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Abstract

Background Thereis a highprevalence rate of coccurring alcohol use and mental health
problems in young peopleThis isssociatedvith adverse outcomeand poses a
substantial public health concerbDespite thekey influence of family life, there is a lack of
family interventons developed and evaluated specifically for young people with co

occurring alcohol use and mental health problems.

Aim: This thesis addresses this gap by developing the theoretical basis for a targeted family
intervention to reduceco-occurring alcohbuse and mental health problemsyoung

people aged 12 to 17 years.

Method: Formative @ploratory work was carried out by systematically reviewing the
effectiveness of existing family interventions atatrying out qualitative interviews with
young people and caregivers éaplore their experiencef these ceoccurring difficulties
Findingswere then integrated to form the basis of initial intervention strategies. Jée

were then further developed whin co-design workshops with young people, caregivers and

professionaldo develop the theoretical basis for a prototype intervention.

Results Targeting family functioning is insufficient, with family interventions found to be

ineffective. Rather,aj @F yAaAy 3 FlFYAEAIFIT &dzLILIR2 NI Ff2y3anl
mechanisms emerged as keyhis nvolves buildingtheir resources, including knowledge

and skills. The relationship between alcohol use and mental health are embedded within,
andinterdDi @A G KXZ @& 2 dzfdhtextBSodskdfushityda hdigiapprdach should

be taken within an intervention, targeting these interacting seetmlogical factors.

Conclusion This doctoral work contributes to the existing evidence base with a
contextualised understanding of young people and caregivers needs to support young
people with ceoccurring alcohol usand mental health problemwithin the UK. It provides

the theoreti@l basidor anintervention 6 dzA f RAy 3 FIF YAt Al f &dzZJJ2 NI |



coping mechanismsailored to how alcohol use and mental health problems specifically link

for that young person.
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Chapter 1. Introduction

1.1 Chapter introduction

This doctoral thesis aims to develop a theoretical basis for a prototype family intervention
to reduce ceoccurring alcohol use andental health problems in young peopldo this

end, it will examire existing family interventions and their effectiveneasd explore the
viewsof @ 2 dzy' 3  Ladfdardgi8efrégarding the needs dffectedyoung people.

This introductory chapter dilines the background and need for this research. First, it will
discuss the levels of emccurrence of alcohol use and mental health in young people and
the associated detrimental impact3 hen it will outline thegpossible causes for this co
occurrencedrawing upommultiple theoretical models. Thisill include the key influence of
common familial factors for both alcohol use and mental health probleitnsill then

describe thdackof preventative and therapeutic psychosocial interventions, devedope
specifically for young people with @xcurringalcohol use and mental health problems.

The justification for the need of a family preventative intervention will be outlined. Finally,

the specific aims and objectives will be raised, alongside an evenfithe thesis.

1.2 Background and area of study

1.2.1 Cooccurring alcohol use and mental health problems in young people; prevalence

and impact

Worldwide, mental health and substance use disorderstlaged" leading contributors to

the globalburden of diseasé young people aged-P4 years of agé€l). This smeasured as
disability adjusted life years (DAI.YAlcohol is the most widely used psychoactive
substance in adolescent populatio(®). For the purpose of this thesibe termalcohol use
will be usedo refer to any use and experimentati@ndirregular to frequent heavy use
which may reach a diagnostic threshold for abuse or dependence requiring the need for
formal/specialist treatment3, 4) | will distinguish he levels of alcohol use presented in the

literature. In the United Kingdom (UK), trendsow thatthe prevalence oturrent alcohol



use increases between ages-18, from5% to 37%5). Further, prevalace of drunkenness
increases with age, from 1% at 11 years of age to 20% in 15 yedbpld$is increase in
alcohol useparallelssimilar trends in sueglinicalmental health problembetween ages 11
15; feeling low increases from 14% to 23%, feeling irritable and bad tempered rises from
19% to 30% and feeling nervous, from 19% to 88P6The mosttommonmental health
problems in young people consist internalising problems which refer to emotional
problems, and externalising problems which consist of behavioural prol(&ins
Internalising problems encompass anxiety, typified by worry and fear, and depression
encompassingadness, loss of interest and energgd low selesteem. Externalising
problemsare characterised bglisruptive and violenbehaviour. It can also encompass
hyperactivity problems, marked by inattention, impulsivity and hyperactiy8y However
hyperactivity problems differ in that they are considered torfeirodevelopmenta(9).
These mental healthtermswill be used tarefer to both subthreshold symptoms and those
reaching a defined threshold constituting a diagnosable disoiddeil provide distinctions

to reflectlevels and types of common mental health problepnesented in the literature.

Mental healt disorders frequently coccur with alcohol use in young peoglE)).

Together they arassociated with poor school performance and drop (it, 12) legal

problems(11), suicidal ideation(13, 14) poorer treatment outomes(15)and longitudinal

effects into adulthood16). ¢ KS (G SN & GRdzZrf RAF3Iy2araézr 02YY
andda KSGSNRUGBLIAO O2Y2NDARAUGEE 020K NBFTSNI G2 (K
different diagnostic groupirgy(6, 17) In the UKthe Associated Office for Health

Improvement and Disparitifavoursii KS  (§ @NMOdaNONA y 3¢ | a GKA&a Ffaz
diagnostic levelsfoco-occurrenceg(18). Co-occurrence is often measuregdoncurrenthé or
osuccessiveB/(17). Theformer refers to alcohol use and mental health probleinesng

presentat the same timeor within a close time fram¢l9). 2 K S NXSuccessivelrefers

to alcohol use and mental health gsemspresentat different time points during a

LIS NE& 2 ¥ Q &1.7).ThisFdStindtioh $ important asintroduces the possibility that they

may not be causally related to each oth{@i7, 19) As such, for the purpose of this thesis



the broaderterm co-occurring will be used teefer to mental health problems and alcohol

use present at the same time or within a close time frame.

A systematic review reported thajpuo 60%of young people aged 14 to @ars who
engage in alcohol and leér substances also have a@ocurring mental health problem

(12). This was based astudiesreporting both successive and concurrent@ccurrence

and which includd both subthreshold and clinical levelslore recerily an England based
survey in 2017, reporting on concurrent-oocurrence, foundhat rates of alcohol use and
frequency of alcohol use were higher in those young people with clinical levels of mental
health problems compared to those witho(&). Specifically, more than a third, 3@

young peopleaged 1116, with a mental disorder had tried alcohol compared to a quarter,
22.7%, without a mental health disord&). Equally young people with a mental health
disorder, 31.7 Yavere more likely to drink monthly than those without a mental disorder,
19.4%(5). It is important to note that the data reported here are from community samples,
providing a more accurate representation of the population than clinical sanip®s As
clinical samplesuffer from higher levels of eoccurrence and thereforenore likely to seek
treatment (12, 17) There is limited literature reporting on-@zcurrence prevalence rates

for either communityor clinicalsamples ofyoung people

Current diagnostic tools appéyclinicalcut off (20). This may result in prevalence estimates
beingan under representatioras manypeopleexperience caccurringproblemswithout
meetingthe threshold for a diagnos{@1). With mental health and alcohol use problems
presenting on a continuum, stthreshold levels can still lead detrimental outcomeg22).
Lewinsohn and colleagues reported that 33% of young peoplelifi@time subthreshold
conduct problems and 27.8% of young people with subthreshold depression had co
occurring sukthreshold alcohol problem$21) However, studies such as Lewinsohn et al.,

which report subthreshold prevalence estimates for young people, arg28)



1.2.2 Aetiology of ceoccurring alcohol use and mental b#h problems

The relationship betweesubstance use (including alcohalhd mental health problems is

complex and multidirectiondll0, 24, 25) Toinvestigatethis relationshiplongitudinal

study designs arpreferred as they enable an understanding regarding the temporality of

effects, an indication of causali{26). In contrast,crosssectimal studiegsuch as surveys)

can only provide evidence regarding associatiba particular time point andot causality

(a relationship between variables over time)lwin studies and mendelian randomisation

studies have the additional strengththat they can both minimise the potential bias from

other confounding variable@6). Within twin studies monozygotic twins and dizygotic

twins share 100% or 50% of genetic mailgerespectively and both share the same family
environment. Whilst mendelian randomisation takes a genetic variant strongly related to

the outcome of interestsuch asalcohol use, andses this as a proxy for the instental
measure of alcohol us@7)d I OO2NRAY3I (G2 aSyRStQa aSO2yR f
FAa2NIYSydQs 3aASySGAO GFENRAIFYyG GNIyavYAangizy TN
bias from confounding variables. The subgroups of this genetic risk can be considered

equivalent to that ofrandomized controlled trial treatment groups (RCJ7). The following

section outlines findings from studies utilising the above study designs.

There are three main theoretical models delineating the possible causesanfctoring
mental health problems and alcohol usEirst, sequential causatiomhichsuggests that
alcohol increases the risk of mental health problems and vice ({8BaBoth externalising
and internalising problems have been found to predict alcohol #shvards and colleagues
reported thatsub-clinicaldepression in young people aged-12, wasassociated with both
alcohol use antharmful alcohol use at the age of {33). Specifically, a onrgandard
deviation(SD difference in baselinéepressive symptomsepresented 17% increased odds
of harmful drinking in males and approximately 30% in females. Funibrey a one SD
difference in change idepressive symptomaver time was associated with 22% increased
odds of harmful drinking in females. A longitudinal study, based on a community sample,
alsoreportedthat externalising symptoms at the age of 12 predicted high leViedécohol
use at the age of 14 i ' np@VOE R0). Varying mechanisms have been suggested for

4



internalisingand externalising problems respectively. For internalisirodplems, the self
medication modeproposesthat young people drink alcohol to cope with their symptoms
and challenging life events (117,119). Whilst behavioural disinhibition has been suggested

to underly the link between externalising problems and aldars®(29).

Alternatively, écoholusehas been shown to predict both internalising and externalising
problems. Salom and colleagueportedthat young people drinking at the age of 14 was
associated with developing clinical levels ofaozurring alcohol and mental health

problems includirg anxiety, depression, eating and psychotic disorders, at ag@P1This
may beexplained bythe depressogenic effeaif ethanol(30)and the neuroadaptive

changes linked to repeated exposure and withdrawal from eth&Bb) As for the impact

of alcohol use on externalising symptoms, findings from a mendediatiomization analysis
indicated thatthe ALDH2 polymorphism, used as a proxy measure for alcohol use,
significantly lead to heighteneaiggression and attention problems in young people aged 14
(32). This maydue toalcohol use impacting attentierelated brain structures such as
smaller prefrontal cortex and total white matter volum¢&3). Taken bgether these

findings are suggestive of a second model in which the relationship is in fact bidirectional,

with mental health problems and alcohol use impacting each otRéy

The third the common factor modelsuggests that risk and protective factors are not

disorder specific, rather that alcohol and wider substance use and mental health problems
may be a result of common underlying risk fact(@4). Common underlying risk and
protective factors have been identifieglithin psycholgical, family, school, peer,

community and cultural domain84). Adolescence is a developmental period in which

young people progressively seek autonomy and their peers become increasingly influential.
However familyin its variety of formgsemainsone ofthe influential contexts inwhich the

young person develof85). In keeping with key literaturethis researchwill include abroad
definition of family encompassingarents, carers, grandparents, aunts, uncles and siblings
(35). The identification of common faifial factorshasbeen basednainlyon studies

examining family factors in relation to alcohol use and mental health problems separately



and not in relation to their caccurrenceg4, 3638). The limited number of studies
investigating familial factors specifically in relation teamurring alcohol use and mental

health problems will now be discussed.

Salom and colleaguesported thatfor young people ageti0-14 yearsfamily conflict and
substance use problems were associated with 9% anddf@Pre risk of ceoccurring
depressive symptoms and alcohol use, respectively. Fyréhastional closeness to family
was associated with lowerdals of riskfor co-occurringdepressive symptoms and alcohol
usein girls(23). Using crossectionaldata another study concluded that the lowest levels
of family social support were reported by young people with clinical levels-o€corring
depressim and alcohol use compared to young people presenting with clinical levels of
either depression or alcohol use separately at the age B2y Due to these two studies
using crosssectional data one cannot infer causal relationships such it cannot be ruled
out that the findings may be a result of-cacurring alcohol use and mental health

problems leading to reduced family functioning and reduced family support.

In alongitudinal studyexamining familial protective factors incling,bonding with family,
carersrewarding good behaviour and family cohesion at the aigg4, each predicted
reduced likelihood of coccurring clinical levels of alcohol use and depression at age 21
(40). Furthemore,Monahan and colleagug25)investigated both risk and protective
factorsusing dongitudinaldesign Risk factors included poor family management, family
conflict, family history of antisocial baviour, parental attitudes favourable toward drug
use, parental attitudes favourable toward antisocial behaviour and family history of
substance use. The protective factors encompassed opportunities for prosocial
involvement, rewards for prosocial invelment and attachment.Theriskfactorsmeasured
at agel2-13were associated witincreases irtoncurrent depressive symptoms, antisocial
behaviour and alcohol use at agé-15. Whilst the protective factors were associated with

reductions inconcurrent depressive symptoms, antisocial behaviour and alcohdRige



Across most of these studies, varyjmgtential confoundindactors were controlled fqr
including the young persof genderage, ethnicitysocioeconomic status, school level
(primary or secondarygxperience of bullyingyaseline meatal health and alcohol use,
family environment, and maternal mental healfubstance use. However, many studies
did not control for sibling influence, paternal factors, or genetic contribution. S$udigch
as twin studiessuggest that there are shared underlying genetic factors for mental health
and substance use, including alcohél strength ottwin studies is their ability to distinguish
between genetic and shareshvironment influence$26). A twin study found thaB9% of
the covarianceof subthreshold conduct and substance u@ecluding alcohqglis
attributable to genes andt3% to shared environmeirt young people aged 188 (Bennett,
2017). Similar results have been found in relation tiee co-occurrence of subhreshold
depressionwith modest to moderate correlations ftwoth genetic(ra =.26¢.59) and
environmental influences ¢=.30¢.63)in young people ageti2-17 (41). As such both
heritability and the family environment appear to play an important role in the co

occurrence of mental health and alcohol use.

There is a need foadditionalresearchexploring the complex array éamilial factors and
associatednechanismsn relation to the development afo-occurring alcohol use and
mental healthproblemsin young people.Current studies apply a range of measures for
different aspects of family functioning and parenting techr@gu This is whilst also
examininga range oftudy outcomes, including differegbmbinations of substances,
internalising and externalising symptomshis hinders comparability. Findings are further
complicated bynot specifying whetheconcurrent or siccessive measurese used Thus,
there is a need for researchers to establish and apply specific outcome measures for co
occurrence and to be explicit whether it measures concurrent or successiveccorence.
There is a particular need to gain a etunderstanding regarding the role of family
membersbeyond motherssuch as fathers, siblings and grandparents. flilther
identification of both risk and protective factors specifically in relation to concurrent alcohol
use and mental health problenis young people will help inform preventative interventions

and specific factors they shouddldress



1.2.3 Interventions for ceoccurring alcohol use and mentaealth problems

There is a dearth of psychosodialerventions that have been specifically déyged for co
occurring alcohol use and mental health problems in young pedfile42) With the
likelihood of multiple pathways resulting in-ccurring alcohol use and mental health
problems, it is not sufficient to simply target alcohol use with the aim of also reducing
mental health problems as a secondary effect, or vice v@3a Rather, there is a need for

interventions designed specifically to addressocourring difficulties in young peop(é3).

There has been disproportionate emphasis oimeatment as opposed to preventignvithin
both research and practice. This stems from the traditional disease model, in which
treatment isprovided once a diagnostic threshold is reaclidd). Whereas prevention, at
the core of Public Health, aims to delay the onset or initiation and reduce levels of
symptoms before it reaches a diagnostic thresi{dW). Prevention can be classified as
universal and targeted prevention as put forwardbyited States Institute of Medicin@5)
based on the work of Gordd@6). Universal preventiomnvolves interventiongimed at the
entire population regardless of individual rjsk this case omental health problems or level
of alcohol use. Targeted prevention is divided into two distinct types of interventions;
selective and indicate(f7). Selective interventionare aimed at individuals ko are
experiencing risk factors associated wilmical levels ofmentalhealth problemsor alcohol
use(e.g. children of parents with depression or substance (4€) Indicated

interventions, however, areargeted at individualsvith pre-existing symptoms or pre
clinical diagnoss(47), e.g. from screening questionnaires. In addition, evidence suggests
that promoting mental health, focused on increasing wing rather than preventing a

disorder, is also integral in reducing both merahlth problems and alcohol u¢a4).

Increasingly the need for the prevention of mental health problems and substance use,
(including alcohol use), alongside treatmefiar, young peopléhas been emphasised by the
UK government withit® C dzii dzNBpager(7) avidmore tecentlythe GreenPaper
WNIYaF2NXY¥Ay3d [/ KAt RNBY | yR | X8 JtistreCogniskdS Q &



that prevention can offer the greatest opportunity to minimise considerable emotional
burden, health impact and financial costs talividuals, families and socie@gsociated with
currentclinical levels of coccurring mental health problems and alcohol (34). As

alcohol use ad mental health often first arise during adolescence, this is an important time
to intervene, withinprimary care, local authorities and the third sec{d®), with the

potential toimpact the entire lifespaiG34).

Targeted interventions enable intervening withdse with greatest needThis requires
screening in order to identify those at risk or presenting with sympt{03 Despitehe
cost of screening these are considered to be more-effgctive and efficienthan universal
interventions,as they are aimed at a smaller number of individ§&a 51) It also results in
amore suitable intervention fothe individual which mayincrease their motivationo
engage(52). For 10to 20 year oldsfrom the onset ofmental health symptoms and alcohol
use, thereis the opportunity otwo to four years to target these symptontgeforethey

reach a diagnosable threshal@4). Together this is suggestive of the need for targeted

interventions.

1.2.4 Family interventions

Familyinterventionshave the potential to address amccurring problems as they target
shared underlying risand protective factorgor alcohol use and mental health problems
line with the common factor mod€b3). Formany family interventionshe primary
mechanism of change aften indirect Hereemotions, cognitions and behaviours within
the familyare targetedto improvefamily functioning. The improvedamily functioning is in
turn theorised to reduce the risk of a range of outcomes including alaotednd mental
health problemg54). Familyinterventionshave been found to be effective in reducing both
subthreshold and clinical levels of mental health problems sutastance uséincluding

alcohol useyeparately(55-58).

There are also interventiorteat may not employ family functioning as the mechanism of

change howeveincludefamily-involvement TheNational Institute of Health and Care



ExcellenceNICE, recommends familnvolvementin interventions for young people

ranging from 1619 to promote emotional wellbeinb9), andto prevent clinical levels of
alcohol usg60)and substance usgl). Consequentlyabroad definition of family
interventions is employed for the purpose of this thesis: any interventions including family

members in addition to young people.

Most family interventions (with the exception of a minority of family treatment) are not
specifically developed or evaluated for young people wittocourring alcohol use and
mental health problem$10). Nor are they based on the literature identifying familial
factors specifically associatedth co-occurring alcohol use and mental health problems.
Finally, hey often do not address the interconnections between mental health problems
and alcohol us€62). Thus,the outlined evidence suggests the need for preventative
family interventions specifically developed to prevent/reduceocaurringalcohol use and

mental health problems

1.2.5 Intervention development

The Medical Research Council (MRC) of the United Kingdoridprguidelines for the
development and evaluation of complex interventigié8). The features characterising a
compex intervention include, multiple interacting components, multiple and variability of
outcomes, the number of groups and organisational levels targeted by the intervention and

the level of problem behaviour of those delivering or receiving interve i)

The complex intervention development phase consists of three main steps. First, the
identification and evalu@gon of the current evidence base. The second step includes
identifying theory explaining the rationale for the complex intervention, the anticipated
changes and how this is achiev@s). This can involvearrying out primary researdio
inform anddevelop theory(63). The final stage of intervention development consists of
modelling process and outcomé&3). Please note that thpreviousguidance is referred to
here as this was in place whilst carrying out this research. More recémlgtidance has
been updated 64).
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1.2.6 Justification for this research

Despite high prevalence rates of-oocurring alcohol use and mental health problems in
young people, associated adverse outcomes and the key influence of famitlydife is a
lack of family interventions developed and evaluated specifically for yoangle with ce

occurring alcohol use and mental health problems.

This thesis addressesdlgap by developing the theoretical basis for a targeted family
intervention for ceoccurring alcohol use and common mental health problems in young
people aged 1A7. Alcohol use was specifically targeted as it is the most widely used
psychoactive drug. Twelyears was selected as the lower age cut off as it is the common
age of onset for alcohol use and mental health problems. Seventeen was selected as the
upperage limit as alcohol purchase consumption in the UK and other European counties are

regulated by legislated agelated restrictions until the age of 185).

Exploratory work isecessary to facilitate and inform the development of a complex

targeted intervention as suggested by the Medical Research C@G8til This was carried

out by systematically reviewing the effectiveness of existing family interventions. Further,
insights from young people and caregivers with children experiencing these difficulties were
explored in interviews and edesign workshops. This thesis presents and integrates these
findings in order to develop the theoretical basis for a prototype intervention, which can be

evaluated at scale to inform policy and practice.

1.3 Aims and Objectives

The aim of thisesearch is tawonduct exploratory work to help inform the atesign of the
theoretical basis for a prototypmily-involvedpreventativeintervention, alongside young
people andcaregiverswith the aim of reducingo-occurring alcohol wesand mental health

problems n young peopleaged 1217.

This aimencompassedhree key research objectives:

11



1 Tosystematicallyassess the effectivenessfaimily interventionan preventing and

reducing ceoccurring alcohol use and mental health probleimsyoung people

1 To explore the views, needs, perceived rotectivefactors, existing management
strategies and support of young people experiencingpceurring alcohol usand
mental healthproblems from their ownandF NS 3 A GSNRA LISNELISOUA @€

1 Toconduct cedesign workshops with young people, caregivers and professionals, to
discuss potential intervention components derived from the systematic review and
gualitative interviews.Resulting in the development of a logic model for the
targetedfamily-involved intervention taeduceco-occurringalcohol use andnental

health problems iryoung people aged 127.

1.4 Overview of thesis

This chapter outlined the background and justification for this research

This thesis consists oftatal of nine chapters. The content of eachdditionalchapter is

presented below:

Chapter 2: detailthe philosophical orientation for this researeind justifieshe theory

appliedto aidintervention development.

Chapter 3discusses the methodological approach to the systematic review and-meta

analysis along with the specific methods used.

Chapter 4poutlines the results from the systematic review and mataalyses.

Chapter 5specifies the methodological approach appliedhe qualitative interviews

alongside the specific methods applied.

Chapter 6poutlines the results from the qualitative interviews.

12



Chapter 7details the methodology and methods used for integrating the mirexthod
findings which formed the basis of tle-design workshops. It further outlines the methods

used to develop the resulting intervention strategies and associptegramtheory.

Chapter 8delineates the calesign workshop findings and resulting outputs; core

intervention strategieandassociéed programtheory. This is depicted in a logic model.

Chapter 9discusses the explorative work,-design workshops and resulting logic model.
This will include a critique of the literature included in the systematic review along with a
broader discugsn of the strengths and limitations of the research as a whole. Finally,

recommendations for policy, practice and future research will be provided.

13



Chapter 2. Philosophicaland TheoreticalOrientation

2.1 Chapter introduction

This chapteexploresthe philosophical orientatiorunderpinning thigesearch.This is
followed by therationaleregarding theselectedtheoretical framework to inform the
qualitativeinterviewsand the theoretical basis for the prototype interventioRinally a
reflexive accont will be providedo discuss anpotential influence my position may have

had on the data and findingsithin this research

2.2 Philosophical Orientation

All researckrshold a philosophical position underpinned by assumptions regarding
Ontology; that isvhat constitutes realityand Epistemologyhow we cometo understand

this reality(66). Philosophical paradigms fall on a continuum, which range from positivist,
underpinning quantitative work, teonstructionist paradigms, the basis for qualitative work
(67). The former places emphasis on empirically investigating and identifying objective facts
whilst putting presumptions to one sidé7). Whereas the lattestresses the importance of
the social construction of the world and real{§7). Pragmatism has emerged as an
additional position in whiclparadigms can be switched, employing qualitative and
guantitative methodsn order to address complex research questiohfowever
methoddogical purists would argue that issues arise when combining dissonant data
originating from methods with underpinning conflicting epistemological stafgés

Critical Realism emerged through the work of Bha@&)rto consider and specifically
address this issue (Fletcher, 201The reasons for selectirggitical realism will now be

outlined.

A key cornerstonef critical realisms that one cannot reduce reality (Ontology)wbat we

know about reality (Epistemoloy9). This provides clear ontological distinction from both

positivist and interpretivist paradigmsBoth positivismand constructivisnmhavebeen

critiqued for endorsing this, known as tHé9 LJA a (i S Y. P@3itivBr:; finbitingd-&alily to

gKIFEG OFy 06S WSYLANROFffe& 20 &mtkgrealitySowhat R |y 2 &
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prioritises ontology over epistemology, suggesting that there is one objective reality
indepencent of individual perception (ontological realism) and that individuals develop
different interpretations of that reality (epistemological constructivigi®®, 67, 70) Thus,

multiple methodologies can be applied in order to study this oeadity which can lead to a

more complete understandin(/1). This is in line with the mixechethod approach of this
doctoral thesis, utilising bothugntitative (systematiaeview and metaanalysispand

guditative (interviews)methods Thiscanbe understood as the adoption of multiple
approaches or design methods, data collectorrdata analysis within one study in which

the findings are integrated throughoyv?2).

According tacritical realists, reality consists of three ontological levels; the empirical

(experiences), the actual (events) and the real (causal mechan(§8)s)Theempirical level

constitutes events as we see, feel or experietitm. The actual is what actually happens
irrespective of human experience. The real comprises ofdéetification ofunderlying
causalmechanismg69). Critical realist@re especially concerned with these underlying

causal mechanisms and how they influence the other levels as this enables the ability to

move beyond simply documenting to accountiog iuman behaviou(69, 73) Thisreflects

the main focusof this researchwhich is tounderstand keyactors and underlying

mechanisms linked to eoccurring alcohol usand mental health problemand ways in
whichtointervene.Ly NBf I GA2Yy (G2 GKAA& aiddzRez (GKS aSYLJ
young p@ple and parents/carers regarding the risk and protective factors, along with the
FNBlFa 2F ySSR aada20AFGSR gAGK @2dzy3 LIS2LI SQa
0KS @ 2 dzy ebodcl8rihg lcéhOase Yy R YSy Gl f KSI € GfKé LINRPOf SY 3
consists of causal mechanisms linked veitroccurringalcohol use and mental health

problems includingntrapersonalbiology, family, peers, schoatc. Another key tenet of

critical realism is that the physical and social context in which a mechdalss place

impacts the effects of causal mechanis(#d, 75) Therefore, causahechanisms may not

always have an observable impact on the w@fil, 76) Rather critical realism highlights

tendencies known as demegularities, as opposed to laws, in relation to eve(is, 78)
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Critical realism deems the world to be thedaden. Theoryis consideredan important tool
to develop theunderstandng of the underlyingausal mechanisn® human behaviour
along withinforming ways in which tintervene(69). Here multiple theories should be
drawn upon if this brings one closer teality; the Q I O {78} TheQystematic revieand
preliminary qualitative analysguided my selection of potential theories to hdjzilitate
my understanding The possible theories were considered for the suitallitsiding the
interpretation of my fieldwork datalong with informing the theoretical basis for the
protype intervention in accordance with the MR@mework(63). The selected theories

will now be outlined.

2.3 TheoreticalStance
Ecologicabkystemstheory

Bronfenbrenner(80)developed theecologicalsystemstheory highlighting the importance

of the multiple layers of the environment in which an individissdituated withinand

interactswith (Please se&igure2.1). According to this theory there afféeve layers to the

environment. First, theWhicro systen@zonsists dthe most proximal environmerit which

the individualdirectlyinteracts In relaion to this thesis,micro systemsor young people

consist of for example fanms,schools and peer networkghich candirectly affectthe

young persof co-occurring mental health and alcohol us8econdthe interactions

0S06SSY (R&EES SYERONRE 02 yaGSiLdiThestitxaia&iths || & WY S
can for example take pla@S i 6 SSy (KS @2dzy3 LISNER2Yy Qa LISSNH
school Thirdmescda @ 81 SY& | NB & AEdlii@ddscousistivfisdcigtal W S E 2
structures in which the young persimembedded includingthe education system and

health systemsHere the events which occwithin these exesystemampactthe yourg

LISNE2Y Qa4 SROWh NBS YSYII @NR & & asbckaatd cHtyré) gowris) & a S a
CKS FTAYIf ORYOBINWQ WOKORNIB2Z NI 6§Sa OKIFy3aSa 23SN.
persor® interactions withand responses tdhe multiple systems as thejevelopthrough

childhood to adolescenc@0, 81)
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Figure2.1 Model ofecologicalsystemstheory

Thus ecological systems theory highlights a developmergalpoint, specifies relevant

socialsystemsa multifaceted perspective othese,andestablishes how theinteract with

each other and the developing young perg82). In other words, it ishesecomplex

relations withinand® S 6 SSy (G KS YdzZ AL S aeaidsSesa o6KAOK ¢
occurring mental health problems and alcohol usgs outlined by Bronfenbrenné¥ A y

ecologicaNB a S NODKXZ (KS LINAYOALX S YI @BynfebFeRrRrO G & | NX
1977, p518). This contrasts withamily systems theorwhich stipulates thatarh Y RA @A Rdzl f Q
co-occurring alcohol usand mental health problemare primarily a result offamily system

dynamic9q83).
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second phase (1980993) includedmore of a focus on the individual biological and
psychological charactestics along with the introduction afhrono systemsThishas been
identified as the most appropriateersionto inform interventions within the field of public

mental health researchas it focuses on both the individual and their surrounding systems
along with all interadbns(84). This was the version applied within this doctoral work.

Whereas the final phas€l9932006) introduced the concept of procepsrsoncontext

time model (PPCTi which the focus shifted over time from environmental influences to
developmental processg85, 86) The application of the PPCT modeith a heavy focus

on the individual, can lead to an emphasin changing individual behaviour rather than

focusing on the social conte{@4).

Ecological systems theory has been used to explore risk and protective factors for both alcohol
use and mental healtn young peopleseparately(82, 87) HowevelEriksson and colleagues

have critqued that moststudies applying this theorgo not explore the interactions between

the systemg84). Rather theyoften list a range of individual and contextifaktors which

contribute to mental health outcome@4, 85) This can result in very broad and unspecific
findings which hinder recommendations for policy and practg@®. As suctwithin this

doctoral study | paid specific attention to the interactions amongst the social systems.

The najority of theories within epidemiology and public health have a biomedical or
lifestyle focusin which individual level factors are predominantiynsidered in relation to
health, including mental healt{88). The ecological systems thecgpables the focus of
both the individual family and othesocial systemi a very broad senseSubsequently this
faciltatesA G Qa | LJL3 rdngelobhaalthiAbéhdviodrgwithpublic health(89).
Consequently, it was used as the overarching theoretical framewddwever it does not
identify the specific factorsvithin each system or the mechanistigough which these

operate(82, 90) This led to the exploration of additional theories.

18
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Multistage social learning model

Simons and colleagu€81) multistage social learningodel outlinesthe aetiology of
substance us€2). This model was selected as it@nprehensive, integratintamily factors
with individual and peer factoraithin onemodel (93, 94) It accounts for interactions
amongst the differenfactors(92)-(Please se&rror! Reference sourceot found.).
Multistage social learning mode&n be thought of as a map facilitate thenavigaton of

the multiple interacting systems withiacological systems theory

First the model outlines a range of kyeractingparenting factors These includthe

quality of theparentchild relationshipand parental techniquegarental substance use,

parental coping skills and parental valygsesent or longterm oriented goals) These

factors can interact with each otheParentingfactors arethought to be influenced by
SYGANRYYSyYy Gt adNBaa techhiqued Rithgripardntnmgsigcioss Q LI NSy
canin turnimpactthe youngLJS NJ&psychsocial outcomes including the younts NBR 2 Y Q &
seltesteem,social and coping skills, value system and the use of alcohol at an earlier age

(91, 92)

In turn these psychosocial factors can impawetotional distressgchoice ofpeersandschool
performance. As such thenultistage social learningnodel also accounts farsk factors

associated with mental health problen@®5). Parental rejection, youngJS 2 Ldfefeiong

coping skills, you LJS 2 LJ Se&teemfadddackinSdngerm values arall linked to

the child developing mental health problems including tension, anxiety and depression.

Although the emphasis on factors and associated mechanisms involved are less developed

than for substance use within thismodeC 2 dzZNJ FF OG0 2NAR A Y LI OG | @& 2 dzy -
LISSNJ INR dzLIJT G KS @2dzy3 LISNBR2yQa a2O0Alf aijAffa
@2dzy3 LIS2LX SQa @It dzSaod { AYAT | NI & Zhesad& 2 2 f LIS

system, parenting techniques, type of peer group and-esiéem
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According to this theory there are four factors which are directly associatedinatbased
levels of substance use. Theaseludepatterns ofcoping skillsmental health problems
parental substance usendtype of peer group Thus, the link between mental health and
substance use is explored within this mo@@6). With regards to mental health problems,
young people may learn expectancies and experiefitas substanceusewhichmay be
seen to aid their social skills. Substansemay also be negatively reinforced through the
perceived reduction in mental health problems resulting in-sgdidication. Additionally,
substance use as a coping mechanism wilehan increased reinforcing value for those
without other adaptive coping mechanismE.parentsdemonstratesubstance use as a
copingmechanismthen young people are more likely to follow suit. This, along with
substance use by peers, can teach youagge about psychological and behavioural
impacts of use. The model also highlights hoveavy substance use is considered to
exacerbate stress and inhibit young people from learnmgmploymore adaptive coping
mechanisms and social skills, increashmglikelihoodof deviant peer involvement and
exacerbating family stress and confli&hool performanceanbe negatively impacted
GKAOK Ay (dzNYy ST ¥ Sf@steem ané fBrthér BodmybaterliZBniyE 2 v Q &

stress.

The multistagesocial learning moddias mainly been uset help identify factors linked to
the initiation/escalationof substance use in preadolescent childite exploreandtest

within longitudinal studie€92, 93, 96) This has helpedentify key areas to target within
interventions(96). Although theprimaryfocus is on substance use, it provides a
comprehensive modedlsoincorporating emotional difficultieas an outcome along with
possible associatefdctors This together with its dual focus on individual level and social
levelfactors contributes to its suitability in aiding further insight into tetiology ofco-

occurring alcohol use and mental health problems.
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Cognitivebehaviouralmodel

This modetomplements the other two theories in that it offenssight into the underlying
intrapersonal processes sustaining@ocurring mental health problems and alcoluske.

The principles of which will now be discussed.

There are two key tenets underpinnitige cognitive behaviourainodel First hat emotions
and behaviour®f a young persoare considered to beriggered by their thoughts, beliefs
and interpretationsaboutthemselves or event$97, 98) Secondpehavioural psychology
(99) has further informed an additional key principtbat behaviour impacts thoughts and
emotions. Behaviour carboth maintainand change thoughtsand emotiors, thus changing
I &@2dzy3 LISNA2Y Qa theirShdugiishafddemdtians. y A Y LI O

Thoughts, emotions, behaviour and physiology of a young person are theorised to interact

with each other and with the environment in which the young person is situéité@)

(Please seé&rror! Reference source not found.In line with ecological systems theotiie

environment is understood in its broadest sense and not just including the physical

environment. It considers the family, social, cultural and economic environment

consequently encompassing thomicro systems and exsystems.This is however limit

G2 K2g> 0 GAYSazr GKS SyYy@ANRYYSyld OFy AydSNY
assumptions to then lead to problem behaviour and emotioAs.suchlittle weight is

placed on the direct effect dife events and the social systems in which a yopeigon is

embedded in.Thiscan place emphasis and responsibiif)change on the individual.

The cognitive behavioural model also outlines the importance of problem solving as a
coping mechanism. dfle young people can develop skills to manage stresgd1)
Problems aredentified and understood based groungLJS 2 LihoSghtd, emotions,
behaviour and physiology. This is followed by listing as many solutions as possible and

identifying the most suitable ongl02)

Finally, mental health problems are not considered to be qualitatively different from
normal states and processes and are considered to fall on a contiQl@® Thusijt is
22



congruern with the focus on targeted interventiongjvolvingyoung people with sub

threshold levelswithin this doctoral thesis.

Aspects of thecognitive behaviourainodelwere drawn upon, with the above limitations
taken into considerationlIn line with socioecological theory, the cognitive behavioural
model provides insight intdhe interactingthoughts, emotions, behaviour and physiolcaty
an individual level This helps providen understandingf how to buildproblem solving

and copingskillsfor young people This is protective factorwhich emerged as important
within the qualitative interviewsalso emphasised within theultistage social learning
model. It is important to note however that these intrapersonal interactions are then fully
understood and embedded with the other ecological systéon®rm a much broader

theoretical understanding within this doctoral thesis.

EXPERIENCE

BELIEFS AND CRITICAL INCIDENT/
ASSUMPTIONS PRECIPITATING EVENTS

COGNITION
THOUGHTS,
THE PROBLEM(S) BELIEFS ETC \

BEHA VIOUR AFFECN
WHAT ONE DOES EMOTIONAL
OR SAV STATES/

PHYSIOLOGY j

BODILY STATES

\/

Figure2.3 Model of cognitive behavioural principlé®m Kennerley & Kirk2016

Consequentlyecological systems theoryultistage socialearning modelandthe cognitive
behaviourd modeltogether provide insight intandividual and system levéctorsand how
they interacti 2 O2 y i NA 6 dzii S { Bccurringgneniz) alth fBokENS wnd a
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alcohol use.Theemerging findings fromhe qualitative interviews helped select the key
social systems (from thecological systems theory) and key factors (from tindtistage
social learningnodel) to target within the interventionThe qualitative interviews also
raised important factors todrget which were not covered by the included theoretical

models.

2.4 My reflexive account

In keeping with the critical realist stance in this research a reflexive account was conducted
throughout the research process to illuminate the potential influence my position may have

had on the data and finding403, 104)

| previouslyworkedwithin inpatient mental health hospitaland myearlierresearch lies

within the field of clinical psychology. Initially, | automatically transferred this treatment
lens to myPhD researchMy automatic focus and thinkingere around how to treat

clinical levels of mental health and alcohol ustowever, through extenserengagement

with the Public Mental Health literaturand through conversations with members of my
team| was able to shift to a preventative focus. This shift occurred before | started
interviewingand conductinghe co-design workshopwith young peopleand caregivers.

This was important as it meant that | was sensitive to all varying levels of symptoms and
difficulties within the participants narratives. Due to my positivist quantitative background,
| originally wanted to screen the participants grb-threshold internalising and

externalising symptoms and alcohol use. | felt that this would make my analysis increasingly
robust. However, through becoming more familiar and knowledgeable with qualitative
methodology | understood that this approach could have the opposite efféetposing

such criteria could reduce the emergence of contrasting narratives and the richness of data
and place further restrictions on an already hardéach population group. thay also
haveresulted in young people, who they themselves felt that they experienced these

difficulties, not getting the opportunity to take part.

Upon embarking the interviews, | believed that both risk and protective factors could be

present within a family.This view had been shaped by my own atiters experiences
24



alongside the breadth of literature | had engaged with. What quickly emerged from the
interviews was the complexity of family life and how family members tried to navigate this
as best as theyxdzf R @ CdZNI KSNE y2i0 KIFI@gAy3a OKAfRNBY Y
interviewing parents and carerd.akentogether this contributed to my nojudgemental

and understanding stanceA stance that | brought into the edesign workshopsi felt that

| could not begin to understand the pressures and difficulties faced whilst supporting and
raising a child104) Judgement and stigma were voiced as difficulties faced by those carers
interviewed. As with young people, my age and studentustappeared to put carers at
easeboth within the interviews and cdesign workshopsas it differentiated me from
professionals. | paid careful attention to the differences that emerged amongst young
people and carers narrativesithin the interviews | also considered differences amongst
young people, carers and professionals within the workshdjss vasto not favour one
account over the other. Rathearefully comparing and contrasting accourgegaging in

the wider literature anddiscussiongn 1:1 analysisessionsith one of my supervisors

facilitateda more indepth understanding of emerging themes.

Whilst conducting the interviewand the cedesign workshopswas in my late 20s and |

could relate to the pressures childhood and adolescence. It was however important that |
did not make any assumptions of what adolescence was like for the young people |
interviewed, and how this could impact their alcohol use and mental health problems. | did
not want to impose ay assumptions through the questions | askigrlough my analysis of

the resulting dataor the choice of factors to target within the interventiomhus, |
acknowledged throughout that the pressures and how young people experience these are
unique to eaclchild. 1 also recognised that young people now have additional pressures
such as social media and educational demands which | cannot easily relate to. During the
interviewsand cedesign workshopsy age proved to be a key advantaagyoung people
were 6f S G2 NBfFGS (G2 YS | a a2YS2yS 6K2 gl a Wi
Wy 2WZRASYSY Gt Q YR WdzyRSNBEUGFYRAYIQOD

Prior to my researcH,have always been passionatkoutworking with people across all

ages to helpmanage andmprove their mental health Althoughmy roleas a researcher
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was nd to provide ongoing suppoysome yung people and caregivers took interviews as
an opportunity to offload andat timesspe& to their own agenda. Thisouldlead to
emotionally charged interviewsind me wanting to be able to provide helgOne interview

in particular triggered th realisationthat this tension was often presemdr me. This

initially made it difficulfor me tolead the direction of discussion as | did not want to come
across as insensitive about what the participant chose to share with me. This resudted in
timeslengthy but nonetheless rich data. Following conversations with my supervisory team
| wascarelul to adapt the approach | took in the following interviewsprdfaced and
reinforcedat the starteach interview that | was not a mental health practitiomert that |
could signpost them to appropriate support and servic&his facilitated my abiltto be
comfortable and confident in maintaining the direction of the interview whilst still being

sensitive and supportive at the correct level for a researcher.

2.5 Chapter Summary

This chapter outlinethe application of critical realism as a philosophsncewithin
research.This is followed by thpustification of three theories to frame this doctoral thesis:
ecologicalsystemstheory, multistagesociallearningtheory andcognitivebehavioural

theory. Theséheorieswere selectedto helpinform the qualitative interviews along with
the development of the theoretical basis fprototype intervention. In line with a critical
realist stance, | theprovidea reflexive accounb raisethe potential influence my position
may have had on thdata and findingsThe following chapter will discuss the methodology

and methods ofhe systematic review and metanalysis.
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Chapter 3. Methodology and Methods: A systematic review dfi¢
effectiveness ofamily interventions targeting alcohol use and mental

health problems in young people

3.1 Chapter Introduction

In the following two chapterd will present the methods and findings of the systematic
review undertaken to assess the effectiveness of existing family interventions targeting co
occurring mental health mblems and alcohol use in young people. This chapter outlines
the methodology and methods applied within this systematic review. The aims and
objectives of the review are presented, followed by a discussion of the methodological
considerations underlympa quantitative systematic review. Finally, the methods employed

will be detailed.

3.2 Aims and Objectives

The aim of the systematic review was to assess the effectiveness of family interventions in
reducing ceoccurring alcohol use and mental health probkem young people aged 47

across all levels of prevention and treatment.
There were three main objectives:

1 To conduct a systematic review that summarises curperttlishedevidence orthe
effectiveness offamily interventions irpreventingfeducing atohol use and mental
health problems in young people aged-12 across all levels of prevention and
treatment.

1 To conduct a metanalysis evaluating the effectiveness of farniyolved
interventions in reducing alcohol use and mental health problems imgaeople
aged 1217 across all levels of prevention and treatment.

1 To identify the theoretical underpinnings and intervention techniques using
behavioural change taxonomy dependent on authors providing sufficient

information.
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3.3 Methodology
3.3.1 Rationale for conducting a systematic review

The first step within the MRC intervention development guidance involves the identification
and evaluation of the current evidence base. This involves building an understanding of
existing similar interventions and the evaluation methods that have be@fiegh If a high
guality systematic review is not available then one should be conducted in order to evaluate

the existing evidencés3).

A systematic reviewvas selected athe reviewmethod. Thisnvolves predefined,

transparent and reproducible steps identifying, critically appraising and synthesising
relevant evidence in relation to a specific research quedtid@®, 106) These prespecified
steps and methods are often initially outlined ip@tocolahead of commencing the
review(107) The explidly transparent approach careducebias whichcanarisein

traditional reviewsdue to the informal and subjective methods applied to the collegtion
analysisand interpretation of studiegpotentially influenced byauthors preconceived views
(108) Furthermore, it provides an efficient way of distilling a vast amount of data
facilitating robust conclusiond.09) The robust evidence emanating from well conducted
systematic reviews informs decisions regarding intervention development, policy changes

and future research require(b3, 109112).

3.3.2 Approach inidentifying studies

ThePopulation, Intervention, Comparator, Outcome, Study De@6OS) tool was selected
to aid the development of a wetlefinedresearch question, comprehensigearch strategy,
and inclusion and exclusion, as recommended by the Cochrane collabaiEii®n Search
strategies should be designed to reach a balance between sensitivity (striving for
comprehens/eness) and specificity (concerned with relevar{i@dy) Multiple databases

were searched to ensure that the maximum numbeadicleswere identified whilst

reducing selection and publication bigi08) Single electronic searches can lead to reduced
sensitivity resulting in a potentially unrepresentative set of arti¢lielb) Mental health and
alcohol use of young people intersect a range of disciplines such as medicine, social
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sciences, and nursing; databases were therefore chosen to encompass all of these
disciplines. Databassearches wer supplementedvith grey literature searches as
recommended by the Centre for Reviews and Dissemindfibid) The stdy eligibility
criteria were used throughout tasupportscreerisifting activity to reject norrelevant work
and include only trials meeting inclusion criteria (see beloW)is was to provide an explicit

method to aid in the minimisation of bias and errgi®7)

3.3.3 Rationale forrisk of basappraisal and data extraction

¢KS / 20KN}yS /[ 2t | ovadNdmpldyedyaitie mithod for agsdssirg A | a

bias within selected studies. This assedbednternal validity of included papershichis

an integral part of conducting a systa#it review(116) This process ensures that potential
bias introduced byimitationsin designor conduct of a study which can impact effects, are
considered107) Furthermore, it provides insight into the shgth of evidence
encompassed in the review and therefore whether the individual studies are considered
sufficiently robust to inform prevention and policy decisi¢h87) Thus,trials were not
excluded based on thesk of biasappraisal; rather it informed critical evaluations of the
conclusions of included trialsStwo researchers appraised thisk of biasof the trials
specifically assessing selection, performance, detection, attrition and reportin§1ldids
Frequently daa extraction is carried out in conjunction withe risk of bias evaluationThis
involves identifying and collecting relevant and comparable characteristics from the
included studies.This is facilitated by the use of a data extraction favhich enable
consistency thereby reducing bias and increasing validity and relighiif) The data
extraction formrequires development, piloting and refinement in relation to the research

guestions.

