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Towards an increased understanding of Reminiscence Therapy for people with 

dementia: a narrative analysis 

Abstract 

Aim: Reminiscence therapy (RT) is an established therapeutic intervention for people 

with dementia. This review set out to provide a better understanding of RT through a 

deeper analysis of its contents and delivery.  

Method: This review examined 22 studies from the most recent Cochrane review 

(Woods et al., 2018) and addressed logistical and theoretical questions. Multiple and 

layered narrative analyses were completed.  

Findings: The heterogeneity and limitation of the data somewhat prevented this 

review from providing a comprehensive and conclusive overview of RT content, 

delivery and commonalities. However, based on the available data the review 

identified 13 RT components. ‘Memory triggers’ and ‘themes’ were identified as the 

most common but were found not to be consistently beneficial. RT was typically 

delivered in a care setting using a group approach; however, there was 

inconsistency in session composition, intervention duration, as well as the training 

and supervision provided to RT facilitators. Operationalisation of theory within RT 

was not identified. RT was not consistently delivered according to a 

programme/model. Lastly, as a result of a small number of studies, the RT 

components ‘life stages’, ‘activities’, and ‘family only sessions’, showed beneficial 

promise. In summary, this review highlights that RT needs more consistency in 

content and delivery, in addition to a clear theoretical framework.  

 

Keywords   
Dementia, Reminiscence Therapy, Therapy 
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1. Introduction  

1.1 Dementia 

Dementia is an umbrella term for a group of chronic, progressive, terminal 

neurodegenerative brain disorders (McEwan & McCrory, 2015). Alzheimer’s disease 

(AD) is recognised as the most common (62%) (Alzheimer’s Society, 2014). 

Dementia is characterised by a decline in cognitive functioning, impairment of 

activities of daily living and behavioural changes (BMJ Best Practice, 2018). It is 

estimated that globally 50 million people have a diagnosis of dementia (WHO, 2017), 

with higher prevalence rates in females (61%) compared to males (39%) 

(Alzheimer’s Research UK, 2015). With an increasing life expectancy and no 

dementia cure, it is estimated that the number of people living with dementia, 

worldwide, will increase by 204% to 152 million by 2050 (WHO, 2017), with an 

estimated global societal economic cost of a trillion dollars (Prince, Wimo, Guerchet, 

Ali, Wu and Prina, 2015). For the purpose of this review, dementia was defined in 

accordance with the most recent Cochrane Review by Woods and colleagues 

(Woods et al., 2018). That is; “a formal diagnosis according to the Diagnostic and 

Statistical Manual of Mental Disorder – Fourth Edition (DSM-IV)”. In the Cochrane 

review (Woods et al., 2018) the main diagnostic categories included were Vascular 

dementia (VD) and Alzheimer’s disease (AD). 

 

1.2 Quality of Life   

Within the United Kingdom, living well with dementia is a policy and procedural level 

priority (DoH, 2009). However the concept of ‘living well’ is ambiguous as it means 

different things to different people. It is suggested to be best equated with 
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“experiencing a good quality of life (QoL)” (Martyr et al., 2018; Small, 2007). 

However, like the concept of ‘living well’, QoL is also a complex and multi-layered 

concept. The World Health Organisation conceptualised it in terms of one’s “physical 

health, psychological state, level of independence, social relationships and their 

relationship to salient features of the environment” (WHO, 1995, p.1).  

People with dementia have the same basic (physiological and safety needs) and 

psychological needs (love, belongingness and esteem needs) as those without 

dementia (Maslow, 1943). Despite cognitive and functional changes occurring during 

the dementia disease trajectory, people with dementia can, and should, experience 

enjoyment and satisfaction in daily life (Hoe et al., 2009; Selwood, Thorgrimsen & 

Orrell (2005). However, it is estimated that up to 90% of people with dementia will 

experience behavioural and psychological difficulties, which are frequently mistaken 

for dementia-related symptoms rather than symptoms of human distress, 

misperception and disorientation (BPS, 2013). The psychological and behavioural 

symptoms of dementia extend far beyond the individual with dementia (Bidewell & 

Chang, 2011). The progressive nature of dementia involuntarily transforms the 

essence of a relationship into one that is usually thought of as care-driven and 

characterised by unidirectional interactions (Pearlin, Mullan, Semple & Skaff, 1990). 

Consequently, emphasis needs to be placed on supporting people with dementia, as 

well as family caregivers and care staff to establish new meaningful ways for 

connectedness.  

 

The National Institute for Health and Care Excellence (NICE, 2018) recommends 

that therapies for people with dementia must be tailored to the person’s needs and 

preferences. It recommends three interventions to promote the “cognition, 
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independence and wellbeing” of people with dementia (NG97); 1. Cognitive 

rehabilitation to support functional ability in people with mild to moderate dementia. 

2. Cognitive stimulation therapy for people with mild to moderate dementia. 3. Group 

reminiscence therapy (RT) for people with mild to moderate dementia. This review 

will focus specifically on RT. 

 

1.3 Reminiscence Therapy 

Reminiscence therapy (RT) is a strengths-based approach that can provide person-

centred care as it draws upon past memories from people’s lives, memories which 

are considered to be often preserved in dementia (Woods et al., 2016). 

Reminiscence work with people with dementia is generally considered to date back 

to Butler’s (1963) ‘Life Review’ model. Butler (1963) considered Life Review to be an 

intuitive process whereby an individual looks back and reflects upon his/her life. It is 

considered to be a “dynamic process of adjustment” (Woods et al., 2018, p.7). It 

reflects Erikson’s (1950, 1959) eighth and final stage theory of psychosocial 

development, ‘ego integrity versus despair’. During this stage, people reflect back on 

a life lived and find meaning. If a life lived can be viewed with an attitude of 

acceptance, ‘ego integrity’ is achieved.  

All too often, the narrative of dementia as a disease dominates and the personal 

identity and psychological needs of the person can become less important. When 

considering Maslow’s hierarchy of needs (Maslow, 1943), the physiological needs of 

a person with dementia are more easily identified and met. However, it can be more 

difficult to recognise emotional and psychological needs (Duffy, 2019). RT can act as 

a corrective tool. It promotes person-centred care, which is at the heart of all good 
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dementia care and is underpinned by Kitwood’s (1997) concept of personhood. It 

has been argued that “understanding a person’s past history is crucial to providing 

person-centred care for someone with dementia” (Brooker, 2007, p.89). RT can 

support this understanding and subsequent person-centred care.  

Reminiscence Therapy is an umbrella term for several related but distinct therapeutic 

approaches that aim to promote well-being. In keeping with the Cochrane review 

(Woods et al., 2018), this review considered Pinquart and Forstmeier’s (2012) three 

broad categories of reminiscence work; (1) ‘Simple reminiscence’ typically involves 

“autobiographical storytelling” (Azcurra, 2012) where individuals share personal 

memories and stories, (2) ‘Life review’ (Butler, 1963) is a more structured and 

evaluative form of reminiscence that typically involves individual sessions (Woods, 

Spector, Jones, Orrell and Davies, 2005) whereby therapeutic approaches are 

utilised to support the exploration of life experiences (both positive and negative) 

chronologically (Gerben, Bohlmeijer & Webster, 2010; Woods et al., 2005). This 

approach can lead to the development of a life story book. (3) ‘Life review therapy’ 

aims to re-evaluate negative memories and re-frame these memories in a more 

positive view of life.  

 

2. Rationale  

RT is an established therapy for people with dementia (Woods et al., 2016). It has 

been recommended by the British Psychological Society (BPS) (2014), NICE (2006, 

2018) and Royal College of Psychiatrists (RCP) (2014). A Cochrane review (Woods 

et al., 2018) evidenced that despite RT being endorsed by ‘best-practice’ guidelines, 
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the effects of RT vary depending on the way it is administered and the context in 

which it takes place. The Cochrane review (Woods et al., 2018) found some 

evidence that RT can improve QoL, communication, cognition and possibly mood. 

However, the benefits evidenced were small. Woods et al., (2018) recommended 

that “more research is needed to understand these differences” and to establish 

“who is likely to benefit most from what type of RT”.  

It is currently unclear whether there is a standardised approach to RT content and 

delivery. This review aims to better understand RT through a deeper analysis of its 

contents and delivery. The Cochrane review (Woods et al., 2018) contains the most 

up to date ‘gold standard’ RT trials, and therefore provides the best evidence, hence 

the value in exploring these studies in more detail. Consequently, this review will 

consider only those 22 studies identified by this Cochrane review (Woods et al., 

2018). The author acknowledges that this means that studies that are more recent 

will not be reviewed. 

 

3. Overall research aim 

The overall aim of this review was to establish whether an operational definition of 

RT exists.  
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4. Method 

4.1 Data Extraction and Synthesis                  

Data was extracted by one reviewer. Extracted data was discussed with, and 

samples verified by, the research team. The following logistical questions were 

devised to guide data extraction and in doing so unpack the components of RT, and 

establish whether RT is being delivered in the same way between studies. 

 

Logistical questions 

1. What are the components of RT? 

2. Who delivers RT? 

(a) What level of training is provided to those who deliver RT? 

(b) Is supervision provided to those who deliver RT? 

3. How is RT delivered? 

(a) Length of sessions 

(b) Frequency of sessions  

(c) Follow-up (top-up) sessions  

(d) Where is RT delivered? 

 

To provide a greater understanding of RT content and delivery, the following 

theoretical questions were devised.  

 

Theoretical questions 

1. Is RT underpinned by a theoretical framework? 

2. Is RT delivered according to a programme/model? 
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3. Are there commonalities in the RT components utilised? 

The primary reviewer contacted 19 out of the 22 study authors to request more detail 

on the programme/model used. In order to identify if there are commonalities in the 

RT components utilised the author examined and compared the RT components 

used in studies that evidenced RT to be beneficial with studies that did not evidence 

RT to be beneficial.  

 

4.2 Quality assessment outcomes for the studies reviewed  

The risk of bias for the 22 studies reviewed was previously completed by two 

independent authors from the Cochrane review (Woods et al., 2018), using the 

Cochrane ‘Risk-of-bias’ tool (Higgins, 2011). This tool considers a study’s risk of bias 

in five domains (selection, detection, attrition, reporting, and other bias) and 

classifies each category of bias as either a ‘high risk’, ‘low risk’, or ‘unclear risk’. 

None of the 22 studies were classified as a ‘high risk’ of bias. No additional quality 

checks were deemed necessary given the rigorous quality checks completed in the 

Cochrane review (Woods et al., 2018) and verified by a second author.  

 

 

5. Results 

In order to answer review questions one to five, the following data was extracted 

from each of the 22 studies; RT approach, components of RT, who delivers RT 

(including level of training and supervision), how RT is delivered (including length, 

frequency, follow-up and location of sessions), and whether or not RT is underpinned 

by a theoretical framework and delivered according to a programme/model (Table 1). 

The author contacted 19 of the study authors requesting more information on the 
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protocol used. The author received one response from a study author involved in 4 

studies (Charlesworth et al., 2016; Morgan & Woods, 2012; Subramaniam et al., 

2014; Woods et al., 2012) and was provided with direction on where protocols could 

be obtained. The author obtained and reviewed these protocols. This did not result in 

new or additional information. Following this, a table illustrating the various 

components of RT was developed (Table 2). In order to answer review question six, 

the author extracted and compared the RT components used in studies evidencing 

beneficial outcomes with the RT components used in studies that did not evidence 

beneficial outcomes. The findings are presented in Table 3.  
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Table 1: Summary Table of Reminiscence Therapy  
 

STUDY 
 
 
 
 

RT 
APPROACH 

RT COMPONENTS WHO DELIVERS RT (level of training 
& supervision provided) 

HOW IS RT DELIVERED 
(length, frequency and follow-

up sessions) 

PROGRAMME / MODEL USED  
& THEORETICAL UNDERPINNING  

Akanuma et 
al., (2011) * 
 
 

SIMPLE RT 
Group 
       
 
 
 

“Following greetings and reality 
orientation (RO) (time and place), the 
group reminiscence approach (GRA) 
(50min) commenced. Discussions 
centred on participants’ past (childhood 
memories, toys, schooldays, jobs, 
marriage etc.). The session closed by 
singing a song. 
  

Who delivers RT:        
1 nurse and 3 specialists 
(psychologist, speech therapist, 
occupational therapist).  
 
Level of training: 
Not reported 
 
Level of supervision:  
Not reported 

Length of sessions:  
1hr group sessions 
 
Frequency of sessions:                    
1 session a week for 12 weeks 
 
Total: 12 hours 
 
Follow-up sessions: 
Not reported 
 
Location of sessions:  
Geriatric nursing home 

Programme/model used: 
It was not possible to retrieve a 
translated copy. For this reason the 
review cannot provide further details. 
 
 
Theoretical underpinning: Brief 
reference to Butler’s work on “life 
review process” (Butler, 1963) in the 
literature review. 

Amieva et al., 
(2016) * 
 
 

SIMPLE RT 
Group 
 
 
          

Each session of reminiscence therapy 
focused on a different personal theme 
(schooldays, birthday, wedding, working 
life, holidays etc.). Caregivers were 
encouraged to contribute with materials 
(pictures etc.) brought from home. 

Who delivers RT:     
Psychologists     
 
Level of training: 
3 day training session  
 
Level of supervision: 
Consultations available. Adherence to 
RT protocol reviewed. 
 
 

Length of sessions:  
1hr 30min group sessions 
 
Frequency of sessions:         
1 session a week for 12 weeks  
 
Total: 18 hours 
 
Follow-up sessions: 
Maintenance sessions held 
every 6 weeks for 21 months  
 
Location of sessions:  
Memory centers or geriatric 
day-care units 

Programme/model used: 
Not reported  
 
Theoretical underpinning: Brief 
reference to Butler’s work on “life 
review process” (Butler, 1963) in the 
literature review. 

Azcurra 
(2012) * 
 
 

LIFE REVIEW 
Group  
 
 
 
  

Memory triggers (photographs, 
recordings and newspaper clippings) 
used to promote personal and shared 
memories and discussions. Different 
themes were explored (childhood, 
marriages etc.)  Occasionally caregivers 
joined sessions. 

Who delivers RT:   
Psychologists       
 
Level of training: 
15 training sessions (30.4h). 
 
 

Length of sessions:  
1hr group sessions 
 
Frequency of sessions:         
2 sessions a week for 12 
weeks  
 

Programme/model used: 
Not reported 
 
Theoretical underpinning: 
“The theoretical framework of the use 
of reminiscence therapy with 
Alzheimer’s disease aligns with person-
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Level of supervision: 
Not reported 

Total: 24 hours 
 
Follow-up sessions: 
Not reported 
  
Location of sessions:  
Nursing home 
 

centered principles incorporating the 
subjective viewpoint of the person with 
dementia, thereby promoting a 
collaborative and inclusive approach to 
the treatment of these patients” (Nolan 
et al., 2008). 

Baines et al., 
(1987)  
 
 

SIMPLE RT 
Group 
(Norris, 1986) 
 
 
  

6 audio/slide programmes designed to 
facilitate reminiscence, including old 
photographs of local scenes, personal 
photographs, books, etc. 
 
  
 

Who delivers RT:        
Staff members and a research Clinical 
Psychologist. 
 
Level of training: 
6hr  
 
Level of supervision: 
Not reported  

Length of sessions:  
0.5hr 
 
Frequency of sessions:                     
5 days per week for 4 weeks 
 
Total: 10 hours 
 
Follow-up sessions: 
Not reported 
 
Location of sessions:  
Home for the elderly 
 

Programme/model used: 
RT sessions were based on the format 
suggested by Andrew Norris (Norris, 
1986). 6 audio/slide programmes 
designed to facilitate reminiscence, old 
photographs of local scenes, residents’ 
personal photographs, books, 
magazines, newspapers and domestic 
articles. 
 
Theoretical underpinning: 
Not reported  

Charlesworth 
et al., (2016) 
* 
 
 

SIMPLE RT 
Group 
(RYCT) 
 
  

Themes across the lifespan explored 
using triggers and activities, such as 
group discussions. During 4 sessions 
carers met separately for approx. 45min 
to develop listening and communication 
skills. 
  

Who delivers RT:        
Not reported 
 
Level of training: 
Not reported  
 
Level of supervision: 
Not reported  

Length of sessions:  
2hr 
 
Frequency of sessions:                     
1 session a week for 12 weeks 
 
Total: 24 hours 
 
Follow-up sessions: 
Monthly sessions for 7 
months, (total of 19 sessions 
over 10 months). 
 
Location of sessions:  
Community settings  

Programme/model used: 
Remembering Yesterday Caring for 
Today (RYCT) programme (Schweitzer 
& Bruce, 2008) 
 
Theoretical underpinning: 
Not reported   

Goldwasser 
et al., (1987) 
 
 

SIMPLE RT 
Group 
 
 
    
 

RT topics included; (1) foods, cooking, 
(2) Family relationships, early memories, 
(3) personal artifacts, (4) jobs, (5) songs, 
music, (6) firsts – first dates, first movie 
etc., (7) adjustments, losses, (8) 

Who delivers RT:        
Graduate student in clinical 
psychology who was working in the 
care home as a clergyman and a 
volunteer social worker 
 

Length of sessions:  
0.5hr 
 
Frequency of sessions:                     
2 sessions a week for 5 weeks 
 

Programme/model used: 
Not reported 
 
Theoretical underpinning: 
Briefly referenced Butler’s (1963) life 
review in the literature review 
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  celebrations, (9) legacies, (10) review, 
debriefing, termination 
 

Level of training: 
Not reported 
 
Level of supervision: 
Not reported  

Total: 5 hours 
 
Follow-up sessions: 
Not reported 
 
Location of sessions:  
Care home  

Gonzalez et 
al., (2015) * 
 
 

SIMPLE RT 
Group 
(Melendez et 
al., 2013)       
 
  

In each session all the life stages 
(childhood, youth, adulthood, and current 
old age) were worked on using different 
topics. 
Two activities are performed using 
specific elicitors (music, images, objects 
etc.) to evoke memories. 

Who delivers RT:        
Psychologist  
 
Level of training: 
Not reported 
 
Level of supervision: 
Not reported  

Length of sessions:  
1hr 
 
Frequency of sessions:                     
1 session a week for 10 weeks 
 
Total: 10 hours 
 
Follow-up sessions: 
Not reported  
 
Location of sessions:  
Nursing home 

Programme/model used: 
Program based on earlier research by 
Melendez and colleagues (2013) 
 
Theoretical underpinning: 
Not reported  

Haight et al., 
(2006) * 
 
 

LIFE REVIEW 
(LREF) 
 
  

Themes relating to childhood, family, 
home and adulthood explored. 
Individual supported to evaluates the 
way their life was lived overall. A life 
story book is constructed.  

Who delivers RT:        
Care staff 
 
Level of training: 
Initial 2hr  
10hr of ongoing training (supervision) 
 
Level of supervision: 
Weekly supervision (10hr ongoing 
training) 

Length of sessions:  
1hr 
 
Frequency of sessions:                     
1 session a week for 6 weeks 
 
Total: 6 hours 
 
Follow-up sessions: 
Not reported 
 
Location of sessions:  
Care home  

Programme/model used: 
Life Review and Experiencing Form 
(LREF) was utilized (Haight & Bahr, 
1984). 
 
Theoretical underpinning: 
Reference made to personhood 
(Kitwood, 1997) in the literature review 

Hsieh et al., 
(2010) * 
 
 

SIMPLE RT 
Group 
    
 
  

Life span issues explored. Participants 
used old photos, albums, or meaningful 
materials to use when they shared their 
personal life experiences on friendship, 
work experience, significant events etc.  

Who delivers RT:        
Geriatric psychiatric nursing 
 
Level of training: 
Not reported  
 
Level of supervision: 
Not reported  

Length of sessions:  
40-50 minutes 
 
Frequency of sessions:                     
1 session a week for 12 weeks 
 
Total: 8-10 hours 
 
Follow-up sessions: 
Not reported 

Programme/model used: 
The intervention was derived 
inductively from nursing textbooks, care 
planning guides and nursing 
information systems 
 
Theoretical underpinning: 
Not reported  
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Location of sessions:  
Nursing home  

Ito et al., 
(2007) * 
 
 

SIMPLE RT 
Group 
 
          
 

Following reality orientation (RO) (Time 
& place) sessions focused on; childhood 
memories, epoch-making events in one’s 
life, seasonal events in the past. The 
session closed with singing a song. 
 
 

Who delivers RT:        
Care provider and 3 specialists 
(chosen from a psychologist, 2 
speech therapists, 3 occupational 
therapists, 3 medical social workers, 
and a nurse) 
 
Level of training: 
Not reported 
 
Level of supervision: 
Not reported  

Length of sessions:  
1hr 
 
Frequency of sessions:                     
1 session a week for 12 weeks 
 
Total: 12 hours 
 
Follow-up sessions: 
Not reported  
 
Location of sessions:  
Nursing home  

Programme/model used: 
Group RT with RO protocol was based 
on that proposed by Akanuma et al., 
(2006) 
 
Theoretical underpinning: 
Reference made to Butler’s (1963) Life 
review theory in the literature review 

Lai et al., 
(2004) * 
 
 

LIFE REVIEW 
(Hellen, 1998) 
 
 
  

The contents of a life story book as 
proposed by Hellen (1998) were 
adopted. Several concepts were 
modified, for example ‘genealogy’ was 
too broad and changed to ‘family and 
roots’. Further detail not provided. 
 

Who delivers RT:        
Research assistants  
(included 3 social workers and 1 
occupational therapist with substantial 
experience with either older people or 
dementia, or intellectual impairment) 
and care workers  
 
Level of training: 
Research assistants: 19.3hr 
Care workers: 4+ hours  
 
Level of supervision: 
Two experts reviewed videotaped 
recordings of the intervention and 
control group conducted by each 
research assistant.  

Length of sessions:  
0.5hr 
 
Frequency of sessions:                     
1 session per week for 6 
weeks 
 
Total: 3 hours 
 
Follow-up sessions: 
Not reported 
 
Location of sessions:  
Nursing home  

Programme/model used: 
The contents of a life story book as 
proposed by Hellen (1998) were 
adopted. Several concepts were 
modified, for example ‘genealogy’ was 
too broad and changed to ‘family and 
roots’.  
 
Theoretical underpinning: 
Not reported 
 

Melendez et 
al., (2017) * 
 
 
 
 
 
 

SIMPLE RT 
Group 
(Melendez et 
al., 2013) 
 

All the life stages (childhood, young 
adulthood and current elderly stage) 
explored. Activities and triggers utilized 
to evoke memories (music, images, 
objects etc.). 

Who delivers RT:        
Psychologist  
 
Level of training: 
Not reported 
 
Level of supervision: 
Not reported 

Length of sessions:  
0.5hr 
 
Frequency of sessions:                     
2 sessions per week for 10 
weeks 
 
Total: 10 hours 
 
Follow-up sessions: 
Not reported 

Programme/model used: 
Programme based on earlier research 
by Melendez and colleagues (2013) 
 
Theoretical underpinning: 
Not reported 
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Location of sessions:  
Day center 

Morgan & 
Woods 
(2012) * 
 
 

LIFE REVIEW 
(LREF)          
 
  

Chronologically participants explore life 
stages (early childhood, teenage years, 
adulthood) to support the evaluation of 
their life. A life story book was developed 
by the therapist between sessions and 
used as the intervention proceeded.   

Who delivers RT:        
Final year trainee clinical psychologist  
 
Level of training: 
Not reported  
 
Level of supervision: 
Under the supervision of an 
experienced clinical psychologist 

Length of sessions:  
0.5 – 1hr 
 
Frequency of sessions:                     
1 session per week for 12 
weeks (or more depending on 
progress through the Life 
Review Experiencing Form, 
Haight 1992) 
 
Total: 6-12 hours 
 
Follow-up sessions: 
Yes – number not specified 
 
Location of sessions:  
Care home  

Programme/model used: 
Life review was closely based on 
Haight’s Life Review model and in 
particular the Life Review Experiencing 
Form (LREF, Haight, 1992a). 
 
Theoretical underpinning: 
Brief reference made to Butler’s (1963) 
life review and Erikson’s (1950) model 
of life-span development in the 
literature review  

O’Shea et al., 
(2014) * 
 
 

SIMPLE RT 
Individual 
(DARES)  
 
  

Staff at the intervention sites were 
trained to incorporate reminiscence 
strategies when developing care plans. 
The aim was to use reminiscence on at 
least 4 occasions per week. 

