get chance to think afbout that
question
o::r (.) did you jus’ |kind |of

Dad: 1I can’t remember what it was nfow

FT: Relax for a bit? (.)

Mum: heh heh heh

FT: don’t worry about it (.) It was it it was fabout (.) 1I

guess what you may have lea::rned from your dad about
how t’ be a dad (1.2) er::m (.) but that is a very hard
question >I know< you may need more time to think about
it (1.0) Er::m (1.0) I’11 just I’11 just say a little
bit about er::m (.) what I was talkin’ about with my (1.0)
colleagues

Where expected and planned discontinuity is performed, the third
component of re-entry to the conversation should be engaged in a way
that creates an environment of continuity. This is achieved by picking up
on the topic of conversation that was being discussed prior to the thera-
pist exiting the room, upon re-entry (‘did you get a chance to think about
that question?’). In this way, the latter two parts of the framework (c and
d) are invoked: the therapist orients to what was potentially beneficial to
the family during that break (‘what you may have learned from your
dad’), before going onto discuss what was beneficial to the therapist dur-
ing the break (‘what I was talkin’ about with my colleagues). By main-
taining coherence to the components of this simple four-part framework,
even in an environment of discontinuity where rupture is a highly prob-
able attention to these straightforward strategies can help to avoid that
from happening. Notably, if the discontinuity is unexpected, then there
will not have been an opportunity to pre-empt it beforehand, as in the
case of expected or possible discontinuity.
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Taking Responsibility for Rupture Management

We argue that there is an onus on the practitioner to hold some respon-
sibility for recognising and predicting the possibility that rupture can
occur in family interactions in several different ways. Practitioners can
deliberately take steps to avoid rupture where possible and to develop
skills to manage and repair rupture in situations where it is unavoidable.
When working with families, it is a complex task for practitioners to
maintain active engagement with all family members consistently. There
is a challenge to maintain active engagement of children in part due to
their membership status and in part due to their developmental compe-
tence and attention span. We have illustrated in this section of the chap-
ter, some of the ways that children can be marginalised or disengaged
from the therapeutic conversations. These were inattention, disruption,
and resistance. Where children have temporarily disengagement, re-
engagement can be achieved by using their first name, asking them direct
questions, encouraging them to reflect on things, and sharing their own
perspectives. Another point made was that validating the child’s experi-
ence both outside the current interaction and in the here and now listen-
ing to the conversations between the adult parties is a powerful way of
maintaining children’s engagement. Acknowledging and validating the
challenges for the child in the current interaction, such as becoming
bored, hearing negative appraisals about their behaviour, and potential
uncertainties they face, can create space for them to feel more accepted.
In some ways, this resonates with mentalisation-based treatments in fam-
ily therapy (Hantel-Quitmann & Weidtmann, 2016). To consolidate
your thinking about this section of the chapter, we invite you to engage
with the reflective activity in Box 3.1.
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Box 3.1 Reflective Activity on Rupture

Reflective activity

Rupture

Based on what you have read in this section of the chapter, we invite you
to reflect on the questions below to think about your own practice in avoid-
ing, managing, and repairing rupture when working with families:

1. What strategies do you currently have in place to manage and repair
rupture?

2. How do you intentionally plan to avoid rupture?

3. How do you actively engage children in conversations with families?

4. How might shorter sessions potentially avoid children’s boredom, disrup-
tion, and disengagement?

5. What environmental considerations could you consider that might sup-
port consistent engagement with all family members?

Interruptions

The Western cultural norm in social interaction is that there is a turn-
taking process whereby one speaker takes the conversational floor at a
time. Normatively, the social etiquette in conversation is that one speaker
speaks at a time and the listener waits for the current speaker to conclude
their turn before speaking. Thus, the moment-by-moment allocation of
turns is a social accomplishment (Lerner, 1989). This social accomplish-
ment is guided by the norms of society and is a small part of the larger
social accomplishment of normative practices of appropriate behaviour.
As with any social construct of normative action, there is a need for much
of a particular society to agree on specific norms as being preferable. Turn
taking in conversation is an example of a socially constructed social norm
for social interaction, and thus is an interactional accomplishment. For
children in families, it is part of their developmental socialisation that
parents and other adults will instruct them in the art of turn-taking.
Interrupting is a way of describing a breach of the social norm of con-
versational turn-taking. In conversation analysis, the terminology used is
‘the conversational floor’, which refers to the space people occupy when
they are taking turns in a conversation. In other words, it is a usual
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practice for one person to speak while the other listens, and then change
speaker at an appropriate moment. The speaker who is at any time speak-
ing is the person who is holding the conversational floor. In multi-party
conversations, like those with families, there may be competition for who
is allocated or who initiates moving into that space of being the speaker
and holding the conversational floor.

Conversation analysts have identified that typically listeners can recog-
nise appropriate points when a speaker has completed their turn and it is
relevant to provide a response. These transition points between one
speaker’s turn and the next speaker’s turn are called Transition Relevance
Places (TRPs) (Sacks et al., 1974). Notably, this is a sophisticated socio-
discursive skill, and there are occasions in conversation where the listener
misjudges the closing point of the speaker’s turn and begins their turn. In
this case, there is some overlapping talk, but this does not constitute an
interruption (Jefferson, 1986). An interruption is when the second
speaker begins a turn when there is no indication of a TRP or no TRP.

Power and Asymmetry

Different researchers subscribe to different ideas about the existence of
power depending on their theoretical framework. Although this is a com-
plex epistemological issue, broadly speaking from a macro-social con-
structionism position, power exists and is a concept that is used as a
presupposition, whereas from a micro-social constructionist position,
power does not pre-exist before it is co-created between members. Many
feminist researchers also approach research from the starting point that
power pre-exists a social interaction. Feminists have been influential in
the study of interruptions because of their viewpoint that there are power
differentials between men and women, and conversational interruptions
are the only mechanism by which this power is realised (Fishman, 1983;
Lakoff, 1990; West & Zimmerman, 1983). This is because an interrup-
tion intrusively disrupts the speaker’s turn and by implication the inter-
rupter is asserting dominance over the speaker (Zimmerman &
West, 1975).
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The feminist and macro-social constructionist perspective articulates
conversational interruptions as performing a social action of invocation
of power and dominance. That is, they have an a priori assumption that
an interruption always represents the social action of dominance.
However, our preference for approaching data inductively is to examine
the social actions accomplished by interruptions by examining actual
family interactions in situ. This micro-social constructionist approach
views interruptions as a discursive action without pre-assuming the exis-
tence of power. Additionally, we concur with Hutchby (1992) who argues
that the attribution of a discursive action as an interruption is an evalua-
tive construct achieved by the members of the social interaction. In other
words, treating something as an interruption is an interpretation made by
family members engaged in that specific conversation rather than being
independently so. To do so, we analyse the way that participants orient to
seemingly anomalous turns as potential social deviations to the turn-
taking rule, or not.

Members Interrupting: Children

In the data we present, we consider the interactional accomplishments
achieved when practitioners, parents, or children initiate a turn (take the
conversational floor) during an ongoing turn of talk by another speaker
(see also O’Reilly, 2006, 2008). We start by presenting two identifiably
different types of interruptions initiated by children, (1) contextually
non-relevant and (2) contextually relevant, to the institutional business
of therapy. In response to the contextually non-relevant interruptions,
there were two types of responses from the adults, which were either to
ignore the child or to reprimand them. In response to contextually rele-
vant interruptions, typically the child was engaged in the conversation.
Here, we present two examples of contextually non-relevant interrup-
tions from children. The first is where the child interrupts his father and
the second is where the child interrupts the practitioner. In both cases,

the child is ignored.
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Clamp family (taken from O’Reilly, 2006, p. 554)

Dad: Ronald’s okay nfo[w then Ronlald ain’t too |bad =
—Phil: [°Can I play with Jordan dad?®
Dad: = >I mean< ‘e ‘as be’aviour problems >sometimes< but.
‘e’s just (.) >you know< .hh it’s <'not the same
a:s> (.)
whatev]er
FT: Yelah

Bremner family (taken from O’Reilly, 2006, p. 557)

Gran: No °no°

FT: 'No not at [this moment

—Bob: [Pick a numlber

FT: I've just se:en the time (0.4) the time’s flown by
Gran: Yea::h

In the first extract, the father is talking with the practitioner about his
son Ronald’s behaviour and his other son Philip interrupts to ask his
father a question ‘can I play with Jordan dad?’. The child’s interruption is
not related to the institutional business of the conversation between his
father and the practitioner and is therefore categorised as ‘contextually
non-relevant’. The father does not acknowledge the question or respond
to it, and thus in effect ignores this interruptive question. In the second
extract, the practitioner is in conversation with the grandmother and the
child, Bob, interrupts by asking the practitioner to join his game by
selecting a number in a pick a number’ game. Again, this is an example
of a child’s interruption that is contextually non-relevant and like the first
example is ignored by the adult parties. The following extract is an exam-
ple of the second kind of response to contextually non-relevant interrup-
tions by a child where instead of being ignored, the child is

reprimanded.
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Niles family (taken from O’Reilly, 2006, p. 559/60)

FT: 'but then 1Steve >didn’t want to know< (.) he was kind of
no way >leave me alone< hh fbu[t then when you =

Lee: [°I want Joe®

FT: = went back he told you

Dad: 0Oi (0.2) shut up.

FT: When you’re u[pset Nicky, what do you like pe:ople to =

Lee: [T want to talk to Joe

FT: =do (0.4) if you’ [re upset >what do you like people to do<

Dad: [He’11l talk to you in a minute when he’s
finished

At this point in the interaction, the practitioner and the parents are
conversing about the oldest son’s problematic behaviour. This topic of
conversation is contextually relevant to the institutional business of ther-
apy. When the child interrupts this conversation twice with an appar-
ently contextually non-relevant request for attention from the therapist 1
want Joe’and ‘I want to talk to Joe’, his father reprimands him on both
occasions for the interruption. It is clear from the father’s response to the
child’s request that he treats it as a breach of social interaction rules. The
father tells the child to stop talking ‘shut up’ and to have patience, he’ll
talk to you in a minute’.

The previous examples have illustrated two kinds of adult responses to
children’s interruptions that were categorised as ‘contextually non-relevant’.
We now look at an example from an interaction where a child interrupts
the adult speakers with what we refer to as a ‘contextually relevant’ com-
ment. In other words, although the child does not wait for someone to
finish speaking before speaking themselves, the topic of what they are say-
ing is relevant to the topic of the conversation between the adults.
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Niles family (taken from O’Reilly, 2006, p. 562)

Mum And ‘e got ‘is hair off with that and >chucked it< on
the flo::or >and I says< we[ll once |yo-

Steve: [NO I HAVEn’t I dropped *it
on the f{flo:or

Dad: <YOU [threw it> across the livin’ ro:om befo:re nfow

Mum : [N- <YOU CHUCKED IT> .hh I was lthere and seen ya
>and I says< once you break that <you ARE NOT ‘avin’

another one> because they’re not |cheap they are a lot

of money.

Here, we see the mother describing the child’s bad behaviour, with ‘got
his hair off’. This being an English colloquial phrase to mean losing one’s
temper. The mother states that her son ‘chucked’ something onto the floor,
at which point he interrupts her turn to counter her claim by arguing that
he ‘dropped it This extract is an example of a child’s interruption that is
contextually relevant in the sense that it is part of the ongoing conversation
about the child’s behaviour. Arguably what this extract is an example of, is
the fact that adults respond to a child’s interruption if it is contextually rel-
evant to the institutional business, whereas the previous extracts showed that
interruptions that were not aligned with the content of the conversation or
topic were ignored or dismissed. The success or failure of a child’s attempt to
take the conversational floor appears to rely on their interactional compe-
tence to judge the appropriateness or relevance of an interjection as it per-
tains to the institutional business set by the adult parties.

Members Interrupting: Practitioners

In addition to investigating children’s interruptions, we also looked at
practitioner interruptions of adult family members’ talk. Notably, the
data in our research indicated that the turn construction of practitioners’
interruptions was characterised by politeness markers, which were absent
in the children’s interruptions. In terms of social competence, politeness
markers are displays of attending to social schemas. Social schemas are
normative patterns of behaviours that are expected in different contexts,
for example, how to behave in a restaurant or what is normatively
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expected of people in a classroom setting. In relation to politeness, a
social schema is a framework within a cultural context of what behaviours
are deemed to be polite or impolite. In the data we have presented, the
social schema for that cultural context is that it is impolite to interrupt
someone while they are speaking, and it is polite to wait for that person
to finish speaking before you start your own turn of talk. In our data,
when practitioners did interrupt adult family members, they did so by
orienting to the shared cultural understanding that it was as a rule, impo-
lite to interrupt. The way this is managed interactionally is to say some-
thing that indicates an apology for the social breach, at the same time as
engaging in that social breach. In this case, the social breach was to inter-
rupt someone whilst they are speaking. The form of apology for that
interruption is called a ‘politeness marker’ in discourse analysis terms.
However, there was a clear differentiation between the use of politeness
markers when practitioners interrupted adults, compared to a lack of
politeness markers when practitioners interrupted children.

A phrase that has been used to describe the rights of children com-
pared to adults in multi-party, multi-generational conversation is that of
‘half-membership’ (see Hutchby & O’Reilly, 2010; Shakespeare, 1998).
This refers to the constructed membership of certain population groups
to hold interactional and social competencies to contribute to the ongo-
ing conversation. Thus, membership status refers to the ethos of equality
with all members having equal participation rights with children being
encouraged to engage and be included, but because of developmental and
social competencies, children are often treated as having less interactional
rights than their adult counterparts (Hutchby & O’Reilly, 2010). The
following two examples illustrate the orientation of the practitioner to a
self-awareness of making an interruptive turn.

Niles family (taken from O’Reilly, 2008, p. 512)

Mrs Niles: >I mean< I did, suggest when I [went to se:e
that doc|tor

FT: [>Can I fjust< say
as well, sorry (.) <sorry to interrupt> (.) i- if
this is <about Steve> kind of (.) struggling with

*stuff femotionally .hh that doesn’t me::an that
you’ re doin’ a bad. jlob.
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Clamp family (taken from O’Reilly, 2008, p. 513)

Mr Clamp: re:ally they’re sayin’ that Joe’s done s[omethin’
lright,

FT: [w= w— w-
>can I< <can> (.) I I know I’'m linterruptin’ ‘ere
Dan, and I'm fsorry [about that, (.) it’s e::rm

Mr Clamp: [No you’re alfri:ght

Both examples show that the practitioner is reflexively aware that the
social action is an interruption and is therefore accountable (meaning
that if you do something that breaches normal social convention, you
would be expected to give an account or explanation for doing so). Rather
than not interrupting, they maintain the interruption and mitigate it via
an apology. This convention is contrasted with the following two exam-
ples whereby the practitioner interrupts a child without recourse to any
social conventions such as an apology.

Niles family (taken from O’Reilly, 2008, p. 517)

FT: 'Ah you watch it as well >do you< Steve?

Steve: |No

Lee: >He does we a[ll< °watch-°

FT: [How do you know that Bart’s naughty?

Bremner family (taken from O’Reilly, 2008, p. 518)

Gran: toh fright (.) |yeah
Bob: And I was gol[in’ to s-
FT: [So unfortunately <sorry I had to cancel>

the appointment ‘cause I was unwell.

In the first of these two examples, the practitioner is addressing the
child Lee’s brother, Steve, to ask about whether the family watches the
television show, 7he Simpsons (a topic we return to again later in the
book). After, Steve’s negative response, Lee takes his turn at an appropri-
ate transition relevance place, to make a comment that is contextually
relevant to the conversation ‘we all watch’. However, the practitioner
seemingly ignores Lee’s contribution and interrupts his attempt to offer a
different perspective. In the second example, the child, Bob, starts to



3 Forming and Maintaining Good Relationships 77

make a statement 1 was goin’ to’ but is interrupted by the practitioner
before he can complete his turn. Again, the practitioner seemingly ignores
the child’s interjection. The turn initial marker ‘so’ is indicative of a topic
shift or advancing the interactional agenda (Bolden, 2009) and demon-
strates that the practitioner makes a conversational move that is appar-
ently not client- or child-centred.

We are mindful here that this analysis may ostensibly appear critical of
practice; however, these examples are not unusual and are representative of
many institutional and mundane settings whereby adult members are
conversing with populations conceived to have half membership. When
children interrupt conversations, it may be that their developmental com-
petence in social interaction is not as sophisticated as adults and they inad-
vertently miss transition relevance places and/or are not sufficiently aware
of the contextual relevance and/or all family members are caught up in an
unquestioned pattern of interaction. We invite the reader to consider that
although children’s attempts to engage in an adult interaction may not
always be interactionally suitable, their contributions could be viewed as
ways to try to be involved. As such, practitioners may find it helpful to be
aware of this in intergenerational professional conversations.

Final Thoughts

The overarching theme of this chapter has been the importance and poten-
tial fragility of the relational alignment between different members of the
family and the practitioner. Within this, we have used data to explore the
ways in which therapeutic relationships are developed, maintained, and
repaired. Specifically, we have explored some potential junctures at which
therapeutic rupture may occur and how this can be avoided or repaired. We
argue that responsibility for anticipating potential rupture and making an
effort to manage it lies predominantly with the practitioner. Finally, we
have presented some interesting observations about the difference between
the ways in which child and adult interruptions are treated in institutional
contexts. As we bring this chapter to a close, we offer the insights of a clini-
cal practitioner, Dr Philip Archard, who works with families daily regard-
ing the value of the messages and reflexive considerations generated from
this chapter. These thoughts are outlined in Box 3.2.



78 M. O’Reilly and N. Kiyimba

Box 3.2 Practitioner Voice, Philip Archard

Practitioner voices
Dr Philip Archard
Mental health practitioner in CAMHS

o
<

Dr Philip Archard is mental health practitioner working in the child and
adolescent mental health service of Leicestershire Partnership NHS Trust.
Outside of his clinical work, he is active in research and an honorary associ-
ate professor at the University of Leicester and a visiting lecturer at the
Tavistock and Portman NHS Foundation Trust.

| practice in a specialist child and adolescent mental health service team
serving children from various groups considered vulnerable to a high level
of mental health need, including children who living in residential or foster
care, who are adopted, who are unaccompanied asylum seekers, and who
are involved with the criminal justice system. My role is a generic position
that can be filled by different healthcare professions (most often, social
workers, mental health nurses, psychologists, or occupational therapists). |
came to this role with some background in applied social science alongside
my core professional training, meaning | view the work via something of a
combination of psychodynamic and sociological lenses.

The work is challenging—one needs to turn one’s hand to a range of dif-
ferent tasks: care coordination and attendance at multiagency forums and
meetings, as well as individual therapy, consultation and training for par-
ents and professional carers, and general and specialised assessments. All
these tasks are done against quite significant time constraints and with a
heavy workload—I often find myself fantasising about stepping away from
the fray to return to the role of ethnographer. At the same time, there is
much to learn in the doing of the work, and, for me, the therapeutic rela-
tionship (or some notion of it) is something that can be both under- and
over-estimated by clinicians. On the one hand, the well-worn trope of the
importance of the child—clinician relationship beyond the therapeutic

(continued)
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Box 3.2 (continued)

modality practised is something | hear oft repeated. On the other hand
(and perhaps partly why it seems so crucial yet also misunderstood), pres-
sures of service demand mean that relationships with children, young peo-
ple, and their families are often short-lived, and insufficient time is available
to work through ruptures or breakdowns that are more likely when work-
ing with the socially marginalised groups my team serves.

Reviewing this chapter led me to think a lot about children’s voices and
how they are implicitly conceptualised in the field of child and adolescent
mental health, particularly at the interface between mental health and
child welfare services. | would agree that it is easy to overlook how appar-
ent disruptions or disturbances by children in conversations involving carers
and families can signal a desire to be involved in a conversation—albeit the
overlooking of this can often, | find, have something to do emotional inten-
sity of these conversations and the extent of the distress being experienced.
Equally, what is viewed as being in a child’s best interests regarding their
mental health by involved adults (family, carers, and professionals) can be
conflated with what is best for them more generally, serving to omit their
voice from discussions about how they might be helped and what they
need to be helped with—even, it may be said, negating their role as agentic
subjects. At its most basic, for me, this reinforces the need to continue to
work at being a good listener, in terms of how clinical encounters unfold
and interactions are managed by those present, but also to decipher and
translate the different personal, professional, and organisational invest-
ments underlying what is said and communicated.

On reflection of this chapter, it is evident how sophisticated family
conversations are in terms of the nuances of turn-taking practices that are
inherently learned through the process of development and socialisation
into a certain culture. It is often only at the point of rupture or disalign-
ment that these otherwise seamless turn-taking practices occur. An added
layer of complexity to the social conventions of normative conversational
interaction is when there is a specific institutional agenda. The efforts of
children to contribute to multi-party intergenerational interactions in an
institutional interaction demonstrate the high level of social competence
required to achieve this successfully. Through writing this chapter and
reflecting on the data, we are reminded that maintaining strongly aligned
relationships with all family members is a challenging and difficult
endeavour. Yet it is with frameworks of child-centredness and the
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Box 3.3 Key Points

* Research indicates that the strength of a therapeutic relationship is inte-
gral to success of any family intervention.

e Three ways that alignment can be achieved in institutional interactions
is via active listening, re-inclusion of any talked about third party, and
the ironic use of extreme formulations to alleviate tensions.

* Rupture in the relationship can have important consequences such as
disengagement from services.

e Children’s inattention, disruption, or resistance during family interven-
tions may indicate attempts to be involved in the conversation.

* Practitioner’s use of interruptions to navigate the conversation to insti-
tutional business can be achieved through politeness markers and orien-
tation to this action as accountable.

* There may be benefit in reflecting on the function of children’s interrup-
tions and what they might be trying to communicate.

importance of engagement for strong outcomes, practitioners benefit
from working with the evidence base and sharing examples of good prac-
tice. To conclude, therefore, we direct the reader to the summary key
points in Box 3.3.
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Designing Questions with Children

Learning Objectives

* Recognise the importance of question design

e Critically assess different ways of engaging children in mental health
interactions

¢ Identify ways to ask a question to elicit elaborated answers from children

* Reflect on different questioning styles and techniques

Introduction

Engaging children and young people in service interactions is a crucial
part of mental health business. In mental health interactions, such as
child counselling, family therapy, mental health assessments and so on,
there is an institutional assumption that the client will engage and com-
ply with the service expectations (Silverman, 1997). To engage children
in these endeavours, practitioners have become more child-centred, rec-
ognising the value of children’s contributions (Dogra, 2005). This child-
centred ideology is congruent with the wider treaty of children’s rights
(United Nations, 1989). That is, the global initiative for all countries who
are signed up to take seriously the rights of children to be actively involved
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in decisions that affect them. Healthcare services operationalise this treaty
through their care pathways and their commitment to communicate
with and fully engage children in all aspects of their mental health
appointment. In this chapter, we offer evidence-based recommendations
and practical ideas for practitioners to effectively communicate with, and
engage, children in conversations that relate to their healthcare.

The Value of Questions and the Importance
of Question Design

It is important in institutional discourse to understand question and
answer sequences (Ehrlich & Freed, 2010), because these are central to
the institutional business and perform a range of different functions
(James et al., 2010). For example, in the context of assessing mental
health, questions primarily function to elicit sufficient information to
make a reliable diagnosis (Thompson & McCabe, 2016). Rather than
critically examining practitioners” question design as the potential reason
for misalignment, non-engagement or therapeutic rupture, previous
research suggests that some practitioners misattribute poor clinical out-
comes to client resistance and avoidance (James et al., 2010).

To properly evaluate the form and function of questions in situ, there
is great value in drawing upon recordings of actual healthcare interac-
tions. As we noted earlier in the book, our naturally occurring data is a
rich and in-depth source for analysing question design in practice. By
interrogating real-world practices and exploring question use in context,
we can learn valuable lessons about effective question design and place-
ment. The effectiveness of a question is not merely the form that the
questions take but also the situated use of that question within the insti-
tutional context, the way in which the question is asked and its intona-
tion (Kiyimba et al., 2017).

Working closely in clinical academic partnerships to analyse and reflect
on the role of questions in mental health settings, we have come to rec-
ognise the valuable role that well-formed and well-placed questions can
have in allowing children and young people to fully articulate the
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aetiology, nature, and consequences of their difficulties. Careful design of
the questions used and a reflective, engaging style can transform what
might otherwise feel like a barrage of interrogation into a collaborative,
facilitative dialogue.

Different Ways of Using Questions

Although the speech act of a question has particular grammatic features,
questions vary considerably in the way that they are designed and the
purposes for which they are employed. In the context of working with
families, some questions asked by practitioners may be purely informa-
tion seeking for institutional purposes, and other questions are therapeu-
tically designed. An example of questions for therapeutic purposes are
those used in interventive interviewing which are designed to facilitate
reflective thinking on the part of the client (Tomm, 1987a, 1987b).
Another example is the motivational interviewing approach whereby cli-
ents are enabled to resolve ambivalence and move forward on the readi-
ness for change pathway using questions that elicit the client’s own
motives for change (Hettema et al., 2005).

Evidently, the design of a question is important for working with fami-
lies, as the wording and agenda of the question will shape the answer. For
example, some kinds of questions will specify a very narrow focus for
answers, whereas others will provide opportunity for greater elaboration.
From our data corpus we now present five domains of using questions
that we have identified and explain their value for different purposes.

Closed Questions

These are also called interrogative or polar questions, as they typically
invite a ‘yes’ or a ‘no’ response from the recipient. Contrary to some opin-
ion, closed questions can be very useful, especially early on in an interac-
tion, if a concrete response is required, and to help gather some
foundational information. Closed questions can be used in question
sequences initially to provide a basis for an open question when further
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detail is needed. We provide two examples of closed questions from our
family mental health assessment data (taken from O’Reilly et al., 2015,
p. 117).

Family 9

MHC do you have any friends at school?
Child vyeah

Family 8
MHC is that every day that something happens in school?
Child ((child shakes head))

One of the especially valuable aspects of a closed question is that they
do not tend to contain presuppositions or assumptions, and thus, either
answer yes or no is equally acceptable. They function to check some fac-
tual basis prior to asking more exploratory questions related to that topic.
Indeed, the subsequent questions will be designed differently and pursue
different matters depending on the answer to the initial closed question.
If we consider our example, ‘do you have any friends?’, if the child says
yes, then open questions about those relationships can be asked, but if
the child says no, then the potential for rupture is avoided from a possible
assumption that the child does have friendships in school.

Wh-Prefaced Questions

Wh-prefaced questions consist of those questions that start with, who,
what, where, why, when, which, and also ‘how’ (with how fitting the clas-
sification by its function rather than specifically starting ‘wh’). Typically,
wh-prefaced questions are open questions and generally pursue addi-
tional detail from the recipient. We provide examples below (taken from
O’Reilly et al., 2015, p. 118).
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Family 20

Prac Which school are you going to?
Child ((names school))

Family 1

Prac how often do you do the touching?
Child erm quite often like when I'm sorting my clothes out
and that.

These are two simple examples of wh-prefaced questions in practice,
illustrating that when seeking information or details, such questions
work well to elicit answers. Although why questions are part of this clas-
sification, we have observed they do not always work as well, because of
the implicit accountability that is embedded (Kiyimba et al., 2017). The
extract below is a good example of this (taken from O’Reilly et al., 2015,
p. 118).

Family 16

Prac why do you take that?
Child I don’t know

Arguably, there is an inherent negativity embedded in a why question
that implies that the content of the question is ‘wrong’ or inappropriate
in some way. This is seen in the previous extract with the simple question
‘why do you take that?’. It is hearable that the ‘take that’ is not something
that should be done, simply by being prefaced by a question starting with
‘why’. When we refer to embedded accountability, we mean that a ques-
tion that implies some inappropriateness may require a justification,
excuse, or rationale for the behaviour in response. The next extract (taken
from Kiyimba et al., 2017, p. 234) is also a why question; however, aside
from the implied accountability, there is also a presupposition made by
the psychiatrist that the child (Kolomban) wanted to burn down the
mother’s bedroom.
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Family 16

Mother Kolomban wanted to |burn down my bedroom
Psych °Right® (0.38) °why did you want to do that K|olomban?°®
Child °I did|n’t

The child actively disagrees with the presupposition, by stating ‘I
didn® demonstrating the risks of using wh-prefaced open questions
before agreement has been reached about the underlying premise. The
child is not disputing the fact that he started a fire in the bedroom, he is
disputing the claim his mother makes that he wanted to. The psychiatrist’s
question demonstrates alignment with the mother’s version of events
without having established the child’s perspective.

Declarative Questions

Declarative Question

This is a question that makes a statement but is delivered with a question-
ing tone.

Different practitioner disciplines may use different terminology to
describe declarative questions. For example, in counselling and psycho-
therapy, these kinds of questions are often formulated as reflected state-
ments that are offered back to the client with questioning intonation.
Declarative questions tend to have a slight bias in the kinds of answers
they provoke, which are usually affirmative. In other words, the recipient
typically agrees with the statement offered through the question, whether
positive or negative. In conversation analysis, this is referred to as ‘prefer-
ence organisation” (Bilmes, 1988). We provide three examples of these for
illustrative purposes (examples from family 1 and family 2 taken from
O’Reilly etal., 2015, p. 118; example from family 11 taken from O’Reilly
et al., 2020, p. 550).
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Family 1

Prac but that time with your sister you did get the images?
Child yeah

Family 2

Prac so it wasn’t the best day?

Child ((child shakes head))

Family 11

Psych >0kay so y- you didn’t have (.) noth- nothing was
lmen[tioned]< (0.30)

Mother [No no]

Psych in terms of (.) |like (.) developmental |milestones,

teething: (0.43) sitting (0.61) walking?
Mother Everything was fnormal [like a |normal] child fyeah

It seems that declarative questions perform three helpful functions
simultaneously which can be beneficial when working with families:

1. They demonstrate active listening.
2. They check the accuracy of a shared understanding,.
3. They provide an opportunity for elaboration and further discussion.

Tag Question

A short question that is ‘tagged’ onto the end of a statement, often seeking
confirmation or refutation.

Where declarative questions are defined as a statement produced with
questioning intonation, a tag question occurs where a statement is made
with final or continuing intonation, and then a short question is ‘tagged’
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at the end to transform it from a statement to a question (Thompson &
McCabe, 2016). We provide two examples of tag questions to illustrate
what they look like (taken from O’Reilly et al., 2015, p. 118).

Family 9

Prac it’s amazing when you’ve got loads of them. Isn’t it?
Mother vyeah

Family 18

Prac he only comes at the weekends did you say?
Child yeah

Tag questions check the correctness of the statement made and are
typically closed questions. These kinds of questions tend to perform a
confirmation-seeking function and mostly acquire affirmative answers
from the recipient. In practice, these kinds of questions can be useful
when the practitioner is summarising and reflecting back a segment of
information to the family and interjects tag questions throughout the
summary to check the accuracy of the formulations offered.

Short closed ‘tag questions’ can be added to

statements to check their accuracy.