3.3.4 Slected approach to analysis

The guantitative method, metanalysis, was used to pool results, statistically, from multiple
studies addressing the same research questi®v) The synthesis of data, the collation,
combination and summary of findings, is central to all systematic res(&07) Through

integrating individual study samplesatisticallythe overall sample size is increased, random
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error is reduced and confidence intervals are narrowed, which in turn improves the
statistical power of the analysis and the reliability and precision of the estimates of

treatment effects(107, 108)

Random error is a form of heterogeneity. It represehisvariance which arisesy chance

in the observed estimates of effect amongst included studbtker forms of variance
beyondthis are known as statistical heterogeneitfhe level of statistical heterogeneity was
explored across all included studieBhis encompasses methodological and clinical
differences between studies. Clinical heterogeneity includes differences in population and
interventions. Methodological heterogeneity includes follow up time points and outcomes
(107) The examination oftatidical heterogeneity across studies helped inform whether
studies were suitable for being statistically pool@d8) Studies can be split according to
specific study level characteristicsfaxilitate less heterogenous groups which can then be

meta-analysed107)

Thestandardised mean difference (SMD) veé®sen as the summary statistic for all

outcomesand calculated for each study, highlighting the intervention effect with 95%

confidence interval§¢108) The mean difference is the most suitable summary statistic for
continuous data.In orderto enable different outcome measures to be combined the study

results required standardisatigmesulting in standardised mean differencéherefore,the

use of SMD maximised the number of trials that could be poole§ R3ISa Q @ R2dza i SR
method was used for recording the standardised mean difference methd8) as this is

recommended by the Cochrane Collaboration.

Iy RAGDGARdzE f aGdzRASA I NB2Y G SRIARKSR NI WINFKBFNED |
squared)(107) This is closely related to sample siZéus studies with lgier sample sizes

gain greater weight leading to increased impact on the overall estirfi&ié) A random

effects metaanalysis was employedk the statistical modealue to perceivedighlevels of

heterogeneity between studies and to enable the abildgygeneralise findings beyond the

analytic sampl€107) This model accounts for between study variability amongst study
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results whilst a fixed effect model only accounts for variability within and not between

studies. Theooling of individual summary statistic results in an overall summary statistic.

Sensitivity analysesere conducted tanvestigate the robustness of the main meta
analyses resultsThis involved reunning the primary metanalysis whilst substituting fo
example alternative decisiorikat were unclear. This is to ensure that the findings from
the systematic review and mefanalysis are not simply a result of these decisiddsme
sensitivity analyses can be pspecified. However, frequently the is&s requiring
sensitivity analysis emerge during the review process as exemplified in this @iy
Subgroupanalysisvere also conducted; dividing the data into subgroups to help answer
guestions regarding particular population groups or intervention strategidsese should
be prespecifiedand aid insight into factors contributing to intervention effectivesgL07)

This is dependenbn a sufficient number o$tudies.

If studies were unsuitable for metanalysisthesewere to be synthesised narrativelyThis
involves moving beyond simply summarising to synthesising and generating new insights,
knowledge or recommendations in a systematic and transparent mafiri€) Itis a
recommenckd alternative mode of synthesis if studies are not deemed suitableldta
pooling(meta-analysi$, as this method accounts for heterogene(yd7, 120) Howevera

systematic review need not be limited to either a metaalysis or narrative synthegis07)

3.3.5 Rationale for publication bias assessment

Publication bias arises when the likelihood of publishing and citing papers are dependent on
statistically significant findingd08) Thus, trials with null findings remain unpublished

which can result im possible overestimation of intervention effex121)

In an attempt to minimise the effects of publication gupplementary searches of grey
literature, including reports, websites or thesé€s21)were carried out Furthermore, all
relevant studies were included irrespective of their findings, publication status or

publication type.
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Thorough searches including grey literature does not, however, eliminate the possibility o
publication bias. Therefore where possilppetential publication bias was assesga07)

This can initially beahe through the visual examination of funnel othe shape of the

plot will resemble an inverted funnel if there is no difference in results between small and
large studies. Whereas if a plot is skewed and contains gaps this is an indication that small
unfavourable studies are missing and is suggestive of publicatioriiday However, the

shape of the scatter plot can be a result of factors other than publication bias such as other
methodological bias or actual clinical differences. Some effect estimates such as the
standardised mean difference, as used irsthystematic review, are naturally correlated

with their standard errors which can produce spurious asymmetry in a funne{(3i16)

Thus, the inspection of funnel plots can be subjective and therefore is not deemed sufficient
for assessing publication bias alofi22) It should be combined with a statistical tdst

forest plot asymmetry.This is only recommended if there are more than 10 studies

included in the metaanalysig123). Otherwise,the power of the tesis too low to

differentiate chance from true asymmetry.selectedeggers testvhichis recommendedor
continuous datg123) |did not apply this test if there were less than 10 studied efudies

included in the metaanalysisvere of similar size$116)

3.4 Methods
3.4.1 Review question

A preliminary scope of the literature suggesiegaucity otrials examining effects of
family-involved intervenions on ceoccurring alcoholise and mental health problemdhis
informed the review in twanain aspectsFirst,the review question angearch vere

designed tgorimarilyencompass familnvolved interventiongargeting ceoccurring

alcohol use and mental health problems across all levels of prevention and treatment.
Second, if the former resulted in an insufficient evidence base, the search was also designed
to capture nterventions targeting alcohol use and mental health problems separately. The
search resulted in aufficient evidencdase for the primary literature for the systematic

review and enabledetaining the originateview question.A protocol was developednd

registered on ProsperdCRD42016039148eeAppendix A
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3.4.2 Eligibility Criteria

Studies were deemed eligible for inclusion if they:

1) Targetedyoung people aged 127. Trials that had a broader age range were
included if the mean age of participants fell betweenll2years.A broad
definition of family waemployed,to include parents, carers, grandparents,

aunts, uncles and siblings.

2) Reported on a familnvolved intervention in which a young person and a
parent/caregiverneeded to be included, either separately or together, in at least
one session.All levels of prevention and treatmemtere includedo ensure a
more thorough evhuiation and to enable compariseibetween these three
levels of familyinvolved interventions. These levels includ&iniversal
preventior(largets the entire population irrespective of riskhiigeted
preventior(ronsists ofelectiv€interventions; targeting individuals at risk and
Yhdicateddnterventions; individuals with prexisting symptoms or prelinical
diagnoses with the aim of reducing use and mental health problems before it
reaches a diagnostic threshald7)l y ReatieniCls aimed at individuals with a
diagnosis addressing dependent patterns of (3. Levels of prevention can
be considered to be on a continuymuith the levels merging into one another

rather than occurring as distinct alternativés24)

3) Reported orboth the primary outcomes: alcohol consumption (including
frequency of drinking, binge drinkirdgfined as drinking five or more drinks on
any one occasion, regular or problem drinking) anchmonadolescent mental
health problemsIfiternalisirg; anxiety depressiorand associated symptoms
andexternalising conductproblems;ADHD symptomsDue to a limited number
of studies, omposite substance use outcomes were included providing they
containeda measure of alcohol usddere,where substane use was reported;
50% of young people had to engage in alcohol use/ misuSecondary

outcomes included other substances and family functioning.
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4) Had a robust evaluation design, specifically randomised controlled trials (RCTSs),
controlled trials, radomised trials (RTs) and qu&siperimental trials. Trials that
included active controls (such as a different variant of the same intervention or a
different kind of therapy) were defined as RTs and those employing inactive
controls (such as no treatmen#aitlist control and standard carejere defined

as RCTs in this reviga25).
Trials were excluded if:

The trialwas limited toyoung peoplewith specific medical needs e.g. autistic
spectum disorder, learning difficulties or cancer; or with unique environmental
circumstances including refugee, wiarn/disaster zonemilitary families,
homelesspr whohaveexperienced traumauch as sexual assault, domestic

violenceandabuse

3.4.3 Search Streegy

Advice was sought from anformation specialistvithin the Institute of Population
Health Sciences to inform the development of an appropriate search strategy and
identification of optimal data bases. The following databases were searched frontiarcep
to January 2019 without language, year or publication status restrictions: MEDLINE (OVID),
PsycINFO (OVID), Web of Science (EBSCO), The Cochrane Central Register of Controlled
Trials (OVID), CINAHL (EBSCO), ASSIA (Proquest) and Embase (OVIBgh Sinategg
included a combination of medical subject headings/thesaurus headings, appropriate key
words and free text terms applying Boolean, proxinaibd truncation operatorsThese
aSEFNOK GSN¥xa O2@SNBR {KIRNRASYE| AOR2IF/ABS L¥YAS yHRI2{dzy K
WA Y G SNIBSY i A 2whéreavdilablREINREALNBPsyclilrioudd Medline) validated
search filters with the highest level of sensitivity and specificity, were applied to filter for
trials. The search strategyas developednitially within Medline and refined based on the
initial search results retrieved and subsequently adapted to the remaining databases. For
those databases without validated trial filters a comprehensive set of search terms were

devised basd on the existing validated trial filters and discussions with both information
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specialists and the supervisory team. The original search was carried out in Mayt2016

was updatedlanuary 2019Due to changes within Psychinfo the original search syt

could not be applied Amendments were discussed with a specialist librarian from the
medical school to ensure théthe revised search strategy remained sensitive, precise and in
line with the original search strategwfter January 2019 the theoretitbasis for the

prototype intervention was developed, thus the search was not updated beyond this point.
Once papers for inclusion had been identified, journals in which papers were frequently
published were selected for hand searchinbhis was to aithe identification ofany

relevant studies that may not have been captured in bibliographic databases. These
included the Journal of Adolescent Health, Journal of Youth and Adolescence and Journal of
Child and Family Studies, Journal of Primary Preveiatia the Journal of Child and
Adolescent Substance Abuse. Grey literature was also searched including the following
websites; Joseph Rowntree Foundation, Young Minds, Alcohol Concerns, NSPCC, NICE,
Department of Health and google scholar. Both greydiiure and journal searches were
conducted using combinations of the key words developed in the search strategy. Citations
and references of included trials were also screened. The full database specific search

strategy is available iAppendix B

3.4.4 Study SelectionRisk of BiagAssessment and Extraction

All identified papers were retrieved, exported to and-digplicated within a reference
management softwar@rogram (Endnote x7).Two independent reviewers screenat

tittes and abstracts followed by full text review of eligible trials against thespezified
inclusion/exclusion criteriaOne of my three supervisors (EK/RL/RM) or team mem(i)
aided me in tiis process.If an abstract was not accessible whilst screening titles and
abstractsthen the full study was always examined prioranydecision regarding exclusion.
Two researchers also appraised ttek of biaof the trials using the Cochrane

[ 2t €1 02N A2y Q&7) NFhid feseardher desolved digiaBréens arising at
any stage.A data extraction formvas developedseeAppendix (; informed by data
extraction forms utilized within the team for the trial basedidies and the specific research

guestions. It was trialed on a paper lmyself and one otheresearchef(RM) and refined
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accordingly. Data extraction was completednyselfand one of three supervisors
(RM/RL/EK) ocolleagug(ELD.

3.4.5 Data analysis

First,athorough examination opossibleclinical and methodologic&leterogeneity was
carried out amongst included studies. This involwedepth discussions with a meta
analyst within thePopulation Health Sciences InstitutBue to a limited number of stues
within each category of prevention, targeted (indicated and selective) and treativesed
trials were deemed appropriate to be pooled together, followedshipgroup analysiswWith
universal interventions including participants without any level sk or symptoms these
were not pooled together with targeted and treatmebtsed trials. This minimised clinical
heterogeneity. To manage methodological heterogeneity the most frequeeplgrted
alcohol and substance use measure was usedfrdguency of days of use over the past
month, to pool studies Internalising and externalising symptoms were pooled separately.
The longest follow up time point was used for each of the included trials. Due to the
GIENRAFGAZ2Y Ay WT & pdedtial hedetdgenditivds ekjforeytiréugh 0 K

sensitivity analysis.

A randomeffects metaanalysisusing continuous datéor each outcome was conducted
using Review Manager 5.3. Howeveryas not possible to conduct a meganalysis for all
includedtrials due to lack of reported means and standard deviationssatistical
heterogeneity including differences in populations and outcome variabléisere possible
WAY OGSy d G2 G NFBThidis wheniparizipahtS aidinclda@dSwikhin the Igsis
regardless of whether they received the intervention and regardless of whether they
completed the outcome measures. Grodifferenceswere examinedt longest followup
time point for the primary outcome measures: 1) frequency of alcohol use (nuoflaays
of alcohol use in the past month) 2a) mental health: externalising symptoms 2b) mental
health: Internalising symptoms and secondary outcome measures: 3) family conflict 4)
frequency of substance use (number of days of substance use in the pagt)m@rata

adjusted for potential confounding variables were selected where possifbeith sel
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reportingwas prioritised over report by other individuals suchcasegivers and teachers
Authors were contacted for any unreported data required. Staddarors were converted
into standard deviations using the calculator tool in Revi{i#6-128). If trials included

more than oneexperimentalgroup,they were combined using the tool in Revman. This was
also carried out if trials included more than one comparison grougvels of heterogeneity
and statistical significance were assesigough visual examination of the forest plotee

1> value and CAitest, applying theP value of 0.10118) In keeping with Cochrane

guidance, the following cut offs were applied; -@%%6: might not be important, 30%0%:
moderate heterogeneity, 50% to 90% substantial heterogeneity and 75% to 100%
considerable heterogeneit{l18) A narrative synthesis was conducted for those trials that

could not be included in the metanalyses.

Sensitivity analyses were conducted nwestigate the effect of omitting trials that did not
report on followup time points falling within a time band ofI2 months. This time band

was based on three months being the modal time point across all included studies. This
analysis examined theeterogeneity introduced by the considerable variation in foHop

time points ranging from posiest to 30 months post baseline. Further sensitivity analyses
were applied omitting trials that reported on illicit drug use other than marijuana and
specificmental disorders including depression, anxiety and violent behaviour rather than
overall internalising or externalising symptom score. Finally, a sensitivity analysis removing
outliers was applied. Visual identification of studies with an outlier eSexd was

conducted using the forest plot®re-planned subgroup analysis included levels of

prevention, ageand duration of intervention.

3.4.6 Publication bias assessment

It was not possible to assess possible publication bias for any of theanatgse. All but
one metaanalysis did not include enough studies (10 or more). Although the-arebysis
pooling externalising included 10 studies, they all had similar sample sizes. Therefore, the

Eggers test could not be employed to measure funnel plptesetry.
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3.5 Chapter Summary

This chapter has detailed the methodological considerations alongside the specific methods
employed within the systematic review of quantitative literature. Specificaltyiscussion is
provided regarding the strengths of a systatic review enabling an explicit and

predetermined method to ensure maximum inclusion of papers whilst minimising bias.

Data were synthesised statistically through pooling the included studies data in a weighted
random effects metaanalysis. This redet in the overall sample size increasing, improving
the statistical power of the analysig.he findings from the metanalysisand narrative

synthesisare detailed in the following chapter.
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Chapter 4. Systematic review and metanalysis findings: The effectiveness
of family interventions targeting alcohol use and mental health problems
in young people
4.1 Chapter introduction
The systematic review findings, both medaalyses and narrative synthess, areoutlined
in this chapter This follows ofrom the methodology and methods presented in the
previous chapter. The findings are presented separately for primary and secondary

outcomes which are further broken down into levels of prevention and treatment.

4.2 Summary of trials meeting inclusion criteria

4.2.1 Description of includedrtals

After deduplication the search identified 13445 articles. After title and abstract screening
13110 were excluded and an additional 308 articles were removed after full paper
screaning. This resulted in the inclusion of 35 articles reporting on 21 unique (tti2és

159) (seeFigured.l). Eleventrials were randonsed controlled trials (RCTE)26, 127, 129,
131, 134, 136, 139, 144, 149, 150, 160ne was a cluster randosad controlled trial(130)
Nine trials were randorsed trials which evaluated two or more actiwgerventions(128,
141-143, 145, 148, 151, 152\l trials were conducted in the US, with the exception of two
trials; one of which was conducted in Austrgll28)and one in Polan{iL30)(seeTable4.1).
The latter trial was an adapted US based intervention {lGdde4.1). The 21 trials involved
4983 young people (or families) with the mean age of children bedng2] (SD= 1.31) and

an average percentage of females being 45.78, (SD=14.08). Seven of the 21 trials limited
recruitment to specific ethnic groups, specifically Hispgiigl, 136, 139, 141, 143nd
African American(129, 161)adolescents. Two studies did not report on ethni¢it28,

130). Five studies had a more even split of Caucasian and minority/multiracial fafhiligs
134, 150, 152, 154hree a majority of Caucasian familig26, 143, 148)and the remaining

trials included a majority of multiracial or minority families.
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Four trials examined the effectivenessurfiversal intervention§129131, 134) Seven
trials examinedTargeted intervention$126, 136, 139, 141, 142, 149, 16Ninetrials
evaluatedTreatment(127, 128, 14345, 148, 15152) One trial presented a multilevel
intervention (including universal, targeted and treatment based compongii1$4) Twoof
thesetrials reported on alternate treatmenrbased inteventionsfocused on young people
but with additionalcaregiverinvolvement (as opposed tthe interventionsprimarily
targetingfamily functioning); 4hdividual Cognitiv&ehavioual Therapy}143)and an
Wbstinence and Monitorin@ontract BasedPrograntl148) Five out of 2interventions
were specificallyaimed to prevent and reducaternalisingmental health problem$126,
128, 129, 131, 143)

All trials included family functioning and/ parent trainingamily functioning components
included, strengthening cparenting alliance, joint problem solving, communication skills,
reducing family conflict and behawial contracting. Parent training included caregiving
practicesjnvolvingmonitoringand setting limits, establishing clear norms and expectations
and selfcare. Eighttrials explicitly outlined, albeit to varying degrees, the addition of
components delivered to the young person separately, targeting factors beyond family
functioning(126, 129, 142, 143, 151, 152, 154, 16These components incled self
regulation, goal setting, coping efficacy and strategies, problem solving, motivation to
change, alcohol and wider substance wstusal skill§126, 129, 143, 151, 152, 154nd

the relationship between alcohgand wider substance u¥@nd depressiol26) distress
(152)and behaviour problemgl61) Some also coverazkternal factors such as pediE26,

142, 154)school, racial, cultural and community related iss@g9, 142, 151, 154, 161)

Elevenof the interventions included separate sessions for young people and caregivers
alongside whole family sessio(f26, 129, 130, 142, 144, 145, 149, 151, 152, 154, 161)
Four(128, 134, 136, 13%an separate parent or caregiver sessions combined with whole
family sessionsTwo (127, 141)involved whole family sessions only and thrd&l not
involveany whole family sessior{$31, 143, 148) One intervention did not specify the
nature of family involvemenfl50) Across these interventions, fiweere group based,

delivered with other familiestaregivergyoung people(128, 130, 131, 136, 139Four trials
41



included both caregivers where possilpl30, 131, 148, 161)Four trials included other
family members beyondaregiverg126, 128, 141, 161)

Interventions werebased ora variety of theoretical approaches&ixfalling withinecological
systemstheory (126, 131, 136, 139, 150, 16dndeightwithin family systemstheory (127,
128, 141, 142, 144, 145, 151, 158 thers includedocialcognitivelearningtheory(143),
social interactiontheory (134) developmental psychopathologit26), home buildersfamily
preservation mode(144) The remaining trials did not specifyrial papers did not provide

enough information to identify specific BET

Eleventrials were randomized controlled trialSRCTy(126, 127, 129, 131, 13436, 139,
144, 149, 150, 160)One trial was a clustered randomised controlled t&80) Control
groupswithin RCTencluded waitlist contro(126, 149)no intervention(126)minimal input
(130, 131, 134)attention control(129)and sandard carg127, 136, 139, 144, 150, 154)
Randomized trials evaluated twar moreactive interventiong128, 141143, 145, 148, 151,
152), usuallyalternate therapy(128, 141143, 145, 148, 151, 152)or seven of these eight
trials, the alternate therapy consisted ofimited form of family involvemen{128, 139,

142, 143, 148, 151, 152)hree trials included three armd.44, 145, 152)
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Table4.1 Characteristics of included trial

Identifier ‘ Recruitment ‘ Participants Interventions Control Study design
Universal Interventions
Brody et al., 202 Schools 502 black youngeople and their families Strong African American Famili€sen Program | Attention control RCT2 arms
USA Mean age:16 years Skill building sessions: FuelProgram Family
Female: 51% centred intervention
Caregiversgender distribution not provided Caregiversmonitoring and control, clear norms| developed to promote
and expectationsegarding substance use, jointl & 2 dzy’3 LIS 2 LJ §
problem solving, adaptive racial socialisation | behaviours5 x 2 har
approaches, academic support school based weekly
sessions led by black
Young people: following household rules, self | intervention leaders.
regulation, academic goal formation, strategies
for encountering racism.
5 x 2 hour weekly sessiorishour separate
sessions for adolescents and parents followed
1 hour family session delivered by black
intervention leaders.
Foxcroft et al., 2017 Community 511 families (614 young people) Strengthening FamilidBrogram Received information RCT2 arms
Poland agencies, schools Mean age: 11.8§ears Videobasedprogramto develop families leaflets for families
and via Female40.55% understanding and slks
information Ethnicity: not provided
leaflets and Caregiversboth caregivers were asked to | 7 x 2 hour sessions. Separate individual and
personal contact | take part if more than one child per family | parent group sessions followed by joint family
was included. Gender distribution not group sessiondelivered by trained facilitators.
provided
Gonzales et al., 2012 | Schools 516 Mexican American young people and | Bridges Puentes Single session developing RCT2 arms

Gonzales et al., 2014

Jensen et al., 2014
USA

their families.

Mean age: 12.3 years

Female: 50.8%

Caregiverswhere possible botaregivers
were invited to take part however
information on gender was not provided.

CaregiversSupportive parenting, positive
reinforcement, appropriate discipline,
monitoring, strengthening cparent alliance,
decreasing chilgharent conflict, inproving
parental school involvement

family plan to aid sabol
success

Parents and adolescents
attended a single 1.5 hou
workshop together,
delivered by group

leaders.
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Young people: improving coping strategies,
increasing academic engagement

9 weekly separate parent and adolescent
evening group sessions delivered by group
leaders.

Mason et al., 2016 Schools 321young people and their families Common Sense Parentiijus Minimal contact control RCT3 arms
Mason et al., 20116 Mean Age: 13.41 years Joint sessions: Effective discipline, problem condition
USA Female:52% solving and decision making
Parents ethnicity(adolescents ethnicity not
stated): Caregivesessions: effective discipline, giving
Caucasian: 48% reasons using praise, teaching socialllsi using
African American: 26% corrective teaching, teaching sedbntrol, having
Asian American: 4% a parentingplan
Pacific Islander:4%
Native American: 2% 8 x 2 hour weekly sessions with parents
aAESR 2NJ a2 G KSNJIéY | delivered by workshop leaders with two
Hispanic: 14% additional sessions involving adolescents.
Caregivers83% female, 73% of which wer
biological mothers Common Sense Parenting
See above focaregivercontent
6 x 2 hour weekly sessions delivered by
workshop leaders.
Targeted Interventions
Hogue et al., 2002 Community 124 adolescents and their families who mg Multidimensional Family Prevention Not reported RTF2 arms
USA based youth selfreport risk factor screening criteridhe | Caregivesessions: improving limit s@tg,
enrichment ONRGSNRI AyOf dzRSR W discipline and monitoring of behaviour and
program and antisocial behaviour in four areas: school engagement, managing personal

adolescent drug use behaviour and
attitudes, and delinquent behaviour; peer
druguse behaviour and attitudes; family
drug use history and attitudes, and history
of police involvement; and adolescent
school attendance, performance, and

0 SKI @A 2 dzND

Mean age: 12.5 years

stressors

Young people sessions: normative
developmental milestones, problem solving
skills, involvement in prosocial institutions,
behaviour problems associated withudy use,
establish an independent voice, addressing ra
and cultural issues




1%

Female: 56%

African American: 97%
Hispanic: 1%

Other: 2%
Caregiverssingle biological parent 50%, on
biological and one step parent 15%,
grandparent(s) 12%, two biological parentg
12% and other 11%. Gender distribution wj|
not provided.

Joint: family cohesion, clear communication an
roles, problem solving skillexternal factors

15-25 sessions over-8 months delivered by
counsellors. Separate parent and ymupeople
sessions followed by family sessions.

Mason et al., 2012 Health care 24 adolescents and their families in which | Project hope Waitlist control group Pilot feasibility
USA clinics and parents were screened for elevated Two intenentions, targeting depression and RCT2 arms
therapeutic depressive symptoms. substance use respectively, combined.
centres 3 sessions involved family members beyo
parents/caregivers but did not specify Caregivesessions: depression within the family
relationship or gender overview of adolescent development,
Mean age: 13.9 years communication skills, parerthild relationship
Female: 43.5% quality, reduced family conflict,
Intervention Control monitoring/supervision, rules and discipline
Caucasian: 50% Caucasia
Minority/multiracial: 50% Young People sessions: increase awareness ¢
Minority/multiracial 64% emotions and coping skills, substance refusal
Hispanic: 31% Hispanicy skills
Caregivers91% female
Joint sessions:
10 x 50- 90 minutesessions including separate
adolescent and parent sessions alongside join
sessions. Delivered by masters level clinicians
Pantin et al., 2009 Hispanic middle | 213 8" grade Hispanic adolescents and thg Familias Unidas Community control RCT2 arms

Prado et al., 2013
Perrino et al.,2016
USA

schools

familiesN 6§ SR 6& GKSANI |
above the norclinical normed mean on at
least one of the threeRevised Behaviour
Problem Checklist O f $& Q

Mean age: 13.8 years

Female: 64%

Caegivers 27 male, 186 female

Caregivesessions: Positioningaregiversas
experts of adolescent needs and development
Family functioning is the main target with
Hispanic related cultural issues incorporated in
sessions. Young peoplevolvement limited to
family visits

Referralso agencies
providing services for
young people with
behaviour problems.
Study involvement was

limited to assessments.

Data on service
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9 x 2 hour group parent sessions, adolescent

involvement limited to 10 x 1 hour family visits
and 4 x 1 hour booster sessions during the foll
up phase. Delivered by Hispanic facilitators.

participation was not
collected.

Prado et al., 2011 Through Miami 242 Hispanic adolescents and their familie] Familias Unidas Community practice RCT2 arms
Perrino et al., 2016 Dade County Adolescents had to be identified as a Standard care services
USA Public school delinquent youth defined a&@ K I @A y 3 | Caregivesessions: Positioningaregiversas involving referrals to
system arrested or as having committed at least ol experts of adolescents needs and developmen communitybased

a[ S@St LLL S K| @dy di Family functioning is the main target with organizations offering e.g,

MDCRS as assault/threat against a netaff | Hispanic related cultural issues incorporétato | individual and family

member, breaking and entering/burglary, | sessions. Young people involvement limited to| therapy alongside

fighting (serious), hazing, possession or ug family visits. targeting multiple

of alcohol and/or controlled substances, problem behaviours such

possession of simulated weapons, 8 X 2 hour multparent group sessions. as alcohol and drug use.

GNBaLI aaAay3az | yR @I | Adolescent involvement was restricted to 4 x 1| Data regarding type or

Mean age: 14.7 yea hour family visits Administered over a-#&ek amount of services

Female: 36% period. Those delivering intervention not received was not

Caregiversgender distribution not provided reported. collected.
Santisteban et al., 2003 Selfreferred or 126 Hispanic adolescents and families witl] Brief Strategic family therapy The group control RT¢ 2 arms
USA referred by a WLI NByidltf 2N aOK22¢ condition

school counsellor

externalising behaviour problems (e.g.,
violent or disruptive behaviour, drug use,
GNRdzoftS ¢gAGK LREAOS
CaregiversAll family members who liveid
the household or were significantly involve
in child rearing were invited to take part.
Demaographics for these family members
were not provided.

Mean age 15.6 years

Female: 25%

Ethnicity:

Cuban: 64

Nicaraguan: 18

Colombian: 12

Puerto Rican:8

Peruvian:4

Family sessions: increasing adaptive interactio
patterns, communication, respecting authority,
all family members to voice concerns

20 x 1 hour wedl whole family sessions
(amount dependent on the clinical severity).
Delivered by one child psychiatry trainee and 6
clinical psychologists.

Participatory learning
group with young people
involvement only. 616
sessions x 90 imutes.
Delivered by a facilitator.

Group discussions and
problem solving. Emphasi
on group cohesion,
detrimental effects of
criminality and drug use
and problemsolving in
regards to problematic
events in lives
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Mexican:2
Other Hispanic nationalities: 18

Valdez et al.,2013
USA

Fieldintensive
outreach and
street based
recruitment

200 young people and their families.
Mexican American adolescents (12),
gang affiliated andreported current (past
month) use of alcohol or illicit drugs on at
least six occasions in the past year

Control: Intervention:
Mean age: 15.18 years Mean age: 15.33
years

Female: 51% Female: 31.7

Caregivers 92% female

Adapted Brief Strategic family therapy

Family sessions: increasing adaptive interactio
patterns, communication, respectirathority,
all family members to voice concerns

Additional separate parallel sessions: improve
school engagement and parental school
involvement, gang diversion and awareness,
HIV/STD prevention, family resource referral
counselling.

12-16 X 11.5 hour gssions led by two licensed
clinical therapists. Whole family sessions and
separate young people and parent/caregiver
sessions.

Social and behavioural
health services and
substance abuse
counselling

Amount of sessions not
specified Primarily
individual
psychoeducational
sessions with the young
person. Some family
involvement. Delivered by
staff at these services.

RTF2 Arms

Treatment based interventions

EspositeSmythers et
al., 2011
USA

Inpatient
psychiatric
hospital

40 families

W1 R2f Sa0Syida ¢gK2 KI
attempt within the prior 3 months, reported
clinically significant suicidal ideation during
the past month (score 41 on the Suicide
Ideation Questionnaire; Reynolds, 1985),
had an alcohol or cannabis use disorder, a
lived in the home with a parent/ guardian
gAtt Ay G2 LI NIAOAL
Mean age: 15.7 years

Female: 68%

Caucasian: 89%

Caregivers gender distribution not
provided

Integrated outpatient cognitive behavioural
intervention

Caregiversmonitoring,emotional regulation,
one motivational interviewing session to
facilitate treatment engagement, case
management calls

Young People sessions: problem solving, refug
skills, one motivational interviewing session to
facilitate treatment engagement

Familysessions: communication, behavioural
contracting

24 sessions for adolescents, 12 sessions for

parents delivered by 12 therapists, duration of

Enhanced Treatment As
Usual

Deermined by
community providers.
Alongside a diagnostic
evaluation report and
medication management
provided by the study
psychiatrist.

Information about
available resources for
young people and familieg
in the community was
available (e.g., mental
health, substance abuse,

school, family court, and

Pilot feasibility
RTF2 arms
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sessions was not reported, frequency of sessiq

depended on the treatment phase.

vocational services).
Sessions with the study
psychiatrist facilitated by
study staff were also
available.

Henggeler Pickrel & Department of 118 adolescents and their families. Juvenil Multisystemic Therapy Usual Community Service] RCT
Brondino, 1999 Juvenile Justice irf| offenders meeting DSMI-R criteria for Outpatient substance use
Henggeler Pickr& Charleston substance abuse or dependence and their| Delivered by MST therapists at home or in services. Typically
Brondino1996 County, South families. community settings. Therapy terminated when| including weekly
Carolina Mean age: 15.7 years therapeutic goals have largely been met, as sy adolescent grap
USA Female21% the length of the therapy was determined by th| meetings following a 12
African American: 50% clinical need. Received on average 130 days, | step program but could
Caucasian: 47% with an average of 40 direcbntact hours. In also include inpatient and
Asian: 1% addition participants were provided medication| residential programs.
Hispanic American:1% by the team child psychiatrist if required. Famil Mental Health services
Native American: 1% composition for sessions not provided were also available
Caregiversgender distribution not provided encompassing public and
patient outpatient, school
based, family
preservation, residential
and inpatient services.
Few received this within
the initial 5 months upon
recruitment.78% did not
receive any services, 7%
received mental health
services only, 10%
received substance abuse
services only and 5%
received both. Those
engaged in services
received low quantities.
Hogue et al., 2015 Community 205 adolescents and their families. Non manualised Family Therapy Usual Care Other RCT2 arms

USA

referral network
enrolling 63% for
primary mental
health problems

and 37% for

Adolescents who met criteria for either
mental health orsubstance use problems.
Mean age:15.7 years

Female: 48%

Hispanic American:59%

Family sessions: repairing intrafamilial
relationships, addressing problems in key
extrafamilial systems

Access to five clinics
representing the range of
outpatient treatment
options available. All

provided weekly




6V

primary
substance use
problems

African American: 21%
Caregiversgender distribution not
provided. 15% sessions included another
person but demographics not provided.

An average of 9 sessions delivered by therapig
(including marriage and family therapists, socig

workers with family therapy training or
advanced tainees with family therapy
experience) . Whole family sessions only.

treatment sessions and
psychiatric support.

Liddle, 2001
USA

Youths and their
families were
referred from the
juvenile justice
system

and secondarily
through schools
and health and
mental health
agencies

182 adolescents and their families.
Adolsecentsvho were using any illegal
substance other than alcohol at least three
times per week. Alcohol use could be
greater or less than three times per week.
Mean age: 15.9 years

Female: 20%

White nonHispanic: 51%
AfricanAmerican: 18%

Hispanic:15%

Asian: 6%

Other:10%

Multidimensional Family Therapy

14-16 weekly 90 minute sessions delivered by

the therapist in an office based setting. This
consisted of both individual(adolescent and
parent) and family sessions

Adolescent group therapy
14-16 weekly 90 minute
group sessions led by two!
therapists. Groups
consisted of 68

therapists. Two initial
individual family sessions
to gain parental support
and ccoperation and one
individual session. This
occurred over a4 month
period in a clinic setting.

Multifamily edwational
intervention

14-16 weekly 9@minute
groupsessions consisting
of three to four families
for 16 weeks. Delivered by
MEI thergists. Individual
crisis sessions were also
available, 2 sessions
available per family. This
occurred over a¥% month

period in a clinic setting.

RCT
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Liddle et al., 2018 Referred and 113 adolescents and their families. Multidimensional Family Therapy Residential Substance Uy RCT

USA approved bythe | Adolescents diagnosed with a substance 4 Youth averaged 3.28 h per week of family, Treatment
State of Florida | disorder and at least one comorbid parent and adolescent sessions delivered by | Youth received individual
Department of psychiatric disordeand who had failed a | MDFT therapists, as prescribed in MDFT for th and group therapy,
Children and previous treatment for a sudtance use level of intervention. A psychiatristag available| psychiatric services as
Families for state | disorder, or presenting with severe to provide psychiatric care and medication needed, vocational
subsidized symptoms warranting a higher level of car¢ management throughout. training, education and
residential, dual | either because of safety reasons or becau recreational therapy.
diagnosis this treatment was ordered by a judge. Familywas involved at the
substance use Mean age:15.36 assessment and planning
treatment. Female: 25% stage and informed about
Received African American: 18% the adolescents progress.
referrals from White, nonHispanic: 13% They were also offered
juvenile justice Hispanic68% monthly parental support
and child welfare | Caregiversgender distribution not provided groups. Given the nature
systems (67%) or 2T GKS aiKSN
directly from YAt ASdz G(KS
juvenile justice be considered to be a 24h
(18%), child a day, 7 days week.
welfare (3%),
educational A psychiatrist was
institutions (2%) available to provide
of the psychiatric care and
adolescent/family medication management
(10%) throughout.

Poole et al., 208 Public mental 64 adolescents and their families Best MoodBehaviour Exchange Systems PAST (treatmerds usual) | RF2arms

USA

health service,
schools and
community
mental health
service.

Caregivers 83% female of which, 73% wer
the biological mothers. Half of the sessions
involved siblings. Gender distribution was
not provided.

Young people metDSM+ ONMX (G SN
depressive disorder (Major Depressive
Disorder, Minor Depressive Dis@rd or
Dysthymic Disorder) as assessed on the K|
{/L5Q®

Mean age:15.2 years
Female: 73.4%
Ethnicity not reported

Therapy for adolescent depression

Caregivesessions: parent setfare, stress
management strategiesntreasing parental
confidence, family connectedness, family
communication

Family session&ehavioural activation, family
connectedness and healthy attachments

8 x 2hr multifamily group sessions with the first

four limited to parents only and the last 4

Parents attended all eight
sessions. Young people
and siblings only attended
the fifth session.Aimed

to represent treatment as
usual in Victoria, Australia|
parenting groups.
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involving adolescents and siblings. With an
additionalH T K2 dzNJ T2 f f 2 énontdzlJ
posttreatment. Delivered by psychologists or
trainees

Slesnick and
Prestopnik., 2009
USA

Through one of
two runaway
shelters in
Albuquerque

119 adolescents and their families;
adolescents with primary alcohol problem
OWTF2NJI SEFYLX Sz |t 02
YINRE2dzt yI | 6dzasS o6 dzi
Mean age: 15.1 years

Female: 55 %

African American:8%

Hispanic:54%

Native American:16%

Other:5%

Caregiversgender distribution not provided

EcologicalyBased Family Therapy (EBFT)
Family sessions: all family members improve
communicating needs and expectations,
reducing problem behaviour. Additional
behaviairal, cognitive and environmental
interventions depending on needs of family.

16 x 50 minute sessions led by two therapists
Home based, met individually with family
members.

Functional Family Therapy

Family sessions: focus on family functioning ar
behaviour change, communication skills,
behavioural contracting, problem solving
regarding triggers of runaway behaviour

16 x 5@minute sessionsProvided by therapists,
office based. No individual sessions were
conducted.

Service as usual

Mainly case management
and informal meetings or
therapy
provided/arranged by
shelter staff. If required a
counsellor was also
available. Participants als
received additional
support outside of the
program

RCT3 arms
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Slesnick et al., 2013 Runaway shelter | 179 young people and their families; EcologicallBased Family Therapy (EBFT) Community RT2 arms
Slesnick et al., 2012 adolescents metDSM + 6 W! Y S NXA Reinforcement Approach
Guo et al., 2014 Psychiatric Association (APA), 2000) criter| Family sessions: all family members improve | (skills training). Offered in
F2NJ I f O2K2f 2 NJ RNMzI| communicating needs and expectations, 14 sessions by two
Mean age: 15.4 years reducing problem behaviour. Two HIV therapists
Female: 55% prevention sessions. Additional behavioural,
African American: 65.9%, cognitive and environmental interventions Motivational Interviewing
White, Non Hispanic: 26% depending on needs of family. (motivation as component
Caregivers87% percent of thearegivers of charge). Offered in 2
were female, 76.4% of which were biologiq 14 sessions EBFT igeled by therapists. Whole sessions by 3 therapists.
mothers. family sessions and separate young people an
parent/caregiver sessions.
Stanger et al., 2017 Referred by 75 young people aged %28 year sand their| Abstinence based fishbowl program, home Attendance based RCT2 arms

USA

schools, the
justice system,
therapists,
physicians, or
parents.

FILYAEASAT WNBLERNISR
prior 30 days or an alcohol positive urine
test; met criteria for alcohol abuse or
dependence, or reported one or more bing
episode (5 or more drinks) in the past 90
RI2aQ

58.7% of families had two parent
participation.

Mean age:16.1 years

Female: 25.35%

White: 81%

Caregivers84% female

based incentives and consequences program

incentives

Young people sessions: incentives and
consequencesof substance abstinence/use an
received additional MET/CBT

Caregiversdevelop a substance monitoring
contract outlining positive consequences for
abstinence and negative consequences for usg

Sessions were delivered by female clinicians
however numberand duration of sessions was
not reported.After 14 weeks, families were
offered an additional 12 weeks of urine testing
to facilitate parental monitoring. Six additiona
sessions to review the substance monitoring
contract and parenting strategies weoptional.
Separate sessions with parents and young

people only.

Sessions were delivered
by female clinicians
however number and
duration of sessions was
not provided.After 14
weeks, families were
offered an additional 12
weeksof urine testing to
facilitate parental
monitoring.

All young people received
additional individual
MET/CBT
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Tucker et al., 2016

Those referred to

111 young people and their families

ParentChild Mediation

Wait list control group

Pilot feasibility

USA a community wSFTFSNNBR RdzS désdhoow LIN RCT2 arms
based agency grades, truancy, defiant behaviour, Family sessions: identifying aspects that
RSt AYljdzSyO& | yR & dzo| contribute to conflict, together finding solutions
Mean age: 14.97 years for needs of family members
Female: 44.89%
Hispanic: 73.37% o YSRALFL{GAZ2Y &aSaarzya
Non Hispanic African American: 23.8% volunteer mediators. Whole family sessions an
Non Hispanic White:1.96% separate young people and parent/caregiver
Asian/Other: 3.7% sessions.
Caregivers 91% female
Multilevel intervention
Connell et al., 2007 Recruited in sixth| 998 adolescents (317) and their families. | The Adolescent Transitiofogram School as Usual RCT2 Arms

USA

Connell & Dishion,
2008

Connell et al., 2012
Van Ryzin &, Dishion,
2012

Connell et al.2016
Stormshak, 2009

grade middle
schools. Parents
of all sixth grade
students were
approached for
participation

All families could receive the intervention.
Families of high risk young peopseores of
3 or higher on a screening instrument for
problem behaviours or whom teachers
suspected of substance Ussere
specifically offered the intervention in
seventh and eighth grades.

Caregivers Biological fathers were present
in 585 families (58%).

Age range: 1117

Female: 47.3%

Ethnicity:

Caucasians: 42.3%
African Americans 29.1%,
Latinos: 6.8%

Asian American: 5.2%
Other ethnicities (including biracial): 16.4%

All families were offered the universal option.
Families would then chose whether they wante
to further engage in the indicated and selective
interventions. Delivered in schools.

Universal:

Young peopleSix inclass lessons
CaregiversAccess to a Fdiy Resource Centre.
Brief in person or telephone consultations,
FSSRol O]l 2y OKAfRQa o
videotapes and books. Delivered by a parent
consultant.

Targeted Selective: (23% engaged) The Family
Check Up. Based on motivational Interviewing
involvingCaregiver®nly. Three sessions; an
initial interview, assessment session and
feedback session. Delivered by a therapist.

Targeted Indicated:Services selected based on
needs of the family. Such as Multisystemic

Family Therapy, a behaviourallyiemted parent
group. Unclear on who attended sessions and

number of sessions.




4.2.2 Risk of Bias
Random Sequence generation

Tenstudieswere judged as havinglaw riskof bias(127, 128, 131, 136, 145, 148, 151)
These studies utilised a computgenerated random number sequen¢E31, 142)urn
Randomizatior{127, 136, 14345), blockrandomisation procedurél28)and minimum
likelihood allocatior(148) Twotrialswere deemed to be high riskL30, 134) First, the trial
by Foxcroft and colleaguealthough most communitieeameswere drawn out of a hat

four communites were not randomlgllocated Second,Mason and colleagues allocated a
participant identification number in the order in which consent was provided, grouped by
school and gender and thesequentially allocatetb one of the three armsherefore this
was not deemed truly randorfl34) The remaining nine trials were not clear about the

method of seqence generatior{126, 129, 141, 149, 150, 152, 1662)

Allocation concealment

Only twotrials provided sufficient detail to establish that participant allocation to
experimental groups was concealed from those conducting the research; we rated these as
having low risk of selection bias for this doméi34, 162) Three studies were considered

to be at high risk130, 149, 161in which randomization occurred before etmzent. It was

not possibleto make aclearjudgement regarding allocation concealmedat the remaining

16 trials and were labelled as unclgag6, 129, 131, 136, 141, 151P7, 128, 142,

143)(144, 145, 148, 150, 152, 160)

Blinding of participants and outcome assessment

In 16 studies, blinding of participants apcbgramdeliverers (performance bias) and

blinding of outcome assessment (detection bias) was not achievable due to the nature of
the interventions testd and because the outcomes were s&ported; therefore, we rated
these studies as having high risk of performance and detection bias. Five studies explicitly
stated efforts to blind assessors to group assignment upon outcome assessh2914 36,

143, 151, 152andas such these were rated as low risk.
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Incomplete outcome data

Thirteen trialg(127131, 134, 136, 14345, 151, 160, 162yere found to have a low risk of

bias for incomplete outcome data, as they reported less than 20% loss of participants and of
which seven also showed no differential attrition between experimental gr4upsg, 129,

134, 136, 144, 151, 162Whilst five addressehissing data using statistical procedures

(128, 130, 131, 145, 16and were therefore also rated asw risk ~ Seven studies had

high risk of bias due to high attrition rates (> 20%) or had less than 20% loss of participants
but unequal attrition between experiment grouf$26, 142, 148, 149, 152, 16Iwo

remainirg studies wereated as having unclear risk for incomplete outcome data, as details

were insufficient to permit a judgemerii4l, 143, 150)

Selective reporting

Six studies were deemed at high r{8R8, 130, 134, 136, 143, 145)wo of these studies
were deemed high risk due to not reporting o§&€30)or three (128)outcomes outlined in
the study protocol. Four studies were judged to be at high risk due not providing direct
comparson for the experimental and control grop34, 136, 143, 145) It was not
possible to make a clear judgment regarding selective reporting for the remaining 18

studies.

