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ABSTRACT

The focus -throughout this thesis is on the pragmatics  of
interprofessional collaborative partnerships in the area of work with
children and families. It comprises three sections, the first of which
reviews government mandates and research outcomes, outlines
essentials for inter-professional collaborative partnerships and suggests
possible ways of effectively implementing these.

The research section combines an example of collaborative working
between clinical psychology and health visiting in the form of a jointly
planned and delivered Self-esteem Focus Programme, with an
evaluation of the effects of the programme on participant's self
concept and self-esteem. This programme was delivered over eight
weeks, the contents of which are detailed, as is the theoretical
underpinning for the programme. Both quantitative and qudlitative
methods of analysis were used to evaluate the effect of the
- programme on the participants. A total of 45 mothers took part in the
quantitative analysis, camied out by using repeated measures
multivariate analysis of variance on scores obtained from the
completion of the Rosenberg Self-esteem and the Pearlin and
Schooler Psychological Coping Resources Questionnaires at four times
during the data collection period. Eleven of this group of mothers
took part in depth interviews which were analysed qualitatively to
assess changes in self concept. Participants showed significant
increase in self-esteem and mastery accompanied by significant
decrease in self-denigration, at the 0.01 level of significance, following
participation in the programme. These changes were maintained six
months after completion of the programme. Qualitative analysis of
the depth interviews showed an increase in feelings of self worth, self
confidence and feelings of normality. Responses also reflected
change in the way participants related to their children, spouses or
partners, others and towards themselves. ~

The final section contains details of a case study requiing multi-
professional participation. This outlines how the health visiting - clinical
psychology partnership was effectively conducted and the difficulties
encountered on occasions when the various professionals did not
share similar philosophies of collaborative partnership.
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 SECTION A

 PREFACE
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PREFACE

A common »fhrecd throughout my professional career has been a
fascination with the intergenerational transmission of interpersonal
relating styles. My first experience in the clinical field was in a
Children's Home in South Africa. The discovery that most of the
children in the Home had parents who themselves had been brought
Up in similar settings, aroused a strong desire to increase my

knowledge in the area and explore possible ways of breaking the
cycle.

Much of my work in South Africa involved enabling The development
of substitute parent-child attachments. These attachments were either
- within the Chil_dren's Hbme setting between children and house-
pdrents or between chidren and families in the community, who
wished to offer the children the opportunity to experience "ordincry
family life’. Occasionally some work was possible in the rehabilitation |
of the natural parent-child relationship. The resources for the
development of prevention or early intervention progrcmmes' at that

time in South Africa were, as far as | was aware, non-existent.
My work in the Children's Home introduced mek’ro another complexity

in the field, that of inter-agency working. Childfen were placed in the

home, a church based organisation, by Social Services. The delivery of

14



services to parents as well as the overall responsibility for the welfare
of the child, remained with Social Services. Collaborative working
between Social Services and the Home was essential if the child was
not to be caught between inter-organisational differences and
disputes. Each child also attended an educational institution.
Collaborative partnerships were equally important between schools
and the Home, to ensure that the children's welfare was kept at the
cenfre of organisational activity. In practice, inter-organisational
colloborcﬁon seldom happened, and when it did, it was by chance

rather than by design.

On my arival in the United Kingdom, the long awaited opportunity to
be involved in the development of prevenfion and early intervention
programmes became a réoli'ry. ‘The NHS Trust | was to be employed
by. was searching for a PSYChologisf to run a pilot project combining
clinical psychology and health visiting skills and expertise, with the
focus on prevention and early intervention. The opportunity and
setting was ideal as it allowed the continued development of all three
areas of my professional interest. In the first instance it involved
working  with  ‘vulnerable' families where change in the
infergenerational pattern of dysfunctional interpersonal relationships,
was being sought. Secondly, the focus was on developing
preventative and early in'rervvenﬂon services, and thirdly, the project

involved inter-professional collaboration.

The pilot project ran for 18 months, after which the collaborative
clinical psychology - health visiting partnership became integral to
both services. The work presented in sections C and D of this the;is,
namely, the research and case study respectively, are direct

outcomes of this collaborative partnership.

15



'Firsﬂy however, Section B reviews the literature in the field of inter-
agency and inter-professional working, within children's services. The
aim of this section is twofold: firstly, to provide a background as to the
kind and amount of literature available in the field, and secbndly, to
highlight the contexts within which clinical applications of

collaborative work seem to be' quing place.

Most of the literature available is specific to child protection and much
of that, in the form of government directives. These directives have
often emerged' as a result of inquiries intfo what is seen to be
avoidable tragedies in child abuse. Stil pertaining to child protection,
another section of the literature focuses on the complexities and
difficulties experienced when various agencies have attempted to
work -Togefher. In practice, inter-agency and inter-professional
collaborative working becomes virtually an impossible task as a result
of Idck of agreement as 'ro'\'/vhcf is required and how it is to be
achieved. Little is found in the literature when looking for inter-
professional collaborative work in non-child protection areas, and the
same applies when searching for examples with a prevention or early
intervention focus. Section B further reports on possible explanations
as to why infer-professbncl collaborative partnerships cré so difficult to
- achieve, and proposes a systemic approach as an dlternative to

facilitate the translation of the ideal into practice.

Section C contains details of the development, implementation and
evaluation of a research project entitled ‘An investigation into the
effects of a self-esteem focus programme on self concept and self-
esteem’. The programme was developed as a response to a gap,
identified by health visitors, in their service provision. On occasions they

came across parents who had themselves experienced negative

16



interpersonal relationships in their own development. Some parents
were aware of the connection between past experiences and
current behaviour and expressed their wish to learn skills to ovo'id
repeating the same interactional poﬂe_rn with their own children.
Health visitors were interested in providing a service that would enable
parents to change problematic patterns of interaction. They had
made a number of interventions to help parents showing such
difficulties, including education, modellng and encouragement.
Some parents were able to benefit from what had been offered,
however there were others for whom fheée methods were not
effective. The opportunity of working collaboratively with a clinical
psychologist offered the possibility of exploring another, hopefully

more effective, way of responding to these clients’ needs.

The programme was developed and delivered in collaborative
~ Partnership between clinical psychology and health visiting.
Participants were mothers on health visitor case loads, either self
refered or identified by health visitors, presenting with low self
confidence and poor self-esteem, interpersonal relationship difficulties
and often aware of the connection between their past experiences
and curent behaviour. The programme consisted of eight weekly,
one and.a half hour sessions, run jointly by the clinical psychologist
and two / three health visitors to @ group of between six and nine
mothers. - The aim of the programme was to enable participants,
through a process of guided reflécﬁon, to examine their individual self
concept with specific reference to their self worth, to question the
vclfdh‘y of messcvges of worthlessness rec,;eived, to create affimative

messages regarding their self worth and to explore ways of

implementing these in everyday living.
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Evaluation of the programme was carried out using both qualitative
and quantitative measures. The variables chosen to evaluate the
programme were sélf concép’r and self-esteem. Change in self
concept was assessed by means of depth interviews, undertaken with
11 participants, between nine and eleven weeks after completion of
the programme. Responses were analysed according to themes,
some elicited through the interview questions and others emerging
spontaneously from participants' verbal responses. Analysis of these
respohses showed an increase in feelings of self worth, self confidence
and feelings 6f normality. Responses also reflected ch‘cnges. in the
way participants relcfed to their children, spouses or partners, others
and towards themselves. Other emergent themes included
decrecséd levels of social isolation and ‘better ways of E:oping', as

experienced by the specific participants.

The self-esteem variable was measured using two questionnaires,
- namely, the Rosenberg Self-esteem Scale and the Pearlin and
Schooler Psychologijc:ol Coping Resources Questionnaire, comprising
three factors:  self-denigration, - mastery  and  self-esteem.
Questionnaires were completed four different times during the
research period - two months. before commencement of the
programme, immediately prior o commencement, on completion of
the programme and six months after corhpleﬂon of the programme.
Repeated measures multivariate analyses of variance were used to
compare changes in means over time, and Bonferroni ' pairwise
comparisons used for post hoc tests. On all four scales pcrﬁcipcnfs
showed 'significcn'r increase, at the 0.01 level of significance, in self-
esteem and mastery, and decrease in self-denigration, as a result of

the programme. The noted change was evident both when

18



comparing pre and post programme means and when comparing

pre and six months after completion means.

Section C dalso reports on situational factors affecting the inter-
professional collaborative partnership. Dissolution and mergers of NHS
frusts, resulted in the professions of clinical psychology and health
visiting being housed in two different trusts. The programme of
collaborative partnership originated within an organisational structure
that housed the two professions. However, the implementation
including the data collection, was camied out from the time of
announcement of the dissolution of the one trust to one year into the
existence of the two separate trusts. The impact of the change of
organisational and managerial structures on the quantity and quality
of health visitor involvement in the programme, throughout the 18
months of data collection is reported. The effects of the
'orgcniscﬂoncl change on the collaborative partnership and some of

its implications for practical arangements are also noted.

Section D contains details of a case requiring the involvement of.
various professionals within both the Health and Social Sefvic;es
organisations. The client in this case study is @ mother, diagnosed with
Multiple Sclerosis, who endured physic'ol,‘sexual and emotional abuse
from her biologiccl mother, throughout her childhood, until the age of
six. Both the physical condition of Multiple Sclerosis and her past
experience of abuse impacted on her parenting of her toddler
daughter. The case study highlights the need for infer-professionol
collaborative partnerships, ‘gives detailed accounts of how this was
managed in the health visiting - clinicdl psychology partnership and
outlines the difficulties ehcountered on occasions when professionals

did not share a similar philosophy of collaborative partnership.
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Consistent  throughout the various sections of this _’rhesis is the
“recognition that when multi-faceted interventions are required in the
area of work with children and families, collaborative professional
. pcrtnershlps are essential. This is as important when intervening in child
protection cases, as when developing and delivering prevention
services, or when packages of combined inter-organisational / inter-
professional interventions are required. The absence of such
collaborative partnerships may often result in frcgmenfed service
delivery, unproductive inter-professional tensions and an inefficient use

- of taxpayers' money.
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 INTER-AGENCY WORKING
WITHIN CHILDREN'S SERVICES
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INTER-AGENCY WORKING
WITHIN CHILDREN'S SERVICES

A LITERATURE REVIEW

The result will be a system
where the energies of health and social services
are not dissipated in fruitless debate on boundaries -
one where peoples' needs are paramount

in developing and delivering services

DoH, Partnership in Action, 1998

Infroduction ‘

Since the early 1970s, when both health and local authorities
underwent reorganisation, the philosophy of co-ordinated service
planning was introduced and encouraged (HMSO, 1972). It was
however not until the emergence of the 1989 Children Act that inter-
agency collaboration in the provision of children's services became a
formal requirement. The call from government for co-ordinated
planning and delivery of services has been unreserved, its seriousness
and urgency based on the undisputed recognition that children need

fo be protected from neglect and abuse (DoH, 1992; DoH, 1995a).
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As a result of concerns for child protection the majority of government
directives and guidelines have foéused on inter-agency working
arangements particular to the issUes of child protection (Home Office
et al,, 1991; Hallet, 1995; DoH, 1995b). In recent years, however, the
collaborative focus has also been placed on other inter-agency
services. Examples comprise services delivered by the three main
agencies identified as Health, Social Services and Education, and
include intra and inter-agency professional partnerships. The ‘Seen But
Not Heard' report examined the delivery of services to ‘children in
need' by ‘Community Child Health and Social Services. (Audit
Commission, 1994) while the 'Together We Stand' document reviewed
Child and Adolescent Mental Health Services (HMSO, 1995). Presently,
a consultative document addressing the education of ‘looked after
children’, involving inter-professional working between Education and
Social Services is under consideration (DfEE, 1999). Ah‘hough not
specific to Children's Services, the ‘Partnership in Action' document is
unequivocal in its commitment to promote and provide opportunities
for Health and Social Services to work in partnership (DoH. 1998a).
Regardless of the agencies or professions involved, the conclusions
and Arecomméndcﬁons »c.Jre Uniform‘: effective multi-agency co-
operation is rarely found and the proposal for joint assessment of
need, formulation of intervention plan and delivery of service, is

repeatedly recommended.

With such clear and consistent calls for co-operation and
collaboration arising from reviews, investigations and audits of services,
it begs the question as to why progress in the effective
implementation of joint working has been so slow. Three decades
after the philosophy of co-ordinc'red\ services was infroduced, fhe

literature retains a high proportion of directive documents, some new
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and others in the form of further guidelines and addenda to ones
previously published (Home Office et al, 1991; DoH, 1998a; DoH,
1995a). Studies highlighting the difficulties encountered when co-
ordinated work has been attempted are found in abundance (Bircholl
& Hallett, 1995; Birchall & Hallett, 1996; DoH, 1995b; Lupton & Khan,
1998; Hallett & Stevenson, 1980; Taylor & Tilley, 1990). What is absent in
| the literature is a shared definition of ‘inter-agency working' whether
in a general sense or specifically for a given situation, as are guidelines
as to how to transform the philosophical aspiration into functional
reality .

What constitutes ‘Inter-agency working' ? ;

The variety of interchangeable terms found in the literature is.
indicative of the lack of definition, and as a result, lack of clarity as to
what is meant by ‘infer—cgency working'. ‘Working together’, ‘inter-
agency co-operoﬁdn', ‘joint working', ‘inter-agency collaboration’,
‘inter-agency partnership’ are all used referring to the same complex
concept (Hallett, 1995; Hallett & Birchall, 1995; Lupton & Khan, 1998).
It is also evident that different professionals involved in fnter-agency
~ working have different notions as to what is expected of themselves
and from each other (Taylor & Tilley, 1989: Taylor & Tilley, 1990; Sutton,
1995). This emerges despite clear guidelines of what is legqlly
expected in child protection procedures. Hallett (1995) describes the
discrepancies in views of different professional groups at various stages
of the procedure. The infensify and spread of inter-agency
involvement varies throughout the life of a child protection case.
During the initial stages compﬁsing referral, immediate protection of
the child, planning of the investigation, investigation and initial
assessment, culminating in the child protection conference, much

inter-agency communication is found. The communication s,
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however, predominantly information exchange. Once the case
conference has taken place and a comprehensive assessment and
consequent planning and implementation of intervention is required,

the inter-agency involvémeh'r decreases markedly.

The lack of a shared definition of what constitutes inter-agency
working is even greater in non child protection cases where inter-
agency involvement is required, as a result of no available guidelines
(Kirby, 1994). In the professional experience of the researcher,
aftempts at engaging in inter-agency working, highlighted not only
the discrepancy in the definition of inter-professional inter-agency
working, but also the lack of a shared undeks'rcnding of how to
achieve the jointly identified goals (Kirby & John, 1995; Kirby & John,
1996). The increased difficulty in cchieving inter-agency collaboration
in prevention and early intervention work is supported by the National
Children's Bureau’s document on Children's Service Plans (Sutton,
1995).  Possible reasons suggested include the fact that the
effectiveness of preventative services is notoriously difficult to evaluate
and that when faced with limited resources, deciding to finance
preventative services rather than funding the tertiary ones may be
difficult to justify. ’

Séencrios requiring multi-agency - involvement are diverse in their
purpose and godls. 1t would thus seem appropriate to examine what
is meant by inter-agency working depending on The needs of the
specific situation. Some situations may require joint goal plonning' and
equal relationships among colleagues (Conoley and Conoley, 1982),
whereas others may be better served by the ‘transplant’ model of |

Cunningham ond' Davis (1985), where the ‘expert' owns the

knowledge and skills and the ‘aide’ uses (‘tfransplants’) the information
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needed to camy out particular tasks. Probably the most often used
model is the multi-disciplinary team where professionals independently
address aspects of a problem and create a forum to meet and discuss
their aims and objectives, with or without the client. Partnerships are
often egalitarian, but joint goals are not established (McGrath and
Davis, 1992).- |

The need for inter-agency working

Health and welfare legislation tends to be prepared by individual
government departments. The legislation is then left to different
qgencies to implement, some of which are accountable to locally
elected representatives, some to central government and some to
management boards. Without collaboration between the agencies
gaps and overlaps are likely to occur, resulting in services that are
neither effective nor ecénomicol, and that fail to see the child as a
whole (Sutton, 1995).

The importance of inter-agency working requires little elaboration
when refering to child protection work. Two tragic cases, Maria
Colwell and Jasmine Beckford are extreme examples of what can
happen in the absence of effective inter-agency-working (DHSS, 1974;
Brent Borough Council, 1985). The lives of children are at stake. At a
less dramatic level, but still exiremely importcn"r, is the cost implication
of the lack of co-ordinated work. Uncoordinated work by
independent agencies results in the duplication of services, financial
waste, frustrated professionals and fragmented, or  possibly

contradictory, services to clients (Hornby,1993; HMSO, 1993).
. , ;
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The Literature

Literature in the field of inter-agency working can be broadly divided
into four sécﬁons. Firstly, there are the government directives ranging
from recommendations to what is legally expected. Guidelines,
conclusions from audit reports and messages from research
undertaken by government all fall within this section. Secondly, there
are investigations. These consist of audits, assessments on availability
of co-ordinated services and reports on specific cases that have gone
tragically wrong. The third section consists of research based
literature. And lastly we find the more theory based writings often

~ emerging from aspects of all three above.

In the present literature review, far more has been found in the
sections of directives and investigations than in those of research and
theory. This paper will attempt to bring together the central themes of
all four sections with particular emphasis on the debate as to why thé
transition from philosophy to practice seems to be so very difficult, and

some ideas on possible ways forward.

Directives and Investigations

Although distinct in nature, governrﬁent directives and investigations
are strongly interelated, the former often being a direct result of
service audits and reviews. For this reason they shall be grouped
together in this presentation. A prcﬁporﬁon of government publications
refer to the planning of Children's Services. - These publications focus
on services for children that for many and varied reasons, require the
care and attention of health and social services throughout their
young lives. The documents refer to services for ‘chidren in need’
(Home Office, 1991; Audit Commission, 1994; Sutton, 1995} and
services affecting ‘looked after children' (DoH. 1998b; DoH 1998c),
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with = specific reference to the co-ordination between the

Departments of Health and Social Services. Further directives are

found from the Department for Education réloﬁng to children looked
after by local authorities (DfE, 1994; DfEE, 1999). As from March 1997 it

became mandatory that each Health Authority develop a strategy

for-Children's Services that incorporated joint in’rér—ogency planning.

The strategy is expected to reflect the roles and confributions of

agencies such as health, social services, education and the police, in

the provision of children's services.

A Idrge proportion of government directives relate to child protection

- procedures. A six stage model fo ensure comprehensive assessment

and planning in cases where children are at risk of neglect and / or

abuse, is clearly outlined in the ‘Working Together' document (Home

Office et al, 1991). Guidelines as to the duties and responsibilities of

.the various agencies are clearly stated in this document. Subsequehf

to this, a guide fo inter-agency working to safeguard and promote the |
welfare of children is in draft form and presently undergoing

_ conSul’rcﬂon (DoH, 1999). In a similar manner to the original document

(‘Working Together'] it sets out the roles and responsibilities of the

different agencies and the procedures to be followed in joint working. -
It still fails to give any guidance as to how such joint working is to be -

achieved, it does however contain a possible avenue for |
| ¢onsidercﬁon. The document outlines the need for inter-agency
training cndv development, and gives the Area Child Protection
Committees (ACPC) the responsibility for the 'strq’regic dverview_ of
 planning, delivery and evaluation of ih’rer—cgehcy 'rrcining. However, it .
does not kclcrify the relationship between the 'ACPC and each
agency. A situation is created where a mandate is given wi‘rhout

consideration as to how it is to be carried out.
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Research

As in the sections of directives and invesﬁgcﬁons} research into inter-
agency working is predominantly in the area of child abuse and chid
protection. Among others, studies include reviewing procedural
aspects of the child protection system (DoH, 1993q) and examining
in’rer—professionol relationships amongst those engaged in inter-
agency co-operation (Birchall & Hallett, 1995; Hallett, 1995; Taylor &
Tiley, 1990). Despite clear procedural guidelines, studies showed that
the extent of inter-agency collaboration varied markedly at different
stages of the child protection process (Hallett, 1995). Co-operation
was found to be widely ocCep’rcbIe, at the invesﬂgcﬂve» stage, in the
form of information exchange. Once the ccseconference had taken
place, the Comprehensive assessment, planning and delivery - of

service was left virtually totally within the remit of Social Services.

Studies also showed considerable “tension and fric’rr'on among
professionals involved in inter-agency collaboration.  Although most
professionals agreed that mUIﬂ-ogency involvement was required
when attending to child protection, in practice each tended to follow
their own ‘methods, Tesulting in an overlap of information gathering |
and other activity (Birchall & Hallett, 199‘5). Conflict over diagnosis,
mcndgemem‘ of cases and disputes over allocation of responsibilities
between social workers and health visitors was found (Taylor & Tiley,
'1990), as was mistrust between social workers cnd‘fcrhily doetors
(Burton & Smith, 1997).

Only one study was found where in’reréogehcy colloborcﬁen in the
wider remit of children's services was the focus (Bradford, 1993). It
involved the development of a Multi-Agency Consultation Team

(MACT), whose aim was to provide a forum where the Health, Social
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Services and Education could access a multi-agency perspective on
cases of complex need. The MACT further made recommendations to
Service Directors as to the most appropriate way forward in cases
where .plonning became stuck. Conclusions indicated that in'rer--.
agency collaboration and co-operation was possible. This was
measured in the form of consensus between all three agencies, in the
decision making as to the best way forward in each case. Financial
constraints, however, were at times problematic. Managers were not
always able to sanction recbmmendcﬁons that were beyond the

range of local solutions.

Successful accounts of inter-agency working were found, albeit not
within the domain of children's services. The ‘London Health
Partnership' (LHP), set up to improve services for elderly people,
involved professionals from Health, Social Services, Local Authority
and the private sector. Included in the partnership were staff from
Royal Mail, the transport department, housing association and leisure
cenfre managers (Plamping, 1997). The partnership adopted ‘o ‘whole
- system approach’, underpinned by the recognition that actions taken
by one organisation or part thereof, have consequences - often
unpredictable - elsewhere in the system. In the experience of the LHP,
there was no lack of will o be involved in inter-agency working. There
was however a scarcity of methods to suppor'r effective inter-agency
working. The creation of partnerships necessitated much time and
commitment, and issues of legitimacy, accountability and authority

had to be resolved.

Further successful inter-professional collaboration was found between
psychologists and health visitors in the form of a consultation service

(Wilson, 1995), as it was found in the ‘WellFamily Project” in the form of
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a family support co-ordination service (Weir, 1997). The management
of postnatal depression has been effectively achieved through the
collaborative working of health visitors, midwives and psychologists
(Holden et al., 1989; McClarey & S’rokoe, 19935). |

Theory

The frequency of reported difficulties encountered when attempting
effective inter-agency co-ordination, has led some researchers to
focus on the search for possible explanations. In reviewing the
available literature some common themes regarding areas of difficulty

emerge.

a) Interpersonal relationships

Interpersonal relationships between the professionals concerned
comes high up on the list of essential factors for effective inter-agency
working. Seaburn et al. (1994), in outlining the key ingredients for
effective collaboration, made the ‘relationship’ factor the most
important. They hold the view ’rhof “the quality of the collaboration
often - reflects the quclify of the relationship between the
collaborators” (p. 47). They stress that collaborative relcﬁdnships need
to go through the familiar stages found in the development of any
relationship: self-disclbsure, checking each other out and buildihg trust.
Mutual respect results, which in turn enables effécﬁve communication

and reduces sabotage.

Lupton & Khan (1998) also make mention of interpersonal factors as
affecting collaboration. They are similar to those that impact on any
~ Interpersonal interaction, aspects such as race, disobiilify, sex, class
and status, with particular awareness of the often value-laden status

some professions have above others. Beattie (1994) refers to the-
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‘undertows’ in (professional) interpersonal relationships requiring
attention, if effective inter-agency collaboration is to be

accomplished.

The literature contains examples of studies, projects and services
where the characteristics of mutual respect and trust between
professionals have enabled effective inter-professional and inter-
agency working (Plamping, 1997; Bradford, 1993; Weir, 1997), and
others where the lack thereof has impeded the process (Taylor & Tilley,
1990; Statham, 1994; Yerbury, 1997)

b) Interprofessional factors

Differences in training, knowledge base and skill is most often seen as
the reason why different professionals approach a given common
situation from different, possibly confradictory, viewpoints (Beattie,
1995; Soothill et al., 1995; Lupton & Khan, 1998). The paradigms used
to interpret and understand what is being presented, can be very
divergent (Seaburn et al, 1996). Many different paradigms can
however be used in collaboration, as long as they are not mutually

exclusive.

Beattie (1994) refers to common perspectives, goals and visions
needing fo be jointly created if effective inter-agency working is to be
attained. Hallett & Birchall (1995) in a review of ‘inter-agency co-
ordination in child protection' literature concluded that friction
~ between professionals was evident as a result of unrealistic or
incompatible ideas about what the different professionals were either
supposed to do or capable of doing. “And once the cogs of the

machine began to grate, it was common for political factors of power
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and status and resource dependency to intervene and for there to be

temtorial disputes” (p 71).

c) Inter-organisational factors, including government policy making

Heolfh, Social Sefvices and Education all have different organisational
structures with regard to priorities, boundaries and finances. Separate
budgets make joint planning and delivery -of services extremely
difficult (Bradford, 1993; Hudson, 1994; Sutton, 1995). Funding is‘offen
VﬁAme limited which further complicates effective medium and long

term planning.

Infer—orgcnisd’rionol structures are cldsely affected by government
policy making. The 1990 NHS reform, creating the purchaser cn_d
pfovider structure, simultaneously created ambiguities in responsibilities
and lines of accountability of health professionals working with child
protection (Home Office et al, 1991; DoH, 1995a). Similarly, the present
re-organisation, creating the Primary Care Group structure (DoH, 1997)
will again require re-organisation as a result of change in -
responsibiliies and lines of accountability. The effects of frequent
- change, resulting in fragmentation and re-organisation, without the
opportunity for consolidation and learning from experence, is
damaging to inter-professional and inter-agency communication
(Sadler, 1994). -

The work of Lupton and Khan (1998), Seaburn ef al. (1996) and that of
Beattie (1994) all refer to the crucial impact of in'rer—orgonisaﬁonol
factors in effective inter-agency working. The need for compatible, if
not common, structures, finances and priorities, are considered to be

essential. Robust and coherent management arangements emerge
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as one of the four key ingredients for effective collaborative working in
the research by Hardy et al.(1992).

Recognition of the organisational context is emphasised in the work by -
Knapp et al. (1992) as an essential in effective collaboration.
Distinction is made between five different types of organisational
contexts. The ‘unitary agency' context refefs to the sifuc’rion where a
single ‘ogency has responsibility for the development of the service /
project, even‘ though funding and initial plohning may be shared. The
‘semi-independent agency' context is when the service / project s
run through a separate organisation, whereos the 'lead agency'
context refers to one agency taking the lead to manage a
development but others contribute to the development. The ‘joint
agency' context is one in which bilateral responsibility between two
~ agencies for leading and managing a service / project is undertaken,
and a ‘multi-agency’ con’rexf, one in which several agencies share

the responsibility and mcndgement of a project.

Davidson {1976) also highlights The.differen’r types of orgcniscﬁonci
arangements. When agencies shc}e inf_orrhoﬁ'on, ideas and feelings
about whatever subject matter, they are merely communicating. |If
communication leads to some amrangement of working together but
where tasks and goals are left vague, this would be called ‘co-
operating'. When crrcn‘gemenfs become more formalised, with TcskS
and goals clearly defined, a ‘confederation' is formed. 'When |
organisations define tasks and goals precisely and create a formal
structure to camy these out, conceding autonomy to that joint
- structure, a ‘federation’ exists.” In the event of organisoﬂons.formihg a

structure, where they are wiling to give up their own identities as
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organisations, with regard to the particular service / project in

development, they then form a new ‘formal organisation’.

Essentials for collaboration

Inter-agency collaboration is inherently a vulnerable process (Hardy et
al, 1992), requiring in the first instance the recognition of the sources
of vulnerability, and the identification of essential components, if
effective collaboration is to be achieved. Combining the various ‘key
ingredients' proposed by the above-mentioned authors, led the
researcher to formulate the following clusters of components seen to

be essential in effécﬁve inter-professional / inter-agency collaboration.