Either/Or Questions

Either/or questions are those that utilise the lexical item ‘or’ within the
question to offer alternative possible answers for the recipient. Sometimes
either/or questions can stipulate specific alternatives to a question, such
as ‘would you like a banana or an apple?’. In this example, the option of
a bag of chips is not available. This use of an either/or question can be
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valuable when there is a benefit to maintaining some boundaries whilst
also offering the client a degree of choice. Other examples might be
‘would you like another appointment next Tuesday or Wednesday?’;
‘would you prefer me to contact you by text or email?’. Other kinds of
either/or questions might indicate the parameters or scope of the kind of
answers that are appropriate without limiting the recipient too specifi-
cally. We provide an example (from Antaki & O’Reilly, 2014, p. 335). In
this extract, the first part offered by the practitioner is reasonable, but the
second part is more extreme.

Family 1
Prac when you first sent her to: the nursery school,
Mum yeah-
Prac did she go ok: or (.) was there [a (big cleremony
about [it)]
Mum [er ]

[yeah sh]e cri:ed

Thus, the use of this continuum type of either/or question with an
extreme option at one end a big ceremony’ provides a spectrum of what
might be deemed expected or appropriate responses. As we can see from
the mother’s response, she gives an answer that sits somewhere in the
middle of the continuum of options for a child’s first day at nursery
school, ‘yeah, she cried’. In practice, using either/or questions with
extreme options can give permission for the family members to provide
any kind of response or disclosure between those two extremities.

Summarising Thoughts

In writing about these domains of questions, we recognise that this is
only a small set of examples of the many different types of question
design. Practitioners working within the field of talking therapy may
have a wide vocabulary of usage of different question types, due to their
disciplinary training, whereas for other practitioners the need for knowl-
edge about a sophisticated range of questions is less important. What we
have presented here are five broad domains of question types that are all
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valuable and useful for different purposes in working with families that
were recurrently evidenced in our own research data. We have illustrated
that the use of questions is more nuanced than sometimes perceived and
that it requires some skill to implement different question designs effec-
tively. Thus, as a reflective practitioner, we encourage you to think about
how you ask a question, why the design of those questions matter, and
how different questions might work better in different ways for different
reasons. As we progress through this chapter, we now focus on specific
question types that perform various kinds of institutional business.

‘Why Are You Here?' Questions

Ascertaining the child’s beliefs regarding the reasons why they are attend-
ing the appointment with their family is important. Typically, the profes-
sional and parent/carer initiate and organise the appointment and thus
the child is brought along to an appointment and may have variable lev-
els of understanding about the nature, purpose, and goals of that appoint-
ment. A child-centred model of care prioritises inviting children to share
their views and opinions about the process (Dogra, 2005).

Child-Centred Care

A practical implementation of a policy to respect children’s rights to be
involved in decisions that affect their lives.

Consequently, having ways to ask children about their perspectives is
an important aspect of this process. In particular, ascertaining the child’s
understanding of the reason for their presence in the current interaction
can be a valuable way to open the institutional task.

Although the institutional activity is considerably different across fields
of practice, such as family therapy, family social work, mental health
assessments, there is a universal value in consulting children about the
reasons for their attendance. Our examples are drawn from our mental
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health assessment data, but nonetheless are translatable to any related
context or setting.

Our data illustrated that the ‘why are you here?” question was asked
directly to the child in just over half of the 28 assessments, but in six cases
the parent was asked instead and in two cases the practitioner offered up
the reasons why the child was present at the appointment. In three assess-
ments, the issue of why the child was present was not raised at all. Here,
we report examples from the 17 cases whereby the question was asked to

the child.

Asking a closed ‘do you know’ question is

likely to elicit a negative response.

There were three central ways in which children addressed this ques-
tion. The first two were suggesting a possible diagnosis using mental
health language or offering a vague description of difficulties or prob-
lems. However, the most common response was ‘I don’t know’. In the
following three extracts, the enquiry to the child was formatted as a closed
question. In each instance the child’s response to being asked ‘do you
know why you are here?” was ‘no’. Arguably, the child would have some
concept for the reason for their presence, however the format of the ques-
tion as closed, was not successful in eliciting useful responses.

(Taken from Stafford et al., 2016, p. 13, p. 14, p. 12)
Family 8 (Prac= Trainee Child Psychiatrist)

Prac erm: (1.74) do ftyou (0.37) d- do you fknow why fyou’re
(here by the way?
((child shakes head))
Prac no (.) not a not a clfue
((child shakes head)) (1.04)
Prac has mum not ftold you |why
((child shakes head)) (1.13)
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Family 16 (Prac = consultant child psychiatrist)

Prac do you know why (0.39) you’ve come (0.75) to[lday]?
Child [no ]
Prac you |don’t (.) okay

Family 3 (Prac= Trainee Child Psychiatrist)

Prac do you know> |why you are< why you- why you are |here?
Child  ((shakes head)) °No°
Prac oh (0.59)

In this next example, the practitioner uses an open question to ask the
child what their understanding is of the reason for the visit. However, the
child still responded by stating that they did not know those reasons.
Although the use of open questions is considered preferable to closed
questions, our data demonstrates that children may have limited under-
standing of why they attend the clinical appointment (taken from Stafford
etal., 2016, p. 10).

Family 6 (Prac= Consultant Child Psychiatrist)

Prac why do you |think your: mum and |nana bought you
here tolday
Child |don’t know

Prac don’t |know (0.40) do you fthink it’s to |do with your
behaviolur

Child don’t |know

Prac don’t |know ok do you think it’s to fdo with your
Tfeelings

Child ldon’ t know

Despite the practitioner’s effort to follow up on the initial question to
the child about their understanding of the reasons for the visit, the child
maintains that they do not know. Therefore, although question design is
important, what can be learned from this is that it may also be important
to take some time to explain the purpose of the appointment to the child
before continuing with the institutional business. One of the valuable
aspects of this part of the session is to build rapport with the child, to
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alleviate any anxiety they may be experiencing, and to lay out the goals
and direction of the appointment. This is important as research has indi-
cated that children tend to fear the unknown prior to engaging with
services but do value being heard once they are engaged (Bone et al., 2014).

Using Why Questions

We highlight a specific form of wh-question here because these kinds of
questions have created some tensions in clinical practice about the value
of their use. Why questions are a specific form of wh-question that seek
the reason or motivation behind something, and yet research shows that
why questions are frequently heard as requiring an account (Pomerantz,
1980). In other words, why questions tend to be heard as slightly accusa-
tory or implying possible fault. Thus, these kinds of questions can imply
a challenging stance, such as blaming, criticising, or complaining (Bolden
& Robinson, 2011). When working with children particularly, a why
question may be heard as a challenge. It is therefore important to look at
the function of a why question, the design of a why question and con-
sider how these have been used in clinical practice with children and we
turn our attention to this next.

In our own work on why questions in mental health assessments with
children, we reported that there were three conversational contexts in
which why questions were used (Kiyimba et al., 2017). First, was that the
sequential positioning of the why question was important, as this ques-
tion usually featured immediately after the child revealed something.
Second, these could be indexically tied, in the sense that the practitioner
could connect the why to what was said before it (e.g., why’s that?). Third,
typically why questions were framed in such a way which assumed that
the child had the knowledge to answer, in the sense that the motivation
or reason being sought was contextualised as something the child should
or could be reasonably expected to know. We provide some examples of
why questions being used in practice below (taken from Kiyimba et al.,

2017, p. 231/2, p. 235).
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Family 22

Child No my cousin (only) told my dad (0.8) Ah:: my dad
is stUpi:d
(1.07)
seriously

ClinPsy 1Why why d’ you s[ay that?]

Child [he was riding b]ehind me yeah (.)

when we’re when me and my cousin was getting followed
by the p’lice

Family 21

Adol* I thought that she was gonna to come in and kill
my family

CPN Okay
(1.3)
Why would she do that?

Adol >I don’t know<

CPN How old is she?

Adol >Same age as me<

Looking closely at these two examples, it can be seen that the first one
clearly elicits an elaborated response, whereas the second results in a claim
to insufficient knowledge (‘I don’t know’). Ostensibly, there is a similarity
between the two extracts, in that the why question follows a disclosure
made by the child and appears to be a pursuit of further information.
However, there are subtle differences that may relate to how successful
they are in eliciting detail from the child. If we look carefully at the first
extract, we can see that the child discloses a view of their father ‘my dad
is stupid .... Seriously’. So, the follow-up why question from the

Bear in mind that a why question may feel

accusatory to the recipient.
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practitioner seeks to understand the reasons for the child holding a nega-
tive view of their father.

Importantly, the design of the why question is closely tied to the child’s
words and thus the practitioner’s question closely aligns with the child’s
agenda. The question therefore facilitates the opportunity for the child to
express more about their point of view. Notably, the second example is
not as successful in eliciting elaboration. If we look at the alignment
between what the child has said and what the practitioner asked, there is
a slight divergence. The young person discloses a fear that his girlfriend
was gonna [going to] come in and kill my family’, rather than asking
why he thinks that (or says that) like in our first example, the practitioner
asks a circular question that requires the young person to comment on
why he thinks she would want to do that. This requires the young person
to imagine his girlfriend’s motivation rather than explore his own reasons
for feeling anxious. Thus, the practitioner does not maintain a close align-
ment with the young person’s feelings.

In designing a why question therefore it seems important to consider
that, first, they can be heard as accusatory, challenging, or requiring an
account, and second, that it can be difficult to speculate about the reasons
that motivate someone else’s behaviour. Thus, our suggestion is that when
using why questions it is most appropriate to keep the design and word-
ing of the question tied to the child’s thoughts and feelings and, if possi-
ble, use their own words. We offer some other ways of seeking reasons
from children through question formats other than why in Box 4.1.

Box 4.1 Alternative Framings

Alternative framings of why questions
Instead of asking a why question, other less direct formats for eliciting
accounts include:

¢ What makes you say that? What makes you think that?
¢ What are the reasons for that?

¢ Tell me more about your thinking on that?

* How did you come to that conclusion?

* What do you mean by that?
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Box 4.2 Reflective Activity on Using Why Questions

Reflective activity

Using why questions

When you are having conversations with clients, we encourage you to
notice your use of why questions. Ask yourself—when, how, and for what
purpose do you use why questions and how successful they are in acquiring
accounts. If you record your work for supervision or other purposes, it may
be interesting to relisten or look at a short transcript of your work.

We would encourage you to reflect on where a ‘why’ question might be
useful for your clinical practice, and in what situations a ‘why’ question
might feel challenging to a child or young person you are working with.
Try the reflective activity in Box 4.2.

The Miracle Question

The miracle question is frequently used in many kinds of therapy to
encourage clients to focus on how their lives may be different in the
future in the absence of their current problem. Originally, the miracle
question was devised as one of the four pillars of solution-focused brief
therapy (De Shazer & Berg, 1997). According to de Shazer, the progeni-
tor, the client’s response is more important than the question itself (de
Shazer, 2000). Thus, the collaboration between the practitioner and the
client is a form of social construction, where moving forward in the dia-
logue is a negotiated accomplishment (Strong & Pyle, 2009). The miracle
question has been widely used in mental health interactions. There are
different ways of utilising the miracle question, such as:

o If I were to wave a magic wand, what would you like to happen?
* If a miracle occurred in the night, what would that look like for you?
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* Suppose rtonight when you are sleeping, a miracle happened, whar

would that be?
o If I gave you three wishes, what would you wish for?

A well-placed miracle question can help set

solution-focused goals with children.

It is accepted that the use of the miracle question in therapy is a helpful
and solution-focused way of eliciting shared goals. However, our research
has illustrated that if the child’s understanding of the reason for attending
the appointment, then children have a limited basis for contextualising
why the question is being asked. Using conversation analysis to examine
the sequences of interactions between mental health practitioners and
children during mental health assessments, we explored one type of mir-
acle question, which was ‘the three wishes’ (Kiyimba et al., 2018). This
research demonstrated that when the child had presented their under-
standing of the presenting problem and accepted that they were experi-
encing difficulties with their mental health, they tended to orient to this
in their first response (wish) to the three wishes question. A good example
of this can be seen below (taken from Kiyimba et al., 2018, p. 423).

Family 1

Clin Psy: 'if you had three wishes (0.66) what
Jwould you like to make happen

Adol: 'my OCD'd |go (0.38) away

Clin Psy: °yeah

However, when the reasons for attendance had not been fully estab-
lished and the nature of the presenting difficulties had not been fully
explored, their initial response to three wishes was usually idiomatic and



104 M. O’Reilly and N. Kiyimba

not related to mental health. Furthermore, in these instances, practitio-
ners needed to do more discursive work with further lines of questioning
to elicit goal-oriented responses. A good example of this can be seen
below where the child’s response of ‘a million pounds’ is contextually
unrelated (taken from Kiyimba et al., 2018, p. 428).

Family 13
Registrar: okay you’ve got three wishes what would
you wish to [see]
Child: [a million po]unds
Registrar: [no (.) a million poJunds ok[ay]
Psychiatrist: [ahh] [I ] would |like
th[at wish:]
Registrar: [I'd love thlat as well
(0.38)
Registrar: yeah otk (.) what else?

Arguably, mental health practitioners do not always establish with
children what the reasons are for them attending the appointment
(Stafford et al., 2016). While the three wishes question technique can be
a useful strengths-based way to establish goals, it is important to first
identify collaboratively what the problem is and therefore align goal set-
ting with the institutional business. In other words, it is the sequential
positioning of the question that is important for its success, rather than
its specific wording. In this way, the miracle question is used in a way that
relates to the institutional business. Another way to ensure the focus of
the miracle question is to include reference to the problem in the ques-
tion itself. The extract below, (from previously unpublished data) from
our family therapy data, is a good example of this.
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Clamp family

FT: Now if if we if we could do some magic

Jordan: Yeah

FT: The three of y- the four u- if you Phillip you
Ronald and you Jordan

Jordan: Yeah

FT: and me if we could be magicians .hhh and we could
change things by magic (.) what would you change?
(1.0)

FT: what would you change Phillip? If we could get a

magic wand .hh and we could wave this wand and
change something in in your family (.) what would
you |change?

Phil: The <flapping> ((raises arms up and down))

FT: Flapping (.) What's what’s the flappling?

Father: He flaps

Uncle: He gets [so excited (.) when he’s playing with cars

or owt like that he'll sit there like ((flaps arms
quickly))

The design of the initial miracle question is problematic in two ways,
both of which relate to it non-specificity. First, non-specific speaker selec-
tion, as the therapist named all three children in the pre-announcement,
and second, non-specific reference as the therapist referred to ‘things’ in
general and change. Thus, following a 1 s pause where none of the chil-
dren provide an answer, the therapist reformulates his miracle question in
much more specific terms, first selecting Philip to answer it, and second
specifying that the magic could change something about the family. This
specificity is demonstrably more successful as Philip then provides a clear
answer about what he would like to see changing, i.e., his flapping. This
behaviour is relevant to his mental health and thus the institutional busi-
ness of therapy, which is reported to accompany an emotion, that of
excitement. We now turn your attention to the reflective activity in
Box 4.3.
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Box 4.3 Reflective Activity on the Miracle Question

Reflective activity

The miracle question

Now you have learned more about the value of a miracle question and
the way to design a miracle question to encourage a child to focus on the
goals of the session, we recommend you try this in your practice. Use a
miracle question (if appropriate) in your next session with a family and after
you finish, write your immediate thoughts in a reflective diary.

* How was your question designed?

¢ Did it work well?

¢ Did the child engage?

¢ Was the objective of using the miracle question achieved?
¢ What might you do differently and why?

You Said Prefaced Questions

An awareness of the imbalance of power in the therapeutic relationship
underpins the interaction, especially when working with children. The
metaphor used in therapy to discuss power is that of resistance.

Resistance

Resistance refers to when the client does not cooperate with the therapist’s
suggestions, ideas, or questions.

Interventions are most effective when they ‘do not run counter to
what the client desires” (de Shazer, 1988, p. 75). In other words, resis-
tance can be avoided by maintaining a client-centred position that attends
carefully to the themes, topics, and specific words of the client them-
selves. One effective way to preface therapy questions is to reintroduce
the client’s words using the phrase ‘you said x. The ‘effectiveness’ of the
communication technique refers to; first, the eliciting of a response from
the child, second, the response being relevant to the question asked, and
third, that response containing some detail or elaboration. Through our
analysis of the mental health assessment data, we identified that there
were three core components to this sequence, which we outline in

Table 4.1 (see Kiyimba & O’Reilly, 2018).
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Table 4.1 The sequence

The sequence

First part "You said’ question preface plus reflected speech
Second part Recipient response slot
Third part Question-answer

The first component following ‘you said” was reflected speech which
functioned as a preface to ask follow-up questions based on the reintro-
duced topic. We distinguish between reflected speech (Kiyimba &
O’Reilly, 2018) and reported speech (Holt, 1996).

Reflected Speech

Reflected speech is typically ‘you said’ prefaced and used in the presence of
the person whose words are being reported.

Reported Speech

Reported speech is typically ‘he said/she said’ prefaced and is used when a
speaker refers to something that someone outside current action has said

The second component is the recipient response slot, which may
include a verbal affirmative response from the client, or their silence is
treated as implicit agreement. The third component consists of the prac-
titioner’s question and the client’s response to that question; this is typi-
cally referred to as an adjacency pair (see Sacks, 1992). An example of this
three-part sequence is provided below (taken from Kiyimba & O’Reilly,
2018, p. 152).
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Family 1 (Prac = Community psychiatric nurse)

Prac I'm jufst wo:fndering thoulgh coz you (.) you said in
the: (.) interview room that (.) it stairted a couple
of years ago [it FIRST]=

Child [yeah its]

Prac = ever >stlarted] a couple of years ago<=
Child [yeah]

Prac: = so why! do you think it it started the|n?

Child January it could be sorting out changing thi:ngs(0.70)
I thiink it could be like (.) sayting me (.) is coz
like (.) I dunno (0.63) chanfging schools an
thiat 1lilke

This example illustrates the value of the ‘you said X’ prefaced question
for eliciting detailed responses from the child. By positioning the discus-
sion about the child’s previous behaviour and when the ‘obsessive behav-
iour’ began, and in this way, child-centred practice is ensured. The
effectiveness of this discursive technique is evident in the elaborated
response from the child in the form of a disclosure of their understanding
of when and why the behaviour started. This is particularly important for
the practitioner to establish, especially in the context of a mental health
assessment.

Circular Questions

Circular questions are frequently used in family therapy whereby family
members are invited to consider the actions, thoughts, and feelings of
other family members (Tomm, 1987a). Because of this, circular ques-
tions have also been referred to as other-perspective wh-questions (Lester
et al., in press). It can be helpful for children to imagine the perspectives
of others (Nelson et al., 19806) as this encourages their capability to men-
talise. Mentalising is the ‘ability to acquire knowledge about other peo-
ples beliefs and desires’ and is thought to relate to the capacity to
empathise with others (Frith & Frith, 2005, p. R644). Frith and Frith
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argued that the ability to mentalise allows the practitioner to assess the
extent of the child’s competency in theory of mind. Circular questions
provide a mechanism for establishing and potentially challenging false
beliefs. We provide two examples of this from our child mental health
assessment project below (one of which we referred to earlier in this

chapter).

Family 21 (taken from Kiyimba et al., 2017, p. 235)

Adol I thought that she was gonna to come in and kill
my family

CPN Okay
(1.3)
Why would she do that?

Adol >I don’t know<

Circular questions can be used to gently challenge

false beliefs.

In the context of the young person disclosing a concern that his girl-
friend was planning to cause him harm, the practitioner used a circular
question to invite the young person’s thoughts on what his girlfriend’s
intentions were ‘why would she do that?’. The context for the use of this
circular question indicates a gentle challenge of what might be an unreal-
istic belief that his girlfriend intends to kill his family. The young person’s
response ‘I don’t know’ signifies that he does not have clear evidence
immediately to substantiate his concern (and may also be a consequence
of the question being ‘why’ prefaced—see earlier in the chapter).
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Family 18 (previously unpublished data)

Child (0.24) then walking back on my own (in it) and the
people co- a bunch of people walk up to me (0.45) and
start on me I’'m obviously I'm gonna whip it
((screwdriver)) out and go if you don’t (0.23) go
away then I'm gonna use it (0.51) and just
clear off so

Psych S- so w what why do people |pick on you?
(0.28)

Child I I start it |most of the time

Psych You start it

Child Yeah but it’s cus my I hang in the area

In this extract, the child is explaining his reasons for carrying a screw-
driver when he is walking around his local area at night. He previously
explained the need for a weapon for self-defence, and carrying a knife is
interpreted by him as a risk of arrest and thus from his perspective it is
reasonable to carry a screwdriver instead (contested by the practitioner).
The child describes an example of a typical encounter whereby an unspec-
ified ‘bunch of people’ walk up to him and ‘start on me’. This is a collo-
quial expression for starting a fight (similarly, hang in the area is a
colloquial expression for spending time in the area in a leisurely way).
The psychiatrist appears unclear as to why people would start an unpro-
voked attack on the child and asks the circular question ‘why do people
pick on you?’. The question requires the child to mentalise about the
thoughts, feelings, or beliefs of those unspecified others and to provide an
account for their motives. In this case, the child provides an explanation
by admitting that he is usually the one that starts the fight, indicating
that it is not entirely unprovoked.

Circular questions are useful for inviting a child’s

perception of other people’s motives.
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Final Thoughts

Questions are the cornerstone of communicating with children.
Questions can open up or close down children’s engagement with the
institutional business at hand. Questions can reintroduce topics in a
client-centred way, they can elicit multiple perspectives, they can encour-
age elaboration or reflection, they can seek information, and they can
steer the agenda for the clinical task. Engaging children can be challeng-
ing and therefore practitioners need a suite of tools at their disposal. This
chapter benefits from the experiential account of engaging children in
practice from children’s counsellor Michelle Youngs in Box 4.4.

Box 4.4 Practitioner Voice, Michelle Youngs

Practitioner voices
Michelle Youngs
School counsellor

Michelle Youngs has a master’s in narrative counselling and is an experi-
enced school counsellor in New Zealand. Michelle is also an educator, train-
ing student counsellors in tertiary education.

In my experience counselling children, questions help to engage children,
give the message to a child that they are significant and have something
important to offer, invite a child to articulate their thoughts and feelings

(continued)
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Box 4.4 (continued)

and give information to the therapist which helps inform assessment and
direction. However, questions without a sense of rapport, connection, and
playfulness are often experienced by a child as clinical or interrogatory. In
many ways, the range of questions and depth of answers is correlated to
the level of connection and trust the counsellor and child have. | tend to use
questions in a playful way, particularly in the relationship-building phase. |
use games such as Jenga which have questions written on them to get to
know the child and for the child to get to know appropriate aspects of me.
These reciprocal questions help to mitigate power giving more agency to
the child. Questions around activities and subjects also increase a sense of
child agency—for example, would you like to tell me yourself by drawing,
the sand tray, the puppets, or talking?

| find using a variety of types of questions effective depending on what is
needed. A closed question to begin with often helps a child find their
voice—"Hi, is your name Bertie?”—followed by more open-ended one—
“I'm wondering what it was like thinking about coming and seeing me
today...?"” Miracle questions are magic once relationship is established and
the focus is created. | find ‘why’ questions and ‘when’ questions often cre-
ate confusion for young children—they often don’t know ‘why’ something
happened or ‘when’ exactly an event took place. | prefer to ask questions
like ‘I wonder what was in mum’s mind when she suggested you come and
meet me’?

In our experience of training practitioners, we have received feedback
regarding the value of using naturally occurring data to explore using
questions in situ to understand what works well and what does not. In
this chapter, we have drawn upon some examples from our published
works to provide practical methods for using questions in clinical prac-
tice. Some professions such as psychology, counselling, psychotherapy
train in the use of different kinds of questions as part of their core train-
ing, but other professions may not have such depth of exposure. Thus, we
hope that the practical tools offered here may provide some client-centred
ways to ask effective questions of families and children. We summarise
the key messages from the chapter in Box 4.5.



4 Designing Questions with Children 113

Box 4.5 Key Points

» Different types of questions are useful for different kinds of activity.

e Establishing the child’s understanding of the institutional business can
benefit engagement.

* Why questions need to be used cautiously because of their implicit
account-seeking nature.

* Miracle questions work best when the child’s understanding of the
appointment agenda has been established.

e Using the ‘you said x’ preface is an excellent way to ask questions about
previously introduced topics in a child-centred way.

e Circular questions are valuable for challenging false beliefs and inviting
mentalisation.
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Using Creative Activities with Children

Learning Objectives

¢ Be mindful of power differentials between practitioners and fam-
ily members

¢ Identify ways to manage the power differential

e Use creative activities to support children in quantifying their emotions

* Appreciate the value of using symbols and archetypes to describe fam-
ily systems

e Critically assess the rapid shift towards technological solutions

Introduction

The focus of this chapter is on engaging children and young people using
creative activities. While there are therapeutic professions that specialise
specifically in creative modalities such as art, play, music, or drama, our
intention in our discussion here is more related to broader creative prac-
tices that can be utilised by any practitioner working with this age group.
Referring to our datasets, we introduce creative techniques for accom-
plishing three of the common interventions that practitioners working
with children and families are likely to find useful in their practice. From
experience we have identified that these are: (a) finding ways to support
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children to express how they are feeling, (b) talking to children about
managing anxiety, and (c) different approaches to gathering information
about the child’s family dynamics. We begin therefore by exploring cre-
ative approaches to talking with children about their feelings. The com-
mon numerical activity used with adults is the Subjective Units of
Distress Scale.

Subjective Units of Distress

In a professional context, one of the organisational requirements might
be to evaluate therapeutic outcomes, and both quantitative and qualita-
tive measures may be used to collect these data. Typically, symptoms of
anxiety and depression are measured pre- and post-intervention but may
also be measured at each session or to evaluate efficacy. Other symptoms
may also be measured depending on the presenting difficulties. A fre-
quently used and simple rating scale is the Subjective Units of Distress
Scale (SUDS). The SUD scale was developed by Joseph Wolpe (1969)
and is used as a parsimonious tool to quickly assess a client’s current feel-
ings of discomfort (Matheson, 2014). This is a simple analogue scale
typically represented from 1 to 10 measuring the subjective intensity of
the currently experienced distress (Benjamin et al., 2010). These kinds of
tools that examine emotions on a scale have also been referred to as scal-
ing questions, such as in solution-focused therapies where scaling ques-
tions allow the therapist and client to jointly construct a way of talking
about things that can be difficult to describe (Ratner, 2012).

Depending on the child’s age, it may be appropriate to use a verbal
scale of 1-10 to ascertain their state of affect. Notably, when using a ver-
bal scale, it is important to explain that 10 represents the highest level of
distress experienced and 1 is the lowest.

It is important to keep both ends of the scale the same, i.c.,
that they both measure the same emotion. So, do not have

happy and sad, have very happy and not at all happy.
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The following extract is an example of this (taken from Kiyimba &
O'Reilly, 2020, p. 420).

Family 3 (M=13 years)

Psychiatrist Tell me about a scale of ten, ten being the most
nervous, where do you rate yourself now?
Child um five

However, for younger children, it may be too abstract to present the
scale verbally, and therefore a more concrete visual representation is more
suitable. An easily understandable metaphor for most children is to use a
picture of some sort of vessel which can be constructed as empty or full
or anywhere in between. In our data, practitioners used drawings of cul-
turally recognisable vessels, such as jugs or teapots, to gather information
about the ‘level’ of the child’s current feelings of distress (Kiyimba &
O’Reilly, 2020). Notably these metaphors were also used by practitioners
to request information about levels of other emotions such as happiness
or anger. The following extract is a good example of a practitioner show-
ing a child a pre-drawn picture of a teapot and asking the child to point
to the level on the teapot which best indicates how angry he is feeling
(taken from Kiyimba & O’Reilly, 2020, p. 420).

Family 22 (M=11 years)

Clin-Psy imagine this teapot is, we’re gonna put all your
angry feelings in here, yeah? how angry you’d get?
Child yeah
Clin-Psy if we were to take all the angry feelings out of
you and pour ‘em into this teapot how full
would it be?
(pause)
you show me with your finger how full it would be?
((child indicates top of pot))

Although a drawing of a teapot was used in this example, there are
many ways of undertaking this activity. Other vessels such as cups, bowls,
vases, and glasses could be drawn, or it is possible to use real cup or bowl
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and ask the child to fill it up with water or sand. The advantage of using
a physical object is that, depending on the therapeutic endeavour, some
of the water or sand could be tipped out during the session as the child
starts to feel better or to represent different time points related to an
event. As an example, we provide a hypothetical script:

Practitioner:  Using the jug of water and the bowl, think about how
angry you were when your brother broke your scooter. Fill
the bowl up to the level of how angry you were. An empty
bowl means not angry at all, and a full bowl is as angry as
you can possibly be.

Child: ((Pours water into the bowl almost to the top)). 1 was very
very angry with him.

Practitioner:  Let’s imagine some of the things that help you to feel bet-
ter when you feel very very angry. Let’s make a list.

Child: I like playing with my dog Snoopy. I like riding on my
bike. I feel better when I have a hug from my mum.

Practitioner:  Okay, so, if you feel very very angry to the top of the bowl,
and you have a hug from your mum, and play with
Snoopy, does that make the anger in the bowl go up

or down?
Child: It makes it go down.
Practitioner:  Okay, so let’s take some of the water out of the bowl.
Child: Yes ((child uses the jug to take some water out of the bowl)).

Practitioner:  That’s great. So, when you are at home and you start to
feel angry you can remember to do one of those things
that makes you feel better to bring down your level of
anger, like we did today, scooping the water out of

the bowl.

When working with children, it is important as a practitioner to be as
aware as possible of the kinds of things they might be interested in, or
play with, so that creative techniques can be used that are congruent with
the child’s personal experiences. In the UK, the use of a teapot as a vessel
to creatively talk with children about the level of distress they are experi-
encing is culturally congruent because most households are familiar with
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the use of teapot. However, in another cultural context, this would not be
a relatable metaphor and another vessel may be more familiar to the
child. Younger children and those with developmental delay or neuro-
logical diversity may benefit from concrete use of objects rather than
abstract concepts. For these children, it can be valuable to have a range of
physical objects available such as containers that water or sand or beads
(bearing in mind safe play and avoiding choking hazards) can be used to
fill or empty. Another way that containers can be used as an intervention
is when wanting to support children to identify ways to manage their
emotions or stress levels is the stress bucket.

Stress Bucket

According to the stress vulnerability model we introduced you to in
Chap. 2, the more adverse experiences a person has in their life, the more
vulnerable they become to the negative impact of additional stressors. For
children, the more adverse childhood events (ACEs) experienced, the
more vulnerable they are to social, emotional, and mental health difficul-
ties. One metaphor that can be used to talk with children about vulner-
ability and resilience is the ‘stress bucket’ (Kiyimba, 2020). The first
factor to consider is the underlying vulnerability of a child that may be
due to hereditary or biological factors. In the bucket metaphor, this
would relate to the child having a smaller ‘bucket’ or capacity to manage
stress than someone without those additional challenges. For example, a
child born with foetal alcohol syndrome could be considered to have less
capacity to cope with additional pressures in life. In other words, their
starting point in life is to have a smaller resilience bucket than other chil-
dren (represented in Fig. 5.1).

In the bucket metaphor, the next factor to consider is the number of
adverse childhood events that the person has experienced. And this is
represented in the analogy by the water or rain that is filling up the
bucket. Another way of describing this is that every person has a finite
capacity to cope with stressful events, and the more adverse events that
person experiences the quicker they will reach their limit, as represented

in Fig. 5.2.
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Fig. 5.1 Bucket sizes. (lllustrations taken from Kiyimba, 2020)

4

= one adverse event

f I
7 two adverse events
4 A 4

three adverse events

Fig. 5.2 Adverse events (taken from Kiyimba, 2020)
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If a child has a smaller resilience capacity (bucket) to start with, and
more adverse events (rain drops), the child’s bucket will fill up quicker
than a child with a larger capacity for resilience (bucket) and less adverse
events (rain).