Who delivers RT:        
Nursing and health care assistant staff 
from the care homes  
 
Level of training: 
3 days 
 
Level of supervision: 
Telephone support and one onsite 
visit 

Length of sessions:  
Not reported 
 
Frequency of sessions:                     
3-4 sessions per week for a 
mean of 14 weeks (range 12-
17 weeks) 
 
Total: Could not be 
determined 
 
 
Follow-up sessions: 
Not reported 
 
Location of sessions:  
Care home 

Programme/model used: 
Dementia Education Programme 
Incorporating Reminiscence for Staff 
(DARES) (Cooney et al., 2013) 
 
Theoretical underpinning: 
Not reported 

Sarkamo et 
al., (2013) * 
 
 

SIMPLE RT 
Group 
(Music) 
  
 
 
  

The singing group sang songs and 
performed vocal exercises and 
rhythmical movements. Different themes 
explored. The music listening group 
listened to songs and discussed 
emotions, thoughts and memories. 
Visual cues were used to stimulate 

Who delivers RT:        
Trained music teacher or music 
therapist 
 
Level of training: 
Not reported 
 

Length of sessions:  
1.5hr 
 
Frequency of sessions:                     
1 session per week for 10 
weeks 
 

Programme/model used: 
Not reported 
 
Theoretical underpinning: 
Not reported  
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reminiscence and discussion. Different 
themes explored. 
 

Level of supervision: 
Not reported  

Total: 15 hours 
 
Follow-up sessions: 
Not reported  
 
Location of sessions:  
Day center  

Subramaniam 
et al., (2014) 
* 
 
 

LIFE REVIEW 
(LREF) 
 
 
 

Life review group developed their own 
life story book. Each life story book 
recounted the life story of the participant 
in chronological order. Relatives in the 
gift group worked over the 12-week 
period without involving the person with 
dementia to develop a life story book. 
 
 

Who delivers RT:        
Qualified clinical psychologist from 
Malaysia undertaking doctoral studies 
in the UK 
 
Level of training: 
3 months 
 
Level of supervision: 
Weekly supervision with a consultant 
Clinical Psychologist  
 

Length of sessions:  
1hr 
 
Frequency of sessions:                     
1 session a week for 12 
weeks. Mean of 12 sessions 
(range 11-16) 
 
Total: 12 hours 
 
Follow-up sessions: 
Not reported 
 
Location of sessions:  
Care home 

Programme/model used: 
The life review intervention was based 
on Haight’s Life Review model and Life 
Review Experiencing Form (LREF; 
Haight, 1992). 
 
Theoretical underpinning: 
Not reported 

Tadaka & 
Kanagawa 
(2007) (AD) * 
 
 

SIMPLE RT 
Group 
          
 
  

Themes and prompts used to prompt 
discussions and stimulate memories. 
 

Who delivers RT:        
1 care worker & 2 specialists (public 
health nurses or clinical psychologists 
who had MA or PhD degrees and 
several years of dementia care 
experience) 
 
Level of training: 
Trained in the RT group programme 
 
Level of supervision: 
Not reported 

Length of sessions:  
1-1.5hr 
 
Frequency of sessions:                     
1 session per week for 8 
weeks 
 
Total: 8-12 hours 
 
Follow-up sessions: 
Not reported 
 
Location of sessions:  
Day center  

Programme/model used: 
Not reported 
 
Theoretical underpinning: 
Butler’s (1974) “theory of life review” 
briefly mentioned in the literature 
review 

Tadaka & 
Kanagawa 
(2007) (VD) * 
 
 

SIMPLE RT 
Group 
      
 
 
  

Themes and prompts used to prompt 
discussions and stimulate memories. 
 

Who delivers RT:        
1 care worker & 2 specialists (public 
health nurses or clinical psychologists 
who had MA or PhD degrees and 
several years of dementia care 
experience) 
 

Length of sessions:  
1-1.5hr 
 
Frequency of sessions:                     
1 session per week for 8 
weeks 
 

Programme/model used: 
Not reported 
 
Theoretical underpinning: 
Butler’s (1974) “theory of life review” 
briefly mentioned in the literature 
review 
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Level of training: 
Trained in the RT group programme 
 
Level of supervision: 
Not reported 

Total: 8-12 hours 
 
 
Follow-up sessions: 
Not reported 
 
Location of sessions:  
Day center  

Thorgrimsen 
et al., (2002) 
* 
 
 

SIMPLE RT 
Group  
(RYCT) 
 
 
  

Slides and enlarged personal 
photographs, music and dance, 
dramatizing memories, celebration of 
special events, and outings utilized.  
Carer sessions focused on 
communication skills, and knowledge.  
For the carer/person with dementia 
dyad, the sessions included ‘the place 
where I grew up’, ‘school days’, ‘the 
world of work’, and ‘dressing-up and 
looking good’. 

Who delivers RT:        
Not reported 
 
Level of training: 
Not reported 
 
Level of supervision: 
Not reported 
  

Length of sessions:  
Not reported  
 
Frequency of sessions:                     
1 session per week for 18 
weeks, 11 of which were 
attended only by the informal 
carers and the volunteers 
involved in the project 
 
Total: could not be 
determined 
 
Follow-up sessions: 
Not reported 
 
Location of sessions:  
Reminiscence center  

Programme/model used: 
Remembering Yesterday, Caring for 
Today (RYCT) based on the 
standardized manual Reminiscing with 
People with Dementia – A  Handbook 
for Carers (Bruce et al., 1999) 
 
Theoretical underpinning: 
Not reported  

Van Bogaert 
et al., (2016) 
* 
 
 

Individual RT 
based on the 
SolCos Model 
   
  

Memory boxes for each theme were 
created using personal items, goods and 
images. Themes included family, 
profession, holiday, and games. 
  

Who delivers RT:        
Trained nursing home volunteers  
 
Level of training: 
Not reported  
 
Level of supervision: 
“Support and advice”  

Length of sessions:  
0.75hr 
 
Frequency of sessions:                     
2 sessions per week for 8 
weeks 
 
Total: 12 hours 
 
Follow-up sessions: 
Not reported 
 
Location of sessions:  
Participants room/private 
lounge in care home 
 

Programme/model used: 
Standardized, individualized 
intervention based on the SolCos 
transformational reminiscence model 
on depressive symptoms for people 
with mild-to-moderate dementia  
 
Theoretical underpinning: 
Not reported  
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Woods et al., 
(2012) * 
 
 

SIMPLE RT 
Group 
(RYCT) 
 
 
  

Themes explored (childhood, 
schooldays, working life, marriage, 
holidays, and journeys). Personal 
materials were utilized along with 
activities (art, cooking, physical re-
enactment of memories, singing, oral 
reminiscence). 
Occasionally separate activities were 
arranged for carers to share experiences 
and ask questions.  

Who delivers RT:        
2 facilitators (OT, mental health 
nurses, clinical psychologist, arts 
workers, community support workers) 
plus trained volunteers 
 
Level of training: 
2 x half day training sessions. 
 
Level of supervision: 
The creator of RYCT was available for 
consultation throughout the 
programme  

Length of sessions:  
2hr 
 
Frequency of sessions:                     
1 session per week for 12 
weeks  
 
Total: 24 hours 
 
Follow-up sessions: 
1 maintenance session per 
month for 7 months. 
 
Location of sessions:  
Community center or museum 

Programme/model used: 
RYCT (Schweitzer & Bruce, 2008) 
 
Theoretical underpinning: 
Not reported  

Yamagami et 
al., (2012) 
 
 

SIMPLE RT 
Group 
 

Following reality orientation (RO) (time 
and place), old tools (rice kettle, 
beanbags for juggling and old text 
books) were utilised. Objects were used 
to recall memories and discussions. 
 
 

Who delivers RT:        
1 leader and 2 vice leaders per group 
(occupation not reported) 
 
Level of training: 
4hr 
 
Level of supervision: 
Not reported 

Length of sessions:  
1hr 
 
Frequency of sessions:                     
2 sessions per week for 12 
weeks 
 
Total: 24 hours 
 
Follow-up sessions: 
Not reported  
 
 
Location of sessions:  
Care home  

Programme/model used: 
Based on the principles of brain-
activating rehabilitation (BAR) 
(Yamaguchi et al., 2010) 
 
Theoretical underpinning: 
Not reported  

(* indicates those studies where attempts were made to contact the authors for more details on the programme/model used)  
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Table 2: Table showing the various components of Reminiscence Therapy utilised in each of the 22 studies  

STUDY 
 
 
 
 

Reality 
Orientation 

(Time & 
Place) 

Themes 
(Childhood, 
Jobs, 
Marriage) 

Sang A 
Song To 

Close 
The 

Session 

Memory 
Triggers 
Utilised  
(Photos, 

Songs Etc.) 

Family Members 
Occasionally 

Attended  

Family 
Member 

Only 
Sessions  

Life 
Stages  

Life Story 
Book 

Created 

Guided 
By Life 
Story 
Book 

Staff 
Training 

Music 
Intervention 

Memory 
Box 

Created 

Activities 
(Discussion 
Dance Etc.) 

Akanuma 
et al., 
(2011) 

Ö Ö Ö           

Amieva et 
al., (2016) 

 Ö  Ö          

Azcurra 
(2012)  

 Ö  Ö Ö  Ö       

Baines et 
al., (1987)   

   Ö          

Charleswor
th et al., 
(2016) 

 Ö  Ö  Ö Ö      Ö 

Goldwasse
r et al., 
(1987) 

 Ö            

Gonzalez 
et al., 
(2015) 

   Ö   Ö      Ö 

Haight et 
al., (2006) 

      Ö Ö      

Hsieh et 
al., (2010) 

   Ö   Ö       

Ito et al., 
(2007) 

Ö Ö Ö           

Lai et al., 
(2004) 

      Ö  Ö     

Melendez 
et al., 
(2017) 

   Ö   Ö      Ö 

Morgan & 
Woods 
(2012) 

      Ö Ö      

O’Shea et 
al., (2014) 

         Ö    
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Sarkamo 
et al., 
(2013)  

 Ö         Ö  Ö 

Subramani
am et al., 
(2014) 

      Ö Ö      

Tadaka & 
Kanagawa 
(2007) 
(AD) 

 Ö  Ö          

Tadaka & 
Kanagawa 
(2007) 
(VD) 

 Ö  Ö          

Thorgrimse
n et al., 
(2002) 

 Ö  Ö Ö Ö       Ö 

Van 
Bogaert et 
al., (2016)  

 Ö  Ö        Ö  

Woods et 
al., (2012) 

 Ö  Ö Ö Ö       Ö 

Yamagami 
et al., 
(2012) 

Ö   Ö         Ö 
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Table 3: A comparison, using narrative analyses, of the most commonly used RT components (used in 50% or more studies that 
evidenced either a beneficial impact or no beneficial impact on outcomes).  
 

 RT components 
associated with 
a beneficial 
impact 
 

Number 
of 
studies 

Studies RT components that 
are associated with 
no beneficial 
impact  
 

Number 
of 
studies 

Studies 

Cognition 
 

Memory triggers  
 

6 Baines et al., 1987; Melendez et al., 2017; Tadaka & 
Kanagawa, 2007 (VD); Thorgrimsen et al., 2002; Van 
Bogaert et al., 2016; Yamagami et al., 2012 
 

Memory triggers 
 
 
Themes 

5 
 
 
6 

Amieva et al., 2016; Tadaka & Kanagawa (AD), 2007; Thorgrimsen et al., 
2002; Woods et al., 2012; Yamagami et al., 2012 
 
Akanuma et al., 2011; Amieva et al., 2016; Goldwasser et al., 1987; Ito et 
al., 2007; Tadaka & Kanagawa (AD), 2007; Woods et al., 2012 

Mood Memory triggers 
 
 
Life stages  

3 
 
 
4 

Gonzalez et al., 2015; Hsieh et al., 2010; Van Bogaert et 
al., 2016 
 
Gonzalez et al., 2015; Haight et al., 2006; Hsieh et al., 
2010; Morgan & Woods, 2012 

Memory triggers 
 
 
Themes  
 

5 
 
 
5 

Charlesworth et al., 2016; Tadaka & Kanagawa (AD), 2007; Tadaka & 
Kanagawa (VD), 2007; Woods et al., 2012; Yamagami et al., 2012 
 
Akanuma et al., 2011; Charlesworth et al., 2016; Tadaka & Kanagawa 
(AD), 2007; Tadaka & Kanagawa (VD), 2007; Woods et al., 2012 

Behaviour Themes 
 
Memory triggers 
 
Reality 
Orientation 
 
Activities 

2 
 
2 
 
2 
 
 
2 

Akanuma et al., 2011; Thorgrimsen et al., 2002 
 
Thorgrimsen et al., 2002; Yamagami et al., 2012 
 
Akanuma et al., 2011; Yamagami et al., 2012 
 
 
Thorgrimsen et al., 2002; Yamagami et al., 2012 

Themes  
 
 
 
Memory triggers 
 

7 
 
 
 
6 

Azcurra, 2012; Charlesworth et al., 2016; Goldwasser et al., 1987; Ito et 
al., 2007; Tadaka & Kanagawa (AD), 2007; Tadaka & Kanagawa (VD), 
2007; Woods et al., 2012 
 
Azcurra, 2012; Baines et al., 1987; Charlesworth et al., 2016; Tadaka & 
Kanagawa (AD), 2007; Tadaka & Kanagawa (VD), 2007; Woods et al., 
2012 

QoL Life stages 4 Azcurra, 2012; Gonzalez et al., 2015; Lai et al., 2004; 
Subramaniam et al., 2014 

Memory triggers 
 
 
Themes 
 
Family only 
sessions 
Activities 

4 
 
 
3 
 
3 
 
3 

Amieva et al., 2016; Charlesworth et al., 2016; Thorgrimsen et al., 2002; 
Woods et al., 2012 
 
Amieva et al., 2016; Charlesworth et al., 2016; Woods et al., 2012 
 
Charlesworth et al., 2016; Thorgrimsen et al., 2002; Woods et al., 2012 
 
Charlesworth et al., 2016; Thorgrimsen et al., 2002; Woods et al., 2012 

Carer Themes 
 
 
Activities 
 
 
Memory triggers 
 
Life stages 
 
Family only 
sessions 

4 
 
 
4 
 
 
2 
 
2 
 
2 

Charlesworth et al., 2016; Sarkamo et al., 2013; 
Thorgrimsen et al., 2002 
 
Charlesworth et al., 2016; Sarkamo et al., 2013; 
Thorgrimsen et al., 2002 
 
Charlesworth et al., 2016; Thorgrimsen et al., 2002 
 
Charlesworth et al., 2016; Subramaniam et al., 2014 
 
Charlesworth et al., 2016; Subramaniam et al., 2014 

Themes  
 
Memory triggers 
 
Family occasionally 
included 

3 
 
3 
 
2 

Amieva et al., 2016; Azcurra, 2012; Woods et al., 2012 
 
Amieva et al., 2016; Azcurra, 2012; Woods et al., 2012 
 
Azcurra, 2012; Woods et al., 2012 
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Communication Memory triggers 
 
 
 
Themes 

5 
 
 
 
4 

Azcurra, 2012; Tadaka & Kanagawa, 2007 (AD); Tadaka 
& Kanagawa, 2007 (VD); Thorgrimsen et al., 2002; 
Yamagami et al., 2012 
 
Azcurra, 2012; Tadaka & Kanagawa, 2007 (AD); Tadaka 
& Kanagawa, 2007 (VD); Thorgrimsen et al., 2002 

Memory triggers 1 Baines et al., 1987 

 

Key 

Yellow =   to illustrate that memory triggers and themes were found not to be consistently beneficial 

Green =   to illustrate that life stage was associated with a beneficial impact on mood, QoL, and carer related outcomes 

Blue =   to illustrate that activities was associated with a beneficial impact on behaviour and carer related outcomes 
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5. 1 Narrative summary of logistical questions 1 -3 

Table 2.0 summarises the RT components utilised by each study. Thirteen RT 

components were identified. ‘Memory triggers’ was identified as the most commonly 

used RT component (Amieva et al., 2016; Azcurra, 2012; Baines et al., 1987; 

Charlesworth et al., 2016; Gonzalez et al., 2015; Hsieh et al., 2010; Melendez et al., 

2017; Tadaka & Kanagawa (AD), 2007; Tadaka & Kanagawa (VD), 2007; 

Thorgrimsen et al., 2002; Van Bogaert et al., 2016; Woods et al., 2012; Yamagami et 

al., 2012), closely followed by themes (Akanuma et al., 2011; Amieva et al., 2016; 

Azcurra, 2012; Charlesworth et al., 2016; Goldwasser et al., 1997; Ito et al., 2007; 

Sarkamo et al., 2013; Tadaka & Kanagawa (AD), 2007; Tadaka & Kanagawa (VD), 

2007; Thorgrimsen et al., 2002; Van Bogaert et al., 2016; Woods et al., 2012),  

(Table 2.0). The number of RT components used ranged between one and five. 

There was no consistency in who delivered RT (Table 1.0); Psychologists (level of 

training not specified) (Amieva et al., 2016; Azcurra, 2012; Gonzalez et al., 2015; 

Melendez et al., 2017), Clinical Psychologists (trainee-graduate level) (Goldwasser 

et al., 1987; Morgan & Woods, 2012; Subramaniam et al., 2014), geriatric psychiatric 

nurse (Hsieh et al., 2010), music teacher/therapist (Sarkamo et al., 2013), care staff 

(Haight et al., 2006), and volunteers (Van Bogaert et al., 2016). In eight studies RT 

was co-facilitated by Allied Health and Clinical Professionals (Occupational 

Therapists, Speech Therapist, Mental Health/ Geriatric Nurses, Clinical 

Psychologists, Arts Workers and Community Support Workers) along with volunteers 

(Akanuma et al., 2011; Woods et al., 2012) or care staff (Baines et al., 1987; Ito et 

al., 2007; Lai et al., 2004; O’Shea et al., 2014; Tadaka & Kanagawa (AD), 2007; 

Tadaka & Kanagawa (VD), 2007). Eight studies (Amieva et al., 2016; Azcurra, 2012; 

Baines et al., 1987; Haight et al., 2006; Lai et al., 2004; O’Shea et al., 2014; 
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Subramaniam et al., 2014; Woods et al., 2012; Yamagami et al., 2012) reported the 

level of training provided and this varied from 2 hours (Haight et al., 2006) to 3 

months (Subramaniam et al., 2014).Only one study reported a measurable level of 

supervision, totalling 10 hours (Haight et al., 2006). An additional seven studies 

referenced components which are typically considered supervision but did not report 

a measurable level (Table 1.0); weekly supervision with a consultant Clinical 

Psychologist (Subramaniam et al., 2014), supervision by an “experienced” Clinical 

Psychologist (Morgan & Woods, 2012), support and advice (Van Bogaert et al., 

2016) telephone support and one onsite visit (O’Shea et al., 2014), recorded RT 

sessions reviewed by experts (Lai et al., 2004), and consultations (frequency not 

reported) (Amieva et al., 2016; Woods et al., 2012). RT was most commonly 

delivered in a group setting (Akanuma et al., 2011; Amieva et al., 2016; Azcurra, 

2012; Baines et al., 1987; Charlesworth et al., 2016; Goldwasser et al., 1997; 

Gonzalez et al., 2015; Hsieh et al., 2010; Ito et al., 2007; Lai et al., 2004; Melendez 

et al., 2017; Sarkamo et al., 2013; Subramaniam et al., 2014; Tadaka & Kanagawa 

(AD), 2007; Tadaka & Kanagawa (VD), 2007; Thorgrimsen et al., 2002; Woods et al., 

2012; Yamagami et al., 2012), with a small number being delivered on an individual 

basis (Haight et al., 2006; Morgan & Woods, 2012; O’Shea et al., 2014; Van Bogaert 

et al., 2016) (Table 1.0). Five studies incorporated caregivers to varying degrees 

(Azcura, 2012; Charlesworth et al., 2016; Subramaniam et al., 2014; Thorgrimsen et 

al., 2002; Woods et al., 2012). Twenty studies reported session length (Table 1.0). 

Length varied from; 0.5 hour (Baines et al., 1987; Goldwasser et al., 1987; Lai et al., 

2004; Melendez et al., 2017), to 2 hours (Charlesworth et al., 2016; Woods et al., 

2012) (Table 1.0). The most commonly utilised session length was 1 hour (Akanuma 

et al., 2011; Azcurra, 2012; Gonzalez et al., 2015; Haight et al., 2006; Ito et al., 2007; 
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Subramaniam et al., 2014; Yamagami et al., 2012). The majority of studies delivered 

RT once a week (Akanuma et al., 2011; Amieva et al., 2016; Charlesworth et al., 

2016; Gonzalez et al., 2015; Haight et al., 2006; Hsieh et al., 2010; Ito et al., 2007; 

Lai et al., 2004; Morgan & Woods, 2012; Sarkamo et al., 2013; Subramaniam et al., 

2014; Tadaka & Kanagawa (AD), 2007; Tadaka & Kanagawa (VD), 2007; 

Thorgrimsen et al., 2002; Woods et al., 2012), with the remaining studies delivering 

RT more than once a week (Azcurra, 2012; Baines et al., 1987; Goldwasser et al., 

1987; Melendez et al., 2017; O’Shea et al., 2014; Van Bogaert et al., 2016; 

Yamagami et al., 2012). Intervention length varied considerably, from 4 weeks to 18 

weeks. The highest frequency of sessions was 3 to 4 sessions per week for a mean 

of 14 weeks, totalling 42-56 sessions (O’Shea et al., 2014). The most commonly 

adopted session frequency was one session a week for 12 weeks (totalling 12 

sessions) (Akanuma et al., 2011; Amieva et al., 2016; Charlesworth et al., 2016; 

Hsieh et al., 2010; Ito et al., 2007; Morgan & Woods, 2012; Subramaniam et al., 

2014; Woods et al., 2012). Only four studies reported follow-up sessions (Table 1.0). 

One study did not report the frequency of follow-up session (Morgan & Woods, 

2012), and the remaining three studies provided either monthly maintenance 

sessions for 7 months (Charlesworth et al., 2016; Woods et al., 2012) or 

maintenance sessions every 6 weeks for 21 months (Amieva et al., 2016). Over half 

of the studies were conducted in a care setting (nursing/care home (Akanuma et al., 

2011; Azcurra, 2012; Baines et al., 1987; Goldwasser et al., 1987; Gonzalez et al., 

2015; Haight et al., 2006; Hsieh et al., 2010; Ito et al., 2007; Lai et al., 2004; Morgan 

& Woods, 2012; O’Shea et al., 2014; Subramaniam et al., 2014; Van Bogaert et al., 

2016; Yamagami et al., 2012), and the rest were conducted in a community setting 

(including day centres, memory centres, reminiscence centres and museums) 
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(Amieva et al., 2016; Charlesworth et al., 2016; Melendez et al. 2017; Sarkamo et 

al., 2013; Tadaka & Kanagawa (AD), 2007; Tadaka & Kanagawa (VD), 2007; 

Thorgrimsen et al., 2002; Woods et al., 2012) (Table 1.0). 

 

5. 2 Narrative summary of theoretical questions 4 & 5 

Table 1.0 summarises the theoretical framework and programme/model utilised by 

the interventions. Only one study (Azcurra, 2012) explicitly stated their theoretical 

position and this was person-centred principles (Nolan et al., 2008). Another study 

made brief reference to Kitwood’s (1997) concept of personhood (Haight et al., 

2006). A further seven studies made brief reference to Butler’s (1963) ‘Life Review’ 

model (Akanuma et al., 2011; Amieva et al., 2016; Goldwasser et al., 1987; Ito et al., 

2007; Morgan & Woods, 2012; Tadaka & Kanagawa (AD), 2007; Tadaka & 

Kanagawa (VD), 2007),  with one also making reference to Erikson’s (1950) life-span 

development model (Morgan & Woods, 2012), in their introductory literature reviews. 

A ‘simple reminiscence’ approach was adopted by 16 studies (Akanuma et al., 2011; 

Amieva et al., 2016; Baines et al., 1987; Charlesworth et al., 2016; Goldwasser et 

al., 1987; Gonzalez et al., 2015; Hsieh et al., 2010; Ito et al., 2007; Melendez et al., 

2017; O’Shea et al., 2014; Sarkamo et al., 2013; Tadaka & Kanagawa (AD), 2007; 

Tadaka & Kanagawa (VD), 2007; Thorgrimsen et al., 2002; Woods et al., 2012; 

Yamagami et al., 2012). Ten studies reported a programme/model used, accounting 

for 6 different approaches;  (1) Group Reminiscence Approach – Reality Orientation 

(GRA-RO) protocol (Akanuma et al., 2011; Ito et al., 2007); (2) RT programme based 

on the format suggested by Norris 1986 (Bains et al., 1987); (3) RT programme 

based on the principles of brain-activating rehabilitation (BAR) (Yamaguchi et al., 

2010); (4) RT programme based on earlier research by Melendez and colleagues 
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(2013) (Gonzalez et al., 2015; Melendez et al., 2017); (5) The Dementia Education 

Programme Incorporating Reminiscence for Staff (DARES) (O’Shea et al., 2014); (6) 

Remembering Yesterday Caring for Today (RYCT) (Charlesworth et al., 2006; 

Thorgrimsen et al., 2002; Woods et al., 2012). A ‘life review’ approach was adopted 

by five studies (Table 1.0), using two different approaches; (1) Life story book 

proposed by Hellen 1998, which did not lead to the creation of a life story book (Lai 

et al., 2004); (2) Life Review Model and Life Review Experiencing Form (LREF) 

leading to the creation of a life story book (Haight et al., 2006; Morgan & Woods, 

2012; Subramaniam et al., 2014). The remaining study (Van Bogaert et al., 2016) 

used the SolCos RT programme, which was not considered by the Cochrane review 

(Woods et al., 2018) to be either a simple reminiscence approach or a life review 

approach.   