Q) Recogniﬁoh of the organisational context _

This needs to be the first step in thinking collobofoﬁvely - the
recogniﬁon of the framework within which change needs to take
place. Identifying the organisational structures involved, their
opportunities and their limitations, enables the collection of
information required to assess whether collaborative pc:r’rneréhips are

possible.

b) Clarity of purpose

Defining what constitutes inter-agency collaboration for the pcrﬁcular
project in question, bec_:omes the first focus in this second clusfer bf
essential components. Defining goals, individual roles and
responsibilities, how communication between the various professionals
is o take place and how the goals are to be assessed, are all aspects
of clarity of purpose. In the process of acquiring clarity and definition,
possible infer—personcl and inter-professional issues may need to be

addressed.
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¢) Commitment and shared ownership

This third cluster of essential factors applies to both personal ‘and
organisational levels. Commi’rrhen’r of time, commitment to the
shared vision central to the project, commitment to funding, .
commitment to involvement and commitment to decisions taken
under ‘clarity of purpose’, are all seen as crucial in the process of

collaborative working.

d) Robust and coherent management arrangements

Clear responsibility and lines of accountability within the multi-agency
group in question is essential. The same applies to arangements
regarding funding and fin‘oncicl control. - How the »vcﬁous
organisations, with their individual policies and structures, link with one
another o create a coherent overall structure, sustainable for the

duration of the inter-agency project, needs to be created and put in

place.

The cbéve—menﬁoned clusters of components can be seen as
necessary ingredients in the establishment of effective collaborative
partnerships. Aspects of collaborative working are however still
possible in the absence of the whole range of essential ingredients. As
crucial as it may be to identify the list of ingredients, this alone does
not provide all that is required to ensure effective collaborative
partnerships. The various components, depending on how they
~interact with one another, affect the final outcome of the intended
collaboration. Understanding how the ingredients affect one another,
how the various components interrelate and with what consequences
on other components, and on the final produdf (collaboration), 'is

greatly facilitated by the use of systemic thinking.
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A systemic approach

- By definition, a system is "a set of objects together with relationships
between the objects and between their attributes, in which objects
are the components or parts of the system, atfributes are the
properties of the objects, and the relationships tie the system
together" (Watzlawick et al., 1967,‘p. 120). Al'rhough the systemic
approach was originally developed within the family therapy context,
in recent years its application has widened to include ‘work with
individuals, couples, groups and organisations (Campbell, 1999;
Campbell & Draper 1985).

Basic to systemic thinking and awareness is the appreciation of the
following three factors:
¢ behaviours and events can be understood in different ways
depending on the context in which they occur .
o there is a direct link between a person’s beliéfs and their
behaviour

» the observeris part of the system (Campbell et al., 198%a).

In the context of inter-agency working, each professional involved is
both a part or component of and an observer of the same system.
Each professional is required to mo;/e between the ‘component’ and
the ‘observer’ role and take into account the impact of the
relationship between the two roles. The use of systemic thinking and
dwcreness facilitates the cpprec;ioﬂon of each professionals' ‘links’
between beliefs and behaviours, how these behaviours: are
_interpreted depending on each individual's view of context, and how
each component of the system impacts on every other component

of the same system.
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Viewing inter-agency collaboration as a system enables further
understanding as to why the process is fraught with difficulties and
offers a framework to help address these difficulties. Unless there is an
- appreciation that different parts of a system affect other parts of the
same system, professionals and individual agencies will be tempted fo
continue to work within the comfort of their own professional
boundaries, unaware of the impact they have on the function of the
system as a whole. The awareness of how government directives,
organisational contexts and the clusters of necessary components
interrelate and impact on each other and on the proposed outcome,

enhances the transition from the ideal of collaborative working, to its

actual practice.

What is seen to constitute inter-agency collaboration, for a given
situation, remains central to the importance of systemic thinking
usage. If, for example, the purpose of the collaboration is information
collection, systemic awareness may not be as crucial as when'
professionals are required to provide a multi-faceted service to a
client. It is the researcher's view that when multi-professional
involvement is required in the delivery of a service, it becomes
‘essential that sysfemic thinking be used if the client is to receive a

holistic and co-ordinated service.

When considering the literature and the emerging ‘essentials’ for
collaboration, obstacles to effective collaborative working were
encountered in many and varied areas. It seems, however, that the
major difficulties are to be found at the organisational level. This refers
to organisation at any level - organisation within a particular
department, within a directorate, within a trust, within the health
authority, within the NHS, within the Department of Health or within
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government. Similar levels of ocrganisation exist in fhe Social Services
and Education agencies. The grouping of professionals from different
agencies to form an identified system in its own right, with a specific
and common purpo'se, requires the application of the essential
ingredients for collaboration. In addition to the elements incorporated
" in the ‘clarity of burpose’ cluster, the commitment of the organisation
to the financial and management arangements from the various
agencies involved is of paramount importance. This seems to be
where collaboration is most likely to fail. At the present time no
agency or 'body has the mandate to ensure that inter-agency
collaboration works. Every agency is given. the directive by
government to work in partnership with other agencies, but no one is ‘
given the overall responsibility, or resburces, to ensure it happens. If as
recommended by the consultative document (DoH, 1999) the Area
Child Protection Committee is to be given overall responsibility for the
training required for inter-agency collaboration, then it is imperative
that they are given the authority to implement that responsibility over
various agencies and professionals involved with child protection. A
similar body exercising authority needs to apply Children’s Services as

a whole, where collaboration is'necessary.
Possible ways forward

In order to move towards a more effective functioning of inter-agency

collaboration, the following is suggested:
e the overall opprocch needs to be systemic
e a recognition and unders'rqnding of govermnment

directives, and consequent limits and opportunities, ‘and
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how these either facilitate or hinder the process of

-~ collaboration

¢ an appreciation of the essential components required in

effective inter-agency collaboration

o the appointment of a body responsible for the

implementation of effective collaborative working

o a feedback loop to government as to what aspects of its
directives are hindering the process of inter-agency
collaboration with opportunities for debate and close
working in interpreting that legislation cnd in its

implementation.

Directives alone do not produce the desired .resul’rs. Unless a
comprehensive effort is made to address this problem, in such a way
that incorporates the elements outlined above, the governments
intentions and plans for ‘Partnership in Action' will not happen. The
present approach to'mulﬁ-dgehcy' is hie_rorchicdi- and fragmented.
The government directs and each agency implements directives in
accordance with their own perspective. The suggested resolution
requires a systemic approach, government needs to provide‘fhe
directives, whilst the agencies need to work towards creating a formal
~ organisational ‘structure. Equally, governmeh’r needs fo take into
account the feedback from the agencies and provide the necessary
resources or change to structure for Such implementation to take
place. Unless all the agencies share a common view of what is
required and how to go about achieving it, then the task becomes

impossible.
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SECTION C

RESEARCH

AN INVESTIGATION
INTO THE EFFECTS OF A |
SELF-ESTEEM FOCUS PROGRAMME ON
SELF CONCEPT AND SELF-ESTEEM®

* The research conducted investigated a third variable, reflective function,
accounting for the title difference in various forms found in the appendix. The
results of this variable will not be included in this thesis due to the amount of data
already presented. A separate paper will report on the reflective function findings.
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ABSTRACT

This study investigates the effects of a self-esteem focus programme
on participant’s self concept and self-esteem. The programme, jointly
planned and delivered by clinical psychology and health visiting, is an
example of collaborative working between the two professions. The
programme was delivered over eight weeks, the contents of which
are detailed, as are the theoretical underpinnings for the programme.
Both quantitative and qualitative methods of analysis were used to
evaluate the effect of the programme on the participants. A total of
45 mothers took part in the quantitative analysis, camried out by using
repeated measures multivariate analysis of variance on scores
obtained from the completion of the Rosenberg Self-esteem and the
Pearlin and Schooler Psychological Coping Resources Questionnaires
at four fimes during the data collection period. Eleven of this group of
mothers took part in depth interviews which were analysed
quadlitatively to assess changes in self concept. Participants showed
significant increase in self-esteem and mastery accompanied by
significant decrease in self-denigration, at the 0.01 level of
significance, following participation in the programme. These
changes were maintained six months after completion of the
programme. Qualitative analysis of the depth interviews showed an
increase in feelings of self worth, self confidence and feelings of
normality. Responses also reflected change in the way participants
related to their children, spouses or partners, others and towards
themselves. In addition the study notes the impact of organisational
structures and management in the development and implementation
of collaborative partnerships. '
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CHAPTER ONE

BACKGROUND

1.1  Infroduction o
The decision to investigate Thé research topic was a direct result of a
Clinical Psyéhology - Health Visiting collaborative project. The Primary
Care Directorate in. the frust-where-it took place had created a
clinical psychology post specifically to explore ways of working
collaboratively with health visitors, The post was a response to
recommendations made in a study, undertaken by the trust, into client

satisfaction with the health visiting service (Quine & Povey, 1993).

At the same time that the opportunity to work inter-professionally was
created and encouraged at a local level, the government directives
sugges’red, and at times demanded, inter-professional / inter-agency
collaboration (Horhe Office, 1991; Audit Commission, 1994; HMSO,
1995). The task at local level focused on explorin‘g‘l and evaluating
innovative ways of inter-professional working, within the remit of
prevention and early intervention. The task at national level was far
more imperative in nature - it demanded that professionals and
agencies work collaboratively in the effective rhcnogemen’r of child’
protection. Although very different in focus, local and national
agendas were seen as opposite ends of the same continuum. In their
work with families, health visitors were equally Involved In chid
protection cases, as they were in providing a service that strived to

offer as much prevention and early intervention as possible.
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1.2 Client satisfaction study

Health visiting services have, in the recent past, been directed at
fomilieé with children under the age of five years. The aim of the
heailth visiting service is to offer advice, support and information on a
range of héal’rh related subjects and to work with families towards the
prevention of physical, social, and psychological / emotional ill-health
(Quine & Povey, 1993). It is a service geared towards empowering
families, through partnership, to make full use of their health potential,

within their cultural context (Twinn & Cowley, 1992).

Two years prior to the commissioning of the client satisfaction study,
the Trust implemented a ‘matching need to resources' system
whereby hedlth visitors identified ‘high dependency’ or ‘vulnerable’
families using a standardised format (Appendix A) (Scott, 1991). This
system allowed health visitors to allocate exira time to such families -
with the view to provide more support and prevénf the increase of
family distress. It also enabled health visitors to more odequofely

assess the severity of the situation and refer families to other services if

necessary.

The client satisfaction study was commissioned for two reasons. The first
was fo investigate the acceptability and availability of health visiting
services to clients and the second was to investigate the effectiveness
of targeting services towards wvulnerable families. Conclusions
suggés'red that a valuable service was offered, but more could be
' doné (Quine & Povey, 1993). The introduction of a clinical psychologist
to work jointly with health visitors was seen as a further step in the

effective matching of resources to the need.
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1.3 Government directives

Inter-professional collaborative working has been a directive from
government receiving increasing attention over the last decade
(Home Office, 1991; Audit Commission, 1994; DoH, 1995, HMSO, 1993:
DoH, 1998). Research in collaborative working, commissioned mainly
in the area of child protection has concentrated on the difficulties,
conflicts and dilemmas of inter-professional working (Taylor & Tilley,
1989; Tcylor'& Tilley, 1990; Sadler, 1994; Hallett & Birchall, 1995; Birchall
& Hallett, 1996; Lupton & Khan, 1998). When reviewing the relevant
literature, few articles were found on the benefits of collaborative
workf and particularly so, in areas other than child protection. Those
found however, all stressed the positive gain for the client, in terms of
client satisfaction and effectiveness of intervention, while some also
made reference to the financial gdin involved (Bradford, 1993;'

McClarey & Stokoe, 1995; Wilson, 1995; Sone & Plamping, 1997; Werr,
1997). : ’

1.4 Creating the collaborative partnership

Health visitors are specialised nurses, attached to GP practices, who
offer a service to every family during the first five years of a child’s life.
o "lnuc:ddiﬁon to the services of immunisation and advice to parents on
infant/child related problems in areas such as breastfeeding,
weaning, teething and sleeping. 1o mention jus’r' a few, health visitors
also offer parents an opportunity for the discussion of emotional
difficulties. They are often trusted by family members, particularly the
mother, and are often used as confidants. Health visitors are also
known to the family over' many years, particularly in families with more
Thcn one child. They develop a unique position - although a
professional, the health visitor is seen to have a natural and normal

involvement with the family. This places the health visitor potentially in
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a position of great influence, with far greater ‘entry power’ into the
family system than any other ‘outside’ professional (Luker & Orr, 1992;

Twinn & Cowley, 1992; HMSO, 1998)

1.5 Identifying gaps in the service

One of the first tasks of the clinical psychologist (hereafter referred to
as the researcher) was to identify what were the gaps in service
provision from the health visitor's point of view, and their views on
 collaboration with clinical psychology. While gathering information,
one of the needs identified by health visitors was in the area of
mother-child bonding. They reported to the researcher, that during
their first visit to families following the birth of a child, they often
;jefecfed potential problems in the attachment process. Ih some
cases, mothers expressed unease, or even avoidance, in holding and
touching their babies; in other cases health visitors were alerted to
possible difficulties in the light of complex and problematic inter-
generational relationship histories. This often emerged in the routine
~history taking when health visitors inquired about clients’ relationships
with their parents. Alternatively, when health visitors discussed social
and emotional support systems, a necessary element in helping new
families cope with the pressures brought about by the birth of a child,

information regarding froublesome relationships with their own parents

would frequently surface.

Health visitors also noticed that the above-mentioned 'fgmilies were
often the same families that frequently contacted the health visitor
throughout the following years of involvement, with a variety of
problems, ranging from finance and’ accommodation issues fo
.interpersonal ones involving child protection. Common presentation

of problems included mothers expressing feelings of worthlessness,
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lack of confidence and that they easily became uptight with their
children. Their handling of their children resulted in them having
feelings of guilt, particularly when aware that they were repeating
behaviour that had been‘ displayed to them as children. Relationship
difficulties between adults were also common, whether between

partners or with other significant people such as their parents.

- Hedlth visitors had made use of a number of interventions to help
parents showing such difficulties. These included education, in the
form of information leaflets or relevant articles, modelling through
practical demons'rrcﬁon and encouragement whenever possible and
appropriate. Although some parents were oble,’ro' benefit from what
was offered, there were others for whom these methods were not
effective. A closer look at the characteristics of the latter group of
parents revealed some common elements. These included:
¢ they had had poor / conflicting / absent relcmonshlps
with their own parents
o they presented with anxious, insecure or disbrgonised
attachment histories
o they had often sbém‘ periods of time in chidren's
homes or in alternate care '
o they presehfed with current relationship difficulties
o they expressed poor concept of self

o they expressed a lack in confidence.

The abovementioned characteristics were akin to those mentioned in
the work of Fraiberg (1980) and Bowlby (1988) - parents who
themselves had had anxious, insecure or disorganised attachment
eXperiences. What health visitors were presen’ring seemed to match

the idea of inter-generational cycles of attachment, emotional
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deprivation, and possibly, abuse and neglect (Egeland & Sroufe, 1981;
Critchley, 1982; Fonagy et al, 1991; Ainsworth, 1991). It therefore
seemed necessary to develop an intervention that facilitated parents
understanding of how their own experiences of being parented
affected how they were parenting their children. The intervention was
also required to facilitate the practical implementation of whatever

insight and knowledge they dcquired.

~Although health visitors were available to both parents, and both
mothers and fathers manifested the abovementioned characteristics,
in reality it was mainly mothers who made use of the health visiting
services. For the sake of clarity and since the present research
involved only mothers, the term ‘mothers’ rather than ‘parents’ shall

be used from here onwards.

The following chapter focuses on the various theoretical

underpinnings used in the development and formulation of the

programme.
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CHAPTER TWO

THEORETICAL UNDERPINNING

2.1 Infroduction

Health visitors were aware of mothers presenting needs in a number of
areas. Mothers needed skills in managing the behaviour of their
| children, yet when this was given in the form of information, they
found it difficult to put it into practice. Within adult vrelc’rionship
difficulties, one of the main problems seemed to be the way in which
mothers saw themselves and the roles they adopted within
relcfionshipé. They often saw themselves as deserving of the punitive
treatment they received. Encouraging them to explore different ways
of relating or offering suggestions gave temporary relief on occasions,
but old patterns would re-emerge. Health visitor accounts seemed to
indicate that the mothers' self concept was a crucial factor
underpinning the problems being presented, whether in the area of
behaviour management of children or in the area of adult
relationships. Mothers interacted with those in their in'rerpersoncl world
from the base of a poor self concept and resultant low self-esteem. It
thus seemed wise to focus on what was seen to be the basis for the

| presenting problems rather than to direct the intervention at the

presenting problems themselves.

The intervention used the constructs of self concept and self-esteem
as foci. These were also the constructs used to measure any change
taking place in mothers, as a result of the intervention. If the

intervention was to provide mothers with the opportunity for insight

and understanding of the impact of past relationships  and
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experiences on their present interpersonal interaction, and it was to
facilitate Thé practical implementation of the acquired understanding.

| then the intervention would need to incorporate aspects of
aftachment and self concept theory as well as theoretical models
that assisted the understanding of behaviour. Three cornerstones
were thus considered essential in establishing a solid base:

o focus constructs

¢ theoretical underpinnings

¢ contextual elements

2.2 Focus constructs

2.2.1 Self concept

For centuries humcnify' has been in search of an understanding of
itself, yet it has only been in the last century that the term ‘self
Concepf' has emerged as a psychological construct open to scientific
investigation (Burns, 1979). Previously, the quest for self understanding
occupled mainly thinkers in the domain of philosophy and religion.
Descartes' “l think therefore | am™ is an example of the philosophical
thinking of the early 17th century, emphosiéing the centrality of the self

in consciousness.

William James (1890) was the first psychologist to make the self as
subject versus self as object distinction - 'I' being the subject and ‘me’
the object. The self as object, as known to the subject, or also known
as the empirical self, comprised four components - spiritual self,
material self, social self cndbodily self. For each person the four
compbnem‘s combined in @ unique way to form an integrated picture,
that the person held of him / herself. Although he identified
components he was also of the view that these were so intricately

linked that they were not clearly sepordble from each other. The ‘I -
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Me' distinction, while both simultaneously existing to form the Self, was
a crucial differenﬂoﬁon that was to become the base on which other

theorists developed their thinking. The ‘Me' referred to the self

concept.

At the turn of the century the thinking regarding the concept of self
started to turn towards the aspect of interaction between the self and
society, or the ‘individual - soéiety‘ relationship. Cooley (1912)
infroduced the term ‘looking-glass self'; éxpressive of how he viewed
the self. His view was that the self concept was very influenced by
what the individual believed others thought of him. Mead (1934) took
this 1hinking further. For him, the self concept as an object, was the
result of social interaction; it was the result of the individual's concern
about how others reacted to him. The combination of the different
‘elementary selves' arising from different social situations fused ’rd _
‘create a ‘complete self'. This could be seen as the different roles the

person had - each one being a part and all together making up the

complete whole.

~ The constructs of ;ego"in Freudian and neo-Freudian thinking shared

aspects of previous theorists ‘self’, but the conceptual framework was
quite different. For Jung, for example, the self was seen as the
integration of the conscious and unconscious - it was an crché’rype
representing the person's striving for unity and wholeness (Jacobi,
1942). Theorists such as Adler, Sullivan and Horney all shared the idea
of a sociocultural base in the development of the self concept, but
they were more concerned with its Implication for therapy than for self
theory as such (Hall & Lindzey, 1957). Of the nec-Freudians, only

Erkson paid specific attention to the self as object. The self was the
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base from which identity emerged in contrast to the ego (as subject)

that remained his central organising force (Erikson, 1968).

Following on from the organismic theorists, such as Maslow, Angyal
and Goldstein, who viewed the person as an organised system,
indivisible intfo separate elements to be studied, and where self-
actualisation is the only motivating drive, recent self concept theory
has developed mainly within the phenomenological school of
thought. Phenomenologists maintain that “behaviour is not only
influenced by past and cument experiences but by the personal
meanings each individual attaches to his perception of those
experiences” (Burns, 1979, p. 30). They view the self concept
developing from the peréepfions of redlity rather than from reality
itself. Perceptions are influenced by factors such as motives, goals,
attitudes and defence mechanisms and as such are selective. The self
concept is at the centre of phenomenological thinking, Whefher
viewed as the core area within the life space region, in Lewin's fieid
theory, or as the heart of the self which lies at the centre of the

phenomenal field, in the theory proposed by Snygg and Combs
(Burns, 1979). ‘

Carl Rogers has been seen by many as the most influential thinker
within the phenomenological viewpoint. The self concept was not
only‘c’r the centre of his self theory, but also underpinned the
development of his client-centred approach to psychotherapy. The
self concept was defined as “the organised, consistent conceptual
Gestalt composed of chorocterisfrics of the ‘I' or ‘'me' and the
perceptions of the relationships of the ‘I' or ‘me’ to others and to
various aspects of life, together with the value attached to these

perceptions” (Rogers, 1959, p. 200). The self concept was seen as the
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most important determinant of behaviour, governing the perception
of meanings attributed to the environment from which it stems. The
self concept was not an accumulation of expen'énces, but rather a
part of the organism that was driven to self-actualise through constant

activity. It influenced the direction of activity rather than initiating it

and directing it entirely.

2.2.2 Self-esteem

Whereas the self‘ concept concerns itself with the knowledge about
the self, self-esteem generally refers to the evaluation of that
knoWledge’. Not all self concept theorists have made the distinction -
between self concept dnd self-esteem even though most are
concerned with the aspect of evaluation. The model propdsed by
Burns ('1 979), viewing the self concept as a set of self-attitudes, clearly
places self-esteem as an integral component of the self concept.
‘Attitude’ is defined as consisting of four components: a belief
(knowledge or cognitive component), an affective (emotional)
component, an evaluation and a predisposition to respond (p. 52).

Self-esfeem'is the evaluative component of the self-attitudes.

A particular belief or cognition will evoke an emotional response,
dependent on the social and cultural context in which it takes place.
The emotional response in turn camies an evaluative component
equally dependent on the social and cultural context. Self evaluation

is not fixed: if the context changes so does the evaluation of emotion

evoked by the belief in question.

For most theorists differentiating between self concept and self-
esteem, It is the evaluation element that defines self-esteem. For

James (1890} self-esteem was tofally linked to the person's view of
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himself regarding his success or failure in relation to others' skills and
abilities. For the organismic theorists (e.g. Maslow, Angyal and
Goldstein), where all behaviour was motivated by one drive, that of
self-dcfuoliscﬂon, esteem needs were one of the five sets of needs
comprising the self-actualisation drive. For Rogers, positive regard
from others, defined as warmth, liking, sympathy and acceptance,
was a need inherent in every person. According to his model, if this
positive regard was experienced and infernclised, it would result in

positive self regard that for Rogers was synonymous with self-esteem.

The work of Stanley Coopersmith into the antecedents of self-esteem
provides valuable pointers in the understanding of the development
of self-esteem ('Coopersmi’rh, 1967). His research: involved
cpproximc’rely" 1,700 10-12 year olds, and aimed to discover links
between levels of self-esteem (high, moderate and low) and factors
affecting it's development, either in the form of personal
characteristics or. other environmental influences. He found no
significant  relationship  between  self-esteem and = physical
attractiveness, social class, income level, size of .fc:mily or height. He
did however fihd that self-esteem was strongly associated with
parental attitudes and child rearing practices. Parental warmth and
acceptance, the demonstration to the child that it was regarded as a
significant person and the use of rewards rather than punishment in
conjunction with consistent limit setting in the management of
behaviour, were all strongly associated with high levels of self-esteem.
Parents who were charcci‘eris’ricclly cbld, wifrhdrown, inconsistent and .

rejecting, had children who showed low levels of self-esteem.

Extensive research involving over 5,000 adolescents was conducted

by Morris Rosenberg, in the investigation of factors associated with
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high and low self-esteem (Rosenberg, 1965). He concluded that it was
the amount of parental attention and concern that influenced levels
of self-esteem. Similarly to Coopersmith, his research suggested that .
social class and ethnic group membership were not impacting factors

on levels of self-esteem.

2.3 Theoretical underpinnings
No one particular theory was used in its entirety, but rather aspects of
various theories that the researcher judged to fit cohesively, were

combined to form the base of the Self-esteem Focus Programme.

2.3.1 The work of Selma Fraiberg
Based  on psychoanalytic theory, the work of Selma Fraiberg

presented a clear account of the practical implementation of theory
(Fraiberg, 1980). It was particularly relevant to this research as there
were strong similarities between the presentations depicted in her
work and some of those reported by the health visitors involved in this
investigation. In a field as complex as impaired mother-child

relationships, it provided a valuable model to keep in focus due to its

pragmatic nature and optimistic outiook.

Her work was naturally collaborative, involving both families and
proféssioncls. Families mentioned in her writings were seen in-a
developmental clinic setting, and referred for a variety of reasons,
examples including ‘child looks neglected’, ‘mother not coping’,
‘depressed mdfher' and ‘failure to thrive'. Fraiberg used different
levels of approach in her intervention depending on what was
deemed to be required. The levels comprised crisis intervention,

developmental guidance, environmental support and infant-parent

psychotherapy (Fraiberg,1987).
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The type of treatment most relevant to this study was the infant-parent
psychotherapy intervention. It involved idenﬁfying the aspects of
parental psychological conflict that impeded the development of
stable bonds between parent and baby. Accounts from parents that
showed the repetition of the past (maladaptive and dés’rrUcﬂve
interactive patterns) in the present, became the key to the
understanding of what seemed inexplicable and illogical. Parents
reped’redly verbalised how determined they were to give their child a
- better experience of life and ‘growing up' than the one to which they
had been subjected. Howevér they could see themselves repeating

interactive patterns that had been so personally painful in their past.

Parents could often recall events of Whof had occurred in their past.
They were able to give detailed accounts of their experiences,
whether these were physical beatings or sexual abuse or what they
had to do when a parent was drunk, for example. Frequently what
was not easily recalled was the associated affective experience. They
remembered the events bt_Jf not the associated feelings. It seemed
that the feelings of _pnbecrcble intensity and pain had undergone
repre.ssion. The therapeutic work involved unravelling the past. In the
process of unravellng the past and becorhing in touch with the
feelihgs that were evoked by the past behaviour, parents became
aware of the connection between the affective aspect of the past
and the present behaviour towards their own child. This in tun
_enabled the parent to consider different, more effective ways of

relating towards their children (Fraiberg, Shapiro & Chemiss, 1980).

Fraiberg's hypothesis was that in remembering the affective

component of their memories, parents were freed from the blind
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repetition of their past. “Our hypothesis is that access to childhood
pain becomes a powerful deterrent dgoins’r repetition in parenting,
while repression and isolation of painful affect provide the
psychological requirements for identification with the betrayers and

the aggressors” (Fraiberg, Adelson & Shapiro, 1980, p. 195).

The aspect of unravelling parents’ painful past as a way of rcvoiding
the repetition of the interactive pattern with their own children in the
present and future was seen to be a vclucblecdmponen’r to
- incorporate in{o the Self-esteem Focus Programme. A second aspect
of Fraiberg’s thinking that was integral in the development of the
Programme was that of adapting péychofhercpeutic techniques to
the opportunities presented. In her writings Fraiberg refers to
‘psychofhercpy in the kitchen', advocating that therapeutic work
should be adapted to reach the client in the most effective manner.
With her client group, this was often not in the conventional format
where the client visited the therapist in the consulting room; rather
therapy took place wherever it was most convenient for the client.
- Following this concept in the present study, working with parents
through the éki‘sfing alliance between parents and health visitors was
- seen to be the most effective way of working with the presenting

difficulties.

2,3.2 Attachment Theory

Whereas theoretical aspects and practical techniques of Froiberg'é
work were incorporated into the formulation and implementation of
the Self-esteem Focus Programme, the role of attachment theory was
one of background understanding. Recent research on infant
attachment has provided evidence for the intergenerational

transmission of both patterns of attachment and interaction (Egeland
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- & Sroufe, 1981; Critchley, 1982; Egeland & Farber, 1984; Fonagy et al.,
1991).