Other Potential Sources of bias

Weassessed 14 triald27-131, 134, 142, 144, 145, 148, 1552, 161) as low risk to other
forms of potential bias. We judged seven studies to be at high{x&k 136, 141, 143, &4
160, 162) one, due to recruiting participantsce clusters were already randomisgd0)
three, due to issues with reporting; lack of follow up assessm@mts) lack of reporting
results for control group and incorrect labelling of follow up time po{i®&6) four due to
offering additioral services and interventions alongside the intervention and/or control
being assessed 36, 143, 149, 162k ulltabulated risk of biagassessments are availabie
Figure4.2.
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Additional risk of bias domains for cluster randomised trial

The included cluster randomised trial required assessment based on a further five domains:

Recruitment Bias

We considered the trial to have high risk of bias due to individuals being allocated to

clusters once randomisation had occurrgd0)

Baseline imbalance

For baseline imbalance this trial was deemed to have low risk of bias, as this was accounted
for within analyseg130)

Loss of clusters

The trial was rated as low risk of bias for loss of clusters

Incorrect analysis

The trial was considered to have low risk of bias as it provided adequate adjustment for the
effect of clusterind130)

Comparability with individually randomised trials (herd effect)

The trial was rated as unclear as it was not possible to judge the herd i}t
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Brody et al., 2012

Connell et al,, 2007
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4.3 Analysis of findings

4.3.1 Meta-analyses

The metaanalyss for each outcome are now presented. Where there were sufficient
numbers of trials to carry out sufproup analysis, this witle presented. Subgroup analysis
for age was onlyossible for internalising symptom&ubgroup analysis examining the

impact of intervention duration was not possible for any of the outcomes

Primary outcomes

(1) Alcohol use: Frequency of use in the past 30 days (n=6 trials; 3 targeted and 3
treatment)

Effectiveness of family interventions

There was no significant difference between faeily interventions and the control groups
at the longest follow up time pointSMD-0.60; 95% CI1.58 to 0.37p=0.23; 6 trials; 591
participants). There was considéile and significant heterogeneibetween studies

(1>=97%, p<0.10)(see

Figure4.3).
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Exparimsntal

Contral

S1d. Maan Diflerends

Ld. Maan Differencs

Study or Subgrosp Mean 50 Total  Mean S0 Tobal Weight IV, Random, 95% C) W, Randoen, 5% C)
6.1.1 Primary Outcome: Frequency of slcohod use in the past 30 days
Valdez etal, 3013 123 0y 54 405 074 B2 164%  -3ETR4IT-30T) —e—
Sleenick & Precloprikelsl, 2000 25584 69358 77 7 9 42 170% 057 095,010 e
Hogue ¢ al, 2015 LEH 185 75 0FE 185 7@ 1% 013 FO.45,10.20) =i
Magon el al, 2002 033 0818 15 D42 0828 12 158% =010 F0.26, 0.66] —
Tucker gl §, 2007 154 113 50 135 14 &7 170% 047 F0.23,0.57] T
Santisleban et al, 2003 143 R 0.04 03 19 8% 050 §0.15, 1.06] ——
Swblotal (35% C1) 327 264 100.0% 20,60 [1.58, 0.37] -
Hetaroganey Tam= 147, Chi'= 14317, &= 5P < 0000013 P = 97%
Testfor overall efect 2= 1,21 P=013)
6.1.2 Primary Qutcome: Mental Health-Intermalising Symploms
Valdez ot al, 3013 187 039 &3 13 03T BT 130% 086|125 048 -
Pante # 8, 2008 282 422 W 404 447 @7 151% -0.28 FOST, 001 -
Liddie etal, 2018 4596 979 57 4704 957 56 1313% 0.1 FO.48,0.26] -
Hogue o &, 2015 94 B9 98 10 B4 82 154% 0,07 F035,0.21) -
Mason el al, 2002 EE] 688 13 873 a8 11 B0 -0.05 FO.85,10.75] -
Slegnickel al, 2003 1535 BEI 43 155204 04757 90 134% -0.03 F0.39,10.33) -
Poole etal, 2018 1558 8208 M 1411 B08M 33 106% 018 FO.31, 087 ——
Siesnick & Presloprikelsl, 2000 145000 8855 77 1246 71 42 11i% 0.26 [0 2,0087] 1+
Swbiodal ($5% C1) 462 4TS 100.0% 20,43 [0.3T, 0.0 “*
Heterogenesy: Taw®= 0,07, Chi*= 21,03, df= T (P = 0.004); P= 67%
Testfor gverall efiect 2= 1.11 (P= 03T
£.1.3 Piienary Outcome: Mentsl Health. Exleinaliiisg Symplams
Valdez et al, 2013 515 1 53 7.84 095 B 8%  -2F5FRI6.-223 —_—
Santsleban et al, 2003 1 "1 S HE 108 2 0% =0.3% FO.70,10.20) -1
Hogue & 81, 2005 1wor B4 48 1.8 a8 A6 =0.21 p0.48,0.08] -
Ligdle gt al, 2018 4003 1092 57 5104 BIT 56 0.3% -0.20 057,047 -T
Slegnick & Presloprikelal, 2008 178512 28348 77 1958 BE3 42 43% <020 FO.57,0.18] =T
Liddle gt al, 2001 B356 2014 33 ETASTT ABS5 B2 4% 017 FO.59,10.26] —_—
Tucker gl §, 2007 032 n: o s0 0.4 I 47 A% -0.09 F0.48,0.30] T
Henggeler et al, 1999 a2 \ 54 o ¥ 5 93% 0.0% 032,043 T
Sleenick el 51, 2003 1786 B39 &3 1E9004 106248 90 04% 0.09 (0 28,10.45] —_—
Stargeretal, 2007 56.1 e 0 511 "y H X% 0.33 [0 28, 0.85] T—
Poole etal, 2018 184 FENGE M 143 1%E%1 33 84% 058 j004, 1.04) f——
Swbiednl {F5% C1) 569 504 100.0% .26 [0.686, 0.15] L
Helaroganesy Tau™s 0,47, Chi*s 109,59, &= 10 (F « 000000); F= §1%
Tost for overall efect =124 P=013
6.1.4 Secondary Outcoms: Family Conflict
Magon ¢ al, 2002 24 089 16 21 0FEF 11 62% 082 p18E.00) —_—
Liddle elal, 001 ') 132 3 583 18M@ 62 170%  -0BBF11Z-025 —
Slegnick & Prestopik el al, 2009 336 1ES07 77 408 1IN 41 6% -0.2% [0 66, 0.00) —=
Slegnick#lal, 2013 382 226 39 44567 22485 90 207% 0.4 FOET,0.04) et
Santisteban et al, 2003 411 21 56 438 5 19 16.2% -0.12 FO.56,10.33) —
Tuckgr ¢ al, 2007 1492 0F7 S50 196 nE 47 19 -0,0% [0 45,10.35) —
Swbiotal (35% C1) m 2081 1000% 0RO [0.51, -0.08] +*
Hetarogarey Tau®= 0,07, Chi= 688, d1= 5 (F = 0.23), P= 27%
Testfor overall efiect 2= .83 (P= 0.005)
6.1.5 Secondary Outcome: Frogeency of substance uss i the past 10 days
Yaldez st al, 3013 +.39 1.38 54 BT 1.3 B 13.7T% 171 F314,-1.380] —_—
Sletnick & Prestopnik ¢ a1, 2009 9961 rrarrr 77 an 33 4 130% 06T p1.08 -0 20) -_
Ligdle gt al, 2001 424 288 33 82755 39714 B2 127% 0551098012 ——
Mason el al, 2002 019 0fes 16 133 43 13 0% 0,39 B1.05,0.37] 1
Liddie gt al, 2018 889 1224 57 9.51 141 858 121% -0.05 F0.42,10.32) —
Henggeler etal, 1993 19 w54 17 ™S 130% 0.07 F0.31,10.44] -T-
Santisteban ot al,, 2003 11 39 &8 073 15 19 125% 0,11 034,056 —+—
Tutksr &l &1, 2007 252 PN 1.84 19 47 120% 0.29 F0.11,10080] T
Swbitcaal {55% C1) o7 364 100.0%  -0.36 [0.82, 0.09) o
Hatarogenedy: Tau®= 0,38, Chi*= 63,30, df= T (P = 0.00001), F= 89%
Testfor everall efiect 2= 1.55 F=013

-4 B ( ]

Favouns leiparimantall Favours fconiroll

Figure4.3 Impact of family interventions on primary and secondary outcomes

Impact of level of prevention and treatment

The effects of théntervention upon frequency of alcohol use were examined by level of

prevention and treatment, analysing separately targeted interventions and treatrbaséd
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interventions. Resulteemained nonrsignificant neither targeted nor treatmenbased

family interventions reduced the frequency of alcohde. SeeFigure4.4 & Figure4.5.

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup Mean SD Total Mean SD Total Weight IV, Random, 95% Cl IV, Random, 95% CI
Valdez etal, 2013 1.23 078 54 405 074 B2 334% -367 [4.27,-3.07] =
Mason etal, 2012 0.33 0816 15 042 0.996 12 33.0% -0.10[-0.86, 0.66]
Santisteban etal,, 2003 1.43 28 56 0.04 0.z 29 336% 0.60[0.15, 1.06]
Total (95% CI) 125 103 100.0% -1.05[-3.78, 1.68]

Heterogeneity: Tau?= 6.72; Chi*= 126.27, df = 2 (P = 0.000013; F = 98% = 15 : 0 0
Testfor overall effect Z= 0.76 (P = 0.45) Favours [experimental] Favours [control]

Figured.4 Targeted iterventions: frequency of alcohol use

Experimental Control Sd. Mean Difference Sed. Mean Defference
Shudy or Subsgroup Msam S0 Tolal Mean S0 Total Waeight I, Ramdcam, 55%% Cl Y, Random, $5% Ol
Slesnick & Prestopniket 5, 2008 25584 69358 77 T 9 42 316% -0.57 095, -0.09] ——
Hogue eal, 2005 057 185 75 OB 155 72 356% -0 T HDAS, 030 ——
Tueker e al, 2007 1.54 143 50 135 1.4 47 8% 07 B0.23, 0.57] T
Tital {35% CI) 02 161 100.0% AT [0.58, 23] e
Hitaraganbity Tau®= 000, CRP =714, df=2 (P =003 "= T2% % ¥ 4 $

Tast for overall effect E= 085 (P=0.3%

Figure4.5 Treatment: frequency of alcohol use

(2a) Mental HealthinternalisingSymptoms (n=8 trials; 3 targeted and 5 treatment)

Effectiveness ofamily interventions

No sigificant difference was found ibetween group analysis éamilyinterventions and
the control groupsat the longest follow up time pointSMD-0.13; 95% Cl37 to 0.1Q
p=0.27 8 trials; 941 participanjs Heterogeneity levels demonstrated substantial and

significant heterogeneity 367% p<0.10)(see

Figure4.3).

Impact oflevel of prevention and treatment

The effects of the intervention upon internalising symptoms were examined by level of
prevention and treatment, analysing targeted interventions and treatment separately.
Resultsemained norsignificant neither targeted nor treatmenbased family interventions

reduced the internalising symptom®lease se Figure4.6 & Figure4.7.
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Experimental Control Std. Mean Difference Std. Mean Difference

Study or Subgroup Mean SD Total Mean SD Total Weight IV, Random, 95% CI IV, Random, 95% CI
Valdez etal., 2013 1.87 0.39 53 22 0,37 G2 37.6% -0.86 [-1.25,-0.48] ——

Pantin et al., 2009 282 422 93 4.04 447 a7 42.0% -0.28 [-0.57, 0.01] —iH

Magon etal, 2012 8.31 6.88 13 873 849 11 20.3% -0.05 [-0.85, 0.75] . —

Total (95% Cl) 159 160 100.0% -0.45[-0.92,0.02] &

Heterogeneity, Tau®= 0.11; Chi*= B.71, df= 2 (P=0.03); F= 70% 52 51 3 ,i é
Testfor overall effect Z=1.83 (F = 0.06) Favours [experimental] Favours [control]

Figured.6 Targeted Internalising symptoms

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup Mean SD Total Mean SD Total Weight IV, Random, 95% CI IV, Random, 95% CI
Liddle etal., 2018 4596 979 a7 47.04 9.57 96 19.0% -0.11 [F0.48, 0.26] —
Hogue etal, 2014 94 88 485 10 84 88 325% -0.07 [-0.35, 0.21] —=—
Slesnicketal, 2013 1535 862 43 156204 94757 90 19.6% -0.03[-0.38, 0.33] I —
Foole etal, 2018 15.58 8.3 3 14.11 8.04 33 10.7% 018 [-0.31, 0.67] N
Slesnick & Prestopnik et al, 2009 14,5999 §5.855 77 12.46 7.22 42 18.2% 0.26 [-0.12, 0.63] e
Total (95% CI) 303 319 100.0% 0.02 [-0.14, 0.18] ?
Heterageneity: Tau?= 0.00; Chi*=2.83, df= 4 (P = 0.59) F=0% 52 51 3 15 é
Testfor overall effect: 2= 0.20 (P = 0.84) Favours [experimental] Favours [control]

Figured.7 Treatment: Internalising symptoms

LYLI OG 2F @2dzy3d LISNA2yQa | 3S

The effects of the intervention upon internalising symptoms were examined by age of the
participants, analysing separately those intervensaimed at young people aged 1&14

and those aimed at young people agedt@%7. Resultsemained nonrsignificant neither

the interventions aimed at the lower age range or upper age range reduced the internalising

symptoms Pleasesee Figure4.8 & Figure4.9.

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup  Mean SD Total Mean 5D Total Weight IV, Random, 95% CI IV, Random, 95% ClI
Pantin et al., 2009 282 422 93 404 447 87 BB.Z% -0.28 [-0.57,0.01]
Mason etal, 2012 8.31 6.88 13 873 44 11 11.8% -0.05 [-0.85, 0.74]
Total (95% CI) 106 98 100.0% -0.25[-0.53, 0.02] ~-
Heterageneity, Tau®= 0.00; Chi*= 0.28, df=1 (P = 0.60); F= 0% 51 —DI 5 D DIS 15
Testior overall efiect: 2=1.78 (F = 0.07) Favours [experimental] Favours [control]

Figured.8 Young people aged 124: Internalising symptoms
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Experimental Control 5td. Mean Difference Std. Mean Difference

Study or Subgroup Mean SD Total Mean SD Total Weight IV, Random, 95% Cl IV, Random, 95% CI
Valdez etal, 2013 1.87 0349 53 22 0.37 B2 16.5% -0.86 F1.25,-0.48] I —

Liddle etal., 2018 45096 979 a7 47.04 9.57 a6 16.9% -0.11 [0.48, 0.26] I

Hogue etal., 2015 9.4 8.4 95 10 g4 93 18.8% -0.07 [-0.35, 0.21] =
Slesnicketal, 2013 1535 862 43 156204 9.4757 90 17.0% -0.03 [-0.39, 0.33] I ——

Poaole etal, 2018 15.58 8.296 | 1411 8.0424 33 141% 0.18[0.31, 0.67] N
Slesnick & Prestopnik et al, 2008 14 5935 3855 7 1246 722 42 167% 0.26[-0.12, 0.63] I

Total (95% CI) 356 381 100.0% -0.11 [-0.41, 0.19] *
Heterogeneity, Tau®=0.11; Chi#= 20.02, df= 5 (P = 0.001); F= 75% 2 1 ; 1
Testfor overall effect: 2= 0.72 (F = 0.47) Favours [experimental] Favours [control]

Figure4.9 Young people aged }37: Internalising symptoms
(2b) Mental Health:Externalisingsymptoms (n=11 trials; 2 targeted and 9 treatment)

Effectivenes®f family interventions

There was no significant difference between faeily interventions and the control groups
at the longest follow up time pointSMD-0.26; 95% CD.66 to 0.15p=0.22 11 trials; 1163

participantg -(see

Figure4.3). There was considerable and significant heterogendity9(% p<0.10)

Impact oflevel of prevention and treatment

The effects of the intervention upon externalising symptoms were examindehMey of
prevention and treatment, analysing separately targeted interventions and treatthaséd
interventions. Resulteemained norsignificant neither targeted nor treatmenbased

family interventions reduced externalising symptoniease se Figure4.10 & Figure4.11.

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup Mean SD Total Mean SD Total Weight IV, Random, 95% CI IV, Random, 95% CI
Waldez etal, 2013 518 1 53 784 0895 62 49.9% -2.75[-3.26,-2.23] |
Santisteban et al., 2003 19 111 56 218 106 29 A01% -0.25 [-0.70, 0.20]
Total {95% CI) 109 91 100.0% -1.50 [-3.94, 0.95]

A0 -5 0 & 10
Favours [experimental] Favours [control]

Heterogeneity: Tau®= 3.04; Chi*=51.02, df=1 (P = 0.00001); F= 958%
Test for overall effect Z=1.20(FP=0.23)

Figure4.10 Targeted InterventiongExternalising symptoms
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Experimental Control Std. Mean Difference Std. Mean Difference

Study or Subgroup Mean S0 Total Mean SD Total Weight IV, Random, 95% CI IV, Random, 95% CI
Haogue etal, 2015 10.07 8.4 95 11.9 9.2 98 19.2% -0.21 [0.45, 0.08] I —

Liddle etal, 2018 49.03 1082 &7 a1.04 877 56 129% -0.20 [-0.57, 017 I —
Slesnick & Prestopniketal, 2009 17.8612 B5.6345 7 19.58 .63 42 12.5% -0.20 [0.57, 0.18) I — —
Liddle et al., 2001 G3.56 2014 33 671877 211655 62 10.4% -0.17 [0.85, 0.249] I E—
Tuckeretal, 2017 0.22 0z a0 0.24 0.22 47 11.5% -0.09 [-0.49, 0.300 S I
Henggeler etal., 1999 32 3| 54 an I 54 12.5% 0.05 [-0.32, 0.43] —_—t
Slesnick etal, 2013 17.86 8.39 43 16.9894 106246 90 13.3% 0.09 [0.28, 0.49] I e —
Foole etal, 2018 384 262 kil 243 2.59 33 T.8% 0.53[0.04,1.03]

Total (95% CI) 440 482 100.0% -0.06 [-0.21, 0.09] ?

Heterogeneity: Tau®= 0.01; Chi*= 882, df=7 (P=027),F=21%

Testfar overall effect 2= 0.77 (P =0.44) -1 -0.5 0 0.5 1

Favours [experimental] Favours [control]

Figure4.11 Treatment: Externalising symptoms

Secondary Outcomes

(3) Family-conflict (n=6; 2 targeted and 4 treatment)
Effectiveness of family interventions

Family interventions reduced family conflict with a small effect compared to control
groups(SMD-0.30; 95% GD.51 to-0.09;p=0.005 6 trials; 552 participants)(see

Figure4.3) with low heterogeneity P=0%p=0.55).

Impact oflevel of prevention and treatment

The effects of the intervention upon family conflict, were examined by level of prevention
andtreatment, analysing separately targeted interventions and treatrAeased
interventions. Results showed that treatmelpéised interventions were associated with
reduced levels of family conflicEMD-0.30; 95% GD.51 t0-0.06;p=0.024 trials;440
participantg, with no significant heterogeneity?£35%p=0.20) Targeted interventions did

not significantly reduce family conflicRlease se Figure4.12 & Figure4.13.
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Experimental Control Std. Mean Difference Std. Mean Difference

Study or Subgroup Mean SD Total Mean SD Total Weight IV, Random, 95% Cl IV, Random, 95% CI

Mason etal, 2012 24 0.89 16 31 073 11 38.3% -0.82 [-1.62,-0.01]

Santisteban et al., 2003 411 22 56 438 25 29 B1.T% -0.12 [-0.56, 0.33]

Total {95% CI) 72 40 100.0% -0.38 [-1.05, 0.28]

Heterogeneity: Tau®=0.14; Chi*=2.24 df=1{P=013), F=55% 54 I2 b 1:2 ‘l‘
Testfor overall effect 2= 1.13 (P = 0.28) Favours [experimental] Favours [control]

Figured.12 Targetal Prevention: Family Conflict

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup Mean SD Total Mean SD Total Weight IV, Random, 95% CI IV, Random, 95% CI
Liddle et al, 2001 4.7 1.32 33 .93 1.9818 B2 221% -0.68 [-1.12,-0.29] I
Slesnick & Prestopnik et al., 2009 336 2.65497 7 4.08 221 42 26.5% -0.28 [-0.66, 0.09] —
Slesnick etal., 2013 3.82 2.25 39 448687 2.2485 90 26.6% -0.24 [[0.61,014] — =T
Tuckeretal, 2017 1.92 0.77 an 1.96 0.8 47 24.8% -0.05 [-0.45, 0.35] —
Total (95% Cl) 199 241 100.0% -0.30 [-0.55, -0.06] <
Heterogeneity: Tau?= 0.02; Chi*= 4 64, df= 3 (P = 0.20); F= 35% =2 '1 D 1 é
Test for overall effect Z=2.41 (=002 Favours [experimental] Favours [control]

Figure4.13 Treatment: Family Conflict

(4) Frequency of substance use in the past 30/d4n=8 trials; 3 targeted and 5
treatment)

Effectiveness of familinterventions

There was no significant difference between faeily interventions and the control
groups, at the longest follow up time point (SMID36; 95% GD.82 to 0.09p=0.12; 8 trials;

761 participants(see

Figure4.3). There was considerable and significant heterogendity80% p<0.10)

Impact oflevel of prevention and treatment

The effects of théntervention upon the frequency of substance use were examined by level
of prevention and treatment, analysing targeted interventions and treatrdsaged
interventionsseparately. Result&mained norsignificant neither targeted nor treatment
based fanly interventions reduced the frequency of substance uB&ase se Figure4.14

& Figure4.15.
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Experimental Control Std. Mean Difference Std. Mean Difference

Study or Subgroup  Mean SD Total Mean 5D Total Weight IV, Random, 95% CI IV, Random, 95% CI
Mason etal, 2012 018 0.544 16 133 4313 12 47.1% -0.38 [1.15,0.37]

Waldez etal, 2013 438 1.38 54 67 1.31 62 52.9% =171 F2.14,-1.28] L3

Total (95% Cl) 70 74 100.0% -1.09 [-2.38, 0.20]

Heterogeneity: Tau®= 0.77, Chi*=2.04, df=1 (P=0.003), F=89% 1 t T t 1

o _ -4 -2 i 2 4
Testfor overall effect 2= 1.65 (F=0.10) Favours [experimental] Favours [control]

Figured.14 Targeted: Substance use in the past 30 days

Experimental Control Std. Mean Difference Std. Mean Difference
Study or Subgroup Mean SD Total Mean SD Total Weight IV, Random, 95% CI IV, Random, 95% CI
Slesnick & Prestopnik etal, 2008 9.961 228772 77 30 33 42 202% -0.67 [-1.08,-0.29] —
Liddle et al, 2001 424 288 33 62755 39768 B2 191% -0.55[-0.98,-0.12] I
Liddle etal, 2018 8.89 1224 57 851 14.1 56 206% -0.05 [-0.42,0.32] —
Hengoeler et al., 1939 18 30 54 17 29 54 204% 0.07 [-0.31, 0.44] b
Tucker et al, 2017 252 21 50 1.94 1.9 47 198% 0.28[-0.11, 0.69] T
Total (95% Cl) 271 261 100.0% -0.18 [-0.54, 0.18] *

Heterogeneity: Tau®=012; Chi*=16.52, df=4 (P=0.002); F=76%

Testfor averall effect Z=0499 (F=0.32 2 ! v

Favours [experimental] Favours [control]

Figure4.15 Treatment: Substancese in thepast 30 days

4.3.2 Sensitivity analysis

Timeband of 3-12 month follow-up

Omittingtrials that did not fall within atime bandof 3-12 monthsdid not changethe results
for anyof the primary or secondaryoutcomes apart from increasedevelsof heterogeneity

for all outcomes Pleasesee the findingsfor eachof the sensitivityanalysisn AppendixE

Outcomemeasures

Omittingtrials that reported resultson specificmental health problemssuchasdepression,
anxietyandviolentbehaviour, rather than overallinternalisingor externalisingsymptom
score(the mostfrequentlyusedmeasure) did not impactthe findings. However,
heterogeneitywasthen no longersignificantfor internalisingsymptoms(1’=19% p=0.30)or
externalisingsymptoms(1°>=0%,p=067). Similarly,omitting trials that reported oniillicit drug
use(rather than marijuanaalone)andfamily functioningrather than specificallyfamily
conflictalsodid not havea significanteffect. Therewere howeverslightlyreducedlevelsof

heterogeneityfor family conflict.
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Intervention content

Removingselectivetrials did not impactthe findingsapartfrom increasecheterogeneityfor
Internalisingsymptoms. Removingrials containingalternateinterventionsincluding
additionalinvolvementof caregiverslid not impactfindings.However levelsof

heterogeneityincreasedor externalisingsymptoms

Outliers

Outlierswereidentified through visualinspectionof the forest plots. Omitting outliersdid
not havea significantimpacton any of the remainingprimary or secondary
outcomes. However heterogeneitywasno longersignificantfor internalising

symptoms(I>=0% p=0.44)or externalisingsymptoms(I>=15% p=0.31).

4.3.3 Publication Bias

Publication bias was not investigated for any of the rratalyses due to insufficient
numbers of trials in each. Although there were 10 in the externalising ‘auesdysis, the
sample sizes of the included trials were similar and therefore accordingtG@tichrane

handbook it was not deemed suitable to test for publication bias.

4.3.4 Narrative synthesis

Thetrials that could notbe included in a metanalysiswhich varied for each outcome
have been synthesised narrativelyo remain consistent with the ne-analysis reporting,
the overall summary will be provided for targeted interventions and treatment together.

The findings for the targeted interventions and treatment will then be reported separately.

(1) Primary Outcome; Alcohol Use

Universal

Allfour universaltrials (129131, 134)could not be pooled due to lack of suitable data
(mean and standard deviatiorfSD). Trials reporting on a composite measure of substance

use (including alcohol) are outlined in the substance use section.
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One trialexamining theBtrengthening Families Progr&targeting parenting skills and

family functioning with a group basddrmat, did not find significant intervention effects at
12 or 24 months follow up for any of the alcohol outcomé&kse outcome measures included
alcohol use, alcohol use without parent permission, drunkenness and binge drinking in the
past 30 day$130).

Targeted and Treatment

Eleven trials examining targeted intervention and/or treatment could not be rastalysed
for alcohol use This was due to lack of reportisgitable dataand to the use of composite
measures of substance uge28, 136, 139, 143, 145, 148, 1562, 154, 16} Trials

reporting on a composite measure of substance use are outlined in the substance use

section.

Targeted

Two trials examined thentervention WabniliasUnidaQfocusing on aidingaregiverdo
increase family functioning with no content aimed at young people alégx®thertrial
included multidimensional family therapyimproving parenting skills, family cohesion and
additional separate sessions for youpegople directly targeting behavioural functioning. All
trials reported nonsignificant results for alcohol use frequefmey months after pretest

(136, 139, 161) However, the trial on multidimensiontmily therapy did find the
percentage ofouth with an alcohol dependence diagnosis significantly decrefiem

15.8% to 5.4% the intervention grougcompared to community practice control which

increagd from 6.6% to 8.1%l39)over time

Treatment

The three trials oriamily treatment, YhtegratedOutpatient Cognitive Behavioural
InterventionQHPlome-Basedincentives &onsequence$rograntand ‘Best Mood Behaviour
ExchangeSystemsTherapyQreported mixed findingsTwo of theinterventions Yhtegrated
Qutpatient Cognitive BehaviouralinterventionCand Hlome-Basedincentives &

Gonsequence$rogranQaddressed both family functioning and separate sessions fo
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caregivers and young people focusingindividual functioning These two interventions

reported significantly reducing alcohol frequency otiare (p<0.007), up until 18 months

and 36 week follow up respective|¥43, 148) Neitherfound significant group differences

for alcohol abstinence over tim@43, 148) FurtherYhtegratedOutpatient Cognitive
BehaviouralinterventionQdid not findsignificant intervention effects falcohol prolbems,

or psychatric diagnosi¢143) The remaining tridBEST MOQRfocusd on parental

coping, family fungoningl Yy R KS & 2 dzy 3 al LiSctichirgyyNOne of shg RA JA R dz
contentwasaimed at the child alone This triadid not find significant between group

differences for problematic alcohol consumption over time (up uhtiée months follow

up)(128)

Multilevel

One trial reported on a multilevel intervention Adolescent Transition®rogram (ATP),
improvingparenting strategies and family functioning whilst also providing separate sessions
for young people on individual functioning and addressing extrafamilial factors. This trial
found significant effects for alcohol use. For those who completed the umiMi@tsrvention

and then chose to further engage with the targeted interventidfamily Check Wpthis
inhibited growth in the frequency of alcohol use in the past month over time from ages 12
17 (p<0.05) in young people. There were however no signifditferences across treatment

and control groups for lifetime alcohol abuse/dependence.

(2a) Primary OutcomeMental Health, Internalising

Universal

Two universal studies reporting on internalising symptd@9, 131)couldnot be pooled

due to lack of suitable datamean and 5)Q a

The wo trials'8trong African American Famili€ésen Prografiand ‘Bridges Puente3
reported on internalising symptoms with mixed findings. The two interventions targeted

parenting skills and family functioning whilst also providing separate sessions for young

68



people The youth focused sessiomsgeted@ 2 dzy' 3 LIS 2 LJX S QénindaiRA A Rdzl f
extrafamilial factors.Whe Bridges Puentes triaas delivered in a groupased format.The

Btrong African American Famili&sen Prografteduceddepressive symptoms 4.5%

(p=0.01) more than the control over time, up to 22 months follom(1p9) TheBridges

Puenteslrial significantly reduced internalising symptonps(.05) at 12 month follow up

compared to the control§131) Thesignificant findings were limited to teacher reporting

of young people who had higher levelsiofernalisingsymptoms at baselin€l31)and

effects did not remain at five years pegtst. Further no intervention effects were found for

mother and father reports at 12 month éive year follow up(132)

Targeted and Treatment

Two trials,examining targeted intervention and/or treatment, could not be pooted

internalising outcome$139, 161due lack ofsuitabledata.

Targeted

Two trials W altidimensionalFamily Therapyand Wamilias Unidd3eported on internalising
symptoms withmixed effectq139, 161) TheWamilial Unida@nterventionfocused on

improving family functioningyith no content aimed at youngeople alone. This trial

reported a significant intervention effect with a greater reduction in internalising symptoms
compared to the control conditiorp(= 0.013) over time (up to 30 month follow ud)39)

TheW altidimensionalFamily Therapyrial focused onmproving parenting skills, family
functioning and additional separate sessions for young people directly targeting behavioural
functioning This triafound nonsignificant intervention effects at posést, four months

after pretest (161)

Treatment

One trial ofdhtegratedOutpatient Cognitive BehaviouralinterventionQiargeted both family
functioning and separate sessions t@aregiversaand young people targeting individual
functioning This triateported onboth anxiety and depression. Significant between group

differences were reported by adolescep=0.03) but not parent reporting for young
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LIS2LX SQ& | YEASG @& eprésyitadynpicm® therewérno ignificark 2 NJ R
between group difference€l43) There were also no signiint intervention effects for

psychiatric diagnosis over timapm baseline to 18 month follow up

Multilevel

Onetrial reported on a multilevel interventionAdolescent TransitionBrogranfimproving
parenting strategies and famifynctioning whilst also providing separate sessions for young
people on individual functioning and addressing extrafamilial factditss trial found
significantly less growtbf depressive symptom®r high-riskyoung peoplecompared to

the controlgroupin the past month, over timé&rom ages 1217, with largetreatment effect
(Cohen's d = 1.39<0.05) High risk young people were identified through scor@nor

higher on a screening instrument for problem behaviourgaung peoplavhom teachers
suspected of substaecuse Mothers also reportedignificantly less growth imternalising
symptoms compared to the control group, a large treatment eff@uhen’s d = 1.35;
p<0.05)(154)

(2b) Primary OutcomelMental Health, Externalising

Universal

The fouruniversaltrials reporting on internalising sympton($29-131, 134)could not be

pooled due to lack of suitable dafenean and, X2

Four trials of universal interventionBtrong African American Famili&sen Progra

Bridges PuenteBrogramQWtfengtheningFamiliesProgramQ¥ommon Sense Parenting
Plufreported on externalising behaviours with mixed findigg29-131, 134) Both the

Btrong African American Famili&sen Prografiand ‘Bridges Puenté&program targeted

parenting skills and family functioninghilst also providing separate sessions for young

people These youth focused sessiatisectly targeede 2 dzy 3 LIS2 L) SQ&a AYRA QDA
functioning and extrafamilial facter Although theWridgesPuente<programdiffered in

that it was group based. Botldind significant intervention effects on externalising
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symptoms. Btrong African American Famili&sen Prografteduced the frequency of

conduct problems 36% more thahne control over time, up to 22 months follow {{®29)

However,did not find intervention effect$or whether conduct problems had occurred

not during the reporting period or nadt 22 month follow ug129) WheBridges Puente3
programreduced mother (d=3.49p<0.05) and father repds (d=3.49p<.05) of externalising
symptomsat 12 month follow up. This wder those with low baseline levels of

externalising sympton(131) For the Bridges Puent&program which differed in that it

was group basedgsuls were dependent on the reporteand family acculturation
OWIFR2LIGAY3I y2NX¥asx fFy3dza 3S FyR @lftdzSa 2F K2a
YSIF adz2NB 27F f I fodifichnHafverdeliitetvénifo éfférts were found Barb

groups of the participants, at 12 month follow ((p31) The two remaining trials

W{GNBY 30KSYAY Jan@¥#/ Y2AYE YA2S5/a  {t SNRaIONdid idiNiRlifeweei3  t f dza
group effectdor externalisingsymptomsor conductproblemsat 12 or 24 month follow up

(130, 134)

Targeted and Treatment

Four trials, examining targeted intervention and/or treatment, could not be podiad

externalising outcomegl36, 143, 154, 16uelack of data

Targeted

The multidimensional family therapgirgetedparenting skillsfamily cohesion anohcludes
additional sessions for young people directly targeting behavioural functionagmilias
UnidagIocused on aidingcaregiverdo increase family functioning with no content aimed at
young people aloneNeither found significant intetention effectson externalising
symptoms at postest, 4 months after preest (127)or over time (up until 30 month follow
up) (136) Althoughfor WabniliasUnidaglhere were significant between group differences
(p<.03) fa incidence of externalising disorders over time (up until 30 month follovwt)
32% incidence rates in the intervention group compared to 61.3% for the Community

Control.
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Treatment

Thetrial Yhtegratng Outpatient Cognitive BehaviourallinterventionGmproved
parenting strategies and family functioning whilst also providing separate sessions for young
peopleaddressingndividual functioning and extrafamilial factors. This trial examined
intervention effect on externalising symptom#.did not find significant results fgrarent
reported conduct problemsr psychiatric reported diagnosis over time (up until 18 month
follow up(143)

Multilevel

Onetrial reported on a multilevel interventiontAdolescent TransitionBrogrant)
improving parenting strategies and family functioning whilst also providing separate
sessions for young people amdividual functioning and addressing extrafamilial factors
This trialreported that the intervention inhibited growth in antisocial behaviours in the past
month, for those in the engagers class (those within the experimental condition that chose

to recave the intervention), over time from ages-17 (154)

(3) Secondary outcome; Substance use

Universal

Four trials,\Btrong African American Famili&sen Prograi@Bridges Puent€@€ommon
Sense Parentin@lugand ‘Btrengthening-amilyProgranreported on substance use with
mixed findings. Two of the trial8trong African American Famili&sen Prografiand
Bridges Puente@targetedparenting skills anéamily functioning whilsalso providing
separate sessions for young peopl€hese yath focused sessiordirectly targeed young
LJIS2 L SQ& Ay R Aandetddarhiliaffctiags OBtrorg) yiicgnAmerican Families
Teen Prografkignificantly reduced substance ugearijuana and alcohol us8p%(and

47% for those young people \isubstance use at baseline) more thantfoe control
(P=0.001)over time, up to 22 month follow upThere were, howevemno intervention

effects on whether substance use had occurred during the reporting periodt (129)

Whereasfor the Bridges Puentesntervention, which had a group based formaignificant
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intervention effect were found foisubstance usémarijuana, alcohol and other illegal
substancesjor those adolescents who engaged in high levels of substance beseline
(p<0.05) compared to the control at one year post interven{ip81) but not at five year
follow up(132) The two trial remaining triaMommon Sense Pareng-Plufand
Btrengthening-amilyProgranflargeted parenting skills anfémily functioning These were
not effective in reducing past year substance use (alcohol, cigarettes and mariatakapr
24 month follow up(134)or life time, past year and past month cigarette past year of
drug use at 12 and 24 montl{$30).

Targeted and Treatment

Five trials, examining targeted intervention and/or treatment, could not be potded

substance useutcomes(126, 136, 143, 145, 148pelack ofsuitabledata

Targeted

Two trials examined the interventiofamiliasUnidagQfocusing on increasg family
functioning with no content aimed at young people alor@ne trial include& alti-
DimensionalFamily TherapyQvhich addresse parenting skills, family cohesion and
additional separate sessions for young peoplhese youth focused sessions included
directly targeting behavioural functioningAllthreetrials reported on substance use with
inconclusivdindings(126, 136) The Wamilias Unidd3rial aided caregivers to increase
family furctioning with no content aimed at young people alone, reported significant
between group difference in past 9fay substance use (alcohol use and illicit drug use)
(p=0.02), illicit drug use only (p=0.04) but not for marijuana dependence betWeaenlias
Unidagand Community Practice (p = 0.q2B89) Whilst the other trial also reporting on
this intervention found a steady increase in substance use (al@itbmarjuana) in both
groups, however at a significantly steeper rate in the control grat80 month post
baseling(p=0.02)136) For the remaining triaM alti-DimensionalFamily TherapyQ
addressedparenting skills, family functioning and additional separate sessions for young

people directly targeting behavioural functioninmgported nonsignificant findings for a
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count of the number of substances used (alcobmbacco, marijuana and prescription

drugs) at postest (161) and frequency of @rijuana use in the pasixmonths(161)

Treatment

Three trials reported on distance use with inconclusive findingBhe two interventions
UhtegratedOutpatient Cognitive Behaviouralinterventiontand Wlome-Based Incentives &
Consequence$rograntboth targeted family functioning and separate sessiaddressing
individual functioning. Both trials reported significant intervention effettsethtegrated
Cutpatient Cognitive BehaviouralinterventionCfound significant intervention effects, with a
60% reduction in expected number of marijuana use days over time (up until 18 month
follow up) = 0.007) with a stronger effect at later follow up. The trial additionally found
intervention effects over time for marijuana problems=0.048)(143)and psychiatric
diagnosis for substance use disorder(.005) but this wasot found for the rate of

diagnoss for cannabis disord€i43) Similarly, for thél dme-Based Incentives &
Gonsequence$rogranQ(for those with cannabis use at basel)jpghe mean percentages of
days of cannabis use was significantly lower in the intervention group compared to control
at 36 week follow up<0.0001). However, there were no intervention effects on likelihood
of reporting complete abstinenc€l48) The trial orecologicallybasedfamilytherapy

focused on family functioning without sessions for young person alone, found no significant
group differences over time (up until 24 month follow up) ambstance use (including

alcohol and drug use but not tobacco), or clinical change in substanq@45e

Multilevel

Onetrial reported on a multilevel interventionAdolescenfTransitionsProgranf2improving

parenting strategies and family functioning whilst also providing separate sessions for young
people on individual functioning and addressing extrafamilial factors. mxasigt to
GNBFGYSyld ¢l a arAayAFAorydate NBfFGSR G2 GKS
within the experimental condition that chose to receive the intervention), for tobacco and
marijuana use (p<0.05). Within engagers class the interventibibitad growth in the

frequency of tobacco and marijuana use in the past month. There was however no significant
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differences across treatment and control groups for lifetime nicotine and marijuana

abuse/dependencél54)

(4) Secondary Outcome; Family functioning

Universal

Only onetrial, €ommon Sense Parentiijutargetingparenting skills anéamily
functioningreported on family outcomesThere were no significant between group
differences for child or parent reported family interaction including parent involvement,

parent child affetive quality or family conflict at 12 or 24 month follow (434)

Targeted

The three trialsPamilias Unida3Brief Strategidamily TherapyQandWulti-Dimensional
Family TherapyQreporting on family related outcomes reported mixed finding&amilias
UnidafQaided caregiverdo increase family functioning with no content aimed at young
people alone This trialed to significant improvements in positive parentinpsx(.05),
parentadolescent communicatiorp€0.004) and parental monitoring of peers<(Q.01)
however not for paent involvement or family support compared to the control at six
months follow up(136) The remaining two trialsicludedcontent aimed aparenting skills,
family functioning and sessions for young peopléhe youth focused sessiotisectly
targeted behavioural functioningnd extrafamilial factors. There were significant
between group differences over time for parent reported fanaitiaptability and cohesion
at six month follow ug142) family cohesion or parental monitorirad posttest , 4 months

after pretest (161)

Treatment

There were no additional trials reporting on family functiapimeyond those metanalysed.

Multilevel
Theadolescenttransitionsprogramtrial did not reporton family functioning
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9.

Table4.2 Summary of primarputcome results for studies not pooled in megaaly®s

Identifier

Alcohol Use Outcomes

Mental Health Outcomes

Internalising

| Externalising

Universal Interventions

Brody et al., 2012

Only composite measure of alcohol use reported
Adolescent Report (controlling for sociodemographic risk, adoles
gender and preest levels of outcome)

Substance use (Frequency of alcohol use, 3 or more drinks at or|
time, marijuana and cigarette use over the past three months)

At 22 monthdollow up: the Intervention was associated with a 32
decrease in substance use compared to control (108*[1
0.637)(p<0.003).

Substance use problems during the past 12 months

At 22 months, for those engaging in substance use at baseline, 4
decrease in substance use problems compared to control (100*[
0447 (p=0.001).

No intervention effects of the binary data indicating whether the
outcome occurred during the reporting period or not

Adolescent Report (controlling for sociodemquria
risk, adolescent gender and piest levels of
outcome)

Depressive symptoms
At 22 months follow up: Significant intervention

effect; intervention associated with a 4.5% decreas

in depressive symptom(#=0.0J).

No intervention effects of the binagata indicating

whether the outcome occurred during the reporting

period or not

Adolescent Report (controlling for sociodemographic 1
adolescent gender and ptest levels of outcome)

Conduct problems

At 22 months follow up: Significant interventieffect;
intervention was associated with a 36% decrease in th
frequency of conduct problems (100*fle0-443)
(p=0.001)

No intervention effects of the binary data indicating
whether the outcome occurred during the reporting
period or not

Foxcroft et al., 2017

Adolescent Report
Alcohol use, Alcohol use without parent permission, drunkennes
and binge drinking in the past 30 days

At both 12 and 24 months follow up: No significant between grou
differences

Not Reported

Externalising synmtpms

At both 12 and 24 months follow up: No significant
between group differences for total externalising score
and Aggressive and Destructive Conduct

Gonzales et al., 2012

Gonzales 2014
Jensen, 2014

Only composite measure of alcohol use reported
Adolescent Report (Controlling for baseline score on the outcom
gender, and language variables)

Teacher Report

At 12 month follow up: There was a significant
intervention effect for adolescents with high
baseline internalising symptoms (d=2.850.05.

Externalising Symptoms
Teacher Report




L)

Substance use (Lifetime usaabacco, alcohol, marijuana, and
other illegal substances)

At 12 month follow up: No significant between group differences.
For adolescents who engaged in high levels (85th percentile) of
baseline Substance Use there was a significant intervention effe
(d=3.65p<0.05) with reductions in the intervention group
compared to the control.

Clinical significance
Thesignificant intervention effect (d=3.65) at the 85th percentile ¢
baseline Substance Use indicated that, experimentation with at I¢
1 substance by 7th grade, estimated lifetime use in 8th grade wa
1.1 substances for the intervention group compare®tb8 for the
control group.

At five years follow upGontrolling fomother-adolescent conflict,
adolescent gender, and baseline score on the outcome): No
significant between group effects

Adolescent, mother and father reports
At 12 month follow upNo significant between grou
differences

At five years follow upQontrolling formother-
adolescent conflict, adolescent gender, and baseli
score on the outcome): there were no significant
between group differences

At 12 month follow up: There was a significant iatroge
intervention effect fo English adolescents with low
baseline externalising symptoms (d=333).05).

Adolescent Report
At 12 month follow up: there was a significant iatroger
intervention effect for Spanish adolescents with highe
baseline externalising symptoms: (d=2.p60.09.
Young people in the intervention group reported highe
levels of externalising difficulties than those in the
control.

Mother report

At 12 month follow up there was a significant
intervention effect, with reductions compared to the
control (d=3.8,p<0.095

Father report:

At 12 month follow up there was a significant
intervention effect for yung people with low baseline
levels of externalising symptoms with reductions
compared to the contro{d=3.49p<.05).

At five years postest (Controlling fomother-
adolescent conflict, adolescent gender, and baseline
score on the outcome): there were no significant
between group differences

Mason et al., 2016

Only composite measure of alcohol use reported
Adolescent Report (Controlling fauth gender and parent
ethnicity)

Substance use Dichotomous measure of any substance (fPsest
year use oélcohol or marijuana and, past month use of cigarettes
At both 12 and 24 months follow ughere were no significant
between groupdifferences.

Not Reported

Parent and adolescent Report (Controlling for youth
gender and parent ethnicity)

Conduct problems

At both 12 and 24 months follow ughere were no
significant between group differences for conduct
problems

Targetedinterventions

Hogue et al., 2002

Adolescent Report

Frequency of Alcohol use over past 6 months

Parent and Adolescent report:

Parent and Adolescent report




8.

At Posttest: there were no significant between group differences
for alcohol use.

At Posttest: there were no significant beeen
group differences for externalising behaviour.
However there were significant declines in
deYLWizYa Ay 02K pxRE®)dzLI

At Posttest: There was no significant between group
differences. However there were significant declines i
dedyLlizya Ay 020K pxRE®)dzLIA

Pantin et al., 2009
Prado et al., 2013
Perrino et al.,2016

Adolescent Repo(Controlling fobaseline levels of outcorpe

Substance use (Ever usddohol, cigarettes or marijuana in the pa
30 day3

Over time (measured at 6, 18 and 30 month follow up): Significar
differences between Familias Unidas and Community Control (b
0.53, 2 =2.42% < .02 d = 0.25). Both associated with increased ra
but with steeper increases in the control. The proportion of youth
6 month post baseline reporting substance use in Familias Unidg
increased from 15% at baseline to 21% and to 25% at 30 monthg
post baseline whereas in the Community Control condition at
baseline, 13% of youth reported using a substance, whereas 349
at 30 months.

Pooled in meteanalysis

Parent Report (Does not report on controlling for
covariates)

Percentage of youth exterfising behaviour
Over time (measured at 6, 18 and 30 month follow up
There were no significant between group differences

Clinical significance

Incidence of externalising disorders

Over time (measured at 6, 18 and 30 month follow up
{AIYyATFAOLYyG 0SG6S8SSy 3INR
.03; w = 0.29with 32% incidence rates in the Familias

Unidas group compared to 61.3% for the Community

Control.

