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The big questions for research in DDP therapy

• How do we replicate the vital ingredients amongst the beautifully human 
and idiosyncratic moments we have seen today?
• How do we remain faithful to that richness whilst also developing the 

evidence base which moves us into numbers rather than stories?
• How do we recognise and measure the deep difficulties including the 

neurobiological ones and how they change?
• Emotional regulation seems important here
• Tears not fears

• How do we mobilise support for the type of evidence which families and 
commissioners want/need?



• First time exploration of grouped experiences of DDP therapy 
by parents in the UK conducted by Dr Megan Wingfield 
(University of Oxford) supervised by BGS with help from Kim
• Published in Clinical Psychology and Psychiatry
• Adds to existing research and evidence base for DDP practice 

and parenting 
• Follows on from NICE recommended studies on attachment 

(2015)
• Part of the stepped approach to evidence gathering
• Assists with informing service related research and 

ultimately an RCT of DDP which is in application now

Background to qualitative study



NIHR open call application led by Prof Helen 
Minnis, University of Glasgow

• Three phase study
• Phase one: Syndemics approach to each trial site
• Phase two: Single blind feasibility study
• Phase three: RCT of between 130-190 families either DDP or SAU
• Submitted September 2018
• See DDP connects website for updates and news which also has:
• Research Committee , Guidance for Measures & Published studies
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Problem, Inputs and Outcomes

Macro theory – reduction in family isolation; 
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Achieved within DDP sessions by using the DDP principles:
-Playfulness, Acceptance, Curiosity and Empathy (PACE)
-Intersubjective, co-regulating, affective/reflective dialogue
-Relational Safety
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Does DDP do exactly what it says on the tin?





Method

• Interpretative phenomenological analysis (IPA). 
• IPA allows for the interpretation of peoples’ lived 

experience and the personal meaning given to 
them (Smith, Flowers, & Larkin, 2009) 
• To allow for comparison, was the same 

methodology used in a qualitative study of 
adoptive parents who received a DDP informed 
parenting group (Hewitt, Golding & Gurney-
Smith, 2018). 
• Essentially analysis is a sifting process-conducted 

by Megan Wingfield



Sample & Recruitment

• The following inclusion criteria were used to enhance sample 
homogeneity:
• Adoptive parents who completed DDP with a certified DDP clinician or 

clinician in the practicum,
• who completed at least six DDP sessions & 
• who completed DDP within twelve months of interview to ensure good recall.

• DDP practitioners were emailed about the project and asked to 
provide information to potential participants. 
• Parents were able to opt in by contacting the researcher (MW) or 

clinician known to them.



Participant 

Pseudonym

Gender Age Sexual Orientation Ethnicity Time since adoption

Sam Female 40 Heterosexual White British 2 ½ years

Stan Male 52 Homosexual White British 2 ¼ years

Mike Male 45 Heterosexual White British 9 ½ years

Chloe Female 37 Heterosexual White British 6 years

Mark Male 61 Heterosexual White British 12 years

Marie Female 56 Heterosexual White British 7 years

Andy Male 48 Heterosexual White British 2 ½ years

Laura Female 47 Unknown White British 3 years

Lina Female 45 Heterosexual Indian 1 year

Ben Male 43 Homosexual White British 8 years

Rachel Female 44 Heterosexual White British 3 years

Jess Female 51 Heterosexual White British 5 ½ years



Participant 

Pseudonym

Time since adoption to 

DDP referral 

Gender of child involved 

in DDP

Estimated number of 

sessions 

Estimated time since therapy 

ended

Sam 6 months Son 15 3 months

Stan Immediately Son 43 6 months

Mike 9 years Daughter 12 2 months

Chloe 4.5 years Daughter 12 < 2 months 

Mark 11 years Daughter 8 6 months

Marie 2 years 2 daughters, 1 son 24 < 1 month

Andy 1 ½ years Daughter 36 2 months

Laura 2 years Son 28 2 months

Lina 3-4 months Son 15 12 months

Ben 6 years Daughter 20-25 Unknown 

Rachel 2 years Son 30 6 months 

Jess 6 months-1 year Daughter 34 7 months



Superordinate Themes Subordinate Themes 

Increased understanding “You get that glimpse into his mind” 