.John Bowlby and Mary Ainsworth, both psychocnolyﬁc in background, -
are most commonly associated with the development of attachment
theory. From the beginning of his career, Bowlby was particularly
interested in the influence of early family environment on later
behaviour, whether that behaviour be the development of neurosis 6r
the intergenerational tronsmission of attachment pc’r’rems (Mcrrbne,
1998; Bretherton, 1991). Ainsworth, on the other hand, initially a
student of ‘security theory' formulator William Blatz, was interested in
the link between the child's secure dependence on parents and its
ability to cope with the demands of learning skills and developing
- knowledge. Her view was that unless the child had a ‘secure base’,
(referring to the secure dependence of child on parent) it would not
be able to venture with confidence and maximise the leaming
opportunities available to fhém. Ainsworth is particularly known for
developing the 'strange situation procedure’, a sfcndafdised method
of assessing the parent-child attachment relationship qnd formulating

the classification system denoting secure, insecure-avoidant, insecure-

ambivalent attachment patterns (Marrone, 1998).

An awareness and understanding of the essential underpinnings of
attachment theory were seen to be relevant. Por’riéipanfs’
experiences of their own attachments would emerge throughout the
programme. It was important that programme facilitators were aware
of the possible impact of participants' attachment style on their
current relationships. The understanding of attachment theory was

seen as a tool to be used when necessary, to facilitate the unravelling

of past and present behaviours and emotions.

66



The original research plan for this thesis included a third variable to be
invésﬁgo’red, reflective function. Attachment theory was crucial in the
understanding of reflective function and was seen as an essential
theoretical Underpinning. Since the reflective function variable has not
been reported on in the thesis, the detail of attachment theory has

been omitted.

2,3.3 Rogerﬁ Self Theory and Client Centred Therapy

_Cen’rrol to Rogers Self Theofy is the view that the self concept is the
most important deferrhinon’r of hQW. people respond to their
environment. Fundamental to his model of client centred therapy is
the view that each person has worth and dignity in their own right
(Rogers, 1951). These two views were cén'rrcl in the researcher's
formulation of the self-esteem programme. Each person camies
multiple self concepts, each one rellcn‘ing to a different aspect of
himself. For example, the same person may see himself as a brilliant
mathematician yet as a poor artist. The resulting self-esteem
‘, (regarding these two self views) depends on how the person
evaluates each particular self-view. Within .'rhe context of the
programme, the aspect of self-esteem that was focused upon was
the sense of the concept as detailed by Rogers. It referred to the |
value or worth of being a person, regardless of levels of ability, social
standing, educational attainments or any other attribute of’ren

responsible for engendering self worth.

Self-esteem resulfing from abilities and from social status or standing
within the family was referred to. Examples of situations where these
would be paramount were given. For example, when going for a job

interview, the ability to perform the required duties would be the

67



focus. In that situation both self concept and self-esteem would be
related to ability. However in the context of the programme, the

focus would be solely on the value or worth of being a person.

The focus of the programme was on self-esteem rather than self
concept. It questioned how individual participants valued themselves
and where their evaluations stemmed from. The rationale was that if
participants were able fo value themselves more, not because of any
specific ability, but because they were of worth as a person, they
would start to see themselves in a different light. This change in self

. concept would in turn enable .a chcnge in their response to their
environment (Rogers, 1967).

2.3.4 Transachonal Analysis

Trclnscc’nonol Analysis is @ model for understanding humon personoh'ry
relationships and communication developed by Eric Berne. Central in
its _theory is the concept of ego states, defined as a set of related
behaviours, thoughts and feelings ( Stewart & Join‘es, 1987). .'The
model portrays three distinct ego states, Parent, Adult and Child. A
second central concept is that of ‘life-script’. These Were the two
aspects of Transactional Analysis that were used in the forr_nulcﬁo;n of

the programme.

During childhood every person writes c‘s’rory for himself. The story
| represents the strategy developed by the child to survive the world in
which he finds himself. The story is written early in childhood and is
unaware to the person in adulthood, unless the effort is made to
discover it. A child encountering threat to satisfying his needs during
childhood, will have written his story according to the best way

available to him (as a child) to survive such conditions. As adults,
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people continue to react in similar ways when in the Child ego-state
and sensing threat to the satisfaction of needs or even to survival.
Scripts can be classified as being winning, losing or non-winning in

type. Most people write a Combinoﬁon of the three types.

Any script can be changed. Becoming aware of the script, and the
~ areas in which losing decisions were made, enables the person to
change them to winhing decisions. This possibility for éhcnge of script
was d crucial factor in the formulation of the self-esteem programme.
Specific exefcisés focused on participants exploring their Iife-scﬁpf and
changing losing decisions to winning ones. Unless this change takes
place, the losing story continues to be plcyed out ’rhroughout adult
lives, with unwom‘ed consequences.

The term ‘life-script' was not used in ’rhe implementation of the
programme. The use of theoretical jargon was kept to a minimum. The
term ‘message’ was used, refering to the same concepf..During the
course of the programme participants addressed only one message

of their life-script.

2.3.5 Cognitive Theory ,

VThe’ behaviour principles of classical and operdnf conditioning,
proposed at the tun of the 20th century, underpin cognitive-
behaviour theory. Classical conditioning refers to the process whereby
the association of a naturally occurring physiological résponse to a
natural stimulus (such as fear when confronted with danger) with a
neufrc:l stimulus results in the neutral stimulus eliciting the physiological
response. Operant condiﬂoning‘ refers to the principle that if a
| particular behaviour is followed by a reward, that behaviour is more

likely to occur again.
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Cognitive-behaviour thinking focuses more on a model of therapy
than on theory per se. During the mid-century deccde§ the principles
of classical and dperont.condiﬁoning were extensively applied in
~ practice and by the end of the 1970s behaviour therapy had became
the "rrea’rmen'r of choice for mohy disorders, among them phobias,
obsessions and sexual dysfunction (Hawton et al., 1989). The last three
decades have witnessed an enormous shift in cognitive-behavioural
thinking. No longer is it only involved in the observation, measurement
and ch‘efnp’réd change' of descrete units of behaviour, it also
incorporates metatheoretical paradigms that serve to present

cognitive psychgtheropies within @ coherent framework (Carmin and
Dowd, 1988).

Freeman et al (1990) states that cognitive therapy is “based on a
straightforward, commonsense model of the relationship among
cognition, emotion and behaviour in human functioning in general
and in psychopathology in particular" (p.4). Each of these three
aspects of humqn functioning affect the others, thus thoughts can
affect feelings which in turn can affect behaviour. Similarly, feelings
" can affect thoughts and behaviours.  Furthermore, the aspect of
cognition incorporates automatic 1hodgh’rs, underlying assumptions
and cognitive distortions. The goal in cognitive 1herdpy is to modify
any or a combination of the possible components |n the cycle that
perpetuates the client's problems. This could be to enable change in
the client’s automatic thoughts or improve the client’ mood or modify

the behaviour aspect.

In this sfudy cognitive-behaviour - thinking Was extensively used

particularly in the latter sessions of the intervention when the focus was
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on enabling participants to translate their insighfs into practical
applications. A problem solving approach was used that
incorporated:

- assisting participants to identify the problem,

- helping them to recognise the resources they possessed to

approach the difficulty,

- teaching them systematic ways of overcoming the difficulty,

- enabling their sense of control over their difficulties, and

- equipping them with 'm'e’rhods for tackling future problems.
(Hawton and Kirk, 1989). ‘

24 Contextual eléments

2.4.1 Hedalth Visiting Service

The health visiting service was seen as an ideal vehicle with which to
deliver the self-esteem programme for a variety of reasons. In the first
instance, the unique relationship between health visitor and
participant, as outlined in section 1.4, placed the hedalth visitor in a
position of great influence. This position was seen to facilitate the
participant's recognition of the difficulties experienced and the
decision o engage in the intervention offeréd. Secondly, the fact
that health visitors were involved in the delivery of the programme,
normalised the difficulties experienced. Health visitors cré available to
all families. Their work is seen as being directed to the ‘normal’, in
sharp contrast to the view of the work done by clinical psychologists.
As a result of health visitor involvement, participants' openness to the
intervention was grecﬂy increased. A third consideration was the fact
that participants would continue to have contact with the health
visitor after completion of the programme. Reinforcement of the new

ways of addressing the difficulties, learnt during the programme, could
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be done within the natural context of the health visitor - client

- relationship.

The involvement of health visitors in the self-esteem focus programme
was also in line with the Health Visitor Association guidelines. To
motivate people to live healthier lives, to facilitate self-empowerment,
to consider the relevance of self-esteem in health matters and to
enable people to achieve their full health potential, are all seen as
falling within the remit of the health visiting profeésion (Twinn &‘
Cowley, 1992).

2.4.2 Group work medium

The medium of group work provided an environment within which
participants with similar experiences and needs, could, under the
direcﬁoh of group leaders, share their experiences, consider alternate
ways of addressing difficulties and feel the support of ‘not being

alone' in their experience.

In formulating the self-esteem prdgrcmme the natural stages of group
evolution were kept in mind. The programme was semi-structured,
- each session containing clear goals and objectives. The content of
each session was structured, but within that structure participants had
the opportunity to exblore their individual experiences and consider
ways forward, in an unstructured and spontaneous manner.  The
particular phase of development of the group was kep’r in mind when
considering the content. Whitaker (1985) refers to the formative,
established and final phase in the life of a group. Other theorists such
as Tuckman and Levine suggest four phcs;es comprising the life of the

group (Wright, 1989). Tuckman named these the forming, storming,
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norming and performing stages, while Levine referred to the parallel,
inclusion, mutuality and termination phases. Regardless of the
terminology, the characteristics of ’rhe first phase of a group include
the establishing of a sense of safety, where participants can feel
comfortable enough to take the risk of emotional exposure. [t also
needs to provide the opportunity to establish group norms that will
support the life of the group, providing structure, and minimising the

opportunities for destructive conflict.

The middle phase in the life of a group, be it called the established
phase, or the inclusion and mutuality phase, is characterised by a
- sense of working on the purpose for the group. A'ctivi’ries or structured
exercises are geared towards facilitating this work. In the self-esteem
focus programme, sessions three, four and five (out of a total of eight)

formed the established phase.

The termination phase is characterised by experiences of separation,

loss and mourning and the opportunity for stocktaking and planning
for the future. Chapter 4 contains details of how these experiences
and opportunities were managed during sessions seven and eight of

the programme.

In summary, the formulation of the self-esteem focus programme
combined elements of psychoanalytic thinking, attachment theory,
client centred therapy and transactional analysis. Carl Rogers view of
the worth of the individual was the core of the underpinning structure.
The understanding of how that sense of worth is obtained was sought
in the theory of attachment, while the notion of life-script provided a
clear yet comprehensive way to enable the participants

undérstonding of their own experiences. The work of Selma Fraiberg
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gave both a theoretical understanding of the intergénercﬁoncl
transmission of feelings and behaviours and also provided an

invaluable model for the problem to be addressed.

The contextual elements in the form of the health visiting service and
the group work medium were used to facilitate and maximise the
effectiveness of the intervention. The constructs of self concept and
self-esteem were focused upon as indicators of any change

produced by the participation in the programme.
The following chcp"rer contains details of the rationale behind the

formulation of the self-esteem programme and the role of the health

visitor in its implementation.
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CHAPTER THREE

FORMULATING THE
SELF-ESTEEM FOCUS PROGRAMME

3.1 . Introduction L ‘
Health visitors identified the service need, and in conjunction with the
resedr;:her, it was decided that the intervention needed to include:

K focus on self-esteem,

o facilitation of the understanding of how brevious, some of
them early, experiences of significant relationships affected
present interpersonal interaction with children and adults
alike,

e enabling mothers to implerhem‘, in a realistic and practical
manner, whatever chonges they decided uvpon as a result of

the insight and knowledge acquired.

- Health visitors chd the researcher (clinical psychologist) were jointly

involved in the formulation of the intervention. Much discussion took |
place between the two professions, making the mclximUm use of the
complementary sets of skill and expertise. Health visitors h‘eld a wealth
of experience regarding the needs, potential, practical difficulties and
situational contexts of the client group. They were in an ideal position
to advise the researcher as to whether emerging ideas were
practically viable or not. The researcher's role, on the other hand,
was to match as adequately as possible, the identified need with the .

most effective tools to achieve a desired outcome.
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3.2 The self-esteem Programme

The intervention was cclléd the Self-esteem Programme, a title
agreed upon by both professions. It was a title that incorporated one
of the central topics dealt with in the intervention, but did not denote
pathology. It was a title that mothers could feel comfortable with
using when talking to family or friends. The programme consisted of
three parts. The first was the preparation phase, where participants
received information about the programme and had the opportunity
to discuss and decide whether it contained that required to address
their individual needs. This happened over varying lengths of time
depending on what fheAmo’rher needed to discuss in order to make a
decisioh. This phase was often dealt with by the participant's ‘own’
health visitor, and once a decision had been made to attend the
programme, one of the health visitors involved with the délivery of the
programme would visit the mother and take over the contact and

arangements related to the self-esteem programme.

The second phose was an eight week programme, delivered on a.
group basis, where intensive reflective work was facilitated, as was the
broc’rical opplicdﬁon of insights gained. The reflective work comprised
a five stage process whereby each participant: |
e chose arecurent situation that provoked anxiety or that led
to feelings of worthlessness A
o explored the first recollections of that same feeling»
(connecting past to present)
o identified the essence of the message received {as part of
the life-script)
o guestioned the truth of the received message - this often

involved facilitating the verbalisation of the experience/s that
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were seen to create the message, and acknowledging the
context within which the experience took place
e changed the received message to one that, although not

experienced as true, was intellectually known to be true.

An excmpile of the above process would be:

e cvery time the participant and partner had an argument, she
was left feeling that it was all her fault and that she was no
good | |

¢ she recalled various situations where her father would put her
down, stating she was no good, and she would never get
anywhere in life |

o the messdge received was “l am no good”

.o while exploring the context within which the message took
place, the participant recalled héoring that her fcther
wanted a son (rather than a daughter), that he often put her
mother down, that there were many arguments between the
parents and that whatever she did to try to stop ‘The.se, she
was never successful. Guided questioning and reflection led
to the participant accepting that as a child she was notina

- position fo stop the parents arguing. Her lack of success was
not due to the fact that she was “no good”

o the changed message formulated by the participant was “|

am OK - | have worth".

How each participant chose to apply the insights gained to everyday
life was then considered. If the choice was made to change a
particular behaviour, the implications were discussed as to what effect

that may have on the rest of the family or significant others. The
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following chapter contains details of the exercises done to carry out

this process.

The third, or ongoing (maintenance) phase, was far less structured in
nature than the previous two. It was delivered in a variety of ways,
sometimes during individ_ucl contact between participant and health
visitor, or at others via monthly meetings held for all those having
attended a self-esteem group. This provided the opportunity for
participants to meet up with others having participated in the
programme. The content of the monthly meetings was chosen by the
‘participants, and so the opportunity for further exploration, or to ask
advice regarding the implementation of insights was within their
control. The health visitors provided a framework to ensure the

opportunity for ongoing work on self-esteem was available.

3.3 The vital role of the health visitor In the delivery of the
programme _

The combinoﬂon of health visitor and clinical psychologist' was an
ideal one for the delivery of the self-esteem programme. In the main,
health visitors enjoyed a position of trust with mothers, particularly
those showing vulnerability. The study of client éqﬂsfdcﬁon with the
health visitor service, indicated that 70 - 80 % of all women (in the
study) perceived the health visitor as someone whom they could trust,
who exhibited positive regard and who showed a willingness to listen
to the clients' concerns. Vulnerable families experienced health
visitors as more helpful than non vulnerable families {Quine & Povey,
1993). The infra-structure was in place - the relationships, the trust, the
established routes for communication and intervention between .
mothers and health visitors. The knowledge and skill of the researcher

was an extra ingredient, an ‘add-on’, delivered as part of the
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established health visiting service, creating a service accessible to a
wide group of mothers in the form of an early intervention

programme.

The recognition of the vital position of the health visitor and her
potential influence within the family, was used to the maximum in
developing the self-esteem programme. Health visitors would be
pivotal throughout the delivery of the programme. Firstly, they had
direct access to mothers and were aware of those who would
potentially benefit from the programme. Secondly, they were to
present and discuss the content of the programme and focili’r.o’re the
decision making .process with po'r_en’ricl participants. Because the
programme was one requiring active involvement from participants, it
was essential that they knew beforehand what to expect, so as to

avoid disoppoin'r_mem‘, disillusion and possible dropout.

Health viSi’rors also had a central role in the delivery of the eight week
self-esteem focus sessions, taking the lead in whatever group activities
| they chose and fckihg the main facilitating role with individual
participants. Whereas the researcher took overall responsibility for the
delivery of all sessions, health visitors were encouraged and assisted to

undertake as much as they could of the delivery of sessions.

Health visitors continued their involvement in the programme after the
termination of the eighi week group. They ran monthly sessions, open
to any mother who had attended a self-esteem group, where
continued reinforcement of areas covered in the group, took place.
They were also available for mothers to contact them individually

should they need or wish.
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3.4 Rationale for the Self-esteem Focus Programme

The Self-esteem Focus Programme refers to the eight weekly intensive
group sessions which forms the second part of the overall Self-esteem
Programme. Since the research was limited to this part only, no further
reference will be made to the preparation or maintenance aspects of

the overall programme.

Lack in confidence, low self worth and a history of poor relationships
with their own parents culminating in (current) relationship difficulties
were the common characteristics of mothers refered to the Self-
esteem Focus Programme. Although there was no formal checklist or
distinct ch‘feric used to either include or exclude mothers from the
programme, every refer_rcl was made after discussion between the
mother and the health visitor as to whether the refemal was
opproprid’re. In order to address the presenting difficulties, . the
intervention needed to incorporate  a number of essential
components. The first was to facilitate the understanding of the origins
of self concept and self-esteem (Burns, 1979). Asreferred toin sec'ribn
2.1, negative self concept was seen to be at the root of moﬁy of the
presenting difficulties. ' The second was to assist with. reflection on past
experiences and then link the connection between the effects of
in’rernolised messages from those experiences and current
interpersonal behaviour (Stewart & Joines, 1987). This was followed by
enabling participants, when reflecting on past experiences, fo assign
motives, 'rhoughfs,’ feelings and behaviours to the various people
involved in those past experiences (Fonagy et al., 1991). The fourth
compohenf focused on the detqils of how the past messages
manifested themselves cumrently, and the fifth was to give participants
very clear practical skills as 'rd how to modify their curent behaviour.

All the above needed to take place within a safe environment
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(Rogers, 1980) and one that was structured to encourage participants

to arrive at their own solutions and conclusions.

Providing an accepting and safe environment whilst encouraging
reflecton on the past potentially created a situation where
participants could feel very exposed having revealed painful and
dis’rressing experiences. It was important that whenever such situations
arose, that they were dealt with with the greatest of respect, and all
the skill that they deserved. One of the essential functions of the
researcher was to remain active and present throughout the eight.
weeks, so c§ to focili’rd’re or take on further individual work with "rhe

participant if necessary.

3.5 Training of health visitors
| Health visitors in the research project were frained by the researcher
over six group sessions. This included background regarding how the
progfcmme came into existence, the rationale behind the main aims
of the programme, the Thedreﬁcol underpinnings and finally, an
experiential exposure to the reflective process that porﬁciponfs would
undertake. Health visitors had to identify some aspect of their own
- behaviour they wished to explore and change. Care was taken to
limit what was chosen so as not to affect the professional relationship
with their colleagues. The aim of the reflective experiential aspect of
the training was to enable the health visitors to obtain an insight and
understanding regarding the reflective process they were to facilitate
as leaders. It was also felt th_c’r experiencing the process would raise
their levels of empathy for the participants, Chapter five contains
details of how health visitors experienced the training, Their.views as to

its suitability and any changes they recommended.
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Details regarding the implementation of ’(he progrdmme is the subject
matter of the following chop’rér. The aims, objectives and content of
each of the eight sessions is elaborated upon and the rationale for the

intervention to achieve each objective is given.
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CHAPTER FOUR

IMPLEMENTING THE SELF-ESTEEM FOCUS PROGRAMME

4.1 Introduction

The programme consisted of eight weekly, one and a half hour
sessions, run.join’rly by the researcher and two / three health visitors to
. a group of between six to nine mothers. Child care facilities were

provided for the participants' children.

Each of the eight session had clearly identified aims, objecti\iés and @

semi-structured plan of infen)enﬂoh. Selected parts of the sessions
were conducted with all participants in a group as a whole, while
other sections were conducted in smaller groups of one health visitor
and a maximum of three mothers. Before each session and
immediately after, the researcher and health visitors would meet to
discuss any relevant information. This included deciding who was
going to take the lead for particular exercises or updating each other
on individual éon'roc'r that may have taken place between health
Visi’ror and participants throughout the week; It was also an
opportunity to discuss any difficulties that may have emerged in the
small groUps ’dnd to formulate co-ordinated ways of response. The
aims and objectives remained the same for all groups held, whereas
the details surrounding the presehtc'rion of specific intervénﬁons were
subject to change, when necessary, to cccommodofé individual

differences in any particular group of mothers.
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4.2 The eight sessions

Each of the eight sessions contained clear and specific aims including
a semi-structured format of intervention to enable health visitors to
faciitate the reflective pfocess. What follows are plans of the
individual sessions and the rationale for speciﬂc‘ interventions used to

achieve the outlined objectives.

4.2.1 Session One

Aim: To establish and create a sense of group.

Objeclives: 1. To facilitate participants feeling comfortable
" with one another and with the professionals.
2. To give details of the eight week programme.
3. To encourage participants to establish the

group rules.

Interventions:
Welcome
A formal welcome was given to the group as a
whole, usually by the researcher. Informal
infroductions would ideally have taken place
before the group assembled. At this stage no

formal infroductions were made.

lce-breaker

The group was given the following instruction:  Think
about what you would do if you had a day when
you could do just as you pleased, money being no
objéct, and share your fantasies with the rest of us.

Also, when introducing yourselves, those of us with -
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short memory spans, like myself, would really
appreciate you writing your name on the sticky

label provided, and place it on yourself.

Overall Plan _

The content of each sessions was outlined making
use of a flip chart, and the opportunity given for
comments as to whether what was presented

matched what they were expecting;

Break
A 15-20 minute break provided the opportunity for
the ftaking of refreshments -and facilitating

socialisation.

Group rules

For this discussion, the group sub-divided forming
smaller groupings of 2-3 mothers with each health
visitor. They were asked to individually consider:
How do | want to be freated in this group? What

rules and norms would | like to see in place?

Feedback

All smaller groupings came together and each
gave feedback on what they had considered
important. A list was complied, specific to that
group, which was then placed in a promihen’r
position during every session throughout the eight

weeks.
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Child care arrangements

Mothers were given information regarding child
care amrangements in the event of sickness, a
distressed child or any other specific situation that

concerned them.

Chinese whisper

This was a group activity receiving clnd relaying a
whispered message. It s’roﬁed with one of the
professionals who would decide on an appropriate
saying. unknown to others, often appreciative and
welcoming in nature, relayed to the person next to
her, who would in turn whisper what she had heard
to the person next to her. The last person to hear
the  message would say it out aloud and
comparisons were made between the original
saying and whatever emerged at the end. This was
usually seen by participants as a fun way to end the
session, yef containing a reminder regarding
confidentiality. The version at fhe end was always
different from the one at the start. A similar process
~was lkely to happen if they were to speak about

happenings within the group.
Ending

Social greetings ended the session and mothers

proceeded to collect their children.
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Rationale for interventions used to achieve objectives:

Objective 1 - To facilitate participants feeling comfortable with one

another and with the professionals.

Professionals made themselves available as the mothers armived, to
facilitate them feeling comfortable with what they often experiencved
- as a very difficult task: amiving in a strange place and not knowing
dnyone.  Mothers were taken to the chid care faciities and
infroduced to the staff and to fellow participants. Each mother would
have had some contact with at least one health visitor, even if only
through the discussion of information regarding the research, and the
filling in of the pre-group questionnaire. The researcher however,

would not have met any of the participants before the first session.

Because the central aim of fhe programme was to enable the
participants to experience a sense of worth, not linked to their abilities
or social status, but rather because they were people, it was essential
that .the professiqnols expressed their sense of worth for the
participants, through their behaviour in a congruent manner. Being\
aware of the possible difficulties experienced at first contact and
creating a welcoming environment was one way of expressing that

value in a tangible way.

The combination and order of activities, for this first session, was
es’rqblished taking into account participants possible feelings of
anxiety. On arrival each experienced individual (welcoming) contact,
followed by group membership with no demand (the ‘welcome’). A
demand was then placed in the form of the ‘ice-breaker’ but one
where any response was acceptable. They did not have to reveal -
anything about themselves other than their name. Professionals were

participants in the ice-breaker activity, often being the ones to start
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the fantasy sharing. The ‘'overall plan' required no input from
participants and this was followed by a ‘social break', where
professionals could gouge' individual feelings and respond
accordingly. The 'group rules’ required input, which was made more
comfortable as a result of being done in smaller groups led by the
health visitor with whom they had had previbus contact. During this
intervention the health visitor encouraged the group-to select a
spokesperson that would give feedback to the whole groUp. If no
one automatically took the invitation, then the health visitor would act
as spokesperson for the group. Throughou’r ‘group rules' and
‘feedback’, mothers were free to partake as much or as little as they
wished. ‘Child care arangements' required no response, while that
required in ‘chinese whisper' was anonymous in nature - if the saying
- changed between start and finish there was no way of knowing
where this had occurred. The altermnating between interventions that

required response and those that allowed observcﬂoh only, was
| designed to enable participants to get acquainted and feel at ease

within their comfort zone.

Objective 2 - To give details of the eight week programme.

All participants would hgve'been informed about the content of the
eight week programme before deciding to attend. This would
however have been done by different health visitors under different
circumé’ronces, resulting possibly in participants receiving slightly'
different information. Presenting the overall plan for the eight sessions
gave all participants the opportunity to clarify any misunderstanding,

and also to start the group with the same information.

' Objective 3 - To encourage participants to establish the group rules.
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It was seen as important to have participants take some ownership of
what was to take place over the following eight weeks. The clear
message was that their views and wishes were valued and as a result
became part of what would be upheld throughout the running of the
group. Consistent elements emerging from this exercise included the
following needs: confidentiality, respect for their wish to pcrﬁci.pcfe or
not, not 1o be judged by regardiess of whatever they exposed, not to
be spoken down to, their need to beA listened to and to have
whctever ’rhey said freated as important. Throughout the ‘feedback’
section, s‘peciol attention was given to ensure that whatever
comments participants made were integrated into the final summary

of the group rules.

The above-mentioned | activities were the formative stage of the
group develépment. The opportunity was given for participants to
sense the level of safety through exercises that encburaged but did
not demand involvement, and to contribute to the creation of group
norms. The exercises were also structured to enable the participant to
experience that whatever response she chose to give, was respected.
“No response was judged as correct or otherwise. Whatever level of

involvement wcls'comfor’roble and felt safe for them was accepted.

4.2.2 Session fwo
Aim: To enable participants to get an understanding of
the link between self concept and related

messages received throughout their lives.

Objectives: 1. To explore how people generally get to

develop self confidence and self-esteem. .
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Interventions:

2. To enable participants to explore who and what
affects the development of the concep’r of self.
3. To differentiate between people’s abilities and

value as people.

Welcome ‘

The group was welcomed and asked to comment
on anything from the previous session or from the
week they feel they would like to mention. They
were also asked to rewrite name tags to help with
remembering fellow participants' names. Anyh
queries about the child care cards given out the

previous week were invited. -

- Outline for the day |

The second session was to be a brainstorming
session. Concepts such as
| ¢ confidence

o self-esteem

« self confidence

o self worth , ‘
would be examined, as wopld factors that possibly
contribute to people feeling the way theyk do

about themselves.

Exercise One ‘
In order to help us achieve this, the group leaders
role-played three different scenarios, each of them

involving a parent and child. -
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It was strongly emphasized that in observing the
role-play it needed to be kept in mind that the
scenarios were fictional. The purpose of the role-
play was to stimulate thinking and each scenario
was purposefully acted out in an intense manner to
bring the message across in the least cman’r of
time possible. Participants were asked to observe
carefully what happened in each role play and
asked to question two points as they observed: -
What is this child feeling?
What image is she creating of herself?
_ Participants were given a pen and paper to make

any notes or comments if they wished to.

The three scenarios were each of a mother and
child and started in the same way. The child played
with blocks, or with any other toy, while the mother
sat reading a book. The child asked the mother to

play with her.

