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Portfolio Abstract 1 

Background: Children with long-term health conditions (LTHC) are at an increased risk of 2 

developing mental health difficulties, particularly anxiety. Many of these children, as well as 3 

those admitted following accidents, may undergo periods of hospitalisation. Paediatric 4 

hospitalisations can be extremely distressing for both child and carer. Parental well-being can 5 

significantly impact the child’s well-being and physical health, yet psychological support 6 

amongst this population appears limited. Methods: A narrative synthesis was conducted to 7 

examine what interventions are offered to parents during paediatric hospital stays and to 8 

compare their effectiveness. The empirical study aimed to assess the feasibility of a novel, 9 

online, single-session psychoeducation training delivered to parents of children with a LTHC 10 

to support in managing the child’s anxiety. The training is based on Acceptance and 11 

Commitment Therapy (ACT) principles. Results: The review included ten studies consisting 12 

of three intervention types; psychological/skills based, mind-body, and entertainment/play-13 

based approaches. Most reported improvements in parental psychological distress and 14 

anxiety, but evidence was limited by small sample sizes, short follow-up periods, and 15 

predominantly female participants. The feasibility study, with a sample of 17 carers, found 16 

the intervention to be acceptable amongst the small sample. However, significant recruitment 17 

and retention difficulties limited the feasibility of the training. Conclusions: The review 18 

highlighted a range of structured interventions can be effective in improving the 19 

psychological well-being of parents during paediatric hospitalisations, but larger studies and 20 

longer-follow up periods are needed. In the empirical study, the training showed promise and 21 

results indicate it was acceptable, but recruitment difficulties raised questions regarding 22 

feasibility. Alterations are needed prior to conducting a pilot randomised controlled trial. 23 

Portfolio limitations and implications are discussed. 24 

 25 
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Portfolio Introduction  1 

Longterm health conditions (LTHC) can be defined as illnesses requiring ongoing 2 

management across the life span (Petersson et al., 2013). The number of children living with 3 

LTHCs has rapidly increased in recent years, owing largely to improvements in care, 4 

early identification, and treatment (Wijlaars et al., 2016). The NHS long term plan 5 

(2019) estimate that 1.7 million children are living in England with a LTHC. Children with 6 

LTHCs may experience a range of medical needs which alter daily life for them and their 7 

family (Kelo et al., 2013) and may require inpatient admissions.    8 

Research has established that children with LTHCs are significantly more likely to 9 

develop psychiatric symptoms such as anxiety and depression (Bennett et al., 2015; NICE, 10 

2019; NICE, 2022). NICE (2019) estimates that those with LTHCs are approximately 11 

three times more likely to experience mental health problems. Given the increased rate of 12 

experiencing psychiatric symptoms for children with a LTHC, it is essential that suitable 13 

interventions are developed to meet their needs.   14 

Children with co-occurring physical and mental health difficulties can be viewed 15 

as having complex care needs, and typically physical health care needs are prioritised (Bennet 16 

et al., 2015). Poor mental health can have negative impacts upon their physical health (NICE, 17 

2019). However, mental health treatment in paediatric settings is currently limited due to poor 18 

integration of physical and mental health services (NICE, 2019). Currently, there are effective 19 

evidence-based psychological intervention for common psychiatric disorders for children, but 20 

guidelines for psychiatric disorders amongst this specific population is more limited (Bennett 21 

et al., 2015).  The Society of Pediatric Psychology (2021) recommend cognitive behavioural 22 

therapy, problem solving therapy and systemic therapies as treatments for parents and 23 

families of youth with LTHCs, all of which require adaptations to meet the specific health 24 
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care needs.  Marshall et al. (2024) review highlighted that the integration of psychological 1 

services directly into paediatric care can improve access to support. However, the evidence 2 

base remains limited. This therefore emphasises the need for further consideration 3 

of effective interventions specifically designed to meet this population’s unique needs. Moore 4 

et al. (2019) conducted a review and concluded the key elements of successful interventions 5 

amongst this group are building good relationships and delivering interventions in a safe 6 

space. Participants preferred interventions which provided social support and improved their 7 

perception of living with a LTHC. This guidance should be considered when designing new 8 

interventions for this specific population. 9 

El-Qasem et al. (2025) conducted a longitudinal study and reported paediatric hospital 10 

admission episodes in England to be on average 2,488,201 per year, between April 2012 and April 11 

2020. Children with LTHCs are amongst those who can experience paediatric inpatient 12 

admissions for both planned and unplanned treatment, including emergency hospitalisations 13 

due to their LTHC.   14 

Research has established that paediatric admissions can be a distressing experience 15 

for children (Abdi et al., 2025), likely due to the unfamiliar environment and intrusive 16 

medical procedures. Distress whilst in hospital may impact the child’s ability to cope with 17 

medical procedures. For example, poorly managed distress during needle procedures can 18 

result in increased pain and avoidance of medical interventions (Birnie et al, 2014). 19 

Supporting the child’s mental well-being during admissions is therefore important for their 20 

psychological health, as well as their physical health.   21 

Understandably, hospital admission of their child is typically a source of 22 

acute anxiety, depression and distress amongst parents and carers (Alzawad et al., 2021; 23 

Franck et al., 2015; Oxley, 2015; Tsironi & Koulierakis, 2018; Zdun-Ryzewska et al., 2021). 24 

Paediatric Intensive Care Unit (PICU) admissions are likely to cause the most acute stress 25 
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reactions due to the severity and nature of the admissions, with research highlighting the high 1 

rates of trauma exposure for children and their families following PICU admissions (Nelson 2 

& Gold, 2012). Of note, a recent study (Rössler et al., 2026) conducted in Germany, found of 3 

52 parents, nearly two-thirds met criteria for acute stress disorder, 42% screened positive for 4 

post-traumatic stress disorder (PTSD) risk, and 68% depression risk. A third of participants 5 

expressed the need for psychological follow-up care. Alzawad et al. (2021) reported parental 6 

stress during a PICU admission could be influenced by a number of factors, including 7 

whether the child requires ventilatory support, if they have a cardiovascular diagnosis, the 8 

child’s appearance, procedures and staff behaviour. Research has clearly established the 9 

significant impact child hospitalisation can have upon the parent’s mental health, and 10 

therefore effective support is needed for parents as well as the child.   11 

Parental well-being may impact their ability to participate in their child’s care during 12 

hospitalisation. For example, a parent experiencing acute anxiety may be unable to 13 

provide accurate information or make informed decisions about their child’s care (Yesil 14 

& Butun, 2025). Research has also linked parental distress with negative long-term 15 

adjustments for both parents and child post discharge (Alisic et al., 2011; Dunn et al., 2012).  16 

Evidence indicates parental mental health can play a crucial role in their child’s 17 

mental well-being (Michals & Reeder, 2023) and is a predictor of their distress as an adult 18 

(Kamis, 2021). Stress is one of the most described symptoms by parents during paediatric 19 

admissions. Ribas et al. (2024) review found parental stress predicted emotional/behavioural 20 

difficulties in school aged children. Children are likely to already be experiencing increased 21 

levels of distress during admissions (Abdi et al., 2025; Claridge & Powell, 22 

2023). Additional parental distress may have a further negative impact upon the child’s well-23 

being. This therefore emphasises that failure to provide the correct support to parents could 24 

lead to negative parental well-being outcomes, as well as poor psychological and physical 25 
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health outcomes for the child. Despite this, there are no set recommendations for what this 1 

support should look like.   2 

Research has evidenced the psychological impact that LTHCs can have upon 3 

children’s well-being (Bennett et al., 2015; NICE, 2019; NICE, 2022). The psychological 4 

impact of paediatric admissions upon the child (Abdi et al., 2025; Claridge & Powell, 5 

2023) and parents well-being (Alzawad et al., 2021; Franck et al., 2015; Oxley, 2015; 6 

Tsironi & Koulierakis., 2018; Zdun-Ryzewska et al., 2021) is also well established. This 7 

thesis sought to understand what support is available and effective for parents during 8 

paediatric admissions, as well as examine the feasibility of a novel training to support carers 9 

of children with LTHCs. 10 

 Chapter Two presents a narrative review on the parental support offered during 11 

paediatric inpatient hospital stays. This chapter examines what interventions are available to 12 

carers during inpatient paediatric admissions and the effectiveness of these interventions. 13 

Chapter Four examines the feasibility and acceptability of a newly developed, 14 

psychoeducation training package for parents of children with LTHCs. The training aims to 15 

provide psychoeducation on anxiety in the context of LTHCs, and includes some strategies 16 

for carers to consider implementing with their child to support them in managing their 17 

anxiety. The training is based upon Acceptance and Commitment Therapy (ACT) principles. 18 

ACT aims to reduce the impact of upsetting thoughts and feelings via acceptance, whilst 19 

encouraging the individual to take action and live a meaningful life (Harris, 2019).  Chapter 20 

three is a bridging chapter linking the narrative review with the empirical paper. Finally, 21 

Chapter Five discusses an overview of the findings across both studies, as well as considering 22 

the strengths, limitations, clinical implications and future recommendations.  23 

  24 
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Abstract 1 

Objective: This systematic review aims to update previous reviews to examine what support is 2 

currently offered for parents during paediatric inpatient stays and understand the effectiveness of these 3 

interventions. 4 

Method: To address this gap, a systematic search was conducted using Medline, PsycInfo, CINAHL 5 

and Scopus. Searches were conducted on the 16th of September 2025. Studies were eligible if 6 

published after 1st of January 2010, participants were parents of paediatric inpatients during the initial 7 

intervention (not including mental health admissions, Neonatal Intensive Care Unit or neonatal 8 

wards), participants were aged over 18, and the study reported on well-being-related outcomes.  9 

Results: Initial searches identified 3304 articles, with 10 studies meeting the final criteria (n = 978 10 

participants). A narrative synthesis approach was adopted to account for the high heterogeneity of 11 

interventions and outcomes. Three key intervention areas were identified: Psychological/ Skills-based, 12 

Mind-Body, and Entertainment/ Play-based. Studies generally found the interventions to be effective 13 

in improving the well-being of participants, but the quality of evidence varied. Evidence was limited 14 

by small sample sizes, high percentage of female participants, and no or short follow-up periods.  15 

Conclusion: Structured, psychosocial interventions can be effective in improving the well-being of 16 

parents during paediatric inpatient stays. Further research is needed to understand whether these 17 

results are generalisable and if the benefits are long lasting. 18 

 19 

 20 

 21 

 22 

 23 

 24 
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Introduction 1 

 Hospital admission of their child is typically a source of acute anxiety, depression and distress 2 

amongst parents (Alzawad et al., 2021; Franck et al., 2015; Oxley, 2015; Zdun-Ryzewska et al., 3 

2021). Research has consistently emphasised the detrimental impact paediatric hospitalisations can 4 

have on parental well-being (Alzawad et al., 2021; Oxley, 2015; Tsironi & Koulierakis, 2018; Zdun-5 

Ryzewska et al., 2021). A review conducted by Nelson and Gold (2012) reported that following 6 

admissions to Paediatric Intensive Care Unit (PICU), children and parents reported high rates of post-7 

traumatic stress disorder (PTSD) due to trauma exposure of their child and others. Although PTSD 8 

rates are high following admission to PICU, PTSD prevalence is also high amongst general paediatric 9 

wards. For example, Franck et al. (2015) concluded more than one quarter of parents reported PTSD 10 

symptoms following discharge, evidencing the need for effective interventions across paediatric 11 

settings.   12 

Improved parental well-being is associated with better mental and physical health outcomes 13 

for the child following admission (Boonchooduang et al., 2025). If a parent’s ability to participate in 14 

their child’s care whilst hospitalised is compromised due to their own well-being, the child’s recovery 15 

in hospital and after discharge may be impacted. Research has linked parental distress with negative 16 

long-term adjustments for both parents and children (Alisic et al., 2011; Dunn et al., 2012). This 17 

highlights the need for effective interventions to support the well-being of parents during paediatric 18 

hospitalisations. 19 

Furthermore, parents may have conflicting responsibilities and roles outside the hospital, such 20 

as work commitments and other children to care for, which can impact their ability to be present on 21 

the ward and attend the demands of other responsibilities. Family life may be impacted, for example 22 

family outings may not be possible. These disruptions may impact the well-being of all family 23 

members (Barlow & Ellard, 2006). Research has also found having a child with a LTHC is negatively 24 

correlated with family employment, maternal labour force participation, and leisure time activity 25 

(Hatzmann et al., 2014). This shows the importance of ensuring parents receive appropriate support, 26 
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enabling them to meet external demands, including maintaining employment and caring for their other 1 

children. 2 

A review conducted by Doupnik et al. (2017) analysed parent support interventions during 3 

acute paediatric hospitalisations and concluded that interventions were associated with improvements 4 

in emotional outcomes. However, considerable variation existed within the scope and content of the 5 

interventions. The review also included parents of infants on Neonatal Intensive Care Units (NICU). 6 

The nature and experiences of NICU wards in contrast to general paediatric wards is likely to be very 7 

different which makes comparisons more difficult. Studies conducted as far back as 1988 (Curley, 8 

1988) were also included. Given advances in technology and medicine, experiences of parents during 9 

hospitalisations may now present with different challenges. It is therefore important to understand 10 

what interventions are being offered in more recent years in line with these changes. Bedford and 11 

Bench (2019) conducted a review of interventions provided to parents following a child’s discharge 12 

from PICU. However, the severity and nature of the experiences among parents of PICU patients are 13 

likely to differ from those of other parents, indicating the need for a more generalised review.   14 

In response to currently available research, the review had two aims. The first was to provide 15 

an updated understanding of the types of interventions offered to parents during paediatric admissions. 16 

The second aim was to evaluate the effectiveness of these interventions.  17 

Methods 18 

Protocol and Registration 19 

The protocol for this systematic review was registered with the International Prospective 20 

Register of Systematic Reviews (PROSPERO; protocol number: CRD420251056320) on the 21 

