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Section One – About the project
Overview to report
The purpose of the study reported here is to continue the evaluation of the Steps to Cope
intervention with young people in Northern Ireland who are living with parental alcohol
misuse and/or parental mental health problems. Steps to Cope is an adaptation of a
recognised intervention for adult family members of substance misusers (the 5-Step
Method). A small pilot study completed in Northern Ireland in 2011 (Templeton, 2011)
demonstrated that the intervention can be adapted for delivery to a younger audience, that
practitioners can be trained in this intervention and that they can successfully deliver the
intervention to young people. The practitioners appreciated the structure and flexibility
offered by the intervention, with young people benefitting in a number of ways in line with the
five steps. However, the evidence from this pilot was short-term and qualitative. Hence, the
aim of this second evaluation study was to train a larger group of practitioners and evaluate
their delivery of the Steps to Cope intervention, particularly focusing on the use of
questionnaires and a three month follow-up. The project was undertaken between June
2012 and May 2013.
There are four sections to this report. Section One will give a background to the project
including the methodology. Section Two details the samples of practitioners and young
people who participated in the project. Section Three summarises the main findings from
the evaluation. Section Four pulls the report together by drawing out the key issues raised
by the project.
Living with parental substance misuse and/or parental mental health problems
This section briefly summarises the key points from the literature in this area.
∗

Large numbers of young people live with parental substance misuse or parental mental
health problems. It is estimated that 30% of adults with mental health problems, and
around 200,000 adults currently in receipt of treatment for substance misuse problems,
have dependent children (Ofsted & CQC, 2013). Parental substance misuse and mental
health problems commonly co-exist, and other issues are also often present, such as
domestic abuse and social disadvantage. For example, it is estimated that
approximately 17% of children in the UK live with an adult who has an alcohol or drug
problem and a concurrent mental health problem (Manning et al., 2009)
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∗

There has been a great deal of research which has considered how children and young
people are affected by parental substance misuse and parental mental health problems,
and on how such problems can have an effect on parenting capacity and family life
(Adamson & Templeton, 2012; Aldridge & Becker, 2003; Cleaver et al., 2011; Cogan,
Riddell & Mayes, 2004; Gorin, 2004; Houmoller et al., 2011; Kroll & Taylor, 2003;
Rhodes, Bernays & Houmoller, 2010; Stallard et al., 2004; Templeton, 2013).

∗

Living with such problems can be extremely worrying, frightening, distressing and
confusing for young people. Their emotional and physical health, education, family life
and relationships can all be affected in a wide range of ways. Such problems are often
kept secret within the family, while some young people are very protective of their
parents and want to keep things private. This can leave young people feeling isolated
and lacking in support. Many young people take on caring roles within the family, while
others may be cared for temporarily or permanently by other family members. Reupert,
Goodyear & Maybery (2012) considered what it is like for children whose parents have a
dual diagnosis (substance misuse and mental health problems). Their Australian study
involved 12 children aged 8-15 years and identified four areas as important: namely,
family, understanding the problems, coping and support.

∗

Children are at greater risk of abuse, neglect and maltreatment, and a range of negative
outcomes, when they are exposed to several risk factors (Cleaver et al., 2011; Velleman
et al., 2008; Templeton, 2013), and are also themselves at increased risk of developing
substance misuse, mental health or behavioural problems. Cleaver et al. (2011)
highlighted that the co-existence of parental substance misuse and/or mental health
problems with disharmony and violence is the strongest predictor of long-term adverse
effects for children. A review of the suicide of eight young people in Northern Ireland
highlighted that parental substance misuse was an issue for five of the eight young
people, and an issue that had been a consistent presence for many of them throughout
their childhoods (Devaney et al., 2012). This group of families are more likely to come to
the attention of social care, and present as complex and chaotic often with multiple and
longstanding problems which have placed great pressure on parents, children and family
units (Forrester & Harwin, 2011).

∗

There are a number of variables which influence the extent to which young people may
experience adverse outcomes. This includes gender, age, ethnicity, whether both
parents experience problems, whether the ill parent is a lone parent, whether other
problems are present, and severity of and exposure to the problems.

∗

Increased recognition has been given to a set of protective factors and processes,
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operating at the individual, familial and environmental levels, which it is believed can
create ‘resilience’ in a child, something which, if present, can buffer children against the
negative effects of parental problems and minimize the risk of negative outcomes
(Templeton, 2013; Velleman & Templeton, 2007). This has important implications for the
development of interventions and services to support these young people.
∗

Children can have many needs as a result of their experiences of parental substance
misuse or parental mental health problems. Broadly, the main needs which children
have include wanting to understand what is happening, wanting to understand what is
wrong with their parent(s), wanting to feel safe, wanting their parent(s) to get better, and
wanting to meet others who are ‘like them’ (Adamson & Templeton, 2012; Cogan, Riddell
& Mayes, 2004; Gorin, 2004; Reupert,, Goodyear & Maybery, 2012; Stallard et al.,
2004). However, there can be many barriers to seeking help and building a trusting
relationship with professionals. These barriers include isolation, fear, the secrecy which
often surrounds the problems, children blaming themselves for the problems, mistrust of
professionals, the loyalties which many children hold to their parents, and the fear of
being separated or taken away from them.

∗

There has been a growth in the number of services and interventions developed to
support children and families where there is parental substance misuse or parental
mental health problems. Evaluations of some of these initiatives have demonstrated
encouraging findings (Drost et al., 2010; Goodyear et al., 2009; Hamill, 2008; Harwin et
al., 2011; Templeton, 2012a, Templeton, Novak & Wall, 2011; Forrester et al., 2008),
although most of the evidence is short-term, services which directly support children
remain insufficient, and there is a need for much more evaluation in this area.

∗

In Northern Ireland there is a clear commitment to responding to these young people, for
example through the New Strategic Direction for Alcohol and Drugs (both 2006 –2011,
Phase 1; and 2011-2016, Phase 2), and Our Children and Young People – Our Pledge:
A 10 Year Strategy for Children and Young People in Northern Ireland 2006-2016. The
Hidden Harm Action Plan: responding to the needs of children born to and living with
parental alcohol and drug misuse in Northern Ireland (2009) called for evidence based
practice from elsewhere in the UK to be used to inform developments in Northern
Ireland. The Action Plan further argued that where evidence did not exist, that the
evaluation of pilot initiatives should be undertaken.
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Development of Steps to Cope
The 5-Step Method (Alcohol, Drugs and the Family Research Group, 20101) is an
intervention for family members affected by a relative’s alcohol or drug misuse. It differs
from other approaches to supporting family members, many of which pathologise family
members and focus on individual and family deficits. Rather, the intervention is based on
theories of stress-coping which propose that family members are affected by a unique and
complex set of stressful circumstance and who, as a result, need help in their own right. The
5-Step Method was developed following primary mixed methods research with families in a
range of international locations. It is a brief, structured intervention which guides a
professional through five key steps in supporting family members. Within this core structure
there is flexibility in delivery to account for things such as individual need, and the number,
length and frequency of intervention sessions. The 5-Step Method has a strong evidence
base, which demonstrates positive outcomes in the core areas of impact, physical and
psychological well-being, coping and support, outcomes which one English study has
suggested can be sustained to 12 months. The intervention has been introduced in a range
of services across England and has been recommended in NICE and NTA guidance.
Box 1 - Steps to Cope: the 5 Steps
Step 1:

What is living with this like for me?

Step 2:

Information about addiction and mental health problems

Step 3:

Coping with addiction or mental health problems in your family

Step 4:

Using support

Step 5:

Further help

The potential for the 5-Step Method to be adapted for young people affected by parental
substance misuse has been discussed (Harwin, 2010; Templeton, 2010), and led to the
development of the Steps to Cope project in Northern Ireland. This is the first time the 5Step Method has been tested with young people and the first time the model has been
tested with those affected by a relative’s mental health problems. The 5 steps of the Steps
to Cope intervention are the same as those seen with the 5-Step Method (Box 1). The
intervention is intended for delivery over a number of 1:1 sessions between a practitioner
and a young person, although it is possible to deliver the sessions in a group format or by
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This is a special supplement to an academic journal which summarises a long and detailed
programme of research around the development and evaluation of the 5-Step Method.
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telephone. The intervention is supported by a workbook (given to practitioners when they
attend the Steps to Cope training course) which is an adapted version of the adult 5-Step
Method handbooks for young people. It contains a number of exercises which a young
person can complete or which can be used in other ways to guide intervention sessions.