Scenario One

The mother responded to her child, engaging in
play, praising her when she was doing things well
and helping her when she was finding sémething
difficult. The mother also differentiated between
what the child was doing and how she saw herself
as a result of it. So if the child said that she was
stupid because she could not do something,

mother would clarify that not being able to do an
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activity did not mean that she was stupid. Also if the
chi_ld did something or approached a dangerous
situation, the mother would protect her.

Scenario Two
The mother in the second scenario responded to

the child by indicating that she (mother) was busy
and that she did not have time to play. When the
child mentioned that she could not do something,
the mother responded in a putting ddwn manner,
saying that she was stupid, that she should go
away, that she should not bother the mother. When
the child went to touch something dangerous, the

mother responded in anger and sent the child to

her room.

Scenario Three
In this scenario the Mother responded in a way

where everything was acceptable. Any
construction of building blocks was absolutely fine
regardiess of what the chid was saying. The
messages were that the child could do anything
" and everything was correct, even though in reality
it wasn't. If the chid went to do sométhing

don'gerous, the mother responded saying "Hi's OK,

you will leamn through that'.

Having observed the scenarios, participants went

into the small groups and discussed the two

questions ‘What is this child feeling? What image s
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she creating of herselfe with regard to each
scenario. Following that all groups came together

and shared their views and thoughts.

Common views included that in scenario one the
child felt loved, secure and happy. She would
create an image of herself that included being
vclued,.being of importance to mother, having a

posiﬁve concept of herself.

In contrast in scenario two the child would feel
angry, bad and ‘no good’. Her concept of self
would indude that she was 'a pain', not wanted
around, too much of a bother and not able ‘\‘o
please _mofher.. She would develop a negative

concept of herself, in that situation.

The child in the third scenario although feeling
good about herself in the relationship with mother,
participants’ views were that as soon as the child
had contact with other children, she would be
confused and feel insecure. Her concept of herself
would be a confused one, not being able to

combine the feedback from mother with that of

the outside world.
Break

The usual break for refreshments took place at this

stage.

93



Exercise Two |
This was done in the group as a whole. Participants
were asked to think about situations that people
encountered that would affect how they thought
and felt about themselves. The exercise asked that
they brainstorm as to possible contributing factors in
people's'concep’rs of themselves. Some examples
on the list were:- - '
| e pcrenfs
- o the media
e society
o friends
o 'rhev church
- o husbands/partners
o the work place
o professiencls
e special people
e grandparents

. e and others

" Exercise Three ‘
The purpose of this exercise was fo infroduce the
distinction between ‘abilities’ and ‘value as a

person’.

It was explained that very often there was
confusion between what people could do and
who people were; most often in society the value

that people received from others depended

largely on what they could do. Some examples
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were given in the form of “If you were asked who is
more important - the doctor or the teller at Tesco,
what would you‘scy?" Inevitably ‘the doctor' was
the answer. In many life situations, the value of
what people were able to do was seen as

synonymous with their value as people.

What was explained was that for the purpose of this
group, we would not be focusing on abilities. We
would be focusing on value as people regardless of
any particular obiliﬁes, social standing., or cultural
and familial status. Participants were asked to come
up with examples of what people could do in
contrast to aspects of people that were valued
from the point of being people, rather than linked
to what they could do. For instance in the example
above of the ddctor or the teller at Tesco what
they did was very different, but they could be
equally caring people. This distinction between
abllities and value as a person was to be used

‘throughout the implementation of the programme.

Ending
' The session was bought to a close, wishing

participants a good week.
Rationdle for interventions used to achieve the objeclives:

Ob]edive 1 - To explore how people generally get to feel the WOy'

they do regarding self confidence and self-esteem.
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The role-play was used to get participants thinking about the link
between how the child was reacted to by others and the concept
she started to create about herself. If a child is repeatedly in situations
where a particular concept of self is reinforced, it is likely that that
particular concept comes a strong element of the overall self
concept. It was stressed repeatedly that the scenarios were not real
situations, that they- were role plays with the intention of stimulating
thinking about how the feeling of self and self concept develops. It
was also emphasised that in reality no one behaves in the role-play
fashion all the time: everybody does some of these things, some of the
time. The rationale behind that was to avoid participants identifying
with any of the role-plays and rather to see their purpose as
stimulating thinking and to explore the connection between people's

reactions and the development of the self concepit.

Ob]ecﬁve 2 - To enable participants to explore who and what affects
the development of self concept. o

This was initiated through the role-plays but then further developed
with the exploration of who and what contributed to the way people
.. develop their self concept. .I'r was seen as an awareness creating

exercise, highlighting the various influences that play a part in
people's concepts of themselves. It was sfressed fhcf different
people will have different contributing influences and that for some
these may be very strong in comparison to others. The impact of a
particular influence, for example the church, may vary at different
times in one's life, whereas the impact may be high at a certain time

in life, it may be minimal at others.
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Objective 3 - To differentiate between ‘people’s abilities' and ‘value
as people’.

Because the overall goal of the group was to enable participants to
increase their self-esteem, from ’rhé point of view of them valuing
’rhemselves as a person with whatever characteristics They had, it was
important to distinguish between their ability and their value as a
person. The group was not geared to increase their self-esteem as a
result of increased ability in a particular area. This was an important

distinction for some of the work happening in the following sessions.

4.2.3 Session Three
Aim: To identify an Individual message previously
received to do with self concept that is still having a

negative impact at the present.

Objeclives: 1. To explore individual messages relating to poor
self concept qnd low self-esteem. ,

2. To identify and verbalise oné negative message

 stillimpacting at present. |

3. To quesﬁoh whether that message was true.

Interventions:
Welcome |
The usual Welcome, providing the opportunity for
comments from the previous session or the pre\)ious

week was given.
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Ovutline for the day
A link between Session Two and the current session
was made. During the previous session the group
had considered how people generally came to
have the different self concepts they did. Whether
people felt worthy and confident or not depended
on many factors and on mohy messoges received
throughout their lives. As discussed in the previous
week, there were a number of different factors and
| messages receivéd throughout their lives and it was

not possible to consider them all.

Exercise One

An invitation was made for participants to think of
one message of low self worth, to explore a
situation where they felt particularly lacking in
confidence, or a situation where they repeatedly
found themselves feeling worthless. Help was giveh
by means of examples of possible situations where
necessary. Participants were asked to think about a
recuming situation where they felt bad about
themselves. Thé whole group then divided into |
their smaller working groups, where the health
visitors, with the he’lp of the researcher, facilitated
the process whereby participants idehfifiéd their
particular message. A help sheet designed to aid
health visitors through this process can be found in
Appendix B. At the end of this exercise, pcrﬂcipdn’rs
completed the following sentence on a card 'The

message | received is..."' This became the message
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they worked on for the remainder of the

programme.

In facilitating the identification of a message, the
focus was on a ‘being’' message as opposed to a
‘doing' message. If participants came up with
messages about abilities, such as 'l am good at
spelling’, she would be guided off the ability subjéc’r
and encourage finding a message that related to
her value as ‘d person. Examples of messages
 expéerienced by participants were ‘I . am not
important', ‘I am ho good', and 'l am good for

nothing'.

Some messages needed clarification to ensure that
an appropriate message was being addressed. For
-example the message '| am no good' would be
further questioned as to ‘no good at what', or
fuﬁher questioned as to what was being meant. It
may well be true that the participant was not good
at a particular activity. In that sense the message
was true, but not redlly relevant to the point of the
exercise. The purpose of the exercise wds to
enable participants to consider whether all people
had worth, and moré specifically, whether they

had worth regardless of their abilities.

Break

The usual refreshmen‘t break onld take ploce at
this stage. | |
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Exercise Two

This exercise, performed in the small groups
facilitated the quesﬂoniﬁg of the validity of the
message received. Was the message actually tfrue? .
- Some participants were able to appreciate the
lack of fruth in the message. Others had to be
 guided through the unraveling of thoughts and
feelings that were often a product of adult needs
and behaviour patterns. Through this exercise
participants often started appreciating how much
of the message was due to someone else's
difficulties rather than a reflection of their own

value as a person.

A clear example can be found in the message ‘|
am dit' chosen by a participant who had been
sexually abused. To be able to appreciate the
circumstances sumrounding the development of
" that message regarding her concept of herself,
and to not take full blame for its existence, was the

purpose of the exercise.

Throughout this session it was stressed that to blame
- what fhey experienced on others in their past wds
not what was intended. The purpose of the
unravelling was to assist with understanding. Once
'understanding had taken place, it was then

possible for each to take a more active and

100



conscious role in controling the impact of past

experiences in present behaviour and feelings.

Rationale for interventions used o achieve the objectives.

The three objectives for session three all form part of the unravelling of
past and present thoughts and feelings as elaborated by Selma
Fraiberg. The rationale for use of interventions can therefore be

presented as one.

The first objective ‘'to explore the individual messages relating to poor
self concept and low §elf-esteem' was the beginning of the
exploration into feelings of the present. Asking participants to consider
times when they felt feelings of low self worth on a recurrent basis was
the first step. They often thought and mentioned various situations but
identifying one particular message that focused the process, further
helped the participant to select and work on that one. The é:hoice
was left to the participant, the rationale being that whatever came
spontaneously to the participant would be a message that had a

significant impact.

Throughout the unravelling process, the focus was on ‘being'
messages rather than ‘doing’. The purpose of the programme was
not to increase self-esteem as a result of increased ability, but rather
to focus on their value as a person. Thus the message chosen
needed to be one that related to their value for themselves as

people, a ‘being’ message.

The third ob]ecﬁye, that of ‘questioning whether the message was
true' was an essential step in starting to differentiate between what

thoughts, feelings, motives and behaviours belonged to the
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participant and which of those thoughts, motives, feelings and
behaviours belonged to the other people involved in the particular
message. Until the participant was able to put the responsibility where
it belonged, it was impossible to move onto the next stage, ie.
changing of the message. Throughout the session it was stressed that
blaming others was not the objective. To understand where the
responsibility lay, or to understand the conditions under which the
message developed was important in terms of insight, and as a result
of that insight to be able to assign the feelings, thoughts, behaviours
and motives to different people. The object was one of

understanding. not of blaming.

The use of the 'messdge' ties in with transactional analysis thinking. |f
a message was verbally or non-verbally given and reinforced often, it
would become part of the self concept. Also in line with the life script
theory, it is only when a person becomes aware of the story that they
‘have created for themselves, that they are empowered to change it.
So the process of unravelling the feelings and experiences of the past
-~ and present, brings together the thinking of Selma Frcuberg and of
fransactional analysis. In the unravelling process the underlylng focus

remains on the value of the person as a result of being a person.

4.2.4 Session Four

Aim: To reverse the identified non-truthful message.
Objectives: 1. To check whether the ideas discussed during

Session Three had been maintained for each

individual participant.
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Interventions:

2. To ensure that participants were at the point of
~ intellectually knowing that the message they
had chosen was not true. |
3. To enable each participant to create a
substitute and frue message.

4. To enable affirmations in individual situations.

Welcome

The usual welcome procedure was followed.

Exercise One |
In the small groups the health visitors checked
whether the identification of the message was still
clear; whether the message was in the ‘I am'
format;, and whether paricipants could
intellectually recognise that the message chosen
was not true. This enabled the leaders to check
whether the work done the previous week was still
in focus. Sometimes participants needed some
further help or clarfication particularly in the
respect of intellectually recognising the lack of truth

in the chosen message.

Participants then formed one big group., and the
‘affirmation sheet' was handed out, its contents
read and discussed. A copy may be found in
Appendix C. The affimation sheet contained some

explanatory notes and the repetitive nature of
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messages, and gave suggestions as to the

formulation of their new message.

Exercise Two

Participants regrouped with their leader where the
formulation of an affiimative message, regarding
their worth as a person was facilitated.  Each
participant in turn considered the message they
had received and with the guidance of the

affirmation sheet, formulo’red a new message.

For example the participant whose negative
message had been ‘I am good for nothing', having
considered how that message came into being,
recognising that she was not to blame for the
circumstances at the time, could then consider
reversing the message 'l am someone of worth'
became the ‘new’ substitute message. The new

message was written on a card for her future use.

Break

The usual break for refreshments was taken. .

Exercise Three _ , »

In the small groups with health visitors facilitated by
the researcher, participants were helped to explore
how they could affirm themselves wi”rh‘ their new
. message in the week that was to follow. VThey were
asked to think about situations they were likely to

get themselves into over the following week, where
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they were likely to experience the old message;
and how they felt they could respond to it. The
purpose of this exercise was to enable each
participant to leave the session with a clear idea
regarding how to start changing the message.
Participants were also encouraged to have the
new message visible somewhere and to repeat it fo .
themselves as often as possible. Each participant

- was required to come up with at least one way -
they were to use it to serve as a reminder.
Examples included sticking the wording of the
message, or a symbol thereof on the fridge door, or
inside the tea caddy, or inside their cigarette bcx.
The important aspect was that they repeat the
message as often as possible and allow themselves
to see how they felt.

Rationale for interventions used to achieve objectives.

Objecﬁves} 1 and 2, fo check whether fhe plan proposed during
Session Three had been maintained for each individual participant
and to ensure that participants were at the point of intellectually
knowing that the message they had chosen was not frue, was the
| con’renf of Exercise One. Their purpose was 1o ensure that the work
that had been done the previous week was still in focus. At times
because this work was so foreign to participants, concepts that were
clear when working on them during a session, often faded during the
week that followed. Exercise One was a way of bringing people
back to the point where they were the previous week. - Also if some

participants had not achieved all of the objectives the previous week,
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the opportunity for going over and consolidating concepts was

made available.

" Objective 3 was to enable each participant to crécfe a substitute and
true message. The rationale behind this objective emerges from the
life script theory: i.e. life script stories can be changed. This objective
was the start of the changing of message process. With the help of
the notes on affirmation (Appendix C) the participant was able to
formulate a different message. At first she would not be able to
believe it. All that was necessary was that she intellectually agree

that the new message was true.

Objective 4 — to enable affimations in individual situations = was
moving the process into the practical implementation of the insights
gained. It was recognised that the messages of the life script are very
strong and difficult to shift unless specific behaviours are put in place in
order to help that process. During Exercise 3 of this session the leader
in each group helped each participant to look at individual situations
throughout the week that could be used to reinforce the new
message. The clearer it was for the participant as to what to do and
how to put the message into practice, the greater the possibility that
change would start.  As participants said the new positive message
to themselves, they would start to feel it at some point. This would
lead to participants behaving differently to others with whom they
came info contact. What was vrequired of participants was that they

experiment during the week with repeating the new positive message

and experience what happened. The following week - these

experiences would be reported back and the way of implementing

ideas changed if necessary.
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4.2.5 Session Five

Aim:

Objectives:

Interventions:

To consolidate the positive self message.

1. To obtain feedback from each participant as to
how the practical implementations of the goals
set the previous week worked.

2. To enable any hecessory change in. the

A irhplemen’rcﬁon process.

3. To explore ways of valuing the self.

Welcome |

The usual welcome was given with the opportunity
of participants commenting either on the session of
the previous week or on anything that they would
want to share with the group as a whole before

working in their own individual groups.

Outline for the Day

A general outline linking what was presented during -

~ the previous session, and the suggested work to be

done during the week with the plan for today was
given by one of the leaders. Presentation of the
outline for the day was sensitive to the fact that
some participants could be excited about what
they had tried and how it had worked, and some
participants may have tried and be feeling quite
despondent because whcfever they were

expecting had not worked. 1t was important to be
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aware that in all probability a mixture of the two
experiences was likely, and that there needed to
be no judgment or expectation portrayed in what

was said.

Exercise One
| This took place in the small groups where each
group leader received feedback from participants
as to how the affirmation implementation plan had
worked. Difficulties experienced were discussed as
was how people responded to the changes in
participants. Some participants put  their
-~ affirmations into practice by showing others their
changed thinking, while others used the
| opportunity to repeat the new and positive
message within their mind. The awareness of ’h.ow
change in the participant was affecting the system
within which she lived was very important. Very
often the participant was not aware of the
implications of her becoming more assertive, and
some of the consequences could be negative for
her. It was still her responsibility to choose whether
she was going to put them into action or not, but It
was the leader's responsibility to facilitate insight as
much as possible before the participant got herself
into situations that she did not expect and did not
want. If the participant had done some of the
implementation in the form of change of behaviour
towards others, it was important to enquire about

what that change was doing to the participant. For
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example, if the participant was behaving in a more
assertive manner towards the spouse, how was this
being responded to? Was that creating more
arguments? Was it creating a dangerous situation?
At all points in time it was stressed that the
responsibility for the choice of response remained
with the participant. Leaders were not there'fo say
how things should be done or to give a list of
prescribed behaviours. The purpose of the
programme was to create insight, and Through that
. insight to enable participants to feel in a more
powerful position to choose how to relate and
respond to others around them. It was important to
keep a systemic awareness throughout this

exercise.

Break

The usual break took place at this point.

Exercise Two
Objective 3 - to explore ways of valuing the self -
was the purpose of Exeréiée wa. In the small
groups the leaders led sessions questioning the
following:

¢ how do you value yourself?

¢ what chorqcferisﬁcs do you value

about yourselfe
¢ how do you show yourself that you

value yourself?
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e how much time do you give to
yourself?
e do you expect respect and value

from others, or are you a doormat?

These questions were asked to facilitate thinking
regording,self care. - In most cases poﬁicipdnfs
didn't ever think of themselves as people thct they
could show their own value to, or that they did
sbme’rhing for. The idea WGs foreign to many of
Them». The rationale for this exercise comes from
Rogérs', work,  the  purpose being to have
participants able to give themselves positive
regard, and acknowledge the value that they
have. The positive regard from others received as a
child, that became self-esteem has either gone
through a depleting phose or was never well
established. Either way, participants are needing to
increase the positive regard.  As adults the
opportunity to receive positive regcrd from others in
high guantities is rare; by adulthood, the positive
- regard, turned to self-esteem should have been
internalised.  If the participant can gain insight of -
skills of how to give herself positive regard, this will .

allow for the increase of her self-esteem.. .

It was intended that by the end of the exercise
each participant would have chosen one pqrﬁculcr‘
way in which to start the process of  valuing

themselves. Suggestions included a five minute slot
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4.2.6 Session Six

Aim:

Objective:

every day where the participant would sit down
with a cup of tea, be able to say to themselves that
they are important to themselves, that they are
valuable, that they deserve to spend some time
with themselves. It was also recommended that
this was done at the same time of day to make it
into a regular feature of every day. If the
participant was able to look at more than one way
in which to value herself, that was encouraged.

Once the work had been finished in the small

- groups, all gathered in the big group, and general

feedback was given by the leaders. At this point
leaders also expressed anything they felt would be
of value to the group, this was a way of bringing

back focus to the groups as a whole.

To create a bdalance between the ‘heavy’

emotional and ‘fun’ aspects of self awareness and

self management,

That each participant have the opportunity to
obtain information and advice on their colour

coding. make-up, clothing styles and body shape.

This session was a very different session to the others. It was called the

| icolour session' and what happened was that a colour consultant

took the content, and ran the group for the day. She did a colour

coding of each participant suggesting what colours would suit, what
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colours could be used to emphasise or to poriray a particular mood.
She also gave advice on shape of clothes that would suit the
participant's particular body shape. It was a very light sessioh in
contrast to the heaviness of working with past emotional issues. It was
a fun session and the rationale for bringing colour coding in as part of.

the self-esteem focus programme was in part to balance the heavy
emotional aspect with some very practical fun sides, but also to
demonstrate that taking more control of what happened in their lives
could be déne in complementary ways. Participants became aware
of what colours suited, of_who’r shapes of clothes would enhance their
own natural beauty, and this was all in line with the overall objective
of the programme, namely that through insight the participants were
better able to manage their lives. Through insight whether that was
insight and understanding of how particular behaviours in the past
were affecting what curently happened, or whether that was insight
in the form of recognising that certain colours made them more
noticeable if that's what they wanted to do, all that insight enabled
the participant fo have more say, to take more responsibility, to have
more conirol in deciding what to do with their life. By helping the
participants look and féél better it was felt their self-esteem and self

belief could be enhanced, a central theme to the programme.

4.2.7 Session Seven

Aim: To consolidate the positive self-image and value of

self.

To look at progress regarding implementation of

the new message and the new ways of valuing

Objectives: 1.

the self.
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Interventions:

2. To consider further options in the

implementation process.

Welcome | '
The usual welcome and enquiring about comments

took place.

Exercise One 7

There was the review of what had taken place two
weeks previous, since the previous week had been
the colour session, and therefore no work on the
implementation or finding out about how messages
were being dealt with had taken place. In Exercise
One of the session, the participants in their small
groups with the health visitor fed back on how they
managed to value themselves over the previous
two weeks. Feedback was given as to what had
been decided, the actual way in which they were
going to do it, whether they had been able to take
their five minutes for a tea break (or whatever else
they had decided) and whether they actually
managed to do that or not. In cases where they
were not able to do it, the leader helped look at
what had stopped them and whether there was
another way of giving themselves time. The
difficulties experienced were discussed and qgcin.
ways in which those difficulties could be overcome -

were debated.
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Exercise Two

This was another recapping exercise asking how the
repetition of the new message was being put into
practice. Was this message still being repeated, or
did the focus of taking care of themselves replace
repetition of the new message and therefore them
'not maintaining a positive self-image? Because
there had been effectively a two week break due
to the colour session, it was far more difficult to
keep aware of the need to repeat the new
message than it had been during the week
following session five. This difficulty was used to
highlight the fact 'rhdt unless clear reminders are in
place to keep focused, it was very easy to revert to

the old way of thinking.

Break

The break then took place in the usual way.

Clarification

After the break clarification of possible ambiguities
took place. The first one concerned itself with thé
temptation to blame others for what had gone
wrong in the past. It was explained how dangerous
this could be and not the purpose of the
exploration. The purpose throughout the
programme had been one of unders’rcnding, nb'r
one of blame. A discussion fook place as to what
was achieved or not through blaming and the

importance of understanding rather than blame.
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The second point was to emphasise the belief that
every person has valve. It was mentioned that it
may be that some of the participants would feel
that unless they had many of the ‘being'
characteristics that were spoken about at times
during fhe programme, that they were not
valuable. It was reinforced that the emphasis was
not on comparison between peoplé, but rather on
the belief that every person regardless of ability, has

a valve.

The third point requiring clarification was through
their insight into how many péople in their past had
an impact on therir lives, it sometimes became very

scary to realise how much impact they as parents
| had on therr own children. The emphasis here
became on the awareness as being the biggest
strength. If they as participants were aware of
what they were doing they were then in d position
to ‘change it ‘and -that was what’ mdde the
difference. All people do things that they regret at
times and if aware they then have the possibility of

changing that behaviour.

The fourth point that was discussed was that
sometimes all the messages from the past could
feel incredibly overwhelming. In the programme
we had taken one and tried to unravel it. When in

the future they felt this overwhelming feeling of the
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many different aspects of messages coming in
together, the important thing was to try and pick up
one part and follow the procedure that we had

- done in the group.

Exercise Three

This exercise was attempting to go beyond the end
of the programme. It attempted to enable
participants to look somewhat ahead and be
aware of situations that were likely to be particularly
difficult, where some preparation would assist in
hcndlihg those situations. Often participants would
éome up with occasions such as Christmas or family
functions where it would be particularly difficult to
give themselves the new message, or to value
themselves. This exercise pro\'/ided the opportunity
to discuss possible difficult situations and attempt
putting something into place to either avoid them

or to handle them in a better way.

Rationale for interventions used to achieve the objectives:

Both objectives in session seven were to do with consolidation. Often |

participants fbund it easy to understand why certain behaviours were

taking place, but to go back into the real world and change those

behaviours was a far more difficult process. That was the reason why

a number of weeks of the programme were dedicated to

consolidation. Through this participants were able to go back into

their families and try things out, get a feel of what it was like for them

and what reactions they received from others around. They were
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then able to come back and to get feed back on that; if ideas were

going wrong the opportunity to reformulate was provided.

4.2.8 Session Eight

Aim: To bring the group to a close.

Objectives: 1. To assess how the process of change had been
put into practice.
- 2. To explore  maintaining the - effects of - the

change.

Interventions:
Exercise One
In the small groups the health visitors and
participants gave feedback on a number of items
that they had been doing throughout the previous

weeks.

The first aspect that was considered was ‘care of
self'; how had they managed it throughout the
week? How were they planning to continue to
take care of themsélves cffef-'rhe end of the
programme? Times when i’r‘WQs,going to be
difficult for them to take care of self was also

considered and discussed.
Secondly, had they been able to repeat the new |

message and were they being able to put it into

practice? What about the future? Were they
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going to be able to continue to remind

themselves?g

ltem three concerned itself with checking if there
were tHings about any of the sessions that didn't
quite tie together or that didn't make sense. This
was an opportunity to enquire and to try to make

sense of the programme as a whole.

The fourth was to identify situations that would be
particularly difficult to put the new messages into
practice, and what strategies had they thought
about in order to help them with that. This exercise
was yet again consolidating but with  emphasis on
‘how are you going to camry on doing this cf’rer the

end of the programme?’

What followed was the discussion of the content of
the reminder sheets. (Appendix D). The reminder
sheets set out the different stages of the process
that had been undertaken in the prdgromme SO
that if they wanted to try to unravel some other
message in the future they had something to
remind themselves of the stages to go through. The
second sheet was a reminder about taking care of
themselves and how important it was to give
themselves positive and affirmative messages, also |
how important it was for them to use the insights in

as best a way as possible.
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Where to from now?

As the programme progressed, some participants
became aware of other problems that they
wanted to address. This slot of ‘where to from
now?' gave information to all participants as to
what was available depending on what they felt
they needed next. For most the eight week
programme had been valuable and provided
what they had expected. Information about the
ongoing monthly meetings was given. It was
explained how reminder letters would be sent out
to them once a month informing them of the topic
for the following meeting. They had the
opportunity of putting their names on _The mailing list
if they so wished. Others felt they required further
help - and for these information regarding

available services was given.

Break

. The usual break for refreshments then took place.

Filling In of questionnaires

After the break the two questionnaires used in the
research, the Rosenberg and 'rhe‘ Pearlin and
Schooler were ‘giv‘en out for pdn‘icipcnts _»To
complete. They were also asked to completé a
views and bpinions form. (Appendix E) Quéstions
there included asking for what had they found most
helpful, what had they found least helpful, various

aspects about the programme, did they find it easy |
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or difficult to follow: - in general, feedbocﬁk as to
how the programme was received by porﬁcipdn’rs.
Once questionnaires were dll filed in, the last
exercise, the balloon exercise, was dohe. Each
participant received a sheet of paper with a
diagram of bcll_oohs where messages could be
wriﬁén inside fhe balloons. A copy can be found in
Appendix F. Participants were asked to write their
name in the box at the bottom of the paper and to
leave their sheet of paper on their chair. Everybody
was then asked to go around to each individual
sheet and write something for the person whose
name appeared at the bottom. They were asked
to write something that they had appreciated or
that they had valved in that person. Thot could be
anything - it could be their smile, it could be any
particular characteristic that they appreciated qhd
so everybody wrote something for everybody else
in the group. At the end each participant could
then get a feel of what others in the group had
cpprecfcﬁed or had valued about them and this
was something that they could take home. It was a
memento from the group indicating various aspects
that people did like about them or that they hqd‘
valued. As the group came to a close, after the

balloon exercise, people bade each other farewell.

Rationale for interventions used o achieve the objectives:
The rationale for this session's interventions was in keeping with that of

session seven: the consolidation of the pbsiﬁve image; the
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consolidation of the valuing of self; the addressing of situations that
could make the new.insights difficult to implement; and giving
borﬁcipcn’rs the opportunity to make changes for the future. This
session was in line with the closure stage of the group: looking at the
future, of looking at how to close a process that had been going on
for eight weeks. The reminder sheet, the where to go slot, the
completion of questionnaires, the balloon exercise, these were dall
activities, leading to and helping with the closure of the group and

the closure of the programme.
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CHAPTER FIVE

EVALUATING THE SELF-ESTEEM FOCUS PROGRAMME

5.1 Introduction
The Self-esteem Focus Programme was evaluated using both
qudlitative and quantitative measures.  What follows is a brief

overview of the research methodologies and the specific aspects
- used in this study.