 

5. 3 Narrative summary of theoretical question 6 

Table 5.0 provides a comparison of the RT components utilised in studies that 

evidenced a beneficial impact in 6 domains (cognition, mood, behaviour, QoL, carer 

and communication) with those studies that did not evidence a beneficial impact. RT 

components were considered the most frequently used if they were utilised by 50% 

or more of the studies. The RT component memory triggers, and to a lesser degree 

themes, were found not to be consistently beneficial (highlighted in yellow). The RT 

component, life stages, was associated with a beneficial impact on mood, QoL, and 

carer related outcomes (as highlighted in green). The RT component, activities, was 

associated with a beneficial impact on behaviour and carer related outcomes (as 

highlighted in blue). In addition to the RT components, life stages and activities, the 
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narrative analysis identified family only sessions, as a beneficial RT component for 

carer related outcomes.  

 

 

6. Discussion 

The review focused on the 22 studies included in the most recent Cochrane review 

of RT (Woods et al., 2018). Multiple narrative analyses were completed. The review 

aimed to provide a better understanding of RT content and delivery, and identify 

commonalities in RT components utilised. The 22 studies examined represent a 

heterogenous sample. Despite the author contacting 19 of the studies for more 

information, gaps remained in the available data. Based on the available data, the 

review offers the following tentative logistical and theoretical findings. 

 

Synthesis of logistical questions 

A narrative analysis of the 22 studies identified 13 RT components (reality 

orientation; themes; sang a song to close the session; memory triggers; family 

occasionally attended; family only sessions; life stages; development of a life story 

book; guided by a life story book; staff training; music intervention; memory box, and 

activities) (Table 2.0). ‘Memory triggers’ (59% studies) and ‘themes’ (55% studies) 

were identified as the most commonly utilised RT components in the 22 studies. The 

analysis indicates inconsistencies in the RT components utilised by each study. The 

number of RT components used by each study ranged from one to five (Table 2.0).  

 

RT was delivered by a wide range of individuals (Table 1.0). When considering the 

level of training provided to those who deliver RT, despite the author contacting 19 
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studies for more information, it is impossible to comment to any great degree on 

level of training, given that 64% of the studies did not report on it. As pointed out 

previously, 19 study authors were contacted and asked for more information. Only 

one study author responded (involved in 4/22 studies) and provided direction on 

where protocols could be found. Despite the author obtaining and reviewing these 

protocols, this did not result in new or additional information. What can be gleaned 

from the available data is, of those studies that did comment on level of training 

provided, inconsistencies were identified (2 hours to 3 months) (Table 1.0). Only one 

study reported a measurable level of supervision (Haight et al., 2006). A further 

seven studies reported components of what is typically considered supervision 

components (support and advice, video feedback, consultations) but did not explicitly 

report that supervision was provided and did not specify the level provided (Table 

1.0). Given the insufficient information available to the author for review, it was not 

possible to make a judgement on supervision provided. This review highlights the 

need for greater transparency in study methods (Table 1.0). Based on the available 

data the review identified that RT is delivered by any type of health care worker, 

ranging from care worker to psychologist. Expertise, training, supervision and 

experience will vary considerably. Therefore this review can conclude that there are 

no consistencies in who delivers RT. 

 

The review identified that RT is typically conducted in a care setting (64% studies), 

using a group approach (73% studies), and on occasion, carers are incorporated to 

varying degrees (23% studies) (Table 1.0). Despite length of RT sessions being well 

reported (91% studies), inconsistencies were identified (Table 1.0). Length varied 

from 0.5 hours to 2 hours, with 1 hour sessions being the most common (35% 
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studies). It was not possible to calculate a mean session length as several studies 

reported length as a range. Similarly, although frequency of sessions was well 

reported (Table 1.0), inconsistency in the number of RT sessions delivered per week 

(1-5 sessions) and the duration of the intervention (4-18 weeks) were identified. 

Based on the available data this review can conclude that RT tends to be delivered 

in a care setting using a group approach. Occasionally carers are incorporated to 

varying degrees. Huge discrepancies in session and duration length were noted. 

Thus this review highlights the many apparent inconsistencies in how RT is 

delivered.  

 

Synthesis of theoretical questions 

RT places importance on the personal history of individuals. Butler’s (1963) life 

review model is widely considered to be the theoretical foundation of RT, along with 

Erikson’s (1950, 1959) developmental life stage model. Because RT provides a 

greater understanding of a person, it is considered a helpful tool when providing 

person-centred dementia care, as it supports the preservation of personhood 

(Kitwood, 1997). With this in mind, one might expect that the RT approaches utilised 

in the 22 studies would have been informed by Butler’s (1963) and Erikson’s (1950, 

1959) theories. However, this was not the case. None of the 22 studies reported that 

the RT approach used was underpinned by either Butler’s (1963) life review model or 

Erikson (1950) life span development model. However 32% of studies (n=7) briefly 

referenced Butler’s (1963) model in their literature reviews, with one also making 

reference to Erikson’s (1950) model. Only one study (Azcurra, 2012) explicitly 

reported that the RT approach used was underpinned by a theoretical framework 

and this was person-centre principles (Table 1.0). The author would argue that 
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‘person-centred principles’ are more akin to a framework of care and a holistic and 

personalised ethos, rather than a theoretical framework. It may be that this study 

was referring to Kitwood’s (1997) principles of personhood, which informs person-

centred dementia care, but this cannot be confirmed with the available information. 

The lack of a theoretical underpinning is surprising given the theoretical foundation of 

RT and the governmental direction on developing “…programmes, policies and 

interventions that are underpinned by evidence and theory…” (Public Health 

England, 2018). In summary, the review evidenced that there is no clear 

operationalisation of theory in RT. When considering if RT was delivered according 

to a programme/model, the review indicates that a ‘simple reminiscence’ approach 

was most widely used (16/22 studies). Of those studies that adopted a ‘simple 

reminiscence’ approach, 63% (10/16 studies) reported the programme/model used 

(Table 1.0), and six different ‘simple reminiscence’ programmes/models were 

identified. Exploring whether a relationship exists between programme/model and 

beneficial outcomes extends beyond the scope of this review.  

 

Are there commonalities in the RT components utilised? 

The 22 studies reviewed represent a heterogenous sample. Given the heterogeneity 

of the data and the many inconsistencies regarding for example, RT content, who 

delivers RT, and how RT is delivered, it is difficult to succinctly identify 

commonalities in RT. However based on the available data, ‘memory triggers’ and to 

a lesser extent ‘themes’, were found not to be consistently beneficial (Tables 3.0-3.5 

and 4.0-4.5). Furthermore, based on the available data the review could not reliably 

determine what was used as ‘memory triggers’, and could not determine if the same 

‘memory triggers’ and ‘themes’ were used between studies (Table 1.0).  
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Secondly, given that RT is based on reflecting back on a life once lived (Butler, 1963; 

Erikson, 1950, 1959), it was surprising that less than half of the 22 studies examined 

utilised the RT component ‘life stages’ (9/22 studies) (Table 2.0). Importantly this 

review identified that this RT component was used in studies that evidence beneficial 

mood, QoL, and carer outcomes, future research may wish to explore this RT 

component further.  

 

Thirdly, although this review did not set out to explore dementia carers, 8 of the 22 

studies reviewed measured carer-related outcomes. In 75% of studies that 

evidenced beneficial carer related outcomes, and 50% of studies that evidenced 

beneficial behaviour related outcomes in people with dementia, ‘activities’ were 

used. The progressive nature of dementia impacts negatively on an individual’s 

social connectedness and typically relationships become care-driven and are 

characterised by unidirectional interactions (Pearlin, Mullan, Semple & Skaff, 1990). 

The review makes the tentative suggestion that the inclusion of the RT component, 

‘activities’, may offer carers new opportunities to engage with their loved ones on a 

personal, rather than a transactional level, and in doing so, support more meaningful 

connections for both the person with dementia as well as the carers (Gilliard et al., 

2005). Another interesting finding can be illustrated when RT components in studies 

that evidenced beneficial carer outcomes are compared with studies that did not 

evidence beneficial carer outcomes. ‘Family only sessions’ were used in 50% of 

those studies evidencing a beneficial outcome and ‘family occasionally included’ 

sessions were used in 50% of those studies that did not evidence a beneficial 

outcome. Although family were incorporated in both sets of studies, their 
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incorporation differed. Although it was not always clear what ‘family only sessions’ 

involved, unlike ‘family occasionally attended’ sessions, this particular RT component 

provided carers with a unique opportunity to meet others with similar and shared 

experiences. In doing so, carer connectedness rather than isolation can be nurtured. 

This is supported by a meta-analysis of caregiver support groups (Chein et al., 2011) 

which evidenced significant, positive effects on caregiver depression, burden, 

psychological well-being and social outcomes. 

 

 

7. Strengths and Limitations of the review 

The importance of this review is that it is the first of its kind to complete an in-depth 

narrative analysis of RT content and delivery from those 22 studies included in the 

Cochrane review (Woods et al., 2018). Secondly, although each study varied in 

terms of what they were investigating and measuring, the findings of this review 

suggests a consensus around measuring a core set of six domains (cognition, mood, 

behaviour, QoL, communication and carer). While the heterogeneity of the data 

along with inconsistent and limiting reporting of data limited the author’s ability to 

address and answer the research questions set out in the review, the findings that 

can be offered remain important.  As a result of this review 13 RT components were 

identified. RT is typically delivered in a care setting using a group approach. This 

review evidenced inconsistencies between studies with respect to the extensive RT 

components used, session composition (length, frequency, follow-up), and 

intervention duration. Furthermore, this review identified that RT does not appear to 

be underpinned by expected theories and is not routinely delivered according to a 

programme/model. Based on a small number of studies this review identified that the 
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RT components, ‘life stages’, ‘activities’, and ‘family only sessions’, were used in 

studies that evidenced beneficial outcomes. However until more studies confirm 

these RT components as beneficial, these findings should be considered with 

caution. Furthermore, the studies examined in this review typically included 

participants with either Alzheimer’s disease or Vascular dementia, limiting the 

generalisability of the findings. Finally, by only reviewing the twenty-two studies from 

the Cochrane review (Woods et al., 2018), newer studies were not considered in this 

review.  

 

 

8. Future Directions & Clinical Implications 

RT is a therapeutic approach for people with dementia that draws upon past 

memories from people’s lives. It is widely considered to be underpinned by Butler’s 

(1963) life review model and Erikson’s (1950, 1959) developmental life stage model. 

There is some evidence that RT can improve QoL, communication, cognition and 

possibly mood (Woods et al., 2018). However, the benefits evidenced were small 

(Woods et al., 2018). This review set out to identify and provide an overview of RT 

content, delivery and identify commonalities. The heterogeneity and limitation of the 

data somewhat prevented the author doing this in a meaningful and conclusive way. 

Definitive conclusions will only become a possibility when there is transparent and 

consistent reporting of RT content (including theory and programme/model), delivery, 

and theory. Given that ‘memory triggers’ and ‘themes’ were found not to be 

consistently beneficial, and the review could not reliably determine what was used as 

‘memory triggers’, and could not determine if the same ‘memory triggers’ and 

‘themes’ were used between studies, future research may wish to consider 
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developing evidence based ‘memory triggers’ and ‘themes’. Although this review did 

not set out to explore carer-related outcomes, the RT components, ‘activities’, and 

‘family only sessions’, were identified in a small number of studies that evidenced 

carer benefit. Given that a reduction in caregiver stress can improve the quality of 

care received by individuals with dementia (Laidlaw et al., 2003, p.144), future 

research would benefit from exploring the carer component of RT in greater detail. A 

recent meta-analysis (Abrahams et al., 2018) advocates for a multicomponent 

caregiver intervention consisting of support groups, stress and mood management, 

counselling, telephone support, and education components. Future research may 

wish to consider including an evidence based caregiver only programme run 

alongside RT.  

 

 

9. Conclusion  

This review set out to identify and provide a comprehensive and conclusive overview 

of RT content, delivery and commonalities. However this was not possible. The 22 

studies reviewed represent a heterogenous sample. Despite the author contacting 

19 of the studies for more information on the RT protocol used, gaps remained in the 

available data. However based on the available data, the main, tentative, findings 

are as follows: 13 RT components were identified. ‘Memory triggers’ and ‘themes’ 

were the most commonly used RT components but were found not to be consistently 

beneficial. RT was typically delivered in a care setting using a group approach. 

There was no consistency in RT session composition, intervention duration, who 

delivers RT, or the training and supervision provided to those who deliver RT. RT 

delivered according to a programme/model was the exception rather than the norm. 



 
 

41 

There was no clear operationalisation of theory within RT. Lastly, as a result of a 

small number of studies, the RT components ‘life stages’, ‘activities’, and ‘family only 

sessions’, showed beneficial promise. In summary, this review highlights that RT 

needs more consistency in content and delivery, in addition to a clear theoretical 

framework.  
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Appendix 1: Analyses not included in main body of text. 

Table 3.6 showing the various components of Reminiscence Therapy associated with benefits categorised as ‘other’  
STUDY 

 
 
 
 

Reality 
Orientation 

(Time & Place) 

Discussed 
Themes 

(Childhood, 
Jobs, 

Marriage) 

Sang A 
Song 

To 
Close 
The 

Sessio
n 

Memory 
Triggers 

Utilised  To 
Encourage 
Discussions 

(Photos, 
Songs Etc.) 

Family Members 
Occasionally 

Attended With 
Person With 

Dementia 

Family 
Member 

Only 
Sessions 
Provided 

Life 
Stages 

Covered 

Life 
Story 
Book 

Created 

Life Story 
Book 

Guided 
Sessions 

Staff 
Training 

Music 
Intervention 

Created 
A 

Memory 
Box 

Activities 
Implemented 
(Discussions

singing 
Dance Etc.) 

Tadaka & 
Kanagawa 
(2007) 
(VD) 

 Ö  Ö          

Van 
Bogaert et 
al., (2016)  

 Ö  Ö        Ö  

 

One study administered the Neuropsychiatric Inventory (NPI) (Van Bogaert et al., 2016). The Cochrane review (Woods et al., 2018) 

classified this measure as ‘other’. Another study administered the Multi-dimensional Observation Scale for Elderly Subjects 

(MOSES) disorientation subscale (Tadaka & Kanagawa, 2007 (VD). The Cochrane review (Woods et al., 2018) did not classify this 

measure. The reviewer chose to classify this as ‘other’ in an attempt to stay aligned to the classifications made by the Cochrane 

review (Woods et al., 2018). RT was shown to have a beneficial impact. In keeping with the Cochrane review’s classification of 

outcome measures, memory triggers and themes were the most frequently utilised RT components (n=2) in those studies that 

evidenced a beneficial impact on ‘other’ outcomes (Table 3.6). 

The author could not determine what was meant by ‘other’ and therefore could not discuss this finding in a meaningful way. 

Consequently the author chose not to include this in the main body of the text. 
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SECTION 2:  

A copy of the instructions for authors from Dementia journal for the systematic 

review 

 

1. What do we publish? 

1.1 Aims & Scope 

Before submitting your manuscript to Dementia, please ensure you have read the Aims & Scope. 

1.2 Article Types 

Dementia welcomes original research or original contributions to the existing literature on social 
research and dementia. 

Brief articles should be up to 3000 words and more substantial articles between 5000 and 6000 
words (references are not included in this word limit). At their discretion, the Editors will also 
consider articles of greater length. 

Dementia also welcomes papers on various aspects of innovative practice in dementia care. 
Submissions for this part of the journal should be between 2,500-3,000 words. Innovative 
practice papers should include the words 'Innovative Practice' after the title of their article when 
submitting to the journal. For further information about innovative practice papers, please refer to 
the guidelines. 

The journal also publishes book reviews. 

1.3 Writing your paper 

The SAGE Author Gateway has some general advice and on how to get published, plus links to 
further resources. 

1.3.1 Make your article discoverable 

When writing up your paper, think about how you can make it discoverable. The title, keywords 
and abstract are key to ensuring readers find your article through search engines such as 
Google. For information and guidance on how best to title your article, write your abstract and 
select your keywords, have a look at this page on the Gateway: How to Help Readers Find Your 
Article Online. 

Back to top 

2. Editorial policies 

2.1 Peer review policy 

Dementia operates a strictly anonymous peer review process in which the reviewer’s name is 
withheld from the author and, the author’s name from the reviewer. Each manuscript is reviewed 
by at least two referees. All manuscripts are reviewed as rapidly as possible. 

As part of the submission process you will be asked to provide the names of peers who could be 
called upon to review your manuscript. Recommended reviewers should be experts in their fields 
and should be able to provide an objective assessment of the manuscript. Please be aware of 
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any conflicts of interest when recommending reviewers. Examples of conflicts of interest include 
(but are not limited to) the below: 

• The reviewer should have no prior knowledge of your submission, 
• The reviewer should not have recently collaborated with any of the authors, 
• Reviewer nominees from the same institution as any of the authors are not permitted. 

Please note that the Editors are not obliged to invite any recommended/opposed reviewers to 
assess your manuscript. 

2.2 Authorship 

All parties who have made a substantive contribution to the article should be listed as authors. 
Principal authorship, authorship order, and other publication credits should be based on the 
relative scientific or professional contributions of the individuals involved, regardless of their 
status. A student is usually listed as principal author on any multiple-authored publication that 
substantially derives from the student’s dissertation or thesis. 

2.3 Acknowledgements 

All contributors who do not meet the criteria for authorship should be listed in an 
Acknowledgements section. Examples of those who might be acknowledged include a person 
who provided purely technical help, or a department chair who provided only general support. 

Any acknowledgements should appear first at the end of your article prior to your Declaration of 
Conflicting Interests (if applicable), any notes and your References. 

2.4 Funding 

Dementia requires all authors to acknowledge their funding in a consistent fashion under a 
separate heading.  Please visit the Funding Acknowledgements page on the SAGE Journal 
Author Gateway to confirm the format of the acknowledgment text in the event of funding, or 
state that: This research received no specific grant from any funding agency in the public, 
commercial, or not-for-profit sectors. 

2.5 Declaration of conflicting interests 

It is the policy of Dementia to require a declaration of conflicting interests from all authors 
enabling a statement to be carried within the paginated pages of all published articles. 

Please ensure that a ‘Declaration of Conflicting Interests’ statement is included at the end of your 
manuscript, after any acknowledgements and prior to the references. If no conflict exists, please 
state that ‘The Author(s) declare(s) that there is no conflict of interest’. For guidance on conflict of 
interest statements, please see the ICMJE recommendations here. 

2.6 Research ethics and patient consent 

Medical research involving human subjects must be conducted according to the World Medical 
Association Declaration of Helsinki. 

Submitted manuscripts should conform to the ICMJE Recommendations for the Conduct, 
Reporting, Editing, and Publication of Scholarly Work in Medical Journals, and all papers 
reporting animal and/or human studies must state in the methods section that the relevant Ethics 
Committee or Institutional Review Board provided (or waived) approval. Please ensure that you 
have provided the full name and institution of the review committee, in addition to the approval 
number. 

For research articles, authors are also required to state in the methods section whether 
participants provided informed consent and whether the consent was written or verbal. 
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Information on informed consent to report individual cases or case series should be included in 
the manuscript text. A statement is required regarding whether written informed consent for 
patient information and images to be published was provided by the patient(s) or a legally 
authorized representative. 

Please also refer to the ICMJE Recommendations for the Protection of Research Participants. 
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3. Publishing Policies 

3.1 Publication ethics 

SAGE is committed to upholding the integrity of the academic record. We encourage authors to 
refer to the Committee on Publication Ethics’ International Standards for Authors and view the 
Publication Ethics page on the SAGE Author Gateway. 

3.1.1 Plagiarism 

Dementia and SAGE take issues of copyright infringement, plagiarism or other breaches of best 
practice in publication very seriously. We seek to protect the rights of our authors and we always 
investigate claims of plagiarism or misuse of published articles. Equally, we seek to protect the 
reputation of the journal against malpractice. Submitted articles may be checked with duplication-
checking software. Where an article, for example, is found to have plagiarised other work or 
included third-party copyright material without permission or with insufficient acknowledgement, 
or where the authorship of the article is contested, we reserve the right to take action including, 
but not limited to: publishing an erratum or corrigendum (correction); retracting the article; taking 
up the matter with the head of department or dean of the author's institution and/or relevant 
academic bodies or societies; or taking appropriate legal action. 

3.1.2 Prior publication 

If material has been previously published it is not generally acceptable for publication in a SAGE 
journal. However, there are certain circumstances where previously published material can be 
considered for publication. Please refer to the guidance on the SAGE Author Gateway or if in 
doubt, contact the Editor at the address given below. 

3.2 Contributor's publishing agreement 

Before publication, SAGE requires the author as the rights holder to sign a Journal Contributor’s 
Publishing Agreement. SAGE’s Journal Contributor’s Publishing Agreement is an exclusive 
licence agreement which means that the author retains copyright in the work but grants SAGE 
the sole and exclusive right and licence to publish for the full legal term of copyright. Exceptions 
may exist where an assignment of copyright is required or preferred by a proprietor other than 
SAGE. In this case copyright in the work will be assigned from the author to the society. For 
more information please visit the SAGE Author Gateway. 

3.3 Open access and author archiving 

Dementia offers optional open access publishing via the SAGE Choice programme. For more 
information please visit the SAGE Choice website. For information on funding body compliance, 
and depositing your article in repositories, please visit SAGE Publishing Policies on our Journal 
Author Gateway. 
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Dementia requires authors to submit a short author biography. You will be asked to upload this 
as a seperate file. 

 

4.1 Formatting 

The preferred format for your manuscript is Word. LaTeX files are also accepted. Word and 
(La)Tex templates are available on the Manuscript Submission Guidelines page of our Author 
Gateway. 

Language and terminology. Jargon or unnecessary technical language should be avoided, as 
should the use of abbreviations (such as coded names for conditions). Please avoid the use of 
nouns as verbs (e.g. to access), and the use of adjectives as nouns (e.g. dements). Language 
that might be deemed sexist or racist should not be used. All submissions should avoid the use 
of insensitive or demeaning language. In particular, authors should use ‘dementia-friendly’ 
language in positioning people living with dementia in their article and avoid using pejorative 
terms such as ‘demented’ or ‘suffering from dementia’. We recommend that authors refer to 
the Dementia Engagement and Empowerment Project (DEEP) guidance which was developed 
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Abbreviations. As far as possible, please avoid the use of initials, except for terms in common 
use. Please provide a list, in alphabetical order, of abbreviations used, and spell them out (with 
the abbreviations in brackets) the first time they are mentioned in the text. 

Dementia requires authors to submit a short author biography. You will be asked to upload this 
as a seperate file. 

4.2 Artwork, figures and other graphics 

For guidance on the preparation of illustrations, pictures and graphs in electronic format, please 
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Figures supplied in colour will appear in colour online regardless of whether or not these 
illustrations are reproduced in colour in the printed version. For specifically requested colour 
reproduction in print, you will receive information regarding the costs from SAGE after receipt of 
your accepted article. 

4.3 Supplementary material 

This journal is able to host additional materials online (e.g. datasets, podcasts, videos, images 
etc) alongside the full-text of the article. For more information please refer to our guidelines on 
submitting supplementary files. 

4.4 Reference style 

Dementia adheres to the APA reference style. View the APA guidelines to ensure your 
manuscript conforms to this reference style. 

4.5 English language editing services 
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Authors seeking assistance with English language editing, translation, or figure and manuscript 
formatting to fit the journal’s specifications should consider using SAGE Language Services. 
Visit SAGE Language Services on our Journal Author Gateway for further information. 
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and, through integration in key research workflows such as manuscript and grant submission, 
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submission system and identify who is to be the corresponding author. These details must match 
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Abstract 

Aim: To explore the constructions of communicative openness following adoption.  

Method: Interview data was collected, transcribed verbatim, and analysed 

simultaneously in keeping with a constructivist grounded theory methodology 

(Charmaz, 2006). Three waves of data collection were completed involving six 

adoptive mothers and four foster carers. Data from the sixth adoptive mother 

interview formed a negative case analysis.  

Findings: This study has evidenced that how family is constructed can either 

facilitate or impede communicative openness. Those who operationalise a fluid, 

child-centred construction of family, who are willing to construct family as different, 

and can accept the ebb and flow of family membership, intuitively view 

communicative openness as a natural part of caring for children. Those who hold a 

more traditional, nuclear construction of family, may associate adoption with fear, a 

sense of biological related competition, and the need to control the controllable. This 

study evidenced these factors are barriers to communicative openness. This study 

has evidenced that communicative openness is person and context sensitive. The 

need to think more creatively and flexibly about family has been highlighted, along 

with practice recommendations.  