The value of this metaphor is to validate a child’s levels of stress and
distress and show visually how they might have a greater need to find
ways to alleviate that stress than others. Stress relief can be taught by
teaching coping strategies to enhance their resilience. In the stress bucket
metaphor, the way this is described is by finding ways to either make
holes in the bucket or to attach a tap so that some of the water can be
drained away. The holes in the bucket or the tap represent coping strate-
gies and protective factors that alleviate the pressure or harmful effects of
the adverse experiences. This is represented in Fig. 5.3.

It is often not possible to reduce the number of adverse circumstances
that a child is exposed to although this may be possible for some practitio-
ners. So, it is often the case that the most practical support that can be
offered to a child is to help them find ways to navigate the stressful events

Fig. 5.3 Releasing the pressure
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Box 5.1 Reflective Activity on Creative Techniques

Reflective activity

Creative techniques—SUDS and buckets

Imagine that in your resource box/cupboard in your place of work you
have access to a range of plastic cups, funnels, and jugs. You also have
paper straws and a sink in the room.

We invite you to think about one of the children you work with and
design an intervention using the equipment available that would be useful
to facilitate a conversation about anxiety and stress management. You
could draw on the ideas presented in this section or create your own.

and to incorporate coping strategies into their lives. For example, a small
bucket with a closed tap might represent a child who has experienced
several adverse childhood experiences (ACEs) or stressful events and has
few coping strategies. In effect, their small bucket can be filled up very
quickly with difficult life circumstances. To alleviate the likelihood of
overflow, practitioners could support the child with ideas for stress relief
and coping strategies that would in effect act as a way to open the outlet
tap. The metaphor of the tap in the bucket can be used either as a pictorial
illustration or with physical plastic buckets and water. With plastic buck-
ets, it is possible to make a hole in it to bring the object lesson to life. Lists
of strategies and protective factors can be elicited from children that would
equate to ways in which they can help release the pressure from their lives.

In this section, we have introduced you to two related creative tech-
niques for working with children in terms of measuring their levels of
distress and finding ways to reduce that. We encourage you to engage
with the activity in Box 5.1. to consider these creative strategies in your
professional context.

Using Symbols and Archetypes

Symbolic representations are often used when working with families to
map out and make sense of family connections and structures. These
could be pre-existing symbolic maps such as those used in a family tree or
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could be created using readily available items such as buttons or shells.
The idea is that the family members work together with the practitioner
to collaboratively construct a two- or three-dimensional visual represen-
tation of their family system using the available creative resources. One of
the advantages of creating a material representation of the family system
on a piece of paper or whiteboard or table is that the family system and
the relationships between family members are externalised. In narrative
therapy, the use of externalisation of the problem is a key feature. The
principle is that rather than the problem being located within specific
individual(s), the problem is presented as outside so that the practitioner
and client(s) can work together to find solutions to the problem (Tomm,
1989). Thus, potentially it becomes easier to have conversations about
difficult relationships between family members using these external rep-
resentations. One of the most widely recognised and used systems for
representing relationships is the family tree. The following extract is an
example of a practitioner introducing the family tree exercise to their
clients (from previously unpublished data).

Clamp family

FT: What I thought we could start by doing is to
perhaps by drawing a family tree

Jordan: Yeah

FT: Yeah (.) Is that okay?

Jordan: Yeah

FT: Well, I'm gonna need help for this (.) because I
don’t know your family (.) and you know your family
(.) yeah

Jordan: Yeah

In this extract, the practitioner uses invitational language to offer the
family tree exercise as a potential activity and solicits their agreement
before proceeding. The practitioner uses the activity to position the chil-
dren as experts in knowing about their family. Although this exercise is
fairly simple, in this introducing this activity, the practitioner:
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¢ Invites children into the conversation.

* DPositions the children as experts in their own lives (equally this could
position parents as experts too).

* Mediates the potential power differential between the practitioner and
family members.

* Externalises the family system and in doing so externalises where the
potential problem may lie. This is less threatening as it takes attention
away from those in the room, onto the creative piece.

* Provides an opportunity for collaborative engagement between the
practitioner and family members.

After introducing the activity, the practitioner moves to the next stage
which is to navigate the technicalities of how to accomplish it. In some
ways, this is presented as a game which has some simple rules, including
squares to represent boys and men and circles to represent women

and girls.

Clamp family continued (previously unpublished data)

FT: I’11 show you what we do to start with (1.0) what
we do (.) I can’t draw very well (1.0) I can’t
draw trees and things so what I do is (.) we’re
going to dra::w (.) a man (.) or a boy we put a
square like that yeah so that’s a man (1.0) or a
'boy (2.0) and if we’re going to dra::w (.) a::
woman (.)

Jordan: Yeah

FT: or a girl what sorts of shape do you think we

could we draw for them? (3.0) What other shapes

are there?

Jordan: A circle?
FT: And that’s the right one yeah (.) we draw a circle
(.) fo:::r a wolman (1.0) o:::r a (1.0) girl

In this scenario, the practitioner has been trained in how to do the
family tree activity and in that sense is the expert introducing this exercise
to the family. However, the way that they manage the potential power
imbalance of taking an expert position is to mitigate that by using
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self-deprecating statements such as T can’t draw very well’. Although in
the family tree method, the standard symbols for male and female are
squares and circles, respectively, the practitioner works collaboratively
with the family by inviting their involvement in choosing the shapes.
Similarly, the practitioner explains that in the family tree activity, a hori-
zontal line between the shapes that represent ‘two people’ indicates being
‘married’ or living together as a couple and a vertical line represents any

children they may have.
Clamp family continued (previously unpublished data)
FT 'now if two people live togfether or if they’re

married (1.0) a man and a woman like that. what we
do is draw a line between them (1.0) to show that

they live together (.) and if they’ve got children
we put a line down and we put the children down
there like that (1.0) fyeah (.) shall we do that
with your {family?

Jordan: Yeah

After very briefly introducing what the symbols of circles, squares, and
lines represent, the practitioner can move to language that includes more
open questions and invites more ownership from the family about how
family tree is created. In our example, the practitioner starts by asking
who to Start with'.

Clamp family continued (previously unpublished data)

FT: Right (.) We’ll leave that there so we can
remember (.) the different (.) things (.) now who
shall we start with? (.) What who shall we put
in first?

Jordan: ((raises his hand))

FT: You want to start with yourself?

Jordan: Yeah

FT: Yeah, I think it might that’s not a bad idea
(.) but

Mum : You can’t ((shakes head))
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FT: I think we should start wi:::th (.) °shall we
start with parents?®

Phil: ((nods))

FT: Yeah (.) with mums and dads (.) right so who shall

we draw in first?
Jordan: ((points to the father))

Ostensibly, the practitioner provides an open opportunity for the fam-
ily to decide who the first person to be represented on the family tree is.
However, the practitioner carefully guides the conversation so that the
tree starts with the parents. In this kind of scenario when working with
families, there is the risk at one extreme for the practitioner to dictate to
the family how to go about the activity, and this may alienate them from
the conversation. Additionally, this approach may detract from apprecia-
tion of the client as an expert in their own life (Anderson & Goolishian,
1992). At the other extreme, the practitioner might give too much con-
trol over the activity to the family members and lose the benefits of the
structural knowledge that the practitioner has. Practitioners working
from a social constructionist perspective would typically understand
therapeutic collaboration as being fluid and dialectical rather than didac-
tic (Larner, 1995). Practitioners working within a collaborative model
would share their power with family members by “incorporating clients’
meanings and preferences as part of their developing interactions”
(Sutherland & Strong, 2011, p. 3). We represent the dialectical balance
between the knowledge of the practitioner and the knowledge of the fam-
ily in Fig. 5.4.

One way of describing this kind of ‘both/and’ positioning is referred
to as the dialectic balance. This is a valuable skill for practitioners work-
ing with families to incorporate in their practice as it provides the

Family in < > Practitioner in

control control

Fig. 5.4 The dialectical balance
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opportunity to structure conversations with families in beneficial direc-
tions whilst also inviting the family to be involved collaboratively in the
process. This process occurs in the continuation of the extract where the
practitioner invites the family to decide what shape to draw to represent
the father, and subsequently the mother. Although this is presented as an
open question, the correct answer has previously been introduced by the
practitioner as a square.

Clamp family continued (previously unpublished data)

FT: Shall we put your dad in? and what shape shall we do
for your dad (1.0) what shape?

Jordan: E::r

FT: Can you rememlber?

Phil: Square

Jordan: ((goes over to father and rubs his head)) Square (.)

FT: That’s right

Mum: Heh heh heh

FT: That one (.) what’s that one?

Jordan: Square

FT: Square square so let’s put your dad in there (1.0)
like that and I always do these (.) too big (.) and
there’s not enough room

Dad: heh heh heh

FT: and there’s not enough room to fit them in but we’ll
see how we go (.) and what shape are we gonna draw

for your mum?
Jordan: Circle
FT: Circle (.) that’s right
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Once the basic ‘rules of the activity’ have been explained by the prac-
titioner, there is opportunity to allow the family to have more ownership
of how the family tree is collaboratively constructed in terms of the
sequence of which children are represented first, second, or third.

Clamp family continued (previously unpublished data)

FT: how many children?

Phil: Three

FT: Three (.) you’re good at this you’re getting (.)
who’s the eldest?

Phil: Me

FT: You are the eldest so we put you in first shall we put
you in first? (.) Shall we put you in first?

Phil: ((nods))

FT: What shape are we going to draw for you?

Phil: (3.0) Square

The previous series of extracts has illustrated one way that practitioners
can work with families to co-construct a family tree. Family tree geno-
grams have an established set of lines and symbols are used universally to
represent the same characteristics in family systems. This can be useful for
situations where practitioners might be working in multi-disciplinary
teams and knowledge of this pre-existing system is helpful to share infor-
mation between practitioners. Thus, this genogram activity has several
benefits including:

* Provides information about the way that the family themselves con-
struct their family system.

* Indicates losses such as relationship breakdowns, bereavements,
and so forth.

¢ Illustrates blended family relationships.
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Another way of working with families to create family systems maps is
to use other easily available objects to represent family members. Some
practitioners use buttons or shells or toy figurines to create family system
models with their clients. Allowing family members to choose their own
symbols can provide more opportunities for wider conversations about
the characteristics of specific family members. This type of activity has
several benefits:

¢ Potentially highlights areas of challenge in terms of relationships
between family members.

* Provides a platform for idiosyncratic insights into how they see them-
selves, how they see other people, and the way that they see how peo-
ple are connected to one another.

* Provides more spatial flexibility to place their symbol in a spatial loca-
tion on the table or board in relation to their other family members.

¢ Allows a more kinetic involvement in a creative activity because family
members chose and move around their symbol.

* Provides for a dynamic interaction where symbols can be moved closer
to or further away from the symbols that represent other fam-
ily members.

In reflecting on the benefits of genograms or symbolic activities, we
encourage you to engage with the following reflective activity in

Box 5.2.

Box 5.2 Reflective Activity on Using Symbols

Reflective activity

Using symbols in your work

In your professional and cultural context, consider what symbolic
resources are available to be used with families to create family systems
diagrams or models.

Consider how you might begin to incorporate the use of symbols in your
family practice work or extend your use of symbols more creatively. We also
encourage you to think about when these might be useful.
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Notably in the previous section, we discussed the use of symbols which
in their own right are neutral but can be anthropomorphised by family
members to represent people. In the case of pre-determined symbols in
the genogram system, this gives a structured way to gather the facts about
family relationships. Using neutral objects three-dimensionally to pro-
duce family maps allows clients more flexibility to project their own sub-
jective experiences and interpretations onto the object.

Another way to engage families in conversations about family dynam-
ics is to provide archetypal images. Using archetypal images has the
advantage of normalising certain ‘types’ of people by recognisable charac-
teristics. For example, the characters in the fairy tale Snow White and the
Seven Dwarfs represent recognisable archetypes, including ‘the wicked
stepmother’, the ‘handsome prince’, and the ‘innocent daughter’, and
each of the seven dwarves are also other familiar archetypes, such as
‘erumpy’, ‘sleepy’, and ‘dopey’. Often family members will have an arche-
type from a culturally normative fairy tale, television programme, or film
that they relate to, and discovering what this can provide valuable infor-
mation about the way those members see themselves and what their core
beliefs may be. In the following series of connected extracts of data, we
illustrate how this type of activity can be useful in family practice (from
previously unpublished data).

Niles family
FT: Well, you don’t have to think about yourself think
about (.) people at school (.) when you see other

children getting angry at school what do you think
makes them angry?
Lee: ((shrugs))

It appears that the practitioner in this extract is acknowledging that it
might be difficult for the child to initially talk about their own feelings
you don’t have to think about yourself’. Instead, the practitioner suggests
that the child thinks about other ‘children at school’ as a way to begin a
conversation about emotions without it being focused directly on the
child himself. The practitioner inquires what the child thinks might make
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‘other’ children angry. Unfortunately, the child is still not able to engage
with this approach and gives a non-verbal response of a shoulder shrug.
The practitioner then takes a different strategy which further distances
the child from talking about their own emotions directly by introducing
the idea of working with archetypes. He does so by first inquiring about
what television programmes the child enjoys.

Niles family continued (previously unpublished data)

FT: What abo::ut on (.) what’s your favourite (.) T.V
programme?

Lee: Simpsons

FT: Simpsons (.) a::::h (.) what makes Homer angry?
(1.0)

Dad: D’ oh

Lee: His [son Bart

Using this strategy, the practitioner quickly establishes that 7he
Simpsons is the child’s favourite television programme. This refers to an
animated comedy series about an American family and the antics that
they get up to. Because the programme chosen is about a family, this
lends itself well to the practitioner’s agenda of finding another way to
encourage the child to talk about his emotions in relation to his family
context. Helpfully, the practitioner is familiar with the television pro-
gramme and can name the father character ‘Homer’. Additionally,
because the practitioner is familiar with the archetypal features of the
characters in this cartoon series, he can ask the question what makes
Homer angry?’. This use of circular questioning to ascertain the child’s
awareness of someone else’s cognitive reasoning is successful in eliciting a
response that the cartoon character’s son Bart’ makes Homer angry. This
resonates with the previously introduced dialectical balance figure,
whereby the practitioner holds their own institutional responsibility in
mind (to pursue a conversation about the child’s behaviour), whilst also
allowing the family the freedom to control certain aspects of how that
conversation is shaped (by scaffolding the conversation around a familiar
television programme).
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Niles family continued (previously unpublished data)

FT: Bart (.) what does Bart do that makes Homer angry?
(1.0)
Steve: Be naughty

As this short extract shows, the practitioner’s strategy is successful in
that the child answers the question about what makes the cartoon father
angry, by replying it is the cartoon child’s naughtiness that makes his
father angry. While superficially the conversation still appears to be about
The Simpsons, the therapeutic agenda is also implicitly moving forward
towards a point where the practitioner can translate the archetypal family
relationships in the cartoon to the current family dynamics. This is dem-
onstrated in the remaining section of this extract.

Niles family continued (previously unpublished data)

FT: So, if you were the Simpsons (1.0) .. (.) if your
family were the Simpsons (.) who would be Bart?

Nic: ((Points to Steve))

Steve: ((raises hand))

FT: A::h

Dad: heh heh heh heh

Nic: I'd be Lisa

Having established a shared understanding about 7he Simpsons, the
practitioner makes the transition towards a more therapeutic agenda by
asking about the similarities between the cartoon characters and their
family if your family were the Simpsons (.) who would be Bart?’. The
humour and the collaborative production of the answer establishes the
children’s shared agreement that Steve the eldest child would be Bart, and
his sister Nic would be Lisa. During the subsequent interaction, the prac-
titioner collaborates with the family to draw up two lists, one of examples
of Bart’s ‘naughty’ behaviour and second list of exemplars of Bart’s ‘good’
behaviour. Having completed the lists, the practitioner pulls the conver-
sation back to alignment with the primary institutional agenda which is
to focus back on the behaviour of the children in the room, but most
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specifically the child identified by the family as the one with the ‘problem’
(Steve). As demonstrated in the next extract, the therapist presents the
two lists to Steve and asks him to write down the number of behaviours
he and Bart have in common. Notably, the practitioner is careful to pro-
vide the child with some privacy by stating that no one else should see
the list.

Niles family continued (following much more conversation)

(previously unpublished data)

FT: All you’ve got to do is look at these lists (.) I want
you to write down on this bit of paper (.) >but don’t
let anybody see< all the numbers that are a bit like
you (.) on the goo- on the naughty list and on the good
list yeah (.) all the numbers (.) so if any of those
are a bit like you you write the number down and then
we’re gonna ask everybody else to guess (1.0) which
numbers you’ve written down so they’re gonna guess
which numbers you think are 1lil[ke you

When the therapist asked Steve directly at the opening of the session
what makes him angry and the behaviours exhibited when angry, the
child did not provide a response. As a 14-year-old adolescent talking in
front of his family, potentially his family are one of the reasons for the
anger. The challenge of explaining himself when it may not have been
talked about explicitly prior to the family therapy session could be too
difficult for the young person to do directly. Therefore, this indirect
approach was a more effective strategy, and the data illustrate that it is
one that does engage him in the conversation. Although this creative
approach using archetypal figures from a well-known television pro-
gramme is a circuitous and lengthy process, it does have the advantage of
providing a way for the family to be involved and for Steve in particular
to recognise what makes him angry and how his behaviours might impact
on others. For family therapists or other practitioners who want to take
this one step further, using role play to act out alternative interactions can
be a helpful creative approach to provide families with opportunities to
experiment with different communication strategies.
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A Shift to Digital

A digital revolution has transformed the way that people communicate
across the globe. Most professions that work with families originated in a
pre-digital era where face-to-face communication was standard. As such,
professional training has in the past largely focused on developing skills
in practitioners that support in-person interactions. However, the advent
of a vast range of technological modalities has meant that most families
utilise digital media, software, and technologies in their everyday lives.
For the most part, practitioners working with families are still making a
transition from purely face to face to hybrid working. In this section, we
consider some of the advantages and disadvantages of the digital world
and how practitioners can make best use of the opportunities presented.
We focus on some of the ways that practitioners can engage in creative
activities with families, mediated by digital health platforms.

Within the field of health, there has been a huge growth in the avail-
ability of mobile applications, with estimates of around 165,000 available
apps in 2015 (Riaz, 2015). Some wearable apps, for example, can track
sleep cycles, step counts, and heart rate. From a marketing point of view,
these have been largely targeted at individuals for their own self-care, but
some health practitioners may encourage their patients or clients to use
these as an adjunct to their treatment plan. Within mental health, simi-
larly there are apps that support people to be more mindful or to keep a
record of their emotions and thoughts. Where previously practitioners
might encourage clients to document this kind of information using pen
and paper, the use of smart apps provides opportunities for recording,
storing, and sharing that information digitally (Betton & Woollard,
2019). Furthermore, what is referred to as mHealth (for mobile devices)
and eHealth (using electronic devices) has the advantage of global capa-
bility, meaning that people in majority world countries may also have
improved access to healthcare through digital means (WHO, 2011).

Using computer-mediated communication has opened up new oppor-
tunities for the delivery of mental health care, especially since the reper-
cussions of the global COVID-19 pandemic. Although there was some

initial resistance to the necessity to deliver face-to-face interventions
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online, practitioners having had to transition to this modality began to
discover the benefits of digitally mediated practice. Additionally, there
were concerns that healthcare service providers required training in deliv-
ering services online as it raises different considerations including confi-
dentiality, digital access and reliability, and visibility of physical cues such
as body language. As such, Betton and Woollard (2019) argued that
mental health practitioners require the appropriate digital skills and
knowledge to deliver safe and effective care. In response, several regula-
tory or governing bodies of specific professions developed training
resources for practitioners in transitioning their work to online. For
example, in the UK, the British Association of Counselling and
Psychotherapy (BACP) teamed up with the Open University which is an
online education body to create a training programme for counsellors
and psychotherapists to transition their work to an online environment.
Apart from the informal opportunities that online support groups or bul-
letin boards afford, there are several different ways in which formal men-
tal health care can be delivered. These can be asynchronous, such as email
or text messages, or synchronous, through video conversations mediated
by a web-based portal or instant messages (Mallen & Vogel, 2005).

The views of practitioners and families about the possible benefits of
the digital shift have been mixed. For example, Cummings (2022)
reported that practitioners working with young people’s mental health
found benefits in reaching populations that were previously difhicult to
engage. Similarly, Hoekstra (2020) argues that online treatment delivery
can be valuable in reaching vulnerable families and have a lasting positive
effect. Nonetheless, some cautions have been expressed regarding the
challenges of managing safeguarding and privacy (Cummings, 2022).
Parents and carers have also expressed benefits of digitally mediated ther-
apeutic communication in mental healthcare, reporting a greater sense of
inclusion through improved communication channels with clinical staff
(Archard et al., 2022). Indeed, of the many research studies conducted
during and after the COVID-19 lockdown periods enforced during 2020
and 2021, findings have indicated high levels of satisfaction with the use
of telehealth platforms by both healthcare providers and recipients
(Andrews et al., 2020).
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Many people have come to recognise the benefits of using digital
means as an alternative to face as an alternative to face-to-face healthcare,
and researchers are confident that this is a promising viable way forward
post pandemic (Andrews et al., 2020). However, for it to continue to be
beneficial and sustainable, several legal, educational, infrastructure, and
technical weaknesses in existing systems need to be resolved (Nittari
etal., 2022). One of the areas that have grown in relation to the increased
demand for digital health alternatives to face to face is the development
of practice guidelines. Some of these are general, such as guidelines devel-
oped to consider environmental differences in the online space (Duane
et al., 2022) or offer guidelines about training and service requirements
(Thomas et al., 2022). Other guidelines are profession specific such as
rheumartology (Ziade et al., 2022) or endocrinology (Vimalananda et al.,
2022), and others are country specific (e.g., Australia: Toll et al., 2022) or
ethnicity specific (e.g., non-Indigenous minorities: Truong et al., 2022).

Incorporating Creative Approaches Online

In this next section, we re-visit some of the creative approaches we have
discussed in this chapter and provide some reflections on ways in which
these face-to-face approaches might be adapted to online work with fami-
lies. The first challenge to consider is that because families are not physi-
cally present in the practitioner’s workspace the practitioner’s tools, such
as pens, paper, toys, and sand, are not available for creative activity.
However, if families are in their home environment for the e-Health
appointment they are likely to have access to other kinds of resources for
use within the session. Therefore, it is possible for practitioners to invite
families to gather paper and pens, or toys, or other creative tools in readi-
ness for their appointment. For example, if we return to our section on
SUDS, families could be invited to look in the kitchen for cups, jugs, or
teapots, depending on what they have available. The practitioner could
then talk them through the exercise while the child engages in a demon-
stration on screen as to how full or empty their emotion vessel is.
Alternatively, it is possible to use the ‘whiteboard” function on some vid-
eoconferencing software to draw images of a teapot or jug and invite the
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Box 5.3 Reflective Activity on Creative Activities Online

Reflective activity

Using creative activities

We invite you to consider some of the families that you are currently
working with taking into consideration your professional remit, your own
technical skills, and the resources that might be available to those families.

* What resources might families you work with have in their home that
you could ask them to use during an e-health appointment.

* How might using their own resources be advantageous or disadvanta-
geous to achieving your professional goals?

child to colour it in, in a similar way to a physical piece of paper. We
therefore encourage practitioners to consider ways to transfer creative
activities into the online space rather than abandon them altogether. We
invite you to engage in the following reflective activity in Box 5.3.

Some practitioners report that working online can improve initial
engagement and can feel less confrontational to clients than face-to-face
work (Furber et al., 2011). An interesting thing about working online
with families who are in their home environment is that it can change the
power dynamics of the practitioner—client interaction. For example, cli-
ents can choose to have their webcam on or off, although you may want
to encourage them to have it turned on. Also, it is easier for clients to
leave the appointment, if they choose to. Additionally, they may have
more control over who attends the session and if creative resources from
their home environment are used, they have more control over the choices
they make about these resources. In some cases, it may be possible to
record sessions and provide families with a recording which is less likely
in face-to-face interactions. This gives families more control over watch-
ing the session again later and/or showing it to other family members at
their discretion. We invite you to consider the diagram earlier in this
chapter of the dialectic balance (see Fig. 5.4) and engage with the reflec-
tive activity in Box 5.4.
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Box 5.4 Reflective Activity on the Dialectical Balance in
Online Work

Reflective activity

Dialectical balance

We invite you again to consider some of the families that you currently
work with or the possibility of working with a new family in your profes-
sional context.

* How does the balance of power change between you and the family
from in person to online?

* What are the advantages of family members feeling more in control of
the process in an online environment?

In addition to potentially having more control over the process, if the
family are in their own home for an e-Health appointment, there is the
possibility to use creative approaches to make the sessions more fun and
engaging. If we return to the family tree example that we discussed ear-
lier, in the face-to-face session, and consider how this activity might be
approached in a virtual space there are several options including:

¢ Use the virtual whiteboard—and use names or shapes like on paper.

* Engage the children in photography tasks of acquiring images of fam-
ily members to create a visual version of a tree on a digital cloud.

* Encourage the children to find items in the home that represent family
members and talk about why they have chosen those items.

* Ask the children to paint or draw pictures of their family members
that they can hold up to the camera or photograph and upload.

e Ask the children to make three-dimensional models with craft
materials.

If families are on a limited budget and do not have access to resources,
some practitioners are able to post out pens and papers to families in
advance of the session. If resources are being posted out, an information
leaflet for adult family members could also be included to outline what
the session may involve. This leaflet may also include information or
resources about further activities that could be done after the session.
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Final Thoughts

In this chapter, we have provided a toolkit for practitioners working with
children consisting of creative activities focused on talking about emo-
tions, stress management, and family relationships. From experience we
know that an area that children and young people often find difficult in
professional settings is to talk about how they are feeling or to quantify
those emotions. By providing suggestions about ways to support children
via two- or three-dimensional creative techniques, we anticipate that
readers will be able to use these skills and build on these suggestions with
other ideas that fit the context and profession. The stress vulnerability
model is an established and useful psychoeducational tool which we have
translated into an object lesson that children could physically engage
with to help them better understand the principles of stress management.
In all work with families, an important part of our work as practitioners
is to understand the family dynamics from the child’s perspective. Using
examples from our own datasets, we have provided real-life illustrations
of how some practitioners work with family tree symbols and archetypes
to help engage children in this process in a meaningful way. While our
data and subsequent discussion provide a foundation for your own prac-
tices, these have been supplemented with reflective activities designed to
support you to extend the suggestions provided in ways that might fit
your professional context and client group. In Box 5.5, Sadiyya Haffejee
describes some of her own creative practices in her work with children.
A foundational principle for practitioners working with children is to
understand the world from the child’s perspective. In doing so, the activi-
ties can be tailored to be appropriate for age, culture, and gender. Some
of the techniques we have described in this chapter show how the practi-
tioners in our data used open questions and an attitude of curiosity to
find out what the child they are working with is interested in. The child’s
own reference point of interest may be a game they like to play, or a char-
acter on television they admire, or items in their environment they are
familiar with. By identifying what is familiar and meaningful to the child,
this can act as a starting point or foundation for the exercise that is pro-
fessionally relevant. Most activities, such as the ones we described here
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Box 5.5 Practitioner Voice, Sadiyya Haffejee

Practitioner voices
Sadiyya Haffejee
Psychologist

Dr Sadiyya Haffejee is a practising psychologist, researcher, and mum of
two, living in sunny South Africa. Sadiyya works with young people that
have been exposed to multiple adversities and aims to work in ways that
are respectful. She draws on techniques that are compassionate and that
foster connection.

Through my work in South Africa, | have been privileged to listen and
engage with inspiring young people, many of whom have experienced sig-
nificant adversity. Very often these children are unfamiliar with a therapeu-
tic setting and may find it intimidating. Creative methods open up a space
where children can express themselves in ways that feel less overwhelming
and where they may have more control. Some of the techniques that have
been most successful in my work have been mentioned in this chapter and
include music and drawing. Other techniques I've used include the making
of artefacts, such as mosaic treasure boxes and something as simple as walk-
ing and talking.

In using music, | may ask a young person to share their favourite song or
a playlist they are listening to. We would spend time listening to a song and
using the song to tap into feelings, memories, and key events. Inviting the
child/young person to write a song has also been effective, especially when
the child is very creative and already writing.

In drawing, | found that using timelines is useful in assisting children to
recall events in their lives and structuring their thoughts. This also creates a

(continued)
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Box 5.5 (continued)
space where they can add both good and bad memories that are signifi-
cant; and in this way recall the strengths and resources in their lives.

A technique | find useful is the Tree of Life activity. This is a psychosocial
support tool that draws on narrative therapy and was developed by Ncazelo
Ncube and David Denborough (please see https:/dulwichcentre.com.au/
the-tree-of-life/). Using the tree as a metaphor, children are invited to draw
a tree and imagine what it would be like to think of parts of their life as
parts of a tree, with each part symbolising a different aspect. For example,
the roots are where the child comes from, and the branches would repre-
sent the child’s hopes. This process enables the telling of a richer, more
nuanced narrative of the child’s life. The focus on skills, and resources
encourages a more hopeful story. This may be used before the child is
engaged in the sharing of traumatic, challenging events.

Box 5.6 Key Points

¢ It can be helpful to track children’s progress to use simple quantitative
measures like the Subjective Units of Distress Scale.

e Itis important to maintain an attitude of curiosity and flexibility in how
tools are used creatively with children.

e Itis helpful to think about the unique and specific aspects of the child in
front of you when designing or using any creative techniques.

e The starting point for imagining how to creatively adapt an intervention
for a particular child is to find something of interest to that child.

¢ Creative tools are a useful way of tapping into the multimodal ways in
which children communicate.

including family dynamics discussions, can be conducted in numerous
different ways and the principle of creativity in working with children is
to combine the professional agenda with the child’s agenda. We conclude
this chapter with some final take-away messages in Box 5.6.


https://dulwichcentre.com.au/the-tree-of-life/
https://dulwichcentre.com.au/the-tree-of-life/
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Children’s Competence

Learning Objectives

¢ Recognise the ways adults treat children as competent or incompetent

¢ Identify the ways in which practitioners can manage competency claims
and assumptions

e Critically assess the evidence on children’s competence

¢ Challenge traditional ways of thinking of competence as static

Introduction

The notion ‘competence’ has slightly different meanings within different
fields of practice, such as psychology, education, sociology, and linguistics
(Plaza Lara, 2016). The competence paradigm approach to mental health
is considered an alternative to deficit-based models of practice
(Masterpasqua, 1989). In relation to children, developmental theories are
one of the main mechanisms through which the conceptual framework
of children’s development of competence has been perpetuated.
Developmental theories propose a bio-cognitive maturational framework
to suggest specific milestones through childhood. In building this under-
standing of children, neurodevelopmental perspectives added a caveat
that some children may deviate from those standard norms. During their
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training, the study of developmental theories of childhood influences
practitioners’ expectations about children’s normative abilities at different
chronological ages. This has resulted in a view of children as ‘incomplete
versions of adults’ (Danby, 2002, p. 25).