A pilot project considered the potential to adapt the intervention, to train practitioners in its
delivery, to see if practitioners could then go on to deliver the intervention, and to consider
how the intervention was viewed by practitioners and young people (Templeton, 2011). The
encouraging findings suggested the need for further evaluation of the Steps to Cope
intervention through the second project which is reported here.
Methodology
A mixed methods study was undertaken. A group of practitioners were trained in the Steps
to Cope intervention, after which they were asked to deliver the intervention with up to two
young people over a period of about six to nine months. All practitioners gave their consent
to be part of the study. Young people gave informed consent (following usual guidelines for
obtaining informed consent) for their participation in the study and to agree which data could
be shared with the research team.
The inclusion criteria for young people were that they were aged 12-18 years old, that they
lived with (or had regular contact with) the parent(s) with the alcohol, drug or mental health
problem, and that they had sufficient capability to take part in the study. Young people were
excluded (based on the expertise of the practitioners coupled with discussions with the
research team) if they themselves had serious alcohol, drug or mental problems, or were
living with high levels of risk that would make participation difficult (or unsafe) in any way.
However, there was a degree of flexibility with these inclusion and exclusion criteria,
discussed on a case by case basis with practitioners as required.
A range of data collection methods were used, although the study aimed to focus on
quantitative data involving the use of questionnaires, supplemented by a small amount of
qualitative data. The data collection methods are summarised as follows:
1. Practitioner logs (Appendix 1). Each time a practitioner delivered a Steps to Cope
intervention they were asked to complete a brief log to summarise basic
demographic details about the young person and the intervention sessions which the
practitioners delivered.
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2. Questionnaires (Appendices 2 and 3). Each time a practitioner delivered a Steps to
Cope intervention with a young person they were asked to administer two
questionnaires on three occasions (before the intervention, after the intervention, and
three months later). Questionnaires were self-completed by the young person unless
they required or requested help. The two questionnaires were the Resilience Scale
for Adolescents (Hjemdal et al., 2006, 2007, 2011; von Soest et al., 2011: Appendix
2) and a Steps to Cope questionnaire developed for the evaluation (Appendix 3).
a. The Resilience Scale for Adolescents is a 28-item Likert scale questionnaire
which considers individual, family and environmental factors which research
has suggested are relevant when considering how resilience can be
maximised in young people. The questionnaire consists of five sub-scales:
personal competence, social competence, structured style, social resources,
and family cohesion. This questionnaire seemed to capture what is known
about building resilience in this population of young people (e.g. Velleman
and Templeton, 2007).
b. The Steps to Cope questionnaire was developed because of an absence of
outcome measures to assess the impact of interventions for children and
young people living with parental substance misuse or parental mental health
problems (e.g. Woolfall and Sumnall, 2010). The questionnaires used to
assess the impact of the adult 5-Step Method were not thought to be
appropriate for a younger audience. The Steps to Cope questionnaire is an
18-item Likert scale questionnaire which asked young people for their views
about living with their parents problems. The development of the
questionnaire was informed by research in this area, by the aims of the 5Step Method/Steps to Cope interventions, and by the findings from the Steps
to Cope pilot study. It should be noted that no statistical analysis related to
the development of this questionnaire has been undertaken.
3. Qualitative data from practitioners. Interim telephone interviews were undertaken
with a sample of the practitioners who were trained. In addition, a one day workshop
involved some of the practitioners from the study (this workshop was held as part of
work in Northern Ireland to develop a Big Lottery funding application for the
continuation of the Steps to Cope project in Northern Ireland, and was also attended
by the Researcher).
4. Qualitative data from young people. The project aimed to interview some of the
young people who had engaged with the project during a trip to Northern Ireland. In
addition, practitioners had the opportunity to ask young people to engage with a
9

voluntary drawing exercise at the end of a Steps to Cope intervention, an exercise
which gave them an opportunity to express how the intervention may have helped
them (see Wall & Templeton, 2011). Finally, young people were also asked to share
their Steps to Cope workbooks with the research team.
Three brief newsletters, written and distributed over the course of the evaluation period,
were used to keep practitioners engaged with the study, and to remind them of the project’s
timelines and the collection and submission of data for the evaluation.
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Section Two – An overview of practitioners and the young people they
worked with
This section will summarise the practitioners and young people who participated in the study,
and the data available for this report.

Practitioners
∗

36 individuals from across Northern Ireland were trained at three one day sessions which
were held in March 2012. The majority of those trained were female (seven were male).
The trainees came from a range of (mainly non-statutory) organisations (approximately
20) across Northern Ireland.

∗

In addition, the team made contact with the 21 practitioners who participated in the first
Steps to Cope project. Five participated in this second study (they did not attend the
training again).

∗

Five practitioners dropped out of the study following training. The reasons for drop-out
included health reasons, a change in role, realising after training that the work was not
appropriate, and maternity leave. In addition to this attrition it was extremely difficult to
keep in touch with several of those who remained in the project after training. Despite
numerous efforts at communication (involving both ‘phone and e-mail) it was not possible
to keep in touch with some of those trained. Communication with the practitioners about
the collection of data for the project was also very difficult.

Delivery of Steps to Cope and data available
∗

Ten practitioners (including three who had taken part in the first project) completed one
or more Steps to Cope interventions. Nine practitioners undertook individual
interventions while the tenth delivered a group intervention with seven young people.

∗

In total 20 young people engaged with the study although the amount of data available
varied widely2. The available data for the project are summarised as follows:

2

One additional professional log was available about a young person who attended the Steps to
Cope group; however, this young person had their own problems with substance misuse and mental
health, stating on the questionnaires that they were not affected by parental substance misuse – data
from this young person was therefore excluded. The team knew of at least four further pieces of
Steps to Cope work (including two cases where the materials had been used in a less structured way)
but despite repeated efforts to make contact with these practitioners no evaluation data (including
practitioner logs) were made available to the research team. In two further cases workers completed
an intervention with a young person, but in one case the young person did not want to participate in
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∗

20 practitioners completed professional logs.

∗

Seventeen young people completed questionnaires before the intervention (T1),
eleven completed questionnaires after the intervention (T2) and two completed
questionnaires at three months (T3). Eight young people completed the
questionnaires on more than one occasion3. However, given the small size of this
dataset it has only been possible to undertake descriptive analysis.

∗

Interim telephone interviews were conducted with 15 practitioners and 9 practitioners
participated in the workshop.

∗

15 young people agreed to share their workbooks with the research team. Interviews
(one face-to-face and one ‘phone) were conducted with two young people. A third
young person completed the drawing exercise.

In summary, there are strengths and weaknesses to this project and the data available.
∗

It was possible to train a large group of practitioners, from a wide range of disciplines
and organisations, although it is disappointing that only seven of this group went on to
work with young people. It is noteworthy that five practitioners from the first project also
participated in this study, three of whom used the intervention with young people. The
number of young people who participated in this project is lower than intended.

∗

It was possible to collect at least some evaluation data from 20 young people and/or the
practitioners who worked with them. However, the dataset of questionnaires is small and
this has limited the analysis which has been possible. On the other hand many of the
young people agreed to share their workbooks with the research team and this aspect of
the dataset is a powerful addition to this project.

∗

Through contact with some of the practitioners it emerged that they were using the Steps
to Cope materials in a more ‘ad-hoc’ way than intended. It has been possible to capture
some of this work through the evaluation but not all practitioners submitted or collected
any evaluation data about this work. It is nevertheless interesting to consider the use of
the intervention in this way.

All of these issues will be discussed further in Section Four of this report.

the evaluation while in the other evaluation data was completed but the worker did not secure
informed consent from the young person so it was not possible for the data to be shared with the
research team.
3
In one case half of one of the questionnaires was not completed at T1.
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Young People who engaged with Steps to Cope
A total of 20 young people participated in the project. Table 1 summarises the key
characteristics of this sample. For comparison, Table 1 also summarises the young people
who participated in the first Steps to Cope project. The following points are highlighted:
∗

The majority of young people affected by parental substance misuse are dealing with
maternal alcohol misuse.

∗

A number of the young people were affected by both parental substance misuse and
parental mental health problems involving one or both parents.

∗

A large number of the young people had been dealing with their parents’ problems
for ten or more years.

∗

There was little information available about the nature of the parental mental health
problems but depression seemed to be most common.

∗

In the current project 15 of the young people were referred from another source:
eight from social services, four from education, one from a parent, one from CAMHS
and one from juvenile justice. In addition, there were two self-referrals and three
practitioners who already knew the young person who they worked with.