 

Keywords 

Communicative openness, construction of family, adoption, adoptive parents, 

foster carers, parenting 
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1. Introduction 

1.1 Adoption 

Adoption is legally binding and has been described as “the ending of a child’s legal 

relationship with their parents and family and the creation of a lifelong relationship 

with new parents” (DoH, 2016). It provides a permanent, stable, and secure 

alternative family for those children in care who cannot live with their birth parents or 

extended family (MacDonald, 2017; MacDonald & McSherry, 2013). In doing so it 

upholds the child’s right to belong to a family, a right which is endorsed by the United 

Nations Convention on the Rights of the Child (1989).  

 

1.2 Openness 

It is now common practice for adopted children to have continuity of contact with 

their birth family post-adoption (Neil et al., 2011; Siegel & Smith, 2012; McSherry, 

Fargas, Malet & Weatherall, 2013) and this is reflected within UK adoptive legislation 

(Neill et al., 2011). Contact can be viewed as the “type, frequency, duration and type 

of birth relative” involved, and this has been termed structural openness (Brodzinsky, 

2005). It has been proposed that post-adoption contact supports the developmental 

needs of the adopted child (Neil & Howe, 2004a) and the formation of a “healthy 

identity” (Triseliotis, 1973). Contact is also integral in supporting the construction of a 

“new kinship network”, with the child at the centre surrounded by both the adoptive 

and birth family (Grotevant, 2009). However, with this new kinship network 

(Grotevant, 2009), comes challenges and benefits for all involved (McSherry et al., 

2013). Research has suggested that children do not have a comprehensive 

understanding of ‘being adopted’ until middle adolescence (Brodzinsky, Singer & 

Braff., 1984). Consequently, adoptive parents must balance the “morally compulsory” 



 63 

(Palacios & Sanchez-Sandoval, 2005) adoptive narrative, with the developmental 

stage of the child (MacDonald & McSherry, 2011), while simultaneously constructing 

a “sense of family in a social context where blood relationships are generally viewed 

as the basis of ‘real’ families, and adoptive family …. as ‘fictive’” (Howell, 2006 and 

Jones & Hackett, 2011).  

 

There is no clear relationship between post-adoption contact with birth family and 

behavioural, social and emotional outcomes in children (Neil, 2009; Neil & Howe, 

2004a; MacDonald & McSherry, 2011). Given that irrespective of whether a child has 

contact with their birth parents, the birth parents remain “psychologically present” 

(Biehal et al., 2010), Brodzinsky (2005, p149) has argued that it is communicative 

openness, rather than structural openness which is critical for “healthy psychological 

adjustment” in adopted children. Communicative openness is a complex construct 

that has been defined as “the attitude and behaviours of adoptive parents regarding 

talking and thinking about adoption” which “reflects general beliefs, attitudes, 

expectations, emotions and behavioural inclinations relating to adoption” 

(Brodzinsky, 2005, p149). Neil (2007) suggested that communicative openness 

encompasses 5 key elements; (1) communication with the adopted child about 

adoption, (2) comfort with, and promotion of, a dual connection, (3) empathy for the 

adopted child, (4) attitudes towards communication with the birth family, and (5) 

empathy for the birth family. It has been suggested that communicative openness is 

beneficial to the whole adoptive triad, from adopted child, adopted parent to birth 

relatives (Baran & Pannor, 1993; Chapman, Dorner, Silber & Winterberg, 1986; 

Wrobel, Ayers-Lopez, Grotevant, McRoy & Friedrick, 1996; Wrobel, Kohler, 

Grotevant & McRoy, 1998; Berge, Mendenhall, Grotevant & McRoy, 2006). 



 64 

1.3 Contact 

The Institute for Research and Innovation in Social Services (IRISS, 2015) and the 

Care Inquiry (2013) comment on the importance of positive relational approaches for 

adoptive children with references to golden threaded relationships, which “….places 

at its heart, the quality and continuity of relationships, and that promotes and 

enhances the ability of those who are important to children – care givers and others 

– to provide the care and support they need” (Care Inquiry, 2013). Contact can be 

both an opportunity for strengthening this “golden thread” or a challenge (Neil, 2002; 

Smith & Logan, 2004) for the adoptive triad and supporting systems. It is unclear 

how many adoptive families maintain birth family contact arrangements across the 

adoptive life cycle (MacDonald & McSherry, 2011), MacDonald,2017), with estimates 

ranging from 7% (Thoburn, 2004) to over 75% (Lowe et al., 1999; McSherry et al., 

2008). It is also unclear what these contact arrangements look like. The impact of 

contact on developmental outcomes in children is unclear (Neil & Howe, 2004a).  

 

MacDonald (2017) found that adoptive parents viewed contact as a “perceived 

potential threat” and worried that contact would undermine the “validity and 

legitimacy” of their identity as permanent parents in the child’s eye which is 

consistent with earlier findings (McSherry et al., 2008; Neil, 2009). Research has 

highlighted how some adoptive parents assumed contact arrangements were non-

negotiable (Selwyn, 2004) and any refusal on their part of proposed contact 

arrangements would undermine the adoption of their child (Neil, 2002; Smith & 

Logan, 2004; Logan, 2010). Many adoptive parents are committed to post-adoption 

contact as they are committed to the lifelong wellbeing of their adoptive child (Smith 

& Logan, 2004). It has been suggested that meaningful and satisfying contact is 
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facilitated through the communicative openness of adoptive parents (Neil, 2009) and 

in doing so “openness breeds openness” (Hawkins et al., 2007).  

 

1.4 Rationale 

Appropriate research attention has been given to exploring the relationship between 

post-adoption contact and outcomes in children. In stark contrast research pertaining 

to birth family contact from the perspective of adoptive parents is limited. There is an 

acknowledgement that recent research (MacDonald, 2017) has considered how 

adoptive parents experience post-adoption contact. However, there is no real 

understanding of the mechanisms and interactional processes which supports 

adoptive parents in their openness to the experience of birth-family contact 

(MacDonald, 2017).  

 

Given the importance placed on post-adoption contact, either structural or 

communicative, it is imperative that research attention is given to understanding 

what helps everybody in the adoption process talk about birth family contact. 

Consequently, this study aims to answer the following question; how is the concept 

of communicative openness explored, and meanings evolved, for those with 

experience of post-adoption contact interactions. This study proposes that this is 

best achieved through a grounded theory methodology (Charmaz, 2006) that 

addresses the systematic process of contact interactions and allows for theory 

development. The starting point to evolve concepts within grounded theory will be 

adoptive parents as they hold the perspective of both the adopted child and the birth 

family. They ultimately facilitate and shape both, birth family contact post-adoption, 

and the adopted child’s dual connection to two families. 
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2. Methodology  

The study adopted a social constructionist grounded theory methodological 

approach (Strauss & Corbin, 1990; Charmaz, 2006) with the aim of developing a 

new explanatory theory of what the construct ‘communicative openness’ means to 

those with experience of post-adoption contact interactions. A review of existing 

literature was initially conducted, with caution, to ensure the research question was 

relevant and had not previously been answered. Once this had been resolved the 

researcher purposefully distanced herself from the literature to minimise its influence 

on emerging theory.  

 

a. Participants 

Initial sampling was used to begin with and was applied through a recruitment 

protocol with the Health and Social Care Trust. The researcher initially chose to 

interview adoptive parents for two main reasons. Firstly, adoptive parents who have 

a lived, or living, experience of birth family contact, were considered best placed to 

provide the richest data (Strauss & Corbin, 1998; Glaser & Strauss, 1967). As 

previously stated, adoptive parents are responsible for facilitating and shaping post-

adoption contact, along with their child’s dual connection to two families. Secondly, 

the social workers from the Health and Social Care Trust Post-Adoption Team 

advised that adoptive parents could be recruited in keeping with the Health and 

Social Care Trust’s data protection policy. Theoretical sampling was used thereafter 

to follow the concept of “communicative openness” and to ultimately construct a data 

driven conceptualisation of communicative openness. As the researcher did not 

know who might be interviewed, inclusion and exclusion criteria could not be 

specified in the typical format. However in general terms participants had to; be 
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eighteen years or older, be able to provide informed consent, speak English as their 

first language, have had active experience of post-adoption contact personally or 

professionally. 

 

The Health and Social Care Trust informed prospective participants about the 

research. An information pack (invitation letter, information sheet and reply slip) 

(Appendix A) was provided to prospective participants who showed interest in the 

study. Prospective participants who wanted to take part in the study completed and 

returned (within 2 weeks) a reply slip to the researcher. Within this reply slip 

prospective participants provided the researcher with a contact number. Upon 

receiving completed reply slips the researcher made telephone contact with 

prospective participants. At this stage eligibility for participation was confirmed, the 

purpose and scope of the study was reviewed, and if eligible, a suitable date, time 

and location to meet was arranged. 

 

Participants comprised six adoptive mothers and four female foster carers. 

Demographic information pertaining to each participant was purposefully not 

collected for two reasons. 1. The purpose of the study was to follow and understand 

a concept rather than individual experiences. 2. To uphold the anonymity of each 

participant.  

 

Ethical approval was obtained from the Office for Research Ethics Committees for 

Northern Ireland (ORECNI), Health and Social Care Trust, and Queen’s University 

Belfast (QUB) (Section 6). 
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b. Data Collection 

As highlighted in the introduction section, there were no studies that had explored 

the concept of communicative openness. With this in mind, and a commitment to a 

data driven conceptualisation of communicative openness, the researcher, in 

conjunction with the research team (consisting of academic supervisors and clinical 

practitioners working within the field of adoption care), developed a five-item semi-

structured interview schedule (piloted with a research peer) (Appendix B). These 

open-ended questions focussed on contact. The interview schedule was used to 

provide ‘just enough’ guidance to encourage participants to openly discuss what 

helps them to talk about birth family contact. For example, questions explored 

participant’s experience of contact along with how they think and talk about contact.  

 

The topic of birth family contact was purposefully chosen initially because it is a 

concrete experience participants could easily relate to and acted as a gateway to the 

more abstract concept of ‘communicative openness’. In keeping with a Grounded 

Theory position, questions were purposefully ‘open’ for three main reasons; (1) the 

researcher did not know what participants would discuss, (2) open questions would 

provide enough flexibility to allow participants to initiate new topics or expand on 

relevant issues (Payne, 1999), and (3) the researcher did not want to lead 

participants in any particular direction. The interview schedule was piloted with 

another trainee Clinical Psychologist. Although issues were not identified at this 

stage, the researcher remained open to the possibility that interview questions may 

need to be amended following participant interviews and feedback. Given the 

sensitive nature of adoption, emphasis was placed on building rapport and 
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introducing the interview schedule in a transparent, respectful and compassionate 

manner (Appendix B).   

 

Participants were given a choice as to where their interviews would be conducted. 

Four out of six adoptive mother participants were interviewed in their own homes, 

one was interviewed in a Health and Social Care Trust building and the other in a 

public location. All foster carer participants were interviewed in their own homes 

(Appendix C).  

 

Confidentiality and its limits were discussed and participatory consent forms 

completed prior to interviewing (Appendix D). Interviews were introduced to all 

participants in the same way and employed some ice breakers before interviews 

commenced (Appendices B, E and F). Interviews ranged in duration from 50 to 80 

minutes, with most lasting approximately 60 minutes. All interviews were audio 

recorded using a dictaphone and transcribed verbatim by the researcher. Identifiable 

information was removed and pseudonyms used. A debrief sheet (Appendix G) and 

distress protocol (Appendix H) were devised but not required. All participants were 

advised that they could contact the researcher following the interviews if they had 

concerns or wanted to withdraw from the study. One adoptive mother participant 

contacted the researcher and requested that specific information was removed but 

affirmed her overall consent to remain involved as a participant in the study. This 

was a straight forward task as it related to one or two quotes and did not influence 

the overall analysis. 
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c. Transcription and Data Analysis 

All interviews were transcribed verbatim, identifiable information was removed and 

pseudonyms used. The researcher was committed to the data driven process of 

grounded theory and was guided by the following nine defining features of grounded 

theory; (1) Collect and analyse data simultaneously in an iterative process. (2) 

Analyse actions and processes rather than themes. (3) Use of comparative methods. 

(4) Data guides the development of new conceptual categories. (5) Develop 

categories through systematic data analysis. (6) Emphasis on theory construction 

rather than description or application of current theories. (7) Engage in theoretical 

sampling. (8) Search for variation in categories. (9) Pursue developing a category 

rather than covering a specific empirical topic (Charmaz, 2010a, p.11). 

Consequently, three waves of data collection were completed to extend the 

researchers conceptual understanding of communicative openness. In keeping with 

a constructivist grounded theory position (Charmaz, 2006), initial, focused, axial and 

theoretical coding formed the analysis. They are presented sequentially but the 

process was non-linear, iterative and concept driven (Glaser & Strauss, 1967) (see 

Appendix I for more details).  

 

1st wave  

Initial interviews were conducted individually with 6 adoptive mother participants. An 

interview schedule (Appendix B) was used to encourage participants to discuss birth 

family contact (structural openness), viewed as a gateway to the more abstract 

concept of ‘communicative openness’. Additionally, given the sensitive nature of 

adoption, the researcher hoped that because birth family contact was an activity 

participants were familiar with, and had experience of, participants would feel a 
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greater sense of ease during the interview. Questions were purposefully ‘open’ to 

provide ‘just enough’ guidance to participants while simultaneously allowing them to 

guide the direction of data collection.  

 

Initial Coding was completed line-by-line, followed by Focussed Coding (Appendix 

J). Following the engagement in the concept of constant comparison, data from the 

6th interview appeared to contradict patterns emerging from other interviewee data. 

The data driven decision to treat this interview as a negative case analysis was 

made. A negative case analysis enables the exploration of data that appears to 

contradict emerging patterns. It promotes validity (Denzin & Lincoln, 2005) and 

“trustworthiness” (Sikolia, Biros, Mason & Weiser, 2013) of data in qualitative 

research. Although all available potential participants were interviewed, it was not 

possible to explore the pattern emerging in the negative case analysis. 

 

2nd wave  

Following Initial and Focussed coding in the first wave of data collection, codes 

relating to communicative openness were identified. To extend the researchers 

conceptual understanding of communicative openness, and in keeping with a 

grounded theory methodology, data from the initial interviews informed and focused 

subsequent data collection.  

 

Individualised, data driven, follow-up questions were devised, by the research team, 

(Appendix E) for each adoptive parent participant. Follow-up and concept driven 

interviews were completed with four out of five adoptive mothers (excluding negative 

case analysis) to advance the theoretical direction of the study. This was a data 
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driven decision and demonstrates the researcher’s sound alignment to a grounded 

theory methodology. In doing so, the researcher was able to explore and test-out 

whether codes from initial interviews were in keeping with the emerging theory. Data 

from 1st and 2nd wave interviews were then analysed in tandem on an individual 

basis, in keeping with the constant comparison method of grounded theory. Analysis 

progressed from Initial to Focused coding (Appendix K). Codes from each participant 

were compared at this stage for the purpose of extending the researchers 

understanding of the concept of communicative openness.  

 

The researcher utilised supervisory discussions (Appendix L) to discuss the 

emerging data and establish theoretical centrality. During this process the researcher 

acknowledged that the court system and in particular judges were identified by many 

of the adoptive mothers. Judges and the legality of adoption were reportedly 

perceived as potential barriers to adopting a child. However they did not extend the 

researcher’s conceptual understanding of communicative openness. Similarly, social 

workers were also identified as important supports relating to procedural aspects of 

adoption. However they too did not extend the researcher’s conceptual 

understanding of communicative openness (Appendix L). Birth siblings were 

discussed by some, but not all adoptive parents, and the data evidenced varying 

levels of communicative openness. However, all adoptive mother interviewees 

demonstrated high levels of communicative openness with regards to foster carers. 

This was an unexpected finding for the researcher, which she discussed at length 

with her research team. Specifically, this finding challenged her preconceived idea 

that birth parents would be signposted by the interviewees as the best group to 

extend her understanding of communicative openness (Appendix L). However this 



 73 

finding evidences the researcher’s total immersion in the data, and her commitment 

to data driven decisions. In doing so, theoretical centrality emerged. The data driven 

decision to interview foster carers, with the purpose of extending the researcher’s 

understanding of communicative openness, was made.  

 

3rd wave 

Four female foster carer participants were recruited (Appendix M) and individually 

interviewed. Interviews were introduced to all participants in the same way and 

employed some ice breakers before interviews commenced (Appendix F). Analysed 

data from adoptive mothers (1st and 2nd wave of data collection) formed the basis of 

the semi-structured interview schedule (Appendix F). Following extensive discussion 

with the research team it was agreed that based on the emerging data to date, the 

interview schedule would explore foster carer’s experience of contact, experience of 

transitioning a child, and the role they play in the adoptive triad (adoptive child, 

adoptive parent, birth family). Following Initial and Focused Coding, Axial Coding 

commenced. Codes from all interviewees were considered together in the formation 

of categories (Appendix N) and sub-categories of a category developed (Appendix 

O). Theoretical Coding was then completed through supervisory discussions 

(Appendix P), the development of an initial model (Figure 1.0), engaging in the 

creation of a mind map (Figure 1.1), and finally moving towards a higher level 

conceptualisation of communicative openness, an emerging grounded theory (Figure 

1.2).   
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Throughout this process, the researcher adopted the following reflexive strategies to 

safeguard the ‘groundedness’ of the theory; (1) The data was analysed 

simultaneously with its collection (Dunne, 2011; Giles, King & de Lacey, 2013) to 

allow for depth and breadth of analyses. (2) Follow up interviews allowed the 

researcher to check the ‘fit’ of her analysis and interpretation of initial interview data. 

(3) Reflective memo writing (Appendix Q) (Birks & Mills, 2011; Birks, Chapman & 

Francis, 2008; Charmaz, 2006; Strauss & Corbin, 1990). (4) The primary research 

supervisor randomly sampled Initial and Focussed coded transcripts to check for 

authenticity. This was followed by in-depth discussions of the codes, emerging 

categories and memos to support interpretative legitimacy. 

 

3. Results  

The emerging model of “communicative openness” (Figure 1.2) provides a new 

insight into the constructions of communicative openness following adoption. 

Specifically, it evidences how the construction of family can either support or hinder 

communicative openness. This emerging theory (Figure 1.2) resulted from the 

processual development of two earlier models (Figure 1.0 and 1.1). It represents a 

shift towards a higher conceptual understanding of communicative openness.  

 

The emergence of Figure 1.2 will be presented in a manner that reflects its 

construction. It encompasses 9 core theoretical categories which emerged from 3 

distinct but comparative analytical stages (Figure 1.0). One of the categories 

(construction of family) was identified in all 3 analytical stages. It is viewed as an 

overarching category underpinning the remaining 7 categories. These 7 categories 

fall within two broad areas of how to understand communicative openness; (1) what 
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supports communicative openness, and (2) what acts as a barrier to communicative 

openness (Figure 1.1). Figure 1.0 will be presented first, followed by Figure 1.1, and 

finally Figure 1.2. The overarching category along with the 8 remaining core 

theoretical categories will be discussed in turn. Participant quotes will be provided to 

illustrate category formation and the emergence of Figure 1.2. 

 

. 



 76 

 

 

 

 

 

 

 
 
 
 
 

 

• Construction 
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• Fear  
• Competition 
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• Construction 
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Adoptive 
parent 

Negative 
case 
analysis 

Foster 
carer 

Share a sense of 
security in role and 
status 

Negative case analysis does not fear birth family  

Mutual relationship. Foster carers 
not feared by adoptive parents. 
Foster carers open to supporting 
adoptive parents  

Adoptive parents defensive re parental 
status vs negative case analysis which 
is not threatened by birth family  

Figure 1.0  

STEP 1A OF THE EMERGING GROUNDED THEORY 
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Adoptive parents come into 
adoption for different reasons. A 
conclusive reason cannot be 
determined from the data. However 
two participants reported infertility. 
Based on what was NOT said by 
remaining participants, adoption did 
not appear to be their first preference 

If adoption is NOT 1st 
preference, but a desire to 
have a child dominates, 
individuals may view adoption 
as their only option, resulting 
in a reduced locus of control 

Without a locus of 
control, feelings of 
constrainment can 
develop and 
defensiveness can 
follow 

Loss of choice 
regarding 
journey to 
becoming a 
parent 

Adoptive parents 
have to ‘prove’ their 
parental suitability in 
a system full of 
policy and procedure 

Uncertainty, insecurity, power imbalance 

Figure 1.1  

STEP 1B OF THE EMERGING GROUNDED THEORY:  

Mind Map created during Theoretical Coding 
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In stark contrast,  
adoptive parents view 
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lesser extent siblings) 
as non-threatening 
and communicative 
openness exists  
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Nuclear Families 
Traditional concept of what defines 
a family unit; normally 1 husband, 1 

wife, 1 marriage, and 1 or more 
children from one union. Other 

familial relationships exist which 
are primarily determined by a 

genetic connection (grandparents, 
aunties etc.) 

Adoption requires the incorporation of ‘others’ (birth family) into family life. This challenges adoptive 
parents conventional definition and construction of what constitutes family. The incorporation of 
‘others’ and inextricably linked to this, communicative openness, is challenging. This study evidenced 
that adoptive parents can experience a sense of parental competition with the birth family, 
particularly in the early stages post-adoption. Adoptive parents in this study also described a fear that 
birth family could steal their child. Consequently adoptive parents act in ways to safeguard their 
parental status and the perceived fragility of family life. This study evidenced that, control of the 

controllable, is one strategy that adoptive parents adopt to manage birth family. Fear, competition 
and control of the controllable are barriers to engaging in communicative openness. 
 
 

 
 
 
 
 
 
 
 

                                                                  
 

Communicative openness                        

(Neil, 2007) 

Communication with the adopted child 

about adoption 

Comfort with, and promotion of, a dual 

connection 

Empathy for the adopted child 

Attitudes towards communication with 

the birth family 

Empathy for the birth family 

 

Acts as a 
support Acts as a 

Barrier  
 

https://www.clevelandcounty.com/ccdss/adoption-
services.htm 

 

Adapted from:   
https://www.clevelandcounty.com/ccdss/adoption-

services.htm 
 

Figure 1.2  

STEP 2 OF THE EMERGING GROUNDED THEORY (moving towards a higher level conceptualisation): 

How the construction of family can either facilitate or impede communicative openness 

 

 

Child-centred Families: The child is the primary focus, rather than the composition 
of ‘the family’. Foster carers and the negative case analysis hold a fluid definition of 
family. There is an acceptance that family members do not have to be genetically 
related, members will come and go, and the family composition will evolve. There is an 
openness to blended families. Consequently engaging in communicative openness is 
instinctive and a natural component of caring for their child/children 
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Overarching Category 

How Family Is Constructed Influences Acceptability of Communicative 

Openness  

This category evidences that the way in which one thinks about family, and the way 

in which one constructs family influences how open, or reluctant, one is to 

communicative openness. This category is considered to be an overarching category 

underpinning the remaining 7 categories. Based on how family is constructed, the 

remaining 7 categories fall within two broad areas; (1) what supports communicative 

openness, and (2) what acts as a barrier to communicative openness. 

 

Nuclear Family 

Adoption challenges adoptive parents’ deep-rooted and socially-constructed 

conceptualisation of ‘family’, as illustrated by Emma; “most say heterosexual couples 

will come into adoption as you know probably because of infertility. So coming with 

the desire to be a parent but can’t be a parent, and that’s a very difficult and hard 

process.” Unlike biological parents who experience familial relationships based on 

biological connectedness, adoptive parents must navigate an unfamiliar way ‘to do 

family’, without a clear frame of reference, which incorporates ‘others’ (birth family 

and/or foster family). Emma acknowledged that it took her time to understand and 

accept that birth parents “can’t parent them (birth children), as opposed to won’t 

parent them”. Adoptive parents’ child (or children) continues to be loved and 

genetically linked to another family. Familial identity and membership is complex. 

Their child may identify as “the girl (or boy) with three mummies” (Becca).  
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Adoptive parents must balance the competing interests of ‘others’ while 

simultaneously constructing their own sense of family and connectedness to their 

child at an accelerated pace. This is at odds with the traditional and socially-

constructed conceptualisation of family. The defining features of the nuclear family 

are challenged. For these reasons, engaging in communicative openness can be 

challenging and goes against traditionally held beliefs of what constitutes family and 

family life. Consequently, adoptive parents (from this study) act in ways (which will 

be discussed in ‘categories which act as a barrier to communicative openness’ 

section) to ‘manage’ birth family which in turn impedes their communicative 

openness. However, an openness to incorporating foster carers into the nuclear 

family was also evidenced; “So for instance Tom made his first communion in May 

and he invited her (foster carer) and her 2 brothers and sister-in-law all up to see him 

because he wanted to see them. So we do still keep in touch with them all um and 

it’s working. It’s working for us so………they’re (foster carers and foster family) kind 

of like an extended group of aunties and uncles” (Cathy). This demonstrates that in 

certain situations, and with certain ‘others’, adoptive parents can think more 

creatively and flexibly about family, which in turn facilitates opportunities for 

communicative openness.  

 

Child-centred Family 

Data from the foster carers evidences a fluid and child-centred conceptualisation of 

family. The child is the primary focus, rather than the composition of ‘the family’. 