Prado et al., 2011
Perrino etal., 2016

Adolescent Report

Any alcohol use during past 90 days

Over time (measured at 6 and 12 month follow up):

There were no significant between group differengéhough
there was a trend favouring Familias Unidas in regarding current
alcohol use

Alcohol or drug use (Does not report on controlling for covariates
Over time (measured at 6 and 12 month follow up):

Significant between group difference in past@y substance use
between Familias Unidas and Community Practice (b =
£0.67,p=0.02 = 1.06) . With reductions of 44.4% to 33.3% of
youth reporting use in Familias Unidas compared to an increase
from 38.85% to 45.5% in the control.

Alcohol dependence (Controlling for baseline levels of outcome)
Over time (measured at 6 and 12 month follow up):
Significant difference in the percentage of youth with an alcohol

dependence diagnosis over time between Familias Unidas and

Parent Report ( controlling for age, gender, baselir
parent;child communication, as well as the latent
intercept for internalising symptoms)

Overtime (6 month and 12 month follow up):
Significantly, greater reduction in internalising
symptoms across time for youth in Familias Unida
compared to the control conditionver time p =
0.191, SE = 0.077= 0.013 95% CI: 0.041, 0.341).
The effect sie was 0.48..

Not reported
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Community Practicé 6 I pl=1.62%1 =D.93)with a decrease
from 15.8%t0 5.4% in the Familias Unidas group compared to an
increase from 6.6.% to 8.1% for community practice.

Treatment based interventions

EspositeSmythers et al.,

Adolescent ReporCpntrolling folbaseline levels of outcome)

Days of alcohol use, abstinence over the past 30 days and alcoh
problems over the past/®onths:

Over time (measured &, 6, 12, and 18 months pestirolmen):
There were no significant between group differences.

Days of heavy alcohol use over the past 30 days

Over time (measured &, 6, 12, and 18 months pestirolmen):
Significant interention effects over time Wh I-CBT associated on
average with a more than 50% reduction in the expected numbe
heavy drinking days and the effect became stronger at later follo
ups <0.007.

Psychiatric Diagnosis
At 18 monthpost-enrolment: There was no significant between
group differences.

Adolescent reportdepressive symptomg&ontrolling
for baseline levels of outcome)

Over time (measured &, 6, 12, and 18 months
postenrolmeni): No significant between group
differences

Adolescent reportAnxiety

Over time (measured &, 6, 12, and 18 months
postenrolmen: significantly greater effect on
anxiety over time in the-CBT condition than-EAU
(P<0.03

Parent reporDepressive symptoms

Over time (measured &, 6, 12, and 18 months
postenrolment).

There was a significant main effect of treatment
p=0.01 however there was not significant between
group difference over time

Parent report Anxiety symptoms

Over time (measured &, 6, 12, and 18 months
postenrolmeni): No significant between group
differences

Psychiatric Diagnosis
From baseline to 18 month follow up: No significar]
between group differences for psychiatric diagnoss

Parent reported cattuct problems Controlling for
baseline levels of outcome)

Over time (measured &, 6, 12, and 18 months post
enrolmen®: No significant between group differences

Psychiatric Diagnosis
From baseline to 18 month follow up: No significant
between group dfferences.
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Henggeler Pickrel &
Brondino 1999
Henggeler Pickrel &
Brondino1996

Composite substance measure pooled in matalysis

Not reported

Pooled in metaanalysis

Poole et al., 2018

Adolescent Report

Problematic Alcohol Consumption

Over time (measured giost treatment, 3 months follow Up There
was no significant between group differences.

Pooled in meteanalysis

Pooled in meteanalysis

Slesnick et al., 2013

Slesniclet al., 2012
Guo et al., 2014

Adolescent Report (Controlling for percent of sessions attended,
ethnicity, gender and age),

Substance use: Total percent days of Alcohol Use and drug use
(except tobacco)

Over time (measured &, 6, 9, 12, 18 and 24 mtrs post
enrolmen®: No significant between group differences however wi
reductions in all groups over time.

Clinical significance of alcohol Use and drug use (except tobaccq
Over time (measured &, 6, 9, 12, 18 and 24 months pest
enrolmeny: No sigificant between group differences however wit
reductions in all groups over time.

Pooled in metaanalysis

Pooled in metaanalysis

Stanger et al., 2017

Adolescent Report (Controlling feocioeconomistatus and
cannabis dependence as covariates)

Frequency of alcohol use, percentage of days of use during past|
weeks

Over time (until 36 week follow up) there was no significant
between group differences for complete alcohol abstinence. The
was a sigificant intervention effect for, the mean percentages of
days using alcohoP@) =7.41p=0.007. Similar results were
obtained when restricting analyses to participants with substance
use data on at least 25% of days.

Not reported

Pooled ifmeta-analysis

Multilevel intervention

Connell, et al., 2007

Connell & Dishion, 2008
Connell et al., 2012
Van Ryzin &, Dishion,
2012

Connell et al., 2016

Adolescent Report
Frequency of alcohol use during the past month assessed at age
11,12,13,14, and 147

Assignment to treatment was significantly related to the slope
LI NF YSGSNI F2NJ 6KS Sy3alrasSNna (

condition that chose to receive the imeention and where data wag

Adolescent Reportt7gh, 9 grades

For high risk youth@cores of 3 or higher on a
screening instrument for problem behaviours or
whom teachers suspected of substance Jugeung
people receiving théntervention reported
significantly less growth in sekported depressive
symptoms compares to youths in the control

Adolescent Report
Antisocial behaviour within theast month

Assignment to treatment was significantly related to th
at2LIS LI NI YSGSNI F2NJ GKS
experimental condition that chose to receive the
intervention and where data was provided for controls
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Stormshak, 2009

provided for controls), for alcohol usp<0.09. Within engagers
class the Family Check Up inhibited growth in alcohol use from 4
12-17.

Adolescent report
Lifetime Alcohol abuse or dependence at 19 years of age
No signifiant differences across treatment and control groups.

condition, a large treatment effect (Cohen's d = 1.3
p<0.05

Mother Report assessed af,B",9h grades

Mothers of high risk younggople receiving
intervention reported significantly less growth in
youth internalising symptoms than did the motherg
of youths in the control group, a large treatment
effect (Cohen's d = 1.0P<0.05.

for antisocial behavioufp<0.05. Within engagers class
the Family Check Up inhibited growth in antisocial
behaviour from ages 127.




4.4 Chapter Summary

This chapter has presented the findings from the systenratieew in two forms. First a
meta-analysis followed by a narrative synthesis. The narrative synthesis consisted of those
studies that could not be pooled statistically. The meatelysis found that despite
significant reductions in family conflict, reggenting the primary mechanism of change,
family interventions did not significantly prevent or reduce alcohol use or wider substance
use, internalising or externalising problem$his suggests that primarily addressing family
processesnay not besufficient. Howeverthis finding should be interpreted with caution

as the risk for type Il error rises with increased statistical testiftie narrative synthesis
tentatively suggests that the addition of components addressing individual functionchg an
extrafamilial factors may increasatervention effectiveness and requires further
exploration. It also raised the potential adverse effects of group delivery (young people

with other young people) of intervention sessions.

This review further highlights the paucity of famihwolved interventions explicitly

developed for cenccurring alcohol use and mental health problems. Only three of the trials
were specifically developed to target-occurring alcohol use and mentalddéh problems

and onlythree of these interventions included components targeting the relationship
between mental health problems and alcohol usene of these studies was a pilot traaid
assessed to be at high risk for many of the risk of bias domamsng the conclusions that
can be drawn. This could further explain the rgnificant effects and emphasises the

need for the development and evaluation of family interventions specifically developed to

target caoccurring alcohol use and mental héaproblems in young people.

The addition of youth focusecbmponentsmay increase intervention effectiveness. Youth
focused components consisted of those aimed at the young person separate from the
family. However, the contents of the youth focusgmmponents varied, including
individual functioning, external factors ranging from peers and education to racial and

cultural issues.
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The majority employed specific theories within Family Systems or Socioecological theory.
Behaviour change theories frohealth psychology were rarely drawn upon with the

exception of one explicitly underpinned BgcialCognitiveLearning theory. This is partly

as behaviour change theories do not aim to alter mental stét€8) Further, family

AYyo2f SR AYGSNBSyGA2ya FGGSYLIWG G2 adzZJR2NI |y
the context of their environment, particularly family, and not internal capabilities and

motivation in isolation, which is often the focus of heghgychology(164)

Few interventions involved care@hts other than mothers, dual parent participation or

family members beyond significant caregivers such as siblings, grandparents, aunties or

uncles. This does not reflect the common current family structures within which young

people are embedded65)P 9ljdz-r ffexs FS¢ aiddzRASa O2y aARSNI
mental health or substance use in relation to young peoples related outcomes and

intervention effects, despite strong evidence of such an imgagt 166) Further only one

intervention was developed outside of the US. With considerable social and cultural

differences compared t&urope this may hinder successful translation of these

interventions to other countrie$167)

Consequently, the systematic review identified a range of areas in need of further research.
First, the exploration of mchanisms at play and how best to involve family members in
relation to ceoccurring alcohol use and mental health problems. Second, the development
of interventioncontent linking alcohol use to mental health problems. Thind,consistent

use of a speific outcome measure for the emccurrence of alcohol use and mental health
problems. Finallyinterventions need to expand beyond targeting externalising problems
and include internalising problems. A full discussion of findings along with a crifique o
included studies will be provided in the final discussion chapiéne following chapter

presents the methodology and methods of the qualitative interviews which explored the
views of end users, young people and caregivers, on the needs of young peibpde-

occurring alcohol use and mental health problems.
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Chapter 5. Qualitative Interview methodology and method<Exploration into
the needs of young people with coccurring alcohol use and mental
health problems.

5.1 Chapter Introduction

In thefollowing two chapters, | will detail the methods and findings of the qualitative
interviews exploring the needs of young people withaozurring alcohol use and mental
health problems.This chapter providgthe justification and implications of thehosen
methodology for the qualitative serstructured interviews and subsequent analysihis is
followed by a detailed account of the methods for the recruitment of participants, carrying

out the interviews and analysing the data.

5.2 Aspectsinforming qualitative interview methodology
Systematic review

CKSNE FNB Ydzf GALX S NYGA2yIlfSa F2NJ dziAtA&aAy3
in which results from one component inform the development of the r{@88) This was

applied within this doctoral work. Consequently, the findings from the systematic review

and the metaanalysis helped inform the qualitative interviews. This was in three main

ways. Firstthe systematic review helped identify the need to explore factors other than

family dynamics and functioning in relation to-oocurring mental health and alcohol use

within the interviews. As such young people were asked broadly alvauat they felt

influenced their alcohol use and mental healtBeconddue to mainly mothers

participating within the interventions, specific efforts were made to recruit fathers and

other caregivers such as grandparentsird, it helped identify the ecologitsystems

theory, which was applied to further interpret the qualitative analysis.

Public involvement

End user, public involvement wdsawn uponto help inform the field work methodology
employed within this study. Public involvement incladaining nsight from individuals
who have knowledge and experience in the area being studied in order to help inform

methodological decisiond69). Here individuals are not considered participants in the
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research, rather are considered lay advisors in the research prté8s As such ethical

approval is not required for PPI.

To inform the qualitative interviews | consulted the Young Persons Advisory Group: North
England (YPAG: NE) on two separate occasions. This consisted ofddr83/2ar olds |

also consulted professionalEhe first public involvement sess®mwith young people and
professionaldielped shape both theecruitment strategies and research methodologyhe
second sessia@massisted the refinement of the topic guides developedther qualitative
interviews. As for the workshomsghtyoung people accessed through a youth group, were
consulted regarding the techniques and activities to be utilised within théesign
workshops. The way in which PPI consultations informed thetgtia¢ interview
methodology will be discussed within this chapter. Whereas implications for tHuesign

workshop methodology wilbe discussed within the edesign workshop chapter.

5.3 Interview and data analysis methodology

5.3.1 Rationale for Sembtructured Interviews

According taVIRC guidelines primary research is recommended to inform and develop
theory to ultimately inform intervention developmel{3). Inductive qualitative
exploration has been found to provide andepth understanding of the health outcomes
of interest(171)along with exploration of participants views, needs and experie(ité2)
Semistructured interviews were adopted as the method of investigation to help generate a
rich and in depth understanding of the views, needs, perceived risk, protective factors,
existing management strategies and supportofing people experiencing €mcurring
alcohol use and mental health problems from their own and caregivers perspeliv@s
Interviews facilitated detailed personal narratives regarding this sensitive subject matter,
which focus groups would not have enabled. Alse,phvate setting of an interview
facilitated the ability to discuss the topic which is inherently confidential and sensitive in

nature (174)
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5.3.2 Approach in conducting interviews

A semistructured approach was employ@éadwhichA y 4 SNIDA Sga 6SNBE aSSy | :
gAGK | (1728xNdei2 tiekey areas, informed by the research aims, are covered
whilst not limiting participants discussions. Whssinistructured interviews are not

normal conversationthey are still social interactions. Thile richness of the resulting

data was dependeron my personalqualitiesand professionaskills (176) | had to listen
attentively to the participahand respond efficiently and sensitively through the use of
probes and follow up questions. This can help the participant open up, clarify or expand on
what they said or provide further informatiofl77) This was further aided dyuilding

rapport and a good working relationship with each participahtvould often attempt to
establish this rapport prior to the interview as this is known tdlfi@ate the subsequent
development of the interview178) The option for young people to meet me ahead of the
interview was deemed importa by the young people consulted during PPI. Throughout

the interview ltried to createa trusting climate in which empathy and understanding was

promoted(179)

For safeguarding purposes young people were interviewed at the place of recruitmant, in
room with a windowand aprofessional nearby in the buildir{@80, 181) Tohelpcaregivers
feel comfortablein participatingin the interviews they were allowed to choose, where
possible, the interview venue. This was frequently at the participants homes or in private
rooms at the university. This gdelp create a relaxed environment resulting in a more

productive interview(178, 182)

The young people anchregiversnterviewedcould be members of the same family or not.

This methodologicalecision was based otekible, sensitive, and practical considerations

With studies of a sensitive nature, as was the case in this study, it can be difficult to include

more than one paitipant from the same familgl83) Howeverinterviewing multiple

family members fran the same familgnablest I YAf &8 YSYOSNAtoBA Sgas WNE
compared and contraste(Ll84) In cases where young people acaregiverdrom the same

family were interviewed, they were interviewed separately. This iwméormed by PPI with

young people, voicing that this would make them feel most comfortable and would
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therefore be more honest and operif more than onecaregiver fronthe same family
wanted to be interviewed, they were interviewed separately. Himvs them to express
their views freely without concern of being criticised by their partremd without one

partner possibly dominating the conversati@iB3)

Topic guides were developed to inform the sestructured interviewgseeAppendix kand
Appendix ). They were designed to guidee and ensure that the main areas of interest

were covered whilst not constraining the interviewg85) Discussions were not restricted

to the specific structure of the predetermined guide, allowargergent issueto be
explored(185) PPI with young people helped inform the structure of the topic guide and
language used ensuring it was understandable and appropriate. Young people suggested
that the sectionon emotionsbe explored prior the part regardinglcohol use Therefore, |
restructuredthed 2 LJA O 3 dzA RS a2 GKI G WSIFaAaASND (2LMA0a ¢
sensitive topics. Thiselpedparticipants to feel at ease, increasing their confidence and
rapport building(178, 186) The topic guides consisted of two parts. The main part
covered questions were momxplorative about their lived experiences. A sgbction

focused on possiblmtervention content and practical considerations for intervention
development.The topic guides were adapted throughout to reflect emerging themes. The
topic guides used with carers were developed to align and be comparable with the young
LISNBE 2y Qa G2LIAO 3IFdzZA RSO

Someyoung people interviewed may struggle to express themselves particularly due to the
sensitivity of the topic areg187)p ¢CKS dzaS 2F adAYdz dzd& YI GSNRI |
employedwith young peopldo help stmulate and structure conversations withgard to

potentially sensitive topicand to make the interview process more interestisge

Appendix M. Similar aids have been utilisedccessfullyn related areas of investigation

(188) To accommodate for different preferences, competencies and experieyioang

people could share their ideas in writing through the use of a spider diagram as an

alternative or in addition toverbal discussns. This als@llowed young people time to

reflect on the topic of discussion.
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5.3.3 Sampling Strategy

A purposivesamplingapproachwas adopted, iwhich participants were selected based on

a range of key characteristics related to the research questions. Maximum variation of

these sample characteristics was sought. This facilitates a diverse range of perspectives and
in turn the comparison of comsting accounts, which aids the development and testing of
arguments(189) This contributedo aricher, more nuanced and wefibunded

understandingof the factors if f dzSy OA y 3 @ 2odzyirAng hli®oLuseSma O 2

mental health problems, along with areas of need

Young people were sampled for maximum variation according to the following
characteristics(1) Age; (2) Gender; (3pcioeconomicstatus (SES)4)whether young

people had accessed services or;i{8) Ethnicity. SES was determined by the location

from which the young person was recruited rather than individual level socio economic
status data. The area postcode wagered intothe Index of Multipe Deprivation(190)

This is based on income, employment, education, health care, disability, crime, housing and
living environment.An ecological indicator as opposedao individudevelone was used

due to the established difficulties in gaining SES indicators for young people. In addition,
parental income or occupation as a proxy measure off@B#®ung peoplas often deemed

as inappropriate for research purposg®9l). Sampling young people who had accessed
services/received a diagnosis in addition to young people who had not, provided insight into

what help could have put in place prior teachingthis point.

Carers were sampletbr maximum variationn regard ta (1) Their relation to the young

person (2) Socioeconomic status ) gender of their child4) The age aheir child (5)
Ethnicity. To aid consistency, the SES of parents and carers was also based on the location
from which they were recruited, inputting the postcode into timelex of Multiple

Deprivation(190)

The interviews were conducted until data saturation was considered to have been achieved.
This is whemne no longer identifies new emerging them&®m the data during analysis

Analysis commenced during data collection and continued throughout the write up process
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This iterative approach facilitated the identification of emerging themes and provided
insight inb when data saturation had been reach@®2) This determines the sample size

andfacilitatesa deep understanding a$sues exploredl73)

5.3.4 The nature of semstructured interview data

Within thisstudy| played an active pawithin the semistructured interviewq176, 193)

Data generated arose from the interactive discussions betwmerand the participant

(176) Ifurther developed the meaning of the data through interpreting participants
accountg(182) The chosemnethodological approach was aimed to generate the most in
depth understanding of young people’s needs, areas of support and associated risk and

protective factors of capccurring mental health and alcohol ugEr6, 194)

5.3.5 Approach to Data Analysis

Thematic analsis waemployedto analyse the sermstructured interviewg195) This

analytical approackonsists of identifying, analysing and interpreting themes within the

data. A themée€aptures something important about the data in relation to the researc
jdzZSadA2ys YR NBLINSaSyta a2vySsS ¢ S@St 2d950LJ (G SNYy
The data from caregivers and young people from the separate families, were analysed

together in order to contribute to the understanding of the needdamilies in supporting

young people witlco-occurring alcohol use and mental heagitoblems. Thematianalysis

enablesa compatibleandflexibleanalyticaltool (195) Grounded theoryprinciples

including inductive and constant comparative methedse drawn upon throughout

thematic coding(196, 197) ! vy A Y RdzO0G A @S W onadieingoyed dzitidalyisis JILINE | O K
being data driven, as much as possible, as opposed to the researeéiengosing theories

onto the data(195) Constanttomparative methodsvolvedcontinuously comparing the

similarities and differences within and between the sources, data and cated@8é3% This

method wasapplied to every level of analytic wonk orderto develop initial codes inta

more analytic onesThis methodwvas applied tdacilitate amore indepth analysi€196)

Analysing thecaregiverdata and young person data of separate families together, along

with data from family members from the same family aided the comparisons and
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contributed to a holistic undestanding of the needs of young people with-@ocurring

alcohol use and mental health problems.

Writing was carried outhroughout analysis, as it enabled further opportunity for analysis,
reanalysis and reassessmgmB8) In the earlier stages this took the fowhwritten notes
and annotations.Whilst at tre final reporting stage this process further contributed to
exploration, interpretation and explanatigd95, 198, 199) Themes were presented to the
supervisory group to challenge the thematic structure and allow a deeper understanding
and interpretation of the dat4195, 198, 199)

Thematic analysis is compatible with tbdtical realist stance of this research as this
method is not associated with any specific epistemological or ontological stance. Rather,
emphasis lieen the researcher explicitly outlining the philosophical orientation of the
study, (195, 200) In keeping with the critical realist orientation it is understabet

andysis is mediated, often subconsciously, by the restrictiomesf#arches knowledgeand
the assumptions of their culture and norms from their sositting (103) Consequently

this was continuously explored through reflexivétyd presentedin section2.4.

5.3.6 Ethical considerations

Although participants were not recruited through NHS servib#$S ethics was deemed
most appropriate due to the sensitive naturetbke studyandthe young age of the
participants and associated possible vulnerability. Due to the sensitive subjects being
discussed with both young people and caregivers, participants were reminded of the
voluntary nature of the study throughout. Ifehe were any signs of distress, paying
particular attention to norverbal cues, the participants were offered to either take a break
or to end the interview at any poir{R01, 202) In addition, | expressed to the participants
that they did not have to answer if there was anyththgy did not feel comfortable to
share. This was in an effort to avoid participants experiencing perceitregion into their
personal liveg203) These efforts were also put in place to address the unequal power
distribution whichcan arise between researchers and participgidi®l, 204) For young

people additional measures were taken into consideration in regard to poyeamics.
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Young people were consulted throughout to ensure their involvenagt inclusionn

shaping the research during the PPI sess{@08) Based on discussions with the PPI group
it was deemed essential to providegift voucher in order to thank tmefor their time and
involvement. However, he appropriateness of paid compensation for young people is seen
to be conflicting in the literature with concerns regarding how this may contribute to the
already unequal power distributiof206) Thus, yung people were informed prior to the
interviewthat they would receive gift voucher regardless of whether thégok part inthe

interview or not.

Further consideration was required when more than onaifg member from the same
family, (young person or caregiver) were interviewed. Confidentiality was maintained
throughout, meaning that | had to ensure not to disclose any information from the first
interview with one family member to other family membenrsthe second or third interview
(204, 207) If family members specifically engenr about information discussed by their

family member it was explained that this could not be shaf&@#)

Involving young people in research can cause increased ethical concerns compared to other
areas of research, thugquires further attention to their safeguarding whilst enabling them

to participate in researcf208) As such, according to tHdRC guidelines written consent
together with assentis required fromyoung people under the age of {809) Althought

is recognisedhat maturity is not defined by a chronical age, research hadigigied that

young people, from the age of 14, have decismaking capacity and therefore should be
allowed to take part in minimal risk researaithout parental consen{210). Requiring

parental consent, can lead to some young people being unable to participate which can

then impact the validity of swies. This can be due to not wanting parents to provide

consent or parents being unable (210). Furthermore, requiring parental consent
YAYAYA&aSa &2dzy3 LIS2LI SQa | dzizy2Yeé |yR O02yaSi
research.This igarticularly an issue with at risk groups, including the population

approached in this studyoung people experiencing mental heafiftoblemsandalcohol

use andleadsto underrepresentation of this populationThis together with the study

beingpurely exploratory andlid not involve anntervention, led to the decision that
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parental consent wasequired for those aged 12 and 13 buat for thoseaged 14to 17

(211) This decision was approved by the NHS ethics commifiée. ethics committee
suggested applying Gillick competence guidelines to further gauge whethé#ttoel5

years old demographiavere competent in being the sole prioler of consent.These
guidelines, applicable to public health research, were originally establishadierto

gauge whether a young person aged 16 or younger is competent to consent to their own
treatment, without parental knowledger permission(212) | completedrecommended
reading and online trainin 5 3+ NRAyYy 3 DAfft AO0] /2YLISGSyOS
t F SRAFGNRO wSaSINOKQ da NBO2YYSYRSR oé@
the NHS ethics committelehad telephone access to a member of the supervisory team
throughout the entirety of the interviews. This was to ensure that if any safeguarding
disclosures arosehey could be discussathmediatelywith the social worker, paediatrician

or a paediatric pychiatrist, which form part of the supervisory team.

5.4 Interview Methods
5.4.1 NHS Ethical Approval

Ethical approval was gained from West Midlat@sventry & Warwickshire Research Ethics
Committee in December 2016 (reference 16/WM/04%geAppendix I The application
covered both the qualitative interviews and the-design workshopsl also gained

Disclosure and Barring Service (D&$roval in December 20X6e2 Appendix hl

5.4.2 Eligibility Criteria

Young peopleaged 1217 or caregivers with children aged-12, from the Northeast of
Englandwho had experienced or were currently experiencing mental health problems

(internalisingand externalising) and engaged in alcohol use simultaneously were included

For the followingA Y R A @adéititmtal céhdiersations took place with gatekeepers and the

possible participant in regard to treppropriateness of them taking part:
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1 Individuals, witrsevere mental health problemdetermined through the proxy
measure of the idividual having an associated healthcare professional such as a

psychiatrist or a psychologist.

1 individuals who had a cognitive impairmedetermined through the proxy measure

having a statement of special educational ne€8EN}uch as a learning fifulty.

1 individuals with any associated safeguarding conceeraminedhrough the proxy

measure of the individual having an associated social worker

Interviews were to be rearrangediifdividuals were visibly grossly intoxicatedwere

unable to provide informed consent

5.4.3 Recruitment Strategy

Young people were recruited through a range of settings in the North East of England.
These included schools, alcohol and drug services, charities, youth offending services and
local youth dlibs.A working title for the field work was develope8T ARSTudy exploring
AlcoholRisks and mental wellbeing to aid the recruitment procedures, ensuring that the
study title was simple and memorable and was used in all study documentaitamg

people were recruited through three maalternativemethods.

1. Gatekeepers informed of the eligibility criteria approached young people and
discussed the study with them amovided an information leaflet. Most frequently
the gatekeeper wouldhen arrangea convenient time for the young person to meet
me to discuss the study. Alternatively, the young person provided their contact

details and assent to be contacted to discuss participation witmtlgself

2. | visited recruitment settings and informgeung people directly about the study
and provided information leaflets. The gatekeeper then arranged a time convenient
for the interview to take place at their service for those young people wishing to take
part. Again, young people could provideitheontact details and assent to be

contacted to discuss participation directly with me.
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3. Posters and/or brief summaries on, for example social media platforms, detailing the
STAR study could be displayed within different recruitment settings. Thisagpro
enabled potential participants to contact me directly rather than going through a
gatekeeper. If they were interested in taking part after speaking with me an

information leaflet was sent to them.

It was ensuredhat all participants had a minimum @# hours to make an informed
decision to take part or netllowing time to discuss their decision with their carers if they

so decided

Similar recruitments techniques were employed witiregivers Method one was the most
frequently employed. Settgs includedschools, alcohol and drug services, Newcastle
University, charities, and community centregoung people who were interviewed could
take an information leaflet for their caregiver who could then contact me if they were also
interested in takilg part It is important to notecaregiversecruited did not have to be the

specific caregiversf the young people interviewed.

During recruitment participants from higher SES proved to be harder to access. In regard to
young people this was addressed by increasing recruitment threagbolsn higher SES

areas or covering a broad catchment area encompassing higher SESTdreasame

methods wee applied for caregivers. In addition, information regarding the study was
distributed onthe Newcastle University staff homepage, Newcastle University parents
network group page and to the parents network group mailing li$tere were also

difficulties in recruiting minority ethnic participast However, the recruited demographic

reflects the predominant population of the Northeast of England.

5.4.4 Interview Process

Most interviewswere conducted on a ont-one basis Onlythreeyoung people and

caregiveswere members of the same famil{the remaining young people and ceseere
not relatedto each other. Allyoung peoplevere interviewedwithin the recruitmentsetting
whilst carerswere interviewed in eithethe recruitmentsetting, private university roomsyr

their home, depending upon preferencé&.oungpeople had the option of bringing a trusted
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adult as an observep the interview. None of the young people opted for this. Although
two young people asked to bring a friendaasobserver, in one case the friend left part way

through.

Prior tothe interviewl explained the study to the participants and answered any
subsequent questionsl explained clearly what confidentiality and anonymisation entailed.
It was explained thathey would not be identifiable in subsequent publications or reports.
It was also explained that if they disclosed that they or any other person was at a serious
risk of harm then confidentiality would be breached. Assent/ Consent was sought
dependenton age. All participants agreed to the interviews being atetiorded. The
guestions were structured using the topic guide. Twemig emotion cards, along with
blank cards, wer@ntroduced at the appropriate section of the topic guide. Young feeop
had some time to go throdgthe cards and select the emotions they felt they experienced
most frequently. The selected emotion cards were then usgatompt conversations and |
probed around factors that had led to those feelings, support and stresetiiat helped

with those feelings and whether these emotions were linked to alcohol use aAlall.

participants received a £10 gift voucher as a thank you for their time and participation.

5.4.5 Data Analysis

The datafrom caregiversand young peopleyere aralysed together.To ensure that |

gained an understanding of the daaad remained reflexivd,completed comprehensive
field notes reflecting on the interview contenAll interviews except for one which
transcribed weretranscribed by grofessional transcription company. All katim

interview transcripts were cleane@pelling)and anonymised This together with repeated
reading of the transcripts further facilitated my familiarity with the dataalsoconduced
informal preliminay analysisby hand on a subset of transcripts from the earlier interviews.
Thisenabled the identification of patterns within the data which aided the development of
emergentthemes to guide exploration in subsequent interviews. Howgwevas not

possible to carry out in depth data analysis throughout data collection due to the nature of
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recruitment. Recruitmentwasa verytime-intensive process and resulted in gatekeepers

providing sporadic groups of participants

NVivosoftwarell, was used as arrganisational tool to aid analysighe topic guids,

research questions and cod&sm the initial transcripts contributed ta preliminary coding

framework For organisational purposes, tibaregiveR I G | yR (KS @&2dzy3 LIS
was analysed withitwo separate NVivo files, using the same initial coding fram&wohis

facilitated comparisons between the datanitial stages of analysiavolved applying the

coding framework to aid theodingof eachtranscript individually. Codes represent basic

aspects of the data which relate to the overarching research ques(i®)Within Nvivq

codes are visualised as nodegich stores the coded text. To organise and categorise the

nodes, in line with the coding framework, these were structured according to overarching
categories, categories and subcategori€sding consisted of a balance Wucket codin@

(broad brushed) antfoding in detaifp W, dzO1 S O2RAYy3IAQ Ay@2f @Sa (
according to broad aspects of the datd. KSNE & WO2RAYy3I Ay RSOFATQ
reflection and explorationThecombination of both enabled an efficient way of initially

approaching the complex and rich s#tdata(213) This involved an iteratiyerocess of

creating new nodes and merging existing omdgere neededvhilst coding each transcript.

As analysis progressdiis evolved into more detailed anieh-depth coding and reoding

within eachnode, resulting in the refinement of eachnod@hitt A &4 NBFSNNBR G2 |
' YR NB&E@ihvdlvetl r@coding content from one node to another, merging nodes,

creating new ones and removing nodeSpproaching analysis in this way enablae to
recontextualisehe data withinconceptsas opposed to thepecific transcripts This

facilitated an understanding of whaeéach concepéntailed and to move awayrom

individual case analysis to thegng (213) Nodes were rarely deleted rather were labelled

WNEB ((218)5AR Such they were no longer in use but were there as a reference point to

keep a recorchow the analysis had evolved.

Further methods were employed to deepen analysis and aid tBegri Constant
comparative methods consisted obmparisonsvhichwere made between for example
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age, gender and levels of difficulties, often based on whether the participant had accessed
treatment services or not. This facilitated understanding the influence context had up
experiences and issues associated witkocourring alcohol use and mental health
problems(6). Negative case analysis involved exploring deviant edsel challenged my
theorisingand aided the exploration of alternate theories to help build a deepe

understanding of the underlying mechanisms of the phenomenon in question

Notes were written throughouénalysido aid the development of key emerging ideas;
enabling progression to a higher analytic level (33). This included reflective thoughts
regading codes and associated concefitsy codes were associated with other and how
they could be combined toreate themes and sub themgealong withideas for further
analysiq213) These consisted of both handwritten notes and the use of the annotation
and memo function in Nvivo Annotations were used to illuminat specifigiece oftext
within a transcript. Whilst memos were used ilation to specific nodes and handwritten
notes were regarding both single transcripts and nodresther, a visual representation was
used, in which codes were jotted down onto post it notes, which could then be grouped,
further facilitating the undersinding of the relationship between codes and the formation
and refinement of theme$195) The emerging themdselped further identify suitable
theories. Subsequently, emerging themes were contrasted with the theories and the wider
literature. Data analysis sessiongth a member of my supervisory teanelped develop my
conceptualisation throughout analysasid provided further opportunity for reflexivityThis

was alongside Esfrequentdiscussionsvith the wider supervisoryeam.

Analysiontinued throughout the write up process. Whilst writing up each thehrefined
each one to ensure coherency, consistency, and distinctivengss. process was aided by
guestioning each themes meaning and underpinning assumptions. | also checked that

together the themes all contributed to the same overarching picture.
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5.5 Chapter Summary

This chapter has discussed the methodological considerations alongside the specific
methods employed for thgualitative semistructured interviews and analysis. The

following chapter will present the findings ftre qualitative interviews
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Chapter 6. Qualitative interview findings; Exploration into the needs of
young people with ceoccurring alcohol use anthental health problems.

6.1 Chapter Introduction

This chaptepresentsfindings from the qualitative interviews carriediiowith young people
andcaregivers As outlined in chaptefive, interviews exploredqung people and

OF NBIAOBSNRA A idflmence®opntribued tlyoumgh@BOi LIt NGCKErring 2
alcoholuse and mental healtproblems. They were also asked to reflectearsting
management strategiesupportand any areas of needn a subsection of theinterviews,
participants were asked toonsider possible content for an interventiomhe findings
formed four main themes: (1) Relationship between mental health problems and alcohol
use for young people; (Jocioecological factors associated withamzurring mental health
problems and alchol use; (3) Individual and Familiasourcesn support of the young
person;(4) Intervention principlegEach theme is explored with emphasis on the

relationships between them. Quotes are provided to illustrate the themes presented.

6.2 Participant demographics

A total of 37 participants consisting of 25 young people and 12 caregivers were interviewed.

The characteristics of participants are presented in the table below.

Table6.1 Characteristics of participanisterviewed

Young People N (25)
Age 12 3

13 4

14 6

15 3

16 4

17 5
Gender Female 16

Male 9
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Ethnicity Black British 1
White British 24
Diagnosis oengaged in a treatment Yes 7
service NG 18
Socieeconomic status Low socieeconomic status 20
Medium socieeconomic status 5
High socieeconomic status
Caregivers N (12)
Relation to child Mother 9
Father 2
Aunt 1
Age of their child 12 2
13 3
14 4
15 1
16 0
17 2
Ethnicity Black British 0
White British 12
Their child has a diagnosis or is engagd Yes 5
in a treatment service NG 7
Socieeconomic status Low socieeconomic status 8
Medium sociceconomic status 2
High socieeconomic status 2

The findings will now be presented. The first three themes reflect the exploratingk

and protective factors, existing management strategies, support and areas of need. The final

theme presens the practical considerations of what an interventigould look lik€

Whetherparticipants had a diagnosis meceivedireatment, is noted alongsidéhe quotes.

Please se€&igure6.l for the visualisation of the four themes arfi@ble6.2 for the linked

subthemes.
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Theme 4
Intervention
Principles
(preliminary
intervention ideas)

Figure6.1 Visualisation of Themes

Theme 1
Alcohol is my friend:
mental health
problems and alcohol
intertwined

Theme 2
My family, my life,
and my world: the
context of alcohol and
mental health
problems

Theme 3
Individual and familial

resources in support of
the young person

Table6.2 Summary of themes and stthemes

Themes

Subthemes

1. Alcohol is my friend: mental health
problems and alcohol intertwined

No subthemes

My family, my life, and my world:
the context of alcohol and mental
health problems

2.1 Intrafamilial factors

2.2 Extrafamilial factors
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3. Individual and familial resources it 31 , 2dzy3 LISNR2YyQa NBaz2dzNOSa
support of the young person
32 / I NBIAPSNDaA NBazdz2NDOSa +y

3.3 Receptiveness of the young person to fam#iapport

4. Intervention Principles (preliminary 4.1 Raise awareness and management of problems
intervention ideas)
4.2 Flexible family involvement

4.3 Mode of delivery

6.3 Theme 1:Alcohol is my friend: rental health problems and alcohahtertwined

Young people drank alcohol for a variety of reasons, including socialising and having fun
with friends. However most young people also expressed the role alcohol played in coping
with a range of difficult emabns. This was mainly for young people over the age of 14 and
included both those in treatment and those who were not. These psychological symptoms
including anxiety, low mood, stress, loneliness, anger, disruptive behaviour and lew self
esteem were assmated with a range of difficulties they were facing in their lives. Whilst
young people aged 12 and 13 also expressed these difficult emotions and behaviours,
alcohol use was mainly introduced and monitored by their parents or other family

members. Aswgh, they did not drink in reaction to their mood or to socialise with friends.

Most young peoplaged 14 and over reported thalcoholuse and at times other

substances, helped theforget, escape, relieve stress and manage emotions and
psychological symptomsWhilst others talked about alcohol offering an opportunity to
enhance positive emotions such as feeling carefree and happg.role of alcohol in

managing these emotions wast driven by conscious consideratioriRather, for most

young people, drinking was simply an automatic reaction to their emotional difficulties. This
was often inferred when talking about the positives and negatives of drinkihg. positive

effectsof alcoholwere only deemed temporary, with the difficult emotions quickly
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returning. At times already during a drinking session and otiwbenthey wereno longer

intoxicated. Despite effects beirsport-lived alcohol wasonsidered an ally

WL § ho) taimEme, relieved me and took the pressure of me. It was

AA00AY3 GKSNB YR L ¢l & 2daAad tA1ST a, Sasx
FNASYR®E WS t I NOHAOALIYd mcX CSYFEST ! 3SR
WLY (GKS 3INIYR A40KSYS 27F (hphyahd~z AU A& 2dz
then the rest of the day beingsadag@ t F NI AOA LI} yiG m13X alfS>

attends CAMHS

In contrast, mostaregiverslid notraisedl KS L2 aaAof S f A gidntaldhé&iiihg SSy
problems andalcohol usevhen probed around possible factorssa®@ OA F 6 SR A GK (GKS
alcohol use. This may be suggestive of many caregivers being unaware of this potential link

for their child Rather caregiversvariablyattributed alcohol use to peanfluence with the

belief that this was typical behavio@@2 NJ @ 2 dzy 3 LIJS2LJX S GKSANI OKAf RC
understood as acialand developmentahorms. Severalcaregiverdrew upon their own
SELISNASYOSa (2 KStL yI@GA3al (S appdacksamhiflyNSF &2y

reinforced the view that it was simply a part of growing up.

WLF LYY G2Grffe K2ySadx L KzySadte 0(KAY]
hay R ® ¢KS@UNB 3F2Ay3 G2 3IF2 2dzi FyR (GKSe&d
and | used to go out and do it, and there was nothing the matter with me.

L RARY QU KI @S lyeée AaadzSa 3I2Ay3a 2y FyR (K

growing upbRarticipant 32, Mther of daughter aged 14

This was further corroborated bysanall numbeof caregiveravho explicitly expressed that

they did not think theirchild used alcohol as a coping method for difficult emotions and
psychological symptoms. This included bodginegverswhose children were in treatment

and those who were not. Nevertheless, they acknowledged that this relationship may be
LINSASYy G FT2N W2 iKSdowegverenSa T LIY2 IKSAPY I Q¢ RIAB R 06
the difficult and upsetting naturef considering the possibility that their child was drinking

due to being unhappy and experiencing difficult emotioAdthoughthis was not explicitly

discussed by these caregivers, it was voiced by those caregivers who felt that their child was

using atohol as a coping mechanism.
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WLGQa y20 OSNE yAOS F2NJYS (G2 GKAYy]l Yé R

get rid of her feelings. If she was going to do it | would rather she did it

just like normal teenagers do, but not to the extent where [Daughter 1

doesitQ® t F NIAOALI Y omXZ a2iKSNJ 2F RI dZ3K{ SN
Only a minority otaregivereexpressed thathey thought thati K SA NJ OKAf RQ& Ay ONJ
and drug use wasn part aresultof ther OKA f RQa AYUSNYy It A&aAy3d FyR ¢
In these instancegheir children were ofteraccessing treatment servicedisplayinghigher

levels ofovert or knownsymptomsincluding anger, antisocial behaviour and anxiety

WL GKAY]l Al olfO2K2f dz,éSVG A& fun y ] SR G/zxA
everything behind and forget everythisy t I NOUAOALJI yuU onZ az2uKSN
daughter aged 13

Young peopl@ & vy | KeNdctédih@tét only did their emotions influence their alcohol

use butalso thatalcohol use could in turn negatively influence their d¢imos. Many

accounts demonstrated that drinking was associated with their emotzmtkactions

becoming enhanced, unpredictable and unmanageable whilst intoxicated. On many

occasions, it led to increased upset and anger, arguments and fights, allabf @child

further compound negativeraotions. A minority of young peoptiscussed long lasting

effects on mood.These young people hadceived professional supponvhich may have

lead to an increased awareness of effects. Heleghol was thought nbonly to impact

mood and anger but changes in their personality and identity.

W{2> AT L RNAY]l 6KSYy L IY ftA1SE 2y |I R29g
like crying, upset. But, sometimes, | can like, start off on a really happy

and | am jumpin@nd dancing around, having a nice time, and then like, |

will get a phone call off a certain person, or something and that like, it is

like, I have hit the top of the rollercoaster and then all of a sudden, it is a

massive drop down and then it is likeher anger, or screaming and tears

Fd GKS o020G2Y® | 2dz 2dzall R2y Qi 1y26 K2g @
10, Female, Aged 16

WL gl & ljdzAGS 3F22R G KARAY3I AlG ol fO2K2f
everything. | was always angry, and | always fidg, low moods and stuff.

L ¢l a 2dzald a2 L R2yQild (1y26> Al OKIFy3ISR
Aged 16, Attends CAMHS
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A minority ofyoung people did not think that alcohaffectedtheir own emotions

negatively, they suggested that letting alcolmpact your emotions was a choice.

WeKS@QNB 020K &LXAd dzlJ F2NJ YSZ 0SOF dzad S

FYaANE 2N FYyeuKAYIdPQ tIFNUAOALI YU HoZ al
These young people were typically not in treatment, with lower levels of psychological
symptoms. They explained how they took their mood into consideration before drinking,
thereby avoiding becoming @il Yy 3 NE RNA Yy | SNJ 2 NJ (Participapt 12 NJ { K
Female, Aged 16

Despite this awareness of the shderm psychological impas of alcohol useyoung people
were less aware of lontgrm psychological consequences of alcohd. usor those young
people who received treatment, thifid appear to raise awareness and facilitate the
adoption of new coping mechanisms instead. Neitbleort-term nor longterm

psychological effects were considered by caregivers when discussing possible negative

t

02y aSljdsSyO0Sa 2F GKSANI OKAf RQa [|-ter@phigsicdl dza S o

consequences were overwhelmingly the area of concer

WeKFEGQa GKS NRA&1& LUY Y2NB 62NNASR |02
I 02dzi> 20@0A2dzateés RIYlI3IAYy3I &2dz2NJ 62Re |
0K2dAKG D 2 KSYy aKSQad RNHzy1 X AlGQa Y2NEB

her surroundings are. Not being alideget home. Getting attacked like
she did the other day at the Met@Rarticipant 37, Mother of daughter
aged 15

Young people discussed a rargfeshort-term negative physical consequendasluding
hangoves, passing out, throwing up or getting hurt and injured (such as falling ofzer).

many participants, thesenegative consequences did make them feel worse, leading them to
momentarily want to change their drinking habits. Nevertheless, they generallyned to

their original drinking behaviourFor some young peoplatoxication and the negative
physicalconsequences shared the same desired efféisttraction from the difficulties being
faced and the psychological symptoms they were experiencing. wids mainly for young

people in treatment, with increased severity of symptoms. ®agexplained how the
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negative physical consequences of alcoholema@d provide the same desired effect as self
harm, distraction and relief. Thereforee often sawintoxication as an alternative to self

harm. Here, selharm would mainly take place when alcohol was not accessible.

WeKSy GKS ySEG RIFe L ¢2dzZ Rydid S@Sy o6S5 (K
people that | fell out with, | would just be too focused onlmangover.

¢KSY (KIFG yAIKG L ¢2dzZ R RNAY]l F3IFLAYyoeQ ¢t |
attends Alcohol Treatment Service

WLG o6& SAGKSNI 0KI G ORNAY(lAy3IAB>S 2N fAT1S
drawing the pain away mentally to physical pain, whichiagas a shor
GSNY STFFSOGPQ tFINIAOALIYG mTX alftSx ! ISR
Allyoung peopleand caregivers were aware of th@ng-term physical health consequences
of alcohol use However, caregivers were not as concerned about these risks as compared
to the shortterm physical risks. bbstyoungpeople did not actively consider them in their
day to day lives. There were some exceptions for younger participants, exemplified in the
quote below from a 12 year old. She had never drunk al¢eeating thatthis was due to

physical health risks involved.

WLGQa o0FR wlhfO2K2f dzaS6 FyR L R2y Qi ¢l yi
LQY 2f RSNJIX® NIFEANAVOAKA WA MHX CSYFfSsE ! 3SR
6.4 Theme 2:My family, my life, and my world: the context of alcohol usand mental

health problems

Young people andaregiverdiscussed a range of intrafamilial and extrafamilial factors
which influenced caccurring mental health problems and alcoligke Young people and
caregiveremphasised different factsrand associated mechanisms. Certain factors
appeared to directly influenceither mental health alcohol useor both. Other factors

would impact mental health which would turn drive alcohol use, or vice versa. Across the
narratives, it was clear that these factors could interact with each other and with mental
health and alcohol use.Please se&igure6.2 below, whichdepicts the bidirectional
relationship between alcohol use and mental health embedded within and interacting with

the multiple ecological systems.
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6.4.1 Intrafamilial factors
Familial relationships

Some young people discussed hmlationships across nuclear and extended family
members, encompassyrexperiences of conflict, parental divorce and family illness could
directly influence emotions such as low mood, anger and disruptive behaviour. Young
people expressed how alcohol ddun turn be used to cope and escape from these difficult
relationships and associated emotional challeng€aregivers did not discuss familial
relationships as a possible risk factor, but focused heavily on associated extrafamilial

factors, discussedithe next section.