Steps to Cope interventions
The practitioner logs summarised (with varying amounts of detail) the Steps to Cope
interventions which were delivered. This information is summarised in Table 2 and three
points can be highlighted. Firstly, Table 2 shows the amount of time which many
practitioners invested in their work with young people. Second, in many cases a practitioner
was able to follow the Steps to Cope intervention in a structured way and to work through
the five steps in order. In some cases quite a few sessions were needed to complete the
intervention and a degree of flexibility was also required, for example, to deal with non
attendance or other issues which came up for the young person. Third, some of the pieces
of work summarised in Table 2 highlight the way some practitioners used some parts of the
intervention only; to inform ongoing work with a young person, or because the nature of the
practitioner’s role or the young person’s circumstances meant that a longer and more
structured piece of work was more possible. Issues to arise from understanding how the
Steps to Cope intervention was delivered will be discussed further in Section Four.
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For 9 YP it was their mother who had the PSM
(alcohol in 8 cases)

For 11 YP it was the mother who had the
PSM, 5 cases the father and for 3 YP both
parents

Length of time living with the
problem(s)

Parental mental health problems

13 YP living with PSM (12 with alcohol)

19 YP living with PSM (18 with alcohol)

Parental substance misuse

Range 3-14 years. 10 YP had been living with the
problem(s) for 10 or more years

In 17 cases the problem related to the mother

In 7 cases the problem related to the mother
and in 5 cases the father
Range 3-16 years. 9 YP had been living with
PSM for 10 or more years, 6 YP had been
living with PMH problems for 10 or more
years

18 YP living with PMH problems

14 YP living with PMH problems

22 White (White British/Irish)

18 White

BME status

Age range 12-17 years, mean age = 15 years

Male = 8

Male = 10
Age range 10-17 years, mean age = 15 years

Female = 15

Young People in Project 1 (N=23)

Female = 10

Young People in Project 2 (N=20)

Age

Gender

Characteristic

Table 1: Characteristics of young people who received a Steps to Cope intervention
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Table 2: Overview of Steps to Cope Interventions
Intervention 1

Six 1 hour face-to-face sessions over about 6 weeks.

Intervention 2

Seven 50 minute face-to-face sessions over about 3 months (plus 4 planned sessions
where the YP did not attend). YP had already completed 6 sessions of counselling; the
contract was extended so they could do a Steps to Cope intervention.

Intervention 3

Five 1 hour face-to-face sessions plus two 30 min ‘phone calls over about six months.
Intervention not completed as young person was having worries at school.

Intervention 4

This was not a full Steps to Cope intervention. The YP had already engaged with the
practitioner for a number of sessions (around their own and their parent’s drinking); the
practitioner used some elements of Steps to Cope (particularly around coping) within the
wider piece of work that they were doing with the YP.

Intervention 5

This was not a full Steps to Cope intervention. The YP had a chaotic and unstable life
which meant that the practitioner was not able to engage the YP consistently with Steps
to Cope. The practitioner used elements of Step 1 to guide some work with this YP.

Intervention 6

Six face-to-face sessions (length unknown) over about 2.5 months (plus 2 cancellations).
Initial sessions included a home visit, an assessment and a diversionary session to take
the YP to the park and to the feed the ducks. The second 3 sessions focused on the
Steps to Cope intervention.

Intervention 7

Four face-to-face sessions (between 45 mins and 1hr 15) over about two months. Initial
sessions included a home visit. The practitioner completed Steps 1 and 2 with the YP
who then decided that they did not want to continue with the intervention (but agreed to
do some wider family work).

Intervention 8

Five face-to-face sessions (between 1.5-2 hours) plus one phone session over about 4
months. When the practitioner spoke to the YP on the ‘phone, the YP told the worker
that they had completed Step 4 of the workbook on their own and this was discussed
during the ‘phone call.

Intervention 9

Eleven 1 hour sessions over about 2.5 months. The first two sessions also involved the
YPs sibling and parent, before the practitioner did eight individual sessions with the YP to
complete the Steps to Cope intervention. All sessions included playtime. At the end of
the intervention there was a further family session with the YPs sibling and parent.

Intervention 10

Seven sessions (between 20-60 mins, combination of face-to-face and ‘phone contact).

Intervention 11

Three face-to-face sessions (length unknown) with the YP at their home over about three
weeks. Steps 1-4 were completed at the first session; the second session continued
aspects of the work previously covered and the final session completed the intervention.

Intervention 12

Five face-to-face sessions (between 1hr 10 and 2 hours), plus a final short session to
complete the evaluation questionnaires.

Intervention 13

Three 2 hour face-to-face sessions over about 5 months.

Intervention 14

Two 2 hour face-to-face sessions over about six weeks.

Intervention 15

This was a group Steps to Cope intervention with seven young people. The sessions
were conducted during a trip to the Uganda (four 1 hour sessions were run) and were
delivered by the practitioner and a colleague. Initial and final sessions were conducted
with side of the trip.
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Section Three – Findings
This section of the report will summarise the findings from the questionnaire dataset, the
qualitative data from young people about the help that they received (primarily from the
workbooks shared by the young people) and the qualitative data from practitioners about
their views of Steps to Cope and the work they did with young people.
Quantitative findings
Resilience Scale for Adolescents
∗

The total score for the questionnaire is 140; a higher score suggests that a young person
has become ‘more resilient’ in one or more areas. There are five sub-scales to the
questionnaire (maximum scores in brackets): personal competence (40), social
competence (25), structured style (20), social resources (25), and family cohesion (30).
Table 3a summarises the total and sub-scale scores for each occasion when the
questionnaire was completed by a young person.

∗

Total and sub-scale scores are available for sixteen young people at T1. Mean scores
for the total and the five sub-scales are as follows: total (96.3), personal competence
(26.3), social competence (17.9), structured style (12.4), social resources (20.2), and
family cohesion (19.6).

∗

There are T1 and T2 data available for eight young people (see Table 3b for mean
scores for this group). The individual and mean scores for this group suggest an
increase in resilience over time, although often the increase is small. However, it is hard
to break this down and assess which aspects of resilience might be best targeted
through a Steps to Cope intervention or the extent to which positive change can be
attributed to the intervention.

∗

The T3 data offers little additional insight as it was only completed by two young; in both
cases the total score remained the same or close to the T2 score. It was difficult for two
main reasons to collect T3 questionnaire data. First, practitioners were usually no longer
in touch with the young person or it was not possible to engage with them to get the
questionnaire completed. Second, the timing of some interventions meant that it was not
possible to collect T3 data in line with the project timeline.
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24

26

31

YP8

YP9

16

16

12

22

19

16

18

26

19

22

18

119

96

89

101

79

30

31

22

36

24

21

20

14

22

18

16

15

16

21

SC

14

18

12

18

11

15

12

12

10

SS

21

16

17

25

17

20

22

19

22

SR

21

23

18

18

13

10

24

15

24

FC

Time 2 (after intervention)

107

108

83

119

83

89

104

86

109

Total
25

29

PC
17

20

SC
11

13

SS

25.25

29.25

Time 1

Time 2

Personal
Competence
18.38

17.75

Social
Competence
13.75

12.63

Structured Style

20.00

18.88

Social
Resources

18.88

18.50

Family Cohesion

Table 3b: Resilience Scale for Adolescents, change in mean scores over time (N=8)
Total

16

23

FC

100.25

93

17

20

SR

Time 3 (3 months)

** Personal competence (PC), Social competence (SC), Structured style (SS), Social resources (SR), Family cohesion (FC)

24

16

15

15

15

28

YP7

20

18

62

30

8

6

YP6

18

13

20

14

109

YP5

11

26

32

18

22

89

PC

YP4

13

16

Total

31

17

23

FC

31

7

SR

YP3

21

SS
24

22

SC

YP2

YP1

PC

Time 1 (before intervention)

Table 3a: Resilience Scale for Adolescents (N=9)

86

17

105

Total

Steps to Cope questionnaire
∗

The maximum score for this questionnaire is 90 and indicates that a young person is not
experiencing significant problems as a result of their parents’ problems.

∗

Seventeen young people completed this questionnaire at T1 with a mean score of 52.5.
Nine young people completed the questionnaire at T2, with a mean score of 68.7.

∗

Eight young people completed the questionnaire at both T1 and T2. The mean score at
T1 was 56.1 and the mean score at T2 was 66.6. This dataset is too small for more
advanced statistics analysis.

∗

These findings must be interpreted with caution but suggest that, over time, a young
person may experience less negative effects as a result of their parents’ problems.
However, it is not possible to understand how much of this change could be attributed to
the Steps to Cope intervention although it is likely that an intervention such as Steps to
Cope may make a positive contribution.