There is an intuitive and welcoming incorporation of genetically unrelated members 

into the family; “My brother and sister-in-law and my other brother all buy my (foster) 

children presents at Christmas. We all go to my brother and sister-in-law’s for dinner 
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at Christmas. They’ve all (fostered children) become part of that family” (Gloria). An 

acceptance of an ever evolving family composition enables foster carers to remain 

child-centred irrespective of the challenging emotions experienced when family 

members leave; “The way I look at it is um, I compare it to a bus, on a bus journey. 

And I sort of have it you know, that they stop off here for a short period of time until 

they find a permanent home….. I can accept that and I can actually move on from 

children quite well. I do sort of grieve in private for a few days and then as I say I’m 

fine and ready for the next baby” (Islay). There is an openness to blended families 

and a life-long commitment to their foster children (as evidence in the category 

‘emotional bridge between past, present and future).  

 

The adoptive parent from the negative case analysis considered adoption as an 

equal to having a biological child; “we were sort of going down the route of having 

our own kids first and then maybe think about that (fostering and adoption) later, but 

it just happened at the right time with Maya, so we just went ahead with it then.” 

Adoption was described as a purposeful action driven by a connection felt towards 

the infant; “my mum actually fostered her from she was six weeks old and my mum 

just lives beside me. And then she, so we wanted to adopt her, so we then applied to 

adopt her.” Adoption was viewed as an equal alternative to biological children. This 

representation of family was notably different to how the other adoptive mothers 

constructed family. The emerging data evidences that it is this adoptive mother’s 

fluid and child-centred representation of family which acted to support and enabled 

communicative openness. Consequently, birth family and contact were not viewed 

as obstacles to family life. This view was shaped by early life experiences; “yeah well 

my husband as well um, his mum passed away when he was a wee tiny baby and 
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his aunt and uncle done kinship care for him. So he always had social workers 

involved too and stuff. So it’s always been something that we said we would do down 

the line, fostering or adopting” and “…my wee brother’s adopted as well so we’ve 

always, he has contact with his birth dad so it’s kinda just been, not normal, but 

something we’ve always dealt with, so it’s not something that’s ever caused an issue 

or anything (birth family contact).”  

 

Categories Which Support Communicative Openness 

Foster Carers as Valuable and Non-Threatening  

Foster carers offer a non-threatening form of communicative openness. Adoptive 

parents can acknowledge the attachment that exists between their child and foster 

carer. They empathise with the importance their children place on foster carers; “so 

even though Lisa was only 5 months, she has always, always talked about her foster 

mum….she talks about she’s the girl with 3 mummies” (Becca). In the absence of 

perceived threat, adoptive parents readily engage in communicative openness. They 

act in ways to maintain their child’s relationship with their foster carer and in doing so 

form their own relationship with the foster carers; “we keep in touch and a couple 

times a year she (foster carer) comes up to us or we go down to her….. and it was 

lovely for us that we knew these people (foster family), so we could interact in the 

conversations (with the children) about these people” (Cathy). In keeping with the 

operational definition of communicative openness (Neil, 2007), emerging data 

evidences that adoptive parents can empathise with their child and promote, with 

comfort, their child’s dual connection to two families (adopted and foster families); 

“we would have kept the contact much more frequently in the beginning because it 

was important for Lydia because she was grieving the loss and at that age she 
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couldn’t understand why she was removed from that family” (Emma). This category 

evidences that adoptive parents are not against communicative openness per se or 

anti-contact because we see them integrate foster carers into family life, and the 

data suggests this is because adoptive parents do not feel threatened by foster 

carers. Foster carers offer adoptive parents with what they perceive as a safe form of 

communicative openness. Consequently this study suggests that a foster carer 

specific concept of communicative openness exists.  

 

Siblings as a Potentially Meaningful Connection  

This category highlights that siblings can offer a less threatening form of 

communicative openness in relation to the birth family. The majority of adoptive 

parents reported they were open to facilitating a child’s relationship with siblings; “to 

me in some way that (relationship with sibling) could be of more value in the long run 

than you know contact with the birth mother you know. Because they will have that 

shared experience (of being adopted) you know” (Anna). From the data there was 

some evidence that over time any perceived threat impeding communicative 

openness subsides; “I feel like we have a relationship now and I feel it’s like seeing 

old friends” (Emma). The significance of siblings being viewed as “old friends” should 

not be under estimated. It conjures a strong image of a mutual, supportive, enjoyable 

and loving relationship. That is, a strong communicative openness. However, for 

some adoptive parents, mistrust towards birth siblings impeded their ability to 

engage in communicative openness; “one of the contacts we went to um, it was 

kinda like a funhouse type of place….but then what we discovered was the older 

people (birth siblings) had mobile phones which they shouldn’t have had, and they 

were taking lots of photographs and showing photographs to mummy (birth 
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mother)…. So that would have been the ideal environment for them (birth siblings) all 

to mix, but the reality is, where we are right now, we can’t trust the older kids.” 

 

Emotional Bridge Between Past, Present and Future  

This category highlights the important role foster carers play in supporting the 

adoptive triad (birth parents, adoptive parents, adopted child). Foster carers are in a 

unique position of offering a non-threatening form of communicative openness to 

both birth parents and adoptive parents. Islay’s extract illustrates the initiative taken 

to reach out sensitively to birth parents in what is a difficult situation; “the first day I 

go to contact I always have a book…and I would sort of write “hi my name is Islay, 

I’m Fred Blogs new carer, I just put foster carer I don’t sort of - If there’s anything you 

want to ask me about Fred just write it in the book and I’ll reply…”. Furthermore 

Gloria’s extract illustrates not only the emotional support that a foster carer can 

provide to a new adoptive mother and the genuine empathy felt, but the respect 

foster carers show by taking the lead from adoptive parents regarding post-adoption 

contact; “I see him (child) very much on the mother’s terms um and I don’t see him 

on his own ….And I feel sometimes the mother needs great help with him and when 

I’m sitting having a coffee with her I’m boosting her up because I feel somebody 

needed to do it to me and there was nobody, you know what I mean. And I feel she 

needs to be told that she’s doing a good job because it’s so difficult.” Both extracts 

illustrate how both of these foster carers are child-centred. In doing so, they can 

empathise with both birth and adoptive parents and hold positive attitudes towards 

communicating with both, which are key elements of communicative openness.  
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In addition to providing practical and emotional support to birth and adoptive parents, 

foster carers hold in mind the indirect role they can play in a child’s future. In their 

child-centred actions, foster carers routinely document a child’s life while in their care 

“she has loads of photos to look back and say my foster carer must have been good 

to me. They took me on holiday here, there and everywhere” (Holly), and provide 

each child with a narrative account of their life; “I would always, when a baby is 

moving on, I would always write up in a book just sort of Fred Blogs arrived to me, 

was born on 26th April and arrived to me on the 28th ….” (Islay), in recognition that 

children will not have memories of their early life but will have questions later in life.  

This category illustrates the lifelong commitment that these foster carers have 

towards maintaining communicative openness with children who have been in their 

care; “I’d like to think if he (child) wanted to talk to me, I’d be on the end of the 

phone” (Gloria). They recognise and are attuned to the complexity of a child’s 

emotional needs post-adoption; “And that child needs to see me to make sure that I 

haven’t rejected him as well” (Gloria), while also offering adoptive parents a non-

threatening form of communicative openness; “it’s not my role to be in competition. 

The children are, I love the children and I will always love them. But I know the 

boundaries and there is a boundary you know” (Gloria). In the current study foster 

carers instinctively promote and facilitate present-day and future communicative 

openness owing to their child-centredness. 

 

Categories Which act as a Barrier to Communicative Openness 

Fear  

Fear was identified as a significant barrier to communicative openness. A 

preoccupation with fear emerged from the data of adoptive mothers. A fragility of 
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family life that appeared to not only be felt by adoptive mothers but also (by hearsay) 

social workers. In the words of Debbie: “…contact for me was quite stark (in the 

beginning) because they (social workers) were quite worried that they (birth parents) 

would have tried to take her again.” A similar experience was described by Anna: 

“you can’t really trust her (birth mother) and that’s the reality of the situation…… I 

think that’s why it (contact) does have to be tightly managed……you know I was very 

aware in particular times of you know them (birth family) seeing us get into the car 

and the number plate of the car, or following where we are going….. And you don’t 

want to jeopardise family life…” Fear emerged as the driving force behind how 

adoptive parents and professionals ultimately engaged in contact arrangements, with 

secrecy, mistrust towards birth family and a preoccupation with safety; “it’s agreed 

she’ll (birth mum) be there 15 minutes before we arrive so she doesn’t see us arrive 

and she doesn’t see what we drive” (Debbie). This was described by participants in 

terms of what appeared to be a standard protocol set out by social workers, with one 

adoptive mother describing the mind set surrounding birth family contact as akin to a 

“spy movie” (Emma).  

 

The data evidences that adoptive parents have many reservations about interacting 

and communicating with birth family; “I don’t tell the birth mum too much about our 

daughter or our life” (Debbie). Adoptive parents act in ways to safeguard the 

perceived fragility of family life; “so by not putting anything up on Facebook…now I 

don’t know whether the birth family would know our surname? But if they did 

discover it, they can’t find us if you know what I mean…..So all of my family and my 

husband’s family, they all know. I’ve got no issue in taking photographs, but I just 

don’t want them on social media.” Actions which challenge the defining features of 
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communicative openness (Neil, 2007). Consequently, adoptive parents strive to 

create and maintain a physical distance with birth family and experience discomfort 

with unplanned contact (direct contact and indirect contact through social media). 

This ultimately led to an adoptive family moving localities: “she walked passed us on 

the street just outside Laura’s nursery and I was really quite stressed….you know, 

you know that that boundary would be crossed….we wanted to move anyway but 

that was part of the issue….we just felt we wanted to move somewhere more 

neutral” (Anna). Despite adoptive parents reservations about interacting with birth 

family, data evidences a reluctant acceptance; “it’s hard you know, um, but I just sort 

of think it’s (birth family) something you’ve just got to deal with you know because it’s 

(birth family) just part of the deal really” (Anna). 

 

Competition  

This category provides an insight into how adoptive mothers hold their sense of self 

in mind and grow into their parental role and identity; “it’s a strange thing as you are, 

the child is starting to call you mum and it’s a wonderful thing but you end up in this 

situation where you are meeting someone and you may actually be in their company 

with the child and they’re maybe not in the place of accepting that they have lost 

parental control of the child” (Debbie). Despite a shared sense that adoptive parents 

“come out the winners” (Becca) and social workers are “very much on our side and 

about making it something that’s going to work for us” (Anna), adoption challenges 

adoptive parents’ conceptualisation of their family. Biological related insecurities can 

act as a barrier to communicative openness, as illustrated by Debbie: “I suppose the 

worry is that when you start contact you start to think oh maybe they’d (child) like to 

be with them (birth parents)….or maybe when they see them they’ll be drawn to this 
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person”. Consequently a resistance to holding birth family in mind outside of contact 

and communicating with the adopted child about adoption ensues; “like it’s not 

something that we would regularly or routinely talk about. If the children bring it (birth 

family) up, then we go ahead, we get involved in the conversation, we answer the 

questions the best we can” (Cathy). Only one mother recognised the role and 

responsibility she has in holding birth family in mind and ultimately promoting 

communicative openness; “the court can only recommend or suggest this is what 

you should do. But then it has to be the parties who sort of start to work with it” 

(Emma). This study evidenced that the category of ‘competition’ is driven by the 

category of ‘fear’. Both of which are underpinned by the overarching category of 

‘construction of family’. Specifically if a more fluid, child-centred, construction of 

family was held, rather than a preoccupation with the family unit, the categories of 

fear and competition would not be felt as strongly. As reported by Emma, adoptive 

parents would be able to engage more readily with birth family, and in turn engage in 

communicative openness. 

 

The Need to Control the Controllable  

This category consistently emerged throughout the data. Many adoptive mothers 

reported greater comfort and ease in situations in which they felt in control of birth 

family; “we all go somewhere where we can sit round the table. So that the kids 

aren’t all off running and playing, and I’m sure for the children it’s quite 

intimidating…..but I don’t know either of us would be ready to go back to the other 

option (kids playing out of sight in soft play)” (Cathy). A physical and emotional 

distance between adoptive parents and birth family was associated with a greater 

sense of control; “… I guess knowing that she’s (birth mother) further away and her 
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focus is elsewhere (new baby) is, is probably a relief in many ways you know” 

(Anna). Physical distance was further explored with Anna to gain a greater 

understanding of its implications for communicative openness. A lack of control and 

discomfort emerged when Anna described unplanned contact and living in close 

proximity to birth family; “she was briefly living in the same area as us and that had 

been quite stressful…….that would be the sort of thing which would stress 

me…..that’s not okay, that’s too much” (Anna). Furthermore, engagement and 

promotion of communicative openness emerged as being influenced by what has 

been court directed; “I think it’s fair enough that Sarah (birth mum) has contact but 

it’s not for her mother to have contact. That’s not been mandated by anybody…” 

(Anna). Supporting a child’s connection to their birth family is complex and 

challenging, and in turn, so is engaging in communicative openness. 

 

In contrast, Emma, who was the most experienced adoptive mother, with regards to 

the length of time since she became an adoptive mother (10 years), illustrates that 

‘the need to control the controllable’ can, and does, change. It emerged from 

Emma’s data that comfort with birth family, and inextricably linked to this, 

communicative openness, develops over time. Parental control exerted over this 

relationship relaxes with time; “You know would I have been comfortable (with birth 

siblings and contact) from day one? No. But it evolved, it’s developed, and we’ve 

now organised our Christmas one (contact). We’re all going for Christmas lunch and 

Santa’s going to be there so it’ll all be lovely. So I think you know um ….it evolves 

because it’s like any relationship” (Emma). Emma went on to describe a complex 

process whereby she is open to her daughter having an independent relationship 

with her birth family and her commitment to supporting and encouraging this 
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relationship; “Because I imagine that it will get to a point where um there will be no 

need for me to go (to contact). Now she (daughter) may want me to go, I may want 

to go, but you know there’s also that part about giving her (daughter) that 

independence to say you know what I’m going to meet Freya (birth sister) today or 

whatever…… So I’m kinda getting into that stage where I feel that she’ll be able to 

do this and go into town or whatever it is.” This is a complex and multi-layered 

process. This adoptive mother is realising that she has nothing to fear and is 

becoming more comfortable with birth sibling contact. These juxtaposing views of 

communicative openness suggest two main findings. Firstly, communicative 

openness is possible but takes time to evolve and requires purposeful effort. 

Secondly, the need for adoptive parents to maintain control and an intolerance of 

discomfort emerged as a barrier to communicative openness.  

 

Internal Conflict  

The 7th category encompasses an array of conflicting emotions faced by adoptive 

mothers pre and post adoption that act as a barrier to communicative openness. 

Adoptive parents reported that they felt post-adoption contact with birth family was 

non-negotiable, leading them to feel an increased sense of vulnerability as their 

parenting future lay in the hands of professionals; “but to almost force it upon us, to 

say well to adopt somebody, before this adoption goes ahead you have to commit to 

meeting 4 times a year” (Cathy). This study suggests that a perceived weak locus of 

control with regards to how family is constructed can act as a barrier to 

communicative openness. Juxtaposed to this, a responsibility of keeping birth family 

alive in the child’s mind; “well I think in the beginning I would have nearly had to 

remind her that um she has a brother and a sister you know” (Emma). An extract 
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from Debbie illustrates an internal dialogue whereby she confronts and grapples with 

gratitude, disbelief, compassion, as well as mistrust towards birth parents; “You 

wouldn’t have the child you have if it wasn’t for this person having the child. And in 

the case of Amanda, this person had a chance to have a lovely child and other 

children and, and, actually couldn’t take that opportunity. So that’s sad for them 

because I can see the girl that I have, so I feel for her, but I also understand that she 

would have had a very bad effect on my daughter.”  

 

4. Discussion 

Communicative openness (Brodzinsky, 2005) is not a psychologically driven 

concept. Rather, it reflects a policy, procedural, and legislative shift away from 

‘closed’ adoptions, and provides a ‘gold standard’ framework for post-adoption 

contact interactions. However, prior to this study there was no real understanding of 

the mechanisms and interactional processes of communicative openness. Using a 

grounded theory methodology, this study followed the concept of communicative 

openness and provides a data driven conceptualisation. Specifically, how ‘family’ is 

constructed can either support or act as a barrier to communicative openness 

(Figure 1.2). The study acknowledges that this is just one factor of a possible many. 

 

This study provides evidence that for those who construct family based on the 

definition of a nuclear family, adoption is considered second best, with several of the 

adoptive mothers in this study explicitly stating that adoption was only considered 

following a prolonged period of infertility. Irrespective of how adoptive parents arrive 

at their decision to adopt, a protracted and intrusive assessment process ensues 
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whereby adoptive parents have to ‘prove’ their suitability and worthiness to parent. A 

process not experienced by biological parents. 

  

Adoption is complex. It challenges the long-standing view and belief of what it is to 

be a family. Biological connectedness no longer dominates. Instead, adoptive 

parents must navigate an untravelled path to parenthood with a child who continues 

to be loved and genetically linked to another family. With a sense of difference 

emerging pre-adoption, and a growing desire to parent, it is not surprising that this 

study has found that post-adoption, adoptive parents act in ways to safeguard their 

parental status and the perceived fragility of their family structure and life. 

Specifically, in keeping with previous findings (Neil, 2002; Selwyn, 2004; Smith & 

Logan, 2004), data from the category ‘internal conflict’ highlighted that many 

adoptive mothers’ believed that post-adoption birth family contact was non-

negotiable (MacDonald, 2017). This, along with a perceived weak locus of internal 

control relating to how family is constructed, acts as a barrier to Neil’s (2007) 2nd 

(comfort with, and promotion of, a dual connection) and 4th (attitudes towards 

communication with the birth family) elements of communicative openness.  

 

Despite the barriers to communicative openness, the category of ‘internal conflict’ 

evidenced that adoptive parents feel a sense of responsibility to keep birth family 

alive in their child’s mind. Although adoptive parents can, and do, empathise with 

birth family (Neil’s, 2007, 5th element of communicative openness) a preoccupation 

with safety and perceived fragility of family life prevents adoptive parents feeling 

comfortable with, and promoting their child’s connection to their birth family (Neil’s, 

2007, 2nd element of communicative openness). Contact was perceived as a 
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“potential threat” (MacDonald, 2017) for two main reasons. Firstly, many adoptive 

mothers in this study described a fear that birth family could steal their child. 

Secondly, insecurities relating to the “validity and legitimacy” (MacDonald, 2017; 

McSherry et al., 2008; Neil, 2009) of adoptive parents’ sense of parental self is 

exacerbated. This perceived vulnerability was highlighted within the category of 

‘competition’ as being particularly prominent in the early stages of post-adoption 

interactions. This study evidences that adoptive parents’ fears and biological 

insecurities may result because their reality of parenting and being a family is at 

odds with their deep-rooted construction of a nuclear family. Post-adoption, the 

adopted child remains connected to ‘others’. The incorporation of others into family 

life, which is at odd with the conventional definition of the nuclear family, can create 

a perception of parental competition. Adoptive parents underlying insecurity and fear 

of being rejected by their adopted child is intensified. Consequently, to address the 

disparity between adoptive parents’ reality and their deep-rooted definition of the 

nuclear family, adoptive mothers described purposefully distancing themselves 

physically and emotionally from birth family. A shift that was perceived to be 

reinforced by post-adoption social workers. When considering what this reveals 

about communicative openness, it evidences two main findings. Firstly, individuals 

who construct family based on the definition of a nuclear family experience greater 

discomfort with the idea of incorporating ‘others’ into their family unit. Fear (and 

mistrust), a sense of parental competition, and a need to control the controllable 

ensues. All of which act as barriers to communicative openness. Specifically, when 

considering Neil’s (2007) five key elements of communicative openness (1. 

communication with adopted child about adoption; 2. comfort with, and promotion of, 

dual connection; 3. empathy for the adopted child; 4. attitude towards communication 
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with the birth family; 5. empathy for the birth family), it is the second element that 

proves most difficult for adoptive parents and limits their engagement in the 

remaining four elements. Secondly, by hear say, post-adoption professionals set the 

tone for the ways in which adopted parents interact, or rather don’t interact, with birth 

family and this influences the opportunities for communicative openness.  

 

In contrast, the current findings evidenced that a more fluid and child-centred 

conceptualisation of family offers greater opportunities for communicative openness. 

The adoptive parent of the negative case analysis and the foster carers do not hold a 

fixed or stereotypical definition of family. The child is viewed as the central unit 

irrespective of the family composition. Consequently there is an openness to golden 

threaded relationships (Care Inquiry, 2012), whereby those who are identified as 

important to children provide care and support with ease. In contrast to interview 

data from the other adoptive mothers, the adoptive mother from the negative case 

analysis did not explore adoption as a result of infertility. Rather it was considered as 

an equal alternative to a biological child. Based on personal life experiences 

whereby a fluid family structure incorporating both adopted and fostered children 

was not considered unusual, a schema of adoption as a ‘normal’ way to do family life 

emerged. There is an acceptance of ‘others’ (birth family) and with that brings a 

sense of comfort and ease regarding birth family contact interactions. This adoptive 

mother does not experience a sense of difference, has a stronger locus of control, 

does not feel threatened by birth family’s biological ties to a child, and ultimately 

does not act in ways to defend her parental sense of self. In summary, this adoptive 

mother can engage in all 5 key elements of communicative openness (Neil, 2007).  
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Similarly, foster carers’ child centrality places them in a unique position whereby they 

can empathise with, and provide emotional and practical support to the child as well 

as both the birth and adoptive parents. They intuitively engage in all 5 key elements 

of communicative openness (Neil, 2007). Foster carers hold an open definition of 

family, whereby individual members (none of whom are necessarily genetically 

related) are acquired as well as lost. Because of this perspective, a child’s birth 

family history and adoptive future is held concurrently in mind. A position of child 

centrality, enables foster carers to empathise with the adopted child as well as the 

birth and adopted families. They are comfortable with communicating with the 

adoptive and birth family and promoting the adopted child’s connection to multiple 

families (birth, adoptive, and foster families) (Neil, 2007).  

 

Foster carers’ life-long commitment to children emerged from the data in recognition 

of the unpredictability that characterises the early years of a child’s life in care, and 

the potential for children to experience foster carers as rejecting post-adoption. It is 

hypothesised that an ‘open door’ mentality was shared by foster carers in recognition 

that through consistent and repetitive affect attunement interactions (Stern, 1985), 

they can challenge children’s insecure and disorganised attachment styles and begin 

to repair and lay the foundations for a secure attachment. Significantly, foster carers 

remain committed regardless of the personal grief and loss they experience when a 

child leaves their care. Because of their child-centred and fluid definition of family, 

communicative openness is a natural part of caring for the child. This study 

evidences that foster carers would like to remain engaged in communicative 

openness for as long as the child needs and wants it. In the pursuit of 
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communicative openness, greater consideration should be given to integrating foster 

carers more into ‘the system’ and post-adoption care plans. 

 

The findings suggest that the defining features of the nuclear family can be modified 

in certain situations and with certain ‘others’. The data evidenced that unlike 

interactions with birth parents, which were characterised by fear and biological 

insecurities, adoptive parents intuitively and proactively engage with foster carers. 

Foster carers do not ‘fit’ the traditional definition of the nuclear family. However, in 

the absence of fear and other barriers, adoptive parents are open to extending their 

definition of the nuclear family to include foster carers. In the modified definition of 

the nuclear family, foster carers were given a familial identity comparable to aunts 

and uncles. Holding a more flexible definition of family supports the development of 

meaningful and reciprocal relationships. In contrast to how birth parents were held in 

mind (outside of the family unit), adoptive parents empathised much more readily, 

and accepted with greater ease and comfort, the possibility that a child will grieve the 

loss of their foster carer (Neil’s, 2007, 3rd element of communicative openness). By 

maintaining a foster carer relationship, adoptive parents’ intuitive choose to support a 

child’s dual connection to both adoptive parents and foster carers. The adoptive 

parents in this study intuitively, and without professional guidance, engage in Neil’s 

(2007) five key elements of communicative openness with respect to foster carers (1. 

communication with adopted child about adoption; 2. comfort with, and promotion of, 

dual connection; 3. empathy for the adopted child; 4. attitude towards communication 

with the foster carers; 5. empathy for the foster family). For this reason, this study 

suggests that a foster carer specific communicative openness mechanism exists 

reciprocally between adoptive parents and foster carers. Notably it occurs in the 



 97 

absence of a theoretical and procedural framework. It occurs instinctively and 

effortlessly. This study suggests this is because the rigid definition of a nuclear family 

was relaxed and in turn the mechanisms and interactional processes of fear, control 

and competition, were absent.  

 

To a lesser degree, some adoptive parents from this study extend their definition of 

family to include birth siblings. This study evidenced that adoptive parents were open 

to the idea of their children forming meaningful connections with their birth siblings. 