In relation to divorce, most young people reflected on the resulteduced contact and at
timesabsence of a caregivémainly fathers) In these instances thelationshis were not
perceived to be nurturedby the caregiversometimes extending to feelings of rejection.

Some participants furthetiscussed confliavhich could arise frortheir caregiveR d@ y S &

partners.
W[ SFRAY3 dzLJ G2 GKS ¢SS1a 2F 3I2Ay3 OF YLRAY
aK2dzf R ff GF1S RNAY|®YIDEgESYAYSIRGAR &
telling us off more and my mum started telling me off. Then it got worse
YR 62NARS YR (KSy Yé aAraidSNXae aradSN |
YR L gl a OFdAK{G NAIKG Ay (GKS YARRESo® L
todNAY 1 L @Aff 2dzad RNAyYy]l G2 YI 1S vYeasSt¥

drinking againQParticipant 9, Female, Aged 14
W, SOl dzaS L 2yfé aSS KAY wClIUKSNB 2y 0S |
more. He doesn't understand. He's mostly listening to her jstem], not
YSTE Fo2dzi éKIFG L &I fakesn@feeRezbEangryy R £ £ (K1
and distresse®Rarticipant 4, Male, Aged 17, Received Diagnosis
Family illness and disabilitynpacted young peopléoth directly andindirectly. There was
direct upset ad worry caused by seeing a family member unwatll in pain. Atimes,this
led to bereavement and further distrestndirect effectsincludng a fear of themselves
becoming ill in the futurevere evident Furthermore, it could also lead to newiacreased
caring responsibilities This could involvaot only caringfor the ill family member, bualso
for younger siblings
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WL GKAY1Z ¢6KSy Iff (GKAA aGdFF KIFLWSYSR ¢
cancer], | did go through quite a horrible stage. RiQG YSIy (23X o6dzi L
found myself biting easily and flipping. | was being quite negative about
SOSNREOUKAYIOD LG ¢l a dzlJaSadaAay3ao L g2dz R
fA1SE aL R2yQil (y2¢ 6KIFIiQa oNRYy3IOD L FSS
wasK dzZNJII Ay 33 | NHdzZAy3a gAGK LIS2LIX S L OF NBR |
Female, Aged 14

Many young people also spoke about positive and strong relationshipgavitty

members. This wasot always with thei caregiversandcould often includdamily

members sich as grandparents, aunts and uncles, siblings andsegnts. The narrative

of young people touched upon feeling loved and s#feingable to communicate, be open

with, feelng supported by and spenidg quality time with these family members. Aiies

GKS LRaAGAGS NBfFGA2yaKALA gAGK (GKSasS 23G§KSNJ

poor relationships or absemaregiversoften linked to divorce or bereavement. However,

this did not always counteract the negative impact of poor relatiyps withcaregivers

WL GKAYy]l 0SOlFldzAaS Y& RIFIR Kla y244 06SSy GKS
GKSNE FT2NJ YS YR 200A2dzatée F2NJ Ye Ydzy Y2
Female, Aged 17

Familial Substance Use and Mental Health

Caregiverand young people expresseduttiple mechanisms in which familial substance
use impaced co-occurring alcohol use and mental health problenSsame young people
andcaregivemarratives suggested that the frequenseof alcohol use by family members
includingcaregiversaunts, grangdarents and siblings, introduced a sense of normdlcy

also introduced accessibility and opportunity to engagalaoholuse.

Wh2NX¥IFffeé gKSY Y& Ydzy FyR RIR FINBYyQlu Ay:
ask if | want one, a drink. | normally say yes, buf |80 SNJ 1 Sf & R2y Qi KI
GKFEG YdzOKZI 0SOldzaS 20@0A2dzateée L R2y Qi oty
mum and dad that | have had alottodrifk t | NI AOA LI yG y=x al fS=Z
Young people andaregiversalso discussed how higher levels of parental alcohol and
substance use was directly linked to mental health problefarental substance use could

causedistresswithin the family and the impact on familial relationshipsThis in itself could
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further influence young people to drink to relieve distregsmnority of caregiverdelt that
Tl YAt @& YSofacshekpald bezad&errentfor children under the age of 13.
However this effect was only seen as temporargs peer behaviour became more

influential, young peoplstill engagedn alcohol use.

W Sax a2 akKS lftglrea o yiSR KSNJ RFR® 2 KS
substances]Kk S dza SR G2 32 FT2NJ RIFéa 2y SyRI | yR
2dziz LIX F@Ay3 dzLJ F2NJ YSI &abSheiwshtdtd aKS RARY
KSNJ RFR®Q tFNIOAOALIYG oHZ az20KSNI 2F RI dz3

Q

The above quote is from a mother whose partner was interviewed separately. Interestingly
there was a stark contrast in their narratives regarding the possible reasons for their
daughters dinking. Whilst the mother talked about the impacts of her partners substance

use, this was not raised by the father. Rather he discussed the influence of peers.

WLT &2dzNJ FNASYRa RNAY( X &2dz R2o LF¥ @& 2 dzN.
depends onwhoouarewithQ t | NOAOA LI yi op=X CIFUOKSNI 27F

This highlights the different realities experienced by each family member but also

LR OGSYyGaAlrffe GKS RAFTFAOdAA G yl Gdz2NE 2F O2yaAiRSN

2yS0a OKAfR

A minority of young people discussed family memli@ngntal health problems, in relation

to their own mental health but not in relation to their alcohol use. Young people and

OF NE3IAPSNE SELINBaaSR G(KId FrYAfte YSomeSNDRE YS
environment, resulting in feelings such as loneliness and disruption to the rest of the family,

impacting relationships and contributing to conflict.

WasSIK>Y fA1SY 6KSYy aKS Aa dzyKFLILR L FSSt
only like me and my nm and my dad so if she is unhappy then she is not

really speaking to my dad or me very mzid t F NOAOALI YiG mMX CSYL!
16
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6.4.2 Extrafamilial influences
az2zaild &2dzy3a LIS2LA S I yR O NB 3 A-a&inilig menialihsidittd dzi S R
problems and kEohol use to an array of risk factors external to tamily rather than

intrafamilial factors. At times this was alongside familial risk factors but quite often these

familial factors were not discussed at all.

WLGYAa y2i KSNI doiNgdtfitk Sebide framkihe oHsEid N | f £ &
Participant 13, Female, Aged 13

Peer, Social an@ultural norms

Young people and caregivessongly believed that alcohol use was typical for yopegple

2F GKSANI OKAf RQa | 3S 4 A eighbofirhadKaBdisbidetyJSTRiNI 3 NP dzL
seemingly masked alternative reasons for drinking amongst young people. In fact, most
caregivers felt that young people drinking alcohol was an inevitability, due to it being

socially and culturally accepted. Thisattribl8y 2 F GKSANJ OKAf RQa I f O2F
social norms could inhibit caregivers to reflect on how they themselves contributed to this

drinking culture, through their support and management strategi&his is discussed in

depth in the suktheme 6.45.6.4.5

WLEG olaxs tA1SY SOSNER2YyS R2ySyauriz oAy3dS R
FNASYRE& I NB R2AYy3ID LT @2dzNJ FNASYR& RNRY
€2dz R2y QiU @ L& RS laORiBigant 35y Fathek & & 2dz | NE g A

daughter aged 14

Young people expressed how the need to alleviate these symptoms and cope wathltdiff

life events were embedded in and interacted with social and peer norms. Consequently, the
mental health problems of young people appeared to increase their susceptibility to social
norms and peer influence in relation to alcohol and other substané&nking with their

peers couldnadvertently introduce drinking as a coping mechanism for the young person.
The alcohol could provide an unexpected relief from their symptoms, negatively reinforcing
alcohol use. Some young people explained how theylevthen instigate social

opportunities to drink with their friends when theyere upset, stresseddfeeling low.

Some young people may have also learnt that alcohol can be used as an act of alleviating
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difficult emotions through seeing their friendsactively drink alcohol when they were low

or angry. Whilst a minority voiced that although they would always drink with their friends,
their own reasons for drinking differed from that of their friends. They believed that their
friends purely drank tsocialise with peers whilst they themselves would drink to cope.
Although they did not always think their friends were aware of tfikis was another

example of how the norms surrounding adolescent drinking could mask drinking to cope.

o

YQUi 1y260 L ¢g2dzZ R 32 G2 0
> |

WeKSY S L K G
f G[ SGQa 2dzad 32 2dziP£€ Q t | NIA

R
AG sl a 1

2
AlS
Young people talked about how alcohol provided an opportunity to socialise with friends.
Socialising gavihem the opportunityto hang out,have fun and an opportunity for bonding.
This could lead to momentary feelingshatppinessand provide an escapeBeyond
facilitating an opportuity to hang out with friends, young people also liked the effects of
disirhibition. It helped young people feel more comfortablesocialsingwith their peers
andmade iteasier tomeet new people as it made them feel more relaxed, confident and

less seHconscious.

AodSa ez2dz O2y FA ﬁeéyéﬁemz (Il KN (Bédzéi\i'ji:j di)fAé“[KSS
NE y2i &dKéz 2N I yedKAYyI®Q tF NIAOALI
LG o1& y20 dzyiAf (GKS @2dzy3 LISNE2YQa f O2K2f¢
age and peer related nornthat peerswould questiond K S & 2 dzy dlcohdlubEh 2 y Q &

Peers would therronsider other possible reasons fibkeir friendsdrinking. Even in these

instances it was difficult for family membersrecognisethis. Young people would often

strategically and successfully hide it from them. Rather, this wias ofoticed by their

friends, boyfriends or girlfriends who had a better insight into their drinking habits.

W S&aX YR GKSY Y& FNASYR&a 4SNB fA1ST a2K
RNAY(1Ay3d8 L R2y Qi (1y26: GKBEENBFIOIKB>IELdza G f
YR L gla&a tA1ST a2Stfx ¢gKIG R2 @2dz YSIyK
odyouareZ ¢ Wt I NOAOALI yi wmpX CSYI{S> ! 3SR wmc:
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School environment and Academigork

Young people and caregivers talked about how aspects of school could influence both their
mental health and alcohol use directly. The pressure of school work, deadlines and exams
and conflict with teachers were often discussed as causing stress, low arogel, and

anxiety. This was across both those receiving treatment and those who were not. A
minority of young people talked about how caregivers often did not understand the

pressures they faced at school which could further exacerbate these difficulties

Y Sao L NBIFffe 3ISi FyaNkR 6KSy GKS GSF OK
G2 KAG GKS (0SIFOKSNJ az2YSGAYSaszx odzi L 1y29
Male, Aged 17.

Many young people discussed how these school stressors could influence theirlalseho

in which drinking could helmanagethe stresses and pressures of school. Young people
andcaregiversalso recounted an additional direct pathway to alcohol 0&eung people

had the opportunity to socialise with older peer groups across sch@kyehen they

transitioned from low/middle to high school. This introduced an unbalanced power

dynamic and norms associated with older peers, which in turn could influence young

LIS2 L) SQ&a Ff O02K2f dzaS FyR RAANMzZIIAGS O0SKI @Az2d

QX
A
(s}

WheQd GKS 2fRS&0G Ay KSNI 8SINE a2 ¢6KSy
able to go the older one and stuff and then she got hanging around, with
0KAA 02&X | yR (GPSricipantilo, RdihSrRDawyNgr y 1 A vy 3
aged 14
Academic work emerged as a protective factor for some young people in relation to alcohol
use and externalising behaviours. This was mainly the case for girls. A smalbigyoupg
people andcaregiversalso talked about how school, especially at GE®#, tould
influence their desire to do well for their future, motivating them to change the amount
they would drink and influence behaviour. Many young people, and some caregivers,
explained how their engagement in extracurricudativities and hobbig such as sports,
music and horse riding, resulted in less time and opportunity for drinHihgs. was across

both boys and girlsYoung people were less likely to drink, in order to avoid being hungover

for these activities Furthemore, young people xpressed how these activities provided an
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alternative form of stress release than alcohol use to manage their emotions. These
activities may have also reduced the boredom that a few young people andawagiver
raised as leading to drinking and antisddehaviour These activities were at times quickly

droppedby the young persowhenthey werestruggling with their emotions.

Wh2( 42 VYdzOK y26¢6 WORNAY{Ay3A6=Z
f

SO
NEGAAAZYD® L oFyid (2eRgd@St t

0 |
dQ I
Challenging and Traumatic life events
Young people of all ages and caregivers often spoke about a range of challenging events and
situations that young people faced and needed to navigate which could cause significant
distress. Young people damed how this would iturn impact a range of emotions
including their mood, anxiety and salsteemoften leadngto alcoholuse todistance

themselves and escape these life events

Many young people discussed frequent arguments, fall outs and bgilanmongst friends
and wider peer groups. The resulting upset and anger were often directed at family
members which could often in turn, contribute to tension and conflict within the home.
Further, caregivers would often attempt to intervene, encouragh®young person to seek
new peer groups, however young people often feared that this would result in not having
any friends at all. This could also lead to arguments and contribute to the young person

feeling unable to seek support from their caregivergarding friendships and wider peer

difficulties.
Wl SQa | OSNE |yaINkE OKAfRI OSNEO® LT a2Y
OFff SR 2NJodz f ASR 06SOlFIdzaS KSQa oSSy |
OFft SR KAY YR OFff SRswhénhetdinsOMdl yR SO
YR GF1Sa GKI {-Parizpant34, Mothgr@dsonlaged St @
Y., SOl dzaS aleéez AT aKS area GKFGX akKsS at
a2YSGKAYy3 G2 GKAa 3IANI OGKFG aKS FSSt f

a
LI SIa$ R2WMOUARSE aG. SOFdzaS AdGQftft YIS YS
a2YSGKAYy3 3AFLAYy G2 YeasSt¥To . S0l dzaS L
Participant 19, Female, Aged 14, Attends CAMHS
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A range of young people talked about traumatic life events or experiencas.wahk

associated with increased anxiety, low mood and distress. This was particularly evident in
interviews with girls. Some young people discussed having experienced attacks such as
being beaten up and/or jumped on by peers. Others talked abdtitulties with

relationships including, threats from their boyfriend or girlfriend and more rarely incidents
of nonconsensuasex. A minority of young people also discussed witnessing interpersonal
violence betweercaregivers At times this led tohe involvement of police and social

services which at timggsrovided additional distress.

WYe RIR gl a NBFffeé RNMzy1Z FYyR KS GKNBIGS
Then my dad basically punched my mum, she fell to the floor, and then my
dad stamped on hetfOS ®Q t I NOAOA LI yi myX CSYIfS3 | :Z
Caregivers rarely discussed traumatic experiences faced by their child. This may be
suggestive of distancing from the sensitive and upsetting nature of these experiences. It
could also reflect that the caregiver doest recognise this traumatic event and-co
occurring alcohol use and mental health problems as related. This is reflected in two
contrasting interviews, with a parent and their child, in which only the young person

discussed the traumatic incident she haxperienced expressing that she had shared this

with her mother, whilst the mother did not raise this in her interview.

WA U —cabg@@syal sex] obviously is affecting me in some way, since then
Yeé | yEAS(e Rartgipadt 23] FemaeNEGy& @8ends
Alcohol Treatment Service
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6.4.3 Theme 3: Individual and familial resources in support of the young person

All caregivers wanted to support their child/family member with the varied challenges they
faced. However, there was a cleaariation in how weklequipped caregivers felt they were

to do so. This can be understood as resources, including knowledge and supportive skills in
relationtoli KS @& 2 dzy 8o-odc8rMdatcghd &ise and mental headthdtheir own
emotional and instrumental capacity. Youpegpple themselves also varied in theivn
resourcedo help themselves cope, highlighting not otitye importanceof developing their

own internal coping skills but also galvanising familial support.

6.44 ., 2dzy 3 LoSsdlEces\ard Etrategies

Both boys and girls across all ages often found it difficult to understand the challenging
emotions they were experiencinglhis is exemplified in the quote below in which a young
girl was experiencing difficultiesser a long period which she could not initially put into
words,wondering whether she was goitgY | (Raficipant 13, Female, Aged)13 This
was further demonstrated by often needing help in understandingé#emotions and
behaviours they were experiencing through the help of peers or family members.
Professional inpubften only took place once symptorhed become unmanageabénd
overt and,more rarely, when an incident of sdiirm or suicide had taken plac& his was

partly due to being unaware of when or even whether to seek support.

WIg FANRG L RARYUG NBlIffe 0GKAY]l YdzOK 27
ISGOAY3 62NBS YR 62NBRST L gla GKAYylAYy3:
Participant 13, Fema| Aged 13

W Sas yR L GKAYy]l GKFGQA LINRBOLF O
FyeaGKAY3A dzyGAft FFOGSNI a2YSGIKAYIQ
1y296 6KSGKSNI G2 O02YS FyR aLlSlI |
Aged 15

fe y2i NB
a KI LIWSyS
G2 az2ySz2y

Young people developed coping mechanisms themselves to manage their emotdmiist
a minority were taught methods from school mentors and other professiongiese
AyOf dzZRSR ONBI GAGS 2dzif Siasxs WIHt2ySnnfirhmar SQ> LK@

support from friends, family and school staff and, more rarely, specialist supfgrhe of
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these strategies, including going®A 34 % Sy 3l 3Ay3 Ay SESNODAAS |y
time to yourself, enabled the sandesiredlevel of distractio, relaxing/ destressing and

forgetting, as alcohol use. These approaches could represent alternative coping methods to
alcohol and other substance us&hechosen activities and techniquearied between

young people and were very specific to tharth Odzf | NJ @ 2dzy 3 dniiS NBE 2y Qa Ay

personalityand socioeconomic status.

W2 AGK GKS t02K2ft3 L 1ySse AL é6layQid KSt LI
dzLJAa St @ ¢KI 0Qa ¢KSy L OFYS (2 GKS NBFfAal
GKA&aDPE ¢KSYyEKS TadMdS R tlik NIAOA LI yi HHI CSY
WL FGSNI L adkFNISR aSSAy3a | GKSNYLAAGOD L {

glrea FT2NIYS (2 O02LIS®Q tIFNIAOALIYG mTZ al

Although at times less helpful strategies were adopted, as discussbdth young people
and caregiversThesecoping strategiesanged fromwithdrawing self from othersover
eating, distraction, denial, bottling upggression, gang affiliation, disruptive behaviour and

routine use of alcohol andht times,wider subsance use.

WIA1SET SAGKSNI GFE1Ay3a 0 S
R2 Aa L LdzyOK GKS gt ffz

Male, Aged 14

2 yS 2NJ 2dza i
CI

azy ,
GKSy KdzNIi & 06 dz
645 / I NEIAAGDSNDa NBaz2dz2NOSa FyR adN)»GS3AsSa
Caregivers and young people frequertthi G NA 6 dzi SR G KS OKAf RQa SY2i,
alcohol use with thei® K A de®@gmental stage. As such, this was ofieen as a normal

part of development that would naturally pass over tiniEhis was epitomised in the

FNBIjdzSyid RA&O2dzZNAS 2F KSkaKS Aa 2dzad | wielLh
and symptoms often going unrecognised, until higher levels of symptoms were reached. In

other instances, a minority of caregigeand professionals actively did not want to label a

@2dzy3 LISNB2YQa RATFTFAOdA GASaA a AG sl a GKSy L

symptoms.

WL GKAY1=Z o6& (KS (GAYS LIS2L)X S NBO23yArasS i
changes in behaviour, putdown to hormones, you put it down to, oh, it is
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just teenagers, oh she has had a falling out with somebody, or there is a
028 2y GKS a0SyS>z 2NX |yR L GKAYy1=Z 1ljdzAGS
normal teenagestuf) t | NI A OA LI yi on&dl1a2GKSNJ (2 Rl dz

qu a@@ﬁ 32@@{90 XAY$yqrf,KSrfﬂK tyé @Nﬁ
uKSe ) RSLJN\Béé}SBZ | NS; uKsSe UF,(A{%Z I N\BVUKSé )
NAIKIDPQ t I NOUAOALI YU opZ CIFIUKSNI 2F RIdzAKU

Caregivergried to do what they thoughtvas best for their child Strategies specifically

used in relation to mental healtimcluded emotional support and practical support which

involved listening and offering advice, providing space for the young person to calm down,

intervening in circumstaces causing distress (such as bullying), breathing techniques,

rewards, writing letters as a method of communicating concerns, monitorigwever, this

was often not felt to be enougandthey did not always feelvell equipped Many voiced

that they needed guidance and support for their child. Caregivers felt that it was not clear

where to turn for advice and supponvith a small set of caregivers explicitly expressing that

they feltthat there was no suitable support out there for-oocurring mentahealth

problems and alcohol useConsequentlycaregiveRd &G NJ 6§SIASE 6SNBE Ay T2

perceived to be the key influences of mental health problems and alcohol use. As most

caregivers perceived mental health and alcohol use as separate fnerarmmther this then

translated into separate strategies. Whereas young people expressed the need to explore

what they were experiencing and why they were drinking.

We¢ KSNB Ad y2 KStLI F2NJ 4SSyl 3ISNAR ¢6K2 | NB
controlQ tcipadiB2, Mother of daughter aged 14
5dz2S G2 GKS LISNOSAYSR aSyasS 2F AySoAdGlroAaftAde
to manage the shorterm physical risks associated with intoxication rather than preventing
alcohol use altogether. Caregrs providedalcohol within the home, ranging from sips, to
being allowed their own alcoholic drin&nd at times with their peersThis was sometimes
restricted to special occasioasid holidays. This strategy was used across all ages. For
most youngpeople under the age of 14, this was their only source of alcohol and drinking
experiences. It was believed that this would make alcohol seem less exciting and that they
would be less likely to drink with their peers. Inadvertently, it may possibljoremthis

drinking culture.
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WL GKAY]1l AT AGQa I RSTAYAGSTI dab2s y23I y2

try it. So, at Christma®©n holiday, we got them, it was only like a little

Malibu and Coke LIS NK I LJ& L & K2 dzf RyK®@ithHe@IS I RY A
GKAY1>X AF &2dz YIS AG ftA1S GKIFG GKSYy
YR RNAY{1PQ t I NIAOALIY(H 00X az2liKSNI 27

These techniques were heavily socially informafluencedby the past experiencesf the

caregiversaschildren Caregivers expressed how their own parents badd the same

techniquesandthatil KS& (G KSY A& St @S a Sotetuzbsaredivers siztegigs] | & Q¢
werein direct opposition of theiownLJ- NSy 4 Q& | € O2K2f dz&hém KI 6 A (0 &

taking a completly different approaclhwith their children.

W SIFEKX (KIFIdQa ¢KFG Y& YIY RAR TF2NJ dz
we were, | think we were probably about sixteen, but it would be shandys,
a couple of shandys each, with your friends. But, that detarredrom

gl yaGAy3a (G2 RNAY|]l 2y GKS a0GNBSGaQd t I NOAO

N UY»

y 3

0 A
d

w LIN.

Young people often recogniséideir caregiveQ dttemptsi 2 LINB Sy i WRNAY 1 Ay 3

AGNBSGIAaQ FyR DXAS$ Wediig®as imknitoiied, $UpSvisét and safe.

| 26 SOSNE @2dzy3 LIS2L) SQa yI NN} GA@PSa AYyRAOFGSR

prevented them from drinking with their peers, particularly the older adolescentsThis
may be due to the overriding need for the shoetrm consequences of alcohate and the

opportunity to use it as a method of copirgnd opportunity for socialisation.

W{KS aGAff R2Sayudid NBFfA&AS GKIFIG L RNAY]]

only give me alcohol, if she knows | am going to a party, she knows there is

adultsttS NBE X0 dzix AF ¢S IINB fA1ST 2dzi 2y GKS

gAft atAtt R2 GKFGX o6dzi L ySOSNX
t |

0SO
aiGNBSGaonQ NOAOALI yiG mnx FSYIFfSI |

|
3
Often the range of techniques outlined abowere notbelievedto be sufficient with half of

the caregiverexpressing sense of helplessness, and at times failufais could be
exacerbated by feeling blamed and judged by other parents for their parenting and for the
difficulties their child was facing. Taken togetiiais could lead to caregivers feeling at a

loss and alone, not knowing what more they could do.
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W 2dz FSSt dzy RSNl t dzSR®
€2dzNJ OKAf R R2gy it (K
Participant26, parent of son aged 14
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WL R2 Yy Qi -gloyhding hes férisiOridonths, is that the right thing to

R2K L 2dzaid FTSSt f2a0 o0 SeHrdiarss LLOWMBS yySSHBINN
experienced having a daughter who is drunk beforet | NI A OA LI yi oH X
Mother of daughter aged 12

However, somearegivers reported eventuallyeing able to accessupport for their child,
includingsupport in schoolsyoung people alcohol services, Child and Adolescent Mental
Health services, The Youthfé€iding Team, Early Help andctlServices Somecaregivers
expressed that the supportot only aided their child but alsenabled them to voice their

own concerns, feel listened to and less aloriany caregivers reported that they would

have wanted peventative support earlier. Although, minorityof caregiversexpressed

how support was mainly directed at their parenting and disciplinary skills. This could lead
to feeling judged and blamed for their parenting and the difficulties their child aaisg.

At times thisfurther contributed to the feelings of helplessness and frustration, as often

these disciplinary techniques, such as grounding and clear consequences, were felt to have

already been implemented but without any success.

WeKS®al fodl YS (GKS LI NBydaod .dzix AdGQa yz2i
29, Mother of daughter aged 17, Received Diagnosis
Y2 S R2 SOSNRUKAY3I ¢S OFlys AT aKS NBFdzaSa
Oy 6S R2K 2A0K2dzii LIKe&aAOl fdréf GeAy3d KSNJ
daughter aged 13

The emotional and physical resources of the caregiver also affected the support they were

able to provide to their child. Some caregivers were managing competing demands of work

and caring for other family members. Especiallyases where there was a child with

additional needs in the family. This could result in caregivers experiencing high levels of

stress andead toreduced emotional resource. These factors often led tcaregivers

feelingoverwhelmedand lacking the tim@eeded to support theichild. ¢ KS OKAf RQa YS

health problems and alcohol use couldtselfalso depletehe O NEIA GSNDA SY20A2

resources, leaving them feeling worn ouHowever young people expressed that other
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family membersbeyondcaregiverscanprovide a source of support which was particularly

valuable where support was ntttoughtto be provided by theicaregivers

W{2YSUGAYSa Al OFy 3S(axdstresdedoutlas a1 8>3 AF LQ

Sttt AlG OFyX L R2y Qi NBO23IyAasS Al | & Ydz

RSTAYyAGStEe y20 LISNFSOG Id KIYyRfAYy3I Al00Q

aged 12

WeKSY aKSQa 2o@aXKSdaf d2RSHE Ayvedl 2800 NRGIKSN

gStfx a2 &aKS LINDodnétinéwitRelkayskeheedsS G 2y S

Qt F NOAOALI yi oHZ az2iKSNJ 2F RIddZAKGISNI 3SR
6.4.6 Receptiveness dhe young person to familiaupport

Support strategies bgaregiversvere not always deemed to be supportive by the ygun
person. Young people often expressed ttategivergunitive approaches, including
grounding and limiting pocket money, were unhelpful. Particularly if caregivers did not
explore the reasons for the young person drinking. This could leave the peopte
feeling unsupported. This led to young people further hiding their alcohol use, the

difficulties they faced, and at times not wanting support from caregivers.

Wh23G 6KSYy Al O2YSa i
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iflteltKk SY> GKSy L gAftft 3S dzi
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The majority of young people expressed that their caregivers were lenient, with the aim of
an open, honest, relationship, to partially aid monitoring of risks, teaching their children
how to navigate these risks and caring for thein.these circumstances young people
expressed feeling able to be open, particularly in regard to alcohol use, and as such were
less apprehensive regarding seeking support from their caregivers. Notably, trdsatoul

times result in the undesired effect of continued and increased alcohol use.

W, SOl dzaS L 2dzald FSSt tA1SZT 6A0K GKSY wOl
1y26 L OFy lFftglreéa NAy3d AT GKSNBE A& Fyeidk
really have to lik&keep anything from them. Because they not them type of

parents that would be like well negative towards anything that | want to

doQ t I NGHAOALI Yy(d mZI CSYIfSs ' 3SR wmc
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Caregiver practices were deemed to be supportive by young people when they involved
open conmunication and enabled the young person to feel listened to whilst also setting
clear boundaries. At times though, supportive practices were thought to be overly
protective and cautious which was not considered helpful and led to young people not

wantingto seek support from caregivers

WL RARYQO gtyd G2 aleé addzFT¥ Ay FTNRYyG 27
he( to smother more. | keep u§ing the wordAsmother, but you know when A
AuQa cdzau f )\/1 S d!,N\BH e 2 dz ,21 FeK I'Nb ez2dz |
bS a1 SRZ o0dziXQt I NIAOALI Y mpZ CSYItSs I =
Young people expressed concern and care for their caregivers. Evidently, young people
were not simply recipients of support, many were concernegarding how utilisingheir
caregiversupportwould impact them. Young people spoke about how seeking support
could cause caregivers upset, distress, wagmylt and even possiblgxperiencingolame
with regards towhat the young person wasxperiencing.Some young people also felt that
certain caegivers were more likely to be negatively impacted than others. This included
caregivers with characteristics such as frailty or worry. Therefrenwhere the young
person knew their caregivers would bappotive, the concernfor their wellbeingcoud at
timesoverridethis. Young people also expressed how they themselves could feel fyuilty

experiencing these difficulties despite the love and support of their caregivdrs. could

also prevent them from opening wgbout what they were facing.

WL 1yS¢s GKIFIG GKSe& g2dzZ R dzy RSNRGFYRX | YR
O2dzf Ry Qi L O2dz RyQis> o0SOlFdzaS AU sl a |y
K2 gl a 3ASGGAYy3a RFEYFISRPQ t FNOIAOALI Yy m
CAMHS

WL L d2fR KSNJ 42YSUiKAYy3a ftA1SY aL KI @S 208
R2y Qi ¢l yd KSNJI G2 0SS dz2LJaSis o6SOIdzaS &aKs
glyld KSNI G2 0SS dzllaSieQ t I NIAOALI Yi mMTI a
Most caregivers did not express an igigqito the caring roles young people perceived they
themselves had, dnow this could impact their willingness to seek or receive support from

their caregiver This may be suggestivetbE caregive iaherentassumption that they

themselvesare responile for providing the care and support. This was also reflected in all
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caregiveRa ¢l yiAy3d Y2aild KSELI IyR adzZJR2 NI RANBOGS

A

AAAAA

adzLILI2 NI F YR NBa2dzNOSa RANBOGSR Ga2ne KSNJ OK

with other caregivers in that all she wanted was for her child to be in a better place.

Although some acknowledged that it would be beneficial for caregivers to also receive

support in relation to the needs of their child.

W{23 AT SONMEKARE &Pt R2K/SND ySSR 2 g1 ads
Ol yQi &dzLJLI2 NI YSZ AT AG R2Sayuid KSt LI KSN
to cry on, doesn't help her. It doesn't stop her doing what she is doing, or

FSStAYy3a (GKS 4l & aKS A &of daltdr aggadl3 Wt I NI A OA LJ

WL KSEfLA G2 dFrftl® C2NJ 2dzaid | ROAOS 06SOF
@2dz 1y26 a2YSGKAYy3a GKSYy @2dz KAG y230KSNJ
2LJ0A2ya KSNB |yR (GKSYy @&2dz GKAY] @&2dzQNB

people thatare maybe a bit more in the know about stuff and it does alter

@2dzNJ YAYRXS dal oS ¢S akKz2dZ RyQid R2 GKIFGo
aged 17

6.5 Theme 4intervention Principlegpreliminary intervention ideas)

In a subsection of theinterviews, allyoungpeople and caregiversere asked to discuss

possiblecontent and practicatonsiderations for thelevelopment of a famiinvolved

intervention. This led to the development of thraatervention principles (1) Raise

awareness and management of-oocurrng alcohol use and mental health proble(@3

Flexible famiy involvement;and (3) Mode of delivery.

6.5.1 Rai® awareness and management of eaccurring alcohol use and mental health

problems

The need formproved knowledge and skills around managingocourring alcohol use and

mental health problem&merged from the narrativesThis included the need for both

caregiversaand young people to understand causes, signs and symptoms alongopitirg

strategies foiboth mental health and alcohol use¥oung people, but less so caregivers

discussed the need to understand why one drank alcohol and how this could be linked to
2ySQa Y22R YR SY2iAz2yao
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Participant 17: I would say again, awareness of what alcohol does
wil K RSLINBaaAaAzyd ,Sa>x A0 YI1Sa &2dz KI LILR P

Interviewer: Okay, you think the link between?
Participant 17: WeKS ftAY] 0SG6SSys aLFT @2dz | NB 7

drink alcohol. Yes, you may get happy for the first hour, but what has it
R2yS (G2 e2dzKé¢Q

Partigpant 17, Male, Aged 16, Attends CAMHS

Caregiversargely emphasised the importance of raising awareness regarding the risks

associated with alcohol us&lthough young people acknowledged the importance of

young people being aware of the risks and healthsequences linked to alcohol use, they

SELX I AYSR GKIG GKAA g2dd R y2G 65 &adFFTAOASY
OF NEBIAOBSNE YR 2yS @&2dzy3 LISNA2Z2Y FSt0 OGKIFG (K
I f O2K2f dzd S ¢ | S3E LOSKNWBSHREIKSsOme cilrdgiverdBit that someone

who had experienced alcohol misuse should be brought in to speak to the young person.

When you think alcohol does make you happy for that time, it is hard to

reduce the amount people have,bed&a8 L QY | NBIFfAaAaGAO0 GKAY] !
GKAYl AF @2dz al&sz a¢KIOQa ol Reéx GKS& | NB
LT &2dz alreész a!ftO2K2tf Aa NBItt& oFR FT2NJ @&
fAPGSNES (GKS2Qft 068 tA1S: wadogetée = FyR 158

them to stop(Participant 17 Male, Aged 16, Attends CAMHS

Best thing | think is to have people that have useeglegholics, exdrug

GF1SNERE® L (KAYy]l] GKS@BQNB GKS o6Said LIS2LX S
0S0lIdzaS (KS2Q@S 0SSy GKSNB:Z aSSy AlGzI R2y
tricks of the trade. They know whhappened with their own families and |

think, just that knowledge, that experience getting put across, especially

GAUK {1 ARA 0SOldzaS (KSeQff o6S t221Ay3z (K
0SIFOKSNE ¢gKIFG Y& LI NByd O dednidsi GKSY®dE [ K
been there, seenit,done®. t I NHAOALI yi HTX CFOGKSNI 2F a

Beyond the causes and sympteyit was feltessentiathat young peopldearncoping
strategies regarding mental health problenadécohol useand the ceoccurrence of the two.
Youwng people anctaregiversould not specify whagxactlythese would entail. The few

suggestions included relaxation/ stress release techniques and a diary/tallyabfoluse
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and feelings. This was in conjunction with the opportunity of emotional sugdpan a

professional.

We¢KSe O2dz R IAPS e2dzx ftA1SE AT @&2dz FSS¢
fA1S @2dz2QNB 3F2Ay3 (2 R2 az2YSUKAyYy3I addzlAR
KSftL)I e82dz OFfY R2gy> tA1S | aataNBaa ottt 2
Agedl4

W{GddzZFF GKIFIG GKS& OFy R2 20KSNJ GKIYy RNAY]
Participant 20, Female, Aged 15

Caregiverand young peoplexpressed a need faaregivers to gain an insight into the

difficulties their children were facing arle associated causd®oth intra-familial and

extra- familial). It was felt by young people araregivershat recognising and

understandinghe key signshould be coupled witlhe tools for caregiversand other family

members to applyo support theyoungpeople It was also considered to be beneficial for

the family to have insight into the coping mechanisms that the young people were taught.

Some caregivers felt that they wanted all the support directed to the child, whereas others

raised the need tolao receive emotional support.

BSSKY L FSSt fA1S AGQa 2dzad FAYRAYy3I 2dz
[Interviewer: okay yeah] and a bit of an insight on how their child is

actually feeling and not an assumption of how they are feeling. So

[Interviewer: th G Q& NBF f & AYLRNIIYyG AayQid AGe 08
sat on their room and em a mam or a dad could assume they are fine there

is nothing wrong with them, a typical teenager sat in their room, but you

could go to counselling so again you could alijusee how they are really

feeling [Interviewer: yeah] and ah well all this time actually I just thought

you were fine but really you were just feeling, hiding how youZelt.

Participant 1 Female, Aged 16

WKI0Qa GKFG LI NBffomthatZ 2y BINI DA ODBS I KoK YSK
Participant 28, Auntie to niece aged 12

6.5.2 Flexible Family Involvement

Throughout the narratives, young people and caregivers were unanimous regarding the
need for the intervention to be youtted, and as such, the young person shouldide to

what extent the family and specifically which family members should be involved.
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Caregivers stressed that they wanted the most effective and well received support for their

child. Accordingly, the intervention should be tailored to the youngdefsQd Yy SSRa @

Possibly. But, again, it is understanding it from the child's perspective. |
would say, | can't say what support is needed. | think, that has to come
from the child(Participant 30, Mother of daughter aged 13

It was recognised by both youmpgople and caregivers that some young people and
caregivers would not feel open and honest in front of each other. For all caregivers, and
some young people, it felt important that young people and parents could have separate

sessions followed by joint ssions.

"Usually, people don't want thdjoint sessions with familypecause they
don't want their family to know.Participant 4, Male, Aged 17

WL GKAY]l AG aK2dzZ R 6S aSLINIFGSzT az GKI QG
to somebody without the parentseing there. And, | think, by joining them

together, and having somewhere else, | would walk in with my niece, and

S ¢62dzf R aAld R2gy YR fAaGSYy> IyR GFf1®oQ
aged 12

The majority were more open to this if they could choosechtfamily members to involve.

This could include grandparents, aunts, uncles or siblings. Caregivers also agreed that this
gFra | 3F22R 2LIA2yd  {2YS SELINBaaSR GKIF{i KIF @A
choice, there to mediate would resolve serof the concernsA minority ofyoung people

expressed that they would still nééel comfortable involving thearegivers

Why KSNJ GSNXaszx &8Saszxs ¢gK2 aAKS gl yi
SEFYLX S YILeoS aKSQR ¢l y i miyhbwanty |
WLI NOYySNB Ay 2y a2YSOKAyYy3a GKIF O &
Mother of daughter aged 14

e —

SR AyX
YR y2i
KS ¢ 2dz

6.5.3 Mode of delivery

The majority oparticipants expressed the need for an intervention delivered to the young
person and their chosen family members separately. A minority discussed using a group

based format, with the premise that it would help young people and family members feel
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less argeted, understand that there are others experiencing similar difficulties, and to gain

different perspectives.

w2 § £SIENYyd FNRY SIFEOK 20KSNXWY {2YSiAyYSaz S
a2YSGKAY3 L R2y QG 4SS GKS YAbeyl1Sa Ay Al
Oty LRAYyG GKSY 2dzi adNIAIKG Fgleéd L 2dzad
ANRP dzLIPQ t F NIAOALI YU wnX CSYFESET ' ISR wmp

All caregivers felt that sellnanagement was not a suitable optian which young people

and caregivers would be provided with suppoetimaterial in which to engage in their own

time, without direct professional support. Their concern was that young people and

families would not adequately engage. It was expressed that having a fixed session with a
professional would ensure that time waet aside for it. Young people felt that strict self
management could contribute to the young person feeling increased pressure, thereby
exacerbating their symptoms. It was highlighted that professional support enables guidance
and emotional support, Wch would not be available through selfanagement. Young

people preferred direct support provided by a professional coupled with coping strategies

that they could later apply on their own at home.

W could, but | feel like if someone else like anothenan could see the
emotion, they could compare and give you better advice than a sheet. They
could have been through similar things and tell you what you could do
about it, and how they dealt with it instead of a piece of pa@@articipant

22, Female, ged 14

Whey should have options, because if people rely on other people for too

YdzOKZ F2NJ G22 f2y3as GKSeQff FSSt tA1S GK
they can survive on their owdParticipant 17 Male, Aged 16, Attends

CAMHS

Participantsreferredto specific professionalwho could deliver the interventigrwhich

varied based on personal preference. Their suggestions included youth workers, police,
school mentors, school nurses, counsellors, pedple with personal experience. More
commonly, theindividualcharacteristics and therapeutic stylefthe professionalere
deemed more importanthan their professional background. The individual charactegstic
iy Of dZRSR I & & 2 dhgy\iveredBsiHS el 0 beoye kefatablednon
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judgementl, approachable and possessing good communication skills. Whilst therapeutic
styles included remaining neutral, flexible, solutfmtusedand maintaining confidentiality

All of whichaided the development of a therapeutic relationship with the yourgyson and

their family. Different professions were however associated with certain characteristics.
For example, caregivers felt that teachers, school mentors or social workers were less likely
to maintain confidentiality. Somgoung people also shardtis concern regarding teachers
and further felt thatdelivering an intervention would result in conflict with their teaching

roles It was suggested that this could be resolved through using mentors or teachers who

did not teach them personally.

Whey're teachers, they teach, they're not mental support, you know, they
don't do supportin thattime seng@. I NI A OA LI} yi pxX alfS> ! 3SR

Equally, the characteristics of the environment in which it took place was key.
Characteristics included famility, safety, neutrality, privacy, comfortableness,
convenience, and informality. Certain environments were associated with specific
characteristics although these were quite individugkchools were often associated with
education, with a minority feeligp that difficulties outside of school should not be brought
into schools. Whilst some participants felt that the home could lend itself to familiarity and
safety, others felt that it could become heated in this environmemd impactheir refuge.
Informd, neutral settings such as coffee shop, park, beach, sports centre, football field were
thought to facilitate activities, which both young people and caregivers considered an
efficient way to help the young person feel comfortable, and to build a therapeu
relationship. It was believed that it could be used as a platfomwhich to delve into more

sensitive topics.

Lyéécb L GKAYy]l e2dz FSStf Y2NB O2YF2NIllofS A
GAOUK @2dz2 LQ@S 2dzald 2FFt 2 Rebl®withi 2 & 2dzz | vy
e 2 dzo L GKAY]l 6A0K ORIFIdAKOGSNI m6-1a gStfx
soQ t | )\c') ALI yiG onX az2iKSNJ G2 RIFdAKGSNI |3

W 2dz O02dz R £ SI @S Al GKSNBX &2dz Llzi GKS N
counselling. This is what happensddhis isn't where | go to school, it is
not where | live, it is not where my friends are, this is an isolated place,
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where it is designed for that, all the professionals are tif¢fParticipant
30, Mother of daughter aged 13

With regard tothe length of the intervention. Most caregivers believed that this should be
GFrAft2NBR (2 SOSNEB2YySQa LISNER2YIf ySSRasz gAlK
limit. Young people suggestéétween 210 sessions and most importantly, it was raised

that there should be enough sessions to ensure that each could focus on one specific

component of the intervention.

W, S&az +y K2dNJ aSdarzys AAE K2dz2NA 2F | O
ORI dZZKGSNI m6Qa 0SSy (GKNRAdZAKIKR2g Ol y (K
Participant 32, Mother to daughter aged 14

K
S

6.6 Chapter Summary

In this chapter, participant characteristics and findings from s&muictured interviews with
young people and caregivers have bgeasented The link between mental health and
alcohol ug was raised consistently by young peopldoweverthe relationship between
alcohol use and mental health problems waxt often recognised by caregivershis may
be due to aregiversoften perceivng social norms and peers to have an overriding inflees
onli K S A NAhlcohohuseRTRi& could haveasked the identification of other possible

factors.

A

t F NODAOALI yiQa YIFNNIGADGSE KAIFKEAITIKISR K2g (KS
LINPOf SYa AYUSNIOGA gAGK €2dzy3 LIS2LX SQa OA I
discussed the impact of extrafamilial factoas, opposed tdamilial factors on yong

LJS 2 LJt -&ceuiring@ohol use and mental health problems.

wk &N 06SOFYS LI NBYG I ONRaa GKS LI NIGAOALN
FIEYAEALE &dzLILR NI Ay NBfl iR OQPdNREBEAN2FI VA O2&K
YSY(llIdKKISNEOGE SYad ¢KAA ogta ft2y3aARS (GKS ySS
& 2dzy 3 (HOEeRMpSbCaregivers did not always feel equipped to support their
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child. This meant that carers often relied on socially informed strategies and targbizd

they perceived to be the key risk factors. Furtheemerged that young people were less

likely to seek support if they thought this could negatively impact their carer. Caregivers

and other family members need help in galvanising their knowleskjéls, emotional and

LINF OGAOFE NBaz2dz2NOSa G2 FSSt o06SGGSNI-SIjdza LILISR

occurring mental health problems and alcohol use.

The importance of building familiaésources tasupporttheir childwas irrespective of

whether familial risk factors were present or not. Only a small subset of participants
expressed needing additional help with aspects relating to familial relationships and familial
mental health and substance use. $egure6.3 below, depicting these familial areas of

need.

FAMILIAL RISK FACTORS NOT PRESENT

A
LIMITED FAMILIAL INCREASED FAMILIAL

RESOURCES BUT NO RESOURCES AND NO
FAMILIAL RISK FAMILIAL RISK FACTORS
FACTORS PRESENT PRESENT

LIMITED FAMILIAL RESOURCES INCREASED FAMILIAL RESOURCES

LIMITED FAMILIAL INCREASED FAMILIAL
RESOURCES AND RESOURCES BUT RISK
FAMILIAL RISK FACTORS FACTORS ARE
ARE PRESENT PRESENT

v

FAMILIAL RISK FACTORS PRESENT

Figure6.3 Model depicting familial areas of need

The first steps towards practical considigoas of intervention development have also been
outlined within this chapter This included possible intervention content focussing on

raising awareness and management in relation tacourring alcohol use and mental
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health problems. The need for thetervention to be youth ledin which theyoung person
getsto decide the level ofamilyinvolvement. Finally, some suggestions were provided

regarding the individual delivering the intervention, the location and session lengths

The following two chapterwill detail the cedesign workshops, which formed the final

stage of integrating and shaping the theoretical basis for the prototype intervention.
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Chapter 7. CoDesign Workshops: Methodology and Methods

7.1 Chapter Introduction

The followingwo chapterswill presentthe methods and findings for the atesign

workshops, which aim to develop the theoretical basis for a prototype intervention. In this
chapter therationale for thechosen methodologyo aid the cedesign of the theoretical
basisfor the interventionwill be discussed The specific methods involved in integrating the
mixed-method findings to form the&ontent for the cedesignworkshogs will be outlined

This is followed by detailing the specific methods involved in recruitrmantingthe co-

designworkshops and developing the resulting outputs

7.2 Methodology
7.2.1 Rationale for Ceadesign workshops

Theimportance of end user and stakeholder involvement in the development of
interventions is well establishg@3). This often involves a mixed method design which can
facilitate both a deductiveas used within thesystematic Reviewgnd aninductive @s used

in the qualitative interviews) approach to producing an evidence base for a novel
intervention(214) What is less clear is how best to integrate the evidence from a
systematic review and qualitative interviews effectively, whilst also intéggagnddzi S NA Q
LINBFSNByOSa yR ySSRa (GKNRdJZAK2dzi GKFG LINRPOSa
developed methodological guidance on howinitegrate evidence, involving etesign
workshopg(214) This was designed mmplementthe MRC guidanckr the development

of complex health intervention63). As suclaspects othe methodological calesign
processRS @St 2SR 0@ h Q.infednmSdyhis FegeRrchO2 f £ ST 3 dzS &

The guidance consists a severstepsystematic processThese steps caoe modified and
tailored to a specific intervention context and target populat{@i4) For the purpose of
this thesis,developing the underlying theoretical basis #oprototype intervention,steps
one to fourwere used to guide the procesd his formed two stages. Stage one involved

developing the calesign workshop content and consists of step one aval Stag two
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encompasseé the running of the workshops and presenting the resulting theoretical basis of
the prototype intervention, and associated logic model. This is in accordance with the final
step within the MRC intervention development guidanoémodelling processes and

outcomes(63).