52 Qudlitative analysis

Qualitative research has often been regarded as a ‘soft approach’' in
scientific investigation (Chapple & Rogers, 1998), attracting much
criticism from suppoerters of quantitative methods (Sellitz et al., 1964;
Miles, 1979). Silverman (1993) dis’ringuishesA between posi’rivism
(quantitative methods) and interpretive ‘schools’ of research in social
science. Interpretive social science embodies qualitative resedrch
which generates hypotheses using meanings derived from soéial
observations. The two schools have often been defined as pélor,
opposites with quantitative researchers dismissing fhe' merits of
qualitative data, and qualitative researchers criticising q'ucntitofive,
data as neglecting the enriching evidence that can be found in the

observation of social behaviour, meanings and attitudes.

Authors have defined qualitative research in a variety of ways, ranging
from "a particular tradition in social science that fundamentally
depends on watching people in their own teritory” (Kirk & Miller, 1986.»

9), fo it being described as closely related to common sense (Robson,
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1993). Huberman & Miles (1998) define qualitative data as words and
text based on methods of study such as observations and interviews,
executed in the field. They can be unstructured, such as open ended
interviews, or structured and guided by the researcher, such as
questionnaires. Nicolson (1995) describes qualitative research as useful
for exploring human social behaviour and the development of
psychological issues, as well as being able to complement
quantitative research when used in conjunction with each other.
¢

Criticism levelled against qualitative research include the fact that
there are no standard rules applied to the use and analysis of
qudiitative methods, as Thefe is no agreement regarding how to
ascertain validity and reliability of a piece of qualitative research
(Hubefmcn & Miles,1998); This results in qualitative methods often

being viewed as ambiguous and éven unreliable (Silverman, 1993).

The advantages of qualitative methods, as recorded by Hammersley
& Atkinson (1983), are that research conducted in the field can give a
more detailed and dimensional view of the research in question, as
opposed to simply finding relationships between variables. The lack of
constraint placed upon field research allows for the expansion of the
theory to be “pursued in @ highly effective and economical manner”
(p. 24). Siverman ( 1993) states that “unlike other research which
usually shares a common model, field research depends on a variety
of theoretical positions with very different implications" (p. 28) thus
suggesting that qualitative research is not as superfluous as purveyors

| of quantitative research would want to emphasise.

Qualitative data analysis is essentially about detecting links and

providing coherence and structure to complex presentations of dofc.
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Whatever method is used it should be chosen as a result of the
facilitative properties it holds to achieve the desired goal. ‘Quoli’roﬁve
data analysis can be used to define concepts, mapping the nature
and dynamics of a phenomenon, creating categories, finding
associations, seeking explanation and developing new ideas. (Ritchie
& Spencer, 1994) | |

There are some authors who view the dichotomy between positivism
and interpretivism as simplistic and unhelpful (Silverman, 1993,
prefering to combine the two forms of research, when appropriate, fo
produce more: balanced and multifaceted results. Central to
determining which method/s should be used in a particular piece of
research, should be what is being sought from the research. Despite
the difficulties, qualitative research can be a valuable tool, éi'rher as
the main form of interpretation or in tandem with other forms of

research, adding colour and depth to the final analysis.

5.2.1 The depth interview

The depth interview is one of the methods used to collect qualitative

data. It is a conversation whereby an interviewer encourages an

.interviewee to relate, in his / her own terms, experiences, attitudes or -

feelings related to a particular subject of research (Walker, 1985).
Jones (1985) describes the interview process as a “complicated,
shiffing, social process occuming between two individual human
beings which can never be exactly replicated” (p.48). Although
qualitative research characteristically lacks clear rules and structures,
various authors have suggested guidelines regarding the formulation
of interview questions, conducting the interview, and finally analysing

and presenting the results.
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5.21.1 Formulating the interview
What uitimately constitutes the format of the depth interview depends -
on the ho’rure of the research topic and on the particular information
sought about it. Jones (1985) refers to essential aspects 4’rhc’r need to
be kept in focus when formulating the depth interview. These include
the degree of structure versus the degree of ambiguity incorporated
in the questions; interviewer bias as an aspect not to be avoided, bu’r
rather to be used creatively and consciously, and the social situation
in which the research is faking place including the relevance that the
research has for the participants. All of these require detailed
consideration as to the possible impact each will have on the
collection and use of data. Furthermore practical constraints such as
time, energy, money dnd organisational demands should be taken

into account as to how these affect the formulation and

implementation of the research.

Robson (1993) refers to a ‘conventional sequence' structure of the
interview process consisting of five stages. The introduction stage
includes not.only the interviewer introducing him / herself but also
allows for the opportunity to give any explanations that may be
neceésory, asking permiésicn'-té tape the interview and answering dhy
questions that the interviewee may have. The second or ‘warm-up’
stage consists of non-threatening questions aimed at getting both
~ interviewer and interviewee into the pattern of what is to follow, which
is the third stage or main body of the interview. This third stage covers
the main pufpose in the interview, where questions pertaining to the
ceniral themes of the research .are asked. The fourth, named the
‘cool-off' stage consists of a few ending questions, usually related but
not central to the main enquiry. The fifth and final stage is the

‘closure’ incorporating thank you and goodbye.
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Regarding specifics of depth interviews Robson (1993) refers to a
number of ‘de’rcils that ‘should be kept in mind. Long quésﬁons,
questions with many parts, Ieodihg questions and the use technical
language should all be avoided. Open ended questions are generally
used in depth interviews giving participants greater opportunity to
answer questions as freely and as openly as they wish (Jones, 1985).
The interview format has the benefit of the 'quesﬁdn-answer
adjacency pairs’ whereby the interviewee feels obligated to answer

when asked a question (Silvermon 1993).

521.2 - Conducting the Interview

The interviewer should appear neutral throughout the interview
process. Fontana & Frey (1998) point out that long .explcmnoﬂohs
regarding the research study should be cvoidéd, and that the
- interviewer should not stray from the given infroduction, quesﬁon'
sequence, or wording. Thé interview should not be interrupted, and
only the interviewee should answer questions. They further say that the
interviewer should not help with cnsWering questions hei’rher should
s/he voice agreement or disdgreemen’r regarding answers. The
interviewer should not attempt to interpret the meaning of a question,
but instead simply repeat the qpesﬁon, and if necessary provide any

instructions that were given in training.

5213 Analysing the data , ,

Adequate recording of interview data is essential, audio taping being
the method most favoured and to subsequently Tronséribe the
interviews. Transcripts are viewed as extremely reliable accounts,
indispensable in  research involving depth interviews (Atkinson &
Heritage, 1984; Kirk & Miller, 1984). |
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Depth interviews can be analysed in a number of ways. The most

common method used is the idenﬁficc’ribn of themes, categories,
codes and comparisons (Mishler, 1990; Robson, 1993; Miles and
Huberman, 1984).' Central to qualitative analysis is the detection of
links between aspects or components of the data available. Miles
and Huberman (1994) advocate the search for patterns and themes,
making sense of the information available by grouping the data,
counting the inferences made in order to assess the frequency of a
category, making comparisons, and excmi_ning the relationships

between different categories.

Another method used in the analysis of depth interviews is cognitive
mapping. This involves modelling a persons’ beliefs in diagrammatic
form. It is primarily used when “seeking to represent persons'
explcnofory and predictive theories about those aspects of their world
being described to us" (Jones, 1985, p.60). Two elements are essential
in a map: the persons’ concepts of whatever is being researched,

and their beliefs or theories about the reloﬁons'hip between them.

Content analysis, another method in quclitc’rive research, is most often
used when analysing documents, primarily written documents, but
also applicable to non-written documents such as films and television
programmes. Robson (1993) describes the technique as ‘codified
common sense', and suggests that it is comparable to structured
observation, whilst Krippendorf (1980) states that “content analysis is @
research technique for making replicable and valid inferences from
data to their context” '(p.21 ).' Jones (1985), however, refers to content
analysis in the context of depth interviews - a process requiring

categorising data in sentence, phrose or word form. Whatever unit of
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analysis is chosen, frequency of use is calculated and comparison
between categories made, leading to the development of further

definition of the research topic.

In conclusion, whatever aspect of qualitative methodology or analysis
is considered, one theme is consistent: an intransigent belief as to the
best method is inappropriate. The method ultimately chosen should
be determined by its facilitative qualities and its ability to provide

answers to the questions asked.

5.2.2 The depth interview in this study

A total of eleven depth interviews were conducted and analysed for
this secﬁoh of the present study. All interviews were conducted
between nine and eleven weeks affer completion of the Self-esteem
Focus Programme. . It was taken that any changes that took place as
a result of the progrdmme and still experienced ten weeks later, could

be considered as more than a fleeting effect.

Although attending the programme at different times, all por’ricipdnts
had done so within the same locality, and as a result had all been
exposed to the same health visitors and researcher. This was planned
to minimise the effect of any possible differences in presentation style
between the different groups of professionals leading the programme

in each of the three locdlities involved in the study.

5.2.2.1 Formulating the interview

The main purpose of the depth interview was to ascertain whether
participants experienced a change in their concept of self, with
specific focus on the worth of self as described by Rogers (detailed in

section 2.3.3), as a result of their participation in the Self-esteem Focus
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Programme. Consequently, the questions forming the main body of
the interview focused on the comparison between how they saw
themselves before and after the Programme. The comparison
extended to behavioural changes regarding relationships, but
ihcluding changes in any aspect of their life, after altending the
Programme. Furthermore, there was an interest to discover which
themes emerged from participants themselves as to how they
experienced the Self-esteem Focus Programme and what impact it

had on ’rhéir lives.

The questions were purpos;efully structured to be speciﬁc in some ways
as clinically there were questions that needed to be answered, yet
open-ended in others. If the Self-esteem Focus Programme was to be
delivered as part of a collaborative health visiting - psychology service
beyond the research phase, it was essential to identify the benefits for
| participants and their families, in behavioural terms. * It was also
essential to identify the impact of such benefits on health visitor case
loads. If, for example, participating in the Self-esteem Focus
Programme enabled mothers to react towards their children or
themselves in such a way as to require less need for health visitor time,
then that in itself would justify health visitor involvement in the

Programme.

The questions were open-ended allowing participants the freedom to
answer in whatever way was relevant to them. This enabled further
themes to emerge from participants’ responses in addition to the ones
identified by the researcher. The questions however, were also
specific in the sense that particular information was required on the
two main themes central to the study, namely, change in self

concept, specifically related to feelings of self worth, and change in
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behaviour, specifically in the area of relationships with spouses /
partners, children and any other significant others. For each of the
three main questions, a number of related questions could be used to

explore the themes further, if necessofy, as indicated in the depth |

interview format (Appendix G)

The overall structure of the interview followed Robson's (1993)
proposal of ‘conventional sequence’, as outlined in secﬁc;n 52.1.1; all
other recommendations regarding questions were also adhered to.
The essential aspects referred to by Jones (1985) were incorporated
into the formulation of the interview. Mention hcs already been made
regarding what determined the combination of structure and open
endedness of questions formulated for this study. The situational
context was one where from the professionals point of view, there was
a need to show management that the programme worked. The
researcher assisted with the formulation of the questions but did not
conduct the interview: this was done by a psychologist not involved in
the programme. The bias was there in that questions were asked and
if not answered, probing questions could then follow. Since the results
of the research were very linked to the conﬁnuc’rioh of the running of
the programme, it was one of the essential aspects-to take Into
account as part of the research. The research was done for clinical
reasons and the practical constraints were very much kept in mind.
Regarding relevance for the participants, there may have been an

over posiﬂve effect in that they wanted this o camry on.

Three questions formed the nucleus of the interview, they were:
I. How did you see yourself before you attended the group? |

am referring to you as a person, rather than what you are
good at doing.
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2. If you look at yourself now compared to the person you were
before attending the group, what do you see? |
3. Can you give me some practical examples of how in your life

you are different since the group?

5222 Conducting the interview

All interviews were conducted by the same interviewer, who had not
been involved in the formulation or delivery of the self-esteem focus
programme. Since the main questions of the depth interview
concentrated on participants personal judgements and feelings
regarding the programme, it was seen as essential that the interviewer
be someone neutral, thus avoiding participants potentially feeling
compromised in their responses. All inferviews were audio taped,
nUmbered as outlined in section 5.4 for confidentiality purposes and

subsequently transcribed for analysis.

Half the interviews were conducted on NHS premises and the othérs
were conducted at the subjects’ homes. Although NHS premises were
the first option, for some participants practical reasons made it difficult
for them to attend. In those cases, the interviewer conducted the
‘interview in the subject’s home. The recommendations made by
Fontana & Frey (1998), with regard to interviewing techniques and

noted in section 5.2.1.2, were adhered to throughout the interviews.

5223 Andlysing the data

Only responses to the questions forming the main part of the interview
were analysed. Questions regarding how participants had come to
know about the Programme and their recommendations for any
change were not used in the onclysis. Two main categories were

| created as a result of the interview formulation - self concept and
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behavioural change. Sub-categories of behavioural change
comprised change in ways of relating to children, spouse / partner,
others and self. Since the analysis was one of comparison, each of the
categories were further divided into ‘before’ and ‘after' sub
categories. Participants comparisons of how they saw themselves
before and after the intervention were annotated (table 6.2), as were
changes in ways of relating to the various sub-categories mentioned
above (tables 6.3 - 6.6). The more ambiguous third question gave rise
to a number of new categories - participants mentioned ways of
| coping, links between past and present, and degrees of isolation. In
addition, a comparison of the expressive language used when
referring to experiences and feelings before and after attending the

Programme was made.

5.3 Quantitative analysis ,
Quantitative data refers to “the results of any sort of measurement”
(Howell, 1997, p.3), be it people’s heights, grades on a test or scores
on a self-esteem questionnaire. The school of social science which is
associated with quantitative research is positivism, which is generally
. seen to be more concemed with society than the individual
(Silverman, 1993).

| Quantitative research monopolised research methods in the early and

middle history of the social sciences. The theoretical principles of
quantitative research, outlined by Sarantakos (1998), include:

1. There is only one readlity - it is objective, simple and positive. -

2. Any research method whose data cannot be replicated,

verified and retested, is seen to offer unreliable data and to

have no empirical relevance.
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3. The construction of knowledge is seen to emerge from
explicit, exact and formal procedures in defining concepts,
and their measurement amenable to reassessment by other
researchers. Only then can .conclusions be accepted,

rejected or modified.

Criticism levelled against quantitative analysis include that its measures
fal to capture the essence of social behaviour. Qualitative
researchers ckgue that the methods used for quantitative investigation
distances the research object from.its social context, and that
research should rather follow real life situations as they happen.
Quantitative analysis is also seen to be more interested in the method
of research rather than in the subject being researched. Objectivity,
which is considered to be the most important aspect of quantitative
research, is not feasible according to qualitative researchers. They |
assert that objectivity is not possible, that standardisation transforms
the natural, social world into an artificial one, and that often the
researcher is required to step into the shoes of the participant and
view life as it is viewed by the participants themselves (Sarantakos,
1998). ’

5.3.1 Questionnaires as a form of quantilative analysis |

Questionnaires are the most widely used form of data collection In
social-psychological research. They are especially useful in gathering
information from large numbers of participants, incur minimal expense
and are comparatively anonymous, - a desirable characteristic
particularly when researching a sensitive subject (Manstead & Semin,
1996). Questionnaires usually consist of a number of stcn‘ements
pertaining to a particular attitude; participants are required to indicate

~ where they would place themselves, regarding that attitude, on an
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interval scale. Scales constructed in this wcy are normally known as
Likert Scales, the name derived from the developer of the technique,
Robert Likert (1932). Each alternative on a Likert scale receives a score,
depending on the respondent's degree of disagreement or
agreement with the item. The sum of the scores on all the items
provides a good indication of where the person stands on the
attribute (Eagly & Chaiken, 1993).

5.3.2 The t-test

The t-test is @ mathematical calculation which compares the means of
two sets of scores. It is used to examine whether the difference
between two sets of scores is due to chance or whether the
difference can be attributed to the effect of an intervention. In order |
to use the t-test, the data must be normally distributed and scores
.used must be interval or ratio in nature. Comparisons can be made
between dependant (paired) samples or independent ones (Fink,
1995). |

The f-\‘e_s’r is cdlculcn‘ed by comparing the differences in scores to the
total variance in the differences between scores. The statistic t
represents the magnitude of the differences between participants’
scores in both conditions. For this statistic to be significant, the
observed t value must be equal to or greater than the critical t value
(Greene & D'Oliveira, 1982). In the present study the t-test was used in
conjunction with multivariate analysis of variance to compare scores
- obtained on the self-esteem questionnaires at four different times on
the four measurement scales (dependent variables).
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5.3.3 MANOVA

Multivariate andlysis of variance (MANOVA) is an extension of the two
sample t-test, designed to dssess whether differences between
sample means involving multiple dependent variables are significdn’r
(Diekhoff, 1992; Howell, 1997). The repeated measures MANOVA
design was used in this study since the scores obtained were repeated

measures of the same participants at different points in time.

5.4 Research methodology

Participants

All 45 pdrﬁcipcm‘s involved in this research were mothers on health
visitor case loads. In some instances, mothers were on the case loads
of the health visitors involved in the delivery of the eight week
programme whereas in others, mothers were refered to the
programme by other health visitors in the Trust. The ages of the
participants ranged from early twenties, to late thities. The
acceptance criteria was broad. Participants ranged from mothers
who had asked for help in the area of self-esteem and conﬁdence.
building, to mothers with whom health visitors had facilitated the
awareness of the connection between past experiences and current

behaviour, and recommended attendance on fhe'progfcmme.

The participants came from three geographical areas covered by the
Trust. Four groups consisted of participants frbm one locdlity, five
“groups from the second, and one group was formed by participants
iving in the third area. Each group vared in the number of
p»or’riciponfs.Eclch participant was given a client information sheet
containing details of the research. Since the programme ran primarily
as a service and not as a research project, it was possible to attend

the 8 week group bU"r not take part in the research. Copies of the two
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client information sheets and consent forms can be found in

Appendices H - K.

All 45 participants completed questionnaires for the research. Of
these

8 discontinued after time 2, leaving

37 who participated in the programme; of these

4 discontinued after time 3.

Put another way,
8 'comple’red times 1 & 2 only
1 completed times 1,2 & 3 only
22 completed times 1,2, 3 & 4
11 completed times 2, 3 & 4 only
_ 3 completed times 2 & 3 only
Participants who dropped out after time 1 have r;not been included.

Design ‘
The research investigated the effects of the self-esteem focus

programme on two variables: self concep'r and self-esteem. The
intervention was the Self—esfeem programme itself, and the
dependent vcncbles were the measures of self concept and self-
esteem. The degree of change in self concept was measured using
qualitative analysis on the depth interview, as detailed in section 5.2.2.
The degree of change in self-esteem was measured using quantitative
analysis on scores obtained through the use of questionnaires. The
scores being compared were of the same participants at different
points in time. It was considered that change as a result of the
Programme could occur in both directions, and therefore the f-test

computation chosen was the two-tailed for paired samples.
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Although 45 participants completed questionnaires, only 22 did so
over all four testing times. Of these, two participants left séme
questions unanswered as a result of which their scores could not be
incorporated into the MANOVA calculation. The MANOVA calculation
therefore refers to only 20 participants, 54% of the total number of
- participants that attended the inférven’rion. Post hoc comparisons
were done using ;rhe Bonferroni method (Kinnear and Gray, 1997). In
| cSrder to incIUde the scores obtained from the other 17 participants

ordinary t-tests were perfbrmed on relevant time combination pairs, as

| outlined in the section procedure below.

Instruments
The self concept variable was measured using a semi structured,

" depth interview: details regarding the formulation, execution, and

analysis of the interviews can be found in Section 5.2.

The self-esteem variable was meosuréd through the use of two
questionnaires, the Rosenberg Self-esteem Scale (Appendix L) and the
Pearlin and Schooler Psychological Coping Resources Questionnaire
(Appendix M), comprising three factors: self-denigration, mastery and
self-esteem. The Rosenberg is a ten-item scale, internally reliable,
unidimentional, with face ' validity and high test-retest reliability
(Rosenberg, 1965). The Pearlin and Schooler Questionnaire is a 16-item
qustionnc:ire, 4 of which are concerned with self-denigration, 6 with -
mastery and another é with self-esteem. Psychological resources were
defined by the authors as “personality characteristics that people
draw upon to help them withstand threats posed by events and
objects in the environment" (Pearlin & Schooler, 1978, p.5). The

resources reside within the self and form effective bariers to the
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stressful consequences of social strain. Three such resources were
inqorporo’red into their analysis of life-strains, forming the three
dimensions (self-esteem, self-denigration and mastery) used in this
study. The structured questions used were closely devebped from
exploratory interviews and subjected to factor analysis, leaving the
authors satisfied that the items were conceptually meaningful (Pearlin
& Schooler, 1978). Both quesﬁonhoires were chosen due to their direct

relevance to the subject being analysed and investigated.

Procedure
The procedure followed for the measurement of the self concept

variable has been outlined in detail in section 522. For the
measurement of the self-esteem variable, participants were required

to complete questionnaires four times during the research process.

These were as follows:

time 1 - 2 months before commencement of Programme

time2-  immediately  before = commencement  of
Programme

time 3 - on completion of Programme

fime 4 - 6 months after completion of Programme

Inclusion of participants in the waiting time (time 1) measure
- depended on practical redlities, namely that if the refemral was made
more than 2 months before commencement of the Progrcmme,
participants could be included in the ‘while woifing' measure. The
waiting time, namely 2 months before commencement of the
Programme was chosen to match: the duration time of the
Programme which was 8 weeks. This was done to assess if there was

. any change in the dependent variables purely as a function of time.
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The rationale for completing quesﬁonndirés before commencement
and on termination of the Programme is self evident: evaluating the
effect of the intervention was a crucial measure. The six months after
completion of intervention testing time was chosen partially - for
practical reasons: olquuesﬂonncires could be completed within the
time allocated for the completion of the research. Furthermore it was
also considered that effécts still evident 6 months after completion of
the Frogrcmme, could be seen as significant. The scores obtained by
each participant at the various ﬁmes were collated (Appendix N).

Both multivariate analysis of variance and t-tests were used in the

analysis of scores.

Post hoc comparisons and t-tests were performed dn the following

pairs of scores / time combinations:

-time 1 /time 2 le.waditing / pre-intervention time

-time 2 /time 3  lLe. pre / post intervention times

- time3 /time 4 ie. post interventon / 6 months after
completion of intervention

-tme2/time 4 le. pre-intervention [ 6 monfhs after

completion of intervention.

In order to measure the self concept variable, a. total of 11 dép'rh
interviews were conducted. All intervieWs were camed out between 9
and 11 weeks after completion of ’rhe Self-esteem Focus Progromme
The interviews were recorded using audio eqguipment, ’rronscnbed
and analysed using qualitative methods. A full discussion of 'rhe

implementation of the 8 week progrc‘mme’con be found in Chapter

Four.
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An important concern during the research process was the assurance
of anonymity for each participant. In order to ensure this, a set of
stickers, each marked with a number followed by various codes was
created. The stickers were placed in Unmorked envelopes, and before
the first questionnaire was filled out, the participants were asked to
select an envelope. They then used the appropriate sticker for that
particular questionnaire, placed the remaining stickers in a new
envelope, sealed it, and wrote their name on the envelope. At the
time of completing the next set of questionnaires, the participants
would open their envelope, use the appropriate sticker, and repeat
the process of putting the stickers in a new envelope, sealing it, and
writing their name on the enVeIope. In this way, all questionnaires and
interviews had the same identifying (participant) number followed by

the appropriate questionnaire, or interview, test time code. In this way

Nno hames were ever used.

5.5 Headlth Visitor Evaluation _
Six health visitors participated in the delivery of the Self-esteem Focus

Programme. Their evaluation was sought in the following nine areas

relating to the Programme. -

e Training for the programme
. Experience of working with clients in the programme
o Experience of working with other health visitors in the
- programme
Experience of working with the researcher in the programme
Their evaluation of the effectiveness qf the programme
e Anyimpact it had on them professionally or personally
What were the difficulties or negative aspects of the

~ programme
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e  What would they like to see as the future of the programme

¢ Any other comments

Only five health visitors responded. Any percentages quoted in the
following summary refer to percentages of the evaluations received

rather than percentages of health visitors that took part.

Training for the programme V

All health visitors described the fraining as vdluoble, with 60%
commenting on the experiential aspect as being essen.ﬂcll. Two (40%)
of the five health visitors-expressed they would have found it valuable
to have observed the running of a programme before delivering one
themselves. One health visitor would have appreciated more
theoretical preparation, whilst another expressed that the training
gave her the opportunity to reflect on her own upbringing and
consider her own self-esteem. Three health visitors referred to the

training taking place in a safe environment.

.Experience of working with clients in the programme
All health visitors experienced working with clients in this method |
s’rimuld’ring"ond rewdrding.~ Individual comments included that it was
a valuable leamning experience with regard lto the origins of low self-
esteem and a very positive way of working with clients, especially as it
was structured and allowed greater depth of work. One health visitor
' - found that working with clients in this way deepened her own im‘eres’r
in the mental health of her clients, and the ensuing effect this could
have upon the children. This health visitor reporfed that she was now
- able to use the experience gained through the programme in her
work with clients at home on an individual basis.
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Experience of working with other healith visitors

Four of the five health visitors found workiﬁg with colleagues in this
wdy, to be a positive experience. Two commented that their
confidence decreased at first when required to work in front of their

peers, but that that was soon replaced by a feeling of support.

Experience of working with the researcher

Overall the health visitors found working with the researcher to be a
rewarding, positive, and skill enhancing experience. One health visitor
found the presence of the researcher ‘de—skilling' whilst the comments
from others included, in one case, that it was reassuring to know she
had the researcher's expertise to fall back on if necessary, another
found it extremely useful to be able to discuss the dynamics of the
session with the researcher. A third health visitor commented that she
did not feel undermined by the researcher's interventions during client
contact or during debriefing, due to mutual respec’r between the two
professions. Being able to blehd the skills and working patterns had
medm‘ that the clients had been provided with a wider and more

flexible form of intervention.

Evaludtion of the effectiveness of the programme

All health yisi’rors found the programme to be effective in producing
positive change in their clients. One questioned the effectiveness of a
particular exercise used in the programme and commented on how
she would value more feedback from refering health visitors in
assessing the effectiveness of the programme. Others gave concrete
examples of changes they had noticed in their clients ranging from
increased levels of self care, a more positive style of parenting and to

some returning to employment.
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Personal or professional impact

- All health visitors experienced some impact at a professional level. As
a result of 'rhe‘ programme their workload increased, and they
experienced a different way of working with clients which gave them
both insight and skills into other ways of oddressing a problem. All
health visitors stated this had been a positive leaming experience. At a
persdncl level, two health visitors commented that they had
expeﬁenced difficulty in amanging onnucﬂ leave as a result of their

involvement in the programme.

Difficulties encountered

All health visitors found the lack of managerial support to be a
problem. Their participation in the programme increased their
worklodd, and hcving to arange accommodation, organise créche
workers and hand out the questionnaires put extra pressure on their
limited time. Two health visitors commented on the high cost in view of
the fact that there was a low rate of referral particularly after trust
mergers and organisational changes. These difﬁcu|ﬂe§ vrwill be

discussed in detail in the next chapter.

Future of the programme

All health visitors would like to see the programme continue its
existence but with changes. Managerial support was a requirement
mentioned by all, some seeing this in the form commitment, others in
the form of funding and still ofhers in the form of making this an
integral part of the heaith visiting service. Other recommendc’ridns
included that the programme should be provided for teenagers, for

men and as a way of co-Working with Social Services.
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i

The following chapter presents the results obtained using both

qualitative and quantitative analysis.
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CHAPTER SIX

RESULTS

4.1 Introduction

The results will be presented in three sections. Each variable will be
presented separately and evaluated using c. different method of
analysis; the third section will look at the interaction between self
conCept and self-esteem. This will be done by focusing on the
responses from the eleven participants who took part in both the self

concept depth interview and the self-esteem questionnaires.

6.2. Results of qualitative analysis of the depth interview on the self
concept variable

Eleven depth interviews were conducted approximately 10 weeks
after completion of the Programme. These were analysed in the first

~ instance cc;:ording to emerging themes, and secondly In
- cccordonce Wi’rh the comparisons repoﬁed by participants regarding
‘how they saw ’rhemsélves' -before and after c’r’rending“’rhe Seif-
esteem Focus Programme. As éloborcn‘ed in section 2.3.3, the aspect
of the self concept that was focussed upon in the Programme, was
directly linked to Carl Rogers' view that each person has worth and
dignity in their own right; 'rhc’r is the worth related to being a person
regordleés of levels of ability, social standing, educational attainments
or any other attribute responsible for engendering feelings of self

worth.
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The depth interview was purposefully constructed to elicit responses
regarding how participants experienced change as a result of the
- Programme in the following areas:
¢ how they saw themselves, with speciﬁc reference to their self
worth and =~
e the effect that that change had on their way of relating to

others.

