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Abstract
Dyadic Developmental Psychotherapy (DDP) is a form of psychotherapy for families where
children and young people have experienced early trauma or attachment disruption. This study used
longitudinal survey data to understand the format of DDP as it is provided in England for children
who are adopted or subject of a Special Guardianship Order (SGO), and to analyse the potential
effects of DDP on standardised outcomes of child and caregiver wellbeing. Participants were
150 families who received DDP through funding from the Department for Education’s Adoption
Support Fund in England between 2018 and 2021. Adoptive parents and special guardians
(caregivers) answered surveys at three timepoints; before therapy was provided (baseline), when
therapy had ended (wave 2), and 6 months later (wave 3). Linear mixed modelling demonstrated
significant improvements in child/young person difficulties in multiple subscales of the SDQ, in-
cluding emotional difficulties and conduct problems, between baseline and wave 2. In the same time
frame, similar improvements in caregiver wellbeing were also observed, as measured by the
SWEMBS. These findings suggest an association between the provision of DDP and an improvement
in child/young person and caregiver wellbeing on standardised measures, with these improvements
maintained 6 months later. Implications and recommendations for future research to substantiate
the findings are discussed.
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Introduction

Most children who become adopted or cared for by a special guardian (under a Special Guardianship
Order in the UK) have previously experienced abuse or neglect and/or childhood trauma(s) and are
at increased risk of having or developing mental health problems including into adulthood (Ford
et al., 2007; Paine et al., 2021). Secondary effects of these problems can include parents and
guardians with severely challenged parenting resources and reduced psychological wellbeing,
which in turn can also have a negative impact on child outcomes (Selwyn, 2017; Hannah &
Woolgar, 2018). These and other reasons led in 2015 to the establishment by the Department for
Education (DfE), part of UK Government, of an Adoption Support Fund (ASF) for England to meet
the therapeutic needs first of children who were adopted and later to include those who were cared
for by special guardians. The children accessing a range of therapies through this funding have been
identified as having very significantly elevated mental health needs compared with other children in
the overall population (King et al., 2017; Burch et al., 2021), with 80–90% having needs in the
clinical range (Burch et al., 2021). Similarly, the parents and special guardians caring for these
children had significantly worse emotional wellbeing needs compared with the overall adult
population (King et al., 2017; Burch et al., 2021).

Dyadic Developmental Psychotherapy (DDP) has been one of the most frequently ‘matched’
therapies with children and families receiving funding through the ASF (Burch et al., 2022). DDP is
a type of therapy designed to help children and young people with psychological difficulties re-
sulting from previous trauma and experiences, and their foster carers, guardians, or adoptive parents.
The aim is for the child and their ‘caregiver’ to build a healthy and secure relationship, where the
child can trust their caregiver and feel comfortable, for example with safe physical contact and
expressing emotions (Hughes et al., 2015). The therapy is based on Bowlby’s attachment theory,
which explained that children with past trauma will struggle to build secure future attachments
(Bowlby, 1988).

In many cases, DDP initially involves only the caregiver(s) in learning about the approach and
their role in the therapy. The DDP therapist judges when it is the appropriate time for the child to join
in the therapy and, when they do so, the therapist assists the child to communicate their past
experiences and feelings with their caregiver(s) (DDP Network, 2022). The therapist interacts with
the child through the principles of PACE (playful, accepting, curious and empathic), and a key focus
of the therapy is intersubjectivity (Becker-Weidman & Hughes, 2008). The number of sessions
involved in this process is not pre-determined.

DDP is currently provided in the UK by private therapists or therapy organisations, adoption and
fostering charities, regional adoption agencies, or NHS Child and Adolescent Mental Health Service
(CAMHS). Although commonly used as a therapy, it is not supported by NICE, as they recommend
that a robust randomised controlled trial must first be undertaken to prove the efficacy of DDP
(NICE, 2015).

Current evidence of the effectiveness of DDP for the children of interest to our study is not
extensive and focuses mainly on qualitative data from adoptive children and families. The main
quantitative study of its effectiveness was undertaken by Becker-Weidman (Becker-Weidman,
2008b). The study followed one group of adopted children who had and another who had not
received DDP. At the beginning of the intervention period, the children’s caregivers completed the
Child Behaviour Checklist (CBCL) and The Randolph Attachment Disorder Questionnaire
(RADQ), and these were then repeated around a year after DDP, and after an average of 4 years. The
results of the data collected immediately after DDP (around a year after the first assessment) showed
that scores on the CBCL had improved in a statistically significant way for the treatment group, and
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this was not observed in the control group (Becker-Weidman, 2006). Furthermore, at the follow-up
4 years later, the treatment group were still displaying statistically significant improvements in the
RADQ and CBCL measures, whereas the control group had deteriorated, scoring worse than in the
initial follow-up (Becker-Weidman, 2008b). However, the methodology of these studies has been
questioned, with criticism from at least one research team that the study did not use randomization,
and that evaluation was not blinded (Mercer, 2014).