Qualitative findings
The following sections illustrate the work undertaken with young people for each Step of the
intervention, informed largely by the workbooks which 15 young people shared with the
research team.
Goals and taking part in Steps to Cope
Several young people took the opportunity at the start of the intervention to think about what
they wanted to get from the sessions. Some of them wrote down their goals at the start of
the workbook. Many wrote more than one goal for the work. Broadly, the young people
hoped to have the opportunity to explore how the problems affected them, to understand
and learn more about their parents’ problems, and think about how they coped. Other goals
included wanting to be happy, control anger, become a better person, wanting to help
others, and get a different perspective on things.
Step 1: What is living with this like for me?
Step 1 allowed the young people to think about and express how the problems at home
affected them. For many it gave them a voice that they had not had before or which had not
been fully heard by others. There were several exercises in the workbook to support this
step of the intervention. One exercise gave the young people space to list ‘what it’s really
like to live with someone with these problems’. Young people listed single words, or wrote
one or two sentences to summarise their experience – examples from 12 young people are
given in Box 2.
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Box 2 – What’s it’s really like to live with someone with these problems
Frightened
Scared
Angry
Alone
Sad
Depressed
Frustrating
Stress
Tightness in chest
Hopeless/exhausted
Disappointing
Dad can spoil special occasions, when Dad’s drinking he doesn’t want to get involved with family, he just
wants to drink
It can be stressful at times and worried
More shouting and me and my brother having to look after ourselves while Mum was sleeping
Embarrassed
It’s hard sometimes
Rough for people to witness
Most times I’m worried about going home because I don’t know what state she will be in (mum), I don’t
have any food in cupboards and my clothes are dirty. I’m ashamed and sometimes people make fun of
me
It’s not a nice feeling, you try and stay out of their road and try not to piss them off. It’s hard to try and
concentrate on things in case it kicks off
It’s emotionally draining, makes me feel helpless, useless
Very distressing and very emotional. Need to understand but I know young people don’t want to listen
Stressing, anxious, blame myself, worried, upsetting

Another exercise gave some examples of how such problems affect young people, and then
gave space for young people to write how their circumstances affected different aspects of
their lives – feelings, health/sleeping, family life, worries, school. Examples from 14 young
people are given in Box 3.
What the words of young people show is how varied, complex and distressing their
situations are. The impact of the problems affected even the basic care (such as food and
clothing) which young people should be receiving. The words of young people mirror the
academic literature which has evidenced how children are affected by parental alcohol, drug
or mental health problems, showing also that all areas of life can be affected, and that
children’s experiences are complex and multi-faceted. Summarising these data also provide
the context within which a Steps to Cope intervention was being delivered.
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Box 3: Impact of the problems on young peoples’ lives
Feelings

Sad, depressed, angry, helpless, despairing, anger, stuck, anxious, he makes me mad and
nervous, always watching & waiting for something to happen, (always) worried, I feel worried
helpless and stressed out, upsetting, scared, disappointed, embarrassed, lonely/alone, can’t
win, annoyed, makes me feel like crap, given up, cry a lot, over-emotional, confused,
paranoia, mood swings, distressed/lost, numb
I don’t know how I’m feeling, sometimes I think I want to help her, other times she makes me
so angry

Health/sleeping Didn’t sleep when Dad was drinking, uncomfortable around others
Always wake up during the night, tired/crabbit & feel like an old woman, feel drained
Not in routine, no exercise
My sleeping is fine and so is my health
In the past I can’t sleep when something happens, worried about food
a bitch to sleep
Sometimes there was no food in the house and I got really hungry, that’s why I got in touch
with social services
Sometimes won’t get up, feel like doing nothing, drink a lot, hide away
Weight, eating, mental health, self-harm
Oversleep, drink, drugs
Bad memories, loss of appetite, bad sleep pattern
I don’t sleep well at times
Scattered sleep pattern

Family life

Chaotic
Problems with other family relationships (anger)
No fun, a lot of anger
They sometimes don’t understand
Angry, worried (me and family), anxious
Boys don’t know sometimes it’s hard for Mum (I can get sad, worried)
I’m in care at this time so I can see my Mum, I see my sister and granny sometimes
In my eyes I don’t have a family life any more
Things hit a flashpoint then we start to talk about things
Broken
Me and Mum don’t talk like we used to
Physical abuse, distructure, no thought of anyone
Rough relationship with Dad, Mum is my rock

Worries

None
That I might end up drinking when I’m older
I worry all the time about Mum & family
Schoolwork, future
Get stronger, thinking of mum and other things, blank out
That Mum would drink again
This restarting
Mum will die
I am worried about my Dad, something happening to my Mum/Dad and I’m not there
Worried about everything and (illegible word)
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[Worried] About my Daddy
My mental health, my physical well-being, no patience, no concern for others
If something is going to happen to my Mum, losing my Mum and Gran
Dad leaving, can’t control my thoughts

School

Ok
Too tired to go to school. Panic attacks
I have missed a lot of days of school
Haven’t been in school as much as I should be
I need to concentrate more in school
Doesn’t affect school
I feel ok in school
I’ll talk to my friends
Was going to (names school), hated it
Nothing, late sometimes
Out of school for 4-5 months, arguments with teachers
Don’t concentrate, stay off
I was always disruptive, getting kicked out of one school and still [messing] about in another
th
until 5 year
Don’t like it, don’t concentrate

Overall, the data suggest that there are five main ways in which Step 1 can support young
people, namely:
1) Being able to tell their stories, and exploring and discussing their situations.
2) Getting their story out in the open; for many the problems were secrets and this was
the first time they had had to share their experiences with someone else in this way.
3) Understanding how much the young people were holding, and that they have been
affected in a wide range of ways. Many were taking on a range of responsibilities, at
home and for parents and/or siblings.
4) Being able to name, understand and discuss their feelings, and make connections
between their feelings and their experiences.
5) Realising that these are not uncommon problems; that they are not alone and there
are many others out there living with similar problems.

Step 2: Information about addiction and mental health problems
The young people had a range of things that they wanted to find out about, in relation to both
addiction and mental health. Some of the questions which the young people wanted
answers to were very powerful. For example:
1) If he loves me as much as he says he does, why doesn’t he stop?
2) Will she ever stop drinking?
3) If she keeps drinking what age will she die?
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4) I have different questions every day.
5) Why do they take drugs or drink?
Young people found Step 2 helpful, with many writing or saying what they felt they had
learned. There were three broad ways in which young people felt they had benefitted from
the information and understanding which they received through this Step.
1) General learning about addiction and mental health.
2) Understanding that the problems are not the young person’s fault.
3) Realising that they are not alone with what they are going through and that addiction
and mental health problems are very common in families.
However, some young people said that they didn’t learn much that was new from this Step
while some found it reassuring to confirm things that they already knew.
Step 3: Coping with addiction or mental health problems
There were a number of elements to Step 3 and several exercises in the workbook to
support this Step. Young people were given the opportunity to think about how they coped
and how they felt about this, before moving on to think about specific responses to situations
(related to the addiction or mental health problems), what they found helpful and unhelpful
about their responses and whether they wanted to think about alternative ways of
responding.
Table 4 is based on a table used in the workbook and summarises the responses of some of
the young people to thinking about different ways of coping and how frequently they used
these strategies. In addition, the workbook gave space for the young people to list other
ways in which they coped. Some of the young people gave further examples, including:
sleep, sing, throw things, play music, self-harm, go to/talk to others for help, dance, run,
gym, use laptop or X-Box, write worries down, arguing with family, hiding parent’s money or
lock her out of the home. Several of the young people said that they used alcohol or drugs
(mainly weed/cannabis). One young person wrote that they had called social services to be
taken away from their parent.
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Table 4: How do I cope? (N=15)
Ways of responding (coping)

A lot

Sometimes

Never

Avoid the situation

5

7

1

Switching off

9

5

1

Unemotional or indifferent to pain

10

4

1

Looking for help

2

9

3

Too afraid to do anything

1

7

5

Protecting yourself

7

7

1

Fear of the future

7

7

1

Looking after them

2

4

8

Become anti drink or drugs

4

2

7

Blame yourself

6

6

3

3

11

Emotional attack
Rows, arguments

5

7

2

Hurting yourself

3

2

9

* NB: not all young people responded to every question and there was a small amount of missing data.
* Each coping statement was followed by some examples, but these have not been included in the table.