A more holistic perspective on child development and competency is
therefore arguably needed, to account for the social, historical, and cul-
tural situation within which the child is perceived (Burman, 2008). An
alternative perspective on children’s development and competency is that
childhood and adolescence is a “dynamic arena of social activity involving
struggles for power, contested meanings and negotiated relationships”
(Hutchby & Moran-Ellis, 1998, p. 9). Thus, the traditional conceptuali-
sation of a ‘normal’ child has been critically contested, with arguments
presented that normality is created rather than revealed (Burman, 2008).
For example, the neurodiversity movement advocates a different way of
thinking about typicality and atypicality, which presents individuals pre-
viously positioned as ‘abnormal’ as a different kind of ‘normal’ (Ortega,
2009). In other words, competency is a socially constructed accomplish-
ment that is co-created by iterative displays and uptakes within situated
social interactions (Theobald, 2016).

In this chapter, we explore the idea of competence as an interactional
accomplishment. The aim of this chapter is not to discuss the assessment
of competency of children either formally or informally, but to explore
the ways in which people treat children as being competent. One way of
treating family members as being competent is to treat them as having
access to certain areas of knowledge. For example, practitioners may dis-
play competence and be treated as having competence in relation to mat-
ters of the institutional agenda. Children may be treated as sufhiciently
competent to answer questions about their own thoughts, feelings, and
motivations, but less so on more institutional matters. Parents and other
adult family members are positioned typically as representing the ‘middle-
ground’ having more knowledge of institutional matters than children
and having more personal knowledge of their children than the practitio-
ners. The domains of competence that we refer to throughout this chap-
ter, as they relate to the datasets we include as example, and in terms of
access to knowledge are:



6 Children’s Competence 149

1. Institutional systems, mental health, diagnostics.

2. Personal thoughts, feelings, mental states.

3. Competences to know or make inferences about the feelings, thoughts,
motivations of others.

Situated Interactional Competence

Within institutional mental health settings, conversations are generally
focused on the tasks of that organisational business and have distinctive
features characteristic of the ways in which children express situated
interactional competence (O’Reilly et al., 2019).

Situated Interactional Competence

Situated interactional competence refers to social capability to engage in
appropriate conversational activities in particular contexts. In other words,
the ability to converse with others conforming to conventional social inter-
actional script within a specific situation or context (e.g., school classroom,
doctor surgery, restaurant).

When we talk about social interactional competence, we do not refer
to the clinical concept of mental health capacity. Instead, we refer to the
social competence to be able to behave in an appropriate manner for the
setting, and to articulate answers to questions in a way that is fitting to
that specific institutional task. That is, we examine the in-situ compe-
tences of children by examining how their knowledge is displayed in par-
ticular institutional interactions (Bateman & Church, 2016). Thus, like
Bateman and Church, we see knowledge as socially constructed, in the
sense that knowledge is “constructed by and developed through interac-
tion” (p. 5).

Rather than being a static trait or a single entity, we argue that chil-
dren’s competence is a dynamic accomplishment that may vary depend-
ing on the situational context the child is in. As such, displays of
competence must be navigated in a range of institutional and mundane
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settings. In other words, the phrase ‘displays of competence’ speaks to
the ways in which people behave to indicate competency in a particular
area. For children, some of these settings may be completely new con-
texts that they have not encountered before and therefore the achieve-
ment of appropriate displays of competence is a social developmental
matter.

One of the ways of developing social interactional competencies is to
become familiar with the specific expectations or ‘scripts’ that are norma-
tively established within certain environmental contexts. For example,
there are normative scripts for behaviour in supermarkets, on the beach,
at the dentist, in a café, in a school classroom. Clothing, behaviour, lan-
guage, interactions with others, are all normatively modified in different
ways depending on which of these social contexts a person is in. Edwards
(1994, p. 211) described these kinds of scripted interactions as “typical or
routine” and behaviour not conforming to those normative scripts would
be treated as accountable. See the following examples:

* Wearing swimwear is normative at the beach or pool, but not in church.

* Singing is normative in a karaoke bar, but not in a library.

* Emoji use might be normative to communicate with friends in text,
but not to your manager at work.

* It may be appropriate to run around in the park with siblings but
would not be acceptable in the school classroom.

The characteristics of scripted interactions are that they are “recurring,
predictable, sequential” (Edwards, 1995, p. 319). Arguably, almost every
situated interaction has a normative script attached to it that has these
characteristics.

The term ‘deontic reasoning’ is used to refer to the ability to under-
stand and recognise the social rules of different social situations
(Schaarschmidt, 2018). Usually, individuals from a shared cultural
background would assume a shared scripted knowledge of familiar
events, venues, and institutions. For the most part, unless these social
norms are transgressed, people do not need to explain schematic
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expectations to each other, or even give them much thought, because of
this shared deontic basis. Therefore, because of culturally shared epis-
temic and deontic understandings of social situations, people tend to
only explain a normative script to someone else when they anticipate
the other person may be unfamiliar with that script. For example, for a
child who has never visited a dentist, a parent might explain before they
go what to expect. Similarly, an older relative who has not previously
visited an internet café before may need some guidance on what to
expect. As people encounter different situations and contexts during
their life, they become more familiar with a wider range of different
event- and situation-specific scripts. The development of these scripts is
culturally determined as different countries have different norms for
events such as weddings or funerals, and different conventions for
behaviour during meals.

A child’s familiarity with specific context-related scripts will be deter-
mined by their age and the number of opportunities they have had to
observe or engage in that activity or encounter that setting. In relation
to mental health settings, some children may have had numerous
encounters with mental health practitioners in early childhood and
might have familiarity with the kinds of scripts to be anticipated.
However, for some children, experience of these settings will be com-
pletely new, and they have not yet developed a frame of reference to
know what might be expected of them. This lack of knowledge about
the setting and expectations can lead to some anxiety for children when
attending mental health services for the first time (Bone et al., 2014).
For example, in the following extracts taken from an interview study
with children who had recently attended Child and Adolescent Mental
Health Services (CAMHS) for the first time, the data illustrate that the
lack of prior knowledge of what to expect was anxiety provoking (taken
from Bone et al., 2014, p. 452).
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Respondent: I was a bit scared.

Interviewer: You were a bit scared? Can you remember what you
felt a bit scared about?

Respondent: I didn’t know what we were going to do.
(Child 9)

In the following extract, the interviewer asked the child what advice
they would have for other children who might need to access CAMHS
for the first time and might be worried about it (see Bone et al., 2014,
p. 453).

Interviewer: . . . if he was feeling worried about going to
see CAMHS, what do you think?
Respondent: Just don’t because they’re not witches . . .Just

say that it’11 help you out.
(Child 8)

In the absence of knowing what to expect the child had created a con-
cern in his mind about the practitioners being ‘witches’ and discovered
only through experience that this was unfounded. This is a good example
of situated interactional competence not being a static internal trait of a
child but one that is dynamic and experientially developed. Generally,
institutional contexts are less frequently encountered in a child’s life, than
mundane settings like the home or park. An exception to this is the
school setting which is arguably the main reference point for a child’s
understanding of the general category of institutional script.

The difference between mundane and institutional-scripted situations
lies predominantly in the formality or informality of those settings.
Formal institutional settings tend to have similar parameters on behav-
iour which compared to mundane settings are generally more restricted.
In other words, institutional settings place certain constraints on behav-
iour and to be able to display social competence an awareness and adher-
ence to these constraints is required (Hutchby & Moran-Ellis, 1998). For
example, in a school classroom environment children would typically be
expected to sit at desks and be quiet while the teacher is speaking and
constrain their urges to act otherwise. Similarly, in the institutional
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settings where most mental health practitioners engage with families,
there are similar expected constraints on children’s behaviour. When
there are parents present in a family session, they can take responsibility
to ensure that children behave in an appropriate way for the context.
However, when children are seen on their own, especially for the first
time, the onus is on the practitioner to provide guidance to the children
as to what the expectations are for that interaction.

Previous research has indicated that children frequently claim lack of
knowledge about the reasons for their attendance at a mental health
clinic, typically using the phrase ‘I dont know’ in response to questions
about the purpose of the appointment (Stafford et al., 2016). The value
of providing children with more information about what to expect in an
unfamiliar institutional context is several-fold; from an ethical point of
view, children should be provided with enough information to give their
consent; and from the point of view of minimising anxiety about the
unknown, the effectiveness of the interaction will be increased if the child
is calmer. Our recommendation from the evidence base, therefore, is that
it is helpful for mental health practitioners to articulate what the ‘script’
of a first visit might be and what a child or family might expect. Similarly
in the first session, it can be helpful for practitioners to outline what the
structure of the session might be and what the practitioner plans to do,
and how they plan to involve different family members.

The onus for explaining an institutional script

to a family is on the mental health practitioner.

The following extract is a good example of how this can be managed in
practice (previously unpublished data). The psychiatrist begins the ses-
sion by taking time to explain to the child what to expect and gives the
child permission to ask questions if she is unsure.
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|k fwhat’s gonna happen todlay is we are going to |ask
(0.78) probably your mlum and your |nana some
lquestions and you as |well (0.30) yeah

(0.23)

we’re gonna start off tolgether but then what we are
going to |do is I'm going to probably see you |on your
lown to do some (0.40) drawing and some |games with
you to just find out how things are from your point of
|view (0.28) whilst (name) |speaks to yo:ur (0.24) mum
and |nana (0.44) yeah

(0.61) ((child nods head))

((Lines omitted))

its fvery important that if |you’re not sure about
what’s going o:n (0.30) or you don’t understland
something that you kind of ask |us cause |this is
about (.) you

(1.07) ((child nods head))

otkay (0.43) so its really implortant that you kind of
know (0.38) what we’re |talking about and why we’re
|talking about (0.84) that (1.04) fokay

(1.70)

any questions belfore I carry on?

(0.51)

|is that fall reasonably fclear?

(0.46) ((child nods head))

Although your professional context is very familiar to you in terms of
expected normative behaviour, clothing, language, and so forth, these
normative scripts may be completely unfamiliar to families, especially if
they are engaging with services for the first time. We therefore encourage
you to engage with the activity in Box 6.1.
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Box 6.1 Reflective Activity on Preparations

Reflective activity

Preparations

We invite you to reflect on an unfamiliar place you have been to or an
unfamiliar event that you have attended. Reflect on how you felt. Consider
what preparations you made to try to predict what would be socially appro-
priate in terms of clothing and behaviour in that context.

Consider the clients you work with and how they might be feeling on
their first encounter with you in your professional context. What steps
could you take to support and prepare those family members to know what
to expect.

The Knowledge Continuum

Depending on whether a person has engaged in a specific institutional
context previously, they can be expected to have more or less knowledge
of what the script for that type of interaction might be. To explore this
further, we draw upon a theoretical approach that utilises the framework
of a continuum along which some members of the interaction may have
more knowledge (K+) and other members of the interaction may have
less knowledge (K-) in different domains (Heritage, 2012). Some scholars
refer to this as an epistemic gradient (Heritage, 2012), but within a
practice-based context, the notion of a knowledge continuum is more
congruent with the family interaction discourses associated with men-
tal health.

In mental health settings, practitioners are typically positioned by self
and others as being closer to the K+ end of the continuum, with parents
and adult family members being closer to the centre, and children being
closer to the K- end. See Fig. 6.1.

In an institutional context, the individuals with the greatest knowledge
(K+) of the institutional agenda, script, and vocabulary, are the mental
health practitioners. In this context, the individuals with the least knowl-
edge (K-) of institutional expectations are the children of families in
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K+ K-

Fig. 6.1 K+-K- knowledge continuum in relation to institutional knowledge

attendance. Positioned mid-way between these two extremities of K+ and
K- are adult family members who are likely to have some knowledge of
institutional scripts, but not as much as the practitioners, and some
knowledge of their child, but not as much as the child themselves. Thus,
they occupy the mid-point on the K+ K- continuum by virtue of being
non-practitioner adults. In general, the literature describes children as
having less knowledge in most contexts than adults.

Another way of describing children as having less knowledge or being
in a K- position is that in a conversation that includes adults, children
can be treated as only having ‘half-membership’ (see Hutchby & O’Reilly,
2010). Thus, we recognise that agency, causality, and power are neither
static nor unilateral in conversations between adults and children (see
Kuczynski, 2003). Yet, there is some literature that illustrates that in
healthcare interactions, children are more likely to be treated as not being
full interactional members of the conversation and are not afforded the
same rights to speak or contribute in the same way as adult members
(O’Reilly, 2008; Stivers, 2001, 2012). Although when practitioners take
steps to manage the adult-controlled interactions and support the child,
children can manage to solicit parental assistance in answering questions
without losing the chance to present their own accounts (Clemente,
2009). The disparity between adult- and child-perceived competencies in
the unfamiliar institutional context of a mental health setting, is arguably
further exacerbated by children having less familiarity with the script
expected in that environment. In addition, it is often the case that the
child may have a mental health difficulty that further impacts on their
capacity to display interactional competence in these settings (O’Reilly
etal., 2019).
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Institutionally Situated Linguistic Competence

In relation to children’s developmental competence in learning about the
various interactional scripts that are normatively expected in different
settings, we have previously examined children’s behaviour and relative
status in adult-child conversations. In this section of the chapter, we con-
sider children’s linguistic competence as it relates to the expected lan-
guage scripts of institutional mental health contexts. The language of
mental health practitioners is typically oriented to diagnostic terminol-
ogy and the relationships between these diagnostic categories and symp-
tom clusters. Thus, mundane ways of describing physical sensations,
emotions, thoughts, and behaviours are transformed by mental health
practitioners into a very specific range of linguistic terms. Words like
‘disorder’, ‘condition’, and ‘illness’ are the realm of the mental health
practitioner. Potentially, then, there is a possible disparity between the
linguistic repertoire of the mental health practitioner and the family
members with whom they are interacting. Evidence suggests that family
members, including children, attempt to bridge this gap by utilising
medical or pseudo-medical terminology to describe their experiences.
The following extract is an example of a child trying to engage with the
institutional discourse of medicine (taken from Stafford et al., 2016,

p- 8/9).
Family one (Prac = clinical psychologist)

Prac Do you kno:w (0.31) why you’ve clome here todaly?
Child  erm because (0.39) I- keep (0.94) doin my- (0.41) I
thilnk it’s |0- C- D-

In response to the practitioner’s question to the child about reasons for
attendance, the child seems to frame the start of their answer in a mun-
dane linguistic framing 7 keep doin’ my. However, the child quickly
repairs this mundane formulation to utilise a more institutional linguistic
framing 7 think its OCD’. This demonstrates the child’s orientation to the
institutional setting and therefore a display of linguistic competence. The
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response from the practitioner questions this level of linguistic compe-
tency, as can be seen in the next part of the extract.

Continued...

Prac Ri:ght (0.78) fok:(0.92)um (0.52) °th£t is a (.)
important word you use® (.) mleaning when you say O- C- D-

Child °pard[on-]°

Prac [ah ] wh- when you say O- C- D- what does it me:an?

Mum whad’ya think it me:ans when you say O- C- D-

Child um- (1.10) Ah: can’t remember what the teacher toflld me-

Although the child utilises an appropriate medical terminology for the
setting, and potentially the correct diagnostic label, the practitioner dis-
plays caution and seeks clarification from the child about what he/she
understands that term to mean. In this way, the practitioner has not
immediately accepted the child’s offered candidate diagnosis, but rather
has sought to establish greater meaning in terms of the behaviours or
symptoms that might have led to that understanding. In other words,
practitioner required more information to accept the assertion made by
the child to explore how accurate that medical term may be. Evident
from the practitioner’s questioning, is that the behaviours of the child are
within the child’s epistemic domain to be reported, yet the medical ter-
minology is not necessarily treated as within the child’s epistemic domain,
and thus requires further attention. Thus, regarding competency, chil-
dren are not treated as either having competence or not, but rather com-
petency is a more subtle and sophisticated interactional accomplishment.
Children may be treated as having expected competency in one area, and
not expected to have competency in another.

Competence to Report One’s Own
Motivations, Feelings and Thoughts

In relation to the epistemic continuum, in an institutional setting, the
practitioner is assumed to have more institutional knowledge (K+) than
the family members, including knowledge of specialist areas, like health,
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K+ K-

Fig. 6.2 The knowledge continuum reversed

social work, and education. However, it is frequently the case that family
members and children are treated as having personal knowledge of aspects
of their own life, including personal experiences such as their own
thoughts, intentions, and emotions. In relation to the domain of institu-
tional business, the family members may be in a K- position, but in terms
of the domain of personal knowledge, they are K+ position. See Fig. 6.2.

Thus, in relation to the knowledge continuum, children are typically
not expected to have very well-developed knowledge of institutional sys-
tems but depending on their developmental age and capacity for psycho-
logical insight they are expected to be able to access and report on mental
and emotional states. Therefore, they occupy the K+ position (see figure),
whereas the practitioner will occupy the K- position (see figure). Once
again, adult family members retain a mid-way position having some
knowledge of their child’s internal states by virtue of close familial prox-
imity and having spent a lot more time with the child than the
practitioner.

The way that this can be seen in family interactions with practitioners
is that the practitioner will display an assumed level of competency in the
child and treat them in the design of their question as having the compe-
tence to answer questions about their inner states appropriately. In other
words, the child is treated as being in a K+ position in relation to self-
knowledge. In his original lectures pioneering conversation analyst,
Harvey Sacks (1992) noted that people display expectations of interac-
tional competency in their conversational turn-taking. He argued that
recipients are treated as having unique access to their own inner states and
of being capable of articulating what those things are. Similarly, in the
data that we present, practitioners treated children as having interactional
competence to appropriately respond to questions about their inner states.

In working with children in family mental health interactions, practi-
tioners tend to recognise that the emotional literacy of some children will
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relate to their family circumstances and developmental stage. Indeed, the
focus of the work of the practitioner may be to help them identify emo-
tions they are feeling and learn to articulate those feelings verbally rather
than behaviourally. In phrasing questions about experiences, thoughts,
and feelings, while there is a general assumption of competency, in the
mental health context, this may be an area of exploration with family
members. Nonetheless, starting from the place of competency and if the
child struggles, then this K+ and K- continuum can be used as a positive
tool for intervention. In other words, asking children questions from a
K+ oriented position initially provides the opportunity for them to con-
tribute a K+ or K- answer. However, if a practitioner assumes the child is
in a K- position initially, it is unlikely the questions the practitioners ask
will give the child the opportunity to say things they want to (thus, they
are assuming the child will not be able to answer that question). We pro-
vide examples of both situations.

The following extract is an example of the practitioner demonstrating
anticipated K+ competency when he asks the child questions about his
thoughts and feelings (taken from O’Reilly et al., 2016, p. 907). In the
second part, the child’s response demonstrates situated interactional
competency by responding in an institutionally appropriate way.

Family 21

Prac What do you THINK will happen if you don’t touch
something that’s light?=

Child = The worry in my head will come real.

Prac The worry in your head [will clome |real

Child [yeah]

Prac (0.2) What’s the worry in your head?

Child Could be anythink
()

Prac Give me the a a an example of one of the worries that
you might have
(0.2)

Child Somebody will die.

In his/her initial turn, the practitioner demonstrates an expectation of
K+ when they ask the child about their thoughts. The child demonstrates
K+ competency in response by explaining what their worry is. This is
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further explored by the practitioner when they ask specifically for an
example. Again, the child can demonstrate competency within the
domain of K+ about their own thoughts and feelings. The following
extract is an example of an instance where the child is treated as being in
a K+ position about a personal experience, but the child articulates a
response that claims a K- position on that subject (taken from O’Reilly
etal., 2016, p. 907).

Family 2

Prac and I fwonder if you Jcould (0.5) fjust tell me about
thow things were |when you were (.) small |whether you
went to (0.8) nurseflry pllay group?

Child ((shrugs shoulders)) |Can’t remem[ber heh heh] heh

Prac [ (No) heh heh]

The practitioner in this extract indicates an expectation that the child
will have K+ knowledge about attending a nursery or play group when they
were younger. However, the child claims a K- position by reporting that
he/she can’t remember, thus refuting the assumed K+ position on that topic.
The laughter that constitutes part of the child’s K- turn, also perhaps dis-
plays some discomfort in articulating that epistemic position, which may
reflect a sense of accountability. In other words, when the practitioner posi-
tions the child as having anticipated K+, in doing so they display an expec-
tation that the child would know the answer. However, the child may
experience this as an expectation that they should know. Thus, there is a
delicate balance between treating a child with competency, but not making
them feel too uncomfortably accountable if they take up a K- position.

Knowledge of the Feelings and Thoughts
of Others

So far, we have used the K+ K- continuum model to illustrate the ways
in which practitioners, adult family members, and children occupy dif-
ferent knowledge positions depending on the domain of knowledge
under discussion. However, a slightly more complex area of potential
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knowledge and competency to report on is the area of other people’s
thoughts, feelings, and motivations. We invite you to reflect on this more
challenging domain of knowledge and competency by addressing the
activity in Box 6.2.

So far, we have shown that practitioners generally treat children as hav-
ing unique access to their own thoughts and feelings and the examples
presented previously illustrated how this was demonstrated in practice.
However, in mental health settings, it is common for practitioners to ask
children to think about the thoughts, feelings, and motivations of others,
often other family members. One of the reasons for this, therapeutically,
is to assist the child in considering the possible impact of their behaviour
on other people; in other words, to imagine what others may be thinking
or feeling. When a child is able to articulate an understanding of mental
states, it is referred to as a theory of mind (Sodian et al., 2020). To ascer-
tain this, a practitioner might ask a child how does mum feel about that?
or ‘what do you think your brother might think if you did that?’. These kinds
of circular questions help children develop their theory of mind (Wellman,
1990) and empathy for others. However, from a K+ K- perspective,

Box 6.2 Reflective Activity on Access to Knowledge of
Other People

Reflective activity

Knowledge continuum

Using the K+ K- continuum, consider where you would position these
three hypothetical characters to be able to answer the following questions
asked to the child’s mother.

* "What do you think the GP might think about your child’s behaviour?”
* “How do you feel about your child’s behaviour?”
e “Why did your child throw their bag across the floor?”

For each question, who do you imagine would be in the K+ position, who
would be in the K- position, and who would be in the middle, to answer
these questions? (The GP, the mother, or the child?)

We suggest you draw a figure (like the one we have provided earlier) to
illustrate your choice of positionings in relation to who would have the
most competency to occupy a K+ position, and who might be expected to
have the least knowledge.
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knowledge about other people’s internal states can only be inferred from
how they behave and what they say and is therefore more difficult to
assess. In terms of interactional competency, being able to articulate what
someone else might be thinking or feeling is a greater epistemic challenge
for the child. The following data extracts are examples of family members
being asked questions about other family members’ mental states (previ-
ously unpublished data).

Family 27
CPN °°0Okay.’° So- so mum’s just looking at other schools.
.hhh Wh::y (.) why d’ya think mum’s looking at other
schools?
Child Prob’ly ter::: find .hh children like me.
(1.0)
So a:h can:: <intr’act> wi’flthem
CPN °Okha:y.°
Oak clinic
Therapist: D’you think he still sees himself as naughty?
(3.0)
Mother: I fdon’t know, I think he can now identify (0.7)

that he has done, in certain areas he has done
things wrong

In both examples presented, the practitioners ask the family member
what they 7hink’ might be the internal state of another family member. In
the first example, the practitioner asks the child to speculate about the
reasons why their mother is seeking to identify an alternative school. In
the second example, the practitioner asks the mother to offer her perspec-
tive of her son’s perception of himself as naughty. Asking what the recipi-
ent thinks, provides the opportunity for a range of potential responses (in
contrast to asking what they know, which would presuppose a correct
answer). In this way, the design of the question allows for the question
recipient to provide their own perspective. In both examples, in response
to this kind of question formulation, the recipient provides an appropri-
ate response. In the following examples, the practitioner’s question does
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not include the ‘why do you think’ component, and illustrate that recipi-
ents have more trouble in answering questions formulated in this more
direct way (from previously unpublished data).

Family 21
Child I don’t know why= I keep thinking |someone’s standin’

be’ind me now (0.6) don’ know if it’s the cameras or
anyfink (0.7) I always get that when I'm walking keep

thinking someone’s (.) following me
CPN why would they do that to you?

(1.2)

why would somebody want to follow you?
Child I don’t know

In response to the practitioner’s initial question about the motivations
of the person described by the child why would they, the child does not
respond and instead there is 1.2 s silence. Again, when the practitioner
asks a further question about why would somebody’ the child is unable to
answer and states 7 don’t know’. The fact that the questions which do not
include the caveat why do you think’ are not answered by the recipient
suggests that this question formulation is more difficult to answer. This is
because the inclusion of an invitation to state what they ‘think’ allows the
respondent to speculate and explore a range of possible answers, rather
than state definitively an implied ‘correct’ answer.

Asking questions that begin ‘why do you think’ about
another’s motivations or feelings are likely to be more

effective than questions that leave out the ‘think’
component.

However, the following example indicates, that even with the precur-
sor ‘think’ in place, there are occasions when this general rule might not
be as effective. In the case presented here, the following utterance is com-
plicated by the inclusion of a double layer of ‘thinking’ (from previously
unpublished data).
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Oak Clinic

Therapist What d’you. think he thinks he’s got out of being
at ((names place))?
(3.06)

Mother: I d- I don’t know really cos he h- he doesn’t
(0 2) say (0.4) he doesn’t say a lot about here

Although the practitioner begins with a ‘what do you think’ question
opening, they add a layer of complexity by asking what the other person
thinks what do you think he thinks...". While the initial ‘what do you
think provides the recipient with the opportunity to speculate on a range
of possible answers, the inclusion of considering what ‘he thinks’ also
indicates that the speculated on other may have a range of possible moti-
vations. Thus, it makes it tricky for the recipient of the question to
hypothesise about which of those potential alternatives might be relevant.
In other words, the addition of ‘what do you think /e thinks” opens up
the recipient’s options too broadly. Answering the question is made more
difficult. The take-home learning therefore is that asking someone what
they think about a situation is within their K+ arena of knowledge or
knowledge hypothesis, but asking why something happened may not.
Similarly, asking someone what they think about someone else’s thoughts
is also too far into the K- part of the spectrum of knowledge. This is evi-
denced by the fact that the recipient in this example struggles to provide
an account for not knowing what someone else was thinking.

Negotiated Competency Expectations

Practitioners and adult family members alike have implicit expectations
about who might have greater knowledge of certain topics than others.
This is typically displayed in relation to who questions are addressed to.
For example, if a question is addressed to a certain person, this is a display
of an expectation that the recipient is in a K+ position to be able to
answer that question. Recipient selection can be accomplished either by
addressing the person by name or by eye gaze (see Sacks et al., 1974).
While recipient selection is an indicator of the speaker’s expectations of
the competency of the selected person to be able to answer the question,
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sometimes other parties may display alternative competency expecta-
tions. An example of this may be when a child is asked a question by the
practitioner, but the parent steps in to answer the question on behalf of
the child. In such cases, while the practitioner displays an expectation
that the child has competency to answer, the parent’s interjection indi-
cates an expectation that the child may not be able to answer or to
answer fully. In other words, the child’s K+ position is interactionally
negotiated and accomplished through a dynamic series of turns (from
previously unpublished data).

Family 20

Clin Psy Have you tried anything to try and (1) deal
with that?
(1.4)

Clin Psy Or has a- have you tried anything that
worked or you?
(6.0)

Mum (It"s you not us)
(1.0)

Mum She ha- she has=

Clin Psy =Any strategies you ulse,]

Mum [Sh]le says she has urges to

pick up people’s books and drop ‘em and she
clenches her fists don’t you?

The clinical psychologist directs a question to the child to ask what strat-
egies they use to manage their behaviour. After a short pause (1.4 seconds),
the psychologist tries the question again and waits for the child to answer.
After 6 seconds, the mother prompts the child that there is an expectation
they answer the question and not the parents ‘5 you, not us. Eventually
when the child does not offer an answer to the question, the mother answers
on the child’s behalf by showing that the child does indeed use strategies.

Importantly, it is not always the case that the parents treat the child as
having competence to answer a question. In these instances, the practitioner
may display an assumption of a child’s competency or K+ position in relation
to a particular topic about themselves, but this is contested or resisted by
other family members. The following data example illustrates the complexity
of negotiating subjective knowledge (from previously unpublished data).
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Family 1

MHN WHEN did those thoughts s|tart?

Child °bout-° (0.54) two month ago

MHN Okay-

Mum be a bit longer than that now wlon’t [fit?

Child [No no not when
I’s thlinking bad thlings

Mum 1Yeah probably about three month

The practitioner in this sequence asked a question of the child that
apparently was expected to be within their scope of K+ competency; the
child’s ‘thoughts’. The response is a clear and relevant answer of about #wo
month ago, which is acknowledged and accepted by the practitioner.
However, the mother then interjected to disagree with the child’s assess-
ment and provided an alternative answer, arguing it to be @ bit longer’.
The tag question won’ 7 invited the child to agree with her reformula-
tion, and despite the child’s emphatic retaining of the original answer, the
mother nonetheless reiterated her perspective that the child’s answer was
incorrect. Although knowledge about the child’s thoughts might be rea-
sonably anticipated to be within the child’s scope of K+ knowledge, the
mother in this example asserted that her competency to know the child’s
thoughts was more valid than her child’s. In other words, she claims a
higher K+ position about the child’s thoughts than the child has. This is
a good example of how competency is not something to be thought of as
intrinsic to a person (i.e., that they do or do not have it), but demon-
strates clearly that competency is a contextually situated and dynamically
accomplished achievement between practitioners, parents, and children.

\_/—\

Children’s anticipated competency is demonstrated by
practitioners in the questions they ask children to answer.
However, parents may disagree, dispute or present
alternative answers which demonstrate that children’s
competency is contextually and dynamically negotiated.

\_/—\
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Final Thoughts

In this chapter, we have illustrated that competency is fluid and dynamic,
it is negotiated and situated. While there is clearly an aspect of a child’s
competency that is connected to their developmental and chronological
age, much of their competency is situated in relation to their antici-
pated domains of knowledge. In other words, internal states, such as
thoughts, feelings, memories, perceptions, beliefs, experiences, attitude,
and values, are presumed to be more within the child’s domain of knowl-
edge than other people’s, including family members. In this chapter, we
have talked about K+ in reference to a greater knowledge competency in
a particular area, in contrast with K- where there is a lesser knowledge
competency in a particular area. The data we have provided in this chap-
ter have demonstrated that expectations of subjective knowledge are
negotiated between practitioners and family members. In the following
practitioner voice box, Box 6.3, Olga Smoliak describes how children’s
competency might be negotiated and managed in her professional rela-
tionships with children and families.

Box 6.3 Practitioner Voice, Olga Smoliak

Practitioner voices
Olga Smoliak
Associate professor, psychologist, and therapist

Olga Smoliak, PhD, is an Associate Professor in Family Relations and
Applied Nutrition at the University of Guelph, Canada. She is also a clinical/

(continued)
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Box 6.3 (continued)

counselling psychologist and marriage and family therapist. Her primary
research areas are postmodern (discursive) therapies and research (discur-
sive psychology, conversation analysis, critical discourse analysis). She co-
edited Therapy as Discourse: Research and Practice (with T. Strong) and The
Handbook of Counselling and Psychotherapy in Canada.