Other studies have been based on qualitative data from interviews with adoptive parents after a
DDP intervention has been completed. One such study included semi-structured interviews with
12 parents who had each taken part in at least six sessions of DDP. Themes emerging from these
interviews were that DDP had given parents an increased understanding of their child and taught
them a new method of parenting with acceptance, with all but one of the parents interviewed feeling
the intervention had been beneficial (Wingfield & Gurney-Smith, 2018). Another study of interest
was an evaluation of the ‘Nurturing Attachments’ programme, a family intervention informed by
DDP. Eight adoptive parents were interviewed and findings included that parents felt the inter-
vention had helped them to form secure attachments with their children, that it had led to a shift in
their perspective about their child and their difficulties, and was something they felt confident to
continue building on after the intervention ended (Hewitt et al., 2018).

Previous studies have not, to our knowledge, looked at the possible effects of DDP on adoptive
parents or special guardians using a quantitative measure to specificially measure their own
wellbeing.

Study Objectives and Context

This study aimed to build on the existing research by observing characteristics of the DDP journey
and measuring changes in questionnaire measures of caregiver and child functioning from before to
after DDP therapy had been provided. The specific areas we measured were (1) caregivers’
emotional wellbeing; (2) adopted children’s emotional and behavioural functioning at three points
from baseline (pre-treatment) to 6 months post-treatment. The children and families subject of the
study were all recipients of therapeutic support funded by the ASF between 2018 and 2021. The
research questions were as follows:

Research Question 1: How does overall child emotional and behavioural functioning change
from baseline to after DDP and to 6 months post-treatment?

Research Question 2: How does overall adoptive parents’ and special guardians’ (caregivers’)
emotional wellbeing change from baseline to after DDP and to 6 months post-treatment?

Method

Participants and Procedure

Adoptive parents and special guardians (caregivers) notified that ASF funding for therapeutic
support had been approved in relation to their child were asked by the local or regional agency who
had supported the ASF application if they would like to participate in the evaluation study, which
was funded by the Department for Education. Caregivers decided whether to participate based on
information that was shared with them in advance about what was involved, including that
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participation was completely voluntary, and what would happen to their data. The study design was
approved by the relevant Research Ethics Committee, reference EOR/SBR/2017/025.

Between November 2018 and November 2021, 1008 caregivers participated in a baseline survey
as part of the evaluation of the ASF, with 783 completing a wave 2 survey after therapy had finished,
and 683 completing a wave 3 survey, 6 months later. Within this whole group, 150 families were
identified who reported at wave 2 that they had received DDP through the Fund or were nearing the
end of DDP therapy (the DDP sample). This is the sample of participants whose longitudinal data
this paper will analyse.

For the DDP sample, the average length of time between the baseline survey and wave 2 survey
was around 1 year (373 days (SD = 138 days). The average length of time between wave 2 and wave
3 surveys was around 8 months (242 days (SD = 68 days). Overall, the average duration of time
across the 3 surveys was 608 days (SD = 147 days). Tables 1 and 2 below provide information on the
caregiver and child demographics in the DDP sample and compares these with the full ASF study
cohort.

There was no significant difference between the mean age of the DDP child cohort and the
ASF child cohort (mean = 48.84, SD = 8.229), and no significant difference in the frequencies of
caregiver relationship status between the two cohorts. The caregivers’ educational status was
divided into two levels: secondary education - all levels of secondary school education; and
tertiary education - Technical College, professional education or University education. The
DDP sample caregiver characteristics differed from the larger ASF cohort regarding caregiver
educational status (χ2 (1) = 28.60, p < .001, r = .16 small effect) and caregiver employment
status (χ2 (5) = 12.75, p < .05, r = .10 small effect).

Table 1. Caregiver characteristics at baseline for the DDP sample and whole ASF cohort.

Variable

DDP
Sample
(N = 150)

ASF
Cohort
(N= 1008)

Cohort Comparisonsn, (%) n, (%)

Caregiver age 25–34 1 (1) 37 (4) Omnibus χ2 (4) = 7.72,
p > .0535–44 32 (21) 244 (24)

45–54 86 (58) 496 (49)
55–64 29 (19) 202 (20)
65–74 1 (1) 25 (2)

Caregiver educational
status

Secondary education 15 (10) 296 (29) χ2 (1) = 28.60, p < .001,
r = .16Tertiary education 135 (90) 654 (65)

Caregiver employment
status

Working part time 67 (45) 409 (40) Omnibus χ2 (5) = 12.75,
p < .05, r = .10Working full time 33 (22) 248 (25)

Retired 6 (4) 40 (4) Working part time versus
other p < .001Studying 2 (1) 10 (1)

Unemployed 4 (3) 28 (3) Working full time versus
other p < .05Other 17 (11) 273 (27)

Caregiver relationship
status

Co parent (married/
cohabiting/etc.)