Box 4: How I feel about some of the things I do?
protective

happy

less stressed

scared

worried

unhappy
sometimes

embarrassed

worried

angry

alone

stupid

helpless

disappointed

worried

angry

embarrassed

depressed

helpless

unwanted

suicide
sometimes

don’t care

worried

helpless

scared

sick

angry at
others

thief

stoned

tablet head

fighting

scumbag

turns me

alone

numb

upset

stressed

These exercises illustrate the very wide range of coping strategies which children draw
upon. As has been suggested in the academic literature, children are not ‘passive victims’
but very much ‘active agents’ in trying to deal with the complex, confusing, chaotic,
frightening and unpredictable environments in which they find themselves. Another exercise
presented a brick wall with some words written on some of the bricks to give examples of
how young people felt about how they coped. Young people could indicate which words on
the wall they agreed or disagreed with in terms of their own situations. There were also
blank bricks for young people to add words to describe how they felt about their
23

circumstances and how they coped. Box 4 details the words which young people added to
their brick wall (if a word is included more than once then it indicates that it was used by
more than one young person). Box 4 shows the very wide range of feelings that children are
juggling in trying to work out how best to respond to their difficult situations at home.
Another exercise facilitated young people to think further about how they responded to
certain situations, and what they found helpful and unhelpful about their response. Some
examples are given in Table 5 (there are examples from several young people, with more
than one example given from some young people).
Table 5: Thinking about coping responses
Situation

How I responded

What was helpful

What was unhelpful

Dad was trying to
make contact

Ignored him

I didn’t have to talk to
him

Worried about him

I thought Dad was
drinking too much

Told him to stop

It wasn’t helpful

He became angry

Fighting - Mum

Angry, went up to
mountains

Peace and quiet

Could of got lost or
injured

Mum drinking

Shouting

Getting my feelings
out

It made Mum worse

Mum drinking

Pouring her alcohol
down the sink

She couldn’t drink it

She would go out
and get more

Mum drinking

Putting a brave face
on

My friends didn’t
know about it

If I had told someone
sooner Mum would
of stopped drinking

Mum blaming her
alcohol problem on
me

Leave home

Nothing

Everything

Parties

Withdraw

I feel safer in my
room

I couldn’t do things I
normally would

The housework
(being told what to
do & not doing it)

Shouting, arguing

Let’s out your steam

Doesn’t help the
situation

Finding mum drunk
after school

Angry, confused,
went to my granny’s

Got help

Natural emotions

The examples illustrate the challenging situations which young people faced, the decisions
which they made about coping, and the practical and emotional dilemmas which they
grappled with. In addition to the examples in Table 5 one young person mentioned coping
by taking an overdose, another talked about a parent attempting suicide, and another said
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that he had offended and found this both helpful and unhelpful in terms of subsequent
involvement with youth justice services.
Step 4: Using support
This Step of the intervention used a variety of exercises to help young people think about
their support networks, who they have in their lives to support them and how they might
need to enhance the support available to them. Two exercises asked young people to think
about what the word ‘support’ means to them and what makes support unhelpful. Some of
the things that young people said are given in Table 6.
Table 6: Understanding support
What does the word ‘support’ mean to
you?
Support – being able to talk. Having people
around me
Counselling and Mum
Someone there to help you
To help you understand what’s going on
That I get help and support from others and they
will help me through my problems
Having a really good person to talk to that can
help change things, make me feel better
To help and give confidence, knowing my
surroundings
Having someone there to talk to and mainly
having support of FASA workers who are there
for me and mainly have my best mate
Talking to someone, mum and dad, FASA,
school, home (one final word which is illegible)

What makes someone’s support
unhelpful for you?
When they don’t listen to me
When people tell me my opinions are wrong
They don’t listen
Social worker taking us away from mum
They think they know how you feel and what
it’s like. And say it.
If they don’t care
They don’t listen to you and don’t take you
seriously
Being rude, not listening or understanding me
When they put you down, don’t listen and just
don’t understanding, bring up the past
When I went to seek someone else’s help, it
was all about her
Don’t care, don’t want to listen

FASA has been a support for me. Friends have
helped me by just being there for me
People you can trust being there for you when
you’re not strong enough
There for me
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Another exercise in the workbook helped young people to think about people in their support
network, how they are helpful and how the young person feels about the support they
receive. Examples are given in Table 7 (there are examples from several young people,
with more than one example given from some young people).
Table 7: Thinking about who is supportive
The Person
Best friend

Daddy
Mum
Grandparents
Brother
Friends
Aunt

Uncle
Social worker
Steps to Cope Worker
Mum

Dog (assumed, given
person’s name)
Best friend
Name (unsure of relationship
to YP)
Steps to Cope Worker
Name (unsure of relationship
to YP)
Mum

How this person is helpful
Very helpful, she is always
there for me and I would do
anything for her
Very ?? to me, he sorts out
problems
She understands how I’m
feeling
Helps with money when
needed
Talks about things I couldn’t
with adults
We go out together
She understands me and we
would talk things through
together
He would keep me company
when am down
He got me money, clothes
and a new home
Explains what’s happening
Money, keeps me calm,
explains what is going on,
looks after me
He always is there for me
and listens to me and helps
me a lot
Gives advice
Always there for me
Can talk to her whenever I
need her
He picks me up by just sitting
and talking, makes me smile
Because I can talk to her

How I feel about this person
Happy

I feel safe and supported
Love her
Love them
Trust him
I like them
Is that she is really important to
me and that she is helpful
I feel about this person is that
he is caring
I’m not sure, he’s been so good
to me
Helped
Good, happy & safe

I trust [him] with my life, respect
him so much and trust him
Like part of the family
My rock
Respect, love, trust
Trust, respect, care for, safe
with them
I love her because she’s my
mum and she’s there
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What some of the young people seemed to find helpful from this Step was recognising the
support which they did have available to them from a range of people (and pets in some
cases). This means that some young people may feel less isolated and alone than they
thought they were. Given the isolation experienced by many young people who live with
these parental problems, the time it can take before young people seek or accept help, and
the difficulties that many face in being able to share and disclose what they are living with,
this is an important part of the intervention.
Step 5: Further help and achieving goals
The final Step of the intervention was an opportunity to reflect on the work which had been
done, what the young person felt they had achieved and gained from the work, and to think
about further support or other needs. Many of the young people thought that they had
wholly or partially achieved all or some of the goals that they had set at the start of the piece
of work. The young people were also given the opportunity to tick a list of items which
summarised some of the key aims of Steps 1 to 4. Many of the young people who shared
their workbooks for the evaluation completed this exercise and their responses are given in
Table 8. It can be seen that there were between 7 and 11 positive responses to each goal
listed, indicating that the intervention appears to support young people to experience positive
change in the core areas targeted by the intervention.
Table 8: What young people gained from Steps to Cope
Goal

Number of responses

I do not feel so alone

11

I am feeling it’s not my fault

9

I am not feeling so embarrassed or ashamed

8

I understand more about addiction and or mental health issues

12

I am coping better

9

I have someone who can help me

12

The interviews completed with two young people, and the drawing exercise completed by a
third (all were affected by parental alcohol misuse), offer further insights in to how some
young people benefitted from the Steps to Cope intervention. Both of the young people who
were interviewed (both aged 11 years old) appreciated the sessions that they had with the
practitioner. One described the sessions as brilliant, fantastic, perfect, I loved it, adding that
she enjoyed filling in the workbook and that the intervention “[is not] just words, words,
words”. This young person valued reading the words of other young people and recognised
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that there were other young people going through the same things that she was. While she
was not able to be any more specific this young person said that the help she received made
things clearer for her saying, “....getting my thoughts clear....I’m the same person but my
head is a bit clearer now”. The other young person found it helpful to have someone to talk
to, to understand more about addiction and to think about coping. Importantly, this young
person was able to recognise that her parent’s alcohol problem was not her fault. The third
young person used drawings to show how the help she received helped her in a range of
ways (see Figure 1).
The thoughts of young people about how the intervention helped them were echoed by the
views of practitioners who also gave their views (via telephone interview and/or participation
in the workshop) on how they thought the intervention (used wholly or partially) helped
young people.
“she seems lighter”
“[she has become] more open....[she can see that] it’s okay to talk about it”
“the first time she’s been given space to talk about her experiences....she’s allowing
herself to think differently....[her] whole way of being has changed”
What the practitioners said suggests that, as with the data from young people, the
intervention can help young people in a range of ways in line with the five steps. In
particular practitioners thought that the intervention helped young people to see that their
parents’ problems are common problems which it is okay to talk about, helped them to
understand their parents’ problems particularly that the young people were not at fault or to
blame, facilitated young people to explore how they coped, and supported young people
with regards to their relationships and communication with their parents. This included a
decision by one young person to not have contact with their parent (who had an alcohol
problem). Practitioners also gave examples of young people who had been able to think
about, and change, their own alcohol or cannabis use.
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Figure 1: Before and After drawings (girl aged 12)

In the first picture is myself and my mum. I have a baseball bat in my hand to protect myself.
My mum is far away in the picture and I don’t feel close to her anymore because of her
drinking.