16/05/2025. The review followed the guidance outlined in Preferred Reporting Items for Systematic 22 

Review and Meta Analyses (PRISMA) 2020 statement (Page et al., 2021).  23 

Search Strategy 24 
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Four electronic databases (CINAHL, Medline, PsycInfo and Scopus) were searched from 1 

01.01.2010 to 16.09.2025.  This date range was chosen to ensure the review reflected the most recent 2 

development of interventions. A librarian from the University of East Anglia’s medical school was 3 

consulted to assist in developing the search strategy.  4 

Search terms and syntax for the systematic review are shown in Appendix A. The reference 5 

lists of relevant articles were reviewed to identify additional studies which were not captured in the 6 

electronic search. This identified a further 567 records which were incorporated.  7 

Eligibility Criteria 8 

Articles were included if they met the following selection criteria: (1) The study aimed to 9 

evaluate the effectiveness of an intervention; (2) participants were parents of paediatric inpatients 10 

during the initial intervention (not including NICU, neonatal wards or mental health wards); (3) 11 

participants were aged over 18; (4) the study reported on well-being related outcomes; (5) the article 12 

was a primary study; (6) the full text was available to view to allow for quality appraisal and data 13 

extraction.  14 

Screening and Study Selection 15 

Figure 2.1 shows the PRISMA diagram demonstrating the study selection process. Titles and 16 

abstracts identified via the database searches were exported from the search platforms and collated in 17 

Zotero Reference Manager.  Records were exported from Zotero and imported to Rayyan for 18 

screening. All identified titles and abstracts were screened by the lead researcher HLW. In addition, a 19 

random selection (20%) of the papers were reviewed by a second rater (JM). The inter-rater reliability 20 

calculated was deemed as ‘almost perfect’, Cohen’s k = 0.82 (Landis & Koch, 1977).   21 

Following initial screening, 94 papers remained for full text screening. Full-text papers were 22 

retrieved for all eligible title and abstract records. HLW reviewed 100% of full texts of eligible studies 23 

and JM blindly reviewed 20%. An agreement rate between raters of Cohen’s k = 0.83 was calculated, 24 

classified as ‘almost perfect’ (Landis & Koch, 1977). At both stages, disagreements were discussed 25 
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until the rating was agreed. Both raters used the same eligibility criteria as during the title and abstract 1 

screening.  2 

Figure 2.1: PRISMA diagram showing the study selection process. 3 

 4 

 5 
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Data Extraction 1 

Data were extracted by HLW (the primary researcher). If available, extracted data included: 2 

author, year of publication, country of origin, study setting, study design, sample size, mean and SD 3 

of age of participants, percentage of female participants, intervention type, whether it was a parent 4 

only intervention, outcome measures, follow-up periods, and study results.  5 

Data Analysis 6 

 Due to the heterogeneous nature of the interventions and outcome measures, statistical meta-7 

analysis was not possible. A narrative synthesis was conducted following the framework proposed by 8 

Popay et al. (2006). Narrative synthesis enabled comparison of findings from a range of research 9 

designs, incorporating quantitative and qualitative data to inform judgements about a range of 10 

interventions (Popay et al., 2006).    11 

Study characteristics were extracted and results organised according to the type of 12 

intervention, outcome measures and findings to address the research question. Intervention groupings 13 

were developed after reviewing the studies. Comparisons were conducted using tabulation and 14 

thematic grouping to assess study design, methodology appraisal, participant demographics, 15 

intervention type, outcome measures, follow-up duration, effect direction, and statistical significance 16 

of the results.  17 

Quality Appraisal 18 

A quality appraisal using the Mixed-Methods Appraisal Tool (MMAT) (Hong et al., 2018) 19 

was conducted. The MMAT was designed to assess study methodologies of randomised control trials 20 

(RCTs), non-randomized studies, quantitative, qualitative research, and mixed-methods studies. Each 21 

study was assigned a score of ‘Yes’, ‘No’ or ‘Unclear’ based on the MMAT scoring guidance. The 22 

MMAT was chosen as the appraisal tool as it viewed as a valid and efficient in assessing multiple 23 

study designs (Hong et al., 2019). One hundred percent of studies were assessed independently by two 24 

researchers to minimise bias. Two discrepancies were resolved via discussions until the same 25 

agreement was met.  26 
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Results 1 

Study Characteristics 2 

Ten studies published between 2010 and 2025 were identified that evaluated eight 3 

interventions aiming to improve the psychological well-being of carers in paediatric inpatient settings. 4 

The studies took place in China (n = 4), USA (n = 3), Iran (n = 2), Turkey (n = 1), and Taiwan (n = 1). 5 

The settings included generic paediatric wards (n = 3), paediatric oncology/ haematology wards (n= 6 

5), paediatric burn units (n = 1), and paediatric department of cardiology (n=1). The 10 studies 7 

included a total of 978 parents of hospitalised children, ranging from 40 to 200 parents per study.  8 

 9 

 10 

 11 

 12 

 13 
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Table 2.1 

Summary of demographic data 

Reference  Country  Setting  Sample size Mean age parent % female parent 

Başgöl et al. (2025) Turkey  Paediatric ward 120    Not reported. 100%  

Jimenez et al. (2025) USA  Paediatric ward 200  Majority aged 31-50  

(74.5%), exact mean not 

reported.  

80.55%  

Jin et al. (2025) China  Oncology ward 142  35.08  86%  

Jin et al. (2023) China  Oncology ward 40  34.7  80%  

Li et al. (2018) China  Department of Paediatric Cardiovascular 

Surgery and Department of Cardiology  

40  31.80  58.58%  

Pouraboli et al. (2019) Iran  Paediatric ward, oncology patients 120  37.48  Not reported. 

Shaygan et al. (2025) Iran  Paediatric ward from the burn hospital  56 33.8 (SD = 8.47)  100%  

Thygeson et al. (2010) USA  Haematology and oncology wards 120 37.42  

  

70%  

  

Wu et al. (2023) Taiwan  Oncology ward 96 (parent-child 

dyads)  

42.44  

  

76.04%  

  

Zhang et al. (2018) China  Haematology and oncology ward 44  31.5  61%  
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Study Quality 1 

According to the MMAT, the methodological quality of studies was generally good (minimum 2 

of four out of five ratings as ‘Yes’). Only one study was evaluated as having a high risk of bias across 3 

four of the five MMAT domains. All other studies were assessed as having two or less. Amongst the 4 

RCTs, a commonly reported limitation was related to the blinding of outcome assessors to the 5 

intervention provided. In four of the seven RCTs, this information was not provided. RCTs only 6 

included participants from one or three hospitals, so the generalisability of the results is likely to be 7 

poor. Of note, three of the eight RCT studies included were pilot studies so had small sample sizes. 8 

The focus of these studies was to assess feasibility. Although studies used ANCOVA to increase 9 

statistical power (Li et al., 2018; Zhang et al., 2018), inadequate power increases the likelihood of not 10 

detecting small effects. Limitations of non-randomised studies were consistently related to whether 11 

participants were representative of the target population.12 
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Table 2.2 

Quality rating by study assessed by the Mixed Methods Appraisal Tool (MMAT)  

Reference Are there 

clear 

research 

questions? 

Do the 

collected 

data allow 

to address 

the 

research 

questions? 

RCT 

1.1 

RCT 

1.2 

 

RCT 

1.3 

 

RCT 

1.4 

 

RCT 

1.5 

 

Non 

RCT 

2.1 

Non 

RCT 

2.2 

 

Non 

RCT 

2.3 

 

Non 

RCT 

2.4 

 

Non 

RCT 

2.5 

 

Mixed 

1.1 

Mixed 

1.2 

 

Mixed 

1.3 

 

Mixed 

1.4 

 

Mixed 1.5 

 

Başgöl et 

al. (2025) 

Y Y Y Y Y Y Y           

 Jimenez 

et al. 

(2025) 

Y Y Y Y Y U Y           

Jin et al. 

(2025) 

Y Y Y Y Y Y Y           

Jin et al. 

(2023) 

Y Y Y Y Y Y Y           

Li et al. 

(2018) 

Y Y Y N Y U Y           

Pouraboli 

et al. 

(2019) 

Y Y Y Y Y U Y           

Shaygan 

et al. 

(2025) 

Y Y      N Y Y N Y      

Thygeson 

et al. 

(2010) 

Y Y           Y Y Y Y Y 

Wu et al. 

(2023) 

Y Y      N Y Y Y Y      

Zhang et 

al. (2018) 

Y Y Y N N U N           

Y = Yes, N = No, U = Unknown 
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Study Findings 

 Studies were categorised by intervention type to allow meaningful comparisons. The most 

common intervention type was Psychological and Skills Based Interventions (n = 5), followed by 

Mind-Body Interventions (n = 4), then Entertainment / Play Based Therapy (n = 1). Presented below 

is a summary of key findings. Only outcome measures relevant to the review are reported.  
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Table 2.3 

Summary of findings 

Reference  Study 

Design  

Intervention 

Type 

Intervention  Parent only 

intervention? 

Outcome 

Measures  

Follow-

up 

Period 

Results 

Başgöl et 

al. (2025)  

RCT  Mind-body Reiki  

Intervention group 

received four Reiki 

sessions over two 

weeks from a researcher 

who has a Reiki training 

certificate. Length of 

sessions was dependent 

on the participants’ 

needs but typically 

lasted around 45-

minutes.  

Those in the placebo 

group were given sham 

Reiki for approximately 

45-minutes by a 

researcher with no 

Reiki training.  

Yes Spielberger 

State Trait 

Anxiety 

Inventory 

(STAI) 

(Spielberger et 

al., 1983).  

 

2 weeks Post-intervention anxiety scores of the 

intervention group (mean = 43.25, SD = 

2.93), were lower than both the placebo 

(mean = 51.12, SD = 12.15) and control 

groups (mean = 51.03, SD = 9.27).  

There was a statistically significant 

difference in pre- and post-intervention 

mean scores of the intervention group (t 

= 4.209, p = 0.001). However, no 

significant differences were found in the 

placebo (t = 1.545, p = 0.130) or control 

groups (t = 0.525, p = 0.602). 

Jimenez 

et al. 

(2025)  

RCT  Psychological/ 

skills based 

Virtual Reality (VR) 

guided meditation. This 

involved the VR 

headset displaying a 

guided 6-minute 

meditation.  The 

intervention provided 

visual cues for 

Yes Visual Analog 

Scale for 

Anxiety (VAS-

A) (Kindler et 

al., 2000). 

  The intervention group reported 

significantly greater reductions in 

anxiety (mean reduction 21.88 versus 

8.06; p = 0.0005). In terms of trait 

anxiety, the intervention group 

demonstrates significantly larger 

reductions (intervention group mean 

change = 6.4, control group mean 
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breathing exercises with 

a relaxing scenery, with 

a guided voice in 

English or Spanish. 

STAI 

(Spielberger et 

al., 1983). 

change = 1.4; p < 0.0001). Similarly, the 

intervention group experienced greater 

reductions in state anxiety (mean 

reduction 11.1 versus = 3.3; p< 0.0001). 

Jin et al. 

(2025)  

RCT  Psychological/ 

skills based 

Acceptance and 

Commitment Therapy 

(ACT). 

4 individual sessions, 

lasting 45-60 minutes 

each. 

Initial face-to-face 

session followed by 

three, online sessions. 

Yes Depression 

Anxiety Stress-

Scale-21 

(DASS-21) 

(Henry & 

Crawford, 

2005). 

PedsQL Parent 

HRQL Scale 

(Varni et al., 

2004). 

 

1 week 

and 3-

months 

In comparison with the control group, 

those in the ACT group reported 

significantly greater reductions in 

psychological distress at T1 (β = 

−13.54; 95% CI: −20.04 to −7.03; P < 

.001; d = 0.72). These results were also 

shadowed at T2 (β = −11.86; 95% CI: 

−18.92 to −4.80; P = .001; d = 0.61).  

In terms of quality of life, scores from 

the HRQL indicated those in the ACT 

group experienced significantly greater 

improvements at both T1 (β = 8.61; 

95% CI: 3.42–13.80; P = .001; d = 0.58) 

and T2 (β = 8.52; 95% CI: 2.79–14.26; 

P = .004; d = 0.49). 

Jin et al. 

(2023)  

RCT (pilot)  Psychological/ 

skills based 

Same as Jin et al. 

(2025). 

Yes DASS-21 

(Henry & 

Crawford, 

2005). 

PedsQL Parent 

HRQL Scale 

(Varni et al., 

2004). 

  

1 week DASS-21 scores reduced in both 

groups, suggesting reductions in 

depression, stress and anxiety 

symptoms. ACT group scores reduced 

from mean score = 29.60 (SD = 21.96) 

to 18.32 (10.36), compared to the 

control group reducing from a mean 

score of 32.10 (SD = 33.40) to 22.74 

(24.25) ACT did not yield significantly 

greater improvement in comparison to 

the control group (group effect p = 

.774).  

Both the ACT (mean = 53.31, SD = 

18.51 to mean = 61.78, SD = 9.92) and 
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control groups (mean = 60.06, SD = 

22.47, to mean = 64.87, SD = 17.51) 

reported improvements in Quality of 

Life from pre to post intervention. The 

difference was not significant (group 

effect p = .278). 

Li et al. 

(2018)  

RCT (pilot)  Psychological 

/ skills based 

SFBT (Solution 

Focused Brief Therapy).  

Four individual sessions 

based on the SFBT 

(2013) manual. 

Yes BSI-18 

(Chinese 

version) (Wang 

et al., 2013) 

  Parents receiving SFBT reported 

significantly lower parental distress (F = 

16.53, p < .001), depressive symptoms 

(F = 12.9, p < .001) and anxiety (F = 

15.81, p < .001) following the 

intervention.  

The SFBT was not found to be superior 

on reducing parents’ somatization in 

comparison to TAU (F = 2.62, p = .11). 