129 (86) 829 (82) Omnibus χ2 (2) = 1.41,
p > .05

Single parent/carer 19 (13) 166 (17)
Other arrangement 2 (1) 13 (1)
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142 of the children (95%) in the DDP sample were living with adoptive parent(s) after an
Adoption Order had been made, with the other children living with adoptive parent(s) before an
Adoption Order was made (N = 6) or living with a special guardian (N = 2). This was sig-
nificantly different to the placement status frequencies of the whole ASF cohort ((χ2 = 20.33, p <
.001, r = 0.13 small effect). 71 of the children in the DDP sample were male (47%) and 79 were
female (53%) which was identical to the gender proportions in the full ASF cohort. At baseline,
the children in the DDP sample’s age ranged from 5 to 21 years (Mean = 10.16 years, SD = 3.48)
with the majority aged 15–19 years (46%, n = 69). The age frequencies of the DDP sample were
significantly different to the full ASF cohort (χ2 = 238.85, p < .001, r = 0.45 large effect). There
was no significant difference in ethnicity frequencies between the DDP sample and full ASF
cohort (χ2 = 0.02, p > .05). The mean length of time living with caregivers in the DDP sample
was 7.60 years (SD = 3.82) and this did not differ significantly (p > .05) from the ASF cohort.

Measures

Information from Surveys about DDP Sessions. To gain an understanding of the participating families’
journeys through the DDP sessions, the wave 2 survey asked about the number of sessions accessed

Table 2. Child characteristics at baseline for the DDP sample and whole ASF cohort.

Variable

DDP Sample
(N = 150)

ASF Cohort
(N = 1008)

Group Comparisonsn, (%) n, (%)

Child gender Male 71 (47) 479 (47) χ2 = 0.00, p > .05
Female 79 (53) 529 (53)

Child age group Under 5 years 0 (0) 77 (8) Omnibusχ2 =238.85,
p < .001

All age groups
significantlydifferent
p < .001

5–9 years 4 (3) 409 (40)
10–14 years 54 (36) 373 (37)
15–19 years 69 (46) 146 (15)
Over 19 years 23 (15) 3 (0)

Child ethnicity English/Welsh/Scottish/
Northern Irish

120 (80) 811 (81) χ2 = 0.02, p > .05

Other ethnicity 30 (20) 197 (19)
Length of time living
with adoptive
parents/carers

Less than 1 year 7 (5) 53 (5) Omnibus χ2 = 7.64,
p > .051–5 years 41 (28) 250 (25)

6–10 years 68 (45) 314 (31)
11–15 years 32 (21) 194 (19)
>15 years 2 (1) 46 (5)

Placement status Living with a caregiver after
adoption order had been
made

142 (95) 850 (84) Omnibus χ2 = 20.33,
p < .001, r = 0.13 small
effect

Living with a caregiver
before adoption order
had been made

6 (4) 49 (5)

Living with a caregiver after
a special guardianship had
been made

2 (1) 109 (11)
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and their setup. Furthermore, the survey asked approximately how many sessions were attended by
the caregivers or children alone, and how many the family had attended together.

The outcome measures caregivers were asked to complete at each stage of the longitudinal
survey are outlined below.

SDQ. The Strengths and Difficulties Questionnaire (SDQ) is a brief emotional and behavioural
screening questionnaire for children and young people. This measure was completed by the primary
caregiver about their child. The measure consists of 25 items with three response options: not true,
somewhat true or certainly true. The items can be grouped into five subscales of five items:
emotional problems, conduct problems, hyperactivity problems, peer problems and prosocial
behaviour (Goodman, 1997). The subscales are scored according to the manual, obtaining con-
tinuous scores from 0 to 10. Higher scores indicate greater problems and increased odds of mental
disorder (Goodman & Goodman, 2009). Cut-off scores for each subscale have been established
(Goodman, 1997). The SDQ Impact Supplement includes questions about whether the child has a
mental health problem, (‘No’, ‘Minor difficulties’, ‘Definite difficulties’ or ‘Severe difficulties’) and
if so, chronicity, associated distress, impact and burden related to the child’s difficulties (Goodman,
1999). The measure has good reliability and validity; Cronbach’s alpha = 0.73, test-retest reli-
ability = 0.62 (Goodman, 2001).

SWEMWBS. The Short Warwickshire-Edinburgh Mental Wellbeing Scale (SWEWMBS) was
completed by caregivers at each stage of the study. SWEMWBS is used to measure adult emotional
wellbeing and contains 7 items, which were originally drawn from the full version of the scale, the
Warwickshire-EdinburghMental Wellbeing Scale, or WEMWS (Stewart-Brown, et al., 2009). Each
item is scored on a 5-point Likert-type scale ranging from ‘None of the time’ to ‘All of the time’.

Studies have indicated that the full WEMWBS scale has good validity and reliability for
measuring mental well-being in the UK population who use spoken/written English (Tenant, et al.,
2007). The score for SWEMWBS ranges from 7 to 35, where the highest score indicates greater
mental well-being. Reliability and validity of the SWEMWBS has not been assessed for most
populations but internal consistency has been assessed as good in the UK general population, with
Cronbach’s alpha calculated as 0.84 (Ng Fat et al., 2017). Rogers et al. (2018) reported a 2 weeks’
time test-retest reliability index of 0.84 for SWEMWBS in the deaf British sign language user’s
population.

