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Abstract 

 

Evidence has shown that Multisystemic Therapy (MST) an intensive family- and 

community-based intervention has been particularly effective in the treatment of 

youth with antisocial behaviour from ethnically diverse backgrounds. Although the 

process of change within MST has been explored, there is a dearth of research in 

looking at this for families from ethnic minority backgrounds. The current research 

aimed to address this gap by exploring the experiences of a sample of London based 

caregivers who had completed an MST intervention. A qualitative approach was 

adopted, using grounded theory methodology to explore ethnic minority caregiver 

experiences of MST and generate a model of the processes of engagement and 

change based on participants’ accounts. Seven semi-structured interviews were 

carried out with caregivers from two London sites. The emergent model consisted of 

seven interacting theoretical codes. Three of these codes were organised around the 

process of engagement; deciding to engage with MST, becoming therapeutically 

aligned and considering cultural difference, and four related to the process of 

change; working within a safe and trusting relationship, therapist acting as cultural 

broker, empowering the parent and increased communication within and outside the 

family. The author makes novel suggestions relating to the specific mechanisms that 

are thought to underlie the process of engaging with MST, and highlights the 

importance of considering cultural difference in the initial stages of the MST 

intervention.   
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Chapter 1: Introduction 

 

Engaging minority ethnic populations in mental health services is an area of lively 

debate within clinical psychology. Guidance on mental health service provision in the 

UK advocates for mental health workers to be able to deliver culturally sensitive and 

clinically effective therapeutic interventions (Bassey & Melluish, 2012). Hall (2012) 

highlights the scientific and ethical imperative for delivering such interventions. 

Therefore effective, evidence based therapies that consider and address the needs 

of diverse communities are required. Evidence has shown that Multisystemic 

Therapy (MST; Henggeler & Borduin, 1990; Henggeler, Schoenwald, Borduin, 

Rowland & Cunningham, 1998; Henggeler, Schoenwald, Rowland & Cunningham, 

2002), an intensive family- and community-based intervention for high risk juvenile 

offenders, has been effective in improving outcomes for youth anti-social behavior 

with ethnically diverse samples (Painter & Scannapieco, 2008). A strong and 

burgeoning evidence base has contributed to its growing international 

implementation, including the UK. MST research with minority ethnic groups in the 

UK however has been limited. 

 

The aim of this research study was to explore minority ethnic caregiver experiences 

of participating in MST in the UK. The study sought to generate a theoretical 

understanding of the processes of engagement and change based on participants 

accounts, with the aim of adding to the existing MST process of change model 

(Henggeler, Schoenwald, Borduin, Rowland, & Cunningham, 2009) in highlighting 

factors to consider when working with minority ethnic families. The study aimed to 

contribute to the MST knowledge base, and to existing efforts to make MST an 

equitable treatment model for families from diverse ethnic backgrounds.  
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This chapter charts the development of the research aims. Starting with a discussion 

and definitions of terminology in relation to ethnicity, culture and race, the problems 

of homogenising different ethnic groups in research will be considered. The 

underrepresentation of minority ethnic groups in mental health services will also be 

considered. The evidence base for psychological interventions adapted for such 

groups will then be discussed, with specific reference to systemic models. This will 

be followed by a description of MST and a review of its evidence base. This review 

will consider outcomes studies examining efficacy and effectiveness, and process 

studies examining mechanisms of change in MST. A review of the evidence-base for 

MST with minority ethnic groups will follow, arguing that qualitative examinations are 

needed, leading to the aims, objectives and rationale of the current study. 

 

1.1 Terminology  

 

Pursuing precision in the use of terminology specific to a given area of study can be 

viewed as pedantic or futile (Sewell, 2009). However, terms, concepts and labels are 

constructed as a means to establish a shared understanding of a given phenomena; 

a lack of precision in defining them can distort meaning and interpretation, rendering 

them misrepresentative, meaningless and even dangerous. Indeed, labels are laden 

with intended and unintended meaning (Sewell, 2009), and can be both helpful and 

risky. Labels emphasize exclusion or affiliation, and incorporate covert and 

unacknowledged power hierarchies (McGoldrick & Hardy, 2004). William and Soydan 

(2005) suggest that language used to construct labels reflects particular theories, 

values and political ideologies and should therefore be subject to constant review 

and clarification.  
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1.1.1 Ethnicity, race and culture  

 

The concept of ethnicity is often used interchangeably with culture as well as race 

(Fenton & Sadiq-Sangster, 1996).  According to Shah, Oommen and Wuntakal 

(2005) race, culture and ethnicity can be defined in the following way: “Race is a 

phenomenological description based on physical characteristics. Culture describes 

features that individuals share and which bind them together into a community. 

Ethnic minority individuals have been defined as those with a cultural heritage distinct 

from the majority population” (p.103-104).  

 

Thus of the three terms, race is perceived to be fixed and within the person, and  

often utilised as a signifier for ethnicity and/or culture. Ethnicity, in comparison, is not 

as easily definable. It encapsulates a range of factors used to identify individuals and 

relates to language, geographical origin, skin colour, religion and cultural practices 

(Sewell, 2009). In comparison to race, ethnicity therefore seems to be more fluid and 

is based largely on self definition. Sewell (2009) points out that ethnic group and 

ethnic origin have been defined differently; “Ethnic origin is fixed and pertains to 

religion, language, geography, physical appearance and the culture associated with 

these factors. Ethnic group is self-defined though is usually related to the 

aforementioned characteristics” (Sewell, 2009, p. 17). Like ethnicity, culture is 

considered to be changeable, and is understood as a fabric of cohesion between 

individuals. Bhui (2002) defines it as shared ideas, non-material structures, habits 

and rules that help to circumscribe membership of a group.  
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Sewell (2009) challenges the accuracy of the dominant understanding of culture as a 

shared set of ideas adopted uniformly and in the same way by all those from a 

particular group (i.e. in terms of their race or ethnicity). Culture can be altered with 

generations, country, language and socioeconomic status (Gelfand & Fandetti, 

1980). Thus, both ethnicity and culture should be regarded as concepts which differ 

greatly between not only countries and communities but also between and within 

families (Reicher & Hopkins, 2001). Indeed, culture is not a static entity; it is more 

helpful to think of it perpetually changing through successive phases of definition and 

redefinition (Fenton & Sadiq-Sangster, 1996). It is beyond the scope of this study to 

do justice to the intricate relationships between culture, race and ethnicity. What is 

clear however is that the concepts of ethnicity, race and culture are complex. Claims 

are frequently made in research about how the behaviour and beliefs of a particular 

group is informed by their ‘culture’ and ‘ethnicity’. Culture thus appears to be 

intricately tied to ethnicity and thought of as a determinant of behaviour (Gelfand & 

Fandetti, 1980). 

 

1.1.2 Black Minority Ethnic (BME) 

 

The term or label BME is widely used in the UK to describe minority groups, 

particularly those who are viewed to have suffered racism or are in the minority 

because of their skin color and/or ethnicity (Sewell, 2009). Whilst it has become 

increasingly popular in government and academic literature, it is important to be 

critically aware of its problematic connotations. The term BME most reliably conveys 

disadvantage and, often inferiority (Bhopal, 1997). Referring to people with an 

acronym is wholly reductionist, dehumanising and depersonalising. Distinguishing 

between a white majority ethnic group, and a black minority ethnic group is not only 
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crude, divisive and exclusionary, but inaccurate as it implies that black people do not 

belong to an ethnic minority. It also implies that white people all belong to a single 

group, ‘the majority’, obscuring significant differences within the white population. 

 

Moreover, such homogenizing terminology that groups diverse minority communities 

in a single group prevents people from defining themselves in all their complexity 

(McGoldrick & Hardy, 2004). It can thus be viewed as a convenient label placed 

on minority ethnic groups, rather than how people would identify themselves.  

Stanfield (1993) maintains that “the reproduction of a singular monolithic identity as 

objectified reality keeps ethnic minorities oppressed as second and third class 

citizens, and recognising a range of identities threatens the status quo in that it 

disturbs the social, political and economic arrangements of the dominant group” 

(p.13). 

1.1.3 Minority Ethnic Groups 

 

The term ‘minority ethnic groups’ emerged in the 1980s following its inaccurate 

predecessor ‘ethnic minority groups’ (still in popular use). The earlier term was 

contested as it implies that minority groups are ‘ethnic’, the assumption being that 

only ‘different’ people have an ethnic identity (Sewell, 2009). The current reversed 

description, although grammatically incorrect (with an adjective following a noun), 

makes it clear that those being referred to are ethnic groups, that together or 

singularly are in the social minority. McGoldrick and Hardy (2004) point out that the 

term does not have global transferability in terms of its negative inferences e.g. in 

some societies, such as in the African continent where white communities are in the 
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minority. This arguably exposes the unequal power relations inherent in such terms, 

worryingly masked in the discourse of equality.  

 

Similar to the term BME, the term minority ethnic groups risks homogenizing 

difference and diversity and encouraging generalizations.  Although the term minority 

ethnic is used in this report to ensure consistency in the context of existing research, 

it is recognized as problematic and readers are encouraged to be mindful of its 

limitations.  

 

1.2 Psychological Interventions for Minority Ethnic Groups 

 

The provision of evidence-based psychological interventions for minority ethnic 

groups that take into account specific cultural values is still a largely underdeveloped 

and under-researched area (Rathod, Naeem, Phiri & Kingdon, 2008), making it 

difficult to provide recommendations from which to adapt interventions for such 

groups (Sass, Moffat, Bhui & Mckenzie, 2009). Indeed, there is a lag in treatment and 

intervention research that seeks to develop, adapt, and test novel approaches with 

ethnically diverse populations (Trimble, Scharrón-del Río & Bernal, 2010; Mays & 

Albee, 1992) and clinical trial samples are typically not characterized by ethnic or 

cultural diversity (Miranda, Nakamura, & Bernal, 2003). Halliday-Boykins, 

Schoenwald and Letourneau  (2005) highlight that the neglect of minority ethnic 

groups in treatment research raises serious concerns regarding the effectiveness of 

mental health treatments and the capability of the mental health services to 

effectively treat people from ethnically diverse backgrounds (Weisz, Huey & 

Weersing, 1998). 
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Research has shown that minority ethnic groups represent a small proportion of 

mental health service users in the UK (Dowrick, Gask, Edwards, Aseem, Bower, 

Burroughs & Waheed, 2009), and experience disproportionately poorer outcomes 

when they do engage in mental health services (Sashidharan, 2003).  It has been 

argued that a key factor in this underutilization of mental health services is the 

different cultural conceptualizations of mental health problems and their management 

(Fernando & Keating, 2008). Conventional therapies are grounded in Western ideas 

and may not be as appropriate for people from different cultures (Benson & 

Thistlethwaite, 2008). Research has also shown that dominant professional ideas 

about mental health are experienced as culturally unacceptable for some people from 

minority ethnic groups (Chew‐Graham, Bashir, Chantler, Burman & Batsleer, 2002).  

Differences in culture may lead to differences in understandings of distress and 

communication of certain experiences (Fernando, 1991). 

  

Indeed, differences in Western and non-Western values systems are frequently 

understood to effect attitude orientations to therapy, and cited as a key reason why 

minority ethnic groups may not take up therapy (Fernando & Keating, 2008). Eastern 

cultures are understood to be rooted in the principles of collectivism, which implies 

that an individual’s thought and action orientations are largely governed by the group 

to which he or she belongs, and ‘self’ is not defined through connection to rather than 

differentiation from others, that is, through cultivation of the ‘we-self’ (Seymour, 

1999). An example can be found in Chinese cultural values which emphasize 

collectivism, the centrality of the family, filial peity, academic achievement, hierarchal 

relationships, respect of authority of elders, humility and emotional self control (Kim, 

Atkinson & Yang, 1999; Sue & Sue, 2012). Western cultures are thought to be 

characterized by an individualist orientation, encouraging the development of 

http://www.guardian.co.uk/society/mental-health
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autonomy, independent thinking, self-expression and achievement, with the overall 

aim of trying to develop into inner-directed persons and an emphasis on the ‘I’ self 

(Ghuman, 1999). Such values are likely to profoundly shape experiences of self and 

identity, how individuals make sense of their problems, and manifest in ideas around 

the appropriateness of therapy, and what to expect from such an endeavour.  

 

However, it is important to take into account that individualist and collectivist values 

can co-exist within individuals and cultures. There is likely to be enormous variation 

of behaviour within societies and individuals may adopt both styles (Sinha & Tripathi, 

1994). Great heterogeneity is likely within any ethnic group, and huge variation in the 

degree to which people adhere to the norms and values of their indigenous culture. 

Key factors such as immigration history, language skills, and degree of acculturation 

which refers to changes that take place following intercultural contact (Berry, 1997) 

need to be considered (Kim, Ng & Ahn, 2005; Sue, 1998). Therapists therefore need 

to be culturally sensitive or responsive when working with clients from minority ethnic 

groups (Zane, Nagayama Hall, Sue, Young & Nunez, 2004).  

 

1.2.1 Cultural Competence  

 

Indeed, research suggests minority ethnic groups are more likely to continue with 

interventions modified to take into account their specific cultural needs (Weisman, 

Duarte, Koneru & Wasserman, 2006). The scarcity of research on the efficacy of 

different therapeutic approaches for different cultural groups makes it difficult to know 

exactly how therapy can be made culturally sensitive and appropriate (Jim & 
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Pistrang, 2007). Sue (1998) argues that the ‘cultural competence’ of the therapist is 

necessary although not sufficient in the delivery of culturally appropriate therapies, 

defining the key characteristic of ‘cultural competence’ as good knowledge and 

understanding of the cultural group the client is from. Jim (1997) points out that a 

critical skill in cultural competence is knowing when to generalize, and when to 

individualize - that is recognising when cultural characteristics may be relevant to the 

client’s problems, but to see the client as an individual. She highlights that cultural 

competence stands in contrast to ‘cultural encapsulation’ (Wren 1962), the 

unintentional ethnocentricism that can occur when the therapist lacks awareness of 

the impact of their own culture on interpretations of the client’s difficulties.  

 

Patel (2010) points out the importance of going beyond simplistic explanations and 

recommendations to ensure that the concept of cultural competency is considered 

seriously, so as to not underestimate or obscure the complexity of “understanding 

within marginalized communities the relationship between social context, 

discrimination, inequality, well-being and its neglect within Western psychological 

approaches” (p.30). Brown (2000) highlights that over emphasizing difference in the 

name of cultural competence may facilitate a process of ‘othering’, reinforcing ideas 

of difference as a disadvantage. This may further disempower and marginalize 

minority groups, through an inadvertent re-enactment of racist, colonialist and 

imperialist attitudes in the therapy session (Rober & DeHaene, 2013). The concept 

and practice of cultural competence thus requires enormous sensitivity, and 

thoughtful consideration.  
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Cultural competence has been attended to by some through matching clients with 

ethnically similar therapists, on the assumption that therapist and client are likely to 

share similar backgrounds, and are thus likely to possess knowledge, skills and 

patterns of communication that facilitate the provision of culturally responsive 

treatment (Tharp, 1991; Sue & Sue, 2012). Consistent with this perspective, findings 

indicate that client- therapist ethnic similarity is associated with reduced treatment 

dropout (Maramba & Hall, 2002). However, studies have generally found little or no 

effect of ethnic match on clinical outcomes (Maramba & Nagayama Hall, 2002). The 

most popular explanation for the discrepancy between findings for utilization versus 

clinical outcomes is that the cultural match has a more powerful impact on clinical 

outcomes than ethnic match and ethnic match does not guarantee cultural match 

(Erdur, Rude & Baron, 2003; Maramba & Hall, 2002). It has also been suggested that 

this discrepancy may occur because ethnic match influences engagement, but not 

the treatment process that leads to improved client functioning (Fiorentine & 

Hillhouse, 1999; Fujino, Okazaki, & Young, 1994). However, a study examining 

caregiver-therapist ethnic similarity on youth outcomes in MST found that youth 

whose caregivers were ethnically matched with the therapist demonstrated greater 

decrease in symptoms, longer times in treatment and increased likelihood of 

discharge for meeting treatment goals (Halliday-Boykins, Schoenwald & Letourneau, 

2005).  

 

1.3 Evidence Based Family Interventions for Minority Ethnic Groups 

 

Family therapy has been fruitful in incorporating cultural considerations within 

interventions, spurring growth in research informing clinical practice (Bernal, 2006). 
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As contextual factors are at the heart of the family systems approach, culture is 

central in all family approaches (Speigal, 1971). McGolderick, Pearce and Giordano’s 

(1982) seminal publication on ethnicity and family therapy makes recommendations 

for the inclusion of ethnicity and cultural processes in clinical practice, stating that 

therapy is more effective when it is congruent with the culture and the context of the 

service user. They propose that therapy is best understood as an interpersonal 

process embodying the cultural, social, political, socioeconomic factors (including 

race relations) that impact upon the daily lives of individuals and families.  

 

Families from minority ethnic groups typically prefer family-focused rather than youth-

only focused interventions (Kumpfer, Alvarado, Smith & Bellamy, 2002). Mock (2001) 

understands this as a result of the collective ‘we’ family identity fostered by family 

interventions as opposed to an individual ‘I’ self-identity.  According to Kumpfer et al. 

(2002), traditional minority ethnic families prefer a systems change approach rather 

than individual change approaches due to the emphasis on interconnection, 

reciprocity and filial responsibility. Boyd-Franklin (2006) argues that for such reasons 

family interventions are culturally more appropriate for ethnic families than individual 

intervention models. Meta-analyses indicate that family approaches have effect sizes 

on average nine times larger than youth-only interventions in reducing youth conduct 

problems for both traditional and acculturated minority families (Tobler & Kumpfer, 

2000; Tobler & Stratton, 1997).  

 

Kumpfer et al. (2002) point out that ethnic minority families are difficult to recruit and 

retain in family interventions, particularly if interventions are not culturally appropriate. 

One reason for this could be that such interventions are heavily influenced by, and 
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cater for white middle-class values (McGoldrick & Hardy, 2004). According to 

Resnicow, Soler, Braithwaite, Ahluwalia & Butler (2000) family interventions should 

be developed as culture specific and address deep structural values and practices 

that underpin different cultures, including sensitivity to diverse values of relational 

orientation (Santisteban, Muir-Malcom, Mitrani & Szapocznik, 2001). Kumper et al. 

(2002) recommend that deeper cultural adaptations should consider critical values 

and traditions for within race cultural sub-groups defined by geographical location 

(rural, suburb), educational achievement, socioeconomic status, language, 

acculturation level, and the individuals’ own interpretation and identity with their race, 

culture and ethnicity. They argue culturally sensitive programs are essential for the 

success of family-focused interventions, but are often based on practitioners’ 

perceptions of ethnic community needs rather than research or empirically tested 

theories. 

  

The lack of research and randomized controlled trials on culturally adapted family 

interventions makes it difficult to know whether such interventions are more effective 

than interventions not tailored for minority ethnic groups (Kumper et al., 2002). 

Sanders (2000) argues  there is an ethical imperative to ensure interventions 

developed for the dominant culture do not negatively impact the individual’s own 

cultural values, competencies or language. He cites the need to identify factors such 

as family structures, roles and responsibilities, predominant cultural beliefs, child 

raising practices, developmental issues, sexuality and gender roles within the context 

of developing culturally sensitive family interventions. For example, collectivist values 

that embody strong family ties common in Eastern cultures (such as in the Indian 

culture) have implications for adolescent experiences. It is worth considering that the 

quest for personal and social identity for British-born minority ethnic young people 
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can be fraught with more difficulties than their white counterparts due to the potential 

deep gulf between certain values and social conventions of the home on one hand 

and of the school and wider society on the other (Ghuman, 1999). 

 

Indeed, it is important to consider different cultural perspectives on the task or 

developmental function of adolescence as this may have implications for family 

interventions. Whilst there is enormous variation in any given culture, there are likely 

to be patterns of normative development that are loosely linked with, and 

characterise certain cultures (Berry, Phinney, Sam & Vedder, (2006). In Western 

cultures, individuation from the family is typically seen as the developmental function 

of adolescence (Havighurst, 1956), and the process of distancing or breaking away 

from the family is endorsed by the cultural scripts of literature and films (Considine, 

1985; Kiell, 1959). In this period, there is a mutual re-negotiation of relationships with 

parents in which the adolescent is granted more individual autonomy, leading them 

towards an independent adulthood with more peer-like relationships with their 

parents (Hauser, Powers & Noam 1991). A period of temporary disharmony between 

parents and the adolescents as a result of this is often seen as a normal part of this 

re-negotiation. In contrast to more collectivist cultures, Western culture places a high 

priority on the development of self resilience in adolescence (Saraswathi & 

Ganapathy, 2002). In terms of everyday family interactions, this process of change 

takes the form of reduced daily contact with parents, more autonomy, less time at 

home and more time with friends (Ghuman, 1999). 

 

The process of distancing, accompanied with a range of emotional experiences seen 

as the normative developmental pattern in Western cultures has been shown to be 
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different cross culturally (Berry et al., 2006). For example, a study with African 

American adolescents showed no decline in amount of time spent with family with 

age (Larson, Richards, Sims & Dworkin, 2001). African cultures are typically also 

underpinned by collectivist values placing family at the centre of people’s lives 

(Bharat, 1997). Similar to Eastern cultures,  cultural and religious scripts of devotion 

to the parents and family and increasing commitment and responsibility come to the 

fore in adolescence (Verma & Saraswathi, 2002). There is less of a cultural 

imperative to break away. For example, traditional Indian values stress continuity 

rather than discontinuity in family ties from childhood to adulthood, which are 

strengthened in adolescence (Larson, Verma & Dworkin, 2003), and subordinating 

one’s own individual needs to the kinship group’s interests is perceived as a virtue 

and encouraged (Saraswathi, 1999). Children are taught respect, trust and deference 

to elders from an early age and behaviour threatening the co-operative spirit and 

unity of family is discouraged from surfacing so that close family and kinship ties are 

maintained (Bharat, 1997). Hence, Ramanujam (1972) noted that inter-dependence 

is prized, not independence which can be equated with disobedience in such 

families. Whilst it is important to consider such differences when working with 

minority ethnic families, any efforts must be balanced against the considerable 

heterogeneity that exists within a given culture. 

 

Kazdin (1993) recommends deriving principles to guide cultural adaptations of 

existing model programs rather than developing separate models for minority ethnic 

groups. Researchers of minority ethnic backgrounds recommend that these 

principles should include sensitivity to the following elements: (a) the degree of 

influence of specific cultural family risk and protective factors, (b) level of 

acculturation, identity, and lifestyle preferences, (c) differential family member 
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acculturation leading to family member conflict, (d) family migration and relocation 

history (e) levels of trauma and loss related to experiences of relocation, (f) family 

work and financial stressors, and (g) language preferences and impediments due to 

English as a second language, and level of literacy in native language (Turner, 

2000). Each specific ethnic group will have special issues that need to be considered 

when adapting programs (Kumpfer et al., 2002). For example, adaptations for African 

families should consider their value of education, discipline, religion, extended family 

support, adaptability of family roles and coping skills in hard times (Boyd-Franklin, 

1989; Turner, 2000).  

 

However, the challenge of understanding, specifying and documenting how ethnicity 

and culture play a role in the treatment process, and how interventions may need to 

be adapted to meet the needs of diverse families remains (Bernal, 2006). In a review 

of the evidence base on psychosocial treatments with ethnic minority youth and 

families, Huey and Polo (2008) propose that treatment models reflecting inherent 

consideration of cultural differences (even if not specifying culture-specific protocols) 

produce better outcomes. They cite as an example, the framework of treatment 

principles provided by MST, which recommends therapists respond to unique 

circumstances of the individual client and context (Glisson, Schoenwald, 

Hemmelgarn, Green, Dukes, Armstrong & Chapman, 2010). Indeed, MST has been 

found to be effective for working with ethnically diverse samples (Brondino, 

Henggeler, Rowland, Pickrel, Cunningham & Schoenwald, 1997). The origins and 

application of MST will be examined in the following section.  
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1.4 The MST Model and its Origins  

 

 

MST is an intensive, family and community-based therapy for adolescents and their 

families experiencing difficulties with anti-social behaviour (Henggeler & Borduin, 

1990). MST was developed in the 1970s in the US in response to research showing 

that a number of individual youth, family, caregiver, school and community risk 

factors contribute to the development and maintenance of anti-social behaviour in 

young people (e.g. Farrington, 2003). The majority of these risk factors had been 

overlooked in conventional treatment provision, which typically targeted individual 

rehabilitation when addressing anti-social behaviour (Henggeler, Rodick, Borduin, 

Hanson, Watson & Urey, 1986; Ashmore & Fox, 2014). The development of MST 

sought to target a multitude of risk factors, constituting a more comprehensive and 

ecologically valid approach (Ashmore & Fox, 2011; Kazdin & Weisz, 1998).  