As a clinical psychologist and family therapist, | find the notion of com-
petence as interactionally claimed and negotiated (rather than static or
inherent to people) as highly relevant to professional practice. To this end,
the chapter sensitised me to how knowledge in specific domains can be
distributed among family members and between professionals and cli-
ents. Of note, a few points stood out for me. | learned that many profes-
sionals tend to treat children as less competent than adults. An
interactional lens on competence encourages practitioners to determine
the child’s (in)competence through inquiry rather than presuming it
beforehand. Practitioners can also ensure that they avoid assuming that
the child lacks knowledge, while also allowing the child to claim igno-
rance (e.g., “You may not know the answer, but | wanted to ask...” or “It's
ok if you don’t know, but...").

The chapter also highlighted how assumptions of competence can be
negotiated between family members. Indeed, some family members may
routinely position themselves as more knowledgeable compared to other
family members and speak on behalf of other family members. For exam-
ple, a parent may presume their child’s lesser competence and position
themselves as more competent in discussing a specific matter. Professionals
can, therefore, attend to how family members position themselves and
each other as more or less knowledgeable and invite redistribution of
knowledge within the family (e.g., by amplifying views of family members
positioned as less competent). For example, a professional does not need to
automatically endorse or join the parent’s positioning of the child and can
instead reposition the child as competent or a legitimate informant.

Finally, the chapter stresses that competence is not unidimensional but
rather multifaceted or domain-specific (e.g., the child may be knowledge-
able in one area and less knowledgeable in another area). This more
nuanced view of competence implies that professionals not only share
expertise with clients but can learn from clients, including children. Likewise,
children can be informed about matters outside of their knowledge domain
(e.g., aims and nature of professional encounters, parents’ concerns).
Overall, the chapter offers a unique understanding of competence in the
context of professional encounters that can benefit practitioners seeking to
improve their practice.
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Therapeutically speaking, sometimes parents habitually invalidate
their children’s reports about their internal or subjective experiences of
thoughts, feelings, and perceptions of events, by correcting or disagree-
ing. In effect, the parent is disputing the child’s K+ position in relation to
their own personal knowledge. While this may be valid in relation to
objective facts, such as the child’s age, when it relates to subjective mat-
ters like thoughts, feelings, beliefs, and opinions, ‘correcting’ a child has
the effect of minimising or invalidating the child’s confidence in their K+
position regarding internal states. As a practitioner working with fami-
lies, it may be helpful to notice parent and child interactions where these
kind of competency disputes occur. Noticing how parents treat their
child as competent or incompetent is useful familial understanding for
the practitioner. Such interjections from parents can be informative for
understanding the family dynamic, and different family member posi-
tioning. This has important implications for the child’s beliefs about their
own competencies in different knowledge domains. We summarise the
key messages from the chapter in Box 6.4.

Box 6.4 Key Points

e Competence is interactionally situated.

e Social norms dictate that there are typical scripts for different contexts
or situations.

¢ The K+ K- knowledge continuum can be used to illustrate anticipated
knowledge domains.

¢ Professional knowledge includes specific language and vocabulary,
which may be less familiar to children and their families.

¢ Normatively, children and adults are treated as having competency to
report on their own thoughts and feelings; however, knowledge about
the thoughts and feelings of others can only be inferred.

e In professional interactions with children and families, children’s compe-
tency is negotiated.

e Consistent competency invalidation may undermine children’s
confidence.
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Attending to the Different Needs of
Family Members
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Managing Age-Appropriate
Conversations with Children Present

Learning Objectives

¢ Consider when certain topics of conversation may be inappropriate for
children to be party to

* Recognise the potential negative impact on children where parents may
speak derogatively about them in their presence

¢ Identify the benefits of short periods of separating children from adults
in the clinical conversation

e Critically reflect on the ways in which conversations with different com-
binations of family members might be accomplished

Introduction

When working with families and engaging families in conversation, one
of the challenges is to negotiate appropriate topics of conversation with
children present. Although what constitutes an appropriate topic of con-
versation may vary between cultures, there are usually normative ideas
about what constitute adult topics that are not suitable for children to
overhear or be engaged in. In this chapter, we utilise empirical data to
explore some of the problems involved in navigating this challenging
endeavour. Drawing on our family therapy and mental health assessment
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data where the practitioner attempts to establish the nature of the diffi-
culties within the family, we highlight the value of having periods of time
where parents and children have opportunities to present their versions of
events separately. This potentially negates the troublesome situation of
parents speaking pejoratively about their children in front of their

children.

Appropriate Topics of Conversation

While the concepts of childhood and adolescence as socially constructed
have changed over time, and are culturally tied, there are normative
expectations about differences in the appropriateness of ‘adult’ and ‘child’
topics of conversation. From a maturational perspective, children of dif-
ferent ages become incrementally aware of the adult world through obser-
vation, education, digital media, peer influence, and a range of other
influences. There is a common presumption that it is part of the adult
responsibility to protect children from not only the physical risks in their
environment but also exposure to information that is beyond their devel-
opmental maturity. For example, young children should be protected
from certain topics of conversation, such as sex (Hutchby & Moran-Ellis,
1998). In mental health settings, one reason why a family may be involved
in support (like therapy) is that there may have been abuse or intimate
partner violence. The children themselves may even have been victims of
abuse and so conversations about what would normally be adult topics
may need to involve children in these situations but require delicate han-
dling. There are, of course, numerous different ways this may happen,
and multiple possible topics of conversation that could be defined as
developmentally inappropriate.

By way of example, we present a series of extracts from our family
therapy data with one specific family over several sessions. The series of
conversations relate to the father’s brother who was previously convicted
of a child sex offence. The discussion in the current therapy relates to the
appropriateness of talking about this offence in front of the children. The
following extract is from the sixth session and present were both parents
and one of the three children (the youngest aged six years) (taken from
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O'Reilly & Parker, 2014, p. 294, and an example we return to later in our
discussion of risk and risk assessment).

Clamp family

Dad: she <turned round> and told my brother <in front of the
three children> (.) <that ‘e cannot ‘ave anythin’ t’ do

wiv fmy children because ‘e ‘as sex with children>
FT: JRight

In this example, the father complains to the therapist that the social
worker (‘she’) on a visit to their home had expressed to his brother that
he should not have contact with the children because of his previous
conviction. The father’s complaint mainly relates to his report of the
social worker using inappropriate language in front of his ‘three children’,
that is, that his brother ‘has sex with children’. The following extract is
taken from later in the same session, where the mother corroborates the
information provided from the father about the social worker (from

O'Reilly & Parker, 2014, p. 296).
Clamp family

FT: that actually <social services> would like him out the fway

Dad; That’s what she turned round [and told ‘im in front of
the kids

Mum : [Yes (.) that’s what Joan Karr
Ttold ‘im (.) she told ‘im t’ <get out of the house>

When the family therapist seeks clarification about the incident, the
father reiterates his account of what the social worker had turned round*
and told im’ in front of his children about his brother. (*turned round is
an English colloquialism to indicate an unexpected interjection). His
wife corroborates the account by specifically naming the social worker
and adding to the narrative that she ordered the children’s uncle to leave
the house.
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These two examples are illustrations of parents indicating what are
appropriate or inappropriate topics of conversation for practitioners to
have in the presence of children. Problematically, in narrating their com-
plaint about the social worker to the family therapist, the parents do so in
front of their six-year-old child who is also present within the therapy
session. Although it is beyond the scope of the family therapist in the
current session to address what did or did not happen in the family home,
as they cannot go back in time to prevent the child from hearing that
information, there is scope for the therapist to have some influence over
what topics are given floor space in the current interaction. The following
example demonstrates that this is what the therapist did within this ses-
sion (taken from O'Reilly & Parker, 2014, p. 299).

Clamp family

FT: !Can I jus’ (.) is it falright for us t’ >talk
about this<

Dad: INot really not with Ronald being | ‘ere

((8 lines of talk omitted for readability))

FT: Right (.) can I? (.) >I mean I it< [sounds like quite
an <important conversation>

Mum: [He said (.) if fwe’d
give |‘im

Dad: JHu: :m

FT: can I ask if = see if <one of my colle:agues> could }sit

Dad: 'Yeah

FT: with (.) with Ronald and er::m

Dad: 'Yeah

FT: Cuz I’'m not sure ‘e should hear fthis

Once the family therapist realises that the topic of conversation has
moved towards something that could be deemed as inappropriate for
children to listen to, he raises his concern with the parents. Indeed, he
asks s it alright for us to talk about this?’. The father takes the opportunity
to affirm that the topic is inappropriate for his son and the therapist
moves to suggest that one of his ‘colleagues’ takes the child out of the ses-
sion and sits with him, so that the parents can continue and talk more
freely with the therapist about the incident. We have shared this example
to show one way that topics of conversation such as this might be
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managed. Fortunately, in this situation, there was a member of staff avail-
able to sit with the child so that the therapist and parents could continue
their conversation without him present. However, this was not always
possible, as the following example illustrates. Here, in session eight with
the same family, the same topic is raised again, but this time there was not
a member of staff available to take the child out of the session. Following
a session with just the parents (session seven), the therapist invited the
uncle to attend session eight. Although Joe, the uncle did attend session
eight, due to problems with arranging childcare for their son, the parents
also brought Ronald the six-year-old. Problematically, a session that had
been planned to have an adult conversation with the parents and the
uncle became one where the child was also present.

Clamp family (from previously unpublished data)

FT: Right (2.0) what what do you think abo::ut the stuff we
talked about last time (.) do we leave that?

Mum : |Yeah

FT: Okay (.) what do you think Joe?

Joe: I don’t really know (.) I’1ll talk [about
anything I will

Mum : [Heh heh heh heh

FT: Well I guess that sort of conversation’s gonna be

pretty difficult for you anyway (3.5) okfay er::m (.)
sounds like everybody’s saying (3.0) we can do this
next time

Dad: >Yeah I think so< ‘cause he don’t understand anyway but
(.) whatever like you know
(1.0)

FT: Yeah but I don’ think it’s be approprilate to talk
about it

Notably, the interlocutors within the interaction determined

the appropriateness of the topic, rather than us as analysts.




180 M. O’Reilly and N. Kiyimba

Box 7.1 Reflective activity on Types of Conversations

Reflective activity

Types of conversations

In your professional context when working with families, consider what
topics of conversation might be important to talk about without children
present. Consider how you might negotiate those decisions with adult fam-
ily members.

This is important to think about carefully, as while the decision is likely to
be navigated with the parents, it still does involve the child and so there
will need to be some engagement of the child in managing the situation of
leaving the room (e.g., you may need to persuade them or offer them toys
to play with).

This extract illustrates the conversation had occurred regarding what
they can or cannot talk about. It appears that the therapist is tactfully
suggesting that talking about the sex offence would not be appropriate
with a child present. Within conversation analysis, the term recipient
design is used to express the way that speakers construct what they say as
appropriate for the person they are speaking to (Sacks & Schegloff, 1979).
He does so initially by suggesting ‘do we leave that? and after seeking
confirmation from the uncle summarises ‘sounds like everybodys saying we
can do this next time’. When the father indicates that it may be okay to
continue with the conversation because the child does not understand
anyway, the therapist takes a clearer stance by stating 7 don’t think its be
appropriate to talk about it. While the practitioner working with this fam-
ily seeks to make the decision collaboratively, ultimately, they take respon-
sibility for the child’s wellbeing in the current session. At this point, we
invite you to try the reflective activity in Box 7.1.

Talking About the Child, with the Child Present

In mental health conversations with families, there is often the need to
. . . . b . .
gather information from parents about their children’s difficulties to
assess clinical need and possible support or interventions that may be
required. Typically, however, due to practical circumstances such as chil-
dren attending appointments with their parents or being present in the
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home environment, the children may be able to overhear the comments
that their parents make about them to the practitioner. A dilemma occurs
therefore for practitioners between ascertaining full and accurate infor-
mation about the child’s problems and managing the appropriateness of
what children may overhear.

When someone is talking about another person who is not present in
a negative or derogatory way, we tend to refer to this in mundane conver-
sations as gossiping. In our earlier research, we extended this concept to
professional contexts to include a form of institutional gossiping where
parents talk about their children in pejorative ways in front of them
(Parker & O’Reilly, 2012). We acknowledge that the term ‘gossiping’ is
not one that is usually considered to be part of professional interactions
with families. Perhaps a more usual terminology that might be used in
mental health interactions would be overhearing, yet it does share some
features with mundane gossip. This includes, that gossip is negative,
remedial, triadic, and often sanctioned. In fact, in family therapy for
example, where the practitioner is speaking to one family member in the
presence of other family members, the practitioner might ask other fam-
ily members what it is like to ‘overhear” that conversation.

When children who are present are talked about in a derogatory way,
it has implications for the appropriateness or therapeutic value of them
hearing explicit criticism and invalidation from their parents. Before we
introduce some data examples of children being talked about, we present
a short extract where the male therapist and the husband are talking
about the wife in her presence and actually used the term ‘gossiping’ to
conceptualise the nature of that talk (taken from Parker & O’Reilly,
2012, p. 461).

Webber family

FT: Mandy, [I'm gonna talk t’ you cuz =

Mum: [1Yeah

FT: = you’ve be:en sat very patiently lis[tenin’ t’ =

Mum : [It’s alright

FT: = what t’ what t- two men ‘ave be:en sayin’ (0.4) e::rm

almost <about you> and almost like we’re gossipin’
Mum: Heh heh heh
FT: gossipin’ in front of you e::rm
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In this extract, the family therapist orients to how it might feel for the
wife to listen to two men talking about her without including her in the
conversation. By positioning himself and the husband as ‘men’, he
acknowledges that there has been a degree of exclusion of the wife from
that aspect of the conversation and that she has been the topic of their
conversation. Thus, the therapist conceptualises this conversation as hav-
ing the qualities of gossip @lmost like we're gossiping in front of you’. The
use of the phrase ‘in front of you’ is an explicit acknowledgement of her
presence, in contrast to gossip that would normally occur behind some-
one’s back. In family groups where children tend to hold a less powerful
position, there are fewer opportunities for children to defend themselves,
and furthermore there is a greater risk of emotional harm to overhear
their parents characterising them in negative ways due to developmental
vulnerability. We provide two examples of parental negative appraisals
(taken from Parker & O’Reilly, 2012, p. 464).

Niles family

Dad: <we’ve got t’ sort> (.) o:r get some medication or
somet t’ calm ‘is temper |down (.) cuz ‘e’s fschizo

Webber family

Mum : >Yer know< }so we’ve got (0.2) small kids either <side

of us> Tnow haven’t we? (0.2) an’ they’re in the garden
it’s (0.4) it’s like the scho:0l said ‘e’s like a

predafltor

Taken from different families, these two examples show different ways
in which parents used extreme and stigmatising labels to characterise
their children, schizo’and ‘predator’. Problematically, in a non-institutional
context, where mental health labels are used in this pejorative way, they
would be considered insults. Moving beyond purely describing the chil-
dren’s behaviour for the sake of the therapeutic business, the parents use
pejorative terms about their children in front of them. Although these
extreme formulations may serve an institutional purpose of demonstrat-
ing a need for mental health services, they simultaneously undermine the
child who is in the same room and may negatively impact on the child’s
sense of self-worth.
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Regardless of how parents may talk about or to their children in their
home environment, in an institutional context it is the practitioner who is
required to take responsibility for modelling and managing more appropri-
ate language. The following two extracts are examples where the practitioner
attempts to re-include talked about children in the conversation and orients
to the difficulty, they may be experiencing of hearing their parents talk in
negative ways about them (taken from Parker & O’Reilly, 2012, p. 469).

Clamp family
FT: we did a lot of talkin’ abo::ut (0.8)some of the things
that you do (.) that your mum and dad aren't too happy

about and I guess I jus’ wanted t’ say that I know that
it's re:ally difficult t’ sit there and flisten

Here, the practitioner expects that it may be difficult or uncomfortable
for the child to listen to the negative evaluations about him from his
parents. He recognises that the adults in the room have been talking
about the child about ‘the things that you do, which he frames quite
broadly, and in so doing recognises that these things might be @ifficult ro
sit there and listen’ to by the child. Similarly, in the following extract, the
practitioner acknowledges the potential discomfort for the child of listen-

ing in to a conversation between adults about him (taken from Parker
and O’Reilly, 2012, p. 469).

Webber family
FT: >I know that< you’re looking uneasy already Da(h)niel
Mum : Heh he[h heh

Another tool for practitioners is to be attentive to visual cues such as
body language when assessing the impact of difficult conversations on
children who are present. In this extract, the practitioner comments to
the child that he is %ooking uneasy’ as a precursor to an invitation to
explain how he is feeling.

In both extracts, the therapist orients to the delicacy of the topic at
hand. As Silverman and Perikyld (1990) have highlighted in their work,
typically in a therapeutic conversation where delicate topics of
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Box 7.2 Reflective Activity on Using the Tools in Your Practice

Reflective activity

Using tools

In the previous extracts, we have shown three ways that practitioners
might seek to re-include children in conversations about them to check that
they are okay, to invite their point of view, and to confirm facts. These were:

* Use an open question to invite the child to comment on the process of
hearing parents’ descriptions.

e Use a closed question to propose the likely discomfort or difficulty for
the child.

* Comment on visual cues indicating discomfort to invite verbalisation of
that discomfort.

In each of these cases, the practitioner comments on metaprocesses of
the interaction rather than the content of the conversation. We invite you
to reflect on how you might use one or more of these tools in your own
professional context to manage difficult multi-party conversations with
children present.

conversation are raised, speakers tend “to orient to and make use of the
socially and culturally prescribed etiquette of approaching a delicate
issue” (p. 303). At this point, we invite you to try the reflective activity in
Box 7.2.

Negotiating Time with Parents
and Children Separately

As we have seen from the previous two sections, there are great benefits
to having all family members present at the same time in a mental health
setting. However, children’s presence in adult conversations can at times
be quite problematic. Additionally due to the adult—child power imbal-
ance in these interactions, it may be difficult for children to freely articu-
late their own perspectives with parents present. Therefore, there is value
in having opportunities for parents and children to have a conversation
with the practitioner separately at various junctures in the process.
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The Value of Separation

There are various reasons why negotiating time with parents and children
separately can be beneficial including:

* Opportunity to discuss adult topics with adult family members with-
out children present.

* Protecting children from hearing adult family members reporting
behaviours and events concerning their children in negative ways.

* Opportunity for either adults or children to talk about sensitive or dif-
ficult things in a more confidential space.

* Children can present their version of events freely without concern
about parental contradiction.

* Protecting children from seeing their parents upset or angry about
their difficulties.

* Opportunity to assess for risk or safeguarding issues.

* Opportunity to discuss how parents coordinate their parenting efforts
(or not) regarding the discussion item of concern pertaining to

their child.

The following two extracts demonstrate the respective value to both
the parents and children to having time apart to speak to a mental health
practitioner separately. In the first extract, the therapist articulates the
benefits of why some time without the child present might be useful,
which is supported by the mother who recognises the usefulness of being
able to speak freely.



186 M. O’Reilly and N. Kiyimba

Family 18 (from previously unpublished data)

Therapist as we were sayin’ because it is that age |really
and (.) we thought actually it |might be much
better (.) [for]

Mum [Yeah]

Therapist (0.59) for both of you lreally [( )]
separate (.) =

Mum [Yeah]

Therapist = ler: space and [>(I was thinking that)<] some

things might be very difficult to dis|cuss

Mum [Ye:ah that’s fine]
An’ not o[nly thlat it’s not very |nice for (name)
to hear negativity all the |time is it?

Therapist [Um:]

In this example, the therapist indicates that there is a benefit to both
the child and the parent in having separate time. In proposing the sepa-
rate space, the therapist also offers a reason for why this might be benefi-
cial, by proposing that ‘some things might be very difficult to discuss’ The
mother agrees with this idea and further adds a secondary reason why
separate conversations could be useful, by recognising that %5 not very
nice for N to hear negativity all the time . By using naturally occurring data
like this, as practitioners we can learn some exemplars of good practice.
Apart from offering adult family members the opportunity to talk freely
about their struggles with their children, it can be very valuable to pro-
vide children, especially in adolescent years, the opportunity to articulate
their version of events.

An example of good practice is in three parts: recognising the
potential need or value of separate conversations with adult and

child family members, offering a potential reason, and collaborating
with the family members to finalise a plan of action.

In the following extract (taken from Parker, 2003, p. 138), the adolescent
male reveals to the therapist the ways in which his parents behave towards
him in his home setting that are not evident in the institutional interaction.
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Gallagher House
Client: You don't see how they treat me.
(2)
Client: Js- nasty really nasty.
(1.2)
Client: How they can just (1.6) s- swear at me and, (1)

threaten to kick my head in an-, (1.4) and [then
just be as nice as- nice as | pie,

Therapist: [(I've
not seen that today)

Client: = to my sisters.
(5.4)
((17 lines omitted))
Client: They keep pulling that back up, oh when he was

little he couldn't of loved you more. Y- w- (0.2) He
couldn't have loved anybody more than he loved you.
((feigned deep voice))
(0.6)

Client: (Well) it's a shame that I can't remember none of
that an I can remember is him punching me, an-
(0.4) shoutin' at me and swearing at me an-
(4.2)

This extract begins with the adolescent you don’t see how they treat me’
By having time separate from his parents to talk to the practitioner, the
adolescent can speak more freely about what goes on at home ‘behind
closed doors’. He argues that his father Swears, ‘threatens’ punches and
Shouts’at him but is @s nice as pie’to his sisters (meaning he acts pleasantly
towards the sisters). It is important that the adolescent is provided with
the opportunity to disclose these kinds of behaviours, because, as the ther-
apist recognises, these things are not always revealed or evident in the
clinic room Tve not seen that today. Potentially, this practitioner is high-
lighting the difference between what the adolescent is saying and what she
has seen herself and may imply that she might doubt the validity of his
claims. From a safeguarding perspective, however, it is important as prac-
titioners to take note of and carefully consider claims like this as there may
be a need to take further action to protect the child or adolescent.
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Time alone with children can provide a useful opportunity to
ascertain if there is any risk.

While the possibility of talking to children and adults separately might be
proposed early in a session, the implementation of that separation will vary
according to context and to the specific in situ conversation. Broadly speak-
ing, the strategy for separate conversations might be proactive or reactive.
The previous extracts were examples of proactive decisions on the part of the
practitioner to provide the opportunity for parents and children to speak
separately about their concerns. The following extract demonstrates the
value of being sensitive to the course of the interaction and using separation
reactively to care for the needs of all family members in the moment. In this
example (previously unpublished data), the mother in the family began to
cry as she recalled the death of her son, and this was the catalyst for the
practitioners suggesting the need to talk separately from the daughter.

Family 12

Nurse Obviously we spoke to |mum a:nd mum gave us the:
(0.26) the sort of sa:me (0.39) incidences that
she’s (.) el[xplained] to you

Asst Psych [Ye:ah]

Nurse (0.62) Um: she also told us (.) in quite a lot of

detail about her brother
Asst Psych Ye:ah

Nurse So w- we had to split |up coz mum was [quite
uplset =

Asst Psych [YEah]

Nurse and [I thilnk it would’ve been upsetting =

Asst Psych [Yeah]

Nurse = for her to see her mum get ul[pset]

Asst Psych [well I was] quite
sur|prised that she still remembered (.) couple

because she’s only |what three wasn’t she {three
four when he died
Nurse he di:ed in two thousand and seven
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What this extract demonstrates, is that the intention to separate the
mother and child for discussion was to give the mother space to talk
about her grief without the daughter seeing her mother upset. The nurse
orients to the possible detrimental impact on the child by framing the
reason for separation as being ‘upsetting’ to witness her mother ‘ger upset’
However, there were benefits for the child as well as the child remem-
bered quite a lot of detail despite being a young age when her brother
died, which provided a space for her to also connect with her grief.

Techniques for Separation

In this next section, our focus is on offering potential ways for practitioners
to negotiate time with parents without the children present, and likewise,
time with the child or children without the parents present. In so doing, we
recognise that this will not necessarily be appropriate in all circumstances
and clinical judgement will need to be exercised accounting the unique
aspects of the work. There are different ways to introduce the topic with
families of taking some time out to speak separately. In the following extract
(from previously unpublished data), we demonstrate one technique which
is to normalise the process as part of the usual institutional business.

Family 1

MHN (.hhh) What we were think|ing before you came up was
that (.) pa:rt way through this what we usually do is
split Jup (0.87) er:m so I'll have a chat with |you if
that’s okay, (0.35) erm (.) and then Dr V(name) wi:1ll
(.) speak to your mum ablout (.) the kind of things

like when you were a balby and s|tuff (0.74) e:rm
(0.42) ftis that okay with fyolu and then we can talk
(.) a bit more about (.) coz it fsounds |like there’s
quite a lot going fon for |you doesn't |it really

Mum yeah there is- it's quite dist|urbing |really

This extract demonstrates a simple technique which is to highlight at
the beginning of a session with a family that the practitioner would like
to take some time later to talk separately. This is accomplished by using
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the phrase what we usually do is, which normalises the suggestion and
indicates that this is routine rather than specifically identifying this fam-
ily as uniquely needing something different. In this example, the nurse
using a minimal confirmation seeking question within his discourse, s
that okay with you’whereas other practitioners may take more time to col-
laborate with families and ensure their cooperation. The following extract
is an example of this. Notably, in the previous extract the practitioner
highlights at the beginning of the session the likelihood of this happening
later. The following extract (from previously unpublished data) demon-
strates the actual implementation of the separation later in a session.

Family 18

Doctor So probably it’d be: good if we: could (0.41)
split you and mum fup and (.) have a chat (0.44) so
I will speak to fyou

Child Umhum

Doctor Okay
(0.21)
and (name) will speak to fmum (.) is that alright
with you that |format?

Mum Yeah [fine]

Doctor >[Um jus’ so] there’s< jus’ it gives you more
space t’ talk about your (0.31)>problems< cause
sometimes it’s |you know it not easy t’ do would
you be happy with |that an ylou woluld you feel (.)
you comfortable with |that

Child [Yeah]

°yeah®

Doctor !Yeah and you okay with |that als well]

Mum [Umhum]

°Yeah (.) [no] problem®

Doctor [tyeah]

Is that is that fine | (name)?

Therapist I think yes [yes shall we]

Doctor [I think that would probably be thle way
to (0.52)

Therapist Shall we meet in about half an hour
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Doctor HAL1f an hour (0.35) f- forty minutes ftime
Mum °Yeah®
Doctor !Yeah (.) so I’1l spend some time with |you (0.41)

an:d you can spend some time [with] °(name) yeah®
can you take the |notes I’1l just take down
notes an’

Here the psychiatrist takes some time to ensure that the child is com-
fortable with the suggestion to meet separately and confirms this is
acceptable with the mother. The key characteristics of implementing this
technique were:

¢ 'The practitioner suggested separating.

¢ 'The potential benefits of talking separately were briefly outlined.

* Agreementand confirmation were established with the family members.

* A time frame was provided for how long the separate conversa-
tion would be.

¢ Clarification was made regarding which practitioner would be talking
with which family member.

In addition to this list of strategies used just prior to different members
of the family being separated to talk to different practitioners, it is worth
bearing in mind that there may be further considerations relevant to re-
joining the whole family group after this separation time. The main con-
sideration noted from our data that the practitioner would negotiate with
the separated family member was which aspects of their conversation
would or would not be brought into the discussion with all reunited fam-
ily members. For example, a child may disclose things in that separate
conversation that they may not want the practitioner to repeat in front of
their parents. Thus, we suggest from our data that good practice would be
for practitioners to confirm with their client what things they would or
would not like to be brought back into the room with the rest of the family.
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Final Thoughts

In this chapter, we have addressed the important but complex matter of
providing opportunity for all family members to discuss their concerns in
a way that gives them freedom and space to do so, without negatively
impacting other family members at the same time. We recognise that
every family is different and negotiating what is best for all family mem-
bers requires experience and skill to accomplish this successfully. Readers
who are practitioners in the field of family mental health practice will be
familiar with the challenges of multi-party, multi-generational work.
Although this chapter has not been comprehensive in addressing all the
factors involved in managing complex multi-party interactions, we have
sought to highlight some of the key considerations. The two areas that we
have focused on are the protection of children in the context of topics of
conversation that may be inappropriate for children to be party to and in
the context of adult family members speaking derogatively about them in
their presence. Additionally, we have highlighted the potential benefits
for practitioners to speak with adult and child family members separately
to ascertain potential risk factors and to gather information from differ-
ent perspectives. We have offered a couple of techniques that were identi-
fied in our data regarding how practitioners might initiate a suggestion of
separate conversations with different family members. These are not the
only ways of doing this, and we provide examples of data in this chapter
by way of suggestion. We encourage you to reflect on how you have man-
aged this endeavour in your own work, and how the ideas within this
chapter might support your practice.

In the following practitioner voice box, Jenny Phaure discussed child-
led therapy in the family-based therapy model.

In intergenerational multi-party conversations, it can be easy for the
conversation to drift towards more of a focus on the interaction between
adult practitioner and adult family members. There is always a risk of
children being marginalised in these types of conversations and their
needs to be inadvertently overlooked. What we have become aware of is
the importance of practitioners consciously considering the child’s voice,
their wellbeing, and the impact of being party to negative discourse.
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Box 7.3 Practitioner Voice, Jenny Phaure

Practitioner voices
Role family-based therapist
Jenny Phaure

Jenny is a UK-based child and adolescent psychotherapist specialising in
work with autistic children, young people, adults, and families.

The Family-Based Therapy Centre provides family-based therapy sessions
alongside child, adult, and parent only sessions. The initial assessment is
divided into 2 hours. Forty minutes of the first hour is initially alone with the
child or young person (unless the child indicates that they would prefer one
or both parents to remain). The remaining 20 minutes of the first hour is
given over to a shared interactive game involving the child and parents. This
affords the opportunity to observe parent-child interactions without the
need for intrusive questions. With the focus on a third object, ‘the game’,
there is a safety that enables family members to be themselves as much as
possible. The therapist suggests a point at which the game may come to a
natural pause, recognising the child’s contribution, the child-focused hour
comes to a natural close. The child/young person is invited to leave the ses-
sion with another parent or safe person that may have accompanied them.
If the session is conducted remotely, a more natural confidential space for
the parent, only part of the session is more feasible where the child/young
person remains in their own space with access to an activity nearby.

The child-led session is then followed by an hour with the parent(s). If it
is not possible to complete 2 hours in one session, or if the child doesn’t
have access to a safe place or another supportive adult, then the second
part of the session is organised at a time when there is space for the parents
to speak freely and in confidence, usually during school time. In this way,
the child/young person’s voice is heard first and therefore reduces any

(continued)
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Box 7.3 (continued)

anticipatory anxiety that the child may be experiencing prior to the start of
a session. A brief guide to how the initial assessment is going to be struc-
tured is sent out to parent’s beforehand with a list of suggested items that
the child/young person may like to bring to their part of the session.
Suggested items include a special interest, creative activity that they enjoy,
special item or book, an interactive game, and a sensory object or fidget
that they use. The list of suggestions are items or objects that are centred in
and around the child’s world and of significance to them. This gesture
anchors the family-based session around thinking about the child/young
person’s needs and begins to prepare the parent(s) as they also wonder
with their child or young person about objects or items that have signifi-
cance and meaning to them. This natural preparation acts as a gentle thera-
peutic technique for guiding how future sessions may progress.