Procedure

The data used in the study was collected within the three waves of the ASF evaluation, which ran
from 2018 to 2021. Collection was through three surveys online, using Smart Survey. A helpdesk
staffed by trained researchers was available in case families had questions when undertaking the
surveys. Families were recruited through a local authority or regional adoption agency social worker
or support worker, who obtained their mostly verbal consent to take part in the evaluation.

The baseline survey aimed to catch respondent families after they had been approved for the
support funding but before support had started, or as close as possible to when support had
commenced. The first follow-up (wave 2) survey was completed by families close to the end of their
funded DDP, and the final (wave 3) survey around 6 months later.

Changes during the COVID Pandemic. It is important to note that, for some families, the DDP therapy
was accessed during a period of COVID-19 Pandemic lockdowns. Therefore, the survey for families
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completing a wave 2 survey from 29th June 2020 onwards (whose support might be affected) were
asked about the effect of the Pandemic on the support they received (whether sessions had been
cancelled, provided online rather than in person, or if there was no change to the planned way it
provided). The results of this will be outlined in the results section.

Statistical Analyses. The first step in the analysis was to plot the mean standardised measures total and
subscale scores by time. Visual examination of the histograms and scatter plots suggested a normal
distribution and a linear relationship between time and change. In addition, a normal distribution
was found when we plotted the residuals to check the assumptions of an LMM. Assessment in-
tervals varied across participants from Baseline to wave 3.

We chose linear mixed modelling (LLM) for its utility in analysing correlated data typical of
longitudinal designs. The reason for this was that only a subset of the sample completed all three
surveys and repeated measures ANOVA’s require complete cases (Field, 2018). The mixed
model analysis involved several steps and was conducted as an iterative process to identify
significant predictors for each of the main measures. To prepare for the mixed model we
transformed the dataset from a wide into a long format in SPSS so that each row presented one
measurement rather than one case (i.e., one respondent). As a first stage we selected the es-
timation method (Restricted Maximum Likelihood (REML) or Maximum (ML)). Next, we
decided on the covariance structure overall. This was done by comparing -2LogLikelihood
(-2LL), Akaike Information Criterion (AIC) and Bayesian Information Criterion (BIC) scores of
the models with different covariance structures. The best-fitting covariance structure was an
unstructured covariance matric. Autoregressive, diagonal and compound symmetry covariance
structures were tested, but neither resulted in improved fit of the model. Once covariance
structure was chosen, we added the fixed effect of intercept and time to the model. As this was
significant for four outcome models, we added a random effect for the intercept and slope. Other
covariates and factors were added as an iterative process to decide on the best fit for the model.
Potential predictors included wave of study, amount of DDP sessions received overall, age,
gender, ethnicity of the child as well as demographic information of the respondent. LMM
allows for a dynamic understanding of how variables of interest change over time.

Results

Descriptive Statistics

Dyadic Developmental Psychotherapy. The DDP provision period ranged from 1 to 12 months
(Mean = 8.15, SD = 1.08) with the most frequently occurring period (40%, n = 60) being 12 months.
Tables 3 and 4 summarise the frequencies of caregivers and children and young people receiving
sessions.

The mean number of DDP sessions of support provided to caregivers on their own was 11 (SD =
8). Nearly three-quarters of caregivers (71%) and/or their co-caregivers had 1-20 DDP sessions on
their own with 14% having over 30 sessions without their child being present (Table 3). The mean
number of DDP sessions of support given to caregivers together with their child was 15 (SD = 11).
Approximately two-thirds (61%) caregivers reported having 1–20 DDP sessions together with their
child, with 12% receiving over 30 DDP sessions together with their child (Table 4).

The impact of COVID on DDP therapy. Of the DDP cohort, 43 caregivers (29%) provided wave 2 data
before the period of the COVID-19 Pandemic and 107 caregivers (71%) provided wave 2 data
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during the period of the Pandemic. Ninety-three percent of these 107 respondents described how
their DDP support did not continue completely as planned during the period of the Pandemic. Only
7% said that some of their DDP support had been cancelled as a result. Nearly one fifth (17%)
reported that some of their DDP support had been suspended for a time but continued later. One third
(33%) agreed that, whilst all DDP sessions continued, the way in which the support was provided
altered (i.e., switched to using remote methods) and 13% reported that only some of their DDP
sessions continued to be provided, mostly switched to using remote methods such as telephone calls
and/or online. Statistical analysis of the outcome measures for the Pandemic versus non-Pandemic
affected groups revealed no significant differences over time.

Outcome Measures

Table 5 summarises the means and standard deviations of standardised questionnaire measures, by
total and subscale scores across the 3 waves of the study. The number of caregiver participants
differs from 150 due to there being incomplete data for this measure within the DDP cohort, at one
of the time points.

Figure 1 illustrates children and young people’s SDQ Total difficulties scores over time.
Figure 2 illustrates children’s SDQ sub scale scores over time.
Figure 3 illustrates caregivers’ SWEMWBS scores over time.