 

 

MST is embedded within Bonfenbrenner’s (1979) theory of social ecology in which 

the interactions between the individual, their family and extra-familial systems (e.g. 

school, community, peers) are conceptualised as functional in the precipitation, 

trigger and maintenance of clinical problems. It is understood that there is a complex 

and dynamic interplay between the young person and the different contexts, each 

having their own unique influence on the individual, and vice-versa. Therefore, MST 

interventions seek to work with all of these systems to contextualise difficulties and 

create change, specifically identifying and targeting maintenance cycles within the 

system (Ashmore & Fox, 2011).  This is the guiding principle and focus for 

intervention.  
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MST seeks to facilitate change within the young person through supplementing 

parenting skills of caregivers, improving family relationships and developing more 

adaptive support networks, ultimately aiming to prevent out-of-home placements, and 

reduce anti-social behaviours (Ashmore & Fox, 2011). MST interventions are 

typically carried out with young people and their carers in their homes to overcome 

the barriers to engagement with traditional services and models of treatment 

(Ashmore & Fox, 2011). Central to the MST approach is the notion that treatment 

should be individualised and tailored to meet the needs of the young person and their 

family. 

 

1.4.1 Engagement in MST  

 

Family engagement is a critical component within MST, and an integral part of the 

treatment process. Cunningham and Hengeler (1999) propose that engagement can 

be defined as an active process whereby the therapist and family members make a 

commitment to work together to accomplish mutually agreed upon treatment goals. 

They argue treatment can not progress until therapist and family members (i.e. the 

youth’s caregivers, other adults who control family resources or have decision 

making authority) are prepared to work on important therapeutic tasks, such as 

defining problems, setting goals and implementing interventions to meet those goals. 

MST therapists thus utilise a number of core clinical strategies to enhance 

engagement with families, including identifying strengths across multiple systems, 

reflective listening, empathy, perspective taking, reframing, authentic, warm and 
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flexible approach, hope and reinforcement, maintaining a family focus and valuing 

the family’s culture (Tuerk, McCart & Henggeler, 2012).  

 

1.4.2 Change in MST  

 

As stated, caregivers are identified as the main facilitators of change in MST 

(Henggeler et al., 2009). Empowering caregivers and enhancing parenting skills (e.g. 

monitoring, affective relations) to improve family functioning is critical in facilitating 

key changes in the youth’s social network. The ultimate goal is to surround the youth 

with a context that better supports pro-social behaviour. This constitutes the MST 

theory of change (Henggeler et al., 2009), depicted in Figure 1.  

 

 

Figure 1. MST Theory of Change 

 

In Figure 1 ‘Improved Family Functioning’ is presented as the umbrella term used in 

MST encompassing ‘parental effectiveness’. Fostering a context that supports pro-
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social behaviour and bolstering personal and local resources for the caregivers helps 

sustain changes achieved during the intervention (Henggeler et al., 2009). 

 

1.5. Evidence Base for MST 

 

MST has been extensively researched, progressing from small scale efficacy studies 

to multisite trials, which have produced a strong evidence base demonstrating its 

effectiveness in reducing youth anti-social behaviour, increasing school/training 

participation, and decreasing rates of out-of-home placements (Henggeler & 

Sheidow, 2012). MST has been shown to improve family functioning (e.g. Borduin, 

Schaeffer & Heiblum, 2009), with a variety of troubled youth including violent 

offenders ( Borduin, Mann, Cone, Henggeler, Fucci, Blaske & Williams,1995). It is a 

well-validated treatment model, supported by an extensive body of research including 

22 published outcome studies (20 of which were randomised controlled trials). A 

number of research studies have also started to examine the process, and the 

mechanisms of change within MST.  
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1.5.1 Outcome Studies  

 

A substantial number of outcome studies have examined the efficacy and 

effectiveness of MST. Curtis, Ronan and Borduin (2004) conducted a meta-analysis 

examining the effectiveness of MST, finding a moderate effect size in improving 

overall functioning in comparison to similar treatments. Young people in receipt of 

MST showed 70% less offending than those receiving alternative treatments. In 

addition, MST was found to be effective in reducing aggression and improving 

emotional and behavioural problems. Treatment effects were sustained for up to four 

years. The review found the largest effect size on measures of family relations, 

consistent with the importance MST places on family functioning (Henggeler & 

Bourduin, 1990). It is noteworthy that 54% of the sample across all studies in the 

meta-analysis were African American. Although not discussed by the authors, this 

holds important implications for the utility of MST for this group.  

 

It is also important to take into account that all of the studies included in the meta-

analysis by Curtis, Ronan and Borduin (2004) were conducted in the US, thus limiting 

the generalisability of findings to other countries. Littell, Popa and Forsyth (2005), 

argue that the meta-analysis findings may have been influenced by estimation errors 

and bias because the researchers were program developers of MST. These authors 

highlight that nearly all of the studies included in the meta-analysis (and the vast 

majority of MST outcome studies as a whole) have been carried out by MST’s 

founders  (Littell et al., 2005). They highlight the possibility of ‘allegiance effects’ and 

vested interests that may occur as a consequence of being closely affiliated with a 

particular model. Curtis, Ronan and Borduin (2004) themselves point out that the 
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involvement of the MST developers as clinical supervisors in the efficacy studies may 

have contributed to the higher effect sizes that were observed in those studies  (d = 

.81) compared to the effectiveness studies (d=.26) in their meta-analysis.  

 

In consequence, Littell, Popa and Forsythe (2005) conducted a further meta-analysis 

of MST effectiveness studies, finding inconclusive evidence of MST effectiveness 

compared to other interventions. They noted the small study sizes, insufficient review 

of evidence for other interventions more effective than MST, and inconsistent and 

incomplete reports on primary outcome studies. However, the first RCT of MST 

carried out in the US independent of treatment developers, examining outcomes for 

young people involved with the juvenile justice system, found MST significantly 

reduced reoffending compared with treatment as usual (Timmons-Mitchell, Bender & 

Kishna, 2006). Positive outcomes have subsequently been found when comparing 

MST to ‘usual interventions’ both in the US, Norway and the UK (Schaeffer & 

Borduin, 2005; Ogden & Hagen, 2006; Butler, Baruch, Hicky & Fonagy, 2011).  

 

1.5.2  Process Studies  

 

There have been fewer studies evaluating the processes and mechanisms that lead 

to change in youth and their families with MST. Studies have begun to identify 

important moderators e.g. treatment fidelity (Henggeler et al., 1998) and treatment 

mediators (e.g. improved peer relations; Huey, Henggeler, Brondino, & Pickrel, 2000; 

family engagement; Schaeffer & Bourduin, 2003) of MST outcomes. Huey et al. 

(2000) and Henggeler et al. (2009) found that decreasing involvement with negative 
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peers is mediated by improvement in family relations and increase in caregiver 

consistency and discipline, identifying processes that facilitate change with MST. 

Further research on the processes of change in MST has both theoretical and clinical 

value for MST (Rutter, 2005). 

 

A number of UK studies have recently aimed to fill the gap in the MST literature, 

examining the processes of change for carers and young people. These have mainly 

employed qualitative methodology to explore parents and young people’s 

experiences of MST. Such studies have shed much-needed light on the specific 

mechanisms of change with MST (Tighe, Pistrung, Casdagli, Baruch & Butler, 2012; 

Paradisopoulos, Pote & Fox, (submitted for publication); Kaur Gomez, Pote & Fox, 

(submitted for publication).  

  

Tighe et al. (2012) carried out a qualitative study which consisted of interviewing 

young people and their parents following participation in an MST programme based 

in London. A thematic analysis generated 10 themes organized around two domains. 

The first domain, captured the central importance of the therapeutic alliance in 

families’ positive experiences of the intervention.  The second domain highlighted 

outcomes as a more complex construct, with improvements still reported in spite of 

some repeat offending. A wide range of outcomes were reported, including re-

inclusion into the education system and increased communication. Importantly, the 

data generated indicated an increase in parents’ confidence, and improved family 

functioning as a result of participation in MST. Based on their findings, Tighe et al. 

(2012) concluded that another key mechanism of change in MST is intervening in the 

multiple systems in the young person’s life.  
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It is worth noting that although there were minority ethnic participants within Tighe et 

al’s. (2012) study (48% of the total sample), there was no discussion about whether 

culture or ethnicity specific issues arose, and if so, how they were negotiated within 

MST.  There is a danger in interpreting the absence of the discussion of such issues, 

as indicative of them not being present or relevant, which in reality may not be the 

case. In light of the findings from the aforementioned studies that highlight the 

importance of the therapeutic alliance as key mechanism of change in MST, it 

becomes ever more important to consider the potential challenges to forming a 

therapeutic alliance in MST when working with families from different cultural 

backgrounds, and the impact this may have on engagement and change.   The next 

section will consider studies that have specifically examined MST with minority ethnic 

groups.   

 

1.6 MST Studies with Minority Ethnic Groups 

 

Is has been argued that MST is a culturally competent intervention (Brondino, 

Henggeler, Rowland, Pickrel, Cunningham & Schoenwald, 1997). Indeed, the 

effectiveness of MST for minority ethnic groups has been evidenced by several 

clinical trials in the US that have included relatively high percentages of minority 

ethnic families (Brondino, Henggeler & Rowland, 1997). One of the pertinent studies 

supporting this claim was carried out by Scherer, Brondino, Henggeler, Melton and 

Hanley in 1994.  They conducted a three year multisite study in South Carolina to 

evaluate the outcome of MST across two rural mental heath sites, comparing it to 

treatment as usual for families who had an adolescent at imminent risk of 
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incarceration. Seventy eight percent of the total sample was of African American 

origin. Findings showed that families who took part in MST showed significant 

decreases in aggressive behaviour, and improved family functioning in comparison to 

usual care services.  

 

Painter and Scannapieco (2008) posed the question, in a review of the literature on 

MST with culturally diverse families ‘if families and children from diverse populations 

experiencing mental health problems receive MST, will they have similar outcomes 

across race and ethnicity?’. Ten randomized controlled studies were reviewed, 

examining the effectiveness of MST with youth who have serious mental health 

problems, on outcomes of family relations, interactions or functioning; out-of-home 

placement; psychiatric symptoms; and school functioning. Across the studies 

reviewed, African American males were over-represented, ranging from 15.5% to 

80.6% of the sample. The majority of the studies examined, reported on the 

effectiveness of MST in improving family relationships, decreased behaviour 

problems and/ or improved psychiatric symptoms. The authors concluded that MST 

was a promising intervention in reducing disparities in mental health care for African 

American children in the child welfare system, in decreasing the chances of out-of-

home placements. 

 

It is important to note, however that the over representation of African Americans in 

the studies reviewed, poses problems for generailsability across all ethnic minority 

groups. Different cultural groups are likely to have significant structural differences 

across important dimensions within the family, and within culture specific value 

systems e.g. acceptability of outside involvement (Hines, Garcia-Preto, McGoldrick & 
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Weltman, 1992). Moreover, all of the studies reviewed in the Painter and Scannpieco 

(2008) article were carried out in the US, which once again raises questions about 

the generalisabilty of findings for minority ethnic groups outside of the US since there 

are likely to be major societal and cultural differences across the various ethnic mixes 

in different countries. Also, only one of the studies reviewed was independent of the 

founders of MST. So nine of the 10 studies reviewed were carried out by researchers 

who were affiliated with the development of MST, which brings to the fore issues 

around ‘allegiance’ discussed previously.   

 

Butler et al. (2011) published the results of the first independently conducted RCT in 

the UK, evaluating the effectiveness of MST in a large, ethnically diverse urban 

sample. They specifically sought to examine whether MST is more effective in 

reducing youth offending and out of home placements compared to existing youth 

offending protocols. They also sought to determine whether MST leads to broader 

improvements in family functioning and youth sociality. One-hundred and eight 

families from an inner London borough were randomised to MST or the youth 

offending team and followed up post intervention. Forty one percent of the sample 

was from an ethnic minority background (mainly black African or Afro-Caribbean). 

Young people from both arms of the study showed reduced reoffending and out of 

home placements. However, differences in the mean number of offences from six 

month pre-MST up to a year after MST were all non significant. Despite this, there 

was a significant difference between the numbers of non-violent offences at 18 

month follow up. There were however no significant group differences post treatment 

in secondary outcomes of increased parental supervision, increased family 

communication or reduced deviant peer association. Although the authors propose 

that secondary outcomes along the dimensions mentioned above are likely to 
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emerge much later (since reductions in youth offending emerged at the end of the 

follow up period), such findings raise important questions about whether cultural 

factors within the significant minority ethnic proportion of the sample may have 

contributed to the lack of significant secondary outcomes.  

It is important to note that the study carried out by Butler at al (2011) does not 

highlight whether any adaptations were made to the MST model to ensure cultural fit 

with England. Schoenwald, Heiblum, Sladana and Henggeler (2008) carried out a 

review of the cultural adaptation process for the transportation of MST in different 

countries. They highlight the importance of pre-implementation adaptations e.g. 

programme developers collaborating with local stakeholders to adapt the programme 

to the structure, procedures culture of the host country. The study describes 

adaptations that were made to the intervention to ensure concepts were 

understandable, culturally relevant and appropriate e.g. different norms around 

‘praise’ in the US and Scandinavia. However, the review did not consider whether 

cultural adaptation was necessary for England. It is important to consider how the 

MST model originating in accordance with the cultural norms in the US impacts not 

only a UK population, but minority ethnic groups within the UK. 

Butler et al (2011) note that their study does not provide insight into processes or 

mechanisms of change. Indeed, all of the studies that have examined MST with 

minority ethnic groups have been quantitative studies that have examined outcomes. 

There have been no studies to date, either in the US or in the UK, that have 

qualitatively examined the process of change specifically for minority ethnic groups. It 

has previously been argued that the social-ecological approach MST adopts 

inherently addresses some of the key barriers to accessing mental health services for 

minority ethnic groups (Henggeler et al., 2009), yet there has been no qualitative 

research to corroborate this.  
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In light of the common view that minority ethnic groups are typically referred to as 

‘hard to reach’ (Begum, 2006) it seems pertinent to not only examine mechanisms of 

change specifically for minority groups, but to also consider factors that impact 

engagement, since this is arguably the precursor to any effective change. 

Understanding which aspects of a complex intervention such as MST are associated 

with better outcomes for minority ethnic groups may help to improve clinical practice. 

It is important to take into account that there is no published research on minority 

ethnic users perspectives of MST to date, and what they perceive as the advantages 

and challenges of this treatment. Tighe and colleagues (2012) highlight the potential 

advantages of exploring service user perspectives, in that it may facilitate insights 

into how MST may be improved and provide richer, more detailed accounts of the 

helpful or unhelpful aspects of MST.  

 

1.7 Proposed Study  

 

Since there are no existing studies to the author’s knowledge that have qualitatively 

examined the process of engagement and change specifically for minority ethnic 

groups, the purpose of the proposed study is to fill a gap in the existing literature 

through looking at this in a UK sample. The qualitative research mentioned 

previously examining process of change in MST, and mechanisms that impact 

outcomes (Tighe et al., 2012) provides a good foundation to build upon in order to 

understand that factors that facilitate, or hinder engagement and change for minority 

ethnic groups. Specifically, the current study is interested in finding out how MST 

accommodates diverse cultural beliefs, and the experience this has on participation 

in MST for minority ethnic carers and their families.  
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1.7.1 Aims of Present Study  

 

The aim of the study was to use qualitative methodology to explore minority ethnic 

caregiver experiences of MST. The study more specifically aimed to: 

  

 Explore factors which are experienced as contributing to or hindering 

engagement and change with MST from the perspective of minority ethnic 

caregivers 

 

 Generate a theoretical understanding of the processes of engagement and 

change with MST for minority ethnic caregivers 

 

 Consider the emergent model in relation to the existing MST process of 

change model in order to examine whether new factors emerge, and whether 

the existing model could be adapted to explain the process of engagement 

and change for minority ethnic caregivers. 
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Chapter 2:  Method 

 

2.1 Research Design  

 

A qualitative study was designed to explore the research questions and grounded 

theory (GT) was chosen as the qualitative methodology. The following section 

contains a rationale for using GT and an explanation of what it is. This is followed by 

an outline of the procedure for gathering data. The final sections focus on the 

specifics of data collection and data analysis. 

 

2.1.1 Choice of Methodology  

 

The research aimed to construct a theoretical understanding of the mechanisms that 

underlie engagement and change in Multisystemic Therapy (MST) for minority ethnic 

caregivers. A qualitative methodology was considered most appropriate to achieve 

this given its inductive leaning, and emphasis on process and meaning in trying to 

gain a deeper understanding of experience (Denzin & Lincoln, 1998). Indeed, 

experiences of the factors that facilitated engagement and change in MST are likely 

to be constructed by the perceptions and meaning that caregivers ascribe to the 

various aspects of their MST experience.  

 

Qualitative methodologies typically have a tendency towards constructivist ontology, 

in which reality is understood to be socially constructed by and between the persons 
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who experience it rather than being objective and quantifiable (Gergen, 1999), and 

interpretivist epistemology, in which meaning is understood to be constructed through 

subjective interpretations of a constructed reality rather than scientific facts and 

realities (Bryant & Charmaz, 2007).  Qualitative methodologies seek to prioritise the 

voice of the subject as expert of their experiences, as opposed to imposing pre-

existing assumptive frameworks held by the researcher (Macran, Ross, Hardy & 

Shapiro, 1999). Becker (1996) highlights the value of qualitative approaches in 

helping to gain an in-depth understanding of real world experience in its natural 

context, “facilitating the development of rich descriptions of phenomena and 

processes” (Harper & Thompson 2011, p.84).This is particularly useful for  

generating ideas and theories for further research (Kazdin, 2003; Smith, 2007), which 

was a primary aim of this study.  

 

Qualitative methods can be particularly fruitful in achieving knowledge about areas 

that have received limited research attention (Smith, 2007; Strauss & Corbin, 1998). 

To date, to the author’s knowledge, there have been no qualitative studies that have 

examined minority ethnic user experiences of MST. It therefore seemed appropriate 

to employ qualitative methodology. It was thought that quantitative methodologies 

such as questionnaires run the risk of restricting the exploration of subjective 

experience (Lyons & Coyle, 2007). Grounded Theory was chosen as the most 

appropriate qualitative method of analysis. 
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2.2 Grounded Theory  

 

Grounded Theory is an approach to qualitative research that seeks to explore 

processes, meanings and perceptions based on individual accounts of lived 

experience (Payne, 2007), and aims to develop theory that is based in such data 

(Glaser & Strauss, 1967). Developed by the sociologists Glaser and Strauss in the 

1960s, GT originated from the symbolic interactionism movement, which purports 

that meanings are derived from action and social interactions based on 

interpretations made by the individuals involved (Schwandt, 1994). GT is based on 

an inductive approach in which data is gathered and analysed systematically and 

recursively using a set of rigorous strategies to guide the research and emergent 

theory (Charmaz, 2006). This is thought to allow researchers to stick closely to the 

data rather than forcing it to fit pre-existing theory (Glaser & Strauss, 1967). GT thus 

refers to both the methodology and the theoretical product of the research (Charmaz, 

2006).  

 

Glaser and Strauss (1967) developed a number of methodological steps to guide GT 

research. Central to the GT methodology is the concurrent process of data collection 

and analysis of data. Meaning making thus begins from the start of the data 

collection process (Glaser & Strauss, 1967; Charmaz, 2006; Strauss & Corbin, 

1990). GT holds that analysis should take place following each piece of data 

collection, which involves developing codes, which are labels to describe each 

segment of data. Such codes are developed systematically into conceptual and 

eventually theoretical categories, and constitute the building blocks of subsequent 
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theory (Charmaz, 2006). Codes are used to guide theoretical sampling, which is the 

process of purposefully selecting participants based on the emergent theory. GT 

stipulates that data collection should stop when no new categories are discovered, 

referred to as theoretical saturation (Glaser & Strauss, 1967). Glaser and Strauss 

(1967) identified memo writing as an important part of the analytical process, to not 

only document ideas and keep an audit trail (Birks & Mills, 2011), but to enable the 

development of codes, identify gaps, and increase levels of abstraction (Charmaz, 

2006).  

 

A core part of the analytical process in GT is the constant comparative method 

(Glaser & Strauss, 1967) in which data, codes and categories are constantly 

compared across and within individuals. This process is thought to facilitate the 

robust development of categories, and the subsequent emerging theory. Also, it 

ensures that the researcher sticks closely to the data, allowing concepts and 

categories to arise from the data rather than forcing it to fit a pre-defined concept or 

theory (Glaser & Strauss, 1967). The theory that emerges can then be compared to 

the existing knowledge base, to consider in what ways the new theory contributes to 

this knowledge and understanding (Glaser & Strauss, 1967).  

 

2.2.1 Rationale for using Grounded Theory  

 

GT was considered to be the most appropriate qualitative methodology for this study 

as it was compatible with the research aim of generating a theoretical understanding 

of the mechanisms of engagement and change with MST for ethnic minority carers.  
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GT allows researchers to “examine what is happening, or has happened in studied 

phenomena” (Morse, 2009, p.13) and is therefore well suited to research questions 

about processes within therapeutic work. Moreover, existing theories based on 

Western cultural ideas of therapy might mask and obscure the challenges and 

complexities of therapeutic work with ethnic minorities. GT was considered well 

suited to achieve the aim of exploring these issues since it avoids imposing pre-

existing theories on data.  

 

Henwood and Pidegeon (1992) propose that GT can be employed where existing 

research is under defined and patchy. Given the paucity of the studies specific to 

MST with ethnic minority groups in the UK, this approach was selected to achieve 

this aim. Furthermore, GT has been successfully applied within family therapy to 

explore therapy process (e.g. Strickland-Clark, Campbell & Dallos, 2000; Madden-

Derdich, Leonard & Gunnell, 2002; Lobatto, 2002) and thus was seen to be suitable 

for this study. 

 

Other qualitative methods were considered for this study, namely Interpretative 

Phenomonological Analysis (IPA; Smith, Flowers & Larkin, 2009) and Discourse 

Analysis (DA; Potter & Wetherell, 1987). A brief description of these approaches and 

the reasons for not selecting them for this study are briefly outlined below. 

 

IPA is an approach to qualitative research that is focused on trying to understand 

individuals’ lived experience and how they make sense of these experiences (Smith 
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et al., 2009). IPA requires the researcher to interpret what they perceive the 

meanings respondents are ascribing to their experiences, referred to as the ‘double 

hermeneutic’ (Smith & Eatough, 2007, p.36). IPA thus requires greater interpretation 

on the part of the researcher. This was not thought to be best suited to developing an 

emergent theory which is grounded in what is described by participants’. Indeed, IPA 

does not usually lend itself to theory construction, which is a primary aim in this 

research. Also, IPA has a distinct focus on the individual (Smith et al., 2009), 

whereas GT has more of a social focus given its development from within a 

sociological context. This seemed to be particularly appropriate to the study of MST 

in light of its delivery in a multisystemic context, with a family and community focus. 

 

Discourse Analysis (Potter & Wetherell, 1987) examines the way language is used to 

construct the reality of an individual’s world, and was also considered for the current 

study.  The assumption inherent in DA is that there are multiple realities of the world, 

which are shaped by existing knowledge or discourses. This was of particular 

relevance to this study in light of the focus on culture and experience. However, it 

was decided that the wider focus of this approach on broader societal narratives 

would detract from the task of exploring individual experience and meaning, which 

was the aim of this study.  