7.2.2 Approach to developing workshop content: integration of mixedethod findings

The integration of mixeanethod findings can be challenging particularly if the findings
conflict(215p W9 @A RSy OcBnsit of lsuimBiafi€sybiikay@ndings from the
systematic review and qualitative interview@14) This technique was employed to form
the basis of the wdeshop contentThis allowed for any possible conflictlie discussed

with the public and stakeholders during the-design workshop§214)

A pragmatic decision was taken rtotcarry out the initial workshop to develop intervention
principles6 AYAUALFf AYyGSNBSyGA2y ARSFAOD & OF NNASR
principles were already derived from the second halfhef qualitative interviews This
involveddiscus®ns regardingvhat an intervention® 2 dzf R  f Theube of qudit&tice

interviews to explorgoractical considerations of interventiaontenthave beerutilised

ahead ofworkshopswithin similar intervention development studi€216) Furthermore, an
authentiaty check of the evidence statements could still be provided within the main

workshops which werearried out(214) The development of evidence statements and

intervention principleswithin this researchiepresents stepneofh Q. NJuflahcea

Togdl KSNE (GKS WS@PARSYOS adl dSySydaQ +FyR WAyYyGSN
of the initial intervention strategiegtangible features of the intervention content). This was

to ensure that initial intervention strategies were grounded in theteah issues and needs

of the end user, the young people and caregi@®4) This approach is recommended as it

can sometimes be challenging for participants to think of specific intervention strategies

(217) As was found to be the case within the sulbsgcof the qualitative interviews
O2YyaARSNAY3I WgKIFG |y Ay(lSNDSett sdtepyooD2 dzAf R 2 2
hQ. NASya 3dzARIyOSo
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7.2.3 Approach tothe running ofco-designworkshopsand resulting outputs

Running theco-designworkshop

Caodesign workshop are a suitable method for involving end users and stakeholders in the
co-development of interventions as they do not involve discussing personal experiences
Ratherthey focus on the practical and tangible aspects of intervention dguakent (214)

The running of calesign workshops enabled an authenticity check for the research findings

from the systematic review and qualitative interviews. The workshops were an opportunity

to explore the acceptability and feasibility of th@ervention strategies and develop them
FAdZNIHKSNE € SFRAY3 (G2 O2NB AYyUSNBSyildAz2y &aiNY GS
(214)

Workshops weralelivered separately for young peoplegregiversand professionals.

Further, age specific workshe wereplannedfor young people due to the considerable age
range of 1217. These considerations are important in helping participants feel comfortable
and able to contribute to discussiof818) However if thoseecruited were peers or
classmates age specific workshops would not be required, as this is also known to facilitate
discussion$219) The workshops took place in convenient and neutral locations for all
participants as this has been found to be important for the success of the delivery of a
workshop(218)

Activities were usetb aid the delivery of calesign workshops. This required my ability to
be flexible and patient, enabling new ideas to be explored whilst ensuring that activities
remained productive and in line with the objectives of the worksf@4, 218) Two main
techniques were employedFirst, personas were utilised. These ficétious examples of
end users providingtangible andengaging imaggto refer to whilst developing an
intervention (seeAppendix Rand Appendix § Thisenabled the developmental process to
remain enduserfocused(220) The personas were based on narratiyiesn the

explorative partof the semistructured qualitative interviews. The purpose of the personas
within this research study were twofold. First, it formed a clear introduction to the

difficulties that the prototype intervention aims to target. Sedoit also helped remove
134



the focus on participanf®wn personal experiences, rather forming discussions based on a

fictitious persona.

tKS aSO2YyR AYUSNBSyiGA2y GSOKYyAljdzS Ay@g2f gSR |
analogy.Comparing intervention development to that ofaking a pizzaaids the
understanding of thesteps anccomponensrequired to develop an interventio(218) Ina
public involvementonsultation with young people, they explained that they felt the activity
was clear to follow and would help facilitate discussions. They also liked the idea of
including a related ice breaker at the start of the workshop, where tteyd introduce
themselves and two of their favourite pizza toppings and one of their least favodritey

did however express the need for the facilitator to make sure that discussions remained
focused on the task at hand. The same exercise was usedregiversand professionals,

K2 ¢ S@SNJ dzi A vy &s tHecahalodyy B ertsureQitaf|alb participants could express
their views both verballynd in writing they were provided with post notes so that they
could write suggestions down alongsitthe verbal discussionsThiswasdesignedo

accommodate for different preferencesid competencieg221, 222)

7.2.4 Codesign Workshop Analysis

A pragmatic approach to thematic analysis was applied to the workshop findings, as utilised
by OQrien andcadleagues in their work214) For each of the intervention strategielset

specific sections dfanscripts, workshop materials, and field noteferring to thesewere
collated. For each strategy the linked data was searctf@decurring views and

suggestions regarding the intervention strategies whilst also identifying and examining any

differences.

7.2.5 Codesign Workshop output

The workshop findings taken togethetth the systematic review findings, qualitative
review findirgs and selected theomgsultedin the development of aisuallyfocusedlogic
modelwhich summarised the key intervention components and how these are theorised to

impact desired outcomesAlso known as therogramtheory (223) This is the fourth step
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AY hQ. NASyQa Y2RSt o 5dzNAyYy 3 AYUSNBSyiliAz2y RS¢
tool. Itis not staticrather itcan be refined throughout this proce€24) The building of a

logic model requires conceptualising each of the four parts of the model. These include a)
outcomes; b) behaviours which directly affect the main outcomes; c) determinants

associated with those betviours; d) the intervention strategies which are linked to

changing the determinant®25) This process requires systematic thinking, clarity and

specificity which aids the refinement the interventi@?4) Ultimately the development of

logic models can contribute to the success of an intervention as it can aid the identification

of gaps in component parts onderstanding of the intervention process, the underlying

mechanisms, can then be addresgé@, 224)

When developing interventions it is important to consider the possible unintended adverse
outcomes which can occur and the mechanisms in which these opgt2a6 These can
Ay Of dzZRS WKIF NYFdzZ SEGSNYyIFtAGASAQ 6KAOK NBFSNJ
interventions targeted outcomes. Harm can also encompass an increase in outcanes th

the interventionisA y ¥ OG0 AYAy3 (42 LINB@SyGs (y2s6y | a
RSLIAOGAZ2Y 2F (0KS&S dzyAyiSYyRSR FIROSNARS STFSOI
aim to complement logic mode(227) The identification of these possible harmful effects

can inform the refinement of the prototype intervention in an attempt to reduce the risk of

harmful effects(227)

7.3 Methods
7.3.1 Eligibility Criteria

The Inclusion criteria remained the same as for qualitative interviews for both young people
and caregivers There was an attempt to recruit a wider range of diversity as this was
missing from the interview sampleTherefore, the samgampling criteria was used for the
workshop recruitmentgee sectiorb.3.3. An aditional criteron wasadded for

professionals who were not included until thisipt; professionals working with, or having
worked with, young people aged 47 years, experiencing mental health problems and are

engaging in alcohol use.

136



7.3.2 Recruitment Strategy

Participantswere recruited through the same approaches as adoptedHterdualitative
interview recruitment. The recruitment and sampling strategies outlined in section
5.3.3 along with the NHS ethics approval (covering interg@nd cedesign workshops) in

section5.4.1

Additional recruitment strategies were also employed. The young people and caregivers
who took part in the qualitatie interviews had the option within their consent form to
express an interest in being contacted for the future workshofisvas made clear that this
was not obligatory.If they were interested, they were provided with a consent to contact
form in whidh they provided any contact details of their choice. Five of the young people
included were recruited through thfirst method. One additional young person, who had
not previously participatedyas suggested through a gatekeeper. Similarly, two caregivers
were recruited through the first method although one was gained through snowball

sampling.

t NEFSaairzylrta gSNB NBONHAGSR FNRY | NIry3aS 27
youth gioups. This wamformed by participantsliscussionsegarding suitable

professionals to deliver the interventiomithin the qualitative interviews Gatekeepers for

the recruitment of young people and caregivers were contacted and asked whether they

would like to partake in the workshops. They then approached colleagues, providing an
information leaflet suitable for the study and provided them with a leaflet. If professionals

wished to take part either their details were passed on to the myself whatjreontacted

them, orcommunicationgemained via the initial contact

7.3.3 Development of calesign workshop content: the integration of mixeghethod

findings

First, thefindings from the systematic review and the qualitative intervievese compiled
Thisg & R2yS o0& fAalAy3d (GKS SOARBARNG®sdraavn I NI y 3
FNRY GKS aSO2yR LINIL 2F GKS AYOGSNIBASGHA 0 LINI C
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f 2 21 rebuked B Practicasuggestions for intervention content anelivery. Theseare
listed as intervention principles (early intervention idea$hgether theseevidence
statementsand the intervention principlekighlightedthe areas which need to bargeted

within the intervention. Please see evidence statementsdantervention principles below

Evidence statements

a) Primarily addressing family functioning within an intervention may not be

sufficient

The systematic review and metaalysis demonstrated that existing family

inventions, in which th&eymechanism of change was reductiangoor family

functioning and dynamics, were not found to be effectivilae metaanalysis

concludedthat the family interventions were effectivén reducing the mechanism of
changerepresented by the measure &mily conflict. This emphasised that

targeting this mechanism of change may not be sufficieM® RdzOA y3 & 2dzy 3 LJ

alcohol use and mental health problems.

b) Family interventions may benefit from including youth focused components

The systematic review amhrrative synthesis tentatively suggested that the
addition of components addressing individual functioning and extrafamilial factors to

young people alonenay increasentervention effectiveness

c) Need to directly address link betweeiSy G f KSI f 6K LINRof Sya |y

The systematic review demonstrated that although thenfly inventiongargeted
common underlying familial factors most did reattuallyaddresshe link between
alcohol use and mental health in young people. @higeinterventionsdid this,

and it is not clear how Hdepththis was.

d) Group delivery (young people with other young people) can have adverse effects
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9)

h)

The systematic review and narrative synthesis reported that a ghaged family
intervention led to advese effects on subgroups of the participants for externalising

symptoms.

t I dzOAGe 2F AYGSNBSyiGAzya ALISOATAOLT @
I f O2K2ft dza$s

The systematic review highlighted that the majority of trials and family interventions
target externalisinggroblemsand alcohol useOnly aminority were designed to

target internalising problems alongside alcohol use.

CKS NBfIFIIA2YaKALI 0Si6SSy YSyidaltf K8RAaK
SO2ft 23A0Ft FI OG2NA

¢ KS |jdzl £ A G I derhadsSrated yhat BeNddipré&adl gelationship between
alcohol use and mental health problenssembedded within, and interastwith,

@ 2dzy 3 LIS 2 LI S Q@&onsequénlyh dompéeBeasivéppraach within an
intervention needs to be takenvhich targets both the link between alcohol use and

mental health andhe interactingsocicecological factors.

Buildingfamilial support

The qualitative interviews outlinethat irrespective ofwhether family risk factors
are present or nqgtthe caregiverseed help in galvanisirteir support. This
includes buildingheir knowledge and skills to feel better equipped tgport their

child with their ceoccurring mental health problems and alcohol use.

5S@St2LAY A &2dyvB 0K YfaSyGa O2 LAy 3

L 2dzy3 LIS2LX S faz2z ySSR GKS 2L NIdzyAde
YSOKIFyAaYa (2 KROOINNANWES KEKEANK OFR |
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Intervention Principles (initial intervention ideas)

(1) Raie awareness and management of eaccurring alcohol use and mental health
problems
Findings from the sub section of the qualitative interviews repottezineed for
both caregiversaand young people to understand causes, signs and symptoms along
with coping strategies for mental healthlcohol useand their ceoccurrence. The
specific strategies raised by young people includddxation/ stress release
techniques a diarytally of alcoholuse and feelingsandemotional support from a
professional.Caregivers suggesteadising awareness regarding the risks associated
with alcoholuse f 1 K2dzZaAK @&2dzy3 LIS2LX S RAR y20 GKAY
drinking.

(2) FlexibleFamily involvementwithin intervention
Findings from the qualitative interviews suggest the need for the intervention to be
youthled. As such the young person should decide to what extent the family and
specifically which family members should be involved.

(3) Mode of delivery
Findings from the qualitative interviews suggested that the intervention needs to be
delivered by a professional and delivered #i@sessionsCharacteristis of the
professional is key rather their profession itself. The individual characteristics
AyOf dzZRSR | daeé2dzy3d LINRPFSaaraz2ylté otKSe SN
judgemental, approachable and possessjogd communication skills. Whilst
therapeutic styles included remaining neutral, flexible, solutfonused, maintaining
confidentiality.Equally, the characteristics of the environment in which it took place
was key. Characteristics included familiarity, safety, neutrality, privacy,

comfortableness, convenience, and informality.

The second step involved developingial intervention strategies, tangible features of
intervention contentneededto addressall the areas identifiedwvithin the evidence
statements and interventin principles.As such, for each evidence statement and

intervention principle corresponding interventiostrategieswere developedTheresulting
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30 initialintervention strategies were used as a tool to form the basis for conversations
within the cadesign workshops. Participants could choose which ones they would like to
discuss. It was not intended for all of these strategies to be included within the theoretical
basis of the intervention, or to limit what could be included. Please find the possible
intervention strategies tabulated alongside evidence statements and intervention principles

below. Please sed@able7.1.
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Table7.1 Evidence statements, Intervention Principles and Corresponding Initial Intervention Strategies

addressing family
functioning within
an intervention
may not be
sufficient
(systematic
review, meta

analysi3.

b. Family
interventions may
benefit from
including youth
focused
components

(systematic

Evidence Intervention Initial Intervention strategies
Statements principles
a.Primarily 1.Raise awareness| 1. Help a young person write out what they think emotional health is. Compare it to physical health. Discuss their ideas i

and management
of cooccurring
alcohol use and
mentalhealth

problems
2 Flexible Family
Involvement within

intervention

3.Mode of delivery

family session

2. Talk through andbreak down problems such as bullying, friendship problems, family problems, romantic relationship iss
academic pressures, and traumatic life events

3. Break problems into how you think, feel, behave, and physically feel with a professional. Pibleanpand think of what you
can do to make that problem better. What are the good and bad things about these ideas? Pick the best way to make
problem better

4. Help the young person understand that other young people also struggle with their feelings. Also discuss this in a fami
session

5. Help young people think about how feelings can affect their drinking and how drinking can affect their feelings

6. 5Aa0dzaad K2g e2dzy3a LIS2LX S OFy WNBLXFOSQ STFSOha 2F RNJ

7. Help young people and parents/carers think of different and new things the young person would like to try

8.al 1S I 0KS KSftLI 2F |

session

Wig2SX tf 10ASIAY 36 A (1 K LINEFSaarzyl o 2d

5

9. Help young people think of things they can do that make themselves feel better and how family members can support t




evt

review-narrative

synthesis)

c.Need to directly
address link
betweenmental
health problems
and alcohol use
(systematic
review-narrative

synthesi$.

d. Group delivery
(young people
with other young
people) can have
adverse effects
(systematt
review narrative

synthesis)

10.HelpLJF NBy Gak OF NBNA FyR @2dzy3 LIS2LX S FSSt tA1S (KSe gl y
people this would involve showing them how their goals and thoughts about drinking are different from their actual drin

11.Encourage/oung person to write about their feelings in a diary

12.A professional will help young people compare how much they think young people their age drink with how much youn
people actually drink

13.Discuss with young people how alcohol use can affect their body and how they feel

14.To help young person feel mooenfident around mates without drinking. For example, with a professional work on repla
negative thoughts about oneself with positive thoughts (reframing)

15.Help young people feel like they can say no to drinking. Practice through role play

16.Compare what alcohol and drugs do to you

17.Support young people to talk to their family about the reasons why they can find it difficult to tell them about theig$eelin

18.Discuss difficult feelings a lot of young people experience. Help parents/caresdgnise these and ways they can help

19.Ask family members to think about how they react ifiwhen the young person drinks. Take time to undesstatite young
person is drinking.
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€. Paucity of
interventions
specifically
targeting
internalising
symptoms
alongside alcohol
use (Systematic
review, narrative

synthesis)

f. The

relationship
between mental
health and
alcohol use
interacts with
wider socic

ecological factors

20.Talk to family members about how parents/carerinking and problems with their feelings can affect the young person. H
parents/carers find support if they think this is needed

21.Young people show the family a problem and how they want to fif irofessionalwill showhow family members can help
the young people think of how to make problems better.

22.Professional helps the young person and parents/cares talk about the pressures of school to help parents/carers bette
understand

231 St LI FILYAf& YSYOSNR FSSt tA1S dKS& Ory Glftl Fo2dzi 0K/

24.Discuss with parents/carers about what they think could be bad about them giving young people alcohol

25.Discuss with parents/careebout whether letting the young person drink when adults are there to check on them stops t
young person from drinking when adults are not around

26.Discuss how parents/carers within a family can better help each other. This can involve talking algsititat work well and
R2Yy QG 62N)] a2 ¢Stf (2 KSfLI 0KS &2dzy3 LISNBRZ2Y

27.Plan special times together to have fun as a family

28.A professional will help the family to talk about how they think and feel to help the rest of the family understand

(0p)
m
—
(&)
(p)
O

29.HelpF I YAf & (2 3AABS @2dzy3a LIS2LX S Of SINJftAYAGA | yR
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(qualitative

interviews)

30.With your family, use role play to find better ways of talking to other people about what is on your mind




7.3.4 Conductingco-design workshops andesulting outputs

Workshops werearried outseparately for young peoplearegiversand professionals

based on the same content and techniqu&his was to helparticipants feel comfortable

and able tacontribute to discussionsFor young people workshops were not age specific, as
all young people who took part were from the same school and the gatekeeper deemed it
appropriate for them to all be in the same workshop. | was supported by a facilitator fo

each workshop who observed the workshop and took notes.

All participants were provided with a consent form and the opportunity to ask any questions
0ST2NE O2YYSYyOAy3d (GKS g2NJ] aKzLlo W] 2dzaSK2f R
all participants remained aware that what was shared was confidential and not to be shared
outside of the workshop. Everyone was encouraged to remain respectful throughout and to

be aware that there were no right or wrong answers. All participants were provided with
refreshments. The workshops were audio recorded and the facilitator took notes

throughout.

All participants were asked to introduce themselves. To aid the introductions for young
people and to provide an icebreaker, they were asked to present their nameg alith

their favourite and least favourite pizza topping. The two personas were first introduced
forming the introduction of the workshop activity. Thesere developed based on the
symptoms and associated difficulties presented by the young pesptetook part in the

explorative interviews.

The%haking a pizz@ | y Wwas théh@xplored. Here developing an intervention was
compared to making a pizza. To make a pizza (outcome), what do you need to do?
(process), and what do you need to be able tot@qinputs). For example, to make a pizza
(outcome), you need to roll out the dough and put sauce on (processes), and to do this you
need a rolling pin and dough (inputs). These steps were displayed in the form of a simplified
logic modelseeFigue 7.1). It was explained that the same steps apply to developing an
intervention. Referring back to the personas, the participants were introduced to the

outcome of inteest; to reduce alcohol use and difficult emotions such as feeling low,
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worrying and anger. Participants also had the option to add any other outcomes they felt

were important. Participants were then presented with 30 possible ways in which we can

help the personas (process). This consistethef30 intervention strategies on laminated

cards. It was explained that these intervention strategies were based on the findings from
previous work and interviews with caregivers and young people. These 30dantienv

strategies formed the basis for discussions regarding components that could be a part of the
blank diagram. It was explained to participants that just like pizza toppings there could be
personal preferences. Participants may like some intervergimategies whereas themay

be others they dislike. If participants had time they could move on to the final step and
O2YAARSNBNI 6KI G WAyLHziaQ 6SNBE ySSRSR F2NJ SEI

delivered etc.

Participants were provided i postit notes in order to write down any initial thoughts

about the intervention strategies whilst discussing them with the wider group. They all had
the opportunity to add any additional components they felt were missing. The final task
involved grogping the components into two sets, those they thought were helpful and those
they thought were less helpful, along with a brief discussion about impopeattical

considerations of intervention delivery.

¢CKS LINBPFSaanaz2yl fwbskshopydth téok plagedn stliGos hifd ek a
between 6090 minutes As soorasii KS @2 dzy3 LISNBR2Yy Qa ¢2N] aK2L) ¢
returned to their classesThe caregiver dyad interview and single interview both took place

in their respective homes.
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MAKING A PIZZA

INPUTS PROCESSES OUTCOMES

*  DOUGH 1. PREHEAT OVEN MAIN OUTCOMES

*  AROLLINGPIN 2. ROLLOUT PIZZA DOUGH

. giSE':T‘“"NT 3. PUT TOMATO SAUCE ON PIZZA *  APIZZA HAS BEEN MADE

4. PUTTOPPINGS ON

- SPOONS 5 BAKE IN OVEN OTHER OUTCOMES

*  FLOUR 6.  ALLOW TO COOL

- TOMATO SAUCE 2 CUT INTO SLICES - THE ASSISTANT HAS LEARNT TO

- CHEESE MAKE A PIZZA

- PEPPERONI

- PEPPERS
Figue7iW¥al {Ay3 | tAl1 I QY SEFYLXS f23A0 Y2RSH
Workshop Analysis

Workshop audio recordings wetenscribed verbatim.For each of the intervention

strategies relatedgections from tanscripts (across all participant$igld notes and

LJ- NI A OA Lifinofes Weie called Tihis was themabulated and searched for

recurring views and any differences regarding the ptalaility of each of the intervention
strategies. Subsequently, the intervention strategies were colour coded using a traffic light
system to highlight which intervention strategies were deemed acceptable for inclusion in
an intervention, and those whiclwvere not. Green represented intervention strategies that
were agreed to be acceptable and a priority by young people, caregivers and professionals
Amber indicated intervention strategies where findings were mixed across participants
and/or where modiftations were at times suggested. Red highlighted stratebatsvere

not deemed as acceptable or a priority by young people, caregivers and professionals.

Program TheonbDevelopment

The fourth step involved building th@rogram theory visually depictad alogic model. This
consisted otonceptualising each component pantthe order in which they occur:

intervention strategiesgdeterminants,behaviours and outcomesrlhe intervention
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strategies colour coded green were refined and included withininkervention. The
gualitative findings andelectedtheories were drawn upon to further inform the
determinants section of the logic model. Twerkshop findings and key intervention

objectives informedehaviours and outcomesection of thelogic model.Please se&igure
7.2.

Stage 1: Developing co-design workshop content

1 The systematic review and the qualitative interview findings were compiled. These findings are referred to as

evidence statements and intervention principles. Together they highlight key areas which need to be
targeted within the intervention.

2 Far each of the evidence statements and intervention principles corresponding intervention strategies were
developed. Intervention strategies are tangible features of intervention content needed to address all the
areas identified within the evidence statements and intervention principles.

Stage 2: Conducting co-design workshops and resulting outputs

3. Three workshops were conducted, discussing the acceptability and feasibility of the candidate intervention
strategies

Analysis: Each strategy was tabulated alongside related discussions from transcripts across all
participants, field notes and participants post-it notes. Data was searched for recurring views and
any differences. A traffic light system was applied. Green represented strategies deemed
acceptable and a priority across all workshops. Amber indicated mixed views across

participants and/or where modifications were suggested. Red highlighted strategies not deemed
acceptable or a priority across workshops.

4. The intervention strategies colour coded green were included within the programme theory/logic model.
The gualitative findings and selected theories were drawn upon to further inform the determinants

section of the logic model. The workshop findings and key intervention objectives informed behaviours and
outcomes section of the logic model.

Figure7.2 The four steps wolved indeveloping the theoretical basis of tlervention

7.4 Chapter Summary

This chapter has detailed the methodological considerations alongsida¢fteods
employed withinthe development of calesign workshop content, the delivery of-design
workshops and resulting outputs. Specifically, thi®lned detailing the adapted edesign
guidance forming two stagesrThe first involved the steps used to integrate the mixed
method findings and form corresponding initial intervention strategies. This formed the
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content for the cedesign workshops. Treecond stage included the steps to conduct the
workshop along with the development of the edesign workshop outputs. The findings
from the cadesign workshops and the resulting theoretical basis for the prototype

intervention arepresentedin the folloving chapter.
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Chapter 8. CoDesignworkshop: Findings

8.1 Chapter Introduction

The findings from theco-design workshog areoutlined within this chapter. This is followed
by detailing theresulting core intervention strategies and associated program theory.

Finally, the associatddgic models presented

8.2 Codesign workshop findings and outputs
8.2.1 Participant demographics

A total of 15 participants took part in the @esignworkshopssixwithin the young people
workshop,sixin the professional workshop aritiree within the O I NB AvioishdnIDae

to difficulties arranging a time and place suitable for all caregivers, one interview and one
dyad interview based on the same activities anaterials were carried out instead. For
ease of reporting these will be referred & caregiver workshops throughout. The

characteristics of participants are presented in the table below.

Table8.1 Charateristics of participantsnvolvedin co-design workshops

Medium socieeconomic status
Highsociceconomic status

Young People N (6)
Age 13 1
14 3
15 2
Gender Female 1
Male 5
Ethnicity BlackBritish 1
White British 5
Socieeconomic status Low socieeconomic status 6
Medium sociceconomic status 0
High socieeconomic status 0

Caregivers N (3)
Relation to child Mother 2
Grandmother 1
Ethnicity Black British 0
White British 3
Socieeconomic status Low socieeconomic status 3
0
0
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Professionals

Profession Youth work manager
Family support worker
Learning mentor
Sudent support officer
Head of sixth form
Ethnicity Black British

White British

—~
(*2)
=

IE=I I N R =

8.2.2 Codesign workshogdindings

Whilst discussing thmmcluded intervention strategiesach strategy will beross referenced
to the Table7.1 in Chapter 7to illustrate the progression froravidence statements
(compiled systematic revieand qualitative interview findingggndintervention principles
(practical intervention ideas from a subsection of the interviews) to the initial strategy.
Whereintervention strategies were based onultiple evidence statementsr intervention

principles.all will be listed.

Included intervention strategies

The young person, caregivend professionalvorkshops deemed the interventicstrategy
Wxploringhow emotions and alcohol uss specifically linketbr the young persofio be a
priority (a.1.9; (c.1.9; (f.1.5). This is to be delivered separately for young peoplé&. and
caregivers.1.19; (g.2.19).Thecaregivemworkshos raised that it would be helpful
exploring reasons for thel K A drifkiRgiwith a profesional as it is easy to attribute
alcohol usgo Yusto SA Yy 3 | (Redichynt F BathEY, caregiver workshoplhe
Professional workshop suggestdéeveloping this strategy byombining this with general

information regarding this link.

AllworkshopS ELINBaAa&aSR (KS AYLRNIFIYyOS 2F G(KS adN) GS
strategies, as mamyoung people! i 1y 29 K2 ¢ (2 K| (Bafdipantdi KSA NJ S
Female, Young Person Workshop)K S O2 LAYy 3 a0N) §STBofAy @2t OAYy 3
LINEOE SYa | YR A R@ydedmedtdbg 8 uséfi, bproakialyiedaq solution
focusedstrategy(b.1.2); (b1.3); (f.1.2);(f.1.3) (h.1.2) This involved for example identifying
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challenges such as falling out with friends, bullying, acadsitnessorslong with selecting
the bestsolutions All workshops discussed the importancedaregivergo be shown this
method so that they could helgneir child use this strategyg.121); (f.2.21) However,
participants suggested that this strategy should be amended and be delivesepanate
sessios rather than together (g.21). Young people could thethoosewhether to share a

problem with their family and how they would like to approack/ii.

Although not discussed within thearegivemworkshops, the young persand professional

workshosg SNBE Ay | ANBSYSy G 6AGK (KSItwas Sgfetddo SAy 3
that this should be delivered to both young people (b.1(8)1.8)andcaregivers (g.1.8).

Although it was felt that this should be delivered separately for caregivers (gX2o8)ng

people could have the option to share their own wellbeing toolkit with their caregiver in a

joint family session (b.2.8)l'his consists of a personalised selectbmctivities that can

improve how they feeé.g. talking to a friend/family membep)aying football dancing The
professionals workshop expressed that this wa®Hitient tool. Theyraisedthe

AYLRNIFYOS 2F AYLNRGAY I yi KRS (BE2 d2ypdy LBANEK2(Y>Q 3K 24
reduceboth mental health problems and alcohade. But if that weltbeing groundwork

Ady Qi GKSNB Ay GKS FTANRGI Qi 4z20Ste B KER DAL A & dA
3S0 loaz2ftdziSte 20f AdSNI GSRPartigipant 3 ke&rgingl 2dza G R
Mentor, Professioal Workshop).Within the professionalvorkshop it wasstrongly

suggestedhat wellbeing should be a secondary outcoofehe intervention. Providing

these alternative coping strategiésa I W NBSdfjhtdxiCeBorviay éxglessed as a

useful technique within youth work practi¢e.1.6)(h.1.6)

The professional workshop identified that raising the -®stfieemof young people was key

in both improving wellbeing and reducing alcohol tiget K S N3l rbide Siestded

YR €2dz NI} AaS K2g GKS LISNBR2Yy FSSfta lo2dzi GKS
other things to make them feel bet@Participant 5, Student Support Officer, Professional
Workshop. ¢ KS AYGSNIBSyGA2yYy aid NI inerAywunSpedprR ¥hdwa 4 A y 3
socialactivitievas considered highly acceptable and a prioaityossall workshopgb.1.7);

;(c.1.7); (f.1.7) In addition, it was thought to provide forms of socialisation other than
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through the use of alcohol and to provide a wider variety of friends with different interests
(f.1.7). Althoughwithin the professionals workshop it was highlighted that simply
identifying and signposting young people to new activities was not sufficssuch the
strategy was tailoredo proactivelyhelp the young person sign up and engage in a new

activity.

Assisting thecaregiverdo reflect on how their own mental healtlalcohol use and coping
strategies may impact their child, was recognised to be a very sensitive area and difficult to
explore.Thecaregiversvorkshopsraised their concern that there was a risk for the parent

to feel blamed and shutdowt{ KS Q& AW AG Y&t IoFF 6 KSNE B8 RNA Y]
GKSNBE KS g2y Qi (PatetBS Miither{iViorksihopbasediniet/iaw). As a
consequenceexploring caregivers own needs to increase their own emotional and physical
resources may be a more efficiesmpproach. The professional cagrs posting relevant

support for thecaregiveiif needed (g.2.20)

An agreement was not reached across or within the workshops regarding the therapeutic
technique in which young people share insights from their own sessidhs family
sessions.Within caregiveworkshops it was thought to be crucial to gain this insigihhe

able to help and support their child. Discussions from the young person workshops
highlighted the importance thataregiversunderstand their point of view and why they feel

or behave in a certain way. However, some young people explained that they thought this

2y

O2dzt R AYONBlI a8 O02yFyROG1 $2ARKANTIKS FHXAVEZT M

my mum or dad, thenjust get shouted at when | get home for telling the mentor. So, |

g2dzZ Ry Qi gt yid Yeé Ydzy 2 NPaRitigant2, MalesVoyhg Persgng (i K A y 3

Workshop). Though they felt it may be beneficial with a professional present to mediate or
relay neels and conversationsThe professionals workshop raised that although this was a
useful stepil KS& FINBSR GKIFG AG aK2dZ R 6S 3dzA RSR
Consequentlythis therapeutic technique could be optional to the young people receiving

the intervention(b.2.8) (g.221).
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Similarly joint sessions focused omproving the communication between family members,
also received mixetkactionsacross the workshop&.2.30). Thiswas se@ as a priority

within the professional workshoplt was emphaised that this must be delivered sensitively
without pathologising the family. The young persons aackgiversvorkshop raised
apprehension. Both young people acaregiversvere concerned that it could possibly lead
to increased conflict within the faily, WL UY y2dG GFf 1 Ay3 6SOlFdzasS A
SONB I YAYy 33 &K 2 dzi(Rayfidpant b, MaihierA BargrE dyédSvbrkeéBo was
suggestedhat this sessiomould be offered for those young people who would want
(a.2.30). The strategyasalso amended to not utilise role play techniques. This
therapeutic techniquevas notconsidered an acceptable or useful therapeutic tool within
any of the workshops aéi 6 | & FeSbairassing(Padti@pant 3Male, young person

workshop.

Excluded intervention strategies

As for helpingcaregivergo relay clear expectations regarding alcohol use to their children,
caregivemworkshopshelievedthat young people would not listeand that it would not alter

their behaviourWL R2y U { {[&bbut dlcohdlKetied hiarm@ G Sty NI A OA LI vy i
Grandma,Caregiver Dyadworkshop).They feltthat the strategies addressing social

influences are likely to be more effective.

Writing in a4¥eelings diargvas not thought to be a priority by most of the participants

because thg did not think young pedp would engage inthjsba @ (62 3IANI &4 GKS
laugh at me if | said thgto write in a feelings diarg}Participant 1, Mother, Caregiver

Dyadic Workshop) However, a minority acknowledged that it may work for some, if

tailoredtotheyoungpei 2y Qa | 0Aft AGASa yR tFGSNJ &K NBR ¢

The young pesonand professional workshop were in agreement that raighegyoung

LIS NJB avgréhdss around the effects of alcohol use and other substances wefelntat

be effective Althougha minoritythought it could be beneficiathe professionals workshop
highlighted that this approach is already covered in the school curriciitm® Q@3S 6 SSy

doing it in PHSE lessons since they were six, about the dangers of alcohol. Or, like | say, the
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RFY3ISNR SAGK @2dzNJ KSFfEGK yR AF (KFGQa yz2a 3
(Participant 6, Head of Sixth Form, Professional Workshop).

Amongst all workshops it was agreed that challenglmeggyoung persongperceived social
normsregardingalcohol would not be effectivan reducing their alcohol use. They believed
that ultimately their immediate peers alcohol use would be more influéntes for
AYLINRE OA Yy 3 @& 2 dzy @fusalSkils JheSyounglS NEOR5k&BdP raisedhat

they did not think this would reduce alcohol uséhe young people felt that thegiready

had these skillsWhilst the professionals ancaregiversvorkshop expressed that these

skills would not be applied in real life.

The interventiorstrategy involvindNl A 8 Ay 3 & 2 dzy 3 [QofivafiorB®@a | y R FI
change the young pers@alcohol use were not discussed in the professionahregiver

workshops. Thistrategyinvolved exploringiow the youngLJS N.J tBoyightdand goals

about their own drinking may be different from their actual drinking. The ydulNA 2 y Q &
workshopdid not deem thisstrategyto be a priority andexplained how thigouldlead to

feelingW 3 dz{Pariicipa@t 3, Male, Young Person Workshaiputtheir alcohol uséut not

leading to change in use

The caregiver and professional workshops discussions aroundtta&egyinvolving the
exploration ofthe harms associated witbarentalprovision of alcohglfurther highlighted
how socially informed and accepted this strategy wasisstrategy was not deemed

acceptable.

Caregiveworkshops deemed encouraging family time a priority, meanwhile theagou
person workshop expressed that this would not reduce difficult emotions they were

experiencingor their alcohol use

Finallyi KS &GN} 0S3& FTAYSR IO ASONSEXANADRKBA Y A dzy
the young persof negative thoughtabouti KSYa St 0S4 Qs 41 & #e2ll RSSY

intervention strategies surrounding increasing awarengfssiental health and common
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mental health problems experienced by young people, did not gain much atteatiass

the workshopsand were not seen as a priority.

8.2.3 Cadesign workshop output
Overall intervention features

Together withthe evidence statementsntervention principlesand selected theoryhe

core interventionstrategies resulted in the underlying theoretical basistfa prototype
intervention. This consists of core intervention strategies pradjramtheory for a

prototype targeted familyinvolved intervention for young peopkgedl12-17. There are
three keyfeaturesunderpinningthis intervention. First iilkes a holistic approach,
targeting the relationship between alcohol use and mental health problems along with
socioecological factorsSecond, the intervention aims to help galvanise and buildlfaim
support in additioni 2 &2 dzy3 LIS2LX SQ& 26y O2LIAY3I YSOKI YA
young person and their chosen family members) require knowledge and skills in order to
support the young person experiencing-aocurring alcohol use and mental health
problems. Thid, the intervention should be youth ledneaningthat the young person can

tailor the intervention to their individual needs.

Young people will be able to tailor the intervention in two waf&st, they can choose
which family member/s should be involvedhis particularly reflects findings from the
gualitative interviews in which some young people would feel more comfortable involving
for examplegrandparents or older siblings within the intervention. This also responds to
the findings from the systenti@ review highlighting that family involvement is often limited
to mothers. Whilst some caregivers and a few young people discussed drasgd
delivery,the sessions W be delivered to theyoung peoplandividually This decision is due
to the potental adverse effect of a groupased format for young people raised within the
systematic review.Secondthe intervention will consistf separate sessions for young
people, chosen family members and optional joint family sessionsydumgy people may

choose whether they would like to engage in any of the optional joint family sessions or not.
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This is in keeping with the varied acceptability of these sessions and perceived potential to

increase conflict as raised in the workshops aodliative interviews.

Further, the intervention content will mainly focus on general information and gialsed
provisions for family members durirsgperatesessions. This aids family member
involvement to a level the young person feels comfortabith as expressed within the

workshops.

As preferences regarding location and the individual delivering the intervention varied, a
pragmatic decision was made. The delivery of interventions is planned to be carried out in
schools and by a school mentofhis location is readily accessiblewill consist of a

session for each strategy included.

Finally, within the interviews the age at which young people expressed a link between their
alcohol use and mental health problems appeared to emerge mairheaage of 14. As

such the intervention will be particularly important for young people aged14s a

targeted preventative effort. Whereas most young people aged 12 and 13, did not express
a link between their mental health problems and alcohol uBather their alcohol use was
often limited to restricted amounts together with caregivers. Consequently, this
intervention should be paired with specific efforts to address parental alcohol proyigon
those aged 12 and 13As outlined in the qualtive interviews and the cdesign

workshops this was highly socially informadnagement strateggnd would require a

societal and cultural shift in current norms surrounding youd§ 2 L3flcGho dise.

Coreintervention strategies andprogram theory

Strategies delivered to younq people

1. Exploration of coccurring alcohol use and mental health problems. Identification of key

family members
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Yaung peoplewill be provided with informatiorabout the relationship between alcohol use

and mental healttproblems This will be combined with exploring how alcohol use and

mental healthare specifically linked for that young persohhis could aid in increasing their
motivation to change.Furthermore, exploring this link within their own social context

contribute to anincreasedunderstandingabouthow dcohol use and mental healib
introducedandreinforced. This draws upon the importance of considering the interactions
0SG6SSy GKS @2dzy3 LISNER2YyQa | f O02K2f rsimicS | YR
ecological factors. This is emphasised within ecological systems thBuis/understanding

can help tailor the development a@oping skills and wellbeing toolkits

2. Break down problems into hotlve young persothinks, emotionally and physically feels

& behaves. Choose one at a time and think about how this can be solved.

LYLINREQGAY A &2dzy3 LIS addifirécydedideolk glcBholiusedddi ST A S &
mental health problemsThe multistage social learning mogbesits that increased coping

skills will reduce the reinforcing value of alcoheewn mental health symptomeduction

Elements ofognitive behaviouratheory presents how coping skittanbe tailored to the

specific stressors in their live3his approach will be used within the interventidfirst this

involves talkinghrough any difficulties the young person is facing such as bullying,

friendship poblems, relationship issues, academic pressures etc. This is followed by

breaking down problems into how the young person thinks, emotionally feels, behaves, and
physically feels. The young person then selects a problem and thinks of possible solutions.

Weighing up the positives and negatives of the solution, the best one is chosen.

3. Develop a personalised wellbeing toofkit theyoung person

The use of problem solving is coupled witiung people being shown how to budd
personalisedvellbeingtoolkit. This involveselectingactivities that can improve how they
feel e.g. talking to a friend/family member, playing football, dancing, readivioung people

can thenapplytheir wellbang toolkitswithin their daily lives This ighought to increase
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wellbeing, in line with CBT principleShewellbeing toolkitalsocontributes with alternate

coping mechanismimstead ofalcohol use.

4. Help the young person to identify and engageew activities

By identifying and engaging young people in new social actititiess theorised to increase

their social skills, sefsteem and introduce them to new peer groups. According to

multistage social learning modtis willin turnimprove their mental healttandreduce the

need for alcohol use in aiding their social skills and;estfem It may also place thgoung

person within a different set of peer normegarding alcohol usevhichwill not reinforce

the relationshp between alcohol use and mental health or model drinking to cope via social
learning. Additionally,introducing young people to new peer groups may help reduce
a2dzNOS&a 2F RA&a(GNBaa OF dzaSR o0& TaigfdayfieRdraw$ 2 LX S Qa
on ecological systems theory, delineating the importance of the influence of surrounding

microsystems such as peer groups.

Strateqies delivered to chosen family members

5. Equip family member with tools to support the young person

Although themultistage seial learning modecknowledges thafl KS OKAf RQa O2 LAY
can be influenced by caregivers owopingthrough social learningvithin this researclit is

theorised to be facilitatedhroughcaregiveR @ RA NB O( & dzLJLJ2 NIi LINR OA RS R
Equipping the caregivemwith additional supportive strategies to help tlyeung personmay

reducethe caregiverengaging in certaistrategiesused to manage alcohol use but,some
instancesinadvertently introduce or reinforce the relationship between alcohol use and

mental health problems for their childin addition this intervention will not only be limited

to caregivers rather camvolvea family member of choiceThe chosen family melper will

be shown how to use the problesolving technigueinformed by aspects from the

cognitive and behaviourahodel

160



6. Explore difficult feelings young peopi@nface and possible links witlicohol use

In addition,the above support strategiger the chosen family membareeds to be coupled
with information on the link between alcohol use and mental healithis providecontext

for the new strategiesThismay be particularlymportantfor O I NJ Isupp@thsl &
strategies are shaped by whdtdy perceive to be the caus€aregiversfamily members

will also explore how alcohol and mental health may Bpkcificallyfor their child, to

inform and tailorappropriate supportive strategidsr their child. As for the corresponding
component for young people (strategy one) this strategy is in line with ecological systems

theory.

7. Exploration of their own coping skills and linked substance use. Signposting to support

services

This strategy involvesxploring the family member®wn copingskills substance use and
mental healthand signpostingo appropriate servicewhere needed.This aims to increase
caregiverfamily members owremotional and physical resourcasorder to feel better

able to support theyoung personin addition, areduction incaregivemmental health and/or
alcohol use may reduce sources of distress for the young peiSonsequently, it expands

on the multistage social learning motldt acknowledges thaii KS OK A fsiIQcan @2 LJA y 3
influenced by caregivers owsoping Furthemore, it isunderstood that the caring

relationship between thearegiverand young person is not simply one way, froamegiver

to child Rather the child also feels a responsibility to caretfair caregivers Thus,

knowing that thecaregiverare being supportednay help the young person feelore
comfortable toopen about the difficulties they are facing, as they may feel that their chosen

family member is better equipped.

Optionalintervention strategies

Joint family sessions
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These two optional strategies were discussed within the intervention structure section and

as such are just listed below.