Main Analyses

SDQ Total Difficulties. The children’s emotional wellbeing and behaviour (before and after receiving
DDP) was explored initially by examining their baseline to wave 3 caregiver-report SDQ Total
difficulties, with time as a predictor. As seen in Table 5, the baseline expected SDQ Total difficulties

Table 4. Frequency of caregivers and children receiving sessions together (n = 150).

Number of Sessions provided to Caregivers and Child Together Frequency Percentage

1–10 52 35
11–20 39 26
21–30 11 7
Over 30 18 12
N/A 30 20
Total 150 100

Table 3. Frequency of sessions provided only to caregivers (n = 150).

Number of Sessions provided to Parent/Carer And/or Co-parent Frequency Percentage

1–10 74 49
11–20 41 27
21–30 11 7
Over 30 4 3
N/A 20 14
Total 150 100
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Table 5. Descriptive statistics for all outcome measures Total and Subscale Scores by wave of survey.

Measure n
Baseline
Mean (SD)

Wave 2
Mean (SD)

Wave 3
Mean (SD)

SDQ total difficulties 127 19.22 (6.12) 15.60 (6.52) 15.36 (5.92)
SDQ impact 122 5.44 (2.76) 2.88 (2.77) 2.41 (2.89)
SDQ emotional problems 127 4.72 (2.75) 4.55 (2.80) 3.74 (2.83)
SDQ conduct problems 127 4.46 (4.79) 3.28 (2.66) 3.91 (1.80)
SDQ hyperactivity 127 6.16 (6.47) 6.36 (2.38) 6.27 (2.60)
SDQ peer problems 127 3.88 (3.17) 2.41 (2.44) 2.45 (2.22)
SDQ prosocial 127 6.06 (2.47) 5.76 (2.32) 5.47 (2.36)
SWEMWBS total score 128 20.43 (3.13) 21.21 (3.30) 21.60 (3.42)

Figure 1. SDQ Total difficulties by wave of study.

Figure 2. SDQ subscale scores by wave of study.
Note: E = Emotional problems; C = Conduct problems; H = Hyperactivity; PP = Peer problems; P =
Prosocial, I = Impact.

Burch et al. 69



score was 19.58 which is above the British national norm of 8.4. This figure indicates a very high
level of pre-intervention Total difficulties based on results from a population-based UK survey
(Meltzer et al., 2000).

There was a significant reduction (indicating improvement) in the children’s caregiver reported
SDQ Total difficulties scores from baseline before the DDP intervention began, to wave 2, just after
the end of the intervention (p < .001, Cohen’s f2 = 0.15, medium effect). Specifically, for change
across time for the baseline to wave 2 period, there was an expected 4.15-point significant decrease
in children and young people’s SDQ Total difficulties scores (Table 5). Fromwave 2 to wave 3 (from
end of intervention to 6 months’ later), children’s SDQ Total difficulties scores remained stable
i.e., did not significantly change (p = .38).

Results of a random-effects analysis (see Table 6) indicated that caregiver SDQ ratings varied in
both their starting points (p < .001) and rates of change baseline to wave 2 (p < .001). However, there
was a non-statistically significant rate change wave 2 to wave 3. Furthermore, covariance pa-
rameters showed a significant association between the intercept (baseline) and change within
baseline to wave 2 (p < .001) and wave 2 to wave 3 (p < .01). In both cases, these positive
correlations indicated that a small subgroup of children with higher SDQ Total difficulties at
baseline tended to have steep increases in difficulties from baseline to wave 2, along with more
growth wave 2 to wave 3, instead of a reduction in difficulties.

SDQ Impact. At baseline, the expected SDQ Impact subscale score was 5.39. This compares with a
British national norm of 0.4 and is classified by the programme developers as ‘very high’ (Youth in
Mind, 2016). As shown in Table 5, a significant reduction in the rated impact on the family of
2.14 points occurred from baseline to wave 2 (p < .001, Cohen’s f2 = 0.24, medium effect). The
SDQ Impact subscale scores did not significantly change from wave 2 to wave 3. These results
suggested that impact on the family reduced from baseline to wave 2 to the lower end of the very
high category according to the SDQ developer’s classification (Youth in Mind, 2016). During wave
2 to wave 3 of the study, SDQ Impact scores did not show significant fluctuations.

As with SDQ Total difficulties, inspection of the random-effects analysis results for the SDQ
Impact scores (Table 5) indicated that participants varied in both their starting points (p < .001) and
rates of change baseline to wave 2 (p < .001) and wave 2 to wave 3 (p < .01). Covariance parameters
showed a significant positive association between intercept and change within the baseline to wave

Figure 3. Caregivers’ SWEMWBS scores by wave of study.
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2 period (p < .001). This finding again suggests that a subset of families experiencing the greatest
family impact at baseline tended to have greater increases, or less of a decrease, in perceived family
impact during the baseline to wave 2 period.