 

2.2.2. Versions of Grounded Theory 

 

There have been a number of revisions of GT since it was originally developed by 

Glaser and Strauss in the 60s. The evolution of GT has meant that it has now 
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become an umbrella term representing a constellation of methodologies operating on 

an epistemological continuum (Charmaz, 2009). Early approaches were based on a 

positivist epistemology (that seek to discover objective truths and facts in data), 

whereas more recent revisions are characterised by post positivist, interpretivist 

epistemology (where reality is understood to be multiple and relative, and meaning is 

constructed through subjective interpretations of a constructed reality rather than 

scientific facts and realities (Bryant & Charmaz, 2007)). This study used  Charmaz’s 

social constructivist version of GT (Charmaz, 2006), which is described below.  

 

2.2.3 Charmaz’s Version of GT 

 

Charmaz (2006) developed her social constructivist1 version of GT as an alternative 

to the classic version (Glaser, 1978) and Straussian GT (Strauss & Corbin, 1998). 

Charmaz purports that her version of GT occupies the middle ground between 

positivism and postmodernism (Charmaz, 2006). She challenges the way classical 

GT theorists seek to discover latent and objective truths in data, and argues instead 

that meaning is created as individuals interact with, and interpret such objects.  

 

                                                 

1
 It is important to be aware of the differences between constructivism and constructionism in the UK, but not in the US. Tweed 

and Chamaz note that GT approaches described as constructivist in the US are consistent with the contemporary social 

constructionist approaches in the UK. Constructivist GT is therefore hereafter referred to as social constructionism for 

consistency. 
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At the heart of Chamaz’s approach is the assumption that there are multiple social 

realities, in which knowledge is co-created by the researcher and the participant. 

Phenomena are thus conceptualised as being produced and understood through 

social actions rather than being objective truths (Bryman, 2004). Language, 

discourse, and/or culture are assigned a critical role in the process of construction 

(Charmaz, 2006). Actions and meaning in participants accounts are viewed as not 

only reflecting, but also reproducing inequalities, power relationships and discourses 

(Charmaz, 2009). It is this social constructionist epistemology which frames the lens 

through which data is understood and treated in Charmaz’s approach (Charmaz, 

2006).  

 

Charmaz (2006) criticises the original methodology for assuming a distant 

relationship with participants and retaining the authoritative role of the ‘expert’ 

researcher bringing an objective view to the research. Instead, Charmaz advocates a 

mutual relationship between the participant and the researcher in the construction of 

a shared reality. Charmaz (2006) places great importance on recognising the role of 

the researcher in analysing data and constructing theory based on their interpretation 

of participants language, which is shaped by the researchers own experiences and 

world views. Researchers are thus seen to be a part of the very phenomena they 

study, rather than being external to it (Charmaz, 2006).  

 

Charmaz (2006) recommends documenting the research process and engaging in a 

reflexive process, to enable researchers to take a critical stance towards the impact 

of their own assumptions on the data collection and theory generation process 

(Charmaz, 2006). Instead of seeing it as being ‘objective’ or  ‘the only perspective’, 
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analyses are understood to be subjective and as offering one of many possible 

perspectives, filtered through an individual lens (Charmaz, 2009, p.131). Rather than 

seeking to construct generalisable theories, the aim is to construct tentative 

theoretical understandings viewed as ‘partial, conditional, and situated in time, space, 

positions, action and interactions’ (Charmaz, 2009, p.141).  

 

2.2.4 Rationale for using Charmaz’s version of GT 

 

A social constructionist version of GT seemed appropriate as it is consistent with the 

epistemological position of the study. This approach situates social and psychological 

processes in their material and cultural context (Charmaz, 2006) and challenges the 

notion that there is a single, universal reality. On the contrary, it holds that reality can 

be different for each of us based on our unique understandings of the world and our 

experience of it (Berger & Luckman, 1966) and aims towards an interpretative 

understanding of participants meanings. There are likely to be cultural differences 

regarding minority ethnic parents understandings of concepts fundamental to 

Western models of therapy, such as emotions and the self in relation to others 

(Fernando, 1991; Fenton & Sadiq-Sangster, 1996). A social constructionist approach 

lends itself well to examining such ideas.  

 

Secondly, the overall flexibility inherent in Charmaz’s approach made it a particularly 

appropriate choice in light of the various constraints of a Clinical Psychology Doctoral 

study. Charmaz (2006) invites researchers to utilise the procedures of GT flexibly, as 

long as the rationale and analysis process are transparent. Charmaz’s version thus 
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arguably takes a more pragmatic approach than earlier versions of GT (Charmaz, 

2006). For instance, earlier versions of GT discourage the researcher from carrying 

out extensive literature reviews before data collection in order to maintain openness 

and sensitivity to data (Glaser & Strauss, 1967). Charmaz (2006) acknowledges the 

practical difficulties related to this; literature reviews can help to ensure that 

researchers make a novel contribution to the area being researched (Payne, 2007). 

Since this project was completed as a part of a Doctorate in Clinical Psychology, it 

was essential to carry out a literature review prior to undertaking the research to fulfil 

course requirements. 

 

2.3 Position of Researcher 

 

The researcher adopted a critical realist social constructionist position (Guba & 

Lincoln, 1994).  Critical realism ontologically acknowledges that there is a reality or 

world that exists independent of language, however “we do not make direct contact 

with the world, rather, our experience of it is mediated through culturally shared 

concepts” (Harper & Thompson, 2011, p.91-92). Combining this with a social 

constructionist lens allows the researcher to examine how cultural constructs of 

mental health problems and therapy impact processes within MST for minority ethnic 

carers, whilst acknowledging the researchers perspective in co-constructing 

participants experiences.  
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2.3.1 Reflexivity  

 

Charmaz’s Social Constructionist approach views researchers as ‘part of what they 

study, not separate from it’ and emphasises the importance of taking a reflexive 

stance (Charmaz, 2006, p.21). Researchers are encouraged to reflect on how their 

interactions, positions and assumptions influence the research process. As 

mentioned previously, reflexivity was a highly valued part of the research process to 

elucidate the impact of this interactive relationship between the researcher and 

participant. The following section outlines reflections on the researcher’s position, 

interests and beliefs.  

 

The researcher was a female Trainee Clinical Psychologist, from a Bangladeshi 

background (1st generation). During the time of carrying out the research, she was 

working in a child and adolescent mental health service, and had a clinical interest in 

working with children and families. Unlike the participants, the researcher was not a 

mother. She had never carried out qualitative research prior to this study. She had no 

direct experience of MST. 

 

The researcher had an interest in diversity, culture and systemic practice. Since 

starting clinical training, she became alerted to the idea of therapy as a construct to 

specific Western cultures, and the importance of taking this into consideration when 

trying to understand why certain ethnic minority groups are ‘hard to reach’. The 

researcher commenced the research process with a curiosity about how therapy is 

constructed and experienced between Western trained therapists and people from 
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non Western cultures. She was also interested in inequalities in access to resources 

and power, and the consequences of this on mental health and well-being.  

 

In keeping with the core recommendations of GT methodology, the researcher kept a 

reflective journal, and actively reflected on her position in to consider its impact in the 

research process. Thoughts and reflections were discussed in both research and 

peer supervision at various points throughout the study (see Appendix A and B for 

extracts from reflective journal and memo keeping).   

 

2.3.2 Research Sensitivity 

 

Acknowledging the researchers sensitivity to the data, and highlighting any existing 

knowledge in relation to the present study is important in drawing attention to 

potential biases in the analytical process in GT. As mentioned above, a literature 

review was submitted in order to meet course requirements for the Doctorate in 

Clinical Psychology. It was therefore not possible to enter into the research process 

without pre-existing knowledge, as recommended by Glaser and Strauss (1967).  

Elliott, Fischer and Rennie (1999) acknowledge that researchers attempts to ‘bracket’ 

their prior knowledge is a difficult, if not an unrealistic position to assume and argue 

that it is more important for the researcher to ‘own their perspective’ from the outset. 

Based on the literature review that was carried out the researcher entered the study 

with a sense that MST was a well-evidenced intervention, and was curious about 

people’s experiential accounts of taking part in it since there was very little literature 

around this.  
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2.4 Procedure  

 

2.4.1 Ethical Approval  

 

Since participants for this study were required to have taken part in MST, which is 

provided by the NHS, full ethical approval was obtained from the National Research 

Ethics Service (NRES, See appendix C), and local Research and Development 

committees (see appendix D). Ethical approval was also gained from the Royal 

Holloway University of London Ethics Committee (see appendix E) prior to 

commencing the research. 

 

Ethical issues around informed consent, confidentiality, disclosure of risk and 

distress/discomfort with the process of being interviewed were carefully considered, 

and addressed in the following ways:  

 

Informed consent 

 

All participants were provided with detailed participant information sheets (see 

appendix F) to ensure they had an adequate understanding of the research prior to 

making the decision about whether to take part. The researcher made a concerted 

effort to discuss any queries with participants in relation to the research, and written 

consent was obtained from each participant (see Appendix H). All participants were 
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made aware of their entitlement to withdraw from the study at any stage without this 

affecting their current or future care.  Although young people were not being 

interviewed as a part of this study, a separate developmentally appropriate 

participation information sheet was developed to inform them about the study (see 

appendix G).  

 

Confidentiality  

 

Only the external supervisors were aware of who was being contacted for this study, 

and verbal consent was obtained before their details were passed on to the 

researcher.   

 

All participants were informed that the information they shared in the interview would 

be kept confidential, and that their identities would be anonymised. Participants were 

informed that the information they shared in the interviews would not be identifiable 

to their therapist, or the service, with the only exception being around disclosure of 

risk.  

 

Risk and Disclosure 

 

A clear risk protocol, in line with service procedures was discussed up before 

interviews were carried out to manage the occurrence of any risk issues. Discussions 
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took place with site supervisors around the potential types of risk issues that may 

arise, and how they can be managed. Site supervisors were in a position to be able 

to screen out families that were considered high risk, which was a part of the 

exclusion criteria. All participants were informed about risk related issues via the 

participant information sheet, and a verbal reminder was given at the beginning of the 

interview.  

 

2.4.2 Distress During or Following Interview 

 

Interviews required participants recalling and reflecting on their experience of MST, 

which may have been difficult or emotionally challenging. Participants were not asked 

direct questions about their reason for referral, or details about their particular 

difficulties to reduce potential discomfort or distress. An opportunity to debrief the 

participant upon completion of the interview was incorporated into the design of the 

project. Following discussions with site supervisors, it was agreed that should the 

researcher feel concerned about a participant in the case that they were very 

distressed, it would be appropriate to have a conversation about seeking support.  

 

2.4.3 Safeguarding Children 

 

Consistent with NHS guidance, procedures were put in place to ensure child safety 

and protection.  It was agreed that should caregivers disclose any information that 

indicated that any young person in their care was at risk to themselves, others or 
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property, relevant professionals would be consulted. This was highlighted in the 

participant information sheet.  

 

2.5 Participants and Setting 

 

2.5.1 Inclusion Criteria  

 

The following inclusion criteria were applied to recruit participants into the study: 

 

 Minority ethnic caregivers of families who were involved in MST for at least 3 

months. This is the minimum a family can participate for in MST for it to be 

seen as potentially effective (Henggeler, 1999). 

 

 Minority ethnic caregivers of families who have participated in MST in the last 

12 months irrespective of outcomes. Positive outcomes at discharge 

consisted of the ‘ultimate’ outcomes defined in MST services and in MST 

research (Henggeler & Schoenwald, 2011). These outcomes capture the 

main aims of a MST intervention which are:  

 
 

1. No new charges.  

2. Young person still living at home.  

3. Young person in education, training or employment  
 
 

 Minority ethnic caregivers who were not born in the UK in order to capture 

dual cultured families. 



 

52 

 

 

 Minority ethnic caregivers of families with positive outcomes, negative 

outcomes or no change at the end of treatment in order to try and capture 

factors that facilitated and/or hindered engagement and change. As such, the 

sample consisted of both participants who reported positive outcomes and 

those who had not.  

 

2.5.2 Exclusion Criteria  

 

The following exclusion criteria were applied: 

 

 Non minority ethnic parents/caregivers (including primary minority ethnic 

parents/cares who were born in the UK). 

 

 Identified current risk, such as risk to others or to self.  

 

 Families who disengaged prematurely, prior to completing the minimum three 

month prescribed involvement in MST.  

 

 Parents/caregivers who are unable to speak English as it was not possible to 

pay for an interpreter.  
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2.5.3 Participants  

 

A total of seven subjects participated in the study. All participants were from minority 

ethnic backgrounds, and had participated in an MST intervention in the last 12 

months prior to taking part in the study. Participant demographics are displayed in 

Table 1.  In light of the small sample size, key participant demographics are not 

linked up in the table in order to preserve participant and therapist confidentiality.  
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Table 1: Demographic summary of the sample 

 Demographic 
Information  

Number of 
participants (n=7) 

Gender  Male 1 
Female  6 

Age 40’s 2 
50’s 4 
60’s 1 

Gender of adolescent  Male 3 
Female 4 

Age of adolescent at referral  15 4 
 16 3 

Parent country of origin Rwanda 1 
 Jamaica 1 

 Israel 1 

 Ghana 2 

 China 1 

 Ireland 1 

Parent ethnicity Black 1 
 Chinese  1 

 White 2 

Parent religion Practicing Muslim 1 
 Practicing Christian 3 

 Non-practicing Christian 2 

 Non-practicing Jew 1 

Number of years in the UK 10-20 2 
 20-30 4 

 30-40 1 

Time since completing MST 0-3 months 2 
 3-6 months 0 

 6-9 months 2 

 9-12 months 2 

 12-15 months 1 

Outcomes  Met all ultimate 
outcomes 

5 

 Did not meet all ultimate 
outcomes 

2 

Therapist Ethnicity  White British 1 
 White Romanian 1 

 Northern Irish 1 

 Black Jamaican  1 

Gender of therapist  Male 1 
 Female  6 
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2.5.4 Setting  

 

Six participants were from an outer London MST service, and one from an inner 

London MST service.  

 

2.5.5 Sampling and Theoretical Saturation 

 

Purposive sampling was initially used to identify participants who fulfilled the 

inclusion and exclusion criteria. Site supervisors had access to the  electronic MST  

database in each service, which they used to identify potential participants.  

 

Theoretical sampling, which is an important part of the GT methodology, was then 

employed. This involved transcribing and analysing interviews, and using this 

information to amend the interview schedules in light of insights gained from previous 

interviews.  Additional data was thus collected in light of categories that emerged 

from earlier stages of analysis.  

 

Theoretical saturation can be reached through theoretical sampling. Theoretical 

saturation is reached when additional data does not add further variability to 

categories. The meaning of saturation and whether saturation should be an aim of 

GT research has been the object of disagreement amongst GT researchers 

(Charmaz, 2006). Willig (2008, p. 37) posits that theoretical saturation acts “as a goal 
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rather than a reality”. The term ‘theoretical sufficiency’, which allows for more 

flexibility, has been proposed as an alternative to saturation (Dey, 1999). Aiming for 

‘theoretical sufficiency’ instead of ‘theoretical saturation’ implies researchers can 

generate categories which explain the data sufficiently without forcing data into 

predetermined frameworks (Charmaz, 2006). The idea of sufficiency was therefore 

adopted in the current analysis. 

 

2.6 Recruitment  

 

Service users who fulfilled the inclusion and exclusion criteria were identified by field 

supervisors via electronic records on the MST database. Telephone contact was then 

made to potential participants by supervisors to explain the study, and obtain verbal 

consent for the researcher to contact them. Once this had been obtained, details of 

the participant were securely passed onto the researcher, who made telephone 

contact within two working days of receiving their details to further discuss the 

research.  

 

Participant information sheets (see appendices F and G) were posted out to 

participants following the conversation on the phone with the researcher, who 

arranged a call back a week later. Once verbal consent to take part in the study was 

obtained, the researcher arranged a time to carry out the interview in the participant’s 

home. Written consent was obtained in person, prior to commencing the interview 

(see appendix H). All participants were offered £10 in cash as a token of appreciation 

for taking their time to participate in this study.  
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Participants were recruited in phases to facilitate the process of the researcher being 

simultaneously involved in data collection and analysis which is central to GT. This 

allowed the researcher to transcribe, code, constantly compare data and write 

memos to identify leads and gaps in the data. This was a central part of theoretical 

sampling in the next phase of data collection. Seven parents were recruited in total, 

in four stages of one, then two, then two, then two.   See Figure 2 for an overview of 

the recruitment and interview process.  
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Figure 2. Recruitment and Interview process 
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2.6.1 Data Collection 

 

Interviews were chosen as the source of data for this study to allow for a rich 

understanding of parent’s experiences of MST. Utilising an open ended interview 

schedule and direct questions facilitates the emergence of new concepts, as well as 

addressing specific gaps as the research progresses (Charmaz, 2006). It is important 

to consider that interviews provide a snapshot in time, that is co-constructed by the 

participant and researcher within a particular context and relationship (Charmaz, 

2005). Charmaz thus highlights the importance of the researcher remaining attuned 

to how participants perceive them, and to the relationship that is constructed in the 

interview process.  

 

2.6.2 Interview Schedule  

 

An initial version of the interview schedule (Appendix I) was drafted with the research 

supervisor prior to conducting the interviews, based on previous qualitative MST 

studies (Tighe et al., 2012). The aim of the interview schedule was to guide the 

interviews, starting with structured questions about participants, ethnicity, country of 

birth and route to MST, followed by open ended questions to allow participants 

experiences of MST to emerge. General prompts were included to encourage 

participants to elaborate on their responses and explore ideas they brought. Closing 

questions and debriefing statements were incorporated to signal the end of the 
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interview. The research supervisor, who is also an MST supervisor, reviewed the 

draft interview schedule.   

 

2.6.3 Piloting the Interview Schedule 

 

A pilot interview was carried out with an ethnic minority mother who completed the 

MST intervention in the last 12 months, in line with the inclusion criteria. She was 

chosen at random by the field supervisor from the list of families that fulfilled the 

inclusion and exclusion criteria. The parent received £10 for her time, and her data 

has not been included in the final analysis.  

 

The purpose of the pilot interview was to indentify questions that were not 

appropriate or helpful. Research has shown that ethnic minority service users are 

typically hard to reach both clinically (Begum, 2006) and in research (Bernal & 

Castro, 1994). It was thus helpful to consider with the service user how interviews 

could be engaging. For example, the parent highlighted that asking parents about 

their backgrounds conveyed a genuine interest in them as individuals, thus making 

the interview more engaging for her. Overall, this process was helpful in ensuring that 

questions were relevant, easy to understand, and that the researcher conducted the 

interviews at the pace of someone for whom English may be a second language.  
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2.6.4 Interviews 

 

The interviews with caregivers were conducted by the author in the participants 

homes. Carrying out the interviews in the participant’s home seemed appropriate, 

and in line with the MST model as much of the work carried out is likely to have taken 

place in the family home. It was thought that this may also make it easier to 

participate, and that inconveniences for the participant around meeting in an external 

location (e.g. travel costs, availability of a quiet location) were minimised.   

 

Interviews varied in duration from 1-1.5 hours which reflected the varying 

conversational styles. All interviews were recorded on a digital voice recorder, with 

prior consent. The interview was broadly separated into questions around culturalal 

background, general experience of engaging with MST, the process of change in 

MST, challenges and the impact of MST on difficulties. Participants were asked to 

comment on whether the significant aspects of their experiences had been covered 

at the end of the interview, inviting them to add further thoughts. They were given the 

opportunity to ask the researcher questions, and thanked for their participation.  

The interview schedule was used as a guide and the author was flexible in her 

questioning to ensure that the interview was a sensitive interaction taking into 

account individual experiences and preferences (Hugh-Jones & Gibson, 2012). It 

was important to strike a balance between allowing the interview to be open-ended 

and yet exploring the area of cultural issues around engagement and change with 

MST. Description and exploration of process and meaning to the individual were 

prioritised (Charmaz, 2006).  
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2.6.5 Adapting the Interview Schedule  

 

Discussion with field supervisors informed the construction of questions for the first 

stage of interviewing. The interview schedule was then adapted for successive 

stages of interviews based on the information provide by participants (See appendix 

I). This was in accordance with the principles of theoretical sampling (Charmaz, 

2006). Charmaz (2006) highlights that theoretical sampling is often misunderstood in 

GT. The usual misunderstandings according to Charmaz (2006) are that theoretical 

sampling reflects population distributions, finds negative cases and continues until no 

new data emerges. She argues instead that the purpose of theoretical sampling is to 

obtain data explicating categories, advance the analysis of tentative categories and 

defines which directions to take. In accordance with this, adapting the interview 

schedules (following data analysis) allowed theoretical constructs to progressively 

emerge through increasing precision of categories, distinguishing between 

categories, clarifying and explicating analytic links between categories and identifying 

variations in process.  

 

2.7 Data Analysis Procedure  

 

2.7.1Transcription  

 

The researcher transcribed all the int.erviews as a way of becoming immersed in the 

data, and to develop an in-depth understanding of it (Charmaz, 2006). Interviews 
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were transcribed immediately, and prior to the next interview being carried out to 

allow for theoretical sampling. A denaturalised approach to transcription was 

adopted. The idea that speech is used to construct meanings of the world underpins 

this transcription approach, thus encouraging researchers  to preserve as many 

verbatim oral features of spoken language as possible, including utterances such as 

‘erm’ and ‘erh’ (Davidson, 2009). This was thought to be well suited to GT 

methodology in which language is seen as a way of exploring constructions, 

meanings and perceptions of experience rather than reflecting absolute reality.  

 

2.7.2 Initial Coding 

 

Following transcription of the first interview, data analysis commenced with initial 

coding which constitutes the first step in analysis in GT (Charmaz, 2006). This 

involved breaking the data down into sentence by sentence segments, closely 

examining each segment and using gerunds to define and summarise what the 

researcher considers to be happening in the text. Charmaz purports that coding the 

data as an action rather than using a theoretical label aims to ensure that the 

researcher sticks closely to the data, and that the emerging concepts and 

subsequent theory are grounded in the participant’s experiences (Charmaz, 2006; 

Glaser & Strauss, 1967). Close attention was paid to ‘in vivo’ codes, where exact 

terms used by participants to describe their experiences were preserved as they are 

understood to represent a meaningful experience (Charmaz, 2006).  
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2.7.3 Focused Coding  

 

Focused coding, which is the next major stage of coding involved synthesising the 

low level conceptual codes generated during open coding, to develop more abstract 

codes to describe larger segments of data (Charmaz, 2006). Focused codes were 

generated from the most frequent or significant codes that were identified during the 

initial coding stage. These codes are thus more selective and conceptual than earlier 

codes (Charmaz, 2006).  

 

2.7.4 Memo-writing and Constant Comparative Analysis  

 

Memo-writing, the bridging step between data collection and the final theory, kept the 

researcher actively involved in the analysis by encouraging early generation of 

categories from codes and the shift to higher levels of abstraction (see appendix B). 

This enabled the researcher to remain actively engaged with the data, guided 

constant comparisons and directed theoretical sampling. The overall aim of this was 

to “link and integrate categories in such a way that all instances of variation are 

captured by the emerging theory” (Willig, 2008, p. 36).  
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2.7.5 Theoretical Coding  

 

The final stage of the coding process involved selectively raising focused codes to 

tentative analytic categories and sub categories, which were then raised to tentative 

concepts. Through the iterative process of constant comparisons, memo writing, and 

theoretical sampling, the researcher was able to engage in successive levels of 

analysis to construct abstract theoretical understandings of data (Charmaz, 2006). As 

such, a number of theoretical codes were generated to explain the emergent theory. 

Once the final stage of coding was complete, the emergent theory was compared 

with the existing MST process of change theory. 

 

2.8 Quality Assurance in Qualitative Studies  

 

Published guidelines on conducting qualitative research were incorporated into the 

design of the study and followed closely to increase the quality of the research. The 

guidelines suggested by Elliott et al. (1999), considered the most comprehensive and 

clearest statement of best practice currently available in qualitative research 

(McLeod, 2011), were followed and are outlined in more detail below. 
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2.8.1 Owning Your Perspective  

 

The researcher’s perspective was explicit from the outset described in an earlier 

section on the researcher’s position and reflected upon through memos. This is also 

explored further in the discussion.  