A new way to help

“It’s a different method of parenting generally” DDP fits 

Acceptance

The DDP journey The unknown: “I need to see the evidence” 

Commitment to the journey

Significance of endings 

”It’s a shared kind of experience you go through and 

come out together” 

Trust and security

Emotion regulation

The therapist’s stance

Main themes



Endorsement of superordinate (in bold) and subordinate themes by participants

Themes Total Sam Stan Mike Chloe Mark Marie Andy Laura Lina Ben Rachel Jess

Increased understanding 11 * * * * * * * * * * *

“You get that glimpse into his mind” 12 * * * * * * * * * * * *

A new way to help 10 * * * * * * * * * *

“It’s a different method of parenting generally” 12 * * * * * * * * * * * *

DDP fits 12 * * * * * * * * * * * *

Acceptance 9 * * * * * * * * *

The DDP journey 9 * * * * * * * * *

The unknown: “I need to see the evidence” 12 * * * * * * * * * * * *

Commitment to the journey 12 * * * * * * * * * * * *

Significance of endings 12 * * * * * * * * * * * *

”It’s a shared kind of experience” 12 * * * * * * * * * * * *

Trust and security 11 * * * * * * * * * * *

Emotion regulation 10 * * * * * * * * * *

The therapist’s stance 12 * * * * * * * * * * * *



1. Increased understanding
• All but one parent described 

gaining a better understanding of 
their child and increased curiosity 
about their child’s mind. 
• This fresh insight provided parents 

with a new way of working in 
terms of strategies, skills and 
techniques to support their child. 



1.1. “You get that glimpse into his mind”

• “Part of it was understanding why Lilly was feeling the way she was 
feeling, why she was presenting the way she was presenting…Richard 
drew a picture of the brain and talked about the three parts…so we 
understood that actually, for the first time, that because of how Lilly’s 
brain is different, normal sort of parenting doesn’t work” (Mike, 87-
93)
• “Luke’s biggest problem is that he doesn’t like himself…he thinks he 

has a dark heart, his heart must be black because they made him” 
(Sam, 108-111)



1.2. A new way to help 

“It’s lovely to have a formula because we had nothing 
before...Whereas now there is, there is a bit of security 
as parents as well. You know, you’re just going along 
following how your parents were and how you’ve 
watched other parents and it doesn’t fit our children”
(Marie, 94-99)



2. “It’s a different method of parenting 
generally”

• This theme incorporates parents’ 
descriptions of DDP as different, 
experiencing a “eureka moment”
(Mike, 111) where something 
‘clicked’ and DDP felt like a fit for 
their family. 
•Parents cited acceptance as a key 

component, which made DDP 
different to other interventions.



2.2. DDP fits

• Mike explains using traditional forms of parenting as:
• “Like trying to bang a square peg into a round hole. The only way it would 

work is if you smashed it so hard that you just turn the square peg into a 
round peg by breaking things off it and that’s not right” (Mike, 539-542)

Whereas DDP was described as: 
• “a very natural approach. It felt as though it was very focused on our 

situation and the challenges we were facing, so it didn’t feel like 
something was being force-fit.” (Mike, 8-10).



2.2. Acceptance

• “He knows we know that story and we know everything and we’re 
still there and we still love him“ (Marie, 335-336)

Can be difficult for parents not to reassure their child 
• Acceptance was linked with children accepting themselves and 

progress
• “Katie is better able to tackle life day-to-day, she’s more open and she 

is um, she has a better understanding of who she is, of her own 
identity and how she works. And actually she knows that in certain 
situations she will freeze but actually that’s ok, these are the 
strategies she can use to be able to move on from that.” (Ben; 590-
594)



•Most parents described undergoing a ‘journey’. Parents 
described initially knowing very little about DDP and 
questioned its validity initially. 
• This phase seemed to come to an end when parents saw 

evidence of its progress, becoming committed, despite 
difficulties. 
• All parents also spoke about having significant feelings about 

ending treatment. 