The within and between group effect 

sizes were significant which indicates 

the SFBT intervention made meaningful 

improvements among parents’ 

somatization.  

Pouraboli 

et al. 

(2019)   

RCT  Mind-body Relaxation Training. 

Involved a form of 

respiratory relaxation, 

consisting of 

educational content and 

the researcher carrying 

out the technique. 

Participants were asked 

to perform the 

technique in the 

presence of the research 

to ensure accuracy. 

Participants were then 

Yes STAI 

(Spielberger et 

al., 1983). 

  

   Following the intervention, the 

intervention group reported significantly 

lower state anxiety (mean change = 

24.91, SD = 5.03) than the control 

group (mean change = 11.00, SD = 

4.30) (Z = -9.44, p = 0.0001). They 

found the intervention group reported 

significantly lower trait anxiety (mean = 

22.11, SD = 4.08) in comparison to the 

control group (8.00, SD = 3.21) (Z = -

9.39, p = 0.0001). 
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asked to perform the 

technique twice per day 

for 20-minutes, over 

four weeks. 

Shaygan 

et al. 

(2025)   

Quasi-

experimental   

Mind-body Resilience training. 

The manualised 

treatment consisted of 6 

weekly sessions lasting 

60-90 minutes. The 

intervention covered 

stress management, 

cognitive restructuring 

and positive psychology 

techniques.  

Yes State Anxiety 

Inventory (SAI) 

(Spielberger et 

al., 1983). 

State anxiety 

items from the 

State Anxiety 

Inventory for 

Children (SAI-

C) (Schisler et 

al., 1998). 

  Post intervention, parents who 

completed the resilience training 

intervention reported significantly lower 

state anxiety than those in the control 

group Wald x2(1) = 25.91, p < .001, B = 

-1.67, 95% CI [-2.32, -1.03]).  

 

 

Thygeson 

et al. 

(2010)  

Pre-post  Mind-body Yoga. 

Yoga class held in the 

inpatient unit and lasted 

45-minutes. It consisted 

of standardised 

exercises with blended 

active and restful poses.  

Adaptations were made 

where needed to meet 

participants need.  

No STAI 

(Spielberger et 

al., 1983). 

STAI for 

children 

(STAIC) 

(Spielberger et 

al., 1973). 

Open ended 

question “What 

would you tell 

another parent 

or child about 

what it is like to 

take a yoga 

class?” 

  Amongst parents, pre-intervention 

anxiety scores (mdn = 45) were 

significantly higher than post-

intervention scores (mdn = 30), Z = -

5.00, p < .001. 

Qualitative analysis affirmed the 

quantitative findings and found seven 

themes from the open-ended question. 

Themes identified were: relaxation; 

exercise and movement; stress relief; 

calm and centered; self-care; bonding 

with their child; easy and better than 

expected. 
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Wu et al. 

(2023)  

Quasi-

experimental  

Entertainment/ 

play based 

Medical clowning. 

Pairs of medical clowns 

visited the parent-child 

dyads twice per week. 

The medical clowns 

would use humorous 

interactions and 

instruments to create a 

joyful atmosphere. 

No Brief Symptom 

Rating Scale 

(BSRS-5) (Lee 

et al., 2003). 

Mood 

Assessment 

Scale. 

1 day  Significant differences between the 

intervention (mean = 4.19, SD = 0.67) 

and control groups (3.27, SD = 0.82) 

emotions post intervention (p < .000). 

The direct effect of intervention on 

parents’ emotions one day after the 

intervention was significant (β = 0.47, 

SE = 0.13, 95% CI [0.22, 0.71], p < 

.001). They also reported an indirect 

effect of the medical clowning on 

parents’ emotions through their 

children’s emotions, and found the 

impact was significant (β = 0.44, SE= 

0.12, 95% CI [0.21, 0.68], p <.001). 

This suggests the child’s emotions 

indirectly affected the parents’ 

emotions.  

Overall, they reported the total effect of 

medical clowning on parents’ emotions 

to be significant (β=0.91, SE=0.14, 95% 

CI [0.63, 1.19], p<.001).   

Zhang et 

al. (2018)  

RCT (pilot)  Psychological/ 

skills based 

SFBT.  

The intervention 

involved four, 

individual sessions 

(spanning over 2 

weeks) and was based 

upon the Solution 

Focused Therapy 

Treatment Manual for 

Working with 

Individuals) Trepper et 

al., 2008). 

Yes BSI-18 

(Chinese 

version) (Wang 

et al., 2013). 

 

  The SFBT intervention group reported 

statistically significant reductions 

compared to the control group, F(1) = 

17.315, p < .001, with a large between-

group effect size (d = 1.241, 95% CI 

[0.839, 1.642]). 
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Overview of Findings 1 

Type of Intervention 2 

Psychological / Skills-Based Interventions. Five studies adopted a psychological/skills-based 3 

intervention (Jimenez et al., 2025; Jin et al., 2025; Jin et al., 2023; Li et al., 2018; Zhang et 4 

al., 2018). All adopted an RCT design, with three of the five being pilot RCTs (Jin et al., 5 

2023; Li et al., 2018; Zhang et al., 2018). Sample sizes ranged between 40 and 200 6 

participants, consisting of an average of 73.23% female participants. Key outcomes assessed 7 

were anxiety, psychological distress, and quality of life. Overall, all studies reported 8 

improvements in the targeted outcomes, but the strength of the evidence varied due to study 9 

methodology. Four studies (Jimenez et al., 2025; Jin et al., 2025; Li et al., 2018; Zhang et al., 10 

2018) reported statistically significant greater improvements in the targeted outcomes in 11 

comparison to the control groups (see Table 2.3).  12 

Both Solution Focused Brief Therapy (SFBT) trials (Li et al., 2018; Zhang et al., 13 

2018) used the BSI-18 measure and reported significant reductions in psychological distress 14 

compared with control groups. Li et al. (2018) found parents who received SFBT reported 15 

significantly lower parental distress (F = 16.53, p < .001), depressive symptoms (F = 12.9, p 16 

< .001) and anxiety (F = 15.81, p < .001) following the intervention.  Zhang et al. (2018) 17 

replicated these results and reported the SFBT intervention group to have significant 18 

reductions in distress compared to the control group, F(1) = 17.315, p < .001, with a large 19 

between-group effect size (d = 1.241, 95% CI [0.839, 1.642]). These results indicate SFBT is 20 

effective in reducing psychological distress amongst both oncology and cardiovascular 21 

paediatric parents. Neither study was sufficiently powered, having determined a sample size 22 

of 84 participants, but followed pilot study guidance of 30 participants. They therefore used 23 

ANCOVA to improve the poor statistical power caused by the small sample sizes.  24 
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Similarly, Jimenez et al. (2025) also reported consistently significant reductions in 1 

state and trait anxiety compared to the control group. Overall, they found significantly greater 2 

reductions in anxiety amongst the treatment group (mean reduction 21.88 versus 8.06; p = 3 

0.0005). This demonstrates the VR-based mediation intervention may be beneficial and 4 

effective in reducing anxiety amongst this population.   5 

Studies evaluating the ACT intervention reported contrasting results. The initial pilot 6 

RCT (Jin et al., 2023) reported that although the ACT group scores in the DASS-21 measure 7 

reduced from a mean score of 29.60 (SD = 21.96) to 18.32 (10.36), compared to the control 8 

group reducing from a mean score of 32.10 (SD = 33.40) to 22.74 (24.25), it did not yield 9 

significantly greater improvement in comparison (group effect p = .774).  Similarly, both 10 

groups reported improvement in quality of life from pre to post intervention. The intervention 11 

group reported a mean of 53.31 (SD = 18.51) reduced to a mean of 61.78 (SD = 9.92), in 12 

comparison to the control group mean of 60.06 (SD = 22.47), reduced to 64.87 (SD = 17.51). 13 

The difference was not significant (group effect p = .278). As the study was under powered, 14 

conclusions cannot be drawn and larger trials were needed to understand these results. 15 

The larger RCT (Jin et al., 2025) found significantly greater reductions in distress and 16 

improvements in quality of life across time points. They reported quality of life of those in 17 

the ACT group experienced significantly greater improvements at both T1 (β = 8.61; 95% CI: 18 

3.42–13.80; P = .001; d = 0.58) and T2 (β = 8.52; 95% CI: 2.79–14.26; P = .004; d = 0.49). 19 

Similarly, those in the ACT group reported significantly greater reductions in psychological 20 

distress at T1 (β = −13.54; 95% CI: −20.04 to −7.03; P < .001; d = 0.72). The improvement 21 

was also evident at T2 (β = −11.86; 95% CI: −18.92 to −4.80; P = .001; d = 0.61). However, 22 

for both the quality of life and anxiety measures, the effect size reduced across time points, 23 

but did remain statistically significant. This suggests further understanding of the longer-term 24 

impacts is required. This was the only study to include a follow-up period of three months, 25 
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with the majority including no follow-up (Jimenez et al., 2025; Li et al., 2018; Pouraboli et 1 

al., 2019; Shaygan et al., 2025 Thygeson et al., 2010; Zhang et al., 2018), one day (Wu et al., 2 

2013), one week (Jin et al., 2022), or two week (Başgöl et al., 2025;) follow-up periods. 3 

Therefore comparisons and conclusions cannot be drawn for the longer-term impacts of the 4 

intervention.    5 

All psychological/ skills-based interventions showed some improvements, but the 6 

strongest evidence was depicted in SFBT and VR mediation interventions. ACT findings 7 

were mixed and require adequately powered trials. The findings of the pilot RCT studies 8 

should be interpreted cautiously due to the sample size and the aim of the studies being to 9 

understand the feasibility of the interventions. 10 

Mind-Body Interventions. Four studies evaluated the use of mind-body interventions (Başgöl 11 

et al., 2025; Pouraboli et al., 2019; Shaygan et al., 2025; Thygeson et al., 2010). RCT (n = 2), 12 

quasi-experimental (n = 1) and pre-post designs (n = 1) were used. Sample sizes ranged from 13 

56 to 120 participants. Studies reported an average of 80% of female participants (of those 14 

studies which reported it), with one study only including female participants (Shaygan et al., 15 

2025). All studies assessed anxiety as the primary outcome.  16 

Pouraboli et al. (2019) evaluated the effectiveness of relaxation training upon parental 17 

anxiety. Participants were recruited from hospitals in Zahedan, but the number of hospitals is 18 

unknown. Participants were randomly assigned to either the experimental or control group. 19 

They found participants in the intervention group experienced significantly lower state 20 

anxiety (mean change = 24.91, SD = 5.03) than the control group (mean change = 11.00, SD 21 

= 4.30) (Z = -9.44, p = 0.0001) following the intervention. Those in the intervention group 22 

also reported a significantly greater reduction in trait anxiety (mean = 22.11, SD = 4.08) in 23 

comparison to the control group (8.00, SD = 3.21) (Z = -9.39, p = 0.0001). Similarly, Başgöl 24 
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et al. (2025) recruited from one hospital. They reported those in the reiki group had 1 

significantly different pre and post anxiety scores (t = 4.209, p = 0.001), but no significant 2 

differences were found in either the placebo (t = 1.545, p = 0.130) or control group (t = 0.525, 3 

p = 0.602). They concluded the reiki intervention to be the only group to experience 4 

measurable difference in anxiety. Although both studies adopted a RCT approach, the 5 

generalisability of the results is poor, as it is not clear how many hospitals were included in 6 

the study (Pouraboli et al., (2019) or only included participants from one hospital (Başgöl et 7 

al., 2025). Of note, Başgöl et al. (2025) included mothers only and therefore the 8 

generalisability of the results is further limited. Shaygan et al. (2025) reported that post-9 

intervention, parents who completed the resilience training intervention recorded significantly 10 

lower state anxiety than the control group, Wald x2(1) = 25.91, p < .001, B = -1.67, 95% CI [-11 

2.32, -1.03]). This suggests the intervention was associated with greater reductions in anxiety 12 

compared to the control group. The study adopted a non-RCT design and analysis revealed no 13 

significant differences between groups (p > .05) pre-intervention. However, there was no 14 

formal control over confounding variables in analysis which could have impacted the 15 

outcome. Furthermore, the sample only consisted of mothers from one hospital, so the 16 

effectiveness of the intervention is unknown amongst a wider sample or amongst fathers.  17 

The evaluation of a yoga intervention on parental anxiety (Thygeson et al., 2010), was 18 

the only study to report both quantitative and qualitative data. Amongst parent participants, 19 

pre-intervention anxiety scores (mdn = 45) were significantly higher than post-intervention 20 

scores (mdn = 30), Z = -5.00, p < .001. Qualitative findings affirmed these results, with 21 

themes such as relaxation, stress-relief, and calming being identified. According to the 22 

MMAT criteria for mixed-methods study, the methodology is strong. However, it should be 23 

noted that the quality of the quantitative data is weak. The study did not include a control 24 

group, so it cannot be concluded that the intervention causes the reduction in scores. As the 25 
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measures were completed immediately after the intervention, the longer-term impact of the 1 

intervention is also unclear. This therefore reduces the usefulness of the results.   2 

Overall, mind-body interventions demonstrated promising results in reducing parental 3 

anxiety, but the strength of evidence ranged. The yoga intervention was the only study to 4 

provide quantitative and qualitative results (Thygeson et al., 2010), but did not include a 5 

control group which significantly reduced the strength of the results. Studies were generally 6 

limited by small sample sizes, female only samples and methodological limitations.  7 

Entertainment/ Play-Based Intervention. One study evaluated the use of entertainment/ 8 

play-based interventions (Wu et al., 2023), involving parent-child dyads. The study included 9 

a control group, but participants were not randomly assigned. Participants were assigned 10 

based on which hospital they were based at. Overall, they found medical clowning to have a 11 

significant positive impact on parents’ emotions (β=0.91, SE=0.14, 95% CI [0.63, 1.19], 12 

p<.001).  Of note, they also reported the positive indirect effect of the intervention on parents’ 13 

emotions via their child’s emotions and found the impact to be significant (β = 0.44, SE= 14 