SDQ Emotional problems. As seen in Table 5, the expected SDQ Emotional Problems subscale score
at baseline was 4.79. This score can be categorised as high based on the findings from a population-
based UK survey of over 10,000 children (Meltzer et al., 2000). Fixed effects analysis results
(Table 5) showed a significant reduction in child Emotional Problems subscale scores from baseline
to wave 2 (p < .01) of 1.03 points, and a significant reduction from wave 2 to wave 3 (p < .05,
Cohen’s f2 = 0.03, small effect) of 0.79 points.

Table 6. Fixed-effects analysis results for the sdq and swemwbs total and subscale scores by wave of study.

Scale Estimate SE df t p

SDQ total difficulties
Intercept 19.58 .51 138.92 8.76 <.001
[Baseline-wave 2] �4.15 0.66 165.60 �3.47 <.001
[Wave 2-wave3] �0.59 0.67 166.45 �.88 .382

SDQ emotional problems
Intercept 4.79 0.25 127.70 15.03 <.001
[Baseline-wave 2] �1.03 0.32 141.07 �3.23 <.010
[Wave 2-wave3] �0.79 0.34 140.42 �2.33 <.050

SDQ conduct problems
Intercept 4.92 0.16 127.20 31.00 <.001
[Baseline-wave 2] �2.30 0.23 139.36 �2.61 <.010
[Wave 2-wave3] 0.46 0.24 140.18 1.93 .055

SDQ hyperactivity
Intercept 6.28 0.23 128.0 27.4 <.001
[Baseline-wave 2] �0.05 0.28 140.2 �0.2 .856
[Wave 2-wave3] 0.18 0.29 143.5 0.6 .546

SDQ peer problems
Intercept 3.47 0.20 128.68 17.76 <.001
[Baseline-wave 2] �1.47 0.22 138.11 �2.13 <.050
[Wave 2-wave3] 0.08 0.26 139.33 0.33 .741

SDQ prosocial
Intercept 6.45 0.21 127.78 26.16 <.001
[Baseline-wave 2] �0.51 0.27 138.24 �1.85 .067
[Wave 2-wave3] �0.22 0.26 135.47 �0.84 .403

SDQ impact
Intercept 5.39 0.26 125.11 17.04 <.001
[Baseline-wave 2] �2.14 0.31 136.74 �3.63 <.001
[Wave 2-wave3] �0.51 0.33 139.67 �1.53 .129

SWEMWBS total score
Intercept 20.56 0.29 136.79 73.29 <.001
[Baseline-wave2] 0.98 0.39 144.38 2.51 <.050
[Wave2-wave 3] 0.43 0.27 133.93 1.58 .116
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Closer inspection of the patterns and relationships in intercept and change trajectories revealed
that participants varied in both their intercept (p < .001) and their rates of change in SDQ Emotional
Problems subscale scores baseline to wave 2. Furthermore, the covariance parameters suggest a
significant positive association between the intercept and change within baseline to wave 2. This
finding suggests that participants with high SDQ Emotional Problems subscale scores at the baseline
tended to have greater increases, or less of an improvement, in SDQ-assessed Emotional Problems
from baseline to wave 2. There was no significant correlation between the intercept and change
within the wave 2 to wave 3 period.

SDQ Conduct Problems. At baseline, the expected SDQ Conduct problems subscale score was 4.92
(Table 5). This is significantly greater than the British norm of 1.6 and is classified as high (Youth in
Mind, 2016). The baseline to wave 2 period suggested that there was a significant 2.30-point
improvement in children’s Conduct problems (p < .01, Cohen’s f2 = 0.11, small effect). The
Conduct problems subscale scores did not significantly change from wave 2 to wave 3.

The patterns and relationships in intercept and change trajectories revealed that participants
varied in both their intercept (p < .001) and their rates of change in SDQ Conduct problems subscale
scores baseline to wave 2 (p < .001). Furthermore, the covariance parameters suggested a significant
positive association between the intercept and change within baseline to wave 2 (p < .001). This
finding suggested that participants with the highest SDQ Conduct problems subscale scores at the
baseline tended to have increases in the SDQ measured Conduct problems from baseline to wave 2.
Like SDQ Emotional Problems, there was no significant correlation between the intercept and
change within the wave 2 to wave 3 period.

SDQ Peer Problems. At baseline, the expected SDQ Peer Problems subscale score was 3.47 (Table 5).
The baseline to wave 2 period suggested that there was a significant 1.47-point improvement in peer
problems (p < .05, Cohen’s f2 = 0.05, small effect). Child peer problems subscale scores did not
significantly change from wave 2 to wave 3.

Participants varied in both their starting points (p < .001) and rates of change in Peer problems
subscale scores within the baseline to wave 2 period (p < .001). Furthermore, the covariance
parameters showed a significant positive association between starting point and change within the
baseline to wave 2 period (p < .001) and the wave 2 to wave 3 period (p < .01). This finding indicated
that participants with the highest Peer problems subscale scores at baseline reported increases in
Peer problems, rather than a reduction like that observed in the main trend, from baseline to wave 3.