Box 7.4 Key Points About Managing Togetherness and
Separateness in Family Conversations

* Within most cultural contexts, there are normative expectations about
certain topics of conversation that are considered ‘adult’ and therefore
inappropriate for children to be exposed to.

e Children are very sensitive to statements made by adult family members
about their conduct and disposition and practitioners may play a role in
supporting adults to not articulate derogatory statements about their
children in front of them.

* In mental health conversations with families, there are benefits in both
talking with all family members together and benefits in talking with
family members separately from one another.

Through analysis of interactions with mental health professionals and our
own practice, we have come to appreciate the benefits of offering children
space separate from their parents to talk about their feelings and con-
cerns. Additionally, parents often benefit from time to talk freely to a
practitioner without their child present so that they can fully articulate
what is bothering them. We summarise the key messages from the chap-
ter in Box 7.4.
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8

Avoiding Shame and Blame

Learning Objectives

¢ Recognise the implications of blame and shame as a potential barrier to
families accessing services

o Critically assess the historical context that has shaped our understanding
of parent blaming

¢ Identify the ways in which families may use language to manage blame
and accountability

¢ Reflect on dichotomous accounting practices and establish a dialectic
alternative

Introduction

The focus of this chapter is on blame and shame. There are many kinds
of interactions that occur befween family members and blaming others in
the family for their difficulties may be one of those social actions. This
may be the result of a range of different responses to the emotional reac-
tivity that inevitably occurs between family members. As these responses
often occur in quite patterned ways, some family therapists have found
helpful ways to support family members to move from these predictable
reactive patterns to mindful ways of responding (Tomm et al., 2014).
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However, our focus for this chapter is not so much an investigation of
these kinds of problematic patterned blame and shame sequences of
interactions between family members, but fowards family members. We
examine the ways in which family members, particularly parents, may
find themselves being positioned as accountable for their children’s diffi-
culties by others in wider society, and potentially also by the mental
health professionals supporting them.

To contextualise that conversation, we begin by considering the social
construction of polarised concepts, such as ‘good’ and ‘bad’, or ‘sick’ and
‘well’, or ‘normal’ and ‘abnormal’, ‘moral’ and ‘immoral’, ‘nature’ and
‘nurture’, or ‘conformist’ and ‘deviant’. We have argued throughout this
book that concepts such as these are not static or predetermined but
socially constructed and therefore the meaning and boundaries of these
concepts are fluid and temporal. The notion of blaming only makes sense
within the context of constructs that position certain people as ‘bad’,
‘abnormal’, or ‘deviant’. Therefore, we invite the reader to hold this in
mind as we discuss some of the literature around blame and shame as
they relate to family interaction in the context of mental health. The chal-
lenge of creating polarised social discourses that position some people as
acceptable and others as unacceptable is that it creates a separation
between the self and others, referred to as ‘othering’. Arguably, from a
psychodynamic perspective the so-called bad that we perceive in others,
is a projection of the ‘bad’ that we cannot tolerate within ourselves.

In this chapter, we illustrate through our extracts of family therapy
data that within the context of professional mental health conversations
with families, there are several binary propositions that are either explic-
itly or implicitly revisited. We outline several of these below, with an
explanatory description of how these discursive resources function:

* Good versus bad—this explanatory framework draws on a moral heu-
ristic to position behaviours within a dichotomous construct.

¢ Sick versus well—narratives of health versus ill health are normative
medicalised points of reference to distinguish those who need
treatment.

* Normal versus abnormal—these are socially constructed boundaries of
society and therefore culturally, historically, and politically mediated
discourses.
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* Moral versus immoral—these are socially constructed appraisals that
legitimise the activity of making judgements to vindicate or con-
demn others.

* Nature versus nurture—actiological explanations that contrast bio-
logical causal factors with environmental influences.

* Conformist versus deviant—unspoken social schemas dictate how
people should behave, and when these are transgressed, it becomes
legitimate to impose sanctions.

These polemic constructs are ubiquitously used in every family conver-
sation, but because of their universality and the fact that they operate
implicitly and subtly, they are not always immediately apparent. It may
be helpful for practitioners to be mindful of how these discursive resources
are drawn upon and articulated, particularly in contexts where blame and
accountability are disputed. Supporting families to move away from
mono-causal, black or white discourses about the causes of problems,
involves helping them to consider the possibilities that both sides may
have some truth in them. The illustration below demonstrates how this
can be the case, where each person sees the number from their own per-
spective. Depending how you look at it, the number could be a six or a

- (&),

N

We suggest you think about your own practice context by engaging
with the reflective activity in Box 8.1.

nine. Both are correct:
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Box 8.1 Reflective Activity: Noticing Dichotomous Accounting
Practices

Reflective activity

Accounting practices

Practitioners working in the field of mental health are likely familiar with
the tendency for many clients to operate within a ‘black and white’ world
view. The list of dichotomous discursive resources exemplifies ways in which
this ‘black and white’ thinking might present itself in a family conversation.
A therapeutic alternative to this polarisation of thinking is to adopt a dia-
lectic approach. Dialectic means to consider that there is some truth in both
ends of the spectrum. In other words, the phrase ‘both/and’ can be drawn
upon rather than ‘either/or’.

e Consider ways in which a dialectic approach may be valuable in working
with families who have this polarising kind of discursive repertoire.

Identity Construction and the Role
of the Good Parent

There is a growing literature that explores wider systemic influences on
people and their health and behaviour, but the dominant discourses
remain centred around individual or family accountability. Throughout
this chapter, we use several interrelated terms, for clarity the ways in
which we use these terms are, parents are responsible, but when child does
something that is deemed to be socially inappropriate, parents become
accountable, which then justifies the social action of blame.

There is a strong social ideology of what it means to be a ‘good parent’,
with parents being treated as responsible for their child’s behaviour
(Liahaugen Flensburg et al., 2022). This model of ‘parental determinism’
purports that a child’s future is determined by their parent’s abilities
(Lind etal., 2016). The action and choices that parents make are typically
used as a reference point to account for their children’s social problems,
such as school failure, drug problems, or criminal activity (Barker &
Hunt, 2004). Although parental determinism relates to both mothers
and fathers, it has been suggested that parenting practices continue to be
gendered and mothers retain greater levels of involvement in child
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rearing (Fox, 2009). Social expectations about the role of women are
influenced by cultural expectations and specifically what it means to be a
‘good mother’ (Collett, 2005). Cultural ideals of motherhood, therefore,
affect not only how society perceives them, but also how they perceive
themselves (Tabatabai, 2020).

It is fairly common when engaging with professionals working with
families, for parents to feel that their parenting skills are being assessed (as
often they in fact are). Against this backdrop of explicit or implicit evalu-
ation, parents may seek to pro-actively demonstrate to professionals
working with them, that they ought to be assessed as ‘good’ parents. The
following two extracts from family therapy are examples of this. In the
first extract, the father initiates a self-evaluation about himself and his
partner about trying to be ‘good parents’. In the second extract, the father
evaluates his partner as ‘good as a parent’. It is normal for people to com-
pare and judge their parenting skills against the prevailing social norms
about what constitutes a good parent (taken from O’Reilly & Lester,

2016, p. 499).
Niles family
Dad: 10h well >I mean< we try t’ be good parents don’t we >I

mean< (1.2) I know he’s not genetically mine but ‘e gets
(.) >I mean< I treat ‘im like me own (.) >you know what

I mean< he doesn’t go without

FT: You’ve been around for a long time Alex

Clamp family

FT: Actually, Dan if I were t’ ask Joanne where she rates
herself as a parent (.) where do you think she would

put herself
(2.0)
Dad: She’s good as a parent

For parents who encounter criticisms for failure to meet societal expec-
tations, they can experience significant stigmatisation and discrimination
which can become internalised as parents worry about what others may
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think (Wilkens & Foote, 2019). Concerns about how they are perceived
by others can cause parents to worry about their own parenting compe-
tencies, meaning that they, as parents of children who deviate from social
norms can be labelled by society and themselves as a ‘bad parent’
(Trigueros et al., 2022). The very categories of ‘good’ and ‘bad’ are moral
constructs, and therefore when a parent is labelled as a bad parent, it is
intrinsically a moral judgment that has been passed on them. There is
considerable evidence that children with mental health needs are often
stigmatised, and by association, parents and family members are affected
by what Goffman referred to as ‘courtesy stigma’ (Goffman, 1963).

Courtesy Stigma

The prejudice and discrimination that a stigmatised person encounters are
also experienced by their family members and others close to them.

When working with families, it is important that practitioners are
mindful of this potential for courtesy stigma and how family members
might be experiencing discrimination by association (see also Chap. 1 for
discussion). For example, research shows that those experiencing courtesy
stigma have a greater likelihood of increased emotional distress and social
isolation (Green, 2001). Notably, this stigmatisation may come from
within the extended family (Moses, 2010), some of whom may be pres-
ent in the institutional interaction. It is therefore important to recognise
that courtesy stigma is not the only challenge for families, as there are
many kinds of stigma that might be encountered, and we outline these in
Table 8.1.

For a family seeking help, they may have already encountered ‘experi-
enced stigma’ prior to their referral both directly and via association, that
is, ‘courtesy stigma’. In accessing support, they may also have experienced
‘treatment stigma’ from others and additionally may expect a degree of
stigmatisation from practitioners they are seeking help from, that is,
‘anticipated stigma’. Therefore, as family practitioners working in the
context of mental health, it may be helpful to bear in mind these psycho-
logical barriers to accessing services and the vulnerabilities that families
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Table 8.1 Different kinds of stigma (Clement et al., 2015)

Stigma type Description

Experienced Direct experience of stigmatisation for being deviant from
stigma social norms

Perceived stigma  Belief of experiencing stigmatisation

Stigma Agreement with stigmatising perceptions of others
endorsement

Anticipated The expectation of being treated unfairly due to stigma
stigma

Internalised Acceptance of others’ prejudice and stigmatisation, and a
stigma belief that this is warranted

Treatment stigma A stigma associated with seeking help or treatment

face in relation to their expectations of social views of bad parenting.
Additionally, and more problematically, family members may also be
experiencing ‘internalised stigma’, where they have actually taken on neg-
ative self-perceptions and may blame themselves for their child’s

difficulties.

Parent Blaming

The idea of positioning parents, particularly mothers, as blameworthy for
their child’s mental health and behaviour has a long history. In modern
European history, psychoanalysis was the dominant practice for manag-
ing mental health and was highly influential at the turn of the twenty-
first century (Porter, 1997). With this theorising, there was an emphasis
on the individual, and mothers were spotlighted as being the most prom-
inent figure in the child’s development (Lafrance & McKenzie-Mohr,
2013). It was during 1935 that tensions started to emerge with the pub-
lication of the first child psychiatry textbook by Leo Kanner (Karim,
2015) bringing the idea that child mental health could be medicalised,
and the post-second world war challenges with the rise of attachment
theories (Bone & Marchant, 2016). This was politically useful to use the
research on attachment to propagate the idea that women who had been
out at work during the war, should return to homes to look after their
children. Shortly after, with concern about growing divorce rates came
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pressure on families to take responsibility for increases in what was posi-
tioned as juvenile delinquency, which was a precursor to family therapy
(Dallos & Draper, 2010). We acknowledge that this is an extreme simpli-
fication, but for the purposes of introducing this chapter, we intend to
demonstrate the socio-political influences that have shaped the ways that
normality and deviance are constructed and the ways in which mental
health services have adapted.

The legacy of those early conceptual frameworks about pathology
being individualised and accountability for children’s deviance being
positioned within the family system is still evident today. Even in a mod-
ern society where gender equality is advocated, mothers are still posi-
tioned a primarily responsibility for the wellbeing of children (Jackson &
Mannix, 2004), with a common expectation that the mother will put her
child’s needs before their own (Lind et al., 2016). Although fathers are
becoming more visible, it is still mothers who typically take on much of
the caring labour (Silverman, 2012). Thus, when children experience
mental health difficulties, it is still culturally likely to blame the mother
(Jackson, 2018), and mothers are often aware of this stigmatising prac-
tice, which can influence their help-seeking behaviour and service
engagement (Jackson & Mannix, 2004).

-

Parents who anticipate blame and stigma for their children’s
mental or behavioural health difficulties, may be reluctant to
seek professional support. It is therefore important for
practitioners to understand the reasons for this barrier to help-~
seeking and consider ways to make services more accessible.

-

Indeed, research has highlighted that some mothers of children with
mental health conditions had experienced negative comments and even
felt that clinical practitioners had treated them negatively due to the
child’s difficulty (Blum, 2007). Thus, in clinical settings, it is common
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for parents to try to discursively construct themselves as good parents
(O'Reilly & Kiyimba, 2021), potentially due to their perception that
they are being scrutinised by the clinical practitioners (Todd &
Jones, 2003).

In addition to feeling stigmatised for being the parent of a child with
a mental health difficulty or diagnosis, parents also face stigma when they
have children who are struggling with addiction. As an example of this, a
recent survey of 728 persons with a family member with addiction in
New Zealand, reported that 45% felt embarrassed, 54% felt guilty, and
47% reported shame (Kiyimba & Scarlett, 2021). The authors of that
study found that these are emotions that can inhibit help-seeking and
accessing sources of support. In addition to feelings of guilt and shame,
family members can also experience anxiety and depressive symptoms
arising from the social judgements (Trigueros et al., 2022). These feelings
of shame also extend to children and young people too as many tend to
turn to peers for support rather than practitioners because of the stigma
(Brophy & Holmstrom, 2006), and the feelings of embarrassment
become a central barrier to their help seeking (Chandra & Minkovitz,
2006). We invite you to reflect on this challenge of blame and shame, by
addressing the activity in Box 8.2.

Box 8.2 Reflective Activity: Overcoming Barriers to Help-Seeking

Reflective activity

Overcoming barriers

Although it is the child in the family identified as having the mental
health condition, it is the parents who are the gatekeepers to access sup-
port for the child and there may be two significant barriers—one is their
own challenges that arise from experiencing judgment and stigmatisation,
and the other relates to fears of shame and blame from those they may be
approaching for help.

* How can we as practitioners overcome these two barriers and facilitate
family engagement with services?
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Managing Responsibility and Blame

A well-established understanding of how children develop is the debate
regarding biological causes (nature) combined with the influence of the
environment (nurture). With regards to parents, they contribute both to
the child’s profile genetically and biologically, but also environmentally in
terms of modelling learned behaviour. Whilst nature and nurture used to
be positioned as binary concepts, an either/or causal explanation, it is
now much more widely accepted that a child’s development is influenced
by a complex interplay of both. Nonetheless, in our data, we can see that
parents draw upon this discursive repertoire of nature versus nurture as
an explanatory resource for their child’s problems.

In relation to the avoidance of blame, parents may explain their child’s
difficulties in terms of biological or genetic causes rather than environ-
mental ones, thus working to absolve themselves from a blame position of
poor parenting and mitigate any potential idea implication of them being
poor parents. Thus, by constructing the child’s behaviour and emotional
challenges as related to an underlying health condition, and one that has
a scientific or genetic foundation, parents can medicalise their child and
move away from any potential consideration that this may be due to inap-
propriate nurturing and a lack of parental skills (O’Reilly & Kiyimba,
2021). The appeal to a scientific/biological discourse is one way of rhe-
torically managing their role in the child’s health and absolving them-
selves of blame for their child’s difficulties. A good example of this can be
seen in the following extract where the parents are discussing their 16-year-
old son who has been displaying inappropriate sexual behaviour toward
his younger brother and others (taken from O’Reilly, 2014, p. 169).

Webber family

FT: >T wuz gonna ask< (.) >you know< what kind of
explanation::ns you have, fo::r (.) >you know< why it
is that ‘e’s (.) he’s fstarted doin’ (.) <the:se things>

Mum : <I don’t know> (.) I fsay it t’ scho:ol (.) and >you

know< there’s this theory is it in the g::enes
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LaFrance and McKenzie-Mohr (2013) suggest that drawing upon a
biological explanatory framework is a way that people can manage and
defend the way that others perceive their identity. In other words, a
genetic account for a child’s problem behaviour is proposed by the mother
as preferred to the alternative. In the extract of data presented, the child’s
mother does two things. First, she positions the problem behaviour as ‘iz
the genes and second, argues that the ‘nature’” explanation is one that was
provided by an expert other, that is, the school. By reporting the expert
opinion of another to support her own case, the mother adds weight to
her proposal (see O’Reilly et al., 2023). In this way, a biological discursive
construction of the child’s mental health difhiculties functions to absolve
her from any potential assignation of blame for her inappropriate or defi-
cient parenting skills as being the reason for the child’s problem behav-
iour (Singh, 2002). We provide a second example of how parents draw on
a discourse of a malfunction of the child’s brain as an explanation, for
their 14-year-old son’s regular violent outbursts (as taken from O’Reilly,
2014, p. 169).

Niles family
Dad: It’s (.) as if he’s got ‘e’s got a little tiny
>microchip< in ‘is brain an’ ‘e’s sayin’ (.) every

now and again ‘e just goes flip

FT: J|Right
Dad: switches off and he lo:ses it
FT: So. (.) the::re’s an idea that it’s, inherited o::r

possibly somethin’ >t’ do< with >I dunno<
Mum: >His dad<
FT: chemistry of (.) Steve’s fbra:in

Here, the stepfather uses a lay metaphor to provide a biological aetiol-
ogy of the child’s mental health difficulty as internal, physiological, and
pre-determined. By positioning the behaviour as stemming from a pre-
existing biological irregularity, the stepfather constructs his parenting as
responsive to, rather than causal of, the child’s behaviour. The family
therapist further clarifies that what the stepfather is suggesting is that the
predisposition is ‘inherited’. The risk of using a concept like ‘inherited” is
that there is a subtle suggestion that indirectly parents carry some
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responsibility. However, this is mitigated by the mother as she quickly
interjects that any inherited behaviour is due to the biological, non-pres-
ent father, not the stepfather who is present. A key aspect of identity
construction that is at stake in this conversation relates to moral judge-
ments. Social norms are inevitably interconnected with moral evalua-
tions, and in an interaction like this, each of the parties involved is
normatively involved in the process of attributing moral categories to
people based on observed or reported behaviour (Roca-Cuberes, 2008).

Virtue Signalling and Identifying as a Good Parent

As discussed in the previous section, one of the ways of managing
potential accountability and blame for the child’s behaviour was to posi-
tion it as biologically determined. By negotiating the child’s difficulties as
medical, parents negate other potential ascriptions that might imply the
child’s difficulties are because of their parenting practices. Another way
that parents manage their parenting identity is to position themselves as
virtuous. This is often done using examples of good parenting actions.
The concept of virtue signalling is defined as deliberate statements con-
structed to highlight the virtuous or positive qualities of the speaker
(Wallace et al., 2020).

Virtue signalling can function to mitigate any
possible perception that deficits in their

parenting are the reasons for the child’s
difficulties.

The function of virtue signalling is to convince others of their moral
respectability (Tosi & Warmke, 2016). What is often at stake for parents
as they come into contact with professional services is that the practitio-
ners working with them may attribute the child’s difficulties to poor par-
enting. One way to guard against this judgement is for parents to find
ways to present themselves as good parents, that is, stake inoculation. We
present two examples from the mental health assessment data of parents
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‘doing a good parent identity’ (taken from O’Reilly & Kiyimba, 2021,
p- 6 of online version).

Family 11

Mum [no he has nelver |crossed his the road on ‘is own |you
know I am [alw]ays with him

In this example, the mother describes her caution in keeping the child
safe. Her use of the words ‘never’ and ‘always” emphasise the point she is
making that she takes her role as mother seriously and always looks after
her child’s best interests. These concepts are referred to as extreme case
formulations (Pomerantz, 1986). In the following extract, a good parent
identity is portrayed using the example of ensuring the child is adequately
nourished despite the child’s food refusal (taken from O’Reilly &
Kiyimba, 2021, p. 6 of online version).

Family 26

Clin Psy and if ‘e is (.) if ‘e won’t eat somethin’ how what
would your rel|sponse to that?

Mum I’ve always got a s[oup] in

Clin Psy [be]

Mum (0.43)
an:d soup is the standby really and [an’]

Gran [soup]
an’ cereal

Mum soup and cereal yeah but most of the time he has:

(I know) because I know what he likes and what he’1ll
eat (0.57) and I’'d rather him eat

In orienting to the child’s food refusal, the clinical psychologist
enquires of the mother how she manages the situation. The implication
is that the question seeks clarification about the adequacy of her parental
skills. In response, the mother acknowledges that a diet of soup is not
ideal, but that she ‘always’ has some in the house as a ‘standby’. By refer-
ring to this as a ‘standby’ indicates that this option is not her preferred
choice, but her good parent identity is held intact by her diligence to
ensure the child has something to eat.
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Importantly, the efficacy of this strategy to present examples of good
parenting actions relies on shared social norms of the kinds of behaviours
that are expected of good parents. In the case of crossing the road and
eating food, the virtue signalling of the mother in each case was successful
because of these shared understandings. However, the following two
extracts are examples of parents attempting to do virtue signalling through
using examples of what they consider to be good parenting but fall short
of wider societal social norms (taken from O’Reilly & Lester, 2016,
p. 502).

Clamp family

Dad: but we finished the course >what we did< on parenting
but that was good (.) because we did lea:rn a lot on
that it didn't help to smack children and
twhatever |yeah

FT: Yeah

Dad: And we didn't we ‘aven't smacked 'em for a long long
time now >not unless< they've been really
rea::1ly bad

FT: Hu::m

Clearly, a previous family professional had encouraged this couple to
attend a parenting course to support their parenting skills, which the
father refers to. In mentioning that they learned not to smack their chil-
dren in this parenting course, the father reports that they have not used
this punishment technique for a Yong long time’. Ostensibly, this virtue
signalling is effective in displaying improvement in their parenting skills.
However, he adds the caveat ‘unless theyve been really really bad’. 1In so
doing, he undermines his presentation of self as a good parent because he
potentially raises the question mark in the family therapist’s mind about
whether the children may at times be at risk (something we discuss in
more detail in the next chapter).

When working with families, particularly in relation to child protec-
tion, there is a great deal at stake. Ultimately, there is the potential that
the child may be removed from families if the practitioner believes that
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the child is at risk. Our data demonstrate that parents work hard to pres-
ent themselves in a positive light, but may have a distorted view on what
constitutes safe and responsible care of their children. Practitioners read-
ing this book are likely aware of the need to gather information from a
range of sources, as well as evaluating the parental accounts to make an
informed decision about requirements for additional professional ser-
vices. In conducting this professional role with families, there is a differ-
ence between judgement and evaluation. Judgement is a potentially
negative view of families, whereas evaluation is a sober professional
assessment.

Final Thoughts

Throughout this chapter, we have used the language of shame and blame
to discuss the responsibility of parents in their children’s mental health
and wellbeing. This terminology is a colloquial way of engaging with the
topic and is familiar in everyday encounters that families may experience.
Within wider society, notions of parental responsibility and therefore
accountability permeate. As practitioners working with families, it is
helpful to be aware of these wider social narratives and, at the same time,
be cautious about reproducing them within the institutional setting.
While there may be helpful guidance that parents can be informed about
to enhance their capacity to parent their children successfully, we suggest
that recommendations for such interventions come from a place of pro-
fessional integrity rather than negative judgements or stigmatisation. In
Box 8.3, Erin O’Neill talks about the guilt, stigma, and shame felt by
parents of adult children struggling with addiction.

To close our chapter, we summarise the key messages from that we feel
are important for you in Box 8.4.
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Box 8.3 Practitioner Voice, Erin O’Neill

Practitioner voices
Erin O'Neill
Support network lead

Erin O’'Neill understands the effects of addiction on family members: and
was compelled to start Brave Hearts NZ—Manawa Kaha Aotearoa—a sup-
port network for whanau (the Maori word for extended family) and friends
with a loved one in addiction. She felt families needed more peer support,
education, and advocacy during this difficult time. Erin’s tenacity has pro-
vided many with the help they’ve needed to get their family members into
recovery and to move towards the ultimate goal of living addiction free.

PLEASE DONT JUDGE ME

In the context of addiction, the family is an important institution. While
it is the individual who has the issues, it is the whole network around them
that needs the support for it to be a successful outcome for future genera-
tions. Families, therefore, are really asking themselves:

e "Is there something wrong with me?”

e "What did | do wrong in parenting the child?”

* “Where did | go wrong with consequences in adolescent years?”

¢ “Was | loving enough in my relationship with my partner, child, sibling?”

How can | support and love an addict—someone who is terrorising me,
often a criminal, and being a drain on rather than contributing to society?

By showing that we are ‘holding up really well’, ‘being a good member of
society’, this allows us to keep functioning but is really another layer of
complexity thrown on top of what is already unbearable.

(continued)
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Box 8.3 (continued)

Specialist help is often seen as patronising, so families present as being
there to obtain help for the addict—nothing wrong with me—no stigma
attached. Professionals who work with families need to be aware that we
become so overburdened by what we can’t talk about—feelings of guilt,
feeling of being ostracised in society, being seen as weak or frail.

We are too scared of judgement to show our vulnerability. We need to
know that you can break down these barriers and allow us to talk frankly
and openly without fear of how the rest of the world sees us. Listening,
understanding without pre-conceived judgement. These are important
areas of reflection for the practitioner working with families.

Organisations are starting to employ people with lived experience as they
recognise the importance of involving experts by experience. This peer sup-
port is invaluable in the sector—like helping with total empathy—and so
important, to receive the essential element of Hope that comes from an
individual with a successful outcome.

Organisations must have a responsibility to mitigate stigma in the deliv-
ery of their service. More awareness of how to do this would ensure earlier
help seeking and ultimately save time and money. Continuous develop-
ment and learning from each other. Identify what is working well. Those
who have the essential tools to help them cope find this unbearable time is
shortened, thereby ensuring that the effects on both the family and the
addict are not as severe.

Box 8.4 Key Points

e Wider negative societal discourses of parenting may leak into profes-
sional mental health conversations.

e Parents have a stake and interest in presenting themselves in a positive
way within those interactions.

¢ Anticipation of being blamed for the child’s difficulties, and the poten-
tial for stigma, may inhibit help-seeking.

e Family practitioners benefit from being aware of these issues around
blame and responsibility, to be proactive in avoiding re-stigmatisation in
institutional settings.
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9

How to Talk About Risk

Learning Objectives

¢ Recognise the importance of asking families about risk
e Critically assess different strategies for asking about risk
e Evaluate when confidentiality might be breached

¢ Identify methods of self-care

Introduction

Risk is a ubiquitous concept and one that has multiple meanings in rela-
tion to working with children and families. In simplistic terms, the
Oxford English Dictionary (2018, n.p.) defines risk in the following way:

Risk

A situation involving exposure to danger.

In the context of families, there is an onus on most professionals to
engage in formal or informal risk assessment when working with families,
and there is a duty of care to take steps to protect family members or
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members of the public who may potentially be at risk from harm (or
danger). Risk can take different forms and each of these needs to be
considered:

e Risk of harm to self.
e Risk of harm to others.
e Risk of harm from others.

Risk to selfincludes challenges like self-harm, suicidal ideation, but also
risk-taking behaviours like promiscuity, excessive alcohol use, dangerous
driving, and conversely neglect behaviour such as failing to adhere to
medication, not attending hospital appointments, and neglecting
self-care.

Risk to others includes being a perpetrator of aggressive behaviour, car-
rying a weapon, researching violent acts on the internet, cyberbullying,
gang culture, and general antisocial behaviour but also intimate partner
violence.

Risk from others includes being a victim of childhood sexual abuse,
emotional abuse, physical abuse, bullying, grooming, trolling, but also
intimate partner violence.

In discussions of risk, it is also necessary to consider what is meant by
harm. There are different types of harm that need to be accounted for in
the risk assessment and practitioners should consider the moral, legal,
physical, emotional, sexual, and psychological aspects of harm. These can
be thought of as along three dimensions:

1. The type of harm—such as physical, psychological, and social harm.

2. 'The severity of the harm—in terms of the impact it has on the indi-
vidual and others.

3. 'The longevity of the harm—how long the impact influences the indi-
vidual (Source: Livingstone, 2013).
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Physical harm refers to injury or damage to the body,
psychological harm refers to mental harm from others, such as
emotional invalidation or gas-lighting, as well as indirect
consequences such as anxiety, depression, or flashbacks. Social
harm refers to damage to relationships either within the
family, or between friends or colleagues, or even wider
reputational social harm.

When having conversations with families, professionals need to be
aware of all the different potential aspects of risk and types of harm, as
well as the potential overlap between them.

In accounting for risk-taking behaviour of the family members, devel-
opmental age and maturity are factors to consider. Younger children are
developing their ability to regulate emotion and the language required to
articulate their feelings (Zeman et al., 20006). At different life stages, peer
influence rather than parental influence becomes more prominent.
Adolescents are more likely to be fiercely loyal to their peers (Blakemore,
2018), sometimes to their detriment. Adolescents are at a developmental
period during puberty where prefrontal cortex development means they
have less impulse control and are more likely to engage in risk-taking
behaviour (Steinberg, 2010). Older adults, especially those with some
forms of dementia (frontotemporal dementia) also may be at greater risk
of inappropriate social behaviour and neglecting their self-care (Plaisted
& Sahakian, 1997).

Furthermore, there may be ambiguity as to whether the child or adult
is the victim or perpetrator. Children witnessing violence between differ-
ent members of the family would also be considered to be harm to the
child. A child or adult can both be a perpetrator and victim. Thus, in
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working with the family, it is important to be cognisant of the intersec-
tions and overlapping nature of risk. Three examples are provided below:

* Because the child’s father is in prison, a child may be a victim of cyber-
bullying from peers and uses self-harming to manage the emo-
tional distress.

* A mother who is a victim of intimate partner violence may in turn
physically or emotionally abuse her children.

* An older sibling who has been sexually abused by an uncle may engage
in inappropriate sexual behaviour towards a younger sibling.

A family member may be both a victim and perpetrator

— they are thus a risk to others and from others.

While there are a range of possible risk situations in the three domains,
for the purpose of clarity in this chapter, we focus on three main areas: (1)
communicating about risk of self-harm and suicidal ideation; (2) ques-
tions about intimate partner/domestic violence; and (3) engaging in dia-
logue about behaviours that might potentially put others at risk.

How to Have a Conversation About Risk

Practitioners may be reluctant to engage in conversations about risk, due
to concerns of making the situation worse (Bajaj et al., 2008) or a lack of
confidence in how to do so, or concerns about time constraints to fully
explore the issue. Notably, evidence shows that talking about suicide and
self-harm does not directly increase or cause those behaviours (Dazzi
et al., 2014) and may instead reduce suicidality (Aseltine et al., 2007). It
is often the case that practitioners working with families may be the first
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to identify possible risk of harm to self or to or from others, amongst
family members. Indeed, professional ethics may dictate that it is a pro-
fessional responsibility to be aware of these possibilities.

We recommend readers to remind themselves of the professional obli-
gations and ethical context of your own particular professional guidelines
with regard to risk identification and management before reading further.
Most professions have a professional body to which you will have mem-
bership or affiliation, and this professional body will typically publish
ethical requirements for that profession. Our examples that follow dem-
onstrate different ways to ask family members about possible risk, but do
not address how that risk is managed once it has been disclosed. It is very
likely that the organisation that you work for will have a set of guidelines
that clearly outline what the steps and processes are in managing risk
once it has been disclosed.