6.2.1 Emerging themes
Ancleis of the transcripts of the recorded interviews yielded the

themes and sub-themes as shown in Figure é.1.

The emerging themes were a combination of those elicited by the
’ ks'rrucfured aspect of the depfh interview and those spontaneously
oﬁéing from the openéended questions. The themes of ‘self concept’
ohd 'relationships’ were asked for, for reasons mentioned in section
5.2.2.1, but the third theme, that of ‘coping' emerged spontaneously.
Within the ‘asked for' themes of .'self concept’ and ‘relationships’ the
opportunity for spontaneous feedback was still available, the response
to which can be seen in the emergence of the sub-themes of 'self

worth’, ‘self confidence’, ‘normality’, past-present link and isolation.
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SELF CONCEPT

*self worth

*self confidence

*normality

Figure 6.1. hTherhes and Sub—Th“elmes Emerging from Depth Interview Analysis.

DEPTH INTERVIEW

v

RELATIONSHIPS

v

COPING

v

children partners others self *past presentlink *money matters
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6.2.1.1 Self concept theme

The first theme or category, that of self concept, was one that was
directly asked for, but the question was left vc:gué enough to allow
each participant to respond in whatever manner was meaningful in
her experience. The three sub-themes that emerged can be seen as

emefging directly from the participant's experience.

The first sub-theme relates to participants' feelings of self worth. Of the
11 parﬁcipon’rs_, 9 used words Such as ‘insignificant’, ‘unimpérfcnf',
‘worthless’, ‘hated themselves', to describe how they. saw themselves
before attending the Progromme. The remaining two spoke about
being ‘ovemriden by guilt' and being ‘full of nerves’ respectively. Nine
out of 1hé 11 participants reported varying degrees of increased self

worth after the Programme.

The second sUb—’rheme, that of self confidence, saw a similar shift.
Over half (6 out of the 11) of the participants mentioned their lack in
confidence before the Programme, compared to the same number,

although not necessarily the same people, mentioning higher levels of

" -self confidence after the Programme.

The trend was repeated with the third sub-theme, namely, feelings of
normality. Four of the 11 participants felt that, before attending the
Programme, they believed there was something ‘wrong' with them.
One menﬂbned that she was a “complete wreck" whilst another
disclosed that she suffered from depression and panic attacks, and
felt on the verge of a nervous breakdown. One participant was
convinced that she was “not qui’ré right”.  Another participant
confessed that she felt weighed down» with guilt, which was

compounding her other problems. Three of the four above-mentioned
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participants reported improvement, specificwto feelings of normality,
following the Programme. Descriptions included, in one case, the
participant stating she no longer saw herself as abnormal, and in the
other two cases, mention of attitude change, feelings of calmness,’
more ablility to forgive self, more selfishness at times, and less

compulsive, irational and aggressive behaviour.

The terminology used when describing themselves before attending
the Programme was negative in comparison to that used after
attending the Programme. The range of vocabulary WOS limited and
reflected despohdency. Participants disclosed less information about
their thoUgh’rs and feelings experienced prior to the Programme in
comparison to the amount of information disclosed to the interviewer

after o’rfending the Programme.

Table 6.1 compares terminology used by participants when describing
how they saw themselves before and 10 weeks after completion of
the Programme. The number of participants that made use of the

particular term is represented by the number in brackets.
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BEFORE PROGRAMME

AFTER PROGRAMME

Nonentity

Worthless

Useless

Not important

No confidence

Bit of a doormat

Full of nerves

Guilt feelings

Let people walk all over her
Self-conscious

Shy

Does not value herself

“A complete wreck”

Not as good as other people
Hated herself

“Everything | said or did was
insignificant”

Felt that something was wrong
with them

Had the worth, but did not

feel it

[
{6l
(2
(1]
4]
(2]
[
(2]
[2]
(1]
(2
(1]
(
(]
2]
(1l

(4l
(1

Feels better about herself

Not worthless

Worthy

A bit more confident

More confident

A bit more selfish

Not as angry

“| am worth something"

More calm [about problems)

Feels a lot better (less depressed)
Stronger

Better now than before the group
Does not feel so bad about herself
wWorthwhile

1| am different”

Complete change of feelings and
emotions

“| want to live my life..I'm going to
live it"

More confident with children

| can speak my mind

Opened up more

Significant

Living life more confidently than ever
More happy

Concemned about relapse

"] feel like | am a person”

*| know | deserve certain things”
“| am a good person”

Less angry

Little bit less compulsive

Bit more confrolled

Has learned to forgive

Has days when still hates herself

[2]
(1]
4
(3]
(2)
(2]
m
(1]
&)
(1]
3
(4]
[2)
(2]
[2)
(1

(1]

19l

[
(1]
(1]
N
(]
[
(1]
M
(1]
[
(]
(1
(]
[l

Table 6.1

sed by Participants Reporting_on Change in_Self

Terminology U
Concept Before vs )

Table 6.2 con
saw themselves before,

compleﬁon of Programme.

0 Weeks After Completion of Programme.

tains participants detailed descriptions of how they

in compcrison with 10 weeks after
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SELF CONCEPT

PARTICIPANT BEFORE AFTER
] Felt she was a nonentity. Has redlised that she is not the person that she thought she was.
Felt useless, no good, worthless. . Not so negative about herself. Feels better about herself. Still
frying to convince herself that she is basically worihwhlle
“I'm a good person".
2 Felt unimportant. No confidence. Bit of a doormat. Does not feel so bad about herself - more confident.
3 Full of nerves. Attitude has changed. not as angry. and feels worthy. Feels a
: bit more confident.
4 Would allow people to walk all over her. Feels a lot better, much more calm, and redlises that she is
Blamed herself for becoming depressed worth something, not only to herself but also to others. Has
Self-esteem was rock bottom. : redlised that she has value as a person.
5 Felt that she was not a person of worth if she was just | She feels a lot better than she was. Has “a lot higher self-
staying at home with the children. She had no | esteem" .
confidence, was a bit of a doormat, and shy. and a lot more confidence. She knows she is as good as other
' people, and describes this as a complete change of what you
s cannot really see.
6 Felt worthless and shy. The group helped her to redlise that before she had thought
- L o very little of herself. She does not really feel different about
herself, but does feel more worthwhile.
Toble 6.2

Detailed Descnphons of the Self Concep’r Before Vs 10 Weeks Affer Complehon of Programme.
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PARTICIPANT

SELF CONCEPT

BEFORE

AFTER

7

Did not feel worth anything to anybody. She hated
herself, and had low self-esteem.

Feels a lot better. She has opened up more, has feelings of
self worth, and has realised that she Is a person. She feels
worthwhile, and has a bit more confidence.

Her message was *l am insignificant”. Nobody took
any nofice of what she said, and she felt everything
she said or did was insignificant to others. She was also
walked over.

Doesn't give a damn, is significant, does matter what she
says. She is probably living life more confidently than she
ever has, although she still worries about being set back.

“| want to live my life...I'm going to live it."

Weighed down with guilt - and this compounded the
other problems. She felt she was a person of worth,
but her behaviour probably did not reflect this. She
felt just as important as everyone else.

Acknowledges the fact that she is good; she may have
faults, but that is all they are. She is more open, and more
loving. She is less angry. and irational. She knows that she
deserves things. and is able to accept herself for who she is.
The group helped her to stop feeling guilty and she is more
focused. She is more forgiving towards herself as well as
being less compulsive and a bit more conftrolled.

10

She had no confidence, and hated herself.

Is better than she was. She feels she has worth and value,
and is sfronger.

1

She did not see herself as someone of worth. She
lacked confidence, and felt that she was the
problem. Before the group, was convinced that she
was “not quite rlght” and had incredibly low self-
esteem.

Feels calmer.
Has a bit more confidence.
Feels stronger.

Table 6.2 continued
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6.2.1.2 Relationships theme

The second main theme dealt with change in ways of relating to
. people as a result of attending the Programme. This ’rhéme was
directly questioned by the interviewer, yet still allowed for participants
to respond in a spontaneous manner within the structure of the main
question. The interview searched for four sub-themes, namely, change
in the ways of relating to children, spouse or partner, others and self.
Tvyo other sub-themes emerged, that of linking past and present

relationships and of isolation.

Relating to children sub- theme

Of the 11 participants, 9 reported definite changes In how they
related to their children. Seven participants reported behavioural
change towards their children in the form of spending more time with
them, shouting less, finding more effective ways of handling difficult
behaviour, and thinking more about what they were about to say
- their children before doing so. Three participants reported that their
relationship with their children was easier or ‘more positive’, while
another mentioned that she felt more understanding of her child. In
two cases pcrﬂciponté linked the chdnge in behaviour towards their
children to the fact that they were feeling better about themselves.
One participant reported only slight change and another, aithough
mentioning that she thought more about what she said to' her
daughter, did not mention any specific examples of change. Table
6.3 contains participants descriptions of change In the way of relating

to their children following the Programme.
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PARTICIPANT

THEME: RELATIONSHIPS - SUB-THEME:

CHANGE IN WAYS OF RELATING TO CHILDREN

BEFORE PROGRAMME

AFTER PROGRAMME

1

Constantly shouting at the children. Used to feel negative
about herself when the children would wind herup.

Tries not to shout at the children. Will not say things like "you'll
go and live with your father".

Her daughter was affected by her lack of confidence as
they did not go out. She was not very loving towards her
daughter, nor did she feel very protective towards her.
She was laid back and could not care less.

More loving towards her daughter. "Really" protects her
daughter now. She is always there for her daughter, as well as
having more time for her.

She did not know how to handle her children.

Does not think she relates any differently to the children, but
she can deal with the children's tempers and anger a little
more. ‘

Did not have an easy time with her son, and did not really
want him anymore. She felt the only person who really
needed her was her son, and she did not want him.

Having more time to herselff has meant that she does not
begrudge spending all her time with her son. Her relationship
with her son still is not perfect, but she is more easy going with
her son.

Table 6.3

- Reported Change in chs of Relating to Children Before Vs 10 Weeks After Completion of Programme.
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THEME: RELATIONSHIPS - SUB-THEME: CHANGE IN WAYS OF RELATING TO CHILDREN

PARTICIPANT BEFORE PROGRAMME AFTER PROGRAMME
5 Her and one particular son would argue and keep | She now copes a lot better with her children, however she has
shouting at each other, and notreach an agreement. | dropped back in to the habit of letting one of the more 'difficult'
children get his own way. She does not worry her so much if one of
the children gets the better of her, and rather than arguing, has
found she can quietly talk to them afterwards.
6 Did not like her daughter going out - felt all she wanted | Her daughter has become more secure, and she is more positive
was her mum. Felt unease at her daughter going to | about her daughter going to school etc.
school or visiting friends. ’ ~
7 Always gave her children a lot of love because she | Does not know if she relates differently to her baby. As she feels
never had it. ’ better about herself, this is reflected on to the baby.
8 -Has always told her children she loves them. Is more undersfcnding, and keeps boosting them.
9 Could not give her daughter attention and do | Has redlised that it does not matter how long something takes to
» something else at the same time - for example the | finish, she can do both at the same time. She is more focused on
washing up. ' : her daughter. ‘
NO INFORMATION GIVEN Thinks more about what she says to the children.

10

T

NO INFORMATION GIVEN

Does not relate differently 1o her daughter, because that depends
on her menstrual cycle. However, she does think more about what
she says to her. Realises she cannot say things such as “stupid

Table 6.3 continued.

child". Can be imitated by her.
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 Relating to partner sub-theme |

Only 8 of the 11 pcrﬁcipdn’rs were in relo’rionships_wifh a spouse Or
partner at the time of ctfehding the Progrdmme. Of those eight, one
reported that the relationship with the husband had always been a
good‘ one and that there had been no change as a result of |
attending the Programme. All other seven reporfed changes in the
relationship wi’rh their spouse or por’mer.‘ These included interacting in
a more assertive manner, thinking before saying 'nasty things', béing :
able to ask for help, being more forgiving qnd loving cnd,’ in one case,
getting out of the relationship. Table 6.4 contains pcrﬁcipch'rs reports
of changes experienced in the relationship with their spouse or partner

as a result of the Programme.
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THEME: RELATIONSHIPS - SUB-THEME: CHANGE IN WAYS OF RELATING TO SPOUSE/PARTNER

PARTICIPANT BEFORE PROGRAMME AFTER PROGRAMME
1 Her ex-partner used to confrol her life, even though they lived | Is no longer so scared to stand up to her ex-partner and is
| apart. She felt very intimidated by him and was governed by | more assertive towards ex-partner
his threats.
2 . .
- WAS NOT INVOLVED IN A RELATIONSHIP WHILST ATTENDING PROGRAMME
3 She did not know how to handle her husband and yet refied a | The rows stopped because her attitude changed - she
| lotonhim. o ‘ " ' would think before she said anything nasty. She can

accept the fact her husband will never change, and she is
now dedling with this because her own anger has

decreased.
4 Has always had a good relationship with her husband. She does not relate differently to her husband.
5 All childcare carried out by the participant alone, felt she did | They are now sharing child care.
' not have the right to ask her husband to help with the

children

Table 64 |
Reported Change in Ways of Relating to Spouse or Partner Before Vs 10 Weeks After Completion of Programme.
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PARTICIPANT

- THEME: RELATIONSHIPS -

SUB-THEME: CHANGE IN WAYS OF RELATING TO SPOUSE/PARTNER

BEFORE PROGRAMME AFTER PR\OGRAMME
6 NO INFORMATION GIVEN Her husband has noticed she is happier.
7 Her partner would put her down, and call her names. She felt | She will stand up to her partner and answer back, alfhough
she could not do enough for him. the arguments have got worse.
8 .
WAS NOT INVOLVED IN A RELATIONSHIP WHILST ATTENDING PROGRAMME
9 Relates differently to her partner - is more forgiving and
NO INFORMATION GIVEN loving. less angry and irational.
10

Was with her partner for five or six years, but he made her
feel homrible.

Has walked away from that relationship.

1

WAS NOT INVOLVED IN A RELATIONSHIP WHILST ATTENDING PROGRAMME

Table 6.4 continued.
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Relating to others sub-theme
All 11 participants reported change in the way they related to others.

Four expressed that they were able to socialise better as a result of the
Programme; they felt more confident and were able to make social
contact with greater ease. A further 3 participants reported various
degrees of ychcnge in the way other peoples percepﬁo'n of them
affected them. Because of the programme they were able to be far
less affected by what others thought of them. Two mentioned they
were more assertive, whilst another was more able to accept
compﬁmen’rs and a third reported seeing her parents in a less punitive
light. Table 6.5 contains detailed descriptions of participants reported

changes in the way they related to others following the Programme.
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PARTICIPANT

THEME: RELATIONSHIPS - SUB-THEME: CHANGE IN WAYS OF RELATING TO OTHERS

BEFORE PROGRAMME

AFTER PROGRAMME

1

She hated her father, and blamed mother for all she went
through, and for ending up where she is today. She would not
tell her mother things, and lied to her.

She no longer holds a grudge against her father, and
realises that her mother is her support. The relationship they
had when she was younger has re-emerged.

NO INFORMATION GIVEN

She finds it easier to accept compliments from others. Her
sister compliments her more now than before the group.

She felt taken for granted, and unsupported by her family.

She is able to make conversation with people instead of
backing away, and can socialise much better than before.

Her mother-inlaw and her husband's family felt she was
drawing attention to herself. She also worried about what
other people thought of her.

With reference to her in-laws, she is more “take it or leave
it", and she no longer worries what people think of her.

NO INFORMATION GIVEN

More confident in going out and meeting people.

Table 6.5

Reported Change in W
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THEME: RELATIONSHIPS -

SUB-THEME: CHANGE IN WAYS OF RELATING TO OTHERS

PARTICIPANT BEFORE PROGRAMME AFTER PROGRAMME

6 As she was born partially deaf, her family used to talk to each | She finds it easier to talk to her sister and brothers and
other rather than her, except from her mother who always | stands up for herself. She is frying to ignore those who do
used to talk to her. She also thought people were talking | not think she is worthwhile. Friends say she is joining in a lot,
about her behind her back. and is different to the old person.

7 Would let people say or do things and would not challenge it. | Will speak her mind.

8 Did not mix with the neighbours. Her family used to tell her she | Now greets neighbours as some were members of the
was mad. She never experienced parental affection when group, and no longer tolerates nonsense. Avoids her family
she wdas growing up. as they would only continue to mock her.

? Felt anger towards her mother. Feels more loving and forgiving towards people. She no
longer feels angry towards her mother, which she did for 13
years. She is also more open with people.

10 Recently walked away from someone who was rude to her.

NO INFORMATION GIVEN

Friends have said she is stronger.

11

Her brother was very critical and judgmental of her, and
ignored her for years. Her brother and father could be quite
nasty to her.

Hopes that if contact with her brother resumes, she will not
worry about what he thinks of her. Has come to terms with
the fact that he ignores her. She stands up to her fcufher
and has stayed the same towards her frlends

- Table 6.5 continued.
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Relating to self sub-theme

Of the four sub-themes queried regarding change in ways of reld’ring,
this one, refeming to ways in which participants reacted differently
towards themselves, was the most difficult for participants to respond
to. It wc‘:s also noted, during the implementation of the Programme,
that the notion of being kind to onesélf or giving oneself time or
rewards, was a very foreign concept. On the 11 participants, 4 were -
not c-ble to mention any changes in the way of relating towards
themselves. Four of the remaining seven mentioned being able to
_spend some time specifically for themselves, following the
Programme. Another three were able to be kinder towards
’rhemsélves, whe'fher by decreasing the pressure put on themselves or
being able to recognisé positive aspects of themselves. Table 6.6
contains participants responses to how they experienced chcnge in

their way of relating towards themselves as a result of the Programme.
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THEME: RELATIONSHIP

SUB-THEME: CHANGE IN WAYS OF RELATING TO SELF

AFTER PROGRAMME

PARTICIPANT BEFORE PROGRAMME
1 - NO INFORMATION GIVEN Tells herself not to be a super-woman.
2 NO INFORMATION AGIVENF NO INFORMATION GIVEN
3\ Makes time for herself, whereas she never used to. Goes to

NO INFORMATION GIVEN

keep fit classes.

She d|d not want to be with herself. Is more positive about herself. She no longer thinks “| can't do
it" but will have a go. She also had a friend who she thought
was better than her, but now thinks that they are just different.

5 ~ Found out things about herself that she did not really know.
NO INFORMATION GIVEN Knows she can cope with, and do things. She is also trying to
put herself first sometimes.
Toble 6.6

Reported Chonge in chs of Relcn‘mq to Self Before Vs 10 Weeks After Completion of Programme.
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THEME: RELATIONSHIP - SUB-THEME: CHANGE IN WAYS OF RELATING TO SELF

PARTICIPANT BEFORE PROGRAMME , AFTER PROGRAMME
6 - | ;
NO INFORMATION GIVEN , NO INFORMATION GIVEN
7 . : ’ Spends some time on herself every day, cmd feels she has
NO INFORMATION GIVEN changed herself in a coup|e of ways.
8 - : Is now able to give herself some time.
NO INFORMATION GIVEN
9 Had a problem with feeling guilty. : Has more sense of being deserving and so can enjoy things.
' ~ ' She gives herself freats, and enjoys them. Acknowledges that “I
am who | am", although she has not been able to make more
time for herseilf. .
10 , : _ ;
: NO INFORMATION GIVEN o N NO INFORMATION GIVEN
1 k . , » v
NO INFORMATION GIVEN : " : ‘ NO INFORMATION GIVEN

Table 6.6 continued.
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Past - present link sub-theme

Four out of the 11 participants mentioned difficulties with specific
family relcfiohships that had affected them before attending the
group. One participant reported that she hated her father as a result
of his alcoholism and was also intimidated by her violent boyfriend. |
Another porﬂcfpcnt refered to being intimidated by her father and
brother, whilst a third disclosed that she had received no affection
from her parents when she was young, and vher family tfried to
convihcé her that she was '‘mad'. The fourth participant felt
aggrieved that she invested all her time in her family and did not
receive anything in return. She felt taken for granted, isclated and
unsupported and that no-one was there to help. All these were
mentioned as being causes of continued aggravation at the time of
commencement of the Programme. At the time of the depth
interview, 10 weeks after completion of the Programme, all four
pcn‘icipcn’rs mentioned change in the way they reacted to their
si’ruoﬂoh, whether that had been achieved by seeing the ‘aggrieving’

others' behaviour in a different light, or by changing their response. -

Isolation sub-theme |
Four participants reported feeling isolated and unsupported before
the commencement of the Programme. Specific behaviours included
‘not wanting to go out’, ‘feeling shy', and ‘that nobody was there to
help'. At the time of the depth interview, seven feported that they felt
far more outgoing after the Programme, including one subject

enrolling on a college course and another securing a job.
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6.2.1.3 Coping theme
Two participants reported that before the Programme they were not

coping with life's dally demands. Another admitted to spending
mon‘ey when she found herself in a difficult situation. Following the
Programme, 4 of ’rhe 11 participants reported that they were finding it
easier to cope with their difficulties, and the participant who expréssed
difficulty in curbing her spending, found Thaf she was better able to
cope with her impulsive spending. One participant reported finding it
easier to problem solve, whilst another found that she was developing

the ability to put matters into perspective.

‘Por'ficipan'rs reported various coping related behaviours following the
completion of the Programme. These included an increased cbilh‘y to
stand up more for themselves, improved relationships with their -
children, increased confidence, more assertiveness, more ‘get up and
. go', less aggression, greater strength and greater calmness. Table 6.7
summarises the coping related themes that emerged in the analysis of
the depth interviews. The figures in brackets represent the number of

participants that referred to that particular theme.
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Stands up for self

Relationship with children improved
Feels better about self in ge'nerol
Increased confidence

Better coping ability

Positive '

Assertive

Outgoing

'| Less angry/aggressive

More “get up and go”

More open

Stronger

More calm

Less depressed

More forgiving towards self

Less compulsive |

Less irational

More focused

More loving -~

8]
8]
7]
]
(51
15
(4
(4
&
(3]
2
2
2
(1
[
-
(1
Ul
1]

Table 67

Coping Related Themes Emerging From Interview Analysis

Figures in brackets refer to the number of participants that refer

to that particular theme.
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6.2.2 Participants use of expressive language

It was noted ’rhcn‘.when participants spoke about how they saw
themselves before attending the Programme, the language used was
negative. “Worthless" was a word used frequently, as was the phrase
“I had no confidence”. Participants disclosed less information about
their thoughts and feelings as experienced before attending the
Programme in comparison with the amount given after completion of
the Programme. When refering to experiences prior to the

-~ programme words such as “hate", *homrible", and “bitter" were often

used.

Expression of participants feelings experienced following the
completion of the Programme made use of more upbeat and
colourful vo¢obulcry. Many participants expressed themselves in more
positive ways; words such as “worthy", “worthwhile", and “confident”
often appeared in the transcripts. Phrases such as “I won't be put
down" , "I want to live my life...I'm going to live it and this is it" and “I
don't give a damn, | am significant and it does matter what | say"
demonstrated a strong'er and more optimistic outlook. Even when the
desired change had not totally taken place, the positive outlook still
emerged, as expressed in the fo"owing example: “I can still feel it
creeping in sometimes that I'm not as good as other people, but |
know that | am...] know in my mind, even if | don't believe it in my
 heart, that I'm all right, | can do it".

The second theme, that of change in the ways of relating again
c:ﬁrcc'réd vocabulary that was negative when refening to
éxperiences before attending the Programme. The word
“intimidated" was used by two participants, and words such as ».

“worrying" and ‘“isolated” gave an indication of the feelings
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experienced at the time. Following the end of the group, the
language became more positive, especially in reference to the
participants' relationships with their children. Participants describe
themselves as being better equipped to be able to deal with tempers,

arguments and general behaviour.

The language used when referming to the third theme - coping -
followed a similar pattern. Mention was made by two participants
that they felt they were not coping before attending the Programme.
When referring to coping of’rér completion of the programme, the
language became more optimistic. The word “cope” was used
frequently and expressions such as “fighting”, “assertive” and “stand

up for myself", gave an indication of the positive mood experienced
by participants. '

s

6.3 Results of quantitative analysis of questionnaires on the selt-
esteem variable

- Two guestionnaires were completed four different times during the
research period. The questionnaires used were the Rosenberg Self-
esteem Scale and the Pearlin and Schooler Psychological Copin'g
Resources Questionnaire, comprising three factors: self-denigration,
mastery and self-esteem. The rationale for the use of the
questionnaires and for the timing of their completion have been

noted in section 5.4.

Analysis of results were done in two stages. Firstly the scores for the
total group of 45 and the scores for the group of 37 participants (i.e. 45
minus the eight participants who discontinued after time 2) were

analysed using the t-tests and comparisons made. Comparison of the
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waiting to pre-intervention t values indicated that the group of eight
participants who discontinued after testing time 2 differed significantly
from those who attended the intervention on two of the four scales,
namely the Rosenberg and the Pearlin and Schooler self-denigration
scales. As aresult they were removed from any further analyses. Table
6.8 contains a summary of the f—'res"r analysis for all 45 participants,
while table 6.10 shows the t-test results once the discontinued 8 had

been removed.

‘Secondly, questionnaire scores were analysed using the repeated
measures MANOVA design. As mentioned in section 5.4, only 20
participants had scores for all four scales at all four testing times, as a
resul’rvof which the MANOVA calculation only included those 20
pcrﬂcip'on"rs. MANOVA results indicated that on all four scales there
had been significant change at the 0.008 level of significance. Table
6.9 summairises the multivariate analysis. In order to keep the error rate
for all scales used at the 0.05 level, the Benferroni method was used.
Each paired comparison was ccléulc‘red at the 0.0125 level of
significance (calculated by dividing the overall eror rate by the
- number of planned comparisons, in this case 0.05 by 4).. Table 6.11

summarises the post hoc comparisons.

In the post hoc comparisons por'ricipch'rs showed significant
improvement . (i.e. raised scores on the Rosenberg, mastery and self-
esteem scales and decrease on the self-denigration sccle)'on all four
- scales from 'pre-in’rervenﬂon to post intervention time. No significant
change occurred while waiting for the intervention, neither did it
occur in the time between completion of intervention and six months
thereafter. Comparison between pre-in'rervenﬁon and six months

after completion scores showed significant improvement in only one
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scale, the Pearlin and Schooler self-denigration scale. However f—fesfs
performed on all 37 participants, calculated at a similar level of
significance, namely 0.01, show signiﬁconf improvement befweeh pre
and posf intervention scores on all four scales as they do on the pre-
intervention and six months after intervention comparisons. No
- significant difference was noted during the waiting time or between

post intervention and six months after intervention scores.

Figuré 6.2 shows the mean scores for all 37 participants who attended
the mfervenflon on the four scales cf all four fesflng flmes anure 6. 3

shows fhe mean scores for fhe 20 porfncuponfs mcluded in the
MANOVA calculations.
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WAITIMCGS - PRE FRE - POSY POST - & MONTH  PRE. & SAONTH

t t t t t 4 t t
valve critical value crilical value critical valvue critical

Rosenberg
Self-esteem

Ques. 3.02* 204 . -799* 272 194 274 -332* 274

Pearlin &

noo®t 320+ 275 803 272 208 274 500 274

denigration

Pearlin &

Schooler: 4 . .
Mastery -2.68 2.76 9.15* 273 2.63 2.74 -423* 275

Pearlin &

Schooler: |
Seltostoom 028 276  -737* 273 188 274  -456* 275

*p<0.01, two-tailed, -

Table 6.8

Summary of T-test Analyses for All 45 Participants on the Four Scales Comparing
Testing Times as Indicated.

MULTIVARIATE VALUE F df ERROR LEVEL OF

TEST df SIGNIFICANCE
Pillai's Trace 0.901 6.059 12 8 0.008
Wilks' Lambda 0.099 6.059 12 8 0.008
Hotelling's 9.089 6.059 12 .. 8 0.008
Trace »

Roy's Largest 9.089 6.059 12 8 . 0.008
Root ‘ : '
Table 6.9

Multivariate Test for All Variables Within Subjects Over Time
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Figure 6.2
Mean Scores for all 37 Participants who Attended the Intervention on the Four
Scales at the Four Testing Times.