0.12, 95% CI [0.21, 0.68], p <.001). This suggests medical clowning is effective in improving 15 

parents’ mood by influencing the child’s emotions. However, given the short follow-up period 16 

(1-day), the long-term impacts are unknown. Due to the lack of random allocation, results 17 

may also be explained by pre-existing variables rather than the intervention.  18 

Comparison of Intervention Types. Overall, all intervention types demonstrated promise in 19 

improving parental well-being. SFBT, VR-based meditation, relaxation training and yoga 20 

interventions all demonstrated strong results in reducing distress and anxiety. ACT, 21 

relaxation, reiki and resilience training also showed promising results, but results were more 22 

limited due to small sample sizes and/or mother only samples.  23 

Parent and Child Interventions 24 
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Only two studies involved parent and child interventions (Thygeson et al., 2010; Wu 1 

et al., 2023). These differed from the other studies as they targeted the dual outcomes of the 2 

interventions on both parents and the children. Thygeson et al. (2010) evaluated the yoga 3 

intervention, designed for parents and their child. A qualitative theme highlighted by parents 4 

was bonding with their child. Combined with the quantitative results, the results of this study 5 

suggest the yoga intervention had a beneficial impact on anxiety levels of parents and can be 6 

helpful in supporting parent-child connectedness during stressful periods of time. This is 7 

similar to the findings from Wu et al’s (2023) study, which suggests interventions which 8 

impact a child’s emotional experiences may indirectly influence parental emotional 9 

experiences. However, neither study involved a control group to compare natural variation. 10 

Thygeson et al. (2010) includes no follow-up and Wu et al. (2023) collected post-intervention 11 

data one day following the interventions, therefore it is unknown whether the impacts are 12 

sustained over a longer period. 13 

The two studies indicate benefits which using a parent and child approach can yield. A 14 

feeling of connectedness and the impact of the child’s well-being appear to be particularly 15 

significant. However, this review only includes a small number of parent and child 16 

interventions of which have methodological limitations.  17 

Condition-Specific Interventions  18 

Across conditions, interventions were found to be effective with varying rates of 19 

success. The most reported sample was parents of children with cancer (n=6). The large 20 

number of studies within this setting may reflect what services are offering, and potentially 21 

the significant emotional burden associated with the disease, with a large proportion of 22 

parents experiencing overwhelming psychological distress (Jin et al., 2025). All studies 23 

evaluating the effectiveness of interventions amongst this group found interventions to have 24 
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positive impacts on the targeted outcome, regardless of the type of intervention. This suggests 1 

due to the immense uncertainty and suffering children with cancer experience (Thygeson et 2 

al., 2010), parents may benefit from structured interventions to support their well-being. 3 

However, interventions were not equally effective. Although Jin et al. (2023) reported some 4 

reductions in symptoms, the ACT intervention did not yield significantly greater 5 

improvements compared to the control group. Results may have been impacted by the small 6 

sample size, but it should also be considered that the severity of the illness does not guarantee 7 

all interventions will be effective in supporting parental well-being.  8 

As with cancer patients, paediatric patients with congenital heart disease (CHD) are 9 

amongst those most vulnerable and rely heavily on their parents (Li et al., 2018). To take part 10 

in Li et al’s. (2018) study, parents had to meet the BSI-18 cut off score (>13 for male and >10 11 

for male) (Zabora et al., 2001). Similarly, the criterion for participation in Shaygan’s et al. 12 

(2025) evaluation of resilience training, both child and parent had to report scores of above 13 

54 on the SAI, which indicates significant anxiety levels. Although both studies found the 14 

interventions to significantly reduce distress compared to the control groups, it is unknown if 15 

the interventions would be as effective in reducing distress amongst parents experiencing less 16 

acute distress.  17 

Two studies included parents of children on generic paediatric wards (Başgöl et al., 18 

2025; Jimenez et al., 2025). Both studies reported significant reductions in anxiety compared 19 

to the control group. These studies do not report the health conditions of the children; thus, 20 

the severity and nature of the conditions is unknown. The results imply structured 21 

interventions can be beneficial in reducing anxiety amongst parents in non-condition specific 22 

settings. These results are therefore particularly useful in generalising to the wider paediatric 23 

population.  24 
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Country of study 1 

The prominence of studies being conducted in Asia (n = 8) and the USA (n = 2) may 2 

limit the generalisability of the results to Western publicly funded systems, such as those 3 

using NHS type models. Of note, the USA typically employs an insurance-based system, 4 

whereas Asia uses a mixture of insurance based and public funding systems. 5 

Discussion 6 

Summary of Key Findings 7 

Overall, findings indicate structured, psychosocial interventions generally lead to 8 

improved psychological well-being of parents within inpatient paediatric settings. In terms of 9 

psychological/skills-based interventions, SFBT, and VR-based meditation showed the most 10 

promise. Mind-body interventions found promising results, but the strength of the evidence 11 

varied based on methodological limitations. Findings for the ACT interventions were mixed 12 

and appeared sensitive to the small sample size. Most studies involved parents of cancer 13 

patients, but positive effects were observed across condition-specific and general paediatric 14 

settings. This suggests structured interventions could be beneficial across settings. Although 15 

only two studies included children as part of the interventions, results were positive, implying 16 

potential indirect pathways of supporting parental well-being. Further research is needed to 17 

understand whether parent-child interventions offer additional benefits to parent-only 18 

interventions. 19 

Gaps and Unanswered Questions 20 

A crucial unanswered question from this review is the long-term impacts of the 21 

interventions. Many of the interventions were also offered no, or short follow-up periods. It is 22 

unclear whether the immediate improvements observed are sustained. This is important to 23 
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understand the efficacy of interventions in supporting parental well-being in the long-term 1 

and requires further research. 2 

Given only two of ten studies involved parent-child interventions, it is difficult to 3 

make comparisons between the potential benefits of parent-child compared to parent only 4 

interventions. Although results are promising, it remains unclear if parent-child interventions 5 

have added benefits upon parental well-being, for example whether feelings of closeness with 6 

the child or the child’s mood being improved, consistently further improves the emotional 7 

experiences of the parent.  8 

A clear gap within the review is an understanding of the pharmacological support participants 9 

were having and if and how this interacted with the efficacy of the interventions. Most studies 10 

did comment on psychiatric disorders or medication as part of their eligibility criteria. Others 11 

stated in their criteria that participants must have no history of psychiatric disorders (Jin et 12 

al., 2023; Jin et al., 2025; Shaygan et al., 2025), or take medication for these (Başgöl et al., 13 

2025), or had to meet minimum screening scores on the BSI-18 (Zhang et al., 2018). Given 14 

the high rates of not reporting of pharmacological support, it is unclear how this may impact 15 

the effectiveness of the interventions. Any changes may be accounted for by pharmacological 16 

support rather than the intervention, but this is unclear given the lack of reported data. It is 17 

difficult to compare the efficacy of the interventions given the changing criteria for 18 

psychiatric history of participants. Furthermore, there is limited information about the child’s 19 

illness, such as deterioration or improvement over the time frame, which may also impact 20 

parental outcomes.  21 

Sampling Gaps 22 

An important gap to note was the predominantly female participants, with some 23 

studies only including mothers. This limits the applicability of results to males and other 24 
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caregivers. Further research is needed to understand whether interventions are as effective 1 

across genders and other caregivers. Furthermore, there is limited research comparing the 2 

impact of paediatric admissions on fathers compared to mothers. The limited pool 3 

consistently finds mothers report higher distress compared to fathers (Barrera el al., 2012; 4 

Nelson & Gold., 2012). Mothers increased levels of distress suggests this is where resources 5 

should be focused. However, fathers still report distress during paediatric admissions, thus 6 

efforts should be made to improve recruitment of fathers into research to increase 7 

understanding and improve the support offered. 8 

The predominance of studies conducted in Asia and the USA signifies a gap in 9 

research within other healthcare systems and may limit generalisability to publicly funded 10 

health care systems, such as the NHS. The funding of health care systems is important to 11 

consider in terms of accessibility of the interventions, as it may influence availability of 12 

interventions and who can afford to access them.  Cultural differences may also impact help-13 

seeking behaviour and reporting of symptoms. For example, Yin et al. (2020) report high 14 

levels of stigma existing within China towards mental health. This could influence help-15 

seeking behaviour and the reporting of symptoms following treatment. Intervention 16 

effectiveness cannot therefore be assumed across healthcare systems and cultures.  17 

The review included a large representation of oncology settings. Due to the severity of 18 

the disease, these parents are likely to experience higher levels of distress and longer hospital 19 

stays. Some studies also employed clinical cut-off scores. Combined, this may mean the 20 

results reflect those experiencing significant levels of distress. A gap remains in 21 

understanding the effectiveness of interventions amongst parents experiencing lower levels of 22 

distress. 23 

Study Designs 24 
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The frequent use of pilot RCTs should be considered when interpreting results. Three 1 

studies employed a pilot RCT design, with four studies having less than 60 participants. The 2 

purpose of these studies is to assess feasibility, rather than efficacy. Small sample sizes limit 3 

the statistical power of the studies and the ability to detect a true effect (Shreffler & Huecher, 4 

2020).  5 

Four studies failed to report whether the outcome assessors were blinded to the 6 

intervention provided. Research reporting lack of blinding is associated with substantially 7 

biased effect sizes (Higgins & Altman, 2008; Hróbjartsson et al., 2013). Consequently, results 8 

of these studies should be interpreted cautiously.  9 

Strengths and Limitations of the Systematic Review 10 

Strengths of this review include a reproducible search and independent double –11 

screening and quality appraisal, thus reducing any selection bias. However, only a small 12 

number of studies were able to be obtained, many of which were pilot RCTs with small 13 

sample sizes. It is also possible the search was influenced by selection and language bias. 14 

RCTs are widely considered the 'gold standard’ within research due to the reduced risk of bias 15 

(Hariton & Locascio, 2018; Lange et al., 2017), therefore the inclusion of non-randomised 16 

studies and pilot studies weakens the quality of the data available. As with all reviews, 17 

publication bias may have occurred and studies reporting non-significant findings may be 18 

under reported, which could lead to overestimation of intervention effects (Dwan et al., 19 

2008). 20 

The review focused on peer-reviewed literature and did not incorporate grey 21 

literature. Although this ensured studies included had undergone academic quality appraisal, 22 

it may have excluded relevant literature such as service evaluations, quality improvement 23 

projects, and other interventions which have not been formally published. This may explain 24 
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the lack of UK-based studies, as psychological support for parents may be delivered as 1 

routine clinical practise, without publication. Therefore, the review highlights the lack of 2 

published interventions, but does not necessarily reflect a lack of support interventions 3 

currently offered within the UK. Future reviews should incorporate reviews of grey literature 4 

to provide a comprehensive understanding of the support available. 5 

Implications for Practice, Policy and Research 6 

In terms of clinical practise, this review suggests brief psychosocial interventions are 7 

effective in improving parental well-being within paediatric inpatient care. Given the acute 8 

distress parents face during this time, developments are needed to make routine screening and 9 

referrals standardised practise. 10 

When considering future research, larger RCTs with more diverse samples are needed 11 

to address the gaps in this review. Under representation of fathers within this field is a 12 

substantial issue. Solutions may include creating recruitment campaigns to specifically target 13 

fathers, co-production of research with fathers to further understand barriers to engagement, 14 

and ensuring a variety of data collection methods are utilised to account for challenges fathers 15 

may have in discussing emotion topics (Harniess et al., 2023). Future research should also 16 

include longer follow-up periods to understand the sustainability of the interventions. It 17 

would be beneficial to report on concurrent pharmacological treatment to understand if and 18 

how these impact the effectiveness of the interventions.  19 

Conclusion 20 

This systematic review suggests structured, psychosocial interventions can be effective in 21 

improving the psychological well-being of parents during inpatient, paediatric stays. A 22 

particular focus of the review was outcomes relating to psychological distress and anxiety. In 23 

general, psychological and skills-based interventions showed the most consistent findings, 24 
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although findings from ACT interventions were mixed. The results from mind-body 1 

interventions were also promising, but generally weaker evidence due to methodological 2 

limitations. The review highlights the needs for larger studies, with more diverse participants 3 

and longer follow-up periods to strengthen the evidence base.  4 
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Chapter 3: Bridging Chapter 1 

The systematic review in Chapter Two found that structured, psychosocial interventions can 2 

be effective in improving parental well-being during paediatric hospitalisation. Overall, 3 

psychological and skills-based interventions showed the most promising findings. Limitations 4 

of the review should be considered, such as the inclusion of pilot designs, majority 5 

female participants, and lack of substantial follow-up periods to examine the long-term 6 

impacts of the interventions.    7 

Despite the review identifying numerous interventions which resulted in improved 8 

psychological outcomes for parents, there are no specific guidelines outlining what and how 9 

support should be offered during paediatric hospitalisations. None of the studies included in 10 

the review were UK based. This may be explained by studies not meeting the criteria for the 11 

review, not including grey literature, or perhaps indicates the UK offer fewer formal 12 

interventions to support the well-being of parents during this time. 13 

Moreover, research has outlined that poor parental well-being can have a negative 14 

impact on the child’s physical and mental health (Alisic et al., 2011; Dunn et al., 2012; 15 