 

2.8.2 Situating the Sample  

 

Relevant demographic characteristics of participants have been provided in order to 

situate the sample, and provide a context for this research (outlined in table 1).  This 

also provides an opportunity for the reader to assess the generalisability and 

applicability of the reported results (Elliott et al., 1999).  
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2.8.3 Grounding in Examples  

 

Excerpts of data are presented to illustrate the process of the research ranging from 

a variety of research memos and interview transcripts of the coding process (see 

Appendix J). Quotations of participants are also presented within the report. 

Presenting information in this way allows the reader the see the development of the 

research, the theoretical development of the data and makes clear the analytic 

strategy.  

 

2.8.4 Providing Credibility Checks  

 

 

Credibility checks were carried out to validate the categories and the emerging 

theory. Findings were thus discussed with an experienced GT researcher, and other 

qualitative researchers. A sample of a transcript was also reviewed and coded by the 

research supervisor and a Trainee Clinical Psychologist who was also undertaking a 

GT project to examine whether there was agreement between the categories 

proposed by the researcher. This helped ensure that codes or themes were not 

overlooked and that categories fitted the data. 

 

Participation validation was also incorporated through consulting a participant on the 

emergent theory to obtain their thoughts and views, and whether the theory 

resonated with their experiences. Strauss & Corbin (1998) point out that the final 

model may not fit all aspects of a participant’s experience but the theoretical 

concepts should be applicable and recognised by them. 
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2.8.5 Coherence  

 

A clear description of categories/themes and the relationships between them have 

been provided to achieve coherence. There has been a concerted effort made to 

present the emergent model clearly with a verbal narrative supported by a pictorial 

representation and appropriately named categories that fitted together to form a 

framework from which to understand the data  

 

2.8.6 Accomplishing General versus Specific Tasks  

 

Elliot et al. (1999) suggest that in order to provide quality research, the research 

should achieve the level of understanding which was intended at the outset. Strauss 

& Corbin (1990) describe two levels of theory, grand theory and substantive. Grand 

theory attempts to account for more global processes. In contrast this study focuses 

on and seeks to generate substantive theory, that is a theory that evolves from 

something that occurs in a particular situational context (Strauss & Corbin, 1990). 

Being clear about this allows the researcher to reflect on the outcome of the data and 

the scope and transferability of any theory generated, which is reflected upon in the 

discussion.  
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2.8.7 Resonating with the Reader  

 

Elliott et al. (1999) suggests that researchers should check that the research 

represents the subject area accurately. One way this was addressed was through the 

author contacting a caregiver to consult on the model to ensure it resonated with 

them in order to provide an authentic account. The author also presents 

recommendations based on the findings of the report that may be relevant to readers 

of this study. 
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Chapter 3: Results 

 

This chapter provides an account of the grounded theory analysis, conducted using 

the methods detailed in the previous chapter. The model outlined at the end of this 

chapter represents an understanding of the processes of engagement and change 

with MST that emerged from the narratives of the participants who contributed to the 

study. 

 

3.1 Confidentiality  

 

All identifying information such as names, geographical locations and service names 

have been removed from quotations to preserve the confidentiality of participants and 

therapists. Each participant was assigned a pseudonym which is used to refer to 

participants. Participant pseudonyms and key demographics have not been 

presented together in order to preserve patient confidentiality as doing so could make 

patients identifiable.  

 

3.2 Findings 

 

Seven theoretical codes emerged from the data. Three of these codes were related 

to the engagement process, titled ‘Getting on board with MST’, and six relating to the 

process of change which is referred to as ‘Finding a new way forward’. Each 

theoretical code was composed of specific and interacting focused codes which 

capture its key dimensions. Table 3 outlines the properties of the focused codes (or 

initial codes), and the subsequent theoretical codes that emerged in relation to the 

engagement process. Table 4 outlines this for the process of change. The theoretical 
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codes and focused codes will be described individually in further detail. Extracts from 

the data will be provided to evidence the codes.
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Table 2. Getting on board with MST; the process of engagement  
 

Theoretical Codes Focused Codes Properties of the codes (initial codes) 

Deciding to engage with MST Having choice over decision to engage   Choosing to participate with MST 
 Source of referral impacting 

perceived choice to engage  
 Not feeling forced to engage 

 From uncertainty to renewed hope  Initially being uncertain 
 Bad experiences with services 

leading to hopelessness  
 Being apprehensive but hopeful  

 MST making sense  Therapists lack of clarity leading to 
disengagement  

 Therapist being specific 
 Working out a plan 
 Focusing on present difficulties  

 Being willing to try a new way  Needing things to change  
 Willing to allow for outside help  
 Previous ways working with siblings 

of adolescent, but not with him/her 
Becoming therapeutically aligned    
Creating a shared position  Therapist ‘joining/aligning’ with family  Therapist being on family’s side 

 Appreciating therapist valuing 
collective interest of the family  

 Distinguishing therapist from other 
services experienced as unhelpful    

 Having shared goals  Agreeing on outcomes 
 Agreeing to focus on difficulties in 

the present  
Developing a therapeutic alliance Valued therapist qualities    Empathy 
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 Sensitivity 
 Professionalism 
 Reliability and flexibility   

 Developing a positive working relationship  A relationship of mutual respect with 
therapist 

 Finding a fit with the therapist  
 Feeling valued rather than blamed 

Considering cultural difference  Being culturally understood  Not feeling judged 
 Therapist being curious about 

parents culture, religion and 
background, 

 Therapist checking out the meaning 
behind words 

 Therapist taking a culturally sensitive 
approach 

 Therapist considering cultural 
difference within the family 

 Cultural sensitivity of therapist 
determining engagement  

 Therapist understanding and respecting 
difference 

 Professionalism of therapist more 
important than culture/ethnicity  

 Feeling better understood by a 
therapist who is a cultural/ethnic 
minority 

 Considering role of culture in difficulties    Therapist taking into account 
perceived relationship between 
culture and difficulties 

 Being disapproving of certain cultural 
practices in the UK  
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3.3 Getting on Board with MST 

 

Getting on board with MST refers the process of engagement, which was constructed 

as a separate and pre-cursory process to change. Three distinct categories emerged 

in participants accounts of engagement, which capture the mechanisms that were 

conceptualised to underpin this process.  

 

3.3.1 Deciding to Engage with MST 

 

This category refers to participants initial encounters with the MST service, 

encompassing the referral process and initial decision to engage. There was 

variation in participants experiences in relation to first encounters with MST and 

decision to engage, ranging from actively not wanting to engage to desperately 

wanting help. Having a choice over the decision to engage, moving from uncertainly 

to hope, MST making sense, and being willing to try a new way featured in all of the 

parents accounts, and constitute the key dimensions of this category.  

 

Having choice over decision to engage 

 

Having choice about engaging was described by all participants to play an important 

role in their willingness to engage with MST, constituting the first step in the ‘getting 
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on board’ process. Most of the parents talked about their initial motivation to engage, 

and about making a choice to participate with MST.  

Pauline: When I heard about it, I thought yeh, this is something I want to try. 

When Carol told me about it, I thought it would be good and I wanted to try it.  

In contrast to this, Joy described her initial resistance to engaging with MST when 

she felt like she was given no choice. 

Joy: My son’s Psychologist from CAMHS, I didn’t get on with her. I had a very 

nasty argument with her and I said I don’t want to work with her. She said that 

if I don’t work with her, then I have work with this MST. I said that I don’t want 

to work with anybody. She said she will make me if she has to. I said go on, 

make me. So she put me off in the first place, before I even started working 

with Mary, I said you can’t make me do something I don’t want to do. So the 

probation officer dealt with the case, he referred me to MST as well and he 

talked me through it. He was nice. I get on with him. 

The above quote captures another important dimension of the initial engagement 

process; the importance of the quality of the parent’s relationship with the referrer, 

and the impact that this had on motivation to engage. As highlighted in the quote, 

caregivers who were referred by services or individuals they had difficult relationships 

with described their initial resistance to MST.  Caregivers conveyed being more 

motivated to give MST a try where the referral was coming from a professional they 

had a better relationship with, or where the referral was coming from a neutral 

source.  
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From uncertainty to renewed hope 

 

 

Participants described their initial uncertainty about engaging with MST. All of the 

parents talked about their prior negative experiences with services, and how this 

impacted initial engagement. Themes of uncertainty and feeling hopeless emerged 

when parents described their journey into MST.  

Felicia: I was saying to myself, I’ve had different organisations, nothing is 

improving, so I don’t need anyone. How is this MST or whatever it is going to 

help? 

Joy: The youngest, was causing too much trouble. I couldn’t cope. I needed 

help. I’ve been with CAMHS before, I’ve been the X project before. He had 

been with all these organisations, not helping, and so they think MST will be 

something he would benefit from. I didn’t know what to think.  

Parents described getting to a point where despite the uncertainty MST felt like the 

last hope. They talked about feeling desperate and fearful if things did not change.  

Pauline: I was scared. I knew that things couldn’t carry on like this. I felt 

desperate. Something had to change.  

Miriam: We tried everything. We had been everywhere. Over 10 years with 

CAMHS and they were useless. We didn’t know who to turn to. MST was a 

glimmer of hope.  

Not knowing what to initially expect from MST emerged as a common anxiety. There 

were varying degrees of uncertainty about MST following the referral. Two of the 

African parents described feeling apprehensive about MST, and were more reluctant 
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to the idea of having to change. These parents described being ambivalent about an 

outsider coming in, alluding to a sense of feeling culturally under threat.   

Leila: I thought that’s just people coming to change your way, who you are, 

and how you live, new ways, and I don’t think that is acceptable in my culture, 

for anyone to change who you are, how you live, no.  

Like Leila, most of the parents made reference to their ‘way’ of doing things as a 

means  of referring to  cultural ideas and practices from their countries of origin.  

 

 

MST making sense 

 

 

MST making sense featured strongly in parent’s accounts of engaging. It was most 

apparent in the accounts of the two parents, Joy and Felicia, who described initially 

not being able to engage with MST. These parents spoke about the therapist not 

making things clear, generating feelings of confusion, anger and frustration which led 

to disengagement following the initial meetings.  

Felicia: The first time. Sam came, I did not like the way Sam  was 

approaching the thing. It was confusing,  and I say no, I don’t want to work 

with Sam …..I couldn’t work with Sam, it’s the questions, it wasn’t clear, it 

didn’t make sense, made me angry you know. So I say no at first.   

Once Felicia and Joy re-engaged with MST with a new therapist, like the other 

parents, they talked about the being able to give MST a chance as the therapist was 

concrete and specific and was making things clear.   
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Joy: I wasn’t sure about MST after that. But then Mary came. So good. 

Explaining things properly. It made sense so I thought, yeh I’ll give it a try. 

 

Being willing to try a new way 

 

The motivation and willingness to try a new way in spite of uncertainty featured in all 

of the parents accounts.  Parents shared the exasperation they felt having tried lots 

of approaches with little result. Some parents expressed the relief they felt at the 

prospect of someone coming into help. 

Jin: Oh, great help at last, I have problem with, you know, I see if outside can 

help because I am running out of ideas already. 

Hope as well as a sense of resignation featured strongly in participants explanations 

for being willing to try a new way.  

Pauline: I was ready to try anything. I wanted someone to come in and help. I 

had tried everything. I gave up. So when I heard about MST I was like, yeh, 

please. 

For some parents, giving up on their way of doing things embodied ideas around 

culture specific parenting. Cultural differences in the values and behaviour that 

children should be taught  was apparent in most of the participants narratives, with 

ideas around respect for elders and strict discipline featuring strongly in the African 

and Chinese parents accounts.  

Jin: In Chinese culture, it is important to teach children to be respectful to the 

adults, we don’t talk back to our parents.  
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The majority of the parents described parenting at least one child in a similar way to 

how they were raised in their country of origin, who they had no difficulties with, but 

this not working with the referred adolescent.   

Joy: As I was saying, my twins never gave me problems at all. They are 21. 

No boyfriend as I’m talking to you. They don’t even like going out. Because I 

was brought up that way, the kids have developed that behaviour as well. But 

things were different with Frank. 

For some parents there was a deep sense of frustration around not understanding 

what had happened, leading them to question what they had done wrong.  

Felicia: It was hard because some of the thing I view it as being disrespectful, 

or you know, thinking maybe did I do something wrong? Didn’t I teach them 

some of the right things? 

Some parents considered taking their children back to their country of origin as they 

blamed influences from outside, including negative peers, for their child’s behaviour.  

Joy: Martin, when he was younger was very respectful compared to Frank. 

This one is way out of order. Frank. It was the friends, see….. influences from 

outside.  We were going to send him to Ghana. 

Nevertheless, parents talked about being willing to try something different despite 

their uncertainty. Leila and Joy, who were the more ambivalent parents at the start of 

MST explained that despite their apprehensiveness, they were willing to allow 

outside help and give MST a chance for their child’s sake.  

Leila: Erm, because I thought, to me it felt like I am doing everything right, I 

don’t need anyone to come and tell me what to do, but because I could see 

how much my daughter was upset, and starting to thinking of running away, 
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so I thought Ok, I will give it a chance, just for her you know, yeh, that’s how I 

accepted.  

 

3.3.2 Becoming Therapeutically Aligned  

 

This category consists of two sub-categories which captures how the combination of 

creating a shared position and developing a therapeutic alliance played an important 

role in getting on board with MST. Together, they seemed to facilitate a process of 

therapeutic alignment which was distinct from and strengthened parent’s decision to 

take part in MST. Deciding to engage with MST is conceptualised as participant’s 

engaging with idea of taking up the intervention, whereas the therapeutic alignment 

refers more to the specific relationship between the participant and the MST 

therapist.  

 

3.3.2.1 Creating a Shared Position  

 

This sub category captures participants accounts of developing shared goals with the 

therapist, and establishing a sense of the therapist aligning with the family which was 

described to take place early on in the engagement process. This was most apparent 

in the accounts of those parents who reported positive outcomes with MST.  
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Therapist joining/aligning with the family  

 

Parents described the importance of the therapist ‘joining’ or aligning with the family 

and being on the same side from the outset of therapy. They alluded to the powerful 

impact this had on the engagement process.  

Joy: The way she got involved, right from the start, it made me think she was 

a bit like a family, one of the family members. I was very very comfortable 

with her. Very. Very.  

Comparing MST to other services, parents conveyed the sense of disempowerment 

they felt with services which they experienced as being positioned against them. 

Social care services in particular were perceived to be interested in, and only on the 

on the side of the child. Parents described feeling blamed, intimidated, devalued and 

angry. Some parents voiced their opinions about social care services ‘spoiling’ the 

children and giving them too much freedom, which was perceived to be part of a 

wider cultural discourse around children in the UK.  

Jin: I believe children more strong here, they are free to voice out their 

opinions and social work backs up the children. 

Felicia: The social worker was making things worse. Because you know, they 

spoil the children, you see, oh you’ve got no right to do this to him, you’ve got 

no right to do that, you know, he’s 17, he needs his freedom, just like the way 

the children behave outside.  

Joy: Social workers, they are on the child’s side but Mary was on both of our 

sides. She work with us equally. Equally. Social work don’t do that, and it 

makes things worse. I said I don’t want you in my life. I don’t want you in my 
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house. They say we will bring the authorities, I say bring the authorities. Bring 

them, bring the police, go and bring them. Some children also lie, and the 

social worker listen to them, you see. They threaten that they will take the 

child away. I said ok take the child away.  

The above quote captures how some parents distinguished between MST and other 

services; on the premise that MST was there for the family, not just the child. Parents 

communicated their appreciation of the therapist valuing the collective interest of the 

family, engendering a sense of being on the same side. They expressed the value of 

the therapist coming to the house as this enabled the therapist to see the whole 

picture and gain a better insight into the difficulties. 

Joy: She understood that although I had enough of my son, I did not want him 

to go into care. I feel like that’s not what the social worker wanted. But Mary, 

she understood how important it was to keep the family together. 

Felicia: MST, it take us step by step. I like that they come to my house, 

because I did not want to go to the office. She came here and got to see what 

the problems were, see the arguments and she can understand better, from 

both sides. 

 

Having shared goals 

 

Sharing the same goals with the therapist emerged as a key aspect in achieving 

alignment. Although some of the parents did not entirely agree with the tasks, there 

was consensus about the end goal.  
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Leila: Some of the tasks, I did agree, but others, I find very hard even though I 

agree with what was trying to be achieved.  

Parents also talked about the importance of being in agreement with the therapist 

about what to focus on, prioritising present difficulties.. Two of the parents described 

the frustration they felt when they disagreed with the things that the therapist chose 

to focus on, and both disengaged shortly after the initial meetings, citing this as the 

main reason for disengagement.  

 Joy: I had one lady Rachel, this lady, when she comes here, she is not 

interested in what she is supposed to do. She is more interested in my other 

son being in prison. There was not a single day that she did not come here 

and mention him. I didn’t know why she kept on going on about that. So that’s 

it. I don’t want to work with you anymore. Don’t come back again I said to her. 

 

3.3.2.2 Developing a Therapeutic Alliance 

 

The quality of the relationship with the therapist featured powerfully in parents 

accounts of engaging with MST. Some parents talked emphatically about the positive 

working relationship they developed with the therapist during the initial meetings, and 

highlighted the qualities of the therapist they perceived to be helpful, which was 

described to play a key role in the process of engaging. Where this was coupled with 

developing a shared position, positive outcomes were described.  
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Valued therapist qualities  

 

Some of the parents talked extensively about valued therapist qualities. The therapist 

being sensitive, a good listener, empathic and professional were identified as 

valuable and conducive to the development of a positive working relationship. 

Parents who achieved positive outcomes alluded to a sense of the therapist being 

caring and personable, yet maintaining an expert position, featuring as a key 

dimension of the therapeutic alliance.  

Joy: It’s the way she dealt with the situation. How she….speak to me. She 

listening to you. She was professional. The way she approaches. Feels like 

she cared about us.  

Felicia: She understood what I was going through, I felt like she was listening 

and not judging me. That is what I was afraid of you know. So she dealt with it 

very you know…sensitively. Yes. She dealt with it in a professional way. 

That’s the word I would use. That made me be able to open up to her. 

 

Developing a positive working relationship 

 

Some of the parents described developing a positive working relationship with the 

therapist from the outset. They talked about feeling respected rather than judged and 

valued rather than blamed since problems were not located in individuals, 

engendering a sense of openness, collaboration and mutual respect from the start.  
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Joy: She came here the first time, she introduce herself, the first day I saw 

her, we had a link. I knew I could work with her. It’s the way she spoke to me.  

Pauline: We were a team. It felt like we were working together. It wasn’t about 

looking for who to blame, but understanding what was happening and making 

changes together. 

Felicia: I felt like she respected us, what we were going through and wanted 

to help me to do things differently. I was able to be open, put everything on 

the table you know.   

It was also noticeable that the parents who did not describe positive outcomes with 

MST despite being willing to take part and following the intervention through to the 

end, spent less time talking about their relationship with the therapist.  

 

3.3.3 Considering Cultural Difference  

 

Cultural difference featured to differing degrees for the parents interviewed in the 

study. The narratives of some parents were heavily nuanced with references to 

culture and religion, whereas for others it just formed the backdrop to their story. For 

the majority however, considering cultural differences facilitated the ‘getting on board 

process’, directly contributing to developing a shared position.   

The importance of the therapist becoming attuned to where families place 

themselves on the spectrum of cultural difference and responding accordingly was 

apparent in the interviews. Considering cultural difference draws on the therapist’s 

sensitivity in being able to balance the act of creating a space for validating cultural 
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difference without ‘othering’ the parent. The therapist overplaying or underplaying the 

role of culture risked entrenching family members deeper in their respective 

positions. Considering cultural difference appeared to underlie the shift in parents 

being able to consider taking new perspectives.  

 

Being culturally understood  

 

For some parents, being culturally understood by the therapist powerfully permeated 

their initial ambivalence to engage, and seemed to facilitate a therapeutic alignment. 

Parents conveyed a sense of feeling heard, validated and understood in being able 

to share the differences in their own upbringing. Indeed, all of the parents’ accounts 

were replete with stories about the cultural differences in how they were raised.  

Leila: So different, the way I was raised. I was never told twice to do my 

chores, erm the way you speak to your parents, things like that. How much 

freedom you want, at that age you do what you’re told, in my culture you have 

a different way of talking to your parents, you don’t just come in and be full 

on, whatever you want to say. 

Ola: My parents were very strict. Yes, that is a very African thing.  

These parents talked about finding it helpful for the therapist to be curious and find 

out about their cultural backgrounds, alluding to a sense of their identity being valued 

and validated in the therapeutic process. This seemed to engender a sense of trust in 

the therapist and a feeling that the therapist cares, which in turn was described to 

allow parents to feel more open and less judged.  
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Joy: It made it helpful to me for her to find out because it made me think that 

she’s er, she cares you see. She cares and that she wants to know more 

about us. Yeh. And she understood. Without that, I don’t think she would have 

seen the full picture you know.  

As expressed in the above quote, parents explained that this enabled the therapist to 

see the whole cultural picture, thus validating cultural and religious discourses that 

were important to the parent. 

Parents described the importance of the therapist not making assumptions, and 

checking out the meaning behind words since they can have multiple, and 

qualitatively different meanings in different cultural contexts.  

Miriam: I think it’s important to find out the meaning behind the words. Like 

when people talk about family here, I think they are talking about a different 

thing.   

Joy: In Africa the child is for the whole community it’s not just for these two 

people and that’s it. Very different.  

Ola: Family is a big part of our Ghanian culture. Like you see, in this country 

they say that my family are my husband and my children. No. We…if we say 

family, it is extended family you see.  

 

Therapist taking a culturally sensitive approach  

 

Most of the parents communicated the importance of the therapist taking a culturally 

sensitive approach. This was experienced by parents as not feeling judged, and the 
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therapist amending the intervention to take into account cultural differences within the 

family. Some of the parents strongly expressed the need for the therapist to consider 

the intra-cultural and inter-cultural differences that the family embeds and is 

embedded in and articulated the risk of this not being considered.  

Joy: She did respect my culture, she did respect my views. That was 

important. If she had not gone through that line, I wouldn’t have worked with 

her. So it was a really important part. 

For some parents the therapist recognising cultural alignments within the family (i.e. 

parent being more aligned to their culture of origin and the child being more aligned 

to UK culture), and adapting the intervention to suit the duality of the culture in the 

family system was critical to engaging. 

Leila: One day I had a heated argument with my daughter, and she was 

sitting there watching, and I think this was the first time she saw how 

important this was to me. And that’s when she went and come back with bit 

more different way of change and maybe she thought ok, this has to be dealt 

with, she asked me what’s important about my religion, my background, and, 

and I wrote all of those down. She asked my daughter too. She did find a way 

of including those things in, maybe not as much as I want, but she tried to put 

those into whatever rules that we were making, which was very important to 

me.  
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Therapist understanding and respecting difference  

 

Parents described being indifferent to the culture and the ethnicity of the therapist so 

long as they were professional and respectful in their approach.  

Leila: I didn’t think that it really made any difference. She was really good. But 

if even someone else who is English comes in, as long as they consider my 

background, my culture, my feelings, it would work but if they don’t see it that 

way, it probably would not work. Yeh. 

Although this idea was evident in all of the parent’s accounts, they all made 

references to having had a therapist who was not white British, and most perceived 

this as being helpful in them feeling understood.   

Leila : I think it was helpful, because I felt like she could understand more 

better. 

Joy: And I’m telling you, if, though I said before it doesn’t matter where she 

come from, but I’m sure, I’m not being racist, if it was a white person, maybe 

she wouldn’t agree with what I was doing. 

For some parents, having a therapist who was also an ethnic minority represented 

someone who potentially had both personal and professional experience of 

managing cultural difference, and was well positioned to be able to help them 

negotiate the cultural challenges within their family.  

Jin: If the person coming in has behaved like my child and I’m not accepting 

my child’s behaviour, how is this person going to help my child to change their 

behaviour, but if you see different person from different place, it gives you a 
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starting point to think if that person can find a way, it might be ok with me and 

my child, it would make difference.  