WAITING - PRE PRE - POST POST - 8 MONTH  PRE- & BMAONTH
f t t t t t t t
value critical value critical value critical value critical

Rosenberg

Self-esteem -2.10 2.81 -9.19* 2.03 1.94 2.74 -3.32* 2.74
Ques.

Pearlin &

gc:;ooler: 22 2.81 8.03* 2.72 -2.08 2.74 500* 274
e

denigration

Pearlin &

Schooler: -2.16 2.83" =93 5% 273 2.63 2741 =423 N2 S
Mastery

Pearlin &

Schooler: -1.24 2.83 TG 7R 173 1.88 D74 A5 5% OT5
Self-esteem

*p< 0.01, two-tailed.

Table 6.10
Summary of T-Test Analyses for the 37 Participants who Attended the Intervention
on the Four Scales Comparing Testing Times as Indicated.
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Figure 6.3

Mean Scores for the 20 Participants comprising the MANOVA calculations on the
Four Scales at the Four Testing Times.

WAITING - FRE PRE - POST POST - 8 MONTH PRE- 6 MONTH
t t t t f t t t
valve critical value critical value critical value critical

Rosenberg

Self-esteem -2.15 2.76 -5.10* 2.76 1.87 2.76 -2.31 2.76
Ques. _

Pearlin &

Schooler: 2155 2.76 558 2.76 -2.34 2.76 3129 2.76
Self

denigration

Pearlin &

Schooler: -2.23 2.76 -5.95* 2.76 2.74 2.76 -2.73 2.76
Mastery

Pearlin &

Schooler: -0.96 2.76 -5.07* 2.76 1.97 2.76 -2.69 2.76
Self-esteem

*p< 0.0125, two-tailed.

Table 6.11
Summary of Post Hoc Comparisons for the 20 Participants comprising the MANOVA
calculations on the Four Scales Comparing Testing Times as Indicated.
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6.4 Interaction between quadlitative and quantitative measures

Eleven participants took part in both the qualitative and quantitative
methods of analysis. For each of the eleven participants the results
obtained 'rhroUgh either method have been combined in order to
¢onsider the interplay and coherence of responses between

methods.

The depth inferviews took place approximately ten weeks dfter
completion of the Programme and focussed on changes as a result of
the Programme. The time frame that the interview concerned itself
with was from prior to the programme until time of interview. The
same time fr_crhe whenhcpplied to the quantitative measures on the
~questionnaires only covered the pre and post intervention scores.
Of the 11 participants, 10 sets of responses concerning qualitative and
- quantitative measures supported each other. In the depth interviews
" participants openly expressed‘ improvement regarding their feeling
about themselves, their confidence levels, assertiveness, ability to
cope with children and other aspects of life, cnd their sense of worth.
Thé feelings expressed in the interview were borne out by the scores
obtained through the self-esteem questionnaires. There was one
exception, where the participant showed no change in the pre to
post intervention self-esteem scores, however she reported that she
felt more worthy, more confident and exberienced increased self-
~ esteem. Appendix O contains details of both scores and responses to

~ the depth interview for all eleven participants.

The resulis presented in this chdp’rer will be discussed in chapter eight

in conjunction with other factors affecting the overall outcome of the
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present research. The impact of organisational change, one such

factor, js the topic of the following chapter.
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CHAPTER SEVEN

THE IMPACT OF ORGANISATIONAL CHANGE

7.1 Background

The Self-esteem Focus Progromyme was jointly created by Clinical
Psychology and Health Visiting professionals. The organisational
structure of the Community Trust (herecf’ref referred to as trust A) within
which this took place consisted of four directorates, one of which was
Primary Care.. Both Clinical Psychology and Health Visiting were
housed within this same directorate. The Head of the Primary Care
dirécforo'r»e',A herself a health visitor by training, was an advocate for
clinical pSychoIogy and was open to‘ exploring ways of the two
professions working collaboratively. When the opportunity emerged,
in ’rhé form of a clinical péychologis’r interested in the scme ideq, she
c‘rrcnged the fUhding for the post and ensured co-operation by

directing the change with the health visitors.

Health visitors were encouraged to look at innovative ways of working:
they were given flexibility with time management when necessary to
accommodate these changes. Monogers supported these projecfs
and those health visitors that wished were able to focus on an area of
special interest and provide a service in that area to clients outside of
her case load. This organisational structure was a coherent one. The
Head had the vision, which was shared with the health visitor
managers, who in tum encouraged and supported the health visitors
some of whom were inferested in being exposed to alternate skills.
- The researcher (clinical psychologist), was in a different department

yet in the same directorate, shared the concebf of collaborative
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working with the Primary Care Head and was able to become an

intrinsical part in this coherent structure.

In terms of key ingredients for collaboration the above contained the
essentials: there was commitment and shared ownership, there was
clarity of purpose including well defined goals and methods of
evaluation and there was a mcncgement structure that supported

the venture.

7.2 Dissolution and Mergers

The programme ran for approximately three years before the research
presented in this thesis commenced. Less than a week before the first
research group was to begin Trust A announced its dissolution to take
effect six months thereafter. At that stage nofhing was known
regarding where the ‘dissolving parts' were to relocate. Although the
organisational structure of trust A remained the same until its
dissolution, the announcement created an atmosphere of
uncertainty, anxiety and even anger. The research grbups continued
as scheduled over the six months but there was a visible uncertainty

regarding planning beyond that date.

As the new organisational arangements emerged it became known
that the health visitors were to merge with an adjacent Trust (hereafter
known as Trust B) to forrﬁ a new Trust, which shall be called .Trusf C.
The child psychologists however, were to join other professionals
‘ involved in the delivery of services to children, to form an integrated
Child Health directorate as part of an acute trust (Trust D). This meant
that the two professions of psychology and health visiting would
become part of two independent organisations, one acute, one

community, each with separate and different priorities, visiohs and
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management structures. The geographical areas and the remit of

work remained the same for each professional group.

7.3 Practical implications

Further to the re-organisation of trusts, the health visiting strategies of
trust A and of Trust B were very different. Although health visitors from
Trust A were able to continue with the Seif—es’réem Focus Programme
for some time, managers did not suppcjrt this as an integral part of the
health viSi’ring service. The health visitors that participated in the
* Programme did so in addition to their existing work.- As much as health
visitors were committed 'ré the programme it became impossible at a
practical level to continue to put in the hours that it oﬁen required. As

a result of this additional pressure some of the health visitors
regrettably left the programme.

The lack of managerial support for the programme had a further
practical implication to fhe one discussed in the previous paragraph.
Only six_ health visifdrs took part in the running of the programme,
however it required all the health visitors (there were up to 35 in the
area covered by the programme) to be aware of the programme, 1o
inform the client of its existence and if necessary to prepare the client
for referral. As the managers did not see this as an integral part of
health visiting, '1he programme was not used as a resource to refer
clients to. The direct result of this was that referrals decreased over
time; whereas the original plan was for each group to hold 9 -12
participants, some groups ran with as little as two. As a result of the
diminishing number of referrals the research period was increased and
ran over 18 months, in an attempt to approximate the planned
number of participants for research purposes. This research ran to the

end of the first year into the existence of the new trusts. During that
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time it become‘ increasingly difficult to keep the prccﬂcdl
arangements in place, to the point that the last scheduled group had
to be cancelled as a result of rooms being unavailable and no

funding for the child care workers.

With regard to the cancelled group some of the participants had
beén enrolled for over eight months as they had served as Con’rrols for
the reflective function variable (it has sfnce been decided not to
include these results in this thesis). It was éxploined to these
participants about the lack of facilities and funding and the offer
made for them to form a group, where the same programme would
be delivered, but only by the clinical psychology service. They would
e missing out on the health visitor input and on the child core,'thc’r

wds fhe' best that could be offered in the circumstances.

Many of the difficulties encountered as a result of the organisational
restructuring were expressed by the health visitors in their evaluation of
the programme(section 5.5). The lack of managerial commitment and
support was reflected in that they (the health visitors) had to arange
accommodation and sort-out child care workers, jobs that in the past
(while in Trust A} would have been partially done by clerical staff, this
was both frustrating and time consuming. The lack of recognition for
the difficult work they were undertaking further lowered their morale in

a climate of change and uncertainty

The unpldnned organisational changes that took plcce’dun'ng the
period of research gives a very clear picture of how essential certain
key factors were. In this situation many things remained fhe same, the
client gro'up, the health visitors and the researcher, furthermore the

purpose of the intervention remained in focus, the commitment from
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the professionals remained and clients continued to show that the
programme was effective. The only part that had changed was
organisational vision and commitment. The health visitors continued to
work tirelessly in an effort to overcome this problem, despite their best

efforts the lack of organisational commitment cancelled this out.

This is what led the researcher to formulate ‘recognition of the
organisational context' as the first cluster of essentials for
collaboration, as elaborated in the literature review section (section B)
of this thesis. Thé first step in the thinking of working collcboroﬁvely
needs to be an assessment as to whether the organisational structures
hinder or facilitate the process. Unless there s vision and commitménf,
together with agreement and clarity of pQrpose present at an
organisational level, all the energy from the prqc'ri’rioners at the

“ground level will be to no avail.
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CHAPTER EIGHT

DISCUSSION

This chapter deals with five areas of focus that comprise the discussion

of the research. The first of these will examine the strengths and the

limitations of |
- @) conducting research within the context of an ongoing

service,
b) collaborative thinking, and

| .c) the research design.
The second concentrates on the results, the implications of these and

how this links with the published literature in the field. Flnolly, the
lessons learnt that may be of use to other clinicians, pointers to future

research and theoretical considerations form the other three sub-

sections of this chapter.

8.1 Shrengths and limitations
- 8.1.1 Research in the context of an ongoing service

The Self-esteem Focus programme was a service led projec'r‘ where

the in.’rerocﬂon between the various aspects affecting the final service

provision was kept in focus throughout the implementation of the

project. The programme can be seen as service led from two

~ viewpoints: firstly, it was developed as a direct result of a need
identified by health visitors; secondly, throughout its implementation,
the interplay between needs of clients, the circumstances surrounding

| the health visitors, the change in organisational structures, and the

practical possibilities, were kept to the fore. This focus on the

interaction between changing components required systemic
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- thinking, (Watzlawick et al., 1967; Campbell et al., 1989a), which was
an element fundamental to this research. The use of systemic thinking
beyond the confines of family therapy, on which it was based, has
been promoted and described by Campbell (1999). and

incorporated into this study.

A strength of conducting research within the context of an ohgoing
service, particularly where the service takes priority over the research,
is that the findings are more representative of what occurs in the day
to day existence of -both clients_ond services olike (Hammersley &
Atkinson, 1983). Clinicians working within the National Health Service,
are rarely in a position to select a particular grdup of clients who fit a
clearly defined set of criteria, matched in all areas seen as having a
possible influence on the variable under investigation, on which to
conduct robust research. In the majority of cases clinicians need to
evaluate services on samples that may present a common behaviour,
difficulty or symptom but where it is impossible to match all of the
influencing factors. This presents a limitation in obtaining clear, definite
and robust findings, particularly in the opinion of supporters of
quantitative ' methods of research (Sarantakos, 1998). The advocates
of qualitative methods, however, see conducting research in the field
~ as providing detailed findings linked to redlify as opposed to finding
relationships between variables in society (Nicolson, 1995). The pull
between focus on research versus focus on practice has led to the
dichotomy between positivism and the interpretive school in social -
sciences (Silverman, 1993). Some résecrchers prefer to combine the
fwo methods so as to produce a more balanced and multifaceted
analysis of results (Silvermcn. ]993): with this in mind a combination of

both qualitative and quantitative methods was used in this study.
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This study further highlights the limitations of conducting research
within the context of an ongoing service, with specific reference to
orgonisc’rioncl issues. Trust dissbluﬂon and mergers took place during
the research period resulting in the profe‘ssioins of clinical psychology
and hedadlth visiting being housed in different and independehf’frusfs.
As health visitors integrated into the management structure of the new
trust, amrangements made within the structure of the old trust started to
break down. Preparation of clients was not as well done as before,
and the lack of co-operation between health visitors began to show.
There was no more training of health visitors and no more profnoﬁon
of the programme. Practical difficulties, such as payment
‘arangements for the colour consultant became a problem. - As @
re;uh‘ of diminishing awareness regarding the existen»ce of the
programme, referrals decreased and it became harder to keep
health visitors enthusiastic; low morale, due to all the changes also
became a problem. The above-mentioned findings are consiS'ren'r
‘with the views of Lupton and Khan (1998), Seaburn et al.. (1996),
Beattie (1994) and Hardy et al., (1992)., all of which stress the
importance of clear, robust and coherent organisational
cri'cngerhenfs if inter-professional collaborative partnerships are to be
effective. In this study, the change in organisational structure led to
the cessation of the delivery of the service in two out of the three

 localities where it was offered.

8.1.2 Collaborative thinking

From the time of its conception,” the thinking surounding ‘the
Programme was collaborative and systemic (chapters one and three).
It was d proj'ec’r that émbroced various dspec’rs of theory and different
implementation models; it brought together different parts rather than

focus on one main aspect (chapter two). The formulation of the
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programme itself combined certain aspects of different theories into a
coherent whole rather than focus on one particular theory. In this
sense it is akin to collaborative working wheré no one person or
profession takes a monopoly; it is a blend of different parts to form
- something more than the pure summation of those parts; it is an
ongoing and changing interplay between them where understanding

the effects of that interplay on the individual parts becomes essential. |
in the process of collaborative and systemic thinking, achieving
bolonc;e between the various parts to' start with and maintaining that

balance in a changing system, is of paramount importance.

A possible criticism of this research is that it could be said to lack depth
| in any one particular area. Conducting research on a topic described
as a ‘blending of parts to form a new whole' and ‘ongoing balancing
of various parts at different times’, does not provide the ideal situation
in which to do research, particularly if wishing to use quantitative
- measures. As a service led programme, the changing needs of clients
and the changing circumstances affecting the delivery of that
programme took priority and the research requirements had fo

become secondary.

The strength however lies in the appreciation of the complexity of
collaborative working, and in recognition that objectives of service
delivery and those of research are often discordant with each other.
However, regordless of complexity, the need to effectively evaluate
- such services is essential (Roth & Fonagy, 1996); the present study is a |

step in that direction.

185



8.1.3 Research design

The research design, a combination of qualitative and quantitative
measures is seen to be a strength in this study (Silverman, 1993); This
combination allowed for the interplay between the two methods to
be examined. The quantitative measures provided an indication as to
the amount of change in levels of self-esteem, mastery and self-
denigration. It also provided an indication as to whether the positive
changes noted on post intervention scores were maintained six
months later. The findings that emerged from the qualitative
measures added detail regarding the manner in which changes
mcnifested themselves.. In this way the results contain both an
“indication of the amount of change and how that reflected itself in

behaviour.

The collection of quantitative data was simple in procedure. The filling
in of questionnaires and their scoring was sfroigh’rfoiwcrd as was the
computation of means and their comparison. The one problem
encountered was that in a few cases participants failed to complete
all pages of the questionnaire and this was not checked at the time.
Since all quesﬁonnqires were anonymous it was not possible to get |
back to the participant for completion. After becoming aware of this
problem, a boin'r was made of asking pcrﬁ&:ipcn'rs to check all pages
- before retuming the ques’rionncire. There was still a problem with
questionnaires completed six months after termination of the
programme as these were returned by post and there was no way of

ensuring that they were completed in full.
The quantitative analysis combined multivarite analysis of variance
and ordinary t-test computations to provide comparison of sample

means. The combined approach to analysing the data provided
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more robust evidence of change since each method had limitations.
The multivariate analysis only took into account 54% of pcrﬂcipcn'rs‘
scores, while the t-test analysis was not totally applicable since there

were four dependent variables investigated.

The depth interview was more complex; direct questions were asked
and this could be seen as going against the purpose of depth
interviewing (Jones, 1985). The need to consider practical issues, such
as the effectiveness of the programme, as an ongoing service, had to
take priQri’ry. The fact that the interview allowed for participants to
discuss how ’rH‘e programme had impacted on any aspect of their lives
in.c spontaneous manner, wds considered positive. It could be
~ debated that the semi-structured format provided answers to the
questions that needed answering: it provided a direct evaluation by
participants as to the effectiveness of the programme (to satisfy
health visitor management), and also provided indicators as to how
the programme had affected participants lives. An essential in
qudlitative research is that the method used facilitates the answering
of the questions asked (Jones, 1985; Robson, 1993; Silverman, 1993). In
this case it did so. |

The organisational change created c‘numbér of problemsk for the
research. Whereas the target number 6f participants was 40, the final
figure was 37. The research period was therefore extended beyond
that planned in order to gather larger samples, but in the end the
practical difficulties took the leading impact. The statistical results are

therefore not as ideally robust as initially planned.

A further criticism of the research 'could be that the methods used for

data analysis were too simplistic for the matter being addressed. Self

187



concept and self-esteem are complex constructs, affected by many
factors. Viewing them as dependent variables of one intervention, the
porriciboﬁon in the Programme, could be seen as too simplistic. Many
other every day factors affect how people see and feel about
themselves. On the other hand, all participants would have had other
factors impacting on their lives throughout their involvement in the
programme, some positive and others negative. It was assumed that
all other impacting factors remained ‘constant’ and therefore had
- the same kind of influence on all participants. An attempt was made
to consider the effects of rnédicc:ﬁon and other important events on
the results. Participants were asked fo state whether medication had
been intfroduced, changed or stopped at different stages durihg the
research. They were also asked to state whether there was any other
event, other than participating in the programme, that may have
affected how they felt about themselves (Appendices P-R). The
information received was however not precise enough to draw any

clear conclusions, yet provides indicators of aspects to consider in

future research.

8.2 Resulls
The chapter on results (chapter six) describes changes in participants’

ways of relating to children, spouses or partners, others and self.
Although none of these changes had been given specific mention in
the programme, except for ways of taking care of self, it can be seen
how change in self concept and self-esteem had an impact on ways
participants related to others around them. This is consistent with the
theory developed by Carl Rogers (1959) in which he sees self concept
as the most important determinant of behaviour. The changes noted
are also consistent with the theoretical concepts advocated by Selma
Fraiberg (1980) and FEric Berne (1976). In the changes mentioned
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regarding their behaviour towards their children, some participants
reported how they consciously responded in a way different to hbw
they had been treated as children. This matches the findings
described by Fraiberg (1980; 1987). Similarly, having become aware
that in certain situations they reacted from the Child ego-state,
enabled them to consider changing aspects of their ‘life-script’, and
they did so (Berne, 1976; Stewart & Joines, 1987).

The change in relating to self deserves special mention as this was the
- most difficult for participants to implement. Although this was an area
particularly highlighted during the programme, with specific time
allocated to discuss ways of taking care of self, it was still the one that
at the fime of the depth interview (10 weeks after completion of the
programme) many had nothing to say about any change. These
results seem 1o suggest that change to the aspects of self concept
that relate to others is easier to change than that that affects only the
 participant.  Reasons as to why this is so and implications of such a
finding were not found in the literature reviewed; the question could
however become the focus of further interesting and valuable

research.

Comparing the expressive language used when reporting on ways of
seeing themselves and on behaviours before and after participating in
the programme, shows a change in attitude. - Both quality and
quantity of words used indicate an increased animation after
participating in the. programme. Participants' moods were more
positive as indicated by their use of more positive words (table é.1;
section 6.2.2); they also had far more to say, possibly indicoﬁng their

feeling greater confidence within themselves after the programme.
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Participants showed improvement (raised scores on the Rosenberg,
mastery and self-esteem scales and decrease on the self-denigration
scale) on all four scales from pre to post intervention times, and from
pre-intervention time to six months after completion of the
progromrhe (when scores of all 37 participants were analysed by
means of the f-test). Ah‘hoqgh there was a decrease in Self-esfeem'
and mastery scores, with an accompanying increase in self- -
denigraﬁon scores between the post intervention time and six months
later, it was not a sighiﬂcont change. According to these scores, The
impfovements resulting from paricipating in the programme were
maintained and still evident six months after compleﬂoh of the
programme. When comparing the pre-intervention scores with the six
months after completion of programme scores, the positive change
recorded was significant at the 0.01 level. These results indicate that
the programme had the desired impact on participants and
furthermore that the changes created as a result of participating in
the programme were evident six months after the completion of the

intervention.

An interesting observation was the difference noted in the t-test
measures depending on the inclusion of the eight participants who
discontinued after time 2 measures. When the ‘discontinued’
participants  were included in the waiting to pre-intervention
comparison, signiﬁccnf improvement was shown on two of the four
scales. When they were excluded from the comparison the sample
means showed no significant change. This seems to indicate that the
eight participants who discontinued before engaging in the
intervention were in sbme respect different from those who decided

to attend the intervention.
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Further to the qualitative and quantitative results regarding self
qoncept and self-esteem, the findings relating to the collaborative
partnership and organisational aspects of this study require mention.
The literature on collaborative working highlights crucial areas fhcf
need to be considered when implementing collaborative
| partnerships, comprising inter-personal, inter-professional and inter-
organisational elements (Seaburn et al., 1996: Lupton & Khan, 1998).
In their evaluation of the programme, health visitors mentioned the
importance of both inter-personal and inter-professional relationships
(section 5.5). Their comments included how the inter-professional trust
-and respect had facilitated working together and how they felt
reassured by the presence of the researcher in the event of réquiring
" her expertise. One health visitor experienced thevpresence of the
researcher ‘de-skilling'; in this case the un-voiced and consequently

unresolved difficulty hindered the collaborative working.

The organisational factors were experienced by all health visitors as
strongly affecting the outcome of the programme. The change of
management structures during the time the research was being
conducted resulted in change in the commitment and shared
ownershib (by management) of the programme. The subsequent lack
of managerial support and recognition of the work achieved by the
health visitors, resUITed in the decrease of their enthusiasm, morale
and involvement and consequently a decrease in referals. In
addition, the practical difficulties encountered in “amanging
accommodation and child care in the absence of orgcniscﬁoncl
commitment, resulted in the progromme having to be stopped in two
out of the three localities where it was delivered. These findings are
consistent with the research by Hardy et al, (1992), Beattie (1994),
Seoburh et al., (1996) and Lupton and Khan, (1998).
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8.3 Lessonslearnt

The rhos’r striking iesson for the researcher was the impact of the
organisational change on the running of the programme. As difficult
‘as the dissolution and merger of trusts was to handle whilst trying to
continue with the data collection, in hindsight it provided a brilliant
opportunity in which to experience the effects of such a change on
the practicaliies of delivering such a programme.  Such an
organisational change would never have been purposefuII'y
infroduced as a variable in any research and its effecif on the
dependent variables measured. In this study, although not measured,

the negative impact is undoubtedly clear.

The experjence gained in this study highlights the need to clarify
organisational arangements and obtcin organisational commitment
before entering the more practical linked arangements such as
content and delivery of the progrdmme. However, asin this study, frust

mergers and their consequences cannot always be foreseen.

The results of the study show raised levels in self-esteem and positive
changes ih‘pcrﬁ;iponts self -.concept with associated behavioural
changes in ways of relating to others, as a result of participating in the
Self-esteem Programme. Although the collaborative partnership was
not a variable under investigation, professionals from both clinical
psychology and health viSiﬁng were aware of the value of the joint
venture. Both were of the opinion that neither profession could have
achieved the same 6utcome had the programme been delivered by
only_ one profession. All the professionals felt that the collobofo'rive

partnership greatly assisted the results achieved.
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The health visitor evaluation highlights the need to address inter-
personal and inter-professional issues on an ongoing basis when
involved in collaborative working. 'Although there was usually time set
aside after each session for the researcher and health visitors to discuss
any difficulties, either specifically related to the session or generally
related in any other way, some difficulties were not expressed at the
time but rather only emerged when the evaluation was requested at
the end of the research period. Highlighting this need at the
beginning of a partnership arangement and seeking opinions as to
how to address it in practice may be one way of avoiding the

negative impact on ultimate outcomes.

8.4 Pointers to future research
| This study is not only concemed with the effect that the programme
has on the participants, but also interested in the preventative aspect
that change in participants may have on their relationships with
others. The fact that participants reported change in ways of relating
to children, spouses or partners and other significant others as a result
of increased self concept and self-esteem, suggests that further

research in this area could be of value. Of pdrﬂculcr interest is the
| change in ways of relating towards children. Further research into the
relationship between change in self concept and self-esteem in
mothers qnd how that affects behaviour and self concept
development in children would be of particular value. If a direct
~ relationship can be found between positive change in self co'ncept in
mothers and the development of positive self concept in their
children, then steps will have been taken to break the cycle of low
self-esteem (Egeland & Farber, 1984). The value of preventing the

consequences of poor self concépts in children and the associated
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behavioural prob.lems to the children themselves and society as a

whole are well known (Coopersmith, 1967; Rosenberg, 1965).

Of interest to health visitors would be research cssessing the
rélc’rionship between increase in self concept and self-esteem in
participants and any possible decrease in their reliance on the health
visitor service. In a similar way, the relationship between increased self
concept and self-esteem in participants and their reduced use of GP
time and resources would be of interest to GPs and the health service
as a whole. Decreasing the demand on either service would be

welcomed in terms of health gains and financially.

fhe present study measured the effects of the Self-eS’reem
Programme on its completion and six months thereafter. A longitudinal
study investigating the effect of time on the impact of such a
programme, would be valuable further research. This would provide
more detailed information as to if and when some maintenance input
could prevent participants falling bdck to pre-intervention levels of self
concept and self-esteem.

The difficulty shown by participants in effecting change in the way
they related towards themselves has not been adequately explained.
The question remains as to why this is so and what are the implications
of such a finding. Further exploration of the literature and research

possibilities would make for interesting enquiries.

8.5 Theoretlical considerations
This study broUgh’r together various theoretical perspectives relating to
self concept, self-esteem and collaborative working. [t futher made

~ use of Attachment Theory, Psychoanalytic thinking, Rogers Self theory,
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Transactional Analysis and Cognitive-behaviour theory in the

formulation of the Self-esteem Programme.

Taken individually, each thecretical perspective can be linked to
some aspect of the results of this sfudy in a fairly predictable manner.
The discussion above has noted how participants responses were
cohsis'ren’r with the work pioneered by Selma Fraiberg (1980), the ideas
expreésed in Rogers work as to the impbrtc:nce of self concept as a
determinant of behaviour (Rogers, 1951; 1967), and the expected
change in ‘life-script’ messages as proposed by Berne's Transactional
Analysis (Stewart & Joines, 1987). Furthermore, the results were
consistent with Rogers view that the experience of worth as a person,
in the form of warmth and acceptance from others, which took place
within the implerhen’rcﬁon of the programme, increases the
individual's ‘positive self regard’ (Rogers, 1951). The expected
behavioural and mood change as a result of modified cu'romc’ric
thoughts, underlying assumptions and cognitive distortions were
evident in the accounts that participants gave during the depth
interview (Hawton and Kirk, 1989; Freeman et al., 1990). This study's
findings‘ regarding collaborative - working (section 8.2) are also
consistent with those encountered in the literature (Lupton and Khan,

1998: Seaburn et al., 1996; Beattie, 1994 and Hardy et al., 1992).

The various aspects of theory used in the theoretical underpinning can
thus be linked with most of the results obtained in this study, yet three
further areas deserve theoretical consideration. These are: the value
of early intervention, systemic awareness and collaborative working. In
the context of this study, these three area are all interlinked making it

difficult to isolate any one into a separate entity.
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To intervene as early as possible in the hope of avoiding further il
health of whatever nature, is a view not likely to be disputed by
anyone. Government directives regarding provision of services
encourage and someﬁrﬁes demcnd early intervention (DoH, 1998;
HMSO, 1995; Home Office et al, 1991) and yet it's impact and value is
difficult to quantify. Underpinning the decision to undertake 1his'
research, was the view that an early intervention pfogrcmme would
not only alleviate the difficulties presented by mothers (section 1.5) but
would also help in the prevention of the repetiton of inter-

generational cycles of problematic behaviour (Fraiberg et al, 1980;

Egelcrid & Sroufe, 1981). Yet no specific literature was found
regarding when or how to intervene early. What constitutes early

intfervention? What are the characteristics that indicate

appropriateness of early intervention?