- )

One of the first priorities in any new
professional context is to locate and familiarize
yourself with the risk management policies. It
is essential that when a family member
discloses an area of risk, that you are aware of
what the appropriate course of action is.

-

Using data examples, we focus on the three main domains of harm;
harm to self, harm to others and harm from others to contextualise and
conceptualise communication strategies for engaging families in conver-
sations about risk.
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Harm to Self

Harm to Self

Traditionally, harm to self refers to physical acts of deliberate self-injury.
More recently, a broader definition includes different ways that people
cause harm to themselves psychologically, including aliases on online plat-
forms to verbalise negative criticisms about themselves.

When working with families, it is important to address potential risk
of harm to self, such as deliberate actions to cause physical harm and/or
suicidal thoughts or plans. Evidence shows that globally more than
800,000 people die by suicide annually (World Health Organization
[WHO], 2019), and it is the second leading cause of death in 15-19-year-
olds (WHO, 2014). In England and Wales, suicide is the leading cause of
death for 5-19-year-olds (Office for National Statistics, 2016). These
shocking statistics demonstrate that it is a very real problem and therefore
it is important that we find ways to talk openly about suicide and self-
harm with children as well as adults. It is even more important to have
explicit conversations if any of the following risk factors are identified
within the family:

* Mental health conditions and/or history of self-harm.

¢ Alcohol or substance misuse.

* Physical illness (particularly chronic disability).

* Economic challenges such as job loss, poverty, or debt.

¢ Family difficulties.

* Adverse Childhood Experiences (ACEs).

* Bereavement by suicide or previous suicide attempt.

* Certain vulnerabilities, including LGBQT+, asylum-seeking status,
incarceration, or risk occupations.

(Source: Klonsky et al., 2017; Piotrowski & Hartmann, 2019)

Recent evidence suggests that self-harm in children has increased in
prevalence (NHS Digital, 2019). Females between 10 and 14 years are
particularly at risk (Griffin et al., 2018) and even children as young as
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seven years are engaging in behaviours that cause physical harm to them-
selves and presenting to hospital with their injuries (Barrocas et al., 2012).
Notably, the prevalence rates may be even higher as self-harm in children
is underreported (Hawton et al., 2012) due to their anxiety about disclo-
sure (Bostik & Everall, 2006). As practitioners, therefore, it is important
to remember to ask about risk of harm to self and not assume that a child
will volunteer to self-disclose, and to ask even young children this ques-
tion. The following extract (that we referred to in chapter four), demon-
strates the importance of this as the child is only nine years old and
discloses suicidal intention (taken from Kiyimba & O’Reilly, 2018,
p. 152).

Family 6 (Prac = Psychiatrist)

Prac so when you |said that you were going to take a |knife
to yourself

(0.99)
Prac yeah?
(1.15)
Prac what were you |hoping would happen?

Child erm (2.45) f::or me to lactually kill my|self

As discussed earlier in the book, if the child has previously disclosed
self-harm activity, the ‘you said X’ preface is a helpful way to reintroduce
the topic and encourage elaboration. However, if a child does not volun-
teer a disclosure and the onus is on you as a practitioner to initiate the
conversation. Indeed, this responsibility may be an integral aspect of your
professional role. We suggest two ways to do this based on our analysis of
practitioners asking about risk. These are, asking about risk incrementally
or asking about risk in a way that normalises the question.

Incremental

If a child has not given any indication of self-harm behaviour, it might
feel a bit difficult to suddenly ask direct risk question. However, failure to
ask may be contravening the professional ethics of your role in working
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with families, which is often to prioritise risk assessment as part of the
intervention. We found that building up to a direct question can make
this process easier for the practitioner and the child and is likely to be
more successful. An incremental way of asking questions about risk is to
take a step-by-step approach, gradually building from questions about
emotions and emotional regulation, and based on the answers working
up to questions about suicidality. The following extract is taken from

(O’Reilly et al., 2016, p. 483).

Family 18

Prac Is there any other way you show your frustration
(0.91) you said you hit

YP Yeah I h[it doors] hit doors

Prac [doors]

YP there's a massive hole in my door

Prac Yeah so you hit doors anything else?

YP No

Prac Or hurting yourself?

YP Yeah

Prac What d’you do?

YP I slit my wrists once

((lines omitted))

Prac Is there an intention to kill yourself?

YP I (0.31) like (0.39) stupid things like taking loads
of paracetamol or som’ing (0.78) somfing like that

Prac Have you ever done that?

YP Yeah

The way the practitioner creates an opportunity to start talking about
risk is to initially ask about how the child exhibits his frustration’. When
he states that he %its doors, the open question anything else?” allows for
potential exploration of harm to self or others. The practitioner takes the
opportunity, even after the child says no, to explicitly ask about harm to
selt or hurting yourself?. 'This proves to be a very important question,
because when the child says yes and the practitioner asks how, the child
discloses cutting his wrists.
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In this example, it is likely the child would not have
disclosed if he had not been asked directly and the

consequences might have been serious.

The practitioner could potentially have stopped at this point having
identified information about self-harm from the child, however, the prac-
titioner continues to directly ask about suicidal intention and finds out
that the child has engaged in suicidal behaviour previously by taking
loads of paracetamol’. This extract demonstrates how a practitioner can
incrementally lead up to direct questions about suicidal intention. It also
shows that the practitioner must be bold enough to specifically use unam-
biguous language like ‘hurting yourself” and %ill yourself” to collect the

relevant risk information.

Normalising

In situations where there seems to be no indication from the child, from
their family or from the referral that there are any risks of harm to self, a
normalising approach to asking may be the most appropriate. Normalising
contextualises asking a risk question as merely a procedural requirement,
and the question is not specific to the individual child but would be asked
of all individuals attending the appointment. We provide an example of

this (taken from O’Reilly et al., 2016, p. 484)

Family 21

Prac This is a question we have to ask everybody an' I'm
sure that you’ve been asked it before (1.38) when you
feel (0.92) a bit frustrated or a bit sad (0.63) an' I
know that you’ve punched walls before have you ever
thought about (0.41) really hurting yourself

YP No
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Box 9.1 Reflective Activity on Questions About Risk

Reflective activity

Questions about risk

Thinking of these two types of risk questions and reflecting on the clients
you work with, which of these questions might be most useful and when?

e Have you ever used either of these questions?

* How would you use a normalising question?

°* How do you feel about using an incremental approach to asking
about risk?

The characteristics of a normalising approach to asking about risk are
that it is presented as something that must be done and everybody who
attends the service needs to be asked. This is demonstrated in the extract
where the practitioner states #his is a question we have to ask everybody.
If you, as a practitioner feel concerned about how to ask about risk, this
is a simple phrase that can be memorised and used in whatever context
you are in. It can be followed up (as in this extract) with the question
‘have you ever thought about really hurting yourself”. We encourage you to
attempt the reflective activity in Box 9.1.

Harm to Others

Harm to Others

Refers to physical, sexual, or psychological deliberate acts of harm to others
in the family or wider social network. Neglect is also a form of harm
to others.

In addition to assessing for risk of harm to self, assessing the risk of
harm to others is another important consideration in many professional
contexts working with families. Harm to others includes challenges such
as intimate partner violence, child abuse, or violent/criminal behaviour
in society. Harm to others also includes neglect. This may be particularly
salient in relation to younger or older family members, or family
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members with additional needs that require help from others. Where
family members have less capacity to look after themselves for various
reasons and require the support of others, the very real risk of neglect may
be present, and this is another form of harm to be aware of. Within a
family context, there may be dynamics such that there is both harm from
others and harm to others occurring. For example, in the context of inti-
mate partner violence, one parent may be the perpetrator and the other
the victim within the same family, and children who witness this intimate
partner violence would also be classed as being harmed. All these things
can be discussed within the family session with the practitioner. For the
sake of simplicity, and to remain close to the data that we have collected,
we discuss harm to others focusing on the child being a risk to other
people within the family or outside of it and discuss issues like intimate
partner violence and child abuse in relation to harm from others.

As we noted in our introduction, it is important to acknowledge there
are different ways of defining harm, legally and morally. The notion of
harm thus potentially includes a range of different types of offence (Baker,
2010). According to Her Majesty’s Inspectorate of Probation (2008,
p. 7), the purpose of assessing harm is to enable “satisfactory clarification
of the differences between the likelihood/probability of an event occurring and
the impactiseverity of the event’. This description captures the two main
foci in relation to assessing the possibility of harm, which are probability
and the impact. One of the measures to assess probability of harm occur-
ring in the future is to consider historical acts of harm, their recency,
frequency, and severity to predict the likelihood of future harm.

In the next two data extracts, the practitioner is engaging in a family
therapy conversation about known historical harm perpetrated against
one child in the family towards the sibling.

Webber family (taken from O’Reilly & Parker, 2014, p. 298)

Mother: <he [the sibling] was touchin’ our Stuart up> and
>you know< when he’s been doin’ it ‘cause he’s got
an erection all the while

FT: Yeah

Mother: and he’s bloody embarrassin’



228 M. O’Reilly and N. Kiyimba

Here, the mother is describing to the family therapist the sexually
inappropriate behaviour of one son towards another sibling, and her con-
cerns about that. Thus, in terms of risk assessment knowledge about this
recent risk activity is important in evaluating the likelihood of ongoing
harm to Stuart, the younger sibling. Although the mother in this family
highlights the conversation about this as being embarrassing’, it is impor-
tant for the practitioner to sensitively engage in finding out sufficient
information to know whether a formal intervention is necessary to pro-
tect the younger siblings. Later in the session with the same family, based
on the disclosures of the children’s inappropriate sexual behaviour, the
family therapist identifies the need to raise a safeguarding concern and
involve social services.

Conversations about risk and harm might be embarrassing,

difficult or create additional workload, it is essential to prioritize
the safety of all involved.

From Webber family—(previously unpublished data)

FT: I mean without kind of raising your own anxieties
what’s kind of (name) (0.4) social services [doin’

Dad: [They
do nothin’

Mum: They do nothin’

FT: Are they are they aware of this latest incident?

Mum: No

Dad: No they’re not aware of it ‘cause (name) only comes in

every now and then anyway

((Lines omitted))

FT: I mean I guess there’s a bit of me that thinks it’s
really important to hear about you know what’s
happening with Daniel (0.4) and and your thoughts on
it (0.2) there’s another bit of me that’s kind of
thinking (0.2) that actually performing oral sex on his
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younger brother is quite serious (.) and do we need to
be telling social servic- I know they’re already aware
of things in the past (0.6) and I’'m not sure how they’d
react anyway ‘cause I think (0.2) I think they are
clear that the two of you are working very hard

The social worker, is already involved with the family; however, the
family therapist does not make any assumptions that she is aware of the
most recent 7ncident. The family therapist explicitly asks about this and
finds out that social services are unaware of the current situation. The
challenge for the therapist is to both fulfil his duty of care to protect the
younger sibling from further harm and to hopefully maintain a positive
therapeutic relationship with the parents. This can be seen in his valida-
tion of their efforts to work very hard’ in their parenting and his demon-
stration that he values their ‘#houghts about what is happening.
Simultaneously he manages to explain clearly to the parents that for the
16-year-old older brother to be actually performing oral sex on his younger
brother is quite serious. Thus, the therapist manages to minimise the
implied blame on their parenting ability while managing his duty of care
to clearly explain the reasons for his need to involve social services.
Ultimately, while the family therapist would have contacted social ser-
vices about this safeguarding matter, he did so in a way that engaged the
parents’ acceptance and helped them to also see the seriousness of the
situation.

While assessing for the risk of harm to others within the family and
home environment is important, including direct harm and neglect, it is
also necessary for practitioners to consider any potential for harm to oth-
ers outside of the familial context. We provide two examples of this from
the mental health assessment data now (the first is taken from O’Reilly &
Kiyimba, 2019, n.p.).
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Family 14
MHN Have you ever been in trouble with the pollice
Child [Ye:ah] ((laughs))
Mum [yes]
MHN °okay tell me a bit about that®
Child I beat up someone (.) an’ then
(0.87)
I [went]
MHN [° (when) was] tha:t°
(1.44)
when [ (was that) ?]
Child [this |wa:s]
Mum in the summer
Child um::: in the summer yeah =
MHN this summer?
Child lyeah
MHN why did you beat them up?
Child because like (.) they nearly got me battered
(1.52)
an: [d ( )]
MHN [an’ how baldly did you beat them |up
Child  Put ‘em in hospital=
Mum =This girl were bullying other |people: an’ (name) just

had just enough (of that)

An indirect way of introducing a conversation about risk of harm to
others is demonstrated by the practitioner when she asks the child
whether they have been in trouble with the police. Following an affirma-
tive response, this provides a platform for the practitioner to explore
more details about the offences. One of the key considerations in assess-
ing for risk of potential harm to others in the future is establishing
whether there has been actual harm to others historically, especially in the
recent past. This is demonstrated in the extract when the practitioner
asks, when was that?’ and for clarification about the recency of the behav-
iour, his summer?” Another consideration in completing a risk assess-
ment of this kind, is the severity of the historical incident of aggression,
which is demonstrated when the practitioner asks, how badly did you beat
them up?’ A final consideration demonstrated in this extract is the context
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of the historical incident of harm to others. Seeking this information
establishes the context of the prior event. In this extract, the practitioner
questions the reasons for the behaviour why did you beat them up?’

By combining this information, the practitioner can make a judge-
ment about the likelihood of future risk of harm to others, whether that
risk might be restricted to certain contexts, and if it occurred, how severe
the consequences might be. What is interesting about this example is that
risk of harm to others is intrinsically connected to the potential of risk of
harm from others. This can be seen in the collaborative rationale pro-
vided by the child and her mother that the child’s actions were responsive
to another child’s initiation of aggression (bullying). Thus, the child
reports they nearly got me battered’, and the mother elucidates his girl
were bullying other people’. The following example (from previously
unpublished data) demonstrates a similar complexity in the interrelation-
ship between potential harm from and to others.

Family 8

Doctor Coz your mum was |saying that you staying you stay
(.) out |till quite late don’t |you?
(0.48) ((child nods head))
An’ what do you (do?

Child |Play out

Doctor with

Child ( )

Doctor That’s pretty |dangerous isn’t it?

Child Um

Doctor |Are you scared?

Child No

Doctor INo
(0.88)
hlow (full)]

Child [I always] |carry ( ) and a screwdriver

(around) with me
Doctor Really?
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For whatever reason, this child who is only 11 years old is having a
conversation with the psychiatrist about ‘playing out’ late at night. The
psychiatrist displays concern about the child’s safety hats pretty danger-
ous’and are you scared?”. The child’s disclosure of carrying the ‘screwdriver’
is an indication of his perceived need to use a weapon to potentially
defend himself. The complexity of this risk assessment therefore rests on
establishing which of the two dimensions of risk is more problematic and
likely; whether the child is more at risk of harm from others by being out
late at night and/or whether he is a risk of harming others by using a
screwdriver as a weapon or being arrested by the police for carrying
a weapon.

Depending on the country and professional context, a mental health
practitioner may have a duty of care to protect members of society from
individuals who could pose a threat by taking further safeguarding
actions. In other situations, such as in Canada for example, the mental
health professional may be the one that continues to provide therapy and
refers on to child protection officials if there is concern about violence or
neglect. The child protection official then does the safety-associated work.
Whether you are the practitioner responsible for the child protection
aspect and/or the therapeutic side of supporting a family, establishing
what the risk may be is an important step, so as to be clear about whether
a referral is required. It is therefore important to ask appropriate ques-
tions to establish the severity of historical risk as an indicator of potential
future risk.

Notably, within family systems, it is apparent that a risk of harm to
others is often interconnected with an actual or potential risk of harm
from others either within or outside the family. In our last example, there
is an implicit question about what motivates a young child to risk being
out at night rather than being at home, and whether the home environ-
ment poses greater risks, as well as the motivations for carrying the screw-
driver. The challenge for practitioners in family conversations of this kind
is that family members may be strongly motivated to protect their own
interests. Thus, it is important to build therapeutic trust and alignment
with each family member to foster an environment where asking these
kind of questions might be more successful or productive.
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Harm from Others

Harm from Others

Refers to negative physical, psychological, and sexual acts from others that
may be deliberate, intentional, accidental, or consequential.

There are potentially various ways in which family members might be
at risk of harm from others within or outside of the family. Two major
areas of concern for practitioners are intimate partner violence (IPV) and
child abuse in its various forms. Neglect is also another serious risk con-
cern. In the UK, 7.3% of women (1.6 million) and 3.6% of men
(757,000) had experienced domestic violence (now more commonly
referred to as IPV), with women aged 16-19 years more likely to be vic-
tims than those over 25 years (Office for National Statistics, 2020). This
is further complicated by the connection between children witnessing
IPV and being physically abused (Kaufman & Henrich, 2000), with the
likelihood of mothers in violent relationships being physically aggressive
towards their children increasing (Lutenbacher et al., 2004). These statis-
tics illustrate how important it is for practitioners to address risk of harm
from others. Hornor (2005) provides a list of example questions that
relate to assessing for risk of IPV and child abuse in the family home,
which is reproduced in Box 9.2. The following reflective activity lists
these prompt questions, and we invite you to consider which of these are
useful in your professional context.

In addition to assessing for risk of IPV in relation to adult risk of harm
from or to others, child witnesses of IPV within the family home also
constitutes harm to the child. Therefore, when considering the impact of
IPV, the risk of harm to the child should also be assessed. The following

extract is an example of this.
Hand I um couldn’t get breath and I um couldn't get breath and

my daughter of six years old was also there in my room, but
she's used to that.

(Taken from Dekel & Andipatin, 2016, n.p.)
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Box 9.2 Reflective Activity on IPV and Child Abuse Questions
(Hornor, 2005, p. 209)

Reflective activity
IPV and child abuse questions
Questions to ask a parent

—_

. Do you ever feel afraid in your home?

2. What happens when you and ___ (partner’s name) argue?

3. Do arguments ever become physical? (i.e., hitting, kicking, pushing,
throwing, or punching/breaking objects)

4. Have you ever been threatened with a weapon? (e.g., gun, knife, other)

5. Have you ever felt trapped or like a prisoner in your own home? Does

your partner ever lock you in/out of the house or take your car keys?

. Have your children ever seen or heard violence in the home?

. Have the police ever been involved due to violence in your home?

8. Is the violence ever directed at the children? Does ___ (partner’s name)
ever hit, kick, push, or yell at your child when she/he is angry?

9. How do you and ___ (partner’s name) discipline the children?

~N O

Questions to ask a child

1. What happens when mommy and daddy (or appropriate partner names)
argue/fight? Is there any hitting, pushing, and so on?

2. How do you feel when mommy and daddy (or appropriate partner
names) fight?

3. What happens to you when you get in trouble?

4. If hitting or other physical forms of discipline occur, ask the following:

(@) What are you hit with?

(b) Where on your body?

(c) Does it ever leave a mark/bruise?
(d) Who hits/kicks you?

(e) How often does it happen?

Often people who are in situations where there is IPV and/or child
abuse, it can become so ‘normal’ to them that they often do not perceive
it as being abuse. As the example shows, the woman highlights how nor-
mative it is for her six-year-old daughter to witness violence in the family
home, ‘but shes used to thar. Similarly, in our data, we observed instances
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where children were involved in episodes of violence in the home. In the
following example, the father describes how his eldest son was punching
the younger sibling, and he intervened to discipline the elder son by
‘smacking’ his bum. The father presents his action as normative and pro-
portional to the incident. However, it is likely to be perceived by others
as constituting abuse because of the disclosure of using a be/t’to do so.

Clamp family (from O’Reilly, 2008, p. 284)

Dad: >and h’e was bangin’ ‘is ‘ead< (.) <against the wall>
punching ‘im in the face and everythin’ (.) when I told

‘im to leave ‘im alone, ‘e told me Tno

FT: Hu::m
Dad So (.) >I said< right >fair enough< (.) you’ve gone too
far now (.) so I <took me belt off> and smacked ‘is

bum twice

FT: Hu::m

Dad: But (0.8) I bruised ‘im (.) >he bruises easy
anyway< er,

FT: Hu::m

In relation to an assessment of risk of harm from others, the practitio-
ner’s duty of care is to ascertain the recency, frequency, and severity of the
‘discipline’ of the child to inform the formulation as to the likelihood of
ongoing risk in the future. In this example, the father gives information
about the recency of the event and provides a discourse of his construc-
tion of the severity of the event. The context to this disclosure is that a
member of staff at the child’s school had observed the bruises on the
child’s bottom and had reported it to social services. Thus, the father’s
version that the child bruises easily and that the punishment was appro-
priate and proportionate to the child’s violent behaviour towards his
brother constructs the act as reasonable and normal parental reaction.

Bear in mind that the same member of the family might be a risk

of harm to others as well as a risk of harm from others.
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Our second example (and one that we included in an earlier chapter)
is similar in the sense that the same father is disclosing another physical
disciplinary action towards his eldest son.

Clamp family (From O’Reilly, 2008, p. 288)

Dad: >you see< (0.4) with me punchin’ ‘im yesterd’y f{yeah
>I mean< .hh I do admit >I did punch ‘im<
FT: |Hu::m

Dad: Yeah, >but< I didn't punch ‘im >in the way to< (.)
>you know w- I mean< I didn't <violent punch ‘im>

FT: |Right

Dad: But (0.6) it it had to take that fpunch

FT: Right.

Again, while the father admits to a physical act of harm towards his
son, he once more denies that it could be construed as an act of abuse or
violence 7 didnt violent punch him’. This shows that family members are
not always subjectively very clear about what kinds of physical discipline
would be regarded by wider society as abusive. Additionally, the father’s
argument consists of an account that appeals to the necessary and pro-
portional nature of his response, ¢ had to take that punch'’. In other words,
the father argues that in order to maintain discipline of his son, it was
necessary to punch him. We acknowledge both the fact that there are
cultural differences in what is acceptable physical discipline, and also that
what is appropriate is socially constructed and varies over time. However,
within the context of our current societal rules, there are legal frame-
works that dictate what constitutes abuse for the protection of the most
vulnerable. Therefore, although the father in this example seems unaware
that his actions are excessive and therefore inappropriate, it is the respon-
sibility of the family practitioner to identify these extreme forms of disci-
pline to ensure the children’s safety.

The therapist’s role, then, in these cases is to ascertain from the infor-
mation presented the levels and severity of risk to take any immediate
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necessary action to involve social services, and once this is established,
they can move forward to help the family find alternative ways to man-
age emotions and to communicate effectively without resorting to
aggressive behaviour. Assessing risk of harm from others (and to others)
is complicated for the practitioner. In our examples, we have shown the
complexity of assessing risk of harm, by illustrating the fact that the
younger brother is at risk from the older brother and the older brother
is also at risk of harm from his father. Thus, the oldest son’s behaviour
constitutes a risk of harm 70 others, but he is simultaneously at risk of
harm from his father. Our next example (which we used in chapter
seven also) further illustrates the intricacies of assessing risk in family
systems.

Clamp family (taken from O’Reilly & Parker, 2014, p. 294)

Dad: She <turned round> and told my brother <in front of
the three children> (.) <that ‘e cannot ‘ave anythin’
t’ do wiv fmy children because ‘e ‘as sex with
children>

FT: |Right

Ostensibly, the immediate risk to the children is the possibility of
sexual abuse from their uncle, who is already on the sex offender’s reg-
ister for sexual offences against a minor. A more subtle risk is the expo-
sure of children to topics and language that are developmentally
inappropriate. In this example, the father complains that the social
worker she’ made explicit reference to his brother having ‘sex with chil-
dren’ whilst his children were present. On face value, this is an inap-
propriate form of action for the social worker to take. However, in
reporting this misdemeanour to the therapist in the current interac-
tion, the father repeats the same words again in front of his children
who are present. Although we have not prioritised psychological harm
in this section, this is nonetheless just as important for practitioners to
assess for. Psychological harm refers to the damage done by words or
actions that either undermine a person’s sense of self-worth or expose
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them to information that could create anxiety, or fear, or as in this
example, expose someone to information that is age-inappropriate.

Risk of Harm to Self, Others and from Others Online

When undertaking assessments of risk to self, to others and from others,
it is important to be mindful that some of that ought to focus on how risk
can be mediated through a digital environment. Notably, adolescents
globally are highly engaged with digital devices (O’Reilly et al., 2021) at
a developmental period that (as we noted earlier in the book) is associated
with higher risk-taking (Steinberg, 2010), and therefore it is for practitio-
ners to understand the intersection between risk and the internet. One
recent taxonomy proposed was the four C’s:

¢ Conduct—relates to children’s behaviour online, for example,
cyberbullying.

* Contact—relates to who they are communicating with online, for
example, grooming,.

 Content—relates to what they are reading/viewing online, for exam-
ple, pornography.

* Contract—relates to seeing the child as a consumer, for example, inap-
propriate advertising. (Source: Livingstone & Stoilova, 2021)

In a similar way to assessing harm in person, the guidance on the risk
of harm in a digital environment considers three dimensions:

1. The type of harm—such as physical, psychological, and social harm.

2. The severity of the harm—in terms of the impact it has on the
individual.

3. The longevity of the harm—how long the impact influences the indi-
vidual. (Source: Livingstone, 2013)

Practitioners can help families to build a familial culture of support so
that children can develop digital resilience rather than fearing retribution
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and punishment, or having their devices confiscated. Children fare better
when they believe they will be supported by parents and can go to the
parents when upset or distressed about online issues, than those who
believe they need to keep their online behaviour and interests invisible
from their parents (Livingstone & Blum-Ross, 2020). We advocate work-
ing together with families to find ways of recognising that their children
are living in a digital age and propose that exclusion is not necessarily
always the most appropriate form of protection, but it can be detrimental
to their wellbeing and education. It is important that children develop
digital resilience to cope with modern adversity.

Digital Resilience

Refers to the child’s ability to positively manage the challenges and nega-
tive aspects associated with engaging with others in an online environment.

Thus, it is about helping the child develop digital resilience, learning
and adapting in a digital world, recognising the positive from negative
influences on them, and having a supportive infrastructure around them
when they do find things distressing. More practical support for practi-
tioners can be found in O’Reilly et al. (2021).

Safeguarding

The Oxford English Dictionary definition of the term safeguarding is “to
protect from harm or damage with appropriate measure”. In its broadest
sense would include harm to self as well as harm from others. However,
we make a differentiation between harm to self as being something that
would be typically treated through the mental health system (albeit
within a legal framework), whereas safeguarding in relation to harm from
others would usually be managed through social services and justice sys-
tem. For practitioners, in relation to instructing families about the limits
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of confidentiality, the risk of immediate harm to self, to others and from
others would constitute grounds for legitimately breaching that right. In
the context of working with families, we focus here on the aspect of safe-
guarding as a specific practice-based concern for managing risk of harm
from others.

Child Protection

There is a universal concern about the welfare and protection of chil-
dren from harm and neglect. Many countries have legislation to pro-
tect the interests and wellbeing of children. For example, the
Department for Education (DfE) in England set out policy, legisla-
tion, and statutory guidance for child protection, with the Children
Act of 1989 and 2004 providing the legislative framework (NSPCC,
2021a). Similarly, New Zealand has a Children’s Act (2014) that pre-
scribes the legal parameters for safeguarding practices. These Acts are
designed to offer a structured approach to facilitate collaborative
working between agencies to protect and promote the welfare of chil-
dren and to provide guidance on identifying and supporting children
at risk from harm (NSPCC, 2021a). A benefit arising from such legis-
lation was that there is an onus on all organisations working or having
contact with children to have safeguarding policies and procedures
(NSPCC, 2021Db).

Working with families as a practitioner, you are highly likely to
engage with children and young people. It is therefore vital that you
familiarise yourself with the specific safeguarding policies and proce-
dures of the organisation you work for. Indeed, at the outset of your
appointment with an organisation, this should be a priority and usu-
ally organisations include safeguarding through induction. For many
practitioners, safeguarding training is a mandatory aspect of induc-
tion. While these will reflect national legislation, the specific local
practices and the named safeguarding contact within the organisation

will be different.
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Vulnerable Adults

Children are conceptualised as vulnerable by virtue of their status as a
minor and their developmental competence. Although the notion of vul-
nerability is fluid and contested even for children, it is nonetheless a legal
reference point that some adult members of society are vulnerable due to

reduced capacity or frailty. As noted by Nickel (20006, p. 247):

Ordinarily, we expect people to safeguard their own rational interests.
Some people, however, cannot do this adequately; because of this, their
rational interests must be safeguarded institutionally and procedurally.

While safeguarding is an institutional responsibility, its outworking in
practice is a procedural matter. There are guiding principles that are use-

ful for practitioners which were offered by NHS England (2014):

* Empowerment: Support in decision making and informed consent.

* Prevention: Effort to act prior to the occurrence of harm.

* Proportionality: Managing risk in the least intrusive manner.

* Protection: Advocacy and representation for the most vulnerable.

* Partnership: Professional services and community agencies working
collaboratively to prevent, detect, and report neglect and abuse.

* Accountability: Transparent accountable practices around safeguarding
procedures.

Even if certain members of the family are not present in the current
interaction, attentiveness to any indications of risk of harm to them from
others that the family may mention may require action. For example,
they may talk about elderly relatives in a care home or a family member
with learning disabilities living in residential care. Additionally, younger
members of the family may have taken up roles of caring for other family
members. Sometimes the term ‘parentified child” is used (especially in
family therapy) to describe children who are given or take up age-
inappropriate roles and responsibilities with respect to the other children,
or in becoming a ‘support’ to a parent.
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Confidentiality Breach

If a potential safeguarding matter is raised while you are working with a
family, then there is a probability that you will need to breach confiden-
tiality. In other words, you have duty of care to protect vulnerable per-
sons by reporting concerns that they may have that a person may be at
immediate risk of harm from others. From the perspective of informed
consent, it is important to have previously discussed with the family the
boundaries of the confidentiality agreement you have with them, so that
there is a foundational dialogue and shared understanding of the condi-
tions within which a confidentiality breach might need to occur.

It is typically accepted that people have the right to privacy and confi-
dentiality of information about their mental health (Royal College of
Psychiatrists, 2017). However, there are a limited number of exceptions
to this expectation. Confidentiality is not absolute (General Medical
Council [GMC], 2017). The basis for breaching confidentiality is the
premise that the protection of the public interest supersedes the rights to
privacy of information for the individual (GMC, 2017; NHS, 2003).
Typically, the family practitioner only needs to report concerns about
potential safeguarding matters to the relevant authorities who will then
take responsibility for further investigation.

If a safeguarding concern arises, it is good practice to alert the family
to the fact that other agencies will be contacted. This is a lot easier if the
practitioner has already outlined the procedure of breach from the outset
of the first appointment with that family. We provide a good example of
a practitioner (Community Psychiatric Nurse [CPN]) outlining to a
child during an initial mental health assessment, the parameters of the
confidentiality agreement and the specific circumstances under which the
nurse would be obliged to take further action.