It is important to take into account degrees of cultural similarity and difference 

between the family and the therapist, and the implications of this. A couple of the 

parents highlighted that although they would prefer a therapist from an ethnic or 

cultural minority, they would not want a therapist from exactly the same ethnic and 

cultural background to them as they were more likely to feel judged.   

Joy: I don’t even like work with someone from my own country. I know I am a 

Ghanaian, I don’t want to work with a Ghanaian. It looks as if she knows 

where you are from, she knows your background, the culture and your life in 

Africa, so him being up to a high position, always look down on you. And will 

prefer someone who is not from my country look down on me more than 

someone who is. More offensive. Mind you if they are born here, and may 

have parents from Ghana, they will respect you.  

 

Considering the role of culture in difficulties  

 

Some of the parents contextualized the difficulties they were experiencing within a 

cultural frame, seeing the existence of dual cultures within the family as the source of 

their conflicts.  

Leila: They should consider what is really causing this, what is the 

background? You know religion, culture, belief of the parents, ‘cos sometimes 

that could be the problem, as in my kids that was the problem, you know 

other than that, my daughter was fine, she was going to school, fine, she was 
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studying hard you know, but because of my religion and my cultural beliefs, it 

would become like banging heads, so if she didn’t deal with that,  lets deal 

with just behaviour, it was not going to work.  

Where parents conceptualised their difficulties in this way, a strong narrative 

emerged casting a deep divide between the parent’s culture of origin and UK culture, 

constructed as unboundaried and individual focused rather than family focused. 

Some of the parents conveyed a   sense of feeling like they had failed to prevent 

outside influences coming into the family, which was shrouded with suspicion and 

disapproval.  

Jin: I never see, Chinese children in Hong Kong acting or behaving to the 

parents like this. The children back home, they serve tea, and they take foods 

for their parents, for their adults, grandpa, grandma, see, but in here, they 

don’t even want to go out with you, they go with the peers you see, and er, 

talk about maybe their lives, more or less the same thing at home you see, 

you know I think surrounding is effecting, all the TV they watching you see, 

bad, and the TV I think has a lot influence, media, and they look at all these 

things. 

The therapist considering the role of culture in relation to the problem was therefore 

crucial in understanding how difficulties were being conceptualised. The therapist 

taking into account the perceived relationship between culture and difficulties in the 

family enabled some of the parents to feel that the therapist understood an important 

aspect of their difficulties.  

Leila: She understood what was important to my culture and how that played 

a part in the problems with my daughter.  
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3.4 Finding a New Way Forward  

Finding a new way forward refers the process of change with MST for participants in the study. Four distinct categories emerged in 

participant’s accounts of change, which capture the mechanisms that were conceptualised to underpin this process. These are presented 

below.  

Table 3. Finding a New Way Forward; the process of change  
 

Theoretical Codes Focused Codes Properties of the codes (initial codes) 
Working within a safe and 
trusting relationship  

Establishing a trusting relationship with 
therapist    

 Being able to trust the therapist  
 Actively consulting therapist’s advice 
 Feeling safe to experiment with a new way 

 Being supported to risk trying new 
things 

 Being honest about being apprehensive to try new things 
 Being supported to take risks   
 Taking a step by step approach 
 Being pushed out of comfort zone 

  Working collaboratively  Sharing ideas  
 Working through problems together 
 Therapist sharing strategies en vivo  
 Therapist seeing both sides and being neutral 

Empowering the parent  Taking a strength’s based approach   Identifying strengths in young person and parent 
 Positively re-framing setbacks 

 Focusing on successes to build on 
progress 

 Therapist encouragement helpful in trying new strategies 
 Feeling increasingly confident  

 Therapist helping to managing the 
power differential within and outside the 
family 

 Feeling less disqualified through therapist’s support  
 Increasingly feeling more in control at home 
 Increasingly feeling more in control with other agencies 

Increased communication Increasing positive communication  Being able to talk instead of argue 
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within and outside of the 
family 

between parent and young person   Thinking about response and impact  
 Listening to the young person reducing arguments  

 Increasing positive communication 
between the family and other agencies   

 Therapist attending appointments with parent for moral 
support  

 Being supported in relationship with young person  
Therapist acting as a 
cultural broker  

Facilitating perspective taking   Being able to see things from child’s perspective  
 Therapist facilitating young person to see parent’s 

perspective  
 Opening up new perspectives  

 
 
 
 

Negotiating cultural difference in the 
family  

 Being helped to make sense of difficulties in light of dual 
cultures  

 Seeing the positives of adapting in spite of being 
uncomfortable  

 Being helped to find the threshold for compromising   
 Finding a way to meet in the middle  

 Being helped to contextualise young 
person’s behaviour in UK culture 

 Therapist helping to distinguish between ‘normal’ and 
‘troublesome’ teenage behaviour  

 Therapist appropriately normalising adolescent behaviour 
in cultural context 

 Learning from therapist about adolescent behaviour in the 
UK 

 Therapist acting as cultural reference 
point  

 

 Trusting the therapist acknowledges both family cultures 
 Consulting the therapist about adolescents behaviour in 

the UK  
 Therapist accommodating the cultures within the family  
 Therapist representing possibility of two cultures being 

able to merge 
 



 

94 

 

3.4.1 Working within a Safe and Trusting Relationship  

 

Participants recounted valued aspects of their MST experience, with most referring to 

their relationship with the therapist as pivotal in creating change. Indeed, parents who 

achieved positive outcomes associated changes being made possible in the context 

of a safe and trusting relationship with the therapist, which was described as helping 

to facilitate moving from conflict to problem solving.  

 

Establishing a trusting relationship with the therapist 

 

Being able to trust the therapist featured as an important precursor to change. 

Parent’s talked about how feeling listened to and understood, and the therapist 

seeing the whole picture in the initial meetings cultivated a sense of trust in the 

therapist.  

Pauline: She really listened, yeh, she saw a lot of it with her own eyes, the 

arguments and stuff. It was all out on the table. So I think she really 

understood.  

Building trust in the therapist was described to shift the relationship from being given 

advice, to actively consulting the therapist for advice, contributing to fostering a 

sense of safety to experiment with a new way of doing things.  

Joy: If anything happen in this house, my personal family in this house, I call 

Mary and she always calls to see how we are doing. I talk to her, she advise 
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me, let’s do it this way, let’s do it that way, and when we do it that way, what 

she’s telling me, it works. 

 

Being supported to risk trying new things  

 

Change was described to be facilitated through being supported to risk trying new 

things. Some of the parents raised their apprehensiveness about trying strategies 

that the therapist had suggested, and the value of being able to be honest about this 

with the therapist.  

Joy: I said Mary, I am not going to do it. I won’t do it. I’m not going to say yes 

in front of you, and when you leave I won’t do it.  But then, about a day or two, 

when I sleep on it, I said no, let me listen, do what she says, let me see. And 

I’ll do it and it will work. And I will call and say, Mary, I did it, what you told me 

to. Oh good she would say, did it work? I said yes. Oh good. Well done, I’m 

proud of you. Well done.  You see. She was encouraging me to do it. She 

was encouraging me to do it. It made me try it more, that she tell me to do. 

Parents described being pushed out of their comfort zone with support from the 

therapist, who scaffolded the process of being able to take risks in the context of 

having established a safe and trusting relationship. Parents valued the therapist 

taking firm yet flexible stance, and a step by step approach.  

 Leila: Yeh, seemed to be make sense, but I had, at the beginning, not just 

one thing but every time I had to change something I was thinking erm, it’s 

not going to work this, I don’t feel like I want to do this, but slowly, she help 

me to break it down and take it step by step, I could try it things you know. 
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 Working collaboratively 

 

Many of the parents alluded to the collaborative nature of the relationship they 

experienced with the therapist. For such parents, having shared goals and 

developing alignment at the engagement stage seemed engender a sense of working 

together from the outset.  

Joy: We were working together. Always. Right from the beginning to the end.  

Pauline: We were a like a team really.  

Parents talked about value of the therapist witnessing arguments as they happened, 

which was useful in helping to raise awareness in identifying unhelpful patterns that 

the family were stuck in. The therapist sharing helpful insights and strategies en vivo 

with the parent and the young person was explained to be instrumental in the 

process of change, generating shared ownership of the problem and the experience 

of being able to work through problems together.  

Joy: For instance, she did witness so many things in this house, when she 

came to this house first, there was no peace. Frank and I, we never meet eye 

to eye. Argument. Nasty argument, he was being rude. She would sit there 

and watch, and, she says you know what, you know where to push the 

button, so I should ignore him, I have to tell him what to do, but there are 

some things he is doing, I shouldn’t push it….. See if I shout at him first, he 

will also shout at me back….so I learn… 

Many of the parents talked about the importance of the therapist not taking sides. 

Being able to maintain a neutral position in the face of intense arguments between 

the parent and young person was identified as important in helping to reduce conflict.  
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Joy: Mary was on both of our sides. She listened to us both. Even when we 

argue, she was on both of our sides. This was very helpful because we both 

needed someone to listen.  

The therapist facilitating the family to work through conflicts together was described 

as helping to create a fundamental shift in the process of change through equipping 

parents to take a problem solving approach, which was modelled by the therapist in 

sessions.   

Leila: When she  walks in at that point, my head is boiling and I’m about to 

shout, but I have to remember that  it doesn’t work good for me or her, so 

then I have to remember to take another approach, instead of arguing you 

know, the way the therapist showed me. I never would have done that before. 

I was doing things differently. 

 

3.4.2 Empowering the Parent  

 

Parents who experienced positive outcomes described a process of becoming 

increasingly empowered throughout the course of MST. Such parents talked about 

an increased confidence in their parenting, and ability to interact with the systems 

around the young person. Redressing the power differential within and outside the 

family, taking a strengths based approach and building on progress were important 

dimensions in this category.   
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Therapist helping to manage the power differential within and outside the 

family  

 

Parents alluded to an experience feeling disempowered both in the intra and extra 

familial context before the intervention.  Some parents conveyed a sense of feeling 

marginalised in relation to mainstream cultural discourses around adolescence, 

perceived to be embodied in services, institutions and the young person’s peers.  

Jin: My girls just weren’t listening to anybody anymore, I can’t believe they 

can treat their father like that. Unrespect. They are shouting at me and talking 

back and not listening. Learning from the TV and children out there. That’s 

what the children do here. I have no power. The children here, they have 

more power. And the social services and school, they give them all the power. 

Being angry teenager and stuff. Not like in China. But we are here.  

The therapist supporting the parent in their relationship with the young person and 

other agencies facilitated the process of the parent feeling less disqualified and more 

empowered, generating within the parent of sense of being in control.  

Pauline: She helped me to get back into the house. Jenny was listening to me 

again. 

Joy: She helped me with lots of things, you know, like with the Psychologist 

and the Social Worker and stuff. Help me to find my voice again.     
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Taking a strengths based approach  

 

The majority of parent’s made reference to the helpfulness of the MST therapist 

taking a strengths based approach. Parents talked about how this helped to create a 

shift from a problem saturated narrative to one in which strengths and resilience 

could be recognised and built upon.  

Pauline: She make me realise that there were things that I was good at, that I 

could do.  

Focusing on the strengths of the parent and the young person was something 

parents described as unique to MST, experienced as helping to generate change 

from a more empowered place.  

Joy: They don’t see the worst in Frank like the Psychologist did. He was so 

clever, very very brilliant at school, Mary will tell you, so clever. She made us 

to think about that, which was helpful.  

Being able to see strengths in the parent and young person, and positively framing 

setbacks constituted the core premise of the strengths based approach, which 

enabled parents risking trying new ways of doing things.  

  

Focusing on successes to build on progress 

 

Parents who noticed a reduction in difficult behaviours and reduced conflict during 

the course of MST talked about the impact of receiving positive encouragement from 
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the therapist for trying new strategies. Parents described how this helped them to feel 

more supported, and risk trying new things. They also talked about feeling 

increasingly confident when things started to change, and how focusing on this 

helped to remain convicted in what they were doing. 

Joy: And I’ll do it and it will work. And I will call and say, Mary, I did it, what 

you told me to. Oh good she would say, did it work? I said yes. Oh good. Well 

done, I’m proud of you. Well done.  You see. She was encouraging me to do 

it. It made me try it more, that she tell me to do. 

 

3.4.3 Increasing Positive Communication Within and Outside the Family 

 

Increasing positive communication in the family was described by parents as being a 

key marker of, and integral in the process of change. The therapist’s ability to hold a 

neutral position without aligning with the parent or the young person was conveyed 

as instrumental in the process of enabling positive communication between parent 

and the young person. The therapist facilitating positive communication with systems 

surrounding the young person was also identified as beneficial. 

 

Increasing positive communication between parent and young person 

 

Where parents reported positive outcomes, a significant shift in communication with 

the young person was described. For most of the parents they reported being able to 

talk to their young person instead of arguing.   
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Felicia: Yeh, I feel like she help us to start communicating before. Before we 

would just argue. Now we can talk. He will come in to my room, and I will ask 

him how his day went and he will say it was like this or like that. Before I 

would be too angry, and we would argue, and there will be slamming doors 

and all that. But that all changed.  

Parents recognised the benefit of not being reactive and approaching things in a 

calm manner in facilitating positive communication.  

Pauline: In another way, I noticed is that, before If she done something 

wrong, I would straight away jump into it and then it there would be an 

argument but one thing I learned was to maybe take a step back and let a bit 

of time, an hour of two pass and then calm down and come back to talk  

about the issue, whatever is was, then I think that works better for me, and 

her, and she started to talk to me, but before she wasn’t. Before it wasn’t like 

that, so it works better, that’s something new I learned which I wasn’t doing. 

Parents valued the therapist taking a mediator role in that it helped to facilitate both 

parties feeling heard and validated, opening up possibilities for new ways of 

communicating. 

Felicia: Talking of how to deal with the situation that I’m in and sometimes she 

comes…um and she wants to see him as well. So we all sit together and then 

we talk so that everyone can be heard.  
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Increasing positive communication between the family and other agencies  

 

In addition to increasing positive communication with the family, some of the parents 

made reference to the therapist facilitating positive communication, and in some 

cases re-engagement with systems around the young person. Parents alluded to 

how this was conducted in a supportive and graded way,which enabled the parent to 

feel more in-control and empowered. 

Joy: Mary takes Frank to the appointment with the Psychologist because she 

knew I did not get along with her. She said to me, come to the appointment, 

you can sit down and listen, and I will support you. So she came with us. It 

helped because slowly I was able to start getting involved with the 

Psychologist again. Before Mary came, I couldn’t do that and it was bugging 

me, but I couldn’t even be in the same room as that woman. Nah. But that’s 

changed. She also helped with the X centre too. I didn’t have too much of a 

problem with them before, but she just made it easier you know.  

  

3.4.4 Therapist Acting as a Cultural Broker  

 

For some parents tensions between the culture they grew up in and the cultural 

context of their child was perceived to play a central role in their difficulties. 

Discourses around culture, adolescence, identity and parenting were drawn upon. 

For such parents, the therapist acting as cultural mediator or broker between the 

parent and the young person, and the wider cultural context emerged as a key 

facilitator for change in opening up and allowing for constructive conversation about 
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culture. The core dimensions of this category are explored below. Although a few of 

the parents made reference to this, it was most apparent in Leila’s account who 

viewed the difficulties with her daughter primarily as a result of cultural differences.    

  

Negotiating cultural difference in family 

 

Some of the parents talked about contending with difficulties around cultural 

differences in relation to appropriate levels of adolescent autonomy, and the tensions 

this caused in the family.  

Leila: By the time she turned 15 she just want to do her own things, go out 

when she wants, come in when she wants, and so we were kind of banging 

heads together because I felt that wasn’t appropriate, and erm, I think I wasn’t 

accepting that you know, she’s becoming almost mature and she has mind of 

her own, and I don’t agree with some of the things children here do, and she 

couldn’t see where I was coming from, so it was like banging heads together. 

The therapist opening up cultural perspective taking within the family was described 

by some parents as being instrumental in managing cultural difference within the 

family, creating a powerful shift from being stuck to getting unstuck.  

Leila: It was also helpful for my daughter to know that I have my background, 

and it’s as important to me as her background, you know she probably has to 

start thinking about how do I feel about my own background, just as much as 

she feel about hers.  
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Yes, because she see things different, not 100%, but yeh, she doesn’t come 

hard on me thinking why is she doing that, she says ok, that’s  part of who my 

mum is, at least you can see the wall has come down a little bit [laughs], it’s 

not up here, I’m not listening, I’m not looking, it’s like I understand, the same 

way I think I understand some of the things now, probably as the same to her. 

Some parents talked about being helped to find the threshold for compromising on 

cultural and religious practices, and seeing the positives of compromising in spite of 

being uncomfortable. This contributed to the process of change through allowing the 

parent and the young person a way to meet in the middle.   

Leila: Yeh, it was ok, she kind of you know find a point where I had to reduce 

probably how many days she has to go, and er she has to agree this is 

important to me because this is who I am and so we find a way, to meet in the 

middle, to compromise you know. The therapist had to work hard on that point 

to make us meet in the middle. 

   

Being helped to contextualise young person’s behaviour in UK culture 

 

Parents who ascribed their child’s behaviour to cultural factors expressed the 

powerful impact of the therapist being able to help them to distinguish between 

behaviour that could be conceived as culturally acceptable or unacceptable in the 

context of UK culture, and strategies around how to manage.   

Leila: For example, letting my daughter to go to sleep over to her friends, 

because I’ve never allowed any of my children to do that, you know probably, 

if it was a family member, yes, erm, maybe my sister, my cousin, but I’ve 
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never really done sleep over thing, and she wanted to do that, and I was like, 

no, it’s not happening, and the therapist, tried to make me understand that 

this is the culture here, and perhaps I should look into it and give me 

guidance to what step I need to take before agreeing for her to go and sleep 

over somewhere, yeh. 

The therapist normalising some of the adolescent’s behaviour enabled them to re-

evaluate the narrative around the child to be less problem saturated, creating a shift 

in gradually being able to accept differences.  

 Leila: Erm, just that showing my child wasn’t different to all the other children, 

Because my question was what’s wrong with her? Why is she like this? Why 

she doing this like? But what MST did, showing me that most of the children 

in that age group they are doing the same thing, you know this is what 

children at the age do so I thought it’s not that bad as I thought in my head, 

there was the worst case ever, yeh and that’s accepting little little things that I 

couldn’t accept. 

Joy: So after that, even when I spoke to Mary, she said you know, that’s his 

age. You know, he needs to go out with his friends. It’s not so abnormal. 

Leila: Yeh, at the end of the day she’s got to have that freedom, she’s in a 

totally different country, but she will have that freedom, but yeh, I mean she 

still have a bit of…not as much freedom as all the children here have, of her 

age, that’s because of my background and my beliefs, and that’s how the 

therapist find a way to compromise on that, you know, so if you look at the 

children who are her age, what time they come home, what sort of things they 

do, she still don’t, not allowed to do  as much as that, but she at least half of 

it, yeh.  



 

106 

 

Therapist acting as cultural reference point 

 

Some of the parents expressed the value of being able to actively consult the 

therapist about culture and age appropriate behaviour in the context of a safe and 

trusting relationship with the therapist. Some reflected on the positive impact of the 

therapist helping to negotiate cultural difference in the family through acknowledging, 

validating and suggesting ways to accommodate the dual cultures within the family.  

Leila: And also there’s some question you know you can ask. Just to hear 

what’s gonna come from her, and she will probably say I can understand 

where you are coming from but this is how things here are, and new ways like 

this, it’s not too bad, it’s not bad at all actually but you have to understand the 

other side is like this and she’ll probably give me an example, maybe my 

mother used to be like that, but she had to understand, look at me, I didn’t 

come out to be bad, you know something like that, it makes you think, lemme 

just wait until the next time and see how it goes, you can trust it a little bit 

more, yeh.  

As alluded to in the above quote, for some parents, the therapist represented the 

possibility of two cultures being able to co-exist in a constructive way, which instilled 

hope in relation to the young person. 

Leila: She didn’t give me exactly her life story, but she told me that her mother 

was totally different as well because she come from different background. 

And she’s not ruined [laughs] she’s here, she’s doing well and she’s fine, 

she’s helping people, I shouldn’t just think that if you change your ways, your 

children are going to be ruined. 
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Parents who framed their difficulties within a cultural lens talked about their initial 

apprehension about the therapist forming a cultural alliance with the child and 

privileging the child’s narrative at the expense of the family culture. The neutrality of 

the therapist was considered to create fertile ground to shift from being stuck to start 

becoming unstuck, and finding a way to meet in the middle. 

Leila: I had my guards up at the beginning, they going to change me [laughs] 

I’m just going to come out of it, you know that’s even before I listened to what 

they are going to say, so I already had that idea, thinking ok, if this is what 

they want to let, let my child go out, do what they want, come back when they 

want, I’m not going to do this, but it turn out to be different. She wasn’t like 

that. She help us to find a way, you know, meet in the middle and work things 

out, respecting both of our ways. 
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3.5 Model for Processes of Engagement and Change with MST for Minority 

Ethnic Caregivers 

 

The emergent model for the processes of engagement and change with MST for 

minority ethnic caregivers is represented diagrammatically in Figure 2. The 

engagement process is depicted in the arrows and is comprised of three inter-related 

theoretical categories which enable the caregiver to ‘get on board’ with MST. Based 

on participants accounts, deciding to engage with MST, achieving therapeutic 

alignment and having cultural differences considered must all be present in the 

‘getting on board’ process to achieve good outcomes. The model aims to convey that 

although ‘deciding to engage’ is sufficient for engaging with MST, it is not enough to 

achieve good outcomes.  

The sphere represents the change process, titled ‘learning a new way’, consisting of 

four theoretical categories depicted in the concentric circles. The aim was to convey 

the dynamic and interrelated relationship between them, which although discussed 

individually above, are not mutually exclusive.  The therapist acting as cultural 

broker, empowering the parent, increasing communication within and outside the 

family and working within a safe and trusting relationship were conceptualised to 

interact to bring about positive change.  
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Figure 2. A model of the processes of engagement and change in MST for minority ethnic caregivers
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3.6 Revising the MST Model of Change  

 

The final aim of the study was to consider the existing model of the process of 

change in MST and whether the findings of this study could highlight further factors 

and provide information on how engagement and change is achieved with minority 

ethnic caregivers. Caregivers thoughts about how they were able to engage and 

create change with MST highlighted a number of contributing factors. Furthermore, 

their reflections on the processes of engagement and change in therapy led to a 

proposed revised model of the process of change in MST.  

This is presented in Figure 3 and will be considered further in the discussion section. 

Since the original model only depicts the process of change, it was adapted to 

incorporate the process of engagement that was generated in the emergent model. 

The process of change in the emergent model outlines the mechanisms that can be 

understood to facilitate improved family functioning, and have thus been incorporated 

into the existing model of change.   
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Figure 3. A revised model of the processes of engagement and change in MST for minority ethnic caregivers 
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Chapter 4: Discussion 

 

This study sought to explore minority ethnic carer experiences of Multisystemic 

Therapy (MST) and to specifically identify factors that facilitated or hindered 

engagement and change. This was done with the overall aim of generating a 

theoretical model of the mechanisms of engagement and change with MST for ethnic 

minority carers. An additional aim of the research was to consider the findings in 

relation to the existing MST process of change model in order to examine whether 

new factors emerged, and whether it could be adapted to explain the process of 

engagement and change for ethnic minority carers.  

 

4.1 Overview of Findings 

 

A number of theoretical codes emerged to explain the processes of engagement and 

change for the minority ethnic carers who participated in this study. The theoretical 

codes that related to the engagement process were (1) choosing to engage with 

MST, (2) becoming therapeutically aligned and (3) considering cultural difference. 

The theoretical codes that linked to the change process were (4) working within a 

safe and trusting relationship, (5) therapist acting as cultural broker, (6) empowering 

the parent and (7) increased communication within and outside the family. These 

processes and the interplay between them will be discussed below, with reference to 

the existing literature to consider how the findings contribute to the knowledge base.  
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4.2 Characteristics of the Sample 

 

Prior to discussing the results in detail, it is important to take into account the cultural 

and ethnic diversity within the sample who in no way represented a homogenous 

group. The term ‘minority ethnic group’ does not describe a homogenous collective 

(Sewell, 2004). Stanfield (1993) highlights that homogeneous descriptions of ethnic 

minority groups in the dominant public culture and in social sciences literature is 

underpinned by the assumption that such groups have no differential identities. 