8. Improve communication skills amongst all family members

9. An opportunity for youngeople to share their wellbeing toolkasid examples of

problems they have identified along with solutions

The mechanisms of change outlined above are distilled within the logiehiseeFigure

8.1). The primaryoutcomeis reducingco-occurring mental health problems and alcohol

use Whilst thesecondary outcomésimproving wellbeing. Although a considered effort

was made to adjust intervention strategies as to reduce the likelihood of adverse effects to
arise, it is acknowledged that this may still occur as discussed above in the intervention

structure section.
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INTERVENTION

INTERVENTION STRATEGIES

DETERMINANTS

1. Exploration of co-ocourring alozhol use and mental
health problems. Identification of key family members

 Mativation to
change

BEHAWVIDURS

OUTCOMES

€97

2 Brezk down problems into how young person

thinks, emotionally and physically feels & behaves. 1 Coping skills
Choase one at 2 time and think sbout how this can be

sohved.
wiellbei d
3. Develop a personzlisad wellbeing toolkit l—r (T\-:oepinglslgillin Jreduce sleohol use in young
people (Frequancy and binge
drinkin
4 Help the young person to identify 2nd engage in new t2elf esteam B / el
activitias ' social skills
— \lfr-!edu:ing Co-occurring alcohol
- 5. Explore difficult feslings young peoplz can face and a\::z:;::'l& usz and mental health problems in
Family- possible links with difficult emotions ' suppart N 4 mental health Problems in / young "EGF”E-
| Invu;u:ion " young pecple(symptoms) \

- . - +Familial oo m—————m d
E.Dsqmpefrasr::l( member with tools to support the awareness/knowle | A ntental wellbsing ;
oungp dge and Suppart \ TTTTTTTTTTTTTTmTmmTmTmmTmT T

- Azelf estzem and wellbeing in
7. Exploration of their own coping skills, mental health ﬁ:-i?a::;: I& young peopls
and substance use. Signposting to support services - = N
personal coping
skills
3. Improwve communication skills amongst all family i
9. An opportunity for young people to share their i “t Famnilial Key
! wellbeing toolkits ! * SWErENess ‘Core components/outcomes

e e e e e components for young people
Components for family member of choice

optional components/secondary outcomes

Dark logic model: unintended consequences
Families could feel targetad by being asked to take part in the intervention

Improving communication skills could lead to increased conflict
Group delivery for young people could l=ad to adverss effects

Figure8.1 Logic model depicting program theory for the farityolved intervention



8.6 Chapter Summary

In this chapter the findings from the @esign workshops, discussing the initial intervention
strategieshave been presentedAdditionally, the associated outputs including the resulting
core intervention strategies and associagggramtheory are disussed and depicted as a
logic model The next chapter is the discussion in which the findings from the systematic
review, explorative qualitative interviewand co-design workshops will be critiqued, in
relation to their contribution to the literature, sengths and limitations, future research and

policy and practice implications.
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Chapter 9. Discussion

9.1 Chapter Introduction

The overarching aim of this research viaslevelop the theoretical basis for a prototype
family-involved preventative intervention, alongsigeung people and caregivers, with the
aim of reducing caccurring alcohol use and mental health problems in young people aged
12-17. Three key research objectives with associated approaches were employed to achieve
this. First, a systematic review watslised to gain an understanding of the effectiveness of
existing family interventions at reducing-oocurring alcohol usand mental health

problemsin young people. Second, qualitative interviews were conducted with young
people and caregivers to expk risk and protective factors alongside the needs of young
people experiencing coccurring alcohol use and mental health problems. Third, these
findings were integrated to inform candidate intervention strategies. These candidate
intervention strateges were discussed and further developed withirdesign workshops

with young people, caregivers and professionals. This resulted in a set of intervention
strategies and associatgaogramtheory presented as a logic model. Tystematic

review and quatative interviews addressing the first two objectives, ofi@portant

insights in their own right. As such, these will be discussed first considering how the
systematic review and qualitative interview findings speak to each other and to the wider
literature. Theco-designworkshopoutput, specifically the underlying assumptions and
intervention components and strategies will then be outlined and situated within the wider
literature. The key strengths and limitations of this doctoral study will beidersdin

relation tothe overall approach taken, methods utilised and resulting data. Finai§mng
possible implications for policy and practice along with highlighting areas in need of further

research.
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9.2 Summary and interpretation of key findings
9.2.1 Building familial supportalongsideg 2 dzy' 3 LdSpihgJheSh@rism

A key finding from this thesis is the role caregivaand other family membersan have in
supportingyoung peoplewith their cooccurring alcohol use and mental health problems.
However, aregivers and other family members do not always feel equipped to provide this.
Subsequently family members need help in building their knowledge,, €killstional and

physical resources

The systematic review and metaalysis demonstrated that existing family interventions
were not found to be effectiveThe metaanalysis found nossignificant effects for the
primary outcomes: frequency of alcohol use, internalising symptoms and exisnggal
symptoms or for the secondary outcome substance U$ese findings are corroborated by
recent reviews and metanalyses which have concluded that existing evidence does not
support the effectiveness of preventative family interventions for alcolsel(228)or
antisocial behaviou229) The review from this doctoral work supplies a possible
explanation as to why they are ineffectivéhe includedamily interventions are thedsed

to reduce alcohol and mental health problems indirectly, thropgimarily reducing family
dysfunction. Interestingly, the metaanalysis within this doctoral work demonstrated that
the interventions were effective in reducingisimechanism othang as they set out to.
This suggests thdamily dynamics and functionirig not the right mechanism to target in

reducingd 2 dzy 3 LIS2LJX SQa | f O02K2f dzaS | yR YSydilf

The gqualitative interview findingsrovide somefurther insight as to why tis might be Most
young people and carers did not want intervention content aimed at family functioning
Whilst nostyoung people and caregivers discussed the role of factors exteriia¢ family

Ay NBfFGA2Y (2 -dcdu®ingaléobayide ahdSriedtad hEdlk prodl@msly

a minority discussed familial risk factors. Therefore, targeting familial dysfunction and poor
dynamics is not sufficientorroborating the key finding from thgystematic review.This
contrastswith the deficit/problem maintenance model, predominantly informing family

involvement within intervention§230) This model emphasises how carers and family
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members are considered part of the problem. This focus has resulted in the lack of

understanding how best tanvolve family members within interventiorf230)

Rather,what emerged from young people and caregivers accowatsthe importance of
familial support. Youngpeople and caregivers expressed that through galvantsangrs
knowledge and skillhey can then suppotthe young persotin relation to the extrafamilial
factors and the ceccurrence of mental health and alcohol usEthough it is

acknowledged thaaddressing familial risk factors can be important in some cékes,
findings suggest that caregivers and other family members can contribute as a substantial
resource for the young persdi231) Thereby within this thesis family members are
considered to be part of the solutiq232) This is contrary to the predominant content of
the interventionsincluded within the systematic review targeting familial risk factors with

few interventionstargeting familial support

This positioning of caregivers and other family members contrasts with one of the primary
theories applied to family interventionsnd therapy, family systems theo(233, 234)

Within family systems theory the key assumpisoare that dysfunctional family dynamics

and processes lead to the development of both alcohol use and mental health problems in
young peoplg234) Although family systems theory has been adapted to acknowledge
other social determinants, the primary focus remains on the families functioning and

dynamicq235)

Accordinglythis doctoral research moves away from this predominant approdobtead it
recognisegamily asa primary environmental support system for young peo(#81)
Increasinglythe value of galvanising familial support has been raised as an important
protective factor for preventative ental health interventions to targg0). The
interviews suggested thatome young people were hesitant to seek/receive support from
their caregivers on a day to day basis. This was mainly because they careti@bdhis
might impact the wellbeing of their caregiver or family memb&hus, it is importantor

the professionadelivering the interventiorto not only provia support to the young person
but also to their family membenvolved in the intervention

167



The systematic review fourthat mothers were the main family member involved in the
interventions. This could be a reflectioniofplicit and explicigender bias, in which
motherscan beassumed to be the primary caregiv@36) Within the qualitative

interviews and calesign workshops young people varied in who they would want to involve
in an intervention, including botmothers and fathers. Many young people also spoke
about a range of other family members including siblings and extended family such as
grandparents, aunties and uncles. This emphasises the importance of alloparents, family
members other than biologicabeegivers/ primary caregivers within the intervention

context(237)

Within the interviews, yang people and caregivers also expressed that they wanted an
intervention to be youth led. Thiavolvesthe youngperson identifyingvhich family

members to involve andeterminingtheir level of involvement. Whereas usually the
professionadeliveringthe interventiondecides whether and how to include family
members(230) These decisions are often informby an intervention manual asdvisedoy
NICE guideling®38) Howeverwithin practice this is critiquedas this standardisation
Oy YI1S AU RAFFAOAA O (G2 NBE@IPRAMGwngtE S| OK
prototype intervention within this doctoral worko be youth led facilitates flexibility within

the intervention. This allows fdhe intervention to be tailored to the needs of each
individualyoung personwhilst also enabling structure through the use of an intervention

manual.

. dZAf RAY3 @2dzy3 LIS2LI) SQa O2 LAY Jreatdathkbhetdis I A S &

conjunction with familial supportThis was partially informed by thearrative synthesis
whichtentatively suggested the importance of including components delivesggirately

to the young person alone, addressing an array of extrdfahfiactors. This is consistent

with findings from substance use prevention in which youth focused components have been

found to increase the effectiveness of family interventigbd). The qualitative interviews

Ay
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stressors.
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9.2.2 The link betweemental health and alcohol uses embedded within the young
LISNBE2Yy Q4 a20Altf aeaidSvya

Anotherkey finding fromthis studyis that alcohol use anchental healthproblemsin young

people do not occur in a vacuum. There is a reciprocal relationship between alcohol use and

mental health problems embedded withiand interacingg A 1| K>~ &2 dzy3 LIS2 L)X SQ&

systems This is line witthe micro, meso andhacro systems from ecological systems

theory. Conversely, the systematic review reported that most family interventions relied on

targeting common underlying familiéctors. Only3 out of 21 interventions addressed the

link between mental health and@hol usg126, 152, 161)

Within the qualitative interviews wst young peopleaged 14 and ovelepicted a
bidirectional relationship between their alcohol use and mental health problems. Young
people described how alcohol could enhance positive emotions sufgelisg happy
carefree confidentand temporarily reduce negative emotions and provide a sense of
escape, distraction and relief his relationship igvell established in the literatur€10, 23,
28). In contrast to existing evidence for young people without metal health problems,
some young people in this study expressed libevnegatve consequences of alcohol use
and intoxicationcould also provide the desired distraction and escape they sa@gia,

241). However, this was shalived and young people also spoke about how alcohol use
lead to anger, upsedand low mood both in the short term and longer termihe qualitative
interviews in this study unearthed a nuanced picture in how this bidirectional relationship

interactswith socioecological factors.

Most studies have identified risk and protective factors associated with alcohol use and
mental health problems separately in young peof8&, 38, 242) However, these studies
were unable to explore specific mechanisms underlying thecourrence of alcohol use

and mental health problems. A limited number of studies exploring factors specifically in
relation to the concurrent caccurrence othe two established common underlying factors
in young people. Although they have not explotexlv these shared risk facteicontribute

to this ceoccurrencg25). This limits the understanding of the specific mechanisms at play
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when alcohol use and mental healpnoblemsco-occur. In contrast specific mechanisms

emerged within the qualitative interviews in this researchirst commonfamilial and

extrafamilial factors emerged for alcohol use and mehtlth. However the specific

mechanismsn which these factors operated oftatiffered for mental health and alcohol

use For example, familial substance use could be distressing for the young person which

could impact their mental health whilst also affectidg S @ 2 dzy 3 LISNER2y Qa | f O
through the normalisation and accessibility of alcohol use. Whilst other facppsased to

directly affect mental health which, in turn impacted alcohol use and vice versa. Following

from the above example, young people and caregivers talked about how drinking could

form an escape from the distress caused by familial substance use.

These findings may help further explain why the family interventions included in the
systematic review were ineffectiveMost existing family interventions were not specifically
designed for young people with @xcurring alcohol use and mental healtftoplems.
Instead, theysimply targetedhe common underlying factors.One of the included trial
papers argued that a complete understanding regarding the mechanisms causing the co
occurrence is not required, as long as both alcohol use and mental leraltiargeted
together(126) Thefindings from this doctoral work challenge tlpssition With multiple

mechanisms present, simply targeting common fastaloneis not likely tobe sufficient.

In addition to the multiple mechanisms at play, the constituent mental health problems and

alcohol use forming the eoccurrence can also interact with the socio ecological factors.

The qualitative interviews fouhll K & | @2 dzy3 LISNR2Yy Qa YSyidlf K
them increasingly susceptible to peer influerared social normdirectly linked to alcohol

use. Thequalitative interviewswithin this doctoral study found thapeer influence and
socialnormxoy U A Y dzSR G2 Ay Tt dzSy OS,whilst Slsoidt@diryhgtheLIS NB 2 V (
perceivedbeneficial effecton their mental health problemsSubsequently alcohol use
couldinadvertently become an established coping mechanism to manage difficult

experiences and feelings.
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Peer influence and social norms also influenced the way in which caregivers viewed and
approached the link between alcohol use and mental health probldpnsvious research

hasreported(d KI & G KS LISNOSAQPGSR AYyS@OAGlIoAfAGE 2F (K:
can impact how caregivers manage and negotiate alcohol use with their ch{248i245).

CKS ljdzZr f AGFGAGS AYOISNBASsaE gAGKAY (GKAA R200G2
the role of pee and social norms may in fact mask the role of other factors on alcohol use.

/ F NBIAGSNE NI NSfe O2yaARSNBRYIKSI{NEAEGY2620K8
alcohol use or vice versaFurthemore, caregivers understanding of the rataship

between alcohol use and mental health was often socially informed. They drew upon their

own personal experiences as adolescents, which again reinforced the role of social and peer
norms. Caregivers were also more comfortable with the thoughheirtchild drinking for

social reasons rather than as a way of coping with their mental health. The former deemed

G2 0SS y2N¥I{ F2N &2 dai3 Thids BuglieSiveioihe heltd OKA f RQa
caregivers to gain aimcreasedunderstanding of the possible link between the twbhis

knowledge may aid thenn feeling better able tsupport their child.

Tagether the systematic review and qualitative data sugglestneed for acomprehensive
intervention approachwhich targetghe link between alcohol use and mental health and
the interactingsocioecological factorsThis includes common underlying factors and other
factors that are linkednental health which, which in turn impact alcoheor vice versa.
The value of a hadtic approach is also being recognised within the area of intervention

development for reducing amphetamine use and mental health in ad246)

9.2.3 The components of a tagged family-involved intervention

Intervention strategies

First, the intervention aims to help galvanise and build family support in addition to young

LIS2 L SQ& 26y O2LIAY3I YSOKIyAayvYao { LISOATFTAOLNI £ f
chosen family memls) require knowledge and skills in order to support the young person

experiencing cabccurring alcohol use and mental health problens&cond, it takes a

holistic approach addressing the link betweslnohol use and mental health problems
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alongsidenteracting socio ecological factors Finally, it will be youth ledMeaningthat

the young persortanchoose which of their family members to involeedthe level of their
involvement. The intervention strategies will now lebscussed and situated witinthe

wider literature. Please sdbe logic modelFigure8.1, for an exact outline of each of the 9

intervention strategies and associated mechanismshainge.

Information will be shared with young people and caregivers/family members about the
relationship between alcohol use and mental health problems. Professionals will also
explore how they are specifically linked for that young person within their social context.
This will aid an understanding as to how the link between alcohol use and nhesi#h is
introduced and reinforced for that specific young persdihis was not done in any of the
family interventions included in the review, including the three that did to some extent raise
the link between the twq126, 152, 161) The coping skills and wellbeitaplkits can be
tailored specifically towards the way alcohol and mental health are specifically linked for

that child within their social systems.

Theinterventionwill 6 dzZA f R FF YAf Al f adzlJLl2 NG Ff2y3aARS @2
mechanismsn relation to extrafamilial factorsincluding youth focused components within

an intervention has been foundo increase the effectiveness of family interventiomshin

the field of substance use preventi¢gb4). Particular focus on coping mechanisms is

consistent with emerging recommendatiorier the prevention and treahent of co-

occurring mental health and alcohol useyoung peopl€23). These components will be
deliveredseparately for young peoplkend family memberdyased on the same content.

Specificallythe family member andhe young person will learn how tproblem solve and

O2LIS 6AGK &aLISOATAO a i NHhedatiNEnenbst will e Shown2 dzy' 3 LIS
this technique with aim of aiding the young person to problem solve within their day to day

lives. This technique is based argnitive behaviourgbrinciples.

CKS AYUGSNBSyuGA2y oAt | f &-2stebnhand weleing.y ONSI a S @&
Specificallythroughengaging young people in new social activitteshelp them build new
peer networks This may also contribute to an alternate sétpeer norms surrounding
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alcohol use and help broaden their peer network if having difficulties with peer
relationships. In the field of alcohol use a similar focus on targeting peer influence and

social norms is emerging@47)

Furthermore the proposed interventiormims to help explore family members own mental
health and substance ussignpostingo appropriate services where needed. This aims to
increase caregiveffamily members owremotional and physical resourcesorderfor
themto feel better able to support the young persott may also reduce direct impacoté

Ol NXB 3 A OnteNad Bealtd @ny alcohol usen the young person which is associated
with negative impacts othe young person(36, 166)

With the intervention being youth ledjoung people may choose whether theyshto

engage in any of the optional joint family sessions or Adte first include$uilding familial
communication skills The second involves opportunity for young gople to shardheir
wellbeing toolkitsand problem-solving skill{developed in their individual sessipin a joint
family session.This differs from many of the existing family interventions in which the child
could not select which family member to involve or the level of family involve(hdat

149).

The study did not find sufficient support for group bade t A GSNE 2 NJ F2NJ 1 KS ¢
& G 2 NR S éufy pdopl@with dlinical levels of alcohol uge.relation to groupbased

delivery evidence suggests that not only are these ineffectivealsat that theycan have

adverse effect$226)p l'a FT2N GKS xizng litetafure $uggst\iiat these2 NRA S &
A0NI GSIASE INB y2i STFSOUGADE48) a6 yoNdgRatyeA y I & 2d

are not concerned about health risk&47)

Target population and outcomes

The importance of not pathologising the young person and the difficulties they are facing
emerged fronthis research While, at timesLJ: NIi A OA LJ- riviflised tRelyaud® dzNBE S
LISNBE2Y Qa YySSRasz NBTENNAIYSS yF-NSSSjNIEB gf oduite Wike2 NIWi2eyL
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important to take a developmental viewpoint whilst understanding these difficulties,
recognising that adolescence is a time of considerable biological, psychological and social
change(249). Although,it is argued within this doctoral work that regardless of whether
alcohol use and mental health symptoms are linked to these developmental stages or not,
they can nonetheless be distressing for the young person. As such, this pranides
opportunity to equip them and their families to help support the young person. Hopefully
they will be able to draw upon and build on this throughout their lifeti{280)

Accordingly, employing a targeted preventative approach to this family involved

intervention is suitable, as it does not involvepiding a diagnosis.

As for the target age group of the intervention, it is designed for young people aged 12

17. However, it is acknowledged that it may be more suitable for young people aged 14

17 as a targeted (indicated) preventative intertien. This was often the age in which

young people expressed a link between their mental health and alcohol use within the
gualitative interviews Whereas most young people agedl2 did not express a link,

rather their alcohol use was limited to regtred amounts together with caregivers.

Caregivers would provide alcohol, varying from sips to their own drink, in an attempt to

prevent young people from drinking with peers. Consequently, for young people aged 12

and 13 this would need to be paired Wwispecific efforts to address parental alcohol

provision. As this has been found to not be a protective factor and in fact increase the

chances of peer suppbf alcohol us€251) As outlined in the qualitative interviews and

the co-design workshops this was highly socially informed and would require a societal and

Odzf GdzNI £ &KATFG Ay OdzNNByYy( y2N)Ya ofamdate® dzy RA y 3
20KSNJ addzZRASa SEIFYAYyAy3a OFNBIAGSNDA | GdGAGdRS
alcohol usg243)

With regard to the targeted outcomes, professionals raised the need to not only reduce co
occurring alcohol use and mental health problems but also to promote wellbeing.
Wellbeing can be understood &notional or hedonic wellbeing (positive or negative affect,

satisfaction with life), and psychological or eudaimonic wellbeing (personal growth, purpose
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in life, positive relations with othej4252) Within the field of public health the
improvement of wellbeing alongside the reductions of mental health problems is seen as
crucial within preventative intervention@4). Consequently, wellbeing was included as a
secondary outcome of the intervention. The primary outcome wasamrring alcohol use

and commormental health problems (internalising and externalising).

9.3 Implications for policy and practice

The proposed theoretical basis for the famifyolved intervention within this doctoral work
NBalLR2yRa (2 GKS OFff FT2NJ AYLINROSR LINBGSydl dA
health, outlined in both théPuture in mifR @nd the green pape(7, 48) It also responds to

the need forinterventions wthin schoolq48). Although the family involvedrptotype

intervention in this thesis is still in the early stages of development and the planned setting

may change, schools are acknowledged as possible delivery setting.

This doctoral work can help infortiKguidance fopreventative support for youngeople
with subthreshold levels of eoccurring alcohol use and mental health problen@urrently
NICEand associate®®ffice for Health Improvement and Disparitigyiidance for ce
occurring substance use (including alcohol)um®ed mental healtiproblemsonly covers
servicedreating clinical levels of substance use (including alcohol use) and mental health
problems(PHE, 2017; NICE, 2016).

Specifically,dture interventions aimed at preventing/reducing the-oocurrence of alcohol

use and mentbhealth problems in young people should take a holistic approach addressing
both the link between alcohol use and socio ecological factors. This is regardless of whether
preventative or treatment based and other type of intervention. This is underpibyetie
gualitative findings suggesting multiple underlying mechanisms are often at playher

enabling the young person to determine the level of family involvement may increase the

acceptability of future interventions.
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My researchalsosuggests tht interventions aimed to galvanise familial support and young

LIS2 L) SQa O2LIAY3I &aGNF G§S3IASaA -ocduréence & aldidiiuseS NJ LI |
and mental health problems, than family interventions primarily addressing family

dysfunction. Thissievidenced by the findings from my systematic review that existing

family interventions are not effective in reducing-cocurring alcohol use and mental health
problems in youngeople. This is in line with curremilCEguidancefor promoting
emotionalwellbeing(59), and prevenng clinical levels of alcohol ugé0)separately NICE

does not recommend family interventions or therapy but does recommend the involvement

of family members within interventionsConsequently, the findings frothis thesisare well

suited toinform the development of éargetedfamily-involvedintervention, addressing co

occurring alcohol use and mental health problems

It may be most efficient to deliver the proposed farvifyolved intervention alongside

other populationbased approaches aimed at reducing parental provision of alcaN@h
parentalalcohol provision being socially driven, a universal interventtoald need to

facilitatel &2 OASGFf | yR OdzZ G§dzNF f AKAFTG Ay Odz2NNBy
use. This additional universal strategy may be particularly important for yourngpleeaged

12 and 13 as this doctoral work highlighted that they would only drink with their family. An
SEIFIYLX S 2F &dzOK | LRLzZ FdGAz2zy adGdNr GdS3e Aa (GKS
Balance, an organisation funded by seven local authoiii¢ise North Eastof England The
campaigrwas designed to help dispel the myths around perceived protective factors of

providing alcohol to young peopl&his isn line witht KS OKASF¥ YSRAOIt 2FFA
on an alcohofree childhood(253)

9.4 Strengths of this research
9.4.1 Approach and contributions of this study

The proposed theoretical basis for a holistic family involved intdreans grounded in the

lived experiences and needs of young people and caregivers. Young people, caregivers and
LINEFSEaarAz2ylfQa LISNRLISOUGADBSE 6SNBE RNI gy dzLlR2y
study. This was facilitated by the use of in deptmsstructured interviews and the eo
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design workshops. This should increase the likelihood of the resulting finalised intervention

improving health outcomes and to inform policy and practie4).

This doctoral work takes the stance that the family can be part of the solution within
interventions. Specifically, with the right help family members can be a considerable
environmental support system for young people withamurring mental healt problems
and alcohol use. This encourages the shift away tr@existing predominant focusn

involving family memberto primarily target the dysfunction within the family.

My findings contribute to the existing knowledge base by moving beyond lgnetentifying
shared risk and protective factors to exploringw socioecological factors can lead to the
co-occurrence of alcohol use and mental health problems. This was enabled by the use of
semistructured qualitative interviews which identified thenderlying mechanisms
associated with the coccurrence of alcohol use and mental health problems. The critical
realist orientation of my worlplaced further emphasien theimportance ofgoing beyond

the identification/description of factors and identifyg underlying mechanisms. Thias

resulted inclear areas for interventions to target.

The study did notrelyoW2 TF (GKS AKStF GKS2NASEAQ gKAOK (S,
level risk and protective factordRather the selection of possible thees were guided by

the systematic review and the emerging themes from the qualitative data, and thus ensured
that my understanding reflected the accounts of young people and caregivers. This resulted
in drawing on aspects of multiple theories. This jpded a comprehensive understanding of
both individual and social factors and how they were related to theamrrence of alcohol

use and mental health problemd.he use of multiple theories is in keeping with critical
realism. The overarching theory, ecological systems theory, illuminated how the young
LISNE2Y Q& | f 02 K2f{ probels wensRuatyduyiangst andinferadted K

with multiple social system In light of the findings from the qualitative interviews and the
systematic review certain aspects of the multistage social learning model were used and at
times modified. First, the parent section was modified to focus on equipping parents or
other family members with effective strategiés support the young person. Rather than
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caregiverown mental health and substance use and any support they may aeed
explored Therefore acknowledging the stressoesegivershemselves may be facir(@1)
and how this may impact their physical and emotional resources, as wasrdtrated in

the qualitative interviews.Less emphasis was placed on gagenting technique section in
the model, with aspects such as familial communication skills optional for those young
people who would find this beneficial. As for the adolesceatisn of the model he
gualitative interviews reinforcgthe role of copingskills, seHesteem, peer groups, and
school. However, this was understood in relation to the link between mental health and
alcohol use as opposed to substance use primarilpudsed in the model. Finally,
principles from the cognitive behaviour model were specifically applied to the

dzy RSNRE UGl YRAY3I 2F @2dzy3 LIS2L) SQa O2LIAy3a &alAff

The specific strengths relating to the methods of each of the components will now be

discussed.

9.4.2 Systematic Review and MetAnalysisapproach

Rigorous methods were applied throughout the review process. This included the
development of a search strategy designed to balance specificity and sensitivity. The search
was not limited to papers reported iBnglish so as to include all papers within the research
area. Further rigorous steps includedual screening, extraction and assessment for risk of
bias. All levels of prevention and treatment were included to allow for the comparison
between the diffeent levels of intervention. Although comparisons were not possible
between the levels of prevention, comparisons were possible between the impact of
prevention compared to treatmentA broad definition of family was employed, to include
parents, carersgrandparents, aunts, uncles and siblinggsoad inclusion criteria for family
interventions vere alsoappliedin which a young person andcaregivemeeded to be
included, either separately or together, in at least one sessidris was to capture a variety
of family interventions. A range demographics includingender, ethnicity, and

socioeconomic status were all well represented amongst the included trials. The systematic
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review provided a holistic overview of the existilagnily interventions and the gaps in the

field, specifically the lack of comprehensive intervention development specifically designed

for young people with cccurring alcohol use and mental health problems.

9.4.3 Qualitative Interviews analysis

OftenwithintKk S | NBFa 2F @2dzy3 LIS2LX SQa YSydil
caregivers views are exploragparately(244, 254) Whereas in this piece of research the
views of both young people and caregivers have been exgloféis allowed for a broader
understanding of the experiences of caregivers in supporting young people with co
occurring alcohol use and mental health. It also enablddeper understanding, through

comparing and contrasting their accounts.

This quaitative exploration of factors and related mechanisms in relation to the co
occurrence of alcohol use and mental health for young people who live in theddkential
for the development of Ufbased interventionsas frequently evidenceriginates from he
USA.Theconsiderablesocialand cultural differencesbetweenthe UKand USAmay hinder
successfulranslationof theseinterventionsto other countries(Allen,Coombesg& Foxcroft,

2007).

Cadesign workshops

The systematic review and metmalysis of the effectiveness of existing family interventions

and the qualitive exploration of the needs and support of young people wkbccarring

alcohol use and mental health problems together formed a comprehensisis bar the ce

design workshop content. End user involvement with both young people and caregivers

was prioritised throughout. This is deemed essential within the intervention development

procesq63, 255.

Professionals were also consulted in thedasign workshops alongside young people and
caregiver workshops. The selection of included professionals was based on those

professionals who young people thought could best deliver the interventiore Th
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researcher was able to recruit a range of different professionals, providing a broad base of

expertise and insight regarding the feasibility of the initial intervention strategies discussed.

Involving such a range of end users and stakeholders was ehtiistugh pragmatic
methodological considerations. Conducting workshops for young pecglegiversand
professionals separately facilitated agppropriate workshops and to aid everyone feeling
able to contribute. To facilitate the integration of findjs from the separate workshops the

same content was discussed.

9.4.4 Limitations of this research
Approach to study

Due to limitedresearch within the field of coccurring alcohol use and mental health
problems, a broad stroke approach was applied. To gain the most comprehensive insight
into existing family interventions aimed at preventingaccurring alcohol use and mental
health problems, treatmenbased interventions were also included within the review. This
decision was based on the ability to compare prevention and treatment whilst also gain
additional insight into effective family interventions aimed atamxurring alcobl use and
mental health. Similarly, within the qualitative interviews young people with and without a
treatment background were sampled. This was to gain diversity of perspectives to aid the
analysis. Young people with a diagnosis were not asked alheintexperiences of

treatment, rather were able to talk about what help could have been put in place sooner.
These decisions did not alter the overall aim of the doctoral work, to develop a targeted
intervention. As such the findings do not reflect tieeds of young people with clinical
levels of ceoccurrence nor are the recommendations outlined to be applied to the area of

treatment.

Systematic Review data

Therewere severalimitations of the includedtrials whichimpactedthe systematiaeview
andmeta-analysis The main limitation of this review is a resulttbé lack of existingrials

explicitlyscreening for and examinirgp-occurringalcohol useand mental health problems.
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Participants were rarely screened for the-gocurrence of alcohol usend mental health
problems. As for outcomes at follow up, either alcohol use or mental health were measured

as a primary outcome with the other simply measured as a secondary outcome.

Further to this, less than half of thecludedpapers could be pooled for metnalysis. This
was due to both heterogeneity amongst target populations and outcome measures and the
lack ofadequatereporting of means and standard deviationsurthermoe, only three
authorswere able to provide the level oéquired data uporpersonalrequest. Thisack of
adequate data alshindered the ability to run sugroup analysis. Thig conjunction with
limited reporting of intervention content in trial papg hindered an irdepth

understanding osomekey intervention components.

Varyingdegreesof biaswere presentacrossthe includedtrials. Comparatorsften
consised of activecontrols. Thiswasprimarilyamongstthe targetedandtreatment-based
studies, limiting the ability of trials to identify significantintervention effects. Many of those
that did, employinactivecontrolsincludedtreatment asusualwhichoften involved
alternatetherapy. A numberof trials,includingseveralpilot feasibility trials, utilisedsmall
samplesizesyesultingin the likelihoodof underpoweredtrials andanincreasediskof type
Il error. Threetrialsincludedmedicationadministrationin additionto family-involved
interventionsandonetrial providedadditiond Motivational Enhancement
Therapy/Cognitivd8ehaviourTherapy. Thislimits the ability to attribute effectsto the
family-involvedinterventions. However all control groups,apartfrom onein whichit was

unclear were offered the sameadditionaltreatment.

9.4.5 Qualitative methods

There are several limitations in relation to recruitment of participants. The majority of
participants were accessed through gatekeepers. Although this was a very efficient
approach it had some drawbacks. Vghijatekeepers were briefed of the inclusion and
exclusion criteria it still allowed for a level of interpretation from the gatekeeper

themselves. Consequently, the researcher did not have a full input regarding who was
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approached. At times this resutten misunderstandings regarding the inclusion criteria. In
most instances this could be picked up by the researcher prior to arranging interviews.
However, in two cases this only surfaced during the interview wihenparticipants, a2

year old partigpants and a 13 year old explained that they had never consumed alcohol.
The researcher chose to continue the interview, due to the effort both young people had
taken in attending the interviewThe data from these two interviews were included in the
analysis. It was considered that the dateuld enrich the researchers theoretical
understanding by providing an insight into the reasons why the two young people
experiencing challenging emotions and difficulties had not engaged in alcohol use.
Furthermore the results from the qualitative interviews are limited to those who chose to
take part. It important to acknowledge that those young people and caregivers who chose
not to take part in the interview may differ in regard to the challenges they have faced

compared to those who chose to take part.

Socioeconomic status is a complex construct which encompasses a multitude of aspects of
social stratification. Different measures capture different aspects of ssmmoomic status.

An area level measure was@ated as a proxy for individual level socioeconomic status

(256) As young people did not provide postcode data, the postcode from the place of
recruitment wasused. This method has been used successfully in similar qualitative studies
with young peoplg241,257). For consistency the same method was utilised for caregivers.
Themajority of those interviewed within the qualitative study were from areas of high
deprivation. This is a population group deemed to be underrepresef2®g8) Additional

efforts were made to try to reach young people atategiversrom areas with low levels of
deprivation in aid of maxnum variation Whilst the literature focuses on the impacts of

lower socioeconomic status, research has found that young people from higher
socioeconomic status can also be associated with increased alcohol use and mental health
problems(259) Oneof the methodsincluded recruiting from a school with a large

catchment area including higher SES arelnis may have resulted in the inclusion of
participants with higher socioeconomic statudowever,asthe postcode of theschool was

used(representing medium to high levels of deprivatioajher than thepostcode ofyoung
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LIS 2 LI S Qthe ldasYoSi&privatiomay not berepresentative of thesociceconomic
status of theincludedyoung people ocaregivers As suchhis proxy measure limited the
ability to explore the role of socioeconomic status within the analy&isempts at
accessingrivate schools were unsuccessful. With less focus on examining mental health
and alcohol use specificaligr young peoplewith high socioeconomic status, teachers and
parents may be less attuned to these concef280) This may explain the difficulty in

recruitingindividuals with higher socioeconomic statuem for example private schools.

Other population groups which proved difficult to recruit from included fatreerd black,

asian andminority ethnic groups Despite specific efforts to recruit fathers, only two (out of
twelve caregiver$ took part in the study. This signifies a larger issue within the field of
82dzy3 LIS2LX SQa &a20Alf |yR KSIftUK NBRSI NOKX
The small number of fathers in this study may partially be due eauge of terminology

within the recruitment material. This included parents arategiverswhereas research

has found that specifically addressing fathers alone within recruitment advertisements are
crucial in successfully recruiting fath€262) Only one minority ethnic individual took part
in this study with remaining participants being white Briti$his demonstratethe need to
improve and develop strategies to increase the involvahw ethnic minorities in research

to better understandheir views andmeet theirneeds(263) For example, through public
involvement minority ethnic individuals could be involved in the development of the study
design to ensure that the methods employed are sensitiveuttucal and health beliefs and
communication need§264) Including the option to take part remotely may also aid
involvement(264) Thus,average andhigh socioeconomic status, ethnicity and fathevere

not well represented whichauld restrictthe transferability of findings.

The majority of young people and caregivers were from different families. It proved
challenging to recruit caregivers and as such the researcher decided not to imposa furth
criteria, including the need for included caregivers to be related to the young people in the
study. For the few participants that were from the same family, this enabled the researcher

to compare and contrast accounts in order to further build a thedimal understanding.
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Importantly, the aim was not to unearth a collective truth regarding the risk and protective
factors at play and the support needs of the young person. Rather, in line with critical

realism, it was to capture each family membersjsghbve account and their own truth.

It is important to note that the data was collected and analysed prior to the onset of the

Covidmd LI YRSYAO® CKdzAX @2dzy3 LIS2LX S&a FyR O N
substantially subsequent to the pandemidew and/or different risk factors may have been
AYUNRRdAzZOSR Ay NBf I {i Aoeyrring &cohblise arddl hemaithealtiS NB 2 v Q &

problems which may not be taken into account in this study.

Cadesign Workshopnethods

Whilst young people and profe®nal workshops were carried out successfully, the
researcher was unable to carry out a workshop with caregivers. This was due the inability to
find times and places that suited everyone, due to personal commitments. To ensure
caregivers were also givehe opportunity to provide their views regarding the acceptability
and feasibility of initial intervention strategies one interview and one dyadic interview were
carried out to gain their insights. This involved using the same workshop material as used
for young people and caregivers for consistency and comparability. The same challenges
surrounding recruitment remained, despite specific efforts to gain a representative sample
in relation to socioeconomic status, ethnicity and fathers. The yau&NJE v@ogk<hdp did

not manage to cover the entire age range oftd2 7 but this was well represented within

the interviews. The workshop did however manage to include more boys, as there were

slightly less boys than girls in the interviews.

9.5 Future research

There are possible areas for furthessearch. First there is a need farther quantitative
andqualitative research exploring the interact®hetween familial and extrafamilial factors
and ceoccurring alcohol use and mental health probleniis could explore additional
factors such as single parent families and so@oemic status. This would help contribute

to a more comprehensive understanding of the link between alcohol use and mental health
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problems and how it interacts with ecological factors. This could also involve exploring

alcohol use in relation to specifaspects of internalising and externalising problems such as

anxiety more closely. In addition, considering the role that other family members had

GAGKAY (KS @e2dzy3 LISNE2yQa fAQBSasx ¥Fdzidz2NBE NBaS
family members. @ enable consistency and comparability between studies the use of a

consistent concurrent outcome measure for the@ccurrence of alcohol use and mental

health problems is essential. This will aid the development and/or adaption of psychosocial

interventions, across all levels of prevention.

Future trials evaluating the effectiveness of these interventions should screen-for co
occurrence (for targeted and treatmeitased interventions) and adopt consistent outcome
measures to aid comparability acrosgts and tdfacilitate future systematic reviews and
meta-analyses. Other methods of evaluating evidence may also be suitable such as a realist
evaluation, in which the focus is to build an understanding surrounding the context,
outcomeandmechanisms aplay. Within the updated medical research council guidance

for the development of complex interventions,atknowledged that evaluating the
effectiveness of interventions is not the only useful form of synthesis and evaluation for

informing interventiondevelopment(64).

As for the specific continuation of this doctoral wpddditional workshops are required.
These will involve the refinement of the core intervention components and iowgjld

prototype intervention whilst exploring the contextual factors which may impact the
implementation and the effects of the interventiq@55) This also allows the opportunity

to recruit from populations that were not well represented within the qualitative interviews
andco-design workshops to dateOnce this has been reached and tim@gramtheory has

been adapted accordingly, the intervention should be assessed for acceptability, feasibility,
costeffectiveness and suitable evaluation design. This can be carriedrouigth a
comprehensive feasibility study. If deemed suitable this can inform an evaluation study, as

advised by the medical research couriéd).
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9.6 Conclusions

This thesis has demonstrated a dearth of family interventions specifically designed for
preventing/ reducing cebccurring alcohol use and mental health problems in young people
aged 1217. Existing family interventions primarily target shared risk factacduding
parenting techniques and family functioning, in order to reducecourring alcohol use,
internalising symptoms and externalising symptoms. The systematic review and meta
analysis in this study found that these family interventions were ffif@ogive in reducing

any of the above outcomes or wider substance use. The Jaesdysis did however find

that family interventions were effective in reducing the mechanism of change, represented
by family conflict. Consequently, this may suggest thegeting family functioning is
insufficient in reducing coccurring alcohol use and mental health problems. The
gualitative interviews with young people and caregivers and the narrative synthesis from
the systematic may provide insight as to why. Fitst,importance of familial support and
@2dzy3 LIS2LI) SQa 24y O2LIAyYy3T aidNrXriGS3AsSa SYSNHSR
was in line with the narrative synthesis from the systematic review, which suggested that
the inclusion of youth focused compents may increase effectiveness of interventions.
Second, the qualitative interviews raised that with multiple mechanisms at play, simply
targeting common underlying factors is not sufficient. Rather the link between mental
health and alcohol use is erafided within and interacts with multiple soegxological

factors. Together the findings from the review and qualitative interviews indicate that a
holistic familyinvolved intervention is required, galvanising familial support and young

LIS 2 LI S Q &ng killsy Thése firddings underpinned the development of the theoretical
basis for a targeted famiyvolved intervention reducing eoccurring alcohol use and
mental health problems (internalising and externalising symptoms) in young people aged
12-17. Through cedesign workshops with young people, caregivers and professianals
theoretical model was developed containing components delivered to young people and
family members (of their choice) separately. Covering the areas of a) Raising awareness
regarding the link between alcohol use and mental health problems; b) Building familial
support and coping strategies specifically tailored to how alcohol use and mental health

problems link for them within their social systems; ¢) Engaging young peopleviegusal
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activities to enhance setsteem and wellbeing; d) Exploring family members own mental

health and alcohol use to improve emotional and physical resources; e) Optional familial

joint sessions. This doctoral work contributes to the existing ewddrase with a

contextualised understanding of young people and caregivers needs to support young

people with ceoccurring alcohol usand mental health problemwithin the UK. It

responds to the call from the future in mind report and the green papepfeventative
AYGSNIBSyiGA2ya F2NJ e2dzy3a LIS2Lx SQa YSyidlt KSIf
towards the development of a targeted preventative family intervention foocourring

alcohol use and mental healfiroblens.
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Secondary preventative family-involved interventions to reduce co-occurring risky
alcohol use and mental health problems in young people aged 12-17 years: a

systematic review and meta-analysis
Emma Gefer-Simpaon, Ragphu Lingam, Ruth MoGovern, Paul MeArdle, Eileen Kaner

Citation

Emma Geijer-Simpson, Raghu Lingam, Ruth McGovern, Paul McArdle, Eileen Kaner. Secondary preventative
family-involved interventions to reduce co-ocourring risky alcohol use and mental health problems in young people
aged 12-17 years: a systematic review and meta-analysis. PROSPERO 2016:CRO42016039417 Available from
hitpiwoww ord york_ac.uk/PROSPERD_REBRANDING/display_record.asp?ID=CRD42016039417

Review guestion(s)
1. To conduct a systernatic review that summarises current evidence on effective secondary preventative family-
involved interventions to prevent risky alcohol use, mental health problems andfor both that can be delivered to young

people aged 12-17 years.

2. To conduct a meta-analysis evaluating the effectiveness of secondary preventative family-involved interventions in
enhancing person-focused outcomes of young people’s nsky alcohol use, mental health problems andfor both.

3. To compare the effectiveness of secondary preventative family-involved interventions on person-focused outcomes
in relation to for example whether intervention only targets parents or entire family, delivery agent session duration,

Age Eroups.

4. To identify the theoretical underpinnings and intervention technigques using behavioural change taxonomy if
authors provide sufficient information.

Searches
The following electronic datsbases have been searched; MEDLINE, PsycINFO, Web of Science, the Cochrane
Central Register of Controlled Trials (CENTRAL), CINAHL, ASS1A and Embase.

The grey Literature will also be searched, alongside relevant joumnals using combinations of the key words developed
in the scarch strategy.

Citations and references of included studies will be screened.

The search strategy includes terms relating to young people, the outcomes mental health and aleohol use, family and
preventative interventions. This will be combined with validated trial filters where available.

To prevent bias, no time or language resirictions will be applied.
Betore the analysis commences the search will be re-run to include any additional relevant papers.

Types of study to be included
Studies will consist of outcome evaluations, particularly randomised controlled trials, controlled trials and
randomised trials, Quasi-experimental designs will not be excluded at this stage.

Condition or domain being studied
The focus will be on reducing or preventing the following outcomes: risky alcohol wse, mental illness (both
internalising and cxternalising symptoms), and other linked symptoms.
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Participants/ population

Inclusion criteria
1. Famihies including young people aged 12 to 17 years of age.

2. Studies including a broader age range will only be included if sub-group analysis is provided for individuals within
the age range 12 1o 17 years.

3. To ensure that this review is comprehensive a broad definiion of “family” will be employved encompassing parents,
single parents, step-parents, carers, grandparents, aunties, uncles and siblings.

Exclusion criteria

1. Families and young people specifically engaged with pnmary (whole population) preventive interventions and
tertiary-level prevention of mental health interventions (treatment or clinical populations).

Interventions aimed at any of the following populations:
2. People with diagnosed mental health disorders or those accessing psychological/psychiatric secondary care.

3. Young people who have certain disabilities or illnesses such as autistic spectrum disorder, leamning difficulties,
Cincer.

4. Young people and their farmilies with unigue environmental circumstance (e.g. refuges, war-lorfisaster zone,
military families, homeless).

It is important to note that primary and tertiary preventative interventions will be included if the trgeted outcomes
are co-occwming mental health problems and risky alcohol use. This is due to the lack of secondary preventative
studies in this area.

Intervention(s), exposureis)
The primary aim of this review 1s to evaluate secondary preventative family-involved interventions that aim to reduce
co-occurring risky aleohol use and mental health problems in young people aged 12 10 17.

Scoping work has highlighted the lack of studies examining the effect of preventative family-involved interventions
targeting co-occurmng substance use and mental health difficulties. Therefore if there is not a sufficient amount of
studies the review will also encompass secondary preventative interventions that target alcohol use and mental health
difficulties separately. Important to note primary and tertiary interventions will be included if the owtcomes
investigates co-occurring mental health problems and risky alcohol use.

Secondary preventative interventions can include selective or indicated interventions. Selective interventions are
wimed at individuals who are at a high risk of developing a mental health disorder whereas indicated interventions
target individuals who present with symptoms of a disorder (Mrazek & Haggerty, 1994).

With regard, to studies examining the effectiveness of interventions to reduce substance use, a mnge of drugs or
pevchoactive substances will be included as long as the impact upon alcohol wse can be specifically evaluated
(aleohol-focused outcomes extracted). Also family-involved interventions in this review can encompass parent-
targeted interventions that do not involve the young person however it must measure young people’s outcomes, There
will not be any restrictions regarding delivery agent (e.g. schoolfthird sector) or length of intervention. Context of
delivery will not be restricted as long as the intervention is family-invaolved: therefore it could be for example
conducted at home or in a school-based setting.

Exclusion criteria

1. Multicomponent interventions, involving other types of preventative interventions in combination with family-
involved interventions, will not be included as this hinders the ability to assess the effects of the family-involved
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intervention alone.

2. Interventions that do not measure mental health andfor aleohol use outcomes of young people between 12-17 vears
of age.

3. Interventions that do not include a sub-analysis of alcohol wse outcomes.

4. Pnmary and tertiary preventative interventions and services targeting substance use problems or mental health
separately.

Comparator(s) control

Eligible comparator groups:

1. Wait-list, no-intervention or treatment as usual comparison contral groups.

2. Alernative familyv-involved interventions, reduced intervention content, reduced intensity (e.g. less
frequent/shorter sessions) or delivered by an altemative modality (e.g. individualfgroup) in comparison to the
secondary preventative family-involved intervention tested.

Context

Research highlights that adolescence is often when mental health and substance use problems first emerge (Hawkins,
200, that they commonly co-occur, can lead o numerous social, behavioural, familial problems and that they can
have longitudinal effects into adulthood (Bender, Springer. & Johnny, 2006; Skogen et al., 2014).

Arguably mtervening before the onset of a disorder provides the paramount opporumity to avoad the significant costs

to individuals, families and society that these disorders cause (Mason, Haggerty, Fleming, & Casey-Goldstein, 201 2).
Consequently adolescence is arguably when preventative interventions should be applied.

Secondary preventative interventions have been found to result in larger effect sizes than universal interventions
(Foxcroft & Tsertsvadee, 200 1) (Foxcroft, 2001 1). Rates of young people’s alcobol consumption have reduced over
recent years however those that do consume aleohol are drinking regularly and large amounts (Fuller, 2015). This
trend further suggests the need for secondary preventative interventions rather than primary preventative
interventions.

Research suggests that family-related risk factors are the strongest and most consistently associated risk factor with

both problems (Rowe, 20000). Consequently this review will be primanly be examining secondary preventative
familv-involved interventions mimed to prevent risky alcohol use, mental health problems andfor both in adolescence.

Outcome(s)

Primary outcomes

1. Adolescent co-occurming alcohol use and mental health problems.

2. Adolescent aleohol consumption (use, frequency, binge drinking, regolar or problem drinking).

3. Adolescent mental health problems both intemalising and externalising symptoms.

Secondary oulcomes
1. Substance wse e.g. smoking, illicit drug use, novel psychoactive substance use.