Family 21 (from previously unpublished data)

CPN (.hhh) what we speak about is confidential (.) okay
(0.95)
the only time that that would get broken (.) would be:

<if you told me that> (0.82) you’d got thoughts of
hurting your|self or hurting other people (0.49) or that
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(.) somebody was hurting |you

(0.30)

okay then we’d have to sort of inform somebody |else but
otherwise it kind of (0.32) Jjust stays with us

This extract succinctly demonstrates the basic protocol of explaining
the three exceptions to the confidentiality agreement hurting yourself,
hurting other people, or Somebody was hurting you'. Although in this
extract the child does not verbally express understanding these excep-
tions, the pauses indicate space for the child to acknowledge what is being
said. The fact that the CPN continues indicates implicitly if not explicitly
(the child may have expressed nonverbally off camera) that the child has
agreed to the conditions outlined. However, while this is a clear and sim-
ple example of how to introduce the limits of confidentiality to family
members, it is often the case that practitioners omit to fully explain these
boundaries. The next extract is an example of a partial confidentiality
discussion (also from an initial mental health assessment).

Family 28 (from previously unpublished data)

Doctor Okay an:d it’s confidential we will not break that

confidentiality unless we absolutely have to

(1.37)

Okay
Child Uh huh
Doctor Alright

This extract shows that the confidentiality conversation has been raised
and that there may be times when the confidentiality might need to be
breached wunless we absolutely have to’. However, the limitations of this
example are that the exact parameters of the circumstances in which this
might need to happen are left ambiguous.

It is very important to outline the limitations of confidentiality

with the three specific exceptions: harm to self, others and from
others.
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Responsibility and Boundaries

Although explaining the limitations of the confidentiality agreement is
vitally important for protecting the safety of the family members and
others in the community, the burden of protecting confidentiality on the
practitioner means it is not ethically or professionally appropriate for
them to speak about client matters to anyone apart from a few specific
exceptions. In line with the usual principles of managing these excep-
tions, guidelines usually refer to who needs to know and to only sharing
the most limited information. Those exceptions would usually be specific
colleagues and/or clinical supervisors. The following extract is taken from
our LOSST LIFFE project on professional perspectives of working with
suicidal persons. This is a narrative from a private counsellor in the UK
who participated in a qualitative interview about their work.

I've got a lovely, supportive family but there’s obviously the
confidentiality side of things, you know, meaning that I can’t
discuss very much when I come home... So, my main source is,
um, would be like peer support, clinical supervision and, um,
trying to do some nice family (activities)

(Participant two, private counsellor)

It is standard practice for counsellors, psychologists, psychotherapists,
and so forth to have clinical supervision which provides a forum for dis-
cussing cases and to debrief about the emotional impact on the practitio-
ner. Additionally, many allied health professionals also engage regularly
in clinical supervision. We regard this as best practice. However, some
family practitioners such as those in social care, probation, policing, or
nursing may not have access to clinical supervision as standard practice.
It may be part of the culture of that specific profession to ‘just get on with
the job’ and not take time to reflect on the personal or emotional impact
of the work, and yet our work on the LOSST LIFFE project shows very
clearly that working with risk can have an emotional impact (see Thorne
and O’Reilly, 2022). We therefore encourage you to undertake the reflec-
tive activity in Box 9.3.
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Box 9.3 Reflecting on the Personal Impact of Working with Risk

Reflective activity

Working with risk

It is important to be mindful that whatever professional role you are in,
you are still human, and it is inevitable when working with families, espe-
cially where risk areas are disclosed, that some of the things you encounter
will have an emotional resonance. Using avoidance or detachment strate-
gies to suppress your emotional response to having conversations with
families about risk can lead to burnout, compassion fatigue, vicarious
trauma, and other mental and physical health difficulties.

Consider the following list of strategies that you could engage in to build
your own resilience and maintain your professional capacity to work effec-
tively with risk in the family:

e Seek out professional supervision on a regular basis for debriefing and
planning for proactive coping strategies.

e Schedule space in the diary for reflection and processing.

¢ Take a mindful approach to your work with families by engaging in
micro-strategies throughout the day, such as breathing exercises, being
present, and connecting with the environment in a sensory way.

¢ Find professional colleagues with whom you can safely talk about a fam-
ily’s issues within the boundaries of confidentiality.

* Make a list of activities that you find relaxing and can help you take your
mind off work-related concerns.

¢ Find out what wellbeing supports your organisation offers.

Final Thoughts

In this chapter, we have outlined the three main domains of risk and
provided data extracts from our research projects to illustrate ways in
which practitioners can introduce and discuss these topics in conversa-
tions with families. Although there might be reasons why conversations
about risk are avoided or overlooked, we have discussed the ways in which
not only are these conversations important but have also provided some
clear guidelines about how to have those conversations. We now turn to
the voice of Alison Drewett who reflects on the issues raised in this chap-
ter in Box 9.4.
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Box 9.4 Practitioner Voice, Alison Drewett

Practitioner voices
Alison Drewett
Speech and language therapist

Alison Drewett is a researcher at Loughborough University and is a Highly
Specialist Speech and Language Therapist at Leicestershire Partnership
(NHS) Trust. She is also studying for her PhD at the University of Leicester
around autism and mental health.

My role as a speech and language therapist working in inpatient mental
health settings often involved conversations around risk and always neces-
sitated knowing about risk. Staff are specifically mandated to know about
patient risk and to plan care accordingly. | quickly learned, as a new profes-
sional, that | always needed to talk to the patient’s staffing team before
visiting a patient. | needed to know about the patient’s current observation
levels, their level of family contact, and their specific risks to plan my ther-
apy sessions accordingly. For example, patients may be care planned to
always have a member of staff with them in addition to the therapy staff,
or they may have had difficult home leave experiences affecting their men-
tal health or be prevented from carer visits, making references to family
sensitive. In addition, they may not be allowed to go off the ward or to
have specific objects because of particular identified risks. This would mean
that carrying out a social skills session with the person that provided oppor-
tunities for interacting with wider members of the community outside the
ward environment was not feasible. These examples underline how know-
ing about risk, understanding family dynamics, and adjusting for risks, is
inherent in the clinician’s practice. It is core business, not simply a health-
care task.

(continued)
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Box 9.4 (continued)

Progressing a patient through hospital to discharge inevitably involves
many decisions about risk to ensure patient safety and needs family involve-
ment. As well as risk being core business it is also everyone’s business, not
just the realm of the psychiatrist, clinical psychologist, named nurse or man-
agement. For example, it is the responsibility of all staff to ensure that
record-keeping is accurate and reporting procedures are followed to guar-
antee that current information is properly relayed and acted upon. This is
essential as risk is dynamic; its patterning can change quickly, especially in
acute mental health where the patient is very unwell when admitted, and
there is a critical time of getting to know the person, gathering often frag-
mented and conflicting historical data, and establishing baselines. | have
seen serious failures when information about a patient has not been com-
municated effectively within a team, and the emergence of risky behav-
iours has not been acted upon and managed. Risk assessment is key to good
care, but this also requires effective reporting procedures, as well as front-
line staff and families to feel empowered to input into these processes.

During discharge from an inpatient unit for example, a key issue is to talk
about is risk. The family play an important role in managing risk in the com-
munity, and so, the transition from inpatient care to the community is
pivotal. To ensure effective risk management, it is important that families
are involved in discharge conversations.

From our experience of clinical practice, research, and supervising
and training others, we acknowledge that talking about risk and man-
aging the safeguarding that arise from those conversations is difficult
on several levels. It can be difficult at times to initiate those conversa-
tions with families, it can be difficult to navigate conversations to
identify risk factors, it can be difficult to have to engage agencies to
protect family members from harm, and it can be difficult to manage
your own emotional responses to risk scenarios. However, the overrid-
ing concern is to always think about the wellbeing and safety of family
members and the surrounding community which is the motivating
factor to ensure these risk procedures are always engaged. Furthermore,
we always endeavour to practice what we preach by engaging in self-
care strategies because of the type of work in which we are involved.
We summarise the key messages from the chapter in Box 9.5.
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Box 9.5 Key Points

e There are three areas of risk to assess for in families, harm to self, harm
to others, and harm from others.

* Sometimes family members may be at risk of harm to others and
from others.

e Asking questions about risk is necessary and there are different styles of
questioning that can be useful, such as incremental and normalising.

* Not all risk occurs in the physical environment, so it is helpful to be mind-
ful of family members’ digital activity.

e Itis essential to outline the limits of confidentiality.

» Safeguarding concerns must be reported to appropriate agencies.

* Working with risk requires additional care to be taken in looking after
your own welfare.
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Using Naturally Occurring Data
for Professional Development

Learning Objectives

¢ Define naturally occurring data

* Recognise the value of recording actual conversations with families for
professional development

¢ Identify some ways that naturally occurring recordings and transcripts
can be used for reflective practice and supervision

e Critically assess the potential value of interventionist conversation analy-
sis for supporting professional development

Introduction

In our opening chapter, we introduced you to the concept of naturally
occurring data in the context of our research projects that have served as
a foundation of examples throughout this book. As a reminder, these are
data that capture naturally occurring activities or texts for research pur-
pose as compared with retrospective accounts such as those produced by
interviews or focus groups (Kiyimba et al., 2019). The problem with
researcher-generated data from interviews and focus groups is that the
narratives are subject to a range of biases, such as inaccuracies of memory
or deliberate omissions or embellishments. Much therapy research as well
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as therapy training materials focus on these kinds of accounts, often via
post-session checklists and questionnaires or more in-depth post-session
interviews. By demonstrating the points raised in the book so far with
extracts of in situ conversations with families, we have sought to exem-
plify the value of using actual naturally occurring transcripts of conversa-
tions to study the practices of conversing with families. We acknowledge
the caveat that of course, this hinges on how the transcript or video
recording captures the process without undue influence imposed by the
presence of a recording device. Similarly, in a professional setting, when
people talk about interactions and conversations they have had with fam-
ilies, there is the potential for distortion from what actually happened.
Therefore, this chapter invites a discussion about the benefits of using
actual recordings or written documents that occur naturally in the profes-
sional context as a starting point for professional development.

Using Recordings of Naturally
Occurring Activities

For some professions it is not unusual to record mental health conversa-
tions with families for a variety of reasons, like supervision, training,
reflecting teams, and research projects, whilst for other professions it is
rarely or never done. However, with an increase in the use of digital and
online modalities for working with families and colleagues, these afford
more opportunities for recording conversations.

Pragmatics of Recording Conversations with Families

The first consideration when planning to record conversations with fami-
lies is that of consent. Obviously, covert recording of conversations would
be unethical and ensuring that all parties are aware of and have consented
to being recorded is essential. There are a range of ways of taking consent
from all parties, including asking them to sign a form, all parties verbally
expressing their consent for the recording, or in advance notification of
the recording taking place and by attending, they are consenting. This is
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different in the research context which has a more formal governance
process, and some organisations also have more official policies or strate-
gies around the taking of consent for professional development purposes.
Where there are children involved, the usual protocol is to ask the adult
parents or carers to consent on their behalf, however children themselves
can also be asked for assent and this is good practice. For families to make
an informed decision about consenting to a recording they need to be
provided with information about what the recording will be used for,
who will have access to it, where it will be stored, and for how long.

After ethical considerations have been accounted for, the next issue in
terms of the pragmatics of recording to plan is how to ensure that the
recording quality is good so that it is easy to hear what people are saying
when creating a transcript. One of the most frustrating things is to have
high-quality data but a poor-quality recording so that some of the data is
lost or potentially misrepresented. Even if the recording is not tran-
scribed, difficulty in seeing or hearing what people are doing or saying
can mean that the value of recording the conversation is significantly
diminished. For example, if the recording is being used for supervision
purposes, but only the family member is audible and the practitioner’s
voice cannot be heard because of the location of the recording device, it
is impossible for the supervisor to assess the input of the practitioner.

We also offer a caution to be mindful that the nature of the device you
are recording on and the type of storage it offers (e.g., hard drive or
cloud), has implications for the safety of the data storage. For example,
this can raise questions about the potential ownership of recorded mate-
rial by platform providers. Additionally, care needs to be taken with
shared devices or shared storage spaces that they are not accessible by
unauthorised persons. Importantly, there are many regulations, legalities,
policies, and so forth that govern data collection and storage, even if that
is simply for professional development purposes, and we strongly advise
you to familiarise yourself with those that relate to your country, organ-
isation, and profession.
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Using Online Modalities

These considerations are particularly pertinent when using online medi-
ums for professional conversations with families. Many professions now
use a hybrid of face-to-face and online interactions with clients, and some
are completely online. Many publicly available platforms (e.g., Skype,
Zoom, Teams) are widely used and in some professions, specialist e-health,
m-health, or telehealth platforms have been developed. The reasons why
some organisations prefer to use these specialist platforms is because of
the possibility of added security, which is important for those that also
contain information about clients’ personal details. These e-health and
m-health platforms are used by a range of mental health professionals in
modern practice, and there are currently several training courses available
for adapting work to an online environment. It is not our aim at this
point to discuss the various pros and cons of in-vivo work with families
compared to video-mediated professional interactions. However, we
note, from the point of view of the pragmatics of recording sessions, that
one of the advantages of video-mediated online platforms is that they can
be recorded easily with relatively good quality audio and visual (depend-
ing on the device). There are two central benefits to making a recording
of an online interaction; first is the possible benefit to the client to have a
copy to listen to or watch again later, and second, these recordings can be
helpful in the professional development of the practitioner.

The therapeutic benefits of clients having access to a recording of their
mental health session are becoming more appreciated, as they can revisit
the techniques or strategies, or important points in between sessions.
Typically, the practitioner will be the host of the session and is therefore
the person who has access to the recording and will then take responsibil-
ity for the transfer of the recording if all members agree it is beneficial.
On a cautionary note, sharing a recording via email or the cloud might
compromise its security in addition to the possibility of other people
being able to access it on the family member’s device. We recommend
that if practitioners wish to engage in this practice, they think carefully
about the possible security implications and seek out some specialist
advice first. Easily attainable recordings of online or computer-mediated
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conversations with families provide the practitioner with opportunities
to use these recordings for professional development, supervision, and
training purposes.

Make sure the families have consented to recording the session
and are clear about what you are going to use the recording for

before undertaking this activity.

In the Clinic Versus on the Go

For some professions, meeting with families in a clinic or inpatient facil-
ity means that potentially data can be recorded more easily, especially if
there is already audio-visual equipment set up in a purpose-built room
(such as family therapy settings). For other practitioners, meeting with
family members tends to occur in the community or in the family home.
The variability of community settings means that there are more things
to consider when attempting to record conversations for professional
development purposes:

* Background noise—pets, television/radio, extraneous noises like
neighbours revving a car loudly or playing music. In such cases, it is
wise to consider how much background noise might be picked up by
the recording device or microphone. Some microphones filter out
background noise and this may be worth the investment.

¢ Interruptions—unexpected interruptions from someone knocking on
the door, visitors arriving, other members of the household may walk
into the room, telephone ringing, and so forth. Where possible it may
be helpful to collaborate with family members to consider ways to
minimise this challenge.

¢ 'Third parties—when ethical procedures have been followed to ensure
family members being recorded have given consent, it can be problem-
atic if third parties enter the room after this process has been com-
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pleted. If the conversation and recording are in mid flow, it can be
difficult to stop and ask for consent for those additional third parties.
This could be rectified by asking for retrospective consent after the
conversation is completed, or the recording will have to be stopped at
the point the third party enters.

¢ Device location—in community or home settings, it can be challeng-
ing to figure out where to locate the recording device, and if using
video, a portable tripod may need to be set up. If family members or
practitioners are moving about in the course of their professional
duties, they may move away from the recording device at certain points
potentially interrupting the quality of the recording. Some of these
challenges may not be resolvable unless one invests in movable devices
such as tie-mics or bodycams.

Asking the Family to Record Events
in the Home Environment

One of the challenges for practitioners working with families is that we
are not with them every day. So, there may be many instances of the
problem behaviour for which they have sought professional help that
occur in the home where we are unable to see and hear what is happen-
ing. With the exception of professionals who may be called into the home
at a time of emergency in the family, very many family practitioners see
the family members in an institutional context such as a clinic.
Practitioners then rely on what occurs between family members during
those institutional interactions, and what the family reports as having
happened in the home setting. As we showed in the following extract that
was introduced in Chap. 7 (taken from Parker, 2003, p. 138), the adoles-
cent male in this interaction with a family therapist complained that the
way his parents behaved towards him at home was quite different from
how they presented to the therapist in the session.
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Gallagher House
Client: You don't see how they treat me.
(2)
Client: Js- nasty really nasty.
(1.2)
Client: How they can just (1.6) s- swear at me and, (1)

threaten to kick my head in an-, (1.4) and [then just
be as nice as- nice as | pie, =

Therapist: [(I've not
seen that today)

Client: = to my sisters.

Thus, for the practitioner, a web of different narratives from different
family members can feel difficult to untangle. One option that some
practitioners use is to ask family members to record instances of the prob-
lem as it occurs at home, so that they can bring the recording to show to
the therapist (O'Hanlon & Rifkin, 2013). Notably, although this tech-
nique may provide valuable information for the practitioner to discuss
with the family, it is potentially fraught with ethical challenges. Not least,
it is unlikely that the person being recorded engaging in inappropriate or
problematic behaviour would stop to concede consent for the recording,
nor might the person intending to make a recording stop to ask for con-
sent. Nevertheless, we mention the approach here by way of example of
another possible way that naturally occurring data could be used thera-
peutically in working with families.

Using Naturally Occurring
Text-Based Documents

It is not always preferable and/or practical to audio-video record conver-
sations with families for professional development or supervision pur-
poses. While we reiterate the value of using actual naturally occurring
recordings of conversations for reflection and personal development, we
recognise that in the reality of professional practice, some of the chal-
lenges outlined previously may prohibit collection of this kind of
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information. Another form of naturally occurring information that can
be very valuable to review, as an individual practitioner, team, or with a
clinical supervisor or mentor, is text-based documents. Although there
are lots of types of documentation that could be utilised for these pur-
poses, we focus here on the three main document categories, which are
clinical notes, referral documents, and progress and outcome reports.

Clinical Notes

One of the most discussed areas of professional practice is how to write
good clinical notes. There are many factors that different professional
groups prioritise in terms of what kind of information is valuable or nec-
essary to record, as well as where the notes will be kept, that is, paper files
or electronically. For individual practitioners, clinical notes may contain
information about risk, about the content of that interaction with the
family, and about the goals or actions arising from the session. For indi-
vidual practitioners, the notes will be designed solely for their own record,
whereas notes that are accessible to others, such as in multi-disciplinary
teams, the notes may be designed to communicate information to others
as well as serve the purpose of recording the information for the practi-
tioner who created them. Another factor that practitioners often need to
consider is whether the client themselves may at some point request to
see their notes and the possibility of whether the notes may be subpoe-
naed by a court for legal purposes. These considerations will also impact
the way the practitioner writes the notes and the content thereof. It can
be really helpful for trainees and newly qualified practitioners to work
with a supervisor, mentor, or trainer, in developing their own note-
keeping practices, to look at actual examples.

Referral Documents

Referral documents are notoriously scant in content. Anecdotally, this
can sometimes be a source of frustration for practitioners involved in tri-
age especially, as it can be difficult to identify which services would be
most appropriate based on the information provided. One way that a
review of referral documents might be beneficial could be in designing a
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new referral template. If the information provided in the current format
does not sufficiently support a high-quality triage process, one solution
might be to reorganise the referral template so that headings are created
that request specific information. Alternatively, the referrer may have
their own documents that they use but only provide minimal informa-
tion. If practitioners regularly receive referrals from a particular referrer,
then a referral document review may highlight particular trends that can
be raised with the referrer to support a more satisfactory process.

Progress and Outcome Reports

A valuable part of the professional interaction between referrers and ser-
vice providers in family support is that service providers communicate
well with referrers by giving progress or outcome reports about the inter-
ventions. Good quality, effective, and useful progress and outcome
reports are succinct and clear and contain all the relevant information.
Again, the skill in writing reports that meet these criteria is one that prac-
titioners need to develop during their training and hone their skills
throughout their professional career. Examination of examples of good
report writing can therefore be extremely valuable for practitioners devel-
oping these skills. The ability to see actual examples rather than just
understand the principles can genuinely support skill development.

Using Naturally Occurring Data for Supervision

Supervision can be delivered in different forms, including individual
reflective or peer discussions or might involve more hierarchical conver-
sations with a mentor or manager (Helps, 2021). As previously men-
tioned, not all professional groups have clinical supervision. However,
practitioners, such as counsellors, psychologists, and psychotherapists,
are required by their professional bodies to engage in supervision with a
more senior practitioner. The aim of supervision includes several factors,
such as mentoring in a particular therapeutic modality and providing
opportunity for reflection on one’s own practice (Fruggeri, 2002). The
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goal of the supervisory process is to support and enhance the skills of the
practitioner. This is illustrated below:

First, supervision is a central form of support where we can focus on our own
difficulties as a worker, as well as have our supervisor share some of the respon-
sibility for our work with the client. Second, supervision forms part of our
continual development as workers, including eventually helping us to learn
how to be supervisors.

(Hawkins & Shohet, 2000, p. 23)

Typically, during supervision, the supervisee will report on their inter-
vention with a family using a retrospective account of their interaction.
The value of this is that the supervisee can quickly report on areas that
they wish to elicit the advice or guidance of their supervisor, such as when
they are feeling ‘stuck’ with how to progress with a family or when there
are complexities relating to risk or safeguarding that the supervisee would
like support with. However, all retrospective accounts are subject to
deliberate or inadvertent distortion and so bringing in audio, video, or
text-based naturally occurring documents to supervision can provide a
tangible and concrete basis for discussions about practitioner develop-
ments (Helps, 2021).

In the case of video or audio recordings of interactions with families,
these can be replayed during supervision for real-time reflection and
review. This is often the preferred way to use naturally occurring materials
in supervision. However, in the case of trainee practitioners, a more rigor-
ous approach is usually taken which involves producing a written tran-
script of an audio or visual recording. Although there are now some
automated programmes that create simple transcripts such as in Zoom,
where these are not available, the creation of a transcript is a more time-
consuming process and is the main reason why this approach is often not
used beyond the requirement of training programmes. The value of a
written transcript, however, is that a more rigorous analysis can be con-
ducted on the nuances of how particular interactional skills are used by
the trainee practitioner.
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There are also a growing number of commercial databases of ano-
nymised therapeutic interactions with individuals and families that can
be used as a training resource. They provide the opportunity to “compare
therapeutic methods, relate them back to client outcomes, examine lan-
guage patterns across different types of psychotherapy, and explore count-
less other lines of inquiry” (Alexander-Street, 2022, n.p). An advantage of
using a pre-existing dataset is that no additional consent or recordings are
needed, and the datasets often cover a wide range of topics and therapeu-
tic approaches. However, there is still huge value in trainees and qualified
practitioners recording their own work for personal reflection or supervi-
sion. It is often the only way that tutors or supervisors can actually see
what the trainee is doing in practice (see, e.g., Gale et al., 1993).

Whether the actual audio-visual recording is used in supervision or a
transcript, or if both are used simultaneously, the following guidance can
provide a helpful framework to engage with naturally occurring examples
of practice as recommended by Helps (2021):

1. Prior to your supervision session, it can be helpful to find specific
parts of the recording that you are interested in discussing. This may
be something that went well or an instance where the supervisee would
like some advice on how they may have done things differently.

2. During the supervision, it is useful to discuss with the supervisor
things that were noticed about the way in which the conversation
proceeded.

3. Discuss with your supervisor things that you have noticed about your
communication. Engage with the questions your supervisor raises
about the things you noticed to deepen your reflection.

4. Pay particular attention to any discrepancies between your memories
of what happened in the client session compared to what can be seen
to have genuinely happened using the recording,.

5. With your supervisor, create a plan for what you will do differently in
future based on your observations and reflections.

6. Discuss how these new understandings and insights might inform the
wider context of your work with other families.
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An example of how this process might be valuable to reflect on one’s
own professional practice is demonstrated in the following extracts. Both
extracts show how the practitioners ask several questions in the same sen-
tence. The fact that the child in both examples is unable to answer the
multiple questions can be seen clearly when a transcript is used for reflec-
tive practice and professional development. By looking carefully at these
transcripts, the practitioner and their supervisor may be able to construct
an alternative way of formulating their enquiry that is clearer and more
concise. We provide two examples of previously unpublished data to
illustrate.

Family 4

oT lan’ what things did you enjoy doing tolgether when you
were little? What can you relmember? You look like you
|like mega |blocks
(0.65)
jdid you like mega blocks |when you were little?

Child  °fuh®

Family 14
MHN So tell me a little bit about when you were coming
here tolday (.) What were yo:u hoping for (0.52) eh to

be different?
(.)
What do you think are: the problfems if there are any?
An’ what do you (0.31) want help with?
Child °(I dunno)®

Following our identification of the multiple question problem that
some of the practitioners in this set of recordings were facing, we decided
to look at a larger set of transcripts to explore whether multiple question
asking was a common problem. This led to a wider investigation of ques-
tion use in initial assessments. By taking a combination of conversation
analysis to identify different kinds of questions, and content analysis to
ascertain frequencies, we found that across the 28 assessments, a total of
9086 questions were asked to families by practitioners (O’Reilly et al.,
2015). This was an average of 323.9 questions per assessment. Across the
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data were 5327 questions directed towards children and 3714 towards
parents, with others having no speaker selection. Thus, the mean number
of questions was 3.7 per minute, which is one question approximately
every 15 seconds.

During a professional development workshop, the practitioners
involved in this study were able to compare the facts that were established
by analysis of actual recordings and transcripts, against their subjective
retrospective memories. First, they were surprised at the discrepancy
between their own subjective experience of how many questions they
thought they had asked and the facts established by counting them on
the recordings. This demonstrates that the use of recordings can be
extremely valuable in identify actual practice versus perceived practice.
Second, the practitioners were able to reflect on and discuss the types of
questions used, their efficacy, and the way in which they were constructed.
Finally, the psychiatrist in the team selected extracts of video to discuss
with his own trainees (both those trainees present in the recordings and
those not directly involved). Using real-world video recordings of prac-
tice (either their own or someone else’s) provided a useful mechanism for
training and reflection. Evidently, shining a spotlight on your own prac-
tice, and the practice of others, which may feel a bit uncomfortable, can
be extremely beneficial to you and your peers for continuing professional
development.

Using Reflective Interventionist Conversation
Analysis (RICA)

In the previous section, we discussed the benefits of watching audio-
visual recordings of actual sessions with family members during supervi-
sion to facilitate reflective practice and develop professional skills. We
also demonstrated some of the benefits of a closer analysis of transcripts
of those recordings to highlight patterns and enable critical reflection on
certain aspects of practice such as asking questions. In Chap. 9, we dem-
onstrated the value of using conversation analysis as an analytic approach
to investigating transcripts and highlighted how this methodology helped
the practitioners involved to improve their risk assessment practices. The
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type of applied conversation analysis that is used specifically to reflect on
practice using transcripts of naturally occurring conversations with fami-
lies is called ‘Reflective Interventionist Conversation Analysis [RICA]’
(O’Reilly et al., 2020a).

There are several different approaches to applied conversation analysis
(CA) (Antaki, 2011), one of which is interventionist CA. A characteristic
of interventionist CA is that it is an approach that has the goal of chang-
ing aspects of the participants’ conduct (Wilkinson, 2014). However,
what is unique about RICA as a form of interventionist CA, is that it
takes an inductive or unmotivated looking approach to examining tran-
scripts rather than being driven by a previously identified problem
(O’Reilly et al., 2020b). The features of interventionist CA are that par-
ticipants whose voices are represented in the transcript work together in
partnership with another person or persons (i.e., a researcher or supervi-
sor), and the implications of those conversations are dually considered
(Wilkinson, 2014). The advantage of this for reflective practice and
supervision is that good practice examples can be identified as well as
considering ways to mitigate identified problems. In the seminal paper
on RICA (O’Reilly et al., 2020b), the two potential outcomes were: (1)
the identification of good practice, so that practitioners can use these
skills more and that supervisors or mentors can utilise core messages as a
tool for training or reflection; (2) the identification of areas where change
or improvement might be beneficial.

For practitioners interested in using RICA as an empirically informed
methodology to examine and reflect on actual professional conversations
with families, there are a few considerations to be mindful of. First,
because RICA is a form of conversation analysis, there is a conventional
approach to transcription, which includes the use of symbols to represent
intonation, volume, emphasis, and other paralinguistic features (Jefferson,
2004). There are several resources available, including the original work
of Jefferson (2004) and a more recent publication (Hepburn & Bolden,
2017), as well as online tutorials, that can be accessed by practitioners
wishing to utilise this method. Second, conversation analysis and RICA
in particular are methodologies that require some initial training for the
novice user. We encourage you to actively seek out credible internet-
based resources and tutorials, as well as training opportunities within
your country. Third, we acknowledge that for busy family practitioners,
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finding the time to invest in this kind of professional development can
sometimes be challenging, and it may be necessary to negotiate with your
employer for additional time or resources to engage in this form of good
practice skill development. Despite these considerations, we highly rec-
ommend RICA as an extremely valuable way to review current practice,
to reflect on skills and language use, and to engage in dialogue with col-
leagues to enhance communication with families.

Final Thoughts

We have structured this book into three sections. First, we introduced the
theoretical context of communication with families. In this section, we
critically examined the way that the family unit is constructed within dif-
ferent cultures and over time and introduced our discursive approach to
investigating communication with families. This section also provided
tools for managing multi-party interaction with multiple family mem-
bers. Second, we focused on effective ways to engage with children in
professional contexts. This involved an exploration of various discursive
and creative strategies to engage children and young people in ways that
enable them to feel more comfortable about discussing their feelings and
experiences. A discussion of the notion of children’s competence was the
precursor for critically questioning the appropriateness of children’s pres-
ence in conversations where certain topics are being discussed. In the
final section of this book, we examined the ways in which discursive
approaches and conversation analysis can be valuable analytic tools for
reflecting upon audio-visual recordings of sessions with family members
and transcripts of those recordings for professional development.
Specifically, we highlighted the ways in which family members may expe-
rience shame and blame and how we might manage that, how risk and
self-harm can be discussed safely with family members and how record-
ings of practice can be used for professional development and supervi-
sion. Throughout this book, the practitioner voice boxes have
complemented the theory and data that have constituted most of the text
for each chapter, by indicating how these concepts might be usefully
applied in different professional contexts.
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Appendix: Jefferson Transcription -
Overview of Symbols Used

* (.) A full stop inside brackets denotes a micro pause, a notable pause
but of no significant length.

* (0.2) A number inside brackets denotes a timed pause. This is a pause
long enough to time and subsequently show in transcription.

* [ Square brackets denote a point where overlapping speech occurs.

* > < Arrows surrounding talk like these show that the pace of the speech
has quickened.

* < > Arrows in this direction show that the pace of the speech has
slowed down.

* () Where there is space between brackets denotes that the words spo-
ken here were too unclear to transcribe.

* (()) Where double brackets appear with a description inserted denotes
some contextual information where no symbol of representation was
available.

* Underline When a word or part of a word is underlined, it denotes a
raise in volume or emphasis.

* 1 When an upward arrow appears, it means there is a rise in intonation.
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272 Appendix: Jefferson Transcription - Overview of Symbols Used

1l When a downward arrow appears, it means there is a drop in

intonation.

* — An arrow like this denotes a particular sentence of interest to
the analyst.

* CAPITALS where capital letters appear it denotes that something was
said loudly or even shouted.

* Hum(h)our When a bracketed ‘h’ appears it means that there was
laughter within the talk.

¢ = The equal sign represents latched speech, a continuation of talk.

¢ 2 Colons appear to represent elongated speech, a stretched sound.

(Sources: Jefferson, 2004; Hepburn and Bolden, 2017).
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