In the context of this study the opportunity to intervene early was only .
possible if a collaborative partnership was established between
clinical psychology and health visiting (section 1.5). Although literature
was found in the field of collaborative working, this was predominantly
in the area of child protection (Hallett & Birchall, 1995; Birchall &
Hallett, 1995; 1996; Lupton & Khan, 1998). Much of the literature
addressed procedural issues and professional responsibilities (Home
- Office, 1991; DoH, 1995; DoH; 1999) whilst other reported on the
numerous cases where collaboration was proving extremely difﬁc;ult
(Taylor & Tiley, 1989; 1990; Sadler, 1994). The literature contained
theory regarding essentials for collaboration (Seabumn et al., 1996:
Lupton & Khan, 1996) as it did regarding organisational structures and
arangements (Hardy et al., 1992; Campbell et al., 1989a; Campbell et
al., 1994). However, the literature on organisations limited itself to intra- -

organisational arangements and change, whereas this study involved
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inter-organisational issues. Systemic awareness (Campbell, 1989q;
Section B of this thesis) was the ovemiding construct through which

both collaborative working and early intervention were viewed.

This study integrates various aspects of theory and implementation
models. It also incorporates the ideas of early intervention,
collaborative working and systemic awareness, all of which are at
present not clearly defined as measurable entities. The integrative
WGY of working enables the clinician to work from a variety of

perspectives, but in so doing the boundaries between those

. perspectives often dovetail to create a new perspective. Continued

research into the amalgamation of established concepts and new
ideas, mindful of the challenge to provide the most effective service
" to client groups within the limits of resources and organisational
stuctures, will lead to the continued creation of theorefical

knowledge.
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APPENDIX A

VULNERABILITY CRITERIA

ANY THREE OF THE FOLLOWING FACTORS INDICATE CLEAR CRITERIA FOR
‘AT RISK’ FAMILIES. '

10.

Admission to a Special Care Baby Unit ora hcndiccpp'ed child.
History of emotional disturbance.

Midwife or Health Visitor concerns with regard to the handling of
the baby.

Known to Social Services with reference to child care.
Parental ill-health.
Relationship or family disharmony or tension.

Poor housing.

Immature mother.

Non-clinic attender or poor developmental screening /
immunisation take-up. : '

Poor parenting (physical/emotional/developmental).
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APPENDIX B

SELF-ESTEEM BUILDING PROGRAMME

SESSION THREE HELP SHEET

IDENTIFYING MESSAGE EXERCISE

Participants have been asked to think about a particular situation where they
RECURRENTLY feel 'bad' / anxious / lacking confidence.

Stages

1

We explore PRESENT situations to get a feel about what the
participant is going to work on. Within that exploration we need to
be mindful of:

a) is the situation presented to do with ‘doing’ messages
b) isitrelated to a specific situation or does it have a more
general feel about it

if the presenting 'story' Is to do with DOING or with a specific
situation, it is not an appropriate 'story line' to follow. We need to
bring it into BEING focus.

We then ask whether this is the first time they are feeling like this or
whether this same feeling has been experienced in the PAST

So we are linking present day events and feelings with past events
and feelings. We need {o help them make the connection that
what Is happening (the story they have just related) is a
continuation of the process that was started in the past.

We ask what were the feelings experienced in the past.

But we do not dwell on these. This is a short step fo get us onto the
next step. It's purpose Is to connect that the present day feelings
are the same as those experienced in the past.

We then ask them {taking into account the story they have just told)
to try and work out what MESSAGE they were receiving from others -
around them at that time.

They will often have referred to ‘being’ messages throughout their
‘story’. You may find it helpful to pick up on these if they are
finding it difficult fo get to the tormulation of message on their
own. Ifthey can do i, it is aiways better to let them get there on
their own.
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QUESTIONING VALIDITY EXERCISE

We are now asking them to go back to the events of the past and consider the '
circumstances under which that particular message developed

This Is to enable the participant to question the valldity of the message. Some
participants may well be able to see that it is not true without going into more detail
of the past. In these cases that is enough. But it participants are ‘stuck’ in that they
believe that the message IS true, then we need to go into the past info more detail
and question WHY others had the need to do whatever they were doing / pass on
the message that they did.

The object In this exercise is that at the end ot It, they can INTELLECTUALLY say

“This message is not true”
‘Homework’ for the week: It will help in the process if they can keep this reality in
focus. So we ask them to remind themselves that they have worked out that the

message is not true. We know that they cannot feel t as yet. To just say it
intellectually Is the first step forward.

THIS PROGRAMME WAS DEVELOPED FOR
JOINT PSYCHOLOGY - HEALTH VISITING DELIVERY
IT SHOULD ONLY BE USED IN COLLABORATIVE PARTNERSHIP
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APPENDIX C

AFFIRMATIONS

An affirmation is a positive definition of oneself which presently is not
experienced as true. It is a positive statement of what you
intellectually know to be true, but emotionally cannot yet experience.
It is also a positive statement of who you are, rather than what you
can do. ‘

An affirmation is a declaration you make to yourself of something you
believe or hope to believe about yourself.

The main points about affiirmations are: -

] They are positive statements about self

2 They need to be repeated frequently

3 They are not yet experienced as frue
Just think about how often you received the messages that make you
feel NOW the way you do about yourself. If you could count the
times, the number would easily go info the millions.  The reversal of
such messages requires great amounts of repetition. You will have to
say the new things to yourself many times and you may not

experience these as true for a long time. Eventually you will start
feelingit. '

When formulating an affirmation remember:
1 Make it a positive statement
2 Make it a “being'; statement
3 Keep it short

4 Keep it simple

5 Use the present 'rénse
) Preferably use the word ‘I’ or 'l am'
7 Repeat the affiirmation whenever and wherever you can

8 Start immediately
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APPENDIX D

SELF-ESTEEM BUILDING

REMINDER SHEET

WHEN YOU FIND YOURSELF FEELING BAD ABOUT YOURSELF OR PUTTING
YOURSELF DOWN OR FEELING WORTHLESS ASK YOURSELF:

1. What am | saying to myself (mcybe unconsciously) that is
making me feel this way?

2. Where does this message come from?

3. Isittrue?

4, Once you have worked out that it is not true - then use the
affirmations list to help you reverse the message.

S. Concentrate on cfﬁrming yourself through that new message.
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REMEMBER:

1. TAKE CARE OF YOURSELF: DO SOMETHING FOR YOURSELF EACH
DAY THAT SHOWS THAT YOU VALUE YOURSELF.

2. UNTILIT BECOMES “SECOND NATURE” BE CONSCIOUS OF SAYING
SOMETHING POSITIVE ABOUT YOURSELF TO YOURSELF EVERY DAY.

3. WHEN YOU FEEL IN THAT STATE OF NEGATIVE FEELINGS / LACK OF
CONFIDENCE / NO VALUE FOR YOURSELF, TAKE TIME OUT TO
EXPLORE WHERE IT IS COMING FROM. FOLLOW THE STEPS AND IF
NECESSARY ASK FOR HELP.

4. UNTIL YOU HAVE WORKED OUT A STRATEGY OF HOW TO DEAL
' WITH THEM, AVOID PEOPLE THAT PUT YOU DOWN OR PEOPI.E THAT
DON'T VAI.UE youe. -

5. MAKE THE MOST OF YOURSELF WITH “YOUR COLOURS".
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APPENDIX E

VIEWS AND OPINIONS

We would appreciate knowing your views and opinions on varlous
points. Please DO NOT put your nhame or sﬁcker on this page. It is
completely anonymous.

1. What did yoU find most helpful over the last eight weeks?

2. What did you find least helpful2

3. Was the course what you expected? Please tell us about it.

4. Was there anything else you would have liked to hcve done in
this course? » : :

S. Was the course clear or did you find it difficult to follow?
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What did you think of the Child Care facilities? Would you like
anything different?

Was the time and place convenient?

Anything else you would like to comment on; good, bad, or
indifferent? '

THANK YOU FOR YOUR INVOLVEMENT AND CO-OPERATION.

250



APPENDIX F

THE BALLOON EXERCISE
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APPENDIX G

IN-DEPTH INTERVIEW PROTOCOL

relating to the SELF CONCEPT component of
research entitled

An investigation into the effects of a self-esteem focus programme on
self concept, self-esteem and reflective function.

1. Introduction

It has been a few months since you took part in the Self-esteem

Building group. Thank you for being prepared to come back and give
us some feedback on the effect it had on you.

This interview will focus on how you experienced 'rhe' group and

whether having taken part in the programme made any difference to
you in your daily living.

As you may know | was not involved in the running of the programme
at all, but am now doing the interview. This is so on purpose to make it
easier for you to say whatever you feel about the group. Your answers
will remain confidential. Your recorded responses will be written down
and then scored according to themes. Your name will not be
connected to any response.

In order to link your responses to this interview with your other
responses to questionnaires etc., | will need you to open your named
envelope and take out the sticker. [Sticker is put on tape]. Then will
you please put the remaining shckers in @ new envelope, seal it and

wn're your name on it. A : ~ '

Is there cnyfhing you would like »’ro csk me before we start?

2. Experience of the intervention

How did you come to aftend the self-esteem group?
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How did you hear about the group?

Why did you decide to attend? Was it an easy or a hard
decision to make?

What made it easier/harder for you to attend?
How did people close to you react to your decision to attend
this group? By ‘people close to you' | mean maybe your
partner or family or any other close person.

Would you please tell me what your experience In the group was like?
Is there anything that happened in the group or anything that
you learned in the sessions that made a particular impression

on you?

What was the best thing about the group for you? What did you
enjoy the most?

What was the worst thing about the group for you? What did
you enjoy the least?

If one of your friends told you that she was thinking of attending
- one of these groups, what would you advise her?

3. Self Concept

If 1 had asked you how you saw yourself BEFORE you aftended the
.group, what would you have said? Here | am referring to you as a
person, rather than what you are good at doing ,

Did you see yourself as someone of worth?
- as someone just as important as anybody else?
- as someone worth being loved?

If you look at yourself now compared to the person you were before
attending the group, whai do you see?

In what ways are there dlfferences? Can you give me
examples?

[If there is no difference:] Skip to the next section.
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Can you give me some practical examples of, how In your life, you
are different since the group.

_Is there any difference in the way you thin‘k / act
Are there things you do differently since cﬂending the group¥?
(It is important to explore the following areas]:
*Is there any difference in the way you relate to your partner?
*What about with your children?
*Has there been a difference in the way you relate to anybody

else?

Do other people notice this difference?
[what about yourself?]

4. Wind Down: Expectations Fulfiled ete.

Was attending the group worthwhile for you? Did it give youk what you
were expecting?

What can we improve on in future groups? How can we make the
groups more helpful?

It certainly seems as if you found the group generally helpful
[unhelpful]. Could you please tell me if there was anything
about the group that we have not talked about yet that you
feel would be important for me to know about?

Perhaps there was some aspect of the sessions that did not feel
OK to you or perhaps there was something outstanding that you
have not yet mentioned?

THANK YOU VERY MUCH FOR TAKING THE TIME TO SPEAK TO ME. YOU HAVE
BEEN MOST HELPFUL.
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APPENDIX H

Does the Self-esteem Building Programme
really work ?

CLIENT INFORMATION SHEET -

The Self-esteem Building Programme was first tried out 3 years ago when Health
Visitors wanted to find better ways of helping parents who were experiencing
certain relationship difficulties. These difficulties were to do with the handling of
“-children, relationships with other adults (partners, family members, friends) or even
their own fears or lack of confidence. Since then about 40 mothers have taken

part in the programme. Many tell us how it has changed their outlook and 1he way
they relate to others.

The study | am undertaking aims to show in a more definite WQy whether the
programme does help parents to change and whether the change is lasting. If you
agree to participate in this study, you will be required to:

Fill in two questionnaires on 3 different occasions. The first will be
approximately two weeks before the programme, the second
immediately after the programme, and the third six months later.
Some participants will need to wait for 2-3 months to get on the
programme. These people will need to complete questionnaires on
4 occasions; before the 'waiting time', and then the 3 times as
above.

Your GP will be informed of your involvement in the programme in case medication
is infroduced, changed or withdrawn during your participation in the study.

All information collected will be stictly confidential. All questionnaires will be
anonymous. If at any stage after signing the consent form you wish to withdraw from
the study, you may do so without giving a reason, and this will in no way aftect your
participating in the Self-esteem Building programme.

Please contact me if you wish to discuss any aspect of the study any furfher
ANA KIRBY - Clinical Psychologlsi (telephone number)
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APPENDIX |

Does the Self-esteem Building Programme
really work ?

CLIENT INFORMATION SHEET ONE

The Self-esteem Building Programme was first fried out 3 years ago when Health
Visitors wanted to find better ways of helping parents who were experiencing
certain relationship difficulties. These difficulties were to do with the handling of
children, relationships with other aduits (partners, family members, friends) or even
their own fears or lack of confidence. Since then about 40 mothers have taken

part in the programme. Many tell us how n‘ has changed 'rhenr outlook and the way
they relate to others.

The stdy | am undertaking aims to show in @ more definite way whether the
programme does help parents to change and whether the change is lasting. If you
agree to participate in this study, you will be required to:

1. Fill in two questionnaires on 3 different occasions. The first will be
approximately two weeks before the programme, the second
immediately after the programme, and the third six months later.
Some participants will need to wait for 2-3 months to get on the
programme. These people will need to complete questionnaires on
4 occasions; before the ‘waiting time’', and then the 3 times as

. above.

2. Tell an interviewer, in a 30-45 min taped interview, what effect the
- programme has had, if any, on the way you see yourself and,
as a result, any changes in the way you relate to others. This
will take place about a month after completing the
programme.

3. Give taped interviews relating to childhood experiences on two
occasions; before the programme, and six months after complehon
of the programme. ln'rervnews will be cbouf an hour Iong

Your GP will be informed of your |nvolvemeni in the programme in case medication
is infroduced, changed or withdrawn during your participation in the study.

_All information collected will be stiictly confidential. It at any stage after signing the
consent form you wish to withdraw from the study, you may do so, without giving a
reason, and this will ln no way affect your pan‘lclpaﬁon in the Self-esieem Buﬂding
programme. ,

Please contact me if you wish to discuss any aspect of the study any further.
ANA KIRBY - Clinical Psychologist - (telephone number)
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APPENDIX J

STANDARD CONSENT FORM WHERE THE PARTICIPANT
IS CONSENTING ON HER OWN BEHALF

Name of participant:

L, _ Health Visitor involved in the
Self-esteem Building Programme, being researched by Ana Kirby, Clinical

Psychologist, have fully explained to this participant the nature and purpose
of the research entitled:

AN INVESTIGATION INTO THE EFFECTS OF A -
SELF-ESTEEM FOCUS PROGRAMME ON
SELF CONCEPT, SELF-ESTEEM AND REFLECTIVE FUNCTION

and she has consented to participate. | have given her a copy of the Client
Information: Sheet, regarding the research project and have answered her
questions. She has kept the information sheet for future reference.

~ Signature of the Health Visitor: Date:

Name (in capitals)

I {(name)

hereby consent to take part in the above investigation, the nature and
purpose of which have been explained to me. Any questions | wish to ask
have been answered to my satisfaction. | understand that | may withdraw
from the investigation at any stage and this will in no way affect the care |
receive as a client.

Signed

Participant: _ Date:
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APPENDIX K

STANDARD CONSENT FORM WHERE THE PARTICIPANT
IS CONSENTING ON HER OWN BEHALF

Name of par_ﬁciponf:

L _ Health Visitor involved in the

Self-esteem Building Programme, being researched by Ana Kirby, Clinical
Psychologist, have fully explained to this participant the nature and purpose
of the research entitled: '

AN INVESTIGATION INTO THE EFFECTS OF A
SELF-ESTEEM FOCUS PROGRAMME ON
SELF CONCEPT, SELF-ESTEEM AND REFLECTIVE FUNCTION

and she has consented to participate. | have given her a copy of the Client
Information Sheet One, regarding the research project and have answered
her questions. She has kept the information sheet for future reference.

Signature of the Health Visitor: Date:

Name (in capitals)

O (name)

hereby consent to take part in the above investigation, the nature and
purpose of which have been explained to me. Any questions | wish to ask
have been answered to my satisfaction. | understand that | may withdraw
from the investigation at any stage and this will in no way affect the care |

receive as a client.

Signed

Date:

Participant:
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APPENDIX L

ROSENBERG SELF-ESTEEM QUESTIONNAIRE

Circle the appropriate number to show how you feel about yourself.

Strongly Strongly
Agree Disagree

1. |feel thatlam a person of worth, 1 2 3 4
at least on an equal plane with :
others. _

2. Allinall, laminclinedtofeelthatl 1 2 3 4
am a failure. ' :

3. [feel that | have a number of 1 2 3 4
good quadlities.

4. lamable to do things as well as 1 2 3 4
most people.

S. Ifeelldo not have much to be 1 2 3 4
proud of. :

6.~ | take a positive attitude towards 1 -2 3 4
“myseif. ‘
7. Onthe whole, | am satisfied with 1 2 3 4
- myself. : : - :

8. lwishlcould have morerespect 1 2 3 5
for myself.

9. [lcertainly feel useless at times. ] 2 3 4

10. At ﬁme; | think | am no good at all. 1 2 3. 4
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APPENDIX M

PEARLIN & SCHOOLER QUESTIONNAIRE
HOW DO YOU FEEL ABOUT YOURSELF

Here are some statements about how people feel. Please read each
statement and then circle the appropriate number to indicate how
you feel at the moment.

1 = Strongly disagree
2 = ‘Discgree |
3 = Somewhat
4 = Neu'rrol
5 = Somewhat
6 = Agree
7 = S’rrohgly agree
Sﬁ'ongly _ ' Strongly

Disagree Agree

|certainlyfeeluseless 1 2 3 4 5 6 7
at times :

At times | think that | 1 2 3 4 5 6 7
am no good at all

Iwshlcoudhave =~ 1 2 3 4 & 6 7
more respect for myself '

Allin all, | am inclined 1 2 3 4 5 6 7
to feel that lam a
failure
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10.

11.

12,

13.

14,
15.

16.

| have little control
over things that
happen to me

There is really no way |
can solve some of the
problems I have

There is little | can do to

- change many of the

important things in my
life

| often feel helpless in
dealing with the
problems of life

Sometimes | feel that |
am being pushed
around in life

What happens to me in
the future mostly
depends on me

| can do justabout
anything | set my mind
to

| feel good that | have
a number of good
quglities

| feel thatlam a
person of worth; at
least on an equal
plane with others

I am able to do things
as well as most people

| take a positive
attitude towards myself

On the whole | am

satisfied with the sort of
person lam

Strongly
Disagree
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APPENDIX O

INTERACTION BETWEEN QUALITATIVE AND QUANTITATIVE MEASURES

PARTICIPANT 1

Pre Post
Rosenberg 21 25
Self-denigration 25 , 20
Mastery 19 35
Self-esteem 10 24 !

In Depth Interview. . :

This participant described herself as feeling useless and worthless. She
also stated that she was a “nonentity”. However, following the
programme, this participant states that she no longer feels as negative
about herself, and feels better about herself in general. This is also
reflected in the answers given to the above questionnaires, especially
in the instance of self-esteem where the score has made an
extraordinary jump from 10 to 24. The self-denigration score however
did not fall a great deal, and this is reflected in the fact that this
- participant says that she is still trying to convince herself that she is
basically worthwhile.

PARTICIPANT 2.

: Pie Post
Rosenberg 22 33
Self-denigration 21 13
Mastery 35 31

Self-esteem 23 29

In Depth Interview.

This - participant reported that she felt unimportant, and had no
confidence. She also felt that she was not coping, and often felt very
down. After the group, this participant reports that she feels more
confident, and does not feel so bad about herself. She also feels
happier, and is more outgoing. This is reflected in her questionnaire
responses. Self-esteem has increased dramatically in both the
Rosenberg and the Pearin and Schooler; self-denigration has
decreased, whilst mastery has slightly decreased.
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PARTICIPANT 3.

Pre Post
Rosenberg 24 23
Self-denigration 22 - 17
Mastery 21 26
Self-esteem 20 20

In Depth Interview.

This participant stated that before the group began, she was full of
nerves. She complained that she feit taken for granted and was
unsupported, and simply was not coping. However, after the group,
this participant says that she feels more worthy and a bit more
confident, and significantly she states that she has “found self-
esteem". In both the Rosenberg and the self-esteem component of
the Pearlin and Schooler, the scores remained the same between pre
and post. Self-denigration fell consistently from the time of pre to post
testing, whilst mastery increased at the time of post testing.

PARTICIPANT 4.

~ ‘ ‘ Pre Post
Rosenberg 15 - 28
Self-denigration 25 13
Mastery 25 30

Self-esteem <« 13 27

In Depth Interview.

This participant expressed ‘the fact that before the group, her self-
esteem was at rock bottom. She was always womrying about what
other people thought of her, and she felt very low and worthless.
Following the completion of the group, she realised that she does
have value as a person, and that she is worth something. She feels
more assertive, and is able to stand up for herself. She states she feels
much more positive. These sentiments are certainly represented in the
questionnaire results. The Rosenberg score rose between pre and post
group testing. The score for the self-esteem component of the Pearlin
and Schooler also rose to similar levels. The level of self-denigration fell

consistently, and the score for mastery rose con’nnuously fhroughout
the penod of 'reshng
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PARTICIPANT 5.

Pre Pos?
Rosenberg 13 24
Self-denigration 24 ' 22
Mastery 18 33
Self-esteem 10 21

In Depth Interview.

This parficipant commented that she had no confidence, and
described herself as a "bit of a doormat”. She found that before the
group, she did not cope very well, and was very low. After the group,
she stated that she has a “lot higher self-esteem”, which is certainly
reflected in.the self-esteem scores of the questionnaires. The
Rosenberg rose sharply between pre and post group testing. She also
comments that she has a lot more confidence following the group.
This participant has found that she can cope, and that she is able to
stand ‘up for herself. This can be seen in the self-denigration and
mastery scores, which fell and increased respec’nvely throughout the
period of testing. : :

PARTICIPANT é.

: Pre Post
Rosenberg 27 : 34
Self-denigration 13 6
Mastery 28
Self-esteem 32

(missing scores due to incomplete questionnaires)

In Depth Interview. '

This participant claims that before the group began, she felt worthless
and shy. She also thought people were talking about her behind her
back. Following the group, she found that the group had helped her
to realise that she is worthwhile, and this apparent increase in self-
esteem can be seen in the questionnaire scores. She also states that
she is now more outspoken and able to stand up for herself, as well as
being more outgoing and positive. This is reflected in the scores for
mastery and self-denigration - self-denigration having fallen from 13 at
pre group testing to 6 at post group ’reshng The m|ssmg scores are due
to lncomplete queshonnoures :
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PARTICIPANT 7.

Pre Post
Rosenberg 24 27
Self-denigration 26 18
Mastery 20 32
Self-esteem 10 28

In Depth Interview.

According to this participant, before the group she did not feel worth
-~ anything to anybody, she hated herself, and she had low self-esteem.
The self-esteem component of the Pearlin and Schooler certainly

shows this to be the case, although the Rosenberg shows a higher
score.

Following the group, this participant remarks that she has regained her
feelings of self worth and feels worthwhile, and has also gained a little
more confidence. She feels she can cope better, and is able to stand
up for herself. This can be seen in the questionnaire scores, as both
self-esteem scores have increased. The self-denigration score fell at
the time of pre to post teshng, whilst the mastery score rose
sngnlﬁcon’rly

PARTICIPANT 8.

Pre Post
Rosenberg 26 30
Self-denigration 12 4
Mastery 33 44

Self-esteem 24 29

In Depfh Interview.

~ This participant described her personal message as being “l am

insignificant” , and she also felt that she was walked over, She states

that no one took any notice of what she had to say. However prior to
the group, both her self-esteem scores are quite high.

Following the completion of the group, this participant is adamant
that she is significant, and states that she is probably living her life
more confidently than ever before. This is certainly reflected in her
questionnaire scores, as the self-esteem and mastery scores have

steadily increased, whilst the self-denigration score hos fallen to 4 at
the time of pos'r 'reshng
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PARTICIPANT 9.

Pre Post
Rosenberg 24 35
Self-denigration 22 - 7
Mastery ‘ 22 - 37
Self-esteem 29 33

In Depth Interview. ‘

With reference to this participant, she states that before the group, she
felt she was a person of worth, but her behaviour probably did not
reflect this. This can be seen above in the self-esteem questionnaire
scores before the group. |

Following the completion of the group, this participant intimates that
she knows she is good and that she deserves things, and is now able
to accept herself for who she is. She also feels that as a result of the
group she is able to get on better with people, and yet is harder with
people than she used to be. Finally, she states that she feels as though
she is on the “right track”. The mastery score increased a great deal
between the time of pre and post group testing, and the self-

denigration score fell from 22 at pre testing to 7 at the time of pos'r
Tes’nng

PARTICIPANT 10.

Pre Post
Rosenberg 31 26
Self-denigration 26 .15
Mastery 18 31
Self-esteem 7 21

In Depth Interview.
In this interview, the participant remarks that before the group, she
had no confidence, and she hated herself. She also felt very down,
and found it hard to go out. This can be seen in the questionnaire
score for the self-esteem component of the Pearlin and Schooler,
although is rather contradicted by the results from the Rosenberg
- questionnaire which show quite a high score for self-esteem. However
as expected the score for self-denigration is high when tested before
the group. :

After the gfoup, the participant reflected that she is better than she
was, and feels stronger. She also recognises that she has worth and
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value. However she is still fighting the days when she wakes up and
feels she hates herself. Both self-esteem scores reflect this in that they
are still high at the time of post testing, but the Rosenberg score has
dropped slightly - possibly in line with the acknowledgement that
sometimes she still hates herself. The mastery score has increased from
pre to post testing, whilst the self-denigration score has fallen - again
mimicking the comments made in the in depth interview.

'PARTICIPANT 11.

Pre Post

Rosenberg 20 32
Self-denigration 24 14
Mastery : 32 36
.Self-esteem 19 32

In Depth Interview.

Before the group began, this participant d|d not see herself as
someone of worth. She lacked confidence, had incredibly low self-
esteem, and was convinced that she was “not quite right". This is
replicated in her self-esteem scores which are quite low before the
group commenced. Her self-denigration score is also quite high, thus
reflecting her comments about not seeing herself as someone of
worth. However her mastery score is also quite high at the time of pre
group testing.

Following the group, this participant states that she has a bit more
confidence, and feels stronger, although she still experiences anxious
spells. At the time of post testing we can see that her self-esteem
- scores have continued to rise, as has the mcs'rery score, whilst the self-
denigration score hcs fallen.
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APPENDIX P.

MAJOR CHANGES DURING THE LAST EIGHT WEEKS
(Since doing the first set of questionnaires)

During the last eight weeks have any of the following happened:
(please indicate YES or NO)

medication introduced

medication changed

medication stopped

If you answered YES to any of the above, please indicate what medication
is involved.

Has there been any other significant change in your life over the last eight
weeks that could have had an impact on the way you are feeling about
yourself at the moment ¢

If YES, details would be appreciated.

........................

------------

ooooooooooooooooooooooooooooooooooooooooooooooo
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APPENDIX Q

MAJOR CHANGES DURING THE LAST EIGHT WEEKS
(while you have been attending the group)

During the last eight weeks have any of the following happened:
(please indicate YES or NO)

’

medication introduced

medication changed

medication stopped

If you answered YES to any of the above, pleose indicate what medication
is involved. :

oooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooo

-----------------------------------------------------------------

Has there been any other significant change i in your life over the last eight
weeks that could have had an impact on the way you are feeling about
yourself at the moment ¢

If YES, details would be appreciated.

nnnnnnnnnnnnnnnnnnn

oooooooooooooooooooooooooooooooooooooooo

oooooooooooooooooooooooooooooooooooooooooooo

oooooooooooooooooooo
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APPENDIXR

MAJOR CHANGES DURING THE LAST SIX MONTHS
(since having aftended the group)
i.e. the time(date on which group terminated) and now

During the last six months have any of the following happened:
(please indicate YES or NO)

medication introduced

medication changed

medication stopped

If you answered YES to any of the above, please indicate what medication
is involved. ‘

Has there been any other significant change in your life over the last six
months that could have had an impact on the way you are feeling about
yourself at the moment ¢

If YES, details would be cpprecmed

ooooooooooooooooooooooooooooooooooooo

---------------------------------------------------------------

oooooooooooooooooooooooooooooooooooooooooooooooooooooooo

------------------------------------------------
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