Hyperactivity and Prosocial scores. Wave of study did not significantly predict Hyperactivity, F
(2144.47) = .94, p = .39 and Prosocial scale scores, F (2141.61) = 2.76, p = .07.

SWEMWBS. At baseline, the expected SWEMWBS score was 20.56 (see Table 5). The baseline to
wave 2 period of the study suggested that there was a significant 0.98-point improvement in
SWEMWBS total score (p < .05) for caregivers. Caregivers’ SWEMWBS total scores did not
significantly change from wave 2 to wave 3.

Participants varied in both their starting points (p < .001) and rates of change in SWEMWBS total
scores within the baseline to wave 3 period (p < .001). Furthermore, the covariance parameters
showed a significant positive association between starting point and change within the baseline to
wave 2 (p < .001) and wave 2 to wave 3 (p < .01) periods. This finding indicated that caregivers with
the highest SWEMWBS total scores at baseline reported greater increases in SWEMWBS from
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baseline to wave 3, whilst those caregivers scoring extremely low at baseline had scores that got
worse over time (Table 7).

Discussion

SDQ scores of children in the DDP cohort varied in their starting points and rates of change over
time. However, on average, caregiver reports suggested that children receiving DDP started their
interventions with high levels of SDQ Total Difficulties and showed significant reductions in these

Table 7. SDQ and SWEMWBS total and subscale scores, variances, and correlation matrix.

Scale Intercept [Baseline-Wave 2] [Wave 2-wave3]

SDQ total difficulties
Intercept 36.30*** 0.81c*** 0.22c**
[Baseline-wave 2] 26.77*** 40.62*** 0.14c

[Wave 2-wave3] 5.43 6.81* 32.45**
SDQ emotional problems
Intercept 7.36*** 0.85c*** .14c

[Baseline-wave 2] 5.75*** 7.89*** .10c

[Wave 2-wave3] 0.80 0.11 7.95***
SDQ conduct problems
Intercept 6.29*** 0.78c*** 0.12c

[Baseline-wave 2] 4.45*** 6.27*** 0.08c

[Wave 2-wave3] 0.51 0.40 3.42***
SDQ hyperactivity
Intercept 6.30*** 0.79c*** 0.23c**
[Baseline-wave 2] 4.22 6.32** 0.15c

[Wave 2-wave3] 1.12 0.70 6.70**
SDQ peer problems
Intercept 2.96*** 0.74c*** 0.25c**
[Baseline-wave 2] 2.57*** 6.02*** 0.15c

[Wave 2-wave3] 0.73 1.00 4.88***
SDQ prosocial
Intercept 6.43*** 0.85c*** 0.19c

[Baseline-wave 2] 4.54*** 5.70*** 0.21c**
[Wave 2-wave3] 0.88 1.11* 5.55***

SDQ impact
Intercept 7.59*** 0.81c*** 0.21c**
[Baseline-wave 2] 5.29*** 7.55*** 0.16c

[Wave 2-wave3] 0.41 1.44* 8.29***

Intercept [Baseline-wave 2] [Wave 2-wave3]

SWEMWBS
Intercept 11.12*** 0.04c 0.07c

[Baseline-wave 2] 0.30 10.85*** 0.71c***
[Wave 2-wave3] 0.59 6.48*** 11.64***

*p < .05 **p < .01 ***p < .001.
C = correlation.
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difficulties from baseline to wave 2 (around the end of the intervention). Expected SDQ Total
Difficulties stabilised from wave 2 to wave 3, as did the constructs captured in three of the subscales
of the SDQ: peer problems, conduct and prosocial behaviour. The exception to this pattern were
children’s caregiver-reported emotional problems which also decreased in a significant way be-
tween wave 2 to wave 3, suggesting ongoing improvements in this area at 6 months after the DDP
sessions had ended. Two SDQ subscales - hyperactivity and prosocial – showed non-significant
changes over the study duration.

SDQ significant score improvements within most subscales and Total Difficulties were
maintained between wave 2 and wave 3. This suggests that any improvements in SDQ ratings,
including those that may have been associated with the provision DDP, were maintained ap-
proximately 6 months after the period where DDP was provided. DDP aims to support caregivers
and their children to develop skills to help to co-regulate the child’s emotions together (Hughes,
2017), and these findings of a maintained improvement in SDQ scores over time suggest that the
process could be ongoing and cumulative. However, longitudinal follow-up would be required to
validate this, and other factors which could have impacted SDQ score changes over time must be
controlled for.

While SDQ total scores and subscale scores remained high throughout the stages of the study
compared to British normative values, reductions in participant scores also represented changes in
the measure’s pre-determined severity categories (Youth in Mind, 2016). For SDQ total difficulties,
the reduction in scores represented a change from very high (5% of the population) pre-intervention
to slightly raised (10% of the population) by the end of the study. Impact scores remained in the very
high category (5% of the population) but, by the end of the intervention, families’ SDQ impact
scores were at the lower end of the category range. However, the fact that the SDQ subscales and
impact score remained at the ‘slightly raised’ and ‘very high’ categories does indicate the need for
ongoing support. It was noted in an earlier study that adopted young people are likely to demonstrate
complex difficulties throughout their development, and repeated intervention and support may be
required (Tarren-Sweeney, 2010).