Marsella (2011) argues that homogenizing diversity runs the risk of minimising 

difference and destroying critical ethnic identity resources. In spite of the small 

sample size, parents who took part in the study spanned a diverse range of ethnic 

and cultural backgrounds (see Table 1 for participant demographics).  

 

Moreover, parents varied in terms of the process of acculturation. Although all of the 

parents had been long term residents in the UK, there was much variation 

surrounding the purpose of migration to the UK, ranging from political, socioeconomic 

to educational motives. Research has shown that this has implications for 

subsequent acculturation (Bhugra & Becker, 2005). Narratives around culture and 

ethnicity thus varied between participants, featuring strongly and explicitly for some, 

and more subtly and implicitly for others. A concerted effort has been made to 

elucidate such differences where they emerged, and the bearing it had on 

experiences of MST.   
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It is important to highlight that religion does not feature in the overall findings as this 

is not something that parents made reference to very much in their accounts. 

Moreover, religion was not described by participants to be as problematic as 

perceived cultural differences. Whilst it is important to note that culture may 

incorporate aspects of religion, and vice versa, in order to try and ensure that the 

emergent model was grounded in the data and reflected participant experiences, the 

overall findings place an emphasis on cultural rather than religious differences.   

 

4.3 Context for Discussion 

 

It is worth noting that many of the theoretical codes that emerged in this study 

overlap with findings from previous studies that have examined the process of 

change in MST (Tighe et al., 2012), highlighting the common and universal 

similarities that families are likely to share across all cultures. There were however a 

number of unique findings, and findings that related specifically to ethnic minority 

service users. Such findings will be discussed in greater detail, not because they 

were conceptualised to have played a greater part in the engagement and change 

process for these families, but because they add new dimensions to the existing 

model, and shed new insights in relation to working with minority ethnic service 

users.  
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4.4 The Engagement Process – Getting on Board with MST  

 

The process of engaging with MST emerged as fundamental precursor to change for 

the participants in this study. This is in keeping with existing research in family 

therapy which holds that the therapists capacity to engage and retain the family in 

treatment is critical in the success of systemic interventions (Thompson, Bender,  

Lantry, & Flynn, 2010;  Stanton & Shadish, 1997). More specifically, this supports the 

MST literature which holds that treatment cannot progress unless key family 

members are engaged and actively involved in treatment, and that engagement is a 

precursor to successful outcomes in MST, thus incentivizing therapists to prioritize 

strong engagement from the outset (Henggeler & Schoenwald, 1998; Cunnigham & 

Henggeler, 1999).  

 

However, a unique proposition of this study is the conceptualization of engagement 

as a distinct (albeit inter-related) process to change, underpinned by three interacting 

theoretical mechanisms.  The findings of this study suggest that the engagement 

process is arguably more complex, and requires greater sensitivity for individuals 

who may hold alternative beliefs that are not in line with the dominant assumptions 

around distress and its resolution, and is reflected in the emergent model.  While 

acknowledging the range and diversity of cultures and ethnicities within the sample, 

participants' cultural contexts are likely to have shaped the findings. Culture has been 

identified as mediating expressions of distress (Webster & Robertson, 2007) and 

perceptions of support needs (Stewart, 2008), which is likely to manifest in the 

engagement process. 

 

http://www.ncbi.nlm.nih.gov/pubmed/?term=Thompson%20SJ%5Bauth%5D
http://www.ncbi.nlm.nih.gov/pubmed/?term=Bender%20K%5Bauth%5D
http://www.ncbi.nlm.nih.gov/pubmed/?term=Lantry%20J%5Bauth%5D
http://www.ncbi.nlm.nih.gov/pubmed/?term=Lantry%20J%5Bauth%5D
http://www.ncbi.nlm.nih.gov/pubmed/?term=Flynn%20PM%5Bauth%5D
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2885699/#R30
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4.4.1 Deciding to Engage with MST 

 

Findings indicated that a number of important pre-engagement factors contributed to 

parent’s decision to engage with MST. Research has shown that knowledge of the 

healthcare system, and available treatments are found to be important factors in 

determining service utilization and engagement for minority ethnic groups (Rathod, 

Naeem, Phiri, & Kingdon, 2008). Although the majority of parents described having 

limited knowledge about MST, the decision to engage was strongly influenced by the 

activities of MST being made clear and making sense. This is in keeping with existing 

research which has identified that the therapist’s ability to define the aims and 

activities of therapy in acceptable terms, and with concreteness and specificity, is 

critical in engagement (Liddle, 1995).   

 

The relationship with the referrer emerged as an important factor in the early 

engagement process. A difficult relationship with the referrer was described by 

participants in the study to hinder, and even sever openness to engagement. In 

contrast, where parents were referred by a trusted source, the decision to engage 

was characterised by an openness and hope in the possible effectiveness of MST. 

Attitudes towards services, pre-immigration health beliefs, previous experiences with 

services have been identified as important factors in the referral pathway for ethnic 

minority groups (Goldberg, 1999). Mental health professionals attend to their 

significance infrequently and such domains are rarely researched (Bhui & Bhugra, 

2002). The relationship with the referrer is arguably another such domain worthy of 

further research in seeking to optimise engagement with MST for ethnic minority 

groups.  

http://apt.rcpsych.org/content/8/1/26.full#ref-20


 

 117 

 

Some of the parents expressed ambivalence around the decision to engage, alluding 

to cultural mistrust around an MST intervention. Cultural mistrust is defined as the 

tendency to hold a generalised mistrust for individuals and systems that represent 

mainstream white society (Terrell & Terrell, 1984). It has been linked to poor 

engagement in therapy in certain African American populations (Biafora, Warheit, 

Zimmerman, Gil, Apospori, Taylor & Vega, 1993) . Studies have indicated that where 

cultural mistrust was high, African American clients reported lower expectations for 

their therapists, perceived their therapists as less credible and were less likely to 

complete therapy (Thompson, Worthington & Atkinson, 1994). Rasheed (2003) 

argues that mistrust of mental health services may be entrenched in feelings of 

mental illness rooted in white oppression, and deeply embedded experiences of 

discrimination and racism for certain minority groups. He points out that it is 

impossible to examine the experiences of ethnic minority groups outside of the wider 

historical, social, political and cultural forces at play. Such forces are likely to have 

implications for engagement with psychological interventions. Indeed, choice, trust, 

transparency and control were pertinent themes in some parents accounts of 

overcoming cultural mistrust to engage with MST. 

 

It is important to highlight that the ambivalence around engagement that some 

parents referred to was related to cultural differences in value systems in relation to 

family, parenting and adolescence. This is in keeping with previous research which 

has found that psychological interventions rooted in dominant ideologies and 

discourses are unattractive to certain ethnic minority groups, and that they may not 

be aligned to the ethos of other cultures (McGoldrick & Hardy, 2004). Ghuman (1999) 

purports that migrants to the UK and US often want to parent their children in line 
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with the principles, values and assumptions of their culture of origin. It has been 

argued that a deeper understanding of cultural parenting assumptions can improve 

the cultural sensitivity of family therapy interventions, which may improve 

engagement and outcomes (Kumpfer & Alvarado, 1995).  

 

In light of the fact that MST was developed in the US, cultural differences between 

the US and UK cultures, in addition to cultural differences between mainstream UK 

culture and culture of origin for minority ethnic service users requires consideration. 

Some of the participants in the study described having to overcome the initial 

resistance to share details about their family and difficulties with the therapist, making 

reference to how this was not the norm in their culture of origin. It is important to 

consider if such ideas are further perpetuated by UK culture, and whether they would 

be at odds with an intervention developed in the US.  Transportability studies have 

shown that cultural differences in the US and in other countries in relation to 

expectations around engagement and building a therapeutic relationship were found 

to impact on what was deemed an appropriate length and intensity of treatment. For 

example, in New Zealand a longer time to build engagement was added following 

feedback around the appropriateness of asking personal questions in early sessions 

(Schoenwald et al, 2008). The findings of this study arguably point to such 

adaptations being worthy of consideration for minority ethnic users of MST in the UK.      
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4.4.2 Becoming Therapeutically Aligned 

 

Forming an alignment emerged as a distinct and important component of the overall 

engagement process. Where deciding to take up MST is conceptualised in this study 

as the first engagement step, referring to engaging with the idea of an MST 

intervention, the alignment process refers to the process of engaging with the MST 

therapist. This highlights the complexities of the engagement process in MST, 

advocating the need to theorise engagement as a multi-level relational process in 

MST. 

 

Although  the MST literature refers to, and makes a distinction between engagement 

and alignment (Henggeler et al., 1998), no definitions outlining the difference 

between the two have been made. The concept of alignment within family therapy is 

used to describe the experiencing of reciprocal interests, attitudes and values 

between certain members of a family (Wynne 1961). From a structural point of view, 

the notion of alignment covers a wider field. For example Aponte (1979) sees 

alignment as the coming together of a member of a system with another or his 

opposition to that member in the accomplishment of a task. The understanding of 

alignment based on the findings of this study draws upon both Wynne’s (1961) and 

Aponte’s (1979) definition, and refers to creating a shared position and developing a 

therapeutic alliance. These are conceptualised as two interacting sub-codes within 

the overall theoretical code (therapeutic alignment) and are discussed below.    
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4.4.3 Creating a Shared Position 

 

A key dimension of aligning with the therapist was experiencing the therapist as 

being on the side of the family, prioritising keeping the family together, and agreeing 

on the same goals as the family. Some parents alluded to the positive impact this 

had on securing engagement. This is in keeping with the findings from Tighe et al’s. 

study, which showed that aligning with families to support rather than criticise them 

was important in the initial process of change (Tighe et al., 2012). This dimension of 

the alignment was powerfully illuminated in the comparisons that some caregivers 

gave between MST and social care services, the primary difference being that the 

MST therapist was felt to be aligned with the whole family whereas social care 

services being experienced as aligned with the child, against the parent. Carr (1990) 

talks about this as an engagement ‘mistake’ in family therapy, where the therapist 

forming alliances within the family against other members is detrimental as it allows 

the therapist to be sucked into a particular role in the family drama which renders 

them impotent.  

 

4.4.4 Developing a Therapeutic Alliance 

 

Thompson et al. (2007) refer to the importance of the therapeutic alliance in 

engagement in home-based treatments for adolescents and their families. Indeed, 

the process of engagement is understood by some as constructing and bedding the 

therapeutic relationship (Bordin, 1979). Norcross’s (2011) definition of the therapeutic 

alliance in family therapy as the creation of a strong emotional bond as well as 

negotiation of goals and tasks is resonant with the therapeutic alignment participants 
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alluded to in this study. Parents talked about the importance of developing a positive 

working relationship with the therapist from the outset, underpinned by mutual 

respect, positive regard and feeling understood by the therapist. This is in keeping 

with previous research in which the therapeutic alliance with key family members is 

identified as critically important (Friedlander, Escudero & Heatherington, 2006), and 

that therapist qualities have an impact on engagement (Cunnigham & Henggeler, 

1999). A study by Hogue, Dauber, Stambaugh, Cecero and Liddle (2010) found that 

an early therapeutic alliance relationship with the parent predicted a reduction in 

youth behaviour problems, which was very much in line with the findings of this 

study.  

 

A key finding of this study was that where participants described both being engaged 

with the idea of MST, and therapeutically aligned in the engagement stage, positive 

outcomes were reported by carers. Participants who described being engaged with 

the idea of MST but no therapeutic alignment did not report good outcomes despite 

completing the intervention. This is in keeping with existing ideas and research in 

MST literature. Henggeler and Schoenwald (1998) point out that slow or stalled 

clinical progress in MST is indicative of a key family member not being engaged, and 

that this has negative implications for treatment progress. MST therapists thus 

prioritise strong engagement from first contact with the family (Cunnigham & 

Henggeler, 1999). Moreover, they highlight that well thought out strategies will have 

little value in the absence of a strong therapeutic alliance, which was the experience 

of some of the parents in this study.  
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4.4.5 Considering Cultural Difference 

 

Considering cultural difference featured as an important part of the engagement 

process for many of the parents. This supports findings from previous studies which 

suggest that talking about culturally salient and meaningful content encourages more 

active engagement and participation in therapy (Jackson-Gilfort, Liddle, Tejada & 

Dakof, 2001). The findings indicated that the therapist assessing and responding to 

cultural difference sensitively in the initial stages of the intervention engendered a 

sense of being understood by the therapist, contributing to the therapeutic alignment. 

Importantly, not feeling judged, therapist curiosity, validating difference and 

sensitively making recommendations were identified as facilitating trust in the 

therapist. This supports previous research which shows that clients identify culturally 

competent therapists as those with a mixture of both generic skills that can be 

adapted to meet individual needs and knowledge of specific issues such as 

oppression, discrimination and racism (Chang & Berk, 2009). McGoldrick and Hardy 

(2004) highlight that dealing with cultural diversity is a matter of balancing between 

validating the differences amongst us, and appreciating the forces of our own 

common humanity (i.e. diversity and equality).  

 

Falender and Shafranske (2008) argue that “regardless of race, a common therapist 

barrier to establishing therapeutic alliance or managing ruptures in the alliance is the 

lack of understanding and appreciation for cultural or value based differences” 

(p.274). This was very much in keeping with the accounts of some of the parents in 

the study, specifically those who described disengaging from MST initially. 

Cunningham and Henggeler (1999) propose that “therapists who have difficulties 
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empathising with a caregiver – often the result of a lack of cultural understanding – 

will lead to a therapeutic relationship that lacks trust, collaboration and ultimately has 

poor outcomes – the impact of cultural non-connect on treatment success” (p.11).  

 

Yi (1995) suggests that by asking clients about their social networks, family 

relationships, and adherence to their cultural background enables clinicians to 

consider how culture may or may not influence engagement and thus serves as a 

guide for culturally sensitive interventions. In keeping with this, some of the parents 

spoke about finding it helpful for the therapist to enquire about their cultural 

backgrounds. Brown (2009) highlights that many of the skills required to work with 

ethnic diversity are similar to those used in therapy generally. Lo and Fung (2003) 

suggest a range of additional skills to sustain engagement and facilitate a therapeutic 

alliance for positive outcomes with the ethnically diverse clients. For instance, the 

therapist must be skilled in actually addressing ethnicity with the client, in terms of 

conversations about race, spiritual beliefs, religious practices or cultural background 

(Chang & Berk, 2009). Yarhouse and VanOrman (1999) argue that a therapist cannot 

hope to comprehensively formulate the importance of a client’s ethnic background 

without gaining information about it, which was echoed in parents’ accounts. 

Participants who had been able to have conversations with the therapist about their 

own cultural up-bringing talked about feeling that the therapist cared, described a 

strong therapeutic alignment, and overall reported better outcomes than those 

participants who did not report having such conversations. This supports the 

evidence suggesting that discussing ethnicity generally leads to a strengthening of 

the therapeutic alliance (Hill & Knox, 2009).  
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The therapist understanding and respecting cultural difference was indentified as a 

key feature in taking a culturally sensitive approach. This is well recognised in the 

MST literature (Tuerk et al., 2012). Adopting a respectful approach when working 

with cultural diversity in MST has been identified as facilitative to engagement 

(Cunnigham & Henggeler, 1999). All the parents described being indifferent to the 

ethnicity of the therapist, providing they were professional and respectful in their 

approach. However, where given a preference some expressed that they would feel 

more understood by a therapist who was also from a minority ethnic group. This 

supports previous research findings that have found that  ethnic minority clients 

prefer ethnically similar therapists to ethnically dissimilar ones (Atkinson and Lowe, 

1995).  

 

It is important to take into account that although most of the participants expressed a 

preference for a therapist who is an ethnic or cultural minority, there were mixed 

preferences for exact ethnic and cultural matching. Only one parent thought it would 

have been helpful to have had a therapist from the same cultural background, 

whereas two of the parents said that they could have potentially felt more judged by 

someone from exactly the same ethnic and cultural background as them. This 

illuminates Sue’s (1998) suggestion that “the importance of ethnic match may heavily 

depend on the acculturation level and ethnic-cultural identity of the individual” (p.442) 

and must therefore be considered carefully.  
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4.5 Process of Change  - Finding a New Way Forward 

 

The findings of the study indicated that successful engagement (i.e. willingness to 

engage, therapeutic alignment and having cultural differences considered) was a 

precursor to the process of change entitled ‘finding a new way forward’. This title was 

specifically chosen in an attempt to capture the added dimension of making cultural 

adaptations or changing their ‘way’ of doing things as described by these parents, 

which was identified as an important part of the change process. The theoretical 

codes which emerged in relation to the change process will be discussed below, with 

specific emphasis on novel findings.  

 

4.5.1 Working within a Safe and Trusting Relationship 

 

The therapeutic relationship emerged as an integral mechanism in the process of 

change for participants in this study. This is in keeping with research that shows that 

the therapeutic alliance is instrumental in change in family therapy (Friedlander, 

Escudero, Heatherington & Diamond, 2011). Building on the therapeutic alliance that 

was developed for some in the engagement process, caregivers who reported 

positive outcomes described a positive relationship with the therapist, and identified it 

as a key facilitator of change. In accordance with findings from Tighe et als (2012) 

study, a positive therapeutic relationship was found to facilitate change through 

improvements in family functioning for participants in this study. Caregivers who 

experienced positive outcomes reported a positive experience of MST, in which the 

relationship with the therapist was a central feature.  
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Despite this diversity of experiences, there was an underlying, central thread 

common in the accounts of participants who experienced positive outcomes: they 

valued having a safe place to explore their problems, with someone who they could 

trust, felt understood them and their family and who was able to help them find a way 

forward. Parents described being able to work collaboratively, and risked trying out 

new strategies to make changes in the context of a positive working relationship. This 

supports Tighe’s et al’s (2012) hypothesis that the therapeutic alliance has value 

beyond engagement, implicating it as a contributor to change and sustaining change 

(Kaur Gomez et al., submitted for publication). 

 

4.5.2 Therapist Acting as a Cultural Broker 

 

The therapist acting as cultural mediator or broker between the parent and the young 

person, and the wider cultural context emerged as a facilitator for change in families 

where parents delineated difficulties along cultural lines. The concept of family 

therapists acting as cultural brokers has previously been identified as helpful in 

working with migrant families (McGoldrick & Hardy, 2004). There were varying 

degrees of assimilation and integration with the wider culture on the part of the 

parents, which varied from family to family, and seemed to shape how parents 

interpreted their child’s behaviour. Rasheed (2003) claims that the culturally attuned 

therapist must have the clinical skills that allow the therapist to enter into the family’s 

narrative world to uncover with the family the interplay of those ethnic themes and 

broader socio-cultural narratives. Indeed, the therapist’s sensitivity and 

acknowledgement of this, and ability to collaboratively tailor interventions in line with 
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the cultural milieu of the family accordingly played an important role in helping to 

negotiate cultural difference in the family.  

 

Many of the parents talked about striving to preserve fundamental principles and 

practices from their culture of origin and wanting to teach them to their children, 

which is consistent with findings from research on parenting in immigrant families 

(Phinney & Vedder, 2006). Value differences rooted in cultural diversity such as 

independent versus interdependent self-construal’s (Markus & Kitayama, 1991) have 

been found to be the source of conflict in such families as the adolescents are 

socialised in multiple cultural contexts (Ghuman, 1999). This was echoed in the 

accounts given by parents, who talked about feeling ‘disrespected’ by their children, 

and interpreted the young person’s attempts towards autonomy and independence 

as a rebuttal of their authority, and as a symptom of the British culture which they 

were learning from their peers and the media. A lot of the parents talked about their 

own adolescence in their respective countries of origin, where obedience and respect 

for elders, and prioritising the family and the community around them was the norm, 

and alluded to struggling with conflicting cultural values in relation to family structures 

and expectations of adolescence. McGoldrick and Hardy (2004) point out that the 

network disruption that follows migration is more readily explicit and salient for 

families belonging to cultures that favour close knit, extended family and community 

ties. All of the parents in the study made reference to the absence of extended family 

and community involvement in managing the difficulties of their child. It is important 

to take into account that migration unavoidably overloads any family, and that many 

functions previously fulfilled by members of the extended family, networks, relatives 

or community remain unfulfilled (McGoldrick & Hardy, 2004).  
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The therapist’s ability to facilitate cultural perspective taking in the family, enabling 

the parent to see things from the child’s perspective of trying to navigate two cultures, 

and the child acknowledging that the parent is doing the same was described to 

create a powerful shift. Increasing perspective to facilitate change is well documented 

in family therapy (Barker & Chang, 2013). The findings of this study are in keeping 

with this, highlighting the facilitative function of opening up cross cultural perspectives 

in families with dual cultures. Parents alluded to the impact of this in helping to 

validate cultural difference within the family. Moreover, it was described to facilitate 

behavioural change through the parent and young person being able to find 

compromises and meet in the middle.  

 

An important feature of the therapist acting as cultural broker was in helping the 

parent to contextualise some of the young person’s behaviour in the wider cultural 

milieu. The normalising function of this was described as powerful in increasing 

understanding and shifting the narrative around the child as less problem saturated. 

Walsh (2006) purports through normalising their experience, families can make it 

manageable and meaningful, as well as use it to strengthen family coherence 

(Antonovsky & Sourani, 1988), which was resonant in parents accounts. McGoldrick 

and Hardy (2004) highlight that a key component of the therapist acting as cultural 

broker and legitimising the experiences of dissonance requires that the therapist 

maintain an empathic, contextualising and normalising stance, with assumptions of 

competence and good intent about the participant’s behaviours, which was very 

much in keeping with the findings of this study. The therapist’s ability to fulfil this 

function was reported to consolidate the therapeutic relationship, enabling parents to 

utilise the therapist as a cultural reference point, which was an important dimension 

of this theoretical code.    
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4.5.3 Empowering the Parent  

 

The MST literature holds that the caregiver plays a central role in the process of 

change, and that focusing on collaborating with and empowering the parent improves 

their capacity to function as an effective parent (Heneggeler et al., 2000).This was 

strongly echoed in the accounts of parents who participated in the study. Parents 

who reported positive outcomes described a process of becoming increasingly 

empowered throughout the course of the intervention in the context of a supportive 

relationship with the therapist, which in turn was described to facilitate the process of 

change. Importantly, the empowerment that some of the parents described was in 

relation to not only the home, but also the systems surrounding the family. Rasheed 

(2003) highlights that ethnic minority families may be subject to disempowering 

socio-political meta-narratives, and consequently may find themselves in multi-

system transactions that put them in a position of vulnerability and status of 

powerlessness. He argues that this reflects a relationship between the family and its 

broader environment that is unequivocally negative, thus creating a power imbalance 

between the family and its broader ecological networks. The experience of 

powerlessness and oppression can become one of the primary themes in the family’s 

identity narrative, which may constrain the family’s ability to construct more 

empowering and potentiating solutions to family problems. The therapist supporting 

the parent in their relationships within and outside the family system was described 

as instrumental in re-dressing the power differential to construct a more empowered 

and resilient narrative.  

 



 

 130 

In line with findings from previous MST studies (Huey et al., 2000; Henggeler et al., 

2009), and in keeping with one of the nine treatment principles of MST ( Henggeler et 

al., 1998) the therapist taking a positive and strengths based approach was 

experienced by parents as empowering. Acknowledging and focusing on successes 

to build on progress was an important dimension of this theoretical code, and 

supports previous findings that have identified it as an important feature in the 

process of sustaining change in MST (Paradisopoulos et al., submitted for 

publication). In line with De Shazer’s (1994) idea of focusing on resources, strengths 

and solutions or exceptions to the problem rather than problems was reported to be 

helpful in enhancing parenting skills, which is in keeping with the MST model of 

change (Huey et al., 2000; Henggeler et al., 2009). Such an approach is arguably 

particularly important when working with ethnic minority parents, in light of the 

multiple experiences of disempowerment they may experience in the context of the 

family and wider society.  