However the data highlighted that in contrast to what appeared to be an almost 

immediate and intuitive incorporation of foster carers into the adoptive family, it took 

adoptive parents much longer to feel comfortable with birth siblings and truly 

incorporate them into the adoptive family. This study proposes that because birth 

siblings are perceived to be connected to birth parents, adoptive parents are more 

cautious. It is this ‘cautiousness’ that explains why comfort with, and promotion of, a 

dual connection with birth siblings is slow and takes time (Neil’s, 2007, 2nd element of 

communicative openness). It is a process. There is a fragility to this communicative 

openness which is not evident in foster carers. Adoptive parents have to feel secure 

in their own right as a parent. This study provides further evidence that a willingness 

to construct family as different or in looser terms facilitates communicative openness.  

 

In summary, the data from this study suggests that how ‘family’ is constructed can 

both support and impede communicative openness. This is one factor of a possible 

many. The study suggests that the way in which communicative openness is 

constructed and operationalised is likely to differ between individuals and contexts.  
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5. Limitations 

The researcher must acknowledge the following limitations of the study. (1) Selection 

bias within the recruitment process is a possibility. Social workers approached 

potential participants. It is possible that social workers only approached those who 

they believed would take part in the study. (2) Despite an extensive recruitment 

campaign, a total of 10 participants were recruited, 6 adoptive mothers and 4 female 

foster carers. When considering data from the 6th adoptive mother which was used 

as a negative case analysis, the researcher acknowledges that if it had been 

possible the researcher would have continued to interview adoptive mother 

participants and would have continued to explore and compare emerging data, 

before completing a negative case analysis. Consequently based on the limited data 

findings should be considered cautiously. (3) The emerging theory suggests that the 

conceptualisation of family can both facilitate and hinder communicative openness. 

The researcher acknowledges that communicative openness is a complex concept 

that is likely influenced by many factors, not just the construction of family (for 

example, whether an adopted child was abused or neglected by their birth family 

pre-adoption). Further research will help to clarify this. (4) Recruited participants 

volunteered to take part and were open to sharing personal information with the 

researcher. Consequently when interpreting results the reader should be mindful that 

the self-selecting nature of the recruitment process and the associated emerging 

concepts may not be representative of adoptive mothers and foster carers in 

general. (5) The review has discussed communicative openness in terms of adoptive 

parents. However the sample was relatively homogeneous. All the participants were 

White females residing in Northern Ireland, and all the adoptive mothers were 

married and in heterosexual relationships. The voice of fathers was missing. 
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Consequently communicative openness was explored with only half of a parent 

team. (6) Recruitment of adoptive parents was not limited to heterosexual couples, 

despite this being the sample recruited. Consequently generalisability of findings is 

limited in the absence of same-sex and single adoptive parents. (7) The study was 

conducted in Northern Ireland. The small nature of the country means that 

unplanned birth family contact is more probable and this may impact adoptive 

parents openness to birth family. (8) Social workers and birth family were talked 

about by participants but not interviewed because of the researcher’s sound 

alignment to the methodological approach. Future research may wish to explore 

communicative openness from their respective perspectives.  

 

6. Future Research and Implications for Clinical Practice  

• The current findings evidence that the gold standard framework of 

communicative openness between adoptive parents and birth parents does 

not function optimally. Future research may wish to consider constructing 

relational specific concepts of communicative openness. 

• The current findings evidence a relationship between communicative 

openness and varying constructions of family.  This should be considered in 

pre-adoption training. 

• The current study was conducted in Northern Ireland and it is not known if this 

impacted adoptive mothers’ communicative openness. Consequently, the 

study should be replicated in larger geographical areas.  

• Future research would benefit from considering how social workers mediate 

communicative openness. 
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• This study provide evidence that the emotional relationships formed and 

experienced by foster carers’ facilitates communicative openness. If future 

research replicates the important role foster carers play in the lives of children 

in care, due consideration should be given to increased foster carer 

involvement in post-adoption contact arrangements and care planning. 

 

7. Conclusion  

Adoption challenges the socially constructed conceptualisation of family. The current 

findings evidence that those who operationalise a fluid, child-centred construction of 

family, who are willing to construct family as different, and can accept the ebb and 

flow of family membership, intuitively view communicative openness as a natural part 

of caring for children. This is the village raising the child in action. However, for those 

who hold a more traditional, nuclear construction of family, adoption may be 

associated with fear, a sense of biological related competition, and the need to 

control the controllable. Engaging in Neil’s (2007) 2nd element of communicative 

openness (comfort with, and promotion of, a dual connection) proves most difficult, 

and limits engagement in the remaining 4 elements (communication with adopted 

child about adoption; empathy for the adopted child; attitude towards communication 

with the birth family; empathy for the birth family). This study has evidenced that the 

construction of family is not an absolute. It is best viewed, and should be considered, 

along a continuum. Communicative openness, like the construction of family, has 

been shown to be person and context sensitive. It is hoped that the findings of this 

study will increase understanding for all involved in adoption. Normalise experiences, 

act as a starting point for conversations, and encourage everybody to think more 
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creatively and flexibly about family, and in doing so create more opportunities for 

communicative openness. 
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SECTION 4:  

Technical Appendix for the research paper 

 

Appendix A 

Information Pack (Invitation letter, Information sheet and Reply slip) 

  

 
Dear Sir/Madam,  
 

Following your brief discussion with the Trust’s Adoption Service, I am writing to 

invite you to participate in research aimed at exploring and understanding what helps 

and hinders those involved in the adoption process to communicate openly. 

Please find enclosed an information sheet providing you with more information about 

the study and a reply slip for you to complete if you wish to participate in the 

research. If you would like to participate please return the reply slip within two 

weeks. 

Yours Sincerely,  

The Adoption Service 
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Participant Information Sheet 

How is the concept of “communicative openness” explored, and meanings 

evolved, for those with experience of post-adoption contact interactions?  

 

You are being invited to participate in the above study. Please read the information 

provided below. 

What is the research about? 

The study will involve interviews with adoptive parents, adults who were adopted as 

children, birth parent(s), social workers and other social care staff involved in 

supporting contact. The study aims to explore and understand what helps and 

hinders those involved in the adoption process to communicate openly. The research 

is being carried out by Fiona Macleod, Trainee Clinical Psychologist, from Queen’s 

University Belfast (QUB), with the support of the Adoption Service. The study was 

reviewed by the Health and Social Care Research Ethics Committee A (HSC RECA). 

What will the study involve? 
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If you decide that you would like to participate, you should complete the enclosed 

Reply Slip and return it to the researcher in the stamped addressed envelope 

provided. When the researcher receives this, you will be contacted on the phone 

number you supplied to discuss the research further. This will provide you with an 

opportunity to ask any further questions that you may have. If you are happy to 

continue to participate, then a suitable date and time to meet will be arranged.  

The researcher will then complete an interview with you on a one-to-one basis. This 

will involve asking you to discuss your experiences of thinking about and talking 

about birth family. There is no need to worry about right or wrong answers. The 

researcher is only interested in learning more about what life has been like for you 

through the adoption process and how you have experienced thinking about and 

talking about birth family. It is expected that the interview should last no more than 

90 minutes. You may be invited back for a further interview(s) to explore some of 

your thoughts and feelings in more detail. It must be stressed that you are under no 

obligation to participate in further interviews and this is entirely voluntary.  

Do I have to take part? 

Your participation in the study is entirely voluntary. Any information provided will be 

treated as confidential. Should you decide to take part in the study and then change 

your mind at a later date, you may withdraw from the study up to two weeks after 

your interview date. Taking part or deciding not to participate will have no effect on 

your relationship with the Health and Social Care Trust. 

Are there any advantages or benefits to taking part? 

The information provided by you and other individuals will help us understand more 

about how birth family are thought of and talked about within the adoption process. 

With a greater understanding, this knowledge can be used to develop adoption 
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services and to better guide professionals, birth parents, adopted children and 

adoptive parents through this process. Although there will be no direct benefit to you 

if you decide to participate, you may find discussing your experiences of birth family 

to be useful and positive. 

Are there any disadvantages or risks to taking part? 

There are no known risks to taking part, however talking about your experience of 

adoption and birth family may cause some people to feel upset. During the interview 

you will be provided with the opportunity to take comfort breaks or stop the interview 

without giving a reason. Following the interview if you require further support the 

researcher will provide you with a list of support organisations.  

 Where will the interviews take place? 

The interviews will take place in the location in which you were identified for 

participation in the study. If this location is not convenient, efforts will be made to 

facilitate the interview in your own home or a location in Queen’s University Belfast. 

This can be discussed with the researcher before your first meeting. 

Will my participation in the study and the information I provide be 

confidential? 

All personally identifiable information, such as your name, will be removed from the 

research study in order to protect your identity. Interviews will be recorded using a 

Dictaphone and all recordings will be transcribed. Once transcribed all recordings will 

be destroyed. The findings of the study will be written up in a dissertation which may 

be published in a journal. Some direct quotations from your interview may be used, 

however these will never identify you personally. Once the study is completed all 

information that has been gathered will be destroyed.  

Are there any limits to confidentiality? 
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Your information will be kept completely confidential with the exception that if you 

disclose information which indicates that you or another person may be at risk of 

serious harm from yourself or someone else, or if you disclose details relating to 

criminal activity, the researcher will have a statutory responsibility to pass this 

information on to relevant authorities. Should this happen, the researcher will discuss 

this with you first and advise you that they are reporting it to relevant authorities. 

What will happen to the results of the research study? 

The findings of the study will be written up in a dissertation that will be available to 

course staff and Trainee Clinical Psychologists at Queen’s University, Belfast. In 

addition, the findings may be published in scientific journals or presented at 

conferences. Your individual responses will not be identifiable in any way. Once the 

research is completed a summary of findings will be available by contacting the 

researcher using the email provided below. 

Who is organising and funding the research? 

The research is being organised by the researcher, Fiona Macleod, Trainee Clinical 

Psychologist. The research is funded and monitored by Queen’s University, Belfast. 

I have read the information above, and am happy to proceed with the study. 

What next? 

If you have read all of the information and decide that you would like to participate in 

this study, please complete the Reply Slip enclosed and return it in the envelope 

provided. The researcher will then contact you about taking part in the study. 

Alternatively, if you have any further questions or queries about the research, you can 

contact the researcher or chief investigatory using the contact details below.  

 

Contact details 

Corresponding author & Researcher  Chief Investigator: Dr Lesley Storey 
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Fiona Macleod     School of Social Sciences 
Queen’s University Belfast    Birmingham City University 
School of Psychology    The Curzon Building, 4 Cardigan St 
Psychology18-30 Malone Road, Belfast  Birmingham 
Email: f.macleod@qub.ac.uk   Email: Lesley.storey@bcu.ac.uk 
                                                                  

 

Research Team 

• Dr Katrina McLaughlin 

Queen’s University Belfast                                                     
School of Psychology                                                                                            
18-30 Malone Road, Belfast                                                                             
Email: K.McLaughlin@qub.ac.uk 

• Dr Teresa Rushe 

Queen’s University Belfast                                                     
School of Psychology                                                                                            
18-30 Malone Road, Belfast                                                                             
Email: T.Rushe@qub.ac.uk 

• Dr Michele Kavanagh 

Independent Clinical Psychologist  
Sunnyside Clinic     
79-80 Sunnyside Street      
Belfast 

 Tel: 07725107942 
 Email: michele@sunny-side-clinic.co.uk 

• Dr Frances Agnew 

Clinical Psychologist  
Therapeutic Support Services,  
Belfast Health & Social Care Trust 
585-587 Crumlin Road,  
Everton Complex,  
Belfast,  
BT14 7GB 
Tel: 02895043070 
Email: francis.agnew@belfasttrust.hscni.net  
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REPLY SLIP 

 

I have read all of the information provided and I 

Miss/Mrs/Mr__________________________________ would like to participate in 

this research. 

My telephone number for you to contact me, to arrange a time to meet is 

_______________.  

Please send completed reply slips (within two weeks) to: 

Fiona Macleod 

Trainee Clinical Psychologist 

School of Psychology 

David Keir Building 

Queen’s University Belfast 

BT7 1NN 

 

Or alternatively you can email the reply slips to fmacleod01@qub.ac.uk 

If you would like to speak with someone before completing the reply slip, 

please email fmacleod01@qub.ac.uk and a phone call will be arranged.  

I look forward to meeting with you. 

Fiona Macleod 
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Appendix B 

Interview schedule, including how questions were introduced, for initial interviews 

with adoptive parents 

 

Introductions 

Good morning/afternoon, my name is Fiona Macleod and I am a trainee Clinical 

Psychologist in Queen’s University Belfast. Thank you so much for taking the time to 

meet with me today. 

Ice breaker 

Individual to each person and situation (discussed school drop-of completed before 

meeting me, weather, children’s photos if in participant’s home). 

Purpose and Process 

As explained in the information pack you received, I am interested in exploring and 

understanding what helps and does not help open communication within adoption. I 

am conducting this research as part of my doctorate in Clinical Psychology. The 

findings of the study will be written up in a dissertation and may be published in a 

scientific journal and/or presented at a conference.  

Today will involve me asking you some questions about your experience of birth 

family contact. There are no right or wrong answers. I am only interested in learning 

more about what life has been like for you. I have a few questions to help guide the 

discussion initially and I am happy for you to tell me about anything that you feel is 

important and relevant. I expect that our discussion will last no more than 90 

minutes. If you want to stop completely or have a break at any time that is no 

problem at all, just let me know. 
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Recording and Confidentiality 

I will be recording our discussion today so that I don’t forget the important 

information that you share with me. I will listen back to the recording and transcribe 

word for word what you say. I will remove all information that could identify you. For 

example I will not use your real name or anyone you talk about and I will remove any 

details about where you live. I may use some quotes from your interview but again I 

will ensure that you and your family cannot be identified. The only time I would break 

your confidentiality is if I was worried about your safety and wellbeing or that of 

someone you told me about. If I was worried I would share my concerns with you 

and advise you what action I would take to keep you and/or others safe. Do you 

have any questions? 

Comments and questions 

Do you have any questions before we start? Are you happy to proceed? 

  

5-item Semi-Structured Interview  

1. Can you tell me about contact and its meaning to you? 

2. What have you noticed about contact for you, for your child, and for their birth 
family? 

3. What have you noticed about the way you talk about contact? 

4. Has how you talk about contact changed in anyway and what has influenced 
that change? 

5. What has it been like becoming an adoptive parent? 

 

Closing 

• Is there anything that I didn’t ask you that I should have? 
• Is there anything that you would like to add? 
• How did you find those questions? Did they feel okay to answer? 
• Thank you so much for taking the time out of your busy schedule to meet with 

me today. I really appreciate it. It has been really helpful and really interesting. 
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Sometimes I have follow up questions and sometimes I don’t. If I did have 
follow up questions would you be open to meeting contacting you to discuss 
these and potentially meet again? You are under no obligation to meet with 
me again and I do not want you to feel pressurised in any way. 

• As we discussed earlier I will listen to your interview recording and transcribe 
it word for word. I will remove all identifiable information to protect your 
identity and uphold confidentiality. I may use some quotes from your interview 
but again will ensure you cannot be identified. It’s really important for you to 
know that you can change your mind about participating. All you have to do is 
contact me (phone number or email) and I will ensure all your information is 
removed. It is okay to do this and will not impact you in any way, so please 
contact me if you are having second thoughts or are worried in anyway about 
your information. I will be conducting my interview up until March 2019 so you 
can change your mind at any time before this.  

• I have really enjoyed meeting with you today and wish you and your family all 
the best.  
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Appendix C 

Consent Form 

 

        

Participant Consent Form 
                                     Please Tick 

• I confirm that I have read and understood the participant  
Information leaflet and this agreement is of my own free will. 
 

• I understand that participation is voluntary and that I am free 
to withdraw at any time, without giving a reason, and without  
penalty. 
 

• I consent to my interview being recorded. 
 

• I understand that all data collected will be anonymised and that  
no personally identifable information will be present in the final  
report. 
 

• I have been provided with the contact details of the research team 
should I have any further questions 
 

• I agree to be contacted by the researcher to arrange a time and 
place to meet. 
 

• I understand that if concerns arise for me throughout the                                           

interview I will be signposted to a debrief sheet of support                            

organisations 

• I agree to participate in this study. 
 

………………………….       …………………………..                       …………… 
Name of Participant            Signature    Date:   

………………………….       …………………………..   …………… 
Name of Researcher            Signature    Date:  
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Appendix D 

Illustration of how follow-up interviews were introduced followed by individualised 

questions developed for each adoptive parent during the 2nd round of interviews. 

Introductions 

Good morning/afternoon, thank you very much for agreeing to meet with me again. I 

really appreciate it. 

Ice breaker 

How have you been since the last time we spoke? (reference made to calendar 

events – summer holidays, Christmas etc.)  

Purpose and Process 

As I explained when I first met with you, sometimes I have follow-up questions. This 

isn’t because you said anything wrong when we first met. Rather it reflects my 

interest in your experience, wish to gain a greater understanding of openness, and 

also gives me the opportunity to check whether I have misinterpreted anything you 

told me. Do you have any questions about this? I expect that our discussion today 

will be shorter and will last no more than 60 minutes. If at any time you want to stop 

or have a break, just let me know. 

 

 ‘Anna’ 

1. You had described inconsistent contacts with birth mum and a lack of a 

relationship between your children and birth mum. I’m wondering how this 

influences openness within the family? How do you maintain openness when 

contact isn’t happening and your children aren’t asking questions? 

2. You had described a situation whereby birth mum made some allegations 

against your husband. I’m wondering what impact this has had on openness 

within your family? 
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3. From what you had said in our first meeting, it sounded like the onus is on 

birth mum to maintain contact and you’re not sure how this will pan out in the 

long run. I’m wondering how responsibility lying with birth mum (to maintain 

contact) influences openness within your family? 

4. You had mentioned several occasions whereby birth granny turned up to 

contact. Did this influence openness as you had said nobody had mandated 

birth granny to have contact? 

5. There had been a few incidents whereby you informally saw birth mum in your 

local area. This appeared to play some part in your motivation to relocate. 

How did these informal meetings influence openness within your family? 

6. You had mentioned that it’s useful having a social worker at contact as it 

makes it more ‘controlled’. I’m wondering how the presence of a social worker 

influences openness within your family? 

7. You had said that your daughter would ask more questions about her foster 

carer. Have you noticed any differences or similarities in your family’s 

openness to foster carers and birth family? 

8. You had mentioned a conversation you had with your daughter about what is 

talked about at home and not at school (re adoption). I’m wondering how this 

relates to openness within your family? 

9. You had said that you would be quite keen for your children to have contact 

with their younger sibling. I’m wondering how this relates to openness within 

your family? 

‘Becca’ 

1. You had mentioned in our last interview that you felt that contact was really 

important because of your son’s black identity. Because of this you had asked 

for 3 rather than 2 contacts. Has having children from a different ethnic 

background influenced openness within your family? 

2. You described a respectful relationship shared with birth family and that 

contact has never been threatening. If something was to occur or change, 

whereby there was less respect, what impact would this have on openness 

within your family? 

3. You had described a process that you and your husband went through 

whereby your preference for no contact changed to wanting contact and 
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requesting an extra contact. How do you feel this process relates to openness 

within your family? 

4. You had mentioned that you normally do contacts as your husband has a 

presence on social media and you wouldn’t want his face to be too well know. 

what would it mean if his face was known? How does this influence openness 

within your family? 

5. You mentioned that your children’s foster carers are significant people to them 

and you arrange to see them informally. Have you noticed any difference or 

similarities in your family’s openness to foster carers and birth family? 

6. You had mentioned that the children can make up memories. It almost 

sounded like a lack of memories is more difficult? I’m wondering how a lack of 

memories impacts openness within your family?  

7. You had described a fear of contact at the beginning. What impact this have 

on openness within the family? 

 

‘Cathy’ 

 

1. You had described contact and how it can be difficult for your children and 

their siblings. I’m wondering how you feel the presence of a social workers, 

parents influences openness? 

2. You had described the distress your daughter experiences after contact. Does 

this influence openness within your family? 

3. Last time we met you had recently decided to stop contact for your daughter 

for a period. How does that decision influence openness within your family? 

4. You had an experience whereby older siblings took and shared photographs 

on social media. Because of this you no longer go to play areas which you 

described as the ideal setting for sibling contact. How has this experience 

impacted openness within your family? 

5. Your husband had described a feeling of contact being forced upon you as a 

family. How does this, the feeling of being forced into something, influence 

openness within your family? 

6. You had said that your daughter’s lack of physical memories in a way makes 

it harder. I’m wondering how a lack of memories impacts openness within 

your family? 
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7. Your husband had described going into adoption with a level of naivety. 

Overtime you both realised that contact is a ‘gentleman’s agreement’. How 

does openness change with this new realisation and reduced naivety? 

8. The foster carer appears to be a significant person in your children’s lives. 

Have you noticed any differences or similarities in your family’s openness to 

foster carers and birth family? 

 

‘Emma’ 

 

1. You said in our last conversation that you never had contact in a contact room 

and eventually moved away from presence of a social worker. In a sense you 

didn’t follow ‘normal’ practice. How do you feel this decision and consequently 

experience relates to openness within your family? 

2. If something was to occur, such as siblings presented as unsuitable for 

contact, and there was a need for more formal contact arrangements, what 

impact would this have on openness within your family? 

3. You had mentioned going through a process whereby you accepted that it 

wasn’t that birth parents wouldn’t parent, it was that they couldn’t parent. How 

do you feel this process relates to openness within your family? 

4. You had said that in the beginning your daughter wasn’t that bothered about 

birth family but that over the past 10 years the relationship has developed. 

Has that change influenced openness? 

5. You had described what seemed to be a reciprocal relationship whereby your 

daughter’s sister would ask for advice and things like that. And the difficulty in 

trying not to become too involved, and that your husband is better at that. 

How does that influence openness within your family? 
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Appendix E 

Interview schedule, including how questions were introduced, for interviews with 

foster carers 

 

Introductions 

Good morning/afternoon, my name is Fiona Macleod and I am a trainee Clinical 

Psychologist in Queen’s University Belfast. Thank you so much for taking the time to 

meet with me today. 

Ice breaker 

Individualised to each person and situation (weather, complimented foster carer on 

how lovely their house was, calendar events such as Christmas). 

Purpose and Process 

As explained in the information pack you received, I am interested in exploring and 

understanding what helps and does not help open communication within adoption. I 

am conducting this research as part of my doctorate in Clinical Psychology. The 

findings of the study will be written up in a dissertation and may be published in a 

scientific journal and/or presented at a conference.  

Today will involve me asking you some questions about your experience of birth 

family contact. There are no right or wrong answers. I am only interested in learning 

more about what life has been like for you. I have a few questions to help guide the 

discussion initially and I am happy for you to tell me about anything that you feel is 

important and relevant. I expect that our discussion will last no more than 90 

minutes. If you want to stop completely or have a break at any time that is no 

problem at all, just let me know. 
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Recording and Confidentiality 

I will be recording our discussion today so that I don’t forget the important 

information that you share with me. I will listen back to the recording and transcribe 

word for word what you say. I will remove all information that could identify you. For 

example I will not use your real name or anyone you talk about and I will remove any 

details about where you live. I may use some quotes from your interview but again I 

will ensure that you and your family cannot be identified. The only time I would break 

your confidentiality is if I was worried about your safety and wellbeing or that of 

someone you told me about. If I was worried I would share my concerns with you 

and advise you what action I would take to keep you and/or others safe. Do you 

have any questions? 

Comments and questions 

Do you have any questions before we start? Are you happy to proceed? 

7-item Semi-Structured Interview  

1. Foster carers are almost like a bridge between birth family and adoptive 

family. What is this like for you? 

2. Foster carers identified as important people by children and adoptive parents. 

What are your thoughts? 

3. What is your role in supporting a child’s understanding of foster care and 

adoption? 

4. Experience of contact with birth family? 

5. Experience of transitioning a child to their adoptive family? 

6. Have you noticed any differences or similarities in your interactions with birth 

family versus adoptive family? 

7. Do you have contact with any adopted children you fostered? 

Closing 

• Is there anything that I didn’t ask you that I should have? 
• Is there anything that you would like to add? 
• How did you find those questions? Did they feel okay to answer? 
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• Thank you so much for taking the time out of your busy schedule to meet with 
me today. I really appreciate it. It has been really helpful and really interesting. 
Sometimes I have follow up questions and sometimes I don’t. If I did have 
follow up questions would you be open to meeting contacting you to discuss 
these and potentially meet again? You are under no obligation to meet with 
me again and I do not want you to feel pressurised in any way. 

• As we discussed earlier I will listen to your interview recording and transcribe 
it word for word. I will remove all identifiable information to protect your 
identity and uphold confidentiality. I may use some quotes from your interview 
but again will ensure you cannot be identified. It’s really important for you to 
know that you can change your mind about participating. All you have to do is 
contact me (phone number or email) and I will ensure all your information is 
removed. It is okay to do this and will not impact you in any way, so please 
contact me if you are having second thoughts or are worried in anyway about 
your information. I will be conducting my interview up until March 2019 so you 
can change your mind at any time before this.  