Looking at the caregiver emotional wellbeing (SWEMBS) scores at baseline, the mean overall
score was 20.43, which is around 3 points lower than the estimated mean scores of adults in England
(Ng Fat et al., 2017). This would suggest that, before DDP was provided, the caregivers in our
cohort had lower overall wellbeing than the general population. Similar to the changes in some of
the SDQ subscales, there was a significant increase in scores between baseline and wave 2,
suggesting an improvement in caregiver wellbeing which could be associated with the provision of
DDP in the period between baseline and wave 2. This improvement was maintained at wave 3, i.e.
6 months after DDP had ended. Previous studies have not, to our knowledge, measured the
wellbeing of caregivers, including adoptive parents or special guardians over the time period that
their family has revieved DDP. Therefore, these results are encouraging. However, it is important to
note that we cannot assume causation between the general trends in improvement in child and
caregiver functioning and the provision of DDP.

Although the findings suggest that DDP is associated with an improvement in caregiver and child
wellbeing, for a small group of the families in our study, the parent-report child’s difficulties and
caregiver wellbeing ratings actually worsened during the study period. This was observed in a sub-
group of the children or caregivers who had scored very high in the SDQ or SWEMBS at baseline,
suggesting they started with the most severe difficulties. It is important to note that this observation
in our study was only a within a small subgroup and that, overall, scores improved across
timepoints, before and after the provision of DDP. Nonetheless, previous studies of DDP have not
explored with which group(s) of children and families the intervention is likely to be most

74 Developmental Child Welfare 5(2)



appropriate and potentially helpful, for example by looking at a child’s baseline severity of dif-
ficulties, or caregiver’s wellbeing. This could be further investigated through direct research and
services in the future, so that DDP can be tailored to adoptive parents, special guardians or foster
carers and children most likely to experience associated benefits.

Study Limitations

The major limitation of this study is that it used a convenience sample and a within subjects design
without a control group, which allows for potential threats to internal validity. A control group was
not possible in our study because all families recruited into it were already on the pathway to
accessing therapeutic support, specifically through the ASF. Therefore, we cannot rule out that
scores on the SWEMBS and SDQ would have improved over time, regardless of the intervention
(Heppner et al., 2015). Children in middle to late adolescence (the modal age group of the children/
young people in the DDP cohort was 15–19 years old) have been shown to experience maturation in
areas including emotional stability and agreeableness (Klimstra et al., 2009). Therefore, the im-
provement shown on the measures over time could reflect the process of the young people
growing up.

Therefore, without the inclusion of a control group with similar characteristics as our DDP
cohort, we cannot conclude that DDP provision was the driver for improvement in the child and
caregiver wellbeingmeasures over time. In order to strengthen the qualitative and observational data
that suggests improvements in wellbeing from before to after DDP for adoptive families, a
randomised controlled trial is needed.

A second limitation of the study is that it does not track the adoptive families past 6 months after
the end of their DDP intervention. Therefore, we are unable to evaluate the longer-term journeys for
the families after DDP, including measuring whether the improvements in reported child/young
person and caregiver wellbeing noted at wave 2, and maintained at wave 3, continued.

A third limitation is that, because self-report data was used and only one outcome measure, our
ability to triangulate the findings was limited.

A fourth limitation is that, because of the relatively long duration of the DDP experience, study
data may be susceptible to maturational and historical influences (Shadish et al., 2002).

A final limitation of the study is that researchers were not able to investigate in detail the content
of the DDP sessions that different families had. This is because the scope of the wider evaluation
was to look at the overall journey of accessing support through the ASF and the impact of that
funded support, rather than the specifics of the therapy accessed. It could be argued that this means
we cannot assume the content and quality of all families’DDPwas consistent. This is reflected in the
differing number of sessions families had and the differences in the makeup of the sessions.
However, DDP is adaptable based on the child’s needs whilst still maintaining the key principles of
PACE (Hughes et al., 2015). Therefore, it is to be expected that there is variation in DDP experience
for each family. DDP was not provided by a consistent therapist in our study, but this reflects the
reality of widely used therapies. In order to practice DDP, therapists have received specific training
and supervision (DDP Network, 2022), so their core competencies and approach to DDP should
have been consistent across England.

Overall, our study suggests that DDP treatment is associated with an improvement in quantitative
measures of a child’s difficulties, and child and caregiver wellbeing in adoptive and special
guardianship families. The data has not been collected in a clinical trial environment so lacks a
control comparison group, therefore we cannot confidently demonstrate that improvements for
children and caregivers over time can be attributed to DDP. However, it adds promising evidence
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and provides an up-to-date insight of DDP provision in England. The study findings support the
hypothesis that DDP should continue to be evaluated as a potentially effective therapeutic in-
tervention for care experienced children and families in the future.
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