The second picture shows me much happier. I understand more about alcohol and how to
take care of myself. The people in the picture are my father who I am close to, and also the
other people who help me. My friends are in the picture and talking to my counsellor.
Views of practitioners
Overall, the practitioners who contributed to the evaluation, through interviews and/or the
workshop, viewed Steps to Cope positively, and these are summarised below.
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Box 5: Practitioner views on Steps to Cope
“it seems to be blending from one step to the next....there’s a natural progress”
“I would also use bits of [StC] in my work”
“[StC] has therapeutic capacity and depth”
“I feel really comfortable working with it”
“it really really opened up the conversation and it was well structured for me as a
worker”
“I feel very comfortable working through it with them”

1. It allows the focus to be on the young person, and it is an age appropriate intervention.
2. It promotes communication and engagement with young people. It allows them to think
about and talk about the issues they are facing in a way that has not been possible
before or which they have not been given the opportunity or time to consider.
3. There can be a sense of achievement for a young person when they have completed the
intervention, which may be seen through completion of workbook as well.
4. It develops practitioner knowledge, skills and confidence in working with this group of
young people
5. It may mirror elements of how practitioners work anyway but the framework and structure
of the intervention can bring added value. One practitioner thought that the framework
allowed her to explore things with the young person, and elicit information, that she did
not think that she would have got from them without the structure of the intervention.
6. It is a brief intervention, but flexibility may be needed with this because of a young
person’s circumstance or the time which may be needed to engage and then work with
them. Despite the structure of the intervention there is strength in being able to have a
degree of flexibility with its delivery. Some practitioners incorporated other activities (e.g.
playtime) in to their work. Others used the workbook in different ways, with some using it
(and the overall intervention) in a less overt way (so that it was less overwhelming for a
young person) while for others the workbook (and discussion about and completion of
the exercises and other details) was central to the intervention.
As with the first project, there were also some examples of the impact that the intervention
can have on the wider family. For example, one practitioner worked with a 14 year old boy
whose mother had an alcohol problem (there was also a history of domestic violence in the
family and the boy and his sibling were on the CPR). This practitioner was also working with
the mother and through this was able to allow the mother to recognise how her drinking
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affected her children. The practitioner ran a session with the mother and her children before
doing the Steps to Cop work with one of the children. There was a second family session at
the end of the Steps to Cope intervention which gave the boy gave him an opportunity to talk
to his mother about how he was affected, and also gave the mother a chance to hear in her
child’s own words about his experiences. This practitioner reported that the work seemed to
bring the family closer, for example, they started going out and doing things as a family. The
practitioner also hoped that the positive changes which the family made would contribute
towards a lowering of risk for the boys which might ultimately lead to a change in their status
on the CPR. Some of the practitioners gave other examples of using the ideas of Steps to
Cope to talk to young people about their relationships with their parents, or to talk to parents
about how their children might be affected by the problems.

Another similarity with the first project is that there was one example of the Steps to Cope
materials being used in a group setting. In this case, the bulk of the intervention sessions
were delivered over the course of a trip to Uganda. The practitioner co-facilitated the
sessions with an experienced colleague (who had not received Steps to Cope training). The
practitioner described the group of young people as complex and “pretty intense”. Many of
them had their own substance misuse and/or mental health issues, as well as parental
problems and the presence of other issues like offending. The young people were
encouraged to use the workbooks (many of which were shared with the research team,
although the practitioner added that the young people did not like the questionnaires), and
also to keep a journal (as part of the wider trip that they were engaged with). The work with
the young people included additional work around alcohol and drug education (given their
circumstances). While the practitioner, echoed also by some of the comments in the young
peoples’ workbooks, thought that the work had been helpful, she also commented that the
nature of the group and their problems meant that the intervention was not enough and that
many of them would continue to engage with 1:1 and other support. The practitioner said,
“the skeleton of it was good but they needed so much more”.

As noted earlier in this report, there were examples of practitioners using aspects of the
Steps to Cope materials in a less structured way. It was hard to capture this in much detail
(as practitioners submitted very little data to the project about this work) but the data which
are available from practitioner logs and telephone interviews suggest that there were
approximately a dozen examples of the materials used in this way (that the research team

31

are aware of). Some examples of this work, and the benefits to come from this, are given in
Box 6.

Box 6: Less structured use of Steps to Cope
∗

One way in which a 15 year old girl coped with her father’s drinking was through
drinking herself. A practitioner used ideas within Step 3 to talk to the young person
about this, talking about alcohol units, her own drinking and how she can keep
herself safe when she goes out.

∗

A 15 year old boy, who lived with a grandparent (his mother died as a result of her
alcohol problem and his father lives elsewhere), had a lot of denial about his
parents problems’, saying he didn’t care about his parents. The practitioner was
not able to follow a structured intervention but drew upon some of the ideas around
coping to talk to him about how he felt. The practitioner said that they had a very
helpful and “deep” conversation about the pros and cons of him saying that he did
not care about his parents. The practitioner said that she found it very helpful to
understand that for the young people there were advantages to this way of coping,
which she would not have recognised prior to attending the Steps to Cope training.

∗

A practitioner worked with a 16year old boy, whose chaotic life meant it was not
possible to follow the intervention in a structured way. However, incorporating
ideas about Step 1 helped the young person to discuss his painful past and to
disclose something shameful which he had never talked about before.

∗

A 15 year old girl coped by going for walks in the rural area where she lived but
would not tell anyone where she was going. Now the young person will walk to her
aunt’s house, calling her aunt before she leaves; this means that the younger
person can still cope by going for walks but in a safer way.

There were a number of reasons which practitioners gave for using the materials in this less
structured way. It can be useful where engagement with a young person is challenging,
perhaps because of their chaotic circumstances; it can be used to supplement ongoing
pieces of work with a young person; it allows a practitioner to be responsive to a young
person’s needs (which may require the focus to be on certain issues rather than a full
intervention); or it can be used with young people who have attention or literacy problems
(and where a fuller or more structured intervention may not be possible). Some indicated
that the nature of their work and the young people they were in contact with made the
delivery of a structured intervention difficult. However, the use of the materials in this way
raises challenges for evaluation; for example it is hard to understand what is and is not a
Steps to Cope intervention. This and other issues are discussed in the final section of the
report.
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Section Four - Discussion

This final section of the report will summarise the findings from the project, before discussing
some of the key issues which have arisen from this project and their implications.

Summary and discussion of findings
The qualitative findings from this project mirror very closely the findings from the pilot project
about how Steps to Cope can help young people who are dealing with parental substance
misuse or parental mental health problems. These findings also suggest that the changes
which are seen also reflect the aims of each of the five steps of the Steps to Cope
intervention, although it is hard to attribute change directly or solely to a Steps to Cope
intervention. In summary, the main benefits from the intervention can be listed as follows:
i.

Allowing the young people to set their own goals for the work and for goals to be
partially or wholly achieved.

ii.

The opportunity to talk about the problems.

iii.

The opportunity to name, understand and discuss feelings.

iv.

Feeling less alone and understanding that these are common problems which affect
a large number of children and young people.

v.

Awareness of the young person’s own health and how problems (including, for
example, sleeping, worrying, alcohol/substance [mis]use or mental health problems)
are correlated with the parental problems.

vi.

Learning and understanding about addiction and mental health problems.

vii.

Increased recognition that the problems are not the young person’s fault.

viii.

Thinking about coping and how young people respond to the parental problems.

ix.

Thinking about support networks and who the young person can turn to for help.

Together with the findings from the first project there is encouraging qualitative evidence that
the adapted intervention, and the theoretical model of coping with stress on which it is
based, can be applied to young people who are affected by parental substance misuse
and/or parental mental health problems. What is important to highlight from the two Steps to
Cope projects is the prevalence of parental (particularly maternal) alcohol misuse and/or
parental mental health problems and hence the potential for the materials with this group.
The projects also suggest that the intervention has potential for use with younger children,
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and for the materials to support the creative and flexible delivery of the intervention as
required. It is possible that further adaptation of the materials may be necessary for work
with some groups of young people, such as those from minority ethnic groups or those with
literacy problems.

The importance of targeting the protective factors and processes believed to be important in
building resilience in this group of children and young people was part of the development of
the Steps to Cope intervention. The Resilience Scale for Adolescents was chosen to try and
assess this aspect of the intervention because it captures all three dimensions of resilience
which are believed to be important, namely individual attributes, family support and
cohesion, and external support systems (Hjemdal et al., 2006, 2007, 2011; van Soest et al.,
2010), and which it has been recognised are also relevant to supporting children affected by
problems such as parental substance misuse (e.g. Velleman & Templeton, 2007). Research
studies conducted by the team which developed the questionnaire have reported negative
correlations between some or all of the factors of the questionnaire and being bullied in
school or experiencing a negative life event (such as family divorce, illness or bereavement)
(Hjemdal et al., 2006), higher resilience scores predicting lower levels of depression, anxiety,
stress and obsessive-compulsive behaviours (Hjemdal et al., 2077, 2011), and greater
sensitivity of the measure in identifying negative correlations between resilience factors and
internalising psychological problems than with behavioural problems (Hjemdal et al., 2007).
The studies also support wider research in the area of resilience which suggest that there
are gender differences in what is important for children in terms of resilience, with boys more
likely to score higher in terms of personal competence and girls in terms of accessing social
resources (Hjemdal et al., 2006, 2011). These are all areas which it would be useful to
understand in terms of developing interventions for children exposed to parental substance
misuse and/or parental mental health problems. Indeed, as van Soest et al. themselves
recognise, “The scale may also be relevant in more applied settings, where it could be used
to identify strengths and weaknesses in life areas that may enhance resilience outcomes in
adolescents exposed to risk” (van Soest et al., 2010 p224).