• I have really enjoyed meeting with you today and wish you and your family all 
the best.  
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Appendix F 

Debrief Sheet 

 
 
 
 
 

Debrief Sheet  
 

Thank you for taking part in this research.  I hope that taking part has not caused you 

any distress, however if you are concerned about yourself  in any way, or feel any of 

the issues addressed within the research may have caused you any distress, a list of 

support organisations are provided below which can offer advice and support. 

 
 
Adoption 

Routes  

 

A specialist voluntary adoption agency in N.I providing the 

following services 

• Support and advice to adult adoptees 

• Support and advice to birth parents and relatives  

• Support and advice to adoptive parents 

 

 
Adoption UK 

Northern 

Ireland 

 

 

Charity providing a range of services to adoptive parents; 

• Helpline 

• Support Groups 

• Counselling 

www.adoptionuk.org/northernireland  

Tel: (028) 9446 9493 (General Enquiries) 

        0844 848 7900 (Helpline, Mon-Thurs, 8pm-10pm) 

 

 

 

Adopt NI 

 

 

 

Charity providing support to birth and adoptive families  

www.adoptni.com 

Tel: (028) 9045 4222 
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Parenting N.I 

 

 

 

Parenting N.I., formerly known as the Parents’ Advice Centre, 

offers a range of services to parents: 

• Parents helpline 

• Parenting Education 

• Parenting Forum 

www.parentingni.org 

Freephone  0808 8010  722 

 

 

 

 

Relate N.I. 

 

Relate N.I. aims to enhance emotional wellbeing in individuals, 

couples, families and communities by delivering professional 

counselling and therapeutic services. 

 

office@relateni.org 

 

(028)90- 323454 
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Appendix G 

Distress Protocol (Adapted from Draucker et al., 2009) 

 

 
 

 

 

Distress Protocol 

 

Distress  
 
 
 
Stage 1 Response 
 
 
 
 
Review 
 
 
 
 
Stage 2 Response 
 

 

 

Follow Up 

 
 

 

 

 

 

• Participant expresses a high level of stress or emotional 
distress during the interview  OR 

• Participant exhibits behavioural signs of distress (crying etc). 

• Stop the interview and use psychotherapeutic skills to assess 
the participant’s mental state. Remind participant of comfort 
breaks. The following questions could be used; 

o How are you feeling? 
o What thoughts are you having? 

 

• Participant to be provided with a debrief sheet providing contact 
details for support groups (see Appendix I). 

• Discontinue interview. Provide opportunity to discuss issues 
affecting the participant. 

• If risk of harm to self or others is identified, share concerns with 
participant and where appropriate notify GP, named worker etc.  
 

• Interview to be resumed only if the participant feels able. 
 

• If participant is unable to carry on with the interview proceed to 
stage two. 
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Appendix H 

Detailed account of transcription and analysis 

1. Following a six month recruitment period from June to November 2018. A total 

of six adoptive mother participants were recruited. Initial interviews were 

conducted individually with each adoptive mother between July and 

November 2018. An interview schedule containing a set of five open-ended 

questions (piloted with a research peer) focusing on contact (Appendix B) was 

used to provide ‘just enough’ guidance to encourage participants to openly 

discuss what helps them to talk about birth family contact. The topic of birth 

family contact was purposefully chosen initially because it is a concrete 

experience participants could easily relate to and acted as a gateway to the 

more abstract concept of ‘communicative openness’. Interviews were 

transcribed verbatim, identifiable information was removed and pseudonyms 

used. Initial Coding was used to examine the data and label the individual 

phenomena that emerged. This was done by examining each piece of data 

line-by-line. Analysis then progressed to more focussed coding (Appendix J). 

2. Initial Coding and the constant comparative method of grounded theory 

highlighted that data from the 6th adoptive mother participant appeared to 

contradict patterns emerging from other interviewee data. Because it was not 

possible to recruit more adoptive mother participants it was decided that this 

data would form a negative case analysis. In keeping with the grounded 

theory methodology used throughout this study, Focused Coding and Axial 

Coding proceeded. Emerging codes and categories from the negative case 

analysis were then reintegrated into the final stages of Theoretical Coding 

(see point 6). 
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3. In keeping with grounded theory’s methodological approach of simultaneous 

data collection and analysis, emerging codes from five of the initial interviews 

(excluding negative case analysis data from 6th interview) formed the basis for 

more focused interviews. The second wave of data collection was 

characterised by more focused interviews, conducted with four out of five 

adoptive mothers between November and December 2018, and followed 

specific concepts identified in the analysis of data from the initial interviews. 

Questions were individualised to each participant (Appendix D) and reflected 

the initial codes identified from their respective initial interviews. Interviews 

were transcribed verbatim, identifiable information was removed and agreed 

pseudonyms used. Initial Coding was used to examine each piece of data line 

by line.  

4. Data from initial and more focused interviews was analysed in tandem on an 

individual basis. Analysis progressed from initial coding to focused coding 

whereby the researcher grouped initial codes into what she believed to be the 

most salient and representative codes (Appendix J). Codes from each 

participant were compared at this stage for the purpose of identifying the next 

stakeholder group who would extend the researcher’s understanding of the 

concept of communicative openness. Foster carers emerged as the next 

stakeholder group to be interviewed (Appendix K). It was decided that 

recruited foster carers would form an independent stakeholder pool from 

adoptive mothers because the purpose of the study was to follow a concept 

(communicative openness) rather than a child’s adoption journey.  

5. The third wave of data collection involved a second stage of recruitment, This 

was completed between November 2018 and January 2019 (following the 
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same procedure set out in Section 2 a and b, but using a foster carer specific 

invitation letter, see Appendix N). A total of four female foster carer 

participants were recruited. Interviews were conducted individually with each 

foster carer in January 2019. Analysed data from adoptive mothers formed 

the basis of the interview schedule which contained a set of seven open-

ended questions (Appendix E). Interviews were transcribed verbatim, 

identifiable information was removed and agreed pseudonyms used. Interview 

data from each interview was analysed line by line and initial codes identified. 

Focused Coding was then completed and substantive codes from each data 

set compared.  

6. In the context of the available data and with the acknowledgement that 

saturation can arguably never be truly reached, the emerging concepts were 

deemed to be of a similar nature that the researcher was confident there was 

“theoretical sufficiency” (Dey, 1999, p.257). Consequently Axial Coding 

commenced. Codes identified in Initial and Focused Coding from adoptive 

mother participants, foster carer participants and the negative case analysis 

were considered together in the formation of categories (Appendix O). 

Relationships between code fragments were considered. In keeping with 

Charmaz’s (2006) methodology, the researcher developed sub-categories of 

a category and explored and tested out processual relationships between the 

two in an attempt to understand how they related, influenced or contradicted 

each other (Appendix N). 

7. Theoretical Coding was then used to reorganize the data and support the 

understanding of how the concept of “communicative openness” is 
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experienced from an analytical perspective (Charmaz, 2006; Strauss & 

Corbin, 1998) through supervisory discussions (Appendix O).  
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Appendix I 

Extract evidencing how Initial coding progressed to more Focussed coding during 

the first wave of data collection with ‘Anna’, an adoptive parent. Focussed codes are 

highlighted in yellow. 

 

Interview 1 Transcript – ‘ANNA’ 

 

5Th July 2018 @ 10am 
 
Data extract from Anna Initial coding Focussed 

coding 

…….. they were taken at birth and have no relationship with 

her (Sarah – birth mum). So it was just, we’re going to a 

soft play and there’s this woman there, you know so the first 

time I think she (daughter)  had a memory of who she 

(Sarah) was because she had done previous contact and 

then after that the birth mum didn’t really, she cancelled, 

and there wasn’t contact after that. And then whenever we 

got James (adopted son) he wasn’t freed for adoption so he 

was still having, his contact was still going down to monthly 

REMOVAL AT BIRTH A 
POTENTIAL BARRIER TO 
OPENNESS AS 
CHILDREN CAN’T 
CONCEPTUALISE 
ADOPTION YET 
 
 
BIRTH MUM HOLDS NO 
SIGNIFICANCE TO 
CHILD. IDEA THAT SHE 
COULD BE ANYONE 
 
 
MEMORIES CAN BE 
SUPPORTIVE 
 
 
 
 
UNPREDICTABILITY AND 
INSTABILITY OF BIRTH MUM 
AND CONTACT 

 

 

 

ADOPTED SON AFTER 
DAUGHTER AND HE HADN’T 
BEEN FREED YET 

 

 

LACK OF 
MEMORIES AS 
CHALLENGING 
 
 
 
 
LACK OF 
MEMORIES AS 
CHALLENGING 
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and um so he was doing contact. That was more difficult 

because, because he wasn’t freed for adoption yet he was 

supposed to go with just the social worker and he was very 

young at the time, just 13 months and contact was actually, 

he can be very clingy and he had just been moved to us 

from the foster care he had been with since birth, he found, 

and even whenever he was with her (foster carer) he found 

separation and he found contact very stressful, so actually 

taking him to contact was awful because he got to the point 

where, and this was the point when he was around 13/14 

months old and he would see the sign for the soft play he 

would start to wail and cry because he knew he would have 

to go in. So then what we ended up doing, he had a couple 

of them (contacts) and the Guardian, you know who works 

SON WAS HAVING REGULAR 
CONTACT AT THE 
BEGINNING  

 

 

PRE-FREEING VIEWED AS 
DIFFICULT  

 
 
 
 
 
PRE-FREEING ADOPTIVE 
PARENTS HAVE LESS 
CONTROL 

 
 
 
CHANGES DIFFICULT FOR 
SUCH A YOUNG CHILD 

 
 
 
 
LOSS OF FOSTER CARERS – 
PRIMARY ATTACHMENT 
FIGURE 

 
 
 
 
 
SEPARATION HAS ALWAYS 
BEEN DISTRESSING 

 
 

EMOTIONAL STATE OF 
CHILD COULD POTENTIALLY 
INFLUENCE OPENNESS 

 
 
 
 
 
 
 
CONTACT WAS DISTRESSING 
FOR CHILD. PRE-FREEING 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
FOSTER CARERS 
AS SIGNIFICANT 
PEOPLE IN A 
YOUNG CHILD’S 
LIFE  
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for the courts? She went to observe and she said you know 

what it’s not good for him to be left so my husband or I 

would go with him to contact so that was a different 

experience and it was different also too because it was still 

going through the courts so we saw a different side of their 

birth mum and she told things that weren’t true …….. 

 

 
 

ASSOCIATED WITH A STATE 
OF FLUX 

 
SEPARATION THE CAUSE OF 
DISTRESS RATHER THAN 
CONTACT? 

 

GUARDIAN HAD TO RE-
ASSESS CONTACT 
ARRANGEMENTS 

 
DECISION THAT CHILD 
SHOULD NOT BE 
SEPARATED FROM 
ADOPTIVE PARENTS AT 
CONTACT 
 
 
ADOPTIVE PARENTS 
ACCOMPANIED CHILD 
TO CONTACT. UNUSUAL 
AS THIS WAS PRE-
FREEING 
 
 
 
 
 
 
MISTRUST OF BIRTH 
MUM 

 
 
 
 
 
 
 
 
 
 
 
 
 
MISTRUST OF 
BIRTH FAMILY 

SENSE OF US 
VS THEM 
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Appendix J 

Extract evidencing how 2nd wave of data collection refined focussed codes 

(highlighted in yellow) and illustrates how data collection purposefully moved towards 

understanding what supports and hinders the concept of communicative openness.  

 

Transcript 9: Interview 2 ‘Anna’ 

 21st September 2018 @ 10am  

Data extract from Anna Focussed coding 

Anna- well, I suppose the thing about it is, it’s about trust isn’t it. That was 

about a trust issue. And I suppose you have the contract but I guess you 

still don’t really, you know before any contact there’s had to have been a 

reiteration of this is for you (contact) and no one else should be here. Um, 

so I guess it’s really more, it influences your trust of a situation you know. 

um, so I think that’s really more of what it would influence more than 

anything. 

 

Fiona- and how do you manage that, the trust? How did that impact your 

trust? 

 

Anna- well I suppose it, I think it’s, we, you know, you can’t really trust her 

and that’s the reality of the situation. We just know that and I suppose the 

LEVEL OF MISTRUST 
TOWARDS BIRTH MUM 
 

 

 

 

 

 

 

 
 
 
 
 
 
 
 
 
 
MISTRUST TOWARDS 
BIRTH MUM 
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social workers are very good in terms of really putting that very clearly um 

to her. But it is difficult. You know I think that’s why it does have to be 

tightly managed whenever it would happen. And I suppose the problem is 

that because you live in Northern Ireland, and because everything is so 

small, you’re very aware of, you know I was very aware in particular times 

of you know them seeing us get into the car and the number plate of the 

car, or following where we were going. You know and um … you’re just 

aware of things like that because Northern Ireland is so small you know. 

And you don’t want to jeopardise family life by somebody, I don’t think 

anybody you know would necessarily do anything but it’s just that feeling of 

privacy you know.  

 

Fiona- yes. So the trust and um where would your mind go you know. does 

it go worst case scenario with a number plate and following you home? 

 

Anna- yes I think it does sort of go that worst case scenario. Yes I think so. 

 

Fiona- okay. And is that, how do you manage that? Or how do you not let 

that invade all of your thoughts you know? because that’s hard. 

 
 
 
INTERACTINS WITH 
BIRTH FAMILY AS 
SOMETHING THAT 
NEEDS TO BE 
“MANAGED” 
 
 
 
 
 
FEAR OF BEING 
FOLLOWED AFTER 
CONTACT  

FEAR OF BEING 
IDENTIFIED 

BIRTH MUM AND 
FAMILY COULD 
JEOPARDISE FAMILY 
LIFE 

 
 
 
 
HYPERVIGILANCE  

INSECURITY 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
FEAR OF WORST 
CASE SCENARIO 
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Anna- it is hard you know. um, but I just sort of think it’s something you’ve 

just got to deal with you know because it’s just part of the deal really you 

know. And I don’t know if I was saying to you but we then had a situation 

where she was briefly living in the same area as us and that had been quite 

stressful. But luckily that’s you know, she moved on from that area you 

know, but that would be the sort of thing which would stress me. That um 

because we have quite an uncommon surname as well, it’s very 

uncommon and you know with my husband’s (job) you would see that 

name. so it would be quite, it is stressful. Um, so in some ways I guess 

knowing that she’s now further away and her focus is elsewhere (new 

baby), is, is probably a relief in many ways you know. 

 

Fiona- and is it I suppose, it’s maybe an obvious question and my obvious 

might be wrong. Was the worry that, or is there a difference in openness in 

the sense of contact, absolutely we’ll do that, we’ll facilitate that, I’ll write 

the letters, as long as she turns up we’ll go with that? 

 

Anna- yes. 

 

 
 
BIRTH FAMILY AS 
SOMETHING TO BE 
MANAGED AS THIS IS 
PART OF “THE DEAL” 

 
 
 
 
 
 
 
ANXIETY AND FEAR 
OF BEING IDENTIFIED 
 
 
 
 
 
 
 
 
 
 

 

 

RELIEF THAT THERE 
IS PHYSICAL 
DISTANCE BETWEEN 
BIRTH MUM 

DISTANCE BRINGS 
CONTROL 
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Fiona- But, so there’s an openness to that but then an openness to 

someone living in the same community as you, is that just? 

 

Anna- that’s not okay, that’s too much yes. 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
DISCOMFORT WITH 
UNPLANNED / 
INFORMAL CONTACT 
IN THE COMMUNITY 
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Appendix K 

Supervision record (1) with Dr Lesley Storey 

9th November 2018 

Summary of discussion 

During the final stages of my second stage of data collection with adoptive parents, I 

met with Dr Lesley to discuss my initial and focussed codes.  

Initial interviews purposefully focused on contact for two main reasons. 1. Contact is 

a concrete experience that adoptive parents have/had experience of. 2. Contact 

facilitated the introduction of the more abstract concept of communicative openness 

and encouraged adoptive parents to think and talk about it.  

The second stage of data collection followed up on specific codes identified in initial 

interviews. Despite more focussed questions (grounded in focussed codes) I advised 

Lesley that adoptive parents found it easier to talk about contact rather than 

communicative openness. In a parallel process I reported that at times I drifted away 

from communicative openness and highlighted that the semi-structured interview 

questions supported me to remain grounded to the concept of communicative 

openness.  

I shared my preliminary results with Dr Storey. I reported that Social Workers were 

identified as important supports relating to procedural aspects of adoption but did not 

offer an insight into communicative openness. Birth siblings were discussed by 

some, but not all, adoptive parents. Data evidenced that those adoptive parents that 

discussed sibling contact had varied experiences (positive and negative) and 

associated to this, demonstrated varying levels of communicative openness towards 

birth siblings. Interestingly, I discussed with Dr Storey how foster carers were 

identified as significant people by all. Unlike birth family, foster carers were not kept 

at a distance, were incorporated into family life and informal contact arrangements 

were encouraged by adoptive parents. It was jointly agreed between myself and Dr 

Storey that foster carers were not only significant people to adoptive parents, they 

could potentially provide a valuable insight into the concept of communicative 

openness. I discussed how the data was at odds with my preconceived idea that 

birth parents would provide an insight into communicative openness. Dr Storey 

reminded me that this evidenced my commitment to the grounded theory 
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methodology. By immersing myself in the analytic process of grounded theory, I was 

able to recognise and set aside my preconceived ideas, and followed the data. 

 

 Action plan  

• Fiona to liaise with the Fostering Team regarding recruitment 

• Fiona to compile interview questions for foster carers based on focussed 

codes from adoptive parents 

• Fiona to arrange supervision with Dr Storey following recruitment and initial 

interviews with foster carers 
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Appendix L 

Invitation letter for foster carers 

 
 

Dear Sir/Madam,  
 

Following your brief discussion with the Trust’s Fostering Service, I am writing to 

invite you to participate in research aimed at exploring and understanding what helps 

and hinders those involved in the adoption process to communicate openly. 

Please find enclosed an information sheet providing you with more information about 

the study and a reply slip for you to complete if you wish to participate in the 

research. If you would like to participate please return the reply slip within two 

weeks. 

Yours Sincerely,  

The Fostering Service 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 145 

 

 

 

 

 

 

 
 
 
 
 
 

 

 

 

 

 

FEAR 
AS A BARRIER TO 

COMMUNICATIVE OPENNESS 

BIRTH FAMILY ARRIVE 
TO CONTACT FIRST SO 
THAT THEY CAN’T SEE 
WHAT CAR ADOPTIVE 
FAMILY DRIVES 

CONTACT ARRANGEMENTS 
AKIN TO A SPY MOVIE  

NO PHOTOGRAPHS OF 
CHILDREN ALLOWED 
ON SOCIAL MEDIA – 
BIRTH FAMILY COULD 
“FIND US”  

WE DON’T LET 
CHILDREN OUT OF OUR 
SIGHT AT CONTACT  

SOCIAL WORKERS AND 
ADOPTIVE PARENTS 
WORRY THAT BIRTH 
FAMILY COULD STEAL THE 
CHILD  

MISTRUST OF 
BIRTH PARENTS  

I DON’T TELL THE BIRTH 
MUM TOO MUCH ABOUT OUR 
DAUGHTER OR OUR LIFE  

UNPLANNED CONTACT AN 
INVASION OF PRIVACE / 
CROSSING A BOUNDARY  

WARINESS OF EXTENDED 
BIRTH FAMILY AND/OR 
ACQUAINTANCES   

RUMINATING OVER 
WHAT COULD HAVE 
HAPPENED TO THEIR 
CHILD IF THEY 
REMAINED IN CARE OF 
BIRTH FAMILY  

NARRATIVE OF 
FEAR 
MAINTAINED BY 
SOCIAL 
WORKERS  

BIRTH PARENTS AND FAMILY 
POTENTIALLY HARMFUL TO 
CHILD AND FAMILY LIFE  

BIRTH PARENTS AND 
FAMILY CAN’T BE 
TRUSTED   

VARYING LEVELS OF 
COMFORT/DISCOMFORT WITH 
UNPLANNED CONTACT – ONE 
ADOPTIVE FAMILY MOVED 
LOCALITIES AS UNPLANNED 
CONTACT  ‘A STEP TOO FAR’ 

PREOCCUPATI
ON WITH 
SAFETY  

Appendix M    

Evidence of Axial coding 
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The Axial code of fear was composed based on the above focussed codes. ‘Fear’ is 

made up of focussed codes that are related to birth family contact. The fact that 

adoptive parents reverted to discussing birth family in terms of contact (a mandated 

interaction) goes some way in evidencing the discomfort adoptive parents have in 

holding birth family voluntarily in mind. As illustrated birth family are viewed as 

untrustworthy and potentially harmful, which leads adoptive parents to act in ways to 

safeguard family life and their parental status. In contrast to Neil’s (2007) 5 key 

elements of communicative openness (1. communication with adopted child about 

adoption; 2. comfort with, and promotion of, dual connection; 3. empathy for the 

adopted child; 4. attitude towards communication with the birth family; 5. empathy for 

the birth family), the axial code of ‘fear’ acts as a barrier to the 2nd, 4th and 5th 

elements of communicative openness. 
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Appendix N 

Evidence of how categories and sub-categories were formed during Axial Coding  

 
 
 CATEGORIES SUB-

CATEGORIES 
ASSOCIATED 
CONCEPTS 

DATA EXTRACT 

Adoptive 
mothers 

Competition  Parental 
status 

• Process of 
adoptive mum 
growing into 
parental role v 
birth parents 
fighting to keep 
parental status 
and losing 
parental rights 

 

“It’s a strange thing as 
you are, the child is 
starting to call you mum 
and it’s a wonderful thing 
but you end up in this 
situation where you are 
meeting someone and 
you may actually be in 
their company with the 
child and they’re maybe 
not in the place where 
they are accepting that 
they have lost parental 
control of the child” 
(Debbie) 
 

Foster 
carers 

Emotional 
bridge 
between past, 
present and 
future 

Source of 
support 
 
Non-
threatening 

• Takes the lead 
from adoptive 
parents 
regarding post-
adoption contact 

• Foster carers 
willing to support 
adoptive parents 
in their new role 

 

“I see him (child) very 
much on the mother’s 
terms um and I don’t see 
him on his own ….. And I 
feel sometimes the 
mother needs great help 
with him and when I’m 
sitting having coffee with 
her I’m boosting her up 
because I feel somebody 
needed to do it to me and 
there was nobody you 
know what I mean” 
(Gloria) 
 

Negative 
case 
analysis 
 
 
 
 
 
 
 
 
 
 
 

Construction 
of family 
influences 
acceptability of 
communicative 
openness 
 
 
 
 
 
 
 
 

 • Haven’t explored 
own fertility 

• Chose adoption 
for baby 

 
 
 
 
 
 
 
 
 
 

“um, we’ve got, like my 
wee brother’s adopted as 
well so we’ve always, he 
has contact with his birth 
dad so it’s kinda always 
just been, not normal, but 
something we’ve always 
dealt with so it’s not been 
something that’s ever 
caused an issue or 
anything (birth family 
contact)” (Florence) 
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Adoptive 
mothers 
 
 
 
 
 
 
 
 
 
Foster 
carers 

 
 
 
 
 
 
 
 
 
Construction 
of family 
influences 
acceptability of 
communicative 
openness 
 
 
 
 
 
Construction 
of family 
influences 
acceptability of 
communicative 
openness 

 
 
 
 
 
 
 
 

• Adoption may not 
be parent’s first 
choice 

 
 
 
 
 
 
 

• Open to acquiring 
and losing family 
members  

“yeah well my husband 
as well um his mum had 
passed away when he 
was a wee tiny baby and 
his aunt and uncle done 
kinship care for him. So 
he always had social 
workers involved too and 
stuff. So it’s always been 
something that we said 
we would do down the 
line, fostering or 
adopting.” (Florence) 
“most say heterosexual 
couples will come into 
adoption as you know 
probably because of 
infertility. So coming with 
the desire to be a parent 
but can’t be a parent, and 
that’s a very difficult and 
hard process.” (Emma) 
 
 
“The way I look at it is 
um, I compare it to a bus, 
on a bus journey. And I 
sort of have it you know, 
that they stop off here for 
a short period of time 
until they find a 
permanent home…. I can 
accept that and I can 
actually move on from 
children quite well. I do 
sort of grieve in private 
for a few days and then 
as I say I’m fine and 
ready for the next baby.” 
(Islay) 
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Appendix O 

Supervision record (2) with Dr Lesley Storey  

21st February 2019 

Summary of discussion 

The purpose of this supervision was to discuss progression from Axial to Theoretical 

coding. I presented Dr Storey with nine categories that emerged from my Axial 

Coding. Dr Storey reviewed the ‘fit’ of my categories with respect to my focussed 

codes. Category names were considered in turn and where appropriate tweaked to 

offer a more accurate representation. In doing so the following nine categories were 

finalised; 

 

Adoptive parents 

1. Fear 

2. Competition 

3. The need to control the controllable 

4. Foster carers as valuable and non-threatening 

5. Siblings as a potentially meaningful connection  

6. Internal conflict 

Foster carers 

7. Emotional bridge between past, present and future 

Negative case analysis 

8. Construction of family influences acceptability of communicative openness  

 

Time was then spent considering the nine Axial categories as a whole, rather than as 

distinct categories from adoptive parents, foster carers etc. With the support and 

guidance of Dr Storey, it became clear that the nine categories could be better 

understood if divided into those which act to support communicative openness and 

those which act as a barrier to communicative openness (as shown below). This 

‘bridging’ exercise from Axial to Theoretical Coding supported a greater 

understanding of how the concept of communicative openness is experienced from 

an analytical perspective.  
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SUPPORTS COMMUNICATIVE         BARRIER TO COMMUNICATIVE 

               OPENNESS                 OPENNESS 

 

 

 

 

 

 

 

Action plan  

 

Action Plan 

• Fiona to commence results section and liaise with Dr Storey when this is 

complete 

• Fiona to present preliminary findings to the whole research team on 25th 

February 2019 

• Fiona to commence preparations for scheduled research presentation to the 

school of Clinical psychology on 7th March 2019  

  

 

 

 

 

 

 

 

 

 

 

• FOSTER CARERS AS VALUABLE 
AND NON-THREATENING 

• SIBLINGS AS A POTENTIALLY 
MEANINGFUL CONNECTION 

• EMOTIONAL BRIDGE BETWEEN 
PAST, PRESENT AND FUTURE 

• CONSTRUCTION OF FAMILY 
INFLUENCES ACCEPTABILITY OF 
COMMUNICATIVE OPENNESS 

• FEAR 
• COMPETITION 
• THE NEED TO CONTROL THE 

CONTROLABLE 
• INTERNAL CONFLICT 
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Appendix  P  

Reflective Memo 1 

11th January 2019 @ 14:00 

Following my interview with Gloria she invited me to look at the photographs on 

her dresser and sitting room wall. She explained that these were some 

photographs of the children she had fostered throughout the years. She pointed 

out a wedding photograph of and explained that this was a picture of her first 

foster child on her wedding. Gloria explained that she gave this woman away on 

her wedding day. 