Michals & Reeder, 2023, Ribas et al., 2024; Yesil & Butun, 2025). Therefore, if parents do 16 

not receive support during this acutely stressful time, this may negatively impact the 17 

mental well-being of the child.   18 

A large proportion of paediatric hospitalisations are due to LTHCs. The risk of 19 

developing anxiety is higher compared to other psychiatric disorders (Togethoff et al., 2015) 20 

amongst children with LTHCs, but this may vary depending on the physical 21 

condition. Research has established anxiety is one of the most reported childhood psychiatric 22 

disorders amongst children (Hill et al., 2016; Morales-Muñoz et al., 2023). A national survey 23 

conducted in 2017 found anxiety to be the most common type of psychiatric disorder reported 24 
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in young people at 5.3% (NHS Digital, 2023). Craske and Stein define anxiety as excessive 1 

fear, worry or avoidance behaviours in response to perceived threats. The response is 2 

disproportion to the actual level of risk. They state anxiety consists of ongoing concerns 3 

about potential future threats (Craske & Stein, 2016). The development of anxiety disorders 4 

is thought to be caused by an interplay between numerous factors, including heritable, 5 

developmental, cognitive, social, and environmental factors (Al-Biltagi & Sarham., 6 

2016). Adjusting to and managing the medical condition, handling setbacks and poor 7 

outcomes are all likely to contribute to the child’s overall well-being (Mercer et al., 2015). 8 

The impact of these factors may vary depending on the LTHC. 9 

Unlike the review, the empirical study presented in Chapter Four attempts 10 

to contribute to the evidence-base of specifically designed, psychological support for children 11 

with a LTHC. The training is delivered to carers and aims to provide psychoeducation around 12 

anxiety in context of the child’s LTHC, as well as some practical strategies to consider using 13 

with the child to support the child’s anxiety.  The strategies are based on Acceptance and 14 

Commitment Therapy (ACT) principles. ACT is an emerging treatment which has been found 15 

to effective in reducing psychological distress (Konstantinou et al., 2023; Parmar et al., 2021) 16 

and anxiety (Li et al, 2025) in children. The study will aim to assess the 17 

feasibility, acceptability, and limited efficacy of the newly developed training amongst 18 

carers of children with a LTHC, to determine whether a randomised control trial 19 

is warranted to examine the effectiveness of the training.   20 

This portfolio aimed to improve understanding of support across the family system. 21 

Therefore, the decision was made for the systematic review to focus on parental wellbeing, 22 

whereas the empirical project focused on the child’s wellbeing, via an intervention delivered 23 

to carers.  24 
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Abstract 1 

Background: Children with a long-term health condition (LTHC) are at increased risk of 2 

developing anxiety, but access to appropriate support is limited. Online, caregiver-led 3 

interventions may offer an accessible and cost-effective approach. 4 

 Aims: To evaluate the feasibility and acceptability of a newly developed, online 5 

psychoeducation training, designed to help caregivers support their child’s anxiety associated 6 

with their LTHC.  7 

Method: A quantitative feasibility design was conducted, employing a within-subjects design. 8 

Participants were required to complete a pre-intervention measure, including a demographic 9 

questionnaire and the Parent Attitudes, Beliefs and Understanding about Anxiety (PABUA) 10 

and then complete the online training package. Participants were asked to complete feedback 11 

questionnaires to assess the acceptability of the training. Participants were contacted two-12 

weeks after and asked to repeat the PABUA and complete another feedback questionnaire. 13 

Results: Amongst the small number of participants, the training and research procedures were 14 

generally considered acceptable. The training was rated positively, with participants reporting 15 

they found the training helpful and applicable. However, recruitment and drop-out rates 16 

suggest poor feasibility.  Recruitment and retention rates were not met, which limited the 17 

outcomes regarding feasibility of the training and statistical power. Analysis of the PABUA 18 

revealed significant improvement in the approach subscale scores, but not in overprotection 19 

or distress. 20 

Conclusions: The training was deemed acceptable and showed promise. Significant 21 

recruitment difficulties indicate that refinements are needed before progressing to a pilot 22 

randomised controlled trial.  23 

 24 
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Introduction 1 

Research has established children with long-term health conditions (LTHC) are significantly 2 

more likely to develop psychiatric symptoms such as anxiety and depression (Bennett et al., 3 

2015; NICE, 2019; NICE, 2022). Effective treatment is needed to improve the child’s 4 

emotional well-being and minimise the potential negative impacts on their physical health 5 

(NICE, 2019).  6 

Acceptance and Commitment Therapy (ACT) is an emerging treatment for enhancing 7 

psychological well-being (Parmar et al., 2021) and reducing psychological distress in 8 

children (Konstantinou et al., 2023; Parmar et al., 2021). Of note, Li et al. (2025) conducted a 9 

review to compare the most effective interventions for anxiety disorders in children and 10 

adolescents and concluded ACT was most effective. The results of Petersen et al. (2024) 11 

randomised controlled trial (RCT) further supports the use of ACT for enhancing 12 

psychological well-being. They observed significant decreases in the treatment group 13 

compared to the waitlist. Similarly, Binder et al. (2023) conducted a systematic review and 14 

found ACT to be effective in reducing stress in young people (aged 7-18 years). However, the 15 

reviews included small samples and the overall quality of evidence was weak, therefore the 16 

results should be interpreted cautiously.  17 

Relatively little research has been conducted within paediatric settings, specifically 18 

amongst those with LTHCs.  Parmar et al. (2021) conducted a systematic review on the use of 19 

ACT amongst children with special health care needs and their parents. They found ACT to 20 

be an effective treatment for depressive symptoms, avoidance, and fusion behaviour for 21 

children, but no significant differences in anxiety scores were found.  Amongst parents, ACT 22 

was beneficial for improving psychological flexibility.  23 
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Dochat et al. (2021) systematic review concluded single-session ACT interventions 1 

were successful in improving depression and anxiety amongst adults with LTHCs. They 2 

found the use of single session allowed for a large amount of information to be delivered in a 3 

short time. This study is important to consider as it evaluates the use of ACT amongst those 4 

with LTHCS. However, the review did not formally assess risk of bias across the studies. This 5 

review also included adults and therefore results cannot be generalised to younger 6 

populations.   7 

Parent led interventions could improve early access to interventions, and help to 8 

reduce perceived stigma and disruption to the child’s life (Creswell et al., 2023; Creswell et 9 

al., 2024). Meta-analysis's evaluating parent only interventions (Jewell et al., 2022) and 10 

parent-led CBT (Yin et al., 2021) have been found them to be effective in reducing anxiety 11 

symptoms. However, research has not yet appeared to investigate the effectiveness of parent-12 

led ACT interventions for childhood anxiety.  Caregiver targeted interventions amongst the 13 

paediatric population may reduce burdens on children to attend appointments to 14 

prevent missing out on age-appropriate activities, and support caregivers to put daily 15 

strategies in place (Cresswell & Willetts., 2019).  16 

NICE guidelines have prioritised digitally enabled care within children’s mental 17 

health services (NICE, 2023), hoping to consequentially improve accessibility to 18 

psychological interventions (Creswell et al., 2024). Creswell et al. (2024) reported promising 19 

outcomes for the use of digitally augmented CBT treatment for childhood anxiety, which is 20 

useful research in understanding real-world implementations of interventions such as these.   21 

Based on the above literature, the aim of the study was to evaluate the feasibility and 22 

accessibility of a newly developed, online psychoeducation training designed to help 23 

caregivers support their child’s anxiety associated with their LTHC. The content of the 24 
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training was grounded in ACT principles. Although there remain gaps in the evidence base, 1 

an ACT approach was chosen as its principles appear relevant for the target population. 2 

Children with LTHCs can face ongoing uncertainty which cannot necessarily be cognitively 3 

challenged. Instead, ACT promotes psychological flexibility and engagement in meaningful 4 

activities (Dochat et al., 2021) which may be a helpful framework for carers to support their 5 

child’s anxiety.  As it is a new training, is it crucial to assess its feasibility and estimate design 6 

parameters (Eldridge et al., 2016; National Institute for Health Research, 2021), to inform a 7 

future RCT. 8 

Methods 9 

Design  10 

To determine whether this new training is appropriate for future testing, a quantitative 11 

feasibility design was conducted, employing a within-subjects design.  12 

Participant and Public Involvement (PPI) informed the development 13 

process.  PPI consisted of individuals who met the study eligibility criteria; they were met 14 

with individually or in pairs. PPI recruitment took place via social media. They were 15 

reimbursed for their time. PPI input included reviewing all paperwork, as well as 16 

development of the videos, such as the design and making informed decisions about which 17 

exercises should be incorporated. For example, most felt the ‘Put your worries on a cloud’ 18 

exercise was valuable, but some were concerned the concept was too abstract for younger 19 

children, hence also the inclusion of the leaves on the stream to meet the needs of younger 20 

children. Inclusion of PPI was important to improve recruitment (Crocker et al., 2018), the 21 

overall quality of the research and subsequent impact on findings (Crocker et al., 2017; Evans 22 

et al., 2015).   23 

Participants   24 
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Eligibility Criteria 1 

Primary caregivers of children aged 5-12 years with a LTHC were eligible. This age 2 

range aligns with research which examined the effectiveness of parent-led treatment for 3 

childhood anxiety (Creswell et al., 2024). Carers of children with a learning disability or 4 

waiting for an assessment for a learning disability (not including ADHD and dyslexia) were 5 

excluded from the study. Parents of children with Autism were also excluded due 6 

to adaptations to the training which would have been needed. Participants were UK residents, 7 

aged over 18, had access to an electronic device, and had sufficient English proficiency. All 8 

participation was voluntary. 9 

Sample Size 10 

A target of 30 participants was set in line with feasibility study recommendations 11 

(Browne, 1995; Whitehead et al., 2016). G Power software (Erdfelder et al., 1996) was 12 

utilised to conduct a power calculation, to estimate the minimal sample size needed to 13 

achieve a medium effect size (0.5) at a 0.05 significant level for a one tailed- within-subjects 14 

study. The power was set at 0.8 in line with guidelines (Cohen, 1988). Calculations showed a 15 

minimal number of 27 participants were needed to meet the requirements to achieve a fully 16 

powered study. The minimum sample size for the study was set to 30 participants, to account 17 

for attrition problems.  18 

Recruitment Processes 19 

Four Clinical Psychologists working within local NHS Trusts acted as gatekeepers. 20 

They disseminated the study advert in clinic spaces and shared the study with colleagues. At 21 

one site, HLW attended several clinics and was positioned in the waiting room with large 22 

posters. Clinicians were encouraged to signpost any potential participants to HLW to answer 23 

any questions. The gatekeeper at this site was also very proactive in sharing the study with all 24 
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referred for anxiety difficulties, as well as sharing with the psychoeducation group which was 1 

running for parents at the time. Social media advertisements were also used in attempt to 2 

overcome previous difficulties, feasibility studies have had in recruiting a diverse sample 3 

(Nicola, 2023). 4 

A total of twenty-four charities were contacted to request support with recruitment. 5 

Six shared the study on their social media pages and two (Diabetes UK and Crohn’s & Colitis 6 

UK) created webpages to advertise the research. Epilepsy Action distributed the research to 7 

their database of research volunteers.   8 

The University of East Anglia shared the research via email with their database 9 

of research volunteers. The email was sent to 2636 potential participants with children of the 10 

correct age, but it is unknown how many of these met the full eligibility criteria. The 11 

university also shared the study on social media.  12 

Training  13 

The training package consisted of three videos, with a total duration of 22 minutes, in 14 

line with PPI recommendations about the length of the training. Online delivery was chosen 15 

to increase accessibility (Creswell et al., 2024). The training package was accessed via a 16 

single link. The link was hosted by Jisc and supported participants through each step. The 17 

link provided access to all forms and questionnaires, and embedded the training videos.   18 

The training video scripts and animation were written and developed by HLW. The 19 

videos were created using VideoScribe, which has been successfully used to create similar 20 

videos in the past (Nicola, 2023). The video voiceovers were recorded using Audacity 21 

software. Videos were hosted privately on YouTube and integrated into the Jisc 22 

programme. The content of the videos was heavily influenced by ‘ACT for treating children: 23 

The essential guide to acceptance and commitment therapy for kids’ (Black, 2022). 24 
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The training was designed for the carers of children with a LTHC and was not 1 

delivered to the children directly. The first video introduced the purpose of the training and 2 

what it would involve. The video detailed what anxiety is, anxiety symptoms, and introduced 3 

the concept of the fight, flight and freeze responses (Cannon, 1929). This video 4 

also discussed the prevalence of anxiety amongst children with LTHCs, the rationale for 5 

why caregivers are participants for the study, and introduced key concepts of ACT (Hayes et 6 

al., 1999).   7 

The second video covered ACT-based metaphors and strategies that caregivers could 8 

consider implementing with their child. The metaphors included ‘Passengers on 9 

the Bus’ (Hayes et al., 1999) and ‘The Sky and The Weather’ (Bennett & Oliver, 10 

2019).  Exercises included ‘Put your worries on a cloud’ (Contextual Consulting, 2024) / 11 

‘Leaves on a Stream’ (Webster, 2011), ‘Don’t think about the Purple Elephant’ (Hayes et al., 12 

2011), and the ‘Blowing Bubbles’ exercise (Black, 2022). The ‘Don’t think about the purple 13 

elephant’ exercise was adapted from the ‘Don’t think about the chocolate cake’ exercise 14 

(Hayes et al., 2011) due to dietary restrictions which some children with a LTHC may have.   15 

The final video focused on self-compassion, highlighting the common occurrence of 16 

being self-critical amongst those who are anxious. The video included a self-17 

compassion letter writing exercise for both the child and parent (Black, 2022;  Coyne & 18 

Murrell, 2009). The importance of a self-compassion exercise for parents was highlighted by 19 

PPI who felt it was important to acknowledge the challenges carers can face and normalise 20 

this experience.   21 

Links to the videos are found in Appendix L. 22 

Measures  23 

Demographic Questionnaire  24 
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Demographic information was collected regarding age, gender, ethnicity, and previous 1 

mental health training for the participant. Information regarding child’s age, physical health 2 

diagnosis, time since diagnosis, and previous input from psychological services for the child 3 

was also collected. This enabled analysis between participants’ and their child’s demographic 4 

factors and their responses to the training.  5 

Parent Attitudes, Beliefs, and Understanding about Anxiety (PABUA) (Wolk et al., 2016)   6 