3. The DDP journey



3.1. The unknown: “I need to see the 
evidence”
• Although DDP was unfamiliar, parents reported 

experiencing a “cry for help” (Rachel, 468) and feeling 
so “overwhelmed” (Mike, 192) that they accepted DDP 
“willingly” (Mike, 75) despite, in some cases, having 
never heard of it. 

• This ‘unknown’ naturally fostered some scepticism, 
which for most receded over time:

• “And we were sceptical for a while, until something 
clicked…We went willingly, feeling very lucky that we 
got access to it, we didn’t let our cynicism, scepticism, 
whatever it is, sway us” (Mike, 72-76)



3.1. Evidence
• All but one parent felt that after some time, progress 

became evident: 
• View of themselves and others, emotional regulation, increased 

empathy, openness and sense of security. 
• These changes led to more tangible progress such as 

improved sleep, less behavioural difficulties, placement 
stability and better peer relationships. Progress led a handful 
of parents to conclude that DDP ultimately kept the family 
together:

“The placement would have likely broken down because I don’t 
think I could’ve coped with it having no understanding what 
was going through his head” (Stan, 300-302)



…but not for one

• “I realise that I’m a fixer, I want to fix things and I understand 
that the treatment wasn’t ever to fix these things but to 
bring them up and kind of explore them…but ultimately the 
issues that we had are the same, they haven’t changed.” 
(Rachel, 312-315) 

• Rachel put this down to wanting a ‘fix’, which contradicts the 
feelings of acceptance that other parents identified.



3.2. Commitment to the journey 

• A number of parents also described some discomfort during sessions, 
learning to speak to their child in a different way and completing 
therapeutic activities, which felt odd and unnatural to certain parents, 
“I think some of the things we were kind of having to do did feel quite 
unnatural” (Lina, 185-186)

• “We’d both be exhausted afterwards, you know? I’d keep him off 
school afterwards because he’d just be so upset… And I found it really 
hard seeing how difficult it was to hear from another person, the stuff 
that had failed him (cries). I found that really, really hard “ (Laura, 
582-596)



3.3. Significance of ending

• The significance of ending was described as important for parents 
who experienced anxiety of managing post-therapy or sadness at it 
being over:

“Do you know it was really nervy because you get used to knowing 
you’ve got that sounding board, knowing that she’d always impart a 
gem of wisdom…and just knowing we were going it alone almost was a 
little bit daunting. But very quickly you then get home and you realise 
that you’re the master of your own destiny and you just crack on” 
(Chloe, 671-675)



4. “It’s a shared kind of experience you go 
through and come out together”
• Parental involvement appeared important to all, mainly because it 

enabled strengthening of the parent-child connection and allowed 
parents to support children. 
• However, the therapist was also identified as an important part of the 

process and relationship.



• 11/12 parents reported “it worked 
for them”

• It fits (unlike other brands)
• Helps with stubborn dysregulation 

and mistrust
• Understanding will grow
• Acceptance key ingredient- may not 

be available in other brands
• Instructions: requires active parental 

participation, embodied therapist 
and more evidence.  

• Tin will feel empty once contents are 
finished and may cause mild anxiety.

• Does not involve holding.



Caveats 
• Bias in sample selection method?
• Led by clinician
• How about families who do not take to 

it and drop out?
• Control for qualifications of therapist?
• Needs replication in larger study 
• Not an effectiveness study



Implications
• Coherence with theory and practice-passes the `tin test’ but we are not 

there yet!
• Positive experiences for the majority (11/12) but not an effectiveness study
• Guidance for parents embarking on DDP has been produced
• Attention to endings, may reflect the nature of the difficulties but also the 

availability of services (see Harris-Waller et al., 2016)
• No reports of the use of holding helps answer biased critiques (Mercer) 

that this is not part of the approach
• How do we measure acceptance as this seems to be important as a 

mechanism of change? Do we need to?
• RCT is still an important step on the evidence journey….but what can we 

do until then?
• How to measure change in our DDP therapy practice-importance of 

capturing change in parent and child regarding emotional regulation



Steps in evidence gathering for DDP therapy

RCT

Control group v DDP therapy

Pilot studies

Qualitative and single case 
designs/reports

Anecdotal evidence



Pilot data on 20 children receiving DDP 
therapy at Adoptionplus
• Rated as receiving DDP (96% content per family)
• 3 therapists two certified, one in practicum all under supervision of 