Gloria then described what sounded to me like a ritual whereby she gives each 

child a Paddington Bear when they are leaving her care. I could not recall the 

details of the story behind Paddington Bear but felt a huge sense of warmth 

towards Gloria. I remembered a teddy bear that my parents bought me on their 

first trip away without me, I think I was less than a year old, and how I consider 

this to be a special teddy bear that I have kept when other toys were discarded or 

given away. I recall saying to her “Oh my goodness that is such a lovely thing to 

do! Something they will have forever.” Gloria agreed with me and said it was a 

symbol of the child going off on an “adventure or journey”. 

I am not sure I can put into words what this story means to me but I believe I 

should hold Gloria’s gift/gesture in mind as it warrants further thought and 

exploration on my behalf. 
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SECTION 5:  

A copy of the instructions for authors from Adoption & Fostering journal for the 

research paper 

 

1. What do we publish? 

1.1 Aims & Scope 

Before submitting your manuscript to Adoption & Fostering, please ensure you have read 
the Aims & Scope. 

1.2 Article Types 

Articles may cover any of the following: analyses of policies or the law; accounts of practice 
innovations and developments; findings of research and evaluations; discussions of issues 
relevant to fostering and adoption; critical reviews of relevant literature, theories or concepts; 
case studies. 

All research-based articles should include brief accounts of the design, sample characteristics 
and data-gathering methods.  Any article should clearly identify its sources and refer to previous 
writings where relevant.  The preferred length of articles is 5,000-7,000 words excluding 
references. 

Contributions should be both authoritative and readable.  Please avoid excessive use of 
technical terms and explain any key words that may not be familiar to most readers. 

Letters to the Editor. Readers' letters should address issues raised by published articles or 
should report significant new findings that merit rapid dissemination. The decision to publish is 
made by the Editor, in order to ensure a timely appearance in print. 

Book Reviews. A list of up-to-date books for review is available from the journal's Managing 
Editor. 

1.3 Writing your paper 

The SAGE Author Gateway has some general advice and on how to get published, plus links to 
further resources. 

1.3.1 Make your article discoverable 

When writing up your paper, think about how you can make it discoverable. The title, keywords 
and abstract are key to ensuring readers find your article through search engines such as 
Google. For information and guidance on how best to title your article, write your abstract and 
select your keywords, have a look at this page on the Gateway: How to Help Readers Find Your 
Article Online. 

Back to top 

2. Editorial policies 

2.1 Peer review policy 

Adoption & Fostering operates a strictly anonymous peer review process in which the reviewer’s 
name is withheld from the author and the author’s name from the reviewer. The reviewer may at 
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their own discretion opt to reveal their name to the author in their review but our standard policy 
practice is for both identities to remain concealed. Each manuscript is reviewed by at least two 
referees. All manuscripts are reviewed as rapidly as possible, and an editorial decision is 
generally reached within 6-8 weeks of submission. 

2.2 Authorship 

All parties who have made a substantive contribution to the article should be listed as authors. 
Principal authorship, authorship order, and other publication credits should be based on the 
relative scientific or professional contributions of the individuals involved, regardless of their 
status. A student is usually listed as principal author on any multiple-authored publication that 
substantially derives from the student’s dissertation or thesis. 

2.3 Acknowledgements 

All contributors who do not meet the criteria for authorship should be listed in an 
Acknowledgements section. Examples of those who might be acknowledged include a person 
who provided purely technical help, or a department chair who provided only general support. 

Please supply any personal acknowledgements separately to the main text to facilitate 
anonymous peer review. 

2.4 Funding 

Adoption & Fostering requires all authors to acknowledge their funding in a consistent fashion 
under a separate heading.  Please visit the Funding Acknowledgements page on the SAGE 
Journal Author Gateway to confirm the format of the acknowledgment text in the event of 
funding, or state that: This research received no specific grant from any funding agency in the 
public, commercial, or not-for-profit sectors.  

2.5 Declaration of conflicting interests 

Adoption & Fostering encourages authors to include a declaration of any conflicting interests and 
recommends you review the good practice guidelines on the SAGE Journal Author Gateway. 

For guidance on conflict of interest statements, please see the ICMJE recommendations here. 

 Back to top 

3. Publishing Policies 

3.1 Publication ethics 

SAGE is committed to upholding the integrity of the academic record. We encourage authors to 
refer to the Committee on Publication Ethics’ International Standards for Authors and view the 
Publication Ethics page on the SAGE Author Gateway. 

3.1.1 Plagiarism 

Adoption & Fostering  and SAGE take issues of copyright infringement, plagiarism or other 
breaches of best practice in publication very seriously. We seek to protect the rights of our 
authors and we always investigate claims of plagiarism or misuse of published articles. Equally, 
we seek to protect the reputation of the journal against malpractice. Submitted articles may be 
checked with duplication-checking software. Where an article, for example, is found to have 
plagiarised other work or included third-party copyright material without permission or with 
insufficient acknowledgement, or where the authorship of the article is contested, we reserve the 
right to take action including, but not limited to: publishing an erratum or corrigendum 
(correction); retracting the article; taking up the matter with the head of department or dean of the 
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author's institution and/or relevant academic bodies or societies; or taking appropriate legal 
action. 

3.1.2 Prior publication 

If material has been previously published it is not generally acceptable for publication in a SAGE 
journal. However, there are certain circumstances where previously published material can be 
considered for publication. Please refer to the guidance on the SAGE Author Gateway or if in 
doubt, contact the Editor at the address given below. 

3.2 Contributor's publishing agreement 

Before publication, SAGE requires the author as the rights holder to sign a Journal Contributor’s 
Publishing Agreement. SAGE’s Journal Contributor’s Publishing Agreement is an exclusive 
licence agreement which means that the author retains copyright in the work but grants SAGE 
the sole and exclusive right and licence to publish for the full legal term of copyright. Exceptions 
may exist where an assignment of copyright is required or preferred by a proprietor other than 
SAGE. In this case copyright in the work will be assigned from the author to the society. For 
more information please visit the SAGE Author Gateway. 

3.3 Open access and author archiving 

Adoption & Fostering offers optional open access publishing via the SAGE Choice programme. 
For more information please visit the SAGE Choice website. For information on funding body 
compliance, and depositing your article in repositories, please visit SAGE Publishing Policies on 
our Journal Author Gateway. 

Back to top 

4. Preparing your manuscript for submission 

4.1 Formatting 

The preferred format for your manuscript is Word. LaTeX files are also accepted. Word and 
(La)Tex templates are available on the Manuscript Submission Guidelines page of our Author 
Gateway. 

4.2 Artwork, figures and other graphics 

For guidance on the preparation of illustrations, pictures and graphs in electronic format, please 
visit SAGE’s Manuscript Submission Guidelines. 

Figures supplied in colour will appear in colour online regardless of whether or not these 
illustrations are reproduced in colour in the printed version. For specifically requested colour 
reproduction in print, you will receive information regarding the costs from SAGE after receipt of 
your accepted article. 

4.3 Supplementary material 

This journal is able to host additional materials online (e.g. datasets, podcasts, videos, images 
etc) alongside the full-text of the article. For more information please refer to our guidelines on 
submitting supplementary files. 

4.4 Reference style 

Adoption & Fostering adheres to the SAGE Harvard reference style. View the SAGE 
Harvard guidelines to ensure your manuscript conforms to this reference style. 

If you use EndNote to manage references, you can download the the SAGE Harvard EndNote 
output file. 
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4.5 English language editing services 

Authors seeking assistance with English language editing, translation, or figure and manuscript 
formatting to fit the journal’s specifications should consider using SAGE Language Services. 
Visit SAGE Language Services on our Journal Author Gateway for further information. 

Back to top 

5. Submitting your manuscript 

Manuscripts should be submitted to the editor by e-mail attachment to: 

Miranda Davies 
CoramBAAF Adoption & Fostering Academy 
41 Brunswick Square 
London 
WC1N 1AZ 
Telephone: +44 (0)20 7520 0300 
Email: miranda.davies@corambaaf.org.uk 

5.1 Information required for completing your submission 

You will be asked to provide contact details and academic affiliations for all co-authors via the 
submission system and identify who is to be the corresponding author. These details must match 
what appears on your manuscript. At this stage please ensure you have included all the required 
statements and declarations and uploaded any additional supplementary files (including 
reporting guidelines where relevant). 

5.2 Permissions 

Please also ensure that you have obtained any necessary permission from copyright holders for 
reproducing any illustrations, tables, figures or lengthy quotations previously published 
elsewhere. For further information including guidance on fair dealing for criticism and review, 
please see the Copyright and Permissions page on the SAGE Author Gateway. 

Back to top 

6. On acceptance and publication 

6.1 SAGE Production 

Your SAGE Production Editor will keep you informed as to your article’s progress throughout the 
production process. Proofs will be sent by PDF to the corresponding author and should be 
returned promptly.  Authors are reminded to check their proofs carefully to confirm that all author 
information, including names, affiliations, sequence and contact details are correct, and that 
Funding and Conflict of Interest statements, if any, are accurate. Please note that if there are any 
changes to the author list at this stage all authors will be required to complete and sign a form 
authorising the change. 

6.2 Online First publication 

Online First allows final articles (completed and approved articles awaiting assignment to a future 
issue) to be published online prior to their inclusion in a journal issue, which significantly reduces 
the lead time between submission and publication. Visit the SAGE Journals help page for more 
details, including how to cite Online First articles. 

6.3 Access to your published article 

SAGE provides authors with online access to their final article. 
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6.4 Promoting your article 

Publication is not the end of the process! You can help disseminate your paper and ensure it is 
as widely read and cited as possible. The SAGE Author Gateway has numerous resources to 
help you promote your work. Visit the Promote Your Article page on the Gateway for tips and 
advice. In addition, SAGE is partnered with Kudos, a free service that allows authors to explain, 
enrich, share, and measure the impact of their article. Find out how to maximise your article’s 
impact with Kudos.  

Back to top 

7. Further information 

Any correspondence, queries or additional requests for information on the manuscript 
submission process should be sent to the Adoption & Fostering editorial office as follows: 

Editor, Miranda Davies, at miranda.davies@corambaaf.org.uk. 
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• Permissions 
• Read Online 
• Reprints and sponsorship 
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SECTION 6:  

Evidence of ethics and governance approval from the appropriate bodies 

 

 
 
ORECNI Approval letter 

 

 

Health and Social Care Research Ethics Committee A (HSC REC A) 

22 March 2018  

Dr Lesley Storey                                          
School of Psychology                        
David Keir Building,                   
18-30 Malone Road                         
Belfast 
BT9 5BN  

Dear Dr Storey  

Study title:  How is the concept of 'communicative openness' explored, and 
meanings evolved, for those with experience of post-adoption 
contact interactions?  

REC reference:          18/NI/0024 

IRAS project ID:  237523 

Thank you for your correspondence of 14th, 15th and 20th March 2018. I can confirm the REC 
has received the documents listed below and that these comply with the approval conditions 
detailed in our letter dated 05 March 2018.  

Documents received                                                                                                                    
The documents received were as follows:  

Document  
 

Version  
Date  

Covering letter on headed paper [cover letter]   14 March 2018  
IRAS Checklist XML [Checklist_14032018]   14 March 2018  
IRAS Checklist XML [Checklist_15032018]   15 March 2018  
IRAS Checklist XML [Checklist_20032018]   20 March 2018  
IRAS Checklist XML [Checklist_20032018]   20 March 2018  

Office for Research Ethics Committees 
Northern Ireland (ORECNI) Customer Care & 
Performance Directorate Lissue Industrial 
Estate West 5 Rathdown Walk Moira Road 
Lisburn BT28 2RF Tel: 028 95361407 
www.orecni.hscni.net  
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Other [lone working policy]  3  12 August 2015  
Participant consent form [Participant consent form]  2  14 March 2018  
Participant information sheet (PIS) [Information sheet]  2  14 March 2018  
Research protocol or project proposal [Research proposal] 3 20 March 2018 
 
 
Approved documents  

The final list of approved documentation for the study is therefore as follows:  

Document Version Date 
Costing template 
(commercial projects) 
[costing template] 

1 11 December 2017 

Covering letter on headed 
paper [cover letter]  

1 14 March 2018 

Evidence of Sponsor 
insurance or indemnity (non 
NHS Sponsors 1 only) 
[indemnity certificate] 

1 15 July 2017 

Interview schedules or topic 
guides for participants 
[interview 1 schedule 
(adoptive parents)]  

1 11 December 2017 

Interview schedules or topic 
guides for participants 
[interview 1 schedule 
(professionals)] 

1 11 December 2017 

Interview schedules or topic 
guides for participants 
[interview 1 schedule (adult 
adopted children)] 

1 11 December 2017 

Interview schedules or topic 
guides for participants 
[interview 1 schedule (birth 
parents)] 

1 11 December 2017 

IRAS Application Form 
[IRAS_Form_18012018]  

1 18 January 2018 

IRAS Checklist XML 
[Checklist_18012018] 

1 18 January 2018 

IRAS Checklist XML 
[Checklist_19012018] 

1 19 January 2018 

IRAS Checklist XML 
[Checklist_14032018] 

1 14 March 2018 

IRAS Checklist XML 
[Checklist_15032018] 

1 15 March 2018 

IRAS Checklist XML 
[Checklist_20032018] 

1 20 March 2018 

IRAS Checklist XML 
[Checklist_20032018] 

1 20 March 2018 

Letter from sponsor [sponsor 
letter] 

1 12 December 2017 

Letters of invitation to 
participant [Invitation letter] 

1 11 December 2017 
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Other [Participant reply slip] 1 11 December 2017 
Other [distress protocol] 1 11 December 2017 
Other [participant debrief 
sheet] 

1 11 December 2017 

Other [lone working policy] 3 12 August 2015 
Participant consent form 
[Participant consent form] 

2 14 March 2018 

Participant information sheet 
(PIS) [Information sheet] 

2 14 March 2018 

Referee's report or other 
scientific critique report [peer 
review letter 

1 10 August 2017 

Research protocol or project 
proposal [Research 
proposal] 

3 20 March 2018 

Summary CV for Chief 
Investigator (CI) [Summary 
CV for Chief Investigator] 
 

1 11 December 2017 

Summary CV for student 
[Summary CV for student] 

1 11 December 2017 

Summary CV for supervisor 
(student research) 
[Summary CV for supervisor] 

1 11 December 2017 

Summary, synopsis or 
diagram (flowchart) of 
protocol in non technical 
language [activity timeline] 

1 11 December 2017 

 

You should ensure that the sponsor has a copy of the final documentation for the study. It is 
the sponsor's responsibility to ensure that the documentation is made available to R&D 
offices at all participating sites.  

Yours sincerely  

Tama Meredith HSC REC Manager  

Email: RECA@hscni.net 
Copy to: Ms Fiona Macleod, Queens University Belfast  

 

IRAS id 237523 REC Ref 18/NI/0024 – REC Acknowledgement of Additional Conditions met 22.3.2018  
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Trust Approval letter 
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QUB Approval letter and Panel report 

 

        Doctorate in Clinical Psychology 
 
        School of Psychology 
        David Keir Building 
  18-30 Malone Road 
  Belfast BT9 5BP 
 
  Tel 028 9097 5547 
  Fax 028 9097 4222 
 
  d.curran@qub.ac.uk 
  www.psych.qub.ac.uk 
 
10 August 2017 
 
Dear Fiona  
 
Re: Amendments to proposed project 
 
Proposed project title: How is the concept of “communicative openness” explored, and 
meanings evolved, for those with experience of post-adoption contact interactions? 
 
Thank you for submitting the revisions for the above proposed project. As a result of the 
amendments made to the proposal, the concerns previously identified by the Research Panel 
have been addressed satisfactorily. 
 
 
Yours sincerely 
 
 
 
Dr David Curran 
Consultant Clinical Psychologist 
Assistant Course Director for D. Clin. Psych. 
Queens University Belfast 
028 90975652 
d.curran@qub.ac.uk   
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Doctorate in Clinical Psychology 

 
RESEARCH PANEL REPORT – ETHICS AND SCIENTIFIC REVIEW 

 
 
Trainee: Fiona Macleod 
 
Proposed Project Title:  How is the concept of “communicative openness” explored, and 
meanings evolved, for those with experience of post-adoption contact interactions? 
 
 
Is this an appropriate synthesis of relevant research which contextualises the proposed 
project?  
           YES / NO 
Are there any major omissions in the literature review?    YES / NO 
Is there a clear rationale for the proposed project?     YES / NO 
 
Are the aim(s), research questions/objectives/hypotheses clearly articulated? YES / NO 
Are the aim(s), research questions/objectives/hypotheses appropriate?  YES / NO 
 
Are the inclusion/exclusion criteria clearly defined and appropriate?  YES / NO 
Is the sampling procedure feasible and clearly articulated?    YES / NO 
Is the method of recruiting participants appropriate and recorded in sufficient detail? 
           YES / NO 
Is the sample size justified and realistic?      YES / NO 
Have issues of representativeness/population validity been addressed adequately?  
          YES / NO 
 
Is sufficient detail provided on the materials to be used in the project?  YES / NO 
Where relevant, are the psychometric properties of proposed instruments adequate? 
           YES / NO 
Is the inclusion of all materials justified?      YES / NO 
 
Is the design of the study appropriate to answer the research questions?  YES / NO 
Does the design balance internal and ecological validity appropriately?  YES / NO 
Are the methods of data collection appropriate?     YES / NO 
Is the project planning adequate?       YES / NO 
Is the protocol clear and presented in sufficient detail?    YES / NO 
Are the proposed analyses appropriate?      YES / NO  
 
Date: 10 August 2017 
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SECTION 7:  

Reflective Appendix 

I can vividly recall five years ago preparing for my clinical interview. Despite 

completing a Masters in Applied Psychology, research remained an insecurity of 

mine. I lacked an in-depth understanding of quantitative methods and had no 

experience of qualitative methods. Following my offer of acceptance to train to 

become a Clinical Psychologist I made a personal commitment to become a 

competent scientist practitioner. 

 Over the past four years I have gained experience and competency in 

developing and refining research questions and associated proposals. With the 

support of academic teachings and supervisory guidance I successfully completed a 

rigorous and long-drawn out ethics procedure which required me to have excellent 

time management skills and adopt a proactive approach to ensure that my research 

project proceeded as planned. Through this process I refined my communication 

skills, specifically the skill of being assertive. 

 My Narrative Analysis is the second piece of research that I have conducted 

which focusses on reminiscence therapy. My first piece of research was a systematic 

review. However following my first viva experience I had to embark on a new piece 

of research, leading to the decision to complete a Narrative Analysis of reminiscence 

therapy. When I received this feedback I initially felt incompetent. However with the 

benefit of time, I have reframed this experience. I now have the experience of 

conducting both a systematic review and a narrative analysis. I accept that my 

systematic review did not meet the requirements expected of me, however I believe 

that I not only have experience of conducting a systematic review, I have a greater 

understanding of how one should be conducted. Sometimes the most meaningful 
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learning occurs following mistakes, misjudgements and feelings of failure. When 

conducting my narrative analysis I took a more assertive and independent stance as 

a researcher. I sought feedback and clarification from my examiners on several 

occasions. This process marked a shift in my confidence. As I was living in Canada 

on my own during this time, I developed a greater level of autonomy. Engaging with 

my research supervisors was now done with more consideration, thought, and focus. 

At times this has been a lonely experience, but one that was necessary. I needed to 

find a way to believe in myself again. That being said, I am hugely grateful to my 

research team for their continued support. Most recently my Narrative Analysis was 

accepted for publication. This is a huge personal and academic achievement for me, 

and one which I am very proud of.  

 As a reader you may wonder why I chose to complete firstly a Systematic 

Review followed by a Narrative Analysis in an area that differs from my empirical 

research study. Although this may be viewed as ‘spreading myself too thin’, when I 

first made the decision to do this I was at a very early stage in my training I had not 

decided on an area to specialise in post-training. On reflection I am glad that I made 

this decision. Following my clinical experiences I made the decision to pursue a 

career in dementia and have secured an exciting clinical post with an award winning 

Clinical Psychologist within dementia care. This role will place emphasis on 

continuing my development as a scientist practitioner and my experience of 

completing this review will serve as a solid foundation.  

 In contrast to the structure offered by a systematic literature review, my 

experience of conducting a research study was one characterised by challenges 

within and outside my control. With regards to those challenges deemed outside of 

my control, I experienced challenges with gaining ethical approval from the Trust in a 
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timely manner. This required me to take a proactive and assertive stance with the 

Trust through effective verbal and written communication. I also experienced 

recruitment difficulties throughout the project. As a direct result of this I completed a 

negative case analysis with data from my 6th adoptive mother participant. If 

recruitment had not been an issue I would have continued interviewing adoptive 

mother participants to establish if data from the 6th interviewee continued to differ.  

 With regards to personal challenges, this was my first experience of 

conducting a grounded theory methodology. Time was dedicated to understanding 

grounded theory using Charmaz’s (2006) book, ‘Constructing Grounded Theory’ and 

attending academic teachings. I am confident that this was the correct methodology 

to support my research question. On reflection, conducting a grounded theory 

methodology was not only a steep learning curve for me, it marked a turning point in 

my self-belief. I successfully conducted three waves of data collection and analysis, 

including follow-up and concept driven interviews. In total I completed fourteen 

interviews. It is only now that I am writing this reflective piece that I can fully 

appreciate the enormity of what I have accomplished. This study required excellent 

time management skills to transcribe, verbatim, interviews and engage in ongoing 

analyses. Following each interview and during key moments of the process, I 

engaged in reflective memo writing. This helped me process my thoughts and 

feelings in a meaningful way. Conducting interviews with adoptive mothers and 

foster carers was not only enjoyable, it was emotive at times and was an utter 

privilege. Consequently I felt a great personal responsibility to do justice to the 

personal information interviewees shared with me. At times I found this to be a 

daunting task and my worries had the potential to distract. My supervisors were a 

great source of support and guidance to me throughout, especially during times of 
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uncertainty and self-doubt. Supervision is where I experienced many ‘aha’ moments 

and I am extremely grateful for the open and constructive relationship I formed with 

my supervisor. I have now submitted my research to a journal and it has been 

accepted based on revisions. Research is a long process and you hope that what 

you have done will have been worthwhile. Feedback from the journal was a very 

positive experience for me. They commented on the relevance of my research and 

its clinical importance. They reported that my research was theoretically informed, 

thoughtful, and well written. I view this feedback as evidence of my progression to 

my goal of becoming a scientist practitioner. 

 As stated previously, a personal goal was to become a competent scientist 

practitioner. It is with confidence that I can report that I have developed transferable 

analytic skills and I no longer have to hide behind wrote-learned answers. It is 

because of my development in my research skills that I feel prepared to qualify as a 

Clinical Psychologist and continue my active engagement in research. Specifically, I 

have secured and commenced an international Clinical Fellowship whereby I have 

been afforded the opportunity to not only further develop my clinical skills but engage 

in several research projects. I have attended several national and international 

conferences and have submitted an abstract to present at an international 

conference in June 2020. I am excited about what the future holds and now look 

forward to research challenges with a greater sense of self-belief and optimism. 

  

 
 
 