Unfortunately, the small amount of quantitative data which were submitted to the research
team make it difficult to offer additional insight in to how the intervention may influence
resilience and whether the findings summarised above are also relevant to this sample of
children. There are indications that the intervention can both positively influence young
peoples’ experiences of their parents’ problems and target areas of resilience believed to be
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relevant in supporting young people. However, despite the potential for this questionnaire to
support delivery of Steps to Cope, the findings reported here (given the size of the dataset)
must be interpreted with caution and the findings are not generalisable. The small amount of
quantitative data also means that there can be no analysis of how key variables such as
gender and age might influence outcomes, whether there are differences according to
whether young people are living with parental substance misuse, parental mental health
problems (or both), and whether there are differences according to whether the problems are
maternal or paternal (or both). There is a need for further research to understand the
potential for the application of the Resilience Scale for Adolescents to young people affected
by parental substance misuse and/or parental mental health problems. Further research
and a larger dataset would allow for a greater understanding of the role of intervention with
regards to targeting resilience, what areas of resilience can be best targeted (or might be
most important to target with these groups of young people) with such an intervention, and
whether there are difference according to key variables (such as those listed above).

The ways in which the intervention appears to help young people mirror the academic
literature in this area. The evaluation of the Alcohol Hidden Harm Project (which was funded
by Comic Relief to focus on five projects to consider what worked best for the children of
parental substance misusers) reported that, “Broadly, what we found to be most effective
were services that were child-centred, whole-family orientated, therapeutic and evidence or
experience-based”4, characteristics which also seemed important for Steps to Cope. For
example, Reupert, Goodyear & Maybery’s study (2012) with children of parents with a dual
diagnosis (i.e. substance misuse and mental illness) identified four themes to come from
their data: the meaning of family, understanding the parent and their illness, coping, and
support. These four themes mirror very closely the Steps to Cope framework and suggest
the potential for an intervention which covers these core components of children’s
experiences. A Canadian study evaluated a psycho-education and support programme for
children of parents with mental illness, using a critical incident technique to identify what the
young people found helpful and unhelpful about the programme (Hamill, 2008). Young
people named eight things which they found helpful about the programme: communicating
and managing feelings; learning about mental illness; messages about responsibility, control
and empowerment; effective group facilitation; having fun; connecting with children also
experiencing parental mental illness; learning about stigma; and identifying sources of
4

th

Reported in http://drinkanddrugsnews.com/news-focus-4/, accessed 8 July 2013

35

support. Many of these helpful features are similar to some of the things which young
people and practitioners have found helpful about Steps to Cope. Research in this area has
identified that it is important for young people to be better informed and have a better
understanding of their parents’ problems (Cogan, Riddell & Mayes, 2004; Reupert et al.,
2012; Stallard et al., 2004). A review of intervention programmes for children of parents with
mental illness concluded that “the core component across programs is the provision of
psychosocial education about mental illness” (Reupert et al., 2012 p18). Again, this mirrors
the core components of Steps to Cope, particularly Step 2. However, Stallard et al.’s study
highlights the importance of pitching the information given correctly, as too much information
could overwhelm and overburden children. Additionally, thinking specifically about parental
substance misuse and parental mental health problems, information and understanding can
help children to feel less responsible for, or to blame for, their parents’ problems, and can
also facilitate communication between parents and children about the problems.

The majority of the young people in the project were White Irish or White British and more
likely to be affected by maternal problems. Future work needs to consider how to engage
broader populations of young people. Additionally, given that many of the young people had
been living with the problems for many years, and had not received support, consideration
must be given to how young people can be identified and encouraged to engage with
services sooner and of the potential for Steps to Cope in this regard.

This project has shown, as with the pilot project, that it is possible to recruit and train a group
of practitioners to deliver the intervention, that some of this group will be able to use the
intervention with young people, and that both practitioners and young people will find the
intervention helpful. However, there were three main challenges which this project faced
and which are discussed in more detail below: namely, the recruitment of practitioners and
their use of the intervention, the collection of questionnaire data to assess the impact of the
intervention, and practitioners maintaining fidelity to the Steps to Cope intervention model.

Recruitment of practitioners
While it was possible to train a large and diverse group of practitioners, only a small number
(roughly one fifth of those trained) were able to use the Steps to Cope materials. It seemed
to take some time for practitioners to identify and engage a young person to work with.
Several expressed frustration at not being able to work with a young person for the project.
Building on the first project, this project aimed to recruit practitioners from a wider range of
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disciplines and organisations. However, several practitioners lacked the time and capacity
to use the materials, or suggested that the materials were not appropriate to their role (e.g.
they work with children in crisis or have limited time with a young person). The learning from
this aspect of the project is that careful consideration must be given to which services and
practitioner disciplines are best targeted in thinking about the continued roll-out of Steps in
Cope in Northern Ireland.

It has also been recognised that adult services, both mental health, and drug and alcohol,
need to be able to better consider the needs of the children of their adult clients and to
improve joint working arrangements to meet children’s needs and keep them safe. A report,
jointly authored by Ofsted and the Care Quality Commission, suggested that both sectors,
but more so adult mental health services, struggle to identify this group of children and their
needs, and to support families and children to access support (Ofsted & CQC, 2013). Many
of these children also required social care intervention yet there was variation in how well
adult and child care services worked together. It is possible that an intervention like Steps to
Cope could make a valuable contribution to practitioners in adult mental health, and drug
and alcohol, services.

One thing to draw out from the work which was done is that many of the practitioners
invested quite some time in the interventions. This highlights the flexibility which may be
needed within the parameters of a brief intervention. Furthermore, given the nature of the
individual and family problems which the young people were experiencing, and the
longstanding nature of these problems in many cases, it is inevitable that a brief intervention
like Steps to Cope will need to be supplemented by continued support, either from the
practitioner/service with whom they were engaged for the project or from other services.
Some of the young people and the practitioners indicated what further help they felt they
needed. Both of these points highlight the importance of being able to deliver interventions
which are not time-limited and which can offer support to young people, on their own or in
combination with other interventions and support, in the longer term. This mirrors one of the
conclusions to come from the Comic Relief Alcohol Hidden Harm project, which made the
suggestion that interventions should be “not less than five to six months, and able to extend
that support later according to client need” (see footnote 4).
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Assessing the impact of the Steps to Cope intervention
The lack of outcome measures in this field, and the challenges with outcome measurement,
have been recognised (e.g. Batty et al., 2013; Woolfall & Sumnall, 2010). Therefore, one
challenge for this project was to identify suitable questionnaires to use. Some practitioners
also seemed to find it difficult to collect questionnaire data from young people to support this
project. There were particular challenges in having continued engagement or contact with a
young person such that three month follow-up data could not be collected. The available
data make it hard to assess the suitability of the questionnaires used for an assessment of
the impact of a Steps to Cope intervention.

Batty et al. (2013) discuss the challenges of routine outcome measurement (including
repeated measurement) in child and adolescent mental health services, issues which are
likely to mirror those of services working with children affected by parental substance
misuse, and which must be resolved in order to move forward with the support which is
available. The authors identified three barriers with routine outcome measurement: namely,
practitioner training and resources, practitioner perceptions that measures are limiting, and a
lack of regular feedback of outcome data. The authors suggest that the choice of outcome
measurement may need to vary according to the service and delivery context, the complexity
of the case, and also suggest the need for more innovative ways of assessing outcomes –
for example, session by session monitoring. It is unclear how this challenge is best
overcome but given the requirement of many commissioners to have quantitative outcome
data it will be important for solutions to be found.

Part of the solution may be to use (either in place or of alongside the use of standard
outcome questionnaires) other ways of asking young people for feedback on how an
intervention like Steps to Cope helped them. For example, use of drawings (e.g. Wall &
Templeton, 2011), session monitoring (rather than ‘before and after’) questionnaires, or
measurements which detail goals and the extent to which goals are attained. These
methods allow for a more personalised way of outcome measurement and may be appealing
to vulnerable young people (where support often needs to have a degree of flexibility and
responsiveness), and the settings in which they are receiving help for parental substance
misuse and/or parental mental health problems.
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Maintaining fidelity to the Steps to Cope model
There was some variation in how the Steps to Cope materials were used. Some
practitioners were able to follow the structure of the intervention, although in many cases
flexibility was needed to deliver the intervention over a number of sessions and to respond to
additional needs as they arose. In many cases delivery of Steps to Cope mirrored how
practitioners worked anyway, allowing them to hold the structure of the model in their head
without using it overtly as ‘an intervention’. Working in this way can be important in terms of
engaging young people although it raises challenges for research and evaluation.