 

4.5.4 Increased Communication Within and Outside the Family 

 

Improved communication within and outside the family emerged as a theoretical code 

in the process of change. Tighe et al’s. (2012) study identifies improved relationships 

as a positive outcome of MST, which was supported by parents accounts. This is 

also in keeping with the MST theory of change (Huey et al., 2000; Henggeler et al., 

2009) in highlighting the positive impact of improved family relationships. Building on 

this, increased communication is understood as the mechanism through which family 

relationships are improved.  
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Participants talked about how the therapist mediating between the parent and the 

child helped to reduce conflict, and find more constructive ways of communicating. 

Communication within the family was described to have improved in two ways; ways 

of communicating (e.g. talking instead of shouting), and content of communication 

(e.g. increased affective content). The benefit of this was discussed in increasing 

understanding, perspective taking and empathy. Such accounts are consistent with 

family based adolescent interventions which hold that family communication is 

required to change in order for individual symptoms to remit (Liddle, 1995). Engaging 

adolescents and parents in new conversations as a way of improving the parent child 

interaction, and its relationship to change has been demonstrated in previous studies 

(Holtzworth-Monroe & Jameson, 1994, Schmidt, Liddle & Dakof, 1995).  

 

It is important to take into consideration the added communication complexities that 

dual cultures can bring in minority ethnic families, which was echoed in some of the 

parents accounts. Some of the parents talked about feeling deeply offended when 

their adolescents argued with, or challenged them, and how alien this was in relation 

to their own upbringing. This is in-keeping with research which has shown that in 

Western societies, disagreements between parents and adolescents may be 

considered part of the normal developmental process (Steinberg & Morris, 2001), 

and therefore not be as disruptive as in non-Western cultures that place greater 

value on family harmony (Markus & Lin, 1999). Thus in cultures where norms of 

respect for parents prevail (expressed through obedience and being non-

confrontational) differences within the family may be associated with greater 

problems. The therapist facilitating the process of finding acceptable means of 

communicating, and contextualising some of the family’s communication within 

cultural norms was described to be powerful in helping to create change. Increasing 
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communication within the family and the therapist acting as a cultural broker were 

thus found to be interlinked.  

 

Increasing communication outside the family was an important dimension of this 

code. The MST model of change identifies that change across the young person’s 

social ecology is likely to lead to sustainable outcomes thus caregivers being helped 

to develop collaborative relations with teachers and other community professionals 

(e.g. teachers or youth offending officers) has been identified as an important feature 

in the MST model (Henggeler et al., 2012). Parents in the study discussed the value 

of the therapist in helping them to navigate, and in some cases repair relationships 

with other professionals surrounding the family through increasing and improving 

communication. Tighe et al. (2012) identified that working with the systems around 

the young person was an important factor in the process of change. The results of 

this study support, and further this finding in identifying increased communication and 

improved relationships between caregivers and other professionals and key figures 

around the family system as a key mechanism of change.  

 

4.6 The Emergent Model in the Context of Existing Theory  

  

The emergent model highlights a number of factors the parents in the study believe 

contributed to being able to engage and create change with MST. The existing model 

of the process of change in MST provides a basic understanding of how change is 

achieved in MST, a hypothesised process which is regarded to have been supported 

in studies on the mechanisms of change (Henggeler et al., 2009; Huey et al., 2000). 
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The findings of the current study suggest additional factors which can explain the 

process of engagement and change, encapsulating factors that need to be 

considered when working with minority ethnic families.  

 

The current model does not consider the process of engagement and change as two 

distinct stages. Indeed, a key feature of the emergent model holds that engagement 

is a distinct process in itself, and precursor to the process of change. Hayley (1976) 

and others in different contexts (Prochaska, DiClemente & Norcross, 1992) have 

noted that it is helpful to think of change as a multi-staged phenomenon. In the 

context of the current study, engagement can thus be seen as the first stage of 

change.  

 

The current model of change centralises improved family functioning in the process 

of change, but lacks specific information about the mechanisms that underpin this. 

The model presented in this study proposes that working within a safe and trusting 

relationship, increasing communication within and outside the family and empowering 

the parent are the mechanisms that enable improved family functioning. The 

therapist working as a cultural broker is proposed as an additional mechanism of 

change in minority ethnic families.  Incorporating these emergent factors into the 

existing model would allow for a fuller and more comprehensive understanding of the 

process of engagement and change for positive outcomes with MST for families from 

diverse cultural and ethnic backgrounds.  
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4.7 Critical Review 

 

Representativeness 

 

Qualitative research is often criticised for its limited generalisability (Mays & Pope, 

1995). However, consistent with the constructivist critical realist perspective 

employed in the research, this study did not aim to represent the views of all minority 

ethnic service users. Rather, it sought to offer a contextualised exploration of this 

from the perspective of a sample of London-based parents who had completed an 

MST intervention. Charmaz argues that rather than seeking to construct 

generalisable theories, the aim of grounded theory is to construct tentative theoretical 

understandings viewed as ”partial, conditional, and situated in time, space, positions, 

action and interactions” (Charmaz, 2009, p.141). Thus, the results should be situated 

with respect to participants' contexts, which are likely to have influenced the findings. 

For instance, all parents reported working with a therapist who was not white British, 

which may have been a reflection of the overall cultural and ethnic diversity in 

London. Service users in other parts of the UK may have different experiences of 

MST, and different experiences of being in the UK as a whole. 

 

This study also excluded ethnic minority parents/caregivers who were born in the UK 

in an attempt to try and capture the experiences of parents who had migrated from 

another country, and are thus more likely to have dual cultures within the family. It 

was thought that such families would most clearly epitomise the cultural tensions that 

families with two cultures have to navigate, and the impact of this on engaging with 
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MST. Thus the experiences and views represented in the study constitute a very 

specific group of ethnic minority caregivers. Also, the study does not include the 

accounts of those that refused the intervention in the first instance or those did not 

complete the intervention, and is therefore potentially missing invaluable information 

about factors that hinder engagement with minority ethnic families.   

 

Youth and therapist perspectives  

 

The findings of this study present only one part of the picture in relation to the 

process of engagement and change with ethnic minority families. With the focus on 

the caregivers, the voice of the referred young person is missing. Tighe et al’s. 

(2012) study focused on both youth and caregiver perspectives. Including both 

caregiver and youth perspective arguably obscures who ‘owned’ what particular 

representation, although Tighe et al. (2012) did show who endorsed a particular 

theme in their summary table in the paper. With respect to working with ethnic 

minority families, specifically where the parent was born and raised in a different 

culture to the child, experiences of engagement and change are likely to be more 

complex. Therefore, it is useful to examine caregiver and young people’s 

perspectives separately. However, Wittenborn, Dolbin-MacNab and Keiley, (2013) 

have provided a helpful commentary on the benefits of dyadic research and 

methodological considerations for researchers using dyadic research designs. 
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Language 

 

Due to the financial constraints of carrying out this research as part of Doctorate in 

Clinical Psychology, it was not possible to pay for an interpreter to interview non-

English speaking caregivers. A number of potential participants were excluded from 

the study for this reason. Patel (2002) argues that being denied a voice is a form of 

disempowerment. It is, thus, regrettable that non-English speakers could not 

participate. Accordingly, the sample used is biased towards English speakers, who 

perhaps represent a relatively a more integrated and acculturated cohort of minority 

ethnic parents.  

 

Interviews 

 

A number of factors may have influenced what participants discussed and may have 

impacted on the interview process (Rapley, 2001). These included cover letters sent 

to potential participants on service headed paper and the recording of interviews. 

Although all interviews were carried out in participant’s homes, such factors may 

have been constraining in that participants may have perceived the researcher as 

affiliated with the respective MST service, which perhaps limited their willingness to 

voice criticisms. 
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Similarities and differences 

  

In the methodology section the different positions the researcher held were briefly 

highlighted, which may have influenced the research process. Focussing particularly 

on the position of the researcher being a first generation British Bangladeshi, and 

thinking about the sample, there were similarities with respect to belonging to a 

minority group in the UK. Some have highlighted the benefit of researchers studying 

groups of which they are similar to (Egharevba, 2001; Grewal & Ritchie, 2006). 

Indeed, it was felt that this helped the research process in the sense that participants 

may have felt more at ease with someone perceived to be similar to them and a 

shared desire to highlight a group underrepresented in the literature.  

 

However, there were ways that the perceived similarities between the researcher and 

the participants may have limited some of the discussions. Dwyer and Buckle (2009) 

highlight that pertinent point that “holding membership in a group does not denote 

complete sameness within that group. Likewise, not being a member of a group does 

not denote complete difference” (p. 7). There may have been the assumption that 

some issues did not require further explaining as the researcher may have been 

thought to have had previous knowledge about them or could identify with them as a 

minority ethnic. It was important to consider the implications this might have had for 

what was shared, and not shared and how this shaped the subsequent research 

findings. It was also important to be mindful of how much of the researchers “non 

research self” could be brought to interviews without ‘contaminating’ or ‘distorting’ the 

interview (Glensne & Peshkin, 1992). 
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4.8 Implications for Clinical Practice 

 

Exploring ethnic minority carer accounts of the process of therapy and factors that 

helped or hindered engagement and change with MST has highlighted clinically 

relevant information which may be useful for clinicians to attend to when working with 

minority parents, and families. The findings of this study also describe processes of 

engagement and change which add to the existing MST model of change.   

 

 This study found that the relationship with the referrer had implications for 

engagement and change with MST. Where parents described being referred 

to MST by a trusted source, there was less ambivalence and more willingness 

around engagement. Furthermore, in such cases, parents also reported 

positive outcomes with MST. Although a number of other contributory factors 

are likely to have shaped such outcomes, the findings of this study highlight 

the need for service providers to carefully consider the referral source in MST 

in order to try and help families to maximise their chances of success with 

MST.  

 

 There was variability in caregiver accounts in relation to the overall 

engagement process. The findings of this study draw a distinction between 

engaging and aligning, which together, are conceptualised to form the optimal 

engagement conditions to maximise possibility of change with MST. Where 

parents described developing a strong, positive working relationship with the 

therapist from the outset of treatment (i.e therapeutic alignment) in addition to 
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being on board with the idea of MST (i.e. being willing to take up MST), good 

outcomes were described. In contrast, some parents described being on 

board with the idea of MST, but there was a marked absence of the 

therapeutic alignment, and good outcomes were not reported. Such findings 

have important implications for the engagement conditions necessary to 

maximise outcomes with MST, where ideally the therapist works to ensure 

that there is both engagement and alignment. Based on the findings of this 

study, it may be helpful to incorporate the process of engagement and 

alignment as a separate and precursory stage to the existing MST model of 

change.  

 

 As mentioned above, the overall engagement stage emerged as a distinct 

process to change in caregiver accounts. It is possible to conceptualise this 

as being related to cultural difference, in that engaging with MST in the 

context of ambivalence and cultural mistrust may make the engagement 

process more tentative and delicate. It therefore stands to reason that where 

there are greater cultural differences, thus allowing more time for engagement 

and alignment may be beneficial.   

 

 The ability to work sensitively with cultural diversity emerged as a key factor 

in the engagement and change process. Although exact ethnic and cultural 

matching was not expressed as a preference by most of the parents in this 

study, working with a clinician who was an ethnic or cultural minority was 

reported to be helpful. In light of this finding, it may be helpful for service 

providers to carefully consider the appropriate level of difference for ethnic 

minority families in MST.  
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 Most importantly, not making assumptions, tuning into where people place 

themselves on the spectrum of cultural difference and acknowledging, 

validating and responding to difference with respect was identified by parents 

as being a key facilitator for engagement and change. Acknowledging families 

multiple cultural contexts was found to be useful. Training clinicians around 

cultural competence, which has been identified as a core competence for 

mental health practitioners (Pedersen, 2008) and addressing such issues in 

supervision and consultation therefore becomes essential when working with 

diversity. 

 

4.9 Implications for Future Research  

 

 This study generated ideas for future research. This study explored minority 

ethnic accounts of engagement and change with MST from the caregiver’s 

perspective, and generated a theoretical model of the findings. The current 

study could be extended by exploring the experiences of MST for young 

people who are from minority ethnic backgrounds, and also the experiences 

of MST therapists in working with minority ethnic families. This would no 

doubt provide a more complete picture of the mechanisms of engagement 

and change in MST for such families. 

 

 A follow on quantitative study to test out the theory generated in this study 

would be useful. For example, a structured questionnaire incorporating the 
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key dimensions of the emergent model could be generated and circulated to a 

larger sample of minority ethnic caregivers who have participated in MST to 

test out the central tenets of the theory.  

  

 This study was carried out in two London MST sites. Patterns of migration 

and ethnic diversity are likely to be different in other cities in the UK, and in 

other countries. This study could be extended by exploring the experiences of 

minority ethnic groups with MST outside of London.  

 

 The sample group in this study was composed of a collection of participants 

from different parts of the world. The dangers of assuming similarities and 

homogenising minority ethnic groups have been discussed above. Further 

studies exploring the experiences of families from specific ethnic backgrounds 

would thus be appropriate and illuminating.    

 

 The study highlighted that referral routes into MST are experienced to have 

implications for initial engagement. Further research examining this for a 

broader sample (including families from non minority ethnic groups) might be 

helpful in exploring this in more depth, and potentially draw out important 

factors in the referral process. 
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4.10 Personal Reflections 

 

Willig (2008) highlights the importance of researchers’ reflecting on their role in the 

research process. Indeed, reflecting on how the researcher's contexts influenced the 

research process is central to constructivist grounded theory (Charmaz, 2006). 

Keeping a reflexive diary and discussing my biases, beliefs and assumptions with my 

supervisors and peers helped to foster a curious stance towards participants’ 

experiences (see Appendix A). In addition to helping me consider the impact of 

interviews on me, using a diary facilitated reflection on how my positions shaped the 

interview dialogue. 

 

My position as a Trainee Psychologist also likely informed participants' expectations 

of appropriate discussion topics (such as experiences of distress). Moreover, this 

influenced how I engaged with interviews. I was often moved by participants' 

accounts and empathised as I would in a therapy session. Nevertheless, I feel this 

approach, recommended by Charmaz (2006), helped build rapport and was 

respectful of participants' experiences. 

 

I was particularly aware that I was sensitive to participants’ stories of negotiating 

family life in a dual cultured family as these echoed some similarities to my own 

family’s stories. As a first generation female born to a migrant family with my own 

experiences of negotiating two cultures, I was aware that I may have pre-formed 

assumptions from the outset of the research which could shape interviews and 

subsequent analysis. I noticed that the topic of culture and ethnicity featured strongly 
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in some of the interviews, which made me curious about how my own ethnicity as a 

British Bangladeshi female shaped the interviews. I was able to monitor this through 

the use of the reflexive journal and peer supervision. After each interview, I reflected 

on the process, the questions I had asked, areas I could have explored further and 

my feelings coming away from it. In an extract from my diary in Appendix A, I reflect 

on how I was struck by how participants seemed to relish the opportunity to talk 

about their own upbringing and cultures.  

 

Being new to the GT approach, the process of coding and constructing a theory that 

is grounded in the data was at times an intense and overwhelming process. In light of 

the fact that the participants are typically a hard to reach group and this being the first 

qualitative study in the UK looking at their experiences of MST, I was aware of my 

own anxieties around representing the experiences of caregivers as accurately as 

possible rather than my own pre-conceptions about what was important. Consulting 

experienced GT researchers, the guidance produced by Charmaz (2006) and Eilliot 

et al. (1999) and using supervision was instrumental in quality assurance.  

 

4.11 Summary and Conclusions  

 

In spite of its limitations, this study attempts to make a contribution to the knowledge 

and understanding of the processes of engagement and change through examining 

minority ethnic caregiver perspectives of MST. The study provides useful insights into 

what was experienced to help and hinder such processes, and fills a gap in the 

literature in examining this qualitatively with minority ethnic caregivers. With 
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reference to novel findings, the study draws attention to the specific mechanisms that 

are thought to underlie the engagement process, and highlights the importance of 

considering cultural difference in the initial stages of the intervention.  The study 

points to the complexity of the engagement process for minority ethnic carers 

participating in MST. The therapist’s role in helping to open up meaningful and 

constructive conversation around culture was identified as an important change 

mechanism, through helping to negotiate cultural difference in families where 

difficulties were contextualised within such a frame. The findings of the study were 

used to suggest ways in which the existing theory of change for MST could be 

adapted to take into account factors that were identified by minority ethnic caregivers 

in facilitating engagement and change with MST. It is important to note that outside of 

novel findings highlighted, the majority of the mechanisms of engagement and 

change identified in this study are consistent with ideas and findings within the 

existing MST literature, further evidencing their mediating power. This brings to fore 

two key points worthy of consideration, the importance of being mindful of cultural 

differences whilst recognising universal similarities between families, and the value of 

preserving and maintaining fidelity to the core elements of MST when working with 

families from diverse cultural backgrounds.  It is hoped that the findings of the 

present study add to the MST evidence base and demonstrates the value of utilising 

qualitative methods in researching treatment processes and outcomes.  
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Appendices 

Appendix A: Extracts from Reflexive Journal 

The researcher kept a reflexive journal throughout the course of the research to 
capture thoughts, process ideas and reflect on assumptions and values. Charmaz 
(2006) advocates the use of reflexivity, and defines it as “the researchers scrutiny of 
his or her research experience, decisions and interpretations in ways that bring the 
researcher into the process and allow the reader to assess how and to what extent 
the researcher’s interest, position and assumptions influence enquiry (p.188).  

Reflections during interview and transcribing  

Extract 1:  

Following the first interview, I was moved by Jin’s stories and reflections. I was able 
to get a sense of how deeply distressing the situation around his children had been 
for him, and I found myself having to refrain from slipping into a therapeutic role. 
Ethically, I felt it was appropriate to convey empathy and acknowledge the sensitivity 
of what he was sharing whilst maintaining my position as a researcher. The semi-
structured interview schedule was particularly helpful in drawing me back to the 
purpose of the interview.  

I was struck by the amount of time, and how emphatically Jin spoke about his culture 
and background. In addition to what he was saying, being sat in Jin’s living room, 
which was full of Chinese decorations, newspapers and with the Chinese channel 
muted in the background conveyed to me the importance of Jin preserving his culture 
was to him. I re-thought my decision of refusing the tea that he had offered me, 
(which in my culture of origin likes Jin’s is likely to be perceived as rude) and the 
subtle implications this may have had for building rapport. Jin spoke very highly of 
Chinese culture and emphasised the central role of authority figures and the respect 
they were granted. His description of UK culture was in contrast very negative, 
expressing his view that there was an absence of a respect for authority. My 
impression was that Jin had constructed a very split, opposite and polarised view of 
these two cultures, with one being idealised and the other being denigrated. Jin 
explicitly talked about how the British culture, media and institutions had played an 
important part in ruining his children. I found myself intrigued by, and motivated to 
understand how Jin had arrived at this polarised construction. Having membership 
within two cultures, I am aware of the difficulties that young people face when 
negotiating two cultures and during the course of this interview I was able to 
understand better the perspective of the parent. Jin talked a lot of the 
incompatibilities of his culture, and the mainstream culture in the UK and the 
implications this had for child rearing. This alerted me to the importance this may 
have when taking part in an MST intervention, and a question around this was added 
into the interview schedule.   

Whilst transcribing I also noticed a number of areas that Jin had drawn on during the 
interview that I had wished to follow up on. I was aware that it would not be possible 
to follow up on every topic raised in the interview. On reflection however, I wondered 
if I could have balanced my engagement with maintaining some distance to enable 
me to notice more of these issues during the interview, instead of afterwards. After 
interviews, I also decide to ensure that I recorded memos of issues I would have 
liked to explore further in order to shape theoretical sampling when adopting the semi 
structured interview for the next wave of data collection.  
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Extract 2:  

I found myself thinking a lot about the ideas and issues that Miriam raised in the 
interview I did with her yesterday. Miriam was bemused by the term Black Minority 
Ethnic meant, and strongly expressed that she did not identify herself as ‘black’ or an 
‘ethnic minority’. I felt slightly embarrassed at my own use of the term, since I myself 
do not identify with it, or like to be referred to as a ‘BME’. I was left thinking about 
this, and how within the field of Clinical Psychology it is well accepted and taken for 
granted term that has been placed on a huge group of people. It put me in touch with 
how reductionist and homogenising this term was, and how depersonalising it is to 
refer to people in this way. Following this interview, I chose to take the term BME out 
all of the study related material.  

As I was transcribing the interview, I was reminded of how misunderstood she 
described feeling, both by services (including MST) and wider society as a whole. A 
specific excerpt of her interview stuck out in my mind, as it seemed to capture the 
essence of what she was trying to convey. She said that it is important that therapists 
“check out the meaning behind words” as they can have different meanings for 
people from different cultures, with specific reference to the word ‘family’. This was 
something the other parents had referred to in their interviews too. Miriam depicted in 
detail the richness of family life in Israel, and the support that she felt she missed out 
on. She said that she wished she had raised her children in Israel, and questioned 
whether her daughter would have ended up becoming so unwell had she stayed in 
Israel. I could sense the deep regret in her voice. I wondered how much of this the 
MST therapist had been aware of. Based on what Miriam told me, it was clear that 
this was a conversation that she had not been able to have with the MST therapist, 
thus cultural differences had not been validated. Miriam said that she felt as though 
the therapist was ‘lovely, but was on a completely different page’. I got the sense that 
this became a big obstacle in them building a working relationship. This was in stark 
contrast to Joy, who talked about feeling as though the therapist ‘understood and 
respected’ her culture. Indeed, a strong and positive working alliance stood out in 
Joy’s interview. This seems to point to a link between being able to validate cultural 
differences, feeling understood, being able to build a good working relationship and 
having a positive experience of MST with good outcomes.  

Extract 3:  

I was pleased with today’s interview and feel as though updating my interview 
schedule for the second time has enabled to ask more relevant questions and gather 
rich data. Leila’s interview was particularly useful in helping to consider taken for 
granted, culturally specific ideas around adolescence. Although the developmental 
period of adolescence is a universally accepted stage of life (marked by physiological 
changes), perhaps the purpose of it is socially constructed. Leila talked about her 
experience of adolescence being different in Chad where she grew up where young 
people are expected reintegrate to more responsible positions within the family, 
rather than separate and individuate as is the norm here. She shared that it was 
difficult to accept her daughters ‘demands’ for independence and talking back, which 
she viewed as deeply disrespectful. I was struck by the descriptions of the therapists 
role in helping her to contextualise this differently.  

Extract 4:  

In all of the interviews I have done so far, I’ve noticed whilst transcribing and in the 
process of coding how long the parents have wanted to speak about their own 
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backgrounds. All of the parents interviewed so far have wanted to talk in a lot of 
depth about where and how they grew up sharing fond memories and stories of 
growing up in extended families. Although at times I had to move the interview on to 
focus on the research questions, I felt as though taking the time to genuinely listen to 
parents experiences and stories about their own upbringing helped to build rapport, 
as the interviews have flowed very easily. I wondered how this played out in the 
engagement process with the MST therapist and whether this was an important part 
of the engagement process in the MST intervention, as it had been in the interview.   

Reflections during initial coding  

I found analysing the first wave of interviews particularly challenging. I had never 
coded qualitative data before, and was overwhelmed by the amount of data that 
required processing. Charmaz’s (2006) recommendations were clear and helpful 
although I was still unsure about whether I was coding properly. Sharing my 
concerns with fellow trainees who were also doing a grounded theory projects was 
extremely helpful in ensuring I was on the right track. I found it particularly 
challenging at first to find the balance between describing and conceptualising the 
data, however as the research progressed I became increasingly more familiar with 
and confident in the coding process.  

Reflections during theoretical coding 

The number of initial codes and focused codes I had generated after coding the final 
interview left me feeling both pleased and overwhelmed. The very structured 
approach to data analysis that GT outlines helped me to break the data analysis 
down into more manageable steps. The process of collecting and analysing data 
simultaneously was also helpful in achieving a sense if moving thorough the analysis 
process in a systematic way. Constantly comparing codes between and within 
interviews was particularly useful in consolidating emerging codes. Focused coding 
had helped to provide a useful bridge between initial line by line coding and 
developing categories. However, there was a sense of ‘stuckness’ I felt when I had to 
take the leap from focused codes to theoretical categories. My biggest fear was that I 
would risk not doing justice to, and represent the experience of my participants. 
However, having paid careful attention in the initial coding and focused coding stages 
to ensure that codes were grounded in data (and in the words of the participant as 
much as possible) made it possible for me to move towards theoretical coding as I 
was reassured that my the biding blocks of the theory (codes) were evidenced in the 
data. Also, one of my GT colleagues reminded me of Charmaz’s point that there are 
numerous possibilities held within data, and each individual researcher is likely to 
construct it in a unique way. Providing that the emergent theory is grounded in, and  
evidenced by the data, there is no ‘right’ or ‘wrong’. This reminder was particularly 
helpful in me being able to start generating my model.   