To assess any change in knowledge, the PABUA measure was completed pre- 7 

training and 2-weeks post completion. The measure was designed to evaluate parental beliefs 8 

about their child’s anxiety, as well as their perceived ability to cope and manage their child’s 9 

anxiety. It also aims to assess the parents understanding of parenting strategies in response to 10 

their child’s anxiety (Wolk et al., 2016).  11 

From current research, the PABUA has demonstrated convergent and divergent 12 

validity, as well as adequate to good internal consistency (Cronbach’s α = .83) (Wolk et al., 13 

2016). Despite limited research, the measure was chosen as it was viewed as the most 14 

relevant measure to address the desired outcome. When completing the measure, participants 15 

were asked to base their responses in relation to the child with a LTHC, as their responses 16 

based on their other children may differ.  17 

Structured Feedback Questionnaire  18 

The structured feedback questionnaire was developed in collaboration with PPI for 19 

the purpose of this study. The measure focused on feasibility and accessibility elements, such 20 

as the consent process, video content, timing, and format of the videos. The questionnaire 21 

employed a Likert scale, which are commonly used to gage understanding of participants 22 

opinions (Willits et al., 2016). These date were collected immediately after completion of the 23 

training.   24 
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Follow-Up Structured Feedback Questionnaire   1 

The follow-up structured feedback questionnaire was also developed in collaboration 2 

with PPI representatives and used a Likert scale. The measure focuses on participant’s 3 

experiences of the training and reviews their use of the suggested strategies. These data were 4 

collected at the 2-week follow-up.  5 

Procedure  6 

Following ethical approval, adverts were disseminated via gatekeepers and social 7 

media. The link was active from September 2025-February 2026. Participation was optional 8 

and participants were offered to be entered in a prize draw for completing the study. The link 9 

took participants to the information sheet and consent form, to be read 10 

and signed. Participants were then automatically taken to the online pre-training measures, 11 

consisting of the demographic and PABUA questionnaires. Participants could then access 12 

the training videos. Participants were also provided with a PDF to download with reminders 13 

of the strategies within the training. They were they were presented with the post-training 14 

questionnaires. Participants were provided with the debrief form. In line with PPI guidance, 15 

this process took no longer than 60 minutes.   16 

Two weeks later, if participants had consented to complete the follow-up, they were 17 

emailed with links to repeat the PABUA and the complete the follow-up structured 18 

questionnaire.  19 

Ethics  20 

Ethical approval was granted by NHS Health Research Authority (IRAS project ID: 21 

349484, REC reference: 25/SW/0067). Participants all provided informed consent online, as 22 

detailed in the procedure.   23 
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Analysis Plan  1 

SPSS Statistics Version 29 was used to conduct quantitative analysis. Analysis of the 2 

demographic and feedback questionnaires was descriptive. This involved reporting 3 

frequencies, percentages, means, and standard deviations. Recruitment and drop-out 4 

rates were also recorded.  5 

Change in knowledge following the training was measured using a Wilcoxon Signed-6 

Rank Test (paired-sample T-Test non-parametric equivalent), using the total scores from the 7 

PABUA measure, pre-training and the follow-up. Measures were matched via participant ID 8 

numbers.   9 

Qualitative data from the structured feedback and follow-up structured feedback 10 

questionnaires were analysed using content analysis. The questions included: ‘If you feel 11 

another format for the training would have been more appropriate, please specify’; ‘Please 12 

provide any further comments about the training’; ‘Please specify any challenges you have 13 

faced with using the training’; ‘Do you have any general feedback which has not otherwise 14 

been covered?’  15 

Results 16 

Demographic Data  17 

Frequencies and percentages of all demographic data are summarised in Table 3.1 and 18 

3.2.  Seventeen participants were recruited at baseline, with eight completing the follow-up. 19 
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Table 4.1  

Frequencies and percentages of participant demographics and characteristics.   

Variable  Demographic  Frequency (n = 17)  Percentage 

(%)  

Relationship with child  Mother  

Father  

Parent (unspecified)  

Caregiver  

10  

4  

2  

1  

58.82  

23.53  

11.76  

5.88  

Age  25-34  

35-44  

45-54  

55-64  

3  

8  

4  

2  

17.65  

47.60  

23.53  

11.76  

Gender  Female  

Male  

13  

4  

76.47  

23.53  

Ethnicity  White (British, English, Welsh, Scottish, Northern Irish, Irish, Irish 

Traveller, and other white background)  

Asian (Indian, Pakistani, Bangladeshi, Chinese, any other Asian 

background)  

Black (African, Caribbean or any other black background)  

15  

  

1  

  

1  

88.24  

  

5.88  

  

5.88  
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Previous mental health 

training  

Yes  

• Peer support worker  

• Mandatory training as part of job role  

• Professional training adjacent to mental health coach preparation  

• Parent led CBT via Well-being Hub 

No  

7  

• 2  

• 3  

• 1  

• 2  

10  

41.18  

• 11.76  

• 17.65  

• 5.88  

• 11.76  

58.82  
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Table 4.2  

Frequencies and percentages of participant’s demographics and characteristics of their child.   

Variable  Demographic  Frequency (n = 17)  Percentage (%)  

Age of child (years)  6  

7  

9  

10  

11  

12  

3  

2  

5  

4  

1  

2  

17.65  

11.76  

29.41  

23.53  

5.88  

11.76  

Attend school  Yes  

No  

16  

1  

94.12  

5.88  

More than one physical health 

diagnosis  

Yes  

No  

5  

12  

29.41  

70.56  

Diagnosis  Coeliac disease  

Autoimmune urticaria  

Ulcerative colitis  

Severe allergy  

Crohn’s disease  

Congenitally corrected transposition  

1  

1  

1  

2  

1  

1  

5.88  

5.88  

5.88  

11.76  

5.88  

5.88  
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of the great arteries  

Renaud’s syndrome  

Asthma  

Epilepsy  

Diabetes  

Short stature   

  

1  

6  

3  

2  

1  

5.88  

35.29  

17.65  

11.76  

5.88  

  

Time since diagnosis  < 1 year  

1-2 years  

2-3 years  

3-4 years  

7-8 years  

8-9 year  

9-10 years  

11-12 years  

4  

3  

4  

1  

2  

1  

1  

1  

23.53  

17.65  

23.53  

5.88  

11.76  

5.88  

5.88  

5.88  

Classified as disabled  Yes  

No  

4  

13  

23.53  

76.47  

Previous input from psychological 

services  

Yes  

• ADHD assessment  

• Mental health assessment  

• Therapy   

3  

• 1  

• 1  

• 1  

17.65  

• 5.88  

• 5.88  

• 5.88  
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No  14  82.35  
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Acceptability and Feasibility Findings 1 

Table 4.3  2 

Means and standard deviations of structured feedback questions.  3 

  Item  Mean  SD  

Training Videos  1. The video was helpful for caregivers.  4.65  0.49  

  2. The video content was applicable to me.  4.41  0.71  

  3. The content was interesting.  4.41  0.80  

  4. The training feels important for caregivers  

of children with long term health conditions.  

4.59  0.62  

  5. The training was appropriate for paediatric 

health settings.  

4.35  0.93  

  6. The pacing of the video was appropriate  4.47  0.87  

  7. The video format was appropriate.  4.71  0.47  

  8. I feel another format would have been 

more appropriate for the training.  

2.12  1.05  

  9. The length of the training was appropriate.  4.29  1.05  

  10. Following the training, I felt more confident 

in my understanding of anxiety.  

3.94  0.90  

  11. Following the training, I felt more confident 

in supporting my child if they are anxious.  

3.94  0.90  

  12. Following the training, I felt more likely to 

seek psychological support for my child.  

3.47  1.01  

  13. I would recommend the training to others.  4.41  1.00  

Research Process        

  1. The consent process was easy to understand.  4.82  0.39  

  2. I found the questionnaires easy to complete.  4.65  0.79  

  3. I understood what the questionnaires were 

asking me.   

4.53  0.87  

  4. I found it difficult to find enough time to 

complete the research.  

1.94  0.83  

  5. I enjoyed taking part in the research.  4.47  0.62  

Note: SD – Standard deviation; Scale scores ranged from strongly disagree (1) to strongly 4 

agree (5).  5 
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The initial feedback questionnaire item means and standard deviations are shown in 1 

Table 4.3. Results show the training was deemed helpful, applicable and appropriate for the 2 

population, the content was interesting, and felt important. Most reported they felt more 3 

confident in their understanding of anxiety and supporting their child if they were 4 

anxious. Following the training they were also more likely to seek psychological support for 5 

their child. The majority reported they would recommend the training to others.  6 

Research procedures were also rated positively. Participants indicated the consent 7 

process and questionnaires were easy to understand and complete. In general, participants did 8 

not find it difficult to find enough time to complete the training. Most participants agreed 9 

they enjoyed taking part in the research. This indicates acceptability and appropriateness of 10 

the research process.   11 

Recruitment  12 

The recruitment window spanned from September 2025 to February 2026; this was 13 

extended from the initially planned recruitment window which was due to conclude in 14 

December 2025. Seventeen participants were recruited, which is below the initial target of 30. 15 

Although all participants indicated they were happy to be contacted to complete the follow-16 

up stage, only eight participants completed the follow-up two weeks later, showing 17 

a dropout rate of 52.94%.  The online platform used to host the intervention did not allow 18 

access to survey analytic data, so it is not clear how many participants dropped out during the 19 

study prior to completion and at what stage.  Recruitment difficulties suggest poor 20 

feasibility. The sample diversity was also limited due to recruitment difficulties. 21 

 22 

 23 

 24 
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Follow-up Stage Results  1 

Table 4.4  2 

Means and standard deviations of the follow-up structured feedback questions.  3 

  Item  Mean  SD  %  

Training 

Videos  

1. Since completing the training, I have found the 

content from the training helpful when 

supporting my child.  

3.88  1.46    

  2. Since completing the training, I have found it 

easy to use the content and strategies to  

support the child.  

3.75  1.39    

  3. I have found there have been challenges to 

using the training to support my child.  

2.13  1.13    

  4. Since completing the training, the passengers 

on the bus metaphor has been useful.  

3.50  1.31    

  5. Since completing the training, the sky and the 

weather metaphor has been useful.  

3.75  1.39    

  6. Since completing the training, the put your 

worries on a cloud exercise has been useful.  

3.88  1.36    

  7. Since completing the training, the blowing 

bubbles exercise has been useful.  

3.63  1.41    

  8. Since completing the training, the child  

writing a king and caring letter to themself has 

been useful.  

3.88  1.13    

  9. Since completing the training, writing a kind 

and caring letter to myself has been useful.  

3.00  1.20    

  10. Recommended the training to others.      75  

  
 

      

 Note: SD – Standard deviation; Scale scores ranged from strongly disagree (1) to strongly 4 

agree (5)  5 

Table 4.4 shows the feedback questionnaire item means and standard deviations. 6 

Participants generally agreed that since completing the training they found the content helpful 7 

when supporting their child and have found it easy to apply the contents of the 8 

training. Participants typically disagreed that there had been challenges to utilising the 9 
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training, but one participant identified a challenge as difficulty remembering the different 1 

strategies.   2 

The ‘Put your worries on a cloud’ and the child ‘Writing a kind and caring letter to 3 

themselves’ (child) exercises were reported to be the most useful strategies. Participants 4 

‘Writing a kind and caring letter to themselves’ (carer) was reported to be the least useful 5 

strategy.   6 

Qualitative Feedback 7 

Two participants provided contradicting feedback on the length and pacing of the 8 

videos. One commented that the training was very short, whereas another commented that the 9 

pacing may be too quick for those new to the content. Of the three participants who provided 10 

feedback regarding the training format, two reported that a handout may be helpful to 11 

summarise the information when using it with the child, or as an alternative tool as some 12 

prefer reading information to hearing it. Another highlighted that the PDF was useful and 13 

may be beneficial to highlight this to participants earlier. This qualitative feedback suggests 14 

more focus should be placed on the PDF and varying written forms could be considered to 15 

meet differing learning needs.  16 

Regarding the strategies covered in the training, one participant commented that the 17 

strategies were beneficial to those who were not sure where to start. Three participants 18 

reported finding the strategies helpful and feeling motivated to try them. When asked about 19 

challenges to applying the strategies during the follow-up, one participant commented that 20 

they had difficulty remembering the strategies. This may support other qualitative feedback 21 

surrounding alternative forms to accompany the training and more emphasis placed upon the 22 

PDF available. Two participants commented that there was “little in the training” they didn’t 23 

already know, or that they were already familiar with the approaches covered. Although a 24 
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small sample, these results indicate the training may be more acceptable amongst carers with 1 

no prior training around anxiety.  2 

Preliminary Limited Efficacy Findings  3 

Data were screened for outliers and the assumptions for parametric analysis 4 

were not met. Normality of difference scores for all PABUA subscales were assessed using 5 

the Shapiro-Wilk test. There were no significant deviations from the norm observed 6 

(Overprotection: W = .937, p = .585; Distress: W= .842, p = .078; Approach: W = .948, p = 7 

.686). However, visual inspection of histograms indicated some skewness, and the small 8 

sample size was considered. Therefore, a non-parametric Wilcoxon signed-rank test were 9 

conducted to determine whether there was a significant difference between the pre and post 10 

scores. The significance level was set to p < 0.05. The means, z-values and p-values for the 11 

outcome of the pre and post PABUA measure are presented in Table 3.5.  12 

 Table 4.5  13 

Mean scores and comparisons for carer responses on the PABUA (pre and post).  14 

Subscale  Median Pre-

Training  

Median Post-

Training   

Z  p  

Overprotection   31.50  29.50  -.424  .671  

Distress  14.50  15.00  -.575  .565  

Approach  6.00  10.00  -2.530  .011  

 15 

Comparison of Overprotection scores pre and post training indicate scores did not 16 

significantly change (Z = -.424, p = .671). Similarly, there was no significant difference in the 17 