2. Self-harm.
3. Family functioning and relationships e.g. family conflict, family cohesion.
4. Quality of hife.

Data extraction, (selection and coding)
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Systematic methods will be applied to search, screen, quality appraise and extract data from the studies. One reviewer
will screen the titles and abstracts against pre-set inclusion and exclusion criteria for all the papers at each stage. Full
papers will be retrieved for all potentially relevant papers and again screened against the inclusion and exclusion
criteria. Relevant papers will be included in the review and assessed and data-extracted by myself and one other
independent researcher. Any disagreements will be resolved by a third independent researcher. The process and
outcome will be represented in a PRISMA diagram and a table summarising the findings, as suggested in the
Cochrane Handbook, will be included. In addition to the electronic database, the included studies will be cross-
referenced, reference lists of reviews will be searched, relevant journal alert systems will be monitored and authors of
identified studies will be contacted.

Criteria for data extraction will include but not limited to:

1. Study author, publication year and country where research took place.
2. Participants recruited (age, gender, SES).

3. Family composition.

4. Method of selection/recruitment of participants.

5. Intervention characteristics and comparison groups.

6. Mode of delivery (e.g. in-person, email).

7. Theoretical underpinnings of interventions will be recorded if provided by the authors, if any information is unclear
authors will be contacted. Sensitivity analysis will be performed on studies that incorporate theoretical framework
into their study.

8. Intervention techniques will be recorded using behavioural change taxonomy if included by authors.
9. Length of intervention and number of sessions (any follow-up details).
10. Outcome data.

Risk of bias (quality) assessment

The quality of trials will be critically appraised using the Cochrane Collaboration’s tool for assessing risk of bias.
Reviewers will be blinded 1o each other's assessment and will be compared. If any disagreements arise this will be
resolved through discussion, or with a third reviewer. The results of critical appraisal will be reported in narrative
form and presented in relevant tables. Although studies will not be excluded based on the critical appraisal, it will
help to criically evaluate the conclusions of included trials.

Strategy for data synthesis

Initially narrative synthesis will be conducted for interventions targeting the three main outcomes, risky alcohol use,
and/ or mental health problems and co-occurring mental health problems. This will include describing and comparing
the theoretical underpinnings and the intervention techniques using behavioural change taxonomy if sufficient
information is provided by the authors. If there is a sufficient amount of homogeneity a random effects model meta-
analysis will be conducted, sub-analysis will be conducted if this further enables conducting a meta-analysis.

Analysis of subgroups or subsets

The review will be divided into three sections according to the family involved intervention outcomes; risky alcohol
use, mental health problems and co-occurring risky alcohol use and mental health difficulties. Dependent on data
identified sub analyses may be conducted, using moderator analysis, for example to examine the impact of age and
development (young people will be divided into younger e.g.. 12-14, and older e.g..15-17). Sub-analyses may be
conducted based on the type of family-involved interventions for example whether it is parent targeted or targeting
the entire family. Sub-analysis may also be camried out for the duration of the intervention for example short, medium
and extended.
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Dissemination plans
This meta-analysis will be published upon completion.

Contact details for further information

Emma Geijer-Simpson
Institute of Health & Society
Mewcastle University
Baddiley-Clark

Richardson Road

Mewcastle upon Tyne

NE2 4AX
e.gefjer-simpson2 @ nelac.uk

Organisational affiliation of the review
Mewcastle University Institute of Health and Society

Review team

Miss Emma Geijer-Simpson, Newcastle University
Dr Raghu Lingam, Newcastle University

Dr Ruth McGovern, Newcastle University

Dr Paul McArdle, Newcastle University

Professor Eileen Kaner, Newcastle University

Anticipated or actual start date
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Appendix B.Systematic review search strategy for included databases

Theme: Keywords: MeSH terms: CINAHL Psychinfo ASSIA headings Web of Science Cochrane
headings headings
Young Person: | See adj to outcome Adolescent/ Adolescence adolescen®*.mp. | Adolescent girls | In title: Adolescent/
variables Adolescent boys | Ti=teen* or

pre?teen or
adolescen® or
youth or "young
person” or
"young people"
or young® or

child* or
juvenile* or
underage®))
Alcohol ((teen® or pre?teen or | alcohol Alcohol Drinking | alcohol drinking | Alcohol related In title: Alcohol-
QOutcomes adc:lescen or yotljlth d.rmklngjl’ or Binge Drinking patterns/ or disorders Ti=("alcohol R\.elated
or "young person" or binge drinking/ alcohol e Disorders/ or
" n . . Alcohol drinking" or
young people” or or underage intoxication/ or | . . . N alcohol
i . o . . intoxication drink alcohol" or .
young® or child® or drinking/ or binge drinking/ "binge drinking" drinking/ or
juvenile® or Alcohol- or underage Alcohol related or "binge drink” binge
underage®) adj5 Related drinking/ problems or "harmful drinking/
(aI(I:OhoI. atiJZ (drlnl: Disorders/ Alcohol drinking” or
or intoxicat o.r use consumption "problem
or abus* or misus* or e
drinking" or

risk* or consum®)))

((teen™® or "pre-teen”
or adolescen® or
youth or "young

intoxication or
"alcohol use" or
"alcohol abuse"
or "alcohol
misuse "or




G6T

person" or "young
people" or young® or

"alcohol
consumption" or

child® or juvenile® or "risky alcohol
underage®) adj5 (drink use")
adj2 (binge or harmful
or problem)))
Mental Health | ((mental or Mental Health/ | Mental Health mental health/ Mental health In title:
outcomes: psychz.)loglc or orj'\.nmety/ or Anxiety or well being/ or Mental health Ti=("mentally il " | Mental
behavio?ral or Anxiety . mental . "
. . . Disorders . promotion or "mental Health/ or
emotion*) adj2 (ill* or | Disorders/ or disorders/ or . " .
i . . illness" or Anxiety/ or
disorder® or Mood Impulse Control anxiety Preventive . .
disorder or Anxiety

symptom#* or health
or problem* or
difficult*))

((teen® or "pre?teen”
or adolescen* or
youth or "young

Disorders/ or
Depression/ or
"attention
deficit and
disruptive
behavior
disorders"/ or
attention

Disorders

Attention Deficit
Hyperactivity
Disorder

Child Behavior
Disorders

disorders/ or
impulse control
disorders/ or
affective
disorders/ or
conduct
disorder/ or
aggressive

mental health
care

"mental health"
or psychologic*
or "internali?ing
symptoms” or
"externali?ing
symptoms” or
"beha\.ri|0r?ral
symptoms" or

Disorders/ or
Mood
Disorders/ or
Depression/
or "attention
deficit and
disruptive
behavior
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person” or "young
people” or young* or
child® or juvenile®)
adj5 (anxiet® or
anxious* or stress or
stressed or depress®
or self?harm* or
"self?injur*" or suicid*
or resilience or
self?esteem or
internali?ing or
externali?ing or
impuls* or "conduct
disorder" or
"oppositional defiant
disorder" or
"attention deficit
hyperactivity disorder"”
or "attention?deficit
disorder" or anger* or
aggress*® or
"anti?social
behavio?r" or "family
functioning” or "family
relationship” or
"problem behavio?r"
or well?being or
"quality of life"))

deficit disorder
with
hyperactivity/
or conduct
disorder/

"Depression"

Affective
Disorders

Anxiety

behavior/ or
behavior
disorders/ or
behavior
problems/ or
psychological
stress/ or
Attention Deficit
Disorder/ or
Attention Deficit
Disorder with
Hyperactivity/

Affective
disorders

Anxiety
disorders

Anxiety
Depression

Conduct
disordered
adolescents

Disruptive
behaviour
disorders

Disruptive
behaviour

Attention deficit
disorder

Attention deficit
hyperactivity
disorder

"emotional
symptoms" or
"emotional
problems" or
"behavior?ral
problems")

OR

TI=( anxiet* or
anxious® or
stress or stressed
or depress™ or
psychological or
self-harm* or
self- injury® or
suicid® or
resilience or self-
esteem or
internali?ing or
externali?ing or
impuls* or
"conduct
disorder" or
"oppositional
defiant disorder"
or anger® or

disorders"/
or attention
deficit
disorder with
hyperactivity/
or conduct
disorder/




L6T

aggress* or
"anti?social
behavio?r" or
"attention
hyperactivity
deficit disorder"
or "family
functioning" or
"family
relationships" or
"problem
behavio?r" or
well?being or
"quality of life")

Family:

(famil* or parent or
parents or relative or
relatives or sibling® or
grandparent® or
family?centered or
family?centred or
family?based or
famil?involved or
family?strengthening)

Family/ or
Parents/

Family Therapy

family/ or
parents/

Parents

Family networks

Title or abstract:

TS=((famil* or
parent or parents
or relative or
relatives or
family-centered
or family-centred

or family-based
or family-
involved or
family-
strengthening)

Family/ or
Parents/
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Intervention | (reduc* or increas® family therapy/ Family Therapy/ | Behaviour family | Title or abstract: | Family
treatment® or therap* or Family therapy Therapy/
or preven® or Intervention/ or

. . Developmental .
promot* or screen* or Multisystemic . TS=(reduc* or
family therapy . .
psychoeducat® or Therapy/ Increase™ or
psychosocial or Cognitive treatment® or
intervention* or behaviour family | intervention® or
program* or counsel* therapy program* or
. . £
or (systemic adj2 Family therapy counsel® or
therap*) or therap* or
(multi?systemic adj2 Brief family preven® or
therap®*) or therapy promot* or
"behavio?ral psychoeducat® or
intervention*" or psychosocial or
"behavio?ral therap*") psychological or
(systemic near/2
therap®) or
(multi?systemic
near/2 therap*)
or "behavio?ral
intervention®" or
"beha\.ri|0?ral
therap*")
Quantitative randomized controlled Randomized.tw. Double-blind.tw. | No Validated No Validated No Filter
Filter trja!.pt. olr controlled Treatment Randoms Filter filter Needed
clinical trial.pt. or .
. outcomes.sh. assigned.tw.
randomized.ab. or
Clinical trial.pt. Control.tw. See WOS

placebo.ab. or clinical
trials as topic.sh. or
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randomly.ab. or
trial.ti.

NOT exp animals/ not
humans.sh.

(validated- Cochrane
filter)

(Validated)

(Validated)

TS=(rat or rats or
animal® or
mouse or mice)

TS=(intervention*
or trial or
randomi®* or
controlled or
experiment® or
treatment® or
outcome*® or
therap¥)

After discussion
with supervisors,
it is thought that
the term
controlled for
example could
bring back case
controlled
studies and could
lead to too many
results so
suggested only
including:

I'I'rial or randomi*
or quasi-
experimental




Appendix CSystematic review data extraction form

h’itle: Family-involved interventions to reduce co-occurring risky alcohol use and mental health problems in young people aged 12-
17 years: a systematic review and meta-analysis

Trial identifier

(note: several papers may
relate to 1 trial)

Author(s)

00¢

Title of paper

Name of reviewer

Key features of study

(Type of trial, how many
conditions, how many
follow ups, key
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characteristics of
population e.g. gang
affiliated youth, Hispanic
etc)

Notes:

(e.g. issues for discussion,
further information
required from authors)

Relevant references from
reference list

Participants: Note- Report separately for intervention and control condition where possible

Country

Recruitment
setting (e.g
schools)

Recruitment
method (e.g
advertising,

referrals etc)




A4

Inclusion criteria
(include both
parental and
young people
criteria)

Exclusion criteria

Number of
Participants
(report for both
children and
parents if
included)

Number of
participants
entering trial
(report total
number and
number entering
control and
intervention
condition. Report
for both children
and parents)
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Description of
child participants
(e.g age, gender,
ethnicity)

Description of
family participants
(age, gender,
relation to child,
ethnicity, SES, socio
demographics such
as Employment
status

Socio-economic
status

Household
composition)

Educational level




02

Young people’s
Alcohol use at
baseline

(E.g Frequency
levels
dependence
abuse

mean
consumptibn(SD)

(daily/weekly/mon
thly)

Hazardous
drinker(%)

Harmful drinker(%)
Binge drinkers(%))

Young Peoples
mental Health at
baseline

(E.g internalizing
and externalizing
symptoms, clinical
significance)
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Interventions: Note- Report both for intervention and control condition

Level of
prevention

Setting of
intervention

Professional(s)
giving
intervention

Number of
sessions

(n & mean)

Duration of each
session
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Family
involvement in
sessions (e.g
separate parent
and young person
sessions or all
together)

Intervention
modality

(e.g. Advice-giving

Counselling, type
of family
intervention,

Residential
Treatment as usual
No intervention

Other)
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Theory-base
(specify)

e.g Attachment,
Family therapy,
MST, BSFT,
Psychoeducation,

CBT, MI

Notes:

Specify any other
details (e.g
content of
sessions)

Attrition

Selective Attrition
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Baseline, foll)ow-up and outcome measures

Baseline and
follow-up time
points (specify
post recruitment
or post treatment)

Statistical analysis
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Primary Outcome
1: Alcohol use

Please report and
specify all types of
outcomes
reported (E.g
Frequency

levels
dependence
abuse

mean
consumption(SD)

(daily/weekly/mon
thly)

Hazardous
drinker(%)

Harmful drinker(%)
Binge drinkers(%))

Include number of
participants

Group 1: Intervention condition

Group 2:

Group 3:
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Outcome tools
used

Reported findings

(significance
tests/between
group analysis)

Primary outcome
2 e.g.|MentaI
health please
report and specify
all types of
outcomes
reported (E.g
internalizing and
externalizing
symptoms, clinical
significance)

Include number of
participants

Outcome tools
used
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Reported findings

(significance
tests/between
group analysis)

Secondary
outcome 1
(Substance use

E.g: substance use,
quantity,
dependence,
disorder
symptomaology)

Include number of
participants

Outcome tools
used




(AN

Reported findings

(significance
tests/between
group analysis)

Secondary
outcome 2: Family

Related outcomes.

Please report and
specify all
outcomes
reported(

E.g Family
relationships/cohe
sion/conflict/positi
ve parenting
/inconsistent
parenting)

Include number of
participants

Group 1: Intervention condition

Group 2:

Group 3:

Outcome tools
used
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Reported findings

(significance
tests/between
group analysis)

Secondary
outcome 3: Self
Harm/Suicide

Include number of
participants

Group 1: Intervention condition

Group 2:

Group 3:

Outcome tools
used

Reported findings
(significance tests/

between group
analysis for all
outcomes
specified above)

Other outcomes
of interest




1474

Additional data &
comments




Appendix D. Risk of bias assessment tool

Judgement
Entry (low, high risk, Support for judgement
unclear risk)

Random sequence
generation (selection bias)

Allocation concealment
(selection bias)

Blinding of participants
and personnel
(performance bias)

Blinding of outcome
assessment (detection
bias)

Incomplete outcome data
addressed (attrition bias)

Selective reporting
(reporting bias)

Other Sources of bias
(other bias)
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Appendix ESensitivity Analysis Table

Outcome ‘ N studies N intervention N control | Estimate, 95% | 12
Time band of 3-12 month follow up
Primary outcomes
Alcohol use 4 265 235 -0.92[-2.21,0.37] 98
Internalising Symptoms 6 362 381 -0.02[-0.39,0.35] 83
Externalising symptoms 10 519 566 -0.15[-0.61,0.32] 93
Secondary outcomes
Substance use 6 325 326 -0.32[-0.86,0.22] 91
Family conflict 4 206 242 -0.32[-0.57,-0.08] 37
Outcome measures
Primary outcomes
Alcohol use - - - - -
Internalising Symptoms 5 77 42 -0.07[-0.23,0.10] 19
Externalising symptoms 7 375 416 -0.11[-0.25,0.03] 0
Secondary outcomes
Substance use 3 160 138 -0.44[-1.69,0.82] 96
Family conflict 5 238 219 -0.25[-0.50,-0.01] 25
Intervention content: Selective prevention
Primary outcomes
Alcohol use 5 312 252 -0.70[-1.81,0.41] 97
Internalising Symptoms 7 449 468 -0.14[-0.39,0.11] 71
Externalising symptoms —- -
Secondary outcomes
Substance use 7 381 352 -0.36[-0.85,0.14] 91
Family conflict 5 255 270 -0.27[-0.47,-0.06] 22
Intervention content: Removing alternate interventions
Primary outcomes
Alcohol use
Internalising Symptoms 7 431 446 -0.17[-0.42,0.08] 69
Externalising symptoms 10 538 561 -0.33[0.75,0.09] 91

Secondary outcomes

Substance use
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Family conflict

Removing Outliers

Primary outcomes

Alcohol use 5 273 202 -0.01[-0.40,0.38] 76
Internalising Symptoms 7 409 417 -0.05[-0.19,0.09] 0
Externalising symptoms 9 496 511 -0.08,[-0.22,0.06] 15
Secondary outcomes

Substance use 7 343 302 -0.06[-0.64,0.52] 71

Family conflict




Appendix FNHS ethical approval form

NHS!

Health Research Authority

West Midlands - Coventry & Warwickshire Research Ethics Committee

The Cid Chapel
Royal Standard Place

Please note: This is the
favourable opinion of the

REC only and does not allow
you to start your study at NHS
sites in England until you
receive HRA Approval

05 December 2016

Miss Emma Geijer-Simpson

PhD student

Institute of Health and Society, Newcastle University
Baddiley-Clark Building, Newcastle University
Richardson Road

Newcastle Upon Tyne

NE2 4AX

Dear Miss Geijer-Simpson,

Nottingham

Study title: Qualitative formative research to inform development of a
family-involved intervention to prevent risky alcohol use and
co-existing mental health difficulties in young people aged
12-17.

REC reference: 16/WM/0454

Protocol number: BH151042

IRAS project ID: | 213828

Thank you for your letter of 24™ November 2016, responding to the Committee's request for
further information on the above research and submitting revised documentation.

The further information has been considered on behalf of the Committee by the Chair.

We plan to publish your research summary wording for the above study on the HRA website,

together with your contact details. Publication will be no earlier than three months from the
date of this opinion letter. Should you wish to provide a substitute contact point, require
further information, or wish to make a request to postpone publication, please contact the
REC Manager, Ms Rachel Nelson,

NRESCommittee, WestMidlands-CoventryandWarwick@nhs.net.
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Confirmation of ethical opinion

On behalf of the Committee, | am pleased to confirm a favourable ethical opinion for the above
research on the basis described in the application form, protocol and supporting documentation
as revised, subject to the conditions specified below.

Conditions of the favourable opinion

The REC favourable opinion is subject to the following conditions being met prior to the start of
the study.

* The Participant Information Sheets should have "with your permission” added after the
statement about audio recording,

* The word "years" should be added after "10" in the Participant Information Sheet when
referring to the storage of data.

You should notify the REC once all conditions have been met (except for site approvals
from host organisations) and provide copies of any revised documentation with updated
version numbers. Revised documents should be submitted to the REC electronically
from IRAS. The REC will acknowledge receipt and provide a final list of the approved
documentation for the study, which you can make available to host organisations to
facilitate their permission for the study. Failure to provide the final versions to the REC
may cause delay in obtaining permissions.

Management permission should be sought from all NHS organisations involved in the study in
accordance with NHS research governance arrangements. Each NHS organisation must
confirm through the signing of agreements and/or other documents that it has given permission
for the research to proceed (except where explicitly specified otherwise).

Guidance on applying for NHS permission for research is available in the Integrated Research
Application System, www.hra.nhs.uk or at http//veww.rdforum.nhs. uk

Where a NHS organisation’s role in the study is limited to identifying and referring potential
participants to research sites (“participant identification centre”), guidance should be sought
from the R&D office on the information it requires to give permission for this activity.

For non-NHS sites, site management permission should be obtained in accordance with the
procedures of the relevant host organisation.

Sponsors are not required to notify the Committee of management permissions from host
organisations

istration of Clinical Trial

Ali clinical tnals (defined as the first four categories on the IRAS filter page) must be registered
on a publically accessible database within 6 weeks of recruitment of the first participant (for
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medical device studies, within the timeline determined by the current registration and publication
trees).

There is no requirement to separately notify the REC but you should do so at the earliest
opportunity e.g. when submitting an amendment. We will audit the registration details as part of
the annual progress reporting process.

To ensure transparency in research, we strongly recommend that all research is registered but
for non-clinical trials this is not currently mandatory.

If a sponsor wishes to contest the need for registration they should contact Catherine Blewett
(cathenneblewett@nhs net), the HRA does not, however, expect exceptions to be made.
Guidance on where to register is provided within IRAS.

It is the responsibility of the sponsor to ensure that all the conditions are complied with
before the start of the study or its initiation at a particular site (as applicable).

Ethical review of research sites

NHS sites

The favourable opinion applies to all NHS sites taking part in the study, subject to management

permission being obtained from the NHS/HSC R&D office prior to the start of the study (see
"Conditions of the favourable opinion" below).

Non-NHS sites

Approved documents

The final list of documents reviewed and approved by the Committee is as follows:

Document Version Date

Copies of advertisement materials for research participants Vi1 23 November 2016
[Document 20_Young people's Poster.pptx]

Copies of advertisement materials for research participants Vi1 23 November 2016
[Document 20_Young People's Poster V1.1]

Covering letter on headed paper [Review Application Cover Letter] V1.0 12 September 2016
Covering letter on headed paper [Review Application Cover Letter] (V1.1 24 November 2016
Evidence of Sponsor insurance of indemnity (non NHS Sponsors  |V1.0 10 October 2016
only) [16-17 Newcastle University Public Liability Ins Cert]

Interview schedules or topic guides for participants [Document V1.0 09 September 2016
1_Topic Guide for young People .docx]

Interview schedules or topic guides for participants [Document V1.0 09 September 2016
2_Topic Guides for Parents and Carers.docx]

IRAS Application Form [IRAS_Form_21102016) 21 October 2016
IRAS Checklist XML [Checklist_21102016] 21 October 2016
IRAS Checklist XML [Checklist_24112016) 24 November 2016
Letter from sponsor [Emma Geijer-Simpson Standard NU 05 October 2016
Sponsorship letter]
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technical language [Document 22_Summary Diagram.docx ]

Other [Informed consent in pediatric research certificate] V1.0 23 November 2016
Participant consent form [Document 13_ parent or carers Vi1 18 November 2016
consent-interview.docx]
Participant consent form [Document 14_ parents or carers Vi1 18 November 2016
consent-workshops V1.1)
Participant consent form [Document 15_ over 14 consent-interview |V1.1 18 November 2016
V1.1)
Participant consent form [Document 16_ over 14 consent-workshop |V1.1 18 November 2016
V1.1)
Participant consent form [Document 17_Under 14 Assent and Vi 18 November 2016
Consent-interview V1.1]
Participant consent form [Document 18_under 14 assent and Vi 18 November 2016
consent-workshop V1.1]
Participant consent form [Document 19_ Consent form for Vi 18 November 2016
Professionals V1.1]
Participant consent form [Document 8_consent to contact for young |V1.1 18 November 2016
people-interview.docx]
Participant consent form [Document 10_Young People consentto  |V1.1 18 November 2016
contact-workshop V1.1]
Participant consent form [Document 11_Parent or carer consentto |V1.1 18 November 2016
contact-interview V1.1]
Participant consent form [Document 12_Parent or carer consentto |V1.1 18 November 2016
contact -workshop V1.1]
Participant information sheet (PIS) [Documentd4_Information Leaflet |V1.1 15 November 2016
for young people interview]
Participant information sheet (PIS) [Document 5_Information Leaflet |V1.1 15 November 2016
for young people workshop V1.1]
Participant information sheet (PIS) [Document 6_Information Leaflet V1.1 15 November 2016
for parents and carers interviews V1.1)
Participant information sheet (PIS) [Document 7_Information Leaflet |V1.1 15 November 2016
for parents and carers workshops V1.1]
Participant information sheet (PIS) [Document 8_Information Leaflet |V1.1 15 November 2016
for professionals workshop V1.1)
Research protocol or project proposal [Emma Geijer Vi 23 November 2016
Simpson_Ethics Protocol V1.0]
Summary CV for student [Emma Geijer-Simpson CV Summary] V.10 10 October 2016
Summary CV for supervisor (student research) [Raghu Lingam CV] 10 October 2016
Summary CV for supervisor (student research) [Ruth McGovern CV] 10 October 2016
gt\:ganasliy CV for supervisor (student research) [Eileen Kaner-short 10 October 2016

1
Summary, synopsis or diagram (flowchart) of protocol in non Vi 23 November 2016

Statement of compliance

The Committee is constituted in accordance with the Governance Arrangements for Research
Ethics Committees and complies fully with the Standard Operating Procedures for Research

Ethics Committees in the UK.

After ethical review
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Reporting requirements

The attached document “After ethical review — guidance for researchers” gives detailed
guidance on reporting requirements for studies with a favourable opinion, including:

Notifying substantial amendments

Adding new sites and investigators
Notification of serious breaches of the protocol
Progress and safety reports

Notifying the end of the study

The HRA website also provides guidance on these topics, which is updated in the light of
changes in reporting requirements or procedures.

User Feedback

The Health Research Authority is continually striving to provide a high quality service to all
applicants and sponsors. You are invited to give your view of the service you have received and
the application procedure. If you wish to make your views known please use the feedback form
available on the HRA website:
hitp://www.hra.nhs . uk/about-the-hra/governance/quality-assurance/

HRA Training

We are pleased to welcome researchers and R&D staff at our training days — see details at
http://www.hra.nhs uk/hra-training/

| 16/WM/0454 Please quote this number on all correspondence

]

With the Committee's best wishes for the success of this project.
Yours sincerely,

Whert=

Dr Helen Brittain

Chair

Email:NRESCommittee. WestMidlands-CoventryandWarwick@nhs.net

Enclosures: “After ethical review — guidance for
researchers”

Copy to: Ms Kay Howes
Mr Simon Douglas
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Appendix G Evidence of Newcastle University Sponsorship

Newcastle
University

h b r
5% October 2016 Facuity of Medical Sciences
Emma Geijer-Simpson ?:a Lmoismsmy
IHS Framington Place
Neawcastia upon Tyne
NEZ 4HH United Kingdom
Dear Emma

Newcastle University Sponsorship of: Qualitative formative research to inform development
of a family-involved intervention to prevent risky alcohol use and co-existing mental heaith
difficulties in young people aged 12-17

Principle Investigator: Emma Geijer-Simpson

Further to recent correspondence concerning the request for University sponsorship for the
above named study, | am able to confirm that Newcastle University will act as sponsor for
this project.

If there are any amendments to your protocol and research activity, please ensure that lam

notified.

Yours sincerely

%Mw.

Kay Howes
FMS Research Manager

tel: +44 [0) 191 208 6000

fax: +44 (0) 191 208 8521 Tue Quern's

ANNIVERSARY PRrizss
wyav.ncl ac.uk o Mo 4 P T Boamam
TR Ay of M Gy N 8 N 2013
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Appendix H.Evidence of DBS check

Enhanced Certificate

Page 1 of 2
DBS Fee Charged Certificate Number
Date of Issue:
Applicant Personal Details Employment Details
Surname: SIMPSON Position applied for:

Disclosure &

00155859973k

11 JANUARY 2017

CHILD AND ADULT WORKFORCE ~ MEDICAL STUDENT

Forename(s):  EMMA AMANDA GEIJER

Name of Employer:
Other Names:  NONE DECLARED NEWCASTLE UNIVERSITY (HUMAN RESOURCES)
Date of Birth: 03 MAY 1930 Countersignatory Details
Place of Birth: ~ STOCKHOLM SWEDEN Regstered ParsonBody:
GB GROUP PLC
Gendar: FEMALE
Countersignatory:
YOLANDA LANCASTER

Police Records of Convictions, Cautions, Reprimands and Warnings

NONE RECORDED

Information from the list held under Section 142 of the Education Act 2002

NONE RECORDED

DBS Children's Barred List information

NONE RECORDED

DBS Adults' Barred List information

NONE RECORDED

Other relevant information disclosed at the Chief Police Officer(s) discretion

NONE RECORDED

Enhanced Certificate

This document s an Enhanced Criminal Record Certificate within the meaning of sections 1138 and 116 of the Police

Act 1997.

THIS CERTIFICATE IS NOT EVIDENCE OF IDENTITY
Disclosure and Barring Service, PO Box 165, Liverpool, L69 3|D Helpline: 03000 200 190
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Page 2 of 2 Certificate Number 001558599736

Use of certificate information

The informaticn contained in this cerlificate is confidential and all recipients musi keep It secure and protect it from loss or
unauthorised access. This Certificate must only be used in accordance with the Disclosure and Barring Servics's (DBS) Code of
Practice and any other guidance issued by the DBS. Particular atlention must be given 1o the guidance in the fair use of the
information in respect of those whose Certificate reveals a conviction or simifar information. The DBS will monitor the
compliance of Registered Bodies with this Code of Practice and other guidancs.

This Certificate is issued in accordance with Part V of the Police Act 1587, which creates a number of offences. These offences
include forgery or alteration of Cerfificates, obtaining Certificates under false pretences, and using a Cerlificate Issued to
another person as if It was ona's own,

This Certificate is not evidence of the identity of the bearer, nor does it establish a person's enfilement to work in the UK,

Certificate content

The personai details contained in this Certificale are those supplied by or on behalf of the person to whom he Cerlificate refates
at the time the application was made and that appear to match any conviction or other details inked 1o that identity.

The information contained in this Certificate is derived from police records, and from records held of those who are unsuitable to
work with children andfor adults, where indicated. The police records are those held on the Police National Computer (PNC) that
contains details of Convictions, Cautions, Reprimands and Wamings in England and Wales, and most of the refevant
convictions in Scotiand and Northem Ireland may also be included. The DBS reserves the right o add new data sources. For
the most up o dale list of dala sources which are searchad by the DBS pleass visit the DBS website,

The Other Relevant Information is disclosed at the discretion of the Chief Police Officers or those of an equivalent level in other
policing agencies, who have been approached by the DBS, with due regard 1o the position sought by the person fo whom the
Cerlificale refates.

Certificate accuracy

The DBS is not responsible for the accuracy of poice records.

If the person to whom this Cerfificale relates is aware of any inaccuracy in the Information contained in the Cerlificate, he or she
should contact the Countersignatory immediately, in order to prevent an inappropriate decision baing made on their suitabiiity.
This Countersignatory will advise how 1o dispute that information, and if requested arrange for it to be refered to the DBS on
their behalf. The information should be disputed within 3 months of the date of issue of the Certificate,

The DBS will seek to resolve the matter with the source of the record and the person lo whom the Cerlificate relates. In some
circumstances it may only be possible lo resolve a dispute using fingerprints, for which consent of the person fo whom the
Certificate relates will be required.

If the DBS upholds the dispute a new Certificale wil be issued free-of-charge, Delas of the DBS's disputes and complaints
procedure can be found on the DBS's website.

Contact us
Post Disclosure and Baming Service  Telephone: Customer Services: 03000 200 190
PO Box 165 Welgh line: 03000 200 191
Liverpool Minicom: 03000 200 192
LBS 3D General Information 03000 200 190
Web: www.gov.ukidbs
Email: cuslomerservices@dbs gsi.gov.uk

If you find this certificate and are not able to return it to the person lo whom i refales, please return It to the DBS at the address
above or hand il n at the nearest police station.

End of Details
disclosUrédisclosuradisclosHUiredisclosUredisciosure

disclosuredisclosuredisclosuredisclosuredisclosure
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Appendix l.Interview Information sheet for young people

STAR: STudy exploring Alcohol Risks and mental wellbeing

Hi. my name is Emma Geijer Simp-
son. | would like to invite you to take
part in a research study. Please take
time to read this leaflet and feel free
to discuss it with your family. friends
or teachers.

What is the research about?

+ lam trying to find out the best
way to help young people who are
aged 12-17, drink alcohol and are
also experiencing difficulties such
as feeling sad, fed up or angry. |
will use your ideas to help other
young people,

What will taking part involve?

If you are between 12-17, drink alco-
hol and struggle with your emotions
then | would like to hear your
thoughts on what support may be
useful for other people in similar situ-
ations.

If you decide to take part you will be in-
vited to come to a group with other
young people. The group will talk about
the best way to help people who drink
alcohol and also struggle with their feel-
ings. This group discussion will last ap-
proximately one hour, This discussion
will be audio recorded.

You will receive a £10 gift voucher for
taking part.

Do I have to take part?

Mo. It is up to you whether you want
to take part. If you do decide to take
part. you can change your mind
whenever you want and your future
care will not be affected.

Will my taking part be kept confi-

dential?

All the information you

provide will be confidential.
This means that what you tell
me will not be shared with oth-
er people

You will not be named in
anything written about the
study

The only time things you tell
me will not be kept confiden-
tial is if you tell me that you or
another person is at serious
risk of harm. This is called
safeguarding (this is to keep
you safe).

Any information about you will
be stored electronically on a
secure, anonymous Newcastle
University database for 10

RIS
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Thank you for taking the time to read
this leaflet. Please get in touch to
ask any questions or share any
concemns you may have about the
project or at:

Contact details:

Emma Geijer-Simpson

Tel: X000

You can also email me at:

XK

Or write to:

Institute of Health and Society, Baddiley
Clarke Bunlding, Richardson Road,
Newcastle Upon Tyne, NE2 4AX.

This research has been reviewed by
the West Midland-Coventry and
Warwick Research Ethics
Committee.

This regearch is funded by Alcohal
Research UK

ALCOHOL
RESEARCH UK

If you are concerned about alcohol or
mental health and you would like in-
formation an where to get help you
can contact:

Freephone Talk to Frank : 0300 123 6600
Freephone Childline: 08001111

What should | do if | have a sugges-
tion or complaint about the study?

Any suggestions or complaints about
the study or how you were treated
should be made in writing to:
Professor Allison Pollock

Institute of Health & Society

MNewcastle University

Baddiley-Clark Building

Richardson Road

MNewcastle upon Tyne NE2 44X

All complaints will be dealt with in
writing within 7 working days. If you
are not happy with the way your com-
plaint has been handled, your com-
plaint will be referred to the research
sponsor, Newcastle University.

< Newcastle

ALCOHOL
University 0: RESEARCH UK

Heaith 8 Beciety

STAR:STudy exploring
Alcohol Risks and mental
wellbeing

Research
Iinformation
Leaflet

G

STAR. §Teby rplowmg Abcobo] Waks snd menal wellboamy. Py
niormabon ealel ke yours people apcroscied iy woricbopn, voren
1.0, 15 00 IS IHAS Progd ID 313808
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Appendix Jinterview information sheet forparents/caregivers

STAR: STudy exploring Alcohol Risks and mental wellbeing

Hi, my name is Emma Geijer Simp-
son. | would like to invite you to take
part in a research study. Please take
time to read this leaflet and feel free
to contact me if you have any ques-
tions.

What is the research about?

« |amtrying to find out the best
way to help young people who are
aged 12-17, drink alcohol and are
also experiencing difficulties such
as feeling sad. fed up or angyy.
Your ideas will help to inform the
best way to do this.

Am | eligible for this study?

« You need to have experience of having a

child aged 12-17 who drinks alcohol and
struggles to manage their emotions.

What will taking part involve?
« If you decide to take part . | will arrange

to meet you at a time and appropnate
place that is best for you. We will talk
about your experiences and how families
of young people who drink alcohol and
also experience difficulties with their
emotions such as feeling sad. annoyed,
worried can be best supported. This will
take approximately 1 hour. Interviews will
be audio recorded.

You will receive a £10 gift voucher for
taking part.

Do | have to take part?

No. It is up to you whether you want to
take part. If you do decide to take part,
you can change your mind whenever
you want and your child’s future care
will not be affected.

Will my taking part be kept confi-
dential?

All the information you

provide will be confidential.
This means that what you tell
me will not be shared with oth-
er people

You will not be named in
anything written about the
study

The only time things you tell
me will not be kept confiden-
tial is if you tell me that you or
another person is at serious
risk of harm. This is called
safeguarding (this is to keep
you safe).

Any information about you will
be stored electronically on a
secure, anonymous Newcastle
University database for 10
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Thank you for taking the time to read
this |eaflet. Please get in touch to
ask any questions or share ary
concems you may have about the
project or at:

Contact details:

Emma Geijer-Simpson
Tel; XM

You can also email me at.

L

Or write to:

Institute of Health and Society, Baddiley
Clarke Building. Richardson Road,
Newcastle Upon Tyne, NE2 4AX

This research has been reviewed by
the West Midland-Coventry and
Warwick Research Ethics
Committee,

This research is funded by Alcohol
Research UK

ALCOHOL
RESEARCH UK

If you are concerned about your
child's aleohol use or mental health
and you would like information on
where to get help you can contact;

Freephone Talk to Frank : 0300 123 6600

Freephone YoungMinds Parents helpline:
0808 802 5544

What should | do if | have a sugges-
tion or complaint about the study?

Any suggestions or complaints about
the study or how you were treated
should be made in writing to:

Professor Allison Pollock
institute of Health & Society
Newcastie University
Baddiley-Clark Buildirg
Richardson Road

Newcastie upon Tyne NE2 JAX

All complaints will be dealt with in
writing within 7 working days. If you
are not happy with the way your com-
plaint has been handled, your com-
plaint will be referred to the research
sponsor, Newcastle University.

> oot ] ALCOMOL
W[]ﬂl"ﬂmlt}’ RESEARCH UK

STAR:STudy exploring
Alcohol Risks and mental
wellbeing

Research
information
Leaflet
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Thank you for taking part in this study about young people, alcohol use and their emotions. | would
like to ask you about your experiences of drinking and difficulties you experience such as feeling sad,
fed up or angry and what support you think could be put in place.

Reiterate issues of confidentiality ond anonymity, the purpose of the study and what is going to
happen to the data.

Complete Consent Forms

Introduction

50, tell me a little about yourself? (age, school, college, interests, friends)

Exploration of environment and family

Tell me about your family/home life?
(Probe: what is good, bad?)
Thinking about the people in your life, who is important to you?

(probe: why, how do they influence you?)

Exploration of mood/feelings
Activity
The participant will be given flash cards and asked to pick out the emotions that they feel they

such as happy, safe will be explored. For the older participants this can just be provided as an option.
Can you tell me about the cards you have chosen?

(prompt what the emotions are, when they experience them, how often they feel this way, triggers,
how it impacts them, what helps you not feel that way? coping strategies?)

Exploration of alcohol use

Could you tell me about your experiences of alcohol use? — Use of timeline

(Probe: have you ever drunk alcohol before, have your friends ever drunk before, have you been
around them when they were drinking, a typical day when you or others drink, where and when,
how often? Other substances? smoking?)

Why do you drink almhnl?|

(Probe: socialising, coping strategy, certain situations that cause you to drink, how does your
drinking make you feel? (probe:, positive and negative impacts, impact upon mood, other
substances)
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Have you or anyone else ever been worried about your drinking?

IProbe: friends, family, teachers, doctor, mentor? What makes you think that they have been
worried, why do you think they have been worriad? Any other substances?)

Experience of help and support

Who do you talk to about your feelings and/ or your alcohol use with?

IProbe: is this easy or difficult to talk about? how do they provide support? Family? Whao else
provides support? Prompt informal and formal support)

How could your family help you?
How could family life be better?

Is there any support you do not currently have that you feel could help you reduce your alcohol
use and any unhappy feelings you feel that you experience? (Probe: support from family, anything
else that could help)

If a mate comes to you worried about alcohol or unhappy, what would you recommend that they
do? (Probe: what do you think would help them stop? What would help you if you wanted to

change?)

Exploration of practical factors

Activity

If we want to help support young people with alcohol and mental health problems whaot would that
help look like? Draw a person OR have a picture available. Once the picture has been drawn, ask the
participant to draw a mind map about the following.

Who would be involved, any family members? (Probe: what would be difficult about this, what could
help?)

Where would it take place?
Who would deliver it?
Would it be self-management?

What would a session look like? (formalfinformal), frequency?

Close

wre there any other points that you would like to add?

Thank respondents. Offer reassurance that oll responses will be anonymised and that participants
will not be identified in the dissemination of results.
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Appendix L.Topic guide for parent/carer interviews

Introduction

Thank you for taking part in this study about young people, alcohol use and mental heaith. | would
like to ask you about your experience of supporting your child with mental health and alcohol use as
a family. To further ask you about your experiences of help seeking and support that you think could
be put in place.

Reiterate issues of confidentiality and anonymity, the purpose of the study and what is going to
happen to the data.

Complete Consent Forms.

Exploration of environment and family
5o, tell me a bit about your family? {number of children, family composition)
Tell me about your family life (probes around positives, difficulties)

How about the child/ren you care for what is/are hefshe/they like? (Probe: age interests, school,
friends)

Alcohol and young people

What are your thoughts about young people and alcohol? (probe around amount, risk, level of
concern, other substances)

Is alcohel something you have spoken to your child/ren about? {Probe: is it easy/difficult, other
substances)?

Are you aware of a time when your child/ren has/have consumed alcohol? (Probe: what happened,
how did you know/find out? What motivated their drinking? What did you think about it? supervised
and unsupervised drinking, other substances)

How would/do you respond if your child drinks? (probe supervised and unsupervised drinking, things
that work and don't work when responding to your child, other substances)

Have you ever been concerned about your child’s drinking?

Mental Health and young people

Can you tell me about your child's mood and behaviour (probe difficulties, impact upon child and
family, triggers, coping strategies?)

How would/do you know if your child is having difficulties with their mental health (going through a
tough time/sad/angry)? Probe tell-tale signs for their child

How do you feel talking about mental health and difficulties with your child?
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Experience of help and support

What do you think about the support that is available for children around alcohol and mental health,
and their families? (probe: strength and weaknesses of services)

What help do you think needs to be in place for you to be assisted to manage the young person’s
needs as a family? (probe: around advice, information, self-management, support services)

Exploration of practical factors

Activity

If we were to develop a family invalved intervention to support young people with alcohol and
mental health problems what would it look like?

A picture of a family will be in the middle of the paper, ask the participant to draw o mind map about
the following:

Which family members would be involved?
Where would it take place?

Who would deliver it?

Or would it be self-management?

What would a session look like? (formal/informal), frequency?

Close

Are there any other points that you would like to add?

Thank respondents. Offer reassurance that ol responses will be anonymised and that participants
will not be identified in the dissemination of results.
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Happy Good
Calm Safe
Content Excited

Okay Care-free

234



Fine

Horrible

Sad

Angry

AnXious
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Cheerful

Mad

Angry

Worried

Lonely




Frustrated

Stressed
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Bad

Unhappy




Appendix N.Qualitative analysis coding

Initial coding framework used within N\div

1) Family
e Family composition
¢ Home life
2) Mental Health
e Presenting difficulties
e Risk factors
e Protective factors
e Coping mechanisms/strategies
3) Alcohol use
e Patterns of drinking
e  Function of drinking
e Risk factors
® Protective factors
4) Relationship between mental health and alcohol use

5) Experience of help and support
e Informal
e Formal
e Perceived need
e Additional support needed

6) Practical factors-intervention
e Barriers
e Facilitators
e Mode of delivery

Please note: Risk and protective factors for alcohol use and mental health problems were coded

separately in order to account for the various mechanisms in which the factors operated.
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hy3da2Ay3a WNBGASS yR NBOGAGITQ 2F y2RSA

Name Sources | Frequency of coding points
Receptiveness to support

Assaciated change/reaction in parents/carers 20 81
Characteristics and resources of parents/carers/others 21 83

Impact on parents/carers/others 13 49

Monitoring VS permissiveness

Parents area of concern re alcohol use | 10 | 15

Relationship between mental health and alcohol use

Coping (negative, internal) 19 69
Coping with socialising 11 19
Enhancement (positive, internal) 7 13
Impact of alcohol on mental health 14 29

Alcohol use-protective factors

Academic work 8 14
Extracurricular activities 12 16
Parental monitoring vs permissiveness 22 78
Parenting styles 3 4
Social learning 2 3
Age norms-pressured to stop ] 15

Alcohol use-risk factors

Familial drinking 10 46
Parenting styles 4 13
Relationships and conflict 8 27
Social norms 16 46
Social function 16 45
Vertical peer groups 8 17
Peer guidance 5 5
Peer pressure 4 6

Mental health-protective factors

Family 6 12
Replacement/substitution/additional primary figure 10 32

(see coping strategies node)
Mental health-risk factors

Bereavement 4 7
Bullying 7 24
Parenting Styles 6 14
School work 15 32
Traumatic life events 9 33
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Caring for family members

8 19
Difficulties associated with parental separation
Support and coping strategies
Alone time and self-reliance 15 24
Creative outlet 4 8
Distraction 10 16
Physical outlet 12 22
‘Replacement’ 5 10
Informal support 25 169
Parents/carers physical and emational resources 14 35
Parents/carers mental health literacy 10 27
Siblings depleting parental resources 5 13
What could an intervention look like?
Involving family 23 139
Length of sessions 10 14
Location 16 35
Self-management 18 22
Activities (content) 10 24
Communication (content) 7 15
Coping mechanisms (content) 6 10
Emotional Support (content) 16 24
Knowledge and skills for parents/carers 5 26
Awareness of alcohol use and mental health problems 8 26
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Name Sources | Frequency of coding points
Monitoring VS permissiveness

Conflicted g 22
Consequences/ management 10 56
Managing immediate risks 10 38
Parents/carers past and present personal experiences 10 29
Misconceived pratective factor 12
Inevitability 33
Relationship between mental health and alcohol use 47
Support

Children’s own coping mechanisms 3 16
Informal support for child 10 38
Support for parent/caregiver 4 7
Parent/caregiver lack of time and resources 4 20
Helpless ] 33
Blame, Stigma & 19
Mental health-risk factors

Body image 2 [
Family & 32
Friendships 4 16
Relationships 2 7
Schoal 7 13
Traumatic Experiences 3 4
Mental health-protective factors

Family 5 16
Friendships 1 1
Pets 1 1
Schoal 2 3
Physical activity b 4
Alcohol use-risk factors

Fﬂl’l‘l”'.l' 7 12
Parental substance use & 28
Relatienship 2 7
Social and peer norms g 33
Parental mental health 1 1
Alcohol use-protective factors

Family 3 13
Personality 2 4
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Scare experience g 18

Sports 2 3
Trivialising VS problematising

Mental health literacy [ 49
What could an intervention look like?

Barriers 7 11
Content 12 78
Family involvement 12 83
Group-based 4 g
Individual delivering it 10 44
Length of sessions 5 [
Location 10 17

i

An example of the use of visual representation of nodes/codes to aid the review and revival

of nodes.
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Appendix O.Codesign workshop information sheet for young people



