During the construction of theoretical categories, I struggled with the 
interconnectedness of the data. It was difficult to fully distinguish different categories 
as there was much overlap between them. I collapsed the 12 categories that I initially 
constructed to a total of 7 through a systematic process of examining how similar and 
unique they were. Constructing a way of presenting the analysis that captured the 
interconnectedness of the categories and circular movements between categories 
was a considerable challenge, rather than presenting fragmented categories, 
interweaving concepts throughout the analysis was also felt to be useful to create a 
sense of interconnectedness between the categories.  
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Appendix B: Memo Examples 

Raising initial codes to focused codes – ‘MST making sense’ 

Parents have talked in detail about the early engagement process with the MST. 
There is a variation in participant’s experiences of initially engaging with MST. The 
theme of ‘things making sense’ was apparent in all parents narratives, and was 
described to have implications for whether people chose to follow through with MST 
or not. Parents who initially disengaged with MST provided rich detail about the 
important aspects of initial engagement. The initial codes ‘therapist being concrete 
and specific’, ‘working out a plan’, ‘focusing on present difficulties’ were apparent in 
all parents accounts of the initial engagement process, and could be subsumed in to 
a broader focused code that relates to ‘MST making sense’ as it was these 
processes that seemed to help parents understand and makes sense of MST, which 
then seemed to impact their willingness and commitment to engage.  

Memo to guide theoretical sampling (informing changes made to interview 
schedule 2): asking about cultural differences within the family   

Jin frames the difficulties he is having with his daughters as a product of cultural 
differences within the family. He drew distinctions between western culture, which he 
perceives to be individualist and Chinese culture, depicted as collectivist. He 
conveyed how important it is to him to preserve the values of his culture (e.g. respect 
for authority figures, obedience, centring life around family) and how mainstream 
society works against this. He said he thought that peers, agencies and media were 
a powerful force in instilling western values within his children. Jin gave the 
impression that he had not discussed this with his MST therapist. Further questions 
around whether parents see their difficulties as a product of cultural incompatibilities 
and if so, whether this was discussed with the therapist will be incorporated into the 
interview schedule.    

Memo to guide theoretical sampling (informing changes made to interview 
schedule 2): asking about the therapeutic alliance  

The theme of having a positive working relationship with the therapist is apparent in 
the narratives of those parents who have described having positive outcomes with 
MST. It is absent in those parents who did not report good outcomes. The two 
parents who disengaged with MST initially describe a difficult relationship with the 
therapist from the outset. Indeed, there is a sense that where there was a good 
working relationship with the therapist, it started very early on in (perhaps even in 
engagement). Is the working relationship with the therapist seems to be instrumental 
both the process of change? This requires to be explored further in the interview. 
Additional questions will be added to the interview schedule around the therapeutic 
relationship to gauge how it facilitates change. 

Memo to guide theoretical sampling (informing changes made to interview 
schedule 3): asking about reasons for moving to the UK 

There is a distinct variation in participants accounts of their initial thoughts about 
MST, and how culturally appropriate it would be. Some parents were noticeably more 
suspicious about MST at the outset, their concerns being centred around having 
people come in to change their cultural practices. These parents were also more 
critical of UK culture. It is worth considering whether their reasons and early 
experiences of coming to the UK has shaped their ideas about the culture here, and 
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subsequently their trust and willingness to engage with MST, specifically in relation to 
their intimate family life. Leila said that she was initially in the UK as a refugee, and 
Joy had been brought over by her uncle (under the impression that she would be 
going back). They said that they were both very unhappy here and desperately 
wanted to go back in the early years. They also spoke proudly about how they strived 
to preserve their cultural heritage (through food, rituals and parenting). Questions 
around reasons for migration to the UK and early adjustment will be added to the 
interview schedule to explore impact on early engagement with MST.  

Therapist managing cultural differences (raising a focused code to a 
theoretical category) to therapist acting as cultural broker 

The therapist’s role in helping to negotiate cultural difference in the family has 
emerged as important to helping to bring about change in some parents accounts. 
Where parents have made sense of their difficulties as being a result of 
incompatibilities between eastern/collectivist cultures and western/individualistic 
cultures, it was apparent that the therapists ability to acknowledge, validate, and 
address this was instrumental in helping the parent to frame their difficulties in a 
more helpful way. The therapist helping to manage cultural difference was conveyed 
to include the therapist being able to hold a neutral position, in that they were not 
aligned with the parent and their culture, or the child and their culture. So being on 
none, and on both of their sides at the same time.  

The skill of the therapist in helping to encourage cultural perspective taking so that 
the parent could acknowledge that the child was navigating two cultures (a necessary 
and important part of the development of a self identity), and the child acknowledging 
that the parent is trying to preserve cultural practices that they value was 
experienced as helpful in helping to create a shift in previously entrenched and 
strongly held positions. Thus the therapist found a way to help them ‘meet in the 
middle’, through mediating between the parents and child’s cultural alignments.  

The ethnicity and cultural background of the therapist stood out as an important 
factor, contributing to how credible parents perceived the therapist to be in being able 
to address cultural issues. For a couple of the parents, therapists with lived 
experience of negotiating such cultural differences themselves were perceived to be 
able to help them with such difficulties better (i.e. therapists who were also ethnic 
minorities). There was a sense that by these therapists having been educated and in 
a ‘good job’ represented negotiation of, and adjustment to the mainstream culture. 
Leila talked about being able to use the use the therapist as a cultural reference 
point, to differentiate between ‘normal’ and ‘abnormal’ behaviour, which was 
described to have a powerful normalising effect. The therapist was thus able to act as 
a sort of cultural broker within the family, and between the family and the wider 
cultural milieu to help create change.   
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Appendix C: Ethical Approval from National Research Ethics Committee 

Service (NHS) 
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Appendix D: Research and Development Ethics Approval  
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Appendix E: Ethical Approval form from RHUL Ethics Committee  
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Appendix F: Participant Information Sheet 

Participant Information Sheet 
 
 
 
 
 
Title: Experiences of Engaging in Multisystemic Therapy – A Qualitative 
Investigation with Minority Ethnic Carers 
 
You are being invited to take part in a research study.  Before you decide whether 
you want to take part or not it is important for you to understand why the research is 
being done and what it will involve.  Please take time to read the following 
information carefully and discuss it with others if you wish.  Ask us if there is anything 
that is not clear or if you would like more information.  Take time to decide whether or 
not you wish to take part. Part 1 tells you about the purpose of this study and what 
will happen if you decide to take part; Part 2 gives you more detailed information 
about the how the study will be carried out.  
 
PART 1 
 
What is the purpose of the study? 
 
My name is Fatima Bibi and I am a 3rd Year Clinical Psychology Trainee at Royal 
Holloway University and I am conducting this research for my 3rd year Doctoral 
research project. I am interested in following up Minority Ethnic families who have 
taken part in Multisystemic Therapy (MST). I am interested in finding out about your 
experience of MST, how well suited you found MST to your specific cultural and/or 
religious beliefs, and what MST related factors and other factors you felt impacted 
engagement and change  
From this I hope to develop an understanding of your experience of engagement and 
the change process.  I hope this may help other therapists and MST teams working 
with families to understand the experience of families from different cultures in more 
depth.  
 
 
Why have I been chosen? 
 
You have been invited because you took part in Multisystemic therapy and you are 
from a Minority Ethnic background.  
 
Do I have to take part? 
 
No. It is entirely up to you to decide whether or not to take part. If you choose not to 
take part in this study then you do not have to give a reason and no pressure will be 
placed on you to change your mind. If you do decide to take part you will be given a 
copy of this information sheet to keep and you will be asked to sign a form recording 
your consent. If you do decide to take part you are still free to withdraw at any time 
without giving a reason. Your son/daughter’s care will not be affected if you do not 
wish to participate or if you decide to withdraw from the study at any point.  
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What will happen to me if I take part? 
 
If you would like to participate you would be asked to take part in one tape-recorded 
interview lasting around 1 hour in a comfortable setting, which could be your home. 
The meeting will involve talking to the researcher about your experiences of MST, 
how appropriate you felt the treatment was for your specific cultural and or religious 
needs and what you felt the advantages and disadvantages of this treatment were. 
You will also be asked to complete a short questionnaire asking you about you 
ethnicity, religious beliefs, age and gender. If you consent, you may be contacted at 
a later date to ask if you wish to comment on the research findings. You are able to 
decline this offer without giving a reason.  
 
What are the possible disadvantages of taking part? 
 
It is possible that you might feel upset about talking about your experiences. If this 
does occur you can take a break or stop the interview at any point. You will be given 
further information about resources and help that are available to you should you 
need them after the interview.  
 
What are the possible advantages of taking part? 
 
I cannot promise this study will help you. However, this research project will allow 
you to have time and space to reflect on your experiences. Potentially, this research 
will help other therapists and practitioners understand your experiences in depth, and 
what aspects of MST are more or less helpful with minority ethnic groups, which in 
turn will help improve MST delivery in the future.  
 
Expenses 
 
You will be offered £10 in cash as a thank you for taking time to talk to me.  
 
PART 2)  
 
What if there is a problem?  
 
If you have any worries about any part of this study you should ask to speak to the 
researcher who will do their best to answer your questions. If you are still unhappy 
and want to complain you can contact the project Research Supervisor, Dr Gary 
Brown.   
 
Will anyone else know I am doing this?  
 
We will keep your information in confidence. This means we will only tell those who 
have a need or right to know. On my sheets I will remove your name and anything 
else that may identify you. I will then write a thesis about the interviews and all your 
identifying information will be removed. 
 
I will ask you if it is ok for me to tell people who are involved in your care that you 
have said yes to take part in the study. The MST team, including your therapist, will 
not be given any information on what you have said to me. The audio-taped 
recording of our talk will be typed up word for word and this document will be kept in 
safe place at Royal Holloway University of London and may be looked at by 
authorised persons from Royal Holloway, University of London. They may also be 
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looked at by authorised people to check that the study is being carried out correctly. 
All these people will have a responsibility to keep your information private and we will 
do our best to make sure this is done. The audio-taped recording will be destroyed 
immediately once our talk has been typed up.  
 
What will happen if I share information about possible risk to myself or others? 
 
If during our talk we have any worries for your safety, worries for other people’s 
safety, or you tell us something which is against the law we have a responsibility to 
tell someone else about this. Should this happen, I am required to contact the 
relevant site supervisor (either Dr Amaryllis Holland or Dr Hayleigh Millar at the 
Merton and Kingston site, or Dr Jenny Taylor at the Hackney site). They will then 
contact a professional who is still involved in your care so that they can check that 
you and/or others are okay. If you are not involved with any other professional, then I 
will contact the local Safeguarding Team and they will contact you to make sure that 
you and/or others are okay. We will try to talk about this with you first to explain our 
reasons and what will happen next.  
 
 
Who has reviewed the study?  
 
Before any research goes ahead it has to be checked by a Research Ethics 
Committee. They make sure that the research is fair. Your project has been checked 
by the Royal Holloway University of London Research Committee and the NRES 
Committee London - Fulham.  
 
Further information and contact details  
 

If you would like to take part in this 
study then please contact me via 
email 
(Fatima.bibi.2011@live.rhul.ac.uk) or 
at the address below.  
 
Researcher  
Fatima Bibi  
Clinical Psychology Department  
Royal Holloway University of London  
Egham  
Surrey  
TW20 0EX  
Tel: 01784 414636  
 
 

You are also able to contact the 
relevant  field supervisors on the 
emails below:  
 
Merton and Kingston MST Service  
 
Dr Amaryllis Holland 
 Amaryllis.Holland@swlstg-tr.nhs.uk 
 
Dr Hayliegh Millar 
Hayleigh.Millar@swlstg-tr.nhs.uk 
 
Hackney MST Service 
 
Dr Jenny Taylor 
jenny.taylor@eastlondon.nhs.uk 

Research Supervisor  
Dr Gary Brown 
Clinical Psychology Department  
Royal Holloway University of London  
Egham  
Surrey  
TW20 0EX  
Tel: 01784 414636 
Email: gary.brown@rhul.ac.uk 

mailto:gary.brown@rhul.ac.uk
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Appendix G: Participant Information Sheet for Young Person 

Information Sheet for study - Experiences of ethnic minority parents or carers 
of taking part in Multisystemic Therapy 
 
 
 
 
 
 
 
My name is Fatima Bibi and I am studying to become a psychologist. I am doing a 
project as a part of my studies.  
 
I am really interested in hearing about your parent’s or carer’s experience of 
Multisystemic Therapy, and what they thought was helpful or not helpful for your 
family and you. This is what my project is about.  
 
The reason your parent or carer has been chosen is because your family took part in 
Multisystemic Therapy and are from an ethnic minority background (meaning that 
your family may be from a different culture or of another race).  
 
It is up to your parent or carer whether they want to take part. They do not have to, 
and can say yes or no at any point. If they decide not to take part, this is not a 
problem and it will not affect your care or support in any way.  
 
If your parent or carer does decide to take part in my project, I will arrange to talk with 
them where they live. I will tape record the interview, and then type it up so I can 
remember what we talked about. I will then delete the taped interview. I will make 
sure that your parent or carers name, your name or the name of any other member of 
your family or anybody who has been involved with your family is not included 
anywhere.  
 
Our talk will be private, and I will not be telling anybody else about what they say.  
 
But if they tell me something that makes me feel worried about their safety, your 
safety or someone else’s safety I will have to tell someone about this.  
 
Your parent or carer is able to stop the interview at any time if they want to. They will 
be offered £10 in cash as a thank-you for taking part.  
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Appendix H: Participant Consent Form  

Consent Form 
 
Title: Engagement and Process of Change for Black Minority Ethnic (BME) 
carers in Multisystemic Therapy 
 
 
Researcher: Fatima Bibi  
 
 
Please initial statements:  
 
1. I confirm that I have read and understood the information sheet which describes 
this study.  
 
 
2. I have had an opportunity to consider the information, ask questions and discuss 
this study.  
 
 
3. I have received satisfactory answers to all my questions.  
 
 
4. I understand that relevant sections of my data collected during the study may be 
looked at by individuals from Royal Holloway University of London, from regulatory 
authorities or from the NHS trust, where it is relevant to my taking part in this 
research. I give permission for these individuals to have access to my records.  
 
 
5. I understand that my participation is voluntary and I am free to withdraw at any 
time, without giving a reason and without my care or rights being affected. 
  
 
6. I understand that all my personal data is held and processed in the strictest 
confidence, and in accordance with the Data Protection Act (1998). 
  
 
7. I have read and understood the remits of confidentiality regarding risk.  
 
 
8. I agree to being contacted for my comments on the findings  
 
of the study.  
 
9. I agree for anonymised quotes from my interview to be used in publications.  
 
 
10. I agree for my interview to be tape recorded.  
 
 
11. I agree to current professionals involved in my care being informed of my 
participation in the study.  
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12. I agree to take part in the above study.  
 
 
 
Name of participant   Signed     Date  
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Appendix I: Interview Schedule 

 

The interview schedule was used to guide interviews. The researcher used it flexibly. The 

interview schedule was used to guide theoretical sampling, and was updated in each stage 

of the interview process to follow up emerging ideas and lines of enquiry. There were 4 

versions of the interview schedule. The numbers at the end of the question represent which 

interview schedule the questions were added in.  

General background information 

 Can you tell me a bit about your cultural and religious beliefs? (1) 

 Can you tell me a bit about your child’s cultural and religious beliefs? (1) 

 Where were you born? (1) 

 Where was your child born? (1) 

 Why did you come to the UK? (3) 

 What was it like for you when you first came here? (3) 

 Can you tell me about any tensions there are between your culture and the British 

culture? (2) 

 What is the impact of this on your child? (2) 

 What is it like to live in a family with two cultures? Was it part of your difficulties? 

(2) 

General open ended questions about MST 

 How did you come to be involved in MST? (1) 

 What was it like to be involved in it? (1) 

 What did you make of your child’s behaviour? (1) 

 What would have happened if you had behaved like this where you grew up? (1) 

 What were your initial thoughts about MST? (1) 

 Were there things that you were worried about before you took part? (2) 

 What made you give it a chance? (2) 

 How important was it for the MST therapist to take your background into account? 

(2) 

 What would have been different if they hadn’t? (3) 
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Cultural appropriateness of MST and engagement  

 How suitable do you think MST was for you and your family? (1) 

 What did you think when you first heard about it and the way it works? (2) 

 How did your child feel? How willing were they to take part initially why? (1) 

 How willing were you to try it? Why did you try it? (1) 

 Which factors influenced your decision to take part? (2) 

 Tell me about how suitable you felt it was for your cultural or religious beliefs? (1) 

 How suitable do you think your child thought it was? (2) 

 How would your community view this type of treatment? (2) 

 Could you explain what help/interventions would be available for the difficulties 

with your child? How might this differ? (3) 

 How did you manage sharing that you were involved in this treatment with member 

of your extended family and/or community if there are any? (2) 

 Do you think it is helpful to have others involved in your help? (4) 

 What were the particular challenges of MST in relation to your beliefs? (4)  

 What were the advantages of the model in relation to your beliefs? Can you give me 

examples? (2) 

 Who did the therapist work with? Just you or child also? Can you describe how that 

was for you? (3) 

 How well do you think the therapist/model took into account specific cultural and/or 

religious beliefs that you have? (2) 

 How well do you feel you were understood/ your way of doing things and why? (3) 

 Tell me about the therapist you worked with (2) 

 How would you describe the relationship (2) 

 What was the ethnicity (and gender) of the therapist you had? (if therapist was of a 

different/same ethnicity) What were the benefits and challenges of that? (2) 

 Were there things about this approach that you felt were appropriate/inappropriate 

in relation to you specific values? (4) 
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Process of change 

 Can you tell me about any changes, if any, you noticed (in your child, family and you) 

throughout  and/or since finishing MST? (1) 

 What do you feel brought about these changes? Anything else? (1) 

 What would your child say? (1) 

 What part of MST do you think helped change you, your child, family the most? (1) 

 How did you manage any cultural/religious beliefs that were challenging for you 

throughout the process? Examples (1) 

 How much did you have to adapt your beliefs to work in this way? What was that 

like for you? (2) 

 Do you think it was the same for your child? (3) 

 How much do you think the treatment was adapted for your specific beliefs? How 

did this impact any change? (2) 

 How helpful was the therapist in helping you to manage any cultural difference in 

the family? (3) 

 What are your thoughts about the therapists culture ethnicity and impact on the 

work you did together? (2) 

 What are your thoughts about matching families with therapist from similar 

backgrounds? (2)  

 Is this something you would choose if you had a choice? (2) 

 If you could change the treatment in some way to make it more effective for your 

family and people from your community, what would that be? (1) 

 Have you learnt anything from doing MST? (1) 

 What was it like to talk about your experience of MST in this interview? (4) 
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General interview prompts 

 What do you think your child’s perspective on that would be? 

 Anything else? 

 Can you tell me about that experience? 

 What was that like for you? Can you give me an example? 

 What was the impact of that on you? Your child? 
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Appendix J: Transcript and Coding Sample 

Appendix 12. Interview transcript with initial and focused coding stages 
 

How well do you think the 
therapist took into account 
specific cultural and/or religious 
beliefs that you have? 
 
Yeh, she had to because that was 
a part of the problem, yeh she had 
to find out, because of things that I 
needed done differently, erm, you 
know like drinking, smoking, I 
wasn’t accepting that because  I 
don’t do that, and erm, attending 
maybe religious study for my kids 
is important to me, and at the time, 
my daughter didn’t want to, so that 
was like the point where I will not 
give up and she doesn’t want to do 
it, so the therapist had to work 
hard on that point to make us meet 
in the middle.  
 
 
 
 
 
How did that go? 
 
Yeh, it was ok, she kind of you 
know find a point where I had to 
reduce probably how many days 
she has to go, and er she has to 
agree this is important to me 
because this is who I am and so 
we find a way, but I could see that 
at the beginning she probably 
didn’t know how am I going  to sort 
this out, you know, and she had to 
go back and think hard to how 
because I did say I’m not budging 
on this one, and yeh. I think 
culture, background is very 
important to lot of people and if 
you doing this, you don’t include 
that it it’s not going to work, I think, 
that’s for me, if she didn’t include 
that in and see that as important to 
me and just think ok, you know I’m 
not listening to that, this is a very a 

Initial coding 
 
 
 
 
Therapist finding out 
about her culture, 
seen as part of the 
problem , wanting 
things to be different, 
wanting to incorporate 
cultural and religious 
practices, not 
accepting some 
British practices, 
wanting children to 
find out about religion, 
conflicting with 
daughter over this,  
Not giving up, 
conflicting with 
daughter 
Therapist working 
hard to make them 
meet in the middle 
 
 
Finding a compromise  
 
Wanting daughter to 
understand that it is 
an important part of 
who she is  
 
Seeing therapist 
having to figure out 
how to sort it out  
Seeing therapist have 
to think hard to  
Not compromising on 
certain things  
Culture and 
background being 
very important to her  
Emphasising 
importance of MST 
therapist recognising 
culture and religion or 

Focused coding 
 
 
 
 
Culture seen as part of 
problem 
 
 
 
 
 
Wanting to preserve 
cultural and religious 
practices  
 
 
 
 
Therapist facilitating a 
way to meet in the 
middle 
 
 
Therapist helping  to 
find the threshold for 
compromising   
 
 
 
 
Therapist needing to 
recognise importance 
of culture to parent 
 
 
 
 
 
Cultural sensitivity of 
therapist determining 
engagement 
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different culture, different country 
and this is what kids have to do, it 
would not have worked, no.  
 
So that was important? 
 
If she didn’t probably find a way to 
include those things in, I could 
have probably just left it. So it was 
a really important part.  
 
What was it like to be involved 
in  MST? 
 
Everything is open, on the table, 
you know everything about your 
life, I am not like that, I am a very 
private person, I could even be 
going through something and 
maybe I wouldn’t even be telling 
my sister, that’s a big example I’m 
giving, you know that my sister my 
blood, you know somebody really 
close to me, erm, I’m a kind of 
person who deal with things by 
myself, and I was terrified to think 
that I am going to start talking 
about everything openly, the 
therapist really helped me to start 
opening up, you know but I had to 
do it, cos I feel like this is probably 
my last chance to make things 
work with my daughter so I had to 
do it.  
 
 
Do you think it was helpful to 
have a therapist who was an 
ethnic minority? 
 
 
I didn’t think that it really made any 
difference. She was really good. 
But if even someone else who is 
English comes in, as long as they 
consider my background, my 
culture, my feelings, it would work 
but if they don’s see it that way, it 
probably would not work. Yeh.  

it not working  
 
 
 
 
 
Deciding that if culture 
not incorporated, then 
would not work 
 
 
 
 
 
Feeling like everything 
is in the open with 
MST 
Venturing out  of 
comfort zone, 
Not allowing others to 
know when she is 
struggling  
 
Trying to deal with 
things by herself  
Being terrified at 
prospect of having to 
talk about everything 
openly, therapist 
helping her to be open 
Feeling like she had 
to do try  
Feeling like MST was 
last chance to make 
things work with 
daughter 
 
 
 
 
 
Ethnicity of MST 
therapist not making a 
difference  
As long as her 
background is 
considered, it would 
work.  
 
 

 
 
 
 
 
 
 
 
Considering culture 
critical to 
Engagement/alignment 
 
 
 
 
 
Open communication 
and sharing identified 
as important  
 
 
 
 
 
 
 
 
 
 
Being pushed out of 
comfort zone 
 
 
 
MST feeling like the 
last chance to make 
things work 
 
 
 
 
 
 
Being indifferent to 
ethnicity of therapist 
providing culture is 
considered  

 