Distress subscale scores (Z = -.575, p = .565). The Approach subscale scores did show a 18 

significant increase between pre and post training (Z = -2.53, p = .011).   19 

Discussion 20 
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The present study sought to evaluate the feasibility and acceptability of a new training 1 

package designed for carers of children with a LTHC who also experience anxiety. Results 2 

suggest the training package and research procedures were acceptable amongst the small 3 

participant pool. However, the overall feasibility is limited by recruitment and retention 4 

difficulties which requires consideration.  5 

Feasibility and Acceptability 6 

 The training was generally considered acceptable by participants, with participants 7 

highlighting it was applicable, enjoyable, and beneficial to the whole family. Although 8 

comparable trainings are limited, findings are consistent with existing research on parent-led 9 

CBT, where parents reported feeling empowered in supporting their child with anxiety 10 

(Creswell et al., 2023). Given the early onset of anxiety disorders in children (Solmi et al., 11 

2022), high acceptability among caregivers is important. Contributions to early interventions 12 

are key given how symptoms often persist and worsen over time (Fisak et al., 2023).  13 

Follow-up data indicated a slight reduction in acceptability, with lower mean scores 14 

and greater variability. This may suggest the acceptability of the training decreases when 15 

participants begin to apply the strategies in practice, perhaps indicating the research process 16 

was perceived as more acceptable than the implementation of the strategies. These results 17 

should be interpreted cautiously given the small samples. However, this pattern is consistent 18 

with other feasibility studies reporting a decline in engagement over time. For example, a 19 

review reported retention rates as low as 16% in youth mental health intervention studies 20 

(Potts et al., 2025). This perhaps reflects challenges in maintaining engagement and 21 

acceptability of real-world application.   22 

Some qualitative feedback suggested the training concepts were limited and did not 23 

introduce new approaches which participants were not already familiar with. This feedback 24 
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was provided by carers who had already completed mental health training and whose children 1 

had already received psychological support. This may indicate that the training is more 2 

acceptable and beneficial among carers with little or no prior experience. This highlights the 3 

importance of considering participants’ baseline knowledge when designing interventions. 4 

There is potential need for tailored or stepped training to adapt to the caregiver’s prior 5 

knowledge and experience. Consideration should be given to targeting this training to those 6 

seeking introductory level support for anxiety.  7 

Qualitative feedback also highlighted additional supporting materials may be 8 

beneficial. This may reflect the needs to accommodate to participants’ differing learning 9 

needs, as some may require supplementary written or visual materials to consolidate their 10 

understanding. In line with previous research, the videos incorporated a narrative 11 

commentary, optional subtitles and visual aids which included texts and animations (Nicola, 12 

2023). Further development to the additional materials could enhance the acceptability and 13 

effectiveness of the training for differing learning styles.  14 

Despite numerous recruitment avenues being utilised, recruitment and retention rates 15 

were low. These difficulties are widely reported in paediatric research (Bencheva et al., 2024; 16 

Canter et al., 2020; Hudson et al., 2017; Van Driessche et al., 2023). Canter et al (2020) 17 

highlighted the importance of flexibility and ease of access and use of intervention, which 18 

this study tried to allow for. They also outlined the importance of working with parental 19 

stakeholders at all phases of study design and implementation. Although PPI were consulted 20 

in the study design process, they were not consulted at implementation. Further collaboration 21 

with PPI at this stage could have helped to identify and address possible barriers to 22 

recruitment. Of note, a review conducted by Wakefield et al. (2017) amongst oncology 23 

paediatric studies reported recruitment rates can be improved if parents are approached 24 

during treatment or at the time of diagnosis. The eligibility criteria for this study prevented 25 
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caregivers taking part if their child had received a diagnosis in the past month, which may 1 

have impacted recruitment rates. However, the review did involve oncology departments 2 

which were not included in this study and the severity of the condition may impact this.  3 

Studies have reported that in-person, face-to-face recruitment is most efficient (Hung 4 

et al., 2024), hence the attendance of clinics by HLW, but this did not appear to increase 5 

recruitment rates. Van Driessche et al. (2023) recommended closely involving recruitment 6 

sites before the start of the study, which this study did for three of the four research sites. 7 

They also recommended offering monetary incentives. Following initial recruitment 8 

difficulties, ethical amendments were made to include this as part of the recruitment strategy. 9 

Furthermore, they suggest exploring other recruitment sources such as social media, making a 10 

video to advertise the study and using email lists. All these strategies were employed, as well 11 

as reaching out to relevant charities.  12 

Research has considered why recruitment and retention rates may be particularly 13 

challenging amongst this population. Factors which are thought to be influential include the 14 

well-being of caregivers. Thomas et al. (2024) reported parents in their study exhibited mild 15 

levels of distress, with 26-40% experiencing moderate or higher levels of depression, anxiety 16 

or stress. Hudson et al. (2017) reported the often-unpredictable course of the child’s illness 17 

may influence caregiver recruitment, as well as the perceived burden of participating. Hudson 18 

et al. (2017) was however conducted amongst children with life-limiting or life-limiting 19 

conditions and therefore results should be applied cautiously.  20 

The sample characteristics suggested that both male and female participants of a 21 

mixture of ages could be recruited for the training. A large proportion of the sample were 22 

white ethnicity and therefore results cannot be widely generalised. This is in line with other 23 
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research which has identified barriers to recruiting parents from ethnic minority groups 1 

(Bencheva et al., 2024). 2 

Preliminary Limited Efficacy Findings  3 

Preliminary findings suggest the training package shows some promise. No 4 

significant differences were observed between pre and post Overreaction and Distress scores 5 

(Overprotection: W = .937, p = .585; Distress: W= .842, p = .078), whereas a significant 6 

difference in Approach scores was reported (W = .948, p = .686). This suggests the training 7 

did not impact carers’ beliefs around protecting their child from anxiety or their emotional 8 

discomfort when their child is anxious, but did influence their beliefs around encouraging 9 

their child to face anxiety-provoking situations. A possible explanation for this may be the 10 

brief nature of the training whereby approach-based strategies may be more amenable to 11 

change, whereas overprotection beliefs and distress may require more intensive interventions 12 

to observe change. Results should be interpreted cautiously due to the small sample size, 13 

resulting in low statistical power.  14 

Strengths and Limitations 15 

This study differs from other training available to caregivers which targets supporting 16 

anxiety of children with a LTHC. To our knowledge it is the first single-session, online 17 

training based on ACT principles.  This feasibility study enabled assessment of the research 18 

processes and consideration of refinements needed prior to conducting more thorough testing 19 

(Bowen et al., 2009; Orsmond & Cohn, 2015). 20 

Utilising PPI in the development of the study is a key strength and in line with 21 

expectations of the NHS Health Research Authority (2025). The use of PPI likely improved 22 

the quality and consequential impact on findings (Crocker et al., 2017; Evans et al., 2015) by 23 
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providing fresh insights, improving understanding of the population and highlighting 1 

potential barriers to research (Brett et al., 2014). 2 

Online delivery addresses a priority area outlined by NICE guidelines to enable digital 3 

care within children’s mental health services (NICE, 2023). The online training also limited 4 

researcher burden in terms of delivery. However, the online platform did not allow 5 

exploration of survey analysis. This meant it was not possible to assess drop-out rates at 6 

different stages, which may have improved ability to identify barriers to inform future 7 

research.  8 

A key limitation of this study were the significant recruitment and retention 9 

difficulties. The small sample size reduces the feedback provided on the training yet does 10 

provide reflections on the feasibility of the training. Although not a key focus of this study, 11 

the small sample size also resulted in poor statistical power, thus reducing the reliability to 12 

detect a real difference (Shreffler & Huechker, 2020). A possible explanation for the 13 

recruitment difficulties may be because of the increased stress and anxiety caregivers may 14 

already be facing. The training added to their load and was designed to equip them to support 15 

their child, rather than provide them with support directly. The training may have been more 16 

appealing to carers if the training was designed to support them, in order to then enable them 17 

to support their child. 18 

The limited sample also had a lack of diversity in terms of gender and ethnicity. 19 

Fathers have been found to be significantly underrepresented in research (Cabrera et al., 20 

2018). Father-focused ads are deemed essential in father recruitment, as opposed to parent-21 

focused ads (Yaremych & Persky, 2024). As well as gender differences, a lack of diversity of 22 

ethnicity may also constrain the generalisability of the results.  Difficulty in recruitment of 23 

ethnic minority participants is widely reported, which creates challenges as results cannot be 24 
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generalised across ethnicities (Brown et al., 2014; Pardhan et al., 2025; Waheed et al., 2015). 1 

Future efforts should be made to ensure the voices of underreported groups are heard, 2 

addressing barriers to ensure greater understanding of feasibility and acceptability across a 3 

range of backgrounds.  4 

It is important to note the limited evidence which underpins the training. Although 5 

ACT has an expanding evidence base amongst a range of psychological contexts (REF), there 6 

is currently limited evidence for its use as to support anxiety in children with LTHC, via 7 

parent-led interventions. Existing ACT research predominantly focusing on therapist-8 

delivered interventions. The training therefore involved drawing upon ACT principles and 9 

adapting them for the specific population, rather than replicating an established evidence-10 

based protocol and amending it to meet the needs of the training. Furthermore, evidence for 11 

digitally delivered ACT psychoeducation remains limited. Therefore, the training expands 12 

beyond the existing evidence base. Although this is acceptable for a feasibility study, the 13 

extent to which the training can be considered evidence-based is limited due to the current 14 

gaps in research.  15 

Future Research 16 

As the training shows promise, further research is warranted. This feasibility study 17 

has allowed for understanding of important parameters for the design of the main study. A 18 

pilot RCT would act as a smaller version of the full RCT. Pilot studies have been found to 19 

assess more study elements than feasibility studies and test whether components of the main 20 

study can work together (Blatch-Jones et al., 2018). A pilot RCT could address the discussed 21 

limitations of this study. 22 

A longer follow-up period was considered for this study, but due to timeframe 23 

restrictions it was not possible. A longer follow-up period to understand the long-term 24 
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impacts of the training should be incorporated. All data should be collected using an 1 

alternative online platform to allow for in-depth survey analytics to increase understanding of 2 

dropout during different stages of the study. The further use of PPI could improve 3 

understanding of barriers in recruitment and retention and attempt to address the sampling 4 

gaps outlined. 5 

Conclusion 6 

This study explored the feasibility and acceptability of a novel, ACT-based psychoeducation 7 

training for carers of children with a LTHC and anxiety. Results indicate the training was 8 

deemed acceptable by the small number of carers who participated, and shows promise in 9 

changing parents beliefs in how they would approach and respond to their child’s anxiety. 10 

However, there were significant recruitment and retention difficulties which reduces the 11 

generalisability and overall feasibility of the training. Refinement is needed to evaluate the 12 

training amongst a larger sample within a pilot RCT to continue to assess the feasibility of the 13 

training and draw conclusions around the effectiveness of the training.  14 

 15 

 16 

 17 

 18 
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 22 
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Chapter Five: Discussion and Critical Evaluation 1 

The research discussed in this thesis aimed to examine the parental well-being support 2 

provided during paediatric admissions. This thesis also examined the feasibility, acceptability, 3 

and limited efficacy of a newly developed, online training based on ACT principles, for 4 

carers of children with a long-term health condition (LTHC) who experience anxiety. This 5 

chapter provides an overview of the findings of each study, as well as a discussion around the 6 

strengths, limitations, and recommendations for future research. The chapter also includes 7 

discussions on the implications of the research. 8 

Summary of Findings 9 

Systematic Review 10 

 A previous review identified parental support interventions to be associated with 11 

improvement in emotional outcomes (Doupnik et al., 2017). However, the review included 12 

studies as far back as 1988. Health interventions have progressed significantly and therefore 13 

parental experiences are likely to differ greatly. This thesis is an updated analysis of the 14 

effectiveness of interventions offered for parents during paediatric inpatient stays. The review 15 

did not include studies in the neonatal setting as it was felt carers circumstances would 16 

significantly differ to other paediatric ward settings. Four electronic databases were 17 

systematically searched (CINAHL, Medline, PsycInfo, and Scopus) and ten studies met the 18 

inclusion criteria. Three key intervention areas were identified: Psychological/Skills-based, 19 

Mind-body, and Entertainment/ Player-based interventions. Overall, interventions were 20 

generally found to be effective in improving parental well-being. Of note, the quality of 21 

evidence varied and was impacted by small sample sizes, short follow-up periods and 22 

predominantly female participants.  23 

Empirical Study 24 
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Children with LTHCs are at an increased risk of mental health difficulties (Bennet et 1 

al., 2015; NICE, 2019; NICE; 2022), in particular anxiety (Togethoff et al., 2015). There is 2 

currently a gap in the research relating to single-session training available to this population 3 

which meet their unique needs. In an attempt to address part of this need, a training package 4 

focused on Acceptance and Commitment Therapy (ACT) principles was developed and its 5 

feasibility evaluated. A digital approach for delivery was chosen in line with NHS guidelines 6 

(NICE, 2023). Results indicated that the training was generally acceptable and received 7 

positive feedback. However, there were significant challenges in relation to recruitment and 8 

retention rates, raising concerns regarding the feasibility of the training. Refinement is needed 9 

prior to conducting a pilot randomised controlled trial (RCT).  10 

Strengths, Limitations and Future Research 11 

This portfolio is of clinical relevance, given its attempt to address a genuine service gap. 12 

There appears to be a lack of structured support available for carers during paediatric 13 

hospitalisations. The review attempts to understand the effectiveness of different 14 

interventions which could then guide future decisions around support to be offered during the 15 

acutely stressful period. Similarly, the empirical project aligns with NHS priorities in 16 

addressing the current minimal integration of physical and mental health services (NICE, 17 