Kim
• A proportion had received some additional intervention (mindfulness 

based cognitive therapy for parents, 5/21; medication for child 3/21; 
parenting course (FfA/NAG) 7/21; Theraplay 2/21). 
• Other diagnoses: 6/21 diagnosed with ADHD as a primary diagnosis, 

2/21 had sensory processing difficulties cited and 3/21 had other 
neurodevelopmental effects.  One child had FASD in addition to ADHD.  
One child had ASD in addition to ADHD. 
• The number of therapeutic sessions ranged from five to 28 (M= 17.1, 
SD= 6.14) per family.   Parent sessions included.



Pilot study

• Age of child at onset of therapy ranged from four to 15 years (M= 8.89, SD= 
2.79), with female children representing only 28.6% of sample.  The 
majority of the children (20/21) were White British.
• The time between pre and post measures ranged from ten to 35 months 

(M= 22, SD= 8.00) AND
• Long wait from baseline to therapy – mean 8 months
• Measures of outcome on parent and child
• SDQ
• Carer questionnaire or Thinking About Your Child (psychometrics due) 
• Measure of emotion regulation – Expressions of Feelings Questionnaire 

(reasonable psychometrics)



Table 1. 
Pre and Post Changes following DDP therapy 

    Pre Post     
    M SD M SD t-value p 

TAYC 
(N=20) 

PSU 25.58 6.96 31.89 4.31 4.14 0.001 
PCR 20.79 4.53 22.21 3.47 1.75 0.097 

CRC 18.58 4.41 21.16 5.17 2.43 0.025 
ST 8.00 2.24 9.47 0.77 3.25 0.004 
TAYC Total 72.26 15.86 84.84 10.16 3.90 0.001 

SDQ 
(N=20) 

Overall S 18.89 6.83 19.32 6.06 1.06 0.302 

Emotion 2.95 2.48 3.58 2.46 2.04 0.055 

Behaviour 5.47 2.37 4.47 2.34 3.55 0.002 
Hyperactive 7.37 2.69 8.11 1.66 1.64 0.118 

Peer 3.11 2.87 3.16 2.34 0.77 0.452 

Prosocial 6.63 1.80 7.16 1.74 1.64 0.117 

Total Impact 4.74 2.79 4.00 2.45 1.70 0.105 

EFQ 
(N=19) 

Inhibited 4.11 2.81 4.22 2.32 0.79 0.438 

Disinhibited 5.00 2.89 3.89 2.25 2.46 0.024 
Dysregulated 7.61 2.35 6.22 2.32 2.54 0.020 

Note: Score change significant at α = 0.025 (1-tailed) noted in boldface. 
 



Implications

• Limitations need to be stated….
• Publishable as pilot study
• Feeding into RCT
• Informing choice of measures for RCT

• Sharing knowledge with other services and practice
• E.g. George Hull Centre & Sian’s work collecting data on regulation 

using the BRIEF



Conclusions

• How we measure the specifics of DDP therapy is becoming clearer
• Evidence is important to our families 
• As a community we have made big strides in an RCT being possible 

with proper due process around method, manualisation, fidelity, 
training and accreditation
• How we use this learning, in line with the model and to the 

satisfaction of evidence based requirements, is our big challenge 
now
• The evidence base will ultimately determine the longevity of DDP, 

so together we will need to nurture a culture of research 
(=curiosity!) for DDP to flourish



ben.gurney-smith@adoptionplus.co.uk
benjamin.gurney-smith@glasgow.ac.uk

Thank you
Please get in touch today or 

here:

mailto:ben.gurney-smith@adoptionplus.co.uk
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