There were also several examples of practitioners saying that they used ‘bits’ of the
materials and did not follow the full structure of the intervention. It is hard to evaluate the
use of the materials in these ways. The data which are available suggest use of the
materials in this way can still benefit young people but there is a need for further research to
capture more rigorously this work, the fidelity of the components that are used to the model,
whether such work can still be classed Steps to Cope, and the potential impact of using the
materials in this way. Some practitioners suggested that it is difficult to engage young
people in a structured and time-limited intervention and that they preferred to work in a less
rigid way. However, the evidence from the two Steps to Cope projects indicates that, with
some flexibility, children can both engage with and benefit from more structured input. In
fact, for this group of children, many of whom live in chaotic and unpredictable environments
and where structure may be absent in the family, the provision of structured support can be
of enormous benefit to them.

As with the adult 5-Step Method on which it is based, the primary mode of delivery for a
Steps to Cope intervention is individual sessions. However, what both Steps to Cope
projects have highlighted is that, despite the numbers of young people who are living with
these problems, recruitment and engagement of young people is a challenge. One way in
which some practitioners responded to this was to use the intervention materials in less
structured way (as discussed above). Further work may also need to consider alternative
ways in which the intervention materials can be used and delivered. One option is to further
develop the materials for use in a group setting. This can bring the added value of
supporting young people by giving them the opportunity meet others who are ‘like them’, and
to share experiences, something which is line with research about what young people have
said they find or would find helpful (Goodyear et al., 2009; Metel & Barnes, 2011; Templeton,
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Novak & Wall5). Another possibility is to develop web-based materials (e.g. Drost, Cuijpers
& Schippers, 2010), which could support other websites which have been developed for
young people who are living with these problems6. However, while a website has many
strengths, not least the size of the potential target audience not possible for services to
meet, and the opportunity for access to online forums or moderated support, the importance
of face-to-face support with peers and/or trained practitioners must not be lost.

Conclusion
The findings from this second project, taken together with the findings from the first project,
suggest that the Steps to Cope intervention can be delivered in line with the 5-Step Method
on which it is based, and that this framework, and the stress-strain-coping-support model on
which the 5-Step Method is based, are suitable for young people. The workbook appears to
be a valuable part of the intervention to support the work. The intervention appears to be a
useful tool for a range of practitioners who, already skilled in working with vulnerable young
people, value the structure and focus which Steps to Cope gives them for working with this
population of young people. The findings suggest that the provision of a structured
intervention can benefit young people in a range of ways, in line with the five steps. This
project has highlighted challenges with practitioners being able to identify, engage and use
the materials with young people, highlighting the need to consider the environments where
this intervention might be most suitable. There have also been challenges with quantitative
outcome measurement which need to be tackled in future projects. Overall, however, given
the circumstances in which many of the young people live, where secrecy and mistrust often
dominate, and where many had been living with the problems for many years and had
received no specific help, the encouraging findings from this project (in addition to those
from the first project) suggest that the Steps to Cope intervention has the potential to
become a widely used tool, both in Northern Ireland and elsewhere.

5

Group support was also identified as important in the evaluation of Comic Relief’s Alcohol Hidden
Harm Project, see footnote 4.
6
There are several examples across Europe – two UK examples are COAP (http://www.coap.org.uk/)
and Nacoa (http://www.nacoa.org.uk/).
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Steps to Cope with Young People aged 12-18 years old
Evaluation in Northern Ireland (Project 2)
Professional log of work
Purpose
The aim of this work log, which has been kept as brief as possible, is to:
1. Provide an overview of the young people that you work with (Section 1)
2. Provide a summary of the work that you do with young people (Section 2)

Key Points
 Please complete the work log for each young person that you work with.
 Please put your ID number at the top of the document.
 Please put the ID number of each young person you work with at the top of the
document.
 This document will be shared with Lorna and Ed as part of the project evaluation.
 When you return the completed log please also include a copy (keep the
original for your own records) of the young person’s consent form.
 The young person may be happy for other documents (such as completed exercises
or their completed workbook) to be shared. Please check that they are happy to do
this in line with their consent for the evaluation (and remember that the young person
can change their mind at any time about what information is shared for the
evaluation).
 Please put the ID number for each young person on any additional paperwork. This
means that we can keep the paperwork for each young person together, and also
means that we do not need to use names or any other identifiable information.

When you have completed the log please:
E-mail to Lorna (XXXX) and/or Ed (XXXX)
And/or post a hard copy to Ed Sipler
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Section 1: details of the young person
Please complete the following table about the young person
Detail of Young Person

Response

What is the gender of the young person?
How old is the young person?
What is their BME (black and minority ethnic group) status?
(refer to Census categories)
Which parent has the substance misuse problem?
What is the primary substance of misuse? (write n/a if no
substance misuse)
Approximately how many months or years has the young
person been living with (or affected by) the substance
misuse?
Which parent has mental health problems?
What is the primary mental health problem? (write n/a if no
mental health problems)
Approximately how many months or years has the young
person been living with (or affected by) the mental health
problems?
How did you meet this young person? (e.g. did you already
know them, were they referred or were they a self-referral)
If they were referred, where did the referral come from?
(write n/a if they were not referred from elsewhere)
Approximately how long have you known this young person?
(write first appointment if they were not previously known to
you)
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Section 2: details of the work you do

Please complete the following table about your work with the young person (you can write or
type, and feel free to copy this sheet or write any additional information that you feel is useful
or important)
Date

Nature and length
of contact

Summary of contact
(see below)

(see below)

1. Nature of contact: write if you saw the young person face to face for individual work,
or whether your contact was by phone (including SMS [text message]) or e-mail.
2. Nature of contact: please also add the length of session or other contact that you had
with the young person.
3. Summary of contact: write which aspect of the intervention you covered (e.g.
assessment, Step 1, Step 4, review) or whether your contact was for another reason
(e.g. YP made contact, emergency/crisis, you initiated contact to remind about an
appointment or for another reason). Please summarise the key aims and outcomes
for each session (or contact that you had with the young person).
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Resilience Scale for Adolescents
Please think about how the last month has been for you. Your thoughts and how you
have felt about yourself and important people in your life. Please mark the option that
best describes your thoughts and feelings. There are no right or wrong answers.
(Developed by Odin Hjemdal & Oddgeir Friborg)
Totally
agree

Agree

Average

Disagree

Totally
disagree

1. I reach my goals if I work hard
2. I am at my best when I have clear aims
and objectives
3. I have some friends/family members that
usually encourage me
4. I am satisfied with my life up til now
5. In my family we share views of what is
important in life
6. I easily make others feel comfortable
around me
7. I know how to reach my goals
8. I always make a plan before I start
something new
9. My friends always stick together
10. I feel comfortable with my family
11. I easily find new friends
12. When it is impossible for me to change
certain things I stop worrying about them
13. I am good at organising my time
14. I have some close friends/family members
that really care about me
15. In my family we agree on most things
16. I am good at talking to new people
17. I feel competent
18. In my family we have rules that simplify
everyday life
19. I always have someone that can help me
when I need it
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20. When I have to choose between several
options I almost always know what will
be right for me
21. My family view the future as positive,
even when very sad things happen
22. I always find something fun to talk about
23. My belief in myself gets me through
difficult times
24. In my family we support each other
25. I always find something comforting to say
to others when they are sad
26. When things go badly I have a tendency
to find something good that can come
out of it
27. In my family we like to do things together
28. I have some close friends/family members
that value my qualities

48

What it’s like living with my parent(s)’ problems
Please think about how the last few months have been for you and what it’s been like
living with your parent(s)’ problems. For each statement tick the option that most
closely matches what it’s been like for you. There are no right or wrong answers.
Totally
agree

1.

Agree

Not sure

Disagree

It’s okay to talk to other people about my parent(s)’
problems and how they’re affecting me

2. I know that my parent’s problem(s)’ are not my fault
3. I get a lot of headaches and/or stomach aches
4. My parent(s)’ problems make me angry
5. I don’t have any problems at school or with my
schoolwork
6. I have problems sleeping and I feel tired a lot of the
time
7. I get anxious because of my parent(s)’ problems
8. I’m embarrassed or ashamed about my parent(s)’
problems
9. I know that there are other young people out there
who live with problems like this
10. I can feel down because of my parent(s)’ problems
11. I get frightened or afraid because of my parent(s)’
problems
12. I understand about my parent(s)’ problems
13. I’d like to know more about my parent(s)’ problems
14. I think I deal with my parent(s)’ problems okay
15. I’d like to find some other ways to cope with my
parent(s)’ problems
16. I have at least one person I can trust and talk to about
my parent(s)’ problems
17. I worry about my parent(s) and what might happen to
them
18. I feel hopeful for the future
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Totally
disagree