2019). It also utilises a digital-based approach which is outlined in the NICE guidelines 18 

(NICE, 2023).  19 

Unlike the other review (Doupnik et al., 2017), the decision was made to not include 20 

neonatal wards in the review. This narrowed the papers included in the review. The decision 21 

was made as it was felt the experiences and needs of parents in these wards were likely to 22 

significantly differ to parents of older children in paediatric wards. This therefore strengthens 23 

conclusions made around this specific population group.  24 
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A strength of the review was its methodological rigour. The review was registered on 1 

PROSPERO prior to the review being conducted and it aligned with PRISMA guidance. The 2 

use of a second screener and MMAT appraisal tool improved the reliability of the review. Use 3 

of a narrative synthesis was appropriate as the topic included a large heterogeneity of 4 

interventions and outcome measures and the narrative synthesis allowed for comparisons to 5 

be made (Popay et al., 2006).  6 

Although conducting a narrative synthesis was appropriate given the heterogeneity of 7 

studies, the lack of meta-analysis meant no pooled effect sizes were calculated (Giannoudis & 8 

Papakostidis, 2023). In comparison, narrative syntheses rely on descriptive summaries 9 

(Popay et al., 2006) and are therefore more subjective. The review also included pilot studies 10 

which further reduces the evidence strength and statistical power of the studies is impacted, 11 

consequently decreasing the ability to detect real changes (Shreffler & Huecher, 2020).  12 

When considering the empirical study, it has relevance in the real-world context. As 13 

far as we are aware, it is the first single-session, online training based on ACT principles for 14 

this population. The use of a feasibility study was therefore appropriate to understand 15 

acceptability and feasibility elements, and for identifying barriers to implementation, prior to 16 

conducting a RCT (Blatch-Jones et al., 2018). ACT is an emerging treatment in supporting 17 

the well-being children (Konstantinou et al., 2023; Parmar et al., 2021) but is relatively 18 

under-researched. A carer targeted approach is considered a potential cost-effective solution 19 

to improving early access to support (Creswell et al., 2023; Creswell et al., 2024) and is in 20 

line with digitally enabled child’s mental health care priority (NICE, 2023).  21 

However, the digital approach may have privileged carers who are digitally confident 22 

and have access to an electronic device to complete the training, thus not meeting the needs 23 

of the wider population. As this was an initial feasibility study, it was not possible to make 24 
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cultural adaptations to the training package. This means the needs of minority groups may not 1 

have been met, which may reflect barriers to recruiting those from ethnic minority 2 

backgrounds (Brown et al., 2014). Future research should therefore consider how carers who 3 

have less access to digital devices can access the training, such as providing devices during 4 

medical appointments for carers to complete the training at the time of the appointment, and 5 

for cultural adaptations to be made to the training in order to make the training more 6 

accessible.  7 

Research has highlighted that children with LTHCs are at an increased risk of 8 

developing mental health difficulties (Bennet et al., 2015; NICE, 2019; NICE, 2022). 9 

Although the training is designed to be psychoeducational rather than a formal intervention, 10 

the single session is unlikely to offer adequate support to meet the needs of those 11 

experiencing greater distress. However, the training does outline when the strategies 12 

discussed in the training are most appropriate to use and signposts participants to other 13 

helpful resources and helplines if needed. Furthermore, the inclusion criteria did not allow for 14 

carers of children who had received their diagnosis in the past month, as it was felt these 15 

carers could be experiencing acute stress at the time which this training would not offer 16 

suitable support for. Feedback from the training suggests it may be most suitable to carers 17 

who had not received any prior support and therefore may be relevant for carers of newly 18 

diagnosed children. Future research should consider the inclusion of parents of newly 19 

diagnosed children to examine the acceptability and feasibility of the training amongst this 20 

unique population. 21 

Overall, this thesis attempts to address a specific population with a clinical need; 22 

parents of children during hospitalisations and children with LTHCs. The portfolio focuses on 23 

real-world challenges faced by this population. Research has established that parents can 24 
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experience acute distress during hospitalisations, yet limited interventions appear available to 1 

them during this time. Furthermore, both studies consider the challenges and integration of 2 

physical and mental healthcare (NICE, 2019), working towards a holistic approach within 3 

paediatric care.  4 

A key limitation of the portfolio to consider is the poor generalisability of the results. 5 

All studies included in the review were conducted in Asia or the USA, and the empirical 6 

study did not reach the recruitment criteria of 30 participants (n = 17). The limited samples 7 

raise questions regarding how well the samples reflect real service demographics and the 8 

strength in which results can be generalised. Barriers to recruitment and retention should be 9 

explored with Participant and Public Involvement (PPI) prior to conducting a RCT. 10 

Adequately powered samples should also be a focus for future research. If wishing to 11 

generalise results of the review to models such as the NHS, future reviews should focus on 12 

publicly funded healthcare systems as funding is important to consider in terms of 13 

accessibility of the interventions. Furthermore, both papers had predominately female 14 

participants. This limits the applicability of results to males and other care givers. This is a 15 

common issue within research (Harniess et al., 2023), and future research should consider the 16 

use of male and/or father specific recruitment strategies to address this limitation. 17 

This thesis did not account for long-term impacts of the interventions or training. The 18 

review included short follow-up periods of up to three months, with the most studies not 19 

analysing impacts at a follow-up at all (n = 6), and the empirical paper used a brief two-week 20 

follow up period. Short follow-up periods do not allow for examination of whether the 21 

potential benefits are sustained. Future research should include longer follow-up periods to 22 

understand whether observed effects are maintained. 23 
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A limitation across both papers is the use of self-report measures to assess outcomes. 1 

Although their use was practical and appropriate (Pavlov et al., 2021), they are vulnerable to 2 

bias. For example, participants may underreport distress due desire to appear to be managing 3 

with their child’s health condition and/or hospitalisation, or due to social desirability (Latkin 4 

et al., 2017). Results may therefore reflect response-bias rather than psychological changes. 5 

Self-report measures only capture perceived change, as opposed to objective behavioural 6 

outcomes, which limits the conclusions drawn for real world implications. Overall, the 7 

reliance on self-report measure reduces the value of implications which can be made from the 8 

portfolio. Research should consider clinician-rated or observational data to enhance the 9 

strength of inferences made.  10 

Clinical and Theoretical Implications 11 

This thesis highlights the important role carers play in their child’s psychological well-being. 12 

There are established links between carer and child well-being (Michals & Reeder, 2023). 13 

The review examined how interventions can improve parental well-being during paediatric 14 

admissions, whereas the empirical study aimed to equip carers with ACT-based strategies to 15 

support their child's anxiety in relation to their LTHC. Combined, the portfolio suggests a 16 

family approach to child well-being within paediatric healthcare is important, supporting the 17 

integration of carer interventions within paediatric pathways. Services should not offer solely 18 

interventions directed at children; services should also offer interventions and 19 

psychoeducation training for carers, to support their well-being and consequently the child’s 20 

well-being (Michals & Reeder, 2023), as well as to equip carers to support with the child’s 21 

anxiety management. Equipping carers at home may reduce the intensity of resources 22 

required to support the child. The integration of carer targeted support may be particularly 23 

appropriate in paediatric settings whereby children may already feel overwhelmed with 24 



  95 

WELL-BEING IN PAEDIATRIC CARE: SUPPORT FOR CHILDREN AND CARERS 

   

 

medical appointments, causing them to miss school and other activities (Creswell & Willetts, 1 

2019).  2 

The portfolio further supports the integration of physical and psychological 3 

healthcare. Despite the distress which can be caused by paediatric admissions (Alzawad et al., 4 

2021; Franck et al., 2015; Oxley, 2015; Tsironi & Koulierakis., 2018; Zdun-Ryzewska et al., 5 

2021), the small number of studies included in the review highlights the lack of interventions 6 

available to support parents during this time, particularly outside of the USA and Asia. 7 

Incorporating standardised screening of parental well-being during admission could help 8 

detect early impacts on well-being, shaping the support which is offered to carers, potentially 9 

reducing the long-term impact traumas from hospitalisation periods can have.  10 

Given the high-demand and limited resources commonly faced in current NHS 11 

services, there is scope for non-labour intensive and scalable interventions. Online delivery 12 

allows for flexibility around carer responsibilities, as well work and attending medical 13 

appointments. However, the significant recruitment and retention difficulties faced in the 14 

empirical study indicate that interventions and training require integration into care pathways, 15 

as well as buy-in and collaboration amongst healthcare teams to improve engagement.   16 

A further clinical implication to consider is around preventative care. Both studies 17 

examined interventions when the carer or child are experiencing distress. If psychoeducation 18 

and training were offered prior to escalation in symptoms, this may help to prevent an 19 

increase in severity. This shift would reflect the focus on prevention and early intervention 20 

(Royal College of Paediatrics and Child Health, 2018). 21 

In terms of theoretical implications, the empirical paper supports the use of ACT 22 

based approaches in paediatric settings. ACT aims to enhance well-being by reducing the 23 

impact of upsetting thoughts and feelings via acceptance (Harris, 2019). This is crucial within 24 
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a health setting where stressors are typically ongoing yet out of the control of the individual. 1 

Despite the advantages of ACT, it is a less widely established approach. Although further 2 

research is required with fully powered samples, this research can contribute to the growing 3 

evidence base of ACT approaches amongst this population.   4 

The findings of this portfolio support the use of family focused approaches to anxiety 5 

and well-being, as opposed to individualised concepts. A focus should be placed on carer 6 

processes. The paper emphasises the influential role of the caregiver in the impact of their 7 

well-being on the child, as well as how they respond to their child’s anxiety. This aligns with 8 

the biopsychosocial model (Julian & Lumeng, 2022) and encourages the consideration of 9 

systemic thinking within paediatric psychology.  10 

Conclusions 11 

Taken together, this portfolio highlights the need for effective interventions to support the 12 

well-being of carers during paediatric admissions, as well as the value of training aimed at 13 

carers to support with their child’s anxiety. Carers can experience intense distress during 14 

admissions, yet little research has examined what support should be made available. The 15 

review highlighted that generally interventions were found to be effective, but no studies 16 

were included which used an NHS type model. The thesis also contributes to the 17 

development of an online, single-session, ACT based training package for carers of children 18 

with a LTHC. The training showed promised but faced significant recruitment and retention 19 

difficulties. Overall, the portfolio is of clinical relevance. However, the poor generalisability 20 

of the results and lack of understanding surrounding the long-term impacts of the 21 

interventions and training should be addressed. This thesis highlights the role of parents 22 

within paediatric psychology and supports the further integration of physical and 23 

psychological care.   24 
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Appendix B 1 

Search Terms and Syntax for Systematic Review 2 

Database Search Terms 

  ("mental health" OR "psychological wellbeing" OR "emotional wellbeing" 
OR "psychological distress") AND (parent* OR caregiver* OR “carer”) AND 
(hospitalised child* OR hospitalized child OR "paediatric patient" OR 
“pediatric patient” OR inpatient child* OR “PICU”) AND (“intervention” OR 
therap* OR “psychological support” OR "emotional support") AND (“stress” 
OR anxi* OR depress* OR “distress”) 

Medline ((MH "Mental Health") OR (MH "Stress, Psychological") OR (MH "Anxiety") 
OR  
(MH "Depression") OR (MH "Well-Being") OR TX ("psychological well-
being" OR "emotional well-being" OR "psychological distress") OR TX 
(stress OR anxi* OR depress* OR distress) AND ((MH "Parents") OR (MH 
"Caregivers") OR  TX (parent* OR caregiver* OR carer*)  AND ((MH "Child, 
Hospitalized") OR (MH "Child") OR  
(MH "Inpatients") OR (MH "PICU, Pediatric, Paediatric") OR TX 
("hospitali?ed child*" OR "paediatric patient*" OR "pediatric patient*" OR 
"inpatient child*") AND ((MH "Intervention Studies") OR (MH 
"Psychotherapy") OR (MH "Psychological Techniques") OR (MH "Social 
Support") OR (MH "Stress Management") OR TX (intervention* OR therap* 
OR "psychological support" OR "emotional support") 

PsychINFO ((DE "Mental Health") OR (DE "Psychological Well-Being") OR (DE 
"Stress") OR (DE "Anxiety") OR (DE "Depression") OR TX ("psychological 
distress" OR "mental health" OR "psychological well-being" OR "emotional 
well-being") OR TX (stress OR anxi* OR depress*) AND ((DE "Parents") 
OR (DE "Caregivers") OR  
TX (parent* OR caregiver* OR carer*) AND ((DE "Hospitalized Children") 
OR  
(DE "Children") OR (DE "Inpatients") OR TX ("hospitalized child*" OR 
"paediatric patient*" OR "pediatric patient*" OR "inpatient child*" OR PICU) 
AND ((DE "Psychotherapy") OR (DE "Stress Management") OR (DE "Social 
Support") OR  
TX (intervention* OR therap* OR "psychological support" OR "emotional 
support") 

CINAHL ((MH "Mental Health+") OR (MH "Psychological Stress+") OR (MH 
"Anxiety") OR (MH "Depression+") OR (MH "Well Being") OR TX 
("psychological distress" OR "mental health" OR "psychological well-being" 
OR "emotional well-being") OR  
TX (stress OR anxi* OR depress*) AND ((MH "Parents") OR (MH 
"Caregivers") OR  
TX (parent* OR caregiver* OR carer*) AND 
((MH "Hospitalized Children") OR (MH "Inpatients") OR (MH Pediatric") OR  
TX ("hospitali?ed child*" OR "paediatric patient*" OR "pediatric patient*" OR 
"inpatient child*" OR PICU) AND 
((MH "Psychotherapy") OR (MH "Stress Management") OR (MH "Social 
Support") OR (MH "Intervention Studies") OR  
TX (intervention* OR therap* OR "psychological support" OR "emotional 
support") AND ((MH "Stress, Psychological") OR (MH "Anxiety") OR (MH 
"Depression") OR X (distress